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To Olivia. You are my strength in the hard times and my joy 
in the good times.
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ix

FOREWORD

Working with suicidal adolescents is the bane of most therapists. Not 
only are therapists highly intimidated by these unpredictable and dif-
fi cult to read challenging youth but mental health professionals oft en try 
and avoid having to work with them at all costs. Th e thought of the big 
liability issues and potential malpractice suits, and possibly having to 
fi eld crisis calls late at night or during the wee hours of the early morn-
ing, instill fear in the minds of most therapists. However, there is one 
highly seasoned and compassionate therapist that dares to enter and 
has worked therapeutic wonders in the unpredictable world of suicidal 
adolescents and their families, and his name is Anthony P. Jurich. Aft er 
many years of encouragement and nudging to put in print his clinical 
wisdom and artistry, Jurich has provided the mental health and family 
therapy fi elds with a gift , Family Th erapy with Suicidal Adolescents.

To my knowledge, Family Th erapy with Suicidal Adolescents is the 
fi rst family therapy handbook devoted entirely to the family treatment 
of suicidal adolescents. Jurich provides us with a comprehensive grand 
tour of the research on suicidal adolescents, including his cutting edge 
and scholarly clinical research. In a clear and practitioner-friendly way, 
he presents in this well-written book his advanced strategic family ther-
apy approach that targets interventions at the adolescent, family, peer 
group, and larger systems levels. His book is fi lled with challenging case 
examples which nicely illustrate his therapeutic approach in action, 
some of which read like on the edge of your seat suspense mysteries. 
What comes out the most from reading Jurich’s case examples, is his 
high level of compassion, empathy, and commitment that he provides 
to these troubled youth and their overwhelmed parents. Jurich shows 
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x • Foreword

us that therapeutic fl exibility, humor, being able to thrive in chaos, how 
not to get therapeutically paralyzed by adolescents’ self-destructive ten-
dencies, and improvise at any given moment is a must in working with 
these adolescents and their families. Finally, Jurich clearly drives home 
the message that despite the intimidating nature of adolescents’ sui-
cidal thoughts or previous attempts to take their lives, we as clinicians 
need to not lose sight of and utilize their multitude of strengths and 
resources to empower and co-create with them and their families more 
preferred workable realities. 

Matthew D. Selekman, MSW

RT6086X_C000.indd   xRT6086X_C000.indd   x 7/25/07   8:44:45 AM7/25/07   8:44:45 AM



xi

PREFACE

As he stood at the threshold of the fulfi llment of his quest, from the 
depths below there arose a beast, terrible to behold, who blocked 
his path and threatened his life. He drew his sword from his belt 
and prepared to commence battle. Th e stakes were life or death.

Although the above paragraph is not connected to any specifi c story 
or legend, the scene is familiar to anyone who has read a classic heroic 
tale. From Th e Odyssey to the Lord of the Rings to Star Wars to Spider-
man, the hero has had to overcome some beast to accomplish his or 
her quest. Th e battle is epic in proportion and the price of failure is 
death. Th is is not only a tale which appears in books and movies but is 
also a story which gets acted out daily by suicidal adolescents. Th e beast 
is not external, although there are external manifestations of its pres-
ence in the form of abusive parents or harshly critical peers. Th e beast 
is internal to the adolescent. It is all of the monsters and demons that 
can be summoned by the heart and mind to well up inside of the child 
journeying through the adolescent years.

Th erapy with suicidal adolescents embodies that epic struggle with 
the beast within. Th e epic hero may face the beast alone in battle. How-
ever, he or she most oft en has the help of the gods or the magic of some 
special weapon. Th e therapist is one of the gods from whom he or she 
seeks help. I would pose that family therapy enlists the aid of other 
gods who are powerful in the adolescent’s life—his or her family. As 
good as the therapist may be in helping the young hero with his or her 
fi ght against the beast, the therapist cannot duplicate the power of the 
family, summoned to assist and validate the hero who is their child or 
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xii • Preface

sibling. Th e therapist may call up the family to help in this struggle but 
their validation is theirs to withhold or bestow. Family therapy asks for 
their help in a way that individual therapy cannot do. It not only asks 
for the family to help but it also asks the family to journey along the 
therapeutic path with the adolescent.

