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ABSTRACT 

Suicidal ideation is experienced across both acute presentations and chronic conditions of 

suicidality. For some, the ideation may be the only symptom that is present while others who 

have undergone treatment for suicidality may find a relapse into suicidal ideation. With the 

prevalence and potential relapse back to this maladaptive coping skill, the development of an 

intervention is needed that directly targets this case presentation. Ideation acts just as any other 

maladaptive coping skill, and just as with those, there is support for the use of group 

intervention. The individual’s family or friends may become apprehensive towards being 

supportive if they hear of a resurgence or onset of suicidal ideation. Providing a peer-based 

support system in the context of a controlled therapeutic environment, where risk is being 

consistently monitored, could provide this individual with the situation that best fits their 

treatment needs. 
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Section I: What is Suicidal Ideation 

Description of Suicidal Ideation 

When discussing suicide, there has been an increase in effort to standardize the language 

that is used amongst health professionals. As suicide is not classified under the Diagnostic and 

Statistics Manual of Mental Disorders (DSM-5) as a mental disorder, health professionals’ 

reference to what suicide and other related features includes can often vary. This variance can 

create confusion in discussion of treatment theoretically, but also per clinical application. This 

confusion can ultimately negatively impact client care as their symptoms may be misdiagnosed 

or not identified at all.  

Though there are still issues of language in place, in 1980 the Centers for Disease Control 

developed a task force to create a working definition for suicide. The Operational Criteria for the 

Determination of Suicide (OCDS) is (1) A death arising from (2) an act inflicted upon oneself (3) 

with the intent to kill oneself (O’Carrol et al., 1996). From these three core components a 

modified definition presented is “suicide is an act with a fatal outcome which the deceased, 

knowing or expecting a potentially fatal outcome, has initiated and carried out with the purpose 

of bringing about wanted changes: (O’Carrol et al., 1996, p. 33).  

Other important components that are considered are intent and potentiality. Intent was 

initially brought up by Stengel (1964). This is to encapsulate instances of suicide or suicidal 

behaviors that are self-damaging, but may be vague or ambiguous. Potentiality, later brought up 

by De Leo et al., (2004), contributes the consideration that though perceived or voiced intent by 

the individual may not be present, that the potential for the engaged actions to cause life 

threatening harm may be to the point in which intent, and such suicide, can be determined. 
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 In terms of suicidal ideation, the formal unifying definition by the American 

Psychological Association is “thoughts about or a preoccupation with killing oneself, often as a 

symptom of a major depressive episode. Most instances of suicidal ideation do not progress to 

attempted suicide” (American Psychological Association, 2007). As ideation can commonly be 

interchanged with other language of suicide, for the purposes of this project these include 

thoughts, ideas, wishes, and preoccupations with death and acts of suicide (Harmer et al., 2021). 

This definition focuses on a core trait of an individual’s thoughts about taking their own life. 

These can be of varying degrees of severity and intensity but does not include once an individual 

begins to take actions towards causing their own death (Andriessen, 2006).  

 The focus of suicidal ideation is often an initial question in suicide screeners and 

assessments. Commonly used measures that lead with ideation or thoughts of suicide include the 

Patient Health Questionnaire (PHQ-9) (Na et al., 2018), Suicide Assessment Five-Step 

Evaluation and Triage for Clinicians (SAFE-T) (Fulfer et al., 2007), Columbia-Suicide Severity 

Rating Scale (C-SSRS) (Posner et al., 2011), and Ask Suicide-Screening Questions (ASQ) 

(Aguinaldo et al., 2021). These measures focus on asking if the individual had a wish to no 

longer be alive, then followed by asking more directly if they have had thoughts of ending their 

own life. These questions work to assess for suicide risk and also provide rationale for further 

questioning the client about suicide in their life (Na et al., 2018). This initial focus on ideation 

works as a gateway into further questioning for history and behaviors as thinking about suicide 

can often proceed suicidal actions (Fulfer et al., 2007). It should be noted that suicidal ideation 

does not necessarily have to precede suicidal behaviors. As such, those behaviors should also be 

inquired about in initial screening efforts (Na et al., 2018).  
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Aims of Project 

 The objective of this doctoral specialty project (DSP) is to propose a group-based 

intervention for the treatment of suicidal ideation. In developing this group, a review of the 

current interventions for suicide will be reviewed, as well as both individual and group-based 

interventions which treat disorders that often overlap with suicide. Treatment considerations will 

be derived from interventions that address maladaptive coping skills. The significance of 

screening for suicide and measures used will be included to address the risk concern of group 

effects on a high-risk population. Though suicide is present throughout all age groups the 

primary population considered in the literature review in the development of this group is adults. 

Suicide is a problem that occurs outside of the United States, but as the clinical presentations that 

underly the evidenced based practices reviewed in this project are predominately based on 

people from the United States, people outside of that population may not be directly accounted 

for. Sources and data on populations from diverse backgrounds are included and considered, but 

generalizing this review to those outside populations should be considered with caution. Despite 

this, effort to maintain cultural influence and considerations are included in this review. 

Prevalence of Suicide and Ideation 

 Deaths by suicide have been a steadily increasing rate despite an increase in intervention 

and awareness efforts in recent years (Omary, 2021). However, there has been a recent notable 

decrease in 2019. Approximately 47,500 deaths were attributed to suicide in 2019 (Centers for 

Disease Control & Prevention, 2019), which is an instance rate of 13.9 suicides per 100,000 

people. Outside of this year, instance rates of death by suicide have gone from 10.5 suicides per 

100,000 people in 2014 to 14.5 per 100,000 people in 2019 (Drapeau & McIntosh, 2020). Focus 
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on addressing this crisis has shifted from being a responsibility of solely mental health 

professionals to also being recognized as a public health problem in 2019 (Knox, 2015).  

A consideration that must be taken into account when considering these rates is how the 

data is recorded. This information is taken from reports on the death certificate, and as such is a 

reflection of the determination made by the medical provider or other individual who examines 

the body (Nielsen et al., 1991). Despite the CDC standardization for determining suicide as the 

cause of death (CDC, 1988) these reports can be influenced by multiple factors surrounding the 

individual’s passing. The training of the examiner, stigma or views on the area, or methods 

involved in the person’s death can contribute to different biases when making the determination 

(CDC, 1988). This does not indicate that the reported data is incorrect, but should be considered 

upon review. 

Though the severity and concern of bodily harm or the loss of life by suicide is 

significant, the presence of suicidal ideation is also of concern. For adults 18 years of age and 

older, in 2015, approximately 9.8 million people had serious thoughts of killing themselves 

(Piscopo et al., 2016). Of those who had thoughts of suicide, 2.7 million made a plan and 1.4 

million made a suicide attempt. This rate is up from 2014 in which 9.4 million adults indicated 

serious thoughts of killing themselves. Overall, suicide attempts occur at a rate 8 to 25 times 

higher than death by suicide (Moscicki, 2001). 

Other factors that impact suicidality can serve as indicators of focus. Suicide risk and 

occurrence rate increases in the presence of mental illness (Chesney, et al., 2014). Dome et al., 

(2019) found that of those with bipolar disorder, up to 19% will ultimately end their life by 

suicide and up to 60% will attempt suicide at some point in their life. Of all the deaths by suicide 
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each year, bipolar disorder is diagnosed in up to 14% of those individuals. For those with 

anorexia nervosa, up to 24.9% will have a suicide attempt in their lifetime (Udo et al., 2019). In 

comparison, borderline personality disorder has a death by suicide rate of up to 10% (Paris, 

2019). A common trait amongst these conditions is their known risk of suicide, but also that the 

maladaptive coping skills they present with to address their symptom burden (Wadsworth, 2015). 

Actions such as self-harm, controlled eating, and substance abuse are high occurrence 

maladaptive coping skills in mental health conditions discussed. 
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Section II: Literature Review 

Method of Literature Search 

 Academic research was primarily obtained through utilizing the Eastern Kentucky 

university online library connections with academic search engines. Search engines such as 

PsycINFO, PubMed, Google Scholar and EBSCO Host. Journals referenced included General 

Hospital Psychiatry, Psychiatry research, The Journal of Crisis Intervention and Suicide 

Prevention, Journal of Interpersonal Violence, American Journal of Public Health, Journal of 

Affective Disorders, Suicide and Life-Threatening Behavior, Journal of Nervous and Mental 

Disease, Journal of Clinical Psychology. Other sources such as the Center for Disease Control 

and Prevention website was also utilized. Meeting with library staff at Eastern Kentucky 

University aided in identifying additional search terms and methods for locating and identifying 

target sources of literature. Key words searched included: suicide, suicidality, ideation, behavior, 

military, civilian, culture, mental health, disorder, depression, PTSD, NSSI, attachment, group 

treatment, DBT, CAMS, CBT, Mindfulness, borderline personality disorder, severe mental 

illness. In searching the online literature, databases were restricted to more recent literature when 

applicable. The time or release was expanded when reviewing history and previous methods to 

provide additional foundational information for the current approaches that were reviewed. 

Risk Factors 

 Risk factors are important to consider when addressing suicide as these are traits that a 

person may have or experiences, they may have gone through that may make it more likely that 

they will think about, attempt, or end their own life (Halford et al., 2020). By better being able to 

identify risk factors, both prevention and intervention efforts can by increased to aid in 
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decreasing the likelihood of suicide (McDonnell, 2020). A review of a few different models will 

be further explored to provide a breadth of consideration for areas to identify and respond to. 

This list is not exhaustive as the degree and significance of an individual risk factor can vary 

even by the person. This is to identify common considerations to be made in approaching suicide 

risk. It should be noted that risk factors alone do not indicate that a person is suicidal or will die 

by suicide, rather they are traits that can place someone at increased risk (Institute of Medicine, 

Board on Neuroscience and Behavioral Health, & Goldsmith, 2001). Warning signs, which are 

more likely indicators that someone is thinking about or is engaged in some form of suicide, will 

be discussed in the next section (Rudd et al., 2013). 

The Center for Disease Control (CDC, 2021) identifies four domains in which risk factors 

may present that increase the likelihood for suicide. These include individual, relationship, 

community, and societal. Traits for the individual that may increase suicide risk include previous 

suicide attempt, presence of mental illness, social isolation, criminal problems, financial 

problems, impulsiveness, job problems, and substance use disorders. Traits from a relationship 

that may contribute to risk include adverse childhood experiences, bullying, family or someone 

close to them having experienced suicide, significant relationship problems, and sexual violence. 

Traits from an individual’s community includes barriers to accessing or utilizing health care, 

cultural or religious beliefs, and suicide clusters. Traits from society include stigma towards 

mental health or seeking help, easy access to lethal means, and media portrayals of suicide. 

 Another approach to suicidal risk factors comes from the American Foundation for 

Suicide Prevention (AFSP, 2021). The AFSP provides a similar definition for risk factors, as 

they are characteristics that increase the chance that someone will take their own life. The 

domains that are presented include health, environmental, and historical. From the health domain 
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specific areas of mental illness, serious health conditions, including pain, and a traumatic brain 

injury are all considered. Of the mental illness, conditions such as depression, substance use, 

bipolar disorder, schizophrenia, conduct disorder, and anxiety disorders are of concern. 

Environmental factors include access to lethal means, prolonged stress, stressful life events, and 

exposure to another suicide. The historical considerations include previous suicide attempts, 

family history of suicide, and child abuse, neglect or trauma. 

 Though the domains identified across these two sources differ, it can be seen that the 

traits to monitor have a great deal of overlap. When looking across these two sources key 

characteristics that are shared include the presence of a mental health condition, serious health 

concerns, past exposure to suicide, a past suicide attempt, access to lethal means, and some form 

of current or past significant stressor, such as an adverse childhood experience. Although 

identifying these factors can aid in prevention and intervention (McDonnell, 2020), 

understanding the prevalence and impact they have is equally as important for these efforts. 

 Of these risk factors, one of the strongest predictors of someone going on to attempt 

suicide is having a previous attempt (Goñi-Sarriés et al., 2018). However, those who attempt 

suicide, nine out of ten will not go on to die by suicide later in life (Owens et al., 2002). Of those 

who attempt suicide about 7% go on to die by suicide, 23% have a nonfatal reattempt, and 70% 

had no further attempts. In comparison to the general population, .01% of people die by suicide. 

Warning Signs 

 Warning signs provide a direct indication of traits that may be currently present or being 

exhibited that would indicate an individual is either engaging in suicidal behaviors or is thinking 

about taking their life (Rudd et al., 2006). Though suicide can occur without a direct indication, 
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50%-75% of people who are suicidal exhibit warning signs (Erbacher et al., 2015). Some of 

these warning signs may include feelings of burdensomeness, withdrawing from family, 

depression, fatigue, not knowing reasons for living, writing about suicide or no longer being 

alive, referencing their own death or not being around, suicidal threats, suicidal notes or plans, 

feeling helpless, deteriorated self-care, changes in sleeping or eating habits, self-harm behaviors, 

and an increase in risk taking behaviors (Tucker et al., 2015). 

 Identifying the present warning signs can be an indication for both acute and chronic 

levels of suicide (Hall et al., 1999).  By identifying chronic instances of suicidality, developing 

an intervention of care and following up with that individual can assist in how they manage those 

feelings. Though both presentations can be viewed by identifying the presence of suicide 

warning signs, often of more concern is acute instances of suicide as they can be indicative of an 

increased risk of someone acting of their suicidality (Tucker et al., 2015). Specific acute warning 

sings include suicidal ideation, loss of interest, anxiety, psychomotor agitation, and high-risk 

behavior (Ballard et al., 2016). Of these both suicidal ideation and loss of interest in activities 

they had once enjoyed both show a significant increase within five months of a suicide attempt.  

 In suicide treatment and prevention developing methods to adequate screen for these 

warning sings can support earlier intervention. Standardized screeners and forms, such as the 

Columbia-Suicide Severity Rating Scale (C-SSRS) (Posner et al., 2011), directly ask the 

individual about domains including behaviors, thoughts, and intent (Aguinaldo et al., 2021). 

Though formal screeners provide a systematic guide for inquiring about an individual’s current 

state, those who will interact with the individual may not be someone who is trained in those 

instruments (Dilillo et al., 2015). More public based prevention efforts, such as Question, 

Persuade, and Refer (QPR) Gatekeeper Training for Suicide Prevention, provides education in 
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assessing for desire or intent (Matthieu et al., 2008). Both of these measures, and those like it, 

incorporate screening and questions that provide focus towards identifying these warning signs 

as cues for follow up and additional care. 

Protective Factors  

 Protective factors for suicide are characteristics that make it less likely that an individual 

will think about, attempt, or go on to die by suicide (Parekh, 2018). Knowing the risk factors and 

being able to identify when warning signs are present are major contributors to effective suicide 

prevention. Additionally, it is important to both promote the protective factors that are present to 

aid the general public, but also aid those who are at risk of suicide to increase resiliency (Sher, 

2019). In a literature review of the supported protective factors against suicide by McLean 

(2008), 10 distinct characteristics were identified across the viewed literature. These protective 

factors include the presence of coping skills, having identifiable reasons for living, good health 

and being physically active, connection to family, supportive schools, social supports, 

participation in religion, being employed, presence of traditional social values, and access to 

health care.  

An 11th characteristic was also identified as exposure to suicidal behavior. This was 

found in one study by Mercy et al (2001), in which exposure to suicidal behavior of a friend, 

acquaintance, or accounts in the media was associated with a lower risk of lethal suicide 

attempts. In contrast to the same study’s findings, that exposure to suicidal behavior from a 

parent or a non-parent relative, was not associated with a lower risk of lethal suicide. This 

finding differs from prior research that indicates that increased exposure to suicide can lead to 

increased suicidality (Swanson & Colman, 2013).  
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There are three separate categories that suicide protective factors fall under. These 

include individual, psychosocial, and positive reasons for living (McLean, 2008). Appendix A 

outlines these factors and some characteristics within each. Within the individual level factor, 

several key areas outline characteristics that show to be correlated against risk of suicide. 

Individuals who show to be strong problem solvers, or those who use problem focused coping 

strategies are negatively associated with suicide attempts, even with individuals who score 

highly on hopelessness (Elliott & Frude, 2001). Showing self-control over behavior, thoughts, 

and emotions has shown to be protective in reducing risk of suicide (Everall et al., 2006). In 

defining self-control for children and adolescents, this was operationalized as demonstrating 

traits of cognitive processing, purposeful and goal-directed action, and being able to effectively 

process emotions. Characteristics of hopefulness, optimism, and being able to identify reasons 

for living has shown a positive correlation with reducing suicide risk (Malone et al., 2000; 

Hirsch et al., 2006). An individual’s own perception of having good health has also shown to be 

associated with a decreased risk of attempting suicide (Chandy et al., 1996). 

