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Background. The elevated rate of suicide among patients with schizophrenia is well documented and thus frequently
researched. The majority of research has focused solely on the identification of risk factors that predispose patients to
attempt or commit suicide. This review serves to expand on the literature pertaining to suicide risk factors by additionally
outlining how protective factors may shield against suicide within this unique patient population.
Methods. A literature review of English-language publications pertaining to suicide among people with schizophrenia was
completed using PsychINFO and MEDLINE databases between the years of 1960–2004 and 1950–2004 respectively.
Special emphasis was given to studies of risk factors and protective factors for suicide.
Results. Commonly supported risk factors for suicide were identified: previous attempts, severity of illness, comorbidity,
social isolation, temporal relationships, and demographic characteristics. Risk factors such as a history of violence, the
presence of command hallucinations, and recent tragic loss were found to warrant future study. Social support, positive
coping skills, life satisfaction, and resiliency emerged as protective factors that may mitigate suicide. 
Conclusions. Understanding why some patients wish to end their lives but also why some desire to live allows for more
comprehensive suicide prevention. 
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INTRODUCTION

The public health burden posed by suicide and attempted
suicide is readily recognized. Suicide is the 11th leading cause
of death among adults in the United States (1). Americans
commit suicide at a rate of 10.7 per 100,000 (2). Approxi-
mately 30,000 people commit suicide in the United States each
year, equating to 85 deaths a day (3). 

Men are three times more likely to commit suicide than
women, and Caucasian men commit suicide at a rate two times
greater than people of color (4,5). Among the elderly, rates are
also elevated. For those over 75 years of age, the suicide rate is
three times higher than it is for the young (1,4), and elderly
White men have the highest per-capita rate of completed sui-
cide when compared to any other demographic group (1,6). 

Between 70 and 95% of suicide victims have some form of
diagnosable mental illness (5,7,8). Two forms of mental illness
play a particularly crucial role in suicide: depression and
schizophrenia. This article focuses on suicidal ideation, suicide
attempts, and completed suicide among people with schizo-
phrenia. It offers a summation of the most frequently cited risk
factors, as well as a discussion of how protective factors may
prove to be a fertile ground for future investigations with this
high-risk patient population.

Suicide Among Patients With Schizophrenia

Suicide is the leading cause of premature death among peo-
ple with schizophrenia (9,10). When people with schizophrenia
are compared to the general population, they hold an 8.5 fold
greater risk of suicide (11), a rate surpassed only by people
with severe mood disorders (12). Between 40–50% of people
with schizophrenia report suicidal ideation at some point in
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their lives, 20–50% have a history of suicide attempts (13,14),
and 4–13% eventually commit suicide (15–19). 

In the year 1991 alone, the total cost for suicide in this pop-
ulation was $190 million, while the loss of productivity due to
suicide among people with schizophrenia reached an estimated
$7 billion (20). The human and economic loss associated with
suicide among people with schizophrenia is apparent, and
forms the basis for a dramatic public health priority (21).

Risk Factors

In order to diminish the level of suicide among people with
schizophrenia, researchers have frequently focused on the identi-
fication of risk factors. The basis for this type of research
involves identifying which patients are most at risk for suicide, so
as to more effectively implement timely and effective interven-
tions. One prior difficulty for studies of this nature was the avail-
ability of standardized assessments applicable to people with
schizophrenia. However, several measures have now shown reli-
ability and validity for this population, and now serve to inform
hypotheses about risk factors within this group (e.g., the Beck
Scale for Suicide Ideation (22), InterSePT Scale for Suicidal
Thinking (ISST) (23). Several risk factors consistently have
related to the likelihood of suicidal acts (see Table 1), while oth-
ers have received only marginal or inconsistent support (see
Table 2). This section delineates the consistently supported risk
factors, and discusses others that require further investigation. 

Consistently Supported Risk Factors

Previous Attempts

Perhaps the most concrete, most readily recognized risk fac-
tor for suicide is the presence of previous attempts (5,16,24–33).
Greater lethality of attempts, and fewer provisions for being
rescued are also indicative of strong fatalistic intentions (5).
The strength of this factor underscores the importance of gath-
ering full psychiatric histories from high-risk patients as a
means of more effectively predicting future attempts. 