In order to battle the beast within, the therapist must employ weap-
ons with special powers. Th ere are many weapons available to the 
therapist, as there are many methods of therapy that the therapist may 
employ. Th is book describes the use of one of these weapons, a blend 
of insight-oriented, behavioral, and strategic family therapy that I have 
developed over thirty-four years of doing therapy with suicidal adoles-
cents. It is not put forth to replace other forms of therapy but rather to 
augment the therapist’s own therapeutic style.

In the fi rst chapter I try to explore why suicide is such a Pandora’s Box 
for therapists. I try to analyze how it derails therapy and generates uncom-
fortable feelings in the therapist, such as helplessness and inadequacy.

Chapter 2 addresses the scope of the problem of adolescent suicide. It 
also explores an integrated model of how suicidal etiology develops.

Chapter 3 describes the nature of adolescent suicide. It tries to 
address the question of why adolescents are so vulnerable to the temp-
tations of suicide.

In Chapter 4 the factors which create suicidal ideation and actions 
in adolescents are explored. Th e research into these factors is reviewed 
and presented in order to give the reader a background in both adoles-
cent development and the causes of adolescent suicide. I believe that 
this foundation in adolescent development is crucial to understanding 
the nature of suicidal ideation and behavior from the adolescent’s per-
spective. It is from this knowledge base that the therapist will draw the 
content of many of the interventions which will be explored later in 
the book. Th is knowledge base will also allow the therapist to pinpoint 
interventions so that therapy will be most effi  cient in its delivery.

Chapter 5 describes the integrated framework for intervention with 
suicidal adolescents. It describes the origins of my form of strategic 
therapy. It outlines the integration of insight-oriented behaviors and 
strategic therapies into a unifi ed style of therapy.

Chapter 6 explores the issues surrounding crisis intervention. I feel 
that this is important for two reasons: (1) the therapist may have to shift  
gears from “therapeutic modality” to “crisis modality” if the adolescent 
becomes actively suicidal, and (2) exploring the “worst case scenario” 
of crisis intervention will help the therapist ask of each intervention 
employed, “Does it take me closer to or further away from the suicidal 
crisis point?”
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Chapter 7 discusses the rationale for using family therapy as the treat-
ment of choice. Th e critical importance of joining with a suicidal adoles-
cent and his or her family is discussed. Patterns for joining are explored.

Chapter 8 focuses on the analysis of the adolescent and his or her 
family through the lens of strategic therapy. Methods of identifying 
and analyzing maladaptive recursive cycles are elaborated. An over-
view of testing, diagnosis, and medication is presented.

Chapter 9 reviews cognitive interventions. Presenting insight-oriented 
interventions in conjunction with changing cognitive distortions are 
explored.

Chapter 10 explores behavioral interventions. Safety plans are out-
lined and behavioral contracting is outlined.

Chapter 11 addresses strategic interventions. Strategic techniques are 
specifi cally designed to address suicidal adolescents and their families. 
Extensive examples are provided to see how the theory of intervention 
is applied to specifi c situations.

Th is mode of therapy will not be able to address all of the problems 
of every suicidal adolescent. No therapeutic motif can accomplish that. 
Some therapists might be able to use the therapeutic style described 
here with little alteration. Others may choose specifi c aspects of this 
model to augment or supplement their own style of therapy.

In fi ghting the beast within, it is helpful to wield a magic sword. Th is 
method has worked well for me throughout my career. It has served 
as my magic sword throughout many years. It has slain dragons and 
chased away demons. It is my hope that it will be useful to you, the 
reader, in your quest to tame the beast within.
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1

One
INTRODUCTION
The Journey Begins

Th ere we sit on the deck; my wife Olivia, our cat Munchie, and I,  sipping 
lemonade and solving the problems of the world. It is a great conversa-
tion with our cat who is making profound pronunciations about the 
human condition. It is the kind of dream that is both whimsical and 
satisfying for the dreamer. It is the kind of dream which only comes to 
the dreamer in a deep, restful sleep at 2:00 in the morning. Th is flight 
of fancy is interrupted by a ringing sound. I hit the alarm clock in order 
to block out the intrusion but the ring continues. With half open eyes, 
I look at the table beside the bed and realize that it is not the clock, but 
the phone that is invading my idyllic fantasy. As I prop up on one elbow, 
I pick up the receiver and think to myself, “Th is better be important or 
I’m going to blow a gasket at the caller.” I clear the fog from my vocal 
chords and force a “Hello?” into the phone.