 Within the psychosocial level, having connected and perceived supportive family 

relationships has been associated with decreased suicide risk (Flouri & Buchanan, 2002). Key 

traits found in a supportive family that contributed to this decreased risk include emotional 

support, family engagement, support of responsibility and parental engagement in their life. In 

addition to their parents and supports from childhood, positive marriage and romantic 

partnership commitments are also found to decrease the risk of suicide (Kraut & Walld, 2003). 

Outside of family relationships, social relationships and connection, specifically school 

connections, are associated with lower risk of suicide (Svetaz et al., 2000; Chandy, 1997). 

Specific supports do tend to rely on authority figures in the school system, such as having 
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involved nurses or teaching staff. An individual’s own spiritual or religious connection is also 

associated with decreased suicide rates (Tubergen et al., 2005). In addition to the connection 

from participation in a spiritual group, an individual’s own moral objection to suicide has also 

been linked to a decrease in suicide rates. Another study found that a greater presence of a moral 

objection to suicide is also linked with a decreased lethality of means for those who do have a 

suicide attempt (Malone et al., 2000).  

 Other factors that are protective against suicide risk are connected with the individual’s 

orientation with life. Kraut and Walld (2003) found that those who are unemployed, as compared 

to those who work either part-time or full-time, show an increase in suicide attempts. One study 

by Cooperman and Simoni (2005), did find opposite evidence, specifically for women who were 

HIV-positive, in which employment had a positive correlated with suicide attempts. Cultural 

values, such as an individualistic versus a collective family-oriented view shows mixed results. It 

is found that for adolescent girls, having collective family-oriented views is protective against 

suicide attempts, but more individualistic values shows to be more protective for adolescent boys 

(Lam et al., 2004). This study was conducted in Hong Kong, which often holds a more 

traditional collective view on values when compared to the United States which is more often 

described as being more individualistic. Due to this, generalizing these findings to other 

populations, should be interpreted with caution. 

Resiliency 

 A characteristic that has gained increased attention in the field of trauma and suicide is 

resiliency. To be resilient, from the view of positive psychology, is someone’s ability to work 

through challenges by use of resources, strengths, or psychological traits (Tugade & Fredrickson, 
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2004). This is seen when a person is functioning as well as, or better than, they were prior to a 

challenging or stressful event (Srivastava, 2011). For example, these individuals may encounter a 

traumatic event, and instead of displaying a response pattern similar to those who develop PTSD, 

will go on to better themselves or support and aid those around them. An adage developed 

around resiliency is that the resilient individual will “bounce back” from adverse events. This 

idea of bouncing back in the face of adverse events has become so widely adopted that it is even 

used in developing and promoting resiliency traits for children to aid prevention efforts (Moss, 

2016).  

 Just as resiliency aids someone in moving forward after experiencing adverse events, the 

development of suicidality is also found to be reduced when greater resiliency is present (Sher, 

2019). As resiliency is supported by a wide range of characteristics, it is a combination of present 

traits that create this strong protective factor. Those who have these traits tend to be at a 

decreased risk of becoming suicidal, or developing other stress related disorders. As resiliency is 

something that can be developed, treatments that incorporate a focus on building resiliency skills 

find a reduction in a patient’s suicidality. 

Though identified as a single concept of being resilient, resiliency exists across a variety 

of individual traits (Levine, 2003). A person’s sense of control can impact the way in which they 

view their own actions and their ability to make changes based on those actions (Munoz et al., 

2017; Sher, 2019). Known specifically as internal locus of control, this person believes that their 

actions are responsible for outcomes that occur, rather than some external force being the 

determining factor. This trait allows a person to still find impact and purpose in their own 

actions, despite the loss of control that can often occur for individuals who experience a 
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traumatic or aversive event. These events are still impactful to the person, but their actions in 

response to these impacts are more often driven towards what they want to do. 

Having strong social supports has also been found to enhance resiliency (Sher, 2019; 

Alizadeh et al., 2018). Though not explicitly determined by the number of people the person is 

connected with, having multiple strong connections across several life domains can improve the 

person’s resiliency. In developing strong relationships, this is found when the individual feels 

able to connect with the other person by open communication or by being able to express their 

emotions with the other person. This creates a sense of belongingness and trust, as well as 

creating a network for the person to be able to turn to in a time of need. Having strong 

connections across multiple life areas allows for more chances of interaction with others and 

increases the likelihood that they will reach out to this support system. 

Developing the ability to effectively problem solve, or cope is supportive of resiliency 

(de Almeida & Benevides, 2018). Aversive events can cause significant negative emotions and 

lead to symptoms of mental health conditions such as depression or anxiety (Wadsworth, 2015). 

The pressure of these emotions or conditions then leads to the person looking for some form of 

relief. The way in which they obtain this relief is called coping. Someone who is engaging in 

maladaptive coping will do things that make them feel better in that moment, but may result in 

direct or indirect long term negative consequences. Working adaptively strives to meet the needs 

of the moment, but not at the cost of potential longer term harm or difficulties. Effective coping 

strives to alleviate the present negative state, but does not include methods that can harm the 

individual. At times, effective coping may not make the person feel better in the moment, but 

rather aids them in getting through the moment until it passes. The goal is not to always feel 

good, but to manage the present.  
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Another factor connected to developed resiliency is a person’s ability to engage in self 

compassion (Alizadeh et al., 2018). Self-compassion is a strategy of emotional regulation in 

which someone is accepting and understanding of the difficulties they are going through, and 

looking for ways to care for themselves in that moment. Self-compassion is made up of three 

elements that are identified by how they compare to a contrasting element. These include self-

kindness versus self-judgement, common humanity versus isolation, and mindfulness versus 

over-identification. As a person is kinder to themselves, accepts the difficulty of being human, 

and takes a more balanced view towards their approach on their negative feelings, they become 

more self-compassionate. By demonstrating this trait, the individual builds an internal ability to 

approach difficult emotions in a non-polarizing manner, but rather in a way that is balanced to 

their own experiences and promotes actions to get through those moment’s demands. In 

engaging in this action, the person becomes more resilient to the negative events that occur both 

internally and externally in their life.  

Impacts of Suicide 

 The impact of an individual’s mental illness on their families is a pervasive issue that can 

exacerbate the condition of the individual, and also create problems within the family (Barbeito 

et al., 2020). According to the National Institute of Mental Health, 25% of adults and 13% of 

children diagnosed with a mental disorder each year, the likelihood of this problem being present 

is quite high (US Department of Health and Human Services, 2020). Due to this prevalence 

across all members of the family, the person’s mental illness may become a primary focus 

(Ketokivi, 2015). This can be due to the problems associated with the illness, access or 

adherence to treatment, and cost of treatment. As mental illness is linked to a combination of 

genetic and environmental factors, the likelihood that these problems may compound and occur 
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across generations is much greater (van der Sanden et al., 2013). As mental illness has profound 

effects within the family, suicide also shows to impact not only the immediate family, but also 

the community at large (Sveticic & De Leo, 2012). 

 When looking at the impacts of suicide, 64% of people living in the United States 

indicate that they know someone who has attempted or died by suicide (Cerel et al., 2013). In the 

same study, it was found that 40% of the sample had been exposed to suicide during their 

lifetime. Of these individuals, 20% of indicate that exposure to suicide has had a significant 

impact on their lives. Another study by Cerel et al (2018), examines the long-standing evidence 

that when someone dies by suicide, six people are left impacted. This number 6 has been 

referenced and used in discussing suicide intervention and prevention for over 30 years. 

However, in the updated study it was found that per suicide, 135 people were exposed. In this 

study, exposure was defined as individuals who reported knowing the person who had died by 

suicide. 

Suicide not only impacts the individual, but also affects the family, community, and those 

close to the individual. To better understand the degree of impact that suicide has, the continuum 

model has been developed (Cerel et al., 2014). The continuum model follows a similar premise 

presented by Kenneth Norton, the director of the National Alliance of Mental Illness (NAMI) in 

New Hampshire. Mr. Norton describes the impact of suicide as when pebble is dropped into a 

pond (Sandler, 2018). The initial wave that is created by the pebble is large and continues to 

ripple wave after wave. Though each wave gets smaller in size the farther away that it spreads 

from the pebble, the reach that the pebble has is much greater than the size of the pebble itself. 

The continuum model works in a similar manner, and Appendix B resembles this ripple effect.  
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 Cerel et al., (2014) conceptualizes the continuum model for the effects of suicide 

exposure across four tiers. These tiers are based on perceived closeness to the individual who has 

died by suicide. This idea around perception accounts for possible variability in the impact for 

individuals who may be considered traditionally closer or more distant to the person who has 

passed, such as family or a teacher. From most impacted to least impacted the tiers are listed as 

follows: suicide-bereaved long-term, suicide-bereaved short-term, suicide affected, and suicide 

exposed.  

Those who are suicide-bereaved (long-term), experience significant difficulty during their 

grief process. They are likely to be in intense bereavement for a year or more. These individuals 

are also more likely to require assistance from a counselor or therapist to process the loss. Next, 

suicide-bereaved (short-term), are individuals who are close with the deceased and are 

experiencing grief from the loss. They will perceive their relationship with the person who has 

passed as close and will likely process the loss in the same amount of time that they would 

process other losses in their life. This processing may require professional assistance, but may 

also only require aid from a support system. Those who are suicide affected, experience a 

reaction to the loss that may require some form of assistance due to it causing grief or triggering 

some other response from personal history. These triggers could be connected to a mental health 

condition, personal struggles with suicide, or personal connections to suicide. Finally, those who 

are suicide exposed are anyone who is connected or experiences the loss of the person who has 

died by suicide. The Appendix C from Cerel et al., (2014) shows the types of individuals who 

might be more commonly associated with each of the four tiers. 
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History of Suicide Theory 

 Much of the history of suicide research has focused on etiology and behaviors associated 

with suicide (Goldney, 1982). In examining suicide, the perspective of different theories have 

developed to examine the presenting problem from difference etiologies. The origin of these 

different theories of suicide expanded from the ideas of founders such as Durkheim (Rosen, 

1971). As Durkheim came from a background of sociology rather than psychology (Stark, Doyle, 

& Rushing, 1983), his views on the cause of suicide derive from the involvement of society and 

the social group. Durkheim presents four types of suicide that include Egoistic, Altruistic, 

Anomic, and Fatalistic (Pickerin & Walford, 2014). 

Egoistic Suicide is, at its core, a feeling of not belonging to a community. Those not 

connected to a form of social groups are believed to be at an increased risk of suicide, as they do 

not abide by this social standard that provides a structure of support and guidance. Altruistic 

Suicide covers death as a result of feeling that one is overwhelmed by the needs of someone’s 

society. The person may not feel able to provide for what is asked of them, or their own needs 

are outweighed by the needs of the many. Anomic Suicide is characterized when a person is not 

in touch with their own wants and desires and, as a result, are in a frequent state of 

disappointment. This person could be someone who possesses much, however their mental state 

is not in line with the reality of expectations. Because of this, they find themselves in a situation 

where they frequently feel a lack of life fulfillment. Fatalistic Suicide is a theoretical state in 

which their future is stopped, and they experience significant oppression. Durkheim believed that 

this was solely theoretical in nature and could not be present in reality. It is also found the be the 

opposite eyepiece of Anomic Suicide. Despite coming from opposite experiences and conditions, 

the impacts of a wish to die remain constant.  
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Initial development of suicide research has expanded and branched into the predominate 

theoretical views of suicide that include the biological theory, psychodynamic theory, cognitive-

behavioral theory, and the interpersonal theory (Lester & Gunn, 2014). How each of these 

presents suicidality and its incorporation into treatment will be included in this review. Though 

other theories have been developed, the theories of suicide covered in this review provide 

background to unique domains of how suicide is developed. Each theory of suicide reviewed 

here includes unique components from the others presented or is founded in a well-regarded 

theory of psychopathology. 

Psychodynamic Theory of Suicide 

The psychodynamic perspective is founded on several contributing ideas that date back to 

work from Durkheim, Menninger, and Shneidman (Rose, 2017; Werth, 1996; Menninger, 1938). 

Though each provides different focus of the psychodynamic approach, each contributing idea 

predominantly emphasizes unconscious meanings and connections to death, such as reunion to a 

loved one, rebirth, retaliation, revenge, or atonement (Hendin, 1991). In understanding the 

psychodynamic approach to suicide treatment, the focus is on the client’s unconscious process 

and possible motivations (Draper & Margolis, 1976; Yakeley & Burbridge-James, 2018). The 

client’s unconscious reactions to past events or their interpretation of the events may guide their 

actions and, as a result, may end in acts of self-harm or suicide. The client may not recognize 

that their engagement in suicidal behaviors is a result of these internal reactions and may 

perceive them as another manifestation. 

To reduce this risk of harm or death, the therapist works with the client to identify the 

mental framework that is operating (Schechter et al., 2019). The view of the self and others is 
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compared against the framework that has been developed by past experiences. The therapy 

processes allow for exploration that provides a therapeutic relationship and can promote an 

emotional release or connection. This creates a space that aids the client in beginning to manage 

the unmanageable feelings and confront the thoughts that they have pushed away.  

The use of a psychodynamic approach to the treatment of suicidality has shown to 

provide similar treatment outcomes to that of using Cognitive Behavioral Therapy (Hawton et al. 

2016). As using evidence-based treatments should be a foundation to selecting a treatment 

approach for any case presentation, due to the high-risk nature of suicide, having empirical 

support is necessary. In a metanalysis by Briggs et al., (2019) it was found that incorporating 

psychodynamic therapy into treatment with individuals who are suicidal and engaging in self-

harm behaviors yielded a reduction in overall suicide attempts as compared to the studies’ 

control group (OR=0.469). A statistically significant reduction in self-harm behaviors were also 

found during the 6-month follow up, but not during the 12-month follow up. 

Biological Theory of Suicide 

The Biological theory of suicide is underlined by the idea of a diathesis stress model. 

This model presents that an individual’s suicidal behaviors are driven by an underlying 

biological predisposition that is triggered by a psychosocial stressor event (Aydın et al., 2019). 

Specific behavioral traits, such as impulsivity and aggression, act as indicators for possible 

suicidal behaviors under the biological model (Swogger et al., 2014). The research on the 

biological indicators and their connection to suicide has increased focus, towards neurobiology.   

In a study conducted by Coon et al., (2018), risk of suicide was found to be correlated to 

4% of genes. Gene variants such as APH1B, AGBL2, SP110, and SUCLA2 were some of the 
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markers that were noticeably associated with suicide risk. The study reports that 45% to 50% of 

suicide risk can be accounted for by this genetic component. The serotonergic system, and the 

impacts on serotonin, is one of the primary neurological systems focused on in regards to suicide 

(Mann, 2003).  

The serotonergic system includes neurons that provide communication between various 

neural pathways that are frequently required for cognitive functions (Švob Štrac et al., 2016). 

There is an increase in the neurons involved in this system within the hippocampus and the 

prefrontal cortex, which are often involved with functions of learning and memory. An increase 

of serotonin receptors is also found in the amygdala, which is the integrative center for 

emotional, behavior, and motivation (Sadkowski et al., 2013). This results in great effects to an 

individual’s overall mood regulation. The compounds involved with serotonin, including protein 

receptor, genetic polymorphic, and hormone metabolite differences have been found contribute 

to impulsivity and stress response, specifically in those who are suicidal (Stanley & Mann, 1983; 

Stanley et al., 1982). 

Another system that is believed to have a significant influence in the cause of suicidality 

is the 5-hydroxytryptamine (5-HT) receptors (Underwood et al., 2018). The 5HT receptor acts as 

a serotonin receptor that modulates the release of neurotransmitters, including glutamate, GABA, 

dopamine, epinephrine/ norepinephrine, and acetylcholine. Impairment to the 5-HT receptor and 

SERT, another serotonin receptor, is found to be present in those who have attempted suicide, as 

well as those with diagnosed major depressive disorder and alcohol use disorder. Specifically, 

serotonin is found to bind to receptor cells at a lower rate for those who have made a suicide 

attempt, as compared to those who have not. This further highlights the significance of the role 

of serotonin for those who are suicidal. 
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Despite the connection between serotonin and suicide, some mental health conditions 

classified as severe mental illness, such as schizophrenia, often present with higher rates of 

suicide (Schmutte et al., 2021), but do not show an association between the condition and 

serotonin (Lin et al., 2014).Conditions such as major depressive disorder and generalized anxiety 

disorder show to be greatly impacted by dysregulation to serotonin and the serotonergic system 

(Owens, & Nemeroff, 1994; Ressler, & Nemeroff, 2000). As such this can place individuals with 

those mental health conditions at a greater genetic risk of suicidality. 