Severity of Illness

For individuals with more severe cases of schizophrenia, the
risk of suicide is increased. Severity of illness can be exempli-
fied by more frequent hospitalizations and longer durations of
index hospitalizations. Severity can also be marked by numer-
ous relapses, younger ages of onset, or higher doses of antipsy-
chotic medications (16,27,30,32,34,35). 

Social Support

For patients with psychiatric illnesses, social support
strongly mediates levels of suicidal ideation. People with
schizophrenia are no exception (5,16,25,33,36,37). Possessing

a supportive network of family, friends, co-workers, or mental
health professionals can mitigate thoughts of suicide. Positive
connections with others help solidify reasons for living, and
add meaning to lives that may otherwise feel desolate and
lonesome. Therefore, a lack of social support is a frequently
noted risk factor. 

Although the importance of social support is clear, the
effectiveness of psychosocial interventions to bolster this
important factor is not. No studies have systematically investi-
gated the effectiveness of psychosocial interventions for this
population. Harkavy-Friedman and Nelson (38) offered a com-
prehensive discussion of the ways in which clinicians can
intervene in crisis situations (e.g., mobile multidisciplinary
outreach teams, crisis-oriented day treatment), but no data
regarding their ability to reduce levels of suicidal ideation or
attempts is available. Future research needs to empirically
measure the benefits of such psychosocial programs, allowing
for more evidence-based intervention with patients in this
regard.

Comorbidity

Co-existing depressive symptoms have been established as
a common risk factor among people with schizophrenia
(16,25,26,28,30,31,36,39). The link between suicide, schizo-
phrenia, and comorbid depression is not surprising since major
depression is the one of the few psychiatric illness that is more
frequently represented in suicide cases than schizophrenia
(12,40). The connection between suicide, schizophrenia, and
substance abuse is also compelling (28,40–42). Substance
abuse and alcoholism can exacerbate impulsiveness as well as
social isolation and place high-risk patients in an even more
vulnerable position.

Temporal Relationships

The timing of suicides among people with schizophrenia
has been of concern to researchers. When are patients most
likely to commit suicide or voice suicidal ideation? It has been
noted that the majority of suicides for this population occur
within the first 10 years of illness onset (5, 10, 16, 33, 37, 39,
43), with approximately 50% of suicides occurring within the
first two years (31).

Not only are patients at higher risk in the years directly fol-
lowing their initial diagnosis, but are also more likely to com-
mit suicide within the first few weeks or months after a
hospital discharge (5,26,36,44). For example, 80% of patients
with schizophrenia who committed suicide in one study were
found to do so while housed in the hospital or within six
months of discharge (29).

The temporal relationship between hospital discharge and
suicide may be due to a “post-psychotic depression” which has
been theorized to increase levels of suicidality (5, 36,45–47). It
is believed that people with schizophrenia who experience an
alleviation of symptoms may in turn have greater awareness of
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their overall life circumstance, and feel a corresponding
increase in despair. As a result, the need for increased vigilance
soon after patients experience a period of recovery from
schizophrenic symptoms is evident. 

Demographic Factors

Gender. Men in the general population of the United States
commit suicide more frequently than women (1). The same trend
is seen among men with schizophrenia (29, 48, 49), therefore
being male is consistently cited as a risk factor (5, 10, 16, 26, 29,
33, 36, 37, 47, 48, 50). It is unclear whether this increased risk is
related to a worsened course of illness or an earlier onset of dis-
ease — both of which are frequently observed among men
(12,51). An earlier onset of schizophrenia in combination with a
more severe course of illness could lead to lower levels of social
and occupational functioning, and increased rates of hospitaliza-
tion. People with schizophrenia who possess such a profile are
considered to be at high risk for suicidal ideation, attempts, and
completion (5, 25, 27, 31, 32, 37).

Males with schizophrenia also tend to commit suicide at a
younger age than females with the disease (52, 53). Notably,
the first 10 years of illness pose the greatest likelihood for sui-
cide and since men tend to have an earlier onset of illness, the
risk may pertain more to the age of initial diagnosis than to
gender itself. Whether estrogen plays a protective role for
young and middle aged women with schizophrenia is an
important unanswered question (12,54–56).

