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PRACTICEPLANNERS® SERIES PREFACE 

The practice of psychotherapy has a dimension that did not exist 30, 20, or 
even 15 years ago—accountability. Treatment programs, public agencies, 
clinics, and even group and solo practitioners must now justify the treat-
ment of patients to outside review entities that control the payment of fees. 
This development has resulted in an explosion of paperwork. Clinicians 
must now document what has been done in treatment, what is planned for 
the future, and what the anticipated outcomes of the interventions are. The 
books and software in this PracticePlanners series are designed to help 
practitioners fulfill these documentation requirements efficiently and 
professionally. 
 The PracticePlanners series is growing rapidly. It now includes not 
only the original The Complete Adult Psychotherapy Treatment Planner,
Third Edition, The Child Psychotherapy Treatment Planner, Third Edition, 
and The Adolescent Psychotherapy Treatment Planner, Third Edition, but 
also Treatment Planners targeted to specialty areas of practice, including: 
addictions, juvenile justice/residential care, couples therapy, employee 
assistance, behavioral medicine, therapy with older adults, pastoral coun-
seling, family therapy, group therapy, psychopharmacology, neuropsy-
chology, therapy with gays and lesbians, special education, school 
counseling, probation and parole, therapy with sexual abuse victims and 
offenders, and more. 
 Several of the Treatment Planner books now have companion Progress 
Notes Planners (e.g., Adult, Adolescent, Child, Addictions, Severe and 
Persistent Mental Illness, Couples). More of these planners that provide a 
menu of progress statements that elaborate on the client’s symptom pres-
entation and the provider’s therapeutic intervention are in production. 
Each Progress Notes Planner statement is directly integrated with “Be-
havioral Definitions” and “Therapeutic Interventions” items from the com-
panion Treatment Planner. 
 The list of therapeutic Homework Planners is also growing from the 
original Brief Therapy Homework for Adults to Adolescent, Child, Cou-
ples, Group, Family, Addictions, Divorce, Grief, Employee Assistance, 
and School Counseling/School Social Work Homework Planners. Each of 
these books can be used alone or in conjunction with their companion 
Treatment Planner. Homework assignments are designed around each pre-
senting problem (e.g., Anxiety, Depression, Chemical Dependence, Anger 
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Management, Panic, Eating Disorders) that is the focus of a chapter in its 
corresponding Treatment Planner. 
 Client Education Handout Planners, a new branch in the series, pro-
vide brochures and handouts to help educate and inform adult, child, ado-
lescent, couples, and family clients on a myriad of mental health issues, as 
well as life skills techniques. The list of presenting problems for which 
information is provided mirrors the list of presenting problems in the 
Treatment Planner of the title similar to that of the Handout Planner. Thus, 
the problems for which educational material is provided in the Child and 
Adolescent Client Education Handout Planner reflect the presenting prob-
lems listed in The Child and The Adolescent Psychotherapy Treatment 
Planner books. Handouts are included on CD-ROMs for easy printing and 
are ideal for use in waiting rooms, at presentations, as newsletters, or as 
information for clients struggling with mental illness issues. 
 In addition, the series also includes TheraScribe®, the latest version 
of the popular treatment planning, clinical record-keeping software. 
TheraScribe allows the user to import the data from any of the Treatment 
Planner, Progress Notes Planner, or Homework Planner books into the 
software’s expandable database. Then the point-and-click method can create 
a detailed, neatly organized, individualized, and customized treatment plan 
along with optional integrated progress notes and homework assignments. 
 Adjunctive books, such as The Psychotherapy Documentation Primer,
and Clinical, Forensic, Child, Couples and Family, Continuum of Care,
and Chemical Dependence Documentation Sourcebook contain forms and 
resources to aid the mental health practice management. The goal of the 
series is to provide practitioners with the resources they need to provide 
high-quality care in the era of accountability—or, to put it simply, we seek 
to help you spend more time on patients, and less time on paperwork. 

ARTHUR E. JONGSMA, JR.
Series Editor 
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INTRODUCTION 

PLANNER FOCUS 

The Suicide and Homicide Risk Assessment & Prevention Treatment Plan-
ner acknowledges and respects the challenging complexity of these tragic 
human behaviors. Edwin Shneidman (Definition of Suicide, 1985 and The 
Suicidal Mind, 1996), icon of the study of suicide in our society, claimed 
years ago that there are only two questions the therapist need ask the suici-
dal or homicidal client: “Where do you hurt” and “How can I help you?” 
The structure of this Treatment Planner is based on that simple and pro-
found approach. In the 27 chapters of The Suicide and Homicide Risk 
Assessment & Prevention Treatment Planner, the reader will find a focus 
not on a diagnosis or condition but on the person. Each individual will 
come to the therapist’s table with his or her own stressors that result in 
unbearable psychological agony. The tragic suicides of the 19-year-old 
college student and the 52-year-old homeless alcohol abuser need separate 
examination and treatment focus. While their outcomes were similar, the 
pathways were dramatically different. It is common today to abandon the 
exploration of the client’s unique personal experiences of pain. Clinicians 
rely, instead, on standardized and boilerplate risk-assessments and 
treatment plans that put all suicidal or homicidal clients into one category. 
The complexity of each suicidal client fails to be respected. 
 Therefore, the first task for the therapist is to know the client and 
discover the unique nature of his or her hurt. With that in mind, the initial 
section of each chapter of this Treatment Planner is the risk-assessment 
phase. The examiner must pursue a thorough examination of the individ-
ual variables that put a client in harms way for suicidal or homicidal activ-
ity. The reader will find that in each of the 27 chapters the assessment 
section will note idiosyncratic factors, consistent with current research, 
that contribute to the suicide or homicide intent in each population. 
 Men and women who seek the help of counselors and therapists do so 
because the pain they are experiencing has escalated to an unbearable 
level and, therefore, they feel out of control. Ironically, suicide, and in 
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some circumstances assaultive and homicidal behaviors becomes a 
problem-solving strategy for those seemingly unbearable psychological 
agonies. The initial stage of the therapy alliance is designed to provide 
hope. That hope will be nurtured by allowing the client to sense, with the 
therapist’s help, alternatives to suicide or homicide as methods of manag-
ing their pain. The key issue in that process is the term management. The 
elimination of pain is the ultimate goal of the suicide or homicide intent. 
The therapist is encouraged to facilitate the client’s insight that psycho-
logical turmoil is an unavoidable human experience. Increased feelings of 
self-worth and self-confidence serve to enhance the capacity to safely cope 
with the painful experiences that life has to offer. This is the goal of 
therapy. 
 Edwin Shneidman urges that the priority in treatment is to identify and 
reduce the level of turmoil, or “perturbation,” that the suicidal or homi-
cidal client feels as unbearable. This can be done in a variety of ways. One 
common approach is to evaluate the client for an underlying mental illness 
and introduce a medication program. However, there are traps here. The 
current environment appears too eager to reduce all maladaptive human 
behaviors to biochemical mayhem. An example is depression. Sadly, we 
are treating suicidal and homicidal intents by introducing the clients to 
medication. The problem is that we stop there. We fail to respect that, 
while any medication program has an important place in a treatment plan, 
it cannot be the only focus. Depression and other mental illnesses play an 
important role in the multidimensional malaise correlated to suicidal and 
homicidal behaviors, but we cannot accept a suicide or violence treatment 
plan that is nothing more than an effort to diminish the symptoms of men-
tal illness through a prescription. We also need to examine the client’s cop-
ing skill deficits and historical pattern of maladaptive problem solving. 
More often than not, the therapist will find the client to be deficient in this 
area. Therefore, we teach. We develop a plan that identifies the most 
hurtful conditions currently felt by the client and we help them to learn 
individually formulated coping strategies. We give them alternatives to 
implementing suicide and homicide as problem-solving techniques; 
therefore, we provide hope. 
 An important piece in this teaching effort is to respect that our clients 
come to us with historical baggage. These are personality traits that are 
basically developed in early childhood but, later in life, become personal 
vulnerabilities and hinder the client’s efforts to effectively cope with life’s 
tragedies. An example is the role of perfectionism in the client’s personal-
ity. With this trait comes the inability to cope with self-identified failures. 
Perfectionism is usually developed through early childhood experiences in 
which the child attempts to meet the needs of a demanding love object. In 
adulthood, however, perfection can become a vulnerability and a signifi-
cant impediment to healthy coping. Our teaching efforts with this client, 
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therefore, may be significantly challenged if we don’t spend some effort 
revealing this issue to the client and working toward a resolution. 
 Finally, The Suicide and Homicide Risk Assessment & Prevention 
Treatment Planner addresses special issues for healing. Encouraging such 
issues as acculturation efforts, social cohesion, and spiritual enhancement 
can play a vital role in the overall strategy of allowing the client to live a 
full, if not challenging, life. 
 Our goal in the development of The Suicide and Homicide Risk 
Assessment & Prevention Treatment Planner is to discourage boilerplate 
treatment plans for suicidal and homicidal populations. Therefore, we 
encourage the development of treatment strategies that respect the 
individual client and the special cultural, environmental, medical, 
actuarial, gender, and psychiatric issues he or she presents, which con-
tributes to the wish to die or to kill. The Treatment Planner was developed 
with a focus on current research and studies on each of the 27 populations 
noted. The reader will note many commonalities among those populations. 
However, their differences are more important. This Treatment Planner is 
designed to help you focus on, assess, and treat the idiosyncrasies that the 
client presents that have precipitated a crisis. 

HISTORICAL BACKGROUND 

Since the early 1960s, formalized treatment planning has gradually 
become a vital aspect of the entire health-care delivery system, whether it 
is treatment related to physical health, mental health, child welfare, or 
substance abuse. What started in the medical sector in the 1960s spread 
into the mental health sector in the 1970s as clinics, psychiatric hospitals, 
agencies, and so on, began to seek accreditation from bodies such as the 
Joint Commission on Accreditation of Healthcare Organizations (JCAHO) 
to qualify for third-party reimbursements. For most treatment providers to 
achieve accreditation, they had to begin developing and strengthening 
their documentation skills. Previously, most mental health and substance 
abuse treatment providers had, at best, a bare-bones plan that looked simi-
lar for most of the individuals they treated. Clients were uncertain about 
what they were trying to attain in mental health treatment. Goals were 
vague, objectives were nonexistent, and interventions were applied equally 
to all clients. Outcome data were not measurable, and neither the treatment 
provider nor the client knew exactly when treatment was complete. The 
initial development of rudimentary treatment plans made inroads toward 
addressing some of these issues. 
 With the advent of managed care in the 1980s, treatment planning has 
taken on even more importance. Managed care systems insist that clini-
cians move rapidly from assessment of the problem to the formulation and 
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implementation of the treatment plan. The goal of most managed care 
companies is to expedite the treatment process by prompting the client and 
treatment provider to focus on identifying and changing behavioral prob-
lems as quickly as possible. Treatment plans must be specific as to the 
problems and interventions, individualized to meet the client’s needs and 
goals, with measurable milestones that can be used to chart the client’s 
progress. Pressure from third-party payors, accrediting agencies, and other 
outside parties has therefore increased the need for clinicians to produce 
effective, high-quality treatment plans in a short time frame. However, 
many mental health providers have little experience in treatment plan 
development. Our purpose in writing this book is to clarify, simplify, and 
accelerate the treatment planning process for clients who are in danger of 
suicidal or homicidal activity. 

TREATMENT PLAN UTILITY 

Detailed written treatment plans can benefit not only the client, therapist, 
treatment team, insurance community, and treatment agency but also the 
overall psychotherapy profession. A written plan stipulates the issues that 
are the focus of the treatment process. It is very easy for both provider and 
client to lose sight of what the issues were that brought the client into 
therapy. The treatment plan is a guide that structures the focus of the 
therapeutic contract. Since issues can change as therapy progresses, the 
treatment plan must be viewed as a dynamic document that can and must 
be updated to reflect any major change of problem, definition, goal, 
objective, or intervention. 
 Clients and therapists benefit from the treatment plan that focuses on 
outcomes. Behaviorally stated, measurable objectives clearly focus the 
treatment endeavor. Clients no longer have to wonder what therapy is try-
ing to accomplish. Clear objectives also allow the client to channel effort 
into specific changes that will lead to the long-term goal of problem reso-
lution. Therapy is no longer a vague contract to just talk honestly and 
openly about emotions and cognitions until the client feels better. Both 
client and therapist are concentrating on specifically stated objectives 
using specific interventions. 
 Treatment plans aid providers by forcing them to think analytically 
and critically about therapeutic interventions that are best suited for objec-
tive attainment for the client. Therapists were traditionally trained to 
“follow the client,” but now a formalized plan is the guide to the treatment 
process. The therapist must give advance attention to the technique, 
approach, assignment, or cathartic target that will form the basis for 
interventions. 
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 Clinicians benefit when clear documentation of treatment provides a 
measure of added protection from possible client litigation. Malpractice 
suits are increasing in frequency, and insurance premiums are soaring. The 
first line of defense against allegations is a complete clinical record detail-
ing the treatment process. A written, individualized, formal treatment plan 
that is the guideline for the therapeutic process, that has been reviewed 
and signed by the client, and that is coupled with problem-oriented 
progress notes is a powerful defense against exaggerated or false claims. 
 A well-crafted treatment plan that clearly stipulates presenting prob-
lems and intervention strategies facilitates the treatment process carried 
out by team members in inpatient, residential, or intensive outpatient set-
tings. Good communication between team members about what approach 
is being implemented and who is responsible for which intervention is 
critical. Team meetings to discuss client treatment used to be the only 
source of interaction between providers; often, therapeutic conclusions or 
assignments were not recorded. Now, a thorough treatment plan stipulates 
in writing the details of objectives and the varied interventions (pharma-
cologic, milieu, group therapy, didactic, recreational, individual therapy, 
etc.) and who will implement them. 
 Treatment agencies or institutions are looking for ways to increase the 
quality and uniformity of the documentation in the clinical record. A 
standardized, written treatment plan with problem definitions, goals, 
objectives, and interventions in every client’s file enhances that uniformity 
of documentation, easing the task of record reviewers inside and outside 
the agency. Outside reviewers, such as JCAHO, insist on documentation 
that clearly outlines assessment, treatment, progress, and termination 
status.
 The demand for accountability from third-party payors and health 
maintenance organizations (HMOs) is partially satisfied by a written 
treatment plan and complete progress notes. More and more managed care 
systems are demanding a structured therapeutic contract that has 
measurable objectives and explicit interventions. Clinicians cannot avoid 
this move toward being accountable to those outside the treatment process. 
 The psychotherapy profession stands to benefit from the use of more 
precise, measurable objectives to evaluate success in mental health 
treatment. With the advent of detailed treatment plans, outcome data can 
be more easily collected for interventions that are effective in achieving 
specific goals. 

DEVELOPING A TREATMENT PLAN 

The process of developing a treatment plan involves a logical series of 
steps that build on each other much like constructing a house. The 
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foundation of any effective treatment plan is the data gathered in a 
thorough biopsychosocial assessment. As the client presents himself or 
herself for treatment, the clinician must sensitively listen to and 
understand what the client struggles with in terms of family of origin 
issues, current stressors, emotional status, social network, physical health, 
coping skills, interpersonal conflicts, self-esteem, and so on. Assessment 
data may be gathered from a social history, physical exam, clinical 
interview, psychological testing, or contact with a client’s guardian, social 
service worker, and school personnel. The integration of the data by the 
clinician or the multidisciplinary treatment team members is critical for 
understanding the client, as is an awareness of the basis of the client’s 
struggle. We have identified six specific steps for developing an effective 
treatment plan based on the assessment data. 

Step One: Population Selection 

Although the client may initially present as belonging to a specifically 
designated population, the clinician may have to explore special issues 
that pertain to other populations. This will reveal other problems on which 
to focus the treatment process. As an example, an Adolescent Male 
presents with suicidal impulse. It may be discovered, however, that some 
of the contributing issues of his intent are gender identity concerns that 
may be included in the Gay/Lesbian/Bisexual chapter. Therefore, the 
clinician will establish a primary focus that will attend to those concerns 
established in the assessment process that appear to have the highest 
correlation to a specific population. However, that same youth may be also 
well served by creating flexibility in the treatment plan to include 
problems from other populations. 
 At all times, it is essential to include opinions from the client on his or 
her prioritization of treatment issues which appear to be at the core of the 
suicide or homicide intent. A client’s motivation to participate in and 
cooperate with the treatment process depends on the degree to which 
treatment addresses his or her greatest needs. 

Step Two: Problem Definition 

Each client presents with unique nuances as to how a problem behavior-
ally reveals itself in his or her life. Therefore, each population that is 
selected for treatment focus requires a specific definition about how it is 
evidenced in the particular client. The symptom pattern should be 
associated with diagnostic criteria and codes such as those found in the 
Diagnostic and Statistical Manual or the International Classification of 
Diseases (DSM-IV). The Planner, following the pattern established by 
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DSM-IV, offers such behaviorally specific definition statements to choose 
from or to serve as a model for your own personally crafted statements. 
You will find several behavior symptoms or syndromes listed that may 
characterize one of the 27 presenting populations. 

Step Three: Goal Development 

The next step in treatment plan development is that of setting broad goals 
for the resolution of the target population. These statements need not be 
crafted in measurable terms but can be global, long-term goals that indi-
cate a desired positive outcome to the treatment procedures. The Planner 
suggests several possible goal statements for each population, but one 
statement is all that is required in a treatment plan. 

Step Four: Objective Construction 

In contrast to long-term goals, objectives must be stated in behaviorally 
measurable language. It must be clear when the client has achieved the 
established objectives; therefore, vague, subjective objectives are not 
acceptable. Review agencies (e.g., JCAHO), HMOs, and managed care 
organizations insist that psychological treatment outcomes be measurable. 
The objectives presented in this Planner are designed to meet this demand 
for accountability. Numerous alternatives are presented to allow construc-
tion of a variety of treatment plan possibilities for the same presenting 
problem. The clinician must exercise professional judgment as to which 
objectives are most appropriate for a given client. 
 Each objective should be developed as a step toward attaining the 
broad treatment goal. In essence, objectives can be thought of as a series 
of steps that, when completed, will result in the achievement of the long-
term goal. There should be at least two objectives for each problem, but 
the clinician may construct as many as are necessary for goal achievement. 
Target attainment dates should be listed for each objective. New objectives 
should be added to the plan as the individual’s treatment progresses. When 
all the necessary objectives have been achieved, the client should have 
resolved the target problem successfully. 

Step Five: Intervention Creation 

Interventions are the actions of the clinician designed to help the client 
complete the objectives. There should be at least one intervention for 
every objective. If the client does not accomplish the objective after the 
initial intervention, new interventions should be added to the plan. 
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 Interventions should be selected on the basis of the client’s needs and 
the treatment provider’s full therapeutic repertoire. The Suicide and Homi-
cide Risk Assessment & Prevention Treatment Planner contains inter-
ventions from a broad range of therapeutic approaches, including 
cognitive, dynamic, behavioral, multisystemic, pharmacologic, family-
oriented, and patient-centered therapy. Other interventions may be written 
by the provider to reflect his or her own training and experience. The 
addition of new problems, definitions, goals, objectives, and interventions 
to those found in the Planner is encouraged because doing so adds to the 
database for future reference and use. 
 Some suggested interventions listed in the Planner refer to specific 
books that can be assigned to the client for adjunctive bibliotherapy. 
Appendix A contains a full bibliotherapy reference list. When a book is 
used as part of an intervention plan, it should be reviewed with the client 
after it is read, enhancing the application of the content of the book to the 
specific client’s circumstances. For further information about self-help 
books, mental health professionals may wish to consult The Authoritative 
Guide to Self-Help Books (2003) by Santrock, Minnett, and Campbell 
(The Guilford Press, New York, NY). 
 A list of resources is also provided for the professional provider in 
Appendix B. These references are meant to elaborate on the methods 
suggested in some of the chapters. 
 Assigning an intervention to a specific provider is most relevant if a 
client is being treated by a team in an inpatient, residential, or intensive 
outpatient setting. Within these settings, personnel other than the primary 
clinician may be responsible for implementing a specific intervention. 
Review agencies require that the responsible provider’s name be stipulated 
for every intervention. 

Step Six: Diagnosis Determination 

The determination of an appropriate diagnosis is based on an evaluation of 
the client’s complete clinical presentation. The clinician must compare the 
behavioral, cognitive, emotional, and interpersonal symptoms that the 
client presents to the criteria for diagnosis of a mental illness condition as 
described in DSM-IV. The issue of differential diagnosis is admittedly a 
difficult one that research has shown to have rather low interrater 
reliability. Mental health professionals have also been trained to think 
more in terms of maladaptive behavior than disease labels. In spite of 
these factors, diagnosis is a reality that exists in the world of mental health 
care and it is a necessity for third party reimbursement. (However, 
recently, managed care agencies are more interested in behavioral indices 
that are exhibited by the client than the actual diagnosis.) It is the 
clinician’s thorough knowledge of DSM-IV criteria and a complete 
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understanding of the client assessment data that contribute to the most 
reliable, valid diagnosis. An accurate assessment of behavioral indicators 
will also contribute to more effective treatment planning. 

HOW TO USE THIS PLANNER 

Our experience has taught us that learning the skills of effective treatment 
plan writing can be a tedious and difficult process for many clinicians. It is 
more stressful to try to develop this expertise when under the pressure of 
increased client load and short time frames placed on clinicians today by 
managed care systems. The documentation demands can be overwhelming 
when we must move quickly from assessment to treatment plan to 
progress notes. In the process, we must be very specific about how and 
when objectives can be achieved, and how progress is exhibited in each 
client. The Suicide and Homicide Risk Assessment & Prevention Treatment 
Planner was developed as a tool to aid clinicians in writing a treatment 
plan in a rapid manner that is clear, specific, and highly individualized 
according to the following progression: 

1. Choose one presenting population (Step One) you have identified 
through your assessment process. Locate the corresponding page 
number for that problem in the Planner’s table of contents. 

2. Select two or more of the listed behavioral definitions (Step Two) 
and record them in the appropriate section on your treatment plan 
form. Feel free to add your own defining statement if you deter-
mine that your client’s behavioral manifestation of the identified 
problem is not listed. (Note that while our design for treatment 
planning is vertical, it will work equally well on plan forms 
formatted horizontally.) 

3. Select a single long-term goal (Step Three) and again write the 
selection, exactly as it is written in the Planner or in some 
appropriately modified form, in the corresponding area of your 
own form. 

4. Review the listed objectives for this population and select the ones 
that you judge to be clinically indicated for your client (Step Four). 
Remember, it is recommended that you select at least two objec-
tives for each problem. Add a target date or the number of sessions 
allocated for the attainment of each objective. 

5. Choose relevant interventions (Step Five). The Planner offers 
suggested interventions related to each objective in the parentheses 
following the objective statement. But do not limit yourself to 
those interventions. The entire list is eclectic and may offer options 
that are more tailored to your theoretical approach or preferred way 
of working with clients. Also, just as with definitions, goals, and 
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objectives, there is space allowed for you to enter your own inter-
ventions into the Planner. This allows you to refer to these entries 
when you create a plan around this problem in the future. You will 
have to assign responsibility to a specific person for implementa-
tion of each intervention if a multidisciplinary team is carrying out 
the treatment. 

6. Several DSM-IV diagnoses are listed at the end of each chapter that 
are commonly associated with a client who has this problem. 
These diagnoses are meant to be suggestions for clinical considera-
tion. Select a diagnosis listed or assign a more appropriate choice 
from the DSM-IV (Step Six). 

 To accommodate those practitioners that tend to plan treatment in 
terms of diagnostic labels rather than presenting populations, Appendix C 
lists all of the DSM-IV diagnoses that have been presented in the various 
presenting populations chapters as suggestions for consideration. Each 
diagnosis is followed by the presenting population that has been associated 
with that diagnosis. The provider may look up the presenting populations 
for a selected diagnosis to review definitions, goals, objectives, and inter-
ventions that may be appropriate for their clients with that diagnosis. 
 Congratulations! You should now have a complete, individualized 
treatment plan that is ready for immediate implementation and presenta-
tion to the client. It should resemble the format of the “Sample Treatment 
Plan” presented on page 11. 

A FINAL NOTE 

One important aspect of effective treatment planning is that each plan 
should be tailored to the individual client’s specific population needs. 
Treatment plans should not be mass-produced, even if clients have similar 
problems. The individual’s strengths and weaknesses, unique stressors, 
social network, family circumstances, and symptom patterns must be con-
sidered in developing a treatment strategy. Drawing on our own years of 
clinical experience, we have put together a variety of treatment choices. 
These statements can be combined in thousands of permutations to 
develop detailed treatment plans. Relying on their own good judgment, 
clinicians can easily select the statements that are appropriate for the indi-
viduals they are treating. In addition, we encourage readers to add their 
own definitions, goals, objectives, and interventions to the existing sam-
ples. It is our hope that The Suicide and Homicide Risk Assessment & 
Prevention Treatment Planner will promote effective, creative treatment 
planning—a process that will ultimately benefit the client, clinician, and 
mental health community. 



INTRODUCTION  11

SAMPLE TREATMENT PLAN 

CLIENT: COLLEGE STUDENT 

Definitions: Communicates to someone (e.g., friend, counselor, resident 
assistant, help line, teacher) a wish to die (e.g., “Life just 
isn’t worth living,” “I feel like giving up,” “I wish my life 
would end,” “There is no solution to my problems other 
than taking my own life”). 

Expresses feelings of social isolation because of large geo-
graphic distance from home (e.g., foreign or out-of-state 
students).

Expresses feelings of being under severe pressure to 
perform academically or athletically to gain a measure of 
acceptance and self-worth. 

Expresses a need to win parental love and/or approval 
through academic and/or athletic excellence. 

Goals: Report a wish to live. 
Develop an integrated self-concept and reject the belief that 

love, affirmation, and value are gained only through 
performance. 

Develop a balanced self-concept that can accept temporary 
failures and integrate them into the growth experience. 

OBJECTIVES INTERVENTIONS 

1. Identify general feelings of 
satisfaction with the college 
experience.

1. Explore the motivations for 
choosing the current college 
(e.g., proximity to home, distance 
from home, academic standards, 
athletic opportunities, elitist 
reputation, parental pressure, 
desire to be with close friend) 
with the client and note any 
motivations that could be 
considered problematic for a 
healthy adjustment. 
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2. In general terms, explore the 
client’s current feelings toward 
the college experience (e.g., very 
satisfied, a balanced view, 
dissatisfied, very unhappy) and 
isolate current emotional 
reactions that could be 
problematic for a healthy 
adjustment (e.g., homesick, 
absence from a significant 
relationship, feeling lost, missing 
high school identity). 

2. Provide information on per-
sonal experiences with high-
risk behavioral markers for 
suicide in the college student. 

1. Assess the client for the high-
risk, college-student suicide 
marker of escape and/or avoid-
ance behaviors (e.g., missing 
classes, isolative substance abuse 
patterns, attitudes of passivity, or 
social isolation by choice where 
he/she makes a conscious effort 
to avoid drawing attention to 
himself/herself). 

2. Assess the client for the high-
risk, college-student suicide 
marker of fascination with issues 
of death and suicide (e.g., 
demonstrated in a subtle fashion 
in study groups, dormitory 
discussions, or class assigned 
writing projects). 

3. Assess the client for the high-
risk, college-student suicide 
marker of excessive medical 
consultations (e.g., complaints of 
fatigue, tiredness, lack of energy 
but denying or not discussing 
issues of depression or suicide 
ideation and/or intent). 
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3. Provide information on per-
sonal experiences with high-
risk emotional markers for sui-
cide in the college student. 

1. Assess the client for the high- 
risk, college student suicide 
marker of hopelessness and 
helplessness (e.g., significant 
despair that renders current 
coping strategies inadequate). 

2. Assess the client for the high- 
risk, college student suicide 
marker of depression (e.g., 
sadness, self-directed anger, 
reduced appetite, sleep 
disturbances, low self-esteem, 
family history of depression and 
psychiatric illnesses). 

3. Assess the client for the high- 
risk, college student suicide 
marker of emerging 
schizophrenia (e.g., social 
withdrawal, feelings of 
persecution, intrusive thoughts, 
inability to concentrate, thought 
disorganization). 

4. Assess the client for the high- 
risk, college student suicide 
marker of socially prescribed 
perfectionism (e.g., examine 
closely its linkage to depression 
and hopelessness, inquire about 
the object of the need to please, 
examine the history of the 
socially prescribed per-
fectionism, and examine its 
linkage to the suicide intent). 

4. Provide information on per-
sonal experiences with high-
risk social markers for suicide 
in the college student. 

1. Assess the client for the high- 
risk, college student suicide 
marker of termination of a 
romantic relationship or social 
network disruption because of 
college bound status. 

2. Assess the client for the 
high-risk, college student 
suicide marker of rigid family 
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expectations (e.g., school was 
chosen by parents because of 
family tradition or prestige, 
course of study was influenced 
by parents because of family 
tradition or prestige, or parental 
expectations are seen as 
exceedingly high and beyond the 
student’s capacity). 

5. Identify solutions and coping 
strategies that do not include 
suicide or the wish to die. 

1. Assist the client in noting in 
his/her treatment journal a 
detailed plan (e.g., self-calming 
techniques, focus on the positive 
aspects of efforts to accomplish 
tasks, cognitive restructuring 
leading the client to replace 
his/her focus on failure to a sense 
of “I did good enough,” “I did 
the best I could”) with specific 
instructions responding to and 
managing the perturbation asso-
ciated with his/her immediate, 
priority symptoms; these 
responses should be detailed and 
structured to assist the client 
during extreme emotional upset 
(e.g., safe and simple skills). 

2. Use role-play, modeling, and 
behavior rehearsal to teach 
the client to implement the 
symptom-management skills 
noted in his/her treatment 
journal.

6. Increase the frequency of ver-
balizing statements indicating 
improved comfort with the 
college experience, appropriate 
anxiety with academic 
demands, and smoother 
transition to autonomy. 

1. Assist the client in finding and 
utilizing enjoyable aspects of 
campus life (e.g., creating a life 
balance between fun and work); 
encourage a sense of autonomy 
by emphasizing decisions made 
that reflect self-determination. 

2. Encourage the client to see 
himself/herself in a social context 
by emphasizing the benefits of 



INTRODUCTION  15 

participation in friendships and 
group activities; assign 
participation in selected campus 
activities or community 
volunteer activities; reinforce 
success and redirect experiences 
of failure. 

Diagnosis: 296.22 Major Depressive Disorder, Single Episode, 
Moderate



I. SUICIDAL POPULATIONS
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AFRICAN AMERICAN MALE 

BEHAVIORAL DEFINITIONS 

 1. Verbalizes a wish to die. 
 2. Reacts to the homicidal death (especially by stabbing) of a friend with 

a diminished fear of death and a lowered value of life. 
 3. Is involved in serious patterns of drug dependence (especially cocaine 

and injectable drugs) to escape reality or cope with life. 
 4. Reacts to community violence with an attitude of a diminished value 

of life. 
 5. Reacts to community poverty or lowered socioeconomic condition 

with an attitude of hopelessness and helplessness. 
 6. Demonstrates behaviors positively correlated with the diagnosis of 

depression (e.g., agitation, sleep disorder, anhedonia, or dysphoria). 
 7. Distances himself from cultural, family, social, and religious support 

systems because of negative and hopeless attitudes about their value. 
 8. Has a history of serious, near-lethal suicide attempts and gestures 

needing medical attention. 
 9. Has established a pattern of behavior best described as self-destructive 

(e.g., joins violent peer groups, is involved in criminal and combative 
behavior). 

 10. Has possession of and/or quick and easy access to firearms coupled 
with a verbalized attitude of “I am ready to die.” 

 11. Exhibits an undiagnosed and untreated paranoid psychosis (either 
schizophrenia or substance related) coupled with carrying a firearm. 

.

   

.

   

.
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LONG-TERM GOALS 

 1. Embrace the wish to live and establish futuristic, hopeful thinking. 
 2. Reestablish involvement with nurturing, supportive community, social, 

religious, and family systems. 
 3. Manage community and socioeconomic stressors with positive, healthy 

coping skills. 
 4. Have personal pride in cultural history. 
 5. Integrate traditional African American value system with an increased 

sense of ethnic identification and social cohesion. 
 6. Manage perturbation caused by thought or mood disorder. 
 7. Manage rage caused by acts of racism or discrimination in a resilient, 

validating fashion. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify any high-risk charac-
teristics associated with pre-
vious suicide activity. (1) 

 1. Assess for high-risk characteris-
tics inherent in any of the cli-
ent’s previous suicide activities 
(e.g., did the activity result in 
medical attention; was it per-
formed with a firearm; was the 
client under the influence of 
alcohol or drugs at the time of 
the incident; was the client moti-
vated at the time by feelings of 
hopelessness and helplessness 
connected to current social, eco-
nomic, or neighborhood stress-
ors; was the activity calculated 
for rescue, self-interrupted, or 
was it accidentally stopped 
against the client’s wishes). 
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 2. Identify specifics of current 
suicide ideation and/or intent. 
(2, 3, 4) 

 2. Explore the motivation or goal 
for the current suicide intent 
with the client (e.g., escape from 
hopeless economic, social, or 
environmental stressors; a pas-
sivity toward life because of 
consistent experiences with 
poverty, violence, or death; an 
expressed method of curing 
rampant chemical dependence). 

 3. Explore whether the client has 
any formalized plan for the sui-
cide intent (e.g., will a firearm 
be used and is it currently or 
readily available, has a time or 
place been chosen, has he writ-
ten a suicide note). 

 4. Explore whether the client has 
shared his intent with anyone in 
his social environment (e.g., 
wife, minister, or friend) or if 
he has no identified resource 
and currently is in social 
isolation.

 3. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in African 
American males. (5, 6, 7) 

 5. Assess the client for the high-
risk African American male 
suicide marker of cocaine/ 
crack, heroin, and injectable 
drug abuse; examine for age of 
onset, current usage, readiness 
to change, supportive envi-
ronment, losses because of 
dependency, or concurrent 
disorders.

 6. Assess the client for the high-
risk African American male 
suicide marker of firearm 
possession; examine for 
consistency of possession, 
motivational factors (e.g., 
unrealistically high levels of 
distrust, suspiciousness, or 
realistic fears of neighborhood 
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violence), and whether the 
weapon has been used in violent 
activity. 

 7. Assess the client for the high-
risk African American male 
suicide marker of adopting a 
self-destructive lifestyle in a 
deprived living environment 
(e.g., carries an attitude of 
“I am ready to die”; has 
witnessed death by homicide; 
lives in an environment marked 
by underemployment, non-
nurturing social institutions, 
impoverished and/or segregated 
conditions; easily engages in 
fatalistic behaviors, which may 
include acts of victim-provoked 
suicide). 

 4. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in African 
American males. (8) 

 8. Assess the client for the high-
risk African American male 
suicide marker of depression 
(e.g., low self-esteem, social 
withdrawal, anhedonia, sleep 
disturbance, increase in anger/ 
hostility, or low energy levels). 

 5. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in African American 
males. (9, 10, 11) 

 9. Assess the client for the high-
risk African American male 
suicide marker of isolation 
from traditional community 
institutions (e.g., no sense of 
family cohesion or nurturing 
from religious organizations 
or a demonstrated sense of 
“being out on the streets”). 

10. Assess the client for the high-
risk African American male 
suicide marker of low occupa-
tional and economic hopes and 
realities; evaluate current occu-
pational status, educational level 
and socioeconomic environ-
ment, and hopes and aspirations 
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to improve current socio-
economic status. 

11. Assess the client for the high-
risk African American male 
suicide marker of being raised in 
a highly dysfunctional family; 
examine for a history of physical 
abuse, incest, extrafamilial 
sexual abuse, or marital conflicts 
within the current family or the 
family of origin. 

 6. Cooperate with psychological 
testing designed to evaluate 
conditions correlated to 
elevated suicide risk in African 
American males. (12) 

12. Assess the client’s risk factors 
for completed suicide by 
administering psychological 
tests most commonly used for 
this purpose (e.g., MMPI-2, 
Suicide Probability Scale, Beck 
Hopelessness Inventory, 
Reasons for Living Inventory). 

 7. Designated community 
resource individuals agree to 
support the client in his 
recovery from hopelessness. 
(13, 14) 

13. Develop a list of citizens with 
knowledge of the current crisis 
and with whom the client may 
agree to involve in the treatment 
plan (e.g., minister, personal 
physician, community outreach 
professional, or concerned 
persons from community-based 
African American institutions). 

14. Integrate the concerned citizens 
identified by the client into his 
treatment plan by meeting with 
them and gathering information. 

 8. Provide complete information 
on current mood, affect, and 
thought process in a psychi-
atric evaluation, while taking 
psychotropic medication as 
prescribed. (15, 16) 

15. Refer the client for a psychiatric 
evaluation to determine the need 
for psychotropic medication and 
to validate any at-risk diagnoses 
(e.g., major depression, 
generalized anxiety disorder, or 
antisocial personality disorder). 

16. Monitor the client’s compliance 
with the psychotropic medica-
tion prescription; chart his side 
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effects, subjective and objective 
behavioral changes, and his 
abuse of alcohol and drugs. 

 9. Accept feedback on the 
assessment of the presence of 
high-risk markers for suicide. 
(17)

17. Summarize and give feedback to 
the client and, if possible and 
available, his caregivers on the 
presence of high-risk markers 
found in the evaluation process 
and outline the treatment plan. 

10. Comply with placement in a 
more protective and restrictive 
environment. (18) 

18. If at any time in the therapy 
process the client demonstrates 
an increase in symptoms 
associated with high-risk for 
suicide, arrange for immediate 
placement in a protective 
therapeutic setting that will 
provide all necessary super-
vision to guard him from suicide 
impulse, decrease perturbation 
and isolation, remove environ-
mental stress, and result in a 
close monitoring of medical and 
psychological treatment 
effectiveness. 

11. Affirm a safety plan that 
allows a return to the care-
givers or the community. 
(19, 20) 

19. In consultation with the 
inpatient treatment team, 
discharge planning must 
include monitoring the client’s 
medication and enhancing the 
role of social, religious, and 
family supports. 

20. Obtain the client’s agreement to 
a treatment plan that will 
address chemical dependency 
and relapse prevention, anger 
and shame, and improved 
coping with daily stress. 

12. Agree to a written plan for 
dealing with situations when 
suicidal urges become strong. 
(21, 22) 

21. Develop a crisis intervention 
plan to be implemented by the 
client during trigger stressors 
and symptoms that includes the 
following: contacting a 
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responsible individual in his 
social and religious support 
system, contacting the therapist, 
or using a local help line; 
provide telephone numbers in 
writing to the client. 

22. Ask the client to agree, as a 
verbal contract of the therapy 
relationship, to call someone on 
the emergency phone list when 
he experiences strong suicide 
urges. 

13. Identify the stressors and 
symptoms that contribute to 
the wish to die by suicide. 
(23, 24) 

23. Assist the client in making a list 
of his most prominent stressors 
(e.g., being isolated from 
supportive family, social, or 
religious institutions; living in 
an underemployed urban area; 
being exposed to frequent 
violent crime; or struggling 
with drug dependency); explore 
his emotional reactions or 
symptoms (e.g., rage, hope-
lessness, helplessness, or self-
hate) produced by those 
stressors.

24. Assist the client in identifying 
symptoms that most seriously 
affect his functioning, as 
well as the current symptom-
management strategies used 
(e.g., substance abuse or 
dependence, acts of violence 
toward others, suicide gestures, 
or withdrawal from social 
supports); highlight the 
negative consequences created 
by these maladaptive strategies 
(e.g., involvement in the 
justice system, missing 
educational opportunities, or 
missing occupational 
opportunities).
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14. Identify coping skills and 
management strategies for 
symptoms that do not include 
suicide or the wish to die. 
(25, 26, 27, 28) 

25. Formulate an appropriate view 
of the function of suicide with 
the client: It stems from a need 
to solve a seemingly unsolvable 
problem; it is fueled by a sense 
of hopelessness and helplessness 
or of self-hate, which creates 
thoughts such as “The world 
would be better off without me”; 
and the antidote is to develop 
healthy coping strategies for 
these seemingly unsolvable 
problems. 

26. Establish a therapeutic contract 
that will decrease the client’s 
feelings of helplessness by 
ensuring the therapist’s help in 
teaching symptom management, 
stress reduction, and problem-
solving skills, targeting the most 
serious symptoms for immediate 
attention (e.g., residential 
chemical dependence treatment, 
outpatient treatment for 
concurrent psychiatric disorders, 
anger/rage management, 
reentering educational system, 
and solution-oriented therapies). 

27. Assign the client to begin the 
use of a treatment journal to 
track daily stressors, the 
resulting symptoms, 
maladaptive coping patterns, 
and experiences with newly 
acquired coping strategies. 

28. Use role-play, modeling, and 
behavior rehearsal to teach the 
client symptom-management 
skills (e.g., walking away during 
incidents of rage, breathing and 
relaxation exercises during high 
anxiety, and constructive 
activities during times of 
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helplessness); have him note in 
the treatment journal a detailed 
plan with specific instructions 
on responding to and managing 
the perturbation associated with 
the hierarchy of symptoms. 

15. Increase verbalized statements 
of hope that symptoms can be 
managed in ways other than 
suicide. (29) 

29. Monitor the client’s suicide risk 
at appropriate intervals by 
evaluating his high-risk markers 
(e.g., levels of depression, 
relapse into substance abuse, or 
engaging in self-destructive 
behaviors) and by administering 
standardized suicide risk 
assessment (e.g., Suicide 
Probability Scale); reinforce the 
client when verbalizing 
statements of hope for the 
future. 

16. Identify own biological, social, 
and emotional vulnerabilities 
that contribute to the risk for 
suicide. (30, 31, 32) 

30. Explore the client’s personal 
vulnerabilities that contribute to 
the suicidal crisis (e.g., extreme 
self-hate and self-devaluation, 
lack of empathy, lack of internal 
regulation of anger/rage, 
inability to assume personal 
responsibility for behaviors, or 
admiration of high-risk and 
antisocial behaviors). 

31. Assist the client in 
acknowledging the existence of 
these traits and the influence 
they have on decision making 
(e.g., avoiding emotional 
reactions to violence with drug 
abuse, manipulating extreme 
self-harm or death by high-risk 
confrontations with law 
enforcement or opposing gangs, 
presenting a confrontational 
personality to defend against 
feelings of fear and 
hopelessness).
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32. Examine the origins of these 
traits and vulnerabilities with the 
client by reviewing his history 
(e.g., receiving derogatory 
messages from adults, engaging 
in social settings where 
emotions were not permitted, 
bonding with peer groups 
through violence and drug 
abuse); encourage the client to 
engage in behaviors affirming 
responsibility for himself (e.g., 
taking responsibility for 
behavior, expressing emotions in 
positive fashion, deciding 
against firearms possession). 

17. Increase statements indicating 
improved confidence in the 
future of managing the 
stressors specific for the 
African American male 
population. (33, 34) 

33. Examine the client’s success at 
attaining a balanced view of 
himself as coping with stressors 
and symptoms improve (e.g., 
demonstrating better anger 
management, successfully 
completing substance abuse 
treatment with a profound 
knowledge of personal triggers, 
or remaining on medication for 
depression).

34. Encourage the client’s 
confidence and hope that his 
learned coping skills can greatly 
reduced self-destructive acts and 
the wish to die, periodically 
adjusting certain management 
strategies that are not effective. 

18. Increase behaviors of inclusion 
in traditional African American 
community supports that 
provide an identity in a social, 
caring, and safe context. (35, 
36)

35. Encourage and teach the client 
to see himself in a social context 
by emphasizing the benefits of 
participation in friendships and 
group activities (e.g., African 
American community organi-
zations or African American 
religious groups); give a home-
work assignment to attend a 
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group activity and record the 
experience in his journal. 

36. Teach the client the value of 
verbalizing emotions in the 
context of personal and intimate 
relationships (e.g., sharing 
feelings promotes empathy from 
others, sharing of the burden 
reduces its intensity, sharing 
breaks down a sense of 
isolation); give a homework 
assignment to share feelings 
with a trusted person and record 
the experience in his journal. 

19. Develop a suicide prevention 
plan that incorporates a treat-
ment journal and all completed 
homework assignments. 
(37, 38, 39) 

37. Educate client on issues of em-
powerment (e.g., joining com-
munity groups that concentrate 
on overcoming problems of 
poverty, underemployment, or 
crime). 

38. Educate the client on preventing 
relapse into suicidal behavior 
(e.g., rely on the treatment jour-
nal for reminders of strategies 
for managing stressors and 
symptoms, implement empower-
ing techniques, avoid isolation 
and maintain a social network, 
remain on medications, maintain 
a clean and sober lifestyle with 
continued involvement with 
Alcoholics Anonymous/Nar-
cotics Anonymous (AA/NA), 
maintain futuristic thinking). 

39. Assist the client in writing a per-
sonal suicide prevention plan 
that lists individualized actions 
learned in therapy that will be 
taken in the future to manage 
suicidal urges and continue the 
newly adopted philosophy of 
life. 
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. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.3x Major Depressive Disorder, Recurrent 
300.00 Anxiety Disorder NOS 
303.90 Alcohol Dependence
305.00 Alcohol Abuse
304.20 Cocaine Dependence
305.60 Cocaine Abuse
292.84 Cocaine-Induced Mood Disorder
292.89 Cocaine-Induced Anxiety Disorder
291.89 Alcohol-Induced Mood Disorder
304.80 Polysubstance Dependence

Axis II: 301.7 Antisocial Personality Disorder 
301.9 Personality Disorder NOS 
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ASIAN AMERICAN MALE 

BEHAVIORAL DEFINITIONS 

 1. Expresses a generalized fatalism about life and an absence of hope for 
the future. 

 2. Displays symptoms of depressive disorder (e.g., lack of energy, anhe-
donia, or social withdrawal). 

 3. Has a history and current practice of substance abuse. 
 4. Extremely invested in pleasing others to gain affirmation. 
 5. Demonstrates a life-long pattern of an inability to access or process 

emotions. 
 6. Expresses despair over the inability to meet the expectations of the ex-

tended family, which results in losing family support, affirmation, and a 
sense of belonging. 

 7. Life-long pattern of impulsive behaviors and poor problem-solving 
ability. 

 8. Verbalizes extreme feelings of self-devaluation, isolation, aloneness, and 
self-hate.

 9. Experiences a chronic pattern of suicide ideation with or without a plan. 

.

   

.

   

.
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LONG-TERM GOALS 

 1. Embrace life with hope for the future. 
 2. Enhance the development of coping strategies and problem-solving 

skills.
 3. Resolve feelings of worthlessness, self-hate, and isolation that contribute 

to depressive reactions and the impulse to suicide. 
 4. Respect vulnerability to depression and remain on physician-monitored 

prescription medication. 
 5. Resolve feelings of perfectionism and develop an intrinsic sense of self-

worth.
 6. Enhance access to emotions that allow involvement in intimate 

relationships.

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify specifics of the current 
suicide ideation and/or intent. 
(1, 2, 3, 4) 

 1. Explore the client’s goal for 
the intended suicide act (e.g., 
cessation of severe emotional 
pain, actions motivated by self-
hate and/or self-devaluation, 
or a solution to a seemingly 
unsolvable problem). 

 2. Explore the amount of time and 
energy the client spent in plan-
ning the suicide event (e.g., has 
a lethal means been considered 
and/or obtained, has a date or 
place been assigned, has the 
suicide intent been communi-
cated to anyone and, if so, what 
was the reaction). 

 3. Explore whether any sense 
of peace, calm, or a renewed 
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energy level has been experi-
enced by the client since 
planning for the suicide has 
started; examine how much 
time is spent contemplating 
death and its aftermath. 

 4. Explore the client’s barriers to 
the plan to die (e.g., personal 
religious beliefs, fear of emo-
tional impact on survivors, 
or fear of accidentally 
surviving); note whether 
there is any ambivalence 
displayed about his completed 
suicide. 

 2. Identify specifics of any 
historic pattern of suicide 
ideation, gestures, or attempts. 
(5)

 5. Explore the client’s previous 
experiences with suicide activity 
(e.g., chronic experiences of 
thinking about suicide as a way 
to solve a problem, deliberate 
nonfatal self-harm activities 
designed to fulfill needs other 
than death, or acts of self-harm 
where the intent was to die but 
the activity was accidentally 
interrupted). 

 3. Provide information on 
personal experiences with 
high-risk behavioral markers 
for Asian American male 
suicide. (6, 7) 

 6. Assess the client for the high-
risk Asian American male 
suicide marker of substance 
abuse (e.g., using drugs to cope 
with psychological pain or 
during previous suicide activity, 
age of onset, or readiness to 
change).

 7. Assess the client for the high-risk 
Asian American male suicide 
marker of life-long pattern of 
impulsivity and poor problem-
solving ability (e.g., patterns of 
dangerous behaviors, escape, 
denial, and/or projection of 
blame to manage critical 
incidents).
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 4. Provide information on 
personal experiences with 
high-risk emotional markers 
for Asian American male 
suicide. (8, 9, 10) 

 8. Assess the client for the high-
risk Asian American male sui-
cide marker of depression (e.g., 
linkage to feelings of melan-
cholic despair, self-devaluation, 
self-hate, helplessness). 

 9. Assess the client for the high-
risk Asian American male sui-
cide marker of perfectionism 
(e.g., extreme need to meet the 
expectations of the extended 
family, extreme defensiveness 
when confronted with failure 
experiences, intense self-
criticism traits, or any tendency 
to define himself based on 
performance criteria). 

10. Assess the client for the high-
risk Asian American male 
suicide marker of emotional 
constriction (e.g., familial 
pattern of denying emotional 
expression, inability to identify 
specifically felt emotions, or the 
tendency to define all emotions 
as painful). 

 5. Provide information on 
personal experiences with 
high-risk social markers for 
Asian American male suicide. 
(11) 

11. Assess the client for the high-
risk Asian American male sui-
cide marker of rejection from 
the extended family (e.g., 
linkage to fear of failing to meet 
expectations; feelings of 
aloneness, isolation, or despair). 

 6. Cooperate with psychological 
testing designed to evaluate 
suicide ideation/intent levels. 
(12)

12. Administer testing to the client 
that is most commonly used to 
reveal and evaluate suicide 
ideation and/or intent levels 
(e.g., Beck Hopelessness Scale, 
Reasons for Living Inventory, or 
Suicide Risk Measure). 

 7. Provide complete information 
on current mood, affect, and 
thought process in a psychiat-

13. Refer the client for a psychiatric 
evaluation to determine his need 
for psychotropic medication and 
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ric evaluation and take 
psychotropic medication as 
prescribed. (13, 14) 

to validate any at-risk diagnosis 
(e.g., major depressive disorder). 

14. Monitor the client’s compliance 
with the psychotropic medica-
tion prescription; chart the effec-
tiveness of the medication and 
monitor the side effects. 

 8. Medical personnel provide 
relevant, current information 
on general health issues. (15) 

15. After obtaining appropriate 
confidentiality and privacy 
releases, contact the client’s 
primary care physician for a 
report on his general health 
issues.

 9. If appropriate, school person-
nel provide relevant, current 
information on social and 
academic adjustment in the 
school setting. (16) 

16. After obtaining appropriate 
confidentiality and privacy 
releases, contact the client’s 
school personnel for a report on 
his academic, social, and 
emotional adjustment. 

10. Accept feedback gathered from 
all sources as well as the 
treatment plan developed from 
the evaluation process. (17) 

17. Summarize and give feedback to 
the client and, if available and 
appropriate, his caregivers on 
high-risk markers found in the 
evaluation process and outline 
the treatment plan; if available 
and appropriate, engage 
supportive caregivers in the 
treatment strategy (e.g., pro-
viding safety during high-risk 
times, assist in monitoring any 
prescribed medications, and/or 
involvement in family therapy). 

11. Comply with placement in a 
more protective and, possibly, 
restrictive environment. (18) 

18. If the assessments reveal the 
presence of high-risk suicide 
markers that significantly 
challenge the client’s coping 
capacity (e.g., increase in 
symptoms of depression, 
an increase in statements of 
self-hate and despair), place him 
in a structured, supervised thera-
peutic setting that will protect 
him from suicide impulse, 
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decrease perturbation, remove 
him from environmental stress, 
and monitor treatment 
effectiveness. 

12. Affirm a plan that allows for a 
safe return to the community. 
(19)

19. Review the inpatient treatment 
team’s discharge plan with the 
client and, if possible and 
appropriate, the caregivers 
including placement, support 
systems, individual and family 
psychotherapy, activities of 
daily living, knowledge of 
helping services, and monitoring 
of his medication program. 

13. Agree to a crisis response plan 
for dealing with situations 
when the suicide risk is strong. 
(20)

20. Develop a crisis intervention 
plan to be implemented during 
trigger events and feelings (e.g., 
failing at a task linked to family 
expectations, or feelings of 
isolation and rejection) that 
includes contacting the therapist, 
a trusted friend, or a local 
suicide prevention center or 
mental health center help line; 
ask the client to agree, as a 
verbal contract of therapy, to 
call someone on the phone list to 
process these emotions. 

14. Identify current stressors and 
resultant symptoms that trigger 
the wish to die by suicide. 
(21, 22, 23) 

21. Assist the client in listing his 
most prominent stressors (e.g., 
failure to meet expectations, 
inability to manage substance 
abuse patterns, or inability to 
access and articulate emotional 
reactions); explore his emotional 
reactions or symptoms (e.g., 
feelings of despair, isolation, or 
rejection) produced by those 
stressors.

22. Assist the client in developing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms (e.g., 
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feelings of rejection and isola-
tion), how these symptoms are 
currently managed (e.g., sub-
stance abuse, suicidal ideation, 
outbursts of rage, or impulsive 
at-risk behaviors), and whether 
these symptoms create other 
reactions (e.g., social isolation, 
self-harm behaviors, or risk of 
alcohol dependency). 

23. Establish a therapeutic alliance 
with the client that ensures the 
therapist’s help in targeting the 
most serious symptoms for im-
mediate help (e.g., medications 
or solution-oriented therapy). 

15. Increase verbalized statements 
of hope that stressors and 
symptoms can be managed 
continuously in ways other 
than suicide. (24, 25, 26) 

24. Formulate an appropriate view 
of the function of suicide with 
the client: It stems from a need 
to solve a seemingly unsolvable 
problem (e.g., despair about 
meeting extended family’s 
expectations), it is fueled by a 
sense of hopelessness and 
helplessness, and the antidote is 
to develop adaptive problem-
solving skills for these stressors 
and symptoms. 

25. Assign the client a treatment 
journal to track daily stressors, 
resulting symptoms, 
maladaptive coping behaviors, 
and experiences with newly 
acquired coping strategies (e.g., 
coping with failure through 
substance abuse is replaced by 
an intrinsic sense of self-worth); 
assign homework targeting 
symptom management. 

26. Use role-play, modeling, and 
behavior rehearsal to teach the 
client to use adaptive problem-
solving skills to replace 
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maladaptive coping strategies 
(e.g., define the problem, seek 
alternative solutions, list the 
positives and negatives of each 
solution, select and implement a 
plan of action, evaluate the 
outcome, and adjust the solution 
as necessary). 

16. Identify and diminish the influ-
ence of personality vulnerabili-
ties and traits that contribute to 
suicide ideation and/or intent. 
(27, 28, 29) 

27. Explore the client’s personal 
vulnerabilities that hinder 
healthy coping strategies and 
contribute to the suicidal crisis 
(e.g., perfectionism, the need to 
please others to gain affirmation, 
extreme self-devaluation and 
self-criticism, or the inability to 
access and articulate emotions). 

28. Assist the client in acknowledg-
ing his suicide fostering traits 
and vulnerabilities, 
understanding how they were 
acquired (e.g., the need to be 
perfect acquired from parental 
expectations that are linked to 
parental affirmation or emo-
tional constriction acquired from 
childhood experiences where 
emotions were not permitted) 
and their influence in mal-
adaptive coping (e.g., inability 
to cope with or manage failure). 

29. Explore methods and exercises 
with the client that will diminish 
the influence of his suicide 
fostering personality traits on 
problem-solving efforts (e.g., the 
inability to cope with failure is 
replaced by an intrinsic sense of 
self-worth; the inability to express 
emotions is replaced by an 
empathic sense of self-acceptance 
and the ability to share emotions 
in the therapy session). 
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17. Verbalize feelings of intrinsic 
self-worth. (30, 31) 

30. Assist the client in enhancing his 
self-image by encouraging him 
to provide self-reports from the 
treatment journal and the home-
work assignments on recent 
incidents of his improved cop-
ing, symptom management, and 
problem-solving skills (e.g., 
talking to a friend about a diffi-
cult emotion or refraining from 
substance abuse when feeling 
anxious).

31. Challenge the client to trust the 
value of himself during times of 
temporary failure; provide him 
with examples of others who 
have risen from failure to enjoy 
success (e.g., provide titles and/ 
or readings on examples from 
culturally relevant articles). 

18. Increase the expression of 
emotions within a social 
network. (32, 33) 

32. Model empathic active listening 
styles that will set an atmos-
phere of allowance and permis-
sion for the client to access and 
articulate his emotions; teach 
him the value of emotional ex-
pression (e.g., helps others gain 
a better understanding of your 
problems and assists in gaining 
a sense of being understood). 

33. Teach the client the value of 
social networks for alleviating a 
sense of isolation, participation 
in noncompetitive activities, 
sharing of feelings and ideas; 
encourage his affiliation with 
social outlets specifically 
focused on his need to belong 
and express feelings (e.g., 
noncompetitive social activities, 
culturally relevant groups, or 
therapy groups for specific 
populations).
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19. Develop a suicide prevention 
plan that incorporates the treat-
ment journal’s homework 
assignments. (34) 

34. Assist the client in writing a 
personal suicide prevention plan 
that lists actions he will take in 
the future to manage the impulse 
to suicide (e.g., remain aware of 
strategies for coping with trigger 
stressors and symptoms, avoid 
isolation and maintain culturally 
relevant social network, remain 
respectful of an intrinsic sense 
of self-worth, and stay on 
medications, if prescribed). 

. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
309.0 Adjustment Disorder with Depressed Mood 
305.00 Alcohol Abuse
300.02 Generalized Anxiety Disorder
309.81 Posttraumatic Stress Disorder 
312.8 Conduct Disorder
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BIPOLAR

BEHAVIORAL DEFINITIONS 

 1. Expresses a desire to die. 
 2. Demonstrates a course of bipolar disorder where the depressive phase 

is of significant severity causing extreme levels of pain. 
 3. Demonstrates symptoms that correlate with the diagnosis of bipolar II 

disorder (e.g., a history of major depressive episodes with only hypo-
manic phases). 

 4. Demonstrates a pattern of noncompliance with prescribed medications 
that have been shown to be effective in the treatment of the illness. 

 5. Verbalizes hopelessness about the future during a severe depressive 
phase or in the early stages of the illness. 

 6. Has experienced multiple social disruptions (e.g., divorce, job loss, 
financial bankruptcy, loss of social network, or significant health 
issues) that are directly related to bipolar illness. 

 7. Has a history of multiple inpatient episodes because of severe manic 
phases that included psychotic conditions. 

 8. Has a positive family history of suicide and/or bipolar illness. 
 9. Is currently in a period of recovery just following a period of 

psychiatric hospitalization. 
 10. Is currently experiencing a mixed states episode where the depressive 

condition is combined with agitated, mental alertness. 
 11. Has demonstrated a pattern of co-occurring alcohol abuse/dependence. 

.

   

.

   

.
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LONG-TERM GOALS 

 1. Express a desire to live and begin to view self in a futuristic context. 
 2. Integrate an acceptance of bipolar disorder into the self-concept as a 

life-long medical condition. 
 3. Remain compliant with all prescribed medications. 
 4. Enhance the capacity to manage stressors in the social-occupational 

milieu associated with bipolar disorder. 
 5. Engage in a positive, supportive social network and utilize the 

protective effects of the family. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Cooperate with an evaluation 
of conditions related to bipolar 
suicide risk. (1) 

 1. Explore the diagnostic markers 
of mania, major depression, and 
hypomania with the client and, 
if available, caregivers to clas-
sify his/her condition as either 
bipolar I, bipolar II, cyclothy-
mia, mixed episode, or unipolar 
depression. (Be sensitive to the 
diagnosis of bipolar II and 
mixed episode as they are posi-
tively correlated to completed 
suicide.) 

 2. Provide complete information 
on current mood, affect, and 
thought process in a psychi-
atric evaluation, taking 
psychotropic medication as 
prescribed. (2, 3) 

 2. Refer the client for a psychiatric 
evaluation to determine his/her 
need for psychotropic medica-
tion and/or a medically managed 
electroconvulsive therapy series 
(ECT) and to validate all at-risk 
diagnoses (e.g., bipolar II, 
mixed episode, rapid cycling). 
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 3. Aggressively monitor the cli-
ent’s compliance with the pre-
scribed medical interventions 
(e.g., ECT and/or medications) 
throughout the course of ther-
apy; any period of noncompli-
ance could be life threatening 
and should be dealt with quickly 
through consultation with the 
treating psychiatrist. 

 3. Medical personnel provide 
relevant, current information 
on general health issues. (4) 

 4. After obtaining appropriate 
confidentiality releases, contact 
the client’s primary care 
physician for a medical report 
and evaluation; pay special 
attention to stress related 
medical disorders, including 
cardiovascular and pulmonary 
diseases because of their high 
correlation with suicide intent. 

 4. Identify the nature of previous 
suicide activity and any history 
of suicide activity in the family 
of origin. (5, 6) 

 5. Explore the client’s previous 
suicide activity (e.g., ideation, 
gesturing that was self-
interrupted or calculated for 
rescue, or attempts where the 
activity was accidentally 
interrupted against the client’s 
wishes) and examine the 
intended goal; examine his/her 
psychosocial stressors at the 
time of the activity. 

 6. Examine the nature of familial 
suicide patterns (e.g., did the 
client witness the death or find 
the victim, under what psycho-
social conditions did the death 
occur, did the family member 
have a psychiatric diagnosis). 

 5. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in people with 
bipolar illness. (7, 8, 9) 

 7. Assess the client for the high-
risk bipolar suicide marker of 
alcohol abuse (e.g., age of onset, 
abuse/dependency patterns, 
linkage to depressive and/or 



42 SUICIDE AND HOMICIDE RISK ASSESSMENT & PREVENTION 

manic symptoms or any pre-
vious suicide activity or other 
acts of violence, calming or 
agitating effects, use as self-
medication, or use in isolation or 
in a social context). 

 8. Assess the client for the high-
risk bipolar suicide marker of 
patterns of noncompliance with 
prescribed medication (e.g., 
history of hospitalizations 
because of noncompliance, 
reluctance to give up the highs 
or manic experiences, history of 
unused or hoarded pills used for 
suicide overdoses, intolerance of
side effects, or unwillingness to 
accept chronic pattern of 
disease).

 9. Assess the client for the high-
risk bipolar suicide marker of 
loss (e.g., partner, friend, 
financial security, social 
cohesion, or health) because of 
poor judgments made in a manic 
state.

 6. Provide information on per-
sonal experiences with high-
risk emotional markers for 
suicide in people with bipolar 
illness. (10, 11, 12, 13, 14) 

10. Assess the client for the high-
risk bipolar suicide marker of 
experiencing the severe 
depressive phases with hypo-
manic episodes (bipolar II 
disorder); assess for comorbidity 
conditions (e.g., alcoholism, 
personality disorders, inadequate 
and unpredictable support 
systems, medication compliance 
problems, or chaotic lifestyles). 

11. Assess the client for the high-
risk bipolar suicide marker of 
experiencing a combination of 
depressive symptoms; mental 
alertness; and tense, apprehen-
sive, and restless behaviors are 
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seen as particularly vulnerable 
to completed suicide (mixed 
episodes).

12. Assess the client for the high-
risk bipolar suicide marker of 
experiencing the depressive 
stage of bipolar disorder; attend 
to the severity of his/her 
depression and its remarkable 
paralyzing features. 

13. Assess the client for the high-
risk bipolar suicide marker of 
being in a recovery period, 
which usually follows a period 
of inpatient hospitalization 
(e.g., a problematic combination 
of a return to normalcy yet 
feeling hopelessness about the 
course of the illness). 

14. Assess the client for the high-
risk bipolar suicide marker of 
the presence of an underlying 
personality disorder, especially 
borderline or antisocial 
personality. 

 7. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in people with bipolar 
illness. (15) 

15. Assess the client for the high-
risk bipolar suicide marker of  
a positive family history of 
psychiatric disorders (e.g., 
identify specific disorders of 
thought or mood and educate 
the client on the genetic 
predisposition for severe 
psychiatric illnesses). 

 8. Identify the nature of current 
suicidal ideation, planning, 
and/or intent. (16, 17, 18) 

16. Explore the goal of the intended 
suicide act with the client (e.g., 
hopelessness for the future, 
cessation of intense psychic 
pain, embarrassment/guilt 
because of the manic course of 
the illness and the resultant 
behaviors).
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17. Examine and assess the level of 
energy and animation displayed 
by the client as he/she discusses 
suicide and, if possible, the 
planning for the event (special 
attention should be paid to this 
level of energy in the context of 
a recent discharge from an 
inpatient episode and expres-
sions of hopelessness); attempt 
to calm the client and, if nec-
essary, arrange for 24-hour 
supervision or rehospitalization 
if agitation is severe. 

18. Explore whether any 
impediments to the plan exist 
with the client (e.g., fear of 
emotional impact on survivors 
or religious beliefs). 

 9. The client and, if available, the 
caregivers accept feedback on 
the assessments and treatment 
plan developed from the 
evaluation process. (19) 

19. Summarize and give feedback to 
the client and, if available, the 
caregivers on the high-risk bipolar
suicide markers found in the 
evaluation process; formulate 
his/her treatment plan and engage, 
if possible, the caregivers in 
support of the client (e.g., 
monitor the client’s medication 
compliance, mood swings, or 
social/occupational functioning). 

10. Comply with placement in a 
more protective and, possibly, 
a more restrictive environment. 
(20)

20. If assessments reveal the pres-
ence of high-risk bipolar suicide 
markers that significantly chal-
lenge coping capacity (e.g., 
severe depression, experiencing 
a mixed states episode, severe 
agitation, or bipolar II features) 
at any time during the therapy 
process, place the client in a 
therapeutic setting (e.g., in-
patient hospitalization) that will 
protect him/her from the suicide 
impulse. 
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11. Affirm a plan that allows for a 
safe return to the community. 
(21, 22) 

21. Refer the client to a community-
based, clinical case management 
program that has the capacity to 
monitor and coordinate his/her 
medication management, respite 
services, crisis intervention, and 
social and occupational func-
tioning as he/she returns to the 
community from an inpatient 
stay; obtain his/her affirmation 
of this plan. 

22. Monitor the client’s suicide risk 
at appropriate intervals during 
the therapy process through 
interview assessment of high-
risk bipolar suicide markers and 
by administering standardized 
suicide risk assessments (e.g., 
Suicide Probability Scale). 

12. Agree to a written plan for 
dealing with situations when 
suicidal urges become strong. 
(23)

23. Develop a written crisis inter-
vention plan to be implemented 
when the client experiences 
trigger events and feelings (e.g., 
hopelessness during a depressive 
phase) that includes contacting 
the case manager, family mem-
ber, or supportive friend to 
discuss emotional reactions to 
the event; ask him/her to agree, 
as a verbal contract in the 
therapeutic relationship, to call 
someone on the emergency 
phone list. 

13. Identify current stressors and 
resultant symptoms that trigger 
the wish to die. (24, 25, 26) 

24. Assist the client in making a list 
of his/her most prominent 
stressors (e.g., episodes of 
severe depression, thoughts of 
being on medication for life, 
side effects of medication, 
having to reconcile behaviors 
performed while in a manic 
state, or chaotic social network) 
and emotional reactions or 
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symptoms (e.g., hopelessness, 
confusion, distrust, or self-hate) 
produced by those stressors. 

25. Assist the client in producing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms 
(e.g., hopelessness, distrust, 
or confusion), how these 
symptoms are currently 
dysfunctionally managed (e.g., 
noncompliance with medication, 
refusing medication while 
hoping for a return of the 
euphoria of the manic state) and 
the results of these choices (e.g., 
loss of job or chaotic social 
network).

26. Establish a therapeutic alliance 
with the client that ensures the 
therapist’s help in targeting the 
most serious symptoms for 
immediate attention (e.g., medi-
cation, ECT, family therapy, 
phase specific therapy, solution-
oriented behavioral cognitive 
therapy, or periodic hospi-
talization for protection and 
rapid tranquilization). 

14. Verbalize statements of hope 
that symptoms can be managed 
in ways other than suicide. 
(27, 28, 29, 30) 

27. Formulate an appropriate view 
of suicide for the client: It 
stems from a desire to solve a 
temporarily unsolvable problem 
(e.g., the bipolar illness and its 
depressive phase, problematic 
behaviors because of untreated 
mania); it is fueled by elements 
of hopelessness and helpless-
ness; and the antidote is to 
acquire safe, simple coping and 
problem solving skills for 
identified stressors and 
symptoms. 
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28. Assign the client to a treatment 
journal to track daily stressors, 
the resulting symptoms, 
maladaptive coping patterns, 
and experiences with newly 
acquired coping strategies; 
assign homework targeting 
symptom management. 

29. Assist the client in noting in 
his/her treatment journal a 
detailed plan with specific 
instructions on managing 
perturbation associated with 
his/her immediate, priority 
symptoms (e.g., when feeling 
hopeless remember the 
therapist’s promise of working 
together on goals or when in 
denial of illness remember to 
stay on medication); these 
detailed responses should assist 
the client during extreme 
emotional upset. 

30. Use role-play, modeling, and 
behavior rehearsal to teach 
the client to implement the 
symptom-management skills 
noted in his/her treatment 
journal.

15. Identify own traits and 
vulnerabilities that hinder 
coping strategies and con-
tribute to the suicide intent. 
(31, 32) 

31. Explore the client’s personal 
vulnerabilities that impede 
problem-solving and contribute 
to the suicidal crisis (e.g., 
extreme levels of self-directed 
anger, an overpowering need to 
please other people, a 
dysfunctional inability to access 
emotions, or confusion about 
self-identity). 

32. Assist the client in acknowl-
edging the existence of his/ 
her personal vulnerabilities and 
their influence on maladaptive 
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coping (e.g., being manipulated 
by peers to stop taking medica-
tions, alcohol abuse as self-
medication, or self-destructive 
behaviors); help him/her chart 
the events where personal 
vulnerabilities and their 
influence are evident in 
maladaptive decision making. 

16. Identify strategies that resolve 
personal traits and vulnerabili-
ties that contribute to suicide 
potential to enhance coping 
skills and diminish the suicide 
intent. (33, 34, 35) 

33. Examine the source of the 
client’s personal vulnerabilities 
(e.g., the need to please 
originating from a performance-
oriented family system, self-hate 
originating from a emotionally 
and/or physically abusive family 
system, or emotional constric-
tion originating from a family 
system that was intolerant of 
emotional displays) for a better 
understanding of these person-
ality traits and how they 
influence coping. 

34. Engage the client in a process to 
replace these vulnerabilities with 
more adaptive personality traits 
that will enhance coping 
strategies (e.g., self-hate and 
self-devaluation is replaced by a 
core identity of self-acceptance, 
emotional constriction is 
replaced by a willingness to feel 
emotions, and performance 
anxiety is replaced by a calm 
and patient acceptance of 
failures and personal limita-
tions); use cognitive restruc-
turing techniques to reach these 
objectives.

35. Maintain the therapeutic rela-
tionship (e.g., being with the 
client throughout the chaotic 
course of his/her illness, 
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showing patience during times 
of medication noncompliance 
and denial of illness, or con-
sistent focus on the need to keep 
him/her safe) as a means of 
bringing stability and affirma-
tion to his/her life. 

17. Enhance compliance with 
medical interventions. (36, 37) 

36. Examine the client’s personal 
issues that hinder adherence to 
his/her medication program 
(e.g., denial of illness, 
hopelessness because of life-
long course of the illness, side 
effects, peer pressure to dis-
continue medication, desire to 
experience the energy and 
euphoria of the manic state, fear 
that the medication might not be 
effective, resistance to being 
controlled by medical dictates, 
or the desire to be in control of 
one’s body). 

37. Avoid entering into a debate or 
power struggle with the client 
over medication issues, showing 
empathy for his/her concerns 
and patience with relapse but a 
respectful conviction that his/her 
life is worth living to its fullest 
potential; formulate a written 
plan that will integrate the 
medication program into his/her 
activities of daily living. 

18. Identify the nature of the 
trauma associated with bipolar 
disorder and encourage an 
acceptance of the disorder as a 
life-long medical condition. 
(38, 39) 

38. Examine the client’s 
expectations of what life will be 
like since he/she is afflicted with 
bipolar disorder; educate 
him/her and, if possible, 
members of the support system 
about the expected chronic 
course of the disease and its 
management through therapy, 
hospitalization, and medication. 
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39. Drawing from the client’s 
history, help him/her develop a 
positive perspective of himself/ 
herself as a person with bipolar 
disorder; assist him/her in the 
development of a future life plan 
based on his/her revealed 
strengths. 

19. Verbalize a sense of 
confidence in social and 
occupational functioning. 
(40, 41) 

40. Encourage the client to see 
himself/herself in a social 
context by emphasizing the 
benefits of participation in 
friendships and group activities 
(e.g., especially encourage 
involvement in support groups 
for the bipolar population). 

41. Assist the client in identifying 
individual stressors that accom-
pany social and/or occupational 
functions (e.g., fear of acting 
inappropriately, embarrassment 
over the side effects of the 
medications, or feeling the 
stigma of having a mental 
illness); provide supportive 
techniques for managing these 
stressors in such functions (e.g., 
relaxation training, positive self-
talk, or a support group). 

20. Develop a suicide prevention 
plan that incorporates the 
treatment journal and all 
completed homework 
assignments. (42) 

42. Educate the client about 
preventing relapse into suicidal 
behavior (e.g., rely on the 
treatment journal for reminders 
of strategies for coping with 
trigger events, feelings, and 
symptoms; remain on 
medication; maintain social 
network; continue to respect the 
mental illness; and maintain 
futuristic thinking). 
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DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Bipolar I Disorder 
296.89 Bipolar II Disorder
301.13 Cyclothymic Disorder
296.80 Bipolar Disorder NOS 
305.00 Alcohol Abuse

Axis II: 301.7 Antisocial Personality Disorder 
301.83 Borderline Personality Disorder 
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BORDERLINE PERSONALITY 
DISORDER

BEHAVIORAL DEFINITIONS 

 1. Demonstrates a chronic pattern of suicide threats, gestures, and delib-
erate self-harm activity. 

 2. Verbalizes repeatedly experiencing suicide ideation. 
 3. Intolerant of feelings of loneliness and/or being socially isolated or 

rejected.
 4. Uses suicide threats, gestures, and deliberate self-harm activity to 

coerce others into meeting social and psychological needs. 
 5. Has difficulty forming mutually reciprocal relationships. 
 6. Is extremely vulnerable to impulsive decision making. 
 7. Demonstrates chronic inability to regulate emotions internally. 
 8. Demonstrates chronic states of confusion about body integrity. 
 9. Lacks adaptive coping and problem-solving skills. 
 10. Has a history of being victimized by childhood sexual and/or physical 

abuse.
 11. Has a history of early childhood abandonment and inconsistent nur-

turing patterns. 

.

   

.

   

.
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LONG-TERM GOALS 

 1. Develop a healthy concept of self-acceptance that includes termina-
tion of self-harm threats and behaviors. 

 2. Develop appropriate impulse control skills and the ability to delay 
gratification. 

 3. Develop reciprocal social skills to enhance interpersonal relationships. 
 4. Develop adaptive problem-solving skills and strategies. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Describe experiences of child-
hood trauma or abandonment. 
(1, 2, 3) 

 1. Explore the client’s history for 
experiences of childhood physi-
cal and/or sexual abuse. 

 2. Examine the client’s adoptive 
status, early childhood aban-
donment experiences, and 
inconsistent patterns of nurtur-
ing from the primary caregiver. 

 3. Explore whether there were 
issues of narcissism in the pri-
mary caregiver and/or the family 
system that established self-
serving expectations for the cli-
ent (e.g., achievement in sports, 
academics, social status, occupa-
tional endeavors, or financial 
worth) that he/she could not 
meet. 

 2. Describe the details of 
previous suicide activity. (4, 5) 

 4. Examine specifics of the client’s 
previous suicide attempts (e.g., 
intended goal is death with no 
sense of ambivalence, marked 
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intensity of planning, lethal 
means used, no communication 
of intent before the activity, 
unintended rescue, note the role 
of severe hopelessness and 
despair, note the motivation by 
intense self-directed rage). 

 5. Examine specifics of the client’s 
previous parasuicidal behaviors 
(e.g., suicide communication or 
clues given before the event, 
intended goal was not death 
but a desired change in a 
relationship, activity was self-
interrupted or calculated for 
rescue, used nonlethal means, 
was the result of an impulsive 
decision with no prior planning). 

 3. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in people with 
borderline personality disorder. 
(6, 7, 8, 9) 

 6. Assess the client for the high-
risk borderline personality 
disorder suicide marker of 
alcohol abuse (e.g., linkage 
to increase in impulsivity, 
self-mutilation behaviors, 
depressive feelings, and suicidal 
ideation).

 7. Assess the client for the high-
risk borderline personality 
disorder suicide marker of 
chronic impulsivity (e.g., 
linkage to increase in self-
mutilation behaviors, poor 
decision making, or suicidal 
ideation).

 8. Assess the client for the high-
risk borderline personality 
disorder suicide marker of 
faulty anger management 
(e.g., self-directed rage, violent 
acts toward others, destruction 
of property, or legal involvement 
because of violent crimes). 
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 9. Assess the client for the high-
risk borderline personality 
disorder suicide marker of 
abrupt cessation of self-harm 
behaviors; explore the purpose 
of his/her nonlethal, self-harm 
behaviors (e.g., possibly pro-
vides an outlet, however patho-
logical, for discharging stress 
and, therefore, may reduce the 
inclination toward suicide). 

 4. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in people with 
borderline personality disorder. 
(10, 11, 12, 13, 14) 

10. Assess the client for the high-
risk borderline personality 
disorder suicide marker of 
comorbid, antisocial personality 
traits (e.g., minimal capacity for 
empathic reaction to the feelings 
of others, aggressive behavior 
patterns, conflict with legal 
authorities, or blaming others). 

11. Assess the client for the high-
risk borderline personality 
disorder suicide marker of 
comorbid, narcissistic 
personality traits (e.g., inability 
to delay gratification or total 
preoccupation with need 
fulfillment). 

12. Assess the client for the high-
risk borderline personality 
disorder suicide marker of 
comorbid major depressive 
disorder, single episode, severe, 
with psychosis (e.g., elements 
of significant hopelessness, 
helplessness, or melancholic 
despair).

13. Assess the client for the high-
risk borderline personality 
disorder suicide marker of 
severe and extensive borderline 
personality disorder sympto-
matology (e.g., meets all nine 
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of the DSM-IV diagnostic 
criteria).

14. Assess the client for the high-
risk borderline personality 
disorder suicide marker of 
comorbid posttraumatic stress 
disorder (PTSD; e.g., linkage 
to early childhood trauma, 
sense of reliving the experience, 
traumatic dreams, intrusive 
thoughts, or avoidance of social 
experiences for fear of stimu-
lating memories of trauma). 

 5. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in people with 
borderline personality disorder. 
(15)

15. Assess the client for the high-
risk borderline personality 
disorder suicide marker of 
unstable interpersonal relation-
ships (e.g., divorce, multiple 
relationship terminations, 
sporadic employment history, or 
living alone). 

 6. Provide information on 
personal experiences with 
high-risk markers for 
parasuicide activity in people 
with borderline personality 
disorder. (16, 17, 18) 

16. Assess the client for the high-
risk borderline personality 
disorder parasuicide marker 
(e.g., nonlethal, chronic, 
repetitious patterns of self-harm 
behaviors where the intent is not 
death but the realization of 
unmet social, environmental, or 
psychological needs; and the 
activity is often communicated 
to others, calculated for rescue, 
or self-interrupted) of intoler-
ance of being isolated or lonely 
(e.g., uses nonlethal, self-harm 
behaviors to prevent rejection, 
manage social network, or elicit 
nurturing from others). 

17. Assess the client for the high-
risk borderline personality 
disorder parasuicide marker of 
maladaptive coping strategies 
and problem-solving skills 
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(e.g., uses nonlethal, self-harm 
behaviors to coercively obtain 
environmental, social, and 
psychological needs). 

18. Assess the client for the high-
risk borderline personality 
disorder parasuicide marker of 
the inability to find relief from 
stressful emotions (e.g., uses 
nonlethal, self-harm behaviors 
to regulate overwhelming affect, 
manage intolerable emotional 
states, and sooth unstable self-
concept).

 7. Provide complete information 
on current mood, affect, and 
thought process in a psychiat-
ric evaluation, while taking 
psychotropic medication as 
prescribed. (19) 

19. Refer the client for a psychiatric 
evaluation to validate any at-risk 
comorbid Axis I or Axis II diag-
nostic features (e.g., major de-
pressive disorder, PTSD, other 
personality disorders); the 
following guidelines should be 
used to determine the use of 
medication: (a) Involve the 
client, (b) treat only comorbid 
Axis I conditions, and (c) 
evaluate risks of overdose. 

 8. The client and, if available and 
appropriate, the caregivers 
accept feedback on the 
assessments and treatment plan 
developed from the evaluation 
process. (20) 

20. Summarize and give feedback to 
the client and, if available and 
appropriate, the caregivers on 
high-risk markers found in the 
evaluation; formulate the 
treatment plan and, if possible, 
engage the caregivers. 

 9. Agree to a written plan for 
dealing with situations when 
the suicide intent or the urge to 
activate parasuicide behaviors 
becomes strong. (21) 

21. Develop a written crisis inter-
vention contract to implement 
during times when the client 
experiences trigger events and 
unbearable emotions (e.g., 
isolation, rage, anxiety, or 
confusion) that includes 
preestablished, well-defined 
guidelines for the use of 
inpatient hospitalization 
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(e.g., displaying behaviors 
correlated to the high-risk 
behavioral, emotional, and 
social markers for suicide). 

10. Identify current stressors and 
resultant symptoms that trigger 
the suicide intent or the need to 
engage in parasuicide 
behaviors. (22, 23) 

22. Assist the client in making a list 
of his/her most prominent 
stressors (e.g., disruptions in 
relationships, interactions with 
abusive caregivers, or func-
tioning at the work place) and 
the reactions or symptoms (e.g., 
fear, isolation, panic, or a 
dissociative state) produced by 
those stressors. 

23. Assist the client in producing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms 
(e.g., self-hate, dissociative 
states, isolation, or panic), how 
these symptoms are currently 
dysfunctionally managed (e.g., 
self-mutilation, medication 
overdose, alcohol abuse), and 
other results created by these 
behaviors (e.g., alienation of 
social network or body 
disfigurement). 

11. Verbalize statements of hope 
that symptoms can be managed 
in ways other than suicide or 
parasuicide behaviors. 
(24, 25, 26, 27, 28) 

24. Formulate an appropriate view 
of suicide for the client: It stems 
from a desire to solve a tempo-
rarily unsolvable problem; it is 
fueled by elements of hope-
lessness and helplessness; and 
the antidote is to acquire safe, 
simple coping and problem-
solving skills to manage 
identified stressors and 
symptoms. 

25. Formulate an appropriate view 
of parasuicidal behaviors for the 
client: It stems from an inability 
to meet environmental, social, 
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and psychological needs; it is 
fueled by an intolerance of 
aloneness, an inability to regu-
late powerful emotions, and an 
inadequate sense of self; it is 
acted out through coercive self-
harm behaviors; and the antidote 
is to acquire safe, simple strate-
gies to meet needs. 

26. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, 
maladaptive coping patterns, 
and experiences with newly 
acquired coping strategies; 
assign homework targeting 
symptom management; stress 
to him/her that the goal of 
therapy is healthy symptom 
management and not symptom 
elimination. 

27. Assist the client in noting in 
his/her treatment journal a 
detailed plan with specific 
instructions to respond to and 
manage the perturbation associ-
ated with his/her immediate, 
priority symptoms (e.g., in 
response to the panic associated 
with isolation, formulate a self-
calming program; in response to 
the shame and guilt associated 
with sexual abuse, formulate 
adaptive strategies of self-
nurturing).

28. Use role-play, modeling, and 
behavior rehearsal to teach the 
client to implement the 
symptom-management skills 
noted in his/her treatment 
journal. These skills should be 
safe, simple, and easy to access 
during times of extreme 
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emotional turmoil (e.g., relaxa-
tion training, positive self-talk, 
or getting a reality check from a 
trusted source). 

12. Identify own biological, social, 
and psychological traits and 
vulnerabilities that contribute 
to the suicide intent and para-
suicide behaviors. (29) 

29. Explore the client’s personal 
vulnerabilities that impede 
problem solving and contribute 
to the suicidal/parasuicidal crisis 
(e.g., an overpowering need to 
please others, the inability to 
access or regulate emotions, 
extreme levels of shame and 
guilt, or confusion about self-
identity).

13. Identify strategies that will 
diminish the influence of the 
personal, biological, social, 
and psychological traits and 
vulnerabilities on the suicide 
intent and parasuicide 
behaviors. (30, 31, 32, 33) 

30. Assist the client in acknowledg-
ing the existence of his/her 
personal vulnerabilities and their 
influence on maladaptive coping 
(e.g., using self-mutilation 
during times of extreme shame 
or to access an emotional 
experience); assist him/her in 
charting the events when these 
personal vulnerabilities and their 
influence are evident in the 
course of suicide intent and 
parasuicidal behaviors. 

31. Examine the source of the 
personal vulnerabilities with the 
client (e.g., guilt and shame 
originating from childhood 
sexual abuse experiences or the 
need to please originating from 
patterns of early childhood 
abandonment) for a better 
understanding of these 
personality dynamics and how 
they influence coping and 
problem-solving strategies. 

32. Engage the client in a process 
to replace vulnerabilities with 
more adaptive personality traits 
that will enhance coping 
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strategies (e.g., shame and guilt 
is replaced by an understanding 
of his/her victimization with a 
gentle sense of self-acceptance 
or the need to please replaced by 
examining and practicing 
mutuality and reciprocal skills in 
relationships).

33. Engage the client in the thera-
peutic relationship to accom-
plish replacement of personal 
vulnerabilities (e.g., being with 
him/her during the chaotic 
course of treatment, teaching 
empathic self-regard, formu-
lating the well-boundaried and 
caring therapy alliance, and 
teaching the acceptance of pain 
and trust in the consistency of 
the relationship). 

14. Develop strategies that will 
enable engagement in mutual, 
reciprocal relationships. 
(34, 35) 

34. Educate the client’s significant 
others about the extreme sensi-
tivity of the client to feelings of 
rejection and the challenge this 
presents in relationships; teach 
him/her and significant others 
specific relational skills (e.g., 
conflict resolution; or empathic 
listening skills, boundaries, and 
roles). 

35. Assist the client in developing 
skills of mutuality and recipro-
cal strategies (e.g., practicing 
conflict-resolution skills); ask 
him/her to note in the treatment 
journal the diminished function 
of coercive self-harm behaviors 
to manage relational issues 
(e.g., threatening suicide or 
slashing) and the enhanced role 
of reciprocal skills (e.g., verbal-
izing fears of abandonment to 
therapist). 
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15. Verbalize the development of a 
core image of self-acceptance. 
(36, 37) 

36. Ask the client to include an 
autobiography in his/her 
treatment journal; review the 
material together, encouraging a 
balanced view of his/her history, 
recognizing failures and 
accomplishments, reframing 
unjustified self-criticism, 
recognizing guilt where it is 
appropriate, pride where it is 
justified, and praise when due. 

37. Drawing from the client’s his-
tory, help him/her develop an 
accepting perspective of 
himself/herself; assist him/her in 
the development of a future life 
plan based on his/her revealed 
strengths.

16. Implement strategies that will 
enhance the capacity for inter-
nal regulation of emotions. 
(38)

38. Assist the client in identifying 
emotions that cause the most 
turmoil and lead to self-harm 
acts; target those emotions for 
self-calming strategies and ver-
balize them in the context of 
personal and intimate 
relationships.

17. Develop a prevention plan for 
suicide intent and parasuicidal 
behaviors. (39, 40) 

39. Educate the client to prevent 
relapse into suicidal and/or 
parasuicidal behaviors (e.g., rely 
on the treatment journal for 
reminders of strategies for cop-
ing with trigger events, feelings, 
and symptoms; respect himself/ 
herself and the challenges of the 
borderline personality disorder; 
and maintain futuristic thinking). 

40. Assist the client in writing a 
personal suicide/parasuicide 
prevention plan that lists 
individualized actions that will 
be taken in the future to manage 
suicidal urges. 



BORDERLINE PERSONALITY DISORDER  63 

18. Develop strategies for the 
appropriate termination of the 
therapeutic relationship. (41) 

41. Anticipate and plan for termina-
tion at the beginning of therapy: 
as therapy nears an end expect an 
increase in transference issues; 
make the termination a collabora-
tive effort with the client; empa-
thize with the client’s emotions on 
termination and consistently 
review his/her growth; challenge 
him/her to trust the value of self 
and his/her wisdom gained from 
the therapy experience. 

. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
308.3 Acute Stress Disorder 
300.02 Generalized Anxiety Disorder
305.00 Alcohol Abuse
300.14 Dissociative Identity Disorder 
300.15 Dissociative Disorder NOS 
309.81 Posttraumatic Stress Disorder 
298.9 Psychotic Disorder NOS 

Axis II: 301.83 Borderline Personality Disorder 
301.7 Antisocial Personality Disorder 
301.50 Histrionic Personality Disorder 
301.81 Narcissistic Personality Disorder 
301.6 Dependent Personality Disorder 
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CAUCASIAN FEMALE—ADOLESCENT 

BEHAVIORAL DEFINITIONS 

 1. Verbalizes an attraction to death and a repulsion of life. 
 2. Demonstrates dangerous at-risk behaviors (e.g., reckless driving, high 

risk promiscuity, or drug abuse), which is ascribed to a passive atti-
tude about life (e.g., “I don’t care if I live or die). 

 3. Verbalizes a wish to escape from an intolerable situation and/or a painful 
psychological state that is focused on family/relationship turmoil. 

 4. Verbalizes a sense of hopelessness that a current painful life event will 
never get better. 

 5. Verbalizes a sense of helplessness about the management of a painful 
life event. 

 6. Demonstrates behaviors positively correlated to a diagnosis of depres-
sion (e.g., anhedonia, dysphoria, irritability, sleep problems). 

 7. Frequently verbalizes feelings of worthlessness, self-hate, intense guilt, 
self-criticism, failure, rejection, or isolation. 

 8. Has experienced a recent loss of a loved one or significant acquaint-
ance to suicide resulting in a reduction in the fear of death. 

 9. Engages in self-mutilation behavior. 
 10. Has a history of eating disorders. 
 11. Demonstrates a chronic pattern of suicide ideation with or without a 

plan.
 12. Demonstrates consistently distorted and negative body image. 
 13. Demonstrates a chronic pattern of nonlethal suicide gestures. 

.

   

.

   

.
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LONG-TERM GOALS 

 1. Report a wish to live. 
 2. Develop an engaging attitude toward life. 
 3. Develop a sense of hope for the future and an ability to define self in a 

futuristic context. 
 4. Enhance and strengthen a sense of competence in managing the daily 

stress related to family/relationship turmoil. 
 5. Resolve feelings of worthlessness, self-hate, or isolation that con-

tribute to the suicide impulse. 
 6. Manage the perturbation caused by a mood disorder. 
 7. Develop a concern for body integrity and body protection. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify facts and feelings 
associated with childhood 
abuse experiences. (1, 2) 

 1. Explore the client’s early 
childhood experiences of self-
defined emotional, physical, or 
sexual abuse. 

 2. Assist the client in identifying 
any maladaptive behavioral and 
emotional and/or cognitive 
reactions to her abusive child-
hood experiences (e.g., self-
directed anger as expressed in 
self-mutilation, changes in 
eating behavior, feelings of 
worthlessness, rejection, or 
isolation). 

 2. Identify academic and social 
conflicts, frustrations, and 
struggles related to school 
experiences. (3, 4) 

 3. Assist the client in identifying 
areas of concern in her school 
setting, focusing on truancy, 
isolation patterns, numerous 
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school site changes, and failing 
academic patterns. 

 4. Explore the client’s emotional 
and/or cognitive reactions to 
school-setting problems (e.g., 
feelings of rejection, isolation, 
failure, worthlessness, and/or 
humiliation); be alert for a 
feigned stance of apathy toward 
the problems. 

 3. The client and caregivers 
provide information on facts 
and feelings surrounding 
family history and 
relationships. (5, 6) 

 5. Explore the client’s family 
dynamics (e.g., perceived 
quality of support system, 
attachment issues with father, 
incest, communication patterns, 
stability of home environment, 
consistency of caregivers, 
early childhood abandonment 
issues, family member substance 
abuse patterns, family suicide 
history, or family members 
with diagnosed mental 
illness). 

 6. Meet with caregivers to explore 
the client’s history and current 
functioning from their per-
spective, focusing on issues of 
sexual, physical, or emotional 
abuse; school performance; 
social network; communication 
patterns; substance abuse; 
depression signs; recent rela-
tionship turmoil; self-mutilation,
or eating disorders. 

 4. Cooperate with psychological 
testing designed to evaluate 
suicidal ideation. (7) 

 7. Administer an objective assess-
ment inventory to reveal and 
evaluate suicidal ideation and 
intent levels (e.g., Suicidal 
Ideation Questionnaire, Beck 
Depression Inventory, Beck 
Scale for Suicide Ideation, or 
Suicide Probability Scale); 
provide feedback to caregivers 
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and client on test results and 
treatment implications. 

 5. The client and caregivers 
provide information on the 
client’s personal experiences 
with high-risk behavioral
markers for adolescent female 
suicide. (8, 9) 

 8. Assess the client for the high-
risk adolescent Caucasian 
female suicide marker of 
substance abuse by 
administering a thorough 
evaluation (e.g., inquire about 
mood-altering drug use: history, 
frequency, age of onset, variety 
and types of drugs used, 
excessive alcohol abuse, peer 
use patterns, perceived benefits 
gained, psychological 
dependency signs, parental 
reaction).

 9. Assess the client for high-risk 
adolescent Caucasian female 
suicide markers of runaway 
behavior, eating disorder 
behaviors, self-mutilation, 
sexualized self-image, and 
promiscuity. 

 6. The client and caregivers 
provide information on the 
client’s experience with high-
risk emotional markers for 
adolescent female suicide. 
(10, 11, 12) 

10. Assess the client for the high-
risk adolescent Caucasian 
female suicide marker of 
depression (e.g., inquire about 
depth of sadness, hopelessness, 
low energy, lack of interest or 
pleasure in activities, social 
withdrawal, low self-esteem, or 
sleep disturbance). 

11. Assess the client for the high-
risk adolescent Caucasian 
female suicide marker of panic 
and anxiety (e.g., level and 
pervasiveness of worry, motor 
tension and restlessness, rapid 
heartbeat, shortness of breath, 
dry mouth, concentration 
difficulties, sleep disturbance, or 
irritability). 
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12. Assess the client for the high-
risk adolescent Caucasian 
female suicide marker of 
posttraumatic stress symptoms, 
especially distinctly dissociative 
experiences. 

 7. The client and caregivers 
provide information on the 
client’s personal experience 
with high-risk social markers 
for adolescent female suicide. 
(13, 14) 

13. Assess the client for the high-
risk adolescent Caucasian 
female suicide marker of 
relationship turmoil (e.g., 
romantic relationship 
termination, abuse patterns in 
romantic relationships, peer 
group rejection, amount of time 
spent alone, family communica-
tion patterns, loss of autonomy 
to gain acceptance, sexual 
orientation issues, or college 
bound status). 

14. Assess the client for the high-
risk adolescent Caucasian 
female suicide marker of 
contagion related to recent 
media reports of suicide or death 
of a significant other that 
diminishes her fear of death and 
increases her repulsion to life. 

 8. School personnel provide 
information on the client’s 
behavior and academic issues. 
(15)

15. After obtaining the appropriate 
confidentiality releases, contact 
the client’s school officials for a 
report on her attendance, 
behavioral, and academic 
patterns; continue consultation 
with school officials throughout 
the therapy process. 

 9. Medical personnel provide 
relevant, current information 
on the client’s general health 
issues. (16) 

16. After obtaining appropriate 
confidentiality releases, contact 
the client’s medical providers 
for a report on her health history 
(e.g., diseases, bodily injuries, 
psychosomatic complaint 
pattern, STD history, pregnancy 
history, or abortions); continue 
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consultation with the primary 
care provider throughout the 
therapy process. 

10. Provide complete information 
on current mood, affect, and 
thought process in a 
psychiatric evaluation, taking 
psychotropic medication as 
prescribed. (17, 18) 

17. Refer the client for a psychiatric 
evaluation to determine her need 
for psychotropic medication and 
to validate any at-risk diagnoses 
(e.g., posttraumatic stress 
disorder, depression, or 
generalized anxiety disorder). 

18. Monitor the client’s compliance 
with her psychotropic medi-
cation prescription, chart her 
subjective and objective 
behavioral changes, and monitor 
side effects. 

11. The client and caregivers 
accept feedback on the 
assessment for high-risk 
markers for suicide. (19) 

19. Summarize and give feedback to 
the client and her caregivers on 
high-risk markers found in her 
presentation; outline the 
treatment plan and, if possible, 
engage the caregivers. 

12. Comply with placement in a 
more protective and restrictive 
environment if the assessments 
reveal high-risk suicide 
markers. (20, 21) 

20. Monitor the client’s suicide risk 
at appropriate intervals through 
interview and by administering 
standardized suicide risk 
assessment instruments (e.g., 
Beck Depression Inventory, 
Beck Scale for Suicide Ideation, 
or the Suicide Probability 
Scale).

21. Place the client in a supervised 
and structured therapeutic 
setting that will protect her from 
suicidal impulse, decrease 
perturbation, remove her from 
environmental stress, decrease 
her isolation, and allow monitor-
ing of treatment effectiveness; 
this action should be taken any 
time the client begins to 
experience or demonstrate an 
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increase in high-risk markers 
that appear to exceed her 
capacity to cope. 

13. Affirm the safety of a plan that 
allows for a return to the home 
and family environment. 
(22, 23) 

22. Note changes in the client’s fam-
ily equilibrium and hold a 
session with caregivers to focus 
on effecting system change to 
accommodate her return to the 
home environment (e.g., 
improving communication 
patterns, resolving issues of 
autonomy, providing safety 
from abuse patterns, and 
removing predatory members). 

23. Develop a discharge plan with 
the client, her caregivers, and 
the inpatient treatment team that 
includes consideration of place-
ment issues, school responsibili-
ties, support system, individual 
and family psychotherapy treat-
ment, activities of daily living, 
and local support services. 

14. Agree to a written plan for 
dealing with situations when 
suicidal urges become strong. 
(24)

24. Develop a written crisis inter-
vention plan to be implemented 
during trigger events and emo-
tions (e.g., arguments, failures, 
or rejections) that includes con-
tacting therapist, trusted friend, 
or local help line (provide all 
these telephone numbers to the 
client written on a card) to dis-
cuss emotional reactions to 
events when she is experiencing 
strong suicidal urges. 

15. Identify any history of suicide 
activity and specifics of the 
current suicide ideation or 
intent. (25, 26, 27, 28) 

25. Explore the intended goal of the 
current suicide urge (e.g., 
cessation of emotional pain, 
revenge against an offending 
person, an urge to self-murder, 
or an empathy-seeking act) with 
the client. 
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26. Examine any previous suicide 
activity (e.g., ideation, gestures, 
or lethal attempts) and detail the 
motivation and outcome with 
the client. Pay close attention to 
those activities that were self-
interrupted or calculated for 
rescue (suicide gestures) and 
those activities that were 
accidentally interrupted against 
the client’s wishes (suicide 
attempts). 

27. Explore the amount of time and 
energy spent in planning and 
beginning implementation of the 
suicide event (has a lethal 
method been chosen and 
obtained, has a date and place 
been assigned, have symbolic 
good-byes been said, has anyone 
been told of the plan and, if so, 
what was the reaction) with the 
client. 

28. Explore whether client’s feelings 
of anxiety or depression have 
been eased or calmed since a 
decision to plan death began and 
explore any barriers to the plan 
to die (e.g., fear of pain or 
emotional impact on survivors 
or religious beliefs) with the 
client. 

16. List current stressful situations 
that produce symptoms that 
spark the suicidal urge. (29) 

29. Assist the client in making a list 
of her most prominent stressors 
(e.g., having no friends, 
experiencing constant rejection, 
or being emotionally and/or 
physically abused at home or 
with boyfriend) and identify 
emotional reactions or 
symptoms produced by those 
stressors; target those symptoms 
for immediate intervention and 
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teach coping strategies (e.g., 
discussing sadness in 
relationships with a trusted 
friend or therapist, contacting 
authorities to obtain protection 
from abuse, or identifying 
supportive relationships). 

17. List solutions to these life 
stressors that do not require 
suicide. (30, 31) 

30. Teach the client about her mal-
adaptive externalizing coping 
patterns (e.g., running away, 
alcohol abuse, or self-
mutilation) and internalizing 
coping patterns (e.g., depression, 
anxiety, or posttraumatic stress 
disorder) and replace these 
maladaptive coping strategies 
with a problem-solving focus. 

31. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, 
maladaptive coping patterns, 
and experiences with newly ac-
quired coping strategies; assign 
homework targeting symptom 
management. Stress to the client 
that the goal of therapy is 
healthy symptom management 
and not symptom elimination. 

18. Verbalize statements of hope 
that stressors and symptoms 
can be managed in ways other 
than suicide. (32, 33) 

32. Formulate an appropriate view 
of the function of suicide with 
the client: It stems from a need 
to solve a seemingly unsolvable 
problem; it is fueled by a sense 
of hopelessness and helpless-
ness; the antidote is to develop, 
with the therapist’s help, coping 
strategies for these seemingly 
unsolvable issues. 

33. Use role-play, modeling, and 
behavior rehearsal to teach the 
client problem-solving skills 
(e.g., define the problem, 
brainstorm alternative solutions, 



CAUCASIAN FEMALE—ADOLESCENT 73

list the positives and negatives 
of each solution, select and 
implement a plan of action, 
evaluate the outcome and adjust 
the solution as necessary in the 
treatment journal). 

19. Identify own biological, social, 
and emotional vulnerabilities 
that contribute to the current 
crisis. (34) 

34. Explore the client’s personal 
vulnerabilities contributing to 
her suicidal crisis (e.g., tendency 
for feelings of extreme self-
blame, need to be perfect, 
feelings of isolation, or 
sexualized identity). Assist the 
client in acknowledging the 
existence of these traits and their 
influence in maladaptive coping 
(e.g., dissociation experiences, 
using sex to gain affection, self-
mutilation to manage raging 
emotions, or eating disorders). 

20. Increase the frequency of 
statements that communicate 
pride in accomplishments and 
improved self-confidence. 
(35, 36) 

35. Assist the client in enhancing 
her self-image by encouraging 
her to provide reports from her 
treatment journal on recent 
incidents of improved coping 
and problem solving. 

36. Enhance the client’s self-esteem 
by validating examples of her 
growth, accomplishments, 
improved coping, and 
appropriate independent 
behaviors (e.g., going to school 
or job regularly, deciding against 
a dangerous behavior, or feeling 
self-pride in a job well done). 

21. List the benefits of sharing 
thoughts, feelings, and 
activities with friends and 
family. (37) 

37. Teach the client the value of 
verbalizing her emotions in the 
context of personal relationships 
(e.g., sharing feelings promotes 
empathy from others, sharing of 
burdens reduces their intensity, 
and sharing allows others to give 
their perspective and offer 
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solutions). Encourage the client 
to see herself in a social context 
by emphasizing the benefits of 
her participation in friendships 
and group activities. 

22. List healthy ways to manage 
and express anger and 
frustration. (38, 39) 

38. Stress how the maladaptive 
anger coping patterns of self-
mutilation and eating disorders 
can lead to the suicidal urge; 
focus on constructive methods 
of managing anger (e.g., 
acknowledging that anger is 
healthy, engaging in physical 
exercise, or talking it out with a 
safe third party). 

39. Assist the client in identifying 
her dissociative patterns and 
their triggering stressors; 
educate her in healthy ways to 
cope with these triggering 
stressors (e.g., self-calming 
techniques, verbalizing 
emotions, or journaling). 

23. Develop a suicide prevention 
plan that incorporates the 
treatment journal and all 
completed homework 
assignments. (40, 41) 

40. Educate the client about 
preventing relapse into suicidal 
behavior (e.g., be aware of 
strategies for positive coping 
with stressors and symptoms, be 
aware of vulnerable parts, avoid 
isolation and maintain social 
network, and allow permission 
to fail and restart). 

41. Assist the client in writing a 
personal suicide prevention plan 
that lists actions she will take in 
the future to manage suicidal 
urges (including contacting 
supportive others); refer to 
lessons learned in the treatment 
journal and the homework 
assignments to enhance 
confidence. 
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DIAGNOSTIC SUGGESTIONS:

Axis I: 296.3x Major Depressive Disorder, Recurrent 
300.4 Dysthymic Disorder
304.80 Polysubstance Dependence
307.51 Bulimia Nervosa
309.21 Separation Anxiety Disorder
305.00 Alcohol Abuse
300.15 Dissociative Disorder NOS 
307.1 Anorexia Nervosa
298.9 Psychotic Disorder NOS 
300.21 Panic Disorder with Agoraphobia 
309.81 Posttraumatic Stress Disorder 
312.9 Disruptive Behavior Disorder NOS 
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CAUCASIAN FEMALE—ADULT 

BEHAVIORAL DEFINITIONS 

 1. Verbalizes unbearable psychological pain caused by frustrated envi-
ronmental, social, and psychological needs. 

 2. Verbalizes a devalued self-image. 
 3. Demonstrates significant cognitive rigidity that significantly limits 

effective problem solving. 
 4. Verbalizes feelings of desertion, isolation, aloneness, and a loss of 

support from significant others. 
 5. Displays symptoms of a major depressive disorder (e.g., anhedonia, 

dysphoria, fatalistic despair, lack of energy, and social withdrawal). 
 6. Verbalizes that the suicide intent is the only method available of 

escaping or solving the problem of unbearable psychological pain. 
 7. Demonstrates a life-long pattern of perfectionism and a dysfunctional 

need to please others. 
 8. Gives clear verbal and/or behavioral indications of the impending 

suicide event. 
 9. Has a history of engaging in suicide activity (e.g., chronic ideation, 

nonfatal gesturing, or attempts). 
 10. Verbalizes feelings of being “bored with life” and feels no stability in 

current life situation. 
 11. Demonstrates behaviors commonly associated with personality dis-

orders (e.g., borderline, histrionic, or narcissistic).
 12. Uses alcohol to cope with feelings of depression. 

.

   

.

   

.
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LONG-TERM GOALS 

 1. Embrace life with an expression of hope for the future. 
 2. Resolve feelings of worthlessness, self-devaluation, or isolation, which 

contribute to depressive reactions and suicide impulses. 
 3. Enhance the development of coping strategies and problem-solving 

skills.
 4. Increase a sense of self-acceptance and an enhanced ability to cope 

with failures and periodic aloneness. 
 5. Develop a supportive social network that enhances affirmation of self. 
 6. Develop the capacity to accept pain as a part of the life experience. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Describe the specifics of the 
current suicide plan and/or 
intent. (1, 2, 3, 4) 

 1. Explore the client’s goal for 
the intended suicide act (e.g., 
cessation of intolerable psycho-
logical pain, elimination of self 
because of extreme self-
devaluation, or a solution to 
a seemingly unsolvable 
problem). 

 2. Explore the amount of time and 
energy the client spent in 
planning the suicide event (e.g., 
has a lethal means been decided 
on, especially note whether 
firearms have been chosen for 
the lethal means; have a date 
and a place been assigned; has 
the suicide intent been commu-
nicated to anyone and, if so, 
what was the reaction). 
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 3. Explore whether any sense of 
calm, peace, tranquility, or a 
renewed energy level has been 
experienced by the client since 
the planning for the suicide has 
started or has been completed. 

 4. Explore the client’s barriers to 
the plan to die (e.g., religious 
beliefs, fear of emotional impact 
on survivors, or accidentally 
being discovered, saved, and 
then surviving; responsibility 
for dependent children; or a 
wish to attend some future 
event); note whether there is 
any ambivalence displayed 
about her completed suicide 
attempt. 

 2. Identify specifics of any 
historic pattern of suicide 
ideation, gestures, or attempts. 
(5)

 5. Examine the client’s previous 
suicide activity and explore her 
motivation and the outcome; 
pay close attention to those 
activities that were self-
interrupted or calculated for 
rescue (suicide gestures) versus 
those activities that were 
accidentally interrupted against 
the client’s wishes (suicide 
attempts). 

 3. Provide information on 
personal experiences with 
high-risk behavioral markers 
in adult Caucasian females. 
(6, 7, 8) 

 6. Assess the client for the high-
risk adult Caucasian female 
suicide marker of substance 
abuse (e.g., age of onset, use 
designed to cope with stress 
and/or depression, use in 
previous suicide activity, 
perceived benefits gained, and 
readiness to change). 

 7. Assess the client for the high-
risk adult Caucasian female 
suicide marker of faulty 
problem-solving skills (e.g., 
behaviors of escape, denial, 
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social withdrawal used as cop-
ing strategies during times of 
stress). 

 8. Assess the client for the high-
risk adult Caucasian female 
suicide marker of lifetime 
patterns of runaway behaviors, 
eating disorder behaviors, self-
mutilation, sexualized self-
image, and anger management 
problems. 

 4. Provide information on 
personal experiences with 
high-risk emotional markers 
in adult Caucasian females. 
(9, 10, 11, 12) 

 9. Assess the client for the high-
risk adult Caucasian female 
suicide marker of depression 
(e.g., depth of sadness, 
melancholic despair, global 
fatalism, hopelessness, low 
energy, anhedonia, social 
withdrawal, low self-esteem, 
or sleep disturbance). 

10. Assess the client for the high-
risk adult Caucasian female 
suicide marker of perfectionism 
(e.g., dysfunctional need to 
please others, confused sense of 
self-identity, significant issues 
of self-criticism, cognitive 
rigidity, or inability to tolerate 
mistakes or failures). 

11. Assess the client for the high-
risk adult Caucasian female 
suicide marker of anxiety (e.g., 
level and pervasiveness of 
worry, restlessness and agitation, 
sleep problems, concentration 
difficulties, irritability, or panic 
attacks). 

12. Assess the client for the high-
risk adult Caucasian female 
suicide marker of posttraumatic 
stress symptoms (e.g., history of 
childhood sexual and/or physical 
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abuse or distinct dissociative 
experiences). 

 5. Provide information on 
personal experiences with 
high-risk social markers in 
adult Caucasian females. 
(13, 14, 15) 

13. Assess the client for the high-
risk adult Caucasian female 
suicide marker of relationship 
turmoil (e.g., romantic relation-
ship termination, abuse patterns 
in romantic relationships, 
amount of time spent alone, 
experiences with grieving, death 
of significant others, or sexual 
orientation conflicts). 

14. Assess the client for the high-
risk adult Caucasian female 
suicide marker of employment 
issues (e.g., if employed, issues 
of self-esteem, feelings of 
autonomy, or sense of coping 
with stress; if unemployed, 
feelings of adequacy, self-
determination, or future hopes 
and ambitions). 

15. Assess the client for the 
high-risk adult Caucasian 
female suicide marker of 
loss (e.g., loss of health, self-
esteem, financial security, or 
autonomy). 

 6. Cooperate with psychological 
testing designed to evaluate 
suicide ideation or intent levels 
in adult Caucasian females. 
(16)

16. Administer an objective assess-
ment inventory to reveal and 
evaluate suicide ideation and 
intent levels in the client (e.g., 
Suicide Probability Scale, 
Reasons for Living Inventory, or 
Beck Depression Inventory); 
provide feedback to the client 
on test results and treatment 
implications. 

 7. Provide complete information 
on current mood, affect, and 
thought process in a psychi-
atric evaluation and take 

17. Refer the client for a psychiatric 
evaluation to determine her 
need for psychotropic medi-
cation and to validate any at-risk 
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psychotropic medication as 
prescribed. (17, 18) 

diagnoses (e.g., major 
depressive disorders; borderline, 
histrionic, or narcissistic 
personality traits; generalized 
anxiety disorder). 

18. Monitor the client’s compliance 
with the psychotropic medi-
cation prescription, chart her 
subjective and objective 
behavioral changes, and monitor 
side effects. 

 8. Medical personnel provide 
relevant, current information 
on general health issues. (19) 

19. After obtaining appropriate 
confidentiality and privacy 
releases, contact the client’s 
medical providers for a report on 
her health history (e.g., psycho-
somatic complaint pattern, signs 
of physical abuse, or mental 
health concerns). 

 9. Accept feedback gathered from 
all sources and the treatment 
plan developed from the 
evaluation process. (20) 

20. Summarize and give feedback to 
the client on high-risk markers 
found in her presentation; 
outline the treatment plan and, if 
possible, engage caregivers in 
the client’s treatment. 

10. Comply with placement in a 
more protective and, possibly, 
restrictive environment. (21) 

21. If at any time in the treatment 
process the client displays the 
presence of behaviors correlated 
to completed suicide (e.g., 
dramatic increase in depressive 
or anxiety symptoms), place her 
in a structured, therapeutic 
setting that will protect her from 
suicide impulse and decrease her 
perturbation and monitor 
treatment effectiveness. 

11. Affirm a plan that allows for a 
safe return to the community. 
(22)

22. Develop a discharge plan with 
the client and her inpatient treat-
ment team that includes consid-
eration of medication program, 
activities of daily living, support 
systems, and psychotherapy. 
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12. Agree to a crisis response plan 
for dealing with situations 
when suicide risk is strong. 
(23)

23. Develop a written crisis inter-
vention plan to be implemented 
during trigger events and 
emotions (e.g., failures that lead 
to intolerable feelings of self-
devaluation or rejections that 
lead to intolerable feelings of 
aloneness) that includes contact-
ing the therapist, trusted friend, 
or local help line to process and 
calm the emotions; ask the client 
to agree, as a verbal contract of 
therapy, to call someone on an 
emergency phone list to process 
these emotions. 

13. Identify the locus of the 
intolerable psychological pain 
that challenges problem-
solving capacity, creates 
feelings of hopelessness, and 
triggers the wish to die by 
suicide. (24) 

24. Assist the client in making a 
list of her most prominent 
stressors (e.g., loss of a loved 
one, rejection in a relationship, 
chronic conditions of 
depression/anxiety, or inability 
to meet the needs of significant 
others) and identify emotional 
reactions or symptoms produced 
by those stressors (e.g., 
intolerable grief, self-criticism, 
aloneness, or despair). 

14. Identify specifics of faulty 
problem-solving strategies. 
(25, 26) 

25. Examine the client’s history of 
coping strategies and problem-
solving techniques during times 
of crisis (e.g., question whether 
she has ever had this experience 
before and, if so, how did she 
deal with it). 

26. Explore the client’s impediments 
to problem-solving skills 
(e.g., chronic messages of 
devaluation from caregivers, 
chronic messages of negation in 
relationships, chronic anxiety 
preventing clear thinking, or 
psychological issues of 
posttraumatic stress disorder). 
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15. Identify individual personality 
vulnerabilities and traits that 
contribute to suicide ideation. 
(27, 28) 

27. Explore the client’s personal 
vulnerabilities and personality 
traits that are contributing to the 
current suicidal crisis (e.g., 
inability to access and process 
painful emotions, extreme need 
to be perfect and conform to 
others expectations, or extreme 
feelings of self-hate that stem 
from patterns of child abuse). 

28. Assist the client in acknowl-
edging the existence of the 
personality traits that make her 
vulnerable to a suicide crisis and 
their influence in maladaptive 
coping (e.g., self-mutilation to 
manage raging emotions, eating 
disorders, social withdrawal to 
manage feelings of failure, or 
using sex to gain affection). 

