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LOSING MY DAD

PROLOGUE

In 1990, close to a million people died by suicide worldwide. My dad

was one of them.

Of course my dad’s death has deeply affected both my feelings

about suicide and my understanding of it. My feelings about suicide

stem partly from people’s reactions to my dad’s death. Some friends

and family reacted in ways that I still treasure—the sorts of things

that make you proud to be human. Others’ reactions were not quite

up to this very high standard.

My intellectual understanding of suicide evolved along a different

track than my feelings. Informed by science and clinical work, I came

to know more than most about suicide—on levels ranging from the

molecular to the cultural. But here too, my dad’s death never left me,

for the simple fact that I could evaluate theories and studies on sui-

cide not only by formal professional and scientific criteria, but also

by whether they fit with what I know about my dad’s suicide. As I

will point out, a nagging fact about my dad left me unsatisfied with

existing theories of suicide and pushed me to think in new ways

about his death and about suicide in general. All of this will become
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clear throughout the book, but first, let me turn to the details of my

dad’s suicide.

In Atlanta in the early morning hours of August 1, 1990, my dad

was sleeping, or trying to, in the bed that was mine as a teenager.

He wasn’t sleeping with my mom; I think his snoring had become

too much of a problem. I was a graduate student in Austin, Texas at

the time.

It was summer, so my dad must have been alternately cold and hot

in that bed—cold when the air conditioning kicked in (because the

vent was right next to the bed), hot when it turned off (because that

room was not well insulated). My dad rose from the bed. I wonder if

he made some silent gesture, like putting his hand against the wall

that separated my old bedroom from his old bedroom, where my

mother lay asleep. He walked past the room he had shared with my

mom, and then past my younger sisters’ rooms, where they lay asleep.

Here again, did he hesitate as he passed their rooms, I wonder? Was

he prepared with a cover story in case my mother or sisters woke up

and asked him where he was going?

He went downstairs. Before going out the door, he must have

pulled open a drawer or two in the kitchen, looking for a large knife.

Or maybe he got the knife from his fishing tackle in the garage. It

surprises and distresses me even now when I can’t remember or

never knew a key detail like this about my dad’s death.

He walked outside, got into his van, and drove a half-mile or so to

the lot of an industrial park. He prepared no note. At some point be-

fore dawn, he got into the back of the van and cut his wrists. His self-

injury escalated from there—the cause of death from his autopsy re-

port is “puncture wound to the heart.” These details remain very

painful for me, but they are important—as will become clear, people

appear to work up to the act of lethal self-injury. They do so over a
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long period of time, by gradually accumulating experiences that re-

duce their fear of self-harm; and they do so in the moment, by first

engaging in mild self-injury as a prelude to lethal self-injury.

My dad’s body was not discovered until about 60 hours after his

death, which necessitated a closed casket funeral. So the last time I

saw my dad was in June of 1990 when I joined the family on a beach

trip. We fished and talked about the NBA finals and a large stock deal

my dad was proud to have recently pulled off. We played board

games in the van on the way home—the same van in which my dad

died. I am still stunned to think that six weeks later he would leave

the house and walk away from us forever. He never said goodbye to

my mother, my sisters, or me.

In the months before his death, my dad had parted ways with the

company in which he had formed his professional identity and, in-

deed, much of his identity as an adult. The position with this com-

pany was one of influence, and after leaving, he struggled to regain

his former feeling of effectiveness. I think this struggle was exacer-

bated by some callous and self-serving behaviors by those remaining

at the company, who my dad believed were friends.

The first family member I saw after my dad was found was my

Uncle Jim, my dad’s older brother. He met me at the gate at the At-

lanta airport. He must have been heartbroken and incredibly con-

fused about how his very successful little brother could have sud-

denly died by suicide. He shouldered this shocking burden and put

it aside, at least for a while, to pay attention to how I was feeling

and, in the days following, to how my mom and sisters were feeling.

Jim didn’t understand much about suicide—I think he would have

said that himself—but some people don’t require understanding in

order to act right. They just let compassion take over; that’s what my

Uncle Jim did.

The relation of understanding suicide and “acting right” about it is

interesting to explore. In thinking back over people’s reactions to my
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dad’s death, my sense is that no one understood it, really. To some

people, like my Uncle Jim, understanding didn’t matter and wasn’t a

barrier to acting with real generosity of spirit. To others, the lack of

understanding seemed an insurmountable barrier, so that instincts

toward compassion were short-circuited. They were caught up in

their minds about how to understand this shocking death and what

to say to me and my family. One contribution of this book, I hope, is

to provide understanding, so that those who need it in order to un-

leash their caring and generosity will have it.

Ironically, those whose reactions were the least helpful were those

who might have known better—those who, unlike my Uncle Jim, got

tripped up by intellectual lack of understanding. All that was needed

was eye contact and phrases like, “Man, I’m real sorry about what

happened to your dad,” as well as a willingness to interact with me

like I was the same person they always knew. My friends from high

school all did this by instinct, both at the time of my dad’s death and

in the weeks and months following. For instance, at my parents’

house after my dad’s funeral, one of my high school friends told a

story about how his girlfriend had recently “dropped him like a

rock.” The phrase probably is not very funny to read, but there was

something about his tone and facial expression that was extremely

funny—I’m sure that was the first time I had laughed in the several

days since my dad died. As another example, a few weeks after my

dad’s death, I went to dinner with a girl I had admired very much in

high school, but with whom I had lost touch. She was among the first

people I told about the exact details of my dad’s death, and her un-

derstanding and composure encouraged me to talk to others.

By contrast, my peers and professors in psychology—yes, psy-

chology of all things—struggled to get it right. A girlfriend seemed

more concerned about tainted DNA (“suicide’s genetic, right?”) than

about how I was coping. Peers and professors ignored my dad’s death

altogether. One professor, a psychoanalytically oriented clinical su-
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pervisor of mine, was particularly inept and seemed unable to say

anything at all in response to my dad’s suicide. He tried to hide his

inability behind a psychoanalytic stance of neutral silence, but never

was that charade more apparent and more pitiful. These people, I

think, needed to intellectually grasp suicide before they could do

anything else . . . and since they couldn’t grasp it intellectually—few

can—their otherwise good hearts were hampered. It is also possible

they were just too scared to deal with the topic. I hope this book frees

good hearts in those with a need for intellectual understanding and

steels those who need courage to help the bereaved.

Among my psychology peers and professors, there were people

who, like my Uncle Jim, just did what was right. A different psycho-

analytic supervisor was among the most understanding and helpful

of anyone I encountered in the difficult days and weeks following

my dad’s death. A week or two after my dad’s death, still another per-

son, my professor Jerry Metalsky, paused as we were working on a

manuscript, looked me in the eye, and said with real feeling, “I’m just

so sorry about what happened to your dad.” These simple words

choked me with tears at the time, and can still bring tears to my eyes

to this day.

One of my peers, Lee Goldfinch, found my parents’ phone number

in Atlanta and called me, as it turned out, on the day of my dad’s fu-

neral. This alone set him apart, but as we talked for a few minutes

about what happened and how my family and I were doing, Lee wept

in a very quiet and selfless way. That brief conversation with Lee rep-

resented one of the times in my life that I have felt most understood,

most listened to.

Some experiences within my family exacerbated the pain of my

dad’s death. Just as some of my psychology peers and professors

struggled for understanding and thus couldn’t quite hit the right

note, some in my family faced the same difficulty. For example, one

relative counseled another to tell others that my dad died from a
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heart attack. The instinct to lie about suicide is not rare. In one study,

44 percent of those bereaved by suicide had lied to some extent about

the cause of death, whereas none of those dying from accidents or

natural causes lied.1

Indeed, those who die by suicide will occasionally advise in suicide

notes that others lie about their deaths. Edwin Shneidman2 gave this

example: “Please take care of little Joe because I love him with all of

my heart. Please don’t tell him what happened. Tell him I went far

away and will come back one of these days. Tell him you don’t know

when.” This example shows why it is not rare and why it is under-

standable that people sometimes lie about suicide.

Lying about suicide is just one form of misunderstanding it. An-

other, more pernicious form is blame, and in this regard, my own ex-

periences were quite mild—I am aware of no one who blamed my

mother, my sisters, or me for my dad’s death. Unfortunately, others

are forced to go through this particular form of hell. In Shneidman’s

case example of Ariel, Ariel’s father had died by self-inflicted gunshot

wound in what was very likely a suicide (but there was some possibil-

ity of the death being an accident). Ariel wrote, “Well, my aunt . . .

told me that I had killed my father, and he had committed suicide

because of me.” Almost exactly three years after her father’s death,

Ariel herself nearly died by setting herself on fire.

Misunderstanding and even taboo about suicidal behavior are

rampant. Karl Menninger3 said, “So great is the taboo on suicide that

some people will not say the word.” The staff of the magazine that

promotes prominent research at my university wanted to run a story

on my suicide research. They pondered featuring the work on the

magazine’s cover, but decided against it—they could not imagine

prominently displaying the word “suicide,” although they ran the ar-

ticle itself.

These same attitudes are common among family members of

those who engage in suicidal behavior. Decades ago, Menninger,4 in
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describing relatives’ reactions to the hospitalization of depressed and

potentially suicidal patients, commented, “Patients committed to our

care in the depth of a temporary depression in which they threatened

suicide would begin to improve, and relatives thereupon would seek

to remove them, utterly disregarding our warning that it was too

soon, that suicide was still a danger. Frequently they would ridicule

the idea that such a thing might be perpetrated by their relative.”

Menninger collected a large file of newspaper clippings reporting the

deaths by suicide of such patients.

I understand why people tiptoe around suicide or even lie about it

outright. This has never been clearer to me than when my oldest son,

Malachi (named after my dad’s ancestor who was the first in our

family to come to America), asked me why my dad was not alive. He

was three years old at the time. Luckily, I had anticipated this ques-

tion, but I thought I’d have another two or three years to think about

my answer. I took a deep breath and said something like, “Well, you

know how people can get sick, like when you have a cough or your

stomach hurts. People can get sick like that in their bodies, and they

can also get sick in their minds, sometimes very sick. My dad got very

sick like that in his mind; he got to where he was so sad and lonely

that he didn’t want to live anymore. When people feel like this for a

long time, they sometimes think about hurting themselves or even

killing themselves. That’s what my dad did.”

Malachi’s reaction was similar to the many times he had learned a

surprising fact about nature from me. With the same sense of inno-

cent surprise, not tinged much at all with negative emotion, he said,

“You mean he killed himself?” much as if he were saying, “You mean

there are fish that can taste things with their skin?” (which there are

and which we had just read about). I answered (to the first question),

“Yes, he did. That can happen sometimes when people feel so sick in

their minds.”

I was ready for fallout. For example, I imagined what I would say
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to a teacher or parent connected with Malachi’s preschool who might

approach me and say, “Malachi’s been telling the other children about

people killing themselves.” I prepared for what I would do if Malachi

became worried or upset about this (might his own dad kill him-

self?) or had bad dreams. None of this occurred, but it worried me,

and so I understand why people lie about suicide, though the disad-

vantages far outweigh the advantages.

Every now and then Malachi will surprise me with a comment or a

question related to my dad’s death. Perhaps the one that touched me

the most occurred about a week after our first conversation. We were

about to go outside to play when he abruptly turned and said, “When

you were a little boy, I was your dad.” More than just the timing of the

comment, there was something in his expression and tone that made

me see that he understood that it was painful that my dad was gone,

and he wanted somehow to lessen the pain. He did.

When he was four or five, he asked me how my dad died by sui-

cide, to which I replied that he cut himself. In another conversation

when he was six, in which I mentioned the specific cause of my dad’s

death, Malachi pointed out, in a somewhat playful tone he uses when

he believes he’s discovered something that I didn’t want him to know,

that earlier I had only said my dad cut himself—I had never been

more specific. Had I lied altogether, Malachi eventually would have

caught me in my lies.

Allow me to emphasize that approximately one millionth of the

conversations between us are about my dad’s death. The topic ranks

far, far behind topics like school, friends, various sports, the antics of

his charismatic little brother Zekey, science, nature, his mother’s abil-

ity to do magic tricks, and things like fish that can taste with their

skin. But I have been open about it with him, as I will be with Zekey,

and I have not regretted it at all. And now, when I talk about the

topic with others, it’s really very easy; if I can tell the three-year-old

that I love most in this world (along with his brother and mother), I

can tell anyone.
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The idea that suicide is a shameful act of weakness nagged at me in

the years following my dad’s death. My dad was not weak in any

sense of the word. On the contrary, he had a stoic toughness about

him that seemed to inure him to physical pain. The anecdotes are

numerous—and I’m confident that there are more I never knew

about or have forgotten. When he was three, he tried to balance by

standing on an upright milk bottle, which broke and severely cut his

Achilles tendon (and which the babysitter packed with chimney soot

and wrapped). As an adult, he was a Marine sergeant. When I was

seven, my dad took our family skiing. I’m not sure, but I think it was

the first time he had ever skied. He broke his leg. A few years later he

was jogging with our family dog Jupiter. Jupiter cut in front of my

dad, who tripped and ruptured his Achilles tendon. Still later, he was

badly injured in a boating accident.

The idea that suicide requires a kind of courage or strength has

implications not only for the causes of suicide—a focus of this

book—but also for the public view of those who die by suicide. The

truth about suicide may prove unsettling—it is not about weakness,

it is about the fearless endurance of a certain type of pain. Perhaps

this view will demystify and destigmatize suicide and perhaps even

the mental disorders associated with suicide, like mood disorders.

There is no question but that my dad had a mood disorder, and

one of relatively long duration. I remember being puzzled as a young

child that my dad spent most of the day in bed once, but wasn’t phys-

ically sick. Later, I imagined that he may have had too much to

drink the night before. But that didn’t fit. I never knew him to drink

to excess. I now understand that he was in the middle of a depressive

episode.

Near the end of his life, he seemed to have even more obvious de-

pressive episodes, especially around the Christmas holidays. When I

would come home from college for the holidays, my dad would

sometimes pick me up from the airport, and his depression was often

palpable the moment I saw him. On the drive home from the airport,
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I would think of whatever I could to draw him out, but would get

only monosyllabic replies. Though I’d keep trying, I was relieved

when the twenty-minute drive was over. And I was glad—no, saved is

more like it—by the relief provided by seeing my old friends from

home.

My dad and I often watched sports together when I was a child.

Some of my earliest and fondest memories of him are when he and I

would lie next to each other on a sofa watching football or basketball

games. He’d have to pull the sofa out from the wall so we would both

be able to see. We’d be under the same dark red wool blanket, with a

Bulldog on it and georgia underneath the Bulldog in big block let-

ters. Years later, home from college for the holidays, I’d often arrange

for or be given tickets by friends and family to various sporting

events. I’d invite my dad, again in an attempt to draw him out, and

again with no success. The twenty-minute ride from the airport be-

came the three-hour stay at a football game.

He also had what I now see as frequent episodes of what is called

hypomania, a milder form of what is known as a full-blown manic

episode. Manic episodes are discrete periods of symptoms; the epi-

sodes are phasic—they come and go—and they include grandiose,

often delusional ideas, expansive planning, elated mood, and bound-

less energy (e.g., going without sleep for days). The sleep symptom

in bipolar disorder is notable. People experiencing manic episodes

are too busy to sleep. Irritability also can characterize manic epi-

sodes. The combination of severe manic phases and severe depres-

sive phases is known as bipolar I disorder in the psychiatric nomen-

clature.

My dad never had frank manic phases, but he did experience epi-

sodes of hypomania, which can be viewed as an attenuated form of

mania. Someone with hypomania may sleep every night (but for a

shorter time than usual), may express quite positive self-views (but

not seem frankly grandiose), and may have a noticeably upbeat mood
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(but not seem extremely elated). The combination of hypomania

and severe depressive phases is known as bipolar II disorder in the

psychiatric nomenclature, and I now see that this was what my dad

had. Bipolar II disorder is a serious condition; approximately as

many people with bipolar II die by suicide as those with bipolar I.

Some estimate that up to 10 percent of those with bipolar disorder of

either type die by suicide.

I believe most of my dad’s hypomanic episodes occurred in the

spring, which is one of the most common times for manic or hypo-

manic phases to occur. The clearest example was from the spring of

1989—about fifteen months before his death by suicide—when

my dad visited me, somewhat unexpectedly, in Austin, Texas. I ac-

companied him all day as he met with various officials of state and

local government to discuss things related to real estate, taxes, and

the like. These busy people all saw my dad on very short notice—a

testimony, I now know, to his truly considerable talents and ingenu-

ity. To a person, they were also perplexed about just what my dad was

talking about (not to mention why his long-haired son in high-top

basketball shoes was accompanying him)—evidence, I now see, of

his hypomania.

On this trip, my dad also saw the hovel that my friend and I were

living in. It was truly bad, but the rent was incredibly low and I didn’t

mind. I figured my dad wouldn’t mind it too much either. He didn’t

seem to; all he said was something like, “don’t tell your mother.” But

it occurred to me later that this may have been a real disappointment

to him; he may not have understood that even the best of graduate

students live in such places and may have wondered what had be-

come of his Princeton-educated son. It haunts me to imagine that he

counted my circumstances as his failure. It is agonizing that he can’t

see how and with whom I live now.

During all the years my dad had these symptoms, he was not

treated until within a year or so of his death. Partly this was because
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my dad was extremely capable and accomplished. For example, he

finished second in his law school class at the University of Georgia—

in fact, he finished a close second to his best friend at the time, a

friend with whom he later lost touch. As another example of my

dad’s ability, he blazed trails in the field of business software during

the early 1970s, at a time when few people had even heard the term

“software.” He was a talented person, able to function even when

symptomatic. That was one reason he was not treated until near the

end of his life. Another reason had less to do with my dad and more

to do with the state of mood disorder science at the time. Treatments,

the treatment climate, and the societal view of mood disorders be-

tween the 1950s and 1980s were not such as to encourage accessing

care. When my dad finally did access care in 1989, he received rea-

sonable treatments (e.g., an SSRI medicine and a mood stabilizer).

The problem was not really the type of treatments, but rather, their

timing. By that point his mood disorder had taken a forty-year toll,

and his treatment came too late.

I mentioned earlier that my dad sustained a lot of physical inju-

ries, some of which occurred in boating accidents. In one such boat-

ing incident, he sustained a minor injury, yet his life and the lives of

others in the boat (me and our dog Jupiter) may have been threat-

ened more than in the other instances. My dad loved to fish, and he

liked for me to go with him. At times I liked to go, but conditions

could get extreme for a young boy—leaving before dawn in a rela-

tively small boat in rough surf, going out a mile or two, staying all

day in the sun, and coming back at dusk, often empty-handed. In the

most memorable instance, as we were fishing as usual, huge waves

suddenly rose, seemingly out of nowhere. I guess our boat was about

twenty-five feet long; from crest to base, these waves were bigger, be-

cause our boat would not clear a crest until a moment or two after it

cleared a base. My dad was struggling with the steering wheel to keep

our boat at a ninety-degree angle to these waves; if we got sideways,
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we’d be in real trouble. As the boat mounted a wave, our dog Jupiter

would slide helplessly to the back of the boat, along with a lot of

fishing poles and tackle and such. The same process occurred in re-

verse as we slid down the back of the wave. My dad was winning the

struggle of keeping the boat at the right angle when the steering

wheel broke off and shattered in his hands. He had to steer with the

base of the steering wheel, which he gripped like he was trying to

choke it. Within a few minutes, we were in calmer waters, and I

pointed out to my dad that the steering wheel had cut one of his

hands pretty badly; I’m sure that he had not noticed until then.

This story displays the kind of stoicism and toughness of mind

and body my dad possessed. As I will explain later in the book, past

experience with bodily injuries may be important in later suicide

risk. My dad was calm in the face of pain; he hardly batted an eye as

he steered our boat through a very dangerous situation, clutching the

stub of the steering wheel with a bleeding hand.

There is also a touch of recklessness implicit in the story. I don’t

recall my dad ever checking weather reports before we went out.

Spending fifteen-hour days in a small boat on the open ocean is not

something that I would attempt with Malachi or Zekey. My dad was

not a generally reckless character; he was not impulsive, not prone to

substance abuse, not prone to fits of anger. But there was recklessness

of a sort, and various kinds of recklessness may predispose people to

suicide precisely because it leaves them open to injury and danger.

Repeated exposure to injury and danger, in turn, makes people fear-

less about a lot of things, including serious self-injury.

Despite my dad’s substantial history of injury and a definite sto-

icism and fearlessness, when it came to producing his own death, he

seemingly needed to work up to the act. He died by piercing his

heart, but first, he worked up to that by cutting other areas of his

body. This fact about my dad’s suicide—still painful to write about

after many years—is, I think, important. In one way or another, ev-
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eryone who dies by suicide has to work up to the act, certainly over

the long-term (through getting used to pain) and sometimes over

the short-term, by trying out the means of death in a milder, non-

lethal way.

A day or two after my dad’s funeral, my Uncle Jim and I went to

retrieve some of my dad’s belongings and papers from the Atlanta

morgue. The attendant was a true idiot and seemed irritable about

just what it was we were doing there. My Uncle Jim was a very gentle

soul, but his reaction to the attendant was a perfect blend of force

and rage. The attendant was transformed—he would have tried a

back flip then and there if asked.

Among my dad’s things that we picked up at the morgue was

his watch—a gift from my mother, a 1970s waterproof Rolex. My

dad wore it always on his left wrist, with the face of the watch on the

inside of his wrist. When asked why he wore it like that, he’d say,

“So I can see what time it is without spilling my coffee.” I still have

the watch, and it is evident that he wore it everywhere, given how

scratched it is. I tried it on a while after he died, but it was too small.

Recently, my wife wanted her wedding ring updated. I planned a

special ceremony to present it to her exactly as I did the first time,

but this time around with Malachi and Zekey as our witnesses. When

I picked up my wife’s updated ring, I had the thought that the jeweler

could repair the face and enlarge the band of my dad’s watch for me.

So many of my experiences and memories subsequent to my dad’s

death are tinged like this, sometimes in a deeply painful way (for ex-

ample, he will never meet my wife or sons) and sometimes, like the

episode at the jeweler’s, with a kind of wistfulness that stitches his life

and even his death into the lives of my family and me.

There is such a well of sadness in me even to this day. But it’s be-

come more general now—less about my dad and more about how

heartsick I am that tomorrow around eighty families in the United

States will lose a loved one to suicide, just like my family did. Im-
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provements in science and clinical work can save lives and reduce the

number of bereaved families.

I share with survivors the pain of losing a loved one to suicide. But

I share with clinicians the challenges of treating suicidal behavior,

and I share with scientists the daunting task of unraveling suicide’s

mysteries. I want to acknowledge this shared legacy and future, use

them to pose various pressing questions about suicide, and employ

them as context for my explanation of why people die by suicide.
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1

WHAT WE KNOW

AND

DON’T KNOW

ABOUT SUICIDE

The last compelling theory of suicide appeared approximately fifteen

years ago. The number of other prominent and coherent theories in

the decades or even centuries before that can be tallied on one hand.

This is a strange state of affairs for a phenomenon that kills millions.

A new theory is needed that builds on existing models and pro-

vides a deeper account of suicidal behavior to explain more suicide-

related phenomena. This is a very tall order, because the extent and

diversity of facts related to suicide are intimidating and baffling. For

example, suicide is far more common in men than in women . . . ex-

cept in China. In the United States, there has been a recent increase

in suicide among African-Americans—specifically, young black men.

And yet, the demographic group at highest risk is older white men.

Female anorexics, prostitutes, athletes, and physicians all have ele-

vated suicide rates. A theory that can account for these diverse facts

would be persuasive.

Such a theory would not only advance scientific knowledge, but

deepen the understanding of suicidal behavior among clinicians who

need to assess risk, intervene in crises, and design treatment and pre-
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vention protocols. It would also help those who have lost a loved one

to suicide, who suffer much misunderstanding.

In this chapter, I describe some of my own clinical work and the

supervision of others’ clinical work with suicidal patients. In the clin-

ical literature, suicide is often described as an “urgent,” “vexing,” or

“pressing” issue, one that preoccupies clinicians. Suicide is an urgent

issue—it kills people—but urgency need not entail panic. Suicide

can be understood in ways that resolutely point to clear clinical deci-

sions . . . given, that is, a full explanatory model. My and others’ clini-

cal experiences with suicidal patients will highlight how a compre-

hensive account of suicide would have reduced confusion and panic

and facilitated clinical progress.

This chapter also touches on some of my scientific work on sui-

cide. My research group is one of many that have produced new and

important findings regarding suicide. The chapter will include some

basic scientific findings on suicide produced by my and other re-

search groups—facts that any compelling account of suicide must

explain.

I also summarize existing models of suicide in this chapter—theo-

retical accounts that have been developed to explain some of these

facts. One of the best ways to evaluate a theoretical model is the

number of facts it can explain, and some of these models are more

successful than others, as we shall see. My hope is that this book’s ex-

planation of suicide will save people some of the misunderstandings

my family and I went through, will refine clinicians’ approach to

treating suicidal behavior, and will set a scientific agenda for the

study of suicide. In the process, some interesting questions will be

raised and addressed. For example, should family members tell the

truth about the cause of death when a loved one has died by suicide?

What constitutes a proper definition of suicide itself? How are we to

understand the deaths of those who jumped from the World Trade

Center towers’ upper floors on September 11, of the September 11
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terrorists, and of those in mass suicides in cults? What protects most

women from suicide, and yet, why do some very different subgroups

of women—such as prostitutes and physicians—share similarly high

suicide rates? Why are older, white men the demographic group in

the United States most vulnerable to suicide? Why do suicide rates

decrease in the United States during times of national crisis and de-

crease in a particular city when the city’s professional sports team is

making a championship run? What are the constituent parts of the

genuine desire for death? These and other questions will be raised

and addressed throughout the book.

Notes from the Clinic

My first job after getting my doctorate was as an assistant professor

of psychiatry at the University of Texas Medical Branch at Galveston.

What a blessing this job was in many ways. I saw many psychother-

apy patients and worked with skilled psychiatrists who taught me a

lot about the biological bases of mental disorders. Biology appears to

play some role in why people die by suicide, a fact I will address later

in this book. But they also taught me something more—an attitude

about suicide risk in patients that was neither dismissive nor alarm-

ist. The alarmist position is perhaps the easiest to understand—this

is the idea that whenever someone mentions suicide, it is a life-

threatening situation and alarms should be sounded. This idea oc-

curs in settings in which staff see relatively few people with serious

mood disorders. In settings where serious mood disorders are com-

mon, people understand that suicidality is just part of the disorder;

the majority of people who experience mood disorders will have

ideas about suicide, and the vast majority will neither attempt sui-

cide nor die by suicide. If 911 were called in each of these cases, a

“cry wolf” scenario would quickly develop. Alarmists are making a

mistake in conditional probability. Given the existence of a suicidal
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thought or behavior, they mistakenly estimate the probability of

death or serious injury by suicide to be higher than it is.

Although alarmists make a mistake, it is not hard to see why they

do. When people have ideas about suicide, it is quite true that risk is

elevated compared to people who do not have suicidal ideas. More-

over, suicide is irreversible, and everything possible should be done

to prevent it. Alarmists overreact, but they are doing so in the safe di-

rection; “better safe than sorry,” they might say.

The alarmist problem is easy to notice in training clinics. Most of

the pages I receive on my beeper are from therapists at the training

clinic I direct who are worried that they should do more for a patient

with suicidal symptoms. When I return the call, I ask a series of ques-

tions to see if the therapist is meeting the standard of care. In our

clinic, meeting the standard of care is routine. And so I will then say,

“Well, you’ve done everything I would’ve done; I wonder, what else is

it that you think you’re supposed to do?” The answer is often, “I’m

not sure, I just have this feeling that there’s something else I should

do.” Then I’ll say, “Well, there’s not; but don’t lose that feeling, be-

cause it will ensure that you regularly do what’s best for patients;

also, though, don’t let that feeling get out of hand, because it can

burn you out, plus, ultimately these choices are not up to us, they’re

up to patients.” Make no mistake, the standard of care is impor-

tant—at times even life-saving—and therapists are expected to meet

it rigorously, including involuntary hospitalization of the patient if

needed. But beyond that, responsibility for life choices resides with

patients. Therapists who see this are likely to enjoy their work more,

to not be distracted by one patient when dealing with another, and,

importantly, to enjoy their nonwork time as well.

The alarmist attitude is understandable but, especially if exagger-

ated, mistaken. Those who take a dismissive approach make a mis-

take in the opposite direction. They become blasé about suicidal be-

havior, often attributing it to manipulation or gesturing on the part
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of the potentially suicidal person. This problem is acute when it

comes to the often misunderstood borderline personality disorder,

which is characterized by a long-standing pattern of out-of-control

emotions, interpersonal storminess, feelings of emptiness, and im-

pulsive behaviors, including impulses toward self-injury. Some clini-

cians take a dismissive attitude toward patients with this disorder be-

cause they believe that these patients merely “gesture” suicide. In

other words, they engage in suicidal behaviors, such as cutting them-

selves, but do not really intend to kill themselves; instead, they only

intend to provoke or manipulate others. I wish this were true, but it

is not—approximately 10 percent of patients with this disorder end

up dying from their suicidal gestures (comparable to the rate for pa-

tients with mood disorders). The following quotation illustrates this

misunderstanding:

The borderline patient is a therapist’s nightmare . . . because border-

lines never really get better. The best you can do is help them coast,

without getting sucked into their pathology . . . They’re the chroni-

cally depressed, the determinedly addictive, the compulsively di-

vorced, living from one emotional disaster to the next. Bed hoppers,

stomach pumpers, freeway jumpers, and sad-eyed bench-sitters with

arms stitched up like footballs and psychic wounds that can never be

sutured . . . Borderlines go from therapist to therapist, hoping to find

a magic bullet for the crushing feelings of emptiness.1

This characterization is demonstrably false. Patients with border-

line personality disorder do get better. A persuasive study found that

34.5 percent of a sample of borderline patients met the criteria for

remission at two years, 49.4 percent at four years, 68.6 percent at six

years, and 73.5 percent over the entire follow-up. Only around 6 per-

cent of those who remitted then experienced a recurrence.2

The dismissive attitude is dangerous for another reason. A main

thesis of this book is that those who die by suicide work up to the act.
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They do this in various ways—for instance, previous suicide at-

tempts—and all of these various ways have the effect of insulating

people from danger signals. They get used to the pain and fear asso-

ciated with self-harm, and thus gradually lose natural inhibitions

against it. Clinicians’ dismissive attitudes have the potential to model

a blasé attitude about self-harm. If clinicians blithely get used to sui-

cidal behavior, their patients may vicariously do so as well.

The psychiatrists at my first job balanced the alarmist and dismiss-

ive positions very well. They clearly understood the danger and hor-

ror; in fact, most of them had had a patient who had died by suicide.

They knew the standards of care for suicide risk assessment and the

treatment of suicidal behavior, and they followed them faithfully. But

they understood the limits of their interventions, they understood

people’s ultimate autonomy, including their freedom to occasion

their own death if they really were committed to doing so. My im-

pression was that these psychiatrists did their job well during the day,

and slept well at night.

Consider for example the case of Gayle (a false name). In retro-

spect, I understand Gayle’s situation clearly, but when I was seeing

her, I was uneasy. She was the sort of patient who seemed potentially

self-destructive. Indeed, she often fantasized about death by suicide,

envisioning a particularly graphic means—severing her hand with a

machete and bleeding to death (people have died in just this way, in-

cidentally). She even owned a machete. This would be enough to

concern any clinician, and I was no exception. I recommended that

Gayle be hospitalized, so that she would remain safe while treatments

for her substantial depression were started.

She refused hospitalization and also refused antidepressant medi-

cines; she would agree only to psychotherapy. An initial question,

then, was whether I should hospitalize her involuntarily. I had the

sense that this would not be best, but I was having trouble putting

my finger on exactly why she did not require hospitalization. After
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consultation with colleagues, I was reminded of some mildly reassur-

ing facts. Gayle was around forty-five years old and had never at-

tempted suicide. She had had plenty of time to have tried it, and yet

had not. This is no guarantee. There are people who at age forty-five

or even sixty-five attempt suicide for the first time and die. Still, the

fact that she had not had previous experience with suicidal behavior

was mildly reassuring. Her gender was another mildly reassuring fac-

tor—women are a lot less likely to die by suicide than are men. Also

somewhat reassuring were her connections to life. There were things

that she was proud of regarding her professional life, and more im-

portant, she was deeply connected to her young son. She spontane-

ously mentioned these things as I questioned her about suicide po-

tential.

Gayle was also the rare person who clearly met criteria for a major

depressive episode but who had an absence of depressed mood. In a

study of young adults my colleagues and I conducted, this pattern

was found to occur in only about 5 percent of those who were in a

depressive episode. Recent work has shown lack of depressed mood

to be a positive prognostic indicator among depressed people; that is,

they tend to get better quicker and to have good outcomes.3

Throughout this book, I will argue that the acquired ability to en-

act lethal self-injury is crucial in serious suicidal behavior. People are

not born with the developed capacity to seriously injure themselves

(although they are born with factors, including certain genes, that

may facilitate the future development of this capacity). In fact, if any-

thing, they are born with the opposite—the knee-jerk tendency to

avoid pain, injury, and death. That is, people have strong tendencies

toward self-preservation; evolution has seen to that. Through an ar-

ray of means described later, some people develop the ability to beat

back this pressing urge toward self-preservation. Once they do, ac-

cording to the theory laid out in this book, they are at high risk for

suicide, but only if certain other conditions apply—namely that they
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feel real disconnection from others and that they feel ineffective to

the point of seeing themselves as a burden on others. These factors,

like the acquired ability to enact lethal self-injury, are covered in de-

tail in later chapters of the book.

I now understand clearly why Gayle made me feel uneasy, but also

why she was not at particularly high risk for suicide. She had ac-

quired the ability to enact lethal self-injury. A main way that people

develop this capacity is through previous suicidal behavior. As noted

already, Gayle had not engaged in such behavior. What I believe led

to her developing this capacity was a long history of severe substance

abuse, which included many painful and provocative experiences

(another way to gradually beat back the instinct to survive). Her sub-

stance abuse had ended; she had been clean for around eight years

when I saw her. But her earlier experiences had left various residues.

This ability in Gayle was manifested by her having a clear and de-

tailed suicide plan, but especially in her sense of calm and her lack of

fear about the plan. These were the things that made me want to hos-

pitalize Gayle. Nevertheless she was not at particularly high risk for

suicide, and the reason involves two other factors that I believe are

required for serious suicidal behavior—thwarted belongingness and

perceived burdensomeness. Gayle had a fairly well-developed circle

of friends and was very connected to her son. There was no evidence

that she felt fundamentally disconnected from others, and plenty of

evidence that her sense of belonging was very much intact. Similarly,

Gayle was a particularly capable woman; for instance, even when de-

pressed, she was the office’s top performer in her professional line of

work. There was no evidence that she felt ineffective, certainly not to

the point that she believed she burdened others.

Her sense of belonging and effectiveness buffered her, but it is im-

portant to note that this could have changed rapidly. People cannot

develop the ability to lethally injure themselves quickly; the experi-

ences that are required take time and repetition. By contrast, people
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can quickly develop views that they do not belong or that they are

particularly ineffective. Thus, in a case like Gayle’s, suicide risk can

quickly escalate. Repeated risk assessment is thus necessary in Gayle’s

case (and is a safe clinical practice anyway).

The case of Sharon (a false name) is interesting by way of contrast.

When questioned about suicide risk, Sharon articulated no plan at

all. When pressed a little on the question, she made statements like,

“I can’t imagine actually trying suicide, it’s just that I have the sense

that I’d be better off dead.” Like Gayle, Sharon had never attempted

suicide in the past, but unlike Gayle, she had no history of repeated

painful and provocative experiences through which she might have

acquired the ability to enact lethal self-injury. She thus did not have

the setting condition for serious suicidal behavior, even though, as it

turns out, she did have the other factors important in the current

theory. That is, she felt she was a burden on others and felt discon-

nected from them. These feelings, combined with statements like,

“I’d be better off dead” and with symptoms like sleep difficulty,

clearly indicated a mood disorder, but her risk for suicide was slight.

The thought never occurred to me that she should be hospitalized.

Indeed, though she clearly had a mood disorder, it was of relatively

moderate severity, and she remitted with less than two months of

psychotherapy and stayed remitted for at least two years thereafter,

which was the last time I contacted her.

The cases of Gayle and Sharon, especially when viewed through

the lens of this book’s theory on suicide, are informative regarding

suicide risk assessment. Generally speaking, someone like Gayle is at

chronically elevated risk, at least to some degree, because the capacity

for serious self-injury already is in place. All that is needed for Gayle

to engage in serious suicidal behavior if she chooses is a quick change

in her feelings of connection and effectiveness. Accordingly, routine

assessment of risk status is required with someone like Gayle. By

contrast, someone like Sharon is unlikely to engage in serious self-

harm because she has not beaten down the instinct to live. Even if
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Sharon feels disconnected from others and ineffective, she lacks the

capacity to translate the desire for death into action. These points

will be expanded on in a later chapter on clinical implications.

Notes from Scientific Research

The science about suicide is not especially well developed and has

certainly not permeated the public consciousness. I was reminded of

this the other day at my sons’ soccer game. There were five or so full-

field games going on—approximately 150 people out on the fields.

Off in the distance, lightning struck, and the field administrators de-

cided to cancel the games. There was some grumbling about this de-

cision of course, but everyone understood the rationale—lightning

can be lethal.

But just how lethal is lightning? In other words, how many people

die from lightning strikes? In fact, from 1980 to 1995, there were ap-

proximately eighty deaths per year from lightning strikes in the

United States. During this same time period, there were more than

eighty deaths per day from suicide.

Why do people scramble to prevent death by lightning strike but

don’t scramble in the same way to prevent death by suicide? The

latter is approximately 365 times more common than the former.

One could invoke bias or stigma against mental health problems,

but I think a more mundane answer is available. It is fairly easy

to understand how and why people die by lightning strike, and pre-

vention is straightforward too—you just get out from under the

weather. By contrast, it is not at all easy for people to understand how

and why people die by suicide, and prevention is not clear-cut at all.

To make the prevention of suicide more like the prevention of light-

ning strikes, people need a clearer understanding of how and why

people die by suicide. This book is intended to provide such an un-

derstanding.

The example of lightning strikes does not really illustrate bias
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against suicide; rather, it simply indicates that lightning is a well-

characterized phenomenon and its prevention is straightforward.

But in other examples, bias and stigma are detectable. In Tad Friend’s

2003 New Yorker article on suicide at the Golden Gate Bridge, he

points out that a main reason for community resistance to a suicide

barrier fence (which would clearly save lives) is aesthetics. For the

past twenty-five years, however, a large section of the bridge has been

festooned with an eight-foot-tall cyclone fence directly above a site

where tourists can walk below. The fence’s purpose is to prevent

people dropping things—including, to take a real example, bowling

balls—on other tourists below. Friend cites the bridge’s former chief

engineer as saying that the fence is needed because “It’s a public-

safety issue.” True enough, it is a public safety issue, but not one that

has ever killed anyone, bowling balls notwithstanding. By contrast,

around thirty people die by suicide each year by jumping from the

bridge. The acceptability of a debris fence coupled with the un-

acceptability of a suicide barrier seems misguided and unfair.

To digress a bit, the stigma and taboo of suicide are topics that

warrant their own book. The stigma, pervasive and enduring, can be

found even in the seventh circle of Dante’s Inferno. As A. Alvarez4

summarizes, “In the seventh circle, below the burning heretics and

the murderers stewing in their river of hot blood, is a dark pathless

wood where the souls of suicides grow for eternity in the shape of

warped poisonous thorns . . . At the Day of Judgment, when bodies

and souls are reunited, the bodies of suicides will hang from the

branches of the [thorns], since divine justice will not bestow again

on their owners the bodies they have willfully thrown away.” Accord-

ing to Dante, my dad is, as I write this, below the murderers, and will

hang from thorns for eternity—stigma indeed.

To return to the Golden Gate Bridge, aesthetics does not really

provide a convincing explanation for the lack of a suicide barrier, but

what about cost? As Friend points out, cost did not prevent the re-
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cent construction of a barrier between the bridge’s walkway and

traffic, designed to separate bicyclists from traffic. This barrier cost

5 million dollars, and yet no bicyclist has ever been killed on the

bridge. Five million dollars and zero deaths for bicyclists; zero dollars

and over a thousand deaths by suicide: it is difficult to avoid the con-

clusion of stigma and bias.

Regarding knowledge about suicide and its prevention, much re-

mains to be learned and to be done. Some facts are established, but

even for these, fitting the facts into a coherent overarching theory has

proven elusive. This book provides the outlines of one such theory.

Any compelling explanation of suicide should shed at least some

light on various established facts, including prevalence of suicide; the

associations of suicide with age, gender, race, neurobiological indices,

mental disorders, and substance abuse; impulsivity; and childhood

adversity, as well as issues like treatment and prevention efforts and

the clustering and “contagion” of suicide. Each of these topics is de-

fined here and accounted for later, at least in part, by the theory pro-

posed in this book.

Definition

One might imagine that defining suicide is relatively easy. Indeed, the

dictionary definition could not be clearer—“the act of killing oneself

intentionally.” This definition seems to apply to my dad and many

others who will be mentioned throughout the book, like the poets

Hart Crane and Weldon Kees and the musician Kurt Cobain. But

what about people on the upper floors of the World Trade Center

who jumped to their deaths on September 11, 2001? At least fifty

people died in this way, and the actual number is probably closer to

200. Did they die by suicide? According to the dictionary definition,

they did, but according to the New York medical examiner and intu-

itively to many of us, they did not. All September 11 deaths at the

World Trade Center were classified as homicides. What about the
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September 11 terrorists, whose actions, in addition to all of their

horrible consequences, caused the terrorists’ own deaths? Did they

die by suicide? Again, according to dictionary definitions, they did.

But the terrorists themselves would more likely have characterized

their deaths as martyrdom or casualties of holy war than as suicide.

Difficulties in defining suicide arise in other situations. Did Mari-

lyn Monroe die by suicide, or was she killed? Virtually all the evi-

dence points to suicide, but the idea of homicide resurfaces, often for

spurious reasons.

How about people who die alone in single-car motor vehicle acci-

dents who are later found to have been intoxicated at the time of

death? We cannot know with certainty whether these deaths were in-

tentional or accidental. One basis on which to make the designation

might involve the facts of the accident, such as the angle at which the

car was driven into a tree or the pattern of skid marks. Someone who

brakes or swerves at the last instant could be viewed as simply having

fallen asleep at the wheel. This is certainly possible, but it is also pos-

sible that someone intended suicide and changed his or her mind too

late. This appears to happen relatively frequently, as seen in cases of

those who jump from high places, survive, and report that they re-

gretted their decision in midair.

There are still other ambiguities regarding the definition of sui-

cidal behavior. One of my adolescent patients took a regular sewing

needle, inserted it in the side of her wrist a millimeter or two, and

immediately told her mother she had attempted suicide. This sce-

nario is of clinical concern (and of course was of great concern to

the mother), but does this qualify as a real suicide attempt? Is it

of the same quality as more serious attempts, such as what my

patient “Gayle” had in mind (severing her hand and bleeding to

death)?

I am aware of no current theory that adequately handles all of
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these definitional problems, but in this book I will at least address

each one.

Prevalence

Though rates vary somewhat from year to year, approximately

30,000 people in the United States and more than half a million peo-

ple worldwide die by suicide each year. A useful common metric for

death rate is deaths per 100,000 in the population. The rate of death

by suicide has been between 10 per 100,000 and 15 per 100,000 for

decades. In 2001, suicide was the eleventh leading cause of death

overall in the United States.

On the one hand, 30,000 U.S. deaths per year—one every eighteen

minutes or so—is a lot. On the other hand, relatively speaking, sui-

cide is a rare cause of death. For example, given that a person has

died, the chance that the cause was heart disease or cancer is 52 per-

cent. The chance that the cause of death was suicide is a little over 1

percent.

Suicide is thus a relatively rare form of death, and any compelling

theory should be able to account for this fact. Many theories of sui-

cide run aground on the simple shores of prevalence rates—for ex-

ample, they propose a cause that is very common, yet do not fully ex-

plain why relatively few die by suicide. The theory to be developed in

this book has something to say about the relative rarity of death by

suicide.

Gender

Men are approximately four times more likely than women to die by

suicide; women are approximately three times as likely as men to at-

tempt suicide. This pattern of male lethality is partly related to a ten-

dency toward violent behavior more common in men than women.

Women’s attempts are more frequent but less violent. Two of three
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male suicide victims in the United States die by firearm, as compared

to one of three for women—the most common cause of death by

suicide in women is overdose or poisoning. With one key exception,

men are more likely to die by suicide than women in every country

of the world.

The exception is China, where roughly as many women as men die

by suicide. A persuasive account of death by suicide will need to ex-

plain the overall pattern of male lethality and address the interesting

exception of China.

Suicide “Contagion” and Mass Suicide in Cults

From time to time, completed suicides cluster in space and time. For

example, in a high school of approximately 1,500 students, two stu-

dents died by suicide within four days. During an eighteen-day span

that included the two completed suicides, seven other students at-

tempted suicide. Occasionally a spate of deaths by suicide will occur

following a well-publicized suicide, especially if media coverage in

any way glorifies it. What is the mechanism underlying suicide clus-

ters?