Age. The mean age of patients with schizophrenia who
commit suicide is approximately 33 (10, 14), with one study
noting the greatest risk occurring between 20 and 39 (57), and
a more general range cited between 22–40 (33). The higher
rate of suicide seen among young people with schizophrenia is
discordant with trends in the general population. Generally the
elderly possess some of the highest suicide rates in the United
States. In 1997, the Centers for Disease Control and Prevention
reported the rate of suicide for those aged 75–84 to be 19.3 per
100,000, and 20.8 for those 85 years of age or older (2). These
rates differ from the rate of 14.3 for persons aged 25–34,
although this is a time of primary risk for people diagnosed

with schizophrenia. This is not to say that elderly people with
schizophrenia are not vulnerable, since clearly they commit
suicide as well (28,58). 

Less Consistently Supported Risk Factors

Other Demographic Variables

Demographic factors other than age or gender may also bear
a relationship to suicidality. For example, whether significant
differences exist among patients with varying levels of socio-
economic status or differing ethnic backgrounds has yet to be
determined. It is well accepted that Caucasians have the high-
est rates of suicide in the general population as well as among
people with schizophrenia (1,5,25,47,48), although few studies
have included variables such as ethnicity or social class when
measuring suicide risk. The paucity of research in this area
partly results from the low numbers of completed suicide by
people of varying races or social classes. Nonetheless, it
behooves investigators to evaluate the impact of these variables
in order to truly understand the interplay of race or social status
on suicidality.

An additional line of research regarding individual charac-
teristics has explored the biological bases for suicide, with
studies often focusing on the involvement of the serotonergic
and noradrenergic systems (59,60). The findings have been
mixed, with some authors reporting no neurobiological differ-
ences among suicide victims (61–63), while others show prom-
ising genetic links (60,64,65). Further advances in technology
and science will continue to promote this line of inquiry and
may perhaps lead to genetic counseling as a means of dimin-
ishing suicide potential. 

Lastly, schizophrenia subtypes are an understudied personal
variable that could potentially relate to observed suicidal
behavior. Early investigators hypothesized that the paranoid
subtype would relate to a higher suicide risk (66,67). One study
has since found the paranoid subtype to possess an elevated
suicide risk (68), while another noted approximately half of the
patients who committed suicide after being recently discharged

Table 1 Consistently Supported Risk Factors for Suicide Among People with Schizophrenia

Risk Factor Comment Sample Reference

Previous attempts Prior attempts readily increase risk of future acts Heila, Isometsa, Henriksson, 
Heikkinen, Marttunen, & 
Lonnqvist (1997) (28)

Illness severity More severe schizophrenia, increased suicide risk Caldwell & Gottesman (1992) (25)
Social isolation Loneliness/ minimal social support elevates risk Pinikahana, Happell, & Keks 

(2003) (33)
Comorbid depression Coexisting depression increases risk of suicide Siris (2001) (36)
Temporal relationships First 2–10 years of illness pose greatest risk; time immediately following hospital discharge 

also hazardous due to “post-psychotic depression”
Roy (1982) (39)

Gender Men more likely to commit suicide Caldwell & Gottesman (1990) (10)
Age Mean age for suicide is approximately 33 years Roy (1992) (26)
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from the hospital were of the paranoid subtype (69). Most
recently, a study which compared paranoid, nonparanoid, and
major depressive groups found patients with the paranoid sub-
type to be at increased risk for suicide (70). Thus it appears
paranoia elevates patients’ risk of suicidal ideation, but since
the majority of studies combine all subtypes of schizophrenia,
this theory is difficult to verify. Future studies need to replicate
such findings using distinct subtype groups in order to fully
understand the role of paranoia in suicidal ideation. 

Command Hallucinations

The relationship between suicide among people with
schizophrenia and the presence of command hallucinations or
delusions has not been consistently supported in the literature
(5,30,32,39). Theory would suggest patients commit suicide
because of command hallucinations that dictate they do so; but
given the contradictory findings, it is uncertain whether this is
more the exception than the rule. In fact, none of the patients
who committed suicide and were later examined by Breier &
Astrachan (48) or Cotton, Drake, & Gates (32) were found to
exhibit hallucinatory behavior. 