From the other end of the line there is a moment of silence and then 
a timid, small voice asks, “Dr. J.? Th is is Mary.” Recognition fl oods into 
my growing awareness that this is one of my adolescent clients, calling 
me at 2:15 in the morning. My mind races and focuses upon the fact that 
Mary is not the type of client to over-exaggerate a problem or “cry wolf” 
to get attention. Mary is a serious, sometimes too serious, 16-year-old 
whose presenting problem is depression. Th is wave of information has 
splashed me in the face to wake me from my slumber. She soft ly speaks 
into the phone the words, “My life sucks. It would be easier to end it.” 
Now a rush of adrenaline pushes my heart into my throat and refl ex-
ively causes me to sit bolt upright. Fighting back the staccato fi re of 
neurons, I reply, “Mary, we need to talk. Where are you?”
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2 • Family Th erapy with Suicidal Adolescents

Th is is the moment most feared by a therapist, even the ones who 
have supreme confi dence in their therapeutic abilities. Life and death at 
2 a.m. and the responsibility is on my shoulders!

SUICIDE: THE PANDORA’S BOX OF THERAPY
In my more than 30 years of professional practice as I visit and consult 
with other therapists, therapists-in-training, and teachers of therapy, I 
have found few things to disturb therapists more than suicidal clients. 
Regardless of the discipline—psychiatry, psychology, clinical social 
work, counseling, pastoral counseling, or marriage and family therapy, 
the mention of the word “suicide” changes the basic nature of therapy 
immediately (Jurich, 2001). Instead of promoting “growth” and foster-
ing “change” in our client or clients, we feel the need to immediately 
refocus therapy to insure the survival of the client. Th e presenting prob-
lem of the client’s quality of life has been superceded by continuance of 
the client’s existence, regardless of the quality of life. Th e journey of 
problem solving has been replaced by an existential crisis.

As therapists, we are used to dealing with crisis and disruptions in 
therapy. Why is suicide so stress inducing? Th ere are some obvious 
answers to this question. When a client talks about suicide, his or her 
life is on the line. Th erefore, the consequences of our therapy may liter-
ally be life or death. Any word or action might be the factor to tip the 
balance towards the client’s life or death. A very experienced psycholo-
gist shared these thoughts with me:

I am a fairly cheerful guy most of the time. In fact, I believe that I 
am quite skilled at helping my clients see the silver lining in every 
cloud. I’ve taken depressed clients in therapy to the point that they 
can smile and even laugh before the therapy hour is over. But a 
suicidal client undoes me. I keep worrying that, if I smile or laugh 
in our session, the client will take that to mean that I am laughing 
at him (or her) and belittling the problem. I’m afraid that this will 
push him (or her) further toward suicide, and it will be my fault.

Th is therapist exemplifi es several problems with dealing with a suicidal 
client.

DERAILING THERAPY
A client who cries “suicide” throws us out of our normal path of 
 therapy. We begin to feel so self-conscious that we feel we cannot be 
ourselves in therapy. A therapist who cannot be himself or herself in 
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Introduction • 3

therapy is trying to do therapy under a tremendous handicap. We begin 
to “spectate” our own therapy. Th e sex therapy literature shows us that 
many sexual partners who place themselves into the spectator role 
while they are trying to engage in sexual acts fi nd themselves becoming 
so self-conscious of their every move and sound that they lose their 
ability to perform and enjoy their sexual encounter. Th e partner can 
feel this sense of awkwardness and oft en ceases to enjoy his or her part 
in the sexual act. To a degree, therapy is like lovemaking. If the thera-
pist is “spectating” his or her own therapy, awkwardness begins to set 
in and both the client and the therapist feel ill at ease. Th e therapist 
feels as if he or she is letting the client down and, therefore, escalates 
the stress with increased performance anxiety. Th is only makes matters 
worse. However, the client will also feel this build-up of anxiety, even 
if he or she was at fi rst comfortable in discussing suicidal ideations.