In 1999, I proposed an explanation that involves the concept of

assortative relating, which means that people form relationships

nonrandomly—they assort based on shared interests, characteristics,

even shared problems, such as substance abuse. I believe that suicide

clusters are, in a sense, pre-arranged, in that vulnerable people

assortatively relate and then are simultaneously impinged upon by

some serious stressor, which activates the suicide potential of each

member of the potential cluster.5 I provide some empirical support

for this view in a study of college roommates, some of whom related

assortatively in that they chose to room together, others of whom re-

lated randomly, in that they were paired with one another by the uni-

versity housing agency. If my explanation of suicide clusters holds

water, the suicide potentials of roommates who chose to room to-
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gether should be more similar than the suicide potentials of those

who were randomly assigned to one another. This was in fact the

finding.6

The Internet provides another, sometimes more pernicious way in

which people can assortatively relate. Consider, for example, the

“pro-suicide” website alt.suicide.holiday (or ASH), where suicide is

construed favorably. Visitors to the site are instructed on the best

methods for suicide. As many as twenty-four completed suicides

have been connected to the site. Other web forums have been docu-

mented to encourage self-destructive behavior too. On January 12,

2003, a twenty-one-year-old man died in his bedroom after ingesting

huge amounts of prescription drugs, marijuana, and alcohol. It was

later determined that many people had witnessed the death through

the man’s webcam, and that several of the onlookers had typed

things like, “Eat more!” as the man ingested obviously dangerous

numbers of pills. The man and the onlookers were part of an ongo-

ing chat room that regularly discussed substance use. Excessive sub-

stance use brought these people together (assortatively related them),

and in this case, self-destructive behavior was explicitly encouraged

from within the group. Indeed, experimental studies have evaluated

the connection between group norms and self-aggression. These

studies use a self-aggression paradigm (self-administered shock dur-

ing a task disguised as a reaction-time game, with self-aggression de-

fined by the intensity of shock chosen). In this research, high levels of

self-administered shock occurred when group norms were manipu-

lated to encourage self-aggression.

In his 2003 New Yorker article, Tad Friend documents the death of

a fourteen-year-old girl who left her high school by taxi, rode to the

Golden Gate Bridge, and jumped to her death. The girl’s mother later

discovered that she had been visiting a website that offered advice

about completing suicide and showed graphic autopsy photos. The

site discourages methods like poison, drug overdose, and wrist cut-
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ting, since less than 15 percent of people who attempt by these meth-

ods die. By contrast, the site recommends jumping from a high place

because “jumps from higher than . . . 250 feet over water are almost

always fatal.”

Suicides occasionally do cluster in space and time; concepts like

assortative relating and group norms may partially explain them.

These concepts are starkly illustrated in some of the most horrific

suicide clusters, those occurring in cults. In Jonestown, where 914

people died, the majority died from drinking a grape-flavored drink

laced with cyanide and sedatives at the behest of leader Jim Jones. In

the Heaven’s Gate event, which caused the deaths of thirty-nine peo-

ple (two additional cult members died by suicide in the months fol-

lowing), people died by ingesting high doses of phenobarbital mixed

with vodka at the behest of leader Marshall Applewhite.

Mass suicide in cults raises difficult definitional issues—are these

really examples of suicide or are they examples of mass homicide

perpetrated by delusional and psychopathic people like Jones and

Applewhite? A compelling theory of suicide should be able to ad-

dress this question, as well as other difficult questions. A complete

theory would also have something to say about the array of other

well-established facts about suicide, only some of which were

touched on above. The influence of age, mental disorders, and other

factors on suicide all need to be incorporated. In later sections of the

book, I will describe such a theory. This book’s theory of suicide ac-

complishes something new: It is not only consistent with but illumi-

nates the wide array of well-documented facts on suicide. But first, I

will summarize existing theories.

Existing Theories of Suicide

The theory put forth in this book places me in competition with nu-

merous other theorists, past and present. In one sense, that is the na-
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ture of science and scholarship. In another sense, however, I am

much more a collaborator than a competitor with other theorists.

This is also the nature of science and scholarship. Although we pay

tribute to the achievements of past theorists, we must also point out

ways in which their work needs to be expanded and modified to pro-

vide a more comprehensive and accurate explanation of why people

die by suicide. The remainder of this chapter focuses on the high-

lights of some of the more compelling theories of why people die by

suicide.

In the preface to his book Man Against Himself, Karl Menninger7

wrote, “to have a theory, even a false one, is better than to attribute

events to pure chance. ‘Chance’ explanations leave us in the dark; a

theory will lead to confirmation or rejection.” Although there have

been persuasive and careful theories, compared to other areas of sci-

ence, even compared to other areas of psychopathology research,

theorizing on suicide has been somewhat slow. The dominant theo-

ries can be counted on one hand (not necessarily using all the

fingers). The last major theoretical statement appeared in 1990, and a

century-old theory still has a lot of influence.

That theory was put forth by the French sociologist Emile

Durkheim in his 1897 book Le Suicide. The theory emphasizes col-

lective social forces much more than individual factors. In

Durkheim’s theory, the common denominator in all suicides is dis-

turbed regulation of the individual by society. He was concerned

with two kinds of regulation: social integration and moral regula-

tion.

Regarding social regulation, a curvilinear, U-shaped relationship

between individuals’ degree of integration in society and that soci-

ety’s suicide rates is hypothesized; too much or too little integration

are both bad things, according to Durkheim. Low integration—

something that in later chapters of this book will be referred to as

low belongingness—leads to an increase in a type of suicide that
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Durkheim labeled “egoistic.” His idea was that we need something

that transcends us, and he felt that the only thing that is transcendent

enough is human society. When it breaks down, people feel purpose-

less and become desperate, and suicide rates go up.

Too much integration, according to Durkheim, is also associated

with more suicide, but of a different type, namely “altruistic” sui-

cides. Excessive societal integration leads people to lose themselves

and to commit to a larger goal. Self-sacrifice is a defining aspect of

this kind of suicide; self-sacrifice bears some similarities to the

concept of perceived burdensomeness, which will be emphasized in

my account of why people die by suicide. In Durkheim’s view, when

individuals are so integrated into a social group that individuality

fades, they become willing to sacrifice themselves to the group’s in-

terests.

Regarding moral regulation, “anomic” suicide is caused by sudden

changes in the social position of an individual, mainly as a result of

economic upheavals. The idea is that any abrupt change in the regu-

latory function of society or its institutions on people’s behavior is

likely to increase suicide rates. Because society loses its scale, people’s

ambitions are unleashed but cannot all be satisfied, leaving a lot of

unhappy people.

Durkheim contrasted anomic suicide to “fatalistic” suicide, which

occurs among those with overregulated, unrewarding lives, such as

slaves. Of the four types of suicide discussed by Durkheim, fatalistic

suicide receives the least attention, perhaps because he viewed it as

relatively rare.

One of Durkheim’s goals was to study social forces, often to the

exclusion of other factors, of which he was at times dismissive. He

did not deny, however, that individual conditions like mental disor-

ders are relevant to suicide. But he did claim that most such factors

are insufficiently general to affect the suicide rate of whole societies,
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and thus should not be emphasized by sociologists. It is notable that

these days many sociologists study individual factors as well as social

forces.

It is remarkable, too, that a theorist who could be dismissive of the

role of genes and of mental disorders in suicide is still influential, be-

cause there is absolutely no doubt that genes and mental disorders—

and much else at times marginalized by Durkheim—are involved in

suicidal behavior. Why, then, is he still influential? He was the first to

attempt a fully empirical sociology, and he was the first to attempt a

systematic, comprehensive, coherent, and testable theory of suicide.

Second, he was right about some things. As I show in Chapter 3, he

anticipated my model’s emphasis on social disconnection as a major

source for the desire for suicide. Through his emphasis on altruistic

suicide, he also anticipated my theory’s inclusion of perceived bur-

densomeness as a key precursor to serious suicidal behavior, though

we differ on the details. Third, Durkheim had little competition for

decades. The first half of the twentieth century was dominated by

psychoanalysis, and to be blunt, it is difficult to think of a lasting

contribution to the understanding of suicide from this perspective.

It is easy, however, to think of many examples in which psychoana-

lytic theories have been obstacles to understanding. For example, the

most well-known view of suicide from a psychoanalytic perspective

is that suicide is hate or aggression turned inward. In defending this

view, Harry Stack Sullivan8 noted examples in which suicides were

carried out in a hateful or spiteful way toward others. It certainly is

the case that some suicides are arranged spitefully, but the majority

are not. My dad, for example, died away from the house in a manner

such that he was likely to be discovered by police personnel. I think

he believed that this would be easier on us, and I think he was right.

It is hard to detect the spite here. Hostility or aggressiveness is a com-

mon part of the background of those who die by suicide, but as I will
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demonstrate in Chapter 2, there is a way to understand this that is

more plausible and consistent with scientific evidence than “hostility

turned inward.”

As another example, Menninger (1936) was persuaded that mas-

turbation has an important connection to suicide. He stated, “It has

been observed that suicidal attempts sometimes follow the interrup-

tion of an individual’s habitual auto-erotic activities . . . the mecha-

nisms by which the suicide is precipitated are the same: the mastur-

bation occasions a heavy burden of guilt, because in the unconscious

mind it always represents an aggression against someone. This guilt

demands punishment and as long as the auto-erotic practices are

continued, the punishment is bound up in the satisfaction, since

masturbation is imagined by many to be a grave danger to health,

and to one’s life both in this world and the hereafter.”9 Menninger

continues by postulating that when masturbation is interrupted, the

needed punishment is no longer “bound up in the satisfaction,” and

suicide results as a form of self-punishment. On this view, suicide is a

“violent form of sexual preoccupation.”10 Later in the same book,

Menninger claims that nail-biting is similar to masturbation.11

These examples show that Durkheim had little real competition

as a theorist for decades. Incidentally, I do not blame Menninger,

Sullivan, and others for their misperceptions—had I been working in

the 1930s I would have seen the world through a similar lens. I feel

much less charitably, however, toward those who perpetuated these

mistakes into the following decades and less charitably still to the few

who promulgate these theories today.

Viable theories of suicide other than Durkheim’s began to emerge

in the latter half of the twentieth century. One of the most promi-

nent theorists is Edwin Shneidman. Shneidman was influenced by

Henry Murray, who focused on the nature of psychological needs

and the consequences of having those needs thwarted. Shneidman’s

views on suicide can be described as centering on thwarted psycho-
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logical needs—a general approach that I borrow from in the devel-

opment of my model of suicidal behavior.

Shneidman12 wrote, “In almost every case, suicide is caused by

pain, a certain kind of pain—psychological pain, which I call

psychache. Furthermore, this psychache stems from thwarted or dis-

torted psychological needs.” For Shneidman, psychache—defined as

general psychological and emotional pain that reaches intolerable in-

tensity—is a proximal cause of suicide. That is, whatever earlier risk

factors are at play, they operate through increasing psychache, which

in turn predisposes to suicidality.

Incidentally, in his enormous Anatomy of Melancholy, first pub-

lished in 1621, Robert Burton invoked a similar concept. Speaking of

suicidal individuals, he said, “These unhappy men are born to mis-

ery, past all hope of recovery, incurably sick; the longer they live, the

worse they are, and death alone must ease them.” Burton also im-

plied a stable, perhaps biological cause to suicide—an excess of

“black bile”—and at another place in the Anatomy, Burton labels

black bile as suicide’s “shoeing horn.”

In addition to psychache, Shneidman13 identified lethality as a key

ingredient of serious suicidality. Lethality is clearly related to the

concept emphasized in this book of the acquired ability to enact

lethal self-injury. An emphasis on psychache, too, is compatible with

my approach; perceived burdensomeness combined with failed

belongingness constitutes psychache.

“Psychache about what in particular?” we might ask. The an-

swer, taken from Shneidman’s 1996 The Suicidal Mind14 and adapted

from Murray’s work in the 1930s, is a list of thwarted needs: abase-

ment, achievement, affiliation, aggression, autonomy, counterac-

tion, defendance, deference, dominance, exhibition, harm avoid-

ance, inviolacy, nurturance, order, play, rejection, sentience, shame-

avoidance, succorance, and understanding.

I believe that Shneidman’s answer is too general, because most of

What We Know and Don’t Know about Suicide ● 37



us identify with one or more of these thwarted needs from time to

time. What in particular, we are then led to wonder, are people feel-

ing psychache about? I believe the answer to this question is per-

ceived burdensomeness and failed belongingness.

Of all the people who experience psychache, we might then ask,

why do only a minority die by suicide? Shneidman15 is aware of this

issue, and captures it very well when he states, “What my research

has taught me is that only a small minority of cases of excessive psy-

chological pain result in suicide, but every case of suicide stems from

excessive psychache.” This suggests that psychache is necessary but

not sufficient for suicide. There must be an additional factor, there-

fore, that differentiates those with psychache who die by suicide from

those with psychache who do not.

The additional factor, according to Shneidman, is lethality. What

constitutes lethality and how it develops are subjects I address in

Chapter 2.

My theory does not replace concepts like psychache with brand

new concepts—psychache is rather viewed as a generalized form of

perceived burdensomeness and failed belongingness. My theory

strives to improve upon, not replace, Shneidman’s and others’ defini-

tions and inter-relations, and to articulate when they are most likely

to result in serious suicidal behavior. The model I present is thus

intended to provide an account of suicide that incorporates the

strengths of major existing models, but goes beyond them to develop

a framework that is at the same time conceptually more precise and

epistemically broader, explaining more suicide-related facts.

My work rests on the shoulders of theorists like Shneidman and

Aaron T. Beck. Beck and colleagues’ cognitive perspective on sui-

cidality emphasizes the role of hopelessness.16 Hopelessness for Beck

plays the role of psychache for Shneidman.

Impressive data support the view that hopelessness is involved in

suicidality. For example, Beck and colleagues17 studied a group of 207
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patients hospitalized for suicidal ideation. Over the course of the

next decade, fourteen patients died by suicide. Of several variables

assessed, only hopelessness predicted eventual death by suicide. In

this study, hopelessness was measured using a twenty-item scale with

possible scores ranging from zero to twenty; a score of ten or more

on the hopelessness scale correctly identified 91 percent of those who

later died by suicide. Beck and colleagues18 extended their work to a

group of 1,958 psychotherapy outpatients, seventeen of whom even-

tually died by suicide. High scores on the hopelessness scale again

predicted later death by suicide, correctly identifying sixteen of the

seventeen who later died by suicide. Those with high hopelessness

scores were eleven times more likely to die by suicide as compared to

patients with lower hopelessness scores.

However, an emphasis on hopelessness cannot tell the whole story

(an issue that Beck and colleagues understand well). What in partic-

ular are suicidal people hopeless about? If hopelessness is key, why

then do relatively few hopeless people die by suicide? In my view, the

reply to the first question is burdensomeness and failed belonging-

ness, and the reply to the second is that hopelessness is not sufficient;

hopelessness about belongingness and burdensomeness is required,

together with the acquired capability for serious self-harm.

An emphasis on hopelessness places negative thoughts and styles

of thinking front and center in explaining risk for suicide. From a

similar perspective, Beck19 has also argued that previous suicidal ex-

perience sensitizes suicide-related thoughts and behaviors such that

they later become more accessible and active. The more accessible

and active the thoughts and behaviors become, the more easily they

are triggered, and the more severe are the subsequent suicidal epi-

sodes.20 In one sense, this account shares similarities to the current

model in that both perspectives propose psychological mechanisms

underlying an escalating course of suicidal behavior over time. The

difference between the models has to do with the nature of the pro-
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posed psychological mechanisms—the mechanism in Beck’s view is

cognitive sensitization—that is, with repetition, suicide-related

thoughts and behaviors become favored—whereas the mechanisms

in my view involve habituation, or getting used to the fear and pain

involved in self-injury. This in turn leads to an acquired ability for se-

rious suicidality, which, when combined with burdensomeness and

disconnection, produces high risk for suicide. These mechanisms are

not mutually exclusive and thus may operate jointly, incidentally. For

example, thoughts of burdensomeness and failed belongingness may

very well become sensitized in just the way Beck described.

My friend and colleague Roy Baumeister21 proposes an escape the-

ory of suicidal behavior that describes a sequence of steps leading up

to serious suicidal behavior. First, an individual experiences a nega-

tive and severe discrepancy between expectations and actual events.

For example, a businessperson may have imagined that a deal was

going to be extremely profitable, but it costs the business dearly. He

blames himself rather than chalking up the failure to bad luck or to

vacillations in the market. An aversive state of high self-awareness

develops, which produces negative affect. The businessperson be-

comes preoccupied by and often dwells on his personal inadequacies,

which leads to feelings of distress, sadness, and worry. He attempts to

escape from negative affect, as well as from the aversive self-aware-

ness and the discrepancy between expectation and outcome. This is

accomplished, according to Baumeister’s theory, by retreating into a

numb state of “cognitive deconstruction.” In this state, meaningful

thought about the self, including painful self-awareness and failed

standards, is replaced by a lower-level awareness of concrete sensa-

tions and movements, and of immediate, proximal goals and tasks.

The businessperson no longer thinks of the failed venture and its im-

plications for the future; rather, he focuses on the concrete task of

driving to the liquor store or watching television. An important con-

sequence of the state of cognitive deconstruction is reduced inhibi-
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tions, which contribute to lack of impulse control in general and lack

of impulse control for suicidal behavior in particular. The business-

person drinks a bottle of liquor and contemplates suicide.

Shneidman22 agrees that cognitive deconstruction is an important

sign of impending lethality, stating that “the most dangerous word in

all of suicidology is the four-letter word only.” When people are in

the lower-level state of focusing on the concrete, their ability to see

alternatives is compromised. When suicide is seen as the only option,

that for Shneidman indicates increasing lethality and for Baumeister

is a sign that a state of cognitive deconstruction has developed.

There are compatibilities between Baumeister’s account and the

one developed in this book. For example, perceived burdensomeness

and failed belongingness can be seen as the results of disappointed

expectations; expectations that are internally attributed and thus as-

sociated with severe states of negative affect. The state of cognitive

deconstruction is not a part of the current model, but one could

imagine that perceived burdensomeness and failed belongingness are

painful enough to produce such a condition. To the degree that cog-

nitive deconstruction, perhaps facilitated by perception of burden-

someness and failed belongingness, produces disinhibition, it could

lead to repeated provocative experiences (including self-harm) and

thus could produce the processes emphasized here that lead up to the

acquired ability to enact lethal self-injury.

Marsha Linehan23 has theorized that biological deficits, exposure

to trauma, and the failure to acquire adaptive ways of tolerating and

handling negative emotion all contribute to suicidal behavior. Self-

injury, according to her view, is an attempt to regulate emotions—an

attempt that becomes necessary because more usual emotion regula-

tion mechanisms have broken down or never developed adequately.

Emotion dysregulation is a core problem in suicidal behavior, ac-

cording to this viewpoint. Parameters of emotional dysregulation

would include rapid onset, high intensity, and slow recovery, espe-
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cially regarding negative emotional states. These irregularities are

proposed to lead to efforts to moderate the intense and painful feel-

ings, often through deliberate self-harm.

Based on this theoretical work, Linehan has developed a psycho-

therapy for suicidal behavior and for borderline personality disor-

der. The treatment is called Dialectical Behavior Therapy or DBT;

it includes an array of techniques geared toward changing self-

destructive ways of regulating emotion (cutting, for example) to

more constructive ways of regulating emotion (seeking counsel and

support from a trusted friend, for example). Linehan and colleagues

have conducted impressive studies supporting the treatment’s effec-

tiveness.

Emotional dysregulation can be viewed as a prime source leading

to the acquired capability to enact lethal self-injury. Those who

are dysregulated are likely to face an array of provocative situations

(e.g., physical altercations), many of them caused, at least in part, by

dysregulation itself. Moreover, the interpersonal strains associated

with emotional dysregulation are likely to contribute to feelings of

disconnection and ineffectiveness. The current framework and

Linehan’s model are thus quite compatible; she has identified pro-

cesses that can be viewed as relatively distal in the causal chain lead-

ing up to suicidal behavior; the processes, in turn, may lay the

groundwork for the relatively more proximal factors emphasized

here.

Though the theories of Durkheim, Shneidman, Beck, Baumeister,

and Linehan are the most prominent and influential explanations of

suicidal behavior, there are others that are of some interest. For ex-

ample, some have contended that economic theory can explain some

suicides. Changes in suicide rates vary detectably with changes in the

economy such that downturns are associated with higher rates, up-

turns with lower rates. However, this kind of theorizing essentially

reduces to sociological and psychological questions of why economic

42 ● WHY PEOPLE DIE BY SUICIDE



changes affect individuals in this way; the theorists summarized in

this chapter all have answers, as do I, which I describe in the chapters

that follow.

A more interesting and very provocative view was described by

Charles Duhigg in Slate Magazine on October 29, 2003. Duhigg sum-

marized the work of Dave Marcotte, a professor of public policy at

the University of Maryland, who analyzed the economic conse-

quences of attempted suicide. Marcotte’s premise is that those think-

ing of suicide face not two, but three alternatives—to not attempt, to

attempt but survive, and to attempt and die. Marcotte was particu-

larly interested in those who attempt but survive, because this could

be an economically costly action (injury, medical bills, possibly per-

manent disability) but conceivably carries benefits too (increased ac-

cess to help and increased social support). Marcotte’s results indi-

cated that those who attempt suicide and survive subsequently see an

increase in income of around 20 percent as compared to those who

consider but do not attempt suicide. Among those who engage in

near-lethal attempts, the subsequent increase in income was over 35

percent.

How can this be? As Duhigg points out, attempted suicide is asso-

ciated with increased access to medical care and familial social sup-

port. He states, “Doubters may ask why the depressed don’t seek out

resources earlier. But studies have demonstrated that psychological

and familial resources become “cheaper” after a suicide attempt: It is

difficult to find free medical care when you are sad, but once you try

to kill yourself, it’s forced on you.”

The danger of viewpoints like this should be pointed out. Any

analysis that encourages suicidal behavior in any way—particularly

in ways that romanticize or glorify it, or make it seem easy and nor-

mative—has potential negative consequences for public health. Still,

an understanding of factors that promote suicidal behavior can steer

the way to interventions that prevent it. In this regard, a straightfor-
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ward conclusion of Marcotte’s economic analysis of attempted sui-

cide is that increased access to mental health care should lower the

rate of attempted suicide. Good mental health care will treat condi-

tions that lead to suicidal behavior but also, according to Marcotte’s

analysis, will remove the inducement of increased care that currently

is associated with suicidal behavior.

Though this is not a serious model of suicide, and there are those

who would question whether it is a serious model of anything, a cer-

tain set within the academic humanities—the deconstructionists, in-

fluenced by people like Jacques Derrida and Jacques Lacan—might

question whether all the pain and hopelessness associated with sui-

cide exist at all. Derrida is famous for the claim that “il n’y a pas de

hors-texte” (there is nothing outside the text), and further, what is

inside the text is, according to deconstructionists, but a heartless

concatenation of arbitrary linguistic codes. What is left for the de-

constructionist, then, is a constant questioning of the very existence

of reality and meaning—including the reality of emotional pain. Try

telling that to a suicidal person. In fact, David Kirby, an eminent poet

and Florida State University English professor, may have tried this as

a graduate student. He reports, “There was a bar . . . that served

twenty-cent highballs on Wednesday nights; penny-wise grad stu-

dents would moisten their clay there, shoulder to shoulder with the

more routine customers. Once I explained to a morose regular that

life was worth living, that even though his wife had left him and his

kids had turned out to be disappointments and he’d just been laid off

from his job, none of that mattered because the human mind was, so,

uh, mental.”24 The regular appeared not to have been consoled, and

interestingly, at least as far as I can tell, Kirby did not grow up to be a

deconstructionist.

In the time it takes to read this chapter, one or two people in the

United States have died by suicide, and many more have died world-
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wide. Just now, family members, police, or paramedics are discover-

ing their bodies. Their loved ones are embarking on an intensely

painful journey that involves not only sudden loss, but the poten-

tial for misunderstanding and confusion. I know about this journey

from every possible angle—I lived it myself; I have seen it in patients

and others; and I have studied it scientifically. I’ve told my sons why

they don’t have a grandfather, and I’ve told professional audiences

why and how serotonin-system genes may be involved in suicide.

People who have lost a loved one to suicide often bond together in

support groups—in fact, this is a healthy form of assortative relating

(in contrast to pernicious forms discussed earlier in this chapter).

These groups do a world of good for people. In some of these circles,

there occasionally arises a feeling that people who have not lost a

loved one to suicide could not possibly understand it. I sympathize

with this view, mainly because of the confusion and misunderstand-

ings that can complicate death by suicide, but ultimately, I don’t

share this sentiment. Given the right framework, anyone can under-

stand—indeed, everyone needs to understand if real progress on sui-

cide is to occur. By the same token, there is a feeling in some scien-

tific circles that nonscientists cannot possibly understand suicide in

any fundamental way because it is so complex, with factors ranging

from the molecular to the cultural levels. Here too, I sympathize but

disagree. A full account of suicide will no doubt be complex, but a

main point of science is to render the complex accessible.
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2

THE ABILIT Y

TO ENACT

LETHAL SELF-INJURY

IS ACQUIRED

Existing theories of suicide illuminate some important facts and

concepts, but they also leave key questions unanswered. If emotional

pain, hopelessness, emotional dysregulation, or any variable is cru-

cial in suicide, how then to explain the fact that most people with any

one of these variables do not die by or even attempt suicide? How do

we make sense of the anecdotal and clinical evidence suggesting that

there are people who genuinely desire suicide but do not feel able to

carry through with it? What are the ingredients for the genuine de-

sire for suicide?

The ability to enact lethal self-injury is acquired through particu-

lar kinds of experience that I will describe in this chapter (genetics

and neurobiology are also important). Though the fact has been ne-

glected by theorists and researchers, those who repeatedly attempt

suicide emphasize how very difficult it is. On reflection, this is as it

should be—of course it is difficult to overcome the most basic in-

stinct of all; namely, self-preservation. How do people do it? This

chapter will show that it is no easy matter, and that it is impossible to

do without previous experiences that allay the fear of self-injury, in-
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ure people from the pain of self-injury, and build knowledge that fa-

cilitates self-injury.

According to the overall explanation of suicide presented in this

book, the acquired capability to engage in serious self-injury is but

one precursor to attempted suicide or death by suicide. There are

many people who, through an array of provocative experiences, have

become fearless, pain-tolerant, and knowledgeable about dangerous

behaviors, and yet who have no desire whatsoever to hurt themselves.

Those who do have the desire, coupled with the ability, are viewed as

at high risk for serious suicidal behavior. Chapter 3 explores the con-

stituents of the genuine desire for death. Drawing on diverse litera-

tures, the case is made that people desire death when two fundamen-

tal needs are frustrated to the point of extinction; namely, the need

to belong with or connect to others, and the need to feel effective

with or to influence others. When both these needs are snuffed out,

suicide becomes attractive but not accessible without the ability for

self-harm.

Working Up to the Act of Suicide

On February 1, 2003, the space shuttle Columbia disintegrated as it

flew over the western United States, finally showering down over East

Texas and Louisiana in thousands of pieces. All seven crew members

were killed. The cause was a dense, dry, brownish-orange piece of

foam weighing about 1.7 pounds, 19 inches long and 11 inches wide.

The foam, traveling 545 miles per hour, hit Columbia’s left wing,

causing what investigators now know was a significant breach.

Foam strikes had happened before. For example, Atlantis was hit in

1988, causing such damage that an astronaut said “the belly looked

as if it had been blasted with shotgun fire.” William Langewiesche, in

the November 2003 issue of Atlantic Monthly, wrote, “Over the years

foam strikes had come to be seen within NASA as . . . a problem so
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familiar that even the most serious episodes seemed unthreatening

and mundane.”1 One of the members of the panel investigating the

accident said, “The excitement that only exists when there is danger

was kind of gone—even though the danger was not gone.” Foam

strikes were routinely designated by NASA officials as “in-flight

anomalies,” but even this weak designation was removed in Octo-

ber 2002, just months before Columbia’s doomed mission. Key NASA

administrators decided against getting in-flight satellite images of

Columbia’s left wing, in part because their sense of danger about

foam strikes had eroded over the years due to repeated experience

with them.

What does this have to do with suicide? A key point of this book

is that when people get used to dangerous behavior—when they lose

the excitement that only exists when there is danger—the ground-

work for catastrophe is laid down. Just as NASA administrators

became inured to a very real danger, so too, I will argue, potentially

suicidal people lose the danger signals and alarm bells that should

accompany self-injury. When self-injury and other dangerous expe-

riences become unthreatening and mundane—when people work up

to the act of death by suicide by getting used to its threat and dan-

ger—that is when we might lose them.

This is a novel approach to understanding suicidal behavior, but

the same idea appears to have occurred to Voltaire almost three hun-

dred years ago. Voltaire was thinking about the death by suicide of

the Roman orator Cato, and he wrote something that I’ve come to

see as revelatory: “It seems rather absurd to say that Cato slew him-

self through weakness. None but a strong man can surmount the

most powerful instinct of nature.” The simple but compelling idea

here is that the first step to death by suicide is to grapple with the re-

sults of eons of evolution, to grapple with one of nature’s strongest

forces—self-preservation.

This viewpoint also appears in the writings of Arthur Schopen-
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hauer. Schopenhauer points out that the fear of death, rather than the

love of life, encourages people to continue. He believed that bur-

dened people would think seriously of suicide, were this a purely

negative act. But suicide involves the destruction of the body, and

Schopenhauer believed most are incapable of this. The eminent

suicidologist Edwin Shneidman wrote, “Each day contains the threat

of failure and assaults by others, but it is the threat of self-destruction

that we are most afraid to touch.”2

Shneidman’s words were illustrated by the controversial and dis-

turbing case of Florida death row inmate John Blackwelder. On May

26, 2004, Blackwelder was executed for the murder of Raymond

Wigley, Blackwelder’s fellow inmate. At the time of the murder,

Blackwelder was serving a life sentence without the possibility of pa-

role for a series of convictions for sex crimes. Blackwelder claimed

that he strangled Wigley, pleaded guilty to first-degree murder, and

waived all appeals, all because he wanted to die by suicide but could

not bring himself to do so. According to Blackwelder (a suspect

source, it should be acknowledged), killing someone else (and com-

mitting a series of sex crimes) was not beyond him, but suicide was.

It may be that few people want to die by suicide, but also, and

perhaps more important, that even fewer people can. Self-injury,

especially when severe, has the potential to be painful and fear-

inducing. Who can tolerate such high levels of pain, fear, and the

like? The view taken here is that those who have gotten used to

the negative aspects of suicide, and additionally, who have acquired

competence and even courage specifically regarding suicide, are the

only ones capable of the act—anyone else is unable to complete sui-

cide, even if they want to.

Karl Menninger noticed this fact in passing; he said, “One sees

people who want to die but cannot take the step against themselves

. . . like King Saul and Brutus [who] beseech[ed] their armor bearers

to slay them.”3 Menninger provides another example, a great poet of
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Italy “who longed for death in exquisite rhymes ever since he was

a boy and was the first to fly in abject terror from cholera-stricken

Naples.”4

Robert Lowell said that “if there were some little switch in the arm

which one could press in order to die immediately and without pain,

then everyone would sooner or later commit suicide.”5 Lowell is

probably mistaken—he neglects how scary death is to most people,

but his remark does imply that without such a “little switch,” suicide

is difficult to do.

Alfred Alvarez also pointed out that in some warrior societies that

worship gods of violence and uphold ideals related to bravery, sui-

cide was viewed positively. For the Vikings, for example, the Feast of

the Heroes never ended in Valhalla. “Only those who had died vio-

lently could enter and partake of the banquet. The greatest honor

and the surest qualification was death in battle; next best was sui-

cide.”6

Even in the United States in the twentieth century, some accorded

those who died by suicide a measure of respect. In a poem entitled

“By the Road to the Contagious Hospital,” William Carlos Williams

wrote, “The perfect type of the man of action is the suicide.” Poetry

like this falsely romanticizes or glorifies suicide, but as good poetry

tends to, the lines contain an important truth: suicide does require

an extreme and difficult form of action.

I happen to view suicide as anything but glorious or romantic. Re-

call that my dad died by suicide. We have to grapple with the balance

between not glorifying suicide on the one hand, and on the other

hand, pointing out a process that is akin to courage and that is impli-

cated in suicide. How does one get used to and become competent

and courageous regarding suicide? In a word, practice. People who

have hurt themselves before (especially intentionally but also acci-

dentally), who know how to work a gun, who have investigated the

toxic and lethal properties of an overdose drug, who have practiced
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tying nooses, and who can look someone in the eye and show resolve

about following through with suicide, are viewed here as at substan-

tial risk for suicide.

I can cite abundant anecdotal evidence that practice and increas-

ing fearlessness amplifies suicidal behavior. The life and death of the

musician Kurt Cobain illustrates the key role that newly acquired ca-

pabilities can play in self-destructive behavior. Cobain was tempera-

mentally fearful—afraid of needles, afraid of heights, and afraid of

guns. Through repeated exposure and practice, a person initially

afraid of needles, heights, and guns later became a daily self-injecting

drug user, someone who climbed and dangled from thirty-foot scaf-

folding during concerts (at which times, incidentally, he would yell,

“I’m going to kill myself!”), and someone who enjoyed shooting

guns. Regarding guns, Cobain initially felt that they were barbaric

and wanted nothing to do with them; later he agreed to go with his

friend to shoot guns but would not get out of the car; on later excur-

sions, he got out of the car but would not touch the guns; and on still

later trips, he agreed to let his friend show him how to aim and fire.7

Cobain died by self-inflicted gunshot wound in 1994 at the age of

twenty-seven.

Another compelling example appeared on the Public Radio Inter-

national show This American Life. The narrator read from a diary en-

try regarding some of his own experiences with suicidal behavior: “I

wonder why all the ways I’ve tried to kill myself haven’t worked. I

mean, I tried hanging; I used to have a noose tied to my closet pole.

I’d go in there and slip the thing over my head and let my weight go,

but every time I started to lose consciousness, I’d just stand up. I

tried to take pills; I took 20 Advil one afternoon, but that just made

me sleepy. And all the times I tried to cut my wrist, I could never cut

deep enough. That’s the thing, your body tries to keep you alive no

matter what you do” (italics added). Later diary entries described how

the narrator doused himself with gasoline and set himself on fire; he
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survived, badly burned.8 Jim Knipfel, in his memoir Quitting the Nai-

robi Trio, wrote of his past suicide attempts: “It was clear that it was

cowardice that had kept me from going all the way before. I had

never succeeded because I didn’t have the nerve . . . No matter how

hard I tried, nothing worked. I threw myself down a flight of stairs,

drank bleach, cut my wrists, stepped in front of buses, all to no

avail.”9 These examples illustrate Voltaire’s “most powerful instinct of

nature” as well as the progression that allows people to do extreme

things in attempting to overcome it.

Richard Heckler noted a similar example. “I was trying to slash my

wrists. It was really difficult, because I hadn’t previously realized that

it was so hard to cut your own flesh. It’s tough stuff and I ended up

beating on my wrist with a knife for a long time to get it to go numb.

It hurt so much to cut.”10

Shneidman’s case example of Beatrice implies much the same thing.

Beatrice wrote, “I know now that slitting my wrists was not as poetic

nor as easy as I imagined. Due to blood clotting and fainting, it is ac-

tually difficult to die from such wounds. The evening dragged on

with me busy reopening the stubborn veins that insisted upon clot-

ting up. I was patient and persistent, and cut away at myself for over

an hour. The battle with my body to die was unexpected, and after

waging a good fight, I passed out.”11

Incidentally, Beatrice’s statement deserves emphasis. It is easy to

find instances in the media or on the Internet in which suicide is ro-

manticized and glorified. Glorification can be dangerous, because

others may be emboldened to try suicide. Still, a kind of courage is

implicated in suicidality, and this fact must be faced for a full under-

standing of suicidal behavior to develop. Indeed, an interesting con-

ceptual consideration involves the definitions of courage and fear-

lessness, and their relation to suicidal behavior. The psychologist

Stanley J. Rachman12 defined losing fear in the face of a true threat as

fearlessness, whereas he defined courage as an approach behavior (to
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the threat), even in the context of fear. Those who develop the capac-

ity for serious suicidal behavior might become more fearless (if fear

actually decreases), or they might become more courageous (if fear

persists but they are better able to tolerate it), or both.

The idea of grappling with the self-preservation instinct can also

be seen in examples of people who initiated serious suicidal behavior

and then instantly regretted it. Some people who have jumped from

high places and survived report that they very much regretted the act

in midair. For instance, as previously noted, a New Yorker article in

2003 by Tad Friend quotes a man who had jumped off the Golden

Gate Bridge and survived: “I instantly realized that everything in my

life that I’d thought was unfixable was totally fixable—except for

having just jumped.” Another Golden Gate Bridge survivor, quoted

in the same article, said, “My first thought was What the hell did I

just do? I don’t want to die.”

Shneidman addressed this topic, stating, “I believe that people

who are actually committing suicide are ambivalent about life and

death at the very moment they are committing it. They wish to die

and they simultaneously wish to be rescued.”13 I would state it some-

what differently. People who die by suicide not only desire it but also

have developed the capacity to enact lethal self-injury; nevertheless,

even in people who have developed this capacity to the extreme, they

retain some fear of suicide because it flies in the face of the extremely

powerful push for self-preservation. This fear produces the wish to

be rescued.

Other examples illustrate this point. A man who jumped into the

water leading up to Niagara Falls in 2003 said that he changed his

mind the instant he hit the water. “At that point,” he said, “I wished I

had not done it. But I guess I knew it was way too late for that.” He

survived the plunge over the falls, and now feels he has a new lease

on life. Menninger wrote, “Every hospital intern has labored in the

emergency ward with would-be suicides, who beg him to save their
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lives.”14 Harry Stack Sullivan described people who had ingested bi-

chloride of mercury: “One is horribly ill. If one survives the first days

of hellish agony, there comes a period of relative convalescence—

during which all of the patients I have seen were most repentant and

strongly desirous of living.”15 Unfortunately for these patients, an-

other phase of several days of agony then resumes, usually ending in

death. The fear of death by suicide is so powerful that it returns even

in people who have suppressed it enough to imbibe bichloride of

mercury, to jump off the Golden Gate Bridge, or to go over Niagara

Falls.

Suicide is undoubtedly a fearsome thing, and people on the verge

can be brought back for this reason, as demonstrated by these news-

paper clippings noted by Menninger: “1) In Fort Lee, N.J., O. P. wrote

two farewell notes, climbed up on a railing of a bridge, ready to jump

250 feet to death. As he teetered, Policeman C. K. shouted, ‘Get down

or I’ll shoot.’ Down got O. P. 2) In Denver, T. S. burst out laughing

when a $1 pistol he had bought to kill himself exploded and sent a

bullet bouncing off his chest. Calmed by police, T. S. announced he

would try to go on living.”16

The life and death of the poet Weldon Kees also illustrate the

evolving competence and fearlessness involved in serious suicidal be-

havior. Several days before his death, Kees mentioned to a friend that

he had been contemplating a jump to his death from the Golden

Gate Bridge. In fact, Kees continued, he had gotten so far as to put his

foot on the rail, but could not bring himself to put his foot over

the edge of the rail. Soon after this conversation, Kees disappeared;

the California Highway Patrol found his car in a parking lot near

the bridge, keys still in the ignition.17 Kees’s body was never recov-

ered, which is common with those who jump from the Golden Gate

Bridge.

Kees worked up to the act of death by suicide. He took at least one

preparatory trip to the bridge (the one he mentioned to his friend).

54 ● WHY PEOPLE DIE BY SUICIDE



Odds are that there were other such trips. Through these visits, Kees

habituated to the fear that initially kept him from even putting his

foot over the rail. Jon Hilkevitch wrote in the July 4, 2004 edition of

the Chicago Tribune of the death a thirteen-year-old girl who was

struck by a train. Her death was ruled a suicide, in part because her

friends stated that they had pulled the girl from the same tracks

months earlier.

Menninger reported on the death by suicide of a former state exe-

cutioner. The newspaper article describing the death said, “The iron

nerve which enabled [the executioner] calmly to send 141 men to

their deaths in the electric chair during his career . . . stayed with him

to the last.”18 I think this newspaper report gets it right, more so than

Menninger, who attributed the suicide to the man’s guilt over the ex-

ecutions. An explanation emphasizing guilt—like those emphasizing

psychache or hopelessness—does not explain the very low rates of

suicide among people who have the putative causal factor (whether

guilt, emotional pain, or hopelessness). By contrast, an explanation

emphasizing the acquired capability to enact self-injury fits the exe-

cutioner, who had ample time to habituate to pain and death (espe-

cially since he was working in the 1920s and 1930s). Why don’t all

executioners die by suicide, then? For the same reason all racecar

drivers don’t. They can stare down death. They could enact it, but the

vast majority do not want to.

The death of another poet, Hart Crane, also illustrates the ex-

tended process by which people work up to the act of death by sui-

cide. Crane died at age thirty-two by jumping off a cruise ship into

the Atlantic Ocean.19 He was on his way back to the United States

from Mexico, where he had spent a year or so. From approximately

age sixteen until his death, Crane attempted suicide at least six times.

One of these attempts involved Crane being physically restrained

moments before jumping off a tall building, and another involved

him being physically prevented from jumping off the cruise ship the
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day before his death. Crane had had the opportunity to get used to

the idea of jumping to his death.

He had also had the opportunity to habituate to pain and provo-

cation in general. People work up to the extreme act of death by sui-

cide through various means. The clearest involves previous suicidal

behavior. But other means are possible too—any activity that allows

people to get used to pain and provocation can serve to reduce fear

of injury in general and self-injury in particular. Crane had plenty of

opportunities to habituate to pain and provocation. He could not

control his drinking, and frequently had drunken episodes that in-

volved physical fights or the destruction of property. He spent time

in jail in three different countries. Crane also had perhaps hundreds

of anonymous sexual experiences, picking up sailors at New York’s

docks. Anonymous sex might qualify as a provocative experience if

some of the experiences turned violent, which seems likely given his

history of alcohol use and drunken violent behavior.

Crane’s life and death are clear examples of some of the themes of

this book. For instance, many people who die by suicide appear to

engage in short-term practice—I noted for example that my dad cut

his wrists before the lethal wound to his heart. By contrast, through

years of frequent provocative and painful experiences, people like

Crane do not need short-term practice; they just go. And in fact, wit-

nesses described Crane as “vaulting” over the rail of the ship. Crane’s

lifetime of pain and provocation left him with no hesitation about

death by suicide.

Another fact about Crane is important, and it is that he character-

ized a relationship that intensified near the end of his life as “some-

thing of a reason for living.” The relationship was with the wife of a

friend—their marriage had neared its end, and in the wake of it, and

in the wake of Crane’s many troubles, a deep relationship emerged.

Crane was gay, and it is not clear whether or not this relationship was

sexual, though it was intense enough that Crane entertained ideas of

marriage. In the days before his death, there were serious disruptions
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in this relationship. Crane had developed the capacity for self-injury

already, and used it once his one remaining close relationship ap-

peared to be falling apart.

I have pointed to two of the three key components of completed

suicide regarding Crane’s death—acquired ability to enact lethal self-

injury (the focus of this chapter) and thwarted belongingness (a

focus of the next chapter). The third component—a deep sense of

incompetence or ineffectiveness (also a focus of the next chapter)—

can be detected as well. In the days before his death, he said to many

people that he felt “utterly disgraced,” in part by his drunken behav-

ior on the ship, but also by his long history of such behavior.

The death by suicide of the actor Spalding Gray in early 2004 is

still another illustration of some of these principles. Gray was last

seen on January 10 in New York City and was reported missing on

January 11. There were reports that a Staten Island Ferry worker be-

lieved he saw Gray coming off the ferry on the night of January 9.

This left Gray’s wife and brother with the fear that the January 9 ferry

ride was a “dry run” to prepare for the next day’s suicide. Their fears

were confirmed when Gray’s body was found in the East River two

months later, on March 7.

Gray had attempted suicide multiple times since a 2001 car acci-

dent in which he was badly injured. In September 2003, Gray left a

phone message for his wife saying goodbye and indicating his plan to

jump from the Staten Island Ferry. His wife called police, who radi-

oed the ferry; ferry workers found a dejected Gray and escorted him

off the boat.

His lethal attempt was different. Before Gray was found, his wife

stated that if her husband’s disappearance involved suicide, it had a

different character than previous attempts. His past attempts had al-

ways involved a note telling her what he would do, where he would

be, and so forth. For his lethal attempt, there was no note; he just

suddenly disappeared.

There are other aspects of Gray’s death that are instructive. As was

The Ability to Enact Lethal Self-Injury Is Acquired ● 57



mentioned, he was badly injured in a car accident approximately

three years before his death; he sustained a severely broken hip as

well as head injuries. The experience of having been injured—having

to endure the pain; facing the fear of bodily damage—may have in-

ured Gray to the pain and provocation of self-injury. Just as Hart

Crane habituated to pain and provocation through an array of pro-

vocative experiences, including previous suicidal behavior, Gray’s in-

juries, combined with his subsequent suicide attempts, may have left

him prepared to fully face down death on his final attempt.

Gray’s wife reported that his depression, which had been severe

and treatment-resistant following his car accident, seemed to have

been lifting in the days and weeks prior to his death. A well-known

piece of clinical lore cautions that there is a window of heightened

suicide risk as people emerge from depression, perhaps because they

have the energy and cognitive clarity to act on long-standing suicidal

ideas. There are anecdotal reports that appear to support this possi-

bility. For example, Alvarez noted that the poet Sylvia Plath experi-

enced increased energy and artistic productivity during the period

before her suicide.20 This possibility was also noted—memorably—

by the psychologist Paul Meehl in his famous paper “Why I Do Not

Attend Case Conferences,” in which he describes upbraiding a stu-

dent. Meehl, incredulous, asks the student if he has never heard that

a psychotically depressed patient is more likely to kill himself when

his depression is lifting. The student says no.