Similarly, Zisook et al. (71) investigated clinical and
research records from 106 patients with schizophrenia who
were reported to have auditory hallucinations, 43% of whom
experienced command hallucinations. No significant differ-
ences emerged between patients who did report command hal-
lucinations and those who did not with regard to a) histories of
violent and/or impulsive acts, or b) prior suicide attempts.
However, during the study, two patients committed suicide —
both of whom were from the command hallucination group.
Thus Zisook et al. (71) illustrated how the presence of com-
mand hallucinations may not hold statistical significance, but
their clinical significance remains vital. A recent one-year fol-
low-up study of 341 patients experiencing their first episode of
schizophrenia-spectrum disorders took an even stronger stance
by denoting the presence of hallucinations to be one of only
two significant predictors of suicide attempts (72).

In order to explain the contradiction in findings, Kaplan and
Harrow (73) suggest any link is due more to the global level of
functioning rather than the presence of positive symptomology.
Siris (36) further describes how people experiencing delusions
or hallucinations may not intend to harm themselves, even
though their actions prove fatal. In other words, patients may
be severely distracted by hallucinations while engaging in
highly self-injurious behaviors, or delusions could leave
patients feeling “magically protected” from harmful acts. Thus
the legitimacy of hallucinations as a risk factor continues to be
questionable, and any explanations or justifications for the
association between them and suicidal gestures are tentative.

Level of Functioning

A relationship between lower levels of premorbid func-
tioning and increased rates of suicide among people with

schizophrenia has been illustrated (25,27,37). A low level of
premorbid functioning may be manifested behaviorally via
unemployment, lower levels of educational attainment, and
occupational instability. People with low levels of premorbid
functioning may be more prone to suicide due to weaker cop-
ing strategies and greater impulsivity (27,37). 

However, the converse has also been shown to hold signifi-
cance as a risk factor. Suicide rates are increased for patients
who have high premorbid functioning, higher educational
attainment, and high expectations (5,16,25,29,31,32,36,37,47).
These patients may more fully comprehend the chronicity and
severity of their illness. They may also be more cognizant of
the impact schizophrenia will have upon their life trajectories
and experience more distress as a result. In summary, even
though groups at both ends of the premorbid functioning con-
tinuum are at risk for suicide, this factor remains problematic
since a standardized definition of functioning level has not
been established or tested. 

Hopelessness

Depression, despair, and a sense of hopelessness have been
frequently considered as factors that increase the likelihood of
suicide, although not specifically for people with schizophre-
nia. As early as 1974, research was published illustrating how
hopelessness could be a harbinger of patients’ subsequent sui-
cide (74). Later studies indicated the robustness of this intra-
psychic variable, with one study stating “depression becomes a
clinically meaningful predictor of suicide only when hopeless-
ness develops” (p. 557) (75). In one study, the Beck Hopeless-
ness Scale was used as a suicide screening tool and was able to
identify 91% of eventual suicides by using a scale score of 10
as a cutoff (76). The hopelessness expressed by patients on this
scale more strongly differentiated between patients who did or
did not commit suicide than their scores on the Beck Depres-
sion Inventory or the Scale for Suicide Ideation (76). 

Although this study paved the way for hopelessness as a
strongly noted suicide risk factor, this study did not exclusively
sample people with schizophrenia. In fact, only five of the
fourteen eventual suicides studied by Beck et al. (76) were
within the schizophrenia-spectrum of disorders. As a result,
hopelessness should be considered when determining patients’
likelihood of suicide. However, since hopelessness has not
been rigorously proven as a risk factor for patients diagnosed
with schizophrenia, future studies need to determine its appli-
cability to this specific population.

History of Violent Acts

The connection between aggression towards oneself (sui-
cide) and aggression towards others (violence) has been
proposed by psychodynamic theorists (5,77,78). Subsequently,
aggression was considered a distinguishing factor between
those who did and did not commit suicide (79), with serotoner-
gic dysregulation appearing to mediate this process (80).
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Logically, a history of impulsivity, aggression, and/or violence
signals the presence of potentially hazardous suicidal possibili-
ties (5), and one study found violent acts prior to the last psy-
chiatric admission equated to a nearly 10-fold increase in risk
for suicide among people with schizophrenia (30). However,
no studies have methodically compared groups according to
past levels of violence, and it therefore remains an undetermin-
able risk factor.

