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Psychological resilience in people experiencing schizophrenia and suicidal thoughts and

behaviours.



Abstract:

Background: Negative stressors can aggravate the impact of schizophrenia. However, some people
find ways of combating such stressors. There is a dearth of research examining factors which enable
individuals with schizophrenia to show psychological resilience.

Aims: The goal of this study was to investigate resilience to negative stressors in people with
disorders on the schizophrenia spectrum using a qualitative methodology.

Methods: Data was collected from 23 participants who had experienced schizophrenia and suicidal
thoughts and behaviours. Semi-structured interviews followed a topic guide. Participants were
asked i. what resilience meant to them, ii. which stressors they had experienced over 12 months, and
iii. how they had counteracted those stressors. Thematic analysis was conducted to identify re-
occurring themes across interviews.

Results: A continuum of psychological mechanisms described participants' views about the
meaning of resilience which ranged from passive acceptance to resistance (e.g., withstanding
pressure), and then to active strategies to counter stressors (e.g., confronting). These themes were
also evident in narratives expressing personal resilience strategies but, additionally, included
emotional coping techniques. External factors were highlighted that supported resilience, including,
social support, reciprocity, and religious coping.

Conclusions: People with schizophrenia develop ways of being resilient to negative events which

should inform therapeutic interventions.
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Introduction
Mental health problems on the schizophrenia spectrum often cause extreme distress to individuals;
are usually associated with life-long disability; and are linked with substantial individual and
societal costs (Millier et al., 2014). Negative stressors exacerbate the harmful psychological effects
of this mental health problem (Bolton, Gooding, Kapur, Barrowclough, & Tarrier, 2007). Such
stressors may be external, for example, financial pressures (Beebe, 2002); internal, for example,
different types of hallucinations (Docherty et al., 2015); or societal, for example, stigma (Ruesch et
al., 2014) and hospitalisation procedures (Berry, Ford, Jellicoe-Jones, & Haddock, 2013, 2015). In
addition, negative stressors are typically one of the first stages in pathways leading to suicidal
thoughts and behaviours (Williams, 1997) with death by suicide and multiple suicide attempts being
highly prevalent in people experiencing schizophrenia (Mork et al., 2012; Qin, 2011). However, not
everyone with schizophrenia who experiences negative stressors finds that they are unable to
counter them (Phillips, Francey, Edwards, & McMurray, 2009). Therefore, it is important to
identify the factors which confer psychological resilience to a range of stressors in those with
schizophrenia.

Psychological resilience is considered to be a protective mechanism which operates in the
face of negative stressors or negative life events (Bonanno, 2004; Masten, 2001). However,
previous work investigating psychological resilience in the context of severe mental health
problems, specifically schizophrenia, has been predominantly quantitative and based on
heterogeneous definitions of resilience, and heterogeneous methodologies (Mizuno, Wartelsteiner,
& Frajo-Apor, 2016). Furthermore, there is no guarantee that the way in which people with mental
health problems define or experience psychological resilience melds with psychological
conceptualisations of resilience.

It follows that it is essential that resilience research is based on service-user informed
perspectives, which explicitly focuses upon psychological resilience, for three reasons. First, within
the literature, resilience has been conceptualised and defined in many different ways (Mizuno et al.,

3



2016). Research which focuses on understanding and improving mental health care will benefit
from using conceptual definitions based on service-user viewpoints. Second, and relatedly, some
work illustrates that it is necessary to understand people's perceptions of their mental health
problems, including schizophrenia and psychosis, if treatment and recovery programs are to be
optimised (Connell, Schweitzer, & King, 2015; Hamm & Leonhardt, 2016; Sumskis, Maxham, &
Caputi, In Press; Waite, Knight, & Lee, 2015). This means that understanding the ways in which
people who experience schizophrenia have dealt with negative stressors and difficult situations can
support the development of interventions to promote psychological wellbeing and resilience to
future stressors which are not only service-user informed, but, more importantly, are service-user
led. Third, if communication between health professionals and service-users around resilience is to
be maximally effective then a shared understanding of resilience is vital (Collins, Peters, & Watt,
2011). Consequently, it is imperative to understand explicitly both i what the term resilience means
to those experiencing mental health problems on the schizophrenia spectrum, and ii what promotes
resilience from the perspectives of those who experience such mental health problems.