“Well you have heard of it now,” says Meehl. “You better read a

couple of old books, and maybe next time you will be able to save

somebody’s life.”21

The diminution of fear through repeated self-injury is, accord-

ing to my account, necessary for serious suicidal behavior to occur.

Shneidman described the case of Ariel,22 a young woman with previ-

ous suicidal behavior (e.g., an overdose) who went on to attempt to

burn herself to death. Her plan was to fill a gallon jug with gasoline,
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douse the inside of her parked car and herself with the gasoline, and

then strike a match. She wrote, “I remember kind of shaking when I

was getting the jug because I think I was a bit afraid.” Fear thus sur-

faced even in Ariel, a woman who was clearly resolved to die by sui-

cide. Ariel did strike the match, and was terribly burned. She sur-

vived, but a few years later, died from natural causes.

To be competent at and courageous about anything, one must

have experience with it—the more experience, the more compe-

tence and the more courage. The implications of continued experi-

ence with provocative or painful stimuli, such as self-harm, are far-

reaching.

First, with repeated exposure, one habituates—the “taboo” and

prohibited quality of suicidal behavior diminishes, and so may the

fear and pain associated with self-harm. Second, and relatedly, oppo-

nent processes may be involved. Briefly, opponent process theory23

predicts that, with repetition, the effects of a provocative stimulus

diminish, and the opposite effect, or opponent process, becomes

amplified and strengthened. For example, with repeated use, the eu-

phoric effects of heroin (the “a” process) weaken, and the aversive

effects of withdrawal (the opponent process) increase; similarly, with

repetition, the fear-inducing effects of skydiving (the “a” process)

diminish, and the exhilarating effects of the opponent process are

amplified. Skydivers become more competent and more courageous

with skydiving practice and experience increasing reinforcement

(e.g., exhilaration).

So may suicidal people become more competent and courageous

with repeated practice at suicidal behavior, and may even experience

increasing reinforcement. Indeed, as will be expanded on later, many

patients report that self-harm has calming and pain-relieving ef-

fects—they self-injure because it distracts them from even deeper

emotional pain, or because it makes them feel alive, or because it

brings their inner world back into harmony with the world at large.
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What is the evidence that, through practice and the attendant ac-

crual of competence and courage regarding suicide, people “work

up” to the ability to enact lethal self-injury and may even find sui-

cidal behavior increasingly rewarding? The several anecdotal exam-

ples described in this chapter are consistent with this view, but anec-

dotal evidence, by itself, is not particularly persuasive. If the view

espoused here is true, what facts should be empirically demonstra-

ble? In the following sections, several lines of research are described

that, considered together, suggest that this viewpoint has merit.

Multiple Suicide Attempts

Alvarez wrote, “It is estimated that a person who has once been to

the brink is perhaps three times more likely to go there again than

someone who has not. Suicide is like diving off a high board: the first

time is the worst.”24 Indeed, if past experience with suicidality facili-

tates future suicidality, such that it becomes more serious and more

lethal, people with multiple past suicide attempts should be demon-

strably different from others, even including those with one past sui-

cide attempt. My colleagues and I compared 134 current suicide

ideators, 128 people who had recently made their first suicide at-

tempt, and 68 people who had recently attempted suicide for at least

the second time (i.e., multiple attempters). We compared the three

groups on an array of symptom and personality indices. It should

be noted that patients in all three groups were in crisis—they had

either recently attempted suicide or ideated about it to the point that

a mental health professional became concerned—and so the three

groups did not differ in terms of why they were included in the study.

All were suicidal in one way or another. A unique feature of this

study was the comparison of multiple attempters to one-time at-

tempters. The three groups did not differ with regard to age, so any

differences among them were not likely age-related.

And there were differences among them. As compared to those
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with suicidal ideas and those with one attempt, multiple attempters

experienced more intense suicidal symptoms, such as desire to die,

plans to attempt, resolve to die, intensity and duration of suicidal

ideation, and so forth. This was the case on both self-report and cli-

nician-rated scales of suicidality, which is important because the two

data sources do not always agree (when they do, confidence in the

results is higher). There were also differences on some personality

variables, such as hostility. Even though all participants were in a

suicidal crisis, multiple attempters stood out from others in terms

of the severity of their suicidality as well as some features of their

personality.25

They had more past practice at suicide, and thus had moved fur-

ther along the trajectory toward serious suicidal behavior than the

others. Their position on this trajectory is indicated by the severity of

their current suicidal symptoms. Other research groups, too, have af-

firmed this pattern of findings.26

What does the association between past suicide attempts and cur-

rent suicidality mean? For example, it is possible that repeated sui-

cidal behavior occurs simply because of an ongoing, chronic mood

disorder. To rule out explanations like these, studies need to first doc-

ument that an association between past and current suicidality exists,

but also document that it persists when variables like chronic mental

disorders are accounted for.

In fact, several studies have shown that past suicidal behavior con-

fers risk for later suicidality, including death by suicide, taking into

account other key variables like mood disorders, for example. One

study compared those who died by suicide to living controls. Sui-

cides and controls were matched for presence and severity of mental

disorders (also for gender and age), so any differences between the

groups were not likely to be attributable to one group having more

psychopathology than the other group. One of the main variables

that distinguished those who died by suicide from living controls was
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a significant past history of deliberate self-harm.27 In a similar study,

past attempts comprised a significant predictor of later death by sui-

cide, even taking into account several other powerful predictors, such

as presence of mood disorders.28 In these studies, multiple attempt

status conferred risk to death by suicide, even beyond the effects of

other powerful predictors, a finding quite consistent with the current

conceptualization that people may “work up” to death by suicide

through repeated episodes of deliberate self-harm (as well as through

other means, noted later).

Similarly, Boardman and colleagues compared those who died by

suicide to controls who had died from other causes; cases and con-

trols were matched for age and sex. Among the variables that distin-

guished deaths by suicide from other deaths was a past history of de-

liberate self-harm as well as a history of past criminal charges or

contact with the police. Those who died by suicide had more sig-

nificant histories of past self-harm and more police contact.29 The

finding on criminality and legal contact is interesting; deliberate self-

harm is the clearest means to habituate to self-injury, but not the

only way. As will be expanded on later, other provocative experiences,

including those associated with police contact (e.g., assault; injury

from recklessness or substance abuse), may serve as well.

A study following 529 mood-disordered patients over fourteen

years found a similar pattern. Thirty-six participants died by suicide

and 120 attempted suicide during the study. Among the variables

that differentiated those who died by or attempted suicide from

those who had no suicide attempt were history of previous attempts,

impulsivity, and substance abuse.30 As with the previous finding on

police contact, this result on substance abuse and impulsive behavior

as precursors to suicidality is consistent with the view that an array

of provocative experiences lays the groundwork for future self-injury.

Another finding from this study was intriguing: Assertiveness was

found to be a predictor of later suicidality among these mood-
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disordered patients. This finding on assertiveness as a predictor of

suicidality squares with the current view that serious suicidality re-

quires the accrual of a kind of courage or strength.

My colleagues and I have recently conducted two studies that sup-

port the conclusion that past suicidal behavior is related to future

suicidal behavior in a fundamental and important way. We tried to

take the same approach as some past investigators in that we assessed

the relation of past suicidal behavior to later suicidality, again ac-

counting for other key predictors. That is, we wanted to show that past

and future suicidal behavior were related directly, as opposed to be-

ing associated simply because they are both related to a third thing,

like a chronic mood disorder or personality disorder (this is known

as “the third variable problem” in some research circles). The title of

our paper included the phrase “the kitchen sink,” denoting our at-

tempt to include as many “third variables” as we could think of. This

paper included four different studies. A representative list of third

variables would include: The demographic variables of age, marital

status, and ethnicity; family history of suicide, depression, bipolar

disorder, and alcohol abuse; personal history of legal trouble as an

adult and as a juvenile; current and past diagnoses of depression and

bipolar disorder; and scores on indices of depression, hopelessness,

problem-solving difficulties, borderline personality symptoms, drug

dependence symptoms, alcohol dependence symptoms, and nega-

tive life events. Each of these variables has a resilient association with

suicidal symptoms, and to account for all of them simultaneously

would make it difficult for the association between past and future

suicidality to remain.

Nevertheless, across all four studies, the relation of past to future

suicidality persisted, even when this impressive list of suicide-related

variables was statistically accounted for. Essentially, this rules out the

possibility that repeated suicidal behavior simply occurs because of

an ongoing mental disorder. Rather, according to my view, it occurs
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because one instance of suicidal behavior lays the groundwork for

later instances, and it does so specifically through the accrual of fear-

lessness and competence.

In this “kitchen sink” study, we also tried to determine if any other

variable besides past suicidality displayed this resilient relation to

current suicidality. To do this, we conducted comparison analyses in

which, for example, we examined the association between current di-

agnosis of major depression and current suicidal symptoms, and

then examined this same association accounting for the list of other

key variables, now including past suicidality. In no case did any other

variable besides past suicidality display a resilient relation to current

suicidality. The bottom line was that there is something special about

the relation of past to future suicidality—it is hard to explain it away.

And I believe that something special has to do with the escalating

trajectory of lethality fuelled by habituation and opponent processes.

Incidentally, another aspect of this paper was that the four studies

involved diverse participants: young adults in the United States with

clinical levels of suicidality, U.S. undergraduates, mood-disordered

Brazilian outpatients, and an older adult psychiatric inpatient sam-

ple from the United States. Conclusions from the study are strength-

ened by the convergence of results across multiple and diverse sam-

ples.31

Another of our studies involved a similar approach, but focused

especially on childhood physical and sexual abuse. The framework

developed in this book is that repeated painful experience may lay

down the ability to enact future lethal self-injury; childhood physi-

cal and sexual abuse may constitute pathways by which this occurs.

Again, the most direct pathway from past provocative experience to

current suicidality is past self-injury. Less direct ways to habituate to

pain and provocation and thus to potentially acquire the capability

for serious self-injury include involvement in violence, either as per-

petrator or victim. It is in this last connection that childhood sexual
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and physical abuse may serve as a means to habituate to pain and in-

jury and thus to facilitate later self-injury.

Childhood physical abuse and certain forms of childhood sexual

abuse may be more closely linked to acquisition of lethality than

other forms of abuse (i.e., neglect or verbal abuse) because they are,

on average, more physically painful than the other forms of abuse.

Painful forms of childhood sexual abuse are more associated with

suicidality than less painful forms.32 On the other hand, as will be

made clear in the next chapter, the desire for death is also very im-

portant in serious suicidal behavior. I believe that the desire for death

stems from feeling a burden on loved ones and others, and feel-

ing disconnected and alienated from others. To the degree that any

form of abuse facilitates either lethality (through habituation to pain

and provocation) or desire for death (through increased feelings

of burdensomeness or disconnection), it should, according to the

model, constitute a risk for later suicidal behavior. Childhood physi-

cal and sexual abuse may particularly confer risk because they are

both painful and imply burdensomeness and disconnection.

Our study analyzed data collected in the National Comorbidity

Survey, which was a large project on the occurrence of mental disor-

ders and associated variables in U.S. adults. As part of the survey,

data were collected on childhood experiences of various forms of

abuse and on suicidal behavior. Our analyses showed that some

forms of abuse were more linked to subsequent suicidality than were

other forms; specifically, the effects for childhood physical abuse and

sexual abuse on later suicidal behavior were relatively pronounced

and similar to one another, and exceeded effects for molestation and

verbal abuse. Other researchers have reported similar findings. For

example, in a representative study, researchers interviewed over 3,000

female adolescent twins and found that childhood physical abuse

was one of the factors most associated with a suicide attempt his-

tory.33
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A link between abuse and suicidality is consistent with many pos-

sible explanations. For example, genetically transmitted personality

traits (like impulsivity) or disorders (like personality disorders) could

simultaneously explain a parent’s abusive behavior and a child’s sub-

sequent suicidal behavior, with no need to invoke a contributory link

between abuse and suicidality. However, judicious choice of which

other variables to account for can, at least to a degree, rule out many

explanations. For example, an association between abuse and sui-

cidality accounting for a parent’s impulsivity or personality disorder

would, to a degree, rule out the explanation that both parental abuse

and child suicidality are a result of shared impulsivity or personality

symptoms.

In fact, that is exactly the approach we took. Specifically, we statis-

tically accounted for such variables as the respondent’s mental disor-

ders, the respondent’s parents’ mental disorders, and family-of-ori-

gin variables like divorce and poverty. Even after accounting for all of

these variables, there was an association between childhood sexual

and physical abuse and later suicidality. Viewed within this book’s

framework, the reason for this association is that abuse habituates

people to pain and provocation and thus lowers their resistance to

self-injury; abuse also sends messages regarding low self-worth and

alienation from others, which, as will be argued in Chapter 3, can fa-

cilitate the desire for death.

The studies on those who attempt suicide multiple times and on

the vigorous association between past and future suicidality (even

accounting for “kitchen sink” variables) are consistent with the view

that people habituate to self-injury and thereby gain the ability to en-

act increasingly severe suicidal behaviors. As a complement to these

studies, it would be persuasive if it could be shown that the more

people attempt suicide, the more dangerous and the more intent on

dying they become. In fact, increasing lethality and intent in those

with past suicidal behavior have been documented in several studies.
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For example, in one study, fifty adults were interviewed the morn-

ing following a self-harm incident. Some of the patients had harmed

themselves numerous times before; for some patients this was their

first self-harm incident. These researchers compared those whose

self-injury was their first to those who had harmed themselves be-

fore. Those who had engaged in repeated self-injury reported that

their current episode of self-harm was more aggressive and poten-

tially more lethal than first-time self-injury patients; moreover, pa-

tients in the repeat group showed more intent to die than did the

first-time group.34 A similar study assessed 500 patients after an epi-

sode of self-injury. Just after the incident, the patients completed a

measure evaluating their intent to die during the self-harm inci-

dent. The patients were then followed for five years. Those patients

with high scores on the baseline intent-to-die measurement were the

most likely to die by suicide during the five-year follow-up interval.35

Studies like this square with the view that some people get on an es-

calating trajectory toward serious suicidal behavior, and that past

self-injury, as well as other painful and provocative experiences, can

accelerate movement along this trajectory.

Paul H. Soloff and colleagues conducted a similar study assessing

the effect of previous suicidal behavior on the extent of medical

damage from a person’s most serious suicide attempt. These re-

searchers examined patients with major depression alone, border-

line personality disorder alone, or both disorders. In this study, the

number of previous suicide attempts was a strong predictor of the

extent of medical damage resulting from the most serious lifetime

suicide attempt.36 This is consistent with the view that experience

with suicidality—or other provocative and painful experiences—is

necessary before people can inflict serious physical damage on them-

selves. Overall, this pattern of findings suggests that escalating sever-

ity of suicidality is furthered by earlier episodes of self-injury.

In summary, those who attempt suicide multiple times experience
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more severe suicidal symptoms, including more medically damaging

self-injury and higher rates of eventual death by suicide. Many of the

reviewed studies documented an association between past and sub-

sequent suicidal behavior, even accounting for other powerful vari-

ables like presence of mental disorders generally or mood disorders

in particular. It is therefore unlikely that this association can be fully

explained with reference to aspects of mental disorders like hopeless-

ness, mental pain, and impaired coping. Rather, there appears to be

a meaningful and fundamental relation between past and future

suicidality, and according to the present view, this relationship in-

volves habituation and opponent processes. Multiple suicide at-

tempts are viewed here as the most important (but not the only) way

that, through habituation and opponent processes, people acquire

the ability to enact lethal self-injury.

Pain, Injury, and Suicide

As has been mentioned previously, past self-injury is the most pow-

erful and dangerous way to acquire lethality. According to the pres-

ent theory, however, it is not the only means. There should be high

rates of suicidality in people who have repeatedly experienced and

thus habituated to injury and pain, even if not through self-harm

per se.

If an association of this sort were clear, it would support the the-

ory, but only somewhat. Other explanations may also adequately de-

scribe the relation between repeated exposure to pain and suicidality.

Studies relevant to my theory of lethality will be reviewed first, and

then studies that address some competing explanations will be noted

too. Partly because of the abundance of competing explanations, this

material is among the most speculative included in this chapter.

The famous philosopher of science Sir Karl Popper wrote in his

1959 Logic of Scientific Discovery, “We usually accord to the first cor-

roborating instances far greater importance than to later ones: once a
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theory is well corroborated, further instances raise its degree of cor-

roboration only very little. This rule however does not hold good

if these new instances are very different from the earlier ones, that

is if they corroborate the theory in a new field of application.”37 My

theory of suicidal behavior has, so far, been consistent with emerg-

ing facts. For example, because those who regularly tattoo or pierce

themselves have numerous chances to habituate to pain, I would pre-

dict an association between tattooing and piercing and suicidal be-

havior. In a study comparing people who died by suicide to people

who died in accidents (matched for gender, race, and age), those who

died by suicide were more likely to have tattoos.38 There are many

possible reasons for an association between tattooing and completed

suicide (for example, both tattooing and suicide may be associated

with substance abuse). It is an intriguing if speculative interpreta-

tion, however, that eventual suicide victims have obtained courage

regarding suicide partly via painful and provocative experiences such

as tattooing.

Menninger mentioned another possible way to habituate to pain

and provocative experiences, namely, compulsive submission to mul-

tiple surgeries.39 And, in fact, women who engage in repeated self-

injury have more surgeries than controls.40 Patients with Body

Dysmorphic Disorder (a condition characterized by obsessions with

one’s imagined ugliness) have both high rates of surgery (usually

cosmetic surgery to correct imagined defects) and high rates of

suicidality.41

On June 14, 2004, the Associated Press filed a report entitled,

“Doctors Remove Rods From Man’s Stomach.” On a bet from his

drinking buddies, Huynh Ngoc Son, twenty-two, swallowed three

metal construction rods, each around seven inches long. About a

month later, Son went to the hospital complaining of serious stom-

ach pains, and doctors quickly saw the problem in X-rays of his

stomach. Surgeons removed the rods, and apparently Son is doing
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well, with no permanent damage to his stomach. It is experiences like

these that lay down the ability to enact lethal self-injury. Should Son

develop the desire for suicide, he would likely be at high risk, because

he has developed the ability to do extreme things to his body.

David Reimer, described in John Colapinto’s 2000 book As Nature

Made Him: The Boy Who Was Raised as a Girl, died by suicide at the

age of thirty-eight. Reimer, born a boy, was badly injured as a baby in

a botched circumcision. He was raised as a girl thereafter, including

estrogen treatments that induced breast growth, though this identity

clearly did not suit him. Bravely, he insisted that he revert to his true

identity in adolescence, and this meant numerous painful surgeries.

As Colapinto states, David “underwent a double mastectomy, an in-

tensely painful procedure that left him in agony for weeks after-

ward.”42 Later, he underwent a procedure to construct a penis from

muscles and skin from the inside of his thighs; during the following

year, he was hospitalized eighteen times for blockages and infections

associated with this procedure. Soon after this, he attempted sui-

cide twice within one week, both times involving an overdose of his

mother’s antidepressant medicines. A second procedure to improve

the earlier surgery to create a penis was a twelve-stage operation that

took three surgeons thirteen hours to perform. Apart from these

painful experiences, Reimer’s most satisfying job was in a slaughter-

house. These and many other painful and provocative experiences

may have facilitated Reimer’s later suicide.

Based on the perspective proposed here, one would predict that

those prone to suicide have witnessed, experienced, or engaged in

more violence than others, because violence exposure would be one

way to habituate—either directly or vicariously—to pain and provo-

cation. Research has borne out this prediction. A representative study

compared fifty persons attempting suicide with fifty nonsuicidal psy-

chiatric patients and with fifty nonpsychiatric control patients at-

tending a heart clinic (here, as in so many of these studies, groups
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were matched for age, sex, and social class). Suicidal patients had ex-

perienced an array of violent episodes to a significantly higher degree

than either control group.43 Conner and colleagues surveyed next-of-

kin and other respondents close to people who had died in the last

year (by suicide and by other means). Respondents indicated that

those who had died by suicide more frequently threatened and at-

tempted violence in the last year, as compared to accident victim

controls.44 A lifetime history of aggression differentiates adolescent

suicide victims from matched controls, even after accounting for dif-

ferences in mental disorders between suicides and controls.45

Other factors too point to an association of experience with vio-

lence and suicidality. Prison inmates are at increased risk for suicide

compared to community dwellers, and inmates completing suicide

are more likely to be incarcerated for manslaughter or murder as

compared to other prisoners.46 In these instances, as violence expo-

sure (as indexed by incarceration or manslaughter/murder convic-

tions) increases, so does suicidality, perhaps because violence expo-

sure lowers barriers to injury in general, self-injury in particular.

Of course, if the perspective presented here has merit, then those

who have habituated to pain and provocation through such means as

serious drug abuse and prostitution should have demonstrably high

suicide rates. Heroin users are fourteen times more likely than peers

to die from suicide, and the prevalence of attempted suicide is also

orders of magnitude greater than that of community samples. Of

course, several other perspectives might predict this association—for

example, maybe it is just that heroin overdoses are misclassified as

suicides. However, heroin overdoses per se appear to play a relatively

small role in suicide among this group.47

Regarding prostitution, a qualitative analysis of the narratives of

twenty-nine street youth involved in prostitution revealed that 76

percent of them had made at least one suicide attempt.48 The authors

of the study concluded that the experience of trading sex was heavily
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implicated in the youths’ suicidality. In another study, homeless

youth involved in prostitution were compared to homeless youth not

involved in prostitution; those involved in prostitution had more sui-

cide attempts than others.49

Of course, several psychiatric syndromes are at least partly defined

by behaviors that would be viewed here as incurring pain and pro-

vocation and thus potentially engaging habituation and opponent

processes—to name two examples, borderline personality disorder

(which involves serious behavioral impulsivity, including self-injuri-

ous behavior), and anorexia nervosa (which involves self-starvation).

The relevance of these and other disorders will be explored in a later

chapter, but for now, I’ll note that borderline personality disorder

and anorexia nervosa are among the most lethal of all psychiatric

disorders, with the usual mechanism of death being suicide.50

Daredevils—those who are thrill-seekers—are often injured, and

may be more prone to self-injury. Menninger believed that this con-

nection is explained by a death wish on the part of daredevils.51 I

have a different explanation—daredevils habituate to injury, includ-

ing self-injury, and thereby acquire the ability to enact lethal self-in-

jury. As to why daredevils are daredevils in the first place, I think that

personality traits like impulsivity, to be addressed in a later chapter,

are a more convincing explanation than a death wish.

Thus far, I have focused on those who have engaged in or observed

injury, pain, or violence and who are in some way under-privileged

or victimized. Though these studies are generally consistent with the

view that those engaging in or observing provocative behaviors expe-

rience more suicidality, it might be more convincing still if research

indicated that engaging in or observing provocative behaviors con-

ferred higher risk to suicidality even in high-privilege groups. This

may be especially persuasive for the additional reason that high-priv-

ilege groups may enjoy more protection from suicide than others

(e.g., through greater access to social and material resources and to
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mental health care); any increased risk in a high-privilege group is

thus not explained by lack of these protective factors.

Physicians are of interest in this regard. Through their training

and practice, physicians frequently observe the consequences of pain,

violence, and injury, and they gain specialized knowledge about le-

thal agents, dosing, methods of death, and so forth—that is, they de-

velop considerable competence and capability regarding suicide. In

this connection, Menninger observed regarding suicidal behavior,

“We physicians, familiar from our daily experiences with these un-

lovely sights, often forget that for most persons these barriers im-

posed by taboos are quite high.”52 A review of published original

studies concluded that physicians in general have an elevated risk for

suicide compared either to the general population or to other profes-

sionals.53

This is true for female and male physicians alike, but it is possible

that the discrepancy between female physicians and other women re-

garding this issue exceeds the discrepancy between male physicians

and other men regarding this issue. This differential discrepancy may

be mirrored in suicide rates. Suicide rates are particularly pro-

nounced in female physicians—that is, as compared to other women

(either in the general population or in other professional groups), fe-

male physicians have quite elevated rates of suicide, on the order of 3

to 5 times higher than other women. Rates are 1.5 to 3 times higher

for male physicians as compared to other men.54 Because men in

general have more opportunities than women in general to experi-

ence pain and provocation (e.g., through contact sports), it may be

more difficult for male physicians to outpace other men regarding

experiencing pain and provocation (thus there is a smaller discrep-

ancy between suicide rates in male physicians versus other men). By

contrast, the average female physician easily outpaces the average

woman with regard to experiencing pain and provocation (thus, ac-

cording to the present view, there is a large discrepancy between sui-
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cide rates in female physicians versus other women). It is also pos-

sible that female physicians’ relatively high suicide rates involve

gender-specific pressures at work.

An alternative explanation to the association between suicidality

and provocative and difficult experiences is that people who undergo

such difficulties become demoralized and hopeless, and because of

this, more prone to suicidality. This possibility is important to con-

sider (and is actually consistent with other parts of my model on

feeling a burden on others and feeling that one does not belong, dis-

cussed later), but there are aspects of the findings summarized above

that do not square very well with this alternative explanation. For ex-

ample, Grassi and colleagues assessed suicidal ideation in injecting

drug users, 81 of whom were HIV positive, 62 of whom were positive

for hepatitis C and HIV negative, and 152 of whom were negative for

both HIV and hepatitis C. Suicidality scores were elevated in the

sample as a whole, but there were no differences among the three

groups in suicidality.55 If demoralization were the key mechanism,

one might expect the infected groups to display more suicidality; by

contrast, if a key mechanism is the provocative experience of re-

peated self-injection of illicit drugs (which all participants in this

study had experienced), one might expect equal suicidality across the

noninfected and infected groups (this was in fact the finding). Also,

given issues of status and privilege, the findings on physicians may

not be explicable through demoralization, although issues related to

burnout and job stress may be involved.

A second alternative explanation is that impulsivity—the tendency

to act without thinking—underlies and explains any relation be-

tween painful or provocative experiences and suicidality; after all,

impulsive people are, on average, more likely than others to experi-

ence various provocations and more likely than others to engage in

suicidal behavior. Indeed, it will be argued in a later chapter that

an impulsive personality style is conducive to the acquisition of the
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ability to enact lethal self-injury mainly because of the tendency of

impulsive people to experience various provocations. To address the

possibility that impulsivity explains the relation between provoca-

tive experiences and suicidality, studies are needed that account for

impulsivity in examining the relation between provocations and sui-

cidal symptoms. Few studies have explicitly taken this approach; nev-

ertheless, some extant findings are relevant. For example, studies

have shown that previous experience with suicidality predicts future

suicidality, even accounting for various indicators of impulsivity.56

Indeed, the “kitchen sink” study mentioned earlier documented a re-

lation between past and future suicidality, even when borderline per-

sonality symptoms—closely related to impulsivity—were statistically

accounted for. There are also clear cases of people with impulsive

personality features whose suicidal behavior was carefully planned

over days or weeks—Kurt Cobain’s suicide was of this sort.57 In these

cases, a direct influence of impulsivity on suicidal behavior is hard to

conceive; by contrast, the current proposal that impulsivity indirectly

relates to suicidality via the accrual of the capacity for lethal self-in-

jury is compatible with the phenomenon of planned suicides in im-

pulsive people. Finally, it is hard to imagine that physicians are more

impulsive than the general population, yet, as documented above,

they have somewhat higher suicide rates as compared to the general

population. A view centered on impulsivity does not constitute a sat-

isfying explanation for elevated rates of suicide among physicians.

The model proposed here would predict that those who have faced

repeated violence, pain, or injury would, on average, experience

higher suicide risk (without necessarily having been suicidal before),

because their painful and provocative experiences will have engaged,

at least to a degree, the same habituation and opponent processes en-

gaged by self-injury. Studies on topics ranging from tattooing, to vio-

lence, to self-injected drug abuse, to suicide rates among physicians

can all be interpreted as consistent with the model.

The Ability to Enact Lethal Self-Injury Is Acquired ● 75



Pain Tolerance

If prior suicide attempts habituate people to provocation and pain, it

might be expected that their pain tolerance exceeds that of others.

That habituation to pain is implicated in suicidality is illustrated

starkly by some of the anecdotal evidence, described earlier. But is

there empirical evidence on this?

Israel Orbach and colleagues have reported that suicidal people

can tolerate extreme temperatures applied to the skin better than

other patients.58 This is termed a “thermal pain threshold,” and sui-

cidal patients tend to have higher thermal pain thresholds and higher

general pain tolerance as compared to controls. Additionally, in re-

sponse to electric shock, suicidal participants showed higher toler-

ance for pain and appraised the pain as less intense than psychiatric

control groups. Similarly, in another study, suicidal patients endured

more pain as compared to accident victims who had similar levels of

injuries.59 Suicidal inpatients show the highest thresholds for another

index of pain threshold, tolerance of pressure applied to the skin, as

compared to nonsuicidal inpatients and controls.60 Even among pre-

school children, some of whom had suicidal ideas and behaviors, the

suicidal children show significantly less pain and crying after injury

than does a psychiatric control group.61

Suicidal inpatients are not as physiologically reactive to a movie

on suicide as compared to controls.62 This would be consistent with

the idea that suicidal patients have gotten used to suicidal stimuli

and thus do not react to them as much as do nonsuicidal patients.

Remarkably, a large proportion of people with borderline personality

disorder who self-injure report no pain on self-injury, even in re-

sponse to considerable physical injury (e.g., deep cuts), and their

self-reports of no pain are supported by psychophysiological mea-

sures.63 Here again, it appears that with repeated experience, people

get used to self-injury, even to the point that it is not painful.

My colleagues and I found a similar result among adolescent psy-
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chiatric inpatients, many of whom had significant histories of suicide

attempts.64 Many also regularly self-injured (usually by cutting on

their arms or legs), not in an attempt to die, but rather, in an attempt

to feel better when they were emotionally distressed. We asked these

youths about the amount of pain they felt on self-injury. Almost half

reported that they felt no pain, even when fairly serious damage re-

sulted—another demonstration that people appear to get used to

even medically damaging injury. Others reported that they did feel

pain on self-injury. Very interesting in the present context, those who

felt no pain on self-injury reported an average of almost four lifetime

suicide attempts (self-injury when intent was death), whereas those

who did feel pain on self-injury reported a lower number of lifetime

suicide attempts (around two, on average). My interpretation of

these data is that those with more lifetime suicide attempts have ha-

bituated more than others to the pain of self-injury, so much so that

self-injury no longer causes them pain, even though they are engag-

ing in self-injury that would be quite painful to most people.

Though not on suicidality, J. R. Seguin and colleagues showed that

boys with a history of physical aggression were less sensitive to pain

(as measured by a finger pressure device) as compared to less aggres-

sive boys.65 Studies of this sort raise the possibility that pain sensitiv-

ity is suppressed by past self-injury as well as by engaging in other

provocative behaviors (like aggression). According to the model de-

veloped here, decreased pain sensitivity—whether gained through

self-injury or other provocative experiences like aggression—may re-

move a barrier to serious suicidal behavior.

There are people who have neurological conditions that render

them unable to experience pain. This is a serious condition, often in-

volving repeated injury and even death due to the person’s lack of

awareness of serious injury. This is a rare condition so that data on

suicidal behavior among such patients are unavailable. Even if they

were available, their interpretation would be clouded by the fact that
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these patients often die at early ages as a result of their condition.

Nevertheless, the very existence of the syndrome and the problems it

causes illustrate the value of at least some pain sensitivity, and the

dangers that emerge as people lose pain sensitivity.

It should be noted that this literature on pain sensitivity and

suicidality is relatively small, and that there is a lack of longitudinal

studies showing that pain tolerance is related to later suicidality.

Overall, however, it appears that those who attempt suicide, relatively

speaking, become buffered from physical pain and some other pro-

vocative stimuli, consistent with the current view that the trajectory

toward serious suicidality is characterized by increased ability to en-

dure pain and provocation.

Implications for Accrued Lethality

The nature of suicidal symptoms may change as experience with pre-

vious suicidal behavior accrues. That is, serious suicidal symptoms

(as compared to less severe suicidal symptoms) may become more

and more prominent with repeated suicidal experience. This begs a

key question—what represents “severe” versus “less severe” suicidal

symptoms?

Like others before us,66 my colleagues and I showed that all sui-

cidal symptoms are not the same and can be categorized into two do-

mains, which, while of course correlated, are discernible, and which

we named “resolved plans and preparations” and “suicidal desire and

ideation.”67

The “resolved plans and preparations” category was made up of

the following symptoms: a sense of courage to make an attempt; a

sense of competence to make an attempt; availability of means to and

opportunity for attempt; specificity of plan for attempt; prepara-

tions for attempt; duration of suicidal ideation; and intensity of sui-

cidal ideation. It is worth noticing that this category explicitly in-

cludes indicators emphasizing courage and competence regarding
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suicide, which, according to the view proposed here, are reflective of

the acquired ability to enact lethal self-injury.

The “suicidal desire and ideation” category was comprised of the

following symptoms: reasons for living; wish to die; frequency of

ideation; wish not to live; passive attempt; desire for attempt; and

talk of death/suicide. This factor does not include content related to

courage, competence, and the like, but rather, emphasizes thwarted

desire to live and reasons for death. In the next chapter, it will be ar-

gued that thwarted desire to live can be understood in terms of feel-

ing a burden on and disconnected from others. Thwarted desire to

live is of course important in suicidality, but in an important sense, it

is less clinically worrisome than the “resolved plans” category.

Although the presence of symptoms corresponding to either cate-

gory is of clinical concern, the symptoms of “resolved plans and

preparations” are, relatively speaking, of more concern than the symp-

toms of “suicidal desire and ideation.” And crucial to the predic-

tion that serious suicidal symptoms should become more and more

prominent with repeated suicidal experience, “resolved plans and

preparations” was significantly more related than “suicidal desire and

ideation” to status as a multiple suicide attempter.68

A subsequent study reached similar conclusions regarding attempt

status as well as eventual death by completed suicide. Specifically, my

colleagues and I studied several hundred current suicide ideators,

who were evaluated regarding their “worst-point” suicidal crisis, and

then who were followed for many years.69 The “worst-point” was de-

fined as a past suicidal crisis that was the most severe in the respon-

dent’s life. In this study, as in the earlier reports, the distinction be-

tween “resolved plans and preparations” (which includes courage

and competence regarding suicide) and “desire for death” (the less

serious dimension) was emphasized, in that respondents rated their

“resolved plans” and their “desire for death” with regard to their

worst-point crisis.
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According to the model proposed in this book, people who have

experienced severe episodes of suicidality in the past (particularly

if the episode involved loss of fear and other “resolved plans and

preparations” phenomena) may be most at risk for severe suicidality

in the future, and possibly even death by suicide. Our results con-

formed to this view: The “worst-point resolved plans and prepara-

tions” symptoms were the strongest predictor of suicide attempts

during the follow-up period, and the only significant predictor of

eventual death by suicide in the sample; the “suicidal desire and

ideation” symptoms were not associated with later death by suicide.

Consistent with these findings, a separate eighteen-year follow-up

study found that planfulness regarding episodes of deliberate self-

harm represented a significant risk factor for later completed sui-

cide.70 Planfulness requires competence, which in my model is a key

aspect of the acquired capability for lethal self-injury.

That fearlessness and accrued courage and competence regarding

suicide—key indicators of the “resolved plans and preparations” fac-

tor—are implicated in severe suicidality is a central assertion of the

present theory. In this connection, it is of interest to recall the four-

teen-year prospective study of several hundred mood-disordered pa-

tients mentioned earlier.71 Assertiveness was found to be a predictor

of severe suicidality during the fourteen-year follow-up period. My

model is perhaps the only theory of suicide that is compatible with a

relation between assertiveness and suicidality.

My colleagues and I analyzed notes written by those who died by

suicide as well as those who attempted and survived72 using a soft-

ware program called Linguistic Inquiry and Word Count (LIWC).73

The program divides text into its components—for example, ten-

dency to use action verbs, words denoting negative emotion, and so

on. Among the clearest variables that differentiated notes by those

who died by suicide from notes by those who attempted suicide and

survived were indices related to assertiveness, specifically anger com-
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bined with confidence. The combination of anger and confidence

bears some similarity to the combination of courage and resolution

of ambivalence regarding suicide.

Another aspect of the “resolved plans and preparations” category

should be noted. In addition to indicators related to courage and

competence regarding suicide, the factor also involved intense, vivid,

and long-lasting ideation about one’s death by suicide. People who

experience this say that they can see their death by suicide very

clearly in their mind’s eye—it is as if they are watching a clear and

vivid video of their own death by suicide. In this context, it is an

interesting possibility that courage and competence regarding sui-

cide may develop mentally as well as behaviorally. That is, vivid and

long-lasting preoccupation regarding one’s suicide may represent a

form of mental practice. To the extent that one rehearses for suicide,

whether actually or mentally, suicide potential is increased. The con-

cept of mental rehearsal may be helpful in understanding those who

die by suicide on their first attempt—studies have found rates of

first-attempt completed suicide as high as 50 percent.74 Mental prac-

tice may facilitate suicide completion among those attempting it for

the first time.

Shneidman’s case example of Beatrice illustrates this aspect of

mental practice. She says, “For the next two years . . . every night, be-

fore fading off to sleep, I imagined committing suicide. I became ob-

sessed with death. I rehearsed my own funeral over and over, adding

careful details each time.”75 Beatrice later planned her suicide for

three months, and tried to die by self-cutting; she survived.

In 1992 and 1993, musician Kurt Cobain obsessively watched a

videotape of the suicide of R. Budd Dwyer, a Pennsylvania state of-

ficial who died at a live press conference (that Dwyer himself had

called) by putting a gun in his mouth and firing.76 This may have

represented a form of mental practice for Cobain’s 1994 death by a

similar method.
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David Reimer, mentioned earlier and described in the book As

Nature Made Him: The Boy Who Was Raised as a Girl, said that in

eighth grade, when he was living as a girl, he “kept visualizing a rope

thrown over a beam.”77 He would have continued experience with

suicidality as well as numerous other provocative experiences, and at

age thirty-eight, died by suicide.

A study of over 3,000 patients at risk for suicide, thirty-eight of

whom subsequently died by suicide, provides some indirect evidence

regarding mental practice.78 Of the factors that predicted death by

suicide, an important one was “contemplation of hanging or jump-

ing.” Through mental rehearsal of violent death by suicide, these

patients may have acquired more of the ability to enact lethal self-

injury.

Also relevant here is the concept of aborted suicide attempts, de-

fined as an event in which an individual comes close to attempting

suicide but does not do so and thus sustains no injury. Barber and

colleagues interviewed 135 psychiatric inpatients, and over half re-

ported at least one aborted suicide attempt.79 Intent-to-die ratings

for aborted suicide attempts were similar to those for actual suicide

attempts, indicating that aborted attempts can have severe quali-

ties—qualities that could potentially produce habituation and prac-

tice effects. Moreover, patients who reported aborted attempts were

nearly twice as likely to have made an actual suicide attempt as pa-

tients with no aborted attempts. Practice regarding suicide may oc-

cur in the absence of actual suicidal behavior, either through mental

rehearsal or through aborted suicide attempts.

One additional reason to worry about the accrual of courage

about suicide relates to the concept of cognitive sensitization. Cog-

nitive sensitization occurs when one undergoes a provocative experi-

ence, and subsequently, images and thoughts about that experience

become more accessible and easily triggered. As applied to suicid-

ality, as suicidal experience accumulates, suicide-related cognitions
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and behaviors may become more accessible and active.80 The more

accessible and active these thoughts and behaviors become, the more

easily they are triggered (e.g., even in the absence of negative events),

and the more severe are the subsequent suicidal episodes. My col-

leagues and I have documented that, in fact, as episodes of suicidality

increase, their relation to external triggers decreases, and their sever-

ity increases.81

Vicarious Habituation: The Example of Guns in the Home

As the example of aborted suicide attempts shows, there are multiple

ways that people may habituate to dangerous stimuli. One way is

through habituating to danger by observing someone else do so, or

by repeatedly being exposed to cues associated with danger. The ex-

ample of Kurt Cobain’s obsessively watching a videotaped suicide

was mentioned earlier, as was his gradually increasing interest in

guns. Guns in the home are an issue in this regard.

First, let me disclose that I am not a huge fan of guns—I don’t

own one myself—but neither do I have strong feelings against gun

ownership. Regardless of one’s viewpoint on this topic, there ap-

pears to be an undeniable association between the presence of guns

in a home and suicides occurring in that home. For example, a study

across twenty-one countries documented this association very

clearly.82 In twelve countries, another study found that the percent-

age of households with guns was strongly associated with the over-

all mortality rate from guns in children aged 0–15 years, including

death by suicide.83 An association does not prove a causal connection

between presence of guns and suicide, but the association is consis-

tent with the possibility that having guns around acquaints people—

renders them fearless—about a potentially lethal stimulus.

Brent and colleagues did an interesting study on whether families

with a depressed adolescent follow recommendations to remove

guns from the house. Of families advised to remove firearms from
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their homes, 26.9 percent did so. Interestingly, the decision to keep

a gun, even when advised not to, was associated with the father’s

psychopathology as well as marital dissatisfaction.84

Repetition May Reinforce Suicidal Behavior

The singer Pink, who has numerous body piercings and tattoos, said

in the December 2003 issue of Jane magazine, “I took out my tongue

ring when I was 21 and regretted it a week later. I like putting holes in

my body. It’s addictive, it’s pain to know you’re alive.”85 The evidence

summarized so far suggests that habituation and practice effects may

be implicated in the escalating trajectory toward serious suicidality.

In addition to habituation and practice, the theory put forth here

suggests that repeated suicidality may engage opponent processes,

such that not only do people habituate to self-injury, they also come

to experience it as increasingly rewarding, similar to the way Pink re-

ported that “putting holes” in her body is addictive.

Many people appear to share Pink’s perspective. There is clear and

consistent evidence that a primary motive for self-injury is relief,

and that people find self-injury rewarding, at least in the immediate

period following the incident. This may seem hard to imagine, but

recall the example of skydiving. In a way, flinging yourself out of

an airplane makes no more sense than cutting the side of your arm—

indeed skydiving deaths occur every year. Why do people do this,

then? The first time they skydive, they feel some of the thrill and

exhilaration of it, and a large dose of the fear of it. But as they

keep doing it, encouraged by the thrill and exhilaration, the pri-

mary process of fear fades, and the opponent process of exhilaration

strengthens.

So it goes with self-injury. As people continue to do it, the primary

process of pain fades, and the opponent process amplifies. What is

the opponent process? As noted earlier, according to patients who

self-harm, it is relief because it distracts from even deeper emotional
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pain, or because it makes them feel alive, or because it brings their

inner world back into harmony with the world at large.

Several studies support this idea.86 These findings appear to impli-

cate what is called negative reinforcement (i.e., the self-injury is rein-

forcing because it stops or reduces noxious experiences). However,

positive reinforcement (i.e., the self-injury is reinforcing because it

induces positive feelings) may be operative as well—for example, in a

study of female psychiatric inpatients with borderline personality

disorder (a main feature of which is repeated self-harm), patients

rated various dimensions of their self-injury experiences. Results re-

vealed significant mood elevation as a consequence of self-injury

among these patients.87 Many patients report that although negative

reinforcement (i.e., relief) is a primary motive for self-injury,88 other

motives exist, including positive reinforcers such as fascination with

the injury and reaffirming the ability to feel89—or, in Pink’s words,

“pain to know you’re alive.”

To my knowledge, however, only one study has directly evaluated

whether the rewarding properties of self-injury increase with repeti-

tion. Participants who frequently engaged in self-injury were com-

pared to those who infrequently did so, with regard to responses

to a self-mutilation imagery task. In response to the imagery task,

those in the frequent self-injury group reported more relief and

more reductions in anxiety and sadness as compared to the infre-

quent group.90 As people continue to engage in self-injury (or un-

dergo other provocative experiences), they change. Self-injury loses

its painful and fear-inducing properties and may even begin to gain

rewarding properties. As this occurs, the main barrier to suicide

erodes.

The Psychological Merging of Death and Life

To this point, the argument has been made that those prone to seri-

ous suicidal behavior have reached that status through a process of
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exposure to self-injury and other provocative experiences. As this

process unfolds, fear of death and pain on self-injury decreases. As

reviewed above, certain scientific facts seem to support this view.

Little has been said so far about how potentially suicidal people

view death (except that they come not to fear it). When someone is

far along the trajectory toward suicide, when they have acquired the

ability to enact lethal self-injury, what is their view of death? Though

there are very few scientific data on this point, anecdotal and case

summary data suggest that people who are near death by suicide

view death in a very peculiar way—namely, that death is somehow

life-giving.

For most people, the notion that death is life-giving or nurturing

is not only irrational but very disturbing. Suicidal people appear to

see it differently, however. For example, in Shneidman’s case study of

Ariel, she stated, “We were in this old cemetery, and what was inter-

esting and unique about this cemetery is that it is very old and the

crosses are wooden and they were rotting away and they were waving

in the breeze and they were just—just gorgeous really, just really fine

. . . and the daisies were blooming and the grasses were growing tall

on the graves and the breeze was blowing and I was just so impressed

by the earthiness of it and life, of this part of death.” Ariel goes on to

describe her impression in the cemetery that death’s completion of

the circle of life is “graceful” and “gracious.”91 For Ariel, life and

death have begun to merge, such that there is beauty, grace, and in-

deed life in death.

On this same point of merging death and beauty, Sylvia Plath

(who died by suicide) described a poem she wrote called “Death &

Co.” “This poem is about the double . . . nature of death—the mar-

moreal coldness of Blake’s death mask, say, hand in glove with the

fearful softness of worms, water and other katabolists.”92 Notice not

only the reference to softness but the intimacy implied by “hand in
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glove” and indeed by the title “Death & Co.,” implying a togetherness

in death. Lines from Plath’s poem “Edge” convey some of these same

qualities:

The woman is perfected.