General Medical Co-morbid Conditions

A link between schizophrenia and co-morbid physical con-
ditions is possible. In elderly populations, co-occurring physi-
cal illness burdens can increase the likelihood of suicide (7,81).
The impact medical complications may have on people with
schizophrenia remains uncertain (particularly when controlled
for levels of depression), but the relationship remains worthy
of exploration.

Tragic Loss as a Precipitating Event

Some researchers have noted the presence of “tragic losses”
as a trigger for suicide (25,31,82). The evidence for a relation-
ship between dire losses, despair, and patient suicide is mixed.
In a study of 20 people with schizophrenia who committed sui-
cide, results indicated they were less likely to have experienced
stressful events (e.g., death of a loved one, divorce) prior to
death than the matched group of normal controls who had also
been suicidal. 

Conversely, Cotton, Drake, & Gates (32) completed a
unique study whereby 20 psychotherapists were interviewed,
all of whom had treated patients with schizophrenia who even-
tually committed suicide. In these interviews, the clinicians
stressed the value of interpersonal relationships for people with
schizophrenia, and underscored the importance of assisting
patients when such relationships are jeopardized or lost. It was
further noted that more than 50% of the patients who had com-
mitted suicide experienced significant losses in their social
support network within three months prior to death.

Although it is critical to question why the loss of social sup-
port increases the risk of suicide, it is also important to con-
sider the contrary perspective. Why do those with strong social
support networks have a decreased risk of suicide? What fac-
tors seem to “protect” those with close family, friends, or men-
tal health providers from considering or attempting suicide?

Studying why people choose to live versus narrowly studying
why people choose to die could help identify elements that
insulate patients. The identification of protective elements
would allow clinicians to not only minimize patient risk fac-
tors, but to also bolster modifiable protective factors. This
combination would lead to more comprehensive approaches in
suicide prevention. The next section addresses these topics by
identifying the few protective factors that have been studied,
and by proposing directions for further advancements in the
area. 

Protective Factors

In a recent supplement of the American Journal of Psychia-
try (5) dedicated solely to the treatment of suicide, several fac-
tors were cited as having a “protective effect” for suicide.
Several of the protective factors listed were merely the con-
verse of various aforementioned risk factors: positive social
support, strong therapeutic relationships with mental health
providers, and religiosity. Other factors such as having chil-
dren in the home, being pregnant, or possessing a sense of
responsibility to one’s family are perhaps “expected” in light
of the relationship between social support and suicidality. 

The delineation of such factors would lead one to believe
protective factors are simply an inversion of risk factors (e.g.,
minimal social support equals higher suicide risk, strong social
support equals lower suicide risk). However, several factors
highlighted in the American Journal of Psychiatry suicide sup-
plement (5) move beyond this dichotomy and begin to inform
hypotheses about the characteristics of non-suicidal patients.
These factors were namely: (a) positive coping strategies,
(b) efficacious problem-solving skills, and (c) general life sat-
isfaction. Thus protective factors may equate to more than the
sum of inverted risk factors (see Table 3).

Suicide Protective Factors Among People with Schizophrenia

Most studies investigating protective factors have not sampled
people with schizophrenia, nor have they specifically focused on
suicidal ideation or attempts. However, two contemporary studies
do bear mention as they provide information about the benefits of
providing effective pharmacologic treatment to this population,
and the characteristics of nonsuicidal control subjects.

Table 2 Less Consistently Supported Risk Factors for Suicide Among People with Schizophrenia

Risk Factor Comment Sample Reference

Schizophrenia subtype Paranoid subtype found to have higher risk of suicide Fenton, McGlashan, Victor, & Blyler, (1997) (68)
Command hallucinations Empirically no connection is found, remains clinically important Breier & Astrachan (1984) (48)
Level of functioning Both low and high levels of premorbid functioning appear to increase risk Raymont (2001) (37)
Hopelessness Depression + Hopelessness appears to increase risk Beck, Steer, Kovacs, & Garrison (1985) (76)
History of violence Past impulsivity, aggression, and violence can signal suicidal potential Cheng, Leung, Lo, & Lam (1990) (30)
Tragic loss Recent dire losses relate to despair and heightened risk Cotton, Drake, & Gates (1985) (32)
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The first was a study measuring the effectiveness of medica-
tion in reducing suicidality among patients with schizophrenia
or schizoaffective disorder known as the International Suicide
Prevention Trial (InterSePT) (83–85). The InterSePT was a
multicenter, randomized study that followed 980 patients who
were considered to be at high risk for suicide. Results indicated
that patients treated with Clozapine required fewer hospitaliza-
tions or interventions to prevent suicide, required fewer adjunct
antidepressants, and were less apt to attempt suicide or actually
commit suicide during the study than those treated with
Olanzapine (83). The promising results of this research may
spur other investigations regarding the mediating effects of
antipsychotic medications among patients who are suicidal.