 Psychiatric conditions classified as severe mental illness are found to have the highest 

absolute risk of suicide (Nordentoft et al., 2011). Severe mental illness inflicts a significant 

impairment in functioning for the individual, and are long term conditions (Drake & Whitley, 

2014). After their first psychiatric admission, individuals with bipolar disorder had an absolute 

risk of dying by suicide of 7.77%, while those with schizophrenia were at 6.55% (Nordentoft et 

al., 2011). These psychiatric conditions, as compared to the study’s control group of those who 

did not have a diagnosed psychiatric condition, held an absolute risk of suicide of .72%. From 

this study, it can be shown that the absolute risk of suicide for those with bipolar disorder is 10 

times higher than those without a psychiatric condition. 

Cognitive-Behavioral Theory of Suicide 

The cognitive-behavioral view, in line with Aaron Beck’s cognitive-behavioral model, 

includes the interaction between the biopsychosocial component of the individual and how their 

thoughts interact (Wenzel & Jager-Hyman, 2012). From this, the resulting behaviors result in a 

tendency to engage in suicidal acts. The use of cognitive behavioral therapy (CBT) to address 

mental illness has not been shown to reduce suicidal thoughts or behaviors (Mewton & Andrews, 
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2016). When CBT is directed towards addressing the suicidal thoughts and behaviors, instead of 

just addressing mental illness, there does show to be a reduction in a person’s suicidality. 

CBT often serves as an umbrella term to capture various approaches to challenging and 

restructuring thoughts and behaviors. The use of CBT is often a preferred method of intervention 

due to its manualized and empirically based intervention (Hofmann et al., 2012). Suicide focused 

treatments of CBT include Cognitive Therapy for Suicidal Patients (CT-SP) and Cognitive 

Behavior Therapy-Suicide Prevention (CBT-SP) (Bryan, 2019; Stanley, 2009). Both of these 

programs follow a manualized 12-week approach. These include risk and means reduction while 

also focusing challenging distortions and behaviors that are directly connected to their 

suicidality. Additional focus in sessions can also be placed on specific problem areas that may be 

contributing to increased risk for the client. 

Aaron Beck indicates that a person who is suicidal is attached to a core belief that they 

are worthless and undesirable (Beck et al., 1979). This can lead to feelings of hopelessness due 

to a belief that they cannot recruit help, nor solve their problems themselves. As the problems 

begin to overwhelm the individual, paired with a lack of perceived support, they view their 

situation as unsolvable and that there is no future (Mathews, 2013). This feeling of hopelessness 

is found to occur at a statistically significant rate for individuals who report experiencing suicidal 

ideation (Britton et al., 2008). 

In the treatment of suicidality with CBT, a focus is placed on teaching the suicidal 

individual to recognize when thoughts occur, and how those thoughts influence our behaviors 

that follow (Brown et al., 2005). An important first step is to plan for safety to ensure that the 

individual is not at immediate risk, and is prepared to address moments of crisis between 
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sessions. Another important step of treatment is working to identify and reduce the present risk 

factors that could be contributing to their suicide, or those that may be putting them at greater 

immediate risk. Due to the lack of maladaptive coping mechanisms that may have developed for 

the individual, identifying effective coping mechanisms to address times of crisis and their risk 

factors can provide the individual with direct tools to begin to manage their feelings. Supportive 

factors to reduce risk and promote the effects of treatment include strengthening social supports 

and involvement (Czyz et al., 2012). Finally, depending on the presence of a mental health 

condition, adequate medical consultation for needed medication, or focus on medication 

adherence can support treatment (Asarnow et al., 2017; Brown et al., 2005). 

Interpersonal Theory of Suicide 

Thomas Joiner presents in his book, Why People Die by Suicide (2005) the interpersonal 

theory of suicide. This theory is based on three factors that account for an individual’s desire for 

suicide and enacting a lethal, or near lethal, suicide attempt (Van Orden et al., 2010). The three 

factors include thwarted belongingness, perceived burdensomeness, and capacity for suicide. 

When thwarted belongingness and perceived burdensomeness are present, it can result in the 

individual developing a desire for suicide. If the capacity for suicide develops, while the desire 

for suicide is present, then the individual becomes at risk for dying by suicide. This is further 

outlined in Appendix D (Van Orden et al., 2010). 

 Thwarted belongingness is when a fundamental sense of connection is not present and 

causes a painful psychological state (Van Orden et al., 2012). Not feeling connected with others 

or feeling as though they do not have a place in the world can lead to negative effects on an 

individual’s emotional patterns and their cognition (Baumeister & Leary, 1995). Different risk 
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factors can place individuals at a higher chance of experiencing feeling as though they do not 

belong. If patterns of social isolation occur, then that may place the individual at greater risk 

(Cacioppo & Patrick, 2018). High risk instances include living alone, lack or low social supports, 

or prolonged feelings of loneliness (Van Orden et al., 2012). The individual’s level of attachment 

may also influence their level of perceived connection to others (Venta et al., 2014). Attachment 

is based in attachment theory, which states that the way that an individual connects with their 

caregiver during early development will influence how they perceive and interact with 

relationships in their future (Cassidy, 2013). Attachment has been found to interact with other 

life domains as well. It was found that those with an insecure attachment style also reported 

feeling as though they do not belong at a statistically significant rate (Venta et al., 2014). As the 

individual perceives connection with others under an insecure model, they are both less likely to 

understand how they relate to their relationships and will form relationships following the model 

of an insecure attachment. This can lead to relationships that are not fulfilling, are disconnected, 

or are harmful for them as an individual. 

 Perceived burdensomeness is experienced by an individual when they perceive 

themselves as adding additional peruse or work onto others at a greater amount than they help 

alleviate (Ryan & Deci, 2000). This can lead a person to feel as though others would be better off 

if they were not around anymore. Just as with thwarted belongingness, there are additional risk 

factors that are specific to increased chance of developing a feeling of perceived 

burdensomeness. In better understanding these risk factors, self-determination theory provides 

additional insight. The theory proposes that motivation is driven by three psychological needs 

(Patrick & Williams, 2012). These needs include competence, connection, and autonomy. When 

people are fulfilled in these areas, they then have a capacity to develop change in their life. When 
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these areas are not fulfilled there is a lack of motivation to engage in change. As such the 

individual may feel inadequate, disconnected, or unable to make change in their life (Brown, et 

al., 2000). These instances of feeling like a burden may occur when a person is unemployed, or 

has some form of functional impairment, either physically or mentally induced (Van Orden et al., 

2012). Though this feeling may occur given any situation where a person is in need of assistance, 

individuals who more frequently need assistance, regardless of their level of control over that 

factor, may also view themselves as a burden. 

Assessing thwarted belongingness and perceived burdensomeness can provide insight 

into an individual’s desire for suicide (Van Orden et al., 2012). The Interpersonal Needs 

Questionnaire (INQ) provides additional data to be further reviewed for research, but also by 

clinicians in assessing risk for the suicidal individual. The INQ is shown a statistically significant 

effectiveness in measuring thwarted belongingness, perceived burdensomeness, and their 

interaction (Ma et al., 2016). Though this does not determine if this is a person who is going to 

go on to attempt suicide, it does provide more information on the severity to which the individual 

wishes to die. The INQ is not the only measure for measuring a person’s social connection, but 

the factors that it specifies at are the closest to what is modeled in the interpersonal theory of 

suicide, and as such will be what is reviewed. 

Capacity for suicide is a theoretical concept composed of three factors, including 

acquired capability, predisposition, and access to lethal means, (Bayliss et al., 2021). Models that 

include capacity within their framework include the interpersonal theory of suicide (Joiner, 

2015), the integrated motivational-volitional model (IMV; O’Connor & Kirtley, 2018), and the 

three-step theory of suicide (3ST; Klonsky & May, 2015). Within each of these theories, 

capability is a common factor of capacity that is included. Each factor provided by Bayliss et al 
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(2021) will be reviewed here, but due to the wide adoption of the importance of capability across 

different theories, that will be the primary focus. 

Disposition, uniquely a part of the 3ST, refers to individual differences that are often 

genetically based (Bayliss et al., 2021; Klonsky & May, 2015). These factors can include pain 

sensitivity or a phobia to blood (hemophobia). If an individual is born or has an increased level 

of pain tolerance, then they are at a higher risk of having the capacity to lethally harm 

themselves, as increased levels of physical damage will not be perceived as harmful by the 

individual. If they have a decreased level of pain tolerance, then they will be at a decreased risk 

of inflicting lethal harm due to the increased deterrence caused by pain and less than lethal 

physical damage. In regards to hemophobia, if the individual fears blood then they will be less 

likely to witness or themselves experience actions that result in blood being drawn. This 

avoidance will act as a greater deterrent from enacting lethal self-harm as the person will not 

have seen or engaged in harmful actions. As such, engaging in something that could cause lethal 

damage to themselves is a much more difficult task, and much less likely to occur. 

Access to lethal means is a factor that is referenced across all three theories as a part of 

another factor within their theory, but is specifically focused on in its importance by the IMV 

(O’Conner & Kirtley, 2018). Not only does immediate access to lethal means puts the individual 

at greater risk, but prolonged exposure and knowledge of handling different lethal items, such as 

a firearm, greatly increases the risk of an individual dying by suicide. As the person becomes 

more accustomed to handling the lethal object, the fear response of the possible danger it can 

inflict diminishes. In addition to this, the greater their exposure to the lethal item, the greater 

knowledge they will possess to use it in a way that will be lethal. This can be seen both by 

service members who use firearms to end their life, and with doctors who may use means such as 
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medications. Individuals from these populations not only possess the knowledge and history of 

using the items, but are also more likely to possess access to them in the time of being actively 

suicidal. 

Acquired capability is developed when an individual goes through painful experiences, 

both physical and mental, that habituates them to the fear of pain that is associated with 

attempting suicide. According to the interpersonal theory of suicide this is the factor needed to 

develop the capacity to enact lethal self-harm (Joiner, 2005). The development of this can occur 

from a variety of experiences, such as self-harm behaviors, military or first responders where 

being witness to death or pain of others is more frequent, athletes where physical pain is endured 

as part of training and within the sport itself, and substance use where the individual is not only 

putting themselves in life threatening situations, but are also more likely to experience loss of 

others due to the involved danger of using substances. 

Overall, developing this capability can involve a prolonged exposure to these pain 

inducing events (Joiner, 2005). This develops an ability to overcome evolutionary programming 

for self-preservation, a trait that is fundamental to humans and nearly all life (Öhman & Mineka, 

2001). The individuals’ experiences increase their fearlessness and decrease their sensitivity to 

pain (Joiner, 2005). This combination makes the idea of enacting suicide, and the pain 

associated, no longer something that is a deterrent. Once this capacity is developed, then the 

individual is at much greater risk of being able to engage in acts that can cause death. This does 

not mean that the individual will enact on suicidal actions if they develop this capacity, but if 

they have developed the desire for suicide, then they are then someone who may make a suicide 

attempt. 
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Current Methods of Suicide Treatment 

 Though suicidality is not formally classified as a mental health condition, specific 

treatment methods have been developed and empirically validated as effective forms of 

intervention. Suicidal ideation and behaviors are also commonly present as symptoms, or in 

addition with mental health conditions (Brådvik, 2018). Because 90% of people who die by 

suicide also have a mental health disorder there are treatment methods not specifically aimed 

towards the treatment of suicide that do incorporate suicide focused parts to treatment 

(Arsenault-Lapierre et al., 2004). These methods of intervention have sparked several different 

variations to fit sub populations and treatment settings, but for the purposes of this review two 

common approaches to suicide treatment will be discussed: Collaborative Assessment and 

Management of Suicidality (CAMS) and Dialectical Behavioral Therapy (DBT). 

Collaborative Assessment and Management of Suicidality (CAMS) 

 The Collaborative Assessment and Management of Suicidality, commonly known as 

CAMS, is a therapeutic atheoretical framework in which the provider and the patient work 

together to assess present risk and build a treatment focused on specific drivers behind their 

suicidality (Ryberg et al., 2016). Included in CAMS is an initial assessment that leads every 

session, known as the SSF. The overall framework of CAMS is based on four pillars including 

empathy, collaboration, honesty, and suicide focused (Jobes, 2016). Within CAMS, developing 

empathy with the client is a primary focus due to the history of shame and blame that is put on 

the suicidal individual. As discussed by Orbach (2001), empathizing with a patent’s suicidal 

wish serves to validate that their experiences have led them to feel that it would be easier to no 

longer be alive. This is not to encourage or endorse that they should kill themselves, but rather to 
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build a therapeutic alliance by not diminishing their feelings or the difficulty of what they have 

been through. This idea leads into the next pillar of collaboration. 

 In promoting collaboration, CAMS is designed to not only partner with the client in 

developing a treatment that they feel works best for them, but also goes a step further by having 

the clinician pass the forms to the client for them to write themselves. This is done across all 

sessions in filling out their weekly assessment ratings. CAMS clinicians are instructed that the 

seating arrangement with the client should be side to side rather than the typical face to face that 

is most frequently used in psychotherapy. The treatment plan is developed collaboratively in the 

initial session, but is also checked in with each week to see if any updates need to be made. The 

client and clinician will discuss and collaborate on what could be done to best address any 

feedback about treatment. This same step is also followed with the stabilization plan. 

Collaboration is used to create a treatment that is agreed to by the client and aids in adherence to 

treatment. 

 The CAMS approach takes a view of critical and direct honesty with the client. This is 

consistent throughout informed consent, to the agreement that the clinician is asking of the client 

in participating in CAMS. CAMS does not use a no suicide contract as a method of prevention, 

as that method has shown evidence discrediting its efficacy (McMyler & Pryjmachuk, 2008). 

Rather, CAMS addresses the client’s ambivalence to suicide and asks them to agree to engage in 

treatment for the determined amount of time while attempting to refrain from suicide. In second 

edition of Managing Suicidal Risk by Joiner (2016, p. 5) a sample text of establishing honesty 

with a client specifically says “The research shows that most suicidal people respond to this 

treatment within 3 months. So why not give it a try? You have everything to gain and really 

nothing to lose. You can of course kill yourself later, when you are no longer in treatment. It is 
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your life to live or not as you see fit. But then, what is the hurry?”. A core theme to this approach 

to honesty is that the client can always choose to end their own life if that is what they truly 

want, but if they are coming into treatment, or even if they are forced into treatment, what is 

making them want to die? If that can be improved or made better in some way, do they still wish 

to die? You can always kill yourself, why not try this first to see if things can get better? 

Presenting these questions and options to the client provides true honesty to their condition that 

they likely have not experienced in the past and can promote positive connections towards 

continuing treatment. 

 CAMS describes itself as not being a new form of psychotherapy, but rather a therapeutic 

framework with a focus on the treatment of suicide. This allows the clinician the capacity to 

adapt and include specific treatment methods for intervention based on their own competency 

and the needs of the client. In treatment planning, the main focus of intervention are the 

individual drivers for suicide, and the methods of intervention which are proposed and decided 

on collaboratively between the clinician and the client. The overarching guidance to this is the 

Suicide Status Form (SSF; Jobes, 2012).  

 The CAMS approach is primary driven by the SSF, which provides a standardized 

method for assessment, treatment planning, tracking progress, and identifying clinical outcomes. 

In all sessions the SSF core assessment is completed. This includes six variables of assessment 

all rated on a scale of one to five, with one being a low indication of that variable and five being 

high. The first three variables, psychological pain, stress, and agitation, are based on the 

Shneidman cubic model of suicide (Shneidman, 1988). Psychological pain is based on the idea of 

psychache, which refers to the pain of the mind, but not stress. Under this theory, suicide occurs 

when their capacity to handle an amount of psychological pain is exceeded. In treatment, 
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working to reduce the occurrence of instances that provoke this pain, but also building their own 

tolerance to this pain are key elements to reducing risk for suicide. Stress, identified by 

Shneidman as press, refers to demands that impact the individual and cause significant distress. 