Her dead

Body wears the smile of accomplishment . . .

Her bare

Feet seem to be saying:

We have come so far; it is over.

In his book on suicidal experiences, the psychologist Richard A.

Heckler included this example: “The window looked out over the

river and it was a beautiful scene. The moon was full and I was feel-

ing this real peacefulness. I said to myself, ‘It’s a beautiful night

to die’ . . . it’s like when you go to weddings, you take pictures to

remember everything that happened. Well, I was taking mental pic-

tures to remember this [referring to death by suicide].”93

In his 2004 book My Life Is a Weapon, Christoph Reuter described

suicide attacks by Iranians in the Iran-Iraq War as follows: “Many

of the deaths were celebrated . . . with the macabre-seeming designa-

tion of death as a wedding celebration.”94 A traditional Iranian wed-

ding table with mirrors and candles was placed above their graves.

Though it is questionable whether suicide attackers represent true

suicides—a question that is addressed in a later chapter—it is note-

worthy that in this example, as in others, self-sacrifice merges themes

of death and vitality.

Jon Hilkevitch reported in the July 4, 2004 edition of the Chicago

Tribune on death by suicide—in this case, that of a sixteen-year-old

boy. The boy was struck by a train. A police officer who examined the

boy’s computer found lyrics from Led Zeppelin’s song “In My Time

of Dying”: “In my time of dying, want nobody to mourn. All I want
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for you to do is take my body home. Well, well, well, so I can die easy.

Well, well, well, so I can die easy.” Here, as in previous examples,

death is merged with positive things like ease and homecoming.

Kurt Cobain, the lead singer of the rock band Nirvana, died by sui-

cide in April of 1994; the band’s last album, In Utero, was released a

few months before, in September of 1993, and it is clear that suicide

was on his mind as he worked on the album. Lyrics from this album

illustrate the merging of death with themes of nurturance and life,

sometimes in stark and disturbing ways.

In the song “Milk It,” the lyrics include the phrase “I am my own

parasite,” which, on reflection, is a very succinct and even sublime

way to combine urges toward death and life. In the same song, the

lyrics continue, “I won my own pet virus, I get to pet and name her,

Her milk is my shit, My shit is her milk.” Though not necessarily

pleasant reading, Cobain clearly had a penchant for disturbing imag-

ery in which themes of nurturance are merged with themes of dis-

ease and waste. A similar example appears in the song “Heart Shaped

Box,” in which Cobain refers to an “umbilical noose.”

This fusing of death and life themes and urges may be at play in

the selection of suicide methods and locations. In Tad Friend’s 2003

New Yorker article, he stated, “several people have crossed the Bay

Bridge to jump from the Golden Gate; there is no record of anyone

traversing the Golden Gate to leap from its unlovely sister bridge. Dr.

Richard Seiden, a professor emeritus at the University of California

at Berkeley’s School of Public Health and the leading researcher on

suicide at the bridge, has written that studies reveal ‘a commonly

held attitude that romanticizes suicide from the Golden Gate Bridge

in such terms as aesthetically pleasing and beautiful, while regarding

a Bay Bridge suicide as tacky.’” Why does it matter that one’s location

of death be beautiful? One possibility is the merging of needs for

nurturance and death that occurs in the suicidal mind.

The same New Yorker article described the suicide of a fourteen-
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year-old girl who bought a book on suicide methods as a way to pre-

pare for her fatal jump from the Golden Gate Bridge. The book

stated, “The Golden Gate Bridge is to suicides what Niagara Falls is

to honeymooners.” Here again, the invocation of the imagery of love

and life in explaining choice of location for death is striking.

In that same article, Friend wrote, “At a 1977 rally on the Golden

Gate supporting the building of an anti-suicide barrier above the

railing, a minister, speaking to six hundred of his followers, tried to

explain the bridge’s power. Matchless in its Art Deco splendor, the

Golden Gate is also unrivalled as a symbol: it is a threshold that pre-

sides over the end of the continent and a gangway to the void be-

yond. Just being there, the minister said, his words growing increas-

ingly incoherent, left him in a rather suicidal mood. The Golden

Gate, he said, is ‘a symbol of human ingenuity, technological genius,

but social failure.’” The minister’s words emphasize the awe-inspiring

aspects of the bridge; the minister’s growing incoherence and refer-

ence to social failures and feeling suicidal were foreshadowing for

a horrible event a year or so later. The minister was Jim Jones, who

died by suicide along with over 900 followers at Jonestown, Guy-

ana—an incident that will be explored in more detail in a later

chapter.

One wonders if similar processes are at play regarding suicide

in natural locations that are beautiful or awe-inspiring. Alain de

Botton, in his book Status Anxiety, notes that the vastness of places

like the Grand Canyon is soothing to us because it represents in-

finite space, in which differences in things like status, effectiveness,

and belongingness seem trivial. He says, “Whatever differences exist

among people, they are as nothing next to the differences between

the most powerful humans and the great deserts, high mountains,

glaciers and oceans of the world. There are natural phenomena so

enormous as to make the variations between any two people seem

mockingly tiny.”95 The vastness of natural phenomena can be both
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awe-inspiring and soothing, qualities that could appeal to someone

thinking of death as somehow life-giving. In June of 2004, a man

who was touring the Grand Canyon in a helicopter removed his

seatbelt and jumped to his death, 4,000 feet to the canyon floor. Just

before that, I received a call from a reporter who was pressing me to

explain a similar death, this time that of a man whose death was

originally seen as a skydiving accident, but on investigation seemed

an intentional suicide. The man had apparently cut the lines of his

own parachute hours before skydiving. The only explanation that

makes sense to me—but that I still view as tentative and specula-

tive—is that in the minds of people who are far along the trajectory

toward suicide, death is not only not ugly, but has become beautiful

and sustaining, so much so that places like the open sky or the Grand

Canyon seem a fitting context for suicide.

A detail about Spalding Gray’s death by suicide may involve the

merging of themes of death and comfort as well. Police said Gray was

last seen at around 6:30 p.m. on the evening of his disappearance, and

was last heard from at around 9 p.m. that same evening when he

called his home and spoke with his six-year-old son, saying he loved

him and was on his way home. Perhaps Gray was simply lying to his

son about returning home, so as to protect him, at least for a little

while longer. But for a very thoughtful writer like Gray, who under-

stood what his son would go through (because Gray himself lost his

mother to suicide), one wonders whether Gray was trying to leave a

message of reassurance, something along the lines of, “It’s okay now,

don’t worry about me, I’m home”—and whether he actually believed

this message himself.

In my opinion, the most disturbing suicide of all was also a mur-

der. It occurred in Germany in March 2001—the case of the cannibal

Armin Meiwes. Meiwes, forty-one, a computer expert, met forty-

three-year-old Bernd-Jurgen Brandes in early 2001 after Meiwes ad-

vertised for “young, well-built men to slaughter” on websites em-
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phasizing sexual masochism, cannabilism, and the like. Brandes will-

ingly accompanied Meiwes to the latter’s home, where Miewes killed

Brandes with his consent. Meiwes recorded the gruesome two-hour

episode on video, and he cannibalized Brandes’s body over the ensu-

ing months.

The video documented several highly graphic and grotesque events,

but also documented two important points—Brandes seemed to be

coherent and nonpsychotic, and also seemed to give genuine and full

consent for his killing. These points were key in Meiwes’s trial; there

is no law against cannibalism in Germany, leaving prosecutors only

the options of a murder charge or a kind of manslaughter charge

akin to what in the United States would be termed assisted suicide. A

murder conviction seemed unlikely because Brandes seemed sane

and repeatedly asked to be killed. Meiwes was convicted of the other

charge and sentenced to 8.5 years in jail with the possibility of parole.

How to understand Brandes’s baffling death? Little is known

about Brandes; it would be of interest to know, for example, whether

he had ever attempted suicide. It is clear that he was extremely mas-

ochistic and fantasized often and intensely about being killed and

eaten—perhaps a form of mental practice for this highly unusual

method of suicide. Extreme masochism does not seem to provide a

full explanation of Brandes’s death, however; there are numerous

people who are extremely masochistic, yet I am aware of none who

have died in the way that Brandes died. I believe that Brandes’s

highly unique state of mind shared similarities with suicidal people

who fuse imagery and feeling about death and life. For him, his death

affirmed his desires and met his deepest wish; for us, his death was

deeply horrific. The discrepancy between his view and ours indicates

the difference between those who have moved far along the trajec-

tory toward serious suicidal behavior compared to the rest of us. It

is possible that the process that led Cobain to write phrases like “um-

bilical noose” and “I am my own parasite” was horribly amplified
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in Brandes, such that he progressed from thought to unthinkable

action.

For the majority, death is a fearsome prospect. When this fear

erodes, behavioral and psychological changes can occur. Behavior-

ally, people who have habituated to the fear of death are capable of

extreme forms of self-injury. Psychologically, they may come to view

death as alluring, even sustaining. This can only happen, I believe,

when people have habituated to death and the like to an extreme de-

gree, so that they are no longer repulsed by death, but attracted to it,

not just as a way to negate pain and suffering, but as a positive and

even beautiful thing. That most of us have trouble wrapping our

minds around this concept shows the distance necessary to travel—

both behaviorally and psychologically—before one has developed

the capacity for serious suicidal behavior.

The current model proposes that the acquired ability to enact lethal

self-injury is a necessary precursor to serious suicidality, especially to

completed suicide. This acquired ability involves fearlessness about

confronting pain, injury, and indeed death; the reinforcing qualities

of repeated self-injury may also be involved. How does one acquire

this ability to “surmount the most powerful instinct of nature?” The

answer, according to the theory proposed here, is through repeated

experience with painful or provocative stimuli, especially (but not

limited to) deliberate self-harm. As this occurs, people are able to en-

gage in more and more seriously injurious behavior, and may come

to view death and related things in peculiarly positive ways.

Just because someone has, through various means, acquired the

capacity for severe self-injury does not mean that they desire it.

Racecar drivers, to take one example, must habituate to conditions

that would be harrowing to most people, and thus develop the ability

to stare down fear and pain. But they are unlikely to be at high risk
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for suicide, because the acquired ability to enact lethal self-injury is

but one part of the story. Serious suicidal behavior requires both the

desire for suicide and the acquired ability to carry it through. The ex-

amples of Hart Crane and Spalding Gray illustrate both sides of this

deadly equation—both men had developed the capacity for lethal

self-injury (through past suicide attempts and other provocative ex-

periences), and both men struggled to belong and to feel effective.

My account argues that desire for suicide occurs when basic needs

for effectiveness and connectedness are thwarted. Shneidman stated,

“A basic rule for us to keep in mind is this: We can reduce the

lethality if we lessen the anguish.”96 I believe this is close but not quite

right. Lethality is a stable quality, built up over time with numer-

ous painful and provocative experiences—it doesn’t come and go, at

least not very much. By contrast, anguish—viewed here as perceived

burdensomeness and thwarted belongingness—does come and go.

The basic rule then is this: We can lessen the chance that people will

enact their lethality if we lessen their anguish. The next chapter ex-

amines the specific nature of this anguish.
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3

THE

DESIRE FOR DEATH

I phoned my mother recently, and among the updates about her

grandchildren and the family, she said, “Do you remember my friends

Kevin and Julie?” I said I did. “Do you remember their son Steve? He

was just a year younger than you.” I said I thought I might, vaguely.

“Well, they just had awful, awful news on Steve. He hanged himself

last week, just after his girlfriend left for work.” I asked the usual

questions about Steve’s state of mind before his death (“happy as far

as anyone knew,” my mom said) and his circumstances (happy with

his girlfriend though struggling to find a career, according to my

mom).

There was a painful subtext to the conversation—my dad, her hus-

band, died by suicide too, years ago. We didn’t really need to speak

the subtext; it was clear already, and it amounted to a one-word

question—“Why?” Why did my dad do that? Why did Steve do that?

Later that night I searched for Steve’s name on the Internet, and

found his obituary as well as a kind of virtual guest book where peo-

ple could express condolences and memories. There was no mention

of work or career anywhere, though there was this: “Steve was re-
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cently re-baptized as a Christian and was a member of Springview

Church, and he had found great joy in his renewed faith.”

Great joy in faith, and yet dead by suicide in his thirties? My dad

was also very religious and involved in his church, yet dead by suicide

in his fifties.

The desire for life—life-sustaining desire—can’t be about faith

and religion only, or else Steve and my dad would be alive. What is it

about, then? Career success does not really constitute a satisfying an-

swer either. For one thing, plenty of people who do not have particu-

larly satisfying careers never consider suicide; for another, a lot of

people who die by suicide appear to have had successful careers. Six

weeks before my dad’s death, he made a very large amount of money

in a stock deal. A child of the 1930s, my dad had worked toward a

deal like that most of his life. He might have said that that was his

life’s desire, along with his faith and family; his death six weeks later

shows that somehow he was mistaken.

How was he mistaken, though? Many prominent psychologists

and others have considered psychological needs as a way to under-

stand human motivation and human nature. Several lists of needs

exist, and a premise associated with them is that people are highly

motivated to meet these needs. When they do, the theory goes, well-

being and health are achieved. Of course, the flipside to this is that

frustrated needs can lead to an array of problems.

Perhaps the most famous work on this topic is that of Henry

Murray,1 who identified twenty such needs, including autonomy, nur-

turance, play, understanding, dominance, and achievement, among

others. Shneidman, heavily influenced by Murray, highlights these

needs as well, postulating that the thwarting of them leads to psychache

and thus to suicidality.2 These theorists might have guessed that

though my dad belonged to a church and had career success, some-

thing was still missing—some of his fundamental needs were still not

being met.
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But which needs? Exactly how many are there, and are some more

important than others? Models including as many as twenty needs

pose a problem for a model of suicide based on needs. Given that

there are so many needs and thus so many people with one or more

thwarted needs, how to understand that very, very few of these peo-

ple attempt suicide, and fewer still die by suicide?

Murray was aware of this problem. He wrote, “In many cases the

succorance drive is subsidiary to the need for affiliation (a basic ten-

dency, whose aim is to establish and maintain friendly relationships

with others).”3 I am intrigued that Murray believed the need for af-

filiation was a superordinate need, because as I have noted already

and will expand on in this chapter, I do too, and more to the point, I

believe that the thwarting of this need is a main component of the

desire for death.

Shneidman, writing specifically of suicide, stated, “For practical

purposes, most suicides tend to fall into one of five clusters of psy-

chological needs. They reflect different kinds of psychological pain.”4

The five are thwarted love, ruptured relationships, assaulted self-im-

age, fractured control, and excessive anger related to frustrated needs

for dominance.

My solution to this problem is to assert two bedrock needs, the

fulfillment of which satisfies most others and can compensate for

frustration of other needs. The thwarting of both of these needs

constitutes the desire for death. Shneidman’s five failed needs are im-

portant, but they are collapsible into the two major categories of

thwarted belongingness (i.e., thwarted love, ruptured relationships)

and perceived burdensomeness (assaulted self-image, fractured con-

trol, anger related to frustrated dominance).

Regarding the first bedrock need, belongingness, the need to be-

long involves a “combination of frequent interaction plus persistent

caring.”5 Thus, there are two components of a fully satisfied need to

belong: interactions with others and a feeling of being cared about.

In order to meet the need to belong, the interactions an individual
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has must be frequent and positive. Interactions within a stable rela-

tionship will more fully satisfy the need to belong than interactions

with a changing cast of relationship partners (i.e., higher levels of

stability). The need to belong will be only partially met if an individ-

ual feels cared about but does not have face-to-face interactions with

the relationship partner (i.e., greater proximity). The model of sui-

cidal behavior developed here asserts that an unmet need to belong is

a contributor to suicidal desire: suicidal individuals may experience

interactions that do not satisfy their need to belong (e.g., relation-

ships that are unpleasant, unstable, infrequent, or without proxim-

ity) or may not feel connected to others and cared about.

I would argue that the other bedrock need is effectiveness or a

sense of competence. When this need is thwarted, when one per-

ceives oneself as ineffective, it is painful indeed. To perceive oneself as

so ineffective that loved ones are threatened and burdened is even

worse, so much so that the desire for death could be generated. The

perspective taken here proposes that feelings of ineffectiveness con-

tribute to the desire for suicide, and moreover, that feeling ineffective

to the degree that others are burdened is among the strongest sources

of all for the desire for suicide.

Those who view themselves as a burden on others have a negative

self-image, feel out of control of their lives, and possess a range of

negative emotions stemming from the sense that their incapacity

spills over to affect others besides themselves.

Thwarted Effectiveness: The Sense that One Is a Burden

If you let yourself down, the experience is not pleasant, but it is con-

tained—it affects just you. If you let your group down, you experi-

ence all the negative aspects of letting yourself down (because you

are part of the group), but you also experience the sense that your in-

effectiveness is not contained, that it negatively affects others.

To take a relatively trivial example, I returned to playing soccer re-
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cently, after a layoff of a couple of weeks because of injury and travel

commitments. I didn’t play very well. I was tentative because I was a

little concerned about re-injury, and I was not energetic, because I

was out of shape after the layoff. I was disappointed in myself and

had the sense that my teammates felt that way about me too. Not

pleasant.

So why didn’t I just quit? And why didn’t my teammates want me

to quit? The main reason, I think, is that my teammates and I re-

member that I have a track record of holding my own, of contribut-

ing to the team. Relatedly, everyone understands or at least hopes

that my injury-related tentativeness and my layoff-induced lack of

stamina are remediable—I can recover from both with time and

training.

But what if I judged that my failings were not remediable, that I

was a burden to my team and would be permanently? And what if I

thought my teammates felt the same way? Under such conditions, I

might very well quit the team. In this scenario, I have perceived my-

self to be a burden on others and, lacking the remedy of time and

training, am left with quitting the team as my only solution.

I believe this example, though trivial, is analogous to the non-

trivial, life-and-death psychological processes of people seriously con-

templating suicide. They perceive themselves to be ineffective or

incompetent, but it’s not just that. They also perceive that their inef-

fectiveness affects others, too. Finally, they perceive that this ineffec-

tiveness that negatively affects everyone is stable and permanent,

forcing a choice between continued perceptions of burdening others

and escalating feelings of shame, on the one hand, or death on the

other hand.

When I refer to “perceived burdensomeness,” I would like to em-

phasize the term perceived. People who are contemplating suicide

perceive themselves a burden, and perceive that this state is perma-

nent and stable, with death as a solution to the problem. It is very
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important to point out that their perceptions are mistaken. Indeed,

that their perceptions are mistaken is the basis for the psycho-

therapeutic treatment of suicidal symptoms. Any perception, mis-

taken or not, can influence behavior. My contention is that perceived

burdensomeness, though mistaken, influences suicidal behavior.

The idea that how others see us and how we see ourselves is a life-

or-death matter is not hard to fathom. For example, duels to the

death were a common feature of society in Europe from the Renais-

sance to the First World War. Duelling claimed the lives of hundreds

of thousands of Europeans. Often, the disputes leading up to duels

were very petty (e.g., a duel in 1678 in Paris occurred because one

man said another’s apartment was tasteless; another duel was over

ownership of an Angora cat).6 The causes may have been petty, but

the duels themselves were serious, not only in the obvious sense of

the possibility of death, but also regarding standing in one’s own and

others’ eyes. In some societies, to have won a duel was to establish

oneself as a man. To have fled one was a dishonor worse than death.

But surely we have left to the past such things as duels? Appar-

ently not. R. E. Nisbett, D. Cohen, and colleagues have conducted

fascinating research on cultures of honor. In the United States, “the

South and West have developed ‘cultures of honor,’ in which insults

and threats to reputation, self, home, or family are taken quite seri-

ously and are often met with violence.”7 These researchers have doc-

umented that the U.S. South and West do in fact have more of cer-

tain forms of violence (e.g., murder in reaction to a threat) than

other areas of the United States. People in these regions who perceive

themselves as dishonored may be especially prone to suicide. Is sui-

cide more common in culture-of-honor states?

Interestingly, excluding Alaska (which is ranked sixth, and which

has a distinct cultural heritage), all fifteen of the states with the high-

est suicide rates are culture-of-honor states—specifically, New Mex-

ico, Montana, Nevada, Wyoming, Colorado, West Virginia, Idaho,
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Oklahoma, Oregon, Arizona, Arkansas, Florida, Utah, South Dakota,

and Delaware. The association of suicide rates with culture-of-honor

states is even higher than the association of murder with “culture of

honor” states—eleven of fifteen culture-of-honor states are in the

top fifteen with regard to murder rates; the four non-South and non-

West exceptions in the top fifteen are Illinois, Indiana, Michigan, and

Missouri.

Our sense of effectiveness—the view that we are not burdens but

rather contributors—can be sustaining. By contrast, feeling ineffec-

tive and helpless can be life-draining. “Learned helplessness” experi-

ments on animals illustrate this point. In these experiments, some

animals learn helplessness by being exposed to noxious stimuli (e.g.,

shock) from which they cannot escape; other animals are also ex-

posed to the aversive stimuli but have the ability to escape and thus

do not develop helplessness. It appears that helplessness suppressed

animals’ will to live, as evidenced by passivity and appetite suppres-

sion, for example.8 In fact, Seligman made this connection in his de-

scription of rats who had not learned helplessness and swam for days

to avoid drowning, as compared to those who had learned helpless-

ness and drowned almost immediately.9 Also germane to the will to

live, self-efficacy—the opposite of perceived burdensomeness—was a

significant predictor of survival in a study of patients with chronic

obstructive pulmonary disease.10 Relatedly, it has also been found

that people with positive perceptions of aging, measured as much as

twenty-three years earlier, lived an average of 7.5 years longer than

those with less positive self-perceptions of aging, even accounting for

variables like age, gender, socioeconomic status, loneliness, and func-

tional health.11 Feeling effective, like a contributor instead of a bur-

den, can be life-saving.

The specific role of perceived burdensomeness in suicidal behavior

is clear in some cultures. There have been reports that among the
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Yuit Eskimos of St. Lawrence Island, for example, those who become

too sick, infirm, or old may threaten the group’s survival; in the past,

the explicit and socially sanctioned solution to this problem was rit-

ual suicide. Reportedly, the ritual was graphic, often involving the

family members’ participation in the shooting or hanging of the vic-

tim.12 There is some question as to the veracity of this specific exam-

ple, but the general pattern has been noted many times in Eskimo

cultures.13 Arguably, this represents an example of anecdotal evi-

dence being quite persuasive—cultures have sanctioned ritual sui-

cide specifically in response to burdensomeness. Another example is

ancient Ceos, where the law obliged all inhabitants over sixty years of

age to die by drinking hemlock to make room for the next generation

(a law that apparently was enforced only in times of famine).14

Similarly, among the ancient Scythians, it was a great honor to

die by suicide when one was too old to continue in and contribute

to their nomadic lifestyle. Quintus Curtius, who described the

Scythians, said: “Among them exists a sort of wild and bestial men to

whom they give the name of sages. The anticipation of the time of

death is a glory in their eyes, and they have themselves burned alive

as soon as age or sickness begins to trouble them.”15

In 2004, as reported on the news website Ananova.com, an elderly

Malaysian couple died by suicide by jumping from the fifteenth floor

of their apartment building specifically because they did not want to

be a burden on their family. Their suicide note read, “If we had

waited for our death due to sickness, we would have caused much

inconvenience to all of you.” Ritual murder of widows among the

Lusi people in New Guinea has been described as essentially suicidal:

“A Lusi widow would rather die than be dependent on her children;

Lusi widowers are not viewed as a burden on their kin and are not

ritually killed by their kin.”16

Examples like this illustrate that perceived burdensomeness could
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play a role in suicidal behavior and also shows the link, mentioned in

Chapter 1, between perceived burdensomeness and Durkheim’s con-

cept of altruistic suicide. For Durkheim, altruistic suicides occur

when people are so integrated into social groups that individuality

fades, and they become willing to sacrifice themselves to the group’s

interests. My account also emphasizes self-sacrifice in context of the

perception that others will benefit, but I do not think this usually oc-

curs when people are especially connected to a group—in fact quite

the contrary, as will be expanded on in the next section on failed

belongingness.

Returning for now to the concept of perceived burdensomeness,

some material from suicide notes also illustrates its potential role in

suicidal behavior. A seventy-year-old man wrote “Survival of the

fittest. Adios—unfit.”17 The closing line from musician Kurt Cobain’s

suicide note (addressed to his wife Courtney regarding their daugh-

ter Frances) provides anecdotal evidence that perceived burden-

someness is implicated in suicide: “Please keep going Courtney for

Frances for her life which will be so much happier without me.” A

suicide note left by a teenage girl who died by electrocution read, “I

have just been a very bad person, but now you are all rid of me.”

Shneidman summarized several other examples from suicide notes:

“Life is unmanageable. I’m like a helpless 12 year old” (from a 74-

year-old widowed woman who died by self-cutting); “The failures

and frustrations overwhelm me” (from a 49-year-old married man

who died by self-inflicted gunshot wound).18

Perhaps the clearest example cited by Shneidman is from a

woman’s suicide notes to her ex-husband and her daughters. To her

ex-husband, she writes, “[the girls] need two happy people, not a

sick, mixed-up mother. There will be a little money to help with the

extras—it had better go that way than for more pills and more doc-

tor bills.” To her daughters, she writes, “Try to forgive me for what
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I’ve done—your father would be so much better for you. It will be

harder for you for awhile—but so much easier in the long run—I’m

getting you all mixed up.”19

Another example: “I started to list the people who wouldn’t mind

if I wasn’t around. I clearly wasn’t a good wife for my ex-husband. He

wouldn’t miss me. And I never felt that comfortable in my role as a

mom—didn’t feel like I was a good mom necessarily . . . It’s like I’ll

be a burden off their backs. Clearly their lives will be enhanced be-

cause I’m not around. At that point, I honestly felt I was doing them

a favor.”20

Alvarez quoted a man who had spent most of his life in mental in-

stitutions: “If I commit suicide, it will not be to destroy myself but to

put myself back together again. Suicide will be for me only one

means of violently reconquering myself . . . By suicide I reintroduce

my design in nature, I shall for the first time give things the shape of

my will.”21 A paraphrasing of his words would be that “I feel so inef-

fective that I focus on one sure way I can have dramatic effect,

namely my own death by suicide.” The man’s words can also be seen

as another example of the blending of life and death that I believe oc-

curs in at least some instances of serious suicidal behavior. In Chap-

ter 2, I described Shneidman’s example of Ariel, who viewed things

in the cemetery as “graceful” and “gracious.” The blending seemed to

be of death by suicide with beauty and caring. In this man’s example,

by contrast, the blending seems to be of death by suicide with a lively

sense of taking charge and imposing will. One type seems to involve

seeing suicide as a means to belong or be cared for; the other type as

a means to feel effective—these types correspond to the bedrock is-

sues of thwarted belongingness and perceived burdensomeness.

Research studies also show a connection between feeling ineffec-

tive or being a burden on the one hand, and feeling suicidal on the

other. In the sections below, this work is summarized, starting with
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research on the general connection between depressive symptoms

(one of which is suicidality) and experiences of ineffectiveness, espe-

cially in social domains.

Social Skills and Depression

There is little doubt that depression and suicidality are associated

with social skills problems.22 People with depression consistently eval-

uate their own social skills more negatively than do nondepressed

people23—this result applies to depressed children as well as de-

pressed adults.24

Given the pessimistic outlook associated with depression and

suicidality, it is not too surprising that depressed people evaluate

their social skills negatively. But is there an objective basis for their

negative evaluations; that is, do others also rate their social skills neg-

atively? In fact, when observers or conversational partners rate de-

pressed people’s social skills, a common finding is that depressed

people’s skills are rated as lower than those of nondepressed con-

trols.25

A related line of research has examined the communication be-

haviors of depressed versus nondepressed people. For example, as

compared to nondepressed people, depressed people speak more slowly,

and with less volume and voice modulation; depressed people have

longer pauses in their speech patterns, and take longer to respond

when someone else addresses them.26 Voice modulation and rate ac-

count for the animated and appealing qualities of speech; because

depressed and suicidal people’s speech often lacks these qualities,

they are often negatively perceived by others.

In addition to the quality of speech, the content of speech in de-

pression has been evaluated. In studies of married couples with a de-

pressed member, themes involving dysphoric feelings and negative

self-evaluation were likely to emerge in their conversations.27 It has

been found that depressed people may be at their most expressive
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with their spouses when they are discussing negative issues.28 There is

some evidence that negativity in social interactions is particularly

likely to emerge between depressed people and intimate relationship

partners (as opposed to strangers or nonintimate acquaintances).

For example, in a study of depressed and nondepressed students dis-

cussing “events of the day” with either a friend or a stranger, re-

searchers reported that depressed students tended to withhold nega-

tive verbal content when talking with strangers but were more likely

to disclose negative topics when talking with a friend.29 Other work

has found that depressed people are more likely than nondepressed

people to make unsolicited negative self-disclosures.30 This problem

may be particularly acute in relationships between depressed people

and intimate others. Depressed and suicidal people, then, are likely

to instill negative views of themselves in others, perhaps especially

those close to them.

This research shows that depressive symptoms (a key one of which

is suicidality) are associated with feelings of social ineffectiveness,

and that these may manifest particularly in close relationships. These

findings are roughly consistent with the view espoused here, that an

extreme form of ineffectiveness, perceived burdensomeness, is impli-

cated in suicidality, but it would be more satisfying if studies focused

specifically on perceived burdensomeness and suicidality. In the next

section, several such studies are summarized.

Perceived Burdensomeness Contributes to Suicidality

To my knowledge, five studies have been framed as direct tests of

the possibility that perceived burdensomeness is involved in seri-

ous suicidal behavior; all five affirm the connection. One study was

conducted to test DeCatanzaro’s model of self-preservation and self-

destruction.31 Arguing from a sociobiological or evolutionary stand-

point, this model posits that staying alive actually may reduce inclu-

sive fitness for an individual if the individual is low in reproductive
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potential and if the individual’s continuing to live poses such a bur-

den to close kin that it costs them opportunities for reproduction.

One upshot of this view is that suicidal behavior may have been se-

lected for in the course of evolution—a controversial point to which

I return later.

To test this model, Brown and colleagues conducted a question-

naire study of college students and found the predicted correlation

between feeling a burden on kin and suicidality. Burdensomeness

stood out as a unique and specific predictor of suicide-related symp-

toms even when other variables, such as the individual’s reproductive

potential, were accounted for.32

My students and I also conducted empirical tests of the associa-

tion between perceived burdensomeness and suicidal behavior. We

trained raters to evaluate actual suicide notes regarding the following

dimensions: perceived burdensomeness, hopelessness, and general-

ized emotional pain. The raters read each note and then made three

separate ratings on a 1-to-5 scale of the amount of perceived burden-

someness, hopelessness, and generalized emotional pain conveyed

by the note.

Unknown to the raters, half of the notes were from people who

died by suicide, and half were from people who attempted suicide

and survived. The goal of the study was to compare perceived bur-

densomeness versus Shneidman’s emphasis on emotional pain versus

Beck’s emphasis on hopelessness. In statistical analyses, the notes

from those who died by suicide contained more perceived burden-

someness than notes from attempters; no effects were found regard-

ing hopelessness and emotional pain. This study’s relatively strin-

gent comparison of notes from those who died by suicide to notes

from those who attempted and survived (which distinction was un-

known to raters), with perceived burdensomeness emerging as the

only unique predictor of death by suicide, added to our confidence in

the results.33
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Moreover, a second study from this same paper on a separate col-

lection of notes took a similar approach, except that all notes were

from those who died by suicide, and perceived burdensomeness,

hopelessness, and generalized emotional pain were used as predic-

tors of lethality of suicide method (e.g., self-inflicted gunshot wound

was viewed as relatively more lethal than overdose). Here again, per-

ceived burdensomeness was a significant predictor of lethality, whereas

hopelessness and generalized emotional pain were not. The conver-

gence of the two studies made the findings more persuasive.

A survey on reproductive behavior, quality of family contacts, and

suicidal ideation on several hundred community participants as well

as on five high-suicide-risk groups (e.g., general psychiatric patients

and incarcerated psychiatric patients) found that perceived burden-

someness toward family and social isolation were especially corre-

lated with suicidal ideation.34 It is important to note that these two

variables correspond to two of the three main aspects of the present

model, burdensomeness and lack of belonging.

My students and I recently completed a study on perceived bur-

densomeness and suicidality among 343 adult outpatients of the

Florida State University Psychology Clinic. Areas of diagnosis for

these patients were represented in the following proportions: 39 per-

cent mood disorder, 14.6 percent anxiety disorder, 6 percent sub-

stance use disorder, 12.2 percent personality disorder, 9 percent ad-

justment disorder, and 18 percent other disorders.

We hypothesized that perceived burdensomeness would directly

relate to both past number of suicide attempts and an index of

current suicidal symptoms, and furthermore, that this relationship

would exist even when accounting for known risk factors such as

personality disorder status, depressive symptoms, and hopelessness.

This is similar to the “kitchen sink” approach in our paper described

in the last chapter. We also wanted to see if there was a special con-

nection between perceived burdensomeness and suicidality. So, for
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purposes of comparison, the associations of hopelessness to suicide

indices (controlling for personality disorder status, depressive symp-

toms, and perceived burdensomeness) were examined. Our reason-

ing was that if perceived burdensomeness is important in suicidality,

its associations to suicidality should be as rigorous as those regarding

the documented risk factor of hopelessness.

Here, as in other studies, the connection of perceived burden-

someness to suicidality was supported. Specifically, there was an as-

sociation between measures of perceived burdensomeness and sui-

cidality, and this association persisted even when a host of other

variables was accounted for (specifically, age, gender, hopelessness,

depressive symptoms, and personality disorder status). Furthermore,

the link between perceived burdensomeness and suicidality was at

least as strong as that between hopelessness and suicidality.

Other Research on Burdensomeness and Suicidality

Although not direct tests of the burdensomeness view of suicidality,

several other studies have reported results consistent with this per-

spective. For example, in a study on genuine suicide attempts vs.

nonsuicidal self-injury, genuine attempts were defined as those with

lethal intent and bodily injury; nonsuicidal injury involved things

like superficial cuts made without the intent to die. The researchers

reported that genuine suicide attempts were often characterized by

a desire to make others better off, whereas nonsuicidal self-injury

was often characterized by desires to express anger or punish one-

self.35 “Making others better off” is similar in concept to perceived

burdensomeness. In this study, as in those reviewed earlier, an index

related to perceived burdensomeness was associated with relatively

severe suicidal behavior. Persuasive aspects of the study were that

suicide attempters were compared to a compelling control group

(those engaging in nonsuicidal self-injury), and that effects of burden-

someness were compared to effects of  other relevant dimensions,
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such as anger expression and self-punishment, with burdensomeness

emerging as among the most important.

One might imagine that feelings of burdensomeness might be

particularly acute among depressed, terminally ill people. In fact,

Filiberti and colleagues studied vulnerability factors for suicide in

five terminal cancer patients who died by suicide while they were

cared for at home by palliative care teams.36 Of all the various possi-

ble factors identified, being a burden on others was judged to be one

of the two most important. Interestingly, the other was fear of the

loss of general competence, which, according to the current model, is

a related but weaker form of perceived burdensomeness. In a study

mentioned earlier on 3,005 psychiatric patients at risk for suicide, of

whom thirty-eight died by suicide within two months of evaluation,

nine clear risk factors were identified, among which were feelings of

being a burden on others.37

O’Reilly and colleagues reached similar conclusions. They studied

psychiatrists’ reports on their patients’ suicides, and of the three vari-

ables seen as frequently present in the month preceding suicide, one

was “feeling a burden on others.” The two others, incidentally, were

related to thwarted belongingness—social withdrawal and turning

down help from others.38

If burdensomeness were involved in suicidality, one might expect

that suicidal patients’ self-views would be especially discrepant from

how they view other people. In a telling study, researchers compared

self-views as well as views of other people among suicidal patients

and psychiatric and nonpsychiatric controls. Not surprisingly, the

suicidal patients endorsed more negative self-views than the other

two groups, similar to the research reviewed earlier in which de-

pressed people evaluated their social skills negatively. Notably, the

suicidal patients rated other people more favorably than did the

other two groups.39 The conclusion is that suicidal people view

themselves in quite negative terms, and this is particularly true when
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their self-views are compared to their views of other people. This

marked discrepancy in suicidal people between self-ratings and

views of others could instill a sense of burdensomeness—the idea

that “I’m bad but I’m especially bad when compared to others, who

are good.”

A roughly similar dynamic emerged in a study of chronically ill

patients. The researchers predicted that among chronically ill pa-

tients who are dependent on a caregiving spouse (but whose health

status prevents their reciprocating the care), receipt of support may

exacerbate feelings of burdensomeness, and thus may increase sui-

cidality. This hypothesis was in “grave danger of refutation” (Popper,

1959), given the pervasive positive associations between social sup-

port and health. But the hypothesis survived the test—the study

found a positive correlation between social support and suicidal idea-

tion among physically ill participants.40

The concept of perceived burdensomeness is fairly easy to under-

stand as applied to adults—the image of the failed breadwinner

imagining his family will be better off without him is tragic but not

hard to conceive. But what about perceived burdensomeness as ap-

plied to younger people, including children? Young people do die by

suicide, and so if perceived burdensomeness plays a role in suicide in

general, it should be applicable to youth too. In fact, researchers have

studied burdensomeness and suicidality in youth in their work on

the “expendable child.”41 These authors hypothesized that suicidal

adolescents would be rated higher on a measure of expendability

than would be a psychiatric control group. The expendability mea-

sure specifically included a sense of being a burden on one’s family.

Results conformed to predictions: Suicidal youth scored higher on

the expendability measure than did a psychiatric comparison group.

Studies of youth like this one suggest that the concept of burden-

someness may affect a broad range of ages. Related to feeling a bur-

den on one’s family, suicide attempts among children have been

110 ● WHY PEOPLE DIE BY SUICIDE



linked to perceived inability to meet parental demands.42 Again, the

emphasis on the term perceived bears repeating; the facile explana-

tion that parents are responsible for their children’s death by suicide

because of high demands is hardly worth considering. However, the

explanation that people who perceive themselves as not measuring

up and as being a burden are prone to suicidal behavior is more seri-

ous and is supported by numerous research studies.

The potential importance of perceived burdensomeness emerged

in a study of low-income, abused African-American women. This

study identified protective and risk factors that differentiated suicide

attempters from those who had never made an attempt. Protective

factors associated with nonattempter status included self-efficacy as

well as effectiveness in obtaining material resources.43 In the current

framework, these results could be viewed as suggesting that those

who feel effective in general, as well as effective in providing material

resources in particular, are buffered from feeling a burden and thus

at relatively low risk for suicidality.44

Data on suicide in the Netherlands in the early twentieth century

are in accord with a role for perceived burdensomeness as well. A

higher suicide rate in rural as compared to urban areas was noted

and was attributed to “the peculiar conditions of the Dutch farming

system under which the aged find themselves a burden,”45 an experi-

ence not shared by older Dutch people in the cities.

One implication of the burdensomeness view is that suicides may

be more common during difficult economic times; when resources

are strained, the consequences of perceived burdensomeness may

be more acute (for example, the socially sanctioned suicide among

the Yuit Eskimos of St. Lawrence Island outlined earlier in this chap-

ter). Other data support this view. A significant association between

deprivation and the suicide rate in thirty-two London boroughs

has been documented. This study is unique in contemporaneously

studying closely contiguous and roughly culturally homogenous ar-
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eas that nevertheless vary with regard to socioeconomic variables

and suicide rate.46 Several others have reached the conclusion that

economic prosperity has a beneficial impact and economic down-

turns a detrimental effect on suicide rates.47 In a study of suicide in

African-American men, the risk of suicide was higher in areas where

occupational and income inequalities between African-Americans

and Caucasians were greater.48 At the individual level, too, several

studies have found that financial hardship constitutes a risk factor

for suicide.49

Suicidal Behavior in an Evolutionary Context

Some believe that suicidal behavior must have conferred some bene-

fit in the course of evolution, in part because it is common across

cultures today. But how would a behavior that leads to pain, impair-

ment, and death produce any sort of increased ability to pass on

one’s genes?

According to DeCatanzaro’s50 model of self-preservation and self-

destruction, there are conditions under which death may produce an

adaptive advantage. Specifically, death may produce an evolutionary

edge for an individual who has few prospects for reproduction and

who poses such a burden to close kin—who carry his or her genes—

that it reduces their prospects for reproduction.

For any case for adaptive benefit to be made, a lot of compelling

evidence would need to be marshalled (and even then, as I will point

out, questions will remain). For example, if suicidal behavior is an

exclusively human phenomenon not occurring in other primates and

animals, then the case for evolved behavior becomes more difficult.

If, by contrast, suicidal behavior is documented in primates and

other animals, the case is not made, but it may become a little easier

to imagine.

Is suicidal behavior an exclusively human phenomenon? Many

presume it to be so. For example, the promotional material for
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Shneidman’s The Suicidal Mind51 makes the claim that “suicide is an

exclusively human response to extreme psychological pain.” In Con-

ceptions of Modern Psychiatry, the American psychiatrist Harry Stack

Sullivan stated, “So far as we know, there is nothing remotely ap-

proaching [suicide] in the infrahuman primates or any of the lower

animals. It is a distinctly human performance.”52

The most famous possible case—lemmings dying by mass suicide

in a kind of intentional population control effort—is not really a

case at all. Lemmings do die en masse, but this is because they mi-

grate en masse after they exhaust their food source—a type of slow-

growing moss—and many die in the hardship and chaos of the mi-

gration.

Still, Shneidman and Sullivan may have been wrong in thinking

that suicide is an exclusively human phenomenon. Perhaps the clear-

est examples of animal suicidal behavior involve a phenomenon

dubbed “adaptive suicide” in insects and possibly in birds. For in-

stance, researchers have studied pea aphids, which are parasitized by

a specific species of wasp.53 The wasp injects an egg into the host

aphid; the young wasp matures inside the aphid, feeding upon its or-

gans. When the wasp is ready to emerge as an adult, it chews a hole

out the back of the aphid’s body. Aphid populations can be devas-

tated by parasitic wasps.

Recall that DeCatanzaro theorized that self-sacrifice carries sur-

vival value for an individual who has few prospects for reproduction

and who poses such a burden to close kin—who carry his or her

genes—that it reduces their prospects for reproduction. The parasit-

ized pea aphid could be viewed as just such an individual—prospects

for reproduction are few, because death is imminent; a potential bur-

den is posed to close kin, because the parasite wasp will live on to in-

fect other pea aphids. Aphids parasitized early in development, and

who thus would not produce any offspring, frequently engage in a

kind of “aphid suicide”—specifically, they drop from their host plant
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to the ground, where they are frequently preyed on by ladybugs and

other natural predators.

Worker bumblebees parasitized by a specific species of fly will of-

ten abandon their nest altogether, cutting themselves off from the

hive and ensuring their death. The bees’ behavior can be seen as an

instance of adaptive suicide because the parasitized bee’s premature

death kills the parasite and avoids its spread in the bee colony.54

A similar phenomenon may affect birds. Under famine conditions,

evolutionary pressures may select for behaviors like fratricide (one

member of a brood killing its sibling), infanticide (a parent killing

the offspring), and suicide (by the nestling with the shortest life ex-

pectancy, which abandons the nest prematurely).55 This kind of self-

sacrifice is sort of what Durkheim had in mind (though from an en-

tirely different perspective) when he wrote about altruistic suicide,

which he defined as self-sacrifice for the good of the group. A key

difference, however, is that adaptive suicide takes place not for the

good of the group, but for the good of one’s own genes.

Perhaps an even clearer example of self-sacrifice for the good of

one’s genes occurs in the Australian redback spider. Male redback

spiders submit to being cannibalized by females after sex. They do

so apparently because they thereby gain advantages in the competi-

tion for females: Cannibalized males copulate longer and fertilize

more eggs as compared to males that survive copulation. Also, female

redbacks are more likely to reject subsequent males after consuming

their first mate.56 Self-sacrifice has been selected for in the course of

male redback spider evolution.

Self-injurious behavior has been documented in nonhuman pri-

mates; most studies are on rhesus monkeys. The form of their self-

injury is usually self-biting—at times of distress, some monkeys will

bite their arms or legs, sometimes causing injury. This body of re-

search suggests that self-injury in nonhuman primates is a way to

self-regulate at times of stress (e.g., accelerated heart rate decreases

when the behavior is enacted). Animals with early stress experiences
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are vulnerable to the behavior, suggesting that these early experiences

disrupted the development of more normal stress-regulation abili-

ties. Self-injury as a means to regulate emotions has been docu-

mented in humans too, of course, particularly among those with

borderline personality disorder.

Apart from adaptive suicide in insects, birds, and spiders, there

is very little evidence of death by suicide in animals. There is at least

one claim that dogs sometimes die by suicide—by drowning or by

food refusal in response to being cast out of a household or re-

morse57—but this assertion would need more systematic scientific

support before it is given much credence.

I said earlier that I believe suicidal people are mistaken when they

view themselves as burdens. An adaptive suicide viewpoint would

suggest otherwise—specifically, that suicidal behavior evolved in hu-

mans to remove actual (not just perceived) burdens from kin and

thus facilitate kin’s survival. In fact, when researchers interviewed the

significant others of eighty-one people who had recently attempted

suicide, a majority of significant others reported that their support of

the patient represented a burden to them.58

Nevertheless, I do not much like this adaptive suicide view; my

own dad died by suicide and the idea that he was an actual burden

is offensive. My view is that self-sacrifice is adaptive in some ani-

mal species. It may have been adaptive under certain conditions in

the course of human evolution, but we will never really know. Most

important, it does not really matter now. What matters now is that

perceived burdensomeness—and, to the extent that it exists, actual

burdensomeness—are remediable through perception- and skill-based

psychotherapies. Death is no longer adaptive, if it ever was.