Nurturing psychological resilience in people experiencing mental health problems is an
important therapeutic and public health goal (APA). It can be argued that such ventures will be
successful only if an understanding of what resilience means and an understanding of factors which
can promote psychological resilience in the face of negative internal stressors (e.g., hearing internal
denigrating voices) and external stressors (e.g., being made redundant) is shared between mental
health professionals and those with experience of severe mental health problems (Chisholm, Hart,
Mann, & Peters, 2014; Cranwell, Polacsek, & McCann, 2016; Ditton-Phare ct al., 2015; Peters et
al., 2009). This necessitates the use of qualitative methodologies to understanding personal
experiences of resilience to negative stressors in those with severe mental health problems.

The personal experiences of building psychological resilience in people with schizophrenia
remains under-researched , particularly via the use of qualitative methodologies. In one exception to

the dominance of quantitative research work in this area, a study which aimed to explore



experiences of first episode of psychosis used a qualitative design and methodology. A key finding
from this study was that the ability to self-pace and feel in control over aspects of their mental
health problems helped participants to counter relapse and the worsening of symptoms which the
authors labeled as a resilience mechanism (Henderson & Cock, 2015). However, the goal of the
study by Hwas not to explore psychological resilience. A more recent study, also with a focus on
resilience to symptoms of schizophrenia, reported a tension between being challenged by
schizophrenia but also in being supported (Sumskis et al., In Press). Neither of these studies probed
resilience mechanisms which could be used to overcome the effects of negative stressors in those
with schizophrenia and which are important with respect to developing effective psychological
interventions.

Therefore, the purpose of the current study was to explore explicitly what resilience meant
to service-user participants, and to investigate factors which have promoted resilience to negative
stressors, in people experiencing schizophrenia from their perspectives.

Method
Participants
Participants were recruited from a larger study using opportunity sampling (Johnson, Gooding,
Wood, Fair, & Tarrier, 2013). In total, 23 individuals participated in the current study. All were
outpatients accessing mental health services in North West England, UK. They were recruited by
referral from their key-worker, community mental health teams, early intervention services,
assertive outreach teams, supported housing associations, and voluntary organisations.

There were four inclusion criteria which were: i. a clinical diagnosis of a schizophrenia
spectrum disorder based on the International Statistical Classification of Diseases [ICD-10] (WHO,
1992); ii. aged 18 years or over; iii. sufficient English language skills to engage with the interview;
iv. capacity to give informed consent. Participants were excluded if they had an organic disorder or
if drug use was judged to be the main cause of the schizophrenia spectrum disorder. There were no

inclusion or exclusion criteria with respect to duration of mental health problems.



Measures used to characterise the sample

Resilience Appraisal Scale[RAS]| (Johnson, Gooding, Wood, & Tarrier, 2010). This is a
12 item measure of psychological resilience. Participants indicate to what extent each statement
applies to them using a five point likert scale with higher scores reflecting greater resilience.
Cronbach’s alpha reliabilities have been reported as .88 for the total scale, .92 for the emotion
coping subscale, .92 for the situation coping subscale, and .93 for the social support subscale
(Johnson, Gooding, Wood, & Tarrier, 2010).

Suicidal Behaviours Questionnaire-Revised [SBQ-R] (Osman, Bagge, Gutierrez, &
Konick, 2001). This is a four-item measure which assesses the level of suicidality experienced by a
participant over the lifetime, and in the past year. Likelihood and intent of attempting suicide is also
assessed. Cronbach’s alpha reliabilities have been reported as ranging from 0.76 to 0.87 (Osman et
al., 2001).