These can be rooted in both internal and external drivers. Agitation or perturbation is an 

individual’s drive or impulsive desire to do something in that moment. This is described to the 

client as feeling a need to act now. This factors rating is helpful in indicating the individual’s risk 

of taking suicidal action in an acute moment of distress. 

 The fourth variable measured on the SSF assessment is hopelessness. This is derived 

from Aaron Beck’s concept of hopelessness, looking into the feeling that a person’s situation 

will not get better no matter what they do to change it. The person feels powerless to improving 

what is bothering them and will stop trying to do anything about what is bothering them. They 

may feel helpless about themselves, others, or their future. Of all the risk factors for suicide, 

hopelessness is found to be correlated the highest (Beck et al., 1985 & Brown et al., 2000). The 

fifth variable, self-hate, comes from Roy Baumeister’s conceptualization of self-regard. In this 

idea, an individual is driven to avoid and a negative perception of themselves. When an 

individual begins to develop negative self-views on their own, or provoked by others, this 

experience can become intolerable to the point in which suicide is the only from of escape. The 

final variable is the individual’s overall risk of suicide. The scores indicated on this, in addition 

to clinical judgment, are used for determining the level care needed for the individual at that 

time, and it is used for determining resolution from CAMS. Although promoting clients’ rights 

and autonomy is important, their safety is the top priority. If it is determined that the client is at 

immediate risk of suicide and that they are likely to leave session and go on to engage in acts that 

can end their life, and there is not confidence in an established plan to intervene with their 
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actions, additional more restrictive forms of care such as hospitalization may be necessary to 

ensure safety. From the CAMS treatment perspective, it is a primary goal to do everything that 

can be done to avoid hospitalization, but if risk cannot be mitigated, responsibility to the client’s 

safety is prioritized. When scores on the sixth variable are less than a three across three 

consecutive sessions, then resolution from CAMS may be appropriate. 

 In the initial session other metrics are collected, such as how much suicide relates to 

thoughts of themselves versus others, their wish to live, and their wish to die. Specific reasons 

for dying and reasons for living are also outlined and ranked. It is not uncommon for something 

on the client reasons for dying list to also be present in some form on their reasons for living. 

The client is also asked a question like that of the miracle question. The miracle question asks, 

that if tomorrow the problem is gone, what does the world look like (Searight, 2010)? For the 

person who is suicidal it is asked what would be one thing that would help them no longer feel 

suicidal. In essence these questions ask what the client feels would make things better for them. 

From that answer, intervention can focus on tacking backwards towards what can be done to 

support that, or a version, of what the client is wanting. This is just one more step in addition to 

the specific treatment plan that is next outlined with the client. 

 The next section is filled by the clinician and incorporates several standardized risk areas. 

This provides a directed history for suicide risk. Though a greater history can be helpful, having 

a basis for these factors is supportive for identifying specific areas to address in the treatment. In 

developing the treatment plan with the client, a problem is identified, goals to address to work on 

that problem, and specific interventions to reach those goals. The timeline for treatment is 

typically 12 weeks. The number one problem is standardized as being the potential for self-harm. 

Due to the risk involved, and the inability to work on any other problems if the client dies by 
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suicide, that is prioritized. The client and clinician work together to identify areas of treatment 

for the remainder. 

 A critical component to the CAMS initial session is the stabilization plan. This is a form 

of a safety plan for the patient to use in moments of stress or crisis. In this plan, working how to 

restrict access to lethal means, things to do in moments of crisis, people to call in moments of 

crisis, and solutions to address barriers to continue to treatment are all completed collaboratively. 

The stabilization plan is revisited each session to identify any changes that should be made to 

better aid the client in practical use in their life. Having an effective and customized stabilization 

plan is a key element to the CAMS framework that allows for high-risk treatment to be 

conducted on an outpatient basis. The CAMS framework has been adapted to several different 

treatment populations and environments. In response to the COVID-19 pandemic, a digital 

telehealth from has even been piloted. The CAMS treatment approach is designed to work in 

conjuncture with the clinician and has been adapted to fit different approaches to treatment.  

 In the most recent meta-analysis by Swift et al., (2021), nine articles, including 749 

participants, were examined for patient outcome data from the treatment of CAMS. To measure 

suicidal ideation, the included studies used one or more suicide screeners. These included the 

Beck Scale for Suicide Ideation (BSSI), Columbia Suicide Severity Rating Scale (CSSRS), 

Counseling Center Assessment of Psychological Symptoms (CCAPS-34), Patient Health 

Questionnaire 9 (PHQ9), and the Scale for Suicidal Ideation (SSI). Based on these findings the 

use of CAMS, as compared to another active intervention, suicidal ideation was significantly 

lower (d = 0.25). Though ideation was significantly reduced, no significant decrease was found 

for other suicide markers, including attempts or self-harm. In addition to reduced ideation, the 

meta-analysis also found that general distress was significantly reduced (d = 0.29). Hope, and 
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specifically hopelessness is a strong indicator for suicidal ideation, and is directly tracked on the 

CAMS SSF. Higher ratings of hope and lower ratings of helplessness were tracked and found to 

be strongly significant after CAMS intervention (d = 0.88). As another key feature of CAMS is 

its collaborative and client centered focus for structuring treatment, positive factors such as 

treatment acceptability were also tracked. Treatment acceptability was defined as patient rated 

satisfaction at the end of treatment and the amount of retention or dropout from treatment. 

Treatment acceptability was found to be significantly positively correlated with administration of 

CAMS as compared to other treatment methods (d = 0.42).  

Dialectical Behavioral Therapy (DBT) 

 Dialectical Behavioral Therapy (DBT), initially developed for the treatment of those with 

borderline personality disorder (BPD), has gone on to be adapted for the treatment of other 

conditions that benefit from focus on emotional regulation or the reduction of harmful behaviors 

(May et al., 2016). The Mayo Clinic describes the characteristics of BPD as impacting the way a 

person feels about themselves and others, effects a person’s ability to solve problems, issues with 

self-image, difficulty managing emotions and behaviors, and continued problems with having 

unstable relationships (Mayo Foundation for Medical Education and Research, 2019). DBT 

focuses on building life skills to address these problem areas that are found in BPD, but in other 

mental health conditions as well. Skills are broken up into modules that include distress 

tolerance, emotional regulation, mindfulness, and interpersonal effectiveness (Linehan, 2015). 

These skills are base level concepts that are built upon using a wide range of intervention skills  

 Though DBT focuses on teaching skills to alleviate the negative impact of symptoms and 

create new patterns of behavior, a specific four stage approach is taken as a view for addressing 
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treatment needs (Koons, 2021). This approach looks at the symptoms, thoughts, and behaviors of 

the individual rather than grouping based on mental health conditions. Stage one is primarily 

used for patients who are suicidal, engage in non-suicidal self-injury, or engage in heavily 

harmful behaviors that could limit their ability to engage in treatment or may put their life at 

serious risk. Treatment here focuses on reducing risk to harm and death so that the client will be 

safe and able to engage in further treatment to address other problem areas. Stage two focuses on 

treatment of those with patterns of emotional avoidance or numbness along with those who are 

experiencing symptoms of posttraumatic stress, but are guarded and reserved from their 

symptom expression. Treatment in stage two begins to approach skills to aid in life satisfaction, 

such as their ability to emotionally regulate, tolerate stress, and be able to communicate and 

interact with others effectively. Stage three clients often have an ability to regulate their 

behavior, but still present with difficulties with interpersonal relationship, limited self-care, and 

pervasive problems in several life domains. Treatment for those with stage three conditions are 

able to focus on improving the established relationships, enhancing skills in developing new 

relationships, and building the individuals positive self-esteem practices. Stage four cases tend to 

be lingering problems for the patient who struggle with personal meaning, feel empty, or lack a 

sense of joy in their life. Treatment in stage four works to support the client in satisfaction with 

the life they build and promoting positive self-esteem practices. 

 DBT is a structured practice that can require certification to be able to effectively 

practice. As DBT is an empirically supported treatment, adherence to the model is important for 

promoting consistent and care that follows best practices. Traditional DBT from the clinician’s 

perspective includes a skills training group for the patient, individual psychotherapy for the 

patient, telephone consultations from the patient to the clinician, and the therapist talking with a 
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therapist consolation team weekly. In treatment of BPD, DBT has shown to reduce the need for 

medications and medical care by up to 90% (May et al., 2016). DBT, as a method of treatment 

for other conditions, such as bipolar disorder, restrictive eating disorders, PTSD, and substance 

abuse has also shown positive effects (Goldstein, 2007; Peterson et al., 2020; Steil et al., 2018; 

Kienast et al., 2014). In treating eating disorders, specifically those that involve restrictions of 

consumption like anorexia nervosa, there was a significant effect in symptom reduction (d = 

0.40) (Peterson et al., 2020). For those with diagnosed PTSD, treatment with DBT resulted in a 

79% remission in parent ratings of symptoms (Steil et al., 2018). Treatment of substance related 

disorders using DBT resulted in increasing both negative drug screens and number of day’s 

abstinent form alcohol or drug (AOD) use. 

Due to the skills and module system of DBT, specific pieces can be pulled from even 

when using a different form of treatment. While following DBT by the stages and model system, 

known as comprehensive DBT, support for incorporating skills into practice by a different 

treatment intervention is supported and known as informed DBT. In an initial study done by 

Marsha Linehan (1993), she examines the skills of DBT, without the additional methods used in 

comprehensive DBT, is effective at treating BPD. Those selected for treatment were BPD 

outpatient’s client with chronic suicidality. Clients either were assigned to receive DBT skills 

intervention, without any other factors of comprehensive DBT, or to be assigned to a control 

waitlist while they continued to receive non-DBT related intervention. Results indicated that 

there was no significant differences detected between the two conditions. This was across 

suicidal injury, non-suicidal self-injury, suicide attempts, emergency room admissions, and 

hospitalizations at an inpatient psychiatric hospital. This indicates that DBT skills as an 

intervention is comparable to other forms on individual psychotherapy. Though this is promising 
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for use of integrating DBT skills into treatment, it has been shown that comprehensive DBT, as 

compared to non DBT adherent therapists, resulted in better patient outcomes (Linehan et al., 

2002). Better patient outcomes in this study references reduction in positive urinalyses for 

opioids for those with an opioid use disorder. 

A common condition found with those with BPD is suicidality and non-suicidal self-

injury with up to 10% of BPD patient dying by suicide (Paris, 2019). For those with BPD, an 

inability to regulate emotions can lead to impulsivity. This places the individual at a higher risk 

of engaging in self-harm or other risky behaviors that can build a desensitization or capacity for 

suicide (Joiner, 2005). Unstable social relationships and lack of support systems is also a key 

trait found in those with BPD, as a result this individual lacks an ability to connect and address 

their needs for help (Pairs, 2019). Treatment of BPD focuses on helping the client step aside 

from the wave of their emotions, take time to self-reflect, break their impulsive reaction to 

engage in past behaviors or acting on emotions directly, and then to develop a better 

understanding of how to interact independently and with others. As the focus of DBT for these 

individuals starts with stage one, this method of intervention matches with aims of suicide 

specific intervention. This includes a focus on safety, building supports, and effective coping. 

 

Maladaptive Coping Skills 

  Aversive events can cause significant negative emotions and lead to symptoms of mental 

health conditions such as depression or anxiety (Wadsworth, 2015). Maladaptive coping can be 

the result of experiencing overwhelming stress, poor treatment, and emotional validation. 

Though these are often pressures that occur during childhood they are also responses to adult 
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trauma, abuse, or severe loneliness. The pressure of emotions can lead to the person looking for 

some form of relief. The way in which they obtain this relief is coping. Someone who is 

engaging in maladaptive coping will do things that make them feel better in that moment, but 

may result in direct or indirect long term negative consequences. This person may not always be 

aware of this relationship, but even when they are, they may accept the negative consequences as 

they perceive the burden they are going through in the moment as worse. The use of substances, 

avoidance, or self-harm are all examples of maladaptive coping. Someone who has developed 

adaptive coping skills will be able to manage their current feelings or situation in a way that does 

not cause them harm later. Some adaptive coping skills include, deep breathing, talking with 

others, and reframing thoughts. Effectively using adaptive coping skills allows the person to 

alleviate their current stress or other events and manage difficulties long term. 

 As stated by Virginia Satir (1984) “Problems are not the problem, coping is the problem.” 

Coping in itself is what is the focus of dealing with the issue is. In focusing on treatment, the 

reasons that drive the problem are often not the focus of what will make a person feel better. The 

things that a person does to alleviate this problem, or the negative feeling can, and often do, drive 

greater negative feelings and problems. This is demonstrated in the self-destructive patterns of 

addiction. An individual experiences aversive events or negative emotions that are driven 

externally or internally. Their initial use of substances or process addictive behaviors may be 

driven to alleviate the negative feelings to cope. The initial use can also be driven by factors 

unrelated to the negative feelings, but as relief is experienced after use or engagement in the 

behavior, a reinforced pattern emerges. Though addiction is a common maladaptive form of 

coping, engagement in rumination, emotional numbing, escape, intrusive thoughts, 
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procrastination, self-harm, binge eating or restrictive eating, isolation, and risk-taking behaviors 

are just some of the other copings skills that are typically considered maladaptive (Sutton, 2021). 

 In examining suicide and maladaptive coping, there is a positive relationship between 

increased suicidality and engagement in coping behaviors that can have impacts similar to those 

that are maladaptive (Liang et al., 2020). Substance abuse, isolation, venting, self-blame, and 

avoidance were all positively associated with higher scores on suicide screeners. In addition to 

there being more maladaptive and aversive behaviors that were engaged in by those who are at 

greater risk of suicide, there was a negative association with adaptive coping skills. 

Suicide, in itself, can develop to be a coping mechanism (Webb, 2019). Though it is 

maladaptive, suicidal thoughts and ideation can provide a sense of relief or control in moments 

of despair, hopelessness, or pain. Those who use suicide as a method of coping may derive from 

different functions. They may romanticize the idea of suicide or parts that go along with it. In 

doing this they may leave out the pain, consequences, and irreversible nature of the action. These 

people may use this fantasy as a method of coping, but are unaware of the immediate and long 

term damages that continuous thoughts of suicide can cause. 

Group Treatment 

Group based interventions have become increasingly utilized due to the unique 

advantages that they provide both to the clients, and in the logistics of operating services (Holas 

et al., 2016). The unique environment of group therapy provides diverse views of modeling, 

social learning, and exposure to others experiences. Group support allows for clients with a 

connecting background to provide insight or challenges that could not traditionally be done 

effectively by their clinician. This ability to share and challenge one another, in itself, can be 
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therapeutic. From a practice view, this method also allows for more individuals to be seen at a 

time with often similar, if not better treatment outcomes for certain conditions. As access to 

healthcare can be challenging, providing group services works to aid more people. 

 In conducting effective group intervention, Yalom (1995) presents that reported ideology 

for group treatment is not an effective indicator of a successful treatment group. Findings 

indicated that adherence to ideology and stated approaches varied by facilitator, but effectiveness 

of treatment was associated with the intervention provided by the facilitator. This meaning that 

ideology is important, but the way in which a facilitator enacts that practice is what results in the 

best treatment outcomes. Four basic leadership functions were identified, including emotional 

stimulation, caring, meaning attribution, and executive functioning. Both caring and meaning 

attribution show to have a positive liner relationship with treatment outcomes, meaning that the 

more of these traits that are present, the greater the positive outcomes for treatment. Emotional 

stimulation and executive functioning showed a curvilinear relationship. This indicated that too 

little of these factors showed poor outcomes, but too much would also result in poor patient 

outcomes. Finding a balance point of moderate inclusions of these traits. 

Group Treatment for Suicidality 

 Treatment groups encounter clients who express outwardly or are internally holding back 

their own experiences with suicide (Combstock & McDermott, 1975). These groups often don’t 

focus on the treatment of suicide despite group intervention being an appropriate format for 

treating problems commonly associated with suicide, such as impulse control, lack of future 

orientation, low self-esteem, depression, and difficulties with accepting their own personal 

responsibility. For the group in the presented study, patients included those who had a suicide 
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attempt and had been hospitalized. Treatment was done on a weekly outpatient basis with rolling 

enrollment. The group was continued over the course of 2 years and in total had 105 patients. 

The median treatment stay was 6 weekly sessions, but 20% of participants were involved for at 

least 3 months of treatment and as much as an entire year. After intervention it was reported that 

the reattempt rate was four percent and one person went on to die by suicide, which was noted as 

being less than expected with patients who followed treatment as usual. These results indicate 

initial support for group-based treatment for those who are at high risk of suicide. 

