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Bartlett, 2009Bartlett, 2009
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Y

(Rudd, 2008)Rudd, 2008)(RPP = Resolved Plans & Preparation; SDI = Suicide Depression Inventory)(RPP = Resolved Plans & Preparation; SDI = Suicide Depression Inventory)

Effective TreatmentsEffective Treatments
• Treatment model clearly articulated 

with suicidality as target

• Treatment compliance closely 

monitored and addressed

• Treatment model clearly articulated 

with suicidality as target

• Treatment compliance closely 

monitored and addressed

• Skills deficiencies targeted

• Self-reliance, self-awareness, and 

individual control addressed

• Skills deficiencies targeted

• Self-reliance, self-awareness, and 

individual control addressed

Effective TreatmentsEffective Treatments
• Access to crisis management and 
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• Access to lethal means limited
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Crisis Symptom 
Management

Depression
Hopelessness
Suicidal thoughts
Anxiety

Self-monitoring
Emotional Regulation
Interpersonal skills

Skills Deficits
Interpersonal skills
Problem solving
Distress tolerance
Anger management

Maladaptive Traits
Self-image
Interpersonal relations

Inpatient vs. Outpatient CareInpatient vs. Outpatient Care
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coverage
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involvement of clinician
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• Be clear about goals for inpatient 
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• Work on outpatient treatment 
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– Jobes, 2007
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– Jobes, 2007

Risk Related HospitalizationRisk Related Hospitalization
• Two sharp peaks of increased risk

– First week after hospital admission

– First week after discharge from 

hospital

• Two sharp peaks of increased risk
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– First week after discharge from 

hospitalhospital

• Shorter admissions means increased 

risk

– Admission less than 5 days

hospital

• Shorter admissions means increased 
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– Admission less than 5 days
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Risk Related HospitalizationRisk Related Hospitalization
• Risk levels after discharge from 

hospital are high

– Last week: 278% increased risk

Last month: 133% increased risk
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• Don’t dare a person to do it
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• Tell person you can’t keep a suicidal 

secret

• Be honest about who you will tell

• Remain calm
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– Don’t panic

• Recognize your own feelings

• Listen more than you talk

Remain calm
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• Listen more than you talk
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• Show you aren’t afraid of the topic

• Build the relationship

• Use supportive words

• Let person know you will help
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• Let person know you will help• Let person know you will help

• Get help for person

– Tell someone immediately

– Capuzzi, 2009; Jobes, 2008

• Let person know you will help

• Get help for person

– Tell someone immediately

– Capuzzi, 2009; Jobes, 2008

Things Not to SayThings Not to Say
• “You’ll get over it”

• “You have so much to live for”

• “Oh come on, things aren’t that bad”

• “You’ll get over it”

• “You have so much to live for”
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• “You have it good compared to...”

• “You may be exaggerating a bit”

• “Hang in there, things will blow over”
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• “You may be exaggerating a bit”

• “Hang in there, things will blow over”

Things Not to SayThings Not to Say
• “Suicide is no way to solve 

problems”

• “Go ahead, do it”

– Capuzzi 2009;Jared Story 2010; Jobes 2008

• “Suicide is no way to solve 

problems”

• “Go ahead, do it”

– Capuzzi 2009;Jared Story 2010; Jobes 2008Capuzzi, 2009;Jared Story, 2010; Jobes, 2008Capuzzi, 2009;Jared Story, 2010; Jobes, 2008
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Things to SayThings to Say
• “Seems like you’re having a rough 

time”

• “I’m really worried about you”

• “It’s ok to ask for help”

• “Seems like you’re having a rough 

time”

• “I’m really worried about you”

• “It’s ok to ask for help”• It s ok to ask for help

• “I want you to live”

• “We can get help together”

• “This is really serious”

• It s ok to ask for help

• “I want you to live”

• “We can get help together”

• “This is really serious”

Things to SayThings to Say
• “Tell me who you like talking with”

– Capuzzi, 2009;Jared Story, 2010; Jobes, 2008

• “Tell me who you like talking with”

– Capuzzi, 2009;Jared Story, 2010; Jobes, 2008

ReflectionsReflections
• Working with suicidal clients is 

inevitable

• Counselor feelings of fear and anger 

are normal

• Working with suicidal clients is 

inevitable

• Counselor feelings of fear and anger 

are normal

• Understand biological, 

psychological, social, and cultural 

factors that impact suicide choice
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factors that impact suicide choice

ReflectionsReflections
• Approaches to working with suicidal 

clients require periodic evaluation

– Training is critical

• Assess often and target suicide

• Approaches to working with suicidal 

clients require periodic evaluation

– Training is critical

• Assess often and target suicide• Assess often and target suicide 
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Magnolia Creek
Treatment Center For Eating Disorders www.magnolia-creek.comwww.magnolia-creek.com