16. Identify specific strategies that 
will diminish the influence of 
the personality vulnerabilities 
on coping capacity and the 
intent to die by suicide. 
(29, 30) 

29. Assist the client in under-
standing the source of her 
personality vulnerabilities (e.g., 
psychological imprint from child 
abuse, lived in an emotionally 
constrictive home environment, 
or raised in an atmosphere 
where love and affirmation were 
tied to performance). 

30. Teach the client (a) that she 
must respect her core self-image 
of intrinsic worth, (b) that she 
doesn’t have to please the 
therapist, (c) that expressions of 
emotions are honored and 
accepted without judgment, (d) 
that she is safe and respected, (e) 
that she can make mistakes and 
fail in an atmosphere of under-
standing and respect, and (f) that 
to be vulnerable is to be human. 

17. Identify specific problem-
solving strategies that will aid 

31. Encourage the client to write her 
autobiography and focus on 
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in the management of painful 
symptoms and increase a sense 
of hope that these symptoms 
can be continuously managed 
in ways other than suicide. 
(31, 32, 33, 34) 

times when appropriate 
problem-solving strategies were 
developed to manage crisis; 
assist her in reframing and/or 
redefining incidents that she 
may not have seen as successful 
coping. Expand and apply these 
noted experiences to present-day 
crisis and coping strategies. 

32. Use role-play, modeling, and 
behavioral rehearsal to teach the 
client problem-solving skills 
(e.g., define the problem, 
explore alternative solutions, list 
the positives and negatives of 
each solution, select and 
implement a plan of action, 
evaluate the outcome, and adjust 
the strategies as necessary); 
apply these skills to her daily 
life issues. 

33. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, 
maladaptive coping patterns, 
and experiences with newly 
acquired coping strategies (e.g., 
verbalizing emotions to a friend 
or the therapist to experience 
normalization and catharsis); 
assign homework targeting 
symptom management. 

34. Formulate an appropriate view 
of the function of suicide with 
the client: It stems from a need 
to solve a seemingly unsolvable 
problem; it is fueled by a sense 
of hopelessness and helpless-
ness; the antidote is to develop, 
with the therapist’s help, 
adaptive coping strategies for 
these seemingly unsolvable 
issues.
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18. Increase the frequency of 
social contact in which 
feelings are shared with others. 
(35)

35. Teach the client the value of 
verbalizing her emotions in the 
context of personal relation-
ships; stress that self-definition 
in a social context can greatly 
reduce some of the primary 
symptoms (e.g., isolation, 
abandonment, or aloneness) that 
incite suicide urges and that 
sharing feelings can lead to their 
normalization (e.g., an aware-
ness that psychological pain is 
an expected human experience). 

19. Increase the frequency of 
statements that communicate 
pride in accomplishments and 
improved confidence in self. 
(36)

36. Assist the client in enhancing 
her self-image by encouraging 
her to provide reports from her 
treatment journal on recent 
incidents of improved coping 
and problem solving. 

20. Write a suicide prevention plan 
that incorporates the treatment 
journal’s homework 
assignments. (37) 

37. Assist the client in writing a 
personal suicide prevention plan 
that lists the actions she will 
take in the future to manage 
suicidal urges (e.g., avoid 
isolation and maintain social 
network, continue to practice 
adaptive problem-solving 
strategies, and continued 
awareness of personal vulner-
abilities); refer to lessons 
learned in the treatment journal 
and the successful homework 
assignments to enhance 
confidence. 

. .

  

. .

  

. .
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DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
300.4 Dysthymic Disorder
305.00 Alcohol Abuse
307.51 Bulimia Nervosa
309.21 Separation Anxiety Disorder
300.15 Dissociative Disorder NOS 
307.1 Anorexia Nervosa
300.21 Panic Disorder with Agoraphobia 
309.81 Posttraumatic Stress Disorder 

Axis II: 301.83 Borderline Personality Disorder 
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CAUCASIAN MALE—ADOLESCENT 

BEHAVIORAL DEFINITIONS 

 1. Verbally indicates a wish to die. 
 2. Demonstrates dangerous at-risk behaviors (e.g., reckless driving or heavy 

substance abuse) that are ascribed to a wish to die. 
 3. Verbally indicates a wish to escape from an intolerable situation and/ 

or a painful psychological state. 
 4. Verbalizes a wish to join a deceased acquaintance. 
 5. Verbalizes a sense of hopelessness that a currently painful life event 

will get better. 
 6. Verbalizes a sense of helplessness about management of a painful life 

event.
 7. Demonstrates behaviors positively correlated to a diagnosis of depres-

sion (e.g., anhedonia, dysphoria, irritability, sleep problems, or social 
isolation). 

 8. Frequently verbalizes feelings of worthlessness, self-hate, intense guilt, 
or self-criticism. 

 9. Consistently verbalizes feelings of failure, rejection, and isolation. 
 10. Experienced a recent loss of a loved one or significant acquaintance to 

suicide. 
 11. Demonstrates a chronic pattern of substance abuse where the stated 

goal is to escape reality. 
 12. Demonstrates a history of suicide gesturing (e.g., the activity is either 

calculated for rescue or self-interrupted) and/or attempts (the activity 
is accidentally interrupted, against the person’s wishes). 

 13. Demonstrates considerable impulsivity and resides in a home where 
firearms are readily available. 
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.

   

.

   

.

   

LONG-TERM GOALS 

 1. Report a wish to live. 
 2. Develop a sense of hope for the future and an ability to define self in a 

futuristic context. 
 3. Enhance and strengthen a sense of competence in managing daily 

stress.
 4. Resolve feelings of worthlessness, self-hate, and isolation that con-

tribute to the suicide impulse. 
 5. Eliminate at-risk, dangerous behavior patterns that increase suicidal 

thoughts, urges, or actions. 
 6. Manage the perturbation caused by thought or mood disorder. 
 7. Develop a view of self in a social context and enhance the capacity to 

formulate intimate relationships. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Describe the specifics of the 
current suicide ideation and/or 
intent. (1, 2, 3, 4, 5) 

 1. Explore the goal for the 
intended suicide act (e.g., 
cessation of emotional pain, 
solution to a seemingly 
unsolvable problem, or 
elimination of self because of 
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extreme self-hate issues) with 
the client. 

 2. Examine any previous suicide 
activity with the client and 
classify as either lethal attempt 
(accidentally interrupted against 
the individual’s wishes) or 
gesture (self-interrupted or 
calculated for rescue). 

 3. Explore the amount of time and 
energy spent in planning the 
suicide event (e.g., has a lethal 
means or a weapon been chosen 
and/or obtained; has a date or 
place been assigned; have prize 
possessions been distributed to 
others; have symbolic good-byes
been said; has anyone been told 
of the suicide intent and, if so, 
what was the perceived reaction) 
with the client. 

 4. Explore whether the client’s 
feelings of anxiety or depression 
have eased or calmed since the 
planning or decision to die has 
been made. 

 5. Explore any barriers to the plan 
to die (e.g., fear of emotional 
impact on survivors, religious 
beliefs, or fear of pain) with the 
client. 

 2. Identify current stressors and 
resultant symptoms that trigger 
the wish to die by suicide. 
(6, 7, 8) 

 6. Assist the client in making 
a list of his most prominent 
stressors (e.g., living in an 
alcoholic home, dealing with 
a physically abusive caregiver, 
or dealing with repeated failure 
in school); explore his emotional 
reactions or symptoms (e.g., 
depression, anxiety, or self- 
hate) produced by those 
stressors.
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 7. Assist the client in developing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms 
(symptoms that seriously affect 
functioning), current 
management of symptoms (e.g., 
substance abuse, missing school, 
or dangerous at-risk behaviors), 
and whether these symptoms 
create other reactions (e.g., self-
devaluation) that eventually 
overwhelm him. 

 8. Establish a therapeutic alliance 
with the client that ensures the 
therapist’s help in targeting the 
most serious symptoms for 
immediate attention (e.g., 
medication, solution-oriented 
therapy, or hospitalization). 

 3. The client and caregivers 
provide information on facts 
and feelings surrounding 
family history and family 
relationships. (9, 10) 

 9. Explore the client’s family 
dynamics (e.g., perceived 
quality of the support system; 
nature of sibling relationships; 
consistency of caregivers; 
stability of home environment; 
firearm availability in the 
current home; early childhood 
abandonment issues; family 
member substance abuse and 
history of mental illness; and 
issues of emotional, sexual, 
physical abuse patterns); explore 
his emotional reaction to the 
stressors within the home 
environment. 

10. If possible, meet with the 
caregivers to explore the client’s 
history and current functioning 
from their perspective; focus on 
issues such as prenatal care, 
school performance, social 
network, substance abuse, signs 
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of depression, recent rejections, 
and self-esteem. 

 4. The client and caregivers 
provide information on the 
client’s personal experience 
with high-risk behavioral
markers for adolescent male 
suicide. (11, 12) 

11. Assess the client for the high-
risk adolescent Caucasian male 
suicide marker of substance 
abuse by administering a 
thorough evaluation (e.g., mood-
altering drug use history and 
frequency, age of onset, variety 
of drugs used, peer use patterns, 
physiological dependency signs, 
family member use, legal 
involvement, parental reaction, 
or history of drug use in a 
suicide activity). 

12. Assess the client for the high-
risk adolescent Caucasian male 
suicide marker of legal conflicts 
(e.g., arrest record convictions, 
juvenile detentions, peer arrests, 
gang involvement, probation/ 
parole compliance, family 
legal involvement, or parental 
reaction); determine whether 
a diagnosis of antisocial 
personality/conduct disorder is 
appropriate.

 5. The client and caregivers 
provide information on the 
client’s personal experience 
with high-risk emotional
markers for adolescent male 
suicide. (13, 14) 

13. Assess the client for the high-
risk adolescent Caucasian male 
suicide marker of depression 
(e.g., depth of sadness, 
expressed hopelessness, low 
energy, lack of interest or 
pleasure in activities, social 
withdrawal, low self-esteem, 
reduced appetite, sleep 
disturbance, or irritability). 

14. Assess the client for the high-
risk adolescent Caucasian male 
suicide marker of panic and 
anxiety (e.g., level and 
pervasiveness of worry, motor 
tension and restlessness, rapid 
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heartbeat, shortness of breath, 
dry mouth, concentration 
difficulty, sleep disturbance, or 
irritability). 

 6. The client and caregivers 
provide information on the 
client’s personal experience 
with high-risk social markers 
for adolescent male suicide. 
(15, 16) 

15. Assess the client for the high-
risk adolescent Caucasian male 
suicide marker of perceived 
rejection (e.g., romantic 
relationship termination, peer 
group rejection, depth of social 
network, amount of time spent 
alone, family support network, 
and sexual orientation issues 
that conflict with family). 

16. Assess the client for the high-
risk adolescent Caucasian male 
suicide marker of separation 
issues (e.g., pending military 
service; college-bound status; 
parent’s divorce; death of close 
friend, acquaintance, loved one, 
or pet). 

 7. Medical personnel provide 
relevant, current information 
on the client’s general health 
issues. (17) 

17. After obtaining the appropriate 
confidentiality releases, contact 
the client’s medical providers 
for a report on his childhood 
health (e.g., perinatal distress, 
attention deficit/hyperactivity 
disorder, diseases, bodily 
injuries, or medications); 
continue consultation with the 
primary care provider during the 
therapy process. 

 8. School personnel provide 
information on behavior and 
academic issues. (18) 

18. After obtaining the appropriate 
confidentiality releases, contact 
school officials for a report on 
the client’s attendance, 
behavioral, and academic 
patterns; continue consultation 
with school personnel 
throughout the therapy 
process.
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 9. Provide complete information 
on current mood, affect, and 
thought process in a 
psychiatric evaluation and take 
psychotropic medications as 
prescribed. (19, 20) 

19. Refer the client for a psychiatric 
evaluation to determine his need 
for psychotropic medication and 
to validate any at-risk diagnoses 
(e.g., major depression). 

20. Monitor the client’s compliance 
with the psychotropic medica-
tion prescription; chart his sub-
jective and objective behavioral 
changes and monitor side 
effects. 

10. Cooperate with psychological 
testing designed to validate 
suicide intent/ideation. (21) 

21. Administer testing most 
commonly used to reveal and 
evaluate suicide ideation and 
intent levels (e.g., Hopelessness 
Scale, Suicide Probability Scale, 
Reasons for Living Inventory, 
or Suicide Risk Measure). 

11. The client and, if available, the 
caregivers accept feedback 
gathered from all sources and 
the treatment plan developed 
from the evaluation process. 
(22)

22. Summarize and give feedback to 
the client and his caregivers on 
high-risk markers found in the 
evaluation process; outline the 
treatment plan for all parties and 
integrate supportive members 
into the strategy (e.g., providing 
safety during high-risk times, 
encouraging effort on homework 
assignments, or remaining alert 
to an increase in risk factors). 

12. Comply with placement in a 
more protective and, possibly, 
restrictive environment. (23) 

23. Place the client in a supervised, 
structured therapeutic setting 
that will protect him from 
suicidal impulse, decrease 
perturbation, remove him from 
environmental stress, decrease 
his isolation, and monitor treat-
ment effectiveness if assess-
ments reveal high-risk suicide 
markers that significantly 
challenge his coping capacity 
(e.g., increase in isolative 
behavior, increase in substance 
abuse, increase in symptoms of 
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depression, or increase in 
comments of self-hate). 

13. Affirm the safety of the 
discharge plan that allows for a 
return to a home and family 
environment. (24, 25) 

24. Note changes in the client’s 
family equilibrium and hold 
family sessions to focus on 
effecting system change to 
accommodate his return to a 
home environment (e.g., 
improving communication 
patterns, resolving issues of 
autonomy, or setting reasonable 
behavioral expectations). 

25. Review the inpatient treatment 
team’s discharge plan that 
includes placement, school 
responsibilities, support system, 
individual and family psycho-
therapy treatment, activities of 
daily living, and knowledge of 
helping services with the client 
and caregivers. 

14. Agree to a crisis response plan 
for dealing with situations 
when suicidal risk is strong. 
(26, 27) 

26. Develop a crisis intervention 
plan to be implemented during 
trigger events and feelings 
(e.g., arguments, failures, or 
rejections) that includes con-
tacting therapist, trusted friend, 
or local help line to discuss 
emotional reactions to events 
that seem to be overwhelming. 

27. Ask the client to agree, as a 
verbal contract of therapy, to 
call a trusted friend, local help 
line, the therapist, or hospital 
emergency room in case of 
strong suicide urges. 

15. Identify coping and manage-
ment skills for stressors and 
symptoms that do not include 
suicide and increase verbalized 
statements of hope. 
(28, 29, 30, 31) 

28. Formulate an appropriate view 
of the function of suicide with 
the client: It stems from a need 
to solve a seemingly unsolvable 
problem; it is fueled by a sense 
of helplessness and hopeless-
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ness; the antidote to the suicide 
risk is to develop coping 
strategies for these seemingly 
unsolvable stressors and 
symptoms; this can be done with 
the therapist’s help. 

29. Assign a treatment journal to 
track daily stressors, the 
resulting symptoms, maladap-
tive coping patterns, and 
experiences with newly acquired 
coping strategies; assign 
homework targeting symptom 
management. Stress to the client 
that the goal of therapy is 
healthy symptom management 
and not symptom elimination. 

30. Teach the client about his 
maladaptive externalizing 
coping behaviors (e.g., 
substance abuse) and 
internalizing coping behaviors 
(e.g., depression) and replace 
them with a problem-solving 
focus.

31. Use role-play, modeling, and 
behavior rehearsal to teach the 
client problem-solving skills 
(e.g., define the problem, 
brainstorm alternative solutions, 
list the positives and negatives 
of each solution, select and 
implement a plan of action, 
evaluate the outcome in the 
treatment journal and adjust the 
solution as necessary). 

16. Identify own biological, social, 
and psychological 
vulnerabilities that contribute 
to the risk of suicide. (32, 33) 

32. Explore the client’s personal 
vulnerabilities that contribute 
to the suicidal crisis (e.g., issues 
of self-devaluation, need to be 
perfect, depressed affect, or 
inability to access emotions). 
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33. Assist the client in acknowledg-
ing the existence of these traits, 
their sources, how they were 
acquired, and their influences in 
maladaptive coping (e.g., self-
injurious behavior, isolative 
behaviors, feelings of aloneness, 
inability to tolerate failure, 
missing school, or cheating on 
exams); ask him to track these 
traits and their influence in the 
treatment journal. 

17. Increase the frequency of 
statements that communicate 
pride in accomplishments and 
improved confidence in self. 
(34, 35) 

34. Monitor the client’s suicide risk 
at appropriate intervals through 
interview and by administering 
standardized suicide risk 
assessment instruments (e.g., 
Beck Depression Inventory, 
Beck Scale for Suicide Ideation, 
or Suicide Probability Scale). 

35. Assist the client in enhancing his 
self-image by encouraging him 
to provide self-reports from the 
treatment journal and the 
homework assignments on 
recent incidents of improved 
coping, symptom management, 
and problem-solving skills 
(e.g., going to school or job 
regularly, deciding against a 
dangerous activity, or talking to 
a friend about a difficult 
emotion). 

18. List the benefits of sharing 
thoughts, feelings, and 
activities with friends. (36, 37) 

36. Encourage the client to see 
himself in a social context by 
emphasizing the benefits of his 
participation in friendships and 
group activities (e.g., decreased 
sense of isolation); incorporate 
this into the homework 
assignments. 

37. Teach the client the value of 
verbalizing his emotions in the 
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context of personal and caring 
relationships (e.g., sharing 
feelings promotes empathy from 
others, sharing of burdens 
reduces their intensity, and 
sharing breaks down the sense 
of isolation); use role play to 
teach him to share feelings. 

19. Verbalize the capacity to see 
self in a future context with 
hope, confidence, and a 
balanced view of life. (38) 

38. Review the client’s growth, 
challenging him to trust the 
value of himself during times 
of temporary failure; provide 
him with examples of others 
who have risen from failure to 
enjoy success (e.g., Abraham 
Lincoln, Nelson Mandela, 
Johnny Cash, and Michael 
Jordan).

20. Develop a suicide prevention 
plan that incorporates the 
treatment journal’s homework 
assignments. (39, 40) 

39. Educate the client to prevent 
relapse into suicidal behavior 
(e.g., be aware of strategies for 
coping with trigger stressors and 
symptoms, rely on trusted 
others, validate his own 
successes without discounting 
them, avoid isolation and 
maintain social network, and 
remain on any prescribed 
medication). 

40. Assist the client in writing a 
personal suicide prevention plan 
that lists actions he will take in 
the future to avoid the impulse 
to suicide. 

. .

  

. .

  

. .
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DIAGNOSTIC SUGGESTIONS:

Axis I: 296.3x Major Depressive Disorder, Recurrent 
300.4 Dysthymic Disorder
305.00 Alcohol Abuse
303.90 Alcohol Dependence
298.9 Psychotic Disorder NOS 
300.01 Panic Disorder without Agoraphobia 
309.81 Posttraumatic Stress Disorder 
304.30 Cannabis Dependence
315.9 Learning Disorder NOS 
312.82 Conduct Disorder/Adolescent-Onset Type 
314.9 Attention-Deficit/Hyperactivity Disorder NOS 
312.9 Disruptive Behavior Disorder NOS 
307.23 Tourette’s Syndrome 

Axis II: V71.09 No Diagnosis 
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BEHAVIORAL DEFINITIONS 

 1. Demonstrates behaviors positively correlated with major depression 
(e.g., sleep disturbances, anhedonia, irritability, or social withdrawal). 

 2. Expresses intense self-directed anger, rage, and devaluation. 
 3. Presents personality traits of extreme cognitive constriction, lack of 

resilience, inability to adapt to change, and high level of rigidity. 
 4. Does not demonstrate or verbalize suicide intent. 
 5. Expresses feelings of overwhelming guilt and shame. 
 6. Verbalizes a significant sense of aloneness, isolation, and lack of trust 

in others. 
 7. Preoccupied with past with no capacity for futuristic thinking. 
 8. Increase in chronic patterns of alcohol and/or illicit drug abuse. 
 9. Demonstrates behaviors positively correlated to an anxiety disorder (e.g., 

inability to concentrate, feelings of dread, or psychomotor agitation). 
 10. Lacks coping strategies for major issues of loss, failure, and rejection. 
 11. Reports a chronic pattern of suicide ideation. 

.

   

.

   

.

   

LONG-TERM GOALS 

 1. Resolve feelings of depression and anxiety while developing a future 
time perspective with hopefulness. 
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 2. Develop personality traits of resiliency, flexibility, and adaptability. 
 3. Develop a positive social support network. 
 4. Develop a sense of trust in self and others, which will promote a 

capacity for intimate relationships. 
 5. Accept a balanced life that can incorporate failure, loss, and unex-

pected change. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Describe the conditions of 
previous suicide activity. 
(1, 2, 3) 

 1. Explore the client’s history and 
nature of previous suicide 
experiences and note incidents 
of suicidal ideation (e.g., think-
ing about suicide as a problem-
solving strategy, ambivalence 
about the suicidal act, commu-
nicating with others about 
suicide intent; or obtaining help 
through medication and/or 
counseling).

 2. Explore the client’s history of 
previous suicide experiences 
and note incidents of suicide 
gesturing (e.g., acts of self-harm 
are designed to relieve anxiety 
or control emotions or relation-
ships; suicidal gestures are often 
calculated for rescue or are self-
interrupted; gestures are 
normally of low lethality). 

 3. Explore the client’s history of 
previous suicide experiences 
and note incidents of suicide 
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attempts (e.g., acts clearly 
designed to terminate existence, 
fueled by emotions of dramatic 
despair and hopelessness, 
well planned to eliminate 
interruption and/or rescue 
potential, motivated by 
significant loss and issues of 
self-directed rage, accidentally 
interrupted and rescued with 
significant anger because he is 
still alive). 

 2. Identify the nature of the 
current suicidal ideation and/or 
intent. (4, 5, 6, 7) 

 4. Explore the client’s goal of 
current suicide intention (e.g., 
poor problem-solving and cop-
ing skills, designed to relieve 
intolerable psychological pain 
and terminate the existence of 
the hated self, motivated by 
revenge factors, and fueled by 
severe levels of hopelessness 
and despair). 

 5. Explore the amount of energy 
the client spent in planning the 
suicide event (e.g., have lethal 
means been obtained, have a 
date and place been assigned, 
have financial concerns been 
resolved, is there any ambiva-
lence about the plan, or have 
notes been written). 

 6. Explore whether any impedi-
ments to the plan exist (e.g., 
social stigma concerns, finding 
a place and time so that he will 
not be caught, fear of the 
emotional impact on survivors, 
or religious beliefs) with the 
client. 

 7. Explore any decrease in agita-
tion and increase in energy and 
calm with the client since the 
plan has been considered; 
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explore continued ambivalence 
about the suicide act. 

 3. Cooperate with psychological 
testing designed to evaluate 
conditions related to suicide 
risk in the adult Caucasian 
male. (8) 

 8. Administer testing used to 
reveal and evaluate suicidal 
ideation and intent levels in the 
adult Caucasian male (e.g., 
Reasons for Living Inventory, 
Suicide Probability Scale, or 
Beck Depression Scale); provide 
feedback to the client regarding 
test results and treatment 
implications. 

 4. Provide complete information 
on current mood, affect, and 
thought processes in a 
psychiatric evaluation, taking 
psychotropic medication as 
prescribed. (9, 10) 

 9. Refer the client for a psychiatric 
evaluation to determine the need 
for psychotropic medication 
or a medically managed 
electroconvulsive therapy (ECT) 
series and validate any at-risk 
diagnoses (e.g., major depres-
sion, anxiety disorder, post-
traumatic stress disorder, or 
antisocial personality disorder 
or traits). 

10. Monitor the client’s compliance 
with the prescribed medical 
interventions (e.g., medications 
and/or ECT); chart the 
effectiveness of the medication 
and monitor side effects. 

 5. Medical personnel provide 
relevant, current information 
on general health issues. (11) 

11. After obtaining appropriate 
confidentiality and privacy 
protection releases, contact the 
client’s primary care physician 
for a medical report and 
evaluation, paying specific 
attention to recent, multiple 
somatic complaints and any 
indicators of depression and/or 
anxiety that the physician may 
have noted. 

 6. Provide information on 
personal experiences with 

12. Assess the client for the high-
risk adult Caucasian male 
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high-risk behavioral markers 
for suicide in adult Caucasian 
males. (12, 13, 14) 

suicide marker of substance 
abuse/dependency (e.g., 
alleviating depression and/or 
anxiety, polysubstance abuse 
patterns, history of suicide 
activity while under the 
influence of substances, social 
network disruption or legal 
involvement because of 
substance abuse, or violent 
behavior while under the 
influence of substances). 

13. Assess the client for the high-
risk adult Caucasian male 
suicide marker of history of 
violent behavior (e.g., legal 
involvement, history of spouse 
abuse, impulsivity, or uncaring 
reaction to violence toward 
others).

14. Assess the client for the high-
risk adult Caucasian male 
suicide marker of history of 
childhood trauma and pathology 
(e.g., victim of verbal, emo-
tional, physical, or sexual abuse; 
history of fire-setting, cruelty to 
animals, attention-deficit/ 
hyperactivity disorder, conduct 
disorder, or oppositional-defiant 
disorder). 

 7. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in adult Caucasian 
males. (15, 16, 17) 

15. Assess the client for the high-
risk adult Caucasian male 
suicide marker of depression 
(e.g., feelings of hopelessness, 
helplessness, melancholic 
despair; inquire about anhedo-
nia, dysphoria, increase in 
irritability, sleep disturbance, 
sense of devaluation, and self-
hate).

16. Assess the client for the high-
risk adult Caucasian male 
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suicide marker of anxiety 
disorder (e.g., feelings of dread, 
panic attacks, inability to 
concentrate, or irrational fears). 

17. Assess the client for the high-
risk adult Caucasian male 
suicide marker of a personality 
disorder (e.g., antisocial, 
borderline, or narcissistic). 

 8. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in adult Caucasian 
males. (18, 19) 

18. Assess the client for the high-
risk adult Caucasian male 
suicide marker of loss (e.g., 
financial, health, relationships, 
family, social network, or self-
esteem); be attentive to issues 
of living alone, unemployment, 
and subjective feelings of 
isolation.

19. Assess the client for the high-
risk adult Caucasian male 
suicide marker of help negation 
(e.g., lack of suicide communi-
cation, and significant anger and 
denial when the question of 
suicide is approached). 

 9. Accept feedback on the 
assessments and treatment plan 
developed from the evaluation 
process. (20) 

20. Summarize and give feedback to 
the client on high-risk markers 
found in his evaluation; develop 
a treatment plan including, if 
possible and appropriate, 
members of his social network. 

10. Comply with placement in a 
more protective and, possibly, 
a more restrictive environment. 
(21)

21. If at any time during the therapy 
process the client displays an 
increase in the behavioral, 
emotional, or social risk factors, 
place him in a supervised and 
structured therapeutic setting 
that will protect him from 
suicide impulse, decrease 
perturbation, decrease social 
isolation, and allow monitoring 
of treatment effectiveness. 
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11. Affirm a plan that allows for a 
safe return to the community. 
(22, 23) 

22. Monitor the client’s suicide risk 
at appropriate intervals through 
a risk assessment interview and 
by administering standardized 
suicide risk assessment 
instruments (e.g., Beck 
Depression Inventory, Suicide 
Probability Scale, or Reasons for 
Living Inventory). 

23. Explore community-based 
resources (e.g., employment 
services, support groups) with 
the inpatient treatment team that 
will enhance the client’s 
psychosocial adjustment in 
combination with outpatient 
therapy; obtain his participation 
and affirmation of this plan. 

12. Agree to a written plan for 
dealing with situations when 
suicidal urges become strong. 
(24, 25) 

24. Develop a written crisis inter-
vention plan to be implemented 
during times when the client 
experiences suicidal trigger 
events and feelings (e.g., iso-
lation, shame, or loss) that 
includes contacting the therapist, 
a trusted member of the social 
network, or a family member 
and discussing emotional reac-
tions to the concerning events. 

25. Ask the client to agree, as a 
verbal contract in the therapeutic 
relationship, to call someone on 
the emergency contact list in 
case he experiences strong 
suicidal urges. 

13. Identify current stressors and 
resultant symptoms that trigger 
the wish to die. (26, 27, 28) 

26. Assist the client in making a list 
of his most prominent stressors 
(e.g., criticism about 
performance, disruption in 
relationships, failure at a task, or 
dealing with loss) and emotional 
reactions or symptoms (e.g., 
shame, internally directed rage, 
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isolation, or fear) produced by 
those stressors. 

27. Assist the client in producing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms (e.g., 
internally directed rage, shame, 
or isolation), how these symp-
toms are currently managed 
(e.g., alcohol abuse, violent 
acting out, or suicide gestures), 
and other reactions created by 
these symptoms (e.g., alienation 
of social network, loss of 
employment, depression, or 
anxiety).

28. Establish a therapeutic alliance 
with the client that ensures the 
therapist’s help in targeting the 
most serious symptoms (e.g., 
despair due to depression, agi-
tated anxiety, or shame) for 
immediate attention (e.g., 
inpatient hospitalization, ECT, 
medications, solution-oriented 
therapy, or increase in weekly 
treatment appointments). 

14. Verbalize statements of hope 
that symptoms can be managed 
in ways other than suicide. 
(29, 30, 31, 32) 

29. Formulate an appropriate view 
of suicide for the client: It stems 
from a desire to solve a seem-
ingly unsolvable problem, it is 
fueled by elements of hopeless-
ness and helplessness, and the 
antidote is to acquire safe, 
simple coping and problem-
solving skills over identified 
stressors and symptoms. 

30. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms (feel-
ings), maladaptive coping 
patterns, and experiences 
with newly acquired coping 
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strategies; assign homework 
targeting symptom management. 
Stress to him that the goal of 
therapy is symptom manage-
ment and not symptom 
elimination. 

31. Assist the client in noting in his 
treatment journal a plan with 
specific instructions on respond-
ing to and managing the pertur-
bation associated with his 
immediate symptoms (e.g., 
implement self-calming strate-
gies when confronted by 
internalized rage, engaging 
social network resources when 
feeling isolation, contacting 
Alcoholics Anonymous (AA) 
and/or sponsor when challenged 
to use alcohol to cope with 
anxiety/ depression). 

32. Use role-play, modeling, and 
behavior rehearsal to teach 
the client to implement the 
symptom-management skills 
that are structured in a way to 
assist him during extreme 
emotional upset (e.g., safe, 
sound, and simple skills); have 
him note these coping strategies 
in the treatment journal. 

15. Identify own biological, social, 
and emotional traits and 
vulnerabilities that contribute 
to suicidal thinking and intent. 
(33)

33. Explore the client’s personal 
vulnerabilities and personality 
traits that contribute to the suici-
dal crisis and hinder adaptive 
coping (e.g., perfectionism, 
which contributes to an inability 
to cope with failure; emotional 
constriction, which prevents the 
client from healthy emotional 
access during severe life crisis; 
and self-devaluation, which 
leads to shame and internalized 
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rage during relationship 
disruptions and loss). 

16. Identify strategies that will 
diminish the influence of 
personal vulnerabilities that 
reduce coping and problem 
solving. (34) 

34. Assist the client in the 
acknowledgment of his personal 
vulnerabilities; explore sources 
of the personal vulnerabilities 
(e.g., early childhood trauma 
experiences) and develop 
strategies for their management 
(e.g., replace perfectionism with 
a sense of self-acceptance, 
replace emotional constriction 
with permission to explore and 
access emotions, and replace 
self-hate with a capacity to self-
nurture). 

17. Increase experiences of 
personal resiliency, flexibility, 
and adaptability to change. 
(35)

35. Assist the client in recognizing 
the negative influence of 
cognitive rigidity on healthy 
coping; teach him a menu of 
problem-solving skills (e.g., 
self-calming strategies, decrease 
external referencing, or decrease 
controlling patterns in relation-
ships); redirect failure experi-
ences with compassion and 
understanding and model 
resiliency in coping by explor-
ing alternatives. 

18. Increase a sense of belonging, 
identity in a social context, and 
intimacy. (36, 37) 

36. Teach the client the value of 
verbalizing emotions in the 
context of personal and intimate 
relationships (e.g., sharing 
feelings promotes empathy from 
others and breaks down a sense 
of isolation and may lead to the 
normalization of emotions). 

37. Encourage the client to see 
himself in a social context by 
emphasizing the benefits of 
participation in friendships and 
group activities, while empa-
thizing with his reluctance; if 
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appropriate, assign participation 
in selected social activities (e.g., 
AA or support groups). 

19. Review an insightful life 
history and develop a plan 
for the future based on past 
experiences and strengths. 
(38, 39) 

38. As part of his treatment journal, 
ask the client to write his auto-
biography; review the material 
together, encouraging a balanced 
view of his history, recognizing 
guilt or pride where it is appro-
priate, shame where justified, 
and praise when due. 

39. Drawing from the client’s 
history, help him develop a 
positive perspective of himself; 
assist him in the development of 
a future life plan based on his 
revealed strengths. 

20. Develop a suicide prevention 
plan that incorporates the 
treatment journal and all 
completed homework 
assignments. (40, 41) 

40. Educate the client on preventing 
relapse into suicidal behavior 
(e.g., rely on the treatment 
journal for reminders of 
strategies for coping with trigger 
events, feelings, and symptoms; 
avoid isolation and maintain 
social network; monitor 
personality vulnerabilities and 
traits; remain on medications; 
and monitor relapse behavior in 
substance abuse). 

41. Assist the client in writing a 
personal suicide prevention plan 
that lists individualized actions 
that will be taken in the future to 
manage suicidal urges. 

. .

  

. .

  

. .
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DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
300.4 Dysthymic Disorder
296.90 Mood Disorder NOS 
300.02 Generalized Anxiety Disorder
303.90 Alcohol Dependence
308.3 Acute Stress Disorder 
309.81 Posttraumatic Stress Disorder 

Axis II: 301.7 Antisocial Personality Disorder 
301.81 Narcissistic Personality Disorder 
301.4 Obsessive-Compulsive Personality Disorder 
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CHEMICALLY DEPENDENT 

BEHAVIORAL DEFINITIONS 

 1. Openly discusses the wish to die, including details on the method, 
place, and time. 

 2. Has a history of early onset of substance abuse, polysubstance 
dependence, substance abuse to self-medicate, and is in the latter 
stages of a substance dependence pattern. 

 3. Has experienced multiple losses (e.g., relationships, family, health, or 
employment) because of substance abuse patterns. 

 4. Has co-occurring mental illness (e.g., depression, anxiety disorder, 
schizophrenia, posttraumatic stress disorder, or bipolar disorder) that 
makes an impact on the wish to die. 

 5. Has a positive history of suicide activity of two or more episodes 
(e.g., either gesturing activity where the act was calculated for rescue 
or self interrupted and/or attempting activity where the act was 
accidentally interrupted against the person’s wishes) while under the 
influence of mood-altering substances. 

 6. While using mood-altering substances has demonstrated increased 
violence and assaultive behavior (e.g., domestic violence). 

 7. Has experienced multiple relapses after brief periods of sobriety. 
 8. Displays significant narcissistic traits (e.g., self-aggrandizing, refuses 

ownership or responsibility for any dysfunctional behavior, controls 
relationships, or lacks capacity for empathy). 

 9. Has demonstrated, in the past two years, a very chaotic employment 
history with many job changes. 

 10. Has shown extreme difficulty in sharing emotions and accessing 
feelings.

 11. Has a history of chaotic relationships. 
 12. Has a family of origin history of extreme dysfunction related to 

alcohol and/or drug abuse. 
 13. Demonstrates behaviors correlated to antisocial or borderline 

personalities.
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.

   

.

   

.

   

LONG-TERM GOALS 

 1. Report a wish to live. 
 2. Develop a sense of hope for the future and an ability to define self in a 

futuristic context. 
 3. Establish a recovery pattern from substance dependence that includes 

social supports and relapse prevention guidelines. 
 4. Establish a recovery pattern from mental illness that includes therapy, 

social supports, and, if necessary, medication. 
 5. Establish a social network that enhances efforts to maintain a clean 

and sober lifestyle. 
 6. Engage in healthy activities of daily living that include employment 

and care of physical, spiritual, and emotional well-being. 
 7. Acknowledge him- or herself as a person suffering from the disease of 

chemical dependence and mental illness. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Cooperate with interview and 
testing designed to evaluate 
level of substance abuse, 
mental illness, and conditions 
correlated to elevated suicide 
risk. (1) 

 1. Administer testing to reveal and 
evaluate the client’s level of 
substance use and readiness for 
change (e.g., University of 
Rhode Island Change 
Assessment Scale [URICA], 
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The Alcohol and Illegal Drugs 
Decisional Balance Scale, 
Michigan Alcohol Screening 
Test [MAST], or Alcohol Use 
Inventory [AUI]), nature of co-
occurring disorders (e.g., MMPI 
or Beck Depression Inventory), 
and suicidal ideation and intent 
levels (Suicide Probability Scale 
or Beck Scale for Suicide 
Ideation); provide feedback to 
the client and, if available and 
appropriate, the caregivers on 
test results and treatment 
implications. 

 2. Comply with placement in a 
medically supervised 
detoxification program. (2) 

 2. If at any time during the therapy 
process the client has a relapse 
into substance abuse at a level 
of intensity that appears life 
threatening or destabilizing, 
refer him/her to a medically 
supervised detoxification setting 
for stabilization. 

 3. Identify specifics of previous 
suicide activity. (3) 

 3. Explore the circumstances and 
conditions of previous suicide 
activity (e.g., how much 
planning was used; was the 
activity self-interrupted, cal-
culated for rescue, or was it 
accidentally interrupted against 
the person’s wishes; was he/she 
intoxicated at the time of the 
activity; what was the goal of 
the activity; what identifiable 
stressors led to the activity) with 
the client. 

 4. Examine patterns of substance 
use in family of origin and 
childhood abuse experiences. 
(4, 5) 

 4. Explore the substance abuse 
history in the family of origin 
(e.g., identify family members 
who used mood-altering sub-
stances, were children exposed 
and/or encouraged to participate, 
and did substance abuse lead to 
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domestic violence or child 
abuse) with the client. 

 5. Explore the client’s history for 
child abuse patterns in his/her 
family of origin and his/her 
perception of how this history 
affects his/her current addiction 
patterns and coping strategies 
(e.g., violence toward others 
and/or self, escapism through 
drugs and alcohol, emotional 
constriction, criminal behaviors, 
or difficulty in forming 
relationships).

 5. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in the chemically 
dependent population. (6, 7, 8) 

 6. Assess the client for the high-
risk chemically dependent 
suicide marker of legal 
involvement (e.g., number of 
driving violations, jail or prison 
time because of substance-use-
related activities, current 
probation or parole status, or 
any other criminal behaviors 
fueled by substance abuse). 

 7. Assess the client for the high-
risk chemically dependent 
suicide marker of financial 
difficulty (e.g., termination of 
employment, money spent on 
drugs, or legal fees because of 
drug related charges). 

 8. Assess the client for the high-
risk chemically dependent 
suicide marker of anger/rage 
management problems (e.g., 
history of attention-deficit/ 
hyperactivity disorder, multiple 
fighting at a younger age, closed 
head injuries or traumatic brain 
injury or experiences when 
substance use muted or excited 
anger).
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 6. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in the chemically 
dependent population. 
(9, 10, 11, 12, 13) 

 9. Assess the client for the high-
risk chemically dependent 
suicide marker of depression 
(e.g., depth of hopelessness, 
internalized rage, shame, guilt, 
feelings of isolation, or social 
withdrawal patterns). 

10. Assess the client for the high-
risk chemically dependent 
suicide marker of posttraumatic 
stress disorder (PTSD; e.g., 
history of victimization by 
violence, nightmares, emotional 
constriction, flashback episodes, 
hypervigilance, and distressing 
and intrusive recollections). 

11. Assess the client for the high-
risk chemically dependent 
suicide marker of anxiety 
disorder (e.g., fears of imminent 
death, panic attacks, pervasive 
worry, restlessness, and inability 
to concentrate). 

12. Assess the client for the high-
risk chemically dependent 
suicide marker of psychosis 
(e.g., thought disorganization, 
delusions, and hallucinations). 

13. Assess the client for the high-
risk chemically dependent 
suicide marker of a personality 
disorder (e.g., antisocial, border-
line, narcissistic, or histrionic). 

 7. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in the chemically 
dependent population. (14) 

14. Assess the client for the high-
risk chemically dependent 
suicide marker of personal loss 
(e.g., loss of health, social 
network, family cohesion, self-
esteem, employment, or 
financial security). 

 8. Medical personnel provide 
relevant, current information 

15. After obtaining appropriate 
confidentiality releases, contact 
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on the client’s general health 
issues. (15) 

the client’s primary care 
physician for a report on the 
client’s health (e.g., somatic 
complaints, accidents, signs of 
depression or anxiety, general 
disease patterns, and history of 
medications). 

 9. Provide complete information 
on current mood, affect, and 
thought process in a psychi-
atric evaluation and take 
psychotropic medication as 
prescribed. (16, 17) 

16. Refer the client for a psychiatric 
evaluation to determine the need 
for psychotropic medication and 
to validate any at risk diagnosis 
(e.g., PTSD, depression, psycho-
sis, anxiety, and personality 
disorder). 

17. Monitor the client’s compliance 
with the psychotropic medi-
cation prescription; chart the 
subjective and objective 
behavioral changes and monitor 
the side effects. 

10. The client and, if available, the 
caregivers accept feedback on 
the assessment for high-risk 
markers and the treatment plan 
developed from the evaluation. 
(18, 19) 

18. Summarize and give feedback to 
the client and, if available and 
appropriate, the caregivers on 
the high-risk chemically 
dependent suicide markers 
found during the assessment and 
evaluation process. 

19. Formulate an integrated 
treatment plan based on the 
client’s co-occurring disorders; 
explain the details of the 
treatment plan to the client and 
attempt to engage the caregivers 
and other supportive people of 
his/her choosing in the treatment 
process.

11. Comply with placement in a 
more protective and restrictive 
environment. (20, 21) 

20. If at any time during the therapy 
process the client displays an 
increase in the number or the 
intensity of the high-risk 
chemically dependent suicide 
markers, place him/her in a 
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therapeutic setting that will 
provide protection from suicide 
impulse, decrease perturbation, 
remove environmental stress, 
decrease isolation, and monitor 
treatment effectiveness. 

21. Monitor the client’s suicide risk 
at appropriate intervals through 
interview and by administering 
standardized suicide risk assess-
ment instruments (e.g., Suicide 
Probability Scale, Suicide Risk 
Measure, or Reasons for Living 
Inventory); monitor his/her 
readiness for change stage at 
appropriate intervals by 
administering the URICA. 

12. Affirm a safety plan that 
allows for a return to care-
givers and/or the community. 
(22)

22. Coordinate outpatient planning 
that will, along with psycho-
therapy, aggressively and 
simultaneously treat substance 
abuse and psychiatric disorders, 
provide services that promote 
healthy psychosocial adjustment 
(e.g., case management, voca-
tional training, housing, or 
medical treatment), including 
early relapse prevention 
planning, and assistance in 
efficient management of social 
stressors; obtain the client’s 
input and affirmation of this 
plan.

13. Agree with a written plan for 
dealing with situations when 
suicidal urges become strong. 
(23)

23. Develop a written crisis 
intervention plan to be 
implemented when the client 
relapses into substance abuse or 
at times of psychiatric stress 
(e.g., coping with social stress 
and its resulting anxiety by 
abusing alcohol) that includes 
contacting a valued friend or 
AA/NA sponsor, therapist, case 



118  SUICIDE AND HOMICIDE RISK ASSESSMENT & PREVENTION 

manager and talking out 
emotional reaction to these 
events or placement into a detox 
unit or safe house facility; 
provide telephone numbers of 
all resources, asking the client to 
agree to call someone on the 
telephone list in such an 
emergency. 

14. Identify people, places, and 
things that trigger cravings, 
use, social consequences, 
psychiatric symptoms, and the 
wish to die. (24) 

24. Assist the client in identifying 
trigger events that led to relapse 
into substance abuse (e.g., 
family arguments, job frustra-
tions, rejection in relationships, 
or failure at tasks). 

15. Identify dysfunctional coping 
strategies related to experienc-
ing strong emotions. (25, 26) 

25. Assist the client in identifying 
emotional reactions that trigger 
events (e.g., uncontrollable rage, 
feelings of failure, feelings of 
isolation, increased intensity of 
depression, anxiety, or PTSD 
symptoms); teach him/her how 
he/she has used suicide and 
substance abuse as coping 
strategies.

26. Identify and challenge the 
client’s cognitive distortion that 
the only coping strategies avail-
able are substance abuse or 
suicide. 

16. Identify stress-management 
skills that do not include 
suicide or substance abuse. 
(27, 28, 29, 30) 

27. Formulate an appropriate view 
of suicide for the client: It stems 
from a need to solve a seem-
ingly unsolvable problem; it is 
fueled by elements of hopeless-
ness and helplessness; it is 
compounded by addiction, and 
the antidote is to acquire safe 
and simple coping and problem-
solving skills, in the context of 
sobriety, to manage identified 
triggers and emotional reactions. 
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28. Teach or refer the client for 
relapse prevention training, 
focusing on situations that pose 
a high risk for relapse (e.g., 
interpersonal conflict that 
creates anger and frustration, 
being offered a drink after going 
into a bar because of loneliness, 
or criticism at work creates 
feelings of failure) and modeling 
or role-playing coping skills 
for each high-risk situation 
(e.g., problem-solving skills, 
increased prosocial activities, or 
assertiveness skills). 

29. Assign the client a journal to 
track daily triggers, the resulting 
symptoms, maladaptive coping 
patterns (relapse into substance 
abuse), and experiences with 
newly learned coping strategies; 
assign homework targeting 
symptom management (e.g., the 
client has a fight with his/her 
spouse over finances, and begins 
to feel extreme rage, but instead 
of coping with alcohol, he thinks 
about a positive consequence 
of staying sober in that 
situation). 

30. Assist the client in noting in 
his/her journal a detailed plan 
for managing strong urges to 
relapse (e.g., using delay—this 
urge will pass—as an active 
cognitive coping skill; thinking 
about negative consequences to 
substance abuse in a specific 
situation; or using behavioral 
substitution techniques). 

17. Challenge forms of negative 
thinking and increase 
statements of hope that 

26. Identify and challenge the 
client’s cognitive distortion that 
the only coping strategies 
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problems have solutions other 
than suicide. (26, 27, 31) 

available are substance abuse or 
suicide. 

27. Formulate an appropriate view 
of suicide for the client: It stems 
from a need to solve a seem-
ingly unsolvable problem; it is 
fueled by elements of hopeless-
ness and helplessness; it is 
compounded by addiction, and 
the antidote is to acquire safe 
and simple coping and problem-
solving skills, in the context of 
sobriety, to manage identified 
triggers and emotional reactions. 

31. Encourage the client to see the 
benefits of newly acquired cop-
ing skills and to recognize the 
decrease in the urge to abuse 
substances when these skills are 
applied at high-risk times; rein-
force his/her confidence that the 
future will bring decreased urges 
if these skills are applied 
consistently. 

18. Identify personality traits that 
increase vulnerability to 
suicide intent. (32, 33) 

32. Explore the client’s personality 
traits that increase vulnerability 
to suicide because of weakened 
coping capacity (e.g., rigid 
performance anxiety tied to a 
need to be in control and to 
achieve perfection, emotional 
constriction tied to a fear of 
intimacy and extreme anxiety 
when emoting is expected, self-
loathing because of internaliza-
tion of childhood messages of 
devaluation or negation). 

33. Assist the client in under-
standing that his/her personality 
traits have been learned through 
social and environmental 
messages from childhood and 
have a role in the suicide 
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process (e.g., weakened coping 
ability because of emotional 
constriction can produce a 
situation where death by suicide 
is preferable to continued living 
with painful emotions). 

19. Implement behaviors that 
reflect a positive change in 
personality traits and a 
decreased vulnerability to 
suicide. (34, 35, 36, 37) 

34. Assist the client in effecting 
change in any existing suicide 
vulnerability traits by challeng-
ing his/her cognitive distortions 
and teaching new coping 
strategies; use homework 
assignments in the treatment 
journal for exercises directly 
related to effecting change in the 
coping patterns of the suicide 
vulnerable personality traits 
(e.g., diminish feelings of self-
hate by writing a positive 
journal entry each day, diminish 
feelings of perfectionism and 
performance anxiety by 
practicing acceptance of 
limitations and failures, or 
diminish emotional constriction 
by sharing difficult emotions in 
a trusting social environment). 

35. Assist the client in overcoming 
his/her performance anxiety 
(e.g., explore areas where he/she 
can surrender control in relation-
ships, admit mistakes, or feel 
vulnerable).

36. Assist the client in overcoming 
his/her emotional constriction 
(e.g., explore areas where he/she 
purposely distances himself/ 
herself from emotions; promote 
sharing in relationships, and 
feeling emotionally vulnerable). 

37. Assist the client in overcoming 
his/her self-hate (e.g., explore 
areas where anger/rage creates 
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self-harm conditions, encourage 
reliance on the therapy 
relationship for building feelings 
of self-worth, and promote 
integration of positive feelings 
into the client’s self-image). 

20. Discuss ways to improve 
relationships and develop a 
social network. (38, 39, 40) 

38. Explore with the client methods 
to make amends to those who 
have been hurt and damaged by 
the client’s substance abuse 
patterns; assist in using his/her 
feelings of guilt and shame as 
motivators for reintegration into 
damaged social networks 
(e.g., displaying ownership of 
addiction to spouse and 
children).

39. Educate the client on appro-
priate communication skills that 
can be used to reintegrate into 
social networks or manage risky 
social situations (e.g., asser-
tively refusing an offer of drugs 
or a drink, developing listening 
skills, giving positive feedback, 
learning effective approaches 
to conflict resolution, or accept-
ing criticism for substance 
abuse).

40. Encourage the client to partici-
pate in friendships and groups of
sober people; refer him/her to 
AA/NA and sponsors. 

21. Develop a personal suicide 
prevention plan that 
incorporates the treatment 
journal, supportive social 
network, and all homework 
assignments. (41, 42) 

41. Educate the client about how to 
prevent relapse into suicidal 
behavior (e.g., rely on the 
treatment journal for reminders 
of strategies for coping with 
trigger events, feelings, and 
symptoms; avoid isolation and 
maintain a sober supportive 
social network; accept help from 
others; remain on medications; 
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use trigger coping skills; and 
maintain futuristic thinking). 

42. Assist the client in writing a 
personal suicide prevention plan 
that lists individualized actions 
that will be taken in the future to 
manage suicidal urges. 

. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.2x Major Depressive Disorder, Single Episode 
296.3x Major Depressive Disorder, Recurrent 
300.4 Dysthymic Disorder
296.xx Bipolar I Disorder
296.89 Bipolar II Disorder
300.02 Generalized Anxiety Disorder
304.80 Polysubstance Dependence
303.90 Alcohol Dependence
305.00 Alcohol Abuse
304.40 Amphetamine Dependence
305.70 Amphetamine Abuse
304.30 Cannabis Dependence
305.20 Cannabis Abuse
304.20 Cocaine Dependence
305.60 Cocaine Abuse
304.0 Opioid Dependence
305.50 Opioid Abuse
304.10 Sedative, Hypnotic, or Anxiolytic Dependence 
305.40 Sedative, Hypnotic, or Anxiolytic Abuse 
309.81 Posttraumatic Stress Disorder 
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Axis II: 301.7 Antisocial Personality Disorder 
301.83 Borderline Personality Disorder 
301.50 Histrionic Personality Disorder 
301.81 Narcissistic Personality Disorder 
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CHILD

BEHAVIORAL DEFINITIONS 

 1. Expressing the wish to die under the age of 12. 
 2. Demonstrates the stage of development in which the finality of death 

is not understood. 
 3. Yearns for death as a way to be reunited with a deceased loved one. 
 4. Demonstrates developmental disabilities that create humiliation ex-

periences and impaired self-esteem. 
 5. Lives within a chaotic, dysfunctional family environment. 
 6. Demonstrates behaviors positively correlated to significant childhood 

psychopathology (e.g., depression or conduct disorder). 
 7. Has been victimized by significant sexual and/or physical abuse. 
 8. Verbalizes significant despair and hopelessness that a current con-

dition of turmoil can ever be resolved. 
 9. Demonstrates extreme impulse control problems and has easy access 

to firearms. 
 10. Experiences feelings of being unwanted by the family because of 

chronic patterns of emotional abuse. 

.

   

.

   

.
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LONG-TERM GOALS 

 1. Express the wish to live and sees a future with hope and promise. 
 2. Resolve the bereavement process of a deceased loved one with hope 

based on an age-appropriate spiritual foundation. 
 3. View him- or herself as a victim of family turmoil and pathology and 

not the cause. 
 4. Develop an appropriate sense of personal responsibility based on inte-

grated self-worth and self-acceptance. 
 5. Live in a safe environment where protection, respect, and acceptance 

are promoted by the caregivers. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify the goal of the current 
suicidal ideation. (1) 

 1. Explore the client’s goal of the 
intended suicidal act (e.g., a 
desire to be reunited with a 
deceased loved one, escape the 
humiliation experiences by peer 
group because of developmental 
disabilities, escape from a 
punishing or terrorizing home 
environment, or response to a 
chronic message from caregivers 
of being expendable). 

 2. Identify any planning activities 
connected to the suicidal 
ideation. (2) 

 2. Explore the amount of energy 
and planning devoted to think-
ing about how they would die 
(e.g., has a place and time been 
chosen, has a lethal means been 
discovered and do they have 
access to it, are the plans realis-
tic and is the client convinced 
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that the plan will accomplish its 
goal, have good-bye notes been 
written) with the client. 

 3. Cooperate with psychological 
testing designed to evaluate 
conditions related to suicide 
risk in the child. (3) 

 3. Administer testing used to 
reveal and evaluate suicidal 
ideation and intent in the 
child (e.g., Corder-Haizlip 
Child Suicide Checklist, 
Kiddie-Schedule of Affective 
Disorders and Schizophrenia, 
or Spectrum of Suicidal 
Behavior Scale). 

 4. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in children. (4, 5, 6) 

 4. Assess the client for the high-
risk child suicide marker of the 
inability to comprehend or 
explain the finality of death 
(e.g., ideas of being present 
and aware at their own funeral, 
ideas of dying for only a brief 
period to visit a deceased loved 
one, or display of high-risk 
and dangerous play patterns 
with no fear of dangerous 
consequences).

 5. Assess the client for the high-
risk child suicide marker of 
significant displays of general 
psychopathology usually asso-
ciated with conduct disorder 
(e.g., violence toward others, 
preoccupation with death, poor 
impulse control, projection of 
blame onto others, inability to 
assume ownership of behaviors, 
self-mutilation, fire-setting, 
acts of cruelty to animals, or 
bedwetting). 

 6. Assess the client for the high-
risk child suicide marker of 
experiences of humiliation and 
poor self-esteem because of the 
conditions of a developmental 
disability (e.g., a learning 
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disorder that causes chronic 
teasing from peers). 

 5. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in children. (7, 8) 

 7. Assess the client for the high-
risk child suicide marker of 
depression and mood disorders 
(e.g., social withdrawal, tearful-
ness, low energy, low self-
esteem, or irritability). 

 8. Assess the client for the high-
risk child suicide marker of 
hopelessness (e.g., depth of 
despair in the context of a mood 
disorder, cruelty of the child’s 
environment from which he/she 
sees no escape). 

 6. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in children. 
(9, 10, 11, 12, 13) 

 9. Assess the client for the high-
risk child suicide marker of loss 
of special role within the family 
system (e.g., caused by divorce, 
death of a parent, birth or sibling 
moving out of the house, or 
illness of a parent). 

10. Assess the client for the high-
risk child suicide marker of 
family chaos (e.g., many moves, 
people move in and out of the 
home, no cohesion, episodes of 
spousal abuse, or episodes of 
substance abuse). 

11. Assess the client for the high-
risk child suicide marker of 
emotional abuse from family 
members (e.g., messages given 
to the child that they are 
unimportant, parents wish that 
the child was never born or 
would leave, parents claim the 
child interferes with their 
happiness, and other messages 
to the child of “go away”). 

12. Assess the client for the high-
risk child suicide marker of 
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physical and/or sexual abuse 
from family members (e.g., 
pattern of the abuse, potential 
harm to the client, emotional 
impact of the abuse pattern on 
him/her); report all findings to 
local Social Service authorities 
or law enforcement agencies. 

13. Assess the client for the high-
risk child suicide marker of loss 
by death of a loved one (e.g., 
parent, grandparent, friend, 
sibling, pet, or child hero); 
attend to his/her concept of the 
finality of death. 

 7. Medical personnel provide 
relevant, current information 
on general health issues. (14) 

14. After obtaining appropriate 
confidentiality releases, contact 
the client’s primary care 
physician and/or pediatrician for 
a medical report, paying 
particular attention to any issues 
of suspected abuse and/or 
demonstrations of childhood 
psychopathology that came to 
the physician’s attention. 

 8. School personnel provide 
relevant, current information 
on overall school adjustment 
and performance. (15) 

15. After obtaining appropriate 
confidentiality releases, contact 
the client’s school for a current 
report on academic and social 
adjustment, paying particular 
attention to reported acts of 
aggression, special education 
needs, parental involvement, or 
signs of abuse or neglect. 

 9. Provide complete information 
on current mood, affect, and 
thought process in a 
psychiatric evaluation. (16) 

16. Refer the client for a psychiatric 
evaluation for any at-risk 
diagnoses (e.g., depression or 
conduct disorder) to provide 
consultation on the course of 
treatment. 

10. The client and family accept 
feedback on the assessments 

17. Summarize and give feedback 
to the client and family or 
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and the treatment plan 
developed from the evaluation 
process. (17, 18, 19) 

caregivers on the high-risk child 
suicide markers found in the 
evaluation process; formulate 
his/her treatment program to 
include family engagement and 
schedule the number of weekly 
sessions based on an evaluation 
of risk and family support (e.g., 
children at high risk could be 
seen three times a week with a 
gradual decrease as the risk 
factors diminish and family 
support increases). 

18. Engage community resources 
(e.g., school) and refer the client 
to other group resources to 
address his/her specific needs 
(e.g., groups for child grieving, 
child victims of abuse, or 
children of divorce). 