Interview
Based on consensus from research team meetings, an interview topic guide was developed. The
following five questions were asked:
1. "What does resilience mean to you?"
2. "Have you experienced any stressful life events this year?"
If the response was "Yes"

3. "Would you mind telling me what they were?"

4. "Do you think you showed resilience in the face of these events?"
If the response was "Yes"

5. "What was it that enabled you to show that resilience?"

6. "Is there anything else you want to add about resilience?"

Interview questions were designed to enable participants to elaborate on factors that they

felt were important in defining and promoting resilience. Prompts were used, especially with



respect to the first question, because some participants struggled to articulate the meaning of
resilience. Prompts included:
...... any ideas? If someone is resilient, kind of, what would that mean about them?"

" Ok, resilient is kind of like hardy, like tough, like resistant to life’s problems."

" So, people would say, kind of, that it means that you can endure despite difficulties."
Interviews were audio-taped, transcribed, and anonymised with prior participant consent.
Procedure

This study was approved by a National Health Service Research Ethics Committee.
Participants first completed the Broad Minded Affective Coping or relaxation procedures (Johnson
et al., 2013). Following this, participants were interviewed using the topic guide.

Analysis

Thematic analysis (Braun & Clarke, 2006) was used to facilitate the identification of key
themes across participant responses. Subjective interpretation was not appropriate, as participant
responses were assumed to reflect their experiences. The analysis was based on an inductive,
exploratory approach with a realist stance (Braun & Clarke, 2006) and was conducted by the first
three authors (PG, DL, RO). First, transcripts were independently examined and similar response
content grouped into codes. Second, through group discussion based on repeatedly comparing initial
codes against each other, codes were reduced and grouped into themes. These initial themes were
checked against data extracts and refined to ensure they were entirely representative of the data.

Results

Participant characteristics

Demographic data was available for 21 participants comprising 14 males and seven females.
Nineteen had a diagnosis of schizophrenia, one had a diagnosis of schizoaffective disorder, and one
had a diagnosis of atypical psychosis. Nineteen participants were Caucasian. The means, (SDs), and
[ranges] for age, suicidality, and resilience were 43.6 (12.8) [20 - 67], 8.67 (3.76) [3 -17], and 44.76

(7.15) [33 - 53], respectively.



The main sources of negative stressors reported by participants were mental illnesses and
the illness or death of a friend or relative "Err... well my brother was ill you know and that was
stressful, really stressful. He was in [NAME] hospital for about six or seven weeks. That was
stressful" [ID 11]. Mental illnesses which were identified as stressors included symptoms of
schizophrenia "Yeah, a couple of them I have, and I’ve got low.......... Erm, voices that came back
and erm, that was stressful" [ID 33], depression", “I have at times been very very depressed as if
everything’s a stress when really it’s not, so I don’t know where it comes from" [ID 25], and
suicidality "and I couldn’t get these suicidal thoughts out of my head... and then, the most like,
toughest part was I actually tried to slit my wrists. Erm...." [ID 1].

Overview of key findings
Themes which were identified from the question, “what does resilience mean to you?” were
grouped along a spectrum of internal psychological mechanisms. At one end of the spectrum,
resilience was conceptualised as the passive acceptance of stressors, whilst at the other end of the
spectrum resilience was viewed as an active response to stressors, which usually involved
confronting, challenging, or fighting the stressor. Themes were labeled: (1) acceptance; (2)
resistance; (3) an active response to stressors (see Figure 1).

Insert Figure 1 around here

Themes which were identified in response to the question, “what was it that enabled you to
show resilience?” were grouped into: (1) internal psychological mechanisms, and (2) external
factors. Internal psychological mechanisms overlapped with the ‘passive acceptance to active
responses’ spectrum identified from the meaning of resilience question, with the addition of
cognitive and emotional coping strategies to the active responses category. The theme of ‘external
factors’, was grouped into: (1) social support, (2) social reciprocity, and (3) religion.