A client may respond to this awkwardness in several ways. Th e client 
may become caught in the emotional contagion of escalating anxiety. 
As the therapist becomes more anxious, the client mirrors that escala-
tion by also becoming more anxious. Th is triggers more anxiety, result-
ing in a symmetrical escalation that can immobilize both the therapist 
and the client.

Clients may use the awkwardness to derail therapy. Many clients 
who bring up suicidal thoughts in therapy do so as a test. Th ey want 
to see the therapist’s reactions to suicide as a subject for therapy. For 
some clients, this is a pure manipulation so that they reduce the work 
that they are expected to do in therapy. For other clients their use of 
“suicide” as a “resistance strategy” is far more indirect and not in their 
conscious awareness. Th ey may be afraid of therapeutic change and 
“drag their feet” in therapy because of that fear. As a strategic thera-
pist, I believe that is very normal and typical for a client. Th erefore,
I expect to encounter this type of resistance. However, when such a cli-
ent mentions suicidal ideations and encounters the therapist’s anxiety 
in response, this oft en becomes too tempting for the client to use in 
order to avoid what he or she considers to be a dangerous situation, 
namely therapeutic change. Th e client feels that they have more control 
over whether or not they kill themselves than they do over the uncer-
tainty of therapeutic change. To quote an old adage, “Better the devil 
you know than the one you don’t.” Th erefore, the client may bring up 
suicidal thoughts every time that the therapy takes a direction that is 
perceived to be scary. Whether it be conscious or subconscious, the 
therapy can still be derailed by the topic of suicide.

A client may also react to the awkwardness in therapy by trying to 
take care of the therapist’s anxiety. Th e client’s rationale is that, since 
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4 • Family Th erapy with Suicidal Adolescents

the therapist has relieved some of the client’s anxieties, it is only fair 
that the client should reciprocally try to remove some of the therapist’s 
anxiety, in this case the anxiety about suicide. In this situation, the 
 client will proceed to minimize the seriousness of the suicidal ideation 
and refuse to bring it up again. Typically, the therapist responds in one 
of the two ways:

 1. Th e therapist becomes more anxious and presses for more 
information, making the client more anxious. Th is exacerbates 
the emotional escalation.

 2. Th e therapist conspires with the client to never bring up  suicidal 
thoughts again. What is created is a “conspiracy of silence” that 
masks true problems in order to reduce anxiety. To say the 
least, this is a very dangerous game.

In either case, this is counter-therapeutic.

Whose Responsibility Is It?
If we go back to the quote from the psychologist cited above, there is 
also a more subtle source of anxiety for the therapist. Notice the last 
line of the above quote, “… it will be my fault.” Responsibility for 
change is a constant topic among those of us who train therapists and 
our  students. Do we change clients, or do we help clients to change 
themselves, or do clients change with just a little assistance from us 
therapists, or do  clients change with little or no help from us? Th ese 
questions form a  continuum upon which most schools of therapy fall, 
typically  somewhere in the middle. If clients were capable of change 
with little or no help from us, why would we do therapy? Do we change 
clients? If we believe that we do, we sound like we are advocating scenes 
from Brave New World, 1984, or Clockwork Orange. In training thera-
pists, we constantly try to remind budding therapists that they cannot 
make the clients change. Th ey can facilitate change, and even push for 
change, but they can’t force change without the client’s taking some 
 responsibility for that change. A typical question in supervision is, “Do 
you think you are working harder than your client?” We may engage in 
polemics about the level of responsibility that we, as therapists, should 
take in therapy but we all can agree that we cannot change for the 
client.

However, when a client brings up suicidal thoughts, therapists are 
struck by two things: a) the severity of the issue and b) the “cry for 
help.” Th e former leads to anxiety. Th e latter leads to a feeling that 
we, as  therapists, must suddenly shoulder a much higher sense of 
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 responsibility than we would typically do with our clients. As a school 
counselor confi ded to me:

He (the client) mentioned suicidal thoughts and stopped talking. 
I asked if he wanted to say more and he told me that I was the 
adult and should tell him what to do. I was going to give him my 
typical line about clients’ taking responsibility for their own lives 
when I realized that, in a real sense, his life was in my hands and, 
as a counselor, I better be good or he could wind up dead.