19. Explain in understandable detail 
the treatment plan, putting 
emphasis on the relationship 
between the child and the 
therapist; stress to the parents 
or the caregivers that their 
participation, understanding, and 
support are essential and arrange 
appropriate scheduling for them. 

11. Comply with placement in a 
more protective environment. 
(20, 21) 

20. Monitor the client’s suicide risk 
at appropriate intervals during 
the therapy process by 
interviewing for high-risk 
markers and by administering 
standardized suicide risk 
assessment measures. 

21. If at any time during the therapy 
process the assessments reveal 
the presence of high-risk 
childhood suicide markers that 
significantly challenge the 
client’s coping capacity (e.g., 
increased verbalizing of the 
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wish to die, increase in 
aggressive behavior toward 
himself/herself and others, or 
increase in abuse experiences), 
place him/her in a therapeutic 
setting that will protect him/her 
from suicidal impulse, decrease 
perturbation, remove environ-
mental stress, and decrease 
isolation.

12. Affirm a plan that allows for a 
safe return to the family or 
designated caregivers, school, 
and community. (22) 

22. In combination with psycho-
therapy, coordinate referrals to 
adjunct agencies (e.g., a group 
to assist in the grieving process, 
working through issues of abuse, 
or helping mainstream the 
developmentally disabled) that 
will assist in the client’s psycho-
social adjustment and make 
his/her safety the priority issue. 

13. Agree to a written plan for 
dealing with situations when 
suicidal urges become strong. 
(23, 24) 

23. Develop a written crisis inter-
vention plan to be implemented 
by the client and parents/ 
caregivers during times when 
the client experiences trigger 
events and feelings (e.g., terror, 
shame, self-directed anger, 
sorrow, or grieving) that 
includes contacting the therapist, 
trusted family member, or 
school counselor and discussing 
emotional reaction to events. 

24. Explain, in an easily under-
standable fashion, the crisis 
intervention plan steps to the 
client and family and ask them 
to agree, as a verbal contract in 
the therapeutic relationship, to 
call someone on the emergency 
phone list in case the child 
experiences strong suicidal 
urges; develop as many 
resources as possible (five to 
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seven involved persons) for the 
resource list. 

14. Identify current stressors and 
resultant symptoms that trigger 
the wish to die. (25, 26, 27) 

25. Assist the client in making a list 
of his/her most prominent 
stressors (e.g., exposed to 
parent’s physical fights; being 
teased by peers because of 
learning disabilities; grieving 
the death of a loved one; being 
demeaned by parents; or being 
physically and/or sexually 
abused by a trusted adult) and 
the symptoms (e.g., fear, 
humiliation, self-hate, unbear-
able sorrow, or feeling unloved) 
produced by the stressors. 

26. Assist the client in producing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms 
(e.g., terror in the home or 
shame caused by parental 
abuse), how these symptoms are 
currently dysfunctionally man-
aged (e.g., running away, con-
templating suicide, sexual acting 
out, or social withdrawal), and 
other results of these maladap-
tive behaviors (e.g., involvement 
with the juvenile justice system 
or missing school). 

27. Establish a therapeutic alliance 
with the child by showing that 
treatment can help him/her 
(e.g., giving examples of how 
other children have gained 
benefit from therapy), ensuring 
that the therapist and child will 
work together to help manage 
these problems, that the 
therapist’s goal is to keep the 
child safe, and that encourages 
the child to inform the therapist 
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when suicidal urges become 
overwhelming. 

15. Verbalize statements of hope 
that problems can be managed 
in ways other than suicide. 
(28, 29, 30, 31, 32) 

28. Formulate an appropriate view 
of suicide for the client and 
gently instruct him/her, with the 
parent’s involvement and a 
respect for the family’s spiritual 
base, about an appropriate view 
of the finality of death; teach 
that suicidal urges stem from a 
desire to solve a temporarily 
unsolvable problem (e.g., 
escaping from an intolerable 
situation at school or reuniting 
with a deceased loved one) with 
a permanent, unnecessary 
solution. 

29. Emphasize to the child that 
feeling suicidal is under-
standable (e.g., it gives the 
hopeless a sense of power over 
problems), but it can never be 
seen as a good way to solve 
problems (e.g., stress the age-
appropriate view of the finality 
of death and that hope for the 
future goes away or discuss the 
hurt it would bring to certain 
special people), and safe and 
simple problem-solving 
alternatives will be acquired 
with the therapist’s help. 

30. Assign the child an age-
appropriate treatment journal to 
track daily stressors, the result-
ing symptoms or harmful emo-
tions, their currently dangerous 
coping patterns, and any experi-
ences he/she has with newly 
acquired coping strategies; 
assign homework (e.g., reading 
children’s self-help books, 
viewing age-appropriate movies 



134  SUICIDE AND HOMICIDE RISK ASSESSMENT & PREVENTION 

with hopeful messages) that 
targets symptom management. 

31. Assist the client in noting in 
his/her treatment journal a 
detailed plan with specific 
instructions on responding to 
and managing the perturbation 
associated with his/her imme-
diate, priority symptoms (e.g., 
writing a note to a deceased 
loved one when feeling extreme 
sorrow); these responses should 
be detailed in a safe and simple 
fashion and structured to assist 
him/her during extreme 
emotional upset. 

32. Use play therapy (with special 
attention paid to those children 
who destroy toys or act out self-
directed rage), role-play, 
modeling, and behavior 
rehearsal to teach the client to 
implement the symptom 
management skills noted in 
his/her treatment journal. 

16. Verbalize increased feelings of 
self-esteem. (33, 34) 

33. Review daily accomplishments, 
newly acquired coping skills, 
and appropriate independent 
behaviors; assist him/her in 
recording these positive events 
in his/her treatment journal and 
compliment his/her progress and 
efforts to behave independently 
and successfully. 

34. Accept with respect the client’s 
shortcomings, frustrations, and 
failures, while continuing to 
support his/her efforts at 
problem solving. 

17. Modify and/or decrease the 
frequency of aggressive 
behavior. (35, 36, 37) 

35. Teach the client to identify the 
emotions (e.g., anger, rage, 
sadness, or loneliness) that 
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frustrating events (e.g., being 
teased at school or being 
demeaned at home) produce and 
normalize these emotions, using 
empathic reflecting, stress to 
him/her that the issue is not the 
emotions but the manner in 
which they are expressed and 
record suggestions for healthy 
expression in his/her journal. 

36. Use role-play and modeling to 
teach the client to implement 
alternative ways of responding 
to normal emotions (e.g., talking 
to an accepting, empathic adult 
about the way he/she feels after 
a frustrating event); help 
him/her feel a sense of satis-
faction and pride in the way 
he/she expresses emotions. 

37. Stress to the child that it is never 
acceptable for anyone (including 
him/her) to be hurt, emotionally 
or physically by another per-
son’s anger or frustration; there-
fore, he/she must learn and 
implement healthy ways to 
express feelings. 

18. Demonstrate increased trust of 
others by sharing feelings in a 
social context. (38, 39) 

38. Support the client’s attempt to 
form relationships; encourage 
him/her to see himself/herself in 
a social context by emphasizing 
the benefits of participation in 
friendships and group activities. 

39. Teach the client the value of 
verbalizing emotions in the 
context of personal and loving 
relationships (e.g., sharing 
feelings reduces the burden of 
his/her intensity and lessens the 
feelings of isolation; sharing 
feelings allows another person 
to give his/her perspective and 
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helps normalize feelings); assist 
him/her in identifying those 
trustworthy adults with whom 
he/she can share frightening 
feelings and thoughts. 

19. Develop a suicide prevention 
plan that incorporates the 
treatment journal and all 
completed homework 
assignments. (40, 41, 42) 

40. Educate the client and the family 
about how to prevent relapse 
into suicidal behavior (e.g., rely 
on the treatment journal for 
reminders of strategies for 
coping with trigger events, 
feelings, and symptoms; avoid 
isolation; feel trust in and con-
fide in safe adults; be a child, 
have fun, and look hopefully to 
the future). 

41. Assist the client in writing a 
personal suicide prevention plan 
that lists individualized actions 
that will be taken in the future to 
manage suicidal urges; make an 
agreement with the client and 
the family that he/she will return 
to treatment if the suicidal urges 
become overwhelming. 

42. Discuss and process feelings of 
sadness, anger, isolation, or 
grieving with the client about 
ending the therapy relationship. 

. .

  

. .

  

. .
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DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depression 
300.4 Dysthymic Disorder
296.xx Bipolar Disorder
995.54 Physical Abuse of Child (Victim) 
995.53 Sexual Abuse of Child (Victim) 
309.0 Adjustment Disorder with Depressed Mood 
312.81 Conduct Disorder/Childhood-Onset Type 
313.81 Oppositional Defiant Disorder 
314.9 Attention-Deficit/Hyperactivity Disorder
V71.02 Child Antisocial Behavior
V61.20 Parent-Child Relational Problem 
V62.82 Bereavement 
309.81 Posttraumatic Stress Disorder 
308.3 Acute Stress Disorder 
307.47 Nightmare Disorder
309.21 Separation Anxiety Disorder
300.23 Social Phobia
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CHRONIC MEDICAL ILLNESS 

BEHAVIORAL DEFINITIONS 

 1. Verbalizes a wish to die. 
 2. Expresses a wish to die during the early phases of a diagnosed chronic 

illness or a period of intractable pain. 
 3. Diagnosed with a chronic medical condition (especially high risk are 

HIV/AIDS, brain cancer, multiple sclerosis, renal failure, Parkinson’s, 
or Huntington’s disease) with comorbid conditions of depression, 
alcoholism, advanced age, and/or psychosis. 

 4. Diagnosed with a chronic medical condition related to an unsuccess-
ful suicide activity (e.g., spinal injuries, amputations, or traumatic 
brain injury) with comorbid conditions of major depression, anxiety 
disorder, antisocial personality disorder, or substance abuse. 

 5. Displays personality characteristics (e.g., need to be in control, inability 
to accept failure, emotional constriction, or internalized rage) that render 
psychological coping with chronic illness a significant challenge. 

 6. Has required numerous inpatient hospital episodes and has experi-
enced an increase in depressive symptoms (e.g., increased irritability, 
significant decrease in social functioning, isolation, or anhedonia) 
before and after each inpatient episode. 

 7. Has a positive history of suicidal ideation where the expressed goal of 
suicide is problem solving. 

 8. Displays consistent noncompliance with medical advice and engages 
in indirect self-destructive behaviors (e.g., refusing medications, 
refusing physical therapy, failure to eat and drink appropriately, 
smoking, or drinking alcohol). 

 9. Has experienced numerous losses (e.g., financial security, cognitive 
capacity, independence, family supports, or disruptions in relation-
ships) because of a chronic medical condition. 

 10. Has a history of extremely impulsive behavior and has just received 
traumatic information about a chronic, debilitating medical condition. 
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 11. Verbalizes the perception of having a serious disability or medical 
condition that is believed to be life threatening even though not diag-
nosed with a serious medical condition. 

 12. Expresses feelings of being useless or being a burden to others be-
cause of a chronic illness or disability. 

.

   

.

   

.

   

LONG-TERM GOALS 

 1. Report a wish to live. 
 2. Engage in futuristic thinking with respect to the chronic medical 

condition.
 3. Actively participate in and cooperate with rehabilitation efforts de-

signed to manage the effects of the chronic medical condition. 
 4. Engage with caring, knowledgeable professionals for continued moni-

toring of the chronic medical condition. 
 5. Engage in healthy activities of daily living in spite of the chronic 

medical condition. 
 6. Grieve the losses experienced because of the chronic medical condition. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify specifics of the goals 
and degree of planning and 
impediments to current suicide 
ideation. (1, 2, 3, 4) 

 1. Explore the client’s intended 
goal of the suicide act (e.g., 
cessation of physical pain, 
alleviate feelings of helplessness 
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in coping with the effects of 
chronic illness, elimination of 
self for the benefit of others or 
society, or solution to seemingly 
unsolvable conditions of 
depression and anxiety). 

 2. Explore the amount of energy 
the client has spent in planning 
his/her suicide event (e.g., has a 
weapon been obtained or a lethal 
method chosen; has a routine 
been established to stop medica-
tions, physical interventions,
nourishment, or hydration; has a 
date or a place been assigned). 

 3. Probe the client for decreased 
feelings of anxiety and/or 
depression and a sense of calm 
and increased energy since 
planning started. 

 4. Explore whether any impedi-
ments to the implementation of 
his/her suicide plan exist (e.g., 
fear of the emotional impact on 
survivors, religious beliefs, or 
social stigma concerns) with the 
client. 

 2. Cooperate with psychological 
testing designed to evaluate 
conditions correlated to 
elevated suicide risk in the 
chronic medically ill 
population. (5) 

 5. Administer testing to reveal and 
evaluate the client’s suicidal 
ideation and intent levels (e.g., 
MMPI-2, MCMI-III, Beck Scale 
for Suicide Ideation, Reasons for 
Living Inventory, or Suicidal 
Behavior Questionnaire) and 
provide feedback to him/her 
and, if available and appropriate, 
caregivers on test results and 
treatment implications. 

 3. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in the chronic 

 6. Assess the client for the high-
risk chronic medically ill suicide 
marker of alcohol abuse and/or 
dependence (e.g., since the 
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medically ill population. 
(6, 7, 8, 9) 

diagnosis of HIV/AIDS, cancer 
of the brain, or multiple 
sclerosis, has the client been 
abusing alcohol at an elevated 
rate; is his/her condition of 
spinal injury, amputation, or 
traumatic brain injury due to an 
accident that occurred under the 
influence of alcohol; inquire 
about current and prior poly-
substance abuse patterns relative 
to the medical condition; is the 
renal failure and peptic ulcer 
client continuing to abuse 
alcohol).

 7. Assess the client for the high-
risk chronic medically ill suicide 
marker of previous suicide 
activity (e.g., a history of suicide 
ideation and the intended goal, 
suicide gesturing where the 
activity was self-interrupted or 
calculated for rescue, suicide 
attempts where the activity was 
accidentally interrupted and the 
client survived a lethal event; 
assess the client with spinal 
injuries, amputation, traumatic 
brain injury to determine 
whether these conditions were 
the result of an unsuccessful 
suicide activity). 

 8. Assess the client for the high-
risk chronic medically ill suicide 
marker of noncompliance with 
treatment (e.g., prescribed 
medications, rehabilitation 
regimens, or medical appoint-
ments) that comes from a sense 
of helplessness and hopelessness 
about his/her condition. 

 9. Assess the client for the high-
risk chronic medically ill suicide 
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marker of impulsive behavior 
(e.g., anger management issues, 
risk-taking behaviors, or 
ADHD); assess the client for 
his/her reaction on initial 
revelation of the diagnosis of the 
serious medical condition. 

 4. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in the chronic 
medically ill population. 
(10, 11, 12, 13) 

10. Assess the client for the high-
risk chronic medically ill suicide 
marker of depression (e.g., depth 
of sadness, isolation, helpless-
ness, self-directed anger, attacks 
to self-esteem, or anhedonia). 

11. Assess the client for the high-
risk chronic medically ill suicide 
marker of anxiety (e.g., perva-
sive worry, restlessness, or fears 
of imminent death). 

12. Assess the Parkinson’s disease 
client for the high-risk suicide 
marker of adverse reactions to 
antiparkinsonian medication 
(e.g., paranoid hallucinations, 
assaultive behaviors to self and 
others, and intense feelings of 
depression).

13. Assess the Huntington’s disease 
client for the high-risk suicide 
marker of progressive dementia, 
neurologic deterioration, and 
personality changes (e.g., impul-
sivity, emotional instability, and 
irritability). 

 5. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in the chronic medi-
cally ill population. 
(14, 15, 16) 

14. Assess the client for the high-
risk chronic medically ill 
suicide marker of personal loss 
(e.g., financial security, self-
esteem, independence, or 
family/social cohesion); probe 
the AIDS/HIV client for 
feelings of abandonment and 
stigmatization. 
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15. Assess the client for the high-
risk chronic medically ill suicide 
marker of age (e.g., in the 
multiple sclerosis, spinal cord 
injury, amputation, and trau-
matic brain injury client, assign 
high-risk to clients under 40; in 
the cancer client, assign high-
risk to clients over 70). 

16. Assess the client for the high-
risk chronic medically ill suicide 
marker of death in his/her social 
network (e.g., history of suicide 
in the immediate family or his-
tory of death in the immediate 
family or social network from 
the same illness as the client). 

 6. Medical personnel provide 
relevant, current information 
on the client’s general health 
issues. (17) 

17. After obtaining appropriate 
confidentiality releases, contact 
the client’s primary care physi-
cian, specialty physician, or 
treatment team for a report on 
the client’s health issues (e.g., 
general health issues, pattern of 
disease, prognosis, prescriptions, 
rehabilitation plan, and concerns 
about mental health issues); 
continue close consultation with 
the physician or treatment team 
on the client’s progress in ther-
apy and educate him/her, if 
needed, on signs indicating 
elevated suicide risk for the 
client. 

 7. Provide complete information 
on current mood, affect, and 
thought process in a psychiat-
ric evaluation and take 
psychotropic medication as 
prescribed. (18, 19) 

18. Refer the client for a psychiatric 
evaluation and, if needed, a neu-
rologic evaluation to determine 
the need for psychotropic medi-
cation and to validate any at-risk 
diagnoses (e.g., major depres-
sion, borderline and antisocial 
personality disorders, dementia, 
delirium, or psychosis). 
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19. Monitor the client’s compliance 
with the psychotropic medica-
tion prescription, charting sub-
jective and objective behavioral 
changes and monitoring the side 
effects; share this information 
with the physician or treatment 
team. Remain alert to medica-
tion use by this population for 
suicide activity; engage care-
givers, if possible, to monitor 
medication use. 

 8. The client and, if available and 
appropriate, caregivers accept 
feedback on the assessment for 
high-risk markers for suicide 
in the client’s presentation. 
(20)

20. Summarize and give feedback to 
the client and, if available and 
appropriate, the caregivers about 
high-risk markers found during 
the assessment and evaluation 
process; explain details of the 
treatment plan and attempt to 
engage the caregivers. Share this 
information with the physician 
or treatment team. 

 9. Comply with placement in a 
more protective and restrictive 
environment if the assessment 
reveals high-risk markers for 
completed suicide. (21, 22) 

21. If at any time during the therapy 
process the client displays an 
increase in the number or 
intensity of the examined high-
risk markers, place him/her in a 
therapeutic setting that will 
protect him/her from suicide 
impulse, attend to the needs of 
his/her chronic illness or dis-
ability, decrease perturbation, 
remove environmental stress, 
decrease isolation, and monitor 
treatment effectiveness; remain 
alert to elevated suicide risk for 
clients with chronic medical 
conditions during and immedi-
ately following inpatient stays. 

22. Monitor the client’s suicide risk 
at appropriate intervals through 
interview and by administration 
of standardized suicide risk 
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assessment instruments (e.g., 
Beck Hopelessness Scale, 
Suicide Risk Measure, or 
Suicide Probability Scale); share 
this information with the client’s 
physician and the treatment 
team. 

10. Affirm a safety plan that 
allows for a return to the 
caregivers or the community. 
(23)

23. Coordinate planning that will, 
along with psychotherapy, 
aggressively treat the client’s 
psychiatric problems (including 
any substance abuse disorders), 
establish a continuum of care for 
the chronic illness or disability, 
promote healthy psychosocial 
adjustment, and efficiently 
decrease social stressors; obtain 
the client’s affirmation of this 
plan.

11. Agree to a written plan for 
dealing with situations when 
suicidal urges become strong. 
(24)

24. Develop a written crisis 
intervention plan to implement 
during trigger events or feelings 
(e.g., excessive physical pain, 
hopelessness, self-hate, fear, or 
isolation) that includes him/her 
calling a member of the 
treatment team, a trusted friend, 
a caregiver, or the therapist and 
processing his/her emotional 
reactions; encourage the client 
to agree to call someone on the 
telephone list as needed and in a 
responsible fashion. 

12. Identify the stressors and 
symptoms that trigger the wish 
to die by suicide. (25, 26) 

25. Assist the client listing of his/her
most prominent stressors (e.g., 
chronic pain, loss of ambulation, 
uncomfortable dependence on 
others, intrusive medical 
procedures to maintain health, or 
financial burden placed on the 
family because of chronic 
illness); assess his/her emotional 
reactions (e.g., feelings of being 
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a burden, useless, isolated, self-
hate, or hopelessness and help-
lessness) and current coping 
skills (e.g., thoughts of suicide 
as an escape, problem-solver, or 
taking the burden away from the 
family). 

26. Assist the client in developing a 
complete symptom inventory 
that includes what stressors 
stimulate the symptoms, how 
these stimulating stressors can 
be avoided, how he/she cur-
rently manages these stressors 
and symptoms, and whether 
these stressors cause other 
painful reactions and symptoms 
that eventually overwhelm the 
client. 

13. Identify solutions or stress 
management skills that do not 
include suicide or the wish to 
die. (27) 

27. Assist the client in identifying 
the most disruptive stressors and 
resulting symptoms (e.g., the 
symptoms that cause the highest 
level of impairment in his/her 
activities of daily living and 
psychosocial adjustment); target 
those symptoms for immediate 
intervention techniques and 
teach coping strategies (e.g., 
managing the feelings of being a 
burden by giving self permission 
to be cared for and managing 
feelings of hopelessness and 
helplessness by engaging in 
rehabilitation efforts and medi-
cal regimens in cooperation with 
treatment teams and physicians). 

14. Increase verbalized statements 
of hope that symptoms can be 
managed in ways other than 
suicide. (28, 29, 30, 31) 

28. Formulate an appropriate 
view of the function of suicide 
with the client: It stems from a 
need to solve a seemingly 
unsolvable problem, it is fueled 
by a sense of hopelessness and 
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helplessness, and the antidote is 
to develop coping strategies and 
management techniques for 
these seemingly unsolvable 
issues. Avoid leading the client 
to believe that the therapy proc-
ess will eliminate stress symp-
toms, emphasizing the treatment 
goal of stress management. 

29. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, 
maladaptive coping patterns, 
and experiences with newly 
acquired coping strategies; 
assign homework targeting 
symptom management. 

30. Assist the client in identifying 
his/her maladaptive externaliz-
ing coping behaviors (e.g., 
alcohol abuse, refusing medical 
prescriptions, or rejecting help 
from others) and internalizing 
coping behaviors (e.g., denial, 
anger/rage, or suicidal thoughts 
of escape) and help him/her 
replace these maladaptive 
coping responses with a 
problem-solving focus. 

31. Use role-play, modeling, and 
behavior rehearsal to teach the 
client symptom-management 
skills (e.g., identifying with the 
client a basis for self-worth by 
reviewing his/her talents and 
importance to others, identify 
and implement enjoyable 
activities that can be accom-
plished alone or in a group 
considering the medical 
condition, verbalizing feelings 
of fear and anger, provide 
impulse control exercises to be 
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implemented during times of 
high stress). 

15. Identify own personality traits 
that create vulnerabilities in 
coping and contribute to the 
risk of suicide. (32, 33) 

32. Assess the client for personal 
vulnerabilities that contribute to 
the suicidal crisis (e.g., inability 
to access emotions, need to be in 
control or perfect or issues of 
self-hate and devaluation).

33. Assist the client in acknowledg-
ing the existence of his/her 
personal vulnerability traits and 
their influence on his/her 
maladaptive coping skills 
(e.g., unwillingness to accept 
help because of a strong need to 
be in control, inability to grieve 
because of lack of access to 
one’s emotions, or isolating self 
from caring about others 
because of rage at self); 
encourage him/her to track 
awareness of these traits and 
their influence in coping in 
his/her treatment journal. 

16. Examine the function of these 
personality traits in the suicidal 
process and develop strategies 
for change. (34) 

34. Assist client in the recognition 
that his/her dysfunctional traits 
were acquired through life 
lessons (e.g., being told not to 
cry, only perfection is accept-
able, and he/she is useless); and 
teach him/her that these traits 
can be replaced with adaptive 
traits (e.g., having access to 
emotions, accepting help by 
accepting one’s disability). 

17. Increase the frequency of 
verbalizing statements that 
indicate improved coping with 
the chronic medical illness or 
disability. (35) 

35. Teach the client to use a 
treatment journal to note all 
incidents of improved symptom 
management of the stressor of 
chronic medical illness (e.g., 
freely expressing grief and 
sadness about the medical 
condition, engaging in physical 
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and mental exercises appropriate 
for the chronic medical condi-
tion, accepting the treatment 
team’s regimen for rehabilita-
tion); encourage him/her to use 
positive, affirming comments 
toward himself/herself as he/she 
develops better symptom-
management skills. 

18. Increase social contact with a 
positive social support 
network. (36, 37) 

36. Refer the client to a support 
group of others living with the 
same, or similar, chronic 
medical conditions. 

37. Encourage the client’s engage-
ment in group social, educa-
tional, and recreational activities 
that are possible with his/her 
chronic medical condition. 

19. Increase the frequency of 
verbalizing statements that 
indicate improved self-
acceptance as a person with a 
chronic medical condition or 
disability. (38, 39) 

38. Review the client’s treatment 
journal and note significant 
patterns of decrease in the 
presence of high-risk symptoms 
in response to variety of 
stressors (e.g., decrease in 
alcohol or drug abuse patterns to 
cope with anxiety, increased 
investment in rehabilitation 
efforts to cope with feelings of 
hopelessness and helplessness, 
improved engagement with 
helping caregivers, or enhanced 
expressions of sorrow and 
sadness to cope with grieving) 
and any increase in comments of
acceptance of the chronic 
medical condition and confi-
dence in coping strategies; 
reinforce such positive gains. 

39. Elicit feelings of confidence in 
the future and a sense of confi-
dence in self (e.g., recognizing 
that positive coping encourages 
a sense of management over 
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one’s life) from the client and 
the caregivers. 

20. Develop a written suicide 
prevention plan. (40, 41) 

40. Educate the client about 
preventing relapse into suicidal 
behavior (e.g., relying on the 
treatment journal for reminders 
of strategies for coping with 
stress-induced symptoms, 
remaining alert to the personal-
ity traits that make him/her 
vulnerable to suicidal thoughts, 
maintaining involvement with 
the medical treatment regimen, 
maintaining healthy activities of 
daily living appropriate for the 
chronic medical condition, 
continuing grief work, 
remaining on psychotropic 
medications, and maintaining 
futuristic thinking). 

41. Assist the client in writing a 
personal suicide prevention plan 
that incorporates and respects 
the individual aspects of the 
client’s life; include actions 
needed to continue symptom 
management, manage suicidal 
urges, and maintain confidence 
in himself/herself. 

. .

  

. .

  

. .
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DIAGNOSTIC SUGGESTIONS:

Axis I: 309.0 Adjustment Disorder with Depressed Mood 
309.28 Adjustment Disorder with Mixed Anxiety and 

Depressed Mood 
309.3 Adjustment Disorder with Disturbance of 

Conduct
309.4 Adjustment Disorder with Mixed Disturbance 

of Emotions and Conduct 
309.24 Adjustment Disorder with Anxiety 
296.xx Major Depressive Disorder 
300.4 Dysthymic Disorder
311 Depressive Disorder NOS 
316 Psychological Symptoms Affecting Axis III 

Disorder
305.00 Alcohol Abuse
300.02 Generalized Anxiety Disorder
300.00 Anxiety Disorder NOS 
312.34 Intermittent Explosive Disorder 
293.xx Psychotic Disorder Due to General Medical 

Conditions

Axis II: 301.7 Antisocial Personality Disorder 
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COLLEGE STUDENT 

BEHAVIORAL DEFINITIONS 

 1. Communicates to someone (e.g., friend, counselor, resident assistant, 
help line, or teacher) a wish to die (e.g., “Life just isn’t worth living,” 
“I feel like giving up,” “I wish my life would end,” or “There is no 
solution to my problems other than taking my own life”). 

 2. Demonstrates symptoms of major depression (e.g., social withdrawal, 
lack of interest in college activities, sleep disturbance, or feelings of 
despair and hopelessness). 

 3. Demonstrates behaviors correlated to the emergence of schizophrenia 
(e.g., social withdrawal, feelings of persecution, hyperalert, intrusive 
thoughts, inability to concentrate, thought disorganization, delusional 
thoughts, or bizarre behaviors). 

 4. Has extended the educational process longer than the traditional four 
years because of disruptions caused by major psychiatric illnesses (e.g., 
schizophrenia, depression, anxiety disorders, or suicidal episodes). 

 5. Expresses feelings of social isolation because of geographic distance 
from home (e.g., foreign or out of state students). 

 6. Demonstrates personality traits of being quiet and socially isolated, 
drawing very little attention to self. 

 7. Expresses feelings of being under severe pressure to perform aca-
demically or athletically to gain a measure of acceptance and self-
worth.

 8. Refrains from alcohol use because it would detract from the intense 
efforts to perform academically and would require social interaction. 

 9. Verbalizes feelings of self-hate and worthlessness connected to feel-
ings of rejection from family. 

 10. Expresses need to win parental love and/or approval through aca-
demic and/or athletic excellence. 

 11. Displays an intolerance of academic or social failure experiences with 
maladaptive coping (e.g., projection of blame onto others, denial, 
withdrawal, or depressive episodes). 
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 12. Does not normally talk about suicide since it would draw unwelcome 
attention to self. 

 13. Uses campus medical facility excessively because of feelings of 
fatigue, tiredness, or lack of energy. 

.

   

.

   

.

   

LONG-TERM GOALS 

 1. Report a wish to live. 
 2. Develop a sense of hope for the future and an ability to define self in a 

futuristic context. 
 3. Develop an integrated self-concept, rejecting the belief that love, af-

firmation, and value are gained only through performance. 
 4. Develop a social support network. 
 5. Develop a balanced self-concept that can accept temporary failures 

and integrate them into the growth experience. 
 6. Develop strategies that enable a smooth transition to the autonomy of 

adulthood.
 7. Develop an excitement toward academic pursuits replacing the sense 

of anxiety centered on performance. 

.

   

.

   

.
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SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Describe general feelings 
about the college experience. 
(1, 2) 

 1. Explore the motivations for 
choosing the current college 
(e.g., proximity to home, 
distance from home, academic 
standards, athletic opportunities, 
elitist reputation, parental 
pressure, or desire to be with 
close friend) with the client and 
note any motivations that could 
be considered problematic for a 
healthy adjustment. 

 2. Explore, in general terms, the 
client’s current feelings toward 
the college experience (e.g., 
very satisfied, a balanced view, 
dissatisfied, or very unhappy) 
and isolate current emotional 
reactions that could be 
problematic for a healthy 
adjustment (e.g., homesickness, 
absence from a significant 
relationship, feeling lost, or 
missing high school identity). 

 2. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in college students. 
(3, 4, 5) 

 3. Assess the client for the high-
risk college student suicide 
marker of escape and/or 
avoidance behaviors (e.g., 
missing classes, isolative 
substance abuse patterns, 
attitudes of passivity, or social 
isolation by choice where he/she 
makes a conscious effort to 
avoid drawing attention to 
himself/herself). 

 4. Assess the client for the high-
risk college student suicide 
marker of fascination with 
issues of death and suicide 
demonstrated in a subtle fashion 
in study groups, dormitory 
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discussions, or class assigned 
writing projects. 

 5. Assess the client for the high-
risk college student suicide 
marker of excessive medical 
consultations (e.g., complaints 
of fatigue, tiredness, lack of 
energy but denying or not 
discussing issues of depression 
or suicide ideation and/or 
intent). 

 3. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in college students. 
(6, 7, 8, 9) 

 6. Assess the client for the high-
risk college student suicide 
marker of hopelessness and 
helplessness (e.g., significant 
despair that renders current 
coping strategies inadequate). 

 7. Assess the client for the high-
risk college student suicide 
marker of depression (e.g., 
sadness, self-directed anger, 
reduced appetite, sleep 
disturbances, low self-esteem, 
or family history of depression 
and psychiatric illnesses). 

 8. Assess the client for the high-
risk college student suicide 
marker of emerging schizo-
phrenia (e.g., social withdrawal, 
feelings of persecution, 
intrusive thoughts, inability to 
concentrate, or thought 
disorganization). 

 9. Assess the client for the high-
risk college student suicide 
marker of socially prescribed 
perfectionism (e.g., examine 
closely the linkage of perfec-
tionism to depression, hopeless-
ness and the suicide intent, 
inquire about the object of the 
need to please, and examine the 
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history of the socially prescribed 
perfectionism). 

 4. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in college students. 
(10, 11) 

10. Assess the client for the high-
risk college student suicide 
marker of termination of a 
romantic relationship or social 
network disruption because of 
college bound status. 

11. Assess the client for the high-
risk college student suicide 
marker of rigid family expecta-
tions (e.g., school and course of 
study were chosen by parents 
because of family tradition or 
prestige and parental expecta-
tions are seen as exceedingly 
high and beyond the student’s 
capacity).

 5. Identify the nature of current 
suicidal ideation, planning, 
and/or intent. (12, 13, 14, 15) 

12. Explore the client’s intended 
goal for the suicidal act (e.g., 
cessation of psychological 
pain or provides a sense of 
control by solving a seemingly 
unsolvable problem when 
other coping strategies are 
failing).

13. Explore the amount of energy 
the client spent in planning 
his/her suicide event (e.g., has 
a date and place been assigned, 
have notes been written, or 
have prize possessions been 
distributed).

14. Probe the client for decreased 
feelings of anxiety and/or 
depression and a sense of calm 
since planning either started or 
concluded.

15. Explore the client’s impediments 
to implementing his/her suicide 
plan (e.g., fear of the emotional 
impact on survivors, religious 
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beliefs, or social stigma 
concerns).

 6. Cooperate with psychological 
testing designed to evaluate 
conditions related to suicide 
risk in the college student. (16) 

16. Administer testing to reveal and 
evaluate suicidal ideation and 
intent levels (e.g., MMPI-2, 
Suicide Probability Scale, 
Suicide Ideation Scale, or 
College Student Reason for 
Living Inventory) and provide 
feedback to the client and, if 
available and appropriate, the 
caregivers on test results and 
treatment implications. 

 7. Medical personnel, especially 
the college clinic and primary 
care physician, provide 
relevant, current information 
on the client’s general health 
issues. (17) 

17. After obtaining the appropriate 
confidentiality releases, contact 
the client’s primary care phy-
sician and/or the college medical 
clinic for a report on the client’s 
overall general health (e.g., gen-
eral disease patterns, excessive 
somatic complaints history, 
medication history, or concerns 
about mental health issues); 
continue consultation with the 
clinic or physician especially on 
mental health issues. 

 8. Provide complete information 
on current mood, affect, and 
thought process in a psychi-
atric evaluation, taking 
psychotropic medication as 
prescribed. (18, 19) 

18. Refer the client for a psychiatric 
evaluation to determine the need 
for psychotropic medication and 
to validate any at-risk diagnoses 
(e.g., issues of emerging 
schizophrenia, depressive 
disorder, or anxiety disorder). 

19. Monitor the client’s compliance 
with the psychotropic 
medication prescription; chart 
the subjective and objective 
behavioral changes and monitor 
side effects. 

 9. The client and, if available and 
appropriate, caregivers accept 
feedback on the assessments 

20. Summarize and give feedback to 
the client and, if available and 
appropriate, the caregivers on 
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and the treatment plan 
developed from the evaluation 
process. (20) 

high-risk markers found during 
the assessment and evaluation 
process; explain details of the 
treatment plan and, if appro-
priate, attempt to engage the 
caregivers. 

10. Comply with placement in a 
more protective and, possibly, 
a more restrictive environment. 
(21)

21. If at any time during the 
treatment process the client 
displays an increase in the 
number or intensity of the 
examined high-risk markers, 
place him/her in a therapeutic 
setting that will protect him/her 
from suicide impulse, decrease 
perturbation, remove environ-
mental stress, decrease isolation, 
and monitor treatment 
effectiveness. 

11. Affirm a safety plan that 
allows for a return to the 
college community. (22) 

22. Coordinate planning that will, 
along with psychotherapy, 
aggressively treat psychiatric 
problems, promote services that 
foster healthy psychosocial 
adjustment on return to the 
college campus/community and 
efficiently decrease social 
stressors from the college 
experience; obtain the client’s 
input and affirmation in this 
plan; only under extreme 
circumstances (e.g., significant 
medical condition) or his/her 
wishes should the student be 
dismissed from the college 
program. 

12. Agree to a written plan for 
dealing with situations when 
suicidal urges become strong. 
(23, 24) 

23. Develop a written crisis 
intervention plan to be 
implemented during trigger 
events and feelings (e.g., test 
failure and resultant feelings of 
self-hate) that includes 
contacting a trusted friend, a 
resident assistant or, if available, 
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the therapist and talking about 
emotional reactions to events; 
provide telephone numbers to 
the client and, as a part of the 
therapy alliance, verbally 
contract with the client to use 
these resources. 

24. Monitor the client’s suicide risk 
at appropriate intervals during 
the therapy process through 
interview and by administering 
standardized suicide risk 
assessment instruments (e.g., 
Beck Hopelessness Scale, 
Suicide Ideation Scale, or 
College Student Reasons for 
Living Inventory). 

13. Acknowledge the nature and 
source of perfectionism. 
(25, 26, 27) 

25. Explore the client’s current 
academic and/or athletic 
performance and examine 
any issues of perfectionism; 
examine the perfectionism 
for linkage with feelings of 
failure, guilt, and low self-
esteem. 

26. Explore the source and nature of 
perfectionistic feelings (e.g., 
self-oriented perfectionism: the 
person sets unrealistically high 
self-expectations and is 
unusually harsh in judging 
self-behavior; other-oriented 
perfectionism: the person 
establishes his/her standards of 
performance based on com-
parison with the performance of 
others; socially prescribed 
perfectionism: the standards of 
performance are placed on the 
student by significant others 
often with punitive conse-
quences if the standards are 
not achieved). 
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27. Explore the client’s current 
coping strategies developed for 
feelings of perfectionism and 
isolate those that could be 
problematic and foster suicide 
intent and/or ideation (e.g., lying 
about performance, cheating on 
tests, unrealistic criticism of 
professors, depression, or 
feelings of self-hate). 

14. Identify actions to be taken 
that will decrease the influence 
of the socially prescribed 
perfectionism personality trait. 
(28, 29) 

28. Assist the client in acknowl-
edging the existence of socially 
prescribed perfectionism and its 
influence on maladaptive coping 
(e.g., cheating on tests, social 
withdrawal, depression, anxiety, 
isolative substance abuse to 
escape pressure, suicidal idea-
tion, or inability to cope with 
failure); have him/her note the 
influence of perfectionism on 
his/her self-image during times 
of crisis (e.g., fear of loss of 
love because of failure to 
achieve socially prescribed 
expectations).

29. Assist the client in separating 
himself/herself from the socially 
prescribed perfectionism 
initiated by the significant other; 
engage in family therapy if the 
client and family show a 
willingness to engage in this 
process.

15. Identify the stressors and 
symptoms that trigger the wish 
to die by suicide. (30, 31, 32) 

30. Assist the client in making a list 
of his/her most prominent 
stressors (e.g., absence from 
social support network, 
excessive performance demands, 
experiencing failure) and 
emotional reactions or 
symptoms (e.g., feelings of 
isolation and abandonment, 
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anxiety over being perfect, or 
issues of self-hate) produced by 
those stressors. 

31. Assist the client in producing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms 
(e.g., fear of failure, self-hate, 
or performance anxiety), how 
these symptoms are currently 
managed (e.g., isolative sub-
stance abuse, eating disorders, 
cheating on exams, or suicidal 
ideation), and other reactions 
created by these symptoms 
(e.g., distancing from social 
network, sleep disturbances, or 
self-mutilation). 

32. Establish a therapeutic alliance 
with the client that ensures the 
therapist’s help in targeting the 
most serious symptoms for 
immediate attention (e.g., 
hospitalization, medication, or 
solution-oriented therapy). 

16. Identify solutions and coping 
strategies that do not include 
suicide or the wish to die. 
(33, 34, 35, 36) 

33. Formulate an appropriate view 
of suicide for the client: It stems 
from a desire to solve a seem-
ingly unsolvable problem; it is 
fueled by elements of hopeless-
ness and helplessness; and the 
antidote is to acquire, with the 
therapist’s help, safe, simple 
coping and problem-solving 
skills for identified stressors and 
symptoms. 

34. Assign a treatment journal to 
track daily stressors, the 
resulting symptoms, maladap-
tive coping patterns, and 
experiences with newly 
acquired coping strategies; 
assign homework targeting 
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symptom management. Stress to 
the client that the goal of 
therapy is healthy symptom 
management not symptom 
elimination. 

35. Assist the client in noting in 
his/her treatment journal a 
detailed plan (e.g., self-calming 
techniques, focus on the positive 
aspects of efforts to accomplish 
tasks, cognitive restructuring 
leading the client to replace 
his/her focus on failure to a 
sense of “I did good enough” or 
“I did the best I could”) with 
specific instructions responding 
to and managing the perturba-
tion associated with his/her 
immediate, priority symptoms; 
these responses should be 
detailed and structured to assist 
the client during extreme 
emotional upset (e.g., safe and 
simple skills). 

36. Use role-play, modeling, and 
behavior rehearsal to teach 
the client to implement the 
symptom-management skills 
noted in his/her treatment 
journal.

17. Increase verbalized statements 
of hope that symptoms can be 
managed in ways other than 
suicide. (37) 

37. Assist the client in reviewing 
the treatment journal during 
each session; identify and 
reinforce strengths and an 
improved sense of self- 
image because of enhanced 
problem and symptom 
management. 

18. Increase the frequency of ver-
balizing statements indicating 
improved comfort with the 
college experience, appropriate 
anxiety with academic 

38. Assist the client in finding 
and utilizing enjoyable aspects 
of campus life (e.g., creating a 
life balance between fun and 
work); encourage a sense of 
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demands, and smoother 
transition to autonomy. 
(38, 39) 

autonomy by emphasizing 
decisions made that reflect self-
determination. 

39. Encourage the client to see 
himself/herself in a social 
context by emphasizing the 
benefits of participation in 
friendships and group activities; 
assign participation in selected 
campus activities or community 
volunteer activities. Reinforce 
success and redirect experiences 
of failure. 

19. Verbalize increased acceptance 
of self as a vulnerable person, 
capable of mistakes and 
failures, while keeping intact a 
core image of self-regard. (40) 

40. Teach the client (1) to respect 
his/her core self-image of 
intrinsic worth (e.g., always 
welcoming the client with a 
genuine caring attitude), (2) that 
he/she doesn’t have to be perfect 
in the therapy relationship, (3) 
that expressions of vulnerability 
are honored and accepted 
without judgment, (4) that 
he/she doesn’t have to please the 
therapist, (5) that he/she can 
experience failures safely (e.g., 
missed homework assignments 
in the treatment journal) in a 
relationship of understanding 
and respect, and (6) that to be 
vulnerable is to be human (e.g., 
use well guided and appropriate 
self disclosure vignettes of 
failure from the therapist’s life 
experience). 

20. Develop a suicide prevention 
plan that incorporates the 
treatment journal and all 
completed homework 
assignments. (41) 

41. Assist the client in writing a 
personal suicide prevention plan 
that lists individualized actions 
that will be taken in the future to 
manage suicidal urges (e.g., rely 
on the treatment journal for 
reminders of strategies for 
coping with trigger events, 
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feelings, and symptoms; avoid 
isolation and maintain social 
network; respect autonomy and 
core self-image of intrinsic 
worth; remain safely respectful 
of failure experiences; remain 
on physician prescribed 
medication; maintain futuristic 
thinking; and trust the value of 
self).

. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
300.4 Dysthymic Disorder
296.90 Mood Disorder NOS 
305.00 Alcohol Abuse
305.20 Cannabis Abuse
295.xx Schizophrenia
298.9 Psychotic Disorder NOS 
308.3 Acute Stress Disorder 
300.02 Generalized Anxiety Disorder
300.81 Somatization Disorder

Axis II: 301.4 Obsessive-Compulsive Personality Disorder 
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ELDERLY 

BEHAVIORAL DEFINITIONS 

 1. Expresses an intense, unequivocal, unambiguous desire to die. 
 2. Expresses the belief that he or she is in the way, a burden, or harmful 

to others. 
 3. Expresses the belief that he or she is in a hopeless condition or state. 
 4. Expresses a belief in ageism, especially that the aged should be 

allowed to accept suicide as a solution to their problems. 
 5. Demonstrates a life-long pattern of depression that is now trans-

formed into extreme suspiciousness and hostility toward family and 
society. 

 6. Demonstrates an intense, angry rejection of help from caregivers 
especially when a loss of independence is perceived. 

 7. Expresses feelings of uselessness, devaluation, or being unnecessary. 
 8. Demonstrates a life-long pattern of self-centered, controlling, nar-

cissistic behavior that makes the current conditions of dependency 
unbearable. 

 9. Demonstrates a recent pattern of social isolation and a tendency 
toward hypochondriasis, hostility, and rigidity. 

 10. Demonstrates a lack of resiliency to cope with typical age-related 
issues (e.g., retirement, decrease in income, loss of meaningful activi-
ties, or health problems). 

.

   

.

   

.
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LONG-TERM GOALS 

 1. View self in a futuristic context. 
 2. Develop a social support network. 
 3. Accept age-related changes in lifestyle. 
 4. Accept help from a variety of sources while integrating this into an 

emerging self-image. 
 5. Resolve dysfunctional thinking that creates psychological conflict 

with the aging process and its associated dependency issues. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify maladaptive responses 
to age-related changes. (1, 2) 

 1. Explore the client’s negative 
responses to the aging process 
(e.g., a fierce level of pride and 
independence that motivates an 
angry refusal of assistance from 
others; sense of self is damaged 
because of being too closely tied 
to productivity as a worker; lack 
of tolerance for change and limi-
tations; or increasing despair 
about the future). 

 2. Explore the client’s history of 
inpatient psychiatric episodes 
(e.g., age of first episode, cause 
of episode, or outcome of epi-
sode) as evidence of previous 
maladaptive coping skills or 
depressive disorder. 

 2. Identify the nature of current 
suicidal ideation, planning, 
and/or intent. (3, 4, 5) 

 3. Explore the client’s goal of the 
intended suicide act (e.g., 
cessation of physical or 
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emotional pain; solution to 
social, economic, or physical 
problems; or reaction to increas-
ing level of disgust and anger 
at his/her current mental or 
physical state). 

 4. Explore the amount of energy 
the client spent in planning the 
suicide event (e.g., has a weapon 
been purchased; has a date and 
place been assigned; have notes 
been written; or have financial 
concerns been resolved). 

 5. Explore whether any impedi-
ments to the plan exist (e.g., fear 
of the emotional impact on 
survivors; finding a time and 
place so he/she will not be 
caught; religious beliefs; or 
social stigma concerns) with the 
client. 

 3. Cooperate with psychological 
testing designed to evaluate 
conditions related to suicide 
risk in the elderly. (6) 

 6. Administer testing used to 
reveal and evaluate suicidal 
ideation and intent levels in the 
elderly (e.g., Geriatric Depres-
sion Scale, or Center for Epide-
miological Studies Depression 
Scale) and provide feedback to 
the client and, if possible, 
caregivers on test results and 
treatment implications. 

 4. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in the elderly. 
(7, 8, 9) 

 7. Assess the client for the high-
risk elderly suicide marker of a 
major loss (e.g., death of a 
spouse or major lifestyle change, 
such as retirement or moving to 
assisted living; loss of income; 
or loss of independence, when 
dependency is unacceptable). 

 8. Assess the client for the high-
risk elderly suicide marker of 
communication of intent 
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(e.g., writing suicide notes that 
are dominated by hopelessness; 
direct expression of the wish to 
die; giving away prized posses-
sions; strangely calm, peaceful 
attitude when talking of death; 
a history of previous suicide 
attempts; or a family history of 
suicide completions and/or 
attempts). 

 9. Assess the client for the high-
risk elderly suicide marker of 
somatic complaints (e.g., 
numerous visits to the physician 
with complaints of unrelenting, 
unremitting physical pain; using 
alcohol; logical, clear argument 
on the “right to die” and the use 
of suicide as a solution to pain). 

 5. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in the elderly. 
(10, 11, 12) 

10. Assess the client for the high-
risk elderly suicide marker of 
depression (e.g., deep despair, 
hopelessness, incapable of 
futuristic thinking, morbid, 
guilt-ridden preoccupation 
with the past, social withdrawal, 
low energy, devalued self-
image, feelings of being a 
burden, increase in rage 
outbursts, or rejection of help). 

11. Assess the client for the high-
risk elderly suicide marker of 
narcissistic trauma (e.g., 
uncharacteristically expressing 
feelings of inferiority; lack of 
trust in others; inability to cope 
with physical decline, accept 
help from others in activities 
of daily living, cope with the 
natural aging process, or 
historical base of self-image 
focused on work and 
productivity).
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12. Assess the client for the high-
risk elderly suicide marker 
of rigidity in thought and 
inflexibility in attitude (e.g., 
uses denial as a primary coping 
mechanism; experiences over-
whelming states of pain and 
anxiety; or views suicide as a 
control and mastery device over 
physical and mental decline). 

 6. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in the elderly. (13) 

13. Assess the client for the high-
risk elderly suicide marker of 
social disruption (e.g., engages 
in behaviors designed to alienate 
family, social network, and/or 
caregivers; death of close 
friends; loss of autonomy, or 
loss of work-related 
relationships).

 7. Medical personnel, especially 
the physician, provide relevant, 
current information on general 
health issues. (14, 15) 

14. After obtaining appropriate 
confidentiality releases, contact 
the client’s primary care 
physician for a medical report 
and evaluation, paying particular 
attention to recent, multiple 
somatic complaints and any 
indicators of depression that the 
physician noted. 

15. Maintain communication with 
the client’s primary care 
physician to facilitate the 
sharing of information on the 
client, enhance the physician’s 
knowledge base about 
symptoms of depression in the 
elderly and their management, 
and respect that the elderly seek 
assistance from their physician 
before they confide in mental 
health professionals. 

 8. Provide complete information 
on current mood, affect, and 
thought process in a 

16. Refer the client for a psychiatric 
evaluation to determine the need 
for psychotropic medication or a 
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psychiatric evaluation, taking 
psychotropic medication as 
prescribed. (16, 17) 

medically managed electro-
convulsive therapy series (ECT) 
and validate any at-risk diag-
noses (e.g., single episode of 
nonpsychotic major depression 
or narcissistic personality). 

17. Monitor the client’s compliance 
with the prescribed medical 
interventions (e.g., medication 
and/or ECT); chart the subjec-
tive and objective behavioral 
changes and monitor side 
effects, sharing observations 
with the primary care physician. 

 9. The client and, if available, 
caregivers accept feedback on 
the assessments and the 
treatment plan developed from 
the evaluation process. (18) 

18. Summarize and give feedback to 
the client and, if available, 
caregivers on high-risk elderly 
suicide markers found in the 
evaluation process; formulate 
his/her treatment plan and 
engage the caregivers (e.g., 
monitor medications, mood, or 
activities). 

10. Comply with placement in a 
more protective and, possibly, 
a more restrictive environment. 
(19)

19. If assessments reveal the 
presence of high-risk elderly 
suicide markers that signifi-
cantly challenge coping capacity 
(e.g., increase in verbalized 
wishes to die, unwillingness to 
care for self, physical combat-
iveness, or increase in comments 
of self-hate), place the client in a 
therapeutic setting that will 
protect him/her from suicidal 
impulse, decrease perturbation, 
remove environmental stress, 
decrease isolation, and monitor 
treatment effectiveness. 

11. Affirm a safety plan that 
allows a return to the 
caregivers and the community. 
(20, 21) 

20. Refer the client to a community-
based clinical case management 
program that has the capacity to 
monitor and coordinate medical 
management, respite services, 
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crisis intervention, home medi-
cal and nutritional services, 
and family support as the client 
returns to home and the commu-
nity from an inpatient stay; 
obtain the client’s affirmation 
of this plan. 

21. Monitor the client’s suicide risk 
at appropriate intervals through 
high-risk elderly suicide markers 
interview and by administering 
standardized suicide risk 
assessment (e.g., Suicide 
Probability Scale). 

12. Agree to a written plan for 
dealing with situations when 
suicidal urges become strong. 
(22, 23) 

22. Develop a written crisis 
intervention plan to be 
implemented during times 
when the client experiences 
trigger events and feelings 
(e.g., isolation, fears, or loss) 
that includes contacting the 
case manager, therapist, trusted 
friend or family member and 
discussing emotional reactions 
to events. 

23. Ask the client to agree, as a 
verbal contract in the therapeutic 
relationship, to call someone on 
the emergency phone list in case 
he/she experiences strong 
suicidal urges. 

13. Identify current stressors and 
resultant symptoms that trigger 
the wish to die. (24, 25, 26) 

24. Assist the client in making a list 
of his/her most prominent 
stressors (e.g., residing in an 
assisted living facility, retiring 
from a job that made him/her 
feel good about himself/herself, 
or physical maladies that hinder 
autonomy) and emotional reac-
tions or symptoms (e.g., depres-
sion, anxiety, anger, or self-hate) 
produced by those stressors. 
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25. Assist the client in producing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms 
(e.g., depression, anxiety, anger, 
or self-hate), how these symp-
toms are managed (e.g., physical 
outbursts, refusing help, or 
denial), and other reactions 
created by these symptoms 
(e.g., alienated of family and 
friends, loneliness, or boredom). 

26. Establish a therapeutic alliance 
with the client that ensures the 
therapist’s help in targeting the 
most serious symptoms for 
immediate attention (e.g., hospi-
talization, ECT, medication, or 
solution-oriented therapy). 

14. Verbalize statements of hope 
that symptoms can be managed 
in ways other than suicide. 
(27, 28, 29, 30) 

27. Formulate an appropriate view 
of suicide for the client: It stems 
from a desire to solve a seem-
ingly unsolvable problem, it is 
fueled by elements of hopeless-
ness and helplessness; and the 
antidote is to acquire safe, 
simple coping and problem-
solving skills over identified 
stressors and symptoms with the 
therapist’s help. 

28. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, mal-
adaptive coping patterns, and 
experiences with newly acquired 
coping strategies; assign home-
work targeting symptom man-
agement; stress to the client that 
the goal of therapy is healthy 
symptom management and not
symptom elimination. 

29. Assist the client in developing 
in his/her treatment journal a 
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detailed plan with specific 
instructions on responding to 
and managing the perturbation 
associated with his/her immedi-
ate, priority symptoms; these 
responses should be detailed 
and structured to assist the 
client during extreme emotional 
upset.

30. Use role-play, modeling, and 
behavior rehearsal to teach 
the client to implement the 
symptom-management skills 
noted in his/her treatment 
journal.

15. Identify own biological, social, 
and emotional vulnerabilities 
that contribute to suicidal 
thinking. (31, 32) 

31. Explore the client’s personal 
vulnerabilities that contribute 
to the suicidal crisis (e.g., nar-
cissistic personality traits, need 
to be in control, or performance 
anxiety).

32. Assist the client in acknowl-
edging the existence of his/her 
personal vulnerabilities and their 
influence on maladaptive coping 
(e.g., inability to accept help, 
inappropriately high level of 
rigid independence, inability to 
accept the aging process grace-
fully, or judging value based 
solely on work performance). 

16. Review the life history and 
develop a plan for the future 
based on past experiences and 
strengths. (33, 34) 

33. As part of his/her treatment 
journal, ask the client to write 
his/her autobiography; review 
the material together, encourag-
ing a balanced view of his/her 
history, recognizing guilt or 
pride where it is appropriate, 
shame where justified, and 
praise when due. 

34. Drawing from the client’s 
history, help him/her develop a 
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positive perspective of himself/ 
herself; assist him/her in the 
development of a future life plan 
based on his/her revealed 
strengths. 

17. Increase the frequency of 
sharing life experiences with 
others. (35, 36) 

35. Teach the client the value of 
verbalizing emotions in the 
context of personal and intimate 
relationships (e.g., sharing 
feelings promotes empathy from 
others, sharing burdens reduces 
their intensity, sharing allows 
others to give their perspective 
on problems and offer solutions, 
and sharing breaks down a sense 
of isolation and helps normalize 
the issues of aging); assist the 
client in identifying those 
trusted individuals with whom 
he/she could share thoughts and 
feelings.

36. Encourage the client to see 
himself/herself in a social 
context by emphasizing the 
benefits of participation in 
friendships and group 
activities; assign participation 
in selected social activities or 
community volunteer, rein-
forcing success and redirecting 
for failure. 

18. Verbalize a sense of 
confidence that physical 
impairments and changes in 
functioning can be managed 
with assistance. (37, 38) 

37. Assist the client in listing ways 
that the tendency toward help 
negation, expressing hostility to 
helping others, holding on to an 
unrealistic desire for independ-
ence can be replaced with 
alternate, constructive methods 
of accepting help and being 
comfortable with a degree of 
dependence; ask the client to 
accept help (e.g., write a thank 
you note to someone who has 
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offered assistance) from 
someone in the coming week. 

38. Review the client’s growth, 
challenging him/her to trust the 
value of himself/herself and 
his/her wisdom gained from life 
experience.

19. Develop a suicide prevention 
plan that incorporates the 
treatment journal and all 
completed homework 
assignments. (39, 40) 

39. Educate the client about 
preventing relapse into suicidal 
behavior (e.g., rely on the 
treatment journal for reminders 
of strategies for coping with 
trigger events, feelings, and 
symptoms; avoid isolation and 
maintain social network; accept 
help from others; remain on 
medications; or maintain 
futuristic thinking). 

40. Assist the client in writing a 
personal suicide prevention plan 
that lists individualized actions 
that will be taken in the future to 
manage suicidal urges. 

. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS: 

Axis I: 296.23 Major Depressive Disorder, Single Episode, 
Severe

296.xx Major Depressive Disorder 
300.4 Dysthymic Disorder
300.3 Obsessive-Compulsive Disorder
300.21 Panic Disorder with Agoraphobia 
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303.90 Alcohol Dependence
305.00 Alcohol Abuse
296.90 Mood Disorder NOS 
308.3 Acute Stress Disorder 
300.02 Generalized Anxiety Disorder
300.81 Somatization Disorder
307.80 Pain Disorder Associated with Psychological 

Factors
300.7 Hypochondriasis with Poor Insight 

Axis II: 301.7 Antisocial Personality Disorder 
301.83 Borderline Personality Disorder 
301.81 Narcissistic Personality Disorder 
301.4 Obsessive-Compulsive Personality Disorder 



177

GAY/LESBIAN/BISEXUAL 

BEHAVIORAL DEFINITIONS 

 1. Verbalizes a wish to die. 
 2. Engages in dangerous at-risk behaviors (e.g., reckless, unsafe sexual 

activity, or polysubstance abuse) that are ascribed to a wish to die. 
 3. Demonstrates an internalizing of societal homophobia and negative 

attitudes in ways that manifest as shame, hostility, and self-hatred. 
 4. Indicates that the process of self-identification and disclosure of 

homosexual orientation to family and friends causes fear and anxiety. 
 5. Demonstrates a significant pattern of suicide attempt activity that is 

both calculated for rescue and/or self-interrupted and is accidentally 
interrupted against the victim’s wishes. 

 6. Demonstrates signs and symptoms of depression (e.g., sad affect, irri-
tability, lack of energy, social withdrawal, sleep disturbance, or a 
sense of hopelessness). 

 7. Verbally indicates a sense of isolation and being different. 
 8. Lacks a positive social support system that is accepting and affirming. 
 9. Demonstrates anxiety, stress, and inadequate coping ability when dis-

cussing sexual orientation issues. 
 10. Indicates being victimized by criminally violent behavior because of 

sexual orientation with resulting posttraumatic stress. 
 11. Is HIV positive with resulting loss of employment, loss of insurance 

coverage, repeated infections, painful or disfiguring physical deterio-
ration, treatment failures, and lack of social support. 

.

   

.

   

.

   



178  SUICIDE AND HOMICIDE RISK ASSESSMENT & PREVENTION 

LONG-TERM GOALS 

 1. Report a wish to live. 
 2. Develop a sense of hope for the future and an ability to define self in a 

futuristic context. 
 3. Enhance the skill to cope with societal homophobic attitudes. 
 4. Develop internalized pride and ownership in sexual orientation. 
 5. View self in a social context that is global and not isolated by sexual 

orientation criteria. 
 6. Enhance the capacity to grieve the loss of loved ones to disease, dis-

crimination, or pathological behavior such as substance abuse. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify specifics of the 
development and identity 
formation of homosexual 
orientation. (1, 2, 3, 4) 

 1. Explore the process of the 
client’s recognition of himself/ 
herself as lesbian or gay; 
examine whether this process 
entailed any difficulties (e.g., 
conflicting feelings associated 
with the homosexual orientation, 
feelings of low self-esteem, or 
experiences of peer or family 
rejection) and determine the age 
range of the experience, expect-
ing that more conflicts will be 
experienced at a younger age. 

 2. Explore how the client gained 
information about homosexu-
ality and the gay and lesbian 
community; examine whether 
this process was accomplished 
in a positive, healthy way or 
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whether the experience was in a 
high-risk setting (e.g., drug use, 
prostitution, or sexual abuse). 

 3. Explore the client’s experience 
with disclosing his/her sexual 
orientation to others and 
whether it was affirming or 
traumatic (e.g., resulted in 
abandonment by family and/or 
peers, harassment at school or 
workplace, or physical assault). 

 4. Explore whether the client is 
comfortable with and accepting 
of his/her sexual orientation or 
whether conflict yet prevails; 
examine the depth of conflict or 
existing denial (e.g., holds 
negative attitudes toward 
homosexuality or engages in 
reckless heterosexual activity). 

 2. Identify the nature of current 
suicidal ideation, planning, 
and/or intent. (5, 6, 7) 

 5. Explore the client’s intended 
goal of the suicidal act (e.g., 
cessation of psychological pain, 
revenge against perpetrators, 
need to eliminate himself/herself
for the benefit of others or 
society, or the solution to a 
seemingly unsolvable problem). 

 6. Explore the amount of energy 
the client spent in planning 
his/her suicide event (e.g., has a 
weapon been obtained or a lethal 
method chosen, has a date or a 
place been assigned, have notes 
been written, have prized pos-
sessions been distributed, has a 
sense of calm replaced turmoil 
since the planning began or was 
completed). 

 7. Explore whether any impedi-
ments to the implementation 
of his/her suicide plan exist 
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(e.g., fear of the emotional 
impact on survivors, religious 
beliefs, or social stigma 
concerns) with the client. 

 3. Cooperate with psychological 
testing designed to evaluate 
conditions correlated to 
elevated suicide risk in the 
gay/lesbian/bisexual (GLB) 
population. (8) 

 8. Administer testing to reveal and 
evaluate suicidal ideation and 
intent levels (e.g., Suicide 
Ideation Questionnaire, Beck 
Depression Inventory, Beck 
Scale for Suicide Ideation, 
Suicide Probability Scale, or 
Reasons for Living Inventory) 
and provide feedback to client 
and, if available, caregivers on 
test results and treatment 
implications. 

 4. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in the GLB 
population. (9, 10, 11) 

 9. Assess the client for the high-
risk GLB suicide marker of 
substance abuse by 
administering a thorough 
evaluation (e.g., in lesbians, 
inquire about an increase in 
alcohol abuse; in gays and 
bisexuals, inquire about 
polysubstance abuse patterns, 
age of onset, family member 
use, physiologic dependency 
signs, and types of drugs used 
and frequency). 

10. Assess the client for the high-
risk GLB suicide marker of 
maladaptive coping patterns 
associated with early attraction 
to same-gender individuals 
(e.g., denial, avoidance, 
suppression, or escape) and 
examine with him/her the 
behaviors associated with these 
maladaptive coping patterns 
(e.g., reckless engagement in 
heterosexual sex, voicing 
extremely negative attitudes 
about homosexuals, excessive 



GAY/LESBIAN/BISEXUAL 181

use of alcohol or a variety of 
drugs, attempting to get 
pregnant or father a child to 
validate heterosexuality, or 
affiliation with a highly 
rigid social or religious 
environment). 

11. Assess the client for the high-
risk GLB suicide marker of 
gender nonconforming behavior 
(e.g., disclosing sexual orienta-
tion in a social setting that is 
unsafe and nonaccepting; 
engaging in same-sex behavior 
in a setting that is unsafe and 
predatory) which may lead to 
harassment, victimization by 
violence, prostitution, or STD 
exposure.

 5. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in the GLB 
population. (12, 13, 14) 

12. Assess the client for the high-
risk GLB suicide marker of 
depression (e.g., depth of 
sadness, isolation, hopelessness, 
self-directed anger, low energy, 
social withdrawal, low self-
esteem, lack of interest or 
pleasure in activities, reduced 
appetite, or sleep disruptions). 

13. Assess the client for the high-
risk GLB suicide marker of 
posttraumatic stress (e.g., dis-
sociative flashback episodes, 
nightmares, distressing, intru-
sive recollections, emotional 
constriction, sleep disorders, 
hypervigilance, or increase 
irritability). 

14. Assess the client for the high-
risk GLB suicide marker of 
panic anxiety (e.g., pervasive 
worry, motor tension and 
restlessness, rapid heartbeat, 
fears of imminent death, sleep 
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disturbance, irritability, or 
difficulty in concentration). 

 6. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in the GLB population. 
(15, 16) 

15. Assess the client for the high-
risk GLB suicide marker of 
social rejection (e.g., romantic 
relationship termination, peer-
group rejection, college bound 
status and fears, nature of social 
support network, or military 
experiences of rejection). 

16. Assess the client for the high-
risk GLB suicide marker of 
family rejection (e.g., physically 
abused by a family member, 
disowned by family, or thrown 
out of the home). 

 7. School personnel provide 
information on the client’s 
behavior and academic issues. 
(17)

17. After obtaining appropriate 
confidentiality releases, contact 
school officials for a report on 
the client’s social network, 
absence record, academic 
pattern, and victimization 
episodes because of gender-
nonconformity behavior. 

 8. Medical personnel provide 
relevant, current information 
on the client’s general health 
issues. (18) 

18. After obtaining the appropriate 
confidentiality releases, contact 
the client’s primary care 
physician for a report on the 
client’s health (e.g., STD 
history, bodily injuries, evidence 
of sexual abuse, general disease 
patterns, medications, or 
concerns about mental health 
issues); continue periodic 
consultation with the physician. 

 9. Provide complete information 
on current mood, affect, and 
thought process in a 
psychiatric evaluation and take 
psychotropic medication as 
prescribed. (19, 20) 

19. Refer the client for a psychiatric 
evaluation to determine the 
need for psychotropic medi-
cation and to validate any at-risk 
diagnoses (e.g., major depres-
sion, anxiety disorder, PTSD 
issues).
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20. Monitor the client’s compliance 
with the psychotropic medica-
tion prescription; chart subjec-
tive and objective behavioral 
changes, and monitor the side 
effects. 

10. The client and, if available, 
caregivers accept feedback on 
the assessment for high-risk 
markers for suicide in the 
client’s presentation. (21) 

21. Summarize and give feedback 
to the client and, if available 
and appropriate, the caregivers, 
on high-risk markers found 
during the assessment and 
evaluation process; explain 
details of the treatment plan 
and attempt to engage the 
caregivers. 

11. Comply with placement in a 
more protective and restrictive 
environment if the assessments 
reveal high-risk markers for 
completed suicide. (22, 23) 

22. If at any time during the therapy 
process the client displays an 
increase in the number or inten-
sity of the examined high-risk 
markers, place him/her in a 
therapeutic setting that will 
protect him/her from suicide 
impulse, decrease perturbation, 
remove environmental stress, 
decrease isolation, and monitor 
treatment effectiveness. 

23. Monitor the client’s suicide 
risk at appropriate intervals 
through interview and by 
administering standardized 
suicide risk assessment 
instruments (e.g., Beck 
Hopelessness Scale, Suicide 
Probability Scale, Suicide Risk 
Measure, or Reasons for Living 
Inventory).

12. Affirm a safety plan that 
allows for the return to care-
givers or the community. (24) 

24. Coordinate planning that will, 
along with psychotherapy, 
aggressively treat psychiatric 
problems and substance abuse 
disorders, provide services that 
promote healthy psychosocial 
adjustment, diminish the effects 
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of discrimination, and efficiently 
decrease social stressors; obtain 
the client’s affirmation of this 
plan.

13. Agree to a written plan for 
dealing with situations when 
suicidal urges become strong. 
(25)

25. Develop a written crisis inter-
vention plan to be implemented 
during trigger events and feel-
ings (e.g., isolation, self-hate, or 
fear) that includes contacting a 
trusted friend or, if available, a 
family member or therapist and 
talking out emotional reactions 
to events; provide telephone 
numbers in writing to the client, 
and as part of the therapeutic 
relationship, have the client 
enter into a verbal agreement to 
call the resources on an as-
needed basis. 

14. Identify the stressors and 
symptoms that trigger the wish 
to die by suicide. (26, 27) 

26. Assist the client in making a 
list of his/her most prominent 
stressors (e.g., facing rejecting 
friends or family members, 
visiting a substance-dependent 
friend, seeing close friend die 
of AIDS, or being harassed at 
school); assess his/her emotional 
reactions or symptoms (e.g., 
fear, self-hate, or sorrow) 
produced by those stressors. 

27. Assist the client in developing 
a complete symptom inventory 
that includes stressors-symptoms 
stimulation and current dysfunc-
tional management of symptoms 
(e.g., self-mutilation, substance 
abuse, reckless heterosexual 
activity, or emotional constric-
tion); do these stressors cause 
other painful reactions that 
eventually overwhelm him/her 
(e.g., loss of self-respect, 
depression, or suicidal thoughts). 
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15. Identify solutions or stress-
management skills that do not 
include suicide or the wish to 
die. (28) 

28. Assist the client in identifying 
the most disruptive stressors and 
resulting symptoms (i.e., the 
symptoms that cause the highest 
level of impairment in their 
activities of daily living); target 
those symptoms for immediate 
intervention techniques and 
teach coping strategies (e.g., 
managing the sadness and anger 
generated by rejection of family 
or former friends through the 
development of a supportive 
social network, learning the 
value of verbal expression of 
those harmful emotions from the 
therapist). 

16. Increase verbalized statements 
of hope that symptoms can be 
managed in ways other than 
suicide. (29, 30, 31, 32) 

29. Formulate an appropriate view 
of the function of suicide with 
the client: It stems from a need 
to solve a seemingly unsolvable 
problem, it is fueled by a sense 
of hopelessness and helpless-
ness, and the antidote is to 
develop coping strategies and 
management techniques for 
these seemingly unsolvable 
issues; avoid leading the client 
to believe that the therapy 
process will eliminate stress 
symptoms, emphasizing the 
treatment goal of symptom 
management. 

30. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, 
maladaptive coping patterns, 
and experiences with newly 
acquired coping strategies; 
assign homework targeting 
symptom management; stress 
to the client that the goal of 
therapy is healthy symptom 
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management and not symptom 
elimination. 

31. Assist the client in identifying 
his/her maladaptive 
externalizing coping behaviors 
(e.g., drug abuse, sexual acting 
out, or fighting) and internaliz-
ing coping behaviors (e.g., 
eating disorders, anxiety 
reactions, or depression) and 
help him/her replace these 
maladaptive coping responses 
with a problem-solving focus. 
Use homework assignments in 
the treatment journal for 
exercises. 

32. Use role-play, modeling, and 
behavior rehearsal to teach the 
client symptom management 
skills (e.g., verbalizing feelings 
of anxiety or confusion with a 
trusted friend, engaging in a 
prescribed physical exercise 
program when feelings of 
anxiety are heightened, focusing 
on self-integrity when anxiety 
over sexual orientation is 
heightened).

17. Identify own personality traits 
and vulnerabilities that 
contribute to the risk for 
suicide. (33, 34) 

33. Assess the client for personal 
vulnerabilities that contribute to 
the suicidal crisis (e.g., 
emotional constriction, issues of 
self-hate, the need to be perfect, 
feelings of isolation, or a 
pathological disruption in the 
developmental process of 
acquiring sexual orientation). 

34. Assist the client in acknowledg-
ing the existence of his/her 
personal vulnerability traits and 
their influence on his/her 
maladaptive coping skills (e.g., 
inability to express powerful 
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emotions, need to conform to 
others’ expectations, or impulse 
toward self-injurious or high-
risk behaviors); teach him/her 
how to diminish influence on 
coping strategies (e.g., enabling 
the client to become less 
dependent on the approval of 
others or teaching the client the 
benefits of free expression of 
emotions). 

18. Increase the frequency of 
verbalizing statements 
indicating improved comfort 
with sexual orientation and 
coping with homophobic 
attitudes. (35) 

35. Teach the client to use a 
treatment journal to note all 
incidents of improved symptom 
management of the stressor of 
homophobic attitudes and 
attacks (e.g., walking away or 
using calming techniques in 
the face of verbal harassment); 
encourage him/her to use 
positive, affirming comments 
toward himself/herself as he/ 
she develops better symptom-
management skills. 

19. Reach out to build a positive, 
accepting social support 
network. (36) 

36. Encourage the client to seek out 
social settings with mature, 
sensitive, respectful, gay, 
lesbian, and heterosexual 
friends; review these attempts to 
reach out, reinforcing success 
and redirecting for failures. 

20. Verbalize increased self-
acceptance and the related 
ability to self-disclose to 
others. (37, 38) 

37. Review the client’s treatment 
journal to note significant 
patterns of decrease in the 
presence of high-risk symptoms 
in response to a variety of 
stressors (e.g., decrease in 
sexual acting out to cope with 
isolation, substance abuse 
patterns to cope with anxiety, 
self-mutilation to cope with self-
hate) and any increase in 
comments of pride in sexual 



188  SUICIDE AND HOMICIDE RISK ASSESSMENT & PREVENTION 

orientation, confidence in self-
disclosing, or feelings of life 
management; stress to the client 
that as self-acceptance increases, 
so does the capacity to disclose 
to others. 

38. Elicit from the client his/her 
feelings of confidence in the 
future and sense of confidence 
in self (e.g., recognizing that 
positive coping encourages a 
sense of management over 
one’s life); stress to the client 
that self-acceptance is the 
capacity to embrace the good, 
bad, positive, and negative into 
an integrated self-concept. 

21. Develop a suicide prevention 
plan that incorporates the 
treatment journal and all 
completed homework 
assignments. (39, 40) 

39. Educate the client about how to 
prevent relapse into suicidal 
behavior (e.g., rely on the 
treatment journal for reminders 
of strategies for coping with 
stress-induced symptoms, 
share feelings with trusted 
others, avoid isolation, maintain 
a healthy and global social 
network, remain on medications, 
and maintain futuristic 
thinking).

40. Assist the client in writing a 
personal suicide prevention plan 
that incorporates and respects 
the individual aspects of the 
client’s life; include all of the 
actions needed to continue 
symptom management, manage 
suicidal urges, and maintain 
confidence in himself/herself. 
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. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.23 Major Depressive Disorder, Single Episode, 
Severe

296.xx Major Depressive Disorder 
300.4 Dysthymic Disorder
303.9 Alcohol Dependence
296.90 Mood Disorder NOS 
300.02 Generalized Anxiety Disorder
302.85 Gender Identity Disorder 
300.21 Panic Disorder with Agoraphobia 
305.00 Alcohol Abuse
304.20 Cocaine Dependence
304.80 Polysubstance Dependence
309.81 Posttraumatic Stress Disorder 



190

HISPANIC MALE 

BEHAVIORAL DEFINITIONS 

 1. Expresses a generalized fatalism about life and an absence of hope for 
the future. 

 2. Demonstrates behaviors positively associated with the diagnosis of 
depressive disorder (e.g., lack of energy, anhedonia, dysphoria, or 
social withdrawal). 

 3. Family of origin is characterized by extreme turmoil and dysfunction 
(e.g., parental substance abuse or child emotional and physical abuse). 

 4. Experiences considerable acculturation stress (e.g., language barriers; 
employment; education; or lack of contact with cultural, ethnic, and 
traditional activities). 

 5. Demonstrates poorly defined coping and problem-solving skills and 
will often use escape and denial to deal with stress. 

 6. Engages in psychoactive substance abuse (e.g., crack, alcohol, 
opiates, or cocaine) to cope with acculturation stress. 

 7. Demonstrates ethnic and cultural identity confusion, which may lead 
to a sense of social isolation for the Hispanic/Anglo (e.g., mixed race) 
population.

 8. Lacks involvement or is passively involved in traditional Hispanic 
support systems or religious organizations (e.g., Catholic Church). 

.

   

.

   

.
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LONG-TERM GOALS 

 1. Resolve feelings of worthlessness, self-hate, and isolation that con-
tribute to depressive reactions and the impulse to suicide. 

 2. Enhance the development of coping strategies and problem-solving 
skills.

 3. Enhance self-identity based on cultural and ethnic traditions. 
 4. Engage in the acculturation process while maintaining a linkage to 

cultural, spiritual, and religious supports. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Describe the specifics of 
acculturation stress. (1, 2) 

 1. Assess whether the client’s 
efforts to adjust to American 
culture have had positive out-
comes (e.g., employment was 
obtained, social life was 
enhanced, and educational 
opportunities were available) or 
negative outcomes (e.g., feelings 
of isolation were predominant, 
discrimination was experienced, 
and traditional Hispanic values 
were abandoned). 

 2. Explore any sense of social 
isolation, low self-esteem, poor 
futuristic outlook, and ambiva-
lence with the client about ethnic 
identification because of mixed 
race (Hispanic/Anglo) ancestry. 

 2. Identify specifics of family 
turmoil and/or dysfunctional 
patterns. (3, 4) 

 3. Explore the client’s family of 
origin and nuclear family for 
turmoil and/or dysfunction 
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(e.g., parental abandonment; 
issues of emotional, physical, or 
sexual abuse; parental or spousal 
substance abuse patterns; or 
incidents of spousal physical 
abuse).

 4. Assist the client in identifying 
and clarifying the emotional 
impact of his family turmoil 
(e.g., fear, isolation, rage, or 
depression with helplessness). 

 3. Cooperate with psychological 
testing designed to evaluate 
suicide ideation or intent 
levels. (5) 

 5. Administer testing most 
commonly used to reveal and 
evaluate suicide ideation and/ 
or intent levels (e.g., Beck 
Hopelessness Scale, Reasons for 
Living Inventory, or Suicide 
Risk Measure). 

 4. Provide complete information 
on current mood, affect, and 
thought process in a 
psychiatric evaluation and take 
psychotropic medication as 
prescribed. (6, 7) 

 6. Refer the client for a psychiatric 
evaluation to determine his need 
for psychotropic medication and 
to validate any at-risk diagnoses 
(e.g., major depressive disorder). 

 7. Monitor the client’s compliance 
with the psychotropic medica-
tion prescription; chart the 
effectiveness of the medication 
and monitor the side effects. 

 5. Medical personnel provide 
relevant current information 
pertaining to general health 
issues. (8) 

 8. After obtaining appropriate 
confidentiality releases and 
privacy documentation, contact 
the client’s medical care 
providers for a report on general 
health issues. 

 6. The client and, if possible and 
appropriate, caregivers provide 
personal information on high-
risk behavioral markers for the 
Hispanic male suicide 
population. (9, 10) 

 9. Assess the client for the high-
risk Hispanic male suicide 
marker of substance abuse (e.g., 
age at onset of personal and 
family use, use to cope with 
acculturation stress during 
previous suicide activity, and/or 
during acculturation efforts). 
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10. Assess the client for the high-
risk Hispanic male suicide 
marker of using coping 
strategies of denial, social 
withdrawal, and behavioral 
disengagement (e.g., giving up, 
inactivity, or fatalism). 

 7. The client and, if possible and 
appropriate, caregivers provide 
personal information on high-
risk emotional markers for the 
Hispanic male suicide 
population. (11) 

11. Assess the client for the high-
risk Hispanic male suicide 
marker of depression (e.g., 
hopelessness, self-devaluation, 
anhedonia, dysphoria, or social 
withdrawal). 

 8. The client and, if possible and 
appropriate, caregivers provide 
personal information on high-
risk social markers for the 
Hispanic male suicide 
population. (12) 

12. Assess the client for the high-
risk Hispanic male suicide 
marker of affiliation with a 
violence-prone peer group (e.g., 
degree of fulfillment of social, 
environmental, and psycho-
logical needs through this 
affiliation). 

 9. Identify specifics of the current 
suicide ideation and/or intent. 
(13, 14, 15, 16) 

13. Explore the client’s goal for his 
intended suicide act (e.g., 
cessation of severe emotional 
pain, antidote for feelings of 
hopelessness, escape from 
extreme family turmoil, or a 
solution to a seemingly unsolv-
able problem). 

14. Explore the amount of time and 
energy the client has spent in 
planning his suicide event (e.g., 
has a lethal means been chosen 
and/or obtained, has a date or 
place been assigned, has the 
suicide intent been communi-
cated to anyone and, if so, what 
was the reaction). 

15. Explore whether the client has 
experienced any sense of calm, 
peace, tranquility, or renewed 
energy level since planning for 
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his suicide started or was 
completed. 

16. Explore whether the client 
identifies any barriers to his plan 
to die (e.g., personal religious 
beliefs, fear of emotional impact 
on survivors, or fear of 
accidentally surviving); note any 
ambivalence he displays about 
completed suicide. 

10. Identify specifics of any 
historic pattern of suicide 
ideation, gestures, or attempts. 
(17)

17. Explore the client’s previous 
experiences with suicide activity 
(e.g., chronic experiences of 
thinking about suicide as a way 
to solve a problem; deliberate 
nonfatal, self-harm activities 
designed to fulfill needs other 
than death; or acts of self-harm 
where the intent was to die but 
the act was accidentally 
interrupted). 

11. Identify specifics of faulty 
problem-solving strategies. 
(18, 19) 

18. Explore the client’s psychiatric 
factors that hinder his effective 
problem solving (e.g., depres-
sive disorders, anxiety disorders, 
or obsessive-compulsive 
personality disorder). 

19. Explore emotional and 
psychological factors that hinder 
the client’s effective problem 
solving (e.g., overprotective 
childhood, delayed autonomy of 
adolescence, or verbal abuse as 
a child with a scripting message 
of being “stupid”). 

12. The client and, if possible and 
appropriate, the caregivers 
accept feedback gathered from 
all sources and the treatment 
plan developed from the 
evaluation process. (20) 

20. Summarize and give feedback to 
the client and, if available and 
appropriate, his caregivers on 
high-risk markers found in the 
evaluation process and outline 
the treatment plan; if available 
and appropriate, engage 
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supportive caregivers into the 
treatment strategy (e.g., pro-
viding safety during high-risk 
times and encouraging his 
efforts on homework 
assignments). 

13. Comply with placement in a 
more protective and, possibly, 
restrictive environment. (21) 

21. If the assessments reveal the 
presence of high-risk suicide 
markers that significantly 
challenge the client’s coping 
capacity (e.g., severe symptoms 
of depression or increase in 
statements of self-devaluation), 
place him in a structured, 
supervised therapeutic setting 
that will protect him from 
suicide impulse, decrease 
perturbation, remove him 
from environmental stress, 
and monitor treatment 
effectiveness. 

14. Affirm a plan that allows for a 
safe return to the community. 
(22)

22. Review the inpatient treatment 
team’s discharge plan with the 
client and the caregivers that 
includes placement, support 
systems, individual and family 
psychotherapy, activities of 
daily living, knowledge of 
helping services, and medication 
monitoring.

15. Agree to a crisis response plan 
for dealing with situations 
when the suicide risk is strong. 
(23)

23. Develop a crisis intervention 
plan to be implemented during 
trigger events and feelings (e.g., 
family violence, acculturation 
failures, or feelings of isolation 
and despair) that includes 
contacting the therapist, a 
trusted friend, or a local suicide 
prevention center or mental 
health center help line; ask the 
client to agree, as a verbal 
contract of therapy, to call 
someone on the phone list to 
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discuss emotional reactions that 
appear overwhelming. 

16. Identify current stressors and 
resultant symptoms that trigger 
the wish to die by suicide. 
(24, 25, 26) 

24. Assist the client in making a list 
of his most prominent stressors 
(e.g., failures in acculturation 
efforts, living in an abusive 
home, or discrimination based 
on mixed-race ancestry); explore 
his emotional reactions or 
symptoms (e.g., despair, 
hopelessness, rage, or self-
devaluation) produced by those 
stressors.

25. Assist the client in developing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms 
(e.g., isolation, fear, or despair), 
dysfunctional management of 
these symptoms (e.g., substance 
abuse, social withdrawal, 
hopelessness, or suicide 
ideation), and whether these 
maladaptive behaviors create 
other results (e.g., depression 
or anxiety) that eventually 
overwhelm him. 

26. Establish a therapeutic alliance 
with the client that ensures the 
therapist’s help in targeting the 
most serious symptoms for 
immediate attention (e.g., 
medications or solution-oriented 
therapy). 

17. Increase verbalized statements 
of hope that stressors and 
symptoms can be managed 
continuously in ways other 
than suicide. (27, 28, 29) 

27. Formulate an appropriate view 
of the function of suicide with 
the client: It stems from a need 
to solve a seemingly unsolvable 
problem (e.g., escaping abuse in 
the home), it is fueled by a sense 
of hopelessness and helpless-
ness, and the antidote is to 
develop problem-solving skills, 
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with the therapist’s help, for 
these seemingly unsolvable 
stressors and symptoms. 

28. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, mal-
adaptive coping behaviors, 
and experiences with newly 
acquired adaptive coping 
strategies (e.g., substance abuse 
is replaced by sharing feelings 
with a trusted friend); assign 
homework targeting symptom 
management. 

29. Use role-play, modeling, and 
behavior rehearsal to teach the 
client to use adaptive problem-
solving skills to replace mal-
adaptive coping strategies (e.g., 
define the problem, seek alterna-
tive solutions, list the positives 
and negatives of each solution, 
select and implement a plan of 
action, evaluate the outcome, 
and adjust the solution as 
necessary). 

18. Identify and diminish the 
influence of personality 
vulnerabilities and traits on 
problem-solving deficiencies 
that contribute to suicide 
ideation and/or intent. 
(30, 31, 32) 

30. Explore the client’s personal 
vulnerabilities that hinder 
healthy coping strategies and 
contribute to the suicidal crisis 
(e.g., perfectionism, need to 
please others, self-devaluation, 
or inability to access emotions). 

31. Assist the client in acknowledg-
ing his suicide-fostering traits 
and vulnerabilities, their source, 
how they were acquired (e.g., 
self-devaluation from consistent 
parental criticism), and their 
influence in maladaptive coping 
(e.g., feelings of isolation or 
inability to tolerate failure); ask 
him to track these traits and their 
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influence in the treatment 
journal.

32. Teach the client methods and 
exercises that will diminish the 
influence of his suicide-fostering 
personality traits on problem-
solving efforts (e.g., inability to 
tolerate failure replaced by a 
sense of self-acceptance, 
isolative behaviors and a sense 
of aloneness replaced by a 
capacity for intimacy and the 
ability to share thoughts and 
feelings in the therapy sessions). 

19. Increase the use of personal 
resiliency, flexibility, and 
problem-solving skills during 
challenges from acculturation. 
(33, 34) 

33. Encourage the client to write an 
autobiography focusing on times 
of successfully coping with 
stressors and symptoms created 
by acculturation efforts; teach 
him to adapt those strategies to 
present-day stressors and 
symptoms. 

34. Encourage the client to retain or 
return to ethnic traditions and 
affiliations (e.g., attendance at 
religious ceremonies of 
importance or involvement in 
ethnic-based community support 
services) during efforts at 
acculturation. 

20. Increase the frequency of 
statements that communicate 
pride in accomplishments and 
improved confidence in self. 
(35, 36) 

35. Assist the client in enhancing his 
self-image by encouraging him 
to provide reports from his 
treatment journal and the 
homework assignments on 
recent incidents of his improved 
coping, symptom management, 
and problem-solving skills (e.g., 
remaining on medication for a 
diagnosed depressive disorder or 
talking to a friend about a 
difficult emotion). 
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36. Challenge the client to trust the 
value of himself during times 
of temporary failure; provide 
him with examples of others 
who rose from failure to enjoy 
success (e.g., Why is Everybody 
Always Picking on Us? by 
Webster-Doyle, Who Belongs 
Here by Knight, and other 
selected titles reflecting 
Hispanic culture and heritage). 

21. Develop a suicide prevention 
plan that incorporates the 
treatment journal’s homework 
assignments. (37) 

37. Assist the client in writing a 
personal suicide prevention plan 
that lists actions he will take in 
the future to manage the impulse 
to suicide (e.g., remain aware of 
strategies for coping with trigger 
stressors and symptoms, avoid 
isolation, maintain culturally 
relevant social network, and 
remain on medications, if 
prescribed). 

. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
300.4 Dysthymic Disorder
309.0 Adjustment Disorder with Depressed Mood 
300.02 Generalized Anxiety Disorder
303.90 Alcohol Dependence
305.60 Cocaine Abuse
305.00 Alcohol Abuse
V62.4 Acculturation Problem 
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V62.89 Religious or Spiritual Problem 
V61.20 Parent-Child Relational Problem 
V62.2 Occupational Problem 
309.81 Posttraumatic Stress Disorder 
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HOMELESS MALE 

BEHAVIORAL DEFINITIONS 

 1. Demonstrates behaviors correlated to the mental illness of schizo-
phrenia (e.g., delusions, hallucinations, thought disorganization, or 
depersonalization) with co-occurring disorders of major depression 
and substance abuse/dependence. 

 2. Demonstrates behaviors correlated to the antisocial personality dis-
order (e.g., lack of empathy for the rights and feelings of others, 
remarkable disdain for society’s regulations, inability to regulate emo-
tions of rage, or inability to delay gratification) with co-occurring 
disorders of major depression and substance abuse/dependency. 

 3. Demonstrates behaviors correlated to posttraumatic stress disorder 
(e.g., impulsive behaviors, out-of-control addiction to risk-taking 
behaviors, inability to regulate strong emotions, or high level of dis-
trust and guardedness toward society) with co-occurring disorders of 
major depression and substance abuse/dependency. 

 4. Rejects help from social-service agencies, religious organizations, 
mental health, and substance abuse programs. 

 5. Isolates self because of fears, rage, oppositional and defiant traits, sus-
piciousness, and assaultive behaviors. 

 6. Unable to meet necessities of daily living (e.g., food, shelter, clothing, 
nutrition, general health concerns, or chronic unemployment). 

 7. Experiences numerous, pronounced rejections from essential support 
networks (e.g., immediate family, children, spouse, or partner) be-
cause of an unwillingness to seek help for psychiatric impairment. 

 8. Demonstrates apathy about a desire to live and is unconcerned about 
life-threatening situations (e.g., disregard for dangerous weather con-
ditions or dangerous levels of polysubstance abuse/dependence or dis-
regard for general health and nutrition needs). 

 9. Presents an extreme challenge to health care providers because of 
chronic noncompliance with treatment plans and recommendations. 
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 10. Lacks futuristic thinking, but, instead, engages in a guilt-producing 
obsession with the past. 

.

   

.

   

.

   

LONG-TERM GOALS 

 1. Consistently engage in behaviors that provide for the basic needs of 
life (e.g., food, shelter, and clothing). 

 2. Obtain psychiatric care and stabilize mental and emotional condition. 
 3. Participate in a program of recovery from addiction. 
 4. Learn problem-solving and adaptive coping skills for daily life stress. 
 5. Engage in productive and healthy activities of daily living. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify factors contributing to 
current homeless condition. 
(1, 2, 3) 

 1. Examine precipitating factors 
in the client’s social, familial, 
and occupational experience 
that instigated the homeless 
condition (e.g., chronic, 
untreated substance dependence; 
undiagnosed and/or untreated 
mental disorders; or chronic 
demonstration of dysfunctional 
behaviors in social and/or 
intimate relationships). 
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 2. Ask the client to characterize his 
current homelessness as 
satisfying, acceptable, or 
disappointing.

 3. Assist the client in identifying 
what contributes to his home-
lessness being a satisfying or 
acceptable condition (e.g., 
friendships, freedom, no social 
obligations, or psychological 
comfort); ask him to identify 
what makes homelessness a 
disappointing condition (e.g., 
psychiatric turmoil, fear of 
physical violence, weather 
conditions, lack of food, 
exposure to drugs, or missing 
old relationships). 

 2. Identify life hopes and 
expectations prior to the onset 
of the homeless condition. (4) 

 4. Explore the client’s vocational, 
occupational, personal, and 
social hopes and aspirations 
prior to the onset of the home-
less condition; assess how his 
homelessness affects his hopes 
and aspirations; note any level 
of hopelessness and/or despair 
as a result of his homeless 
condition.

 3. Cooperate with psychological 
testing designed to evaluate 
conditions correlated to 
completed suicide. (5) 

 5. Arrange for psychological 
testing to evaluate the client’s 
level and nature of current 
suicide ideation/intent (e.g., 
Suicide Probability Scale, Beck 
Hopelessness Scale, or Reasons 
for Living Inventory); share test 
results with the client. 

 4. Provide complete information 
on current mood, affect, and 
thought process in a 
psychiatric evaluation and take 
psychotropic medication as 
prescribed. (6, 7) 

 6. Refer the client for a psychiatric 
evaluation to determine the 
need for psychotropic medi-
cation and to verify any at-risk 
diagnoses (e.g., schizophrenia, 
polysubstance dependence, 
major depression, posttraumatic 
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stress, or antisocial personality 
traits). 

 7. Arrange a community-based 
action plan (e.g., utilize 
homeless shelter staff) to moni-
tor the client’s compliance with 
the psychotropic medication 
prescription; remain alert to his 
subjective and objective behav-
ioral changes and side effects as 
well as co-occurring substance 
abuse.

 5. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in homeless males. 
(8, 9, 10, 11) 

 8. Assess the client for the high-
risk homeless male suicide 
marker of substance abuse/ 
dependency by administering a 
thorough evaluation (e.g., age 
of onset, choice of substances, 
readiness to change issues, or 
use as a coping strategy for 
environmental/social conditions 
or to calm psychiatric turmoil). 

 9. Assess the client for the high-
risk homeless male suicide 
marker of a history of assaultive 
behaviors (e.g., aggressive act-
ing out as a response to paranoid 
fears; periods of incarceration 
because of assault; long-term 
history of violence to property 
and people; or incidents of 
violence linked to posttraumatic 
stress). 

10. Assess the client for the high-
risk homeless male suicide 
marker of previous suicide 
activity (e.g., age of activity, 
motivation for suicide, whether 
suicide was calculated for rescue 
or if it was accidentally inter-
rupted and he is angry that he 
failed, risk factors present at the 
time of the activity and whether 
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those same risk factors are 
currently present, and family 
history of suicide). 

11. Assess the client for the high-
risk homeless male suicide 
marker of a history of rejecting 
offered mental health services 
and/or general assistance (e.g., 
medications, shelter, food, 
clothing, or medical assistance); 
examine paranoid and/or anti-
social features contributing to 
his history of refusal of services. 

 6. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in homeless males. 
(12, 13, 14, 15) 

12. Assess the client for the high-
risk homeless male suicide 
marker of the presence of a 
thought disorder (e.g., schizo-
phrenia paranoid type, depres-
sion with psychosis, bipolar 
illness, drug-induced psychotic 
conditions); evaluate the 
chronicity of the condition, 
history of treatment, family 
history of mental illness, and 
presence of persecutory 
delusions or hallucinations). 

13. Assess the client for the high-
risk homeless male suicide 
marker of major depressive 
disorder (e.g., hopelessness and 
despair; anhedonia; low self-
esteem; self-hate; or psychosis 
linked to the depressive 
disorder). 

14. Assess the client for the high-risk 
homeless male suicide marker 
of a posttraumatic stress disorder 
(e.g., need to escape expectations 
of society; inability to respond 
to social norms; or fears of 
excessive environmental/social 
stimulation). 
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15. Assess the client for the high-
risk homeless male suicide 
marker of antisocial personality 
traits or disorder (e.g., unregu-
lated rage against society; lack 
of empathy for the needs of 
others and social expectations; 
need to withdraw from an 
intrusive society; or history of 
assaultive behavior). 

 7. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in homeless males. 
(16, 17) 

16. Assess the client for the high-
risk homeless male suicide 
marker of chronic occupational 
impairment (e.g., history of 
employment and number of jobs 
held; reasons for termination of 
employment; ability to adapt to 
regulations of the workplace; 
history of relationships with 
fellow workers and supervisors; 
and current job status and his 
reaction to unemployment). 

17. Assess the client for the high-
risk homeless male suicide 
marker of social isolation (e.g., 
history of family rejection, 
current social network, feelings 
of isolation that are linked to 
the suicide intent, and feelings 
of being rejected by society); 
inquire whether the client has a 
social place where he is 
comfortable.

 8. Provide specific information 
on the nature of the current 
suicide ideation/intent. 
(18, 19, 20, 21) 

18. Assess whether the client can 
state a goal for his intended 
suicide act (e.g., to escape the 
hopelessness and despair of 
homelessness, acting on the 
emotion of self-directed rage 
and self-devaluation, revenge 
toward a rejecting society or 
specific social group, or to 
escape psychiatric turmoil). 
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19. Assess the level of planning the 
client is devoting to his intended 
suicide (e.g., time and place 
has been chosen, lethal means 
obtained, suicide pact with 
others has been concluded, or 
passively accepting and refusing 
to modify his serious health 
endangering behaviors). 

20. Examine any decrease in agita-
tion and hopelessness with the 
client and/or an experience of 
calm since the planning for 
suicide started (e.g., a sense of 
peace after a period of turmoil 
could be a warning sign for a 
pending suicide event). 

21. Explore any doubts or ambiva-
lence about the intended suicide 
(e.g., impact on others or 
religious beliefs) with the client; 
such doubts may diminish the 
urge for suicide. 

 9. Accept feedback gathered from 
all sources and the resulting 
treatment plan. (22) 

22. Summarize and give feedback to 
the client on high-risk markers 
found in the evaluation process 
and outline the treatment plan; 
engage the client and any 
existing, appropriate social 
network in the treatment plan. 

10. Comply with a placement in a 
more protective and restrictive 
therapeutic setting when risk 
for suicide is high. (23, 24) 

23. Monitor the client’s suicide risk 
at appropriate intervals in the 
treatment process through a risk 
assessment interview and by 
administering, if possible, stan-
dardized suicide risk assessment 
instruments (e.g., Beck Scale for 
Suicide Ideation, Beck Depres-
sion Inventory, or Suicide 
Probability Scale). 

24. If at any time in the therapy 
process the client demonstrates 
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an increase in the number or 
intensity of noted risk factors for 
suicide, arrange for an immedi-
ate placement in a therapeutic 
setting that will protect him 
from suicide impulse, decrease 
perturbation, remove him from 
environmental stress, decrease 
his isolation, and provide close 
monitoring of medical and 
psychological treatment 
effectiveness. 

11. Affirm a plan that allows for a 
safe return to the community. 
(25)

25. In consultation with the inpa-
tient treatment team, discharge 
planning for the client should 
include a structured sheltering 
program, social support 
network, treatment and 
rehabilitation case management 
services, monitoring of 
medication, and occupational 
mainstreaming; obtain the 
client’s affirmation 
of this plan. 

12. Agree to a crisis response plan 
for dealing with situations 
when suicidal urges become 
strong. (26) 

26. Develop a crisis intervention 
plan to be implemented during 
high suicide risk periods that 
includes the following: access-
ing shelter staff, using a local 
mental health help line, access-
ing hospital emergency services, 
contacting the therapist; provide 
all telephone numbers in writing 
to the client and guide him on 
appropriately accessing these 
services.

13. Comply with placement in a 
community-based treatment 
and rehabilitation program. 
(27)

27. Encourage and monitor the 
client’s involvement in a 
community mental health treat-
ment and rehabilitation plan that 
will address the following com-
ponents: teach the client how to 
meet basic needs of food, safety, 
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and shelter; teach him about 
the psychiatric issues con-
tributing to his current condi-
tion; teach him to monitor 
his medications; and teach 
problem-solving and coping 
skills.

14. Implement problem-solving 
skills to discover solutions to 
personal problems or life 
stresses. (28, 29) 

28. Assist the client in identifying 
alternate solutions to his 
problems, challenging his 
perspective that suicide may 
be the only solution. 

29. Teach the client problem-solving 
skills (e.g., define the problem, 
identify alternative solutions, 
list the pros and cons of each 
solution, select and implement a 
plan of action, and evaluate the 
outcome and adjust as 
necessary). 

15. Verbalize statements of hope 
that problems can be managed 
continuously in ways other 
than suicide. (30, 31, 32) 

30. Formulate an appropriate view 
of suicide with the client: It 
stems from a desire to solve a 
seemingly unsolvable problem, 
it is fueled by elements of 
hopelessness and helplessness, 
and the antidote is to acquire 
safe and simple coping and 
problem-solving skills for 
identified stresses. 

31. Assign the client a treatment 
journal to track daily stresses 
(e.g., hunger or the threat of 
physical violence), the resulting 
emotional reactions or 
symptoms (e.g., fear), 
maladaptive coping patterns 
(e.g., substance abuse, need to 
isolate, or stealing), and 
experiences with newly acquired 
coping strategies (e.g., referring 
to shelter staff or case manager 
on issues of safety); assign 
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homework targeting symptom 
management. 

32. Stress to the client that the goal 
of therapy is healthy symptom 
management and not symptom 
elimination. 

16. Identify own biological, social, 
and emotional vulnerabilities 
that contribute to the suicidal 
condition and impair adaptive 
problem solving. (33) 

33. Explore the client’s personal 
vulnerabilities that contribute to 
the suicidal crisis and hinder 
effective problem solving 
(e.g., difficulty in regulating 
emotions, self-devaluation, 
distrust of society, or a need for 
isolation); encourage him to 
acknowledge the existence and 
influence of these vulnerabilities 
(e.g., need to isolate prevents 
him from seeking help) and to 
track these factors in the 
treatment journal. 

17. Identify strategies that will 
enhance self-management of 
mental health and addiction 
issues, shelter needs, health 
concerns, and social deficits. 
(34, 35) 

34. Teach the client to manage his 
own mental illness and addiction 
issues (e.g., recognize the 
symptoms of his psychiatric 
illness, understand the effects 
and side effects of his medi-
cation, recognize psychosocial 
stresses effecting symptoms, 
recognize the consequence of 
his substance abuse patterns, 
and continue to engage in 
treatment and support systems); 
monitor his implementation of 
these management processes. 

35. Teach the client to manage his 
own shelter needs, health con-
cerns, and social cohesion (e.g., 
remain in safe shelter/housing, 
manage hygiene to minimize 
health risks, maintain adequate 
nutrition, engage in appropriate 
medical and dental care, budget 
for basic needs within his 
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income, utilize free time in ways 
that contribute to good physical 
and mental health, and engage in 
safe and healthy relationships); 
monitor his implementation of 
these activities. 

18. Increase the frequency of 
statements that communicate 
pride in accomplishments and 
improved self-confidence. 
(36, 37) 

36. Assist the client in enhancing his 
self-image by encouraging self-
reports on recent incidents on 
improved coping and problem 
solving (e.g., spending funds 
previously used for alcohol on a 
deposit for a safe, independent 
apartment); encourage him to 
record these efforts in the 
treatment journal for future 
reference.

37. Enhance the client’s self-esteem 
by validating examples of 
growth, accomplishments, 
improved coping, and appro-
priate independent behaviors 
(e.g., going to a job regularly, 
medication compliance, or 
remaining in a social context). 

19. Verbalize agreement with a 
written suicide prevention 
plan. (38, 39) 

38. Educate the client on preventing 
relapse into suicidal behavior 
(e.g., remain aware of newly 
acquired coping strategies, avoid 
isolation, maintain a social 
network, remain on medication 
program, avoid substance abuse, 
or remain engaged in occupa-
tional endeavors). 

39. Assist the client in writing a 
personal suicide prevention plan 
that lists actions that will be 
taken in the future to avoid 
suicide; list specific strategies 
for coping with stresses, what 
social activities will be engaged 
in and with whom, when and 
what medications will be taken, 
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what substances will be avoided, 
what occupational activities will 
be maintained, and when further 
counseling will be held. 

. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.3x Major Depressive Disorder, Recurrent 
296.34 Major Depressive Disorder, Recurrent, Severe, 

with Psychotic Features 
304.80 Polysubstance Dependence
303.90 Alcohol Dependence
295.30 Schizophrenia, Paranoid Type 
295.10 Schizophrenia, Disorganized Type 
295.90 Schizophrenia, Undifferentiated Type 
295.60 Schizophrenia, Residual Type 
295.70 Schizoaffective Disorder
297.1 Delusional Disorder
300.21 Panic Disorder with Agoraphobia 
309.81 Posttraumatic Stress Disorder 
300.02 Generalized Anxiety Disorder
V15.81 Noncompliance with Treatment 

Axis II: 301.20 Schizoid Personality Disorder 
301.7 Antisocial Personality Disorder 
301.83 Borderline Personality Disorder 
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INCARCERATED MALE 

BEHAVIORAL DEFINITIONS 

 1. Expresses hopelessness and melancholic despair about the future. 
 2. Incarcerated because of a violent or sexual crime and expresses 

remorse and guilt over the act. 
 3. Has a history of inpatient hospitalization for psychiatric illness. 
 4. Has a history of chemical dependence. 
 5. Describes the incarceration as a punishment and a disgrace, a loss of 

control and privacy over his life, and a loss of family and friends. 
 6. Expresses anxiety about a transfer, appeal, or parole request. 
 7. Expresses fear about the violent prison atmosphere. 
 8. Experienced a family background of physical/emotional abuse, crimi-

nality, and violence as a mode of communication. 
 9. Presents symptoms of a major depressive disorder (e.g., anhedonia or 

dysphoria).
 10. Is in the early stages of prison custody (e.g., the initial three to six 

months).
 11. Expresses severe anxiety about family financial problems and his lack 

of control. 

.

   

.

   

.
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LONG-TERM GOALS 

 1. Express acceptance of incarcerated status and a will to live. 
 2. Increase contact and communication with family and/or positive 

community supports. 
 3. Enhance the ability to cope with the prison environment. 
 4. Enhance the capacity to process threatening emotions with prison 

mental health staff and/or any existing inmate peer support group. 
 5. Increase activities of daily living and diminish isolative behaviors. 
 6. Nurture physical, mental, and spiritual needs. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Describe the facts and feelings 
related to criminal history and 
current incarceration. (1, 2, 3) 

 1. Explore the client’s criminal 
history (e.g., juvenile criminal 
record, chronic acts of violence 
toward others, history of crimi-
nal sexual conduct, chronic 
probation/parole violations, and 
specific crime(s) that led to the 
current incarceration). 

 2. Examine the client’s emotional 
reactions to criminal history 
and/or lifestyle and current 
incarceration (e.g., genuine 
feelings of remorse and guilt, 
views incarceration as a per-
sonal disgrace and deserved 
punishment, demonstrated 
projection of blame onto others, 
denial of charges, or general 
uncaring attitude). Be attentive 
to those reactions (e.g., feeling 
of guilt) linked to suicide. 
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 3. Determine client’s current prison 
status (e.g., length of sentence, 
parole eligibility, length of time 
in current prison with special 
attention paid to the client who 
is in his initial three to six 
months, currently enforced 
sanctions, or length of time 
spent in isolation). 

 2. Identify the nature of any 
existing community and/or 
family support. (4, 5, 6) 

 4. Explore the client’s current 
family cohesion (e.g., spouse, 
children, parents, or siblings) 
and examine the nature of these 
relationships; identify feelings 
of isolation and rejection that 
his incarceration and criminal 
history caused in this family 
network.

 5. Examine the nature of the client’s 
current community supports 
(e.g., are they supportive of his 
current situation, rehabilitation 
efforts, and possible release; or 
are they viewed as contributors 
to his current criminal lifestyle 
and incarceration). 

 6. Explore the quality of the 
client’s social support network 
(e.g., letters or visits) and, if his 
feelings are negative, explore 
possible venues for improve-
ment and enhancement. 

 3. Identify any history of abuse or 
criminality background. (7) 

 7. Explore any history of abuse 
and/or criminality in the client’s 
family (e.g., examine issues of 
sexual, physical, or emotional 
abuse experienced as a child; 
witness to chronic patterns of 
spousal and/or sibling abuse; 
violence used as a mode of 
communication; or incarceration 
of parent(s) or sibling(s). 
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 4. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in incarcerated 
males. (8, 9, 10, 11) 

 8. Assess the client for the high-
risk incarcerated male suicide 
marker of substance abuse/ 
dependence (e.g., current use 
within the prison subculture, age 
of onset, patterns of use, poly-
substance dependence; use 
during criminal activity and 
other acts of violence toward 
self or others; or family patterns 
of substance dependence). 

 9. Assess the client for the high-
risk incarcerated male suicide 
marker of history of violence 
(e.g., childhood patterns of 
torturing animals and/or fire-
setting; spousal or child abuse 
patterns; violent acts toward 
others during criminal behavior, 
with special attention paid to 
acts of sexual violence). 

10. Assess the client for the high-
risk incarcerated male suicide 
marker of patterns of self-
mutilation; explore his 
emotional state and emotional 
response during these acts. 

11. Assess the client for the high-risk 
incarcerated male suicide marker 
of faulty problem-solving skills 
(e.g., escape, projection, denial, 
and violence to psychologically 
cope with crisis; limited knowl-
edge of adaptive problem-
solving techniques; discomfort 
with adaptive problem-solving 
techniques; and cognitive 
rigidity).

 5. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in incarcerated 
males. (12, 13, 14, 15) 

12. Assess the client for the high-
risk incarcerated male suicide 
marker of depression (e.g., 
hopelessness, helplessness, 
melancholic despair, reduced 
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appetite, sleep disturbances, 
and history of psychiatric 
treatment, either in- or 
outpatient).

13. Assess the client for the high-
risk incarcerated male suicide 
marker of psychosis (e.g., 
bizarre behavior, hallucinations, 
disorganized thoughts, thought 
intrusion, paranoid feelings, or 
inability to concentrate; note 
history of psychiatric treatment 
either in- or outpatient). 

14. Assess the client for the high-
risk incarcerated male suicide 
marker of extreme feelings of 
guilt or remorse about criminal 
acts, especially acts of violence 
toward others. 

15. Assess the client for the high-
risk incarcerated male suicide 
marker of extreme feelings of 
fear because of the atmosphere 
of violence in the prison and/ 
or anxiety about a pending 
transfer, appeal, or parole 
request; explore the linkage to 
his feelings of hopelessness and 
helplessness. 

 6. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in incarcerated males. 
(16, 17) 

16. Assess the client for the high-
risk incarcerated male suicide 
marker of feelings of loss (e.g., 
loss of membership in society 
or loss of control over life, 
privacy, family and friends, and 
dignity).

17. Assess the client for the high-
risk incarcerated male suicide 
marker of distress because of 
personal and/or family financial 
problems resulting from 
incarceration. 
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 7. Identify the nature of current 
suicidal ideation, planning, 
and/or intent. (18, 19, 20, 21) 

18. Explore the client’s intended 
goal for the suicide act (e.g., 
provides a sense of control by 
solving a seemingly unsolvable 
problem when other coping 
strategies are failing). 

19. Explore the amount of energy 
the client spends in planning 
his suicide event (e.g., examine 
preoccupation with suicide, 
has a method been creatively 
devised, or has a date been set). 

20. Examine whether the client’s 
feelings of anxiety and/or 
depression have decreased 
and a sense of calm has entered 
since his planning started or 
concluded.

21. Explore any impediments to the 
implementation of the client’s 
plan and have ways been 
considered to minimize these 
impediments (e.g., the lack of 
privacy is dealt with by planning 
the event after dark or the lack 
of lethal means has been dealt 
with by creatively using 
materials on hand). 

 8. Cooperate with psychological 
testing designed to evaluate 
suicide risk in the incarcerated 
male. (22) 

22. Administer testing to reveal 
and evaluate the client’s suicidal 
ideation and intent levels (e.g., 
Beck Hopelessness Scale or 
Suicide Probability Scale); 
provide feedback on test results 
and treatment implications. 

 9. Provide complete information 
on current mood, affect, and 
thought process in a psychiat-
ric evaluation, taking 
psychotropic medication as 
prescribed. (23, 24) 

23. Refer the client for a psychiatric 
evaluation to determine the need 
for psychotropic medication and 
to validate any at-risk diagnoses 
(e.g., psychosis, depressive dis-
order, generalized anxiety, or 
antisocial personality disorder). 
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24. Monitor the client’s compliance 
with the psychotropic medica-
tion prescription; chart sub-
jective and objective behavioral 
changes and monitor side 
effects. 

10. Accept feedback on the 
assessments and the treatment 
plan developed from the 
evaluation process. (25) 

25. Summarize and give feedback to 
the client on high-risk markers 
found during the assessment and 
evaluation process and outline 
the treatment plan. 

11. Comply with placement in a 
more protective and, possibly, 
a more restrictive environment. 
(26, 27) 

26. If at any time during the treat-
ment process the client displays 
an increase in the number or 
intensity of the examined high-
risk markers, place him on 
Suicide Precaution Watch, as 
designated by the prison’s policy 
and procedures; this placement 
should be as therapeutic as 
possible to allow a decrease in 
the suicide impulse. 

27. Ensure that the prison policy 
and procedure does not allow the 
Suicide Precaution Watch 
implementation by placing the 
client in isolation, which 
increases his risk for suicide; 
access to meaningful support 
networks is essential at this 
time. 

12. Affirm a safety plan that 
allows for a return to the 
prison’s general population. 
(28)

28. Coordinate planning with psy-
chotherapy that will aggres-
sively treat psychiatric problems 
and promote adaptive adjust-
ment to the realities of the 
prison environment (e.g., within 
the context of the client’s level 
of confinement, allow for an 
activities of daily living plan 
that permits effective time 
utilization). 
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13. Agree to a written plan for 
dealing with situations when 
suicidal urges become strong. 
(29, 30) 

29. Develop a detailed, structured, 
written crisis intervention plan 
to be implemented during 
trigger events and feelings (e.g., 
an attacking letter from family 
that results in feelings of self-
hate or a denial of an appeal that 
produces melancholic despair) 
that includes contacting the 
therapist or the prison health-
care staff. 

30. Monitor the client’s suicide risk 
at appropriate intervals during 
the therapy process through 
interview and by administering 
standardized suicide risk 
assessment instruments (e.g., 
Beck Hopelessness Scale or 
Suicide Ideation Scale). 

14. Identify the stressors and 
symptoms that trigger the wish 
to die by suicide. (31, 32, 33) 

31. Assist the client in making a list 
of his most prominent stressors 
(e.g., violent prison atmosphere, 
loss of family cohesion, or loss 
of control over life) and emo-
tional reactions or symptoms 
(e.g., unmanageable fear, shame, 
isolation, rejection, or despair) 
produced by those stressors. 

32. Assist the client in producing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms (e.g., 
those symptoms that appear to 
have no solution and create the 
most intense need to die by sui-
cide) and how these symptoms 
are currently managed (e.g., 
isolation from the general 
population or substance abuse). 

33. Establish a therapeutic alliance 
with the client that ensures the 
therapist’s help in targeting the 
most serious symptoms for 
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immediate attention (e.g., 
solution-oriented therapy to 
enhance problem-solving skills 
and, if needed, medications). 

15. Identify solutions and coping 
strategies that do not include 
suicide or the wish to die. 
(34, 35, 36) 

34. Formulate an appropriate view 
of suicide for the client: It 
stems from a desire to solve 
and/or escape a seemingly 
unsolvable problem and/or 
painful psychological state 
that is temporary; it is fueled by 
elements of hopelessness and 
helplessness; and the antidote is 
to acquire, with the therapist’s 
help, safe and simple problem-
solving skills for identified 
stressors and symptoms. 

35. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, 
maladaptive coping patterns, 
and experiences with newly 
acquired coping strategies; 
assign homework targeting 
symptom management. 

36. Teach the client various forms 
of problem-solving strategies 
(e.g., direct action strategies 
aimed at modifying the stressful 
situation; situation redefinition 
and distraction strategies; 
catharsis skills; relaxation skills; 
and seeking social support) 
and examine with him the 
particular strategy that fits his 
personal strengths, reduces the 
strength of the current stressor, 
and are most likely to be 
successful.

16. Increase the frequency of 
verbalizing statements 
indicating improved coping 
with the realities of the prison 

37. Assist the client in reviewing the 
treatment journal during each 
session; identify and reinforce 
strengths and an improved sense 



222  SUICIDE AND HOMICIDE RISK ASSESSMENT & PREVENTION 

experience that are specifically 
challenging to the client. 
(37, 38) 

of self-image because of 
enhanced problem-solving 
strategies and symptom 
management. 