In a different study comparing 63 patients with schizophre-
nia who committed suicide to 63 controls, DeHert, McKenzie,
and Peuskens (34) investigated the predictability of risk fac-
tors, but also assessed the presence of several protective fac-
tors. Participants were selected from records of hospitalized
patients under the age of 30 who had been diagnosed with
schizophrenia or schizoaffective disorder in Belgium between
1973–1992. Death records were retrieved for all patients who
had died, and those who committed suicide were then matched
with controls by age, sex, schizophrenia subtype, and year of
index admission. The nonsuicidal controls were more likely to
have received community-based care, were four times more
likely to have engaged in “useful daily activities,” and were
more likely to be symptom-free.

Protective Factors for Suicide in Other Populations

Given so few studies have specifically focused on suicidal-
ity among people with schizophrenia, a more broad-based dis-
cussion of suicide protective factors is warranted. Malone et al.
(86) investigated the protective factors among a group of inpa-
tients diagnosed with major depression. Eighty-four patients’
level of depression, hopelessness, psychopathology, “reasons
for living,” and severity of recent life events were assessed.
Patients’ level of current suicidal ideation, past level of intent,
and overall history of suicidal acts (including any resulting
medical injuries) were also measured. The patients were then
divided into two groups: those who had attempted suicide (n =
45) and those who had not (n = 39). 

The patients who had attempted suicide scored significantly
higher on measures of hopelessness, depression, and suicidal ide-
ation. Patients who had not attempted suicide scored significantly
higher on the “Reasons for Living Inventory” (86,87). Specifi-
cally, the nonattemptors exhibited greater moral objections to sui-
cide, stronger fears of social disapproval if they attempted
suicide, and a more intense fear of suicide itself. Nonattemptors
further demonstrated higher levels of responsibility toward their
families, as well as hardier survival and coping beliefs. 

Moreover, scores on the Reasons for Living Inventory were
inversely correlated with depression, hopelessness, and suicidal
ideation scores. As a result, Malone et al. (86) emphasized how

“clinical suicidality was highly significantly inversely corre-
lated with reasons for living” (p. 1086), and suggested the need
to replicate such findings with other patient populations
(namely patients with bi-polar disorder or schizophrenia). 

In a more broad-based study of 298 Canadian undergradu-
ate students, Edwards and Holden (88) investigated the link
between coping styles, meaning in life, and suicidal manifesta-
tions. Participants completed measures of coping strategies,
sense of coherence, hopelessness, purpose in life, and suicidal
ideation/ suicide attempts. Correlational results revealed a pos-
itive relationship between “emotion-oriented coping” (attempt-
ing to simply control distress, often via avoidance, versus
actively problem-solving) and suicidal ideation as well as pre-
vious suicide attempts. Conversely, suicidal ideation exhibited
significant negative correlations with a sense of coherence and
purpose in life.

When the sample was dichotomized into groups of previous
suicide attemptors (n = 22) and nonattemptors (n = 276), the
attemptors were found to have a lower sense of coherence and
higher emotion-oriented coping. Men and women also differed
on the factors predicting ideation and future attempts. For
example, among women, the magnitude of the relationship
between coping style and suicidal ideation was more strongly
diminished by a higher sense of life meaning. In sum, the
researchers proposed “suicide prevention and intervention may
be enhanced through the use of activities designed to increase
life meaning” (p. 1146), and furthermore suggested treatment
programs could help individuals learn more effective, active
coping strategies as a means of lowering suicidal susceptibility. 

Overall, studies have indicated suicidality is lessened by the
presence of social support, general life satisfaction, purposeful-
ness, useful daily activities, and active coping strategies.
Although these dimensions have not been systematically
applied to suicide prevention among people with schizophre-
nia, they clearly are worthy of investigation. 