A Note on Life Insurance

Perceived burdensomeness implies a kind of calculation along the

lines of, “my death will be more valuable to others than my life.” It is

interesting to consider the issue of life insurance in this regard. The
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usual life insurance policy will pay for death by suicide provided that

the death occurs two years or more after the initiation of the policy.

If the death occurs before two years have passed, a usual practice is

that premiums plus interest are returned, but the policy is not paid.

If people are considering suicide and they imagine that their death

will confer benefits to loved ones, then life insurance could enter into

suicidal people’s thinking. A higher benefit could conceivably en-

courage suicide. It would be interesting to know the percentage of

those who die by suicide with life insurance versus the percentage of

those who die by other means with life insurance. Any comparison

like this should adjust for demographics, which are very different be-

tween those who die by suicide versus those who die by other means.

One way to do this would be to limit comparisons to one ethnicity

and age range, say, white men over fifty. If, after such adjustments,

more suicides are insured, it would suggest that life insurance possi-

bly figured into the calculations made by suicidal people. It would

only be suggestive, though, because other factors could have influ-

enced the data. Perhaps a personality variable like lack of optimism

would explain both the tendency to take out life insurance policies

and a tendency toward suicidal behavior.

Perhaps not surprisingly, data on this issue are hard to come by. In

the 1920s and 1930s, Metropolitan Life paid out more life insurance

money per claim on suicide versus other deaths, though it was not

clear that this was corrected for gender and ethnicity. The figures in

1925 were $2,283 (suicide) versus $1,867 (nonsuicide). In 1931, the

respective figures were $3,580 versus $2,216.59 These numbers are ob-

viously quite dated, but suicide often remains the most expensive

category of death for life insurance companies today.

As with the findings related to the acquired ability to enact lethal

self-injury, alternative explanations exist for some of the results link-

ing perceived burdensomeness to suicidality (e.g., the studies on in-

creased suicide in difficult economic times are amenable to many in-
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terpretations). Relatively few studies have explicitly tested the specific

role of perceived burdensomeness in suicidality. On the positive side,

every study specifically examining burdensomeness and suicidality

had stringent features, and each produced results supportive of the

role of burdensomeness in serious suicidality. As with the findings on

acquired ability to enact lethal self-injury, the results reviewed on

burdensomeness were from a wide array of topic areas, samples, and

methodologies. That such diverse data are at least consistent with the

parsimonious construct of perceived burdensomeness inspires some

confidence in its role in suicidality.

The current model asserts that to perceive oneself as so ineffective

that loved ones are threatened and burdened is a source for the desire

for suicide. Perceived burdensomeness, not actual burdensomeness, is

the key variable in this account. Empirical data to date, including

studies explicitly testing this assertion, are supportive. Assuming the

capability for suicide, perceived burdensomeness removes one of the

two key barriers to suicide. Even for a person who has acquired the

capability for suicide and perceives him- or herself to be a burden,

there remains one “saving grace”—belongingness. In my view, if the

need to belong is satisfied, the will to live remains intact.

Thwarted Connectedness: The Sense that One Does Not Belong

William James, in The Principles of Psychology (1890), wrote, “No

more fiendish punishment could be devised, were such a thing physi-

cally possible, than that one should be turned loose in society and

remain absolutely unnoticed by all the members thereof. If no one

turned around when we entered, answered when we spoke, or

minded what we did, but if every person we met ‘cut us dead,’ and

acted as if we were non-existent things, a kind of rage and impotent

despair would before long well up in us, from which the cruelest

bodily torture would be a relief.” I think James’s use of the phrase
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“cut us dead” is telling, as is the insight that bodily torture can, under

some circumstances, be a relief.

The need to belong is a fundamental human motive. When this

need is thwarted, numerous negative effects on health, adjustment,

and well-being have been documented. It is interesting to note that

the pain of thwarted belongingness may activate similar brain areas

as physical pain. It has long been known that a brain center called

the anterior cingulate cortex is important for the processing of physi-

cal pain signals. Eisenberger and colleagues60 obtained brain scans

of undergraduates as they played “cyberball.” “Cyberball” is a com-

puterized ball-tossing game. Participants believed they were playing

with two other players, and during the game, the two players ex-

cluded the participant. In reality, there were no other players; partici-

pants were playing with a preset computer program.

If someone is in a brain scan machine and receives a pain stimu-

lus, the scan will show activity in the anterior cingulate cortex. Simi-

larly, for participants who were excluded during “cyberball” and re-

ceived the psychological pain stimulus of feeling socially excluded,

the brain scan detected activity in the anterior cingulate cortex. The

researchers argued that evolutionary processes had recruited the phys-

ical pain system to warn us of something potentially as dangerous as

physical pain—namely, social exclusion or ostracism (which is like

death, figuratively and often literally, for highly social animals). The

need to belong is psychologically fundamental, and may have been

fundamental in conferring evolutionary benefits to our ancestors.

My view is that this need to belong is so powerful that, when satis-

fied, it can prevent suicide even when perceived burdensomeness

and the acquired ability to enact lethal self-injury are in place. By

the same token, when the need is thwarted, risk for suicide is in-

creased. This perspective, incidentally, is similar to that of Durkheim,

who proposed that suicide results, in part, from failure of social inte-

gration.
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Some of the Stoic philosophers were proponents of rational sui-

cide, but even they could not overcome the need to belong. For ex-

ample, Seneca said, “Does life please you? Live on. Does it not? Go

from whence you came. No vast wound is necessary; a mere punc-

ture will secure your liberty. It is a bad thing (you say) to be under

the necessity of living; but there is no necessity in the case. Thanks

be to the gods, nobody can be compelled to live.” But when Seneca

became seriously ill and desired suicide, he could not carry through,

specifically because he could not bear to think of how his father

would react. His connection to his father prevented his suicide. (I

believe he also underestimated the ease with which suicide is

completed—his statement that “No vast wound is necessary; a mere

puncture will secure your liberty” contrasts with statements in Chap-

ter 2 about the extreme difficulty of death by suicide.) Notably, Sen-

eca later died by suicide, but well after his father’s death.

This same sentiment is often expressed in suicide risk assessments.

When asked about the likelihood of suicide, many patients respond

that though they have thought of suicide, their connection to a loved

one makes it impossible (e.g., “I couldn’t do that to so-and-so”). This

is of course no guarantee that someone will not attempt suicide, but,

as noted below, this clinical anecdote has some empirical support.

Women with numerous children may be less prone to suicide than

women with no or few children, for example.61

In his work The Metaphysics of Ethics, Immanuel Kant writes, “To

dispose of one’s life for some fancied end is to degrade the humanity

subsisting in his person, and entrusted to him that he might uphold

and preserve it.” Kant misses the perspective of the truly suicidal in-

dividual, whose belongingness is so thwarted that she or he does not

feel connected to humanity, and who feels that living life, not dying,

degrades humanity.

Sylvia Plath, the poet who died by suicide at the age of thirty,

wrote, “So daddy, I’m finally through. / The black telephone’s off at
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the root, / The voices just can’t worm through.” I think these lines

convey that thwarted belongingness is more than just loneliness;

rather, it is the sense that sustaining connections are obliterated

(“off at the root”). These lines also conflate belongingness and death

(voices worming), which can be seen as an instance of the pattern

mentioned previously, in which imminently suicidal people fuse

death and life.

Shneidman’s Ariel recalled that on the day of her self-immolation

“I had various friends that I did know and it just seemed like they re-

ally just didn’t have time for me.” Just before her self-immolation,

Ariel described going to her friends’ house to return a borrowed

toaster; she wrote, “I remember just walking in and walking through

the house and by this time I was sobbing again. And not one word

was said to me by these people . . . And I just walked through the

house, put the toaster on the kitchen table and walked right out. And

nobody touched my arm, nobody asked what’s wrong, nobody even

gestured, and it upset me even more that this was sort of the end.”

In his 2003 New Yorker article on suicide at the Golden Gate

Bridge, Tad Friend quoted psychiatrist Jerome Motto on the suicide

that affected him most. Motto said, “I went to this guy’s apartment

afterward with the assistant medical examiner. The guy was in his

thirties, lived alone, pretty bare apartment. He’d written a note and

left it on his bureau. It said, ‘I’m going to walk to the bridge. If one

person smiles at me on the way, I will not jump.’”

Shneidman noted several other poignant examples of failed be-

longingness in suicide: “I haven’t the love I want so bad there is noth-

ing left” (from a forty-five-year-old married woman who died by

overdose); “I really thought that you and little Joe were going to

come back into my life but you didn’t” (from a twenty-year-old mar-

ried man who died by hanging); “I just cannot live without you. I

might as well be dead . . . I have this empty feeling inside me that is
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killing me . . . When you left me I died inside” (from a thirty-one-

year-old separated man who died by hanging).62

David Reimer, the man described in Chapter 2 who was born a

boy, raised as a girl, and then changed back to a man in adolescence,

felt this inability to belong. A few years before his death by suicide, he

described some of his past experiences in relating to others, and said,

“There’s no belonging. So you’re an outcast. It doesn’t change.”63

When asked how he had felt as a girl watching his classmates pair off

romantically, he said, “These people looked like they knew where

they belonged. There was no place for me to feel comfortable with

anybody or anything.”64

On January 5, 2002, fifteen-year-old Charles Bishop stole a small

single-engine plane and crashed it into the Bank of America building

in Tampa, Florida. An article from the June 14, 2004 Tampa Bay On-

line described the final report on the boy’s death (classified as a sui-

cide). The last line of the article read, “Bishop’s mother said he had

no neighborhood friends, and she had not met any of his friends

from school.”

The empirical literature also affirms a connection between failed

belongingness and feeling suicidal. In the sections below, this work is

summarized, starting with research on the general connection be-

tween depressive symptoms (one of which is suicidality) and experi-

ences of disconnection from others.

Behavioral Features of Depression Indicating Low Social Connection

Connection to others can be seen in basic behavior, like eye contact

and harmony between one person’s and another’s facial expressions

or gestures. Several studies have demonstrated that depressed people

engage in less eye contact than do nondepressed people.65 Similar

findings have emerged with regard to non-verbal gestures. For exam-

ple, as compared to others, depressed people may engage in less
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head-nodding during conversation; head-nodding is a gesture af-

firming connection that communication partners find rewarding.66

Depressed and suicidal people have trouble engaging in the subtle

back-and-forth dance of nonverbal communication—they often do

not return eye contact, do not display animated facial expression in

reactions to others, and do not use gestures like head-nodding that

others find affirming and engaging.

Research on Social Isolation, Disconnection, and Suicidal Behavior

In the last section on perceived burdensomeness, I noted that rela-

tively few studies had empirically assessed the connection between

burdensomeness and suicidality, though all studies were supportive

of the link. The situation is different with regard to failed belonging-

ness: The fact that those who die by suicide experience isolation and

withdrawal before their deaths is among the clearest in all the litera-

ture on suicide.

An intriguing example involves language use by poets who died by

suicide compared to nonsuicidal poets as the poets’ deaths neared.67

These researchers used the Linguistic Inquiry and Word Count

(LIWC), mentioned earlier, to analyze text into its components—

for example, tendency to use action verbs, words denoting negative

emotion, and so on. Their results suggested escalating interpersonal

disconnection in the suicidal poets but not the poets who died by

other means. Specifically, as the suicidal poets’ deaths approached,

their use of interpersonal pronouns (e.g., “we”) decreased noticeably.

Similarly, Shneidman reports on a young man who had survived a

self-inflicted gunshot wound and later wrote, “Those around me

were as shadows, bare apparitions, but I was not actually conscious

of them, only aware of myself and my plight. Death swallowed me

long before I pulled the trigger. I was locked within myself.”68

I recently conducted a study using the LIWC software to examine

psychological variables associated with suicidal behavior by analyz-
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ing differences in linguistic patterns in two literary characters in Wil-

liam Faulkner’s novel The Sound and the Fury. These characters, the

brothers Quentin and Jason Compson, each have a section in the

novel that is written from a first person, stream-of-consciousness

point of view. Quentin’s section is written the day before he dies by

suicide. Jason’s section is written approximately ten years later. Each

section of the novel reveals characters’ inner thoughts and cognitive

processes as they are occurring. Accordingly, an analysis of psycho-

logical variables over time as written by Faulkner for Quentin and Ja-

son seemed feasible.

I wondered whether Faulkner was skilled enough to accurately

portray psychological aspects of approaching suicide, phenomena

that were not well elucidated by those studying suicide at the time

Faulkner was writing The Sound and the Fury (published in 1932).

Indeed, we found that Quentin’s use of social words decreased as his

death by suicide approached; Jason’s use of social words did not

change over time.69 Faulkner accurately portrayed relatively poorly

understood, intense, and rare psychological processes—still more in-

dication of his literary genius.

Work on nonfictional people reaches similar conclusions. In a sur-

vey on several hundred community participants, as well as on five

high-suicide-risk groups (e.g., general psychiatric patients, incarcer-

ated psychiatric patients), social isolation stood out as a correlate of

suicidal ideation (perceived burdensomeness toward family was also

a strong correlate).70 Similarly, in a study of psychiatrists’ reports on

their patients’ suicides, three variables were seen as frequently pres-

ent in the month preceding suicide: feeling a burden on others; social

withdrawal; and help negation.71 Help negation (the tendency to

thwart help, especially therapeutic help) has been viewed as a process

of interpersonal disconnection, and as such, may represent an in-

stance of thwarted belongingness.72

Conner and colleagues assessed men with alcohol dependence
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who died by suicide. Among the risk factors for completed suicide

were living alone and loss of a partner within the last month or two

before death.73 Similarly, a comparison of those who died by suicide

and those who died by other means revealed that those who died by

suicide were more likely to have been recently separated and living

alone.74 Significant others of people who had recently attempted sui-

cide pointed to loneliness in the patients as an important factor in

their suicide attempt.75

A study of African-American women examined reasons for the as-

sociation between types of childhood maltreatment and suicidal be-

havior. Of various factors examined, alienation (defined as inability

to establish basic trust and achieve stable and satisfying relation-

ships) was the most robust, fully explaining the link between all

forms of childhood maltreatment and later suicidal behavior.76

Marital Status, Parenting, and Suicidality

As the studies on social isolation might suggest, nonmarried status

is a demographic risk factor for suicide. The majority of deaths by

suicide among Native Americans of the Apache, Navajo, and Pueblo

tribes, for instance, were of single people.77 Statistics indicate the

following suicide rates in the United States in 1999: divorced—32.7

per 100,000; widowed—19.7 per 100,000; single—17.8 per 100,000;

married—10.6 per 100,000.78 These national statistics are of course

open to many interpretations, but they are consistent with the view

that belongingness (as indicated by married status) is a suicide

buffer, whereas thwarted belongingness (as indicated by nonmarried

status) is a risk for death by suicide. This is particularly evident

with regard to divorce (which confers a threefold increase in risk rel-

ative to married status). In context of the model proposed here, it is

tempting to speculate that suicide rates among divorced people are

particularly high because divorce can affect both basic feelings of ef-

fectiveness (e.g., feeling a failure as a spouse) and basic feelings of
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connectedness (losing social contact not only with a spouse, but po-

tentially with the spouse’s family, with children, and with friends

previously shared with the spouse).

These statistics on marital status converge with a literature in-

spired by Durkheim’s emphasis on failures of social integration as a

source for suicide.79 For example, a study of suicidality and family

and parental functioning in over 4,000 high school students in Ice-

land concluded that those adolescents who were well integrated into

their families thereby derived protection from suicide; the indices re-

lated to family integration (cf. belongingness) wielded stronger in-

fluence on suicidality than did indices related to how the parents

were functioning.80

With regard to connections with children, there is evidence that

having large numbers of children protects against suicide. In a study

of nearly a million women in Norway, over 1,000 died by suicide

during a fifteen-year follow-up. Women with six or more children

had one-fifth the risk of death by suicide as compared to other

women.81 The suicide rates in Canada’s provinces are associated with

birth rates, such that more births correspond with fewer suicides,

consistent with the possibility that ties to new children buffer against

suicidality.82 In a very persuasive study on this point on over 18,000

Danish people who died by suicide and over 370,000 matched con-

trols, having children, especially young children, was protective

against suicide, even when accounting for powerful suicide-related

variables like marital status and psychiatric disorder.83 To my knowl-

edge, no studies like this have been conducted specifically on fathers,

parenthood, and suicide.

The result on mothers, parenthood, and suicide may even extend

to pregnancy. Marzuk and colleagues examined the autopsy reports

for all women who died by suicide in New York City from 1990 to

1993 and compared them to overall mortality statistics in age- and

race-matched women in New York during the same time period.

The Desire for Death ● 125



During the study, there were 315 women who died by suicide in New

York City, six of whom were pregnant, which was one-third the

number that was expected given New York City female population

rates.84 These researchers concluded that pregnancy conferred pro-

tection from suicide; I would suggest that the protective influence in-

volved feelings of connection to the baby, as well as feeling needed by

the baby and thus not a burden.

Pregnancy, by itself, is no solution to longstanding feelings of dis-

connection and perceived burdensomeness, however. In fact, consis-

tent with this assertion, my colleagues and I found that initially pes-

simistic teenagers reported low depression while pregnant (perhaps

because of the belief that connection to the baby and the baby’s fa-

ther would solve ongoing problems), but reported high depression

postpartum (perhaps because, in addition to the usual physiological

and psychological challenges of childbirth, the idea that motherhood

would solve ongoing problems was not confirmed).85

If failed belongingness is implicated in suicidality, one might pre-

dict that twins enjoy some protection from suicide, given the belong-

ingness inherent in twinship. If fact, there is evidence to support this

prediction. Using population-based register data from Denmark, re-

searchers found that twins have a reduced risk of suicide. The suicide

rate among the more than 21,000 twins, as compared to nontwins,

was 26 percent lower for men and 31 percent lower for women.86

Some studies have found mental illness to be slightly more common

among twins than among singletons. Twins’ belongingness may off-

set the risk for suicide conferred by slightly higher rates of mental

disorders.

The loss of a parent relatively early in life appears to confer risk for

suicide later in life. In Eskimos in the Bering Strait region, the major-

ity of a sample of suicide attempters had lost a parent during child-

hood.87 Close to half of a sample of famous people who died by sui-

cide experienced loss of a parent before age eighteen.88 Researchers
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compared the records of patients with borderline personality disor-

der who had died by suicide to living control patients with border-

line personality (a stringent comparison, because some proportion

of the living control patients were at elevated risk for later suicide by

virtue of their borderline personality disorder diagnosis). The sui-

cide group experienced childhood losses such as death of a parent

more frequently than the control group.89 There are of course alter-

native explanations to the link between early separation from a par-

ent and later suicidality in the child (especially if the parent’s death

was by suicide, in which case genetics would be implicated), but a di-

minished sense of belongingness from losing a parent is one viable

viewpoint.

Immigration and Suicide

Like separations from parents, separations from a “mother country,”

according to a belongingness view, might be associated with height-

ened suicidality. The very high rate of suicide in Buenos Aires, Ar-

gentina in the late 1800s was attributed to massive immigration, with

a high rate of suicide among foreign-born males.90 In a study of

nearly lethal suicide attempts by 153 people and 513 matched con-

trols, participants were asked about changing residence over the past

year. Changing residence in the past year was associated with a nearly

lethal suicide attempt, as were specific dimensions related to the

move, such as distance and difficulty staying in touch.91 All of these

aspects of moving are associated with a sense of disconnection.

National Tragedies and Suicide

In times of acute national crisis, people pull together, and belong-

ingness should thus increase. According to my model, then, national

crises, despite their negative aspects, should nevertheless suppress

suicide rates. There are data to support this view, at least regarding

three salient national tragedies in the United States. First, suicide
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rates in response to the assassination of President John F. Kennedy

were investigated. In the twenty-nine U.S. cities included in the re-

port, no suicides were reported during November 22–30, 1963. By

contrast, several suicides occurred during November 22–30 of years

before and after 1963.92 Second, in the two weeks preceding the Chal-

lenger disaster in 1986, there were 1,212 suicides in the United States;

in the two weeks following the disaster, there were 1,099. Third, al-

though detailed suicide rates are not readily available for the period

following the terrorist attacks of September 11, 2001, calls to 1-800-

SUICIDE, a national toll-free suicide crisis hotline, plummeted from

an average of around 600 calls per day to around 300 per day—an

all-time low—in the days following the attacks.

An additional documented phenomenon that conforms to this

pattern is decreased suicide rates during times of war.93 Regarding

war, in their classic study, Dublin and Bunzel stated, “Contrary to

what might be expected, times of disorganization and chaos such as

prevail during a war apparently do not increase that personal disinte-

gration which leads to a larger number of self-inflicted deaths. It

would seem that the all-engrossing, unaccustomed activities and the

enlargement of interests to include more than the ordinary petty

concerns of a limited circle of family and friends absorb people’s en-

tire attention and prevent them from morbid brooding over individ-

ual troubles and disappointments . . . There is no time during war to

indulge in personal or imaginary worries.”94 They go on to document

relatively low rates of suicide during the American Civil War and the

Franco-Prussian War.

Statistical bulletins put out by Metropolitan Life Insurance Com-

pany in the 1940s also show low suicide rates during World War II. A

bulletin from 1942 states, “The death rate from suicides among the

policyholders of the Metropolitan Life Insurance Co. for 1942 is

practically the same as for 1941 and is with one exception the lowest

on record. Likewise, 1941 suicide rates in England were 15%, in Ger-
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many 30% below the 1939 level. Wartime drop in suicide rates is a

general phenomenon observable even in neutral nations. The phe-

nomenon is ascribed to economic forces and such psychological

forces as forgetting one’s petty difficulties and finding a new purpose

in rallying to the defense of one’s country.”

A postwar bulletin put out in 1946 read, “The downward trend

characterizing the suicide death rate in this country during the war

was abruptly reversed following V-E Day.” Thus, nationally absorb-

ing incidents, whether they are tragedies or wars, tend to suppress

suicide rates, probably because they pull people together. In the case

of war, the pulling-together effect appears to fade as the war ends.

Does Being a Sports Fan Have Anything to Do with Suicide?

The camaraderie and sense of belongingness from being a fan of

sports teams can be considerable, especially under conditions of suc-

cess (as many who have lived in university towns have observed

when the university wins a national championship). It is interesting

to consider, then, whether teams’ success affects suicide rates; from

the present perspective, it might, in that increased belongingness

should be associated with lower suicide rates.

Believe it or not, some studies suggest a connection between sports

teams’ performance and suicide rates. One study assessed the suicide

rates as they related to success of professional sports teams in twenty

U.S. metropolitan areas from 1971 to 1990. Results showed that the

team making the playoffs and winning a championship both were re-

lated to a decline in the local suicide rate.95 Another study examined

the association between a soccer team’s defeat (high-profile defeats

of Nottingham Forest in 1991 and 1992) and deliberate self-poison-

ing. The accident and emergency records of a university hospital

were examined, and results indicated an excess of deliberate self-

poisoning incidents during the time frames following the defeats.96

A third study postulated that a long run by hockey’s Montreal
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Canadiens in the Stanley Cup playoffs is a time when people in Que-

bec experience increased informal interpersonal contact, and that

this would serve to suppress the suicide rate in the area. By contrast,

when the Canadiens are eliminated early on, the study hypothesized

that interpersonal contact (belongingness) would be relatively less,

and the suicide rate might increase. One of the study’s clearer results

was an increase in the suicide rate in young men in Quebec when the

Canadiens were eliminated from the playoffs early on.97

It appears that sports teams’ poor performance can affect suicide

rates. Can good performance do so as well? My students and I re-

cently conducted three studies to see if sports-related “pulling to-

gether” is associated with lower suicide rates.98 In the first study, the

suicide rates in Franklin County (Columbus), Ohio, and Alachua

County (Gainesville), Florida were correlated with the final national

ranking of the local college football teams—the Ohio State Buckeyes

and the Florida Gators, respectively. These teams are of substantial

concern to the local population. Given the effect that these teams’

success has on their communities, we expected that there may be

an association between the teams’ final national ranking (which is

known by early January of a given year) and the suicide rate in that

year. In fact, we found that suicide rates in both Franklin County and

Alachua County were associated with national rankings of the col-

lege teams, such that better rankings were related to lower suicide

rates.

In the second of our three studies, we made a prediction regarding

the “Miracle on Ice,” when the U.S. Olympic hockey team upset the

Russians, the world’s dominant hockey team at the time. This oc-

curred on February 22, 1980. It is fair to say that the 1980 U.S. Olym-

pic hockey team’s surprising victory over the dominant USSR team

captured the country’s attention. In fact, twenty-two years later, the

players were the final torchbearers for the Salt Lake Winter Games,

and there was a 2004 movie about the team entitled Miracle. The vic-
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tory itself was amazing, but its resonance was heightened by the

geopolitical climate at the time. On February 22, 1980—the date of

the “Miracle on Ice”—the Iran hostage crisis was in its 111th day,

and the Soviet Union’s invasion of Afghanistan was approximately

thirty days old. The victory, both in and of itself and because of its

symbolic qualities, clearly exerted a “pulling together” effect on peo-

ple in the United States. We therefore expected that the U.S. suicide

rate might be particularly low on February 22, 1980 as compared to

other February 22nds before and after. In fact it was—fewer suicides

occurred on the day of the “Miracle on Ice” than on any other Febru-

ary 22 in the 1970s and 1980s.

These first two studies, as well as the previous literature on sports

phenomena and suicide, leave open the possibility that suicide rates

are lower at times of success not because of pulling together, but be-

cause of a sense of increased efficacy, vicariously obtained through

the team’s success. The studies on national disasters are not compati-

ble with this possibility; nevertheless, in our third study, we were

able to address it directly in the domain of sports by examining the

number of suicides occurring in the United States on Super Bowl

Sunday, as compared to suicides occurring the Sunday before and

after. Though approximately a third of the U.S. population watches

the Super Bowl, the majority are not devoted fans of either of the

teams in a given Super Bowl; thus the “vicarious efficacy” explana-

tion would not be a convincing explanation for any Super Bowl ef-

fect. We predicted that suicide rates on Super Bowl Sundays would be

lower than on comparison Sundays, but only from the mid-1980s on,

when the Super Bowl was firmly entrenched in the national con-

sciousness as an occasion for social gathering (not just for men, but

for women too, in part because of the advertising and spectacle asso-

ciated with the game—a phenomenon that took hold in the early- to

mid-1980s).99 This was precisely what we found.

Although none of these three studies alone provides conclusive ev-
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idence that sports-related “pulling together” increases belongingness

and thus leads to reduced suicide rates, taken as a whole these studies

provide converging evidence that is consistent with the hypothesis.

This is particularly true when it is considered together with the di-

verse and converging lines of evidence (on twins, parents, poets,

Faulkner, etc.) relating low belongingness and suicidality.

Fans of teams that have not won championships in decades may

be wondering where they fit in here. A prominent example involves

fans of the Chicago Cubs (though having grown up in Atlanta, I

would point out that I can count major Atlanta sports champion-

ships on one finger, whereas people in Chicago have fared far better).

Would I predict high suicide rates in Chicago because of the Cubs?

My answer is no, and again, it has to do with belongingness. There

is a kind of camaraderie inherent in the Cubs’ plight, and Cubs

fans have pulled together, much as people do for serious tragedies.

Another interesting example, of course, is the Boston Red Sox. Like

the Cubs, their fans were long-suffering . . . until the fall of 2004, that

is, when the Red Sox won the World Series. When detailed suicide

data are available for this period in Boston, it will be very interest-

ing to see whether the success of the Red Sox suppressed local sui-

cide rates.

Belonging to Death

In the previous chapter, I noted that people who are far along the tra-

jectory toward suicide come to see death in a very peculiar light; they

use terms like “beautiful” and “graceful” when describing it, and

seem to fuse concepts of death, destruction, and waste, on the one

hand, with life, sustenance, and nurturance, on the other hand. I be-

lieve this can only happen once someone has lost the visceral fear of

death—in other words, has acquired the ability to enact lethal self-

injury, as described in the last chapter. Thwarted belongingness may
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also be implicated. As people lose connections to others, they may

start to form connections to the idea of death. Consider, for example,

the quotations in Chapter 2 from Sylvia Plath’s poem “Edge” and

Richard Heckler’s interviews with suicide survivors.100 In such exam-

ples, there is no mention of other people; the connection is to death

and its symbols.

Some people do, however, merge the need to belong with

suicidality. In the September 13, 2003 issue of Asia Times Online,

reporter Suvendrini Kakuchi wrote, “Japan, a suicide-prone country,

is grappling with a new trend—a spate of Internet-related suicides

linked to websites where young people, who are total strangers, can

contact one another to plan their deaths.” The article continues, “The

latest incident was reported in May, when a 24-year-old man and two

women, 23 and 20, met for the first—and last—time at a train sta-

tion, got into a car together and drove to a wooded area where

they asphyxiated themselves.” The Japanese media reported they

had accessed a suicide website, and a letter left by the man in the car

revealed they had become acquainted for only one reason—“just

wanted to die together, nothing else.” By the logic of the model pre-

sented here, I assume that these people’s need to belong was

thwarted, which contributed to their desire for death. But it is a testi-

mony to the power of the need to belong that even in suicide, some

people want company.

Similarly, in Jon Hilkevitch’s Chicago Tribune article in 2004 on

recent suicides on subways and other rail lines, he wrote, “Almost

always, suicide victims peer into the locomotive cab in their final

moments. They stare right into the eyes of the engineer, perhaps

reaching for a last human connection.” An engineer said of a recent

suicide, slowly shaking his head, “He looked up at me right when I

hit him.” The engineer continued, “I’ve heard other engineers say

[people committing suicide] look at you. I don’t know why they do
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it. I sure wish they wouldn’t, because the picture stays with you. You

try to forget about it, but you don’t ever, really. It ain’t easy.”

How Do Burdensomeness and Thwarted Belongingness
Relate to Each Other?

My model assumes that two psychological conditions are necessary

to the will to live, effectiveness and connectedness. If one is intact, so

is the will to live. Numerous theorists have articulated aspects of this

assumption in a variety of ways. William James, with regard to those

who do not feel a sense of belongingness, wrote, “to those who must

confess with bitter anguish that they are perfectly isolated from the

soul of the world . . . [contributing to society] may not prove such an

unfruitful substitute. At least, when you have added to the property of

the race, even if no one knows your name, yet it is certain that, with-

out what you have done, some individuals must needs be acting now

in a somewhat different manner. You have modified their life; you are

in real relation with them . . . And is that such an unworthy stake to

set up for our own good, really?”101 James is claiming that effective-

ness can be sustaining, even in the context of failed belongingness.

The emphasis on feeling effective and connected is reminiscent

of the famous dictum that mental health involves satisfying work

and love.102 Much of the material reviewed above is consistent with

the assumption that effectiveness and connectedness are the key in-

gredients of the will to live. In fact, a recent study is consistent with

this assumption. Researchers used several scales from the Minnesota

Multiphasic Personality Inventory (MMPI), administered in early

adulthood, to predict later death by suicide. Numerous scales were

examined, but the only two that could discriminate those who died

by suicide from depressed living controls and from non-depressed

living controls were related to burdensomeness and low belong-

ingness—the scales were “self-blame” and “social introversion.”103
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Incidentally, the Atlanta Journal-Constitution reported that on July

7, 2004, a man threatening to jump off a bridge onto the northbound

lanes of interstate I-75/I-85 (which combine in downtown Atlanta)

brought all northbound interstate traffic to a halt. This was the sixth

such incident from March to July 2004 in Atlanta. What is the psy-

chological experience of someone who feels isolated and ineffective

enough to threaten suicide, and then within minutes, has an audi-

ence of very concerned emergency personnel and has shut down a

big part of a large city’s transportation, affecting thousands of peo-

ple? One wonders whether the rush experienced by having such an

effect (affecting the city) and belonging (concern of a crowd of

emergency personnel) allays the initial suicidal desire.

One also wonders if any of the attempted suicides in Atlanta oc-

curred on a Monday. My guess is that they did not, because the six

people in Atlanta did not seem resolved to die by suicide; Monday is

the day of the week on which most people actually die by suicide.104

There are multiple reasons why this is so, including people with-

drawing from weekend substance abuse. But it is interesting to spec-

ulate that for the person wracked by feelings of burdensomeness and

low belongingness, Monday may be especially difficult. The upcom-

ing week may be perceived as a further challenge to one’s effective-

ness, and whatever belongingness one could manage over the week-

end may be disrupted by a return to the work week.

However, some questions about the roles and interrelations of per-

ceived burdensomeness and failed belongingness remain. For exam-

ple, it could be argued that, to feel a burden on others, one must feel

connected to them; thus, burdensomeness implies belongingness.

This of course would pose a problem for the view proposed here that

the co-occurrence of burdensomeness and thwarted belongingness

lays the groundwork for suicidal desire. In reply, to perceive oneself

as a burden on others (whether on family or society) requires only a

minimal connection to them. To view oneself as a member of a fam-
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ily or of a society is all that is required to feel a burden on them.

Therefore, only the complete absence of any ties whatsoever to others

might prevent one from feeling a burden, even if one feels ineffective.

An assumption of the present view is that human nature in general,

and the need to belong in particular, are such that virtually no one

experiences no ties whatsoever to others.

Of course, it is likely that feeling disconnected could affect feel-

ings of effectiveness, and vice-versa. For example, low feelings of ef-

fectiveness may threaten belongingness. In a relevant study, research-

ers led participants to believe that their partner perceived a problem

with their relationship. In response, those lower in effectiveness en-

gaged in behaviors that reduced relationship closeness, whereas those

higher in effectiveness did not. In this study, low effectiveness facili-

tated low belongingness.105

According to the model described here, serious suicidal behavior

requires the desire for death. The desire for death is composed of

two psychological states—perceived burdensomeness and failed be-

longingness. On belongingness, recall the example of the man who

left a note in his apartment that said, “‘I’m going to walk to the

bridge. If one person smiles at me on the way, I will not jump.” The

man jumped to his death. On burdensomeness, recall the study that

genuine attempts are often characterized by a desire to make others

better off, whereas nonsuicidal self-injury is often characterized by

desire to express anger or punish oneself. Examples like these sup-

port the direct involvement of failed belongingness and perceived

burdensomeness in the desire for death. Either of these states, in iso-

lation, is not sufficient to instill the desire for death. When these

states co-occur, however, the desire for death is produced; if com-

bined with the acquired ability to enact lethal self-injury, the desire

for death can lead to a serious suicide attempt or to death by suicide.
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4

WHAT DO WE

MEAN BY SUICIDE?

HOW IS IT

DISTRIBUTED

IN PEOPLE?

In the previous chapter, I asserted that those who desire suicide die by

suicide only if they can. Those who can die by suicide will die only if

they want to. But who can? Those who have acquired the capability to

enact lethal self-injury. Who wants to? Those who perceive that they are

a burden on loved ones and that they do not belong to a valued group

or relationship. There are relatively large numbers of people who desire

suicide, and large numbers of those who have developed the capacity for

suicide. But there are relatively few people in the dangerous convergence

zone—those who are at greatest risk for serious suicidal behavior.

The components of the model have some interesting relation-

ships to each other. The interrelations of burdensomeness and low

belongingness have been discussed, but what of the associations be-

tween acquired ability for suicide, on the one hand, and burden-

someness and low belongingness, on the other hand? In fact, there is

evidence that social isolation may lead to increases in pain tolerance.

Researchers have shown that the pain threshold of mice increases af-

ter thirty days of isolation.1 Sensory deprivation increases the pain

threshold in people as well.2
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Just as isolation may lead to the ability to bear increased pain,

behaviors that increase the pain threshold may lead to isolation.

Provocative behaviors, like self-injury, can be off-putting. These be-

haviors can also lead others to perceive one as a burden. In one

study, a majority of the significant others of those who had re-

cently attempted suicide reported that their support of the patient

represented a burden to them.3 If people who engage in self-harm

are ostracized and viewed as a burden because of it, their sense of

belongingness may diminish and their sense of perceived burden-

someness may increase. In a number of ways, then, components of

the model presented here may feed each other. Any one of the com-

ponents could be viewed as an entry into a process whereby all

three components, and thus high risk for serious suicidal behavior,

escalate.

Any persuasive explanation of suicide should shed at least some

light on the existing data, including prevalence; the clustering and

“contagion” of suicide; and the associations of suicide with age, gen-

der, race, neurobiological indices, mental disorders, substance abuse,

impulsivity, and childhood adversity. The present model may also

contribute to the resolution of long-standing dilemmas in the field

of suicide research, treatment, and prevention, and explain some
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puzzling suicide-related facts. For example, what constitutes a proper

definition of suicide itself? Are mild suicidal ideation and lethal sui-

cidal behavior located at different points along the same underly-

ing continuum, or are they categorically different phenomena? The

model may help us think about what we mean by suicide.

Definitions of Suicidal Behavior

A man is discovered dead in his car, which has veered off the road

and slammed into a tree. There are no skid marks and alcohol is in

his system, though not at levels exceeding the legal limit. Family and

friends state that he has been somewhat despondent over the disrup-

tion of a romantic relationship, but generally doing well. Is this a sui-

cide or an accident?

A woman ingests half a bottle of pills and then immediately tells a

family member what she has done. She is rushed to the hospital,

where she initially recovers, and she confides that she did not mean

to die. Complications arise due to the overdose, however, from which

she later dies. Is this a suicide?

An adolescent pricks the side of her wrist with a pin, barely draw-

ing blood, and then immediately tells her mother what she has done.

Is this a very mild version of the same type of behavior by which

people die by suicide, or is this behavior qualitatively different than

more serious forms of suicidal behavior?

As these examples show, defining suicidal behavior is not always

straightforward. Indeed, the definition and classification of various

forms of suicidality have been a vexing and long-standing issue.4 The

questions have centered on whether suicidality represents a true con-

tinuum, ranging from mild and fleeting suicidal ideation all the way

on up to death by suicide,5 or whether some forms of suicidality are

categorically different from others (e.g., a medically lethal attempt

with stated intent to die as distinct from mild ideation).
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A complete answer to this question requires a program of research

involving a statistical technique called taxometrics.6 This technique is

complicated, but its main point is to differentiate categorical, either-

or phenomena, like biological gender, from qualitative, dimensional

continua (like temperature). This program of research needs to be

done, but to date, awaits its steward.

Until then, another approach to solving problems like this is

through theory development, and in this regard, the current model

provides some perspective. In one sense, the theory identifies a cut-

point along the continuum of suicidal symptoms; namely, the point

at which, for a given individual, suicidal ideation or behavior further

engages habituation and opponent processes. This point varies from

individual to individual, depending on the degree to which the indi-

vidual has previously acquired the capability for lethal self-injury.

In another sense, however, the current theory suggests that any cut-

point may be deceiving, because burdensomeness and failed belong-

ingness may be on the relatively less serious side of any line (because

they constitute suicidal desire, the less serious aspect of suicidality),

yet they are nevertheless key contributors to serious suicidal behav-

ior, according to the current model. Whether suicidality represents a

true continuum, ranging from mild and fleeting suicidal ideation all

the way on up to death by suicide, or whether categories are involved

(for example, medically damaging versus ideation), is a question that

future research will have to resolve.

Is Killing Oneself Always Suicide?

Another complicated issue regarding definitions involves those who

clearly caused their own deaths, but who may not be classified as

having died by suicide. The terrorist attacks of September 11, 2001

brought this issue into stark focus. First, there were people on the

upper floors of the World Trade Center who jumped to their deaths.
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At least fifty people died in this way, and the actual number is proba-

bly closer to two hundred.7 Did they die by suicide?

According to the New York medical examiner, they did not. All

September 11 deaths at the World Trade Center were classified as ho-

micides. Had even one person survived from the upper floors from

which people jumped, perhaps a case for suicidal elements could be

made, but no one from those floors survived. These people presum-

ably realized that death was imminent, and chose one form of death

over another.

Moreover, if these deaths contained suicidal elements, the demo-

graphic profile of suicide, for example regarding gender, should cor-

respond to the profile of people who jumped from the World Trade

Center. Overall, three times as many men as women died in the di-

saster. For deaths due to jumping to conform to suicide demograph-

ics, then, the ratio of men to women who died by jumping would

need to approximate twelve to one (i.e., the 3:1 ratio of male to fe-

male deaths in the disaster combined with the 4:1 preponderance

of male suicides in the United States). To my knowledge, specific

information on proportion of men and women who died in this way

is not available; anecdotal impressions from photographs, however,

suggest that, among those whose gender was identifiable, the ratio of

men to women was substantially less than 12:1. Classifying these

deaths as suicides therefore seems arguable at best.

Still, the case can be made that these deaths technically were sui-

cides, and if so, the current model should have something to say

about them. The situation on the upper floors of the World Trade

Center forced people to make horrible probability calculations (to

the degree that people under duress were even capable of such calcu-

lations)—jumping meant a quick end to suffering and certain death;

not jumping meant a minuscule chance of survival at the cost of

near-certain death by more painful means. Who would cling to this
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minuscule chance of survival? By the logic of the current model,

there are two possible answers—those who wished to jump but

could not because they were unable to enact lethal self-injury, and

those whose desire to live was enormously strong—enough so to risk

intense pain and suffering in exchange for even the smallest chance

to live.

Second, there were the terrorists themselves. Did they die by sui-

cide? As I have stated in Chapter 1, according to dictionary defini-

tions (e.g., “the act of killing oneself intentionally”), they did. Their

views appeared to have been that their self-sacrifice was for their so-

ciety’s greater good, which, in his classic work on suicide, Durkheim

might have characterized as altruistic suicide. Here again, however,

classifying these deaths as suicides seems quite arguable. The terror-

ists themselves would almost certainly have described their actions

as those of martyrs or casualties of holy war,8 especially since Islam

views suicide as a serious sin.9

Still, some might characterize these deaths as suicide, and if they

were, how does the current model understand them? It is clear that

suicide terrorists and bombers work up to the act, going through

months and sometimes years of training and preparation for the

act; in this way, they are consciously and deliberately attaining the

capability for lethal behavior. Moreover, they do appear to use a

kind of calculation related to burdensomeness (i.e., their death is

worth more to their community than their life). Their sense of be-

longingness, however, seemed quite high—another reason, from the

perspective of the current model, to view their deaths as other than

suicides, and many Muslim clerics concur that self-martyrdom and

suicide are distinct.10 Even here, however, the current view has some-

thing to contribute. It is possible that death and life merge for suicide

terrorists, such that they view death as a way to belong, and to belong

more fully than by anything they could do in life. In his 2004 book

entitled My Life Is a Weapon, C. Reuter identifies belonging in the
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memories of family and society at large as perhaps the prime motive

for suicide terrorists. As noted earlier, in at least one example—sui-

cide attackers in the Iran-Iraq War—self-sacrifice was celebrated as a

marriage of the attacker to death.

Japanese kamikaze pilots can be viewed similarly. Excerpts from

the pilots’ “how-to” manual have been published.11 One excerpt read,

“Just before the collision it is essential that you do not shut your eyes

for a moment so as not to miss the target. Many have crashed into

the targets with wide-open eyes. They will tell you what fun they

had.” An excerpt entitled, “You are now 30 meters from the target”

read, “You will sense that your speed has suddenly and abruptly in-

creased. You feel that the speed has increased by a few thousand-fold.

It is like a long shot in a movie suddenly turning into a close-up, and

the scene expands in your face.” A subsequent passage entitled, “The

moment of the crash” read, “You are two or three meters from the

target. You can see clearly the muzzles of the enemy’s guns. You feel

that you are suddenly floating in the air. At that moment, you see

your mother’s face.” These step-by-step instructions seem designed

to increase the pilots’ courage and preparations for death, reminis-

cent of the concept of resolved plans and preparations emphasized in

Chapter 2.

Like suicide bombers, kamikaze pilots seem to calculate that their

death is worth more to their community than their life. A relevant

excerpt in this regard from the “how-to” manual read, “Sink the en-

emy and thus pave the road for our people’s victory.” Another read,

“Transcend life and death. When you eliminate all thoughts about

life and death, you will be able to totally disregard your earthly life.

This will also enable you to concentrate your attention on eradicat-

ing the enemy with unwavering determination.”

And also like the suicide bombers, high belongingness seemed to

characterize the deaths of kamikaze pilots. A relevant excerpt from

their manual read, “Remember when diving into the enemy to shout
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at the top of your lungs: ‘Hissatsu!’ (‘Sink without fail!’) At that mo-

ment, all the cherry blossoms at Yasukuni shrine in Tokyo will smile

brightly at you.” According to my model, one interpretation of this is

that the pilots’ need to belong has been met by death. Another inter-

pretation, of course, is that their elevated sense of belongingness is a

reason to define their deaths as other than suicides.

Menninger viewed deaths like these as nonsuicidal. In his 1938

book Man Against Himself, he wrote, “The heroic sacrifice of scien-

tists who willingly incur the fatal risks incident to research, patriots

who lay down their lives for freedom, saints of the church and other

persons who give their lives for society, or for those they love, are

usually not considered suicidal.”12 My claim is though no model of

suicidality easily handles all of the definitional challenges presented

by examples like kamikaze pilots, my framework, relative to others,

provides more understanding of these complex phenomena.

Consider mass suicides in cults as another example. In both the

Jonestown and Heaven’s Gate incidents, people caused their own

deaths, seemingly intentionally. In Jonestown, where 914 people

died, the majority of people died from drinking a grape-flavored

drink laced with cyanide and sedatives at the behest of leader Jim

Jones; it should also be noted, however, that many people were mur-

dered in the Jonestown tragedy, either by gunshot or the injection

of poisons. In the Heaven’s Gate event, which caused the deaths

of thirty-nine people (two additional cult members died by suicide

in the months following), people died by ingesting high doses of

phenobarbital mixed with vodka, at the behest of leader Marshall

Applewhite. The Heaven’s Gate members believed that after death

they would be transported to a spaceship that was following the

comet Hale-Bopp, and that they would live on at higher evolutionary

levels.