Meaning of resilience (see figure 1)
Meaning of resilience: acceptance. For a small number of participants, being resilient was

described as being able to accept difficult life events. Here, resilience was conceptualized as a



psychological process, in which individuals made a decision to accept the event “..its’ how you
absorb what’s going on around you” [ID15], rather than attempting to suppress or challenge it “You
can come to terms with everything” [ID25].

Meaning of resilience: resistance. The majority of participants viewed resilience as
something which prevented difficult life events from having a negative effect on them, either
psychologically, emotionally, or in terms of preventing them from carrying out their
responsibilities. This protective internal barrier had three purposes. First, it allowed them to
withstand pressure “..not caving in under pressure” [ID35], and “..sort of keeping going” [ID18].
Second, it provided inner strength, “..having a thick skin isn’t it” [127]. Third, it enabled them to do
things for themselves.

“..just get on with things as best as you can, without bothering anyone really... get on with

all your duties, your responsibilities whatever you need to do” [ID25]

“I suppose it’s being able to stand up on your own two feet. [’'m resilient that way, doing

everything for yourself” [ID31]

Meaning of resilience: active response to stressors. Participants defined resilience as an
active process which involved challenging or overcoming difficult life circumstances. Two types of
response were described. First, ‘bouncing back’ which had connotations of inner strength, but
participants talked about strength in a more active way by perceiving resilience as the consequence
of using strength to overcome a stressor “Energy to fight back” [ID19], and “A sense of not being
defeated” [ID18]. Second, participants described a generalised sense of the ability to cope “it would
mean like how they cope with things” [ID1].

Promoting resilience: internal psychological mechanisms (see Figure 2)

The internal psychological mechanisms which were identified overlapped significantly with the
spectrum of acceptance, resistance, and active responses depicted in response to the meaning of
resilience question (see Figure 1). However, there were key differences in the type of acceptance

experienced and the addition of specific cognitive and emotional coping strategies.



Insert Figure 2 around here

Promoting resilience: acceptance. The facilitation of acceptance was described through the
ability to perceive difficult life events in a different light. This was achieved by putting the events in
context and seeing that:

“It’s life itself — I’ve seen worse times” [IDS§].
“...basically it’s like what goes around comes around and I’ve had to take it on the chin kind
of, you know, and think to myself well, you know, I’ve left people feeling the same way that

I’'m feeling now, so it serves myself right really” [ID2]

“I think it’s like past experiences really, like no matter how bad things are I can, well up to

now, I can always remember a worse time so I build on that really” [ID32]

Promoting resilience: resistance. The resistance described here was essentially the same as
the resistance described previously, which served to block the effects of negative life events by
“..not caving under pressure” [ID35], “Getting on with it” [ID35] and “Drawing on [inner] strength”
[ID18].

Promoting resilience: active responses. Participants described both cognitive "logically
putting things in order in your head" [ID=19] and emotional coping strategies "....... facing up to the
fears" [ID=35] which helped them to be resilient. Some participants described how they tried to
condition themselves to remain positive “I have to condition myself every day, to think positive
things rather than negative things” [ID32], or to be balanced “it was just like a matter of trying to
stay rational” [ID27]. Other participants expressed how they sought to regulate their emotional
states to enable them to be resilient.

“Well most of the time I’ve got the confidence to deal with my emotions because I have to

be very controlled” [in the context of hurting people physically] [ID32]

“I tried not to get, what’s the word, I tried not to, I just tried to stay calm basically” [ID27].

Promoting resilience: external factors (see Figure 2).
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Aside from the internal strategies participants drew upon to show resilience, they also highlighted
the role of external factors which promoted resilience. These factors encapsulated a sense of being
helped by someone else; being depended upon to help someone else; and getting help or guidance
from religious beliefs.

Promoting resilience: social support. Social support was the most widely emphasised
external factor, with some participants referencing support from those who had also experienced
mental health problems.