A primary deterrent and concern for suicide focused group intervention is the potential 

for suicide contagion (Spears et al., 2019). With several people being in the group who are at risk 

of suicide, the concern of if someone will be triggering to another and lead them to be at greater 

risk of dying by suicide is a major risk concern. In addition to this concern, Fournier (2005) 

reports that suicidal individuals can disrupt the group process and divert attention of the group. 

In response to these concerns, primary data on contagion effects is found amongst adolescents 

(Kaminer, 1986). In incidents in which contagion effects have been reported, populations often 

consisted of inpatient hospitals where severe mental illness becomes a compounding factor to the 

overall risk of the individual (Seeman, 2015). Though concerns are present for a group 

intervention for suicide, specific caution to these key problem areas can facilitate for a safe 

intervention that promotes positive characteristics of having group intervention. 

 A treatment for the group intervention of suicidality developed by the department of 

veteran affairs (VA) is the Project Life Force (PLF; Marin et al., 2019). PLF is a novel suicide 

safety planning group that focuses on providing intervention over several weeks to aid veterans 

in revising and developing their safety plans. Over 10 sessions the group utilizes methods of 

CBT, DBT skills, and psychoeducation to develop coping skills, emotional regulation abilities, 
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and interpersonal skills. Due to the novel nature of the intervention a randomized clinical trial 

has not yet been conducted, but a proposal for the format of intervention and evaluation of 

intervention has been published by Goodman et al., (2020). 

 In another development for group suicide treatment, the suicide status form (SSF) from 

the CAMS approach of individual suicide intervention had been adapted (Johnson et al., 2018). 

In the initial study that implemented this approach, veterans that were recently discharged from 

an inpatient psychiatric setting were followed up with participation in a treatment as usual group 

or a group that incorporated the SSF. There was not a significant difference recorded in group 

attendance or client rated satisfaction. Participants in both groups reported significant positive 

outcomes from treatment. Results after the three-month scheduled weekly sessions indicated that 

treatment as usual resulted in greater reduction in overall symptom distress. Factors that did 

show to correlate with positive outcomes for clients were attendance, working alliance with 

facilitators, and positive group cohesion. Thought treatment as usual showed to be more 

effective, both groups showed to have a positive effect, and both focused on a group intervention 

for those who were suicidal.  

 

 

CAMS-G. 

 In addition to adopting the SSF to group suicide focused treatment, CAMS itself has been 

adapted to group intervention. Termed as CAMS-G, this method of intervention serves to 

integrate the collaborative assessment nature of CAMS and broadened it to a group format 

(Gutierrez et al., 2021). The basis for the group is that a group setting provides opportunity to 
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develop relationships and a sense of belongingness. As the interpersonal theory of suicide 

(Joiner, 2005) includes a sense of burdensomeness and thwarted belongingness as a primary 

driver behind suicidality, providing intervention that promotes integrated connection could assist 

in addressing this problem. 

 In an initial study examining the effectiveness of adapting CAMS to group intervention, 

patients who were recently discharged from a hospital following admission due to their 

suicidality were recruited to participate in an after-care therapy group (Johnson et al., 2014). 

Results from the study found that adaptation of CAMS to a group setting was feasible for 

providers previously trained in CAMS and was well accepted by the patients receiving care. 

 In the pilot study of CAMS-G, patient outcomes indicated a decrease in symptom 

distress, a positive sense of group cohesion, and overall satisfaction with the treatment they 

received (Gutierrez et al., 2021). Treatment outcomes for CAMS-G patients as compared to the 

control group, who received treatment as usual, resulted in no statistically significant difference, 

but did both result in positive outcomes for patients. Patient drop out from treatment was also 

comparable between both conditions. 

 

 

Risk Assessment and Screening 

 According to the National Institute for Mental Health (NIMH, n.d.), the assessment of 

suicide before intervention serves to decrease the risk of harm to the client, but also aid the 

practitioner in determining the level of care needed to be provided for the client. For therapeutic 

intervention assessing risk and screening can serve both to determine risk, but can also aid in 
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tracking current severity so that it can be tracked over time. This is a function that is foundational 

to the CAMS SSF. The Columbia-Suicide Severity Rating Scale (C-SSRS) provides data on 

suicidal ideation and behaviors. The C-SSRS has been adapted to fit many different settings and 

treatment needs. The C-SSRS asks about thoughts and behaviors separately. Form this view it 

strives to catch more instances of suicidal and non-suicidal self-injury that could be putting the 

client at risk. The ideation questions build on one another and if certain discontinue criteria are 

met then further questions are not asked. This format aids in making the screener brief, but also 

thorough for the client’s specific needs and to reduce chances of lost data. 

 Another measure includes the Patient Health Questionnaire (PHQ-9) which also provides 

a brief screening into the clients current functioning and possible suicidality (Na et al., 2018). 

Results are geared towards an indicator to the severity of depression, but symptom questions 

overlap with suicidality, including direct questions about thoughts of being better off dead. As 

the PHQ-9 is brief it can provide a snapshot into the clients functioning in minutes and can be 

used to track mental state in the past 2 weeks. 

As hopelessness is a factor that is strongly associated with suicide risk, the Beck 

Hopelessness Scale (BHS) can also serve to provide future or present suicide risk (Balsamo et 

al., 2020). In providing thorough screening, potential risk can be adequately determined an aid in 

effective referrals for treatment that best suits the clients present needs. Regardless of indication 

of suicide, having results on an individual’s hopelessness can be influential in treatment 

recommendations due to the specific impact that it may have on them. 

 As discussed by Joiner (2005), in the interpersonal theory of suicide, promoting positive 

connection and social support can aid in decreasing feelings of thwarted belonginess and 
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perceived burdensomeness. As these two factors are attributed to the development of suicidality, 

intervening in treatment to address connection issues with a client can aid in reducing their risk 

of suicide. As such, monitoring an individual’s current state and progress for their interpersonal 

development can be an indicator for this risk. The Interpersonal Needs Questionnaire-15 (INQ-

15) is a self-report measure to examine both a person’s perceived burdensomeness and 

belonginess (Van Orden et al., 2012). As this measure has undergone several revisions, the 15 

item questionnaire narrows down criteria to be a brief device to provide clients to identify 

current functioning and connection with others from their perspective. 

  



52 

 

Section III: Program Overview and Development 

Dying by suicide is of growing concern and impacts not only the individual, but those 

around them. Despite treatment and outreach becoming more involved, the annual rate of deaths 

by suicide has been consistently increasing, this is a problem that is only growing in severity. 

Due to the risk of harm or death from suicide, treatment of this condition is a major focus. 

Screening efforts and engagement of both health professional across all fields have begun to 

incorporate a greater focus on identifying suicide to aid in early intervention. Though the overall 

risk of someone who endorse suicidal ideation going on to die by suicide being small, a major 

focus is striving for the goal of zero suicide. 

Due to the risk of those who endorse suicidal behaviors or thoughts, concerns for 

implementing best practices arise. Proper screening and assessment methods are critical for 

promoting a safe environment for the client and that they obtain an appropriate level of care. 

Thought autonomy and maintain trust with a client are important, if screening efforts paired with 

clinical judgment indicate that the client is at an immediate risk that can’t be mitigated, or cannot 

reasonable be treated on an outpatient basis, hospitalization becomes a necessary form of 

treatment. Though it can be necessary to save the life of a client, hospitalization can exacerbate 

the condition and place the client at an elevated risk of suicide upon discharge.  

Ideology behind suicide has been adapting over time to include more empirical basis to 

the understanding. As research has incorporated greater focus on a whole focus on biology, 

mental illness, and environmental influences a better understanding of the etiology of suicide has 

emerged. Though these theories are still developing as more evidence is produced. Impactful 

methods of treatment and assessment have been developed to create effective forms of 
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intervention. The majority of these interventions have been focused on individual intervention 

and are geared towards those at risk of suicidal behaviors or attempts. As these are the greatest 

risk for harm this focus is needed, but additional focus on a far more pervasive issue of suicidal 

ideation is also needed. Most methods of intervention are also applicable for the treatment of 

those with suicidal ideation, but few if any focus on the relapse effect that can occur with 

persistent or chronic suicidal ideation that is present in absence of suicidal behaviors. As ideation 

is a precursor for developing behaviors, and as the numbers of those who endorse ideation is far 

greater than those who ever make an attempt, development for intervention that focuses on this 

specific problem area is needed. 

Group methods of intervention are an increasing common method of treatment as group 

retention and engagement shows to be significantly greater as compared to individual treatment 

(Clough et al., 2022). Group methods of intervention of commonly used in the treatment of 

maladaptive behaviors, such as eating disorders and addiction, as well as with severe mental 

illness like borderline personality disorder (Adams et al., 2021; Courbasson & Nishikawa, 2010; 

Heerebrand et al., 2021). Though group intervention is not commonly used in the treatment of 

suicide, and the research on a manualized method is limited, traits of suicidality are often present 

with these maladaptive and sever cases of mental illness. Often these case presentations also 

include suicidality and responded well as a result of the group intervention. As such, a formal 

group intervention focused on suicide is of increased need. 

The proposed group known as group ideation treatment (GRIT), serves to focus on 

providing a group intervention for those with suicidal ideation. Those with past suicidal 

behaviors and attempts are still appropriate candidates for this group, but the primary focus is 

that the individual is currently dealing with persistent thoughts of suicide. The view of this group 
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is that of suicidal ideation as a maladaptive coping skill that the client pervasively uses or 

struggles with relapsing back into use. Other group interventions for suicide treatment have been 

developed, but are primarily novel and used locally. Treatments such as project life force (PLF) 

are in development to obtain a randomized clinical trial, but primary focus on safety planning 

and for more severe and behavioral conditions of suicide. A treatment focus that uses a group 

intervention just for those who have persistent ideation is a current gap in the treatment field. 

Other methods such as CAMS for groups (CAMS-G), have been adopted for use, but just as with 

every other method of group suicide intervention, this has been established by adapting an 

individual treatment and has not been examined critically or made available for adoption. 

This proposal of GRIT is to establish an initial outline of client recruitment, assessment 

for goodness of fit, and provide a manualized outline for a session-by-session guide. It is 

intended that this intervention be directly researched for outcome data and then compared 

towards a comparable form of intervention to assess for efficacy. GRIT focuses on the treatment 

of those with suicidal ideation. In developing screening for the group, those with active suicidal 

behaviors may be considered to be recommended for individual therapy, due to the group 

primarily focusing on suicidal thoughts. As safety planning is a key component of GRIT, suicidal 

and self-harm behaviors are not an immediate indicator of a poor fit, but it will mark for further 

review to aid in providing the client with the best services as well as to maintain the focus of the 

group on suicidal thoughts. Settings in which GRIT may be a good fit to implement would 

include outpatient community mental health centers, veteran affairs hospitals, college, or 

university counseling centers. Providing GRIT requires a stable structured environment and 

patients who will be able to attend and engage in treatment for the full terms of sessions. 
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As treatment for those who are suicidal comes with an increased risk of safety and 

liability for the group, thorough emphasis is placed on regular screening, individual check ins, 

group check ins, and safety planning. Through this effort, patients will be identified if their 

individual immediate risk for suicide would be better handled in a different treatment setting or if 

hospitalization is necessary to keep them safe. This method is followed every session along with 

additional safety planning and direct treatment to increase the patient’s individual ability to cope 

and manage their suicidal thoughts. This does not eliminate risk, but rather creates an 

environment that is supportive of effective treatment while also prioritizing their individual 

safety. 

In screening for GRIT, the CSSR-S Lifetime will be used. If within the last month the 

client indicates suicidal behaviors, this will indicate a need for additional review to determine if 

placement in the group is best for the client’s level of needed care. While in sessions a weekly 

screening using the CSSR-S Since Last Contact for Corrections will be used. Though designed 

for corrections settings, the brief format of this form is a good fit for the setting it will be used I 

and is a supported indicator of if additional risk has been created that needs additional care or 

treatment outside the scope of the group. Indicators of additional care would be if there is a yes 

response to items five or six. If there is a yes response to item four, which is another immediate 

risk item, then additional one on one interview is needed. In addition to the CSSR-S the PHQ-9 

and the BHS will be given to aid in initial screening.  

Sessions one and two of GRIT are focused on establishing group connection and building 

a useful and effective safety plan. Sessions three and four are focused on building the 

individual’s social support system through practice and feedback from the other group members. 

Sessions five, six, seven, eight, and nine are focused on disrupting and challenging suicidal 
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ideation as a primary method of coping. Session 10, 11, and 12 process the conclusion of group, 

recovery planning, and relapse into suicidal thoughts. Further details into the screening process 

and specific methods of intervention are included in the manual.  

As GRIT utilizes a group approach and only two primary facilitators, reduced cost and 

greater accessibility of services is able to be promoted. The outside screeners used in this 

treatment are open for public use and have also been given direct permission for use in this 

treatment program. Standard costs of treatment will vary depending on the setting, but could 

include the cost of two licensed therapists for providing initial screening and interviews of 

potential patients, along with the cost of providing 12 core group sessions. Materials in session 

are limited in expense and are only planned to include the paper handouts, but flexibility is 

provided to the facilitators to incorporate additional reference sources as they see fit. Evaluation 

of the group after services are provided is an additional cost that should be budgeted as time 

would need to be spent reviewing and reporting the post treatment forms. 

Group Ideation Treatment Program Evaluation 

 The presented program requires empirical research to determine the effectiveness of this 

method. The basis of the program is based on founded concepts from other interventions that 

have gained empirical support, but research into the application of this proposal is needed to 

determine efficacy. The GRIT program includes patient evaluation forms provided every session 

for the purposes of risk assessment for suicide and if other forms of treatment would be more 

appropriate. To aid in evaluation the responses on these forms could be tracked to indicate 

changes and improvement across different sections of treatment. For purposes of program 

evaluation, the Suicidal Behaviors Questionnaire-Revised (SBQ-R) should be used at the onset 
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of treatment and at the conclusion of treatment to track symptom changes and program 

effectiveness. 

 The SBQ-R is a 4 item self-report assessment that examines lifetime suicidal ideation and 

attempts, frequency of suicidal ideation over the past 12 months, future threat for a suicide 

attempt, and likelihood of future suicidal behaviors. When examined for internal consistency, 

test items one and the total score were found to effectively predict overall suicide risk (Osman et 

al., 2001). These results were found to be consistent across clinical populations. 

In addition to empirical validation of this treatment proposal, the evaluation of the 

intervention and getting feedback from clients on their experience can serve as a helpful tool to 

identify areas of change needed for the treatment design. Providing participants an opportunity to 

complete an anonymous survey about their experience in the group can identify areas that they 

felt were helpful, areas they feel could be improved, and if they felt that they left treatment better 

off than when they started. To allow for this, both a pre and post treatment evaluation form will 

be provided to the participants, found in the materials section of the manual in Appendix E. By 

reviewing this outcome data, positive changes can be made to the group so that it may better aid 

those in future groups.  

In addition to the pre and post evaluation and additional Treatment Feedback Form is 

provided to the participants to further evaluate the program. This evaluation focuses more on the 

design and implementation rather than the specific outcome data form the clients. An example of 

the Treatment Feedback Form is provided in the materials section of the manual in Appendix E. 
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Appendices 

Appendix A: Protective Factors Mediating Against Suicidal Behavior 
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Appendix B: The Continuum Model: Effects of Suicide Exposure 
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Appendix C: Effects on the Different Exposures to Suicide 
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Appendix D: Interpersonal Theory of Suicide 
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Appendix E: Group Ideation Treatment (GRIT) Manual 

Group Ideation Treatment (GRIT) Manual 

Structure of Manual 

The following manual provides details on the basis of the group design and methods for administration. 

Specific methods for safe and effective delivery of the group are provided, but clinical judgment should 

always act as the initial consideration for treatment. The following manual is currently a proposal and 

has not yet been implemented in a practical setting. Though thorough screening and risk assessment 

from empirically based methods are built into the treatment, use should be determined with caution. In 

addition to the session guide, specific materials for the group are included in the session materials 

section. 
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GRIT Description and Recommendations 

Focus and Intent for Group 

Group Ideation Treatment (GRIT) is intended to provide therapeutic services, in a group setting, to those 

individuals who are currently (or have in the past) had difficulty with suicidal thoughts. This is an initial 

framework to the group and the procedures involved in recruiting and screening members, providing 

intervention, and assessing for treatment outcomes. Though based on the current literature intended 

for the treatment of suicide and suicide-connected conditions, this is not a prescriptive intervention and 

the clinicians involved in providing treatment should use their own clinical training and judgment in 

making final treatment decisions.  