It is plausible to argue that these were not suicides but rather mur-

ders perpetrated by the cult leaders. Also, the same point regarding
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gender distribution in the World Trade Center deaths can be made

regarding Jonestown and Heaven’s Gate (more women than men

died in the Heaven’s Gate incident, for example). But if these deaths

are to be characterized as suicides, how does the present framework

explain them?

First, relevant to the acquired capability to enact lethal self-injury,

there were numerous discussions about and explicit rehearsals for

suicide in both the Jonestown and Heaven’s Gate incidents, similar to

the mental practice for suicide and aborted suicide attempts men-

tioned in Chapter 2. This was a harrowing aspect of Jonestown, in

which Jones tested loyalty by telling members that a drink contained

poison (when it did not) and asking them to drink it. In fact, habitu-

ation has been invoked as a factor at Jonestown: “Thus, with re-

peated incidents such as this, Jones was able to desensitize his follow-

ers regarding mass suicide.”13

Also, people in both groups endured considerable pain and provo-

cation. In Jonestown, in addition to the harrowing loyalty tests, peo-

ple worked seventy-four hours per week in agricultural fields or con-

struction in the searing heat of the South American jungle, and this

was in the context of a sparse diet and lengthy and regular religious

meetings.14 Eight of the eighteen men who died in the Heaven’s Gate

incident had undergone voluntary castrations.15

But what about belongingness? Shouldn’t the close ties among cult

members offset suicide risk, according to the current model? It is an

underappreciated fact that belongingness is low in many cults, par-

ticularly abusive ones.16 To be sure, people in such cults work, live,

and worship side by side (as people do in prisons, for example), but

their connection to each other is not such that multiple meaningful

and reciprocal relationships are cultivated; rather, their main inter-

personal tie is to the cult leader, whose reciprocity is sporadic, one-

sided, and often manipulative or abusive.

It is also common for people to forego deep and lifelong relation-
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ships when they join cults (for example, some of the Heaven’s Gate

members abandoned their children when they joined the cult).17 Re-

garding feeling ineffective, people are routinely and severely sub-

jugated in cults. If mass suicides in cults are suicides rather than

murders, my model may explain more about them than can other

theories of suicide.

Although very different in character from suicides in cults, physi-

cian-assisted suicide also presents definitional challenges. Recall the

quotation that “if there were some little switch in the arm which one

could press in order to die immediately and without pain, then ev-

eryone would sooner or later commit suicide.” I think this view ne-

glects how scary death is to most people, but the remark does convey

the fact that, without such a “little switch,” suicide is difficult. Physi-

cian-assisted suicide is perhaps as close to a “switch” as is possible.

According to my model, suicide involves the accrual of fearlessness

about and the means for suicide (primarily involving habituation

and opponent processes) as well as the desire for death (constituents

of which are perceived burdensomeness and failed belongingness).

The means for physician-assisted suicide are in a sense prearranged.

Also, through a lengthy assessment and consultation process, death

by physician-assisted suicide may become less and less fearsome.

Therefore, competence and fearlessness may be implicated in choos-

ing physician-assisted suicide.

There is evidence too that burdensomeness is involved. Re-

searchers found that among amyotrophic lateral sclerosis (ALS) pa-

tients, those who were interested in assisted suicide had greater dis-

tress at being a burden than ALS patients not interested in assisted

suicide.18 Though the study does not precisely measure perceived

burdensomeness or failed belongingness, researchers have also re-

ported that, among hospice patients who refused food and fluids to

hasten death, pointlessness and meaninglessness in life were main

motivations. Patients in this group usually died within two weeks
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and nurses indicated that on average these were “good” deaths (rela-

tively free of extreme pain and other discomfort).19

The author Caroline Knapp died this way. Knapp wrote honest

and well-crafted memoirs, including the books Drinking: A Love Story

in 1996 and Appetites: What Women Want in 2003. In each of these

two books, two things about her become clear: first, she went

through numerous provocative experiences related to her serious al-

coholism and equally serious anorexia nervosa; second, she was a

very strong person, as evidenced by her overcoming both alcoholism

and anorexia. She was diagnosed with late-stage, terminal lung can-

cer in 2002 and decided to end her life by refusing food and fluids.

She did this, her twin sister stated, as a way to take control.20 Given

what Knapp had been through, and given her strength, it does not

seem surprising that she would have the wherewithal to take control

like this.

Another phenomenon that presents definitional challenges is what

might be termed “quasi-suicide.” Consider for example a newspaper

reporter who has covered many wars, and in each, has had a number

of close calls, some due to recklessness. The reporter is killed by

enemy fire in a war zone that he was explicitly forbidden to visit by

military authorities. The model developed here applies at least with

respect to the acquired ability to enact lethal behaviors—the re-

porter’s repeated provocative experiences would have habituated him

to injury or death. The relevance of the other two aspects of the

model is less clear, however. It is possible that the reporter in the ex-

ample would harbor feelings of perceived burdensomeness and failed

belongingness, but it does not seem necessary; there is something

incomplete in the reporter’s resolve toward suicide.

In this connection, the concept of a “passive” suicide attempt should

be noted. A passive attempt occurs when one takes no or minimal ac-

tion but in so doing incurs risk. Refusing treatment for a life-threat-

ening condition would be one example. Stepping off the sidewalk
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into a busy street without looking would count as a passive attempt

also; here, minimal activity leads to someone else potentially being

the agent of death—a passive suicide attempt.

In Chapter 2, I emphasized the distinction between the categories

of suicidality—resolved plans and preparations versus suicidal de-

sire. Interestingly, passive suicide attempts are grouped under the

suicidal desire category. This suggests that passive suicide attempts

are distinct from more active, resolved attempts.

Consider the example of those who refuse HIV testing, despite be-

ing at risk, and who thereby deny themselves potentially life-saving

or -lengthening treatments. A situation like this was documented by

Peter Cassels in the June 13, 2002 issue of Bay Windows, a gay and

lesbian newspaper in New England. The mother of a man who had

refused HIV testing and later died from complications arising from

AIDS explained that her son was very affected by homophobia and

never truly came out of the closet. She said, “On a subconscious level,

his refusal to be tested for HIV when he could have been treated, the

way homophobia affected him, maybe his death was a quasi-suicide.”

The man seemed to struggle with thoughts that his homosexuality

was a burden to his family and himself, and his sense of connection

seemed affected too. It is possible that he had the desire for death but

had not developed a strong capacity for lethal, active self-injury, and

instead used the passive means of HIV test refusal. The understudied

phenomenon of “quasi-suicide” thus seems at the margin of what my

framework would consider as truly suicidal, and needs more research

attention.

The phenomenon of suicide-by-cop, however, seems explicable

within my framework in that it shares many properties with other

suicide methods. Suicide-by-cop occurs when a suicidal person ag-

gressively provokes a law enforcement officer, who kills the person in

self-defense. Though this has elements of a passive suicide attempt,
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in that the person is not the final agent of death, it also has active ele-

ments, in that the person has to engage and then actively and aggres-

sively provoke a police officer. In a study of people involved in a

standoff with police who acted provocatively toward them, those

who died as a result were compared to those who survived.21 Those

who died had signatures of the acquired ability to enact lethal self-

injury—for example, more previous suicide attempts—and also of-

ten voiced a desire to die. They thus seemed similar to those who die

by suicide through other means. As to why someone would choose

suicide-by-cop over other methods, we have very little systematic

knowledge on method choice in general, and choice of suicide-by-

cop in particular. One could invoke explanations like anger at law

enforcement or at authority in general, but this seems a little unsatis-

fying.

Murder-suicide does not really present definitional challenges—

the person has clearly died by suicide—but raises another question:

Why murder someone first? Here again, relatively few systematic data

are available, in part because the phenomenon is relatively rare.22 Ap-

proximately 1.5 percent of all suicides occur in the context of mur-

der-suicide.23 A very interesting study determined whether the initia-

tors of murder-suicides had profiles more like those who die by

suicide or more like those who commit homicide. Seventy-five per-

cent of the initiators of murder-suicide were depressed and 95 per-

cent were men. In both these ways, they resemble those who die by

suicide. By contrast, perpetrators of homicide were not depressed

and one-half were women. The study concluded that the murder-

suicide and homicide groups are distinct populations.24

But still, why murder someone before one’s own death by sui-

cide? One answer involves elderly, depressed men who are caretakers

for impaired spouses. In a study comparing men who had died by

suicide to those who first killed their spouse and then died by sui-
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cide, researchers found that half of the murder-suicide group were

caretakers of an impaired spouse, as compared to 17 percent of the

suicide group.25 Depression was very common in both groups. A

substantial number of murder-suicides involve older men who are

depressed and confronted with the care of an impaired spouse. Some

number of these murder-suicides likely involve suicide pacts, in which

the spouse consents to joint suicide. Though the context and dynam-

ics are different, this is reminiscent of the phenomenon mentioned

earlier, in which people in Japan contacted one another over the

Internet to plan their suicides.

A Comment on Method

The phenomena of suicide-by-cop and murder-suicide raise the

more general issue of method choice in suicide. From the current

perspective, choice of an especially lethal means of suicide should of

course be more common among those who have acquired the ability

to enact lethal self-injury than others. There is some evidence that

this is the case. For instance, people who had engaged in repeated

self-injury in the past reported that their current episode of self-

harm was more aggressive and more lethal than first-time self-injury

patients.26 Similarly, among mood-disordered and borderline per-

sonality–disordered patients, number of previous suicide attempts is

a strong predictor of the extent of medical damage resulting from the

most serious lifetime suicide attempt.27 Additionally, regarding per-

ceived burdensomeness, my colleagues and I found that it was associ-

ated with more lethal (e.g., self-inflicted gunshot) as opposed to less

lethal (e.g., overdose) means of completed suicide, consistent with

the current theory.28

There are two ambiguities regarding suicide method, and indeed,

the study on perceived burdensomeness illustrates one of them. In

one of the two studies in that report, all participants had died by
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suicide, yet some did so by relatively less lethal means. The associa-

tion between method choice and intent to die is thus complex, and

in fact, some studies document a low association between intent

and lethality of method.29 A persuasive theory of suicide should be

able to explicate, at least in part, the interrelations between method

choice, intent to die, and death by suicide, as well as allow for com-

plexities inherent in these interrelations; the current theory does so.

A point prediction derived from the current theory is that those who

choose especially lethal means of self-injury will be characterized

by the theory’s parameters (i.e., acquired ability, perceived burden-

someness, thwarted belongingness) regardless of whether they die or

suffer extensive medical damage; those who choose a low lethality

method will be characterized by the theory’s parameters only if they

die or suffer extensive medical damage.

The second complexity regarding method choice involves marked

cross-cultural differences. In the United States, a country with high

gun ownership, 55 percent of those who die by suicide do so by self-

inflicted gunshot wound; the second leading method is hanging and

other forms of suffocation (20 percent); and the third is poisoning

(17 percent).30 By contrast, poisoning is a more common means of

suicide in England and China than in the United States.31 The theory

presented in this book has few predictions regarding which method

would be chosen in which culture; rather, the theory attempts to ex-

plain which individuals will develop serious intentions to die by sui-

cide, and which ones will act on them in serious ways (often by lethal

means, but not always, because lethality of means differs cross-cul-

turally and is not always a clear expression of intent to die). However,

it is of interest that the most rare forms of suicide methods are also

the most fearsome—for example, falls account for 2 percent of all

deaths by suicide and fire, less than 1 percent. Thus, even among

those who die by suicide and therefore by definition had developed the
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ability to enact lethal self-injury, the fearsome quality of some meth-

ods as compared to others seems to play a role in method choice.

Prevalence

In one sense, death by suicide is not rare. Around 30,000 people die

by suicide in the United States each year, which translates to approxi-

mately eighty deaths by suicide every day—one person every eigh-

teen minutes. Worldwide, approximately a million people die by sui-

cide each year—one person every forty seconds. This rate means that

more people are dying by suicide than in all of the world’s armed

conflicts combined; about as many people die by suicide as die in

traffic accidents. Suicide is a leading cause of death.32

In another sense, however, suicide is a relatively rare occurrence.

Expanding on the data presented in Chapter 1, in a U.S. city of

100,000 people, around ten will die by suicide each year (indeed, the

usual metric for death rates is deaths per 100,000, and the U.S. rate is

approximately 10 per 100,000 per year). Of all deaths in the United

States, a little over 1 percent are due to suicide. Given that a person

has died, the chance that the cause was heart disease or cancer is 52

percent. Whereas approximately eighty people per day die by suicide

in the United States, approximately 1,900 U.S. people die from heart

disease every day.

Many explanations for suicide fail fairly obviously in the face of

prevalence rates. If suicide is due to factor X, it must be explained

why this factor is fairly common and suicide less so. For example,

mental illness is commonly invoked as an explanation for suicide. As

will be detailed in the next chapter, there is no doubt whatsoever that

mental illnesses play a role in suicidal behavior. But mental illness

alone does not provide a satisfying explanation for suicide, because

mental illness is much more common than suicide. How should we

explain all those people with mental illness who do not die by sui-
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cide? Moreover, the absence of our hypothetical X factor in some sui-

cides needs to be explained. Though it is rare for people without

mental illness to die by suicide, it occasionally happens—a fact that

an explanation centered around mental illness cannot account for.

By contrast, my theory is compatible with the epidemiology of

suicide. Relatively few people have the experiences or opportunities

to acquire the capability for lethal self-injury. Even among people

who do have these experiences or opportunities, not all will necessar-

ily fully acquire the capability, because some may have relatively mild

experiences that do not lead to habituation. This capability is thus

relatively rare and difficult to obtain. The other factors—perceived

burdensomeness and failed belongingness—are relatively rare too.

The confluence of these three factors, which according to my model

is required for serious suicidal behavior, is more rare still. The cur-

rent framework explains—indeed predicts—that death by suicide

will be a relatively rare event.

Suicide rates are not evenly distributed across geographic regions,

and a penetrating theory of suicidal behavior should have something

to say about this. In certain regions of the United States, cultures of

honor appear to reign. In these regions, the creed seems to be “give

me honor or give me death.” In fact, all fifteen of the states with

the highest suicide rates are culture-of-honor states. A comprehen-

sive theory of suicide thus must be able to incorporate the role of

thwarted honor. The current theory does so by emphasizing one’s

standing vis-à-vis others, and proposing that if one’s standing falls to

the degree that one perceives oneself as a burden on others, risk for

serious suicidal behavior is increased.

If suicide rates differ by state, such that culture-of-honor states

have higher rates, rates may also differ within states, with higher rates

occurring in rural counties where cultures of honor might be more

influential than in urban areas. I examined this in my home state of

Florida by randomly picking three rural counties and comparing

What Do We Mean by Suicide? ● 153



them to counties in the urban areas of Miami and Tampa. The rural

counties were Lake County (which is in the middle of the pen-

insula, northeast of Tampa, 2002 population 233,835), Calhoun

County (which is in the panhandle west of Tallahassee, 2002 popula-

tion 12,567), and Suwanee County (which is near where the pan-

handle and peninsula intersect, west of Jacksonville, 2002 popula-

tion 36,121). The urban counties were Broward County (Miami,

2002 population 1,709,118), Dade County (Miami, 2002 population

2,332,599), and Hillsborough County (Tampa, 2002 population

1,053,864). The suicide rate per 100,000 in the rural counties was

over fifteen. The comparable rate in the three counties in Miami and

Tampa was just over nine.

These findings converge with those of a recent study that found

that, from 1990 to 1997, the suicide rate in men was around 27 per

100,000 in rural U.S. counties, as compared to around 17 per 100,000

in urban areas.33 A roughly similar pattern emerged for women as

well. When interviewed about this finding by the Atlanta Journal-

Constitution,34 the study’s lead author specifically invoked low

belongingness. He said, “The usual explanations are that there are

physical isolation and limited social interactions in rural areas. You

have limited opportunity for social interaction and networks.”

Indeed, a variety of explanations could account for this pattern,

including more economic stress and less ethnic diversity in the rural

counties (as will be discussed later in this chapter, white people in the

United States have higher rates of suicide than nonwhite people).

Nevertheless, it is an intriguing speculation that cultures of honor

reign more in rural Florida than in places like Miami and Tampa,

and in rural versus urban areas in general, and that this plays some

role in the substantial difference in the suicide rate between rural and

urban areas of the state.

As of 2001, the five countries with the highest suicide rates were

Lithuania, Russia, Belarus, Latvia, and Ukraine. These countries are
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contiguous with each other, and all were formerly part of the Soviet

Union. The suicide rates in these countries are staggering: In all five,

the rate per 100,000 men is over fifty, and in Lithuania and Russia,

the rate per 100,000 men is over seventy. For comparison’s sake, the

rate per 100,000 men in the United States is approximately sixteen.

As many women die by suicide in Lithuania as men do in the United

States.

It is not difficult to imagine these countries as typifying cultures of

honor. Moreover, these countries have long histories of hardship (in-

cluding in some cases brutal Soviet repression) and have undergone

extremely fraught transitions from Soviet communism to indepen-

dence with attendant crises of national identity and economy. That

the acquired ability to enact lethal self-injury (developed through

habituation to various hardships), perceived burdensomeness (due

in part to economic stress), and failed belongingness (due in part to

strains on societal integration) would occur at high rates in these

countries provides one way of understanding their extremely high

suicide rates.

Demographics

Gender

In the United States, men are approximately four times more likely

than women to die by suicide, whereas women are approximately

three times more likely than men to attempt suicide.35 This pattern

holds in most countries, with a ratio of at least four male suicides

to every one female suicide. In the five countries with the highest

suicide rates—Lithuania, Russia, Belarus, Latvia, and Ukraine—this

ratio ranges from 4.69 (Lithuania) to 6.69 (Belarus). This pattern

of male lethality is partly related to the tendency toward violent be-

havior in general, which is, of course, more common in men than

women. Women’s attempts are more frequent but less violent; vice-
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versa for men. For every three male suicide victims in the United

States, two die by firearm, as compared to one of three for women.

The most common method for U.S. female victims is overdose/poi-

soning.36

I believe that men are more lethal regarding suicide in part be-

cause they have acquired more of the ability to enact lethal self-in-

jury. Men, more so than women, acquire this capability through an

array of means. They have more exposure to guns, to physical fights,

to violent sports like boxing and football, and to self-injecting drug

use. They are, on average, more likely to be physicians. Moreover,

men, more so than women, may struggle with belongingness. In this

context, it has been suggested that women may die by suicide less

frequently than men because women are less likely to abandon rela-

tional values that form part of their identities.37 Perceived burden-

someness may also be more of an issue for men than women, given

that traditional male gender roles include providing for others. Frus-

tration of the breadwinner role may contribute to feelings of per-

ceived burdensomeness in men, somewhat more so than in women.

A study comparing two models of the relation of previous to sub-

sequent suicide attempt may also be relevant to gender differences.

One model was called the “trait model,” meaning that suicide at-

tempts are, in a sense, predetermined by enduring dispositions—or

traits—and are uninfluenced by intervening occurrences of suicidal

behavior. The other model was called the “crescendo model,” mean-

ing that each occurrence of suicidal behavior increases the subse-

quent likelihood of suicidal behavior. The crescendo model bears

similarities to my idea that various painful and provocative experi-

ences increase the ability to enact lethal self-injury.

Data were equally consistent with both models.38 The theory

articulated here would more accurately be captured by an amended

crescendo model, in which occurrences of suicidal behavior increase

the likelihood of subsequent suicidal behavior only if the original be-
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havior contains elements that approach or exceed previous worst-

point suicidality. When this happens, habituation is furthered and

opponent processes engaged. Relatively mild suicidality, on the other

hand, may not increase the subsequent likelihood of severe or esca-

lated suicidality. This may in part explain the empirical fact that

women are more likely than men to experience mild suicidality, but

less likely than men to escalate to completed suicide.

An important exception to the rule of more completed suicides in

men than women occurs in China, where recent data show the rate

for women to be 14.8 per 100,000 and the rate for men to be 13.0 per

100,000. The role of Confucianism in Chinese society and its view of

the inferior position of women has been emphasized as one explana-

tion,39 one that is consistent with the current emphasis on effective-

ness as a buffer against suicide.

An interesting speculation on the phenomenon of high suicide

rates in Chinese women, consistent with the current theory, involves

sports. In contrast to countries like the United States, Chinese

women have performed considerably better than Chinese men in

international sport competitions. It has been suggested that sport

achievement contributes to an ethic among Chinese women of

physicality, masculinity, and aggression, and that this may contrib-

ute to more lethality in women’s suicidal behavior (perhaps via the

acquired ability to enact lethal self-injury).40 A survey of over 4,000

U.S. college students found evidence consistent with the possibility

that sport-related masculinity and aggression in women may con-

fer higher suicide risk. Women who engaged in vigorous athletic ac-

tivity were at greater odds of reporting suicidal behavior than other

women.41 There is evidence, incidentally, of increased pain tolerance

in women athletes,42 which would also facilitate their acquisition of

the ability to enact lethal self-injury.

A practice common in China from the 900s to the 1900s was de-

scribed by M. Roach in her 2003 book Stiff: “adult children . . . were
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obliged to demonstrate filial piety by hacking off a piece of them-

selves and preparing it as a restorative elixir.”43 More often than not,

the adult child was a daughter-in-law and the recipient her mother-

in-law. One is tempted to speculate that traditions like these may

have set in place a culture in which women habituate to pain and in-

jury, including deliberate self-harm.

I pointed out earlier that the usual male:female ratio for suicide

rates is at least 4:1 in most countries, often higher (for example, it is

6.69:1 in Belarus). China is clearly an exception to this rule, but in-

terestingly, so are many Asian countries, as indicated by the following

male:female ratios for suicide rates in Asian countries: 1.34 in India;

1.47 in the Philippines; 1.95 in Singapore; 2.27 in South Korea; 2.33

in Thailand; 2.59 in Japan; and 2.65 in Sri Lanka. The factors that

have evened out the male:female ratio of suicide rates in China may

be generalizable to other Asian countries as well.

Race and Ethnicity

A striking fact about U.S. suicide demographics is that African-

Americans are, in general, protected from suicide as compared to

Caucasians. Among African-American and Caucasian men, the sui-

cide rates per 100,000 are 9.8 and 19.1, respectively; corresponding

figures for women are 1.8 and 4.5.44 Theorists have often explained

this difference with regard to social support and religiosity, argu-

ing that African-Americans experience more social support and are

more religious, and as a function thereof, are protected from sui-

cide.45 On average, African-Americans do report more religiosity

than Caucasians.46 On measures like frequency of church attendance,

frequency of prayer, closeness to God, and self-ratings of spirituality,

African-Americans usually outpace Caucasians in the United States.

Also, there is evidence that religiosity can buffer against suicidality.47

In a national survey, it was found that African-Americans are more

likely to attend church, pray, and feel more strongly about their reli-
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gious beliefs than whites.48 Regarding social support, there is little

doubt that its absence constitutes a suicide risk factor.49 However, it is

less clear that African-Americans enjoy more overall social support

than Caucasians, although there is some evidence to this effect.50 Im-

portant in context of the current model, the possibility that African-

American people in particular derive protection from suicide via

contact with religious institutions and perhaps support from others

is consistent with the assertion that the need to belong, when satis-

fied, can buffer from suicidality.

Another striking fact about suicide in African-Americans is the in-

creased rates of death by suicide among African-American men in

the last thirty years or so. This increase is accounted for mostly by the

rise in suicides among young African-American males. During the

1980s and 1990s, African-American boys aged ten to fourteen dem-

onstrated a 283 percent increase in suicide. A 165 percent increase

was observed for adolescents aged fifteen to nineteen. While the risk

for suicide increased among African-American men, the rate of sui-

cide decreased for African-American women (19 percent decrease).51

My former student Rheeda Walker, who now teaches at the Uni-

versity of South Carolina, proposed a model geared toward explain-

ing the increase in African-American male suicide. She focused on

the idea of acculturative stress, which is the stress that someone ex-

periences as they move from one cultural framework to another.

She predicted that African-American men in particular would expe-

rience high levels of acculturative stress, because over the last thirty

years or so, barriers to entry into mainstream education, employ-

ment, and the like have been reduced, perhaps more so for African-

American men than African-American women. Further, she ex-

pected that this stress would be a risk for suicidality, especially if

African-American men leave behind reliance on traditional suicide

buffers among African-Americans; namely, close ties to extended

family and to church. In her questionnaire study on 270 African-
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American young adults, she found empirical evidence to support her

expectations. Here again, this finding is consistent with this book’s

emphasis on failed belongingness as an important risk factor for se-

rious suicidal behavior.52

In the months before his death by suicide, my dad (a Caucasian)

occasionally attended African-American churches. I don’t know for

sure, but my suspicion is that feelings of failed belongingness were

overtaking him, and that usual sources of solace, like his own church,

were not adequate. I believe he reached out to African-American

churches because he sensed the closeness that many African-Ameri-

can congregations enjoy. That this did not work for him is not sur-

prising—my impression is that the churches were gracious to my

dad, but that he never felt like he really belonged. Changing from one

subculture to another and feeling a real part of the new subculture is

always difficult—as Walker’s study showed—and my dad was not up

to this challenge, tragically.

Hispanics in the United States have fairly low rates of suicide—

around 5 per 100,000, as compared to the national rate of approxi-

mately 10 per 100,000. Close contact with extended family is a

plausible explanation for this low rate. However, it should be noted

that Hispanics in the United States are a very diverse group, includ-

ing Mexican Americans, Cuban Americans, Puerto Rican Americans,

and others. People from Puerto Rico have higher rates of suicidal

ideation and suicide attempts as compared to Mexican Americans

and Cuban Americans.53 More research is needed on differences

among Hispanic groups in suicidality.

Just as it is important to differentiate among subgroups of His-

panics, it is necessary to couch findings on suicide in Native Ameri-

cans in the context of tribal differences. Overall, Native Americans

die by suicide at higher rates than other people in the United

States—about 1.5 to 2 times the rate, depending on the year. Just as

close family contacts appear to buffer African-American and His-
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panic people from suicide, some have suggested that social disinte-

gration related to the plight of Native American people is a factor in

high rates of Native American suicide. Variations in social cohesion

may play an important role in varying tribal suicide rates. Native

American cultures of the Southwest, for instance, have a greater sense

of social cohesion as compared to Native Americans of the Northern

Plains; suicide rates are higher in the latter group, which is consistent

with the current emphasis on belongingness as key in explaining sui-

cidal behavior. Within individual southwestern tribes, social cohe-

sion may also be explanatory. Higher suicide rates have been found

in Apache as compared to Navajo or Pueblo people, and this differ-

ence may be attributable to higher tribal social integration among

the Navajo and Pueblo.54

Within various ethnic groups and cultures, perceived burden-

someness might be more or less painful than failed belongingness.

An important dimension on which cultures differ is the way their

members construe the self. There are cultures in which an inter-

dependent self-construal is normative (e.g., many Asian cultures);

that is, people in these cultures see themselves as part of a larger

whole, and do not emphasize their own personal autonomy and

independence. People in cultures with autonomous self-construals

take the opposite stance. They prioritize personal agency, control,

and independence more than being part of a larger whole. The United

States is an example of a culture with relatively autonomous self-

construals.55 One might speculate that, in cultures in which an inter-

dependent self-construal is normative, failed belongingness may be

particularly painful, whereas in cultures in which an autonomous

self-construal is normative, perceived burdensomeness may be more

painful. To my knowledge, no previous work has examined this pos-

sibility with regard to suicidality—a potential direction for future re-

search.

Finally, it is interesting to note that pain tolerance appears to re-
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late to race. In a study of chronic pain patients, Caucasian patients

showed higher pain tolerance than African-American patients on a

variety of experimental and questionnaire measures.56 Other studies

have affirmed this result in more general population samples.57 In

Chapter 2, I asserted that increased pain tolerance may be implicated

in suicidal behavior. In this context, it is interesting that a relatively

high-risk group, Caucasians, have higher pain tolerance than a rela-

tively low-risk group, African-Americans.

Age

A very important factor in serious suicidality is the learned capability

to, in Voltaire’s words, “surmount the most powerful instinct of na-

ture.” The acquisition of this capability requires time and experi-

ence—it thus stands to reason that it would increase with age. Ac-

cording to the logic of my theory, if the acquired ability to enact

lethal self-injury increases with age, so then should suicide.

In fact, in the vast majority of countries and cultures, suicide does

increase with age. In the United States, suicide is most common

in those who are sixty-five years old or older,58 and this extends to

virtually all countries with reliable suicide rates.59 The ratio of at-

tempted to completed suicide among adolescents is quite high (more

than a hundred to one), whereas this ratio is around four to one

among older people.60 With age, then, suicidal behavior becomes

increasingly lethal. Of course, there may be associations with age

of the other two parts of the model as well—burdensomeness and

thwarted belongingness. In our study of psychotherapy patients at

the Florida State University Psychology Clinic, a measure of per-

ceived burdensomeness was correlated with age, such that older peo-

ple reported more perceived burdensomeness (the study did not in-

clude a measure of failed belongingness).

Although speculative, it seems plausible that over the last few de-

cades exposure to violence has become more common through such
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means as violence in films, the media, and video games; weapon use;

and drug use. Exposure to violence in general has increased mark-

edly over the last fifty years. If it has become easier to acquire the ca-

pability for suicide, there should be some recent flattening of the age

curve, such that suicides occur, on average, somewhat earlier in life in

more recent cohorts. This does appear to be the case.61

It might be suggested that an important aspect of the current

model, burdensomeness, seems mostly applicable to older people,

and that despite the fact that suicide clearly increases with age, it

remains true that some young people die by suicide. Indeed, in 2000,

suicide was the third leading cause of death for young people in the

United States, whereas it was the eleventh leading cause of death

overall.62 Why would burdensomeness be applicable to adolescents?

In reply, the sense of being a burden is not limited to situations in

which one feels like a failed breadwinner. One can feel a burden at

any age, whether on one’s family or on society. This is made clear

by conceptual and empirical work on the “expendable child,”63

mentioned in Chapter 3. Feelings of expendability, which explicitly

include burdensomeness, are connected to suicidality in young peo-

ple.64

Suicidal behavior is rare in young children, in part because they

have not had the experiences and time to have acquired the ability to

seriously injure themselves. Though rare, suicidality is occasionally

observed in very young children. One study compared suicidal pre-

schoolers, ages 2.5 to 5, to preschoolers who were not suicidal but

who had serious psychiatric problems. The two groups of children

were matched on age, sex, ethnicity, parental marital status, and so-

cioeconomic status. The suicidal children differed from the compari-

son children in two relevant ways: they had higher pain tolerance, as

indicated by fewer displays of pain and crying on injury; and they

were more likely to be unwanted, abused, or neglected by parents.65

Few models of suicidal behavior would claim to be able to explain
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suicidality in a three-year-old, yet the model developed here is con-

sistent with data from preschoolers in that key aspects of the current

model differentiate suicidal from other psychiatric inpatient pre-

schoolers.

Depression is often viewed as a source for suicidality, with good

reason. Depression exacerbates feelings of burdensomeness and dis-

connection. However, the view that depression is the main source

for suicide does not square well with some epidemiological facts.

Specifically, depression is, if anything, a young person’s disease: the

average age of onset is around twenty,66 and rates of depression are

highest in young adults.67 On average, negative emotions are

higher—and positive emotions lower—in young than in old peo-

ple.68 By contrast, despite some mild flattening of the age curve, sui-

cide is much more a problem in older than in younger age groups. A

simplistic framework that views depression as the main source for

suicidal behavior has trouble grappling with these facts. By contrast,

the model proposed in this book is compatible with the association

between age and serious suicidal behavior.

To my knowledge, the only exception to the rule of increasingly se-

rious suicidal behavior with increasing age occurs in Native Ameri-

can people. The peak for death by suicide among Native Americans

is in young adulthood. Despite generally elevated rates of suicide

among Native American people, older Native Americans are actually

less likely to die by suicide than their U.S. Caucasian counterparts.

This pattern may be attributable to tendencies toward passive accep-

tance by elderly Native Americans and traditional respect of the aged

in Native American culture.69 This seems plausible in terms of ex-

plaining low rates of suicide among older Native Americans, but why

the very high rates of suicide among younger Native Americans (es-

pecially young men)? Far too little research has been conducted on

this important question, but my prediction would be that young

adult Native Americans confront conditions that drain them of feel-
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ings of belonging and effectiveness—experiences that older Native

Americans, relatively speaking, may be buffered from.

In the United States, older, white men are most at risk for suicide.

This stands to reason—on each dimension taken separately (age,

gender, ethnicity), these men are in the at-risk group each time. One

other factor is at play, I believe, and it is the tendency of this group in

particular not to replenish their social connectedness as they age.

U.S. men in general and white men in particular seem to form some

close friendships in childhood and early and late adolescence, but the

forming of new and deep friendships in adulthood is relatively rare.

This is less the case for other groups (e.g., women in general; non-

white men). Older white men in the United States thus may be par-

ticularly prone to feelings of failed belongingness as they age and as

early friendships end for whatever reason; they are not buffered by

the replenishment of new adult friendships, at least not to the degree

of other groups.

This was clearly the situation for my dad at the time of his death.

He had close friendships in early adulthood, but as they faded or

failed for whatever reason, he did not form new ones. This was not

the case for another man I knew who died in his eighties from natu-

ral causes. At his memorial service, I was impressed to learn of his

constant social connectedness throughout his life. He made new sets

of friends every decade, it seemed. He was a pretty gruff character,

but he nonetheless had a habit of calling at least one friend a day just

to chat for a few minutes. He worked at initiating and maintaining

friendships, and this seemed to sustain him. If more older white men

did this—indeed if more people did this—I would predict a decrease

in the overall suicide rate.

The Clustering and “Contagion” of Suicide

As I mentioned in the Prologue, from time to time, completed sui-

cides cluster in space and time. For example, in a high school of ap-
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proximately 1,500 students, two students died by suicide within four

days.70 During an eighteen-day span that included the two completed

suicides, seven other students attempted suicide. What is the mecha-

nism underlying suicide clusters? Why are they relatively rare?

A possible explanation for the clustering of suicides is that

assortative relating is involved. Specifically, people who are vulnera-

ble to suicide may form friendships or romantic relationships with

each other based in part on shared suicide risk factors (e.g., sub-

stance abuse)—that is, they relate assortatively, not randomly. This

may have the effect of prearranging potential suicide clusters well in

advance of any stimulus that might activate the cluster. When im-

pinged upon by severe negative events, members of the cluster are at

increased risk for suicidality. Severe negative events would include,

but not be limited to, the suicidal behavior of one member of the

cluster. An array of other negative events could activate the cluster

as well.

According to this view, there are many potential clusters, but very

few clusters involve any actual suicidal behavior, in part because of

the “pulling together” effect noted earlier—if a member of a cluster

attempts or dies by suicide, it is a local tragedy that can pull people

together, increase belongingness, and buffer against suicidal behavior

by other members of the cluster. Increased belongingness is viewed

here as a braking mechanism in the phenomenon of suicide clusters.

This explanation is very challenging to test empirically, but I con-

ducted a study that attempted to do so. I showed that, consistent with

an assortative relating process, college roommates who chose to room

together were more similar on a suicide index than were roommates

who were assigned to room together. Stress in the roommate rela-

tionship amplified similarity in roommates’ suicide levels. Results

were consistent with the view that shared stress simultaneously af-

fects the suicidality of people whose contiguity was prearranged by

an assortative relating process.71
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Case reports are also consistent with this perspective. A cluster of

fourteen suicides among current patients of a London psychiatric

unit took place during a one-year period. Thirteen of the fourteen

patients suffered from severe, chronic mental illness (e.g., schizo-

phrenia), and most had ongoing therapeutic contact with the psychi-

atric unit. One factor in the development of this cluster was the pa-

tients’ valid perceptions that the future of the hospital was uncertain

and that their access to medical staff was decreasing and ultimately

threatened (a potential blow to the need to belong).72 Victims were

assortatively related (through contact with the same psychiatric unit)

based, at least in part, on shared suicide risk factors (e.g., chronic

mental illness). Vulnerable people were brought together (through

contact with the agency), were exposed to a belongingness threat

(potential for dissolution of the agency; lack of access to important

caregivers; for some, suicides of peers), and may not have been well

buffered by good social support (the chronically mentally ill often

have low social support; a main source of support may have been the

agency, which was threatened).

In a suicide pact among three adolescents, each was cocaine

dependent (a possible assortative factor for this cluster), and each

viewed the other two as the only source for a sense of belongingness.

When the three were threatened with dissolution by trouble with the

law and parents, their only source for belongingness was endangered.

The three decided on suicide.73

Another consideration regarding suicide clusters involves the ac-

quired ability to enact lethal self-injury, an emphasis of the theory

proposed in this book. It was noted earlier that courage and com-

petence regarding suicide may accrue ideationally through various

forms of mental practice, including aborted suicide attempts.74 It is

possible that members of suicide clusters may habituate to the idea

of suicide through frequent discussions of the topic with other mem-

bers of the cluster.
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This appears to occur on the disturbing “pro-suicide” website

alt.suicide.holiday (or ASH), where suicide is construed favorably

and where visitors are instructed on the best methods for suicide. For

example, regarding self-poisoning, the site makes these points: “Most

drugs cause vomiting. To help stop this, take one or two anti-hista-

mine tablets . . . about an hour before” and “Use a large airtight plas-

tic bag over your head, + something around your neck to hold it on.

This transforms a 90% certainty method into a 99%.” It is not dif-

ficult to see why many people feel rage and disgust at the activities of

this website.

As many as twenty-four completed suicides have been linked to

the site.75 In a quotation that illustrates assortative relating, Andrew

Kurtz, a visitor to the site, wrote in 1996, “I really like this site, be-

cause at least I know there are others out there who feel similar to

me. Sometimes I feel so alone, but I feel a little better reading other

people’s posts.” Kurtz died by self-inflicted gunshot wound a few

days after posting these words to the site. His post can also be viewed

as illustrating the merging of the need to belong and the wish for

death. Just as young people in Japan have linked up over the Internet

with the sole purpose of dying together, some people link up to this

site and feel a kind of belongingness in their suicidality.

In Chapter 1, I recounted a story from Tad Friend’s 2003 New

Yorker article of a young girl who took a $150 taxi ride to the Golden

Gate Bridge and jumped to her death. She had been visiting a how-to

website about “effective” and “ineffective” suicide methods. The site

states that poison, drug overdose, and wrist cutting are rarely fatal,

and therefore recommends bridges, noting that “jumps from higher

than . . . 250 feet over water are almost always fatal.”

Pro-suicide group norms appear to attract people to the ASH

website and to encourage suicidality among visitors. Researchers

have experimentally evaluated the connection between group norms

and self-aggression. They used a self-aggression paradigm, which in-

volved self-administered shock during a task disguised as a reaction-
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time game, with self-aggression defined by the intensity of shock

chosen. Their goal was to show that intensity of self-aggression is af-

fected by social group norms.76 In this research, high levels of self-ad-

ministered shock occurred when group norms were manipulated to

encourage self-aggression.

A tragic real-life version of this experiment occurred on January

12, 2003. Helen Kennedy reported in the New York Daily News on the

death by overdose of a twenty-one-year-old man.77 The particularly

troubling aspect of his death was that many people witnessed it—he

died as a group of virtual onlookers observed him via his webcam. As

he took in more and more prescription and other drugs, comments

like “That’s not much. Eat more. I wanna see if you survive or if

you just black out” and “you should try to pass out in front of the

cam” were typed in by onlookers. Kennedy commented, “In the ma-

cho atmosphere of the druggie chat room, [the man who overdosed]

seemed to have something to prove.” The man’s brother agreed, stat-

ing “It seems like the group mentality really contributed to it,” add-

ing that the transcript of the incident was “disgusting.” Eventually,

some of the onlookers came to understand the gravity of the situa-

tion and tried to intervene, but could not, because they had no way

of finding out where the man was. He was found early in the after-

noon of the next day by his mother. Here, as in the example of the

ASH website, group mores normalizing risky behavior are encour-

aged, leading people to habituate to danger, which in turn leads to

self-inflicted death in some cases.

Suicides do occasionally cluster. This phenomenon may be un-

derstood in part in terms of assortative relating, thwarted belong-

ingness, and the accrual of suicide-related courage and competence

via encouragement from those with “pro-suicide” views.

I was concerned about these phenomena recently when I served as

a consultant to the city attorneys of St. Petersburg, Florida, who

wanted to block the rock band Hell On Earth from staging a show

featuring the public suicide of a terminally ill person. I emphasized
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two things in particular in my affidavit. First, I stated that there was

potential for vulnerable people who see a public suicide to become

further emboldened about their own plans for suicide—a vicarious

accrual of the ability to enact lethal self-injury. Second, the termi-

nally ill person had publicly committed to this incident, with plans

for the concert dependent on his or her suicide. The public nature of

the event may constrain the person from changing his or her mind.

In Chapter 2, it was noted that people often do change their minds

about suicide at the last minute. The city prevailed—the concert was

cancelled and a judge banned further such displays.

Indeed, publicizing suicide in careless ways can be a menace to

public health. In Tad Friend’s 2003 New Yorker article, he wrote of

the frenzy that occurred as the 1,000th suicide from the Golden Gate

Bridge approached. He stated, “In 1995, as No. 1,000 approached, . . .

a local disk jockey went so far as to promise a case of Snapple to the

family of the victim.” Friend noted that the California Highway Pa-

trol halted its official count at 997, trying to quell attention to the

countdown.

Specific media guidelines have been developed to decrease the per-

nicious effects of inappropriately publicizing deaths by suicide. A

consortium of agencies, including the Centers for Disease Control

and Prevention, the National Institute of Mental Health, and the

American Association of Suicidology, came together to develop the

guidelines. The recommendations include not portraying the person

who died in romantic or heroic terms, reporting the death with few

details about method and location of death, and not conveying that

the suicide was an inexplicable act of an otherwise high-achieving

person. In general, the guidelines are intended to minimize identi-

fication with the person who died.

The model described in this book exceeds, I believe, the ability of

other frameworks to account for a diverse array of suicide-related
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facts. Regarding facts as disparate as mass suicides in cults, the high

rate of suicide in Chinese women, the relative rarity of death by sui-

cide, and the clustering and contagion of suicide, the model provides

at least some explanatory power. In the next chapter, the applicability

and compatibility of the model to the genetics and neurobiology of

suicide, as well as the suicide risk factors of impulsivity, childhood

adversity, and mental disorders, will be taken up.
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5

WHAT ROLES

DO GENETICS,

NEUROBIOLOGY, AND

MENTAL DISORDERS

PLAY IN SUICIDAL

BEHAVIOR?

Suicidal behavior runs in families, and this fact has to do with genet-

ics and neurobiology as well as genetically conferred personality traits

like impulsivity. Families share genes and much else. They also share

the family environment. Childhood adversity has been shown to be a

risk factor for later suicidal behavior. Genetics, neurobiology, per-

sonality, and early experience are each implicated in the development

of mental disorders, which in turn confer substantial risk for suicide.

In this chapter, I will review each of these topics as they link to sui-

cide and examine the compatibility and relevance of my model to

each of these topics.

In 1621, Robert Burton wrote in his massive Anatomy of Melan-

choly that black bile is suicide’s “shoeing horn.” Burton was remark-

able—almost four hundred years ago, he anticipated a lot of key

findings about depression and suicide. Regarding suicide, he was

right that there does appear to be a “shoeing horn,” but black bile is

not it. If there is a “shoeing horn” for suicide, it is the serotonin

system.

Serotonin is a neurotransmitter that is key with regard to things
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like mood, sleep, and appetite. Understanding the role of seroto-

nin requires more, however, than just knowing about this neuro-

chemical. Serotonin is imbedded within a larger system, including

specific genes that code for things like the serotonin transporter

(which is responsible for “recycling” serotonin back up into neurons

after it is released into the gap between neurons, called the synapse)

and serotonin receptors (which receive serotonin from the synapse

and thus transmit a signal). Of course, the transporter and receptors

themselves, as well as serotonin itself, are important parts of the sys-

tem. All of these interact with one another in intricate ways. Despite

these complexities, the role of the system in suicide is becoming

clearer. Since serotonin-system genes may play a role in suicide, I will

start with a discussion of whether there is a genetic contribution in

general to suicide, and then focus specifically on serotonin-system

genes.

Genetics

In his 1936 book Man against Himself, Karl Menninger described

several families in which suicide was common. For example, he

wrote, “A highly regarded family contained five sons and two daugh-

ters; the oldest son killed himself at 35, the youngest developed a de-

pression and attempted suicide several times but finally died of other

causes at 30, a third brother killed himself in a manner similar to that

of his older brother, still another brother shot himself to death, and

the oldest daughter took poison successfully at a party. Only two

children remain living of this entire family.”1 Incidentally, the gender

difference in death by suicide can be discerned in this example. Of

the brothers, 80 percent either died by or nearly died by suicide, as

compared to 50 percent of the sisters—hugely elevated rates in both

cases, but still, a gender effect of sorts.

Menninger continued, “There is no convincing scientific evidence
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that the suicidal impulse is hereditary and there is much psychoana-

lytic evidence to show that these cases of numerous suicides in one

family may be explained on a psychological basis.” The psychological

basis, he believed, was unconscious death wishes toward loved ones.

When a loved one dies by suicide, a relative’s unconscious death wish

is suddenly gratified, creating a wave of guilt that may culminate in

the relative’s suicide.