“I think if you don’t have friends, you’re lost. If you’re on your own, you’re f----d — [ mean,

you’d be lost. It must be a nightmare not to have mates” [ID6]

“Social support, well I mean my friends are supportive, most of them know I’ve had, like, a

history of mental health problems” [ID27]

Promoting resilience: social reciprocity. Here, the desire to help or support others meant
that having resilience appeared to be seen as a necessary prerequisite.

“So many people with depression, so many people with cancer. I’d like to help them. Apart

from, I think it might help me a bit more if [ help somebody else.” [IDS]

“.. when I walked in the classroom, the exam room, and er, I said ‘Oh, hi [NAME]’ — ‘Don’t

speak to me, please don’t speak to me.” And I remember thinking, she’s losing it, and I

thought no, I can’t lose it, I had to help, it was like I felt responsible for everyone in the

room, it was almost like a mothering instinct came in” [ID19]

Promoting resilience: religion. For a few participants, their religious beliefs and faith was
described as providing support through difficult times.

“I think God will see me through this time. I think it’s my faith — in the Bible. Without it, I

couldn’t have managed. I would have had no one to turn to” [ID§]

“Well yeah — because, err... I have me religion that helps me, with death itself, so that helps

me — religion. In that situation? ........ I’'m a [RELIGIOUS BELIEF] so I acknowledge the
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bible and it mentions things about death and the condition of the dead, so that kind of helped
me with that loss” [ID7]
Discussion

The current study examined the meaning of resilience together with factors perceived as promoting
resilience to negative stressors in those experiencing psychosis. This is one of the first studies to
examine psychological resilience in an explicit and targeted manner using a qualitative
methodology in individuals with a mental illness on the schizophrenia spectrum. Three main
findings should be emphasised.

The first finding was that participants' responses concerning both the meaning of resilience,
and the components of personal resilience which counteracted negative stressors, fell on a
continuum ranging from passive acceptance, to resistance at the mid-point, and then to active
responses at the opposite end of the continuum. Existing definitions of resilience highlight the
active and midpoints of this continuum, reflecting dynamic resistance to stressors (Rutter, 1999)
and bouncing back from adversity (Windle, Bennett, & Noyes, 2011). The current findings
underscore the importance of nurturing a range of both passive and active routes to developing and
maintaining a personally meaningful conceptualisation of resilience in people with schizophrenia,
and emphasise the need to be mindful of passive resilience strategies.

The second finding was that around 20% of the sample did not appear to understand the
term resilience. This is, perhaps, indicative of treatment options which focus on remediating areas
of difficulty rather than promoting areas of resilience. In accord with the literature documenting the
need for effective communication between health professionals and service-users (Collins et al.,
2011), it is clearly important that clinicians and service-users have a shared understanding of the
meaning of resilience in settings where interventions focus on building psychological resilience.
That said, even those who lacked an understanding of the meaning of resilience could still offer

instances of their use of personal resilience strategies to negative stressors.
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The third main finding was that both internal psychological mechanisms and external factors
were perceived to promote psychological resilience from a service-user perspective. In terms of
internal mechanisms, responses were equally balanced for perceptions that stressors can be resisted
or blocked, and that coping and emotional strategies can be developed to combat negative stressors.
Our results indicate that there may be psychological mechanisms based on resistance which are
effective in building resilience to stressors. This is a novel area which future work should develop
further.

Considering the external factors which conferred resilience, our finding that social support is
important is consistent with work showing that social isolation is problematic in schizophrenia
(Gayer-Anderson & Morgan, 2013; Hooley, 2010; Wickham, Taylor, Shevlin, & Bentall, 2014),
and that social support is an important component of resilience (Kleiman & Riskind, 2013;
Kleiman, Riskind, & Schaefer, 2014), including in those experiencing psychosis (Johnson,
Gooding, Wood, Taylor, et al., 2010). This is buttressed by resilience research in a large sample of
police officers which illustrated the importance of social support in countering adversity (deTerte,
Stephens, & Huddleston, 2014). Some qualitative work has also illustrated ways in which peer
support may off-set isolation in people experiencing schizophrenia (Oakland & Berry, 2015). This
fits with both qualitative and quantitative findings showing that social support may be important in
the recovery process (Jolley et al., 2014; Soundy et al., 2015).