38. Assist the client in his efforts to 
manage the prison routine and 
reinforce constructive means for 
using his time; formulate daily 
schedules that will identify 
activities that will meet his 
emotional, intellectual, physical, 
and spiritual needs. 

17. Verbalize increased acceptance 
of self as a vulnerable person, 
capable of mistakes and fail-
ures, while keeping intact a 
core image of self-regard. (39) 

39. Teach the client that he must 
respect his core self-image of 
intrinsic worth (e.g., always 
welcome him with a genuine 
caring attitude), that the cathar-
sis of emotions are honored and 
accepted without judgment, that 
to be vulnerable is to be human, 
and that the value of a life is not 
determined by where we are but 
who we are. 

18. Develop a suicide prevention 
plan that incorporates the 
treatment journal and all 
completed homework 
assignments. (40) 

40. Assist the client in writing a 
personal suicide prevention plan 
that lists actions that will be 
taken in the future to manage 
suicidal urges (e.g., rely on the 
treatment journal for reminders 
of strategies for coping with 
trigger events, feelings, and 
symptoms; maintain a produc-
tive activities of daily living 
routine; trust the value of self; 
and continue to respond to 
emotional, intellectual, physical, 
and spiritual needs). 
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. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
296.90 Mood Disorder NOS 
308.3 Acute Stress Disorder 
300.02 Generalized Anxiety Disorder
305.00 Alcohol Abuse
303.90 Alcohol Dependence
305.20 Cannabis Abuse
295.xx Schizophrenia
298.9 Psychotic Disorder NOS 
312.30 Impulse Control Disorder NOS 
312.34 Intermittent Explosive Disorder 
309.81 Posttraumatic Stress Disorder 

Axis II: 301.7 Antisocial Personality Disorder 
301.83 Borderline Personality Disorder 
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LAW ENFORCEMENT OFFICER 

BEHAVIORAL DEFINITIONS 

 1. Demonstrates behaviors positively correlated to extreme psychological 
distress (e.g., depressive disorders, anxiety disorders, obsessive-
compulsive disorder, or posttraumatic stress disorder). 

 2. Expresses a need to escape from an intolerable life situation and will 
suggest to others that suicide is a method under consideration. 

 3. Displays distress about job-related conflicts (e.g., no job promotion, 
assignment conflicts, diminished respect from the public, life-
threatening elements of the job, constant exposure to conflict, or 
conflict with superiors). 

 4. Uses alcohol or other mood-altering drugs until high, intoxicated, or 
passed out. 

 5. Experiences current relationship problems because of long, irregular 
working hours, ignores family needs and activities, and experiences 
sexual dysfunction that possibly is due to depression. 

 6. Demonstrates a life-long problem with effective communication of emo-
tions, resulting from a family pattern of dysfunctional communication. 

 7. Has recently experienced a significant psychological trauma (e.g., loss 
of a relationship, loss of a friend or loved one to death, loss of health, 
or loss of financial security). 

 8. Demonstrates a significant increase in social isolation and withdrawal. 
 9. Has a history of psychiatric treatment, or it has been recommended by 

superiors.
 10. Has been caught in an illegal activity and is at risk of going to prison. 
 11. Talks about suicide as a method of gaining revenge against an insensi-

tive police bureaucracy. 
 12. Demonstrates a life-long pattern of impulsive, high-risk behaviors. 
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.

   

.

   

.

   

LONG-TERM GOALS 

 1. Develop adaptive coping skills for effective management of work-
related stresses. 

 2. Experience a positive engagement with life and hope for the future. 
 3. Develop a balanced lifestyle that includes meeting professional, per-

sonal, relational, and social needs. 
 4. Enhance the capacity for emotional expression in the context of inti-

mate relationships. 
 5. Enhance and use supportive social networks. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify specifics on the choice 
of a law enforcement career. 
(1, 2) 

 1. Explore the client’s motivations 
for choosing the law enforce-
ment profession (e.g., family 
tradition, need for social 
approval, altruism, need for an 
action-oriented profession, or 
attracted to the authority aspects 
of the profession) and note any 
motivations that could be prob-
lematic for a healthy adjustment. 
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 2. Explore the client’s current 
feelings toward his/her 
professional experience 
(e.g., very satisfied, a balanced 
view, dissatisfied, or very 
unhappy) and isolate current 
emotional reactions that could 
be problematic for a healthy 
adjustment (e.g., stress because 
of continuous exposure to 
violence and trauma, frustrations 
because of an uncaring 
bureaucracy). 

 2. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in law enforcement 
officers. (3, 4, 5, 6) 

 3. Assess the client for the high-
risk law enforcement officer 
suicide marker of alcohol abuse/ 
dependency (e.g., use of alcohol 
to cope with job-related stress, 
use of alcohol in job-related 
socializing, family patterns of 
use/abuse, use to cope with 
psychological distress). 

 4. Assess the client for the high-
risk law enforcement officer 
suicide marker of illegal activity 
with the resulting risk of going 
to prison (e.g., the type of 
activity and the motivation for 
this activity). 

 5. Assess the client for the high-
risk law enforcement officer 
suicide marker of verbalizing 
masked, subtle suicide intent 
(e.g., “Sometimes I wish I 
would wake up dead,” “Maybe 
today I’ll get lucky and get 
shot,” “Nobody around here 
would miss me if I died,” or 
“Sometimes I’d like to make a 
permanent exit from this 
place”).

 6. Assess the client for the high-
risk law enforcement officer 
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suicide marker of verbalizing 
extreme job-related stress (e.g., 
lack of job promotion, conflicts 
with superiors, assignment 
conflicts, or ridicule by peers). 

 3. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in law-enforcement 
officers. (7, 8, 9, 10) 

 7. Assess the client for the high-
risk law enforcement officer 
suicide marker of extreme 
patterns of psychiatric/ 
psychological distress (e.g., 
behaviors correlated to 
depressive disorders, anxiety/ 
mood disorders, obsessive-
compulsive personality disorder, 
posttraumatic stress disorder, or 
issues of hopelessness and 
despair for the future). 

 8. Assess the client for the high-
risk law enforcement officer 
suicide marker of history of, or 
current involvement with, 
psychiatric treatment (e.g., if 
there is current treatment, 
releases should be obtained; if 
there is past involvement, a 
detailed history should be 
obtained).

 9. Assess the client for the high-
risk law enforcement officer 
suicide marker of emotional 
constriction (e.g., inability to 
access emotions, reduced 
capacity for empathy, and 
diversion behaviors used to 
avoid emotional expression). 

10. Assess the client for the high-
risk law enforcement officer 
suicide marker of life-long 
patterns of risk-taking behaviors 
(e.g., correlation to issues of 
posttraumatic stress disorder, 
patterns of extreme and 
unnecessary risk-taking while on 
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duty, history of spousal abuse, 
functioning as a motivator for 
the profession of law 
enforcement officer). 

 4. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in law enforcement 
officers. (11, 12, 13) 

11. Assess the client for the high-
risk law enforcement officer 
suicide marker of relationship 
turmoil (e.g., alienation from 
wife and/or children, history of 
disrupted relationship patterns, 
attending to the needs of his/her 
profession over the needs of 
family and/or relationships, 
issues of sexual dysfunction as a 
factor in relationship turmoil). 

12. Assess the client for the high-
risk law enforcement officer 
suicide marker of loss (e.g., 
relationships, partners, self-
esteem, health, financial 
security, or job enthusiasm). 

13. Assess the client for the high-
risk law enforcement officer 
suicide marker of a pattern of 
social isolation (e.g., avoiding 
activities that had previously 
given social identification, 
isolative patterns of substance 
abuse, or isolative behaviors 
motivated by paranoia and/or 
generalized anger). 

 5. Identify the nature of current 
suicidal ideation, planning, 
and/or intent. (14, 15, 16, 17) 

14. Explore the client’s intended 
goal for the suicide act (e.g., 
revenge against uncaring 
bureaucracy, cessation of 
intolerable psychological pain, 
or motivated by self-hate or self-
devaluation).

15. Explore the amount of energy 
the client has spent in planning 
his/her suicide event (e.g., has 
a date and/or a place been 
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assigned, paying special 
attention to allusions to using 
his/her police revolver in the 
act).

16. Examine whether the client’s 
feelings of anxiety and/or 
depression have decreased and a 
sense of calm has entered since 
the planning started or 
concluded.

17. Explore whether the client 
experiences any ambivalence to 
the implementation of his/her 
suicide plan (e.g., fear of 
emotional impact on survivors, 
hope that problems may 
possibly have other solutions, or 
social stigma concerns). 

 6. Cooperate with psychological 
testing designed to evaluate 
conditions related to suicide 
risk in law enforcement 
officers. (18) 

18. Administer testing that will 
reveal and evaluate the client’s 
suicidal ideation and intent 
levels (e.g., MMPI-2, Suicide 
Probability Scale, Suicide 
Ideation Scale, or Reasons for 
Living Inventory); provide 
feedback to him/her on the 
results and treatment 
implications. 

 7. Medical personnel provide 
relevant current information on 
the client’s general health 
issues. (19) 

19. After obtaining appropriate 
confidentiality and privacy 
releases, contact the client’s 
primary care physician for a 
report on his/her general health 
issues (e.g., health concerns that 
may prevent the continuation of 
his/her law enforcement career, 
health-related sexual functioning 
problems, patterns of accidental 
injuries, or mental health 
concerns).

 8. Provide complete information 
on current mood, affect, and 

20. Refer the client for a psychiatric 
evaluation to determine the need 
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thought process in a psychi-
atric evaluation, taking 
psychotropic medication as 
prescribed. (20, 21) 

for psychotropic medication 
and to validate any at-risk 
diagnoses (e.g., depressive 
disorders or posttraumatic stress 
disorder). 

21. After affirming for the client 
that the prescribed medication 
will not hinder, in any way, 
his/her job performance, 
monitor his/her compliance with 
the psychotropic medication; 
chart the subjective and 
objective behavioral changes 
and monitor side effects paying 
special attention to any effects 
that limit his/her job perform-
ance and, possibly, compromise 
safety. 

 9. Accept feedback on the assess-
ments and the treatment plan 
developed from the evaluation 
process. (22) 

22. Summarize and give feedback to 
the client and, if available and 
appropriate, significant others, 
on high-risk markers found 
during the assessment and 
evaluation process; explain 
details of the treatment plan and, 
if appropriate, attempt to engage 
significant others. 

10. Comply with placement in a 
more protective and, possibly, 
a more restrictive environment. 
(23)

23. If at any time during the 
treatment process the client 
displays an increase in the 
number or intensity of the 
examined high-risk factors 
(e.g., an exacerbation of the 
depressive disorder symptoms) 
and explicit warning signs 
correlated to completed suicide 
(e.g., increased verbalization 
of the intent to die), place 
him/her in a therapeutic setting 
that will protect from suicide 
impulse, decrease perturbation, 
and remove him/her from 
environmental stress. 
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11. Affirm a safety plan that 
allows for a return to the 
community and engagement in 
his/her professional duties. 
(24, 25) 

24. Coordinate planning with 
psychotherapy that will 
aggressively treat psychiatric 
problems, provide services that 
promote healthy psychosocial 
adjustment on return to duty, 
and efficiently decrease social 
stressors of the law enforcement 
officer experience; obtain the 
client’s input and affirmation of 
this plan for discharge from 
inpatient care. 

25. Develop a written crisis 
intervention plan to be 
implemented during trigger 
events and feelings (e.g., job-
related concerns that cause 
feelings of self-devaluation and 
helplessness) that includes 
talking to the therapist and about 
emotional reactions to these 
events; stress the adaptive 
coping strategy that the crisis 
intervention plan includes versus 
maladaptive coping strategies 
(e.g., alcohol abuse). 

12. Identify the stresses and 
symptoms that trigger the wish 
to die by suicide. (26, 27, 28) 

26. Assist the client in making a list 
of his/her most prominent 
stressors (e.g., job-related stress 
or peer conflicts, constant 
exposure to trauma) and 
emotional reactions or 
symptoms (e.g., rage, grieving, 
self-devaluation, humiliation, or 
helplessness) produced by those 
stressors; remain alert to his/her 
ability or inability to access 
emotional reactions to the 
identified stressors. 

27. Assist the client in producing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms (e.g., 
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rage, helplessness, guilt, or 
grieving), how these symptoms 
are currently dysfunctionally 
managed (e.g., isolative 
substance abuse, unnecessary 
violent acts while on duty, or 
socially isolating behaviors), 
and other reactions created by 
these symptoms (e.g., relation-
ship turmoil, job jeopardy, or 
loss of social support). 

28. Establish a therapeutic alliance 
with the client that ensures the 
therapist’s help and provides a 
sense of hope for the future by 
targeting the most serious 
symptoms for immediate 
attention (e.g., medication 
prescription or solution-oriented 
therapy). 

13. Identify coping strategies to 
those stresses and symptoms 
that do not include suicide or 
the wish to die. 
(29, 30, 31, 32, 33) 

29. Formulate an appropriate view 
of suicide for the client: It stems 
from a desire to solve a seem-
ingly unsolvable problem; it is 
fueled by elements of hopeless-
ness and helplessness; and the 
antidote is to acquire, with the 
therapist’s help, adaptive 
problem-solving skills for the 
identified stressors and 
symptoms. 

30. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, 
maladaptive coping patterns, 
and experiences with newly 
acquired coping strategies; 
assign homework targeting 
symptom management. 

31. Teach the client about his/her 
maladaptive, externalizing 
coping behaviors (e.g., alcohol 
abuse) and internalizing coping 
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behaviors (e.g., denial, 
avoidance, or self-devaluation) 
and replace these maladaptive 
coping strategies with a 
problem-solving focus. 

32. Teach the client problem-solving 
skills (e.g., accurately define the 
problem by distinguishing 
stressors and symptoms, explore 
alternative solutions, identify the 
positives and negatives of each 
solution, select and implement a 
plan of action, evaluate in the 
treatment journal the outcome, 
and adjust the solution as 
necessary). 

33. Detail and structure the pro-
posed solutions to assist the 
client during extreme emotional 
perturbation (e.g., safe, sound, 
and simple problem-solving 
skills); provide him/her with a 
detailed plan (e.g., diversion 
coping strategies, action 
oriented strategies, or catharsis 
strategies) with specific 
instructions on responding to 
and managing the perturbation 
associated with his/her most 
painful symptoms. 

14. Increase verbalized statements 
of hope that symptoms can be 
managed continuously in ways 
other than suicide. (34) 

34. Assist the client in enhancing 
his/her self-image by 
encouraging him/her to provide 
self-reports from the treatment 
journal and homework 
assignments on recent incidents 
of his/her improved coping, 
symptom management, and 
problem-solving skills (e.g., 
talking to spouse or trusted 
friend about a difficult emotion 
versus coping with alcohol 
abuse).
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15. Identify own personality traits 
and vulnerabilities that hinder 
adaptive coping strategies and 
contribute to the suicide intent. 
(35, 36) 

35. Explore the client’s personal 
vulnerabilities that hinder 
adaptive problem-solving and 
contribute to the suicidal crisis 
(e.g., inability to access 
emotions, need to be in control 
causing an inability to accept 
failure, need for excitement and 
risk-taking behavior). 

36. Assist the client in acknowledg-
ing the existence of his/her 
suicide vulnerability traits, their 
source (e.g., coming from an 
emotionally constricted family 
system or a performance-
oriented family or symptoms of 
posttraumatic stress disorder), 
and their influence on maladap-
tive coping (e.g., isolating 
during times of stress, inability 
to tolerate failures, or impulsive 
acting out); have him/her track 
these traits and their influence in 
the treatment journal. 

16. Develop management 
strategies to diminish the 
influence of these identified 
personality traits on adaptive 
coping skills. (37) 

37. Teach the client that there is 
value in verbalizing emotions 
(e.g., sharing of feelings reduces 
their intensity or breaks down 
the sense of isolation), that there 
are safe ways to meet excite-
ment needs (e.g., socially 
acceptable, action oriented 
activities), and that it is safe to 
be vulnerable (e.g., failure is 
accepted in the therapy 
relationship).

17. Develop a supportive social 
network. (38) 

38. Encourage the client to see 
himself/herself in a social 
context by emphasizing the 
benefits of his/her participation 
in friendships and group 
activities (e.g., decreased sense 
of isolation); incorporate this 
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task into the homework 
assignments and have him/her 
track these efforts in the 
treatment journal. 

18. Develop a suicide prevention 
plan that incorporates the 
treatment journal and all 
completed homework 
assignments. (39) 

39. Assist the client in writing a 
personal suicide prevention 
plan that lists actions he/she 
will take in the future to avoid 
the impulse to suicide (e.g., rely 
on the treatment journal for 
reminders of adaptive coping 
skills, avoid isolation, maintain 
social network, and remain on 
any prescribed medications). 

. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
300.4 Dysthymic Disorder
311 Depressive Disorder NOS 
308.3 Acute Stress Disorder 
300.02 Generalized Anxiety Disorder
300.00 Anxiety Disorder NOS 
305.00 Alcohol Abuse
309.28 Adjustment Disorder with Mixed Anxiety and 

Depressed Mood 
309.81 Posttraumatic Stress Disorder 
V62.82 Bereavement 
312.34 Intermittent Explosive Disorder 
V62.2 Occupational Problem 
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NATIVE AMERICAN MALE 

BEHAVIORAL DEFINITIONS 

 1. Expresses a wish to die. 
 2. Demonstrates behaviors positively associated with the diagnosis of 

depressive disorder (e.g., lack of energy, anhedonia, dysphoria, social 
withdrawal, hopelessness, helplessness, and despair about the future). 

 3. Demonstrates behaviors positively associated with the diagnosis of 
substance abuse/dependence, especially binge drinking and inhalant 
abuse.

 4. Demonstrates behaviors positively associated with the diagnosis of 
conduct or antisocial disorder (e.g., especially the incidence of two or 
more arrests in the previous 12 months). 

 5. Demonstrates extreme family-of-origin turmoil and dysfunction (e.g., 
child abandonment, child emotional and physical abuse, divorce, 
imprisonment of caregivers, multiple caregivers, and alcoholism). 

 6. Experienced removal from home because of extreme family 
dysfunction or his own unruly behavior and, consequently, was placed 
in an Indian boarding school. 

 7. Experienced significant loss of cultural identity because of living off 
the reservation. 

 8. Experienced significant loss of cultural identity because of tribal 
instability (e.g., diminished influence of spiritual, clan, tribe, or 
extended family traditions or diminished socioeconomic security). 

 9. Was adopted by an Anglo American family and now finds 
discrimination in employment, education, and social life, with resul-
tant negative effects on self-esteem. 

 10. Failed assimilation into larger American culture with resultant 
feelings of despair and hopelessness, along with feelings of isolation 
from tribal affiliation. 

 11. Moved away from the tribe and its customs because of lack of socio-
economic opportunities and persistent poverty. 
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 12. Affiliated with a tribe where norms and traditions operate against 
achievement and success and assimilation into the larger American 
culture. 

.

   

.

   

.

   

LONG-TERM GOALS 

 1. Engage life with an expression of hope for the future. 
 2. Resolve feelings of worthlessness, self-hate, and isolation that con-

tribute to depressive reactions and suicide impulses. 
 3. Enhance development of coping strategies, self-efficacy, and problem-

solving skills. 
 4. Enhance development of spiritual, cultural, and moral foundations 

based on historic tribal traditions. 
 5. Enhance development of self-identity based on tribal traditions. 
 6. Eliminate dangerous, at-risk behavior patterns that increase suicidal 

thoughts, urges, or actions. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Describe the specifics of 
current affiliation with tribal 
culture, religion, and 
traditions. (1, 2) 

 1. Examine the stability of spiritual 
traditions in the client’s tribe 
(e.g., tribe retains religious 
rituals, healing ceremonies, 
puberty rites, and priesthood; if 
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the client is an adolescent, does 
he have an elder mentor). 

 2. Examine the stability of cultural 
traditions in the client’s tribe 
(e.g., trust and respect for the 
tribal council and elders; 
traditional ways of maintaining 
economic stability are intact; 
extended families are strong; 
young people have economic 
opportunities and are en-
couraged to remain on the 
reservation). 

 2. Identify specifics of current 
and/or previous breaks from 
tribal or reservation culture. 
(3, 4) 

 3. Assess whether the client’s 
efforts to adjust to American, 
nontribal, off-reservation culture 
had positive outcomes (e.g., 
employment was obtained, 
social life was enhanced, and 
educational opportunities were 
positive) or negative outcomes 
(e.g., feelings of isolation were 
predominant, discrimination was 
experienced, and alcohol abuse 
was a preferred way to cope). 

 4. Explore any history of being 
adopted into an Anglo American 
family and/or placement into an 
Indian boarding school with the 
client and examine any negative 
psychological effects from those 
experiences (e.g., isolation, 
abandonment, shame, or 
devaluation).

 3. Identify specifics of current 
stressors associated with tribal 
norms or traditions. (5, 6) 

 5. Examine any tribal traditions 
that may be contributing to 
current stress (e.g., tradition that 
states people should not strive to 
be better than others; tribal 
pressure to adapt to Anglo 
American economic and social 
standards) with the client. 



NATIVE AMERICAN MALE  239

 6. Examine issues of instability 
within the traditions of the tribal 
framework (e.g., tribal conflicts 
about governmental structure, 
religion, clans, extended 
families; high rates of divorce 
and/or spousal abuse; high rates 
of alcoholism and incidence of 
fetal alcohol syndrome; and 
deterioration of the extended 
family) with the client. 

 4. Cooperate with psychological 
testing designed to evaluate 
suicide ideation/intent in 
Native American males. (7) 

 7. Administer testing most 
commonly used to reveal and 
evaluate suicide ideation and/or 
intent levels (e.g., Beck 
Hopelessness Scale, Suicide 
Probability Scale, Reasons for 
Living Inventory, or Suicide 
Risk Measure). 

 5. Provide complete information 
on current mood, affect, and 
thought process in a 
psychiatric evaluation and take 
psychotropic medications as 
prescribed. (8, 9) 

 8. Refer the client for a psychiatric 
evaluation to determine his need 
for psychotropic medication and 
to validate any at-risk diagnoses 
(e.g., major depressive disorder, 
anxiety disorders, or antisocial 
personality disorder). 

 9. Monitor the client’s compliance 
with the psychotropic medica-
tion prescription; chart the 
effectiveness of the medication 
and monitor side effects. 

 6. Medical personnel provide 
relevant current information 
pertaining to general health 
issues. (10) 

10. After obtaining the appropriate 
confidentiality releases and 
privacy documentation, contact 
the client’s medical care 
providers for a report on general 
health issues (e.g., bodily 
injuries, diseases, nutrition 
problems, developmental delays, 
substance abuse related health 
issues, or signs of mental health 
concerns).
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 7. The client and, if possible and 
appropriate, caregivers provide 
information on the client’s 
personal experience with high-
risk behavioral markers for 
Native American male suicide. 
(11, 12, 13) 

11. Assess the client for the high-
risk Native American male 
suicide marker of substance 
abuse by administering a 
thorough evaluation (e.g., 
inhalant and mood altering drug 
use, binge drinking patterns, age 
of onset, family member use, 
legal involvement, history of 
substance abuse in a suicide 
activity, readiness for change 
evaluation, or tribal restrictions 
on substance use). 

12. Assess the client for the high-
risk Native American male 
suicide marker of legal conflicts 
(e.g., arrest record and 
convictions, record of two or 
more arrests in the last 12 
months, alcohol-related crimes, 
or family legal involvement); 
determine whether a diagnosis 
of antisocial personality/conduct 
disorder is appropriate. 

13. Assess the client for the high-
risk Native American male 
suicide marker of risk-taking 
behaviors (e.g., unprotected sex 
with multiple partners, reckless 
driving or use and possession of 
firearms, poor nutrition habits, 
or smoking) that are ascribed to 
a passive attitude about living 
(e.g., “I don’t really care if I live 
or die”). 

 8. The client and, if possible and 
appropriate, caregivers provide 
information on the client’s 
personal experience with high-
risk emotional markers for 
Native American male suicide. 
(14, 15) 

14. Assess the client for the high-
risk Native American male 
suicide marker of depression 
(e.g., linkage to hopelessness 
and despair, increased self-
directed rage, increase in alcohol 
abuse to cope, anhedonia, or 
dysphoria).
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15. Assess the client for the high-
risk Native American male 
suicide marker of adolescent or 
young adult onset of an acute or 
chronic disease (e.g., diabetes, 
cardiac disease, or leukemia); 
note an expressed hopelessness 
about the future, a threatened 
sense of security in body 
imagery, a diminished drive for 
autonomy and future goals, or a 
fear of being dependent. 

 9. The client and, if possible and 
appropriate, caregivers provide 
information on the client’s 
personal experience with high-
risk social markers for Native 
American male suicide. 
(16, 17, 18) 

16. Assess the client for the high-
risk Native American male 
suicide marker of extreme 
family-of-origin turmoil and 
dysfunction (e.g., an arrest of 
the primary caregiver, a history 
of multiple caregivers, divorce, 
abandonment, child or spouse 
abuse, family alcohol abuse 
patterns or suicide, or multiple 
school changes because of 
family chaos). 

17. Assess the client for the high-
risk Native American male 
suicide marker of tribal 
instability or failed acculturation 
efforts (e.g., chronic unemploy-
ment, deterioration of the 
extended family, placement in 
an Indian boarding school as a 
youth, ethnic confusion, lack of 
role models, or social isolation). 

18. Assess the client for the 
presence of high-risk Native 
American male suicide marker 
of adoption into an Anglo 
American family and culture 
(e.g., problems with isolation 
and feelings of abandonment; 
ethnic confusion, self-
devaluation, or shame; effects of 
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experiences with discrimination; 
adoptive family encouraged or 
discouraged activity in Native 
American religion, culture, and 
social events). 

10. Identify specifics of the current 
suicide plan and/or intent. 
(19, 20, 21, 22) 

19. Explore the goal for the intended 
suicide act (e.g., cessation of 
severe emotional pain; antidote 
for hopelessness; or elimination 
of self because of extreme self-
hate, an extreme form of coping, 
or a solution to a seemingly 
unsolvable problem) with the 
client. 

20. Explore the amount of time and 
energy spent in planning the 
suicide event (e.g., has a lethal 
means or weapon been chosen 
and/or obtained, has a date or 
place been assigned, has the 
suicide intent been commu-
nicated to anyone and, if so, 
what was the reaction, and have 
symbolic good-byes been 
communicated) with the client. 

21. Explore whether the client has 
experienced any sense of calm, 
peace, tranquility, or renewed 
energy level since the planning 
for the suicide started or was 
completed. 

22. Explore any barriers to the plan 
to die (e.g., tribal traditions, 
tribal or personal religious 
beliefs, or fear of emotional 
impact on survivors, of being 
discovered, or of accidentally 
surviving) with the client; note 
any ambivalence he displays 
about completed suicide. 

11. The client and, if available and 
appropriate, the caregivers 

23. Summarize and give feedback to 
the client and, if available and 
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accept feedback gathered from 
all sources and the treatment 
plan developed from the 
evaluation process. (23) 

appropriate, his caregivers on 
high-risk markers found in the 
evaluation process and outline 
the treatment plan; if available 
and appropriate, engage suppor-
tive caregivers into the treatment 
strategy (e.g., providing safety 
during high-risk times, or 
encouraging the client’s effort 
on homework assignments). 

12. Comply with placement in a 
more protective and, possibly, 
restrictive environment. (24) 

24. If assessments reveal the 
presence of high-risk Native 
American male suicide markers 
that significantly challenge the 
client’s coping capacity (e.g., 
increase in isolative behavior, 
increase in symptoms of 
depression), place him in a 
supervised, structured 
therapeutic setting that will 
protect him from suicide 
impulse, decrease perturbation, 
remove him from environmental 
stress, decrease his isolation, 
and monitor treatment 
effectiveness. 

13. Affirm a plan that allows for 
the safe return to the 
community. (25) 

25. Review the inpatient treatment 
team’s discharge plan with the 
client and the caregivers 
including placement, support 
system, individual and family 
psychotherapy, activities of 
daily living, and knowledge of 
helping services. 

14. Agree to a crisis response plan 
for dealing with situations 
when suicide risk is strong. 
(26)

26. Develop a crisis intervention 
plan to be implemented during 
trigger events and feelings (e.g., 
family violence, rejections, or 
failures) that includes contacting 
the therapist, trusted friend, 
tribal elder, or local suicide 
prevention center or mental 
health center help line; ask the 
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client to agree, as a verbal 
contact of therapy, to call 
someone on the phone list to 
discuss emotional reactions that 
appear to be overwhelming. 

15. Identify current stressors and 
resultant symptoms that trigger 
the wish to die by suicide. 
(27, 28, 29) 

27. Assist the client in making a list 
of his most prominent stressors 
(e.g., persistent poverty on the 
reservation; lack of educational, 
vocational, or employment 
opportunities; living in an 
alcoholic home; failure in 
acculturation efforts; or 
autonomy-limiting traditions of 
the tribe); explore his emotional 
reactions or symptoms (e.g., 
hopelessness, despair, or 
depression) produced by those 
stressors.

28. Assist the client in developing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms 
(e.g., hopelessness, despair, or 
self-hate), how these symptoms 
are dysfunctionally managed 
(e.g., substance abuse, violent 
acting out, or suicidal ideation), 
and whether these symptoms 
create other reactions (e.g., 
depression, anxiety, or legal 
involvement) that eventually 
overwhelm him. 

29. Establish a therapeutic alliance 
with the client that ensures 
the therapist’s help in targeting 
the most serious symptoms for 
immediate attention (e.g., medi-
cations or solution-oriented 
therapy). 

16. Increase verbalized statements 
of hope that managing 
depressive symptoms can be 

30. Formulate an appropriate view 
of the function of suicide with 
the client: It stems from a need 
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done continuously in ways 
other than suicide. (30, 31, 32) 

to solve a seemingly unsolvable 
problem (e.g., depression), it is 
fueled by a sense of helplessness 
and hopelessness, and the 
antidote is to develop coping 
strategies for these seemingly 
unsolvable stressors and 
symptoms with the therapist’s 
help.

31. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, mal-
adaptive coping behaviors, and 
experiences with newly acquired 
coping strategies (e.g., substance 
abuse is replaced by sharing 
feelings with a trusted friend or 
tribal elder); assign homework 
targeting symptom management. 

32. Use role-play, modeling, and 
behavior rehearsal to teach the 
client to use problem-solving 
skills to replace maladaptive 
coping strategies (e.g., define 
the problem, seek alternative 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome, and adjust 
the solution as necessary). 

17. Identify and diminish the 
influence of traits and 
vulnerabilities that contribute 
to suicide ideation. (33, 34, 35) 

33. Explore the client’s personal 
vulnerabilities that hinder 
healthy coping strategies and 
contribute to the suicidal crisis 
(e.g., perfectionism, need to 
please others, self-devaluation, 
or inability to access emotions). 

34. Assist the client in acknowledg-
ing his suicide-fostering traits 
and vulnerabilities, their source, 
how they were acquired (e.g., 
self-devaluation from consistent 
parental criticism), and their 



246  SUICIDE AND HOMICIDE RISK ASSESSMENT & PREVENTION 

influence in maladaptive coping 
(e.g., self-injurious behavior, 
feelings of aloneness, or 
inability to tolerate failure); ask 
him to track these traits and their 
influence in the treatment 
journal.

35. Explore methods and exercises 
with the client that will diminish 
the influence of his suicide-
fostering personality traits on 
coping capacity (e.g., self-
injurious behaviors replaced 
by a sense of self-regard, 
inability to tolerate failure 
replaced by a sense of self-
acceptance, and isolative 
behaviors and feelings of 
aloneness replaced by a capacity 
for intimacy and the ability to 
share thoughts and feelings in a 
social context). 

18. Increase cultural and spiritual 
development and ethnic 
identity within existing tribal 
traditions. (36) 

36. Encourage the client to enhance 
engagement in tribal functions, 
traditions, and religious cere-
monies; encourage him to seek 
mental health services, alcohol/ 
drug treatment services, and 
other health promotion services 
that are Native American 
specific and show the involve-
ment of the Native American 
community. 

19. Increase personal resiliency, 
flexibility, and the ability to 
cope with change during 
challenges from acculturation. 
(37)

37. Encourage the client to retain 
tribal traditions and affiliations 
(e.g., annual attendance at 
religious ceremonies of 
importance or communication 
with trusted tribal elder) during 
attempts at acculturation. 

20. Increase the frequency of 
statements that communicate 
pride in accomplishments and 

38. Assist the client in enhancing his 
self-image by encouraging him 
to provide self-reports from the 
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improved confidence in self. 
(38, 39) 

treatment journal and the 
homework assignments on 
recent incidents of his improved 
coping, symptom management, 
and problem-solving skills (e.g., 
going to school or job regularly, 
deciding against a dangerous 
activity, or talking to a friend 
about a difficult emotion). 

39. Challenge the client to trust the 
value of himself during times of 
temporary failure; provide him 
with examples of others who 
rose from failure to enjoy 
success (e.g., provide titles 
and/or readings on examples 
from the Native American 
cultural and religious history). 

21. Develop a suicide prevention 
plan that incorporates the 
treatment journal’s homework 
assignments. (40, 41) 

40. Educate the client on preventing 
relapse into suicidal behavior 
(e.g., be aware of strategies for 
coping with trigger stressors and 
symptoms, rely on trusted 
others, avoid isolation, and 
maintain culturally relevant 
social network). 

41. Assist the client in writing a 
personal suicide prevention plan 
that lists actions he will take in 
the future to manage the impulse 
to suicide. 

. .

  

. .

  

. .
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DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
300.4 Dysthymic Disorder
309.0 Adjustment Disorder with Depressed Mood 
303.90 Alcohol Dependence
305.00 Alcohol Abuse
291.89 Alcohol-Induced Mood Disorder
304.60 Inhalant Dependence
305.90 Inhalant Abuse
300.02 Generalized Anxiety Disorder
V62.4 Acculturation Problem 
312.8 Conduct Disorder
V61.20 Parent-Child Relational Problem 
V62.89 Religious or Spiritual Problem 
V62.2 Occupational Problem 
309.81 Posttraumatic Stress Disorder 

Axis II: 301.7 Antisocial Personality Disorder 
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PATHOLOGICAL GAMBLER 

BEHAVIORAL DEFINITIONS 

 1. Expresses a wish to die when confronted with a gambling related crisis 
(e.g., loss of financial security or loss of a significant relationship). 

 2. Views suicide as the solution when feeling hopeless about the ability 
to stop gambling. 

 3. Uses maladaptive gambling behavior as a way of escaping problems 
or of relieving dysphoric mood (e.g., feelings of helplessness, guilt, 
anxiety, or depression). 

 4. Restless and/or irritable when attempting to limit or stop gambling. 
 5. Has lost a significant relationship, employment, educational opportu-

nity, and/or financial security as a result of gambling. 
 6. Experiences significant and addictive physiologic excitement while 

gambling. 
 7. Has a history of poor impulse control, risk-taking behavior, and faulty 

internal regulation of emotions. 
 8. Is actively engaged in substance abuse to manage the emotions related 

to gambling (e.g., guilt, shame, anger, or fear). 
 9. Demonstrates behaviors positively correlated to antisocial personality 

disorder. 
 10. Has a history of theft or other illegal activity designed to support his 

or her gambling habit. 
 11. Demonstrates behaviors positively correlated with obsessive-

compulsive personality disorder. 

.

   

.

   

.
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LONG-TERM GOALS 

 1. Resolve suicidal crisis and develop hope for the future. 
 2. Terminate maladaptive gambling behavior. 
 3. Resolve issues of financial concerns and develop responsible money-

management skills. 
 4. Alleviate depressed mood and develop positive feelings toward self 

and the world. 
 5. Develop healthy internal regulation of emotions, sound problem-

solving skills, healthy stress-management skills, and impulse control. 
 6. Assume responsibility for disruptions in social network and, if possi-

ble, make amends for their repair. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify current and historical 
specifics related to the 
gambling addiction. (1, 2, 3) 

 1. Explore the client’s progressive 
onset of gambling behavior 
patterns (e.g., age of onset, 
conditions of introduction, 
chronic feeling state at the 
time of introduction, or 
physiologic changes while 
gambling). 

 2. Explore benefits that the client 
believes result from his/her 
gambling behavior (e.g., relieves 
boredom, relieves chronic 
malaise, provides physiologic 
energy/excitement, provides a 
sense of management/control, 
provides a sense of being alive, 
provides a way of getting out of 
gambling related debt, or is 
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designed to recapture the initial 
euphoria of winning). 

 3. Examine the client’s experience 
with long-standing behaviors 
that could be associated with 
conditions of dysthymia, 
obsessive-compulsive person-
ality disorder, antisocial 
personality traits, mania, and 
major depression. 

 2. Identify specifics of previous 
suicide ideation or intent. (4) 

 4. Explore the client’s suicide 
activity history for high-risk 
markers (e.g., activities where 
there was a clear intent to die, 
but the activity resulted in a 
nonfatal injury because of a 
rescue that was accidental and 
against the victim’s wishes; 
suicide activities where there 
was no planning and could 
be termed impulsive; or 
history of chronic suicide 
ideation).

 3. Identify attempts to stop or 
limit the gambling behaviors. 
(5)

 5. Explore the client’s previous 
efforts to control or manage 
gambling behaviors and his/her 
experiences with eventual 
relapse (e.g., resultant 
experiences of depression, 
apathy, irritability, alcohol 
abuse, anxiety after quitting; the 
client identifies the trigger to 
relapse into gambling as a 
method “of getting out of 
depression”).

 4. Cooperate with psychological 
testing designed to evaluate 
suicide ideation/intent. (6) 

 6. Administer testing most 
commonly used to reveal and 
evaluate suicide ideation and 
intent levels (e.g., MMPI, Beck 
Depression Inventory, Reasons 
for Living Inventory, or Suicide 
Probability Scale). 
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 5. Provide complete information 
on current mood, affect, and 
thought process in a psy-
chiatric evaluation, take 
psychotropic medications as 
prescribed. (7, 8) 

 7. Refer the client for a psychiatric 
evaluation to determine his/her 
need for psychotropic 
medication and to validate any 
at-risk diagnoses (e.g., clarifying 
whether the pathological gam-
bling is associated with the 
manic phase of the bipolar dis-
order; issues of major depres-
sion, dysthymia, obsessive-
compulsive personality disorder, 
or antisocial personality). 

 8. Monitor the client’s compliance 
with the psychotropic 
medication prescription; chart 
his/her subjective and objective 
behavioral changes and monitor 
side effects. 

 6. Medical personnel provide 
relevant, current information 
on the client’s general health 
issues. (9) 

 9. After obtaining the appropriate 
confidentiality and privacy 
releases, contact the client’s 
medical provider for a report on 
his/her current medical 
problems. 

 7. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in pathological 
gamblers. (10, 11, 12, 13, 14) 

10. Assess the client for the high-
risk gambler suicide marker of 
substance abuse by administer-
ing a thorough evaluation (e.g., 
age of onset, use in conjunction 
with gambling behavior, use to 
cope with chronic feelings of 
uselessness and apathy, history 
of use in suicide activity). 

11. Assess the client for the high-
risk gambler suicide marker of 
criminal behavior and legal 
involvement (e.g., crimes of 
theft, embezzlement, passing 
bad checks, or any illegal 
activity to support gambling 
behavior; or feelings of shame, 
guilt, or being out of control). 
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12. Assess the client for the high-
risk gambler suicide marker of 
loss of financial stability (e.g., 
bankruptcy; business failure; no 
hope of ever repaying debt; 
losing money designated for 
college education of children, 
retirement for spouse, savings 
for home; note significant threat 
to current socioeconomic 
status).

13. Assess the client for the high-
risk gambler suicide marker of 
job loss (e.g., the number of jobs 
lost since gambling is out of 
control; numerous moves 
because of job loss; feelings of 
shame, guilt, or worthlessness 
connected to job loss). 

14. Assess the client for the high-
risk gambler suicide marker 
of chronic impulse-control 
problems (e.g., linkage to 
antisocial personality traits; 
in regard to the addiction to 
physiologic excitement, any 
linkage to posttraumatic stress 
disorder; other behaviors seen 
as risk-taking; early childhood 
onset).

 8. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in pathological 
gamblers. (15, 16) 

15. Assess the client for the high-
risk gambler suicide marker of 
depressive disorders (e.g., 
anhedonia; dysphoria; linkage 
with elements of despair and 
hopelessness; lifetime 
prevalence; addiction to 
gambling as a self-identified 
strategy to offset feelings of 
depression, apathy, and 
dysthymia). 

16. Assess the client for the high-
risk gambler suicide marker of 
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obsessive-compulsive traits 
(e.g., issues of guilt, shame, or 
discomfort with gambling urges 
and issues of arousal, pleasure, 
gratification, excitement, and 
absence of guilt or shame with 
gambling urges). 

 9. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in pathological 
gamblers. (17, 18) 

17. Assess the client for the high-
risk gambler suicide marker of 
disruption of interpersonal 
relationships (e.g., divorce, 
losing friends because of debts 
owed, and feelings of isolation 
and abandonment). 

18. Assess the client for the high-
risk gambler suicide marker of 
severe pathological gambling 
patterns (e.g., meets all of the 
diagnostic criteria found in 
DSM-IV-TR for Pathological 
Gambling; if the game of choice 
is isolative such as slot 
machines, note consistency of 
habit and money spent). 

10. Identify specifics of the current 
suicide ideation and/or intent. 
(19, 20, 21, 22) 

19. Explore the client’s intended 
goal of the suicide act (e.g., 
method of solving the gambling 
addiction, eliminate feelings of 
guilt or shame, eliminate the 
severe pain of depression, 
eliminate himself/herself 
because of extreme issues of 
self-hate, provide a sense of 
control and management while 
in a psychological state of 
uncontrolled turmoil). 

20. Explore the amount of time and 
energy the client spent in 
planning the suicide event 
(e.g., has a lethal means or 
weapon been chosen and/or 
obtained, has a date or place 
been assigned, has the suicide 
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intent been shared with anyone, 
and are the plans specific to 
avoid possible rescue and/or 
interruption).

21. Examine whether the client has 
experienced an easing or relief 
from intense feelings of anxiety 
and/or depression since the 
planning for suicide started or 
concluded.

22. Explore the client’s sense of 
ambivalence about the suicide 
intent (e.g., openness to 
exploring other problem-solving 
options) and/or any barriers to 
the plan to die (e.g., fear of 
suicide’s emotional impact on 
survivors, or religious beliefs). 

11. Accepts feedback gathered 
from all sources and the 
treatment plan developed from 
the evaluation process. (23) 

23. Summarize and give feedback to 
the client on high-risk markers 
found in the evaluation process; 
outline an integrated treatment 
plan, incorporating issues of 
depression, gambling behavior, 
and substance abuse, engaging 
the supportive social network 
and/or family members, if 
appropriate and available. 

12. Comply with placement in a 
more protective and, possibly, 
restrictive environment. (24) 

24. If at any time during the 
treatment process the client 
displays an increase in risk 
factors (e.g., depression, 
agitation, or guilt) and 
demonstrates specific warning 
signs correlated to completed 
suicide (e.g., obtaining a 
weapon), placed him/her in a 
structured, therapeutic setting 
that will protect him/her from 
suicide impulse, decrease 
perturbation, and monitor 
medication effectiveness. 
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13. Affirm a discharge plan that 
allows for a safe return to the 
community. (25) 

25. Review the inpatient treatment 
team’s discharge plan with the 
client that includes support 
systems (e.g., Gambler’s 
Anonymous meetings), 
individual psychotherapy 
appointments, activities of daily 
living, knowledge of helping 
services, and medication 
regimen. 

14. Agree to a crisis response plan 
for dealing with situations 
when suicidal risk is strong. 
(26, 27) 

26. Develop a crisis intervention 
plan to be implemented during 
trigger events (e.g., relapse into 
gambling or high-profile 
sporting events) and resultant 
emotional reactions (e.g., shame, 
guilt, depression, impulse 
control, or despair) that includes 
contacting the therapist, the 
Gambler’s Anonymous sponsor, 
or a trusted friend to discuss 
emotional reactions and 
alternative coping strategies. 

27. Ask the client to agree, as a 
verbal contract of therapy, to 
call someone on the phone list 
in cases of strong suicide intent. 

15. Identify current stressors, and 
resultant symptoms, that 
trigger the wish to die by 
suicide. (28, 29, 30) 

28. Assist the client in listing his/ 
her most prominent stressors 
(e.g., attempts at quitting 
gambling or dealing with family 
discord or financial debt); 
explore emotional reactions or 
symptoms (e.g., depression, 
irritability, shame, guilt, or 
isolation), produced by those 
stressors.

29. Assist the client in developing 
a complete symptom inventory 
that identifies the most disrup-
tive symptoms, how these 
symptoms are currently dysfunc-
tionally managed (e.g., relapse 
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into gambling, substance abuse, 
or suicide ideation), and whether 
these maladaptive responses 
lead to consequences (e.g., 
family rejection, or loss of job) 
that eventually overwhelm 
him/her. 

30. Establish a therapeutic alliance 
with the client that ensures the 
therapist’s help in targeting the 
most serious symptoms for 
immediate attention (e.g., 
solution-oriented therapies, 
medication, or hospitalization). 

16. Increase verbalized statements 
of hope that symptoms can be 
managed continuously in ways 
other than suicide. (31, 32, 33) 

31. Formulate an appropriate view 
of the function of suicide for the 
client: It stems from a need to 
solve a seemingly unsolvable 
problem, it is fueled by a sense 
of hopelessness and helpless-
ness, and the antidote is to 
develop healthy coping strate-
gies for these seemingly 
unsolvable stressors and 
symptoms. 

32. Assign the client a treatment 
journal to track daily stressors, 
the resultant symptoms, 
maladaptive coping patterns, 
and experiences with newly 
acquired coping strategies (e.g., 
managing the urge to gamble by 
avoiding the stimulating event 
and diverting attention to 
another activity); assign 
homework targeting symptom 
management. 

33. Teach the client healthy 
problem-solving skills (e.g., 
define the problem, explore 
alternative solutions, list the 
positives and negatives of each 
solution, select and implement a 



258  SUICIDE AND HOMICIDE RISK ASSESSMENT & PREVENTION 

plan of action, evaluate the 
outcome and adjust skills as 
necessary in the treatment 
journal).

17. Identify own biological, social, 
and psychological 
vulnerabilities and traits that 
hinder healthy coping 
strategies and contribute to the 
risk of suicide. (34, 35) 

34. Explore the client’s personal 
vulnerabilities and traits that 
contribute to the suicidal crisis 
(e.g., need for excitement, 
malaise, despair, need to be in 
control, or emotional constric-
tion); help him/her acknowledge 
the existence of these traits and 
track them and their influence 
on coping patterns in the 
treatment journal. 

35. Assist the client in developing 
strategies to manage the 
influence of vulnerability traits 
on coping strategies and 
diminish their influence on the 
suicide intent (e.g., treating 
dysthymia with medication, 
experiencing the benefit of 
emotional expression, or 
meeting excitement needs in a 
more responsible fashion). 

18. Implement strategies that will 
enhance a balanced life and 
make amends for pain caused 
to others. (36, 37) 

36. Assist the client in developing 
strategic plans for financial 
control, activities of daily living, 
involvement in Gambler’s 
Anonymous and/or AA/NA, 
steady employment and work 
habits; emphasize the benefits of
a managed life (e.g., security, 
decrease in anxiety, or sense of 
management). 

37. Assist the client in repairing 
social network disruption and 
family cohesion (e.g., owning 
responsibility for disruptive 
behaviors, accepting anger and 
resentment from family and 
social network, remain alert to 
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the urge to use denial and 
projection of blame, or respond 
to the needs and directions of 
the family and/or social 
network).

19. Increase self-awareness and 
acceptance that includes self-
identification as a person who 
craves excitement, is prone to 
depression, vulnerable to 
impulsivity, and attracted to 
gambling. (38, 39) 

38. Assist the client in gaining 
insight on the function of 
gambling in his/her life (e.g., 
alleviate dysthymic/depressive 
symptoms, escape from stress, 
need to be in control, alleviate 
malaise, or addiction to excite-
ment); incorporate an accep-
tance of himself/herself as 
vulnerable to gambling for the 
rest of his/her life. 

39. Assist the client in enhancing 
self-image by encouraging 
him/her to provide self-reports 
from the treatment journal and 
homework assignments on 
recent incidents of improved 
coping, symptom management, 
and problem-solving skills 
(e.g., refraining from subtle 
opportunities to gamble, 
deciding against a risk-taking 
activity, or remaining on 
medication prescription for 
depression).

20. Develop a suicide prevention 
plan that incorporates the 
treatment journal’s homework 
assignments. (40) 

40. Assist the client in writing a 
personal suicide prevention 
plan that lists actions he/she 
will take to avoid the risk of 
impulse to suicide (e.g., remain 
aware of lessons from the 
treatment journal for coping 
with trigger stressors and 
symptoms, rely on supportive 
social network, or remain on 
prescribed medications). 
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. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
300.4 Dysthymic Disorder
311 Depressive Disorder NOS 
312.31 Pathological Gambling 
312.30 Impulse-Control Disorder NOS 
303.90 Alcohol Dependence
305.00 Alcohol Abuse
300.01 Panic Disorder without Agoraphobia 
300.3 Obsessive-Compulsive Disorder
300.02 Generalized Anxiety Disorder
309.81 Posttraumatic Stress Disorder 

Axis II: 301.83 Borderline Personality Disorder 
301.7 Antisocial Personality Disorder 
301.4 Obsessive-Compulsive Personality Disorder 
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PHYSICIAN

BEHAVIORAL DEFINITIONS 

 1. Demonstrates personality traits of being obsessional, perfectionistic, 
overly ambitious, and rigid. 

 2. Has difficulty with emotional expression, a low tolerance for uncer-
tainty, and inadequate coping skills to effectively deal with stress. 

 3. Demonstrates symptoms of a major depressive disorder (e.g., anhedo-
nia, dysphoria, despair, increased irritability, or sleep problems) and/ 
or anxiety disorder (e.g., inability to concentrate). 

 4. Displays a tendency to deny, minimize, and rationalize psychiatric 
symptoms and behaviors. 

 5. Engages in significant patterns of alcohol abuse and drug dependency 
in reaction to verbalized disappointment with career, high levels of 
job-related stress and burn out, and marital discord. 

 6. Verbalizes fatigue and stress because of continuous exposure to trau-
matic stimuli, feeling intense responsibility to relieve suffering, con-
frontation with ethical dilemmas, and meeting the competing needs of 
clients and his/her own family. 

 7. Practices in a medical environment with high stress levels (e.g., rural 
isolation, HIV medicine, oncology, emergency departments, intensive 
care units, anesthesiology, psychiatry, start-up practice). 

 8. Reluctance to discuss personal psychiatric and/or psychological issues 
with a peer physician. 

 9. Shuns talking about suicide intent and/or ideation because of fears of 
stigma or feelings of vulnerability, worthlessness, shame, or guilt. 

 10. Motivated to choose the medical profession by social status, a need to 
earn other’s approval, and/or parental or family pressure. 

 11. Experienced significant childhood trauma (e.g., exposure to family 
members with serious physical and/or mental health disorders) that 
influenced the decision to study medicine. 
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.

   

.

   

.

   

LONG-TERM GOALS 

 1. Report a wish to live. 
 2. Develop a balanced self-concept that can accept temporary failures 

and integrate them into professional and personal growth experience. 
 3. Develop an enhanced capacity for emotional expression that enables 

adaptive coping with frustration, fear, grief, and other emotions 
common to the practice of medicine. 

 4. Develop a sense of hope for the future and an ability to define self in a 
futuristic context. 

 5. Develop a supportive social network. 
 6. Acknowledge personal vulnerabilities that allow empathic responses 

and helping gestures from significant others. 
 7. Develop an appropriate boundary on the practice of medicine that 

allows energy for meeting personal and/or family needs. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Describe feelings of satisfac-
tion and/or dissatisfaction with 
the medical practice. (1, 2) 

 1. Explore the client’s motivations 
for choosing the medical 
profession (e.g., intellectual 
challenge, altruism, job security, 
social status, parental pressure, 
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approval from others, or 
childhood exposure to family 
pathology) and note any 
motivations that could be 
problematic for a healthy 
adjustment. 

 2. Explore the client’s current 
feelings toward his/her medical 
practice (e.g., very satisfied, a 
balanced view, dissatisfied, or 
very unhappy) and isolate 
current emotional reactions that 
could be problematic for a 
healthy adjustment (e.g., feeling 
flawed and inadequate, extreme 
fatigue because of long hours, 
stress because of continuous ex-
posure to trauma, or frustration 
because of lack of private life). 

 2. Acknowledge the nature 
of the personality trait of 
perfectionism. (3, 4, 5) 

 3. Explore the client’s current 
professional performance and 
examine any issues of perfec-
tionism (e.g., tends to be overly 
ambitious, obsessional, or rigid; 
shows a low tolerance for 
uncertainty; puts client’s needs 
ahead of his/her own, or has 
excessively high expectations of 
himself/herself); examine these 
issues for linkage with feelings 
of failure, guilt, shame, or low 
self-esteem. 

 4. Explore the source and nature 
of the client’s perfectionistic 
feelings (e.g., self-oriented 
perfectionism where he/she 
sets unrealistically high self-
expectations and is unusually 
harsh with self-criticism; other-
oriented perfectionism where 
he/she establishes standards
of performance based on 
comparisons with others; 
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socially prescribed 
perfectionism where the 
standards of performance are 
placed on him/her by significant 
others).

 5. Explore the client’s current 
dysfunctional coping strategies 
for feelings of perfectionism 
and any related feelings of 
failure and isolate those 
strategies that could be risk 
factors for suicide intent (e.g., 
alcohol abuse, drug dependency, 
avoiding social/familial respon-
sibilities, or working longer 
hours to compensate for feelings 
of inadequacy). 

 3. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in physicians. 
(6, 7, 8, 9, 10) 

 6. Assess the client for the high-
risk physician suicide marker 
of alcohol abuse and drug 
dependency (e.g., use in 
isolation and/or during on- 
duty hours, connected to 
intensity of suicidal thoughts, 
and contributes to marital 
discord or unethical and/or 
illegal behaviors). 

 7. Assess the client for the high-
risk physician suicide marker 
of inadequate coping skills to 
deal effectively with stress 
(e.g., difficulty with emotional 
expression, reluctant to seek 
help because of fear of pro-
fessional stigma, replaces 
his/her own needs with those 
of clients; tends to deny, 
minimize, or rationalize his/her 
symptoms or behaviors). 

 8. Assess the client for the high-
risk physician suicide marker 
of a need to sustain a presenta-
tion of power, authority, and 
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control (e.g., illusions of 
grandiosity and indispensability, 
an inability to view himself/ 
herself as flawed and inade-
quate, or a fear of losing the 
social perception that doctors 
are omnipotent and 
invulnerable).

 9. Assess the client for the high-
risk physician suicide marker 
of a high stress medical 
specialty (e.g., emergency 
departments, residency program, 
oncology, rural isolation, or 
anesthesiology); examine his/her 
motivations for choosing this 
particular specialty (e.g., family 
pressure and/or tradition, need 
for a challenge and/or excite-
ment, financial rewards, or 
social status). 

10. Assess the client for the high-
risk physician suicide marker of 
job burn-out (e.g., exhaustion 
leading to negative self-concept 
and professional attitude, high 
work load, inadequate profes-
sional support system, dealing 
with death and suffering, treat-
ment failures, or extreme 
financial problems). 

 4. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in physicians. 
(11, 12) 

11. Assess the client for the high-
risk physician suicide marker 
of depression and anxiety, 
especially in females (e.g., 
social withdrawal, anhedonia, 
dysphoria, irritability, inability 
to concentrate, physical and 
emotional agitation, post-
traumatic stress disorder, or 
melancholic despair). 

12. Assess the client for the high-
risk physician suicide marker 
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of a life-long pattern of socially 
prescribed perfectionism (e.g., 
its linkage to feelings of hope-
lessness and despair, the object 
of the need to please, the role of 
socially prescribed perfection-
ism in choosing the medical 
profession, and its linkage to 
suicide intent). 

 5. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in physicians. (13, 14) 

13. Assess the client for the high-
risk physician suicide marker of 
marital discord or relationship 
turmoil (e.g., infidelities, lack 
of communication, financial 
problems, lack of meaningful 
time together, devotion to work 
versus relationship, and his/her 
refusal to engage in relationship 
counseling).

14. Assess the client for the high-
risk physician suicide marker 
of social isolation (e.g., the 
nature of any meaningful 
relationships, whether the 
medical practice eliminates most 
opportunities for a meaningful 
relationship, and the linkage of 
social isolation to the suicide 
intent). 

 6. Identify the nature of current 
suicidal ideation and/or intent. 
(15, 16, 17, 18) 

15. Explore the client’s intended 
goal for the suicide act (e.g., 
cessation of unbearable psycho-
logical pain, motivated by 
intense self-hate, provides a 
sense of control by solving a 
seemingly unsolvable problem 
when other coping strategies 
have failed). 

16. Explore the amount of energy 
the client spends in planning or 
physically preparing for the 
suicide event (e.g., financial 
issues are resolved, lethal means 
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was obtained, or a date and 
place was assigned). 

17. Inquire whether the client’s 
feelings of anxiety and/or 
depression have decreased and a 
sense of calm has entered since 
planning started or concluded. 

18. Explore for any impediments to 
the client’s implementation of 
the suicide plan (e.g., fear of the 
emotional impact on survivors, 
fear of social and/or professional 
stigma, or religious beliefs). 

 7. Provide complete information 
on current mood, affect, and 
thought process in a psychi-
atric evaluation, taking 
psychotropic medications as 
prescribed. (19, 20, 21, 22) 

19. Examine the client for any 
feelings of shame, loss of 
credibility, or loss of control that 
are implied when the issue of a 
psychiatric referral is discussed; 
caution him/her against self-
diagnosis and treatment; inform 
him/her that the need to self-
diagnose and self-treat could be 
viewed as a maladaptive method 
of managing shame and may 
prevent him/her from receiving 
optimal care. 