As therapists, we feel compelled to overtake responsibility for our cli-
ents when they are suicidal.

In the above example, the client seemed to be expecting that the 
therapist would think for him and tell him what to do. Most  therapeutic 
schools of intervention set some fairly explicit boundaries demarking 
the therapist’s from the client’s responsibilities. A client such as this 
seems to be inviting, or even demanding, that we violate those bound-
aries or else he or she will die on us. Whether the client really means 
that or not is not the issue. We, as therapists, feel that  responsibility, 
despite all that we have been taught, and it puts us into a horrible double-
bind. We feel the cognitive dissonance of following our “gut instincts” 
as compassionate people, yet we know clinical research on overtaking 
responsibility. Th erapy is the juxtaposition of science and art. We feel 
crucifi ed upon the point at which those two intercept. No therapist likes 
to be put into that position.

HELPLESSNESS
In addition to feeling that our therapy is disrupted, the stakes are high, 
and we are being asked to do something which we do not want to do, 
we also feed a terrible helplessness. If we were dealing with a threat 
of  homicide, it is a simpler process. Law enforcement would tell us 
to  “separate the potential victim from the potential perpetrator.” We 
put the potential perpetrator under surveillance or put the potential 
 victim into protective custody. What if the potential victim and poten-
tial perpetrator are the same person? How do you separate them? We 
can  hospitalize the suicidal person and put him or her under “suicide 
watch.” What level of suicidal ideation justifi es that type of action? 
Who decides? If we err on the side of caution, do we have enough beds 
in enough institutions to accommodate the fl ood of new clients? In 
today’s world of managed care and utilization reviews, who pays for such 
hospitalizations? Th ese are all questions with no easy answers but they 
are crucial questions when someone’s life may hang in the balance.
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6 • Family Th erapy with Suicidal Adolescents

Returning to the school counselor cited above, she went on to explain:
Aft er a while, I began to think that, even if I told him the “right 
thing to do,” how would I know he is doing it? I only see him 
sporadically at school. Even if I had him watched all the time he 
was at school, who would monitor him when he is at home? How 
about when he’s with his friends. I felt so helpless!

Never more do our limitations come into focus than when we have a 
 client with suicidal thoughts. If the therapist is doing individual  therapy, 
he or she may feel as if he or she is the only game in town. Th e sad part 
is that the therapist may be correct. Even if I do family therapy, I may 
expand my sphere of infl uence by enlisting the parents’ and siblings’ 
help. However, even they cannot be with the suicidal ideation client 
24/7. Th ese feelings of helplessness and isolation may also mirror the 
client’s own feelings. Th is may help us feel empathy with the client but 
it does not instill confi dence in dealing with the problem.

LACK OF TRAINING
When therapists fi nd themselves in diffi  cult therapeutic situations, they 
oft en rely on their training to help them decide the correct course of 
action. In training therapists, my mind is set to not only teach my stu-
dents sound research and theory but also to give them guidelines when 
the going gets tough. Egocentrally, as I always discuss suicide with my 
students and am oft en consulted when there is a suicidal case at our 
clinic, I assumed that all therapy training programs did this. As I speak 
to my colleagues and to students from other therapy  training programs, 
I fi nd that my assumption was incorrect. Although most programs seem 
to mention suicide and discuss diagnosis, in many programs it is not 
a major topic of discussion. Many therapists are taught to “hospitalize 
or refer to inpatient treatment programs.” What if the suicidal ideation 
is not advanced enough to warrant hospitalization? What if, for fi nan-
cial reasons, prophylactic inpatient treatment is not feasible? Who does 
therapy with the client aft er hospitalization or  inpatient treatment? 
Many of these crucial issues are not addressed.