One way to expand our knowledge of these factors would
involve turning to the study of resiliency. Resiliency is a field
of inquiry that investigates how/why some people exhibit har-
diness in the face of life adversity while seeming to develop
more determination in the process. This field of study could
enrich our current paradigm given its focus on “inner
resources,” many of which are malleable in the face of mental
health intervention. By understanding the basis of resiliency
we can more readily explain a) why some people are not sui-
cidal in the face of adversity, b) how inner resources play a
role in suicide prevention, and c) how the application of resil-
iency principles may ultimately help our patients garner more
hardiness in general. An overview of resiliency theory and a
discussion of its place in suicide prevention are provided next. 

Resiliency

“Men shall learn wisdom, by affliction schooled.”—
Aeschylus (525–456 B.C.)
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While there are no empirical studies linking suicide among
people with schizophrenia and resiliency, the connection
between the two has been gradually gaining momentum as a
course of study. For example, in order to explore the connec-
tion between resiliency and suicide, Shulman (89) investi-
gated the life of Franz Kafka, the prolific German writer who
frequently contemplated suicide. Franz Kafka’s writings
highlighted chronic self-loathing, a noteworthy level of
despair, a reverence for others who committed suicide, and a
preoccupation with his own death. Conversely, Kafka’s
remarkable coping abilities, productivity, and ability to love
were also identified. In fact, despite Kafka’s many broodings,
he was able to grow as a writer, maintain work as an attorney,
and experience long-lasting friendships (particularly with
Max Brod who later took the lead in publishing Kafka’s
works posthumously). Thus Kafka’s ability to resist chronic
suicidal ideation while leading a productive life exemplifies
“resilience.”

Specifically, Shulman (89) proposed that resilience occurs
“when coping leads to transformation,” and/ or being able to
“overcome obstacles while becoming more capable in the pro-
cess” (p. 31). In order to achieve this type of resilience, several
of the following factors are influential. First, resilient individu-
als frequently possess supportive networks of people. Second,
a concern for others is usually exhibited — often in the form of
helpfulness or kindness (which was often described as one of
Kafka’s defining features). Third, a level of spirituality or
philosophical strength often anchors their worldview. The
belief in something greater can help people cope with chal-
lenges and bring meaning to their lives. Fourth, characteristics
such as humor, intelligence, and physical attractiveness often
help people remain resilient. Finally, resilient people possess
different methods of coping. They tend to utilize “active cop-
ing strategies” and exhibit multiple coping strategies in times
of trouble (rather than relying on a single one). The combina-
tion of these factors may allow people to profit from crises in a
way that facilitates personal growth. 

These characteristics fit well with the more broad definition
of resilience put forth by Richardson (90). Similar to the notion
of resilience being above and beyond “coping well” due to its
inclusion of a self-growth component, Richardson defined

resilience as “the motivational force within everyone that
drives them to pursue wisdom, self-actualization, and altruism
and to be in harmony with a spiritual source of strength”
(p. 309). 

The study of resiliency has ranged from identifying what
types of people succeed while living in high-risk environments
(91), to defining what qualities are possessed by resilient peo-
ple (i.e., optimism, faith, self-determination, wisdom, excel-
lence, self-control, gratitude, hope, humility) (78), to
investigating the motivational forces behind resiliency (90,92).
Others have begun to investigate the connection between resil-
iency and secure attachment styles in childhood and adoles-
cence (91). An additional model of the neurochemical response
patterns of resilience has recently been proposed, with striking
implications for the importance of the amygdala, nucleus
accumbens, and medial prefrontal cortex as psychobiological
mechanisms (93). 

As a means of learning more about resilience among those
living with mental illness, Marsh et al. (94) conducted a
national survey of family members who had a mentally ill rela-
tive. All of the 131 participants were members of patients’
nuclear families and were recruited from the National Alliance
for the Mentally Ill (NAMI) directory. Approximately 67% of
the respondents’ relatives were diagnosed with schizophrenia
or schizoaffective disorder. The survey offered open-ended
questions asking whether any personal or family resilience
emerged as a result of dealing with the relative’s mental ill-
ness. Survey items also asked about any particular contribu-
tions made by the mentally ill family member, and whether the
family members had observed any adaptation processes or lev-
els of recovery among themselves or within the identified
patient.