Menninger was working under an unfair disadvantage. Since the

time of his 1936 book, an enormous amount of work has shown the

clear involvement of genes in behavior in general and suicide in par-

ticular. Also since that time, psychoanalytic theories have not stood

up well to scientific scrutiny.

A family history of suicide appears to contribute about a twofold

increase in risk—a little more if there are multiple, close relatives

who have died by suicide; a little less if there are relatively few and

distant relatives. This rule of thumb can be very useful to people who

have lost a loved one to suicide. In fact, I have had visits and calls

from people around the United States about this very question.

Usually, the call or visit is from the wife of a man who has died by

suicide, wanting to know the genetic risk to her children. Anecdotes

like the family mentioned by Menninger in which five of seven sib-

lings died by suicide can make people understandably anxious. It is

often reassuring for people to hear that the risk for any given person

walking down the street is 1 out of 10,000, or .0001. A child whose

dad has died by suicide has a risk that is around 2 out of 10,000, or

.0002—no higher than 5 out of 10,000, or .0005, in any event. The

fact that I am a surviving child of a dad who died by suicide adds

credibility, I think, to the reassurance.

Regarding the involvement of genes in behavior, twin samples are

the most useful to study; they can help determine whether a genetic

contribution to some trait or behavior exists. A usual strategy is to

compare monozygotic, or identical, twin pairs, who share all of their
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genes, to dizygotic, or fraternal, twin pairs, who share on average half

of their genes (as do any siblings who are not identical twins). If

genes are involved, identical twins should share the trait or behavior

more often than fraternal twins, because identical twins share all

their genes, and fraternal twins share approximately half of their

genes.

A potential complication is that the family environment may also

be more similar for identical twins than it is for fraternal twins, be-

cause identical twins may be treated more similarly (e.g., dress alike)

than fraternal twins. So, an even better strategy is to study twins

separated at or near birth and reared apart from one another, as

might happen when twins are adopted by different families. How-

ever, because the confluence of twinship, adoption, and later suicide

is rare, no twin adoption study on suicide has been conducted, to my

knowledge. There have been informative nontwin adoption studies,

however.

Overall, twin studies have found that 13 to 19 percent of identical

twin pairs were concordant for death by suicide as compared to less

than 1 percent of the dizygotic (DZ) twin pairs, a significant differ-

ence.2 Given that one twin has died by suicide, this means that the

chances that the other will die by suicide are around 15 percent for

identical twins and less than 1 percent for DZ twins. One percent is

an elevated rate, it should be noted; the probability of any given indi-

vidual in the United States dying by suicide is around .01 percent.

Therefore, 15 percent is an extremely elevated rate.

Researchers in Denmark have used an adoption register to

study the genetic aspects of suicide. From a register of thousands of

adoptions, they identified fifty-seven who eventually died by suicide.

These fifty-seven were compared to fifty-seven matched adopted

controls who had not died by suicide, specifically with regard to fam-

ily history of suicide among their biological relatives. Over 4 percent

of the biological relatives of the suicide group had themselves died by
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suicide, as compared to well under 1 percent of the biological rela-

tives of the control group.3

Further evidence of the role of genetics in suicide is shown through

family studies. One early study examined the Old Order Amish over

a hundred-year period. During this time there were twenty-six peo-

ple who died by suicide, the majority of whom came from only four

families. Interestingly, while these four families had a high genetic

loading for depression in addition to suicide, other families had a

similarly high loading for depression but no suicides. This suggests

that the genetic component for suicide may be independent from the

genetic component for depression.4 Other studies, too, have pointed

to a unique genetic contribution to suicide, over and beyond the

genetic contribution to mental disorders like depression.5 This is a

key point about the relation of mental disorders to suicidality—

mental disorders, though very important in understanding suicid-

ality, do not fully explain it. Further, a simplistic view of the asso-

ciation between mental disorders and suicidality does not explain

why most people with mental disorders do not attempt or die by

suicide.

The twin and adoption studies converge to show that genes are in-

volved in suicidal behavior. To return to the issue of the serotonin

system, suicide’s “shoeing horn,” we are now honing in on specific

genes that may confer risk for suicidal behavior. One gene that has

received much attention is the serotonin transporter gene. As noted

earlier, the neurochemical serotonin is important in mood, sleep,

and appetite. The serotonin transporter maintains control over the

availability of serotonin in the synapse, essentially by acting as its

recycler—the transporter recycles serotonin back up into the neuron

after serotonin is released into the synapse. SSRI drugs used to treat

depression like Prozac, Zoloft, and Paxil exert their effects by shut-

ting down or inhibiting the action of the transporter, one effect of

which is to leave more serotonin “in play” in the synapse.
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A single gene is responsible for encoding, or for the “architectural

plans,” of the transporter—the serotonin transporter gene. In hu-

mans, this gene is located on chromosome 17. A region of this gene

has been identified as having what is called a “polymorphism” in it. A

polymorphism just means that something can take multiple forms.

In the case of the serotonin transporter gene, there are two possible

forms, depending on the presence or absence of an additional string

of gene building blocks in the gene sequence. Each of the two varia-

tions is referred to as an allele of that gene. If an allele has the inser-

tion, it is called a long allele; if it does not, it is a short allele.6 Since all

humans carry two copies of each gene, there are three possible com-

binations of the two alleles: two long alleles (l/l), a long allele and a

short allele (l/s), or two short alleles (s/s).

There is some emerging consensus that those with the s/s genotype

have more dysregulated serotonin systems and thus are more prone

to attendant problems. A recent study that followed 103 suicide at-

tempters over the course of a year found that the s/s genotype was

more common in people with higher numbers of suicide attempts.7

A postmortem study found that the s/s genotype was more common

among suicide victims than among others, although this difference

did not reach statistical significance.8 My colleagues and I reported

that those with a significant family history of suicide were more likely

to have the s/s genotype than were those without a family history.9

This latter study is of personal interest to me, not only because it

was my study, but also because I have the s/s genotype and have a sig-

nificant family history of suicide, having lost my dad to suicide. I do

not know my dad’s genotype, but he had to have had at least one s al-

lele, because people get one allele from their mother and one from

their father. Since I have two s alleles, my dad had to have had at least

one himself, as must my mom, making both either s/s or s/l. It is not

possible to know for sure which my dad was, though if I tested my

sisters and both were, like me, also s/s, the likelihood increases that
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my dad was s/s. Given the research, my guess is that my dad did carry

the s/s genotype.

There are other serotonin-system genes besides the serotonin

transporter. Perhaps the one that has received the most overall atten-

tion is the tryptophan hydroxylase (TPH) gene. Tryptophan is a

precursor, or ingredient, of serotonin. TPH breaks down tryptophan

and thus serves as a kind of braking system in the making of seroto-

nin. This gene is located on chromosome 11, and two polymor-

phisms in particular have been studied: A218C and A779C. The A

and C represent different alleles (sort of like “long” and “short” on

the serotonin transporter gene), and the numbers 218 and 779 repre-

sent locations on the chromosome.

A meta-analysis (pooled results across studies) of the association

between the A218C polymorphism and suicidal behavior found that

presence of the 218A allele was significantly related to increased risk

for suicide.10 Other studies have examined the A779C polymor-

phism, and its relationship to suicide is less clear.11

One final gene that deserves mention is not a serotonin-system

gene—the catechol-O-methyltransferase (COMT) gene has only re-

cently been studied with regard to suicide. Somewhat similar to the

relation of TPH to serotonin, COMT is responsible for breaking

down neurochemicals like dopamine and norepinephrine, and thus

can be viewed as a braking mechanism for these neurotransmitter

systems. A gene on chromosome 22 codes for COMT activity and oc-

curs in two variations, the H allele and the L allele, which trigger high

or low COMT activity, respectively. As with most other research on

candidate genes, results have been mixed. One study identified no

difference in COMT genotype between patients at high risk for sui-

cide and controls.12 However, other studies have suggested that varia-

tions in the COMT gene are associated only with violent suicide.

In one sample, the L allele was more frequent in violent suicide

attempters versus nonviolent attempters and nonattempters. The
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nonviolent suicide attempters and nonattempters showed no differ-

ence in COMT genotype.13 A similar study stratified the results by

gender and found that the L allele was more frequent in males with a

history of suicide attempts but not in females. Furthermore, males

who carried the L allele were more likely to have made violent suicide

attempts and more attempts overall, but this relationship did not

hold for females.14

In summary, twin, adoption, and family studies of suicidality have

clearly shown that there is a genetic component to suicidal behavior.

This genetic risk for suicidality appears to be partly independent of

risk for mental illness. Several candidate genes for the transmission

of suicide risk have been identified. The serotonin transporter gene,

the TPH gene, and the COMT gene have all shown links to suicidal

behavior, at least in some studies. At the same time, it is important to

note that suicidal behavior is too complex to be accounted for by any

one gene; the analysis of the effects of multiple genotypes in combi-

nation may help to differentiate levels of genetic risk.

Neurobiology

Neurobiological variables also implicate the serotonin system in sui-

cidal behavior. One of the most well-replicated findings involves 5-

hydroxyindoleacetic acid (5-HIAA), which is the major metabolite

of serotonin; that is, when the body breaks down serotonin, one of

the main things it breaks it down into is 5-HIAA. Studies have found

low levels of 5-HIAA in the spinal fluid of suicidal individuals. A

meta-analysis (review of pooled studies) examining 5-HIAA, as

well as metabolites of other neurotransmitters like dopamine and

norepinephrine, found consistent evidence for lowered 5-HIAA in

suicide attempters and completers but no evidence for consistent

changes in other metabolites.15 This suggests that the serotonin sys-

tem specifically is linked to suicidality, whereas other neurotransmit-

Genetics, Neurobiology, and Mental Disorders ● 179



ter systems may not be, at least not as strongly. A subsequent review

came to similar conclusions and also indicated that low levels of 5-

HIAA in suicide attempters is predictive of subsequent attempts.16

Another approach to documenting abnormalities in the serotonin

system is by administration of what is called a fenfluramine chal-

lenge. Fenfluramine stimulates serotonin release. Results have gener-

ally shown a decreased release of serotonin in suicide attempters ver-

sus depressed patients and controls, indicating less serotonin activity

despite the fenfluramine challenge. It is noteworthy that this applies

to suicidal patients specifically, even as compared to depressed pa-

tients.17 Those who attempted suicide by more lethal means show de-

creased activity in an area of the brain called the prefrontal cortex, as

compared to low-lethality attempters, and this was particularly ap-

parent after the fenfluramine challenge.18 The prefrontal cortex may

be involved in impulse control. These high-lethality attempters also

show decreased serotonin release in response to the fenfluramine

challenge, as compared to low-lethality attempters.19

Still another method of evaluating the serotonin system’s role in

suicide is by postmortem analysis of the brains of individuals who

have died by suicide. This area of research is not as clearly defined

as the 5-HIAA and fenfluramine literature, as some have found no

difference in important serotonin-system parameters between those

who died by suicide and those who died by other means.20 However,

a postmortem study found decreased serotonin transporter binding

in the prefrontal cortex of those who died by suicide.21 This means

that the serotonin transporter was not working optimally in those

who died by suicide; note also that the relevant brain area, the pre-

frontal cortex, was the same as that identified in a previous study as

important in suicide. In this study, as in others, results were specific

to suicide as compared to major depression—emphasizing that the

genetic vulnerability to suicide is distinct from the vulnerability to

other conditions, even including depression.
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Another interesting angle to the association of the serotonin sys-

tem to suicidality involves sleep. Serotonin appears to play a sig-

nificant role both in suicide and in the regulation of sleep.22 The re-

lease of serotonin is highest during waking states, reduced during

slow-wave sleep, and lowest during REM sleep. Interestingly, seroto-

nin-system dysfunction, particularly a reduction in the synthesis of

serotonin, is believed to promote wakefulness.23

Several studies have also demonstrated that disturbed sleep is

related both to suicide attempts and to completed suicide.24 One of

the first studies to examine sleep, depression, and suicide over time

found that symptoms of global insomnia were more severe among

those who later completed suicide within a thirteen-month period.25

Depressed patients with self-reported repetitive and frightening

dreams are more likely to be classified as suicidal compared to those

without frequent nightmares.26 A similar relationship recently

emerged in an impressive study conducted in Finland. The study re-

vealed a direct association between nightmare frequency at one point

in time and completed suicides roughly fourteen years later. Com-

pared to subjects reporting no nightmares, those reporting occa-

sional nightmares were 57 percent more likely to die by suicide.

Among those with frequent nightmares, the risk for suicide increased

dramatically; individuals reporting frequent nightmares were 105

percent more likely to die by suicide compared to individuals report-

ing no frightening dreams.27

My colleagues and I recently studied this issue at the FSU Psychol-

ogy Clinic. Among a large sample of psychotherapy outpatients, we

assessed the associations of sleep problems to suicidal symptoms.

Our results indicated that insomnia, nightmare symptoms, and sleep-

related breathing problems collectively predicted suicidal ideation,

but that nightmare symptoms were uniquely associated with suicidal

ideation, whereas insomnia and sleep-related breathing problems

were not. Put differently, nightmare problems were clearly related to
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suicidality; on the other hand, the only reason insomnia and breath-

ing problems appeared to be related to suicidality is because they

were more common in those who had frequent nightmares—they

had no independent influence on suicidality.28

The specific association of nightmares to suicidality is interesting

to consider in light of the framework developed in this book. People

who have frequent nightmares, especially those in which they are

subjugated or victimized, often have the thought, “I’m ineffective

and powerless even in my sleep.” Insofar as ineffectiveness is a general

quality of which perceived burdensomeness is a severe subset, night-

mares may relate to suicidality partly as a function of general feelings

of ineffectiveness. Also, those who are having nightmares often dis-

turb the sleep of their partners, which could have implications for

belongingness. In fact, this seemed to have been an issue for my dad,

whose snoring (a sleep-related breathing symptom) was problem-

atic. In our study at the FSU clinic, sleep-related breathing symptoms

were not uniquely associated with suicidality; however, that study

used a very rough measure of sleep-related breathing problems, and

so it would not surprise me if future research found a link between

this variable and suicidality as well.

The literature is clear. Of all neurotransmitter systems, the seroto-

nin system is the most important with regard to suicide risk. Metab-

olites of dopamine and norepinephrine are generally no different

in those at risk for suicide than in others. However, one other brain

system, the hypothalamic-pituitary-adrenal (HPA) axis, deserves

mention.

The HPA axis is the body’s main “stress reaction” system. Any

stress lasting longer than a few minutes will stimulate release of a

particular hormone by a structure in the brain called the hypothala-

mus. The released hormone then acts on the pituitary gland, causing

it to release still another hormone. This in turn causes the adrenal

cortex to release cortisol, often called the “stress hormone.”
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When this sequence works well and normally, it prepares the body

for “fight or flight” responses to stress. But if stress is chronic and se-

vere, cortisol is always circulating. The problem with this is that

cortisol signals the hypothalamus and the pituitary gland to stop

producing their respective hormones. Chronic signaling makes the

system unresponsive, leaves too much cortisol circulating, and thus

impairs the person’s ability to respond to stress.

One way to measure HPA-axis activity is by administration of a

substance called dexamethasone. Dexamethasone is a synthetic ste-

roid similar to cortisol, which, in normal people, suppresses release

of one of the hormones that leads up to cortisol release. Therefore,

giving dexamethasone should reduce this hormone and thus reduce

cortisol levels, as long as the HPA system is working well.

However, if the system has become dysregulated from chronic

stress, it will not be sensitive to dexamethasone, and thus cortisol

production will not be suppressed. Nonsuppression of cortisol in re-

sponse to dexamethasone indicates an HPA system gone awry.

Nonsuppression of cortisol in response to dexamethasone may be

predictive of later death by suicide. One study followed a group of

patients over fifteen years and found that those with nonsuppression

of cortisol at baseline went on to have a fourteenfold greater risk of

death by suicide than those who did suppress cortisol output in re-

sponse to dexamethasone.29 These studies suggest that hyperactivity

of the HPA system could be involved in suicidal behavior.

It even is implicated in self-wounding behaviors in monkeys. Rhe-

sus monkeys who frequently and severely wound themselves (usually

through biting) showed the same kinds of responses to dexametha-

sone as do humans whose HPA systems are dysregulated.30

In summary, neurobiological research to date has clearly shown

that there are serotonin-related differences in suicidal individuals as

compared to others. These differences appear to be specific to seroto-

nin and may not involve other neurotransmitters. Studies of spinal
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fluid and fenfluramine challenge responses indicate decreased sero-

tonin-system function in suicide attempters and completers. Re-

search has also raised the possibility of involvement of the HPA sys-

tem in suicidality.

Interestingly, many of the serotonin-system differences between

suicidal people and others are also relevant to the personality vari-

able of impulsivity. Serotonin-system problems may contribute to

both suicidality and impulsivity. For example, differences between

those who died by suicide and others regarding serotonin binding

appear to be localized to an area of the prefrontal cortex, an area in-

volved in impulse control.31 Disruptions in serotonin-system func-

tioning may predispose people to an array of impulsive behaviors,

which, in turn, may reduce fear of provocative experiences, including

suicidality.

Impulsivity and suicidality are not the only consequences of sero-

tonin-system dysfunction. Another consequence involves tendencies

toward negative emotion, depression, and anxiety. With regard to the

theory proposed here, factors that increase negative emotionality

may affect suicidality via impact on feelings of burdensomeness and

failed belongingness.

Impulsivity

Impulsive personality characteristics are a well-documented risk fac-

tor for serious suicidality. To get a sense of what “impulsive” means,

consider these items from a measure of impulsivity: “Have people

told you that you’re a daredevil type or that you take too many

risks?” “Have you driven recklessly?” “Have you hurt yourself regu-

larly, even if you didn’t mean to (e.g., falling, bruising)?” “Have you

stolen material goods (such as clothes or jewelry) from a store or

vendor?” “Have you impulsively spent money on clothes, jewelry, or

other items?” Answering “yes” to most of these questions would indi-

cate an impulsive personality style.
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Impulsivity can have serious negative consequences. Menninger

wrote, “As for impulsiveness, a volume could be written about the

disastrous consequences of this symptom. It has ruined many a busi-

ness, many a marriage, and many a life.”32

In a study of 529 mood-disordered patients, 36 participants died

by suicide and 120 others attempted suicide during the fourteen

years of the study. Impulsivity was among the variables that differen-

tiated those who died by or attempted suicide from those who had

no suicide attempt.33 In a study of suicide attempts in 295 women

with bulimia nervosa, the binge-purge syndrome, over a quarter of

the women had attempted suicide, often including severe and multi-

ple attempts. Those who had attempted suicide differed from those

who had not with regard to frequency of impulsive behaviors.34 These

and other studies demonstrate that impulsivity is involved in suicidality.

But how is it involved? The literature on suicide often implies that

a principal mechanism underlying the relation of impulsivity to sui-

cide is “spur-of-the-moment” suicide—that is, someone deciding all

of a sudden, perhaps in response to a serious disappointment or con-

flict, to die by suicide. I am very skeptical of this concept, and I doubt

that true “spur-of-the-moment” suicides exist. Impulsivity is impli-

cated not so much at the time of death, but beforehand, leading to

experiences that allow people to get used to pain and provocation

and engage opponent processes (e.g., impulsive people drink more

and are injured in accidents more than others). Through repeated

impulsive acts, suicidal and otherwise, impulsive people may become

experienced, fearless, and competent regarding suicide and thus ca-

pable of forming plans for their own demise.

Musician Kurt Cobain’s suicide is a very clear example of a planned

suicide in someone who was viewed as impulsive and had clearly ac-

crued an array of provocative experiences, including repeated self-in-

jury. His impulsivity was involved in his death, but not in the sense

of a “spur-of-the-moment” decision to die. Rather, his impulsivity

led him to experiences that reduced his fear of death.
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Alvarez was also skeptical of the phenomenon of “spur-of-the-

moment” suicides, which he termed “so-called ‘impetuous’ sui-

cides.”35 He says of them that, if they survive, they “claim never to

have considered the act until moments before their attempt. Once re-

covered, they seem above all embarrassed, ashamed of what they

have done, and unwilling to admit that they were genuinely sui-

cidal . . . They deny the strength of their despair, transforming their

unconscious but deliberate choice into an impulsive, meaningless

mistake. They wanted to die without seeming to mean it.” To Alvarez,

“impetuous suicides” are ersatz; they are really usual suicide attempts

with a posthoc, shame-saving explanation of impulsivity.

Menninger’s book Man against Himself is packed with newspaper

clippings and clinical anecdotes about suicidal behavior, but not one

is a “spur-of-the-moment suicide,” with one exception. The only ex-

ception is a fictional one, Shakespeare’s Romeo.

Interestingly, the serotonin system, as was implied above, is impli-

cated as a basis for impulsive personality style. For example, com-

pared to others, people with impulsive/erratic personality disorders,

people with histories of aggression, arsonists and other violent of-

fenders, and people who have murdered a relationship partner all

have lower levels of serotonin metabolites in their spinal fluid. In vi-

olent suicide attempters, those who were identified as having high

impulsivity had significantly lower serotonin metabolites than non-

impulsive attempters and controls.36 Plasma blood levels of serotonin

metabolites were lower in impulsive suicide attempters than non-

impulsive attempters and controls.37 Potentially lethal suicidal be-

havior, impulsivity, and disruptions in the serotonin system appear

to be inter-related.

Fenfluramine challenge studies support this conclusion. As was

noted earlier, fenfluramine stimulates serotonin release. A blunted

response to fenfluramine challenge suggests less serotonin-system ac-

tivity. Blunted response to the fenfluramine challenge is seen in im-

pulsive people,38 as it is in people at high suicide risk. One study
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examined the relationship of suicide attempt lethality as well as im-

pulsive behaviors to fenfluramine challenge. Individuals with high

lethality attempts and impulsive personality characteristics showed

the lowest responses, indicating the most underactive serotonin sys-

tems.39

My claim is that impulsivity is associated with suicidal behavior,

but indirectly. According to the model developed in this book,

impulsivity only relates to suicidal behavior because impulsivity fa-

cilitates exposure to provocative and painful experiences. A similar

statement could be made about the relation of serotonin-system

problems to suicidality—the association exists only because seroto-

nin-system problems tend to produce impulsivity (and negative

emotion), which, in turn, increase the likelihood of provocative and

painful experiences. The latter, according to my view, instills the ac-

quired ability to enact lethal self-injury. Disruptions in serotonin-

system functioning may predispose people to an array of impulsive

behaviors, which, in turn, may reduce fear of provocative experi-

ences. These experiences may lead to the acquired ability to enact le-

thal self-injury and thus to increased risk for completed suicide.

The definitive study to test this claim has not been conducted, to my

knowledge. How would such a study look? I can think of two inter-

esting strategies. The first would be to measure impulsivity, painful

or provocative experiences, and suicidal behavior in a very large sam-

ple of people (a large sample is needed because of the relative rarity

of suicidal behavior; one could also study a smaller, high-risk group

in whom suicidal behavior is more likely). I predict that there would be

a significant association between impulsivity and suicidal behavior; but

crucially, I predict that this association would be reduced or elimi-

nated when painful or provocative experiences were accounted for.

This is a simplification, but generally, this pattern of results would

indicate that impulsivity is associated with suicidality only because it

facilitates exposure to painful or provocative experiences.

A second strategy would be to examine samples in which either
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impulsivity or painful or provocative experience was a constant.

Imagine a sample selected so that everyone had the same level of

impulsivity. I would predict an association between painful or pro-

vocative experiences and suicidality in this sample, because, accord-

ing to my theory, painful or provocative experiences confer risk to

suicide by dampening fear of self-injury, and this is the case regard-

less of the level of impulsivity. Now imagine a sample selected so that

everyone had the same level of painful or provocative experiences. I

would not predict an association between impulsivity and suicidal

behavior in this sample, because, in my view, impulsivity only relates

to suicidality through its relation to painful or provocative experi-

ences. If the latter is held constant, impulsivity would have no “trac-

tion” through which to predict suicidality. My students and I are cur-

rently conducting experiments to test this claim.

Of all personality dimensions, impulsivity has the most clearly

documented association with suicidal behavior. I believe this has

provided the misleading suggestion that the act of suicide itself is

an impulsive decision. I don’t think so. Rather, there is a real and im-

portant association between impulsivity and suicidality, and it exists

because impulsivity leads people to habituate to pain and provoca-

tion. They thus acquire the ability to enact lethal self-injury, and are

thereby at increased risk for suicide, if the desire for death is in place.

Impulsivity could relate to suicidality through increasing the desire

for death as well. As Menninger noted, impulsivity can ruin lives. Ac-

cordingly, it would not be surprising if it tended to increase feelings

of burdensomeness and failed belongingness.

Childhood Adversity

There is now little doubt of an association between childhood mal-

treatment and later suicidality—a real association not explained

away by other variables. Other variables are important to consider. It
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could be, for example, that the same genes that predispose a parent

to be abusive predispose the child to be suicidal. In fact, excellent

candidates for such genes would be those that underlie impulsivity—

an impulsive parent is more likely to abuse, and an impulsive child is

more likely to attempt suicide. Under this scenario, there is no real

association between child abuse and later suicidality. The real mech-

anism is genes and personality simultaneously raising risk for abuse

by the parent and suicidality in the child.

This scenario appears to have been ruled out. There seems to be a

direct link between childhood adversity and later suicidality, a link

not explained by other variables. For example, as was noted earlier,

feelings of expendability (including burdensomeness) have been em-

pirically linked to suicide; it would not be at all surprising if the

experience of childhood abuse and neglect were a main source of

feeling expendable. A study of Eskimos in the Bering Strait region

showed that the majority of a sample of suicide attempters had lost

a parent during childhood.40 Similar results were reported among

patients with borderline personality disorder. Patients with border-

line personality disorder who had died by suicide experienced more

childhood losses such as death of a parent as compared to living con-

trol patients with borderline personality disorder.41

As noted in Chapter 3, neglectful parenting is an independent risk

factor for adolescent suicidal ideation and attempts. This is true even

after adjusting for other powerful variables like the presence of psy-

chiatric disorder.42 Childhood physical abuse differentiates adoles-

cents who died by suicide from matched controls.43 A study of over

3,000 female adolescent twins found that childhood physical abuse

was one of the factors most associated with a history of attempting

suicide.44 Childhood physical abuse was also associated with lifetime

suicide attempts in a study of people with alcohol-use disorders.45

A very persuasive study on this topic followed 776 randomly se-

lected children from a mean age of five years to adulthood in 1975,
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1983, 1986, and 1992 during a seventeen-year period. More than 95

percent of the sample was retained throughout the entire study pe-

riod, a considerable achievement. The researchers ascertained the oc-

currence of abuse through official records as well as by participants’

recall of abuse incidents. Results showed that childhood abuse con-

ferred significant risk for suicidality in adolescence and adulthood,

with the strongest and clearest effects for childhood sexual abuse in

particular. Risk of multiple suicide attempts was eight times greater

among those with a sexual abuse history than among others.46

As mentioned in Chapter 2, our study on data collected from the

National Comorbidity Survey—a large project on the occurrence of

mental disorders and associated variables in U.S. adults—told a simi-

lar story. Our analyses showed that some forms of abuse were more

frequently linked to subsequent suicidality than were other forms;

specifically, the effects for childhood physical abuse and sexual abuse

on later suicidal behavior were relatively pronounced and similar to

one another, and exceeded effects for molestation and for verbal abuse.

Various forms of injury and victimization may instill the ability to

lethally harm oneself and increase risk for serious suicidal behavior.

On the one hand, the experience of physical and sexual abuse could

habituate people to self-injury. In fact, regarding childhood sexual

abuse, there is evidence that more painful forms (e.g., severe forced

abuse) are more associated with suicidality than less painful forms.47

On the other hand, the model developed in this book posits that

lethality combines with desire for death to result in serious sui-

cidal behavior, and that desire for death stems from feeling a burden

on loved ones and others, and feeling disconnected and alienated

from others. As noted in Chapter 2, to the degree that any form of

abuse facilitates either lethality (through habituation to pain and

provocation) or desire for death (through increased feelings of bur-

densomeness or disconnection), it should, according to the current

model, constitute a risk for later suicidal behavior. Childhood physi-

cal and sexual abuse may particularly confer risk, because they are
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both painful and imply burdensomeness and disconnection. In fact,

there is evidence that increased alienation (similar to lack of belong-

ingness) is a prevailing psychological link between childhood mal-

treatment and later suicidal behavior.48

What is the main neurobiological mechanism linking early abuse

to later self-injury? There is intriguing evidence that the HPA axis is

involved. Adults who have been abused as children appear to have a

dysregulated HPA system.49 Another effect of an HPA system gone

awry is decreased volume of a brain region called the hippocampus,

which is heavily involved in memory. Too much circulating cortisol

seems to erode hippocampal cells. In one study, depressed women

who had experienced childhood abuse had smaller hippocampal vol-

ume on brain scans as compared to depressed women who had not

been abused.50

Childhood adversity harms the HPA axis and increases risk for

adult suicidal behavior. As was noted earlier in this chapter, HPA

problems may also increase risk for later suicidality. Putting these

facts together, it is plausible that childhood adversity affects later sui-

cidal behavior partly through its effects on the HPA system. This may

be one neurobiological underpinning for the psychological effects of

childhood adversity on suicide. Childhood adversity, especially when

severe, impacts all aspects of my model. It familiarizes people with

pain and provocation, and it makes them feel worthless and alien-

ated—a lethal combination, according to the view developed here.

Mental Disorders

Approximately 95 percent of people who die by suicide experienced a

mental disorder at the time of death.51 As noted in the first chapter, I

believe my dad had bipolar II disorder—serious depressions com-

bined with hypomanic episodes—and this played a role in his death.

Little is known about the other 5 percent, but most if not all of them

likely experienced one or more “subsyndromal” mental disorders—
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that is, they experienced many symptoms of, say, depression, but not

quite enough symptoms to rise to the threshold of formal diagnosis

according to the American Psychiatric Association’s Diagnostic and

Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV).

A brief side note on the DSM is in order. The manual has many

merits, but one of them happens not to be an ultimate monopoly on

truth—it is a work in progress, albeit a very reliable one. Despite the

DSM ’s imperfections, we must discount the views of some scholars

who claim that mental disorders do not exist or represent social

myths. A full discussion of this notion is beyond the scope of this

book, but briefly, one profound problem with this idea is that it is an

affront to people with mental disorders (indeed, people who have

died from them), as well as to their loved ones. Imagine, as your

loved one is dying from cancer, that someone smugly tells you, “Can-

cer doesn’t really exist anyway.” People with major mental disorders

and their loved ones have suffered exactly this offense. Another prob-

lem with this idea is that it is highly implausible in light of current

scientific knowledge. Writing specifically of schizophrenia, Seymour

Kety summed up this issue succinctly: “If schizophrenia is a myth, it

is a myth with a strong genetic component.”52

The DSM has five axes, and the first two are relevant here. Axis I

includes the major mental disorders like schizophrenia, mood disor-

ders, anxiety disorders, substance-use disorders, and so on. Axis II

includes the personality disorders. Several of these two categories of

disorders (e.g., schizophrenia, bipolar-spectrum disorders, major de-

pression, some anxiety disorders, some substance-use disorders, and

some personality disorders) appear to play a role in the risk for sui-

cide. In what follows, the relevance of the proposed model is evalu-

ated with respect to suicidality in the context of several different

mental disorders.

The anxiety disorders include panic disorder, social phobia, gener-

alized anxiety disorder, post-traumatic stress disorder, obsessive-
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compulsive disorder, and specific phobia. Symptoms of some of the

anxiety disorders have been repeatedly implicated in serious suicid-

ality. For example, an analysis of the Food and Drug Administration

(FDA) database of treatment outcome studies found a significant as-

sociation between anxiety disorders and suicide.53 Jan Fawcett and

colleagues have repeatedly shown that severe anxiety is an important

sign of acute suicide risk.54

Of all the anxiety disorders, panic disorder probably has received

the most attention with regard to associations with suicidality. Panic

disorder involves repeated experiences of severe panic attacks that

often come “out of the blue”; people going through a panic attack of-

ten believe they are having a heart attack or that some other cata-

strophic thing is happening. Indeed, there does seem to be a sig-

nificant association between panic disorder and suicidal symptoms,55

although the connection may be explained mostly by the fact that

panic disorder often co-occurs with mood disorders,56 and of course

suicidality often emerges in the context of mood disorders.

From the standpoint of the model developed in this book, it is in-

teresting to note that there is a form of panic disorder, panic disorder

with agoraphobia, that particularly affects the need to belong. People

who experience this form of panic disorder are so concerned about

experiencing panic attacks that they rarely leave their house and thus

experience extreme reductions in social contact. By the logic of the

current model, those who experience this form of panic disorder

should be more prone to suicidality than those who experience panic

disorder without agoraphobia. In fact, there is some evidence to this

effect.57

Substance-use disorders confer risk for suicidality.58 As has already

been noted, according to the perspective proposed here, this associa-

tion is mainly a result of substance abuse facilitating provocative ex-

periences and thus the acquisition of the ability to enact lethal self-

injury. In Chapter 2, for example, it was noted that heroin users are
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fourteen times more likely than peers to die from suicide, and that

the prevalence of attempted suicide is also many orders of magnitude

greater than that of community samples.59

Some people report feeling more courageous while intoxicated;60

this sense of courage can be misdirected toward self-injury in some

people. In a relevant study on this point, some participants were

given alcohol to a blood alcohol level of .10 percent, and some were

given a placebo drink. Then, all were provided the opportunity to

self-administer shock during a task disguised as a reaction-time

game, with self-aggression defined by the intensity of shock chosen.

Men who had consumed alcohol self-inflicted more shock than those

who did not.61

A recent example shows how substance abuse can facilitate pain-

ful and provocative experiences, including self-injury. On July 13,

2004, the Associated Press reported that in March of that year a man

in England drank fifteen pints of beer, then got in an argument with

a friend about whose turn it was to buy the next beer. Apparently

the argument was unresolved, so the man went home to retrieve a

sawed-off shotgun. He stuffed the gun in his pants. On the way back

to the pub, the gun discharged. His lawyer stated, “He still feels quite

severe pain” and added that some shotgun pellets remained lodged in

the man’s groin area, potentially rendering him infertile. To make it

worse, the man was jailed for illegal possession of a firearm. In this

example, substance use clearly led to a painful, self-injurious experi-

ence.

Prolonged substance abuse can certainly deteriorate social capital

(leading to low belongingness) and diminish feelings of overall effec-

tiveness (producing feelings of perceived burdensomeness). Indeed, a

review of the literature on alcohol abuse and loneliness revealed

that alcohol abusers experience more loneliness than do members of

most other groups.62 A series of phone interviews with a predomi-

nantly crack-cocaine-using sample found that those continuing to
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use the drug after treatment report lower self-efficacy.63 Findings like

these suggest additional points of consilience between parameters of

substance-use disorders and the current model’s emphasis on per-

ceived burdensomeness and failed belongingness.

As was noted in Chapter 2, two mental disorders, borderline per-

sonality disorder and anorexia nervosa, are of particular interest, be-

cause they are among the most lethal of all psychiatric disorders (de-

spite being more common in women than men), with the usual

mechanism of death (including for anorexia nervosa) being suicide.64

Borderline personality disorder is characterized by a longstanding

pattern of stormy interpersonal relationships, self-destructive behav-

iors such as self-cutting or -burning, marked emotional lability and

impulsivity, and an empty or diffuse sense of identity. Unfortunately,

in some clinical settings, patients with the disorder have the reputa-

tion for manipulation, including manipulating others through self-

destructive behaviors (e.g., “gesturing suicide”), as well as for “split-

ting” (e.g., pitting people, including clinicians, against one another);

some people roll their eyes about such patients, take a subtly or

overtly demeaning tone about them, and make disparaging com-

ments.

In some clinical settings, mental health professionals harbor de-

meaning attitudes toward people with borderline personality disor-

der. I recently read a hospital progress note for a person with border-

line personality disorder that stated, “This patient is certainly not

getting treatment from me.” One reason for sentiments like these is

the belief that many such patients merely “gesture” suicide. In other

words, they engage in suicidal behaviors, such as cutting themselves,

but do not really intend to kill themselves; instead, they only intend

to provoke or manipulate others.

If only this were true. Those with borderline personality disorder

have a 10 percent lifetime rate of death by suicide; at least 50 percent

of people with borderline personality disorder have made a mini-
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mum of one very severe suicide attempt;65 and among those with this

syndrome, an average of over three lifetime suicide attempts has been

reported.66 Further, history of previous attempt among people with

borderline personality disorder is a stronger predictor of completed

suicides than for any other diagnostic group (e.g., 65 percent of sui-

cides among those with borderline personality disorder have made a

prior attempt; 33 percent of suicides among those with major de-

pression have made a prior attempt).67 Through repeated self-injury,

people with borderline personality disorder become practiced re-

garding suicidal behavior and may thus become courageous and

competent about suicide. Moreover, a common and pervasive sense

of self-doubt and feelings of alienation and abandonment are very

likely to instill perceptions of being a burden and create difficulty in

belonging. As a consequence, suicide risk is usually elevated in pa-

tients with borderline personality disorder.

Women with anorexia, too, put themselves through a physical or-

deal—namely, self-starvation. In addition, those with the binge-

purge subtype of anorexia also endure various compensatory efforts

like self-induced vomiting, ingesting agents like ipecac syrup that in-

duce vomiting, repeated enemas, and so on. Through these provoca-

tive experiences, the theory proposed here suggests that women with

anorexia may acquire the ability to enact lethal self-injury. Indeed,

there is evidence that anorexic women have elevated pain thresh-

olds,68 as has also been shown in suicide attempters,69 and suicide

rates among women with anorexia are quite elevated. Over the course

of a ten-year follow-up interval, the rate of death by suicide among

246 women with eating disorders was fifty-eight times the expected

rate.70 All of those who died were anorexic; no women with bulimia

died (but see below).

Shneidman’s case example of Beatrice represents an example of

the co-occurrence of anorexia and suicidality.71 Beatrice said of her

suicide attempt by self-cutting, “The evening dragged on with me

busy reopening the stubborn veins that insisted upon clotting up. I
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was patient and persistent, and cut away at myself for over an hour.

The battle with my body to die was unexpected, and after waging a

good fight, I passed out.” She also said, “For the next two years . . . ev-

ery night, before fading off to sleep, I imagined committing suicide. I

became obsessed with death. I rehearsed my own funeral over and

over, adding careful details each time.” Beatrice later planned her sui-

cide for three months and tried again to die by self-cutting; she

survived.

Shneidman wrote something about Beatrice that is very revealing,

I think. In her voice, he wrote, “I can try to control myself (and oth-

ers) through controlling my body. My body is my only practical han-

dle on the world, a rheostat (that I can turn up and down)—gain or

lose the same 15 pounds—I can control my life by controlling my

body. And if life gets too painful—I can turn it off completely.”

Through control of eating and body, she comes to the ability to beat

down the self-preservation instinct. She has developed that “little

switch”—the ability to turn life off—through the painful and pro-

vocative experiences of suicidality and anorexia. In her own words,

Beatrice makes it plain: “For me, restricting my food intake is not

about being fashionably thin, it’s about my death wish.”

As compared to women with anorexia, who may combine self-

starvation with intermittent binges and severe compensatory behav-

iors, women with bulimia may not be at as high a risk, because their

experiences are relatively less provocative (e.g., self-starvation is not

present or not as extreme). Thus their activities may be less likely

to produce habituation and engage opponent processes. Among

women with bulimia, however, I would predict that those with purg-

ing behaviors (a provocative experience) would endorse more sui-

cidal symptoms than those with nonpurging behaviors (e.g., exces-

sive exercise, a relatively less provocative experience). In fact, a

history of suicide attempt is more prevalent in purging bulimic

women than in other bulimic women.72

As is the case for women with anorexia, women with bulimia have
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decreased pain sensitivity. In fact, their decreased sensitivity to pain

may persist even after their eating disorder resolves. One study com-

pared bulimic women who had recovered from bulimia at least a year

ago to fifteen healthy volunteer women.73 All women in the study re-

ceived two pain evaluations. The first was a thermal pain stimulation

test, which evaluates heat tolerance; the second was the submaximal

effort tourniquet test, which assesses tolerance to pain induced by in-

flation of a blood pressure cuff. In general, recovered bulimic pa-

tients showed higher pain tolerance on both tests as compared to

controls. To my knowledge, no study has examined the difference be-

tween purging and nonpurging women with bulimia regarding pain

tolerance. Since purging bulimics have been through more provoca-

tion than nonpurging bulimics, I would predict higher pain toler-

ance in the former group. If true, their higher pain tolerance may

play a role in their higher suicidality.

It is potentially important that high pain tolerance remains in

women with bulimia, even well after they recovered. High pain toler-

ance in particular and the acquired ability to enact serious self-injury

in general may be slow to fade. Once in place, these psychological

features likely endure for quite some time. As will be pointed out in

the next chapter, this has implications for prevention and treatment

of suicidal behavior. The acquired ability to enact lethal self-injury

may be resistant to change, more so than other aspects of the model

(like perceived burdensomeness and low belongingness). These latter

qualities thus may be more fruitful targets for treatment and preven-

tion programs.

It is interesting to recall that, in general, women have low rates of

completed suicide. Women who undergo an array of provocative ex-

periences, however, may be exceptions to the general rule. Patients

with borderline personality disorder, anorexia nervosa, and, perhaps

to a lesser degree, bulimia nervosa may represent examples of such

women.
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Of course, mood disorders deserve consideration in any discus-

sion of suicide. The rates of death by suicide in mood disorders are

substantial, and this is true for major depression, bipolar I disorder

(with clear manic and depressive phases), and bipolar II disorder

(hypomanic and pronounced, recurrent depressive phases).74 Viewed

through the lens of the model proposed here, high suicide rates

in mood disorders may be a function of the ability to enact lethal

self-injury, which is acquired through repeated past experience with

suicidality and through various provocative experiences associated

with manic symptoms. Indeed, manic episodes frequently land peo-

ple in jail, fights, or accidents. Moreover, mood disorders often

include acute feelings of ineffectiveness and social isolation, a promi-

nent symptom and associated feature, respectively, of major depres-

sion. Therefore, those suffering from mood disorders are vulnerable

on all three of the dimensions emphasized in my model—acquired

ability for lethality, perceived burdensomeness, and failed belong-

ingness.

There is a form of major depression called the atypical subtype.

This subtype’s symptoms include oversleeping, overeating, and ex-

treme interpersonal rejection sensitivity. The subtype is labeled

“atypical” because the symptoms of oversleeping and overeating are

unusual among depressed people; usually, depressed people lose

their appetite and have insomnia. With regard to the rejection sensi-

tivity symptom, it includes reactions to perceived criticisms or

rebuffs that are so intense that it is difficult to maintain long-term re-

lationships. New relationships are avoided for fear of potential rejec-

tion. Belongingness will therefore be a long-standing and vexed issue

for people with the atypical subtype of depression. There is mixed

evidence as to whether people with the atypical subtype experience

higher risk for suicidal behavior than do other depressed people.

One study found that people with the atypical subtype had more sui-

cidal ideas and suicide attempts than other depressed people; atypi-
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cal depressions also had earlier age of onset than other depressions.75

Early age of onset is one marker of severity of a disorder, and this

alone could explain why those with the atypical subtype had more

suicidality than others. But if it is established that atypicality is asso-

ciated with suicidal symptoms in a real way, my model would predict

that this occurs, in part, because people with this syndrome struggle

so intensely with rejection sensitivity and thus low belongingness.

Interestingly, rates of suicide are lower for people suffering from

dysthymia (a low-grade but very chronic form of depression)76 than

from other depressions. Again viewed from the present perspective,

this stands to reason, in that the feelings of ineffectiveness and social

isolation in dysthymia may not reach the level of severity necessary

to fully instill the desire for death.

Antisocial personality disorder is interesting to consider in light of

the model proposed here. The disorder is characterized in the cur-

rent psychiatric nomenclature as a long-standing pattern of aggres-

sive behavior and reckless and impulsive disregard for others and for

rules and norms. However, recent research, informed by classic work

by the psychiatrist Hervey Cleckley,77 suggests that there are two dif-

ferent kinds of antisocial personality. One type is characterized by

emotional detachment (i.e., low anxiety; fake or shallow emotions;

immunity to guilt and shame; callousness; and incapacity for love,

intimacy, and loyalty). The other type is characterized by impulsive,

reckless, and under-controlled behaviors.

Cleckley reserved the term “psychopath” for those with the cardi-

nal feature of emotional detachment. Research has demonstrated

that the two types of antisociality are separable.78 One factor is cur-

rently emphasized by DSM and prioritizes antisocial behavior. The

other factor was formerly emphasized in DSM to some degree and

corresponds to Cleckley’s emphasis on “emotional detachment.” Ac-

cording to this research, there are two kinds of people with antisocial

personality—those who are emotionally detached (and who are also
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prone to poor behavioral control, in part because of their emotional

detachment), and those who are primarily impulsive, aggressive, and

irresponsible but who are not emotionally detached (and actually

may be especially emotionally reactive).

My colleagues and I predicted that this latter type of individual

would be prone to suicidal behavior (due to the combination of

impulsivity and emotional reactivity), but that emotionally detached,

“Cleckley psychopaths” would not be, due in part to low emo-

tional reactivity. Our study of 313 inmates supported this predic-

tion: “antisocial behavior” was associated with history of suicide at-

tempts; “emotional detachment” was not, and in fact, was negatively

associated with suicide history, although to a nonsignificant degree.