Number of Sessions 

GRIT is provided over the course of 12 weekly sessions lasting 90 minutes each. The group should be 

created and provided on a cohort model and should not accept new group members after the group has 

already begun. Members should also be able to commit to attending all sessions. Due to the social 

connection and support model that underlies GRIT, this contingency is highly important to delivering 

care. 

General Structure of GRIT 

Sessions 1 and 2 of GRIT are focused on establishing group connection and building a useful and 

effective safety plan. Sessions 3 and 4 are focused on building the individual’s social support system 

through practice and feedback from the other group members. Sessions 5, 6, 7, 8, and 9 are focused on 

disrupting and challenging suicidal ideation as a primary method of coping. Session 10, 11, and 12 

process the conclusion of group, recovery planning, and relapse into suicidal thoughts. 

Recommended Requirements for Group Facilitators 

GRIT should be provided by two co-facilitators. Facilitators should be licensed professional clinicians (or 

are operating in training under the direct supervision of a licensed clinician) who have had formal 

training and supervised experience in providing treatment for patients with varying levels of suicide 

severity. Facilitators should be competent and comfortable with treating and talking about suicide not 

only with the patient, but also be able to communicate and work well with another professional in 

providing treatment collaboratively. 

Recommended Requirements for Group Members 

GRIT should be provided to between four to eight participants. Due to the high-risk nature of the 

condition being treated, ample amounts of screening for current suicide and harm risk are required. As 

such, groups that include more than eight members may lead to insufficient attention and check ins. 

Ideally, co-facilitators will work together, but will also individually check the wellbeing and current 

condition of the patients to aid in reducing missed warning signs or possibilities of screenings indicating 

a false negative. Caution should be taken when considering providing a group to less than four 

participants. One of the main focuses of GRIT is providing a social connection and framework for 

belonging. Groups that include less than four participants may not provide enough stability and 

opportunity for the group to connect. Ultimately group size should account for these considerations but 
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should also be determined by the clinical judgment of the co-facilitator’s assessment of the needs of 

their service area, and of the goodness of fit applied to the group members. 

What constitutes a “good fit” for GRIT can vary depending on the competency and training of the 

individual providers, as well as the needs of the community provided. The treatment is designed to aid 

individuals who are currently having, or have had a history of, suicidal ideation. A patient’s history of 

treatment does not constitute a lesser goodness of fit for the services provided in the group. Those who 

have made a suicide attempt within the past three months may be considered for the group, but ample 

screening and individual determinations should be made to see if the individual may benefit more from 

individual treatment at that time. This consideration should be applied to all potential group members, 

but should be of significant focus in determining if someone with a recent (within the past three 

months) suicide attempt should be included in the group.  

Group Screening and Admission 

Standardized assessment measures included in the initial screening for admission to GRIT should include 

the Columbia Suicide Severity Rating Scale (CSSR-S Lifetime), Patient Health Questionnaire (PHQ-9), Beck 

Hopelessness Scale (BHS), and the Interpersonal Needs Questionnaire-15 (INQ-15).  

If within the last month the client indicates suicidal behaviors, this will indicate a need for additional 

review to determine if placement in the group is best for the client’s level of needed care. While in 

sessions, a weekly screening using the CSSR-S Since Last Contact for Corrections will be used. Though 

designed for corrections settings, this version of the CSSR-S provides a brief indicator for recent changes. 

If a new significant level of risk is indicated, then identifying additional care or treatment outside the 

scope of the group should be recommended. Indicators of additional care would be if there is a yes 

response to items five or six. If there is a yes response to item 4, which is another immediate risk item, 

then additional one-on-one interview is needed. 

The PHQ-9 should provide additional data points for presence of suicidality and other problem areas the 

patient is currently having. Though no formal cut off is recommended for this measure, results should be 

compared with the CSSR-S to ensure accurate data. In cases of inconsistencies, direct questioning and 

further interviewing with the patient is required.  

The PHQ-9 and CSSR-S are brief forms that should be filled out for every patient prior to the start of 

each group. The BHS and INQ-15 will provide additional baseline scores that will be followed up on after 

conclusion of treatment. Administration of the BHS and INQ-15 should occur before the first session and 

after the last session. 

In addition to these assessment measures, clinicians should use their clinical judgment in determining if 

more information needs to be collected from the individual to determine their immediate level of risk, 

and if they would most benefit from group treatment as opposed to individual care. Facilitators should 

arrange for a follow up interview if needed to make this determination. If someone does not appear to 

be a good fit for GRIT due to the severity of their risk, facilitators should work in collaboration with the 

individual to connect them with the level of care that would best fit their treatment needs.  
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Adherence to GRIT Manual and Sessions 

The layout and structure of sessions provided serves as an outline for facilitators and the group 

members. The major points provided in the session outline should be included in each session. Minor 

components of each session can, and is encouraged to, be directed by the indicated needs of the clients. 

Facilitators should promote a timely conduction of the group and ensure that the primary content is 

provided. Facilitators are also responsible for promoting clients to input and direct how the group can 

be provided to meet their needs. Facilitators should also encourage client collaboration in determining 

how different or similar needs can be addressed as a group. 

Recommendations for Establishing Group Norms 

Group norms are the guidelines and rules agreed upon to aid in effective and supportive work during 

the group session. Group norms should be discussed during the first session and should be tailored to fit 

the needs of the individual group. Some considerations should be: 

• Contact between group members and discussion about the group outside of group 

• Addressing conflict during session 

• Acute suicidal risk during or outside of session 

• Reasons for removal from the group 

• Expectations for participation and communication 

Establishing Safety 

Group member safety is the number one priority. Group members should be informed during the 

individual pre-session screening of safety procedures involved in treatment. This includes their rights as 

a patient and the limits to confidentiality. This should be matched to fit the local laws and procedures 

for the governing organization.  

If, during the initial screening that occurs at the start of every session, a patient indicates that they are 

actively suicidal or at immediate risk of suicide then they should be asked if they wish to discuss this 

further outside of the group. At this time, one facilitator should accompany the patient for an individual 

discussion to assess their safety and current risk. This time will be spent creating a safety plan, 

addressing any immediate needs that can be, and determining what the least restrictive form of care is 

needed to ensure their safety and treatment. If safety can be established and it is believed that the 

patient is not at immediate risk of suicide, then they can return to the group. If the patient is deemed to 

be at immediate risk of suicide, and safety planning and addressing their current suicidality shows that 

they are still actively suicidal, then hospitalization may be required for the wellbeing of the patient. 

Grounds for Referring a Group Member Out of GRIT After Treatment has Started 

Facilitators should determine and organize time during the initial session with patients to set ground 

rules for the group. As the group should form collaboration and serve as an opportunity to facilitate a 

connection between group members, letting patients decide how they wish to handle the norms and 

boundaries of the group should be promoted. General ground rules for promoting confidentiality and 

safety of individuals should be provided in the informed consent by the clinicians and is not open to 

modification by the group members. 
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Session Guide 

Individual Pre-Session Screening 

1. Description of Group, what is a Good Fit, and Limits to Confidentiality 

 
Provide a verbal overview of the services provided in GRIT and explain what treatment 
can be provided. An example of this may include: “Group ideation treatment focuses on 
addressing current, or concerns about, suicidal thoughts. As a group, work is done to 
provide a connection for a weekly processing of difficulties you may be experiencing 
with suicidal thoughts. The group also includes methods for safety planning, 
mindfulness relaxation, psychoeducation of suicidality, promoting healthy supports, and 
intervening with suicidal thoughts as a maladaptive source of coping. It is our hope that 
during your time in the group, you can identify areas that you wish to address, and 
practice working with peers to gain support for finding ways to manage and cope 
without using suicidal thoughts. From the view of this group, suicidal thoughts are a 
coping skill that you have found helps you get through difficult times or other problems. 
However, it is a maladaptive coping skill that causes you to engage in harmful thoughts 
and behaviors that ultimately lead to greater problems than what they initially 
addressed. By working as a group, we hope you can practice communication about your 
suicidality and how to approach others in times of need.” 
 
In addressing goodness of fit an example may include: “A good fit for GRIT is important 
due to how much positive social interaction and work is involved in the group. GRIT 
focuses primarily on addressing current suicidal thoughts or worries about future 
relapse into suicidal tendencies. GRIT can still be a good fit for those who engage in self 
harm or have a history of suicidal behaviors, but individual and group safety is our 
number one priority. If someone is at immediate risk of suicide, actively engaging in 
significant self-harm behaviors, or are making suicide attempts then this group may not 
be a good fit as more intensive treatment might be a better method of intervention. If 
this is the case, then a warm hand off will be followed through. We hope to do 
everything in our power to promote safe, but also enjoyable treatment. Decisions on 
treatment alternatives are made collaboratively and are reserved for cases in which 
group participation and the individual’s safety cannot be provided. Safety is our number 
one priority and ensuring that each group member is in a safe place before the group 
begins is essential. Questions about your current suicidality will be asked at the start of 
each group. You will see what those forms look like today. In the event that you report 
active suicidality, we will ask to talk with you one-on-one to ensure that safety can be 
established. Hospitalization or providing a new level of care is a last resort option and 
will only be used if no other method of safety planning or discussion can result in the 
assurance of safety.” 
 
The facilitator should provide an overview of limits to confidentiality and any other 
policies of the practice. Group norms and rules should be discussed. Group norms will 
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be created as a group, but general confidentiality requirements should be discussed at 
this time. A list of recommended discussion points is found in the manual. The individual 
may also be asked what norms they feel should be included. These can be written down 
and addressed again during the first session of the group. 
 

2. Initial assessment of CSSR-S, PHQ-9, BHS, INQ-15 

 
All group candidates who agree to attend all scheduled group sessions, who have a 
current or past struggle with suicidal thoughts and wish to participate in a group aimed 
towards treatment of their suicidality should be offered an initial assessment and intake 
interview.  
 
The CSSR-S Since Last Contact for Corrections will be used. Though designed for 
corrections settings, this version of the CSSR-S provides a brief indicator for recent 
changes. If a new significant level of risk is indicated, then identifying additional care or 
treatment outside the scope of the group should be recommended. Indicators of 
additional care would be if there is a yes response to items five (“Have you started to 
work out or worked out the details of how to kill yourself? Did you intend to carry out 
this plan?”) or six (“Have you done anything, started to do anything, or prepared to do 
anything to end your life?”). If there is a yes response to item four (“Have you had these 
thoughts and had some intention of acting on them?”), which is another immediate risk 
item, then that should be addressed with additional questioning to determine if the 
level of risk is outside the scope of the services provided in the group. 
 
The Patient Health Questionnaire-9 (PHQ-9) provides a screening for depressive 
symptoms, severity, and duration. The PHQ-9 also provides assessment of suicidality 
present in an individual’s life. As indicated on the PHQ-9, if a person scores 5 or more 
responses in the shaded boxes (a rating of 2 or 3), then a Major Depressive Disorder 
should be considered. If that is the case, then this should be addressed with additional 
questioning to determine if the level of risk is outside the scope of the services provided 
in the group. 
 
Scores on the BHS and INQ-15 provide additional data on the individual’s functioning 
prior to group treatment. As hopelessness and social involvement are strong correlators 
with suicide risk, these factors will be tracked in addition to a pre and post 
questionnaire to evaluate patient outcomes and perception about the group.  
 
As indicated in the previous section a pretreatment survey should be administered at 
this time and a post treatment survey will be administered at the end of the 12 weekly 
sessions.  
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3. Intake Interview 

In addition to the structured assessment, facilitators should provide an intake interview to 

identify present risk factors and warning signs for suicidality. Each facilitator should develop 

their own list of questions to obtain this information based on what is already known about the 

applicant. Some recommended areas to ask about include: 

• History of suicide attempts 

• Any suicide related hospitalizations (reason, duration, and resolution) 

• Any diagnosed mental illnesses 

• Have they known anyone who has died by suicide 

• Family or social supports present 

• How the individual utilizes or engages with family or social supports 

• History and current alcohol and drug use 

• History and current self-harm behavior 

• Frequency, duration, and content of suicidal ideation 

• Triggers for engaging in suicidal thoughts 

• Feeling supported by their support network in addressing their suicidality 

• Feeling open to going to their support network in times of crisis 

• Reasons for living 

• Reasons for dying 

• Wish to live 

• Wish to die 

This time can also be spent clarifying results on the assessment measures in the case that the 

data does not provide a clear indication for the individual’s fit for the group.  
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Session 1 (90 Minutes): Developing Safety 

1. Administer CSSR-S and PHQ-9 (10 Minutes) 

 
As participants come into the group, facilitators should make rounds to each person 
individually to administer the CSSR-S and PHQ-9. For the CSSR-S, if the individual reports 
yes to items 4 (“Have you had these thoughts and had some intention of acting on 
them?”), 5 (“Have you started to work out or worked out the details of how to kill 
yourself? Did you intend to carry out this plan?”), or 6 (“Have you done anything, 
started to do anything, or prepared to do anything to end your life?”) then they should 
be pulled from the group for additional screening, risk assessment, and safety planning. 
Depending on level of risk, the patient may be able to remain in the group for the 
remainder of session and receive follow up safety planning after session. If they are 
actively suicidal, they should be pulled from the group immediately to address their 
suicidality and determine what the least restrictive form of care is needed to ensure 
their safety and treatment. If safety is established, then they may return to the group. If 
safety cannot be established, then hospitalization may need to be acted upon. 
 
 

2. Introduction to GRIT (Confidentiality, Group Norms, and Expectations) (10 Minutes) 

 
Though it should be provided during the individual pre-session, confidentiality should be 
covered as a group. Next, introduction of group members and a discussion of group 
norms and expectations should be established by the group. Facilitators should ensure 
major points are addressed, such as discussing others outside of group and how groups 
will promote inclusion and safety. Recommendations for areas to address are found in 
the materials section of the manual. Group members should be the primary 
contributors to developing norms and facilitators should help promote a positive first 
interaction for the creation of this group’s dynamic. 

 

3. Opening Session Check-in (20 Minutes) 

 
Session discussion should begin with an open floor to discuss any reactions or thoughts 
about their rating scores, or anything else that they may wish to openly cover in group. 
Facilitators should directly ask each patient if they would like to share something, but all 
patients are not required to speak during this time. The length and depth of the 
responses should be monitored by the facilitators to ensure that comments remain on 
task and that everyone gets time to check-in. 
 
This time should be heavily group member driven and facilitators should work to 
facilitate sharing and discussion between group members. 
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4. Safety Planning (40 Minutes) 

 
To ensure the safety of group members throughout treatment, a specific safety plan 
should be outlined for each member at the start of treatment. A safety plan is provided 
in the materials for this session. Additions and changes to what is included in the safety 
plan can be made to fit the needs of the patient or group. This plan should be practiced 
outside of session as homework and adjusted as needed during treatment. 
 
A blank copy of the safety plan should be given to each group member. Collectively, the 
group will walk through each step and support one another in identifying triggers, ways 
to reduce access to lethal means, coping strategies to manage or distract from their 
suicidality (it should be noted that these strategies should be primarily internally based 
as contacting others for support is done in the next section), and people to call or talk to 
for distraction. These people do not necessarily have to know about the patient’s 
suicidality or be required to talk about the patient’s struggles. This contact is for when 
they are needing a distraction or someone to help pull them away from feeling suicidal. 
For those people who the patient does feel comfortable talking about their suicidality, 
the patient should communicate with the contact directly before putting them on their 
list. This contact should be told what the patient feels they may need in a time of crisis, 
and what they may need if it to distract them from that moment. 
 

5. Guided Mindfulness Meditation (10 Minutes) 

 
Provide a brief introduction to mindfulness, meditation, and guide a short meditation. 
Meditation can include deep breathing, an imagined safe space, guided imagery, or any 
that seem appropriate for the group. 
 
Discuss the purpose of intention and the ability to develop the skill to be present. 
Discuss how to allow thoughts to be thoughts and how to let them pass without fixation 
of pushing them away. 
 