When suicidal ideation is discussed, we oft en rely on what is in the 
scientifi c literature. Th ere is a lot of work on prevention programs. 
In many cases trainees are told to read the prevention programs and 
adapt them to doing therapy with a client who has suicidal ideations. 
Th e problem with this strategy is that many prevention programs are 
designed to be proactive with the general population and not designed 
for the client who is already having suicidal thoughts. Th ere is some 
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literature on suicidal crises. How to talk somebody off  of a ledge is 
important but it may have limited viability in the offi  ce with a client 
with suicidal ideation. Even much of the research literature has holes 
in it. For example, we know more about the etiology of suicide and the 
factors which contribute to suicide than we do about the decision point 
of suicide: “Th e gun is in my hand and I have it to my head. Should I 
pull the trigger or not?” Unfortunately, there are times when our formal 
training, our theories, and our research fail us.

In order to explore therapy with clients who are having suicidal 
thoughts, we must try to understand the nature of suicide and its special 
fascination for the population of adolescent clients. In the next  chapter 
we will examine the nature of suicide for adolescents and explore a 
 theoretical model for looking at the etiology of adolescent suicide.
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Two
FORMULATIONS OF SUICIDE
Examining the Nature of the Beast

THE SCOPE OF THE PROBLEM
Although suicidal ideations cause many problems for therapists and the 
therapeutic relationship, it is not a phenomenon that can be ignored. 
Although suicide rates appear to have been relatively  constant over 
the last two decades, the last number is still alarming. In 2000, 29,250 
 people committed suicide in the United States (Center for  Disease 
 Control and Prevention, 2002). In order to put this number into 
 perspective, this means that, in the United States, over 80 people kill 
themselves every day! Th is makes suicide the eleventh leading cause of 
death for Americans and the third leading cause among young people 
aged 15–24. More people in the United States die from suicide than 
from homicide. It is ironic that our culture chooses to focus so much 
of our news and entertainment (e.g., crime shows) on homicides when 
there are 1.7 times more suicides than homicides. Perhaps there is more 
“entertainment value” in homicide. Perhaps suicide is too disturbing 
in our culture to have any “entertainment value.” In a culture where 
medical science treats death as an “enemy” to be conquered, we fi nd it 
particularly disturbing that so many people, especially young people, 
choose death, as opposed to life.

What makes these statistics even more alarming is that these 
 estimates of suicide are low compared with the actual number of people 
who take their own lives. Many suicides go unreported for a variety of 
reasons (Garland & Zigler, 1993). Many civil and religious authorities 
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10 • Family Th erapy with Suicidal Adolescents

are reluctant to report a death as a suicide because of religious implica-
tions. Because it is a sin to take one’s own life, questions may be raised 
as to whether the individual died “in the state of grace.” Th is can cause 
relatives and friends tremendous grief in speculating about their loved 
one’s destination in the aft erlife. Many churches and congregations put 
restrictions on funeral and burial procedures, if the deceased person 
was thought to have committed suicide. Even if there were no religious 
implications involved, the surviving family, friends, and loved ones 
have a great burden to carry concerning their loved one’s death. If that 
death was chosen voluntarily, as in the case of suicide, that burden is 
tremendously increased. Survivors are likely to feel guilt or anger at 
the deceased love one who chose suicide. Th ey may blame each other. 
All of this makes the grieving process much more diffi  cult. Th ere may 
be fi nancial considerations to consider. Insurance companies greatly 
restrict benefi t payments when a suicide is the cause of death. For all of 
these reasons, many people in authority (e.g., police, coroners, religious 
leaders) would much prefer to consider the death to be an “accident” 
rather than label it as a suicide. Although their human compassion is 
understandable, it masks how many suicides actually occur.