Moreover, we found that the link between “antisocial behavior” and

suicidality occurred in part because antisocial characters were prone

to the combination of negative emotionality and impulsivity.79

According to the model of suicidality described here, emotionally

detached antisocial personalities may not be prone to suicide, be-

cause their callousness and incapacity for intimacy and loyalty would

insulate them from perceived burdensomeness and disconnection

from others. By contrast, antisocial personalities characterized by

under-controlled behaviors would be at higher risk, because their

recklessness gives them an opportunity to habituate to pain and in-

jury, and because their negative emotionality increases the likelihood

of a sense of burdensomeness and low belongingness.

Virtually everyone who dies by suicide experienced one or more

mental disorders at the time of their death. Certain disorders are

more associated with suicidal behaviors than others, and it is impor-

tant to recall that relatively few people with a mental disorder die by

suicide. My model explains these facts by arguing that some mental

disorders are more likely than others to lay down the ability to enact

suicide and to instill perceived burdensomeness and failed belong-

ingness. Those with one of these suicide-related disorders who do
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not die by suicide have managed to avoid perceived burdensomeness,

low belongingness, or acquiring the ability to seriously harm them-

selves, despite their mental disorder. Certain mental disorders sub-

stantially increase the likelihood but do not guarantee that the three

conditions will be present that I propose are required for serious

suicidality.

At the moment of conception, a baby’s future is not fully plotted,

but some of its general trajectories can be discerned. Genes influence

neurobiology, including the serotonin system. Genes also influence

personality traits like impulsivity, and this influence may occur

mostly through genes’ impact on the serotonin system. Genetics,

neurobiology, and personality all interact in complex ways with an

individual’s life experience. Early adverse experience, including

childhood abuse and neglect, heightens the risk for later problems,

especially in vulnerable people. One set of such problems is men-

tal disorders, which, in addition to the agony and impairment they

cause, clearly confer risk to suicidal behavior. Genes, neurobiology,

impulsivity, childhood adversity, and mental disorders are inter-

connected strands that converge and can influence whether people

acquire the ability for lethal self-injury, feel a burden on others, and

fail to feel that they belong. This lethal endpoint is the culmination

of processes started at conception and furthered, biologically and

through experience, over a person’s lifetime.
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6

RISK ASSESSMENT,

CRISIS INTERVENTION,

TREATMENT,

AND PREVENTION

Time and again, psychopathology theorists and researchers go to

great lengths to develop theories and models of psychopathology, but

then when it comes time to talk about applications like assessment,

treatment, and prevention, there is a great disconnect between the-

ory and application. I think this occurs in part because applications

are often developed without theory in the clinic—on the fly, as it

were. This is not all bad, because many treatments that are discon-

nected from theory are very good—and, it must be added, some

treatments that are awash in theory are not very good at all.

Some examples of good treatments are interesting to consider.

A first is called Interpersonal Psychotherapy (IPT) and it was devel-

oped in the 1970s by the late psychiatrist Gerald Klerman and

colleagues. IPT is a down-to-earth, here-and-now kind of psycho-

therapy originally developed for depression but now used for other

conditions too. Its central idea is that if a major interpersonal issue

connected to symptom onset is worked out—say, a grief problem or

a hostile standoff in a marriage—then that is bound to help relieve

symptoms. IPT also recommends the sensible strategy of staying fo-
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cused on one interpersonal issue, trusting that progress made on it

will generalize to improve other areas too.

That IPT relieves symptoms is beyond doubt; randomized, con-

trolled clinical trials have attested to the fact. In an intriguing study,

IPT was assessed in rural Uganda.1 Thirty Ugandan villages were

studied. In each village, men or women who were self-identified

and viewed by other villagers to have symptoms of depression were

interviewed. In the local language, there is no single term to de-

scribe depression. Instead the interviewers asked for persons with

Yo’kwekyawa or Okwekubazida, two depression-like syndromes well

known to villagers. These two syndromes together include all the

major depression symptom criteria in the DSM-IV. Approximately

eight per village of the most depressed people were selected for par-

ticipation, totaling around 250. Eight of fifteen male villagers and

seven of fifteen female villagers were randomly assigned to the ther-

apy and the remainder to a control group. People in the control vil-

lages did not receive the therapy; however, people in both control

and intervention villages were free to seek whatever other interven-

tions they wished throughout the study. The intervention villages

received the depression therapy in group meetings for weekly ninety-

minute sessions for sixteen weeks. Groups were led by a local per-

son, of the same sex as the group, who had received brief training in

the therapy. During each session, the group leader reviewed each

participant’s depressive symptoms, and participants described recent

events and linked the events to his or her mood. The group leader

then facilitated supportive statements and suggestions for change

from other group members. The therapy was very effective. Among

those who received the treatment, rates of severe depression went

from around 90 percent before treatment to around 6 percent after

treatment; by contrast, among those in the control groups, rates of

severe depression went from around 90 percent before treatment to

around 55 percent after treatment.
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This and other studies show that IPT is effective. But it is remark-

ably theory-free. As IPT was being developed in the 1970s and there-

after, a scientific and theoretical literature on the interpersonal as-

pects of depression was developing too.2 Strangely, these two strands

of work rarely if ever intersected. IPT’s relative lack of theory has not

hamstrung it; it works, and additionally, no theoretical errors or

obfuscations were introduced as part of the treatment description.

A second example of a good treatment being disconnected from

theory is the Cognitive Behavioral Analysis System of Psychotherapy

(CBASP).3 This treatment relies heavily on past work by people like

Aaron T. Beck and Albert Ellis on cognitive therapy, as well as on the

field of applied behavior analysis. The gist of CBASP is, in ways, sim-

ilar to IPT. The idea is to repeatedly focus on specific, discrete situa-

tions and then to mould one’s thoughts and behaviors so that those

situations tend to produce one’s goals. Like IPT, the idea is down-to-

earth, and like IPT, impressive clinical trial data support the treat-

ment’s effectiveness.4

The theory behind the treatment, however, is both flawed and

largely irrelevant to the treatment. The theory makes unfortunate

and unsubstantiated claims about the nature of depressed people—

for example, that the chronically depressed individual is “a cognitive-

emotionally retarded adult child who brings a negative ‘snapshot’

view of the world to the session. The chronic patient functions, at

least in the social-interpersonal arena, with the structural mindset of

a 4–6-year-old preoperational child.”5 I find this a ludicrous claim,

and would feel even more strongly, I’m sure, if I were a chronically

depressed adult. Moreover, the claim is not necessary or even very

relevant to the treatment, which, far from being ludicrous, has been

shown to be effective and useful.

The cognitive theorizing and treatment recommendations of Beck

represent a good example of the coming together of theory and

treatment. Beck and many other people working from a cognitive
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viewpoint have developed theories of psychopathology wherein a

maladaptive schema for the understanding and making sense of one’s

role in the world confers vulnerability to various forms of psycho-

pathology. The treatment revolves around correcting the maladap-

tive schema.

My goal in this chapter is to try to emulate Beck in a useful, rele-

vant, and productive bringing together of theory and practice. The

previous chapters have laid out the theory and its anecdotal and sci-

entific support. This chapter attempts to use the theory to inform

clinical practice regarding suicidal behavior, starting with the impor-

tant area of suicide risk assessment.

Risk Assessment

Recall the distinction between the alarmist and the dismissive ap-

proach to suicide risk assessment. The alarmist position involves the

idea that whenever someone mentions suicide, it is a life-threatening

situation and alarms should be sounded. Those who take a dis-

missive approach make a mistake in the opposite direction. They be-

come blasé about suicidal behavior, often attributing it to manipula-

tion or gesturing on the part of the potentially suicidal person. A

compromise is thus needed between the alarmist and dismissive

approaches—one that is efficient and clinically useful, scientifically

supported, and conceptually consistent with the model developed in

this book.

Any risk assessment system has to grapple with the fact that there

are dozens of suicide risk factors, some of which are associated with

imminent risk (e.g., severe agitated anxiety), and others of which are

important but are more distal and not clearly tied to imminent risk

(e.g., family history of suicide). In fact, a quick survey of the websites

of organizations like the American Association of Suicidology, the

American Foundation for Suicide Prevention, and the American Psy-
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chological Association, among many others, shows that over seventy-

five factors are listed as suicide risk factors or warning signs, includ-

ing things as diverse and questionable as “loss of religious faith,”

“neurotransmitters,” “perfectionism,” and “loss of security.” Given

limited time, clinicians cannot thoroughly assess all of these various

factors, and even if they could, how are they to organize the resulting

mass of data?

Of all the numerous risk factors and warning signs, do any stand

out as particularly important? If so, then a risk assessment approach

might be built around them. Of course, based on the model devel-

oped in this book, the acquired ability to enact lethal self-injury de-

serves emphasis, as do perceived burdensomeness and low belong-

ingness. To assess acquired ability, my colleagues and I argued that

two factors deserve particular weight: a history of multiple suicide

attempts and the specific nature of current suicidal symptoms, with

specific reference to whether the symptoms include resolved plans

and preparations or suicidal desire.

Multiple attempt status is emphasized because it is perhaps the

clearest marker of the acquired ability for lethal self-injury. The dis-

tinction between resolved plans and preparations and suicidal desire

is important too. Resolved plans and preparations includes the fol-

lowing symptoms: a sense of courage to make an attempt; a sense

of competence to make an attempt; availability of means to and op-

portunity for attempt; specificity of plan for attempt; preparations

for attempt; duration of suicidal ideation; and intensity of suicidal

ideation. Suicidal desire includes a different set of symptoms: reasons

for living, wish to die, frequency of ideation, wish not to live, passive

attempt, desire for attempt, and talk of death or suicide.

Symptoms of the resolved plans and preparations cluster are evi-

dence of the person’s ability to lethally injure themselves, because the

symptoms require a fearlessness and sense of resolve in order to for-

mulate clear and actionable plans about death. My theory also sug-
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gests a broadening of the focus in suicide risk assessment from mul-

tiple attempters to anyone who has, through various means, acquired

the capability for lethal self-injury. This capability is acquired by

means of repeated practice or repeated exposure to self-injury. Prac-

titioners should assess for instances in which a patient may have been

able to practice self-harm, including aborted suicide attempts. Expe-

riences like multiple surgeries and repeated tattooings and piercings

represent other possible areas of inquiry. Various forms of exposure

to violence, as well as other provocative experiences like self-injecting

drug use, are other possible areas of investigation.

Another implication of the theory is that the desire for suicide

may be most pernicious when it contains themes of both burden-

someness and thwarted belongingness. If suicidal desire in general is

endorsed, it should be explored as to whether burdensomeness and

thwarted belongingness undergird it. If so, risk may be more ele-

vated; if not, risk may be more moderate. One complexity is that

feelings of burdensomeness and low belongingness are not necessar-

ily static; they are fluid and may vacillate in some people. A patient

who has mild feelings of burdensomeness one week may have intense

feelings the next day or the next week. A person who genuinely

professes strong belongingness on one day may subsequently de-

velop a sense of disconnectedness on another day, perhaps as a func-

tion of relationship conflict. Clinicians therefore have to monitor

risk regularly, even in previously low-risk patients, and in particular

need to monitor variables like perceived burdensomeness and failed

belongingness, which are both central and fluctuating.

Returning to the overall risk assessment framework, it emphasizes

two general domains—multiple attempt status and the two factors of

suicidal symptoms described earlier (resolved plans and preparations

and suicidal desire). For multiple attempters and those who indicate

they have resolved plans and preparations for suicide, risk assess-

ment proceeds differently than for everybody else. In these cases, risk
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is automatically viewed as elevated, especially in the presence of at

least one other risk factor (e.g., burdensomeness, low belongingness,

current and serious substance abuse, or severe negative life events).

For those who are neither multiple attempters nor endorse symp-

toms of the resolved plans and preparations factor but who do have

symptoms of suicidal desire, the threshold to establish elevated risk is

set higher.

More specifically, here is how the framework is used: For multi-

ple attempters, most any other additional risk factor (e.g., substance

abuse) translates into at least moderate suicide risk. For nonmultiple

attempters, those with resolved plans and preparations and most

any other additional risk factor are at moderate suicide risk at

least. For nonmultiple attempters with no resolved plans and pre-

parations but who do voice suicidal desire, the presence of two or

more additional risk factors translates into at least moderate suicide

risk.

The framework is not a completely automated statistical predic-

tion rule, but provides a relatively objective starting point for clinical

decision-making in risk assessment. In Chapter 1, I mentioned my

patient “Gayle,” who had recurrent depressions and who had de-

veloped ideas about dying by severing her hand with a machete.

She had acquired the ability to enact lethal self-injury not through

previous suicidal behavior—she had never attempted suicide—but

through severe substance abuse and an array of associated painful

and provocative experiences in her past. When I saw her, she had

been sober for many years, but there were residues of this past, and

one was the acquired ability to lethally injure herself.

I wanted to hospitalize Gayle because of her clear and detailed sui-

cide plan and perhaps especially because of her sense of calm and her

lack of fear about the plan. But she was not at particularly high risk

for suicide, because she did not report thwarted belongingness and

perceived burdensomeness. On the contrary, Gayle was very con-
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nected to her son and had many friends. Also, she was a particularly

capable woman, and there was no evidence that she felt ineffective,

certainly not to the point that she believed she burdened others. The

risk assessment framework described above clarifies clinical deci-

sion-making regarding a situation that would otherwise be very dif-

ficult to handle.

When combined with the current theory, an assessment approach

like the one just described encourages scientifically and theoretically

informed assessment and relatively routinized clinical decision-mak-

ing and activity. This assessment approach also represents a satisfy-

ing integration of theory and application. This same kind of integra-

tion can be seen in the important area of crisis management and

resolution, to be discussed next.

Crisis Intervention

As demonstrated by the case of Gayle, the acquired ability to enact

lethal self-injury, once in place, does not fade quickly. It is a relatively

static quality that does not come and go over time. It therefore would

not be a particularly useful focus for crisis intervention, where the

goal is to take the edge off the pain of the current crisis, so that it is

within a tolerable range. Since acquired ability is unlikely to change

much in the short-term, it does not provide any leverage to accom-

plish short-term reduction of distress.

By contrast, professionals who deal with suicidal crises would do

well to focus on burdensomeness and belongingness. Unlike the ac-

quired capability for serious suicidal behavior, burdensomeness and

belongingness may be more malleable and thus more amenable to

short-term crisis intervention. My colleagues and I have described

techniques for in-session diminution of distress.6 For example, tech-

niques such as the symptom-matching hierarchy and development

of a crisis card often take the edge off of intense negative moods.

Each of these techniques is described next.
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The symptom-matching hierarchy simply involves listing disrup-

tive symptoms and feelings. The patient ranks these in terms of

which are most upsetting (e.g., as rated on a one-to-ten scale). For

the top two or three symptoms or feelings, very concrete recommen-

dations are made (e.g., sleep hygiene for insomnia; relaxation for

general emotional distress; pleasant activities for depressive symp-

toms). These recommendations are not intended or expected to solve

the problem or to even change it very much; rather, they are intended

to just take the edge off of the problem, so that the person is some-

what more comfortable and thus better able to tolerate the crisis and

to start working toward solving the underlying problems.

Feelings of burdensomeness and low belongingness should rou-

tinely be targeted within this straightforward crisis-resolution ap-

proach. For example, a clinician might say, “I see that you perceive

yourself a burden on your family, but do they see it the same way?”;

or “Let’s briefly review the relationships and groups, not just right

now but in the past too, to which you felt a sense of belonging”; or

“Let’s review the ways you have contributed to people or society, not

just right now but in the past too.” The therapist could summarize

the products of this discussion, perhaps in bulleted form on an index

card, and give the summary to the patient, with instructions to ex-

pand and elaborate the list at home. Again, the point of this exercise

is not to fully undo underlying feelings of burdensomeness and low

belongingness, but to destabilize and reduce them slightly, so that the

patient will be in a better position to handle the current crisis and

build skills through therapy that will eventually target long-standing

problems.

The crisis card is another simple technique designed to lessen the

intensity of a crisis so that more clear-headed approaches can emerge.

The crisis card simply involves the development of a straightforward

crisis plan that can be written down on an index card or a sheet of

paper. An example would be:
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When I’m upset and thinking of suicide, I’ll take the following steps:

1. Use what I’ve learned in therapy to try to identify what is upset-

ting me, focusing especially on feeling I’m a burden on others and

like I don’t belong;

2. Write down and review some reasonable, nonsuicidal responses

to what is bothering me;

3. Try to do things that, in the past, have made me feel better (e.g.,

music, exercise, etc.);

4. If the suicidal thoughts continue and get specific, or I find my-

self preparing for suicide, I’ll call the emergency call person at

(phone number);

5. If I feel that I cannot control my suicidal behavior, I’ll go to the

emergency room or call 911.

Both the symptom-matching hierarchy and the in-session devel-

opment of a crisis card may dilute intense distress then and there in

the session. Both techniques should be focused on relieving feelings

of burdensomeness and low belongingness. This, in turn, may de-

crease discomfort—not completely, but enough so that difficulties

can be better tolerated and tackled with skill-based therapeutic tech-

niques (to be discussed in the next section). A slight decrease in dis-

comfort, incidentally, may also facilitate the occurrence of general

positive moods, which my colleagues and I have shown improves

treatment outcome in suicidal individuals.7

I recommend the use of a crisis card, as described above, instead of

what are known as “no-suicide contracts.” No-suicide contracts are

written agreements that patients will not attempt suicide while under

treatment. They usually are signed by both patient and therapist.

One reason that I do not recommend them is that they apparently do

not work very well. For example, a survey of Minnesota psychiatrists

found that of those who used no-suicide contracts, over 40 percent

reported that they had patients die by suicide or make a near-lethal
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attempt while under a contract.8 In a study of self-harm incidents

among psychiatric inpatients, some of whom were on no-suicide

contracts, there was some indication that being under contract was

associated with more self-harm.9 This could be because the most seri-

ously ill patients were put under contract, but nevertheless, it does

not represent a ringing endorsement of no-suicide contracts.

Another reason that I do not use no-suicide contracts is that they

only tell patients what not to do and neglect telling patients what

they should do instead. Relatedly, no-suicide contracts ignore impor-

tant aspects of the model developed in this book. Instead of advising

patients not to try suicide, a better approach would be to advise them

what to do in the event that suicidality in general escalates and that

perceived burdensomeness and feelings of failed belongingness in

particular intensify. The crisis card accomplishes this.

I borrow one last thought on crisis intervention from William

James. He wrote that to persuade a suicidal person to live, one could

“appeal—and appeal in the name of the very evils that make his

heart sick—to wait and see his part in the battle out.”10 In their 1933

book on suicide, Dublin and Bunzel expand the point: “the consent

to live on is a resignation based on manliness and pride” (pardon

their politically incorrect use of “manliness,” which I suppose was

not politically incorrect in 1933). This perspective neglects the pain

of perceived burdensomeness and failed belongingness; when these

feelings are very intense, people do not want to continue living re-

gardless of pride or manliness. However, it is an interesting idea to

turn the very fearlessness that may facilitate self-injury against it-

self. Though not a routinely useful part of crisis interevention, this

tactic may have promise for some patients, in that it redirects the re-

solve of the suicidal person on to fighting against evil on behalf of

others, which in turn may alleviate low belongingness and perceived

burdensomeness.

As with risk assessment, the theory of suicide developed in this
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book guides clinical activity in the realm of crisis intervention.

Short-term interventions that target and take the edge off of per-

ceived burdensomeness and feelings of failed belongingness are likely

to contribute to crisis resolution.

Treatment and Prevention

William James wrote, “Be not afraid of life! Believe that life is worth

living and your belief will help create the fact.”11 As was so often the

case, James was ahead of his time. My colleagues and I have docu-

mented that psychotherapy that is focused on amending negative

thoughts about self, others, and the future (cognitive therapy) is the

leading treatment for suicidal behavior.12 We also developed and de-

scribed a particular form of cognitive therapy for suicidal behavior.

Two aspects of this therapy deserve emphasis here. The first is a

technique for restructuring negative thoughts to which we gave the

acronym ICARE. Each of the letters in the acronym stands for a

step in the process of altering negative thoughts. “I” stands for iden-

tification of a particular negative thought. In context of my model

of suicidal behavior, thoughts related to burdensomeness and low

belongingness should be prioritized.

“C” stands for connection of the particular thought to general

categories of cognitive distortion. There are numerous kinds of cog-

nitive distortion. Some examples include all-or-nothing thinking,

catastrophizing, disqualifying the positive, and overgeneralization.

All-or-nothing thinking involves viewing a situation inflexibly, with

only two extreme categories (“if everyone doesn’t love me, then I’m

unlovable”). Catastrophizing is predicting the future in a very nega-

tive way, without consideration of more likely outcomes (“I’ll be so

upset that I will be unable to function”). Disqualifying the positive

means not counting positive qualities or experiences as real (“My

success was just dumb luck”). Overgeneralization involves sweeping

negative conclusions that go well beyond the data provided by a
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given situation (“I felt uncomfortable at a party, therefore I am so-

cially defective”).

The first two steps, identifying the thought and connecting it to a

larger type of cognitive distortion, set up the third and fourth steps.

“A” is for assessment of the particular thought, in light of tried and

true cognitive therapy techniques. These techniques essentially in-

volve questions like these: What is the objective evidence for the

thought? Against the thought? How likely is it? Are there alternative

explanations? Will it matter in a year?

“R” is for restructuring the thought, using information provided

by the previous steps. A key process here is to use the assessment data

to remove the cognitive distortion from the thought. For the thought

“I felt uncomfortable at a party, therefore I am socially defective,” the

assessment data may include “my performance as a parent and a

spouse shows that I’m not socially defective,” and the category of dis-

tortion is overgeneralization. The task then is to use the assessment

data to “degeneralize” the thought; for example, “my discomfort at

the party was specific to that situation, and says little about me as a

person.”

“E” stands for execute—that is, act in ways that logically flow from

the restructured thought. In the example of social discomfort at a

party, this step may involve feeling free to act with confidence in

other social domains, and exploring and if necessary remedying the

reasons for discomfort in that one particular social situation.

In context of the theory developed in this book, it is important

to focus the ICARE technique on thoughts and themes involving

burdensomeness and failed belongingness. For example, the identi-

fied thought “I am a burden on my loved ones” could be connected

to the distortion of labeling—putting a global, fixed label on oneself

without considering evidence that would lead to a less negative label.

Assessment data could include the ways that the person contributes

to loved ones, but also more generally, to friends and to society. The
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thought would then be restructured, using the assessment data to

make the label less global and more consistent with objective evi-

dence, such as, “Though I feel a burden on others at times, the truth

is that I contribute in multiple ways.” The last step would involve act-

ing in ways that logically flow from the restructured thought, for ex-

ample, continuing contributing to others and noticing the rewarding

qualities of doing so, and working in concrete ways to minimize feel-

ing a burden and accepting that at times everyone comes up short.

Regarding low belongingness, the identified thought might be,

“I’ll never fit in.” This thought could be connected to the distortion

of catastrophizing—predicting the future in a very negative way,

without consideration of more likely outcomes. Assessment data

could emphasize the relationships and groups in which the person

does experience or has experienced some sense of connection. The

thought would then be restructured using the assessment data to

decastrophize the thought, such as, “Though I may not fit in ev-

erywhere, the truth is that I belong to important relationships and

groups.” The last step would involve acting in ways that logically flow

from the restructured thought, for example, further cultivating those

connections that exist and systematically working to initiate new

connections.

In addition to the ICARE technique, we emphasized some simple

approaches to negative mood regulation—that is, better tolerating

and handling of negative emotions. This is a weak spot for many

people with suicidal symptoms. Consider these examples from indi-

viduals who had attempted suicide: “The situation was unbearable

and I knew I had to do something but I didn’t know what to do”; “I

wanted to get relief from a terrible state of mind.”13 In a relevant

study, researchers assessed therapist ratings of patients’ mood regula-

tion styles. The therapists rated suicidal patients as less likely to en-

gage in active, healthy mood regulation strategies as compared to

nonsuicidal comparison patients.14
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One simple mood regulation technique is the drawing of mood

graphs. These are simple charts, with an x-axis representing the pas-

sage of time and a y-axis representing the intensity of a negative

mood. The task for the patient is to look for a time when negative

moods are intense, and then to sit with a pencil and paper, make a

mood graph, and simply chart the intensity of the mood over time,

once every minute or two, usually for a total of around fifteen to

twenty minutes. This exercise always results in some charted im-

provement in the negative mood. The improvement may not be ex-

treme, but it is visible on the chart nonetheless, and this makes a

powerful point. Specifically, the point is that by simply sitting down

and making a chart and then rating mood periodically, negative

moods lose some of their intensity. Negative moods are not unman-

ageable monsters; they are just unpleasant states that fade with time.

Patients who absorb this lesson become better able to tolerate nega-

tive moods without resorting to extreme solutions like self-injury.

Furthermore, the therapist is then positioned to make another im-

portant point: If the patient is able to gain detectable improvement

just by sitting down and making a simple chart, much more im-

provement can be expected from more thoroughgoing techniques,

like the ICARE approach.

The source of the negative emotion on a mood graph’s y-axis

is likely to consist of either feeling a burden or feeling a lack of

belongingness. If patients chart these feelings over time, they will see

that they lose their edge even over short periods of time. The under-

standing that these feelings, though intensely painful in the present,

will not be permanent and pervasive, steels patients to ride out the

wave of suicidal desire.

The therapeutic approach described thus far has focused on per-

ceived burdensomeness and failed belongingness, because they are

relatively fluid states and thus represent a therapeutic path of least

resistance. The approach works because it systematically corrects and
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amends patients’ views that they are a burden on others and that

they do not belong to valued relationships and groups. However,

because the approach emphasizes mindfulness, planning, and emo-

tional and behavioral regulation, it may also inhibit the expression of

the acquired capability for lethal self-harm and may discourage in-

volvement in provocative experiences that strengthen this acquired

capability. This would occur later in therapy, after self-control is well

established. The therapeutic approach thus prioritizes perceived bur-

densomeness and low belongingness, on the theory that once sui-

cidal desire is decreased, suicidal behavior will be less probable, even

if a patient has acquired the ability for lethal self-injury. Over time,

through repeated practice at things like ICARE and mood regulation,

self-control increases to the point that the acquired ability for self-in-

jury may gradually wane as well.

What about the role of medicines in the management of sui-

cidal behavior? Over the last fifteen years or so, there have been peri-

odic concerns that commonly prescribed antidepressant medicines

like Prozac, Zoloft, Paxil, and their kind actually increase risk for sui-

cidal behavior. Initial concerns that these medicines, called selective

serotonin reuptake inhibitors (SSRIs), were associated with increased

suicidality in adults were put to rest during the 1990s. In 2004, the

concern resurfaced and intensified regarding antidepressants for child-

hood depression. There is some reason for concern. Reviews that

examine both published and unpublished clinical trial data show in-

creased suicidal ideation and behavior in depressed children on anti-

depressants compared to those on placebos, but this is true only for

certain antidepressants like Paxil and Effexor.15

Oddly, it is not true regarding Prozac. Why would some com-

pounds be associated with increased suicidality, when an extremely

similar compound is not? I cannot think of a good answer for this,

with one possible exception. Medicines like Paxil and Effexor have

much shorter half-lives than does Prozac. In this context, half-life
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means the amount of time it takes for half the medicine to clear the

body. Short-half-life medicines clear quickly and thus can shock the

system if not taken very regularly, causing reactions like anxiety, in-

somnia, and agitation, which in turn have been linked to increased

suicidality. If this is the explanation, then it is not the case that anti-

depressants are causing suicidality; rather, it is that some antidepres-

sants need to be carefully managed, because their short half-lives

increase risk for “system shock” and thus for suicidality. In my opin-

ion, the upshot of this should simply be to focus on therapies that

have been repeatedly and clearly shown to be both safe and effective

for childhood depression—specifically, cognitive-behavioral psycho-

therapy and Prozac. From the perspective of my model, I doubt that

antidepressants increase suicidality in children or in anyone. The

majority of the record shows that they improve parameters associ-

ated with my model—things like feeling ineffective and socially iso-

lated.

Prevention efforts too may be informed by the three components

of the current model. As with treatment, the acquired ability to enact

lethal self-injury may not be a wise focus for prevention efforts, be-

cause if someone has this quality, it is relatively static and there is not

much to do about it in the short-term. By contrast, efforts that en-

hance belongingness and efficacy may be protective.

In an intriguing example, researchers studied over 3,000 people

hospitalized because of depression or suicidality.16 Thirty days after

discharge from the hospital, patients were contacted about follow-up

treatment. From those patients who refused follow-up care, a total of

843 patients were randomly divided into two groups. People in one

group received a letter at least four times per year for five years. The

other group received no further contact.

The letters received by the first group were simply brief expres-

sions of concern and reminders that the treatment agency was there

if needed. They were not form letters; the letters received by a given
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individual were always worded differently, and they included re-

sponses to any comments made to previous letters. The researchers

always included a self-addressed, unstamped envelope. They provide

this example of a contact letter: “Dear _______: It has been some

time since you were here at the hospital, and we hope things are go-

ing well for you. If you wish to drop us a note we would be glad to

hear from you.”17

Results showed that patients who received the letter had a lower

suicide rate in the five years after discharge than did patients in the

control group. The researchers specifically attributed this finding to

increased belongingness. Referring to belongingness, they described

it as “a feeling of being joined to something meaningful outside one-

self as a stabilizing force in emotional life . . . it is this force that we

postulate as having exerted whatever suicide-prevention influence

the contact program might have generated.” They continued, “[an

earlier paper]18 expressed this concept clearly after recounting sui-

cide prevention measures over 600 years and contemplating what is

really new, observing that ‘there is surely at least one common theme

through the centuries—it is the provision of human contact, the

comfort of another concerned person, often authoritative but maybe

not, conveying a message of hope consonant with the assumptions

and values relevant to that particular time.’”

In the study just described, the prevention technique was targeted

at those previously hospitalized for depression or a suicidal crisis.

How might their success be generalized and presented to the public

at large, or to segments thereof? I am not particularly adept at adver-

tising, public service announcements, and the like, but if I were put

in charge of developing a public service announcement, I think I

might target it to older men—since they are a demographic with

high suicide rates—and its gist might be something along the lines of

“keep your friends and make new ones too—it’s strong medicine.”

This idea reminds me of the man I mentioned in Chapter 4 who, de-
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spite a gruff exterior, called multiple friends each day for years and

years, just to say hello and keep contact. He lived until he was almost

ninety, died peacefully, and his memorial service was standing room

only.

I noted earlier that the acquired ability to enact lethal self-injury

may not be a useful target for prevention efforts, because this quality

is relatively static and not very malleable, at least not over the short-

term. But this ability is important to consider in planning preven-

tions, because efforts that unintentionally foster habituation to sui-

cidal stimuli may backfire. For example, I would not recommend a

“scare tactic” intervention in which graphic pictures of those who

died by suicide are shown, because this has the potential to further

habituate at-risk people to the idea of death by suicide.

The idea that well-meaning prevention efforts can backfire and in-

crease the behavior they try to prevent is not unheard of. For exam-

ple, researchers evaluated an eating disorder prevention program in a

sample of college women who were in their freshman year.19 The in-

tervention involved peers who had recovered from eating disorders

describing their experiences and providing educational information

about eating disorders; a control group who did not receive this in-

tervention was also assessed. Results suggested that the intervention

backfired: Those who received it had slightly more symptoms of eat-

ing disorders than did controls. In fact, I recently saw a specific ex-

ample of this at the clinic I direct. A girl who was dissatisfied with

her body but who had no frank symptoms of an eating disorder saw

a prevention film at her school. The film discussed various aspects

of eating disorders, including self-induced vomiting. According to

the girl, the film produced in her the thought that “I’d like to try that

to see if it helps me feel better about my body.” Over the ensuing

months, she developed a serious eating disorder, including self-

induced vomiting multiple times per day.

A mild kind of backfiring has even been detected in some suicide
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prevention studies. For example, in an evaluation of a school-based

suicide prevention program, it was found that the program increased

relevant knowledge among girls, but that boys reported increased

hopelessness and maladaptive coping responses upon exposure to

the prevention program.20

The model of suicidal behavior developed in this book is intended as

a comprehensive theory of suicidal behavior, not as a clinical de-

scription or as prelude to the introduction of some clinical tech-

nique. Nevertheless, one of the main benefits of a thoroughgoing

theory is the clarification and illumination of clinically important

and sometimes vexing topics. Indeed, a theory that has nothing to

say about such things could rightly be viewed as suspect.

The theory developed here has substantive things to say about sui-

cide risk assessment, crisis intervention, treatment, and prevention.

Each of these areas is informed by the insight that those who do not

desire death will be unlikely to pursue it. Therefore, reduced percep-

tions of burdensomeness and lowered feelings of belongingness rep-

resent key targets for clinical interventions from risk assessment on

through to prevention. The acquired ability to enact lethal self-injury

is important too, but its relatively static quality makes it a target

mostly in risk assessment and intensive psychotherapy, and not as

much in crisis intervention or in prevention.
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7

THE FUTURE OF

SUICIDE PREVENTION

AND RESEARCH

In this book’s opening chapter, I mentioned my own three connec-

tions to suicide—as survivor of my dad’s death by suicide, as clini-

cian, and as scientist. As perhaps has become clear in the previous

chapters, the topic has become mostly scientific and professional for

me, with the agenda of prevention and relief of suffering through the

culmination of the slow labors of scientific understanding.

But it’s still personal too. When I hear misinformation or ludi-

crous claims, like masturbation and nail biting as relevant to suicide,

or the description of a depressed person as “a cognitive-emotionally

retarded adult child,” it’s personal. Or when I am reminded that to-

morrow, and the day after that, and the day after that, around 2,500

families worldwide will go through what my family went through, it’s

personal. And when people scramble to prevent death by lightning

strike or death by bicycle accident on the Golden Gate Bridge, and

yet are reticent about preventing death by suicide, it’s personal.

And when friends and family looked me in the eye and expressed

genuine sympathy and sadness about my dad’s death—and when

others did not do this—that was, and remains, personal. On this im-
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portant point of support to those who have lost a loved one to sui-

cide, I think my model has a few insights. The main contribution of

the book, I hope, is to provide people with an understanding of

death by suicide; despite the tragedy, shock, and pain of it, there are

tractable and comprehensible reasons that people die by suicide,

just as there are tractable and comprehensible reasons that people die

by heart disease or cancer. My model emphasizes perceived burden-

someness and a perceived sense of low belongingness. It is painful for

survivors to understand that their loved ones, lost to suicide, per-

ceived these things about themselves; but it is helpful, I think, to un-

derstand that these were perceptions, not realities that should be

blamed on survivors.

Indeed, if one insists on a special quality to the tragedy of suicide,

this is it. These perceptions were lethal, but were changeable through

proper treatment (as described in the previous chapter). In general, I

believe that death by suicide should be viewed as death by any other

means—a tragedy with painful and shocking though not mysterious

or stigmatizing properties. Still, the process of death in some cancers,

for instance, is simply not reversible with current treatments; that the

process of death by suicide is reversible and yet so often is not re-

versed is a horrible tragedy.

Though my model has a few insights for those who have lost a

loved one to suicide and for those who wish to support them, the

model is mostly gainsaid by common sense on this point. My advice

is to act like my Uncle Jim and my high school friends did for me:

just act right. Look survivors in the eye, express sadness and sympa-

thy, be there for them, support them, check in with them every so of-

ten, just as you would anyone who has lost a loved one. If you want

to recommend a reliable resource for information, education, lists

of support groups, and so forth, recommend www.suicidology.org, the

website of the American Association for Suicidology, or www.afsp.org,

the website of the American Foundation for Suicide Prevention. No
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lying, no tiptoeing around the subject, no whispering. And if you in-

sist—wrongly, I believe—that suicide is a special case, not like other

deaths, then that should make you more, not less, compassionate.

The confluence of the personal and the scientific has informed the

model I developed in this book. My dad did not possess many of the

characteristics that the public mind attributes to those who die by

suicide—he was not timid or retiring; not prone to emotional out-

bursts or anger; not prone to substance abuse. He was generally an

optimistic and hopeful character, though his periodic depressions

tempered this. He had bipolar II disorder, but among the group of

people with this disorder, I would estimate that my dad was in the

top one or two percentiles in terms of functioning and accomplish-

ment, and in the bottom half in terms of symptom severity. If you

were looking at the charts of a hundred patients with bipolar II dis-

order, knowing that approximately ten may die by suicide in the en-

suing years and trying to estimate risk for suicidal behavior based on

symptoms and functioning, I do not think you would include my

dad among the ten or even fifty most likely to die by suicide.

Yet he did. Why? By now, my answer should be familiar. Through-

out his life, he had experiences and injuries that facilitated his acqui-

sition of the ability to enact lethal self-injury. I mentioned several of

these experiences in the opening chapter. Two others occur to me. In

the late 1940s, he survived a hurricane. He told me that the wind

blew the rain through the walls of the cinder block structure where

he was, and his older brother later told me a similar story. In 1989,

there was something wrong with one of my kidneys, and I needed to

have surgery to have my kidney removed. My dad spent hours with

me in the hospital as I recuperated, far more time than anyone else.

This is a reflection of his caring nature, but also, I think, of his toler-

ance of pain and suffering—even that of his child. Add these experi-

ences to all the others, and it is not hard to see why he had developed

the capacity for lethal self-injury—he had numerous chances for ha-
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bituation. He was as stoic a person in the face of pain as anyone I

have met.

This makes suicide an option, an option that will only be accessed

when the desire for death is present. My dad’s desire for death, I be-

lieve, developed in the context of his losing touch with his profes-

sional identity, his marriage, and his church. He tried to compensate,

for example, by visiting African-American churches, but his efforts

were not sufficient. What he needed was to form new and deep

friendships and to suffer the pain of rebuilding his professional iden-

tity. These things were beyond him, as they are to many men, partic-

ularly white men in their fifties and older. I believe this is a main rea-

son that this demographic is at highest risk for death by suicide.

My theory is not only about my dad, however. It is intended to be

comprehensive but succinct: to have at least something to say about

all deaths by suicide worldwide, across cultures, by employing three

simple concepts. I have attempted not only to explain facts, but also

to produce new understanding with new ideas. For example, the

erosion of fear and the attendant ability to tolerate and indeed en-

gage in lethal self-injury may set into motion still other psychological

processes that are important in suicidality; namely, the merging of

death with themes of vitality and nurturance. Only when people

have lost the usual fear and loathing of death do they become capa-

ble of construing it in terms related, ironically, to effectiveness and

belongingness. Only those who desire death and have come not to

fear it can believe that through death, their need to belong and to be

effective will be met. Past researchers and theorists have remarked on

attraction to death among suicidal people—my theory specifies the

conditions under which it happens, as well as why it happens.

Where Do We Go From Here?

My theory leads to some as yet unanswered questions and suggests a

number of avenues for future research. For example, do the reward-
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ing properties of self-injury actually increase with repetition, as

predicted in this theory? Is it defensible to view effectiveness and

connectedness as the two key ingredients of the will to live? How are

we to discriminate lethal, stable forms of burdensomeness and dis-

connection from less pernicious, more temporary forms? In cul-

tures in which an interdependent view of the self is the norm, is dis-

connection more painful than burdensomeness, and in cultures in

which an autonomous, individualist view of the self is the norm,

is burdensomeness more painful than disconnection? What are the

precise kinds of self-harm and other provocative behaviors that pro-

duce habituation and engage opponent processes? Are mechanisms

like cognitive sensitization and cognitive deconstruction compatible

with habituation and opponent processes?

Other directions for future research should be mentioned too. A

basic but quite important agenda for future work involves measure-

ment technology for each of the three main components of the

model presented here. Reliable and valid self-report and clinician-

rated measures would obviously benefit research on the model (as

well as benefit clinical risk assessment). My students and I have a

start on this; here are some of the items we are using to assess the

three components of the model. The items are rated on a one-to-five

scale. For belongingness, “These days I am connected to other peo-

ple”; “These days I feel like an outsider in social situations” (this one

is reverse scored); and “These days I often interact with people who

care about me.” For burdensomeness, “I give back to society” (reverse

scored); “The people I care about would be better off if I were gone”;

and “I have failed the people in my life.” For acquired ability to enact

lethal self-injury, “Things that scare most people do not scare me”; “I

avoid certain situations (e.g., certain sports) because of the possibil-

ity of injury” (reverse scored); and “I can tolerate a lot more pain

than most people.”

A longitudinal study assessing acquired capability for self-harm,

burdensomeness, and failed belongingness at baseline, with periodic
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assessments for changes in burdensomeness and belongingness, as

well as for the development of suicidal behavior, would be of interest.

In a study like this, it might be predicted that the combination of

burdensomeness and failed belongingness should predict increases

in suicidal desire, though it should not predict increases in the re-

solved plans and preparations factor unless the acquired capability

for self-injury is also present.

The various conditions and processes that lead up to the develop-

ment of pernicious forms of burdensomeness and belongingness

deserve study too. It has already been mentioned that one can poten-

tially lead to the other, and that provocative experiences and behav-

iors (e.g., repeated self-harm) can lay the groundwork for their de-

velopment as well (e.g., through ostracization). Recurrent or chronic

forms of mental disorders also seem likely to produce serious threats

to the need to belong and to be effective.

By the logic of the current model, those who, through various

means (especially deliberate self-injury), have acquired the ability for

significant self-harm should be demonstrably different from others

in many ways. In fact, as was reviewed earlier, extant data appear to

support such differences. More research on this topic would be of in-

terest, for example, in the area of neurobiology. Studies are needed

on the neurophysiology and neuroanatomy of the acquired capabil-

ity for lethal self-injury. Comparison of those who have acquired the

capability for self-harm to those who have not on magnetic reso-

nance imaging (MRI) and other scanning technologies may illumi-

nate specific brain processes and areas that are implicated (for exam-

ple, serotonin-related processes in the ventral prefrontal cortex, an

area implicated in impulsivity).1 The self-aggression paradigm de-

scribed earlier, in which people self-administer shock,2 may be useful

in testing the present theory, especially with regard to the acquired

ability to enact lethal self-injury. One prediction would be that those

with substantial histories of provocative behaviors would self-ad-

minister more shock as compared to others.
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Psychological autopsy studies would also be useful tests of the the-

ory presented here. These studies involve detailed interviews of rela-

tives and reviews of documents regarding those who have recently

died by suicide, as compared to those who have died by other means.

Aspects of the three variables emphasized here—acquired capability

for suicide, burdensomeness, and low belongingness—should all be

demonstrable in such studies. A psychological autopsy that shows lit-

tle evidence of one or more of these variables in those who have died

by suicide would represent a grave challenge to the present theory.

Theorists and scientists who work on suicide are often asked why

they have chosen their field of study. Isn’t the topic morbid and de-

pressing? My answer is probably predictable by now—there is noth-

ing depressing about working to prevent and relieve the kind of suf-

fering that my dad, my family, and millions of others go through.

This alone is enough of a reason to study suicide.

But there are other reasons still. Artists and writers, for example,

have long understood that the dysfunctional and moribund can in-

form us about human nature, including what is positive and good.

Extreme states and conditions, including suicidal crises, have the

potential not only to illuminate the nature of those experiencing

suicidality, but to inform us about human nature in general. There

are general psychological phenomena that may be invisible in the ab-

sence of dysfunction; for example, the study of people who have lost

their memories through accidents has contributed greatly to the un-

derstanding of normal memory processes. Likewise, an understand-

ing of why some people would wish to end their own lives must cer-

tainly contribute to an understanding of human nature in general.

The need to belong and to contribute in some way to society seems

to be an essential part of what it means to be human.

Voltaire anticipated aspects of the current model almost three

hundred years ago in his description of Cato’s suicide. I propose a re-
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wording of Voltaire’s statement: None but a fearless person—fearless

at least about suicidal behavior—who also sees little to live for in

terms of effectiveness and connectedness, can surmount the most

powerful instinct of nature. This book has described the mechanisms

that, tragically, allow some people to acquire the ability to enact le-

thal self-injury, and, more tragically still, to lose sight of reasons not

to use it.
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EPILOGUE

I dreamt about my dad as I was writing this book’s last chapter; it’s

been fourteen years almost to the day since my dad died. In fact, this

book was due to my editor on August 1, 2004, the fourteenth anni-

versary of my dad’s death. After fourteen years, I still dream about

him regularly. In my recent dream, he and I were in Atlanta—the

place of my birth and of his death. We were looking together at some

kind of construction—it wasn’t finished yet, but we both thought it

was already great and that once it was done it would be even better.

To me, the dream is about my longing for him to see, share, and en-

joy the ongoing construction of my personal and professional life.

Given my beliefs, this will never happen in any way. My dad is

gone and it is my view that I will never see him again, in this life or

the hereafter. This view entails agony for anyone who has lost a loved

one, and death by suicide can exacerbate this agony for reasons artic-

ulated in my theory. With regard to my dad’s death, I hate that he

spent his last moments on Earth alone, in the back of a van in some

parking lot. I hate that as he died, he must have held the (mistaken)

view that he was forsaken by his loved ones and the world in general.

231



I hate that my mother, sisters, and I had to undergo the awful uncer-

tainty of what happened to my dad, only to discover a truth that

made the uncertainty seem easy. I shudder to imagine that in his last

few moments of consciousness, he might have come to regret his de-

cision, too late. And I regret that he did not say goodbye.

All of this is so painful that it is easy for me to understand why

various views of the afterlife are common and comforting. I believe

that these views and their comfort are illusory, but like any adequate

scientist, I am aware of the possibility of being wrong. And if I am

wrong, then I hope the afterlife is such that my dad is in his boat on

Georgia’s Lake Lanier, fishing for bass with his dad and my Uncle Jim

(both now deceased). I hope the water is calm and that the bass are

biting, and I hope my dad, my granddad, and my Uncle Jim know

that, though I don’t intend it to be anytime soon, I’ll be there eventu-

ally, and when I arrive, I’ll bring more beer and more bait.
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