An example mediation may include: “Take a moment to adjust your body and sit 
comfortably in your chair. Sit with your feet flat on the floor, sit upright in your chair, 
and place your hands in your lap or wherever they feel most comfortable. Let’s start by 
taking a deep breath in through our nose and out through our mouth. In through our 
nose and out through our mouth. If you feel comfortable doing so, allow your eyes to 
close. If you do not feel comfortable closing your eyes that is okay, just let your eyes 
focus on a point in the room an let yourself ease into your chair. Deep breath in and let 
it all out (continue deep breathing for 1-2 minutes). You may notice that thoughts are 
starting to pop into your mind. That is okay. Think of your thoughts like clouds in the 
sky. We don’t control the clouds, the wind brings them in. There is no need to fixate on 
them or try to push them away. Just as easily as they came, the wind will take them 
away. Your thoughts will pass. No need to fixate on them or to push them away. Just let 
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them be and let them go in their own time. Now we will take this last minute to breath 
and sit in silence”.  
 
After mediation do a short check in to make sure that everyone feels okay and is ready 
for session to end. 
 

6. Homework 

 
Practice using the safety plan during a stable time in which the patient is not thinking 
about suicide or is actively suicidal. The patient should take the physical copy of the 
safety plan out and practice each step of the plan. The patient should make written 
notes of what they did, how they felt, and any challenges or difficulties they noticed. 
This will be reviewed in the next session as a group and adjustments to the plans will be 
worked on collaboratively.  
 
If a group member has suicidal thoughts outside of group, they should still use their 
safety plan to address these thoughts to manage their suicidality. 
 
The number of times to intentionally practice this skill during a stable, non-crisis, 
moment should be agreed upon by the group. 
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Session 2 (90 Minutes): Learning to Maintain Safety 

1. Administer CSSR-S and PHQ-9 (5 Minutes) 

 
See session 1 for details. 
 

2. Guided Mindfulness Mediation (10 Minutes) 

 
Provide a guided meditation. This can include deep breathing, an imagined safe space, 
guided imagery, or any that seem appropriate for the group. 
 
Discuss the purpose of intention and the ability to develop the skill to be present. To 
allow thoughts to be thoughts and to let them pass without fixation of pushing them 
away. 
 
Example in session 1. 
 

3. Opening Session Check in (30 Minutes) 

 
See session 1 for details. Patients may discuss their homework, but time will be allotted 
primarily to review and address this area next. It may be best to encourage discussion 
and reflection outside of their homework. 
 

4. Discuss Homework from Session 1, Discuss Safety Plan, and Adjust Safety Plan if 

Needed (45 Minutes) 

 
Patients should share their experiences with practicing their safety plans, and review 
what corrections they feel will best support it being useful so they can effectively use it 
in times of crisis or suicidal thoughts. Group members should address specific moments 
in which they used their safety plan. This can be a time in which they were experiencing 
suicidal thoughts and/or a time in which they practiced without having suicidal 
thoughts. Group members are encouraged to share both experiences if applicable. 
 
Group members should be encouraged to cover their experience in depth and begin to 
practice being intentional in using and reflecting on adjusting their safety plan. This is to 
promote a skill to be able to create a safety plan that can support themselves now, but 
also in the future in times of relapse to suicidality. 
 
Group members should be informed that this is a practice that they need to continue, 
but that next session will begin to focus on building social support systems and how to 
use those to manage their suicidality. 
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It should be highlighted that patient should work to implement their safety plan not 
only during times of crisis, but also any point they find themselves engaging in suicidal 
ideation. The group members should be practicing initial steps in breaking the cycle of 
automatically turning to suicidal thoughts and being more conscientious of stopping 
that thought pattern. In sessions 5, 6, 7, 8, and 9 the group will receive an introduction 
to the cognitive model and CBT to help support the initial behavioral steps they have 
begun. 
 

5. Homework 

 
Practice using safety plan during a stable time in which the patient is not thinking about 
suicide nor is actively suicidal. The patient should take the updated physical copy of the 
safety plan out and practice each step of the plan. The patient should make written 
notes of what they did, how they felt, and any challenges or difficulties they noticed. 
This will be reviewed in the next session as a group and adjustments to the plans will be 
worked on collaboratively.  
 
If a group member has suicidal thoughts outside of group, they should still use their 
safety plan to address these thoughts to manage their suicidality. 
 
The number of times to intentionally practice this skill during a stable, non-crisis, 
moment should be agreed upon by the group. 
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Session 3 (90 Minutes): Examining Current Social Supports and Creating New Ones 

1. Administer CSSR-S and PHQ-9 (5 Minutes) 

 
See session 1 for details. 
 

2. Guided Mindfulness Mediation (10 Minutes) 

 
Provide a guided meditation. This can include deep breathing, an imagined safe space, 
guided imagery, or any that seem appropriate for the group. 
 
Introduce the purpose of practicing mindfulness regularly and the benefits. As part of 
the homework, ask group members to engage in either self-led mindfulness or find a 
video or app that can help lead them through a mindfulness session at least 3 times by 
the next group session. 
 
Example in session 1. 
 

3. Opening Session Check in (30 Minutes) 

 
See session 1 for details. As the safety plan is not a primary focus for this session, a brief 
check-in on usage of the plan should be included in this check in. 
 

4. Current Supports and Creating New Ones (45 Minutes) 

 
Group members should discuss their current support systems that they have included in 
their safety plan and how those people have been able to support them. Group 
members are encouraged to examine these relationships and how they feel others react 
to their suicidality. It is possible that group members may feel guilt or shame during this 
time. This feeling should be validated and addressed as it arises. Session should work to 
move the discussion towards identifying what makes for a positive and supportive 
relationship of someone in their support system.  
 
Group members may feel that they have lost people form their support system or that 
they can no longer turn to someone for multiple reasons. Examine these experiences to 
identify what the patient has learned they need for support and what those 
relationships look like. Reflect on if there is anyone who is currently in their lives who 
they feel they could ask or connect with to provide this support. 
 
In creating supports it is important to discuss with patients that the purpose of building 
new relationships is to expand their social and support system. This growth is positive 
for providing a sense of connection and belongingness. The degree to which they reach 
out to these new supports for help, especially regarding their suicidality, is something 
that should be tailored depending on the person and context of the relationship.  
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5. Homework 

 
For homework patients should practice promoting or creating connection with another 
person. This is a flexible assignment and can vary from case to case. An example may be: 
calling a friend or family member they have not spoken to in some time, asking a friend 
to do something they both may enjoy, going to a social event at an activity the patient 
normally enjoys and talking with others at the event. Anything that connects them to 
others they may not feel very close with at this current moment in time. 
 
As part of the mindfulness practice, group members should engage in either self-led 
mindfulness or find a video or app that can help lead them through a mindfulness 
session at least 3 times by the next group session.  
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Session 4 (90 Minutes): Asking for Help 

1. Administer CSSR-S and PHQ-9 (5 Minutes) 

 
See session 1 for details. 
 

2. Guided Mindfulness Mediation (10 Minutes) 

 
Provide a guided meditation. This can include deep breathing, an imagined safe space, 
guided imagery, or any that seem appropriate for the group. 
 
As part of the homework, ask group members to engage in either self-led mindfulness 
or find a video or app that can help lead them through a mindfulness session at least 3 
times by the next group session. 
 
Example in session 1. 
 

3. Opening Session Check in (30 Minutes) 

 
See session 1 for details. As the safety plan is not a primary focus for this session, a brief 
check-in on use of the plan should be included in this check in. 
 
Patients should report on their homework of practicing creating connection with 
another person.  
 

4. Asking for Help (45 Minutes) 

 
Open discussion by having group members talk about how they would ask for help with 
an everyday task. Have them talk about their comfort level with asking for that help. 
Contrast this by having them talk about a time in which they remember asking for help 
to manage their suicidality, either directly or indirectly. Have them talk about their 
comfort level with this. Promote the strength and courage of asking for help. 
 
Group members may focus on how their suicidality has negatively impacted the 
relationship. Though there is the possibility that this has happened, the focus here is on 
identifying people in the patient’s life who they feel can be a part of their support 
system, and most importantly how is the patient asking for help when needed.  
 
Discuss meta-communication skills, specifically how to talk about approaching 
conversations about help from the people they will go to for help. Provide time to 
discuss concerns and practice this skill. Identify a practice topic for something 
manageable and non-crisis related, that the patients can do for homework with 
someone in their support system. 
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5. Homework 

 
Practice meta-communication skills for asking for help. Patients should discuss with 
someone in their support system how they can come to them for help on a certain 
topic. How this discussion went, and any challenges should be noted.  
 
As part of the mindfulness practice, group members should engage in either self-led 
mindfulness or find a video or app that can help lead them through a mindfulness 
session at least 3 times by the next group session.  
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Session 5 (90 Minutes): What is Maladaptive Coping 

1. Administer CSSR-S and PHQ-9 (5 Minutes) 

 
See session 1 for details. 
 

2. Guided Mindfulness Mediation (10 Minutes) 

 
Provide a guided meditation. This can include deep breathing, an imagined safe space, 
guided imagery, or any that seem appropriate for the group. 
 
As part of the homework, ask group members to engage in either self-led mindfulness 
or find a video or app that can help lead them through a mindfulness session at least 3 
times by the next group session. 
 
Example in session 1. 
 

3. Opening Session Check in (30 Minutes) 

 
See session 1 for details. As the safety plan is not a primary focus for this session, a brief 
check-in on use of the plan should be included in this check in. 
 
Patients should check-in with their homework of practice meta-communication skills of 
asking for help. Discuss how this discussion went and note any challenges. Encourage 
patients to continue to practice this skill across different help areas or with different 
people in their life. 
 
 

4. Maladaptive Coping (45 Minutes) 

 
Patients should be introduced to maladaptive coping and the ways in which it may 
present (thoughts, behaviors, relationships, avoidance, substances, etc.). The discussion 
should lead to difference between maladaptive and adaptive coping.  It is important to 
validate the reason maladaptive coping is maintained. Highlighting the perceived 
immediate relief that maladaptive coping can provide from a stressor, even if in itself, 
the maladaptive coping induces another form of stress. Maladaptive coping may also 
provide relief in the moment without an immediate stressor or negative consequence, 
but may result in greater harm later on.  
 
This can be a time to discuss acceptance and how the tendency for trading long term 
suffering in place of immediate pain is a common behavior. Acceptance works towards 
tolerating and managing the stress and discomfort of the immediate pain to end the 
long-term suffering that someone experiences. 
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Discuss how suicidal behaviors and thoughts become a source of coping. Open 
discussion to how the patients may feel this has developed for them. Highlight reasons 
such as the relief of not being around anymore allowing them to escape stressors or 
problems they may face. Discuss how the intense feelings that suicidality provides may 
feel better than a lack of emotions or overpower another negative emotion they have 
with something more comfortable. 
 
This session should be educating and allowing the patient to better understand the 
purpose of their suicidal thoughts in their life. For homework, they should continue to 
identify when and how their suicidal thoughts arise. Using an ABC sheet will be 
introduced in the next session for tracking the occurrences. 
 

5. Homework 

 
For homework patients should work to identify when and how their suicidal thoughts 
arise. Patients should take note of any triggers they may notice or their feelings before 
and after having suicidal thoughts. 
 
As part of the mindfulness practice group members should engage in either self-led 
mindfulness or find a video or app that can help lead them through a mindfulness 
session at least 3 times by the next group session. 
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Session 6 (90 Minutes): Tracking Maladaptive Coping 

1. Administer CSSR-S and PHQ-9 (5 Minutes) 

 
See session 1 for details. 
 

2. Guided Mindfulness Mediation (10 Minutes) 

 
Provide a guided meditation. This can include deep breathing, an imagined safe space, 
guided imagery, or any that seem appropriate for the group. 
 
As part of the homework, ask group members to engage in either self-led mindfulness 
or find a video or app that can help lead them through a mindfulness session at least 3 
times by the next group session. 
 
Example in session 1. 
 

3. Opening Session Check in (30 Minutes) 

 
See session 1 for details. As the safety plan is not a primary focus for this session, a brief 
check-in on use of the plan should be included in this check in. 
 
Patients should check in with their homework of triggers and feelings they are noticing 
that occur with their suicidal thoughts. 
 

4. CBT for Maladaptive Coping (45 Minutes) 

 
Introduce CBT and the cognitive model (thoughts effecting feelings and resulting in 
behaviors). Provide the Cognitive Model introduction paper which is found in the 
materials section of the manual. Discuss the implicit effect that automatic thoughts can 
have on how we feel and act. Provide encouragement that thoughts can be identified 
and changed. By practicing identifying when these thoughts occur (triggers and 
antecedents), and knowing the feelings that they may elicit, patients can develop the 
skill of intervening with these thoughts. After the patient becomes well practiced at 
identifying the thoughts that lead to their suicidality, disrupting this pattern can occur.  
 
Work with patients to identify an example of when this occurs and walk through the 
trigger of the situation to the thought, to the feeling, and to the suicidal thought/ 
behavior that it incurs. 
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5. Homework 

 
For homework patients should work to track the onset of their suicidal thoughts 
following the cognitive model handout provided. At least 3 examples should be written 
to follow the model. 
 
As part of the mindfulness practice, group members should engage in either self-led 
mindfulness or find a video or app that can help lead them through a mindfulness 
session at least 3 times by the next group session. 
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Session 7 (90 Minutes): Disrupting and Understanding Maladaptive Coping 

1. Administer CSSR-S and PHQ-9 (5 Minutes) 

 
See session 1 for details. 
 

2. Guided Mindfulness Mediation (10 Minutes) 

 
Provide a guided meditation. This can include deep breathing, an imagined safe space, 
guided imagery, or any that seem appropriate for the group. 
 
As part of the homework, ask group members to engage in either self-led mindfulness 
or find a video or app that can help lead them through a mindfulness session at least 3 
times by the next group session. 
 
Example in session 1. 
 

3. Opening Session Check in (30 Minutes) 

 
See session 1 for details. As the safety plan is not a primary focus for this session, a brief 
check-in on use of the plan should be included in this check in. 
 
Patients should check in with their homework of tracking the onset of suicidal thoughts 
and behaviors and what thoughts are proceeding them. 
 

4. Continuing CBT for Maladaptive Coping and Examining what Causes Maladaptive 

Behavior (45 Minutes) 

 
Continuing to track and identify thought patterns should be discussed as a group. 
Methods of starting to engage with these negative thought patterns should be explored 
some example questions that can be explored include: 
 
1. Do I have experiences that this thought is not true all the time? 

2. If I felt differently right now, how would I think about this situation? 

3. Am I discounting any alternative explanations? 

4. If a friend told me they were experiencing what I am right now, what would I say to 

them? 

5. What happened the last time I was struggling with this, or something that felt like 

this? 

6. Is this thought true, or do I only feel that the thought is true? 

7. Is there another way that this can be thought about that I am not considering? 
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In addition to challenging the thoughts that are leading to their suicidal thinking, it can be 

important to offer some reflection into causes for their maladaptive behavior. The group 

working together to provide insight into what keeps them tied to suicidal tendencies can 

promote their own understanding and aid in talking with close support systems. 

 
5. Homework 

 
For homework patients should continue to track the onset of their suicidal thoughts 
following the cognitive model handout provided. At least 3 examples should be written 
to follow the model. They should also begin to challenge their thoughts they have 
identified that lead to their suicidal thinking. 
 
As part of the mindfulness practice, group members should engage in either self-led 
mindfulness or find a video or app that can help lead them through a mindfulness 
session at least 3 times by the next group session. 
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Session 8 (90 Minutes): Disrupting Maladaptive Coping 

1. Administer CSSR-S and PHQ-9 (5 Minutes) 

 
See session 1 for details. 
 

2. Guided Mindfulness Mediation (10 Minutes) 

 
Provide a guided meditation. This can include deep breathing, an imagined safe space, 
guided imagery, or any that seem appropriate for the group. 
 
As part of the homework, ask group members to engage in either self-led mindfulness 
or find a video or app that can help lead them through a mindfulness session at least 3 
times by the next group session. 
 
Example in session 1. 
 

3. Opening Session Check in (30 Minutes) 

 
See session 1 for details. As the safety plan is not a primary focus for this session, a brief 
check-in on use of the plan should be included in this check in. 
 
Patients should check in with their homework of intervening the onset of suicidal 
thinking and the thought patterns that lead to them to their suicidality. 
 