20. Acknowledge, respect, and 
process the feelings of shame 
that the client may experience 
as a result of his/her changing 
from the role of provider to 
beneficiary of medical 
assistance; normalize these 
feelings, but, at the same time, 
do not allow them to preclude a 
psychiatric consultation. 

21. Choose a psychiatrist, in 
consultation with the client, who 
has a history of working with 
physicians, the respect of 
physicians in the community, the 
respect of the client, and a 
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reputation of sound ethical 
practice; refer him/her for a 
psychiatric evaluation to 
determine the need for psycho-
tropic medication and to validate 
any at-risk diagnoses. 

22. Monitor the client’s compliance 
with the psychotropic medica-
tion prescription in consultation 
with the chosen psychiatrist; 
chart the subjective and 
objective behavioral changes 
and monitor side effects, while 
continuously cautioning him/her 
against self-treatment, 
emphasizing trust in the treating 
physician, empathizing with 
his/her difficulty in being a 
client, and focusing on the 
course of treatment. 

 8. Accept feedback on the 
assessments and the treatment 
plan developed from the 
evaluation process. (23) 

23. Summarize and give feedback to 
the client and, if available and 
appropriate, the caregivers on 
high-risk markers found during 
the assessment and evaluation 
process; explain details of the 
treatment plan and, if appropri-
ate, attempt to engage the 
caregivers. 

 9. Comply with placement in a 
more protective and, possibly, 
more restrictive environment. 
(24, 25) 

24. Assess the client’s negative 
views toward the mentally ill 
(e.g., psychiatric clients are 
“hard to like” and difficult to 
treat) or toward psychiatric 
hospitalization; process these 
issues.

25. If the client displays risk factors 
(e.g., divorce or loss of hospital 
privileges) and warning signs 
(e.g., the purchase of a gun) that 
are positively correlated to 
completed suicide, a decision 
must be made about immediate 
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placement in a structured, 
therapeutic setting; hospitaliza-
tion, if necessary, should not be 
delayed or avoided, but an 
alternative site from his/her 
home, hospital, or practice 
should be considered. 

10. Agree to a plan for dealing 
with situations when suicidal 
urges become strong. 
(26, 27, 28) 

26. Acknowledge that as the client 
returns to the community he/she 
may experience an exacerbation 
of feelings of worthlessness 
and/or shame; coordinate 
planning that will aggressively 
treat psychiatric problems and 
efficiently decrease the stressors 
of his/her medical practice. 

27. Monitor the client’s suicide risk 
at appropriate intervals during 
the therapy process; develop a 
crisis intervention plan to be 
implemented during trigger 
events and feelings (e.g., 
treatment failures leading to a 
sense of worthlessness) that 
encourages contacting the 
therapist to discuss and process 
these emotional reactions; 
construct this plan as a verbal 
agreement in the context of the 
therapy alliance. 

28. Emphasize to the client that 
talking out these difficult 
emotions begins a course of 
adaptive coping with stressful 
situations and works to diminish 
the maladaptive coping strate-
gies (e.g., substance abuse) that 
fueled eventual suicide ideation. 

11. Identify the stressors and 
symptoms that trigger the wish 
to die by suicide. (29, 30, 31) 

29. Assist the client in making a list 
of his/her most prominent 
stressors (e.g., marital discord, 
job burn out, treatment failures, 
or financial problems) and 
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emotional reactions or symp-
toms (e.g., despair, shame, self-
devaluation, or fear) produced 
by those stressors. 

30. Assist the client in producing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms 
(e.g., those psychological states 
described as “unbearable” and 
appear to be the prominent 
motivator of suicide), how 
these symptoms are currently 
dysfunctionally managed 
(e.g., alcohol abuse or isolative 
behaviors), and other reactions 
created by these symptoms 
(e.g., loss of confidence in 
medical skills). 

31. Establish a therapeutic alliance 
with the client that ensures the 
therapist’s help in targeting the 
most serious symptoms for 
immediate attention (e.g., 
solution-oriented therapy); focus 
his/her attention in identifying 
the locus of the most intense 
psychological pain (e.g., the 
distress that appears to be the 
major contributor to the suicide 
intent) and how the therapy 
will help him/her manage that 
pain.

12. Identify problem-solving 
strategies for current stressors 
and symptoms that do not 
include suicide or the wish to 
die. (32, 33, 34) 

32. Formulate an appropriate view 
of suicide for the client: It stems 
from a desire to solve a seem-
ingly unsolvable problem; it is 
fueled by elements of hopeless-
ness and helplessness; and the 
antidote is to acquire, with the 
therapist’s help, safe and simple 
problem-solving skills for iden-
tified stressors and symptoms. 
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33. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, 
maladaptive coping patterns, 
and experiences with newly 
acquired coping strategies; 
assign homework targeting 
symptom management; stress to 
him/her that the goal of therapy 
is healthy symptom management 
and not symptom elimination. 

34. Guide and teach the client to 
implement adaptive problem-
solving strategies; assist him/her 
in noting in his/her treatment 
journal a detailed strategy (e.g., 
cognitive redefining strategies, 
catharsis strategies, or diversion 
strategies) with specific instruc-
tions on responding to and man-
aging the perturbation associated 
with his/her priority symptoms. 

13. Develop strategies for 
diminishing the influence of 
personality traits and 
vulnerabilities on the suicide 
intent. (35, 36) 

35. Assist the client in acknowledg-
ing and respecting his/her 
personality traits and vulner-
abilities (e.g., difficulty with 
emotional expression or 
perfectionism) that diminish the 
effectiveness of adaptive coping 
strategies and contribute to the 
suicide intent; assist him/her in 
examining the source of these 
traits (e.g., overly demanding 
parental expectations). 

36. Assist the client in a process of 
redefining himself/herself; engage 
him/her in exercises (e.g., a calm 
acceptance of his/her intrinsic 
worth during times of treatment 
failure or marital discord, or 
safely engaging in emotional 
catharsis in a social context) that 
will be experienced in the therapy 
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session and practiced in his/her 
social environment. 

14. Increase verbalized statements 
of hope that stressors and 
symptoms can be managed 
continuously in ways other 
than suicide. (37) 

37. Assist the client in reviewing the 
treatment journal during each 
session; identify and reinforce 
strengths and an improved sense 
of self-image because of 
improved problem-solving and 
coping strategies. 

15. Verbalize an increased 
acceptance of self as a 
vulnerable person, capable of 
mistakes and failures, while 
keeping intact a core image of 
self-regard. (38) 

38. Teach the client (a) that his/her 
core self-image of intrinsic 
worth must be respected; (b) that 
expressions of vulnerability in 
the therapy relationship are 
honored and accepted without 
judgment; and (c) that to be 
vulnerable is to be human. 

16. Increase activities that show an 
improved sense of a balanced 
life style. (39) 

39. Assist the client in formulating a 
balanced activities of daily 
living program that respects the 
demands of his/her medical 
practice, but firmly structures 
specified times for relationship, 
family, personal needs; have 
him/her note in the treatment 
journal his/her experiences in 
responding to this schedule. 

17. Develop a suicide prevention 
plan that incorporates a 
treatment journal and all 
completed homework 
assignments. (40) 

40. Assist the client in writing a 
personal suicide prevention plan 
that lists all the individualized 
actions that will be taken in the 
future to manage suicide urges 
(e.g., rely on the treatment 
journal for reminders of strate-
gies for coping with trigger 
events, feelings, and symptoms; 
avoid isolation and maintain 
social network; remain on 
physician prescribed medica-
tion; maintain futuristic thinking;
trust the value of himself/ 
herself).
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. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
300.4 Dysthymic Disorder
296.90 Mood Disorder NOS 
308.3 Acute Stress Disorder 
305.00 Alcohol Abuse
303.90 Alcohol Dependence
304.40 Amphetamine Dependence
304.80 Polysubstance Dependence
300.3 Obsessive-Compulsive Disorder
300.02 Generalized Anxiety Disorder
309.81 Posttraumatic Stress Disorder 
V62.2 Occupational Problem 
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PSYCHIATRIC INPATIENT 

BEHAVIORAL DEFINITIONS 

 1. Demonstrates symptoms correlated to a severe mental illness (e.g., 
major depression, schizophrenia, or bipolar disorder) that significantly 
diminish adaptive coping and cloud logical thinking. 

 2. Demonstrates severe symptoms of psychological turmoil (e.g., griev-
ing, rage, confusion, or loss) that limit coping options and present the 
client with a melancholic despair for their resolution. 

 3. Presents significant risk factors (e.g., chronic conditions such as 
depression, alcohol abuse/dependency, schizophrenia, or posttraumatic 
stress) and warning signs (e.g., statements of hopelessness, melancholic 
despair, self-directed rage, social isolation, or suicide planning) that are 
positively correlated to completed suicide. 

 4. Engages in self-harm activity that includes suicide gestures (i.e., 
behaviors that are either calculated for rescue or are self-interrupted, 
and there is no clear intent to die) and/or suicide attempts (i.e., 
behaviors that are accidentally interrupted against the client’s wishes, 
and there is a clearly established intent to die). 

 5. Lives within a toxic environment (e.g., physically abusive home or 
drug and alcohol-related environment) that clearly increases stress. 

 6. Lacks a supportive social network because of isolation behavior. 
 7. Displays a rapid reduction in anxiety and/or an elevation in depressed 

mood that could be reflective of an ultimate decision to suicide. 

.

   

.

   

.
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LONG-TERM GOALS 

 1. Obtain protection from any severe suicide impulse. 
 2. Diminish the psychological pain associated with the symptoms of a 

severe mental illness. 
 3. Diminish the perturbation association with symptoms of severe psy-

chological turmoil. 
 4. Increase a sense of hope for further healing. 
 5. Participate in a therapeutic milieu that encourages future therapeutic 

alliances.
 6. Gain relief from a toxic environment, significant social stress, and 

social isolation. 
 7. Gain insight into the causes for the suicide intent. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify the causes for, 
planning associated with, and 
resistance to the current 
suicide intent. (1, 2, 3, 4) 

 1. Examine with the client the 
meaning of and motivation for 
his/her suicide intent (e.g., 
cessation of intolerable psy-
chological pain, elimination of 
self due to severe issues of self-
devaluation, a cognitive 
problem-solving strategy when 
confronted with hopelessness 
and despair in coping with life 
stress, a wish to be reunited with 
a loved one). 

 2. Examine with the client the 
amount of time and energy 
devoted to his/her suicide 
intent (e.g., acquisition of 
a lethal means, a time and 
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place designation, financial 
affairs resolved, farewell 
communication to significant 
others, planning to eliminate 
rescue potential, rehearsal 
behaviors).

 3. Assess the client for any 
observable calm and/or tran-
quility that suicide planning 
has provided after experiencing 
a prolonged episode of 
psychological/psychiatric
turmoil (e.g., he/she will show 
no outward signs of inner con-
flicts and may socially disen-
gage and appear emotionally 
distant).

 4. Explore the client’s impediments 
to or ambivalence about the 
suicide intent (e.g., fear of 
emotional impact on survivors, 
concern with the “stigma” of 
suicide, religious beliefs, a 
reported absence of impedi-
ments and/or ambivalence). 

 2. Describe the history of 
previous suicide ideation, 
gestures, and/or attempts. 
(5, 6, 7) 

 5. Explore the client’s history 
of suicide ideation (e.g., 
chronic patterns of suicidal 
thoughts, age of onset, 
conditions and circumstances 
of thoughts, intended goals, 
factors that diminish suicidal 
ideation).

 6. Examine the client’s history of 
suicide gestures (e.g., chronic 
patterns of self-harm behaviors 
for which the intent is not to die, 
but to achieve other social, 
psychological, environmental 
needs; evidence that self-harm 
activity was calculated for 
rescue and/or was self-
interrupted; age of onset; 
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conditions and circumstances  
of behaviors; intended goals). 

 7. Assess the client’s history of 
suicide attempts (e.g., reported 
incidents in which the intent was 
death; planning was precise to 
avoid detection; rescue was 
accidental and against his/her 
wishes; he/she demonstrates 
anger at being prevented from 
completing suicide), remaining 
alert to the significantly elevated 
risk that correlates suicide 
attempts, and repeated suicide 
gestures, to completed suicide. 

 3. Provide information on 
personal experiences with 
high-risk behavioral factors for 
completed suicide in the 
psychiatric inpatient 
population. (8, 9) 

 8. Assess the client for the high-
risk psychiatric inpatient marker 
of substance abuse/dependency 
(e.g., age of onset, report of 
relief from psychiatric symp-
toms during use, negative life 
consequences due to use). 

 9. Assess the client for the high-
risk psychiatric inpatient marker 
of a history of suicide gestures 
and/or attempts (e.g., precipi-
tating events prior to each 
activity, distinguish between 
gesture and attempt, use of 
substances during events, 
psychological state during each 
event).

 4. Provide information on 
personal experiences with 
high-risk emotional factors for 
completed suicide in the 
psychiatric inpatient 
population. (10, 11) 

10. Assess the client for the high-
risk psychiatric inpatient marker 
of a major mood or affect 
disorder (e.g., elements of 
hopelessness and despair, lack 
of energy, age of onset, history 
of treatment, co-morbid medical 
illness). 

11. Assess the client for the high-
risk psychiatric inpatient marker 
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of a major thought disorder 
(e.g., paranoid schizophrenia 
with active delusions and co-
morbid mood disorder, history 
of assaultive behaviors, pre-
morbid functioning). 

 5. Provide information on 
personal experiences with 
high-risk social factors for 
completed suicide in the 
psychiatric inpatient 
population. (12, 13) 

12. Assess the client for the high-
risk psychiatric inpatient marker 
of isolation (e.g., lack of social 
support, living alone, unemploy-
ment, recent relationship loss, 
decline in socioeconomic 
status).

13. Assess the client for the high-
risk psychiatric inpatient marker 
of family history of suicide (e.g., 
identify person, place, time, and 
circumstances of the event; 
course of processing this event). 

 6. Identify high-risk acute 
warning signs correlated to 
completed suicide. (14, 15) 

14. Assess the client for the acute 
warning signs of psychological 
turmoil (e.g., sleep disturbance 
noted by early morning rising, 
increase in irritability, racing 
thoughts, inability to concen-
trate), statements of self-hate, 
severe despair, shame, guilt, 
feelings of isolation, comments 
that suicide is the “only” way 
out of pain, acts of help 
negation, or sudden elevation of 
mood.

15. Reassess the client for warning 
signs at appropriate intervals 
during inpatient stay, document-
ing findings to guide the 
inpatient staff to implement 
proper protective actions and 
optimum patient care if the 
warning signs increase. 

 7. Cooperate with psychological 
testing designed to evaluate the 

16. Administer tests most 
commonly used to reveal and 
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risk level of the current suicide 
intent. (16) 

evaluate suicide intent and risk 
levels (e.g., Suicide Probability 
Scale, Beck Hopelessness Scale, 
Reasons for Living Inventory); 
process assessment results with 
the client. 

 8. Provide complete information 
on current mood, affect, and 
thought process in a psychi-
atric evaluation, and take 
psychotropic medications as 
prescribed. (17, 18) 

17. Refer the client for a psychiatric 
evaluation to determine his/her 
need for psychotropic medi-
cation and to validate any 
at-risk diagnoses (e.g., major 
depression, recurrent, severe, 
with psychotic features; 
schizophrenia, paranoid type 
with co-occurring major 
depression; bipolar II disorder in 
a severe depressive phase; 
antisocial personality disorder 
with co-occurring substance 
abuse/dependency). 

18. Monitor the client’s compliance 
with the psychotropic 
medication regimen; chart 
his/her subjective and behavioral 
changes and monitor any side 
effects. 

 9. Cooperate with a trial of 
electroconvulsive therapy to 
relieve acute, severe 
depressive turmoil. (19) 

19. Refer the client for medically 
supervised electroconvulsive 
treatment in order to achieve 
rapid relief from severe 
depressive turmoil (e.g., 
demonstrates delusional thought 
content co-occurring with a 
high-risk mental illness) that 
contributes to the highly lethal 
suicide risk. 

10. Identify current and specific 
general health considerations 
that may contribute to the 
suicide intent. (20) 

20. After obtaining appropriate 
confidentiality and privacy 
releases, contact the client’s 
personal care physician for a 
report on current health issues 
that may trigger suicidal 
behavior (e.g., HIV/AIDS; brain 
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cancer; Multiple Sclerosis; renal 
failure; Parkinson’s disease; 
Huntington’s disease with 
comorbid issues of depression, 
psychosis, and alcohol abuse; 
chronic injuries resulting from 
previous suicide attempts). 

11. Accept safety rules and 
supervision procedures 
designed to prevent successful 
suicide behavior. 
(21, 22, 23, 24) 

21. Ensure that secure architectural 
and environmental safety 
features are maintained during 
the client’s treatment (e.g., limit 
access to means of hanging, 
asphyxiation, cutting, poisoning, 
or burning). 

22. Establish rigid policies on staff 
monitoring procedures (e.g., 
search the client on admission 
for lethal objects; remove 
articles of clothing that could be 
used for hanging, asphyxiation, 
cutting; train nonclinical staff in 
all safety procedures; secure all 
doors; monitor police weapons; 
and secure cleaning chemicals). 

23. Establish policies and 
procedures to link the level 
of surveillance of the client to 
the treatment team’s risk and 
lethality assessments (e.g., 
consistent one-to-one obser-
vation for clients who are 
symptomatic of severe levels 
of depression and/or psychosis; 
consistent group observation 
for clients who are responding 
to medical and or therapy 
interventions; intermittent 
observation prior to discharge). 

24. Establish rules for visitation of 
the client (e.g., evaluate the 
benefit of certain visitors to the 
adjustment of the client; respond 
to his/her wishes for denial of 
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certain visitor privileges; in 
order to prevent smuggling onto 
the unit, request identification of 
all visitors, and, in certain 
clinically defined and ordered 
circumstances, monitor visits). 

12. Accept feedback gathered from 
all sources and the treatment 
plan developed from the 
evaluation process. (25) 

25. Summarize and give feedback to 
the client, and, if available and 
appropriate, caregivers 
regarding the risk factors found 
in the evaluation process; 
outline the treatment plan for 
him/her and incorporate his/her 
participation in this effort. 

13. Identify current stressors and 
resultant symptoms that trigger 
the need to engage in suicidal 
behavior. (26, 27) 

26. Assist the client in listing his/her 
most prominent stressors (e.g., 
recent loss of a relationship, 
employment, health, or financial 
security; victimization by spouse 
abuse; posttraumatic stress 
disorder; or unbearable 
depression symptoms). 

27. Explore emotional reactions or 
symptoms (e.g., despair, 
hopelessness, fear, psychic 
turmoil, or pain) produced by 
the client’s stressors and how 
those symptoms are currently 
dysfunctionally managed (e.g., 
suicide ideation, self-mutilation, 
or substance abuse). 

14. Implement coping and 
management skills for 
identified stressors and 
symptoms other than suicide. 
(28, 29, 30, 31) 

28. Establish a therapeutic alliance 
with the client that includes 
attending to the most disruptive 
and painful symptoms for 
immediate attention; encourage 
him/her to accept that there are 
other coping strategies available 
to him/her than suicide; 
acknowledge the therapy 
alliance goal of finding other 
solutions to his/her stressors and 
symptoms; encourage the 
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participation of the outpatient 
therapist, if appropriate and 
available.

29. Teach the client problem-solving 
skills (e.g., define the problem 
completely, explore alternative 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
evaluate the outcome, and adjust 
skills as necessary). 

30. Formulate an appropriate view 
of the function of the client’s 
suicide intent: It stems from 
his/her need to solve a seem-
ingly unsolvable problem; it is 
fueled by hopelessness, self-
directed rage, helplessness; and 
the antidote to this risk is to 
develop healthy coping strate-
gies for these stressors and 
symptoms. 

31. Assign the client a treatment 
journal; encourage him/her to 
continue the use of the journal in 
postdischarge outpatient 
therapy; encourage the client to 
track his/her daily stressors, the 
resultant symptoms, maladaptive 
coping patterns (e.g., substance 
abuse) and experiences with 
newly acquired problem-solving 
alternatives (e.g., anger 
management strategies or 
remaining on medication). 

15. Identify triggers to suicide 
relapse and verbalize a crisis 
intervention plan designed to 
cope with trigger situations. 
(32)

32. Assist the client in identifying 
his/her triggers to relapse into 
suicidal risk (e.g., self-
devaluation after a failure 
experience, inability to access 
emotions, or return of depressed 
mood) and educate him/her 
in using a crisis plan that 
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includes calling the outpatient 
therapist or local mental health 
help line to discuss emotional 
reactions to these events and, if 
needed, access emergency 
services.

16. Give permission for disclosure 
of treatment and assessment 
information to the outpatient 
therapist. (33, 34) 

33. Communicate with the post-
discharge treatment provider 
verbally and in writing (e.g., 
sending excerpts from the 
client’s medical chart) and 
confirm with the client his/her 
initial appointment with the 
outpatient therapist. 

34. Complete a predischarge suicide 
risk assessment that documents 
the client’s relief from symp-
toms of initially reported risk 
factors and warning signs, 
involvement in group and 
individual therapy, identified 
triggers to relapse, and con-
sideration of chronic suicide 
risk (e.g., borderline personality 
disorder); communicate this 
assessment to the outpatient 
therapist after obtaining the 
client’s disclosure permission. 

17. Verbalize an understanding of 
the need for the medication 
regimen. (35) 

35. Educate the client and care-
givers on the issues of pre-
scribed medication(s) (e.g., 
needed laboratory tests, side 
effects, medical appointments, 
or diet concerns). 

18. Communicate any sudden 
mood change to peace or 
euphoria. (36) 

36. Assess the client for any signs 
of rapid relief from psychiatric 
and psychological turmoil; 
examine rapid reversal of 
symptoms because it may 
indicate he/she has calmly 
decided to complete suicide 
postdischarge; do not discharge 
the client under these 
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circumstances but seek a second 
opinion on his/her suicide risk 
potential.

. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
296.2x Major Depressive Disorder, Single Episode 
296.3x Major Depressive Disorder, Recurrent 
296.34 Major Depressive Disorder, Recurrent, Severe 

with Psychotic Features 
296.89 Bipolar II Disorder
296.xx Bipolar I Disorder
295.xx Schizophrenia
295.30 Schizophrenia, Paranoid Type 
298.8 Brief Psychotic Disorder 
297.1 Delusional Disorder
V62.82 Bereavement 
309.81 Posttraumatic Stress Disorder 
305.00 Alcohol Abuse
304.80 Polysubstance Dependence
300.02 Generalized Anxiety Disorder
V62.89 Phase of Life Problem 

Axis II: 301.6 Dependent Personality Disorder 
301.81 Narcissistic Personality Disorder 
301.83 Borderline Personality Disorder 
301.7 Antisocial Personality Disorder 



285

SCHIZOPHRENIC

BEHAVIORAL DEFINITIONS 

 1. Indicates verbally a wish to die. 
 2. Demonstrates active delusions of guilt, deserved punishment, worth-

lessness, and/or persecution. 
 3. Demonstrates active delusions of bodily disease, damage, and 

malfunction. 
 4. Verbalizes anger and frustration at diminished cognitive capacity. 
 5. Demonstrates extreme withdrawal from social relationships. 
 6. Meets the criteria for a major depressive episode (e.g., sleep distur-

bance, lack of appetite, feelings of guilt, loss of energy, depressed 
mood, or flat affect). 

 7. Presents with history of suicide attempts where the activity was acci-
dentally, inadvertently interrupted. 

 8. Verbalizes anger, fear, and sadness at lowered achievement levels, 
diminished expectations for the future, unwelcome feelings of isola-
tion, and loss. 

 9. Verbalizes fears of mental illness (e.g., further deterioration, 
unwanted dependency on family, or life-long institutionalization) 
immediately after an inpatient episode or early in an inpatient episode. 

 10. Verbalizes a strong sense of hopelessness in dealing with life 
stressors, especially the loss of a significant relationship. 

 11. Demonstrates a complex diagnostic picture, comprised of significant 
occupational and social impairment, comorbid conditions (e.g., sub-
stance abuse or dependence, physical ailments, personality disorders, 
or depression), aggressiveness/hostility with paranoid features, and a 
steadily increasing debilitation because of mental illness. 



286  SUICIDE AND HOMICIDE RISK ASSESSMENT & PREVENTION 

.

   

.

   

.

   

LONG-TERM GOALS 

 1. Develop an engaging attitude toward life so that the suicidal impulse 
is ended. 

 2. Provide immediate and continued management of threatening depres-
sive and psychotic symptomatology. 

 3. Develop a personal understanding and respect for his/her experience 
of mental illness. 

 4. Develop a respect for self as a mentally ill person. 
 5. Develop a sense of self in a social context. 
 6. Develop a sense of competence in an occupational context. 
 7. Develop a healthy sense of futuristic thinking. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify facts and feelings 
associated with premorbid 
functioning. (1) 

 1. Explore the client’s social, aca-
demic, familial, and occupa-
tional functioning prior to the 
diagnosis of schizophrenia or 
the onset of the illness; encour-
age the client to characterize 
his/her premorbid functioning as 
highly satisfying, acceptable, or 
disappointing.
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 2. Identify life hopes and 
expectations prior to the 
diagnosis of schizophrenia or 
the onset of the illness. (2) 

 2. Explore the client’s vocational, 
academic, professional, per-
sonal, and social hopes and 
aspirations prior to the diagnosis 
of schizophrenia or the onset of 
the illness; examine his/her 
feelings about how mental 
illness affects these hopes and 
aspirations, noting whether 
severe hopelessness is a factor in 
the risk assessment. 

 3. Client and family members, if 
available and agreeable to the 
client, provide appropriate 
symptom information for 
diagnostic formulation, risk 
assessment, and treatment 
strategies. (3, 4, 5) 

 3. Assist the client in identifying 
his/her symptoms (e.g., hearing 
voices, anxiety) most disruptive 
to social, occupational, and 
familial functioning and those 
symptoms most closely related 
to an elevated suicide risk 
(e.g., social withdrawal, 
depression, increased hopeless-
ness for the future, fear of 
dependence on others, 
frustration over frequent 
exacerbations and remissions, 
anxiety around severe occu-
pational and/or academic 
deterioration, and fear connected 
to increased aggressiveness). 

 4. Meet with family members 
and/or caregivers to gather 
information about the presence 
of high-risk schizophrenic 
suicide markers in the client’s 
history (e.g., age of illness onset, 
social withdrawal, depression, 
increased hopelessness for the 
future, fear of dependence on 
others, frustration over frequent 
exacerbations and remissions, 
anxiety around severe occu-
pational and/or academic 
deterioration, and fear connected 
to increased aggressiveness). 
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 5. Discuss the nature of the client’s 
illness with family members and 
caregivers, its connection to 
suicide risk, and high-risk 
factors and engage them, if 
possible, in a risk-management 
plan.

 4. Provide complete information 
on current mood, affect, and 
thought process in a 
psychiatric evaluation, taking 
psychotropic medication as 
prescribed. (6, 7) 

 6. Refer the client for a psychiatric 
evaluation to determine the need 
for psychotropic medication 
and to validate any at-risk 
diagnoses (e.g., overlying major 
depression or schizophrenia, 
paranoid type). 

 7. Monitor the client’s compliance 
with the psychotropic 
medication; chart the client’s 
subjective and objective 
behavioral changes, and monitor 
his/her side effects. 

 5. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in schizophrenics. 
(8, 9, 10) 

 8. Assess the client for the high-
risk schizophrenic suicide 
marker of substance abuse by 
administering a thorough 
evaluation (e.g., age of onset, 
choice of substances, place of 
use, effectiveness in calming 
psychotic symptoms, or effects 
on social network). 

 9. Assess the client for the high-
risk schizophrenic suicide 
marker of incidents of aggres-
siveness because of paranoid 
features in thinking (e.g., 
elevated suspicions and distrust 
of others that leads to fearing 
their intentions or aggressive 
acting out motivated by self-
protection needs). 

10. Assess the client for history of 
previous suicide activity (e.g., 
motivation for suicide or 
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whether it was calculated for 
rescue, occurred during psy-
chosis, accidentally interrupted, 
or the client is glad about the 
lack of success and to still be 
alive). 

 6. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in schizophrenics. 
(11, 12) 

11. Assess the client for the high-
risk schizophrenic suicide 
marker of depression (e.g., depth 
of hopelessness, low energy 
level, lack of interest or pleasure 
in activities, social withdrawal, 
low self-esteem, or sleep 
disturbance).

12. Assess the client for the high-
risk schizophrenic suicide 
marker of underlying personality 
disorder (e.g., borderline, 
antisocial, narcissistic, or 
schizoid).

 7. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in schizophrenics. 
(13, 14) 

13. Assess the client for the high-
risk schizophrenic suicide 
marker of recent rejection 
(e.g., family rejection, peer 
group rejection, feelings of 
isolation, or current social 
network).

14. Assess the client for the high-
risk schizophrenic suicide 
marker of occupational impair-
ment (e.g., number of jobs held 
since onset of illness, reason for 
termination of employment, 
current job status and level of 
satisfaction, dignity felt in 
current job, relationship with 
fellow workers, or sense that job 
meets skills level). 

 8. Provide specific information 
on the nature of the current 
suicide ideation/intent. 
(15, 16, 17, 18) 

15. Assess whether the client can 
state a goal for his/her intended 
suicide act (e.g., to escape the 
fear of the future, fear of 
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dependency on others, anger at 
dashed hopes, or depression 
because of current functioning 
level).

16. Assess the level of planning the 
client is devoting to his/her 
intended suicide (e.g., time and 
place chosen, will written, or 
lethal means obtained). 

17. Examine any decrease in 
agitation or experience of calm 
with the client since the 
planning for suicide started 
(e.g., a sense of peace is a high-
risk factor). 

18. Explore any doubts about the 
intended suicide with the client 
(e.g., fear of emotional impact 
on survivors, social stigma of 
suicide, or any existing ambiva-
lence); such doubts may 
ameliorate the urge for suicide. 

 9. The client and, if available and 
agreeable to the client, the 
caregivers accept feedback 
gathered from all sources and 
the resulting treatment plan. 
(19)

19. Summarize and give feedback to 
the client and, if possible and 
available, his/her caregivers on 
high-risk markers found in the 
evaluation process and outline 
the treatment plan. 

10. Comply with placement in a 
more protective and restrictive 
therapeutic setting, if the 
assessments reveal high-risk 
suicide markers. (20, 21) 

20. If at any time in the therapy 
process the client demonstrates 
an increase in symptoms 
associated with high-risk for 
suicide, arrange for immediate 
placement in a protective 
therapeutic setting that will 
provide all necessary super-
vision to guard him/her from 
suicide impulse, decrease 
perturbation, remove him/her 
from environmental stress, 
decrease his/her isolation, and 
result in a close monitoring of 
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medical and psychological 
treatment effectiveness. 

21. Develop a treatment plan that 
attends to all comorbid con-
ditions, calls for caution if there 
is rapid clinical improvement, 
and addresses social support 
needs in discharge planning in 
consultation with the inpatient 
treatment team. 

11. Affirm a safety plan that 
allows for a return to the 
community. (22) 

22. Discharge planning should 
include monitoring of 
medications, case management 
services, occupational 
mainstreaming, and education 
on schizophrenia; obtain the 
client’s affirmation of this plan. 

12. Agree to a crisis response plan 
for dealing with situations 
when suicidal urges become 
strong. (23, 24) 

23. Develop a crisis intervention 
plan to be implemented during 
trigger stressors and symptoms 
that includes the following: 
contacting therapist, using a 
local help line, and accessing 
emergency services in a 
responsible fashion; provide 
telephone numbers in writing to 
the client. 

24. Ask the client to agree, as a 
verbal contract of the therapy 
relationship, to call someone 
on the emergency phone list in 
case he/she experiences strong 
suicide urges. 

13. Verbalize statements of hope 
that problems have resolutions 
other than suicide. (25, 26) 

25. Formulate an appropriate view 
of suicide for the client: It stems 
from a desire to solve a 
seemingly unsolvable problem; 
it is fueled by elements of 
hopelessness and helplessness; 
and the antidote is to acquire 
safe, simple coping and 
problem-solving skills over 
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identified stressors and 
symptoms; this can be done with 
the therapist’s help. 

26. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, 
maladaptive coping patterns, 
and experiences with newly 
acquired coping strategies; 
assign homework targeting 
symptom management; stress to 
the client that the goal of 
therapy is healthy symptom 
management and not symptom 
elimination. 

14. Implement problem-solving 
skills to discover solutions to 
personal problems or life 
stresses that do not involve 
suicide. (27, 28, 29, 30) 

27. Monitor the client’s suicide risk 
at appropriate intervals through 
a risk-assessment interview and 
by administering, if possible, 
standardized suicide risk 
assessment instruments (e.g., 
Beck Scale for Suicide Ideation, 
Beck Depression Inventory, or 
Suicide Probability Scale). 

28. Examine alternate solutions to 
problems with the client, 
challenging the perspective that 
suicide is the only solution. 

29. Develop details of acceptable 
compromise solutions to those 
situations that are seen as 
irreversible, assisting the client 
in seeing that in any crisis an 
opportunity presents itself. 

30. Use role-play, modeling, and 
behavior rehearsal to teach the 
client problem-solving skills 
(e.g., define the problem, 
explore alternative solutions, list 
the pros and cons of each 
solution, discuss the problem 
and solutions with trusted others 
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to get their input, select and 
implement a plan of action, 
evaluate the outcome, and adjust 
as necessary). 

15. Identify the personal 
biological, social, and 
emotional vulnerabilities that 
contribute to the suicidal 
condition. (31) 

31. Explore the client’s personal 
vulnerabilities that contributed 
to the suicidal crisis (e.g., 
difficulty expressing emotions, 
tendency for feelings of extreme 
self-blame, a need to be perfect, 
or feelings of isolation); 
encourage the client to 
acknowledge the existence and 
influence of these personality 
factors (e.g., need to be perfect 
leads to denial of illness that 
leads to irregular compliance 
with medication program that 
leads to frequent exacerbation of
illness). 

16. Increase the frequency of 
statements that communicate 
pride in accomplishments and 
improved self-confidence. 
(32, 33) 

32. Assist the client in enhancing 
his/her self-image by 
encouraging self-reports on 
recent incidents of improved 
coping and problem solving. 

33. Enhance the client’s self-esteem 
by validating examples of 
growth, accomplishments, 
improved coping, and appro-
priate independent behaviors 
(e.g., going to school or job 
regularly, medication com-
pliance, feeling pride in a job 
well done, remaining in a social 
context).

17. List the benefits of sharing 
thoughts, feelings, and 
activities with friends. (34, 35) 

34. Teach the client the value of 
verbalizing emotions in the 
context of personal relationships 
(e.g., sharing feelings promotes 
empathy from others, sharing 
their burden reduces their 
intensity, and sharing allows 
others to give their perspective 
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on your problems and to offer 
solutions). 

35. Encourage the client to see 
himself/herself in a social 
context by emphasizing the 
benefits of participation in 
friendships and group activities. 

18. List healthy ways to manage 
and express anger and 
frustration. (36, 37) 

36. Assist the client in listing ways 
that self-directed anger can be 
replaced with alternate, 
constructive methods of 
managing frustration (e.g., 
acknowledging that anger is 
healthy, engaging in physical 
activity and exercise, or talking 
it out with a safe third party). 

37. Use role-play and modeling 
to teach the client healthy 
ways to manage and express 
anger (e.g., acknowledging that 
anger is healthy, engaging in 
physical activity and exercise, or 
talking it out with a safe third 
party).

19. Affirm a decision about the 
necessity of long-term care. 
(38)

38. Engage in consultation with 
caregivers, primary care 
provider, and professional 
colleagues about a decision 
to continue or discontinue 
therapy, consider factors 
(e.g., chronicity of suicidal 
behavior, Axis I and Axis II 
comorbidity, current growth 
in therapy, and response to 
both medication and 
psychotherapy).

20. Verbalize agreement with a 
written suicide prevention 
plan. (27, 39, 40) 

27. Monitor the client’s suicide 
risk at appropriate intervals 
through a risk-assessment 
interview and by administering, 
if possible, standardized suicide 
risk assessment instruments 
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(e.g., Beck Scale for Suicide 
Ideation, Beck Depression 
Inventory, or Suicide Probability 
Scale).

39. Educate the client on preventing 
relapse into suicidal behavior 
(e.g., be aware of strategies to 
coping with trigger events and 
feelings, implement calming 
techniques, rely on trusted 
others, validate his/her own 
success without discounting 
them, avoid isolation and main-
tain social network, remain on 
medication program, avoid 
substance abuse, follow through 
with suggested psychological 
treatment, and remain engaged 
in occupational/vocational 
endeavors).

40. Assist the client in writing a 
personal suicide prevention plan 
that lists actions that will be 
taken in the future to avoid 
suicide; list such items as 
specific strategies for coping 
with trigger events, how and 
when calming techniques will 
be implemented, what trusted 
individuals will be relied on, 
what self-talk statements will 
be used to validate success, 
what social activities will be 
engaged in and with whom, 
when and what medication will 
be taken, what substances will 
be avoided, when counseling 
will be held, and what 
occupational activities will be 
maintained. 
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. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 295.30 Schizophrenia, Paranoid Type 
295.10 Schizophrenia, Disorganized Type 
295.20 Schizophrenia, Catatonic Type 
295.90 Schizophrenia, Undifferentiated Type 
295.60 Schizophrenia, Residual Type 
295.70 Schizoaffective Disorder
297.1 Delusional Disorder
303.90 Alcohol Dependence

Axis II: 301.20 Schizoid Personality Disorder 
301.7 Antisocial Personality Disorder 
301.83 Borderline Personality Disorder 
301.6 Dependent Personality Disorder 
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SUICIDAL/HOMICIDAL POPULATIONS 

BEHAVIORAL DEFINITIONS 

 1. The elderly male experiences a sense of helplessness and hopelessness 
during a chronic or acute illness of an intimate partner or spouse. 

 2. The elderly male feels unable to manage strong emotions and has 
overwhelming feelings of hopelessness and difficulty adjusting to the 
role reversal caused by his spouse’s illness. 

 3. The elderly male’s primary intent is suicide, and the homicide is be-
lieved to be an act of altruism. 

 4. The elderly male demonstrates behaviors correlated to the diagnosis 
of major depressive disorder (e.g., chronic fatigue, anhedonia, dys-
phoria, increased irritability, hopelessness, melancholic despair) and 
substance abuse is used as a coping strategy. 

 5. The elderly male demonstrates lifetime patterns of emotional con-
striction, poor problem-solving skills, dependency, and performance 
anxiety. 

 6. The adult female believes her suicidal/homicidal action will save her 
children or loved ones from real or imagined abuse and terror. 

 7. The adult female’s fears for her children’s safety, which challenges her 
coping capacity and problem-solving skills, creates issues of shame, 
guilt, and remorse. 

 8. The adult female’s primary intent is suicide, and the homicide of the 
children or loved ones is believed to be an act of rescue and escape. 

 9. The adult female demonstrates behaviors correlated to major depressive 
disorder (e.g., anhedonia, social isolation and withdrawal, dysphoria, or 
suicide ideation) and has been victimized in an abusive relationship. 

 10. The adult female demonstrates lifetime patterns of isolation, social 
withdrawal, poor self-esteem, PTSD, chronic suicide ideation, and poor 
problem-solving skills. 
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 11. Motivated to commit the suicidal/homicidal act, in part, by a psychotic 
condition (e.g., unrealistic paranoia, major depression with psychosis, 
substance related psychotic condition, or postpartum depression with 
psychotic conditions). 

.

   

.

   

.

   

LONG-TERM GOALS 

 1. Abandon plan for suicide and homicide. 
 2. Develop effective, adaptive coping strategies and problem-solving skills. 
 3. Enhance access to emotions. 
 4. Develop realistic future time perspective that is fueled by hope. 
 5. Develop ability to assertively meet individual environmental, social, 

and psychological needs. 
 6. Enhance personal resiliency, flexibility, and capacity to manage crisis 

and failures. 
 7. Develop a supportive social network and an ability to engage in 

intimate relationships. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Identify the nature and specif-
ics of the goal and degree of 
planning related to the current 
suicide intent. (1, 2) 

 1. Explore in full detail the 
intended goal of the suicide 
intent (e.g., in the elderly male, 
evaluate issues of hopelessness, 
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helplessness, anger, and a sense 
of incompetence centered on the 
spouse’s chronic or acute illness; 
in the adult female, evaluate 
issues of hopelessness, help-
lessness, fear, shame, and guilt 
centered on victimization by 
domestic violence) with the 
client. 

 2. Explore the amount of time and 
energy the client spends in 
planning the suicide event (e.g., 
has a lethal means or weapon 
been obtained; has a date and/or 
a place been assigned; does the 
plan include, or has the client 
considered, the homicide of 
children, spouse, or loved ones 
prior to his/her suicide). 

 2. Describe the intent of the 
planned homicide. (3, 4) 

 3. Explore the intended goal of 
the homicide of the loved ones 
(e.g., for the elderly male, 
evaluate issues of alleviating the 
spouse’s chronic pain and/or 
deteriorating quality of life; for 
the adult female, evaluate issues 
of rescue, safety [“They would 
be better off in heaven”], or 
caring for the abused and 
terrorized children) with the 
client. 

 4. Explore whether a suicide/ 
homicide pact or an informal 
agreement has been established 
among the client and the loved 
ones.

 3. Identify feelings associated 
with reaching a decision to 
complete a suicidal/homicidal 
plan. (5, 6) 

 5. Explore any issues of ambiva-
lence about the suicidal/ 
homicidal intent (e.g., being 
open to explore other options of 
resolving their current crisis) 
with the client and/or any barri-
ers to the suicidal/homicidal 
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plan (e.g., fear of impact on the 
survivors).

 6. Examine whether the client has 
experienced an easing or relief 
from intense feelings of anxiety 
and/or depression since the 
planning for the suicide/ 
homicide started or concluded. 

 4. Identify the nature and 
specifics of any and all 
previous suicide activity. (7) 

 7. Explore his/her history of 
suicide activity (e.g., activities 
where there was a clear intent to 
die, but the activity resulted in a 
nonfatal injury because of a 
rescue that was accidental and 
against the client’s wishes; a 
history of chronic suicide 
ideation; a history of suicide 
gesturing that was calculated for 
rescue with no clear intent to 
die) with the client. 

 5. Cooperate with psychological 
testing designed to evaluate 
suicide ideation and/or intent 
and faulty problem-solving 
ability. (8) 

 8. Administer testing most 
commonly used to reveal and 
evaluate suicide ideation and 
intent levels and faulty problem-
solving capacity (e.g., Scale for 
Suicide Ideation, Beck 
Depression Inventory, Beck 
Hopelessness Scale, or The 
Means-Ends Problem-Solving 
Procedure).

 6. Acknowledge presence of and 
basis for cognitive rigidity, 
dichotomous thinking patterns, 
and poor problem-solving 
skills. (9, 10) 

 9. Examine the client for 
psychiatric states that appear to 
have a high correlation to 
cognitive rigidity and black-or-
white thinking (e.g., depressive 
disorders, acute stress disorder, 
borderline personality, 
posttraumatic stress disorder, 
and obsessive-compulsive 
personality disorder). 

10. Explore psychological/ 
emotional conditions with the 
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client that appear to have a high 
correlation to impaired problem-
solving capacity (e.g., 
overprotected childhood, 
delayed adolescent autonomy, 
an emotionally constricted 
family environment, or a 
verbally demeaning family 
environment). 

 7. Identify characteristics that are 
related to high-risk factors for 
suicidal/homicidal ideators. 
(11, 12) 

11. Explore issues that are 
commonly correlated to the 
suicidal/homicidal perpetrator 
(e.g., an inability to accept an 
almost complete role reversal 
where the former nurturing 
spouse now requires full-time 
care from the client, the client 
has deteriorating health that 
makes caring for the spouse 
problematic, or the client 
exhibits extreme depression and 
hopelessness) with the elderly 
male. 

12. Explore issues that are 
commonly correlated to the 
suicidal/homicidal perpetrator 
(e.g., chronic, severe 
victimization by an abusive 
partner; the partner displays 
pathological possessiveness; the 
client’s children are victimized 
emotionally and/or physically; 
the client sees no escape or 
protection for herself or her 
loved ones) with the adult 
female. 

 8. Provide complete information 
on current mood, affect, and 
thought process in a 
psychiatric evaluation and take 
psychotropic medications as 
prescribed. (13, 14) 

13. Refer the client for a psychiatric 
evaluation to determine his/her 
need for psychotropic medica-
tion and to validate any at risk 
diagnosis (e.g., borderline 
personality, depressive 
disorder, acute stress disorder, 
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posttraumatic stress disorder, 
psychotic conditions related to 
affect, or mood disorders). 

14. Monitor the client’s compliance 
with and side effects of the 
psychotropic medication 
prescription; chart his/her 
subjective and objective 
behavioral changes. 

 9. Medical personnel provide 
relevant current information on 
the client’s and the family’s 
general health issues. (15) 

15. After obtaining appropriate 
confidentiality and privacy 
releases, contact the client’s 
medical provider for a report on 
current medical issues pertaining 
to him/her and involved loved 
ones.

10. Provide information on 
personal experiences with 
high-risk behavioral markers 
related to suicidal/homicidal 
ideators. (16, 17) 

16. Assess the client for the high-
risk suicide marker of substance 
abuse (e.g., whether substance is 
used to cope with chronic 
feelings of hopelessness). 

17. Assess the client for the high-
risk suicide marker of loss of 
financial stability (e.g., the cause 
of the financial stress is due to 
medical expenses or, in the adult 
female, the result of the abusive 
partner preventing autonomous 
employment). 

11. Provide information on 
personal experiences with 
high-risk emotional markers 
related to suicidal/homicidal 
ideators. (18) 

18. Assess the client for the high-
risk suicide marker of chronic 
impulse control problems (e.g., 
any linkage to antisocial or 
borderline personality traits or 
issues of posttraumatic stress 
disorder). 

12. Provide information on 
personal experiences with 
high-risk social markers 
related to suicidal/homicidal 
ideators. (19) 

19. Assess the client for the high-
risk suicide marker of social 
isolation (e.g., whether the 
abusive partner is preventing 
access to the female’s supportive 
social network; inability to 
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access supportive community 
resources; or lack of knowledge 
of helpful resources for the 
elderly male). 

13. Accept feedback gathered from 
all sources and the treatment 
plan developed from the 
evaluation process. (20) 

20. Summarize and give feedback to 
the client on high-risk markers 
found in the evaluation process; 
outline the treatment plan for the 
client and incorporate his/her 
participation in this effort. 

14. Comply with placement in a 
more protective and, possibly, 
restrictive environment. 
(21, 22) 

21. If at any time during the 
treatment process the client 
displays an increase in risk 
factors (e.g., despair, 
hopelessness, or anxiety) and 
demonstrates specific warning 
signs correlated to completed 
suicide (e.g., obtaining a lethal 
weapon), he/she should be 
placed in a structured, 
therapeutic setting that will 
protect him/her from the 
suicidal/homicidal impulse and 
remove him/her from 
environmental stress. 

22. At the time of the client’s 
inpatient stay, ensure the care 
and safety of the loved ones who 
may be under increased risk of 
harm (e.g., referral to caring 
relatives, social service 
agencies, or protective service 
agencies); the client should be 
informed of this action. 

15. Affirm a discharge plan that 
allows a safe return to the 
community and family. (23) 

23. Review the inpatient team’s 
discharge plans with the client 
that includes knowledge of 
helping services and support 
systems (e.g., hospice, visiting 
nurses, protective service 
agencies, women’s shelters, or 
support groups), individual 
psychotherapy appointments, 
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medication program, and 
activities of daily living. 

16. Agree to a crisis response plan 
for dealing with situations 
when the risk of the suicidal/ 
homicidal ideation and/or 
intent is strong. (24, 25, 26) 

24. Develop a crisis intervention 
plan to be implemented by the 
client during trigger events 
(e.g., exacerbation of spouse’s 
medical condition or incidents 
of physical abuse) and the 
resultant feelings (e.g., despair, 
anger, hopelessness, self-
devaluation, or fear) that 
includes the alternatives of 
contacting the therapist, a 
trusted friend or family member, 
or a local help line to discuss the 
emotions and how to manage 
them. 

25. Ask the client to agree, as a 
verbal contract of therapy, to 
call someone on the phone list in 
situations of strong suicidal/ 
homicidal intent. 

26. Consult with a local recipients’ 
rights agency (e.g., local 
community mental health 
program) to determine the need 
to notify the potential homicide 
targets, local law enforcement 
agencies, and/or protective 
social service agencies about the 
client’s suicidal/homicidal 
intent; notify the client of this 
obligation and the duty to 
warn and document all actions 
taken.

17. Identify current stressors and 
resultant symptoms that trigger 
the wish to die by suicide and 
include the need to kill family 
and loved ones. (27, 28) 

27. Assist the client in making 
a list of his/her most prominent 
stressors (e.g., spouse’s medical 
condition, medically related 
financial concerns, living in an 
abusive home, or observing the 
abuse of children); explore emo-
tional reactions or symptoms 
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(e.g., anger, despair, help-
lessness, fear, terror, or 
hopelessness) produced by
those stressors. 

28. Assist the client in developing a 
complete symptom inventory 
that includes identifying the 
symptoms that cause the most 
disruption in functioning; how 
these symptoms are currently 
dysfunctionally managed (e.g., 
substance abuse or suicidal/ 
homicidal ideation) and whether 
these symptoms cause other 
reactions (e.g., neglecting the 
needs of the spouse or loved 
ones) that eventually overwhelm 
him/her. 

18. Identify own biological, social, 
and psychological vulnerabili-
ties and traits that hinder 
adaptive problem-solving 
strategies and contribute to the 
risk of a suicide plan that 
includes killing family 
members. (29, 30) 

29. Explore the client’s personal 
vulnerabilities and traits that 
contribute to problem-solving 
deficiencies and the suicide/ 
homicide crisis (e.g., emotional 
constriction, black-and-white 
thinking, insecurities, or lack 
of assertiveness); help him/her 
to acknowledge the existence 
of these traits, understand their 
source, and track their influence 
on problem solving. 

30. Assist the client in developing 
strategies to manage the 
influence of the traits that 
contribute to the suicide/ 
homicide crisis (e.g., develop 
access to emotions, expand 
problem-solving alternatives, 
or learn assertiveness skills) to 
diminish their influence on the 
suicidal/homicidal intent. 

19. Increase verbalized statements 
of hope that symptoms can 
be managed continuously in 

31. Assure the client of the 
therapist’s help in targeting the 
most serious symptoms for 
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ways other than suicide. 
(31, 32, 33, 34) 

immediate attention (e.g., 
solution-oriented therapies, 
medications, or protective 
inpatient services). 

32. Teach the client problem-solving 
skills (e.g., define the problem, 
explore alternative solutions, list 
the positives and negatives of 
each solution, select and 
implement a plan of action, 
evaluate the outcome, and adjust 
skills as necessary). 

33. Formulate an appropriate view 
of the function of suicide with 
the client: It stems from a need 
to solve a seemingly unsolvable 
problem, it is fueled by a sense 
of hopelessness and helpless-
ness, and the antidote to the 
suicide risk is to develop healthy 
coping strategies for these 
seemingly unsolvable stressors 
and symptoms. 

34. Assign the client a treatment 
journal to track daily stressors, 
the resultant symptoms, 
maladaptive coping patterns 
(e.g., suicidal/homicidal 
ideation), and experiences with 
newly acquired problem-solving 
alternatives (e.g., relying on 
helping services to assist with an 
ailing spouse or removing loved 
ones to the safety of a domestic 
assault shelter); assign 
homework targeting symptom 
management. 

20. Identify strategies to develop 
personal resiliency; flexibility 
in problem-solving strategies; 
and calm, assertive responses 
in crisis. (35, 36, 37, 38) 

35. Examine the relationship among 
cognitive rigidity, difficulty in 
generating solutions to 
problems, and his/her current 
suicidal/homicidal urge (e.g., 
when faced with a severe 
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emotional problem, they may 
turn to suicide as the only 
available solution); assist the 
client in understanding that 
his/her own life history may 
offer detailed examples from 
which to develop problem-
solving strategies. 

36. Ask the client to write an 
autobiography focusing on 
times of crisis, stress, or 
unmanageable conditions; ask 
him/her to focus on behaviors 
they implemented during those 
times that may have calmed, 
managed, or resolved the 
problem. 

37. Identify strategies, formed partly 
from the autobiographical recall, 
that may be applied to the 
problem-solving effort for the 
current crisis; use this problem-
solving approach to address 
areas of coping where the client 
is deficient and provide him/her 
with skills that will prevent 
feelings of hopelessness from 
escalating into a suicide/ 
homicide tragedy. 

38. Assist the client in enhancing 
his/her personal resiliency and 
flexibility by encouraging self-
reports from the treatment 
journal and homework assign-
ments on recent incidents of 
improved coping, symptom 
management, and problem-
solving skills (e.g., taking a 
respite from caring for an ailing 
spouse and allowing others to 
take charge for awhile or 
breaking all ties with the abusive 
partner). 
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21. Develop strategies to obtain 
community assistance in 
coping with personal crisis. 
(39, 40) 

39. Assist the adult female on 
accessing community services 
such as domestic violence 
shelters, victim counseling, and 
support groups; alleviate any 
existing emotional impediments 
to accessing those services (e.g., 
embarrassment, fear, or lack of 
transportation). 

40. Assist the elderly male on 
accessing community services 
(e.g., helpful social networks, 
medical and financial safety 
nets, and social services 
designed to improve the overall 
quality of life for seniors); 
alleviate any existing emotional 
impediments to accessing those 
services (e.g., embarrassment, 
lack of transportation, or 
characteristic difficulty in asking 
for help). 

22. Develop a suicide prevention 
plan that incorporates the 
treatment journal’s homework 
assignments. (41) 

41. Assist the client in writing a 
personal suicide prevention 
plan that lists actions he/she will 
take to avoid the risk of impulse 
to suicide/homicide (e.g., be 
aware of lessons from the 
treatment journal, homework 
assignments, and autobiography 
on appropriate problem solving; 
rely on supportive social 
network; and remain on any 
prescribed medications). 

. .

  

. .

  

. .
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DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
296.34 Major Depressive Disorder, Recurrent, Severe 

with Psychotic Features 
311 Depressive Disorder NOS 
295.xx Schizophrenia
298.9 Psychotic Disorder NOS 
305.00 Alcohol Abuse
303.9 Alcohol Dependence
296.90 Mood Disorder NOS 
300.3 Obsessive-Compulsive Disorder
309.81 Posttraumatic Stress Disorder 
308.3 Acute Stress Disorder 
300.02 Generalized Anxiety Disorder
300.00 Anxiety Disorder NOS 
300.15 Dissociative Disorder NOS 
312.30 Impulse-Control Disorder NOS 
309.xx Adjustment Disorder
293.xx Psychotic Disorder Due to General Medical 

Condition
293.83 Mood Disorder Due to General Medical 

Condition

Axis II: 301.7 Antisocial Personality Disorder 
301.6 Dependent Personality Disorder 
301.81 Narcissistic Personality Disorder 
301.83 Borderline Personality Disorder 
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SUICIDE SURVIVOR 

BEHAVIORAL DEFINITIONS 

 1. Verbalizes suicide intent after being overwhelmed by the suicidal 
death of a loved one. 

 2. Expresses irreconcilable feelings of frustration, hurt, and anger toward 
a loved one who committed suicide. 

 3. Displays an overwhelming obsession with the need to find out why 
the loved one chose suicide. 

 4. Expresses intense, often exaggerated and global, feelings of guilt and 
responsibility for the suicidal death of the significant other. 

 5. Overwhelmed by feelings of stigma and shame related to a loved 
one’s suicide because of religious, social, and cultural norms, which 
lead to isolation from supportive resources. 

 6. Expresses feelings of distrust and insecurity toward all relationships, 
leading to further isolation. 

 7. Experiences intense feelings of anger toward the decedent that are re-
pressed because of a belief that they are unacceptable. 

 8. Experiences intense feelings of rage toward others for their perceived 
roles in the loved one’s suicidal death, leading to disruption in family 
social cohesion and increased isolation. 

 9. A child survivor demonstrates a significant increase in anxiety (e.g., 
night traumas) and a significant fracture in hope for the future as well 
as the loss of security in relationships. 

 10. A therapist survivor experiences a career threatening self-doubt 
centered on competency and self-esteem. 
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.

   

.

   

.

   

LONG-TERM GOALS 

 1. Manage the bereavement process that allows a healthy psychosocial 
adjustment and a desire to live. 

 2. Accept and reconcile the intense feelings of anger directed toward the 
decedent.

 3. Forgive the decedent and any others perceived for their role in the 
suicidal death. 

 4. Increase engagement with a social network to reduce isolation. 
 5. Accept the mystery and unknowns of the decedent’s suicide. 
 6. Integrate a sense of guilt where it is appropriate and allow a sense of 

forgiveness of self. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Describe the specific grieving 
responses to the suicidal death. 
(1, 2, 3, 4, 5) 

 1. Explore the client’s problematic 
grieving responses as the sur-
vivor of a loved one’s suicide 
(e.g., a preoccupation with 
finding the “Why?” of the 
suicide, exaggerated feelings of 
guilt, isolative behaviors 
because of a sense of stigma 
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from society, extreme social 
isolation because of diminished 
trust in the safety of relation-
ships, or extreme rage that is 
repressed toward the decedent). 

 2. Explore the client’s historical 
patterns of coping during times 
of stress and/or tragedy (e.g., 
emotional reactions to previous 
traumatic losses or coping 
strategies developed to deal with 
grief).

 3. Explore the client’s reaction to 
the loved one’s suicidal death 
(e.g., was the death expected 
because of the chronic, 
unendurable psychological and 
physical pain experienced by the 
victim; has the death been 
experienced with a sense of 
relief because of the chronic 
abusive and malevolent behavior
of the victim; or was the death 
sudden, with no warning, 
rendering the death a tragedy 
that the survivor is not equipped 
to grieve). 

 4. Explore the impact of the 
suicide on the client’s family 
interaction patterns (e.g., were 
there preexisting dysfunctional 
family interaction patterns prior 
to the suicide or has the suicide 
event contributed to current 
depression among surviving 
members, created a distance 
among members, a distortion 
in communication patterns, 
isolation in their social network, 
or heightened risk for suicide in 
other family members). 

