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Hi, Jaemee, see my comments below.
Suicide Interventions
Jaemee Rozz M. Galang

Western Washington University
Suicide is always a difficult issue topic, [issue topic?] but it’s something that we need to face as case managers.  It’s an issue we just can’t ignore, but at the same time it is probably one of the hardest things to diagnosis.  Case managers need to understand the symptoms of an individual who may potentially be suicidal, but should not assume clients will  self-diagnose as having the disorder.  One of the most common fables is that “once a person is suicidal, (s) he is suicidal forever,” but in fact “individuals who wish to kill themselves are suicidal only for a limited period of time…it is almost always a temporary state” (School interventions to prevent youth suicide, 2007, p.15).  Through various mental health interventions and referrals the case manager thrives [right word?] to get the client out of a suicidal state.  
There is not [a] standard definition of a suicidal client and each individual has unique cases. [characteristics?] Though there are some common signs and symptoms of a suicidal client, not all individuals will be the same.  Suicide attempts do not discriminate because of age, ethnic background, or social status.  One of the most common fables about suicide is that the suicidal individual does not seek any advice prior to their suicide attempt, when in fact “of every 10 persons who kill themselves, 8 have given definite advance verbal warnings of their suicidal intentions” (School interventions to prevent youth suicide, 2007, p. 15).  Along with these verbal warnings, some may also express various warning signs (School interventions to prevent youth suicide, 2007).  The most common warning signs include withdrawal from social activities, giving away valued possessions, increased interest in death, and change in behavior (Understanding and helping the suicidal person, 2008).  Once a client openly admits their suicidal state of mind the case manager needs to be blunt about the situation and be understanding.  Another common fable is that once an individual experience suicidal thought they are forever a suicidal individual, which in fact they are only in a suicidal state of mind that can be overcome with proper interventions (School interventions to prevent youth suicide, 2007).  The suicidal client needs to be supported through this state of mind by family and friends, health professionals, and other supportive services.
Though underlining issues with family and friends may contribute to [an] individual’s suicidal attempt, they may also be the key to overcoming their state of mind.  Asarnow, Berk, and Baraff (2009) have studied the affects [effects?] of Family Intervention for Suicide Preventions (FISP) that primarily takes place in Emergency Departments (ED).  The FISP is “a specialized intervention that targets the ED visits as a window of opportunity to deliver an effective intervention and prevent repeated and more dangerous suicidal behavior” (ABB, 2009, p. 119).  According [to] Asarnow, Berk, & Baraff (2009), the family needs to engage in a crisis therapy in which all family members partake in identifying positive and negative aspects of each other.  They further described this type of therapy similar to a thermometer, in which each individual needs to understand their limits and how to control their emotions by practicing a coping strategy to calm themselves down (Asarnow, Berk, & Baraff, 2009).  The goal of this type of exercise was “to give youths a tool to regulate their emotions and a way to identify and disrupt negative sequences that could lead to suicidal behavior” (Asarnow, Berk, & Baraff, 2009, p. 121).  These coping strategies are developed based on the individual’s needs and their ability to identify what calms them down.  These strategies could vary with soothing music, writing their feelings in a journal, talking with others who share similar experiences and emotions, and/or reviewing their suicide plan.  Families and friends can only do so much, but the majority of their interventions end up including a health professional to facilitate other types of interventions.