4. Continuing CBT for Maladaptive Coping and Examining what Causes Maladaptive 

Behavior (45 Minutes) 

 
Methods of interrupting negative thought patterns that lead to suicidal thinking should 
continue to be the primary focus of session. Meet patients where they are in this new 
process. Promote patient interaction and supporting one another in identifying and 
intervening with negative thought patters that lead to suicidal thinking  
 

5. Homework 

 
For homework patients should continue to track the onset of their suicidal thoughts 
following the cognitive model handout provided. At least 3 examples should be written 
to follow the model. They should also begin to challenge their thoughts they have 
identified that lead to their suicidal thinking. Patient should focus on building 
consistency and target one area at a time, rather than applying a broad focus to this 
practice. 
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As part of the mindfulness practice, group members should engage in either self-led 
mindfulness or find a video or app that can help lead them through a mindfulness 
session at least 3 times by the next group session. 
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Session 9 (90 Minutes): Disrupting Maladaptive Coping cont. 

1. Administer CSSR-S and PHQ-9 (5 Minutes) 

 
See session 1 for details. 
 

2. Guided Mindfulness Mediation (10 Minutes) 

 
Provide a guided meditation. This can include deep breathing, an imagined safe space, 
guided imagery, or any that seem appropriate for the group. 
 
As part of the homework, ask group members to engage in either self-led mindfulness 
or find a video or app that can help lead them through a mindfulness session at least 3 
times by the next group session. 
 
Example in session 1. 
 

3. Opening Session Check in (30 Minutes) 

 
See session 1 for details. As the safety plan is not a primary focus for this session, a brief 
check-in on use of the plan should be included in this check in. 
 
Patients should check in with their homework of intervening with the onset of suicidal 
thinking and the thought patterns that lead to them to their suicidality. 
 

4. Continuing CBT for Maladaptive Coping and Examining what Causes Maladaptive 

Behavior (45 Minutes) 

 
Methods of interrupting negative thought patterns that lead to suicidal thinking should 
continue to be the primary focus of session. Meet patients where they are in this new 
process. Promote patient interaction and supporting one another in identifying and 
intervening with these negative thought patters that lead to suicidal thinking. 
 
At this point in treatment the facilitators should be helping promote client interaction in 
addressing progress, while offering additional techniques and methods for disrupting 
their suicidal thought patterns. 
 

5. Homework 

 
For homework, patients should continue to track the onset of their suicidal thoughts 
following the cognitive model handout provided. At least 3 examples should be written 
to follow the model. They should also begin to challenge their thoughts that they have 
identified that lead to their suicidal thinking. Patients should focus on building 
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consistency and target one area at a time rather than applying a broad focus to this 
practice. 
 
As part of the mindfulness practice, group members should engage in either self-led 
mindfulness or find a video or app that can help lead them through a mindfulness 
session at least 3 times by the next group session 
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Session 10 (90 Minutes): Challenging Relapse into Suicidal Thinking 

1. Administer CSSR-S and PHQ-9 (5 Minutes) 

 
See session 1 for details. 
 

2. Guided Mindfulness Mediation (10 Minutes) 

 
Provide a guided meditation. This can include deep breathing, an imagined safe space, 
guided imagery, or any that seem appropriate for the group. 
 
Example in session 1. 
 

3. Opening Session Check in (30 Minutes) 

 
See session 1 for details. As the safety plan is not a primary focus for this session, a brief 
check-in on use of the plan should be included in this check in. 
 
Patients should check in with their homework of intervening with the onset of suicidal 
thinking and the thought patterns that lead to them to their suicidality. 
 

4. Processing Conclusion to Group and Planning Next Steps 

 
Open the discussion to how patients are feeling about the group coming to an end. 
What concerns do they have? When possible, validate their feelings and point out 
growth areas where they have made improvements during their treatment. Encourage 
group members to support one another as well in changes they have noticed or made. 
 
Ask patients to reflect on areas of growth they feel they should be focusing on next. 
Address if they feel they need to continue therapy and discuss if they prefer to find a 
group service or be involved in individual services.  
 
How do they feel about managing suicidal thoughts? How do they feel about continuing 
to challenge suicidal thoughts and the patterns that lead to their suicidality? Facilitators 
should dispel the idea that coming to the end of the group means patients should no 
longer be having suicidal thoughts, or that these thoughts will never occur again. This is 
not reasonable and not a likely outcome from the group. Allowing this misconception 
could create negative feelings towards their progress and decrease their openness to 
discussing relapse into suicidal thinking.  
 
Focus should be placed on frequency and duration of suicidal thoughts, if any, and 
management of them when they arise. Finally, if their suicidal thoughts stop for some 
time but then come back later, discuss how they think they will feel about it and what 
they will do. This last question is a main point of these last three sessions. Promote a 
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plan to get the patient to problem solve and try known methods that they have learned 
to address their suicidal thoughts. Whom to reach out to and how, as well as how to 
know when to get professional help should also be discussed. 
 
To facilitate this, the Suicidal Thoughts Relapse Plan handout should be provided. For 
homework, the patients should work on filling out their plan. This will be reviewed in 
the next session. 
 

5. Homework 

 
For homework, patients should continue to track the onset of their suicidal thoughts 
following the cognitive model handout provided.  
 
Patients should fill out the Suicidal Thoughts Relapse Plan and be ready to discuss in the 
next session. 
 
As part of the mindfulness practice, group members should engage in either self-led 
mindfulness or find a video or app that can help lead them through a mindfulness 
session at least 3 times by the next group session.   
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Session 11 (90 Minutes): Post Group Preparation 

1. Administer CSSR-S and PHQ-9 (5 Minutes) 

 
See session 1 for details. 
 

2. Guided Mindfulness Mediation (10 Minutes) 

 
Provide a guided meditation. This can include deep breathing, an imagined safe space, 
guided imagery, or any that seem appropriate for the group. 
 
Example in session 1. 
 

3. Opening Session Check in (30 Minutes) 

 
See session 1 for details. As the safety plan is not a primary focus for this session, a brief 
check-in on use of the plan should be included in this check in. 

 

4. Processing Conclusion to Group and Planning Next Steps (45 Minutes) 

 
Open the discussion to how patients are feeling about the group coming to an end. 
What concerns do they have? When possible, validate their feelings and point out 
growth areas where they have made improvements during their treatment. Encourage 
group members to support one another as well in changes they have noticed or made. 
 
Check in with patients’ comments on last session regarding areas of growth they should 
focus on next. Prepare any appropriate recommendations or referrals that can be made 
to fulfill these needs. 
 
Check in with Suicidal Thoughts Relapse Plan. Discuss the people that they identified, 
the coping skills they have listed, and their thoughts on what actions they should take 
depending on the severity of their relapse. In this discussion, ensure that safety first is 
the primary focus. After establishing an effective method of promoting safety, discuss 
how much they feel they can continue to manage their thoughts versus when they 
should return to therapy or group for treatment.  
 

5. Homework 

 
As part of the mindfulness practice, group members should engage in either self-led 
mindfulness or find a video or app that can help lead them through a mindfulness 
session at least 3 times by the next group session.   
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Session 12 (90 Minutes): Conclusion 

1. Administer CSSR-S and PHQ-9 (5 Minutes) 

 
See session 1 for details. 
 

2. Guided Mindfulness Mediation (10 Minutes) 

 
Provide a guided meditation. This can include deep breathing, an imagined safe space, 
guided imagery, or any that seem appropriate for the group. 
 
Example in session 1. 
 

3. Opening Session Check in (30 Minutes) 

 
See session 1 for details. As the safety plan is not a primary focus for this session, a brief 
check-in on use of the plan should be included in this check in. 
 
 

4. Processing Conclusion to Group (45 Minutes) 

 
Continue to review relapse planning and fielding next steps for group members in 
treatment.  
 
Help group members process their changes and strengths that were developed or built 
on during group. Promote group members in providing feedback to one another. 
Discuss what feelings they may have next week when they would normally be coming to 
group together, and what they can do instead to help address any negative feelings that 
may occur. 
 
Give group members remaining Post-Treatment Survey, Treatment Feedback Form, and 
INQ-15 (These documents can be found in the manual handouts). Facilitators will need 
to acquire an approved copy of the BHS. At the end of session, group members should 
be encouraged to stay after to talk with either of the facilitators individually if needed. If 
facilitators feel that any patient may need to talk or a facilitator has a concern about a 
patient, they should be pulled aside discreetly for a brief check-in. 
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Materials 

The following section provides copies of group assessment and administration materials. Outside 

materials, including the Columbia SSRS, PHQ-9, PHQ-9 for Depression, and INQ have gained written 

permission for limited use in providing GRIT. Other materials have been created specifically for providing 

and assessing GRIT. Though the written protocol should be followed, when possible, it is understood 

that different settings or populations may require slight adjustments to the assessment, treatment, and 

evaluation. If such an instance occurs, group providers should make careful considerations to possible 

adjustments that could be made to accommodate the specific needs of the patients that are being 

served. Examples of such situations could include, but are not limited to, patients who are deaf or hard 

of hearing, have vision impairments, or have a neurological or cognitive impairment that limits their 

ability to properly use the provided materials.  
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Safety Plan 

A. Triggers For Suicidal Thoughts. Events, People, Avtivities, and Situations that Cause 

you to Feel Suicidal: 

 

________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 

B. Ways to Reduce Access to Lethal or Harmful Means: 

________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 

C. Coping Stratigies to Help Manage or Distract from Curent Suicidality: 

________________________________________________________________________ 

 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Emergency Contact:______________________________________________________ 
  

D. People I can Call or talk to for Distraction: 

 
Name:____________________________ Phone Number:________________________ 
 
Name:____________________________ Phone Number:________________________ 
 
Name:____________________________ Phone Number:________________________ 
 

E. People I can Call or talk to for Help: 

 
Name:____________________________ Phone Number:_________________________ 
 
Name:____________________________ Phone Number:_________________________ 
 
Name:____________________________ Phone Number:_________________________ 



126 

 

Introduction to the Cognitive Model 

 

 

 

 

Situations are anything that is happening around or directly to you. 

 

Thoughts are often triggered by how we interpret the situation we are in. Thoughts are not always 

direclty connected to the situation we are in, but the sitaution may spark an association or memory that 

we have connected in the past. The way our thoughts are impacted by the situation is often due to how 

we are percieving the situation, rather than how the situation may truly be. We may often not be aware 

of our thoughts, as they are happening all the time and can frequently occur automattically. 

 

Emotions are caused by, and a reaction to, our thoughts. How we think about something will directly 

realate to how we feel about it as well. We typically notice our emotional response to events more than 

we do our thoughts. In working to improve and change how we feel, it can be more helpful to work 

backwards and start by addressing our situaitons and how we think about them. Changing our thoughts 

by addressing how we interpret events can, in turn, change how we feel. 

 

Behaviors are the things we do in response to our emotions. It can be difficult at times to recognize 

what behaivors we are engaging in, as a lack of doing something in itsef can be a behavioral reaction. 

 

Suicide and the Cogntive Model 

When addressing suicidal thoughts and what leads to the suicidal thoughts, you need to backtrack to 

what situation and thought/interpretaiton lead you there. Addressing negative thought patterns at this 

point in the process can be a significant influence on improving how you feel and decreasing engagment 

in suicidality. 

  

Behavior Emotion/ Feeling Situation Thought 
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Suicidal Thoughts Relaspe Plan 

It is possible that suicidal thoughts will return at some point in your life. These thoughts may be severe 

or they may be passing thoughts. As engaging in these thoughts can be promoting a previous 

maladapive form of coping, it is important we first keep you safe and second help intervene in this 

thought pattern. Just as we develop a safety plan to help you get through moments of crisis, this will 

serve as a plan in case suicidal thoughts return. It is best to look back at this plan every month even if 

you are not having suicidal thoughts, so you can make updates as changes occur in your life. 

Am I safe?: If you feel that you are unsafe and your thoughts are turning into actions to take your own 

life then contact 911 and a trusted member of your support system to help you stay safe until you are 

able to get help. You should let these people know that you are including them on this list and let them 

know what you may need if you call for support. If you do not feel comfortable asking someone from 

your support system for help, contact the suicide hotline at 1-800-273-8255. 

Support system contact: Name_________________ Number____________________ 

   Name_________________ Number____________________ 

Coping Stratigies to Help Manage or Distract from Curent Suicidality: 

1. ______________________________________________________________________________ 

2. ______________________________________________________________________________ 

3. ______________________________________________________________________________ 

4. ______________________________________________________________________________ 

I need to talk with: Who you need to talk with may change depending on the severity of your suicidal 

thoughts. Bellow include people you feel you can call depending on your need in that moment. 

Name________________ Number_______________ 

Name________________ Number_______________ 

Name________________ Number_______________ 

Name________________ Number_______________ 

How to handle a relapse into suicidal thoughts: After you are safe and have done what you can to 

manage your suicidal thinking in the moment, it can be helpful to evaluate what was happening when 

your suicidal thoughts returned. You may be out of practice of using the cognitive model and the work 

done in group to help identify triggers for suicidal thinking and the thought patterns that promote them 

in your life. If your suicidal thinking seems to be returning and you are feeling concerned about the 

impact it is having on you, this can be a good time to check in with yourself to see if you should get 

individual or group help in the form of therapy. Returning back to therapy is a common and normal part 

of the recovery process for suicide and does not mean that you are failing or have done something 

wrong.  
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Pre-Treatment Survey 

Thank you for joining the Group Ideation Treatment (GRIT)! We appreciate you taking time to 

commit towards taking steps to address your own mental health. Before starting GRIT we ask 

that you complete the following pre-treatment survey to help establish a baseline for how you are 

feeling now, and also provide you a section to write in areas of focus for you. In your responses, 

please consider how you have been feeling over the past four (4) weeks. In addition to this 

survey, you will also have two other questionnaires that we would ask that you complete before 

___________. 

Please use the number key below to answer the following questions. 

1 – Not at All  2 – Slightly     3 – Moderately      4 – Very      5 – Extremely 

 

I feel connected with others. ____ 

 

My problems are more than I can handle. _____ 

 

Not being alive is something that scares me. _____ 

 

When I am stressed, thinking about not being alive calms me down. ____ 

 

Talking about suicide with someone I trust is something I feel okay doing. _____ 

 

I feel alone in my struggle with suicide. _____ 

 

In the space below, please describe what you are thinking about or doing before your suicidal 

thoughts occur. You may also use the back of this sheet, if needed.  
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Post-Treatment Survey 

Thank you for being a part of Group Ideation Treatment (GRIT)! We appreciate you taking time 

to commit towards taking steps to address your own mental health. As we are ending GRIT we 

ask that you complete the following post-treatment survey. In your responses, please consider 

how you have been feeling over the past four (4) weeks. In addition to this survey, you will also 

have two other questionnaires. 

Please use the number key below to answer the following questions. 

1 – Not at All  2 – Slightly     3 – Moderately      4 – Very      5 – Extremely 

 

I feel connected with others. ____ 

 

My problems are more than I can handle. _____ 

 

Not being alive is something that scares me. _____ 

 

When I am stressed, thinking about not being alive calms me down. ____ 

 

Talking about suicide with someone I trust is something I feel okay doing. _____ 

 

I feel alone in my struggle with suicide. _____ 

 

In the space below, please describe your feelings about having a relapse of suicidal thoughts. 

You may also use the back of this sheet, if needed. 
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Treatment Feedback Form (Side A) 

Please complete the following feedback form (both sides A and B). Your feedback is voluntary 

and anonymous. Your support is greatly appreciated and will be used to assess the quality and 

help make improvements to the Group Ideation Treatment (GRIT). Thank you. 

 

Please us the number key below to answer the following questions. 

 

1 – Not at All  2 – Slightly     3 – Moderately      4 – Very      5 – 

Extremely 

 

1. Content covered while in GRIT was helpful for me in learning new, or further utilizing, 

coping skills that are helpful for me.      _______ 

2. I felt connected and supported by my fellow peers while in GRIT.  _______ 

3. GRIT facilitators were considerate and inclusive of my cultural background.  _______ 

4. The structure of sessions for GRIT was helpful for me.   _______ 

5. The content covered in GRIT was helpful for me.    _______ 

6. GRIT facilitators were respectful and worked with me to try to accommodate my 

concerns that I had about the group.      _______  

7. GRIT facilitators provided a supportive group that focused on coping skills, processing, 

and education about difficulties I have related to suicidal ideation.   _______ 
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Treatment Feedback Form (Side B) 

For Items 8 – 11 please provide written feedback. 

8. What was most helpful about GRIT? 

 

 

 

9. What would you like to see changed about GRIT? 

 

 

 

10. Would you recommend GRIT to someone who may also struggle with ideation? 

 

 

 

11. Please provide any additional comments you would like. 
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