 5. Explore the nature of the 
client’s common grief reactions 



SUICIDE SURVIVOR  313 

(e.g., somatic symptoms, 
depressive reactions, loneliness, 
or abandonment) and those grief 
reactions that are seen as 
specific to grieving a death by 
suicide (e.g., feeling embar-
rassed about the mode of death, 
concealing the mode of death 
from family and others, or 
assuming severe feelings of 
rejection by the decedent). 

 2. Identify the nature of current 
suicidal ideation, planning, 
and/or intent. (6, 7, 8) 

 6. Explore the client’s goal of the 
intended suicide act (e.g., 
cessation of intolerable psy-
chological pain, motivation to 
reunite with the lost loved one, 
or punishment for extreme 
levels of self-hate and guilt 
related to a perceived role in the 
suicidal death). 

 7. Explore whether any impedi-
ments to the plan exist (e.g., fear 
of bringing the same emotional 
pain he/she feels to other 
survivors) with the client. 

 8. Explore how much energy and 
planning has gone into the 
suicide intent (e.g., has a lethal 
means been chosen and 
obtained, has a date been 
assigned, has the client 
communicated the intent with 
anyone) with the client. 

 3. Identify the nature of any 
previous episodes of suicidal 
ideation, intent, and/or activity. 
(9)

 9. Explore any previous suicide 
activities (e.g., ideation, 
gestures, or attempts) with the 
client and explore closely those 
acts when the client was 
accidentally, against his/her 
wishes, rescued from a 
potentially lethal suicide 
attempt; examine the 
circumstances of previous 
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suicide activity (e.g., significant 
loss, inability to cope with 
powerful emotions, or 
experiences of extreme self-
hate) and how they compare to 
the current situation. 

 4. Cooperate with psychological 
testing designed to evaluate 
conditions related to suicide 
risk in the suicide survivor. 
(10)

10. Administer testing used to 
reveal and evaluate suicidal 
ideation and intent levels in the 
survivor of suicide (e.g., Grief 
Experience Questionnaire, 
Purpose-in-Life Test, Reasons 
for Living Inventory, or Beck 
Depression Inventory). 

 5. Provide information on 
personal experiences with 
high-risk behavioral markers 
for suicide in suicide survivors. 
(11, 12, 13) 

11. Assess the client for the high-
risk survivor’s suicide marker of 
a preoccupation with finding the 
reason for the suicide (e.g., 
display of an obsessional 
inability to replace the search 
with other, less stressful, 
activities; mourning is put 
aside for the endless drive to 
uncover the one clue that will 
make the suicide understandable 
and, perhaps, bearable; and 
strives to deny or discount the 
suicide). 

12. Assess the client for the high-
risk survivor’s suicide marker 
of distorted communications 
(e.g., refusal to discuss the 
decedent in social settings, 
telling family the death was due 
to some other mode besides 
suicide, and blaming others for 
their perceived role in the 
suicide). 

13. Assess the client for the high-
risk survivor’s suicide marker of 
PTSD symptoms, especially if 
the death was sudden and 
unexpected and especially 
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violent (e.g., experience of night 
traumas; in children, dangerous 
play patterns where the suicide 
is acted out in fantasy; intrusive 
thoughts; or social isolation 
patterns).

 6. Provide information on 
personal experiences with 
high-risk emotional markers 
for suicide in suicide survivors. 
(14, 15, 16, 17) 

14. Assess the client for the high-
risk survivor’s suicide marker of 
guilt (e.g., feelings of inade-
quacy, self-hate, incompetence, 
unworthiness, or doubts of self 
as a good parent/spouse/child/ 
friend).

15. Assess the client for the high-
risk survivor’s suicide marker 
of distorted mourning (e.g., 
feelings of shame, social stigma, 
embarrassment that disrupts the 
normal grieving process and 
may lead to feelings of 
isolation). 

16. Assess the client for the high-
risk survivor’s suicide marker 
of depression (e.g., depth of 
sadness, increase in irritability, 
sleep disturbances, change in 
eating habits, anhedonia, or 
dysphoria).

17. Assess the client for the high-
risk survivor’s suicide marker of 
intense, excessive rage (e.g., 
toward the decedent may be 
caused by feelings of rejection 
and abandonment, especially 
note repressed anger toward the 
decedent; toward mental health 
agencies and/or professionals, 
and toward medical institutions 
and/or professionals for 
perceived incompetence 
resulting in the death of the 
decedent).
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 7. Provide information on 
personal experiences with 
high-risk social markers for 
suicide in suicide survivors. 
(18, 19) 

18. Assess the client for the high-
risk survivor’s suicide marker 
of social isolation (e.g., avoiding 
friends who would be com-
forting and supportive). 

19. Assess the client for the high-
risk survivor’s suicide marker 
of disruption of family cohesion 
(e.g., examine patterns of scape-
goating, blaming, isolating, and 
distancing from family members 
for their perceived role in the 
decedent’s death). 

 8. Medical personnel, especially 
the primary care physician, 
provide relevant, current 
information on general health 
issues. (20) 

20. After obtaining appropriate 
confidentiality releases, contact 
the client’s primary care 
physician for a medical report 
and evaluation, paying particular 
attention to recent somatic 
complaints, anxiety attacks, 
and depressive episodes and 
symptoms. 

 9. Provide complete information 
on current mood, affect, and 
thought process in a psychi-
atric evaluation, taking 
psychotropic medication as 
prescribed. (21, 22) 

21. Refer the client for a psychiatric 
evaluation to determine the 
need for psychotropic medi-
cation and to validate any at- 
risk diagnoses; encourage him/ 
her to take medication as 
prescribed.

22. Monitor the client’s compliance 
with the prescribed medication, 
chart the subjective and 
objective behavioral changes 
and monitor side effects, and 
share observations with his/her 
psychiatrist.

10. Accept feedback on the 
assessments and the treatment 
plan developed from the 
evaluation process. (23) 

23. Summarize and give feedback 
to the client and, if available 
and appropriate, caregivers 
about the high-risk survivor’s 
suicide markers found in the 
evaluation process; formulate 
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his/her treatment plan and 
include the family system if 
the evaluations reveal severe 
disruption in that unit; engage 
caregivers in the treatment plan 
to provide support for the client. 

11. Comply with placement in a 
more protective and, possibly, 
a more restrictive environment. 
(24, 25) 

24. Monitor the client’s suicide risk 
at appropriate intervals in the 
therapy process through 
interview for high-risk suicide 
markers and by administering 
standardized suicide risk 
assessment (e.g., Suicide 
Probability Scale). 

25. If assessments reveal high-risk 
survivor’s suicide markers that 
significantly challenge the 
client’s coping capacity (e.g., 
increase in comments of self-
blame, profound symptoms of 
depression, or extreme behav-
iors of isolation), place the client 
in a therapeutic setting that will 
protect him/her from suicidal 
impulse, decrease perturbation, 
decrease isolation, and monitor 
treatment effectiveness. 

12. Affirm a plan that allows for a 
safe return to the community. 
(26, 27) 

26. As an adjunct to psychotherapy 
engage the client in a Survivor 
of Suicide support group that 
will provide him/her with 
supportive relationships, help 
normalize the specific grieving 
of a survivor of suicide, and 
assist in verbalizing his/her 
repressed feelings. 

27. Engage the client’s family 
in the therapy process to mend 
the harm done in that system 
and to provide needed support 
for healthy psychosocial 
adjustment. 
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13. Agree to a written plan for 
dealing with situations when 
suicidal urges become strong. 
(28)

28. Develop a written crisis inter-
vention plan to be implemented 
during times when the client 
experiences trigger events and 
feelings (e.g., shame, guilt, rage, 
stigma, or isolation) that 
includes calling a member of the 
Suicide Survivor support group, 
the therapist, or a trusted friend 
and discussing the impact of 
these emotions; have the client 
agree, as a verbal contract in the 
therapy relationship, to call 
someone on the list. 

14. Identify current stressors and 
resultant symptoms that trigger 
the wish to die. (29, 30, 31) 

29. Assist the client in making a 
list of his/her most prominent 
stressors (e.g., coming in contact 
with close friends of the 
deceased, living in the house 
where the suicide occurred, 
intrusive memories of the 
deceased, a sense that “the 
world goes on” without 
acknowledging his/her loss) 
and emotional reactions or 
symptoms (e.g., unbearable 
grief, abandonment, anger at the 
deceased, or stigma) produced 
by those stressors. 

30. Assist the client in producing a 
complete symptom inventory 
that includes identifying the 
most disruptive symptoms 
(e.g., shame, guilt, or rage at 
the deceased), how these 
symptoms are currently 
dysfunctionally managed (e.g., 
social isolation, blaming others, 
repressing anger, or suicidal 
ideation), and the results of 
these symptoms (e.g., loss of 
cohesion in family and social 
network).
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31. Assure the client of help in 
targeting the most serious 
symptoms for immediate 
attention, while not prematurely 
rescuing him/her from 
experiences of unbearable 
emotions. 

15. Verbalize statements of hope 
that symptoms may be 
managed in ways other than 
suicide. (32, 33, 34, 35, 36) 

32. Formulate an appropriate view 
of suicide for the client: It 
stems from a desire to solve a 
temporarily unsolvable problem; 
it is fueled by elements of 
hopelessness and helplessness; 
and the antidote is to acquire 
safe, simple coping and 
problem-solving skills with 
identified stressors and 
symptoms. 

33. Educate the client about the 
phenomena of suicide, elimi-
nating myths and stressing 
the facts and complexities 
of this human tragedy; 
encourage him/her to acquire a 
view that suicide is never caused 
by an isolated incident in a 
person’s life but results from 
the untimely convergence of 
multiple factors for which the 
decedent had no management 
skills.

34. Assign the client a treatment 
journal to track daily stressors, 
the resulting symptoms, 
maladaptive coping patterns, 
and experiences with newly 
acquired coping strategies; 
assign homework targeting 
symptom management. Stress 
to the client that the goal of 
therapy is healthy symptom 
management and not symptom 
elimination. 
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35. Ask the client to note in his/her 
treatment journal a detailed plan 
with specific instructions on 
responding to and managing the 
perturbation associated with his/ 
her immediate symptoms (e.g., 
when feeling shame remember 
not to judge the decedent or 
when feeling guilt remember 
the loving acts done for the 
decedent); these responses 
should be structured to assist the 
client during emotional upset. 

36. Use role-play, modeling, and 
behavioral rehearsal to teach the 
client to implement the symp-
tom management skills noted in 
his/her treatment journal. 

16. Increase sharing the grieving 
process with others. (37, 38) 

37. Provide sensitive guidance to 
the client so that his/her 
emotions do not disrupt 
functioning (e.g., allow the 
client to feel guilt; guide him/her 
in appropriate guilt but not to 
globalize this emotion and to 
forgive himself/herself; allow 
the client to feel anger at the 
decedent but also love, respect, 
and honor); remain alert not to 
dismiss these emotions too 
quickly or protect the client 
from these feelings but process 
these emotions deliberately. 

38. Teach the client the value of 
verbalizing emotions in this and 
other safe, supportive settings 
(e.g., sharing feelings promotes 
empathy from others, sharing of 
the emotion lessens its burden, 
and sharing allows others to give 
their perspective on the subject so 
that the client gains further insight 
into his/her grieving process). 
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17. Verbalize a sense of 
confidence in the future as a 
survivor of suicide. (39) 

39. Assist the client in integrating 
the identity of a suicide survivor, 
listing ways that his/her 
bereavement tasks can be safely 
integrated in a productive, 
healthy, fulfilling life (e.g., 
marking special anniversaries 
in the decedent’s life with 
memorials). 

18. Develop a suicide prevention 
plan that incorporates the 
treatment journal and all 
completed homework 
assignments. (40) 

40. Educate the client about pre-
venting relapse into suicidal 
behavior (e.g., rely on the 
treatment journal for reminders 
of strategies for coping with 
trigger events, feelings, and 
symptoms; maintain member-
ship in Survivors of Suicide 
support network; avoid iso-
lation; continuously respect 
identity as survivor of suicide; 
and maintain futuristic 
thinking).

. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS:

Axis I: 296.2x Major Depressive Disorder, Single Episode 
296.3x Major Depressive Disorder, Recurrent 
296.xx Bipolar I Disorder
300.4 Dysthymic Disorder
309.0 Adjustment Disorder with Depressed Mood 
V62.82 Bereavement 



II. ASSAULTIVE/HOMICIDAL 
POPULATIONS
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ASSAULTIVE/HOMICIDAL MALE 

BEHAVIORAL DEFINITIONS 

 1. Has a history of violent behavior. 
 2. Demonstrates behaviors (e.g., distrust, projection, defensive anger, or 

persecutory delusions) correlated to a paranoid condition (e.g., para-
noid schizophrenia, paranoid personality disorder, or drug induced 
paranoid condition). 

 3. Has significant anger management problems (e.g., frequent outbursts, 
highly intensive rage episodes, and lack of internal control capacity). 

 4. Has a life-long pattern of faulty problem-solving skills. 
 5. Has a history of substance abuse/dependency that leads to impulse 

control problems and violent behavior. 
 6. Demonstrates behaviors (e.g., projection of blame, impulsivity, 

disregard for rules, lack of empathy, or emotionally labile) positively 
correlated to violence-prone personality disorders (e.g., antisocial, 
borderline, narcissistic, schizoid, or histrionic). 

 7. Has a history of childhood pathology (e.g., fire-setting, cruelty to 
animals, ADHD, or attachment disorder). 

 8. Associates with a violence-prone peer group and shows extreme 
interest in violence-prone entertainment. 

 9. Prefers isolative leisure activities. 
 10. Has a history of central nervous system (CNS) trauma (e.g., closed 

head injury, traumatic brain injury, or seizure disorder) and presents 
with symptoms (e.g., dizziness, blackouts, amnesia, visual or olfac-
tory hallucinations in the absence of a diagnosed mental illness, or 
severe headaches with nausea). 

 11. Presents with symptoms correlated to posttraumatic stress (e.g., in-
tense need for chaos, violence, and risk-taking behaviors). 

.

   

.

   

.
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LONG-TERM GOALS 

 1. Terminate the use of violence to meet social, psychological, and envi-
ronmental needs. 

 2. Enhance access to emotions and a capacity for empathy toward the 
needs, feelings, and desires of others. 

 3. Develop effective, adaptive coping strategies and problem-solving skills. 
 4. Enhance personal resiliency, flexibility, and a capacity to manage 

crises and failures. 
 5. Develop a supportive social network and the ability to engage in 

intimate relationships based on mutuality. 
 6. Develop an honest sense of self-acceptance and the capacity for self-

affirmation. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Provide information on 
personal experiences with 
high-risk behavioral markers 
related to assaultive/homicidal 
males. (1, 2, 3, 4, 5) 

 1. Assess the client for the high-
risk assaultive/homicidal male 
marker of a history of violent 
behavior (e.g., age of onset, 
feeling states at the time of 
violence, frequency and 
intensity of the violence, role of 
drugs and/or alcohol, subsequent 
remorse, ability to assume 
responsibility for behaviors, or 
tendency to project blame and 
use denial when faced with 
faults). 

 2. Assess the client for the high-
risk assaultive/homicidal male 
marker of predatory selection of 
victims (e.g., profile of victims, 
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specific themes in victim 
selection, stimulations to vio-
lence, or locations of violent 
behaviors).

 3. Assess the client for the high-
risk assaultive/homicidal male 
marker of isolative leisure 
activities (e.g., elements of 
paranoid or schizoid personality 
disorders, or activities that are 
focused on violence and killing). 

 4. Assess the client for the high-
risk assaultive/homicidal male 
marker of job instability (e.g., 
feelings of loss of power when 
not employed or reaction to a 
lowered socioeconomic status 
because of unemployment). 

 5. Assess the client for the high-
risk assaultive/homicidal male 
marker of extreme interest in 
lethal weapons (e.g., increased 
animation and/or excitability 
when talking about weapons). 

 2. Provide information on 
personal experiences with 
high-risk emotional markers 
related to assaultive/homicidal 
males. (6, 7, 8, 9, 10) 

 6. Assess the client for the high-
risk assaultive/homicidal male 
marker of paranoid conditions 
(e.g., an unusually high, 
unrealistic level of guardedness; 
suspicion; or distrust of the 
therapist, his social network, or 
society at large). 

 7. Assess the client for the high-
risk assaultive/homicidal male 
marker of childhood pathology 
(e.g., childhood attachment 
disorder; caregiver identity, 
constancy, and numbers; 
incidents of fire-setting; cruelty 
to animals; authority conflicts; 
stealing; lying; or history of 
legal involvement). 
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 8. Assess the client for the high-
risk assaultive/homicidal male 
marker of posttraumatic stress 
disorder (e.g., addiction to chaos 
and violence; level of physio-
logical excitement when 
discussing violent experiences; 
and correlation of addiction to 
unresolved issues of previous 
trauma). 

 9. Assess the client for the high-
risk assaultive/homicidal male 
marker of violence-prone 
personality disorders (e.g., 
behavioral correlates to border-
line, antisocial, schizoid, 
histrionic, or narcissistic 
conditions).

10. Assess the client for the high-
risk assaultive/homicidal male 
marker of a history of CNS 
trauma (e.g., incidents of brain 
trauma, closed head injury, 
traumatic brain injury; or 
symptoms of blackouts, 
recurrent headaches, seizures, 
loss of consciousness, or 
olfactory hallucinations). 

 3. Provide information on 
personal experiences with 
high-risk social markers 
related to assaultive/homicidal 
males. (11, 12) 

11. Assess the client for the high-
risk assaultive/homicidal male 
marker of a history of violence 
as a mode of communication in 
the family of origin (e.g., 
linkage to emotional con-
striction, use of rage to express 
all emotions, and lack of insight 
into the unacceptable nature of 
his violence). 

12. Assess the client for the high-
risk assaultive/homicidal male 
marker of current involvement 
with a violence-prone peer 
group (e.g., social cohesion 
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needs, or violence and rage 
validation needs). 

 4. Cooperate with psychological 
testing designed to evaluate 
conditions related to violent 
behavior and faulty problem-
solving ability. (13, 14) 

13. Administer tests most 
commonly used to reveal and 
evaluate violent tendencies 
and faulty problem-solving 
capacity (e.g., WAIS-3, 
MMPI, Millon Clinical 
Multiaxial Inventory, or The 
Means-Ends Problem-Solving 
Procedure).

14. Examine sources of violence 
for the mentally retarded/ 
developmentally disabled 
population (e.g., evaluate those 
with significantly below average 
intelligence with professional 
caution and respect since they 
are not predatory as a rule; 
frustration in areas of decision 
making, working through a 
crisis, solving relationship 
dilemmas, or accomplishing 
tasks that are required in their 
activities of daily living). 

 5. Provide complete information 
on current mood, affect, and 
thought process in a psy-
chiatric evaluation, taking 
psychotropic medications as 
prescribed. (15, 16) 

15. Refer the client for a psychiatric 
evaluation to determine his need 
for psychotropic medication and 
to validate any at-risk diagnoses 
(e.g., acutely psychotic paranoid 
schizophrenia with an active 
delusional or hallucinatory 
system; note whether a specifi-
cally identified individual is 
incorporated into his delusional 
system). 

16. Monitor the client’s compliance 
with the psychotropic medi-
cation prescription; chart his 
subjective changes and objective 
behavioral changes and monitor 
medication side effects. 
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 6. Medical personnel provide 
relevant, current information 
pertaining to the client’s 
general health. (17) 

17. After obtaining appropriate con-
fidentiality and privacy releases, 
contact the client’s medical 
provider for a report on his 
current health issues (e.g., his-
tory of CNS trauma, closed head 
injuries, or seizure disorder). 

 7. Identify sources of cognitive 
rigidity and poor problem-
solving strategies. (18, 19) 

18. Explore the client’s psychologi-
cal conditions that have a high 
correlation to impaired problem-
solving capacity (e.g., delayed 
adolescent autonomy, over-
protective childhood, an emo-
tionally constricted family 
environment, or a verbally 
demeaning family environment). 

19. Examine the client for psy-
chiatric states that have a high 
correlation to impaired problem-
solving capacity (e.g., depres-
sive disorders, acute stress 
disorder, posttraumatic stress 
disorder, and obsessive-
compulsive personality 
disorder). 

 8. Identify the emotion that 
motivates assaultive/homicidal 
behavior. (20, 21, 22, 23) 

20. Explore the emotion that fuels 
the paranoid client’s assaultive/ 
homicide intent (e.g., unrealistic 
elements of fear, guardedness, 
suspicion, and distrust that 
motivate assaultive behaviors 
for the purpose of self-
protection).

21. Examine the client with post-
traumatic stress conditions for 
the emotion that fuels his 
assaultive/homicide intent 
(e.g., the need for chaos, thrill-
seeking, confrontation, violence, 
and high risk-taking behaviors 
that fulfill his addiction to action 
and excitement). 
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22. Examine the client with a life-
long pattern of faulty problem-
solving skills and an inability to 
delay gratification for the emo-
tion that fuels his assaultive/ 
homicide intent (e.g., history of 
using temper tantrums, intimi-
dation, and rage to coerce 
immediate compliance with his 
wishes).

23. Examine the client with a 
history of childhood pathology 
and a displayed lack of empathy 
for the rights of others for the 
emotion that fuels the assaultive/ 
homicide intent (e.g., his sense 
of privilege to vent his rage with 
no regard to social constraints or 
consequences).

 9. Comply with placement in a 
more protective and, possibly, 
restrictive environment. 
(24, 25) 

24. If at any time during the 
treatment process the client 
displays an exacerbation of 
acute delusional and/or halluci-
natory episodes produced by 
paranoid schizophrenia, he 
should be placed, either volun-
tarily or involuntarily, in a 
structured therapeutic setting 
that will protect him from the 
assaultive/homicide impulse. 

25. If the client has identified a 
specific individual incorporated 
into his delusional system, con-
sult with the local Recipient’s 
Rights officer to determine 
whether there is a duty to warn 
the identified person. 

10. Affirm a discharge plan that 
allows for a safe return to the 
community. (26) 

26. Review the inpatient team’s 
treatment plan with the client 
that includes referral to case 
management services for the 
severely mentally ill (e.g., 
paranoid schizophrenic), 
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individual psychotherapy 
appointments, an activities of 
daily living program, and a 
medication regimen. 

11. Accept feedback gathered from 
all sources and the treatment 
plan developed from the 
evaluation process. (27) 

27. Summarize and give feedback 
to the client about high-risk 
markers found in the evaluation 
process; outline the treatment 
plan for him and incorporate 
his participation in this effort. 

12. Identify current stressors 
and resultant symptoms that 
trigger the need to engage in 
assaultive/homicidal 
behaviors. (28, 29) 

28. Assist the client in listing his 
most prominent stressors (e.g., 
intense feelings that people are 
plotting against him, intense 
need for excitement and/or risk-
taking behaviors, intense need to 
have immediate gratification and 
have things go his way, and 
inability to accept society’s 
constraints on his sense of 
privilege).

29. Explore emotional reactions or 
symptoms produced by those 
stressors (e.g., unbearable 
fears, agitation and feelings| 
of frenzy, frustration and anger, 
and controlled rage) with the 
client and how these symptoms 
are currently dysfunctionally 
managed (e.g., substance 
abuse, self-mutilation, death-
defying risk-taking activities, 
violent acting out toward 
property, or violent assaults 
toward people). 

13. Implement coping and 
management skills for the 
identified stressors and 
symptoms, resulting in 
termination of violence toward 
others. (30, 31, 32, 33) 

30. Establish a therapeutic alliance 
with the client that includes 
providing empathy within the 
context of healthy boundaries, 
teaching problem-solving skills, 
helping him to access and 
regulate emotions, assisting in 
the development of pain 
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tolerance, and teaching 
interpersonal skills. 

31. Teach the client problem-solving 
skills (e.g., define the problem 
completely, explore alternative 
solutions, list positives and 
negatives of each solution, 
select and implement a plan of 
action, and evaluate and adjust 
skills as necessary) and anger 
management strategies (e.g., 
mediational or self-control 
techniques).

32. Formulate an appropriate view 
of the function of his assaultive/ 
homicidal intent with the client: 
It stems from his need to meet 
significant social, psychological, 
environmental needs; it is fueled 
by either feelings of fear, 
addictive excitement, immediate 
gratification, or unrelenting 
rage; and the antidote to this is 
to develop healthy coping 
strategies for these seemingly 
overwhelming feelings. 

33. Assign the client a treatment 
journal to track daily stressors 
(e.g., feeling that someone is 
going to hurt him, craving for 
excitement, forced to delay 
gratification, or provocation), 
the resulting symptoms (e.g., 
fear, agitation, frustration, or 
rage), maladaptive coping 
patterns (e.g., assaultive be-
havior), and experiences with 
newly acquired problem-solving 
alternatives (e.g., anger 
management or problem-solving 
skills).

14. Identify strategies to develop 
personal resiliency and 

34. Identify strategies for the client 
with a paranoid condition, which 
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flexibility in problem solving. 
(34, 35, 36, 37) 

will be applied to his problem 
solving efforts (e.g., for the 
paranoid schizophrenic, monitor 
medication and case manage-
ment program; for the paranoid 
personality, enhance a sense of 
trust; for the drug induced 
paranoid psychotic, engage in 
substance abuse treatment). 

35. Identify strategies for the client 
with a posttraumatic stress con-
dition, which will be applied to 
his problem-solving efforts (e.g., 
educate him on the nature of his 
condition and its linkage to thrill-
seeking and violent behaviors 
and teach him safer and more 
socially accepted methods of 
meeting his need for excitement). 

36. Identify strategies for the client 
who uses violence to achieve 
immediate gratification, which 
will be applied to his problem-
solving efforts (e.g., in the therapy
relationship, teach him mutuality, 
reciprocity, compromise, and 
respect and encourage him to 
engage in supportive social 
networks and track this experi-
ence in his treatment journal). 

37. Identify strategies for the client 
with a deficit in emotional 
regulation, which will be applied 
to his problem-solving efforts 
(e.g., provide a consistent 
therapeutic atmosphere of 
empathic responses to his 
emotional expressions; engage 
him in sessions where mutual 
respect for emotional expression 
is the foundation; and inform 
him of the consequences of 
violence toward the therapist). 
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15. Agree to a crisis response plan 
for dealing with situations 
when the risk of assaultive 
behavior is strong. (38, 39) 

38. Develop a crisis intervention 
plan to be implemented by the 
client during trigger events (e.g., 
feelings of paranoia, agitation 
for excitement, frustration with 
unmet needs, or impulse to hurt 
someone) and the resultant feel-
ings (e.g., fear, extreme anxiety, 
frustration, or rage) that includes 
alternatives of contacting the 
therapist or a local mental health 
help line to discuss these emo-
tions and how to manage them. 

39. Consult with a local Recipient’s 
Rights agency to determine the 
need to notify local law enforce-
ment agencies and/or protective 
social service agencies about the 
client’s assaultive/homicidal 
intent; notify him of this 
obligation and the duty to warn 
and document all actions taken. 

16. Write an individual and 
personal violence prevention 
plan that incorporates the 
treatment journal’s homework 
assignments. (40) 

40. Assist the client in writing a 
personal prevention plan that 
lists actions he will take to avoid 
the risk of violent behavior (e.g., 
remain aware of lessons from 
the treatment journal and home-
work assignments; if appropri-
ate, remain on medication; and 
remain alert to and respectful of 
the fueling emotions that con-
tribute to his violent acting out). 

. .

  

. .

  

. .
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DIAGNOSTIC SUGGESTIONS:

Axis I: 296.xx Major Depressive Disorder 
300.02 Generalized Anxiety Disorder
295.30 Schizophrenia, Paranoid Type 
295.xx Schizophrenia
305.00 Alcohol Abuse
304.80 Polysubstance Dependence
300.4 Dysthymic Disorder
312.34 Intermittent Explosive Disorder 
297.1 Delusional Disorder
300.3 Obsessive-Compulsive Disorder
309.81 Posttraumatic Stress Disorder 

Axis II: 301.81 Narcissistic Personality Disorder 
301.83 Borderline Personality Disorder 
301.7 Antisocial Personality Disorder 
301.6 Dependent Personality Disorder 
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BEHAVIORAL DEFINITIONS 

 1. Demonstrates an impulse to homicide/suicide because of a disruption 
(e.g., divorce, rejection, or abandonment) of an intimate relationship 
in which he uses coercive means (e.g., physical violence, or emotional 
intimidation) to control the partner. 

 2. Experiences a disruption in his intimate relationship that challenges 
his need to control, his possessiveness, and narcissism. 

 3. Intends homicide of the love object as the primary act, and the suicide 
is designed to avoid legal consequences and incarceration or to allevi-
ate emotionally unbearable reactions of remorse. 

 4. Demonstrates behaviors correlated to a paranoid condition (e.g., para-
noid schizophrenia, paranoid personality disorder, and substance in-
duced psychosis with paranoid features). 

 5. Demonstrates lifetime patterns of insecurity, antisocial traits, impulse 
control problems, possessiveness in relationships, use of violence for 
need gratification, limited access to emotions, and an overall sense of 
inadequacy. 

 6. Has a history of childhood pathology (e.g., fire-setting, cruelty to peo-
ple or animals, authority conflicts, assault, lying, bedwetting, stealing, 
attachment pathology, and, in some instances, ADHD). 

 7. Has a history of family violence (e.g., violence used as a mode of 
communication, child physical abuse, or child verbal abuse). 

 8. Has a history of job instability (e.g., moves from job to job or fired 
from jobs because of an inability to respond to workplace regulations). 

 9. Involved currently in a violence-prone peer group. 
 10. Displays extreme interest in skill with and possession of weapons. 
 11. Involved in solitary leisure activities (e.g., usually described as a loner). 
 12. Has a history of polysubstance dependence/abuse. 
 13. Demonstrates predatory behaviors (e.g., usually avoids mutual rela-

tionships and seeks out partners who display potential for submissive-
ness) and is enraged if the partner tries to leave him. 
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.
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LONG-TERM GOALS 

 1. Resolve impulse for homicide and suicide. 
 2. Enhance an access to emotions and a capacity for empathy toward 

others needs, feelings, and desires. 
 3. Develop effective, adaptive coping strategies and problem-solving skills. 
 4. Enhance personal resiliency, flexibility, and a capacity to manage cri-

sis and failures. 
 5. Develop a supportive social network and the ability to engage in inti-

mate relationships based on mutuality. 
 6. Develop an honest sense of self-acceptance and a capacity for self-

affirmation. 

.

   

.

   

.

   

SHORT-TERM 
OBJECTIVES 

THERAPEUTIC
INTERVENTIONS 

 1. Provide information on 
personal experiences with 
high-risk behavioral markers 
related to homicide/suicide 
ideators. (1, 2, 3, 4, 5) 

 1. Assess the client for the high-
risk homicide/suicide male 
marker of a history of violence 
(e.g., evaluate the age of onset 
of this behavior, feeling states at 
the time of violence, frequency 
and intensity of violence, the 
role of drugs and/or alcohol, 
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stimulating events, or sub-
sequent remorse). 

 2. Assess the client for the high-
risk homicide/suicide male 
marker of substance abuse (e.g., 
polysubstance abuse patterns or 
subjective reaction to alcohol 
and/or drugs). 

 3. Assess the client for the high-
risk homicide/suicide male 
marker of isolative leisure 
activities (e.g., elements of the 
paranoid personality disorder or 
activities that are focused on 
violence and killing). 

 4. Assess the client for the high-
risk homicide/suicide male 
marker of job instability (e.g., 
feelings of loss of power when 
not employed or lowered 
socioeconomic status because 
of unemployment). 

 5. Assess the client for the high-
risk homicide/suicide male 
marker of an extreme interest in 
possession of and skill with 
weapons (e.g., increased 
animation and/or excitability 
when talking about weapons). 

 2. Provide information on 
personal experiences with 
high-risk emotional markers 
related to homicide/suicide 
ideators. (6, 7, 8, 9) 

 6. Assess the client for the high-
risk homicide/suicide male 
marker of paranoid conditions 
(e.g., paranoid schizophrenic 
condition, paranoid personality 
disorder, or drug-induced 
paranoia).

 7. Assess the client for the high-
risk homicide/suicide male 
marker of attachment pathology 
(e.g., childhood attachment 
history, who raised the client, 
how many caregivers the client 
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had, whether caregivers left and 
never returned). 

 8. Assess the client for the high-
risk homicide/suicide male 
marker of childhood pathology 
(e.g., fire-setting, cruelty to 
people or animals, authority 
conflicts, stealing, lying, bed-
wetting, assault, history of 
ADHD; or history of conduct 
disorder and current antisocial 
traits). 

 9. Assess the client for the high-
risk homicide/suicide male 
marker of a history of central 
nervous system trauma (e.g., 
incidents of brain trauma, closed 
head injury, traumatic brain 
injury or symptoms of black-
outs, recurrent headaches, 
seizures, loss of consciousness, 
or olfactory hallucinations). 

 3. Provide information on 
personal experiences with 
high-risk social markers 
related to homicide/suicide 
ideators. (10, 11, 12) 

10. Assess the client for the high-
risk homicide/suicide male 
marker of a history of violence 
as a mode of communication in 
the family of origin (e.g., pat-
terns of child physical abuse or 
reported behaviors correlated to 
PTSD).

11. Assess the client for the high-
risk homicide/suicide male 
marker of current involvement 
with a violence-prone peer 
group.

12. Assess the client for the high-
risk homicide/suicide male 
marker of predatory patterns in 
relationships (e.g., no capacity 
for bonding or mutuality in a 
relationship; needs to be in 
control and will choose partners 
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that fulfill that requirement; no 
capacity for ownership or 
responsibility for behavior; or 
consistently projects blame and 
uses denial when faced with 
faults). 

 4. Cooperate with psychological 
testing designed to evaluate 
conditions related to violent 
behavior and faulty problem-
solving ability. (13) 

13. Administer tests most 
commonly used to reveal and 
evaluate violent tendencies, co-
occurring suicide intent, and 
faulty problem-solving capacity 
(e.g., MMPI, Millon Clinical 
Multiaxial Inventory, Reasons 
for Living Inventory, or The 
Means-Ends Problem-Solving 
Procedure).

 5. Provide complete information 
on current mood, affect, and 
thought process in a psy-
chiatric evaluation, take 
psychotropic medications as 
prescribed. (14, 15) 

14. Refer the client for a psychiatric 
evaluation to determine his need 
for psychotropic medication and 
to validate any at-risk diagnoses 
(e.g., acutely psychotic paranoid 
schizophrenia with an active 
delusional, hallucinatory system; 
be alert to incorporation of a 
specifically identified individual 
into the client’s delusional 
system). 

15. Monitor the client’s compliance 
with the psychotropic medi-
cation prescription; chart his 
subjective and objective behav-
ioral changes and monitor the 
side effects. 

 6. Identify the nature and 
specifics of previous 
experiences with suicide 
ideation and/or activities. (16) 

16. Explore the client’s history of 
suicide activity (e.g., activities 
where there was a clear intent to 
die but the activity resulted in a 
nonfatal injury because of an 
accidental rescue that was 
against the perpetrator’s wishes; 
a lifetime pattern of suicide 
ideation; a history of suicide 
gesturing, with no clear intent to 
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die, that was used as a control 
strategy in relationships). 

 7. Medical personnel provide 
relevant, current information 
on the client’s general health. 
(17)

17. After obtaining appropriate 
confidentiality and privacy 
releases, contact the client’s 
medical provider for a report on 
current health issues (e.g., 
history of head trauma, closed 
head injuries, seizure disorder). 

 8. Identify the sources of 
cognitive rigidity and poor 
problem-solving strategies. 
(18, 19) 

18. Explore the client’s 
psychological/emotional 
conditions that appear to have 
a high correlation to impaired 
problem-solving capacity 
(e.g., delayed adolescent 
autonomy, overprotected 
childhood, an emotionally 
constricted family environment, 
or a verbally demeaning family 
environment). 

19. Examine the client for psy-
chiatric states that appear to 
have a high correlation to 
impaired problem-solving 
capacity (e.g., depressive 
disorders, acute stress disorder, 
posttraumatic stress disorder, 
and obsessive-compulsive 
personality disorder). 

 9. Identify the nature and specif-
ics of the current impulse to 
homicide. (20) 

20. Explore the client’s emotions 
that fuel the homicide/suicide 
intent (e.g., damage to narcis-
sistic needs, an if-I-can’t-have-
her-no-one-will attitude of 
pathological possessiveness, or 
elements of paranoia). 

10. Accept feedback gathered from 
all sources and the treatment 
plan developed from the 
evaluation process. (21) 

21. Summarize and give feedback to 
the client on high-risk markers 
found in the evaluation process; 
outline the treatment plan for 
him and incorporate his 
participation in this effort. 
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11. Comply with placement in a 
more protective and, possibly, 
restrictive environment. 
(22, 23) 

22. If at any time during the treat-
ment process the client displays 
an exacerbation of acute delu-
sional and/or hallucinatory 
episodes produced by paranoid 
schizophrenia, he should be 
placed, either voluntarily or 
involuntarily, in a structured 
therapeutic setting that will 
protect him from the homicide/ 
suicide impulse and monitor 
medical management. 

23. If the client has identified a 
specific individual incorporated 
into his delusional system, 
consult with the local Recipi-
ent’s Rights office will deter-
mine whether there exists a 
duty to warn that identified 
person.

12. Affirm a discharge plan that 
allows a safe return to the 
community. (24) 

24. Review the inpatient team’s 
treatment plan with the client 
that includes referral to case 
management services for the 
severely mentally ill, individual 
psychotherapy appointments, an 
activities of daily living 
program, and a medication 
program. 

13. Agree to a crisis response plan 
for dealing with situations 
when the risk for homicide/ 
suicide ideation and/or intent is 
strong. (25, 26) 

25. Develop a crisis intervention 
plan to be implemented by the 
client during trigger events 
(e.g., abandonment issues or 
disruption of pathological 
control and possessiveness 
behaviors) and the resultant 
feelings (e.g., rage, revenge, 
panic, need for ultimate control, 
or homicidal urges) that includes 
alternatives of contacting the 
therapist or a local help line to 
discuss emotions and how to 
manage them. 
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26. Consult with a local Recipient 
Rights agency to determine the 
need to notify local law enforce-
ment agencies and/or protective 
social service agencies about the 
client’s homicide/suicide intent; 
notify him of this obligation and 
the duty to warn and document 
all actions taken. 

14. Identify own biological, social, 
and psychological traits and 
vulnerabilities that hinder 
adaptive problem-solving 
strategies and contribute to the 
risk of the homicide/suicide 
intent. (27, 28) 

27. Explore the client’s personal 
vulnerabilities and traits that 
contribute to problem-solving 
deficiencies and the homicide/ 
suicide crisis (e.g., faulty 
emotional regulation, poor 
access to emotions, lack of 
empathy to the needs of others, 
cognitive rigidity, or feelings 
of insecurity and inadequacy). 

28. Help the client to acknowledge 
the existence of his traits that 
contribute to the homicide/ 
suicide crisis, understand 
their source, and track their 
influence on problem-solving 
and resultant homicidal/suicidal 
ideation.

15. Identify current stressors and 
resultant symptoms that trigger 
the wish to murder and die by 
suicide. (29, 30) 

29. Assist the client in listing his 
most prominent stressors (e.g., 
abandoned in a relationship in 
which he used physical/ 
emotional abuse to control, 
fired from a job, charged 
with a crime, held accountable 
for dysfunctional behaviors, 
and incidents of narcissistic 
injury). 

30. Explore emotional reactions or 
symptoms produced by those 
stressors (e.g., uncontrollable 
rage, revenge, denial, or pro-
jection of blame) and how those 
symptoms are currently dys-
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functionally managed (e.g., 
homicide/suicide ideation, 
substance abuse, self-mutilation, 
or violent assault toward others). 

16. Identify coping and manage-
ment skills for stressors and 
symptoms that can be done 
continuously in ways other 
than violence toward others 
and self. (31, 32, 33, 34) 

31. Establish a therapeutic alliance 
with the client that includes 
providing empathy within the 
context of healthy boundaries, 
teaching problem-solving skills, 
helping the client to access and 
regulate emotions, assisting in the 
development of pain tolerance, 
and teaching interpersonal skills. 

32. Teach the client problem-solving 
skills (e.g., define the problem 
completely, explore alternative 
solutions, list the positives and 
negatives of each solution, select 
and implement a plan of action, 
and evaluate the outcome and 
adjust skills as necessary). 

33. Formulate an appropriate view 
of the function of his homicide/ 
suicide intent with the client: It 
stems from his need to solve a 
seemingly unsolvable problem; 
it is fueled by hopelessness, 
unregulated rage, and 
helplessness; and the antidote to 
this risk is to develop healthy 
coping strategies for these 
seemingly unsolvable stressors 
and symptoms. 

34. Assign the client a treatment 
journal to track his daily 
stressors, the resultant symp-
toms, maladaptive coping 
patterns (e.g., substance abuse or 
homicide/suicide ideation), and 
experiences with newly acquired 
problem-solving alternatives 
(e.g., using anger management 
techniques or expressing 
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difficult emotions to the 
empathic therapist); assign 
homework targeting symptom 
management. 

17. Identify strategies to develop 
personal resiliency and 
flexibility in problem solving. 
(35, 36, 37) 

35. Ask the client to write an auto-
biography focusing on times of 
crisis; have him focus on 
behaviors he produced during 
those times that may have 
calmed or resolved the problem. 

36. Identify strategies, formed 
partly from the autobiographical 
recall, which may be applied to 
the problem-solving effort for 
the current crisis; use this 
problem-solving approach to 
address areas of coping where 
he is deficient and will prevent 
feelings of rage and hopeless-
ness from escalating into a 
homicide/suicide tragedy. 

37. Encourage the client to give 
reports from the treatment 
journal and homework assign-
ments of recent incidents on 
improved problem solving 
(e.g., a sense of relief felt when 
owning responsibility for 
problematic behavior; a sense 
of pride felt when exercising an 
anger management tactic; or 
refusing substance abuse when 
in emotional turmoil). 

18. Identify strategies to enhance 
access to emotions and a 
capacity for empathy. (38) 

38. Provide a consistent atmosphere 
of an empathic response to the 
client’s emotional expression; 
engage him in sessions where 
mutual respect for emotional 
expression and understanding is 
the foundation. 

19. Identify strategies to develop a 
positive, nurturing social 

39. Encourage the client to engage 
in supportive social networks 
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network and the ability to 
engage in relationships based 
on mutual respect. (39) 

and to track this experience in 
his treatment journal; along 
with the issue of mutuality, 
stress the client’s need for using 
active listening skills and 
consider the use of role-play 
and/or behavioral rehearsal to 
resolve this social deficit. 

20. Develop a violence prevention 
plan that incorporates the 
treatment journal’s homework 
assignments. (40) 

40. Assist the client in writing a 
personal prevention plan that 
lists actions he will take to 
avoid the risk of homicide/ 
suicide intent (e.g., remain 
aware of lessons from the 
treatment journal, homework 
assignments, and autobiography 
on appropriate problem-solving; 
continue to define self in a 
social context; and if appropri-
ate, remain on medication). 

. .

  

. .

  

. .

  

DIAGNOSTIC SUGGESTIONS: 

Axis I: 296.24 Major Depressive Disorder, Single Episode, 
Severe with Psychotic Features 

296.xx Major Depressive Disorder 
300.4 Dysthymic Disorder
295.xx Schizophrenia
295.30 Schizophrenia, Paranoid Type 
297.1 Delusional Disorder
312.34 Intermittent Explosive Disorder 
305.00 Alcohol Abuse
304.80 Polysubstance Dependence



346  SUICIDE AND HOMICIDE RISK ASSESSMENT & PREVENTION 

300.3 Obsessive-Compulsive Disorder
309.81 Posttraumatic Stress Disorder 
300.02 Generalized Anxiety Disorder
321.30 Impulse-Control Disorder

Axis II: 301.7 Antisocial Personality Disorder 
301.6 Dependent Personality Disorder 
301.81 Narcissistic Personality Disorder 
301.83 Borderline Personality Disorder 
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Suicidal/Homicidal Populations

Adjustment Disorder with 

Anxiety  309.24 

Chronic Medical Illness 

Adjustment Disorder with 

Depressed Mood 309.0

Asian American Male 

Child

Chronic Medical Illness 

Hispanic Male 

Native American Male 

Suicide Survivor

Adjustment Disorder with 

Disturbance of Conduct 309.3 

Chronic Mental Illness 

Adjustment Disorder with 

Mixed Anxiety and 

Depressed Mood 309.28 

Chronic Medical Illness 

Law Enforcement Officer

Adjustment Disorder with 

Mixed Disturbance of 

Emotions and Conduct 309.4 

Chronic Medical Illness 

Adolescent Antisocial 

Behavior V71.02 

Psychiatric Inpatient 

Alcohol Abuse 305.00

African American Male 

Asian American Male 

Assaultive/Homicidal Male 

Bipolar

Borderline Personality Disorder 

Caucasian Female—Adolescent 

Caucasian Female—Adult 

Caucasian Male—Adolescent 

Chemically Dependent 

Chronic Medical Illness 

College Student 

Elderly 

Gay/Lesbian/Bisexual 

Hispanic Male 

Homicidal/Suicidal Male 

Incarcerated Male 

Law Enforcement Officer 

Native American Male 

Pathological Gambler 
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Physician 

Psychiatric Inpatient 

Suicidal/Homicidal Populations 

Alcohol Dependence 303.90 

African American Male 

Caucasian Male—Adolescent 

Caucasian Male—Adult 

Chemically Dependent 

Elderly 

Gay/Lesbian/Bisexual 

Hispanic Male 

Homeless Male 

Incarcerated Male 

Native American Male 

Pathological Gambler 

Physician 

Schizophrenic 

Suicidal/Homicidal Populations

Alcohol-Induced Anxiety 

Disorder 291.89 

Alcohol-Induced Mood 

Disorder 291.89 

African American Male 

Native American Male

Amphetamine Abuse 305.70 

Chemically Dependent 

Amphetamine Dependence 304.40 

Chemically Dependent 

Physician 

Anorexia Nervosa 307.1

Caucasian Female—Adolescent 

Caucasian Female—Adult 

Antisocial Personality 

Disorder 301.7 

African American Male 

Assaultive/Homicidal Male 

Bipolar

Borderline Personality Disorder 

Caucasian Male—Adult 

Chemically Dependent 

Chronic Medical Illness 

Elderly 

Homeless Male 

Homicidal/Suicidal Male 

Incarcerated Male 

Native American Male 

Pathological Gambler 

Psychiatric Inpatient 

Schizophrenic 

Suicidal/Homicidal Populations 

Anxiety Disorder NOS 300.00 

African American Male 

Chronic Medical Illness 

Law Enforcement Officer 

Homicidal/Suicidal Male 

Suicidal/Homicidal Populations 

Attention-Deficit/Hyperactivity 

Disorder NOS 314.9

Caucasian Male—Adolescent 

Child

Bereavement V62.82 

Child

Law Enforcement Officer 

Psychiatric Inpatient 

Suicide Survivor

Bipolar I Disorder 296.xx 

Bipolar

Chemically Dependent 

Child

Psychiatric Inpatient 

Suicide Survivor

Bipolar II Disorder 296.89 

Bipolar

Chemically Dependent 

Psychiatric Inpatient 

Bipolar Disorder NOS 296.80 

Bipolar

Borderline Personality 

Disorder 301.83 

Assaultive/Homicidal Male 

Bipolar

Borderline Personality Disorder 

Caucasian Female—Adult 

Chemically Dependent 

Elderly 

Homeless Male 

Homicidal/Suicidal Male 

Incarcerated Male 
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Pathological Gambler 

Psychiatric Inpatient 

Schizophrenic 

Suicidal/Homicidal Populations 

Brief Psychotic Disorder 298.8 

Psychiatric Inpatient 

Bulimia Nervosa 307.51 

Caucasian Female—Adolescent 

Caucasian Female—Adult 

Cannabis Abuse 305.20 

Chemically Dependent 

College Student 

Incarcerated Male 

Cannabis Dependence 304.30 

Caucasian Male—Adolescent 

Chemically Dependent 

Cannabis-Induced Anxiety 

Disorder 292.89 

Child Antisocial Behavior V71.02 

Child

Cocaine Abuse 305.60 

African American Male 

Chemically Dependent 

Hispanic Male 

Cocaine Dependence 304.20 

African American Male 

Chemically Dependent 

Gay/Lesbian/Bisexual 

Cocaine-Induced Anxiety 

Disorder 292.89 

African American Male 

Cocaine-Induced Mood 

Disorder 292.84 

African American Male 

Conduct Disorder 312.8

Asian American Male 

Native American Male 

Conduct Disorder/ 

Adolescent-Onset Type 312.82 

Caucasian Male—Adolescent 

Conduct Disorder/ 

Childhood-Onset Type 312.81 

Child

Cyclothymic Disorder 301.13 

Bipolar

Delusional Disorder 297.1

Assaultive/Homicidal Male 

Homeless Male 

Homicidal/Suicidal Male 

Psychiatric Inpatient 

Schizophrenic 

Dependent Personality 

Disorder 301.6 

Assaultive/Homicidal Male 

Borderline Personality Disorder 

Homicidal/Suicidal Male

Psychiatric Inpatient 

Schizophrenic 

Suicidal/Homicidal Populations 

Depressive Disorder NOS 311 

Chronic Medical Illness 

Law Enforcement Officer 

Pathological Gambler 

Suicidal/Homicidal Populations

Disruptive Behavior 

Disorder NOS 312.9

Caucasian Female—Adolescent 

Caucasian Male—Adolescent 

Dissociative Disorder NOS 300.15 

Borderline Personality Disorder 

Caucasian Female—Adolescent 

Caucasian Female—Adult 

Suicidal/Homicidal Populations

Dissociative Identity 

Disorder 300.14 

Borderline Personality Disorder 

Dysthymic Disorder 300.4

Assaultive/Homicidal Male 

Caucasian Female—Adolescent 
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Caucasian Female—Adult 

Caucasian Male—Adolescent 

Caucasian Male—Adult 

Chemically Dependent 

Child

Chronic Medical Illness 

College Student 

Elderly 

Gay/Lesbian/Bisexual 

Hispanic Male 

Homicidal/Suicidal Male 

Law Enforcement Officer 

Native American Male 

Pathological Gambler 

Physician 

Suicide Survivor

Gender Identity Disorder 302.85 

Gay/Lesbian/Bisexual 

Generalized Anxiety 

Disorder 300.02 

Asian American Male 

Assaultive/Homicidal Male 

Borderline Personality Disorder 

Caucasian Male—Adult 

Chemically Dependent 

Chronic Medical Illness 

College Student 

Elderly 

Gay/Lesbian/Bisexual 

Hispanic Male 

Homeless Male 

Homicidal/Suicidal Male 

Incarcerated Male 

Law Enforcement Officer 

Native American Male 

Pathological Gambler 

Physician 

Psychiatric Inpatient 

Suicidal/Homicidal Populations 

Histrionic Personality 

Disorder 301.50 

Borderline Personality Disorder 

Chemically Dependent 

Hypochondriasis with Poor 

Insight 300.7 

Elderly 

Impulse-Control Disorder 312.30 

Homicidal/Suicidal Male 

Incarcerated Male 

Pathological Gambler 

Suicidal/Homicidal Populations

Inhalant Abuse 305.90 

Native American Male 

Inhalant Dependence 304.60 

Native American Male 

Intermittent Explosive 

Disorder 312.34 

Assaultive/Homicidal Male 

Chronic Medical Illness 

Homicidal/Suicidal Male 

Incarcerated Male 

Law Enforcement Officer 

Learning Disorder NOS 

Learning Disorder NOS 315.9 

Caucasian Male—Adolescent 

Major Depressive Disorder 296.xx 

Asian American Male 

Assaultive/Homicidal Male 

Borderline Personality Disorder 

Caucasian Female—Adult 

Caucasian Male—Adult 

Child

Chronic Medical Illness 

College Student 

Elderly 

Gay/Lesbian/Bisexual 

Hispanic Male 

Homicidal/Suicidal Male 

Incarcerated Male 

Law Enforcement Officer 

Native American Male 

Pathological Gambler 

Physician 

Psychiatric Inpatient 

Suicidal/Homicidal Male 

Suicidal/Homicidal Populations 

Major Depressive Disorder, 

Single Episode 296.2x 

Chemically Dependent 

Psychiatric Inpatient 

Suicide Survivor 
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Major Depressive Disorder, 

Single Episode, Severe 296.23 

Elderly 

Gay/Lesbian/Bisexual 

Major Depressive Disorder, 

Single Episode, Severe with 

Psychotic Features 296.24 

Homicidal/Suicidal Male 

Major Depressive Disorder, 

Recurrent 296.3x 

African American Male 

Caucasian Female—Adolescent 

Caucasian Male—Adolescent 

Chemically Dependent 

Homeless Male 

Psychiatric Inpatient 

Suicide Survivor 

Major Depressive Disorder, 

Recurrent, Severe, with 

Psychotic Features 296.34 

Caucasian Male—Adolescent 

Homeless Male 

Homicidal/Suicidal Male 

Psychiatric Inpatient 

Schizophrenic 

Suicidal/Homicidal Populations 

Mood Disorder NOS 296.90 

Caucasian Male—Adult 

College Student 

Elderly 

Gay/Lesbian/Bisexual 

Incarcerated Male 

Physician 

Suicidal/Homicidal Populations 

Mood Disorder Due to . . . 

[Indicate the General 

Medical Illness] 293.83 

Suicidal/Homicidal Populations 

Narcissistic Personality 

Disorder 301.81 

Assaultive/Homicidal Male 

Borderline Personality Disorder 

Caucasian Male—Adult 

Chemically Dependent 

Elderly 

Homicidal/Suicidal Male 

Psychiatric Inpatient 

Suicidal/Homicidal Populations 

Nightmare Disorder 307.47 

Child

No Diagnosis or Illness V71.09 

Caucasian Male—Adolescent 

Noncompliance with 

Treatment V15.81 

Homeless Male 

Obsessive-Compulsive  

Disorder 300.3 

Assaultive/Homicidal Male 

Elderly 

Homicidal/Suicidal Male 

Pathological Gambler 

Physician 

Suicidal/Homicidal Populations 

Obsessive-Compulsive 

Personality Disorder 301.4

Caucasian Male—Adult 

College Student 

Elderly 

Pathological Gambler 

Occupational Problem V62.2 

Hispanic Male 

Law Enforcement Officer 

Native American Male 

Physician 

Opioid Abuse 305.50 

Chemically Dependent 

Opioid Dependence 304.0

Chemically Dependent 

Oppositional Defiant 

Disorder 313.81 

Child

Pain Disorder Associated 

with Psychological Factors 307.80 

Elderly 
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Panic Disorder with 

Agoraphobia 300.21 

Caucasian Female—Adolescent 

Caucasian Female—Adult 

Elderly 

Gay/Lesbian/Bisexual 

Homeless Male 

Panic Disorder without 

Agoraphobia 300.01 

Caucasian Male—Adolescent 

Pathological Gambler

Parent-Child Relational 

Problem V61.20 

Child

Hispanic Male 

Native American Male 

Pathological Gambling 312.31 

Pathological Gambler 

Personality Disorder NOS 301.9 

African American Male 

Phase of Life Problem V62.89 

Child

Psychiatric Inpatient 

Physical Abuse of Child 

(Victim) 995.54 

Child

Polysubstance Dependence 304.80 

African American Male 

Assaultive/Homicidal Male 

Caucasian Female—Adolescent 

Chemically Dependent 

Gay/Lesbian/Bisexual 

Homeless Male 

Homicidal/Suicidal Male 

Physician 

Psychiatric Inpatient 

Posttraumatic Stress 

Disorder 309.81 

Asian American Male 

Assaultive/Homicidal Male 

Borderline Personality Disorder 

Caucasian Female—Adolescent 

Caucasian Female—Adult 

Caucasian Male—Adolescent 

Caucasian Male—Adult 

Chemically Dependent 

Child

Gay/Lesbian/Bisexual 

Hispanic Male 

Homeless Male 

Homicidal/Suicidal Male 

Incarcerated Male 

Law Enforcement Officer 

Native American Male 

Pathological Gambler 

Physician 

Psychiatric Inpatient 

Suicidal/Homicidal Populations

Psychological Symptoms 

Affecting (Axis III Disorder) 316 

Chronic Medical Illness 

Psychotic Disorder NOS 298.9 

Borderline Personality Disorder 

Caucasian Female—Adolescent 

Caucasian Male—Adolescent 

College Student 

Incarcerated Male 

Suicidal/Homicidal Populations 

Psychotic Disorder Due to 

General Medical Condition 293.xx 

Chronic Medical Illness 

Suicidal/Homicidal Populations

Religious or Spiritual 

Problem V62.89 

Hispanic Male 

Native American Male 

Schizoaffective Disorder 295.70 

Chemically Dependent 

Homeless Male 

Schizophrenic

Schizophrenia 295.xx 

Assaultive/Homicidal Male

College Student 

Homicidal/Suicidal Male 

Incarcerated Male 

Psychiatric Inpatient 

Suicidal/Homicidal Populations 
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Schizophrenia, Catatonic 

Type 295.20 

Schizophrenic 

Schizophrenia, Disorganized 

Type 295.10 

Homeless Male 

Schizophrenic 

Schizophrenia, Paranoid 

Type 295.30 

Assaultive/Homicidal Male 

Homeless Male 

Homicidal/Suicidal Male 

Psychiatric Inpatient 

Schizophrenic 

Schizophrenia, Residual 

Type 295.60 

Homeless Male 

Schizophrenic 

Schizophrenia, 

Undifferentiated Type 295.90 

Homeless Male 

Schizophrenic 

Schizoid Personality, 

Disorder 301.20 

Homeless Male 

Schizophrenic 

Sedative, Hypnotic, or 

Anxioltyic Abuse 305.40 

Chemically Dependent 

Sedative, Hypnotic. or 

Anxioltyic Dependence 304.10 

Chemically Dependent 

Separation Anxiety 

Disorder 309.21 

Caucasian Female—Adolescent 

Caucasian Female—Adult 

Child

Sexual Abuse of Child 

(Victim) 995.53 

Child

Social Phobia 300.23 

Child

Somatization Disorder 300.81 

College Student 

Elderly 

Tourette’s Disorder 307.23 

Caucasian Male—Adolescent 
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