In addition, many individuals plan their suicides so that they really 
do look like accidental deaths. Th e teenager who has driven home to his 
parents’ farmhouse for four years knows the road home. Is it an acci-
dent that he does not make the hairpin turn at the edge of the property 
line and runs into the oak tree on his way back one evening? We have 
no reason to believe that this was anything but a tragic accident. How-
ever, what if he and his girlfriend of two years had just broken up the 
week before? It still might be an accident. Maybe he was distracted by 
his thoughts of his girl and maybe he was despondent and didn’t see the 
turn coming up. Possibly, but he may also have tried to end his pain by 
crashing into the tree on purpose. Another adolescent may get drunk, 
take out a toy plastic gun that looks very much like the real thing, and 
threaten to shoot a police offi  cer. It is dim lighting, the gun looks genu-
ine, and the teenager says he is going to shoot. Th e offi  cer fi res in self-
defense. Is this a tragic accident? Is it another victim of alcohol? Maybe 
it is a “death by cop” situation. In this latter scenario, the victim puts 
his own life in jeopardy on purpose, so that he will force another per-
son (e.g., the police offi  cer, gang member, shop owner) to react in self-
defense. I’ve listened to many adolescents who told me that they could 
not commit suicide but they would kill themselves by putting them-
selves into this type of situation in order to orchestrate their own death. 
I would label this as “suicide by proxy.” Th eir situations will most likely 
not be recorded as suicides but as accidental deaths or homicides. If we 
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add to these examples the number of adolescents who “put themselves 
in harm’s way” on purpose, by risky behavior such as drug abuse, the 
potential number of suicides grows at an alarming rate. It may increase 
the recorded number of suicides to truly epidemic proportions.

As we look at the number of suicides, we see only part of the picture. 
Individuals may have suicidal thoughts but never act upon those thoughts 
and feelings in ways that do lead to death. In these situations, the sui-
cidal ideations of the adolescents are oft en discounted by statisticians as 
being inconsequential because they did not lead to the adolescent’s death 
(Arensman & Kerkhof, 1996). As a clinician, I believe that nothing could 
be further from the truth. Th oughts of death and ending one’s own life 
are among the most disturbing and damaging that a person in an exis-
tential crisis can have, in which one questions one’s own very being and 
“right to live.” Th e ego damage to the person is substantial. When this 
occurs in the life of an adolescent, it can damage the young person for life 
and leave him or her with scars that slowly, if ever, heal.

Th ere is no way of estimating how many people have suicidal ide-
ation because there is no uniform defi nition of what suicidal ideation 
specifi cally means. Do fl eeting thoughts of self-destruction count as 
suicidal ideation? If they do, I would judge that we would have to con-
sider suicidal ideation to be the norm, rather than the exception, among 
adolescents. In fact, I would guess that it would be only the exceptional 
adolescent who never had at least a fl eeting suicidal thought. Clearly, 
obsessions with suicide and one’s own death would be labeled as sui-
cidal ideation. Where do we draw the line between these two extremes? 
Regardless of the specifi city of our defi nition of suicidal ideation, I 
would pose that to do therapy with adolescents is to deal with at least 
some form of suicidal ideation in a high percentage of cases.

Even if suicidal ideation is not a presenting or secondary problem 
in a case, suicide is so prevalent in our culture most clients,  especially 
 adolescent clients, that one cannot escape being infl uenced by it. A recent 
computer search, using Google.com, revealed 7,120,000 items when 
 suicide was entered as a key word. A search of leoslyrics.com, which 
covers songs and musical lyrics, yielded 46 songs with  suicide in the title 
and 491 songs with suicide in the lyrics. Considering the importance of 
music to the adolescent and young adult culture, the music refl ects the 
importance of suicide among this segment of the  population. As one of 
my adolescent clients told me:

Suicide is always there. Sometimes it is in your face. Sometimes 
it’s subtle. But even if you adults don’t see it, we know it’s there. 
It’s like the theme song of “MASH.” My mom always watched that 
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show and now watches it on reruns. She just knows the melody 
and calls it “the Mash theme song.” We know the title: “Suicide Is 
Painless.” It’s always there calling to you if you let it.

For those of you unfamiliar with the television show “MASH” and its 
theme song, let me elaborate. “MASH” was a movie about the Korean 
War directed by Robert Altman and released in 1970. It is best described 
as a very irreverent comedy about the horrors of war. Its theme song is 
“Suicide Is Painless” and the words were sung over a crucial scene in 
the movie. Th is popular fi lm spawned an even more popular television 
show of the same name that ran from 1972 through 1983. Th e television 
show kept the theme song but eliminated lyrics. Th e chorus of the song 
exemplifi es the theme of the song:

It states that “Suicide Is Painless.” Although it may bring about 
many changes, it is the individual’s choice to “take it or leave it.”