Reciprocity was also identified as an important external factor which promotes resilience.
This melds with work from the suicide prevention arena demonstrating that lack of social
reciprocity is a dimension of thwarted belongingness, which is posited to be central to the
development of suicidality (Joiner et al., 2009). Furthermore, two recent qualitative studies with
people experiencing schizophrenia and those with bipolar disorders found that a reason for taking
part in studies investigating suicide was an altruistic motive reflecting a desire to help others

(Owen, Gooding, Dempsey, & Jones, 2016; Taylor et al., 2010).
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Religion was the least reported of the external factors generated. That said, there is a
growing body of evidence which indicates that religion may protect individuals from suicidal
thought and behaviours (Koenig, 2012). An interesting aspect of the current results is that the
benefits of religion were not tied to social support but appeared to be more akin to religious coping
(Rosmarin, Bigda-Peyton, Oengur, Pargament, & Bjoergvinsson, 2013). Consequently, it is
important for clinicians to discuss patients' religious preferences in a context of fostering resilience.
Clinical Implications and strengths

Three clinical implications should be highlighted which also illustrate the strengths of this
work. First, our study is unique in taking a qualitative approach to explicitly exploring
psychological resilience to negative stressors in those with a severe mental health problem, namely,
schizophrenia. It is important for clinicians, health professionals, and researchers alike to
understand resilience from service-user perspectives because it facilitates communication in a
collaborative context. Second, our findings illustrated that people experiencing schizophrenia
understood resilience and were able to identify factors which had promoted resilience in their lives.
This is, clinically, very important because it highlights an avenue for the development of
psychological interventions in accord with the conclusions of a recent review (Mizuno et al., 2016).
Third, experiencing negative stressors are part of the first stages in the pathways to suicidal
thoughts and behaviours in those with schizophrenia (Bolton et al., 2007). Hence, identifying
mechanisms and factors which confer resilience to such stressors opens up an important suicide
prevention strategy which, rather than focusing on countering the negative, may instead target the
positive.

Limitations

Four limitations of this study warrant discussion. First, participants were asked to recall stressful
events that had occurred within the past year to illustrate ways in which they had shown
psychological resilience to such stressors. Consequently, it is possible that recall biases may have
been operating. Second, only the perceptions of people with experiences of psychosis were sought.

14



Future work should elicit views exploring building psychological resilience in this population from
a range of health professionals and carers. Third, the sample was predominantly Caucasian. Hence,
our findings may not extend to other cultures (e.g., Greek, Caribbean, Latin American, Asian)
where perceptions of mental health problems may differ (Mascayano et al., 2016; Tzouvara,
Papadopoulos, & Randhawa, 2016). Fourth, we did not explicitly ask participants about the
effectiveness of their coping or resilience strategies.

Conclusions

In conclusion, this study is novel because it i. defines the meaning of resilience, and ii. illustrates
the psychological mechanisms and factors used to promote resilience to negative stressors, in the
context of perceptions from people who experience mental health problems on the schizophrenia
spectrum. Psychological interventions should aim to maintain and build resilience in such
individuals by i. ensuring that patients and clinicians have a shared meaning and understanding of
resilience, ii. embracing and developing a continuum of passive, resistive, and active internal
psychological mechanisms which promote resilience, and iii. by strengthening the potential for

social support, social reciprocity, and religious coping to enhance psychological resilience.
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Figure legends:
Figure 1: The meaning of resilience

Figure 2: Resilience mechanisms and factors which countered negative stressors.
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