Family and friends should not be burdened by the stress of managing a suicidal individual.  According to the study conducted in Italy by Palmieri, et al. (2008) their research subjects had previously met with their practitioner prior to their suicidal attempt.  The friends and families need to rely on health professionals who are trained to provide mental, physical, and emotional services to suicidal individuals.  According to LoMurray (n.d.) there are ten common mistakes during a suicidal intervention.  The supportive individual may provide superficial reassurance as in denoting their issues as nothing and/or making them feel guilty for their suicidal thoughts, ignoring strong feelings, failure to recall past events that lead to suicidal thoughts, passivity, and redundant advice (LoMurray, n.d.).  The most common error among professional individuals is inadequate assessment that is partly due to the minimal time some professional are able to meet with suicidal individuals and previous suicidal counseling experiences may influence their ability to treat the individual uniquely (LoMurray, n.d.).  This may also lead to no direct goals after the counseling in which allow the suicidal individual to be focused on the future to get out of the suicidal state of mind. According to LoMurray (n.d.), passivity is the “early stages of suicide interventions need to be active, engaging, empathetic, with the helper structuring the interaction” (p. 6).  The remaining errors include the abuse of professionalism as in how they are trained to deal with suicidal clients and don’t address the underlining issues, not addressing all the issues a client has and only focusing on stereotypical assumptions, and lack of empathy (LoMurray, n.d.).   Any supportive individual may be guilty of using a variety of these tactics when approached by a suicidal individual.  
If that supportive individual is not able to cope with the suicidal state of mind, then they should seek advice from a school counselor, medical professional, and/or a lifeline that may have more information on how to cope with the situation.  The National Suicide Prevention Lifeline website have over 140 crisis centers in the United States along with their life available at all hours by trained counselors free of charge  (National Suicide Prevention Lifeline, 2011).  Their services are available to anyone who is feeling alone, concerned about a loved one, and/or to anyone who wants more information (National Suicide Prevention Lifeline, 2011).  Their lifeline is available to accommodate individuals seeking advice about suicidal thoughts, mental health/illness, substance abuse/addiction, relationship issues, abuse/violence, economic concerns, sexual orientation support, physical illness, loneliness, and family dilemmas (National Suicide Prevention Lifeline, 2011).  The lifeline is provided by a grant by the U.S. Department of Health and Human Services (National Suicide Prevention Lifeline, 2011).  The website provides valuable information for the supportive individual and the suicidal individual include other resources and links that may better help them understand their situation such as the American Association of Suicide, various suicide prevention organizations, and various peer supportive organizations.
Case managers then need to put all this information into a complex procedure to sure that the supportive individual and the other reliable resources have a plan of action on how to work with the suicidal individual. Granello (2010) notes that there are seven phases with twenty five steps in dealing with a suicidal individual.  The seven phases in order are to assess lethality, establish rapport, listen to the story, manage the feelings, explore alternatives, use behavioral strategies, and follow up  (Granello, 2010, p. 220). The first two phases are to ensure the client’s safety, acknowledge issue, and to make comfortable in sharing their concerns. The next two steps are to encourage the suicidal individual to express their concerns through dialogue and note various opportunities to help cope with the related underslining issues.  Justify and question concerns to gather more information from the client to have a better understanding of the overall picture as depicted in their minds.  The case manager should be careful of coconstriciting their identiy to not be misinterpreted because of their current state of mind. The next two steps is to create some kind of map or plan of what has lead to having suicidal thoughts by “restore hope” and “help the client to envison possibiliites and develop resilience”  (Granello, 2010, p. 220).  This includes creating some type of framework and/or an action plan on how to prevent these thought and how to overcome them.  The final phase to to ensure that the client is at in acceptable state that does not have any suicidal thoughts.  The client should feel comfortable with their action plan be more aware of the various resources available when they start to have suicidal thoughts.  These seven phases and twenty five steps break down how to include a client in the process of overcoming and having a better grasp of their suicidal thoughts.

Suicide is misunderstood issue that affect the individual and their surroundings mentally, emotional, and physically.  Case managers, supportive individuals, and other professional who deal with suicidal individual are never fully trained.  They are just more informed about what they are capable of doing and what they should avoid to do.  Each suicidal individual have unique cases. Though some may have similar issues and express similar symptoms their experiences are always different.  Suicidal individuals should not be ignored and with the guidance of various coping strategies like the seven phase – twenty five steps established by Granello, supportive individuals are able to cope with suicidal thoughts and potential suicidal attempts (2010).
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Excellent content, Jaemee. Your paper would benefit from a conceptual framework that tied to the body of the paper and the conclusions. Numerous grammatical errors.
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