Eighty seven percent of the participants self-identified as
possessing “family resilience,” 75% stated the mentally ill
family member exhibited resilience, and nearly all of the
family members (99.2%) reported being resilient them-
selves. Of the 75% who believed their mentally ill family
member was resilient, the most common qualities cited were:
positive personal qualities (e.g., generosity, gentleness),
potential for recovery, contributions to the family and other
patients, and contributions to society as a whole and the

Table 3 Protective Factors Against Suicide

Protective Factor Comment Sample Reference

Antipsychotic medication Patients treated with Clozapine shown to require fewer interventions to prevent 
suicide, less apt to attempt or commit suicide

Meltzer et al. (2003) (83)

Social support Strong social connections with family, friends, or mental health providers tend 
to mediate suicidality

Cotton, Drake, & Gates (1985) (32)

Positive coping skills Use of multiple coping skills; use of task-oriented coping skills serve to 
mitigate feelings of hopelessness and suicidality

Edwards & Holden (2003) (88)

Life satisfaction General satisfaction with life, reasons for living, and the inclusion of “useful 
daily activities” decrease propensity for suicide

Malone, Oquendo, Haas, Ellis, Li, & 
Mann (2000) (86)

Resilience Characteristics of resiliency that motivate people to cope and subsequently 
grow from life’s adversities may temper suicide risk

Richardson (2002) (90)
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mental health system in particular (e.g., serving as consumer
advocates or peer educators). Although many believed their
family was more cohesive, committed, and resilient as a
result of mental illness, the participants also wanted the
researchers to know it was not easy. In conclusion, Marsh
et al. (94) suggested “services for families should be
designed not only to reduce family burden, but also to maxi-
mize family resilience” (p. 11).

CONCLUSION

Suicide remains the leading cause of premature death
among people with schizophrenia (9,10), underscoring the
need for effective suicide prevention within this population.
Efforts to minimize suicidal ideation and suicide attempts have
largely focused on the identification of risk factors. The fol-
lowing risk factors have been consistently shown to relate to
elevated levels of suicidality among people with schizophre-
nia: male gender, young age, comorbid depression, a severe
level of illness, previous suicide attempts, low social support,
and a recent diagnosis or hospital discharge. Other risk factors
have proven valuable but are less consistently supported in the
literature: the presence of command hallucinations, low and
high levels of premorbid functioning, hopelessness, higher
antipsychotic medication doses, histories of violence, and
recent tragic losses. 

In addition to the risk factors outlined for this population,
other investigators have proposed that protective factors may
also mitigate suicidality. Several of these protective factors
serve as the inverse of risk factors: the presence of strong
social support including familial relationships, healthy connec-
tions with service providers, and religiosity. However, other
more intrapsychic factors may also play a role in diminishing
suicidal ideation and attempts. These factors include a) positive
coping strategies, b) effective problem-solving skills, c) life
satisfaction, d) a sense of purpose, and d) meaningfulness in
daily activities. We suggest the examination of protective fac-
tors logically leads to an appreciation of resiliency in general.
Resiliency theory serves as the bedrock for understanding how
individuals demonstrate hardiness even in the face of suffering,
and it is possible that resiliency is much more common than
once believed (94,95). 

Future suicide research may well test the treatment effective-
ness of interventions that combine remediation of risk factors
with enhancement of protective factors such as coping skills,
reasons for living, and resiliency. In fact, protective factors are
more modifiable than many of the risk factors (e.g., age, gender,
severity of illness) thereby allowing for greater professional
intervention. Perhaps future studies could measure the outcomes
of suicidal interventions that directly measure reasons for living
after providing specific intervention in the development of use-
ful daily activities, increased social contact (conceivably even
participation in peer mentoring groups), and psycho-educational
groups focused on positive coping strategies. 

In conclusion, suicide prevention has the potential of
becoming much more than the deterrent of self-harm. Build-
ing patients’ social support networks, teaching positive cop-
ing skills, and infusing meaningfulness into daily activities
can all help patients become the resilient, productive mem-
bers of society that their families believe they can be. It is this
type of outcome that is perhaps the greatest goal of suicide
intervention.
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