To many adults and most parents, it is a harmless little theme song. 
To many adolescents, it has become a very meaningful anthem. It has 
been rerecorded by a number of heavy metal and Goth groups, such as 
Manix Street Preachers and Marilyn Manson and has a special signifi -
cance to a portion of the adolescent population. Interestingly, the lyrics 
were written by director Robert Altman’s son Michael when he was 14 
years old. Many of today’s adolescents see it as a troubled teen writing 
to them about their feelings. Suicide, for many adolescents, is a perva-
sive theme in the culture and few are unaff ected by it.

THE PERSONAL PATH TO SUICIDE
Suicide is a very complicated phenomenon. Although there are some 
typical kinds of cases and some archetypal patterns that may lead an 
individual to choose suicide as an option, each client has unique aspects 
of his or her case that make his or her journey idiosyncratic. Th is is an 
excellent example of the systems theory concept of equifi nality. Some-
times many diff erent paths lead to the same place. People commit  suicide 
for a variety of reasons. For some, it is a personal struggle with life. 
For others, there are strong infl uences from outside social forces, such 
as friends and family. A physical illness or condition may be involved. 
Th ere could be problems with work or, in the case of adolescents, with 
school. To the outside world, there may seem to be nothing amiss or 
certainly nothing draconian enough to push a person to take his or her 
own life. Th is is much like in the folk song about Richard Cory, which 
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is sung by a blue-collar worker who works in the factory that Richard 
Cory owns. Th e worker envies the rich and privileged life that Richard 
Cory seems to live until the last line of the last verse: “Richard Cory went 
home and put a bullet in his head!” To a great degree, the factors that 
infl uence a person to commit suicide are in the eye of the beholder and 
can only be understood from that person’s idiosyncratic perception.

Coming from a psychoanalytic framework, Menninger, Mayman, 
and Pruyser (1963) constructed a fi ve-stage model, outlining the course 
of the process that brings a person to suicide. Th e fi rst stage of the sui-
cidal process was thought to be the impairment of a person’s coping 
abilities. Th e authors reasoned that, in stressful times, a person could 
only cope for so long, before his or her coping abilities would begin 
to wear down and become less eff ective. Th e authors also described 
that, in some people, there may have been a fl awed ability to cope 
before stress levels ever elevated. Th is fl awed coping ability was suf-
fi cient under typical or normal circumstances but, with increased levels 
of stress, may become insuffi  cient to handle the stress. In the  second 
stage, the individual’s personality becomes increasingly disorganized 
and neurotic symptoms begin to appear. In the next stage, the person 
feels a substantial loss of control and is increasingly unable to cope 
with the present situation. Th ese three stages may occur slowly over a 
period of time but the individual feels an acceleration of the process, 
which contributes to a mounting feeling of being out of control.

At the fourth stage, the person begins to sever himself or herself 
from this overwhelming reality of both stress and the inability to cope 
successfully with his or her life. Increasing disorganization fosters 
more and more overwhelming emotional stress. To escape from this, 
the person retreats from his or her reality, regressing to a time in his or 
her life where he or she felt more control over life. Th e person begins to 
romanticize about death and its ability to relieve the emotional stress in 
life. Finally, the person falls into severe depression, intense anxiety, and 
uncertainty. At that point, death appears to be a reasonable solution to 
life’s problems.

Menninger and his colleagues (1963) have outlined the intrapsychic 
struggle that takes place in a person who is under stress and is having 
trouble coping. As the individual goes though these fi ve stages, his or 
her self-concept becomes a crucial factor in determining the outcome of 
this journey (Jurich, 1983). If the person’s self-esteem and ego strength 
are high, the person is more likely to develop new coping mechanisms 
(Cassidy, O’Connor, Howe, & Warden, 2004). Th e person feels good 
enough about his or her self to take the chance of trying new strategies 
for coping. Using new strategies, instead of trying to recycle old coping 
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techniques which haven’t been suffi  cient, is breaking the maladaptive 
recursive cycle in which the person feels trapped. New strategies for 
coping increase the person’s chance for being successful. Furthermore, 
this success is a way of triggering a new adaptive cycle that will breed 
continued success. As each crisis is successfully resolved, the situation 
produces ego growth and enhances the person’s self esteem (Bard, 1972). 
If the person has a rigid self-concept and low levels of self-esteem, the 
ego will fi nd itself incapable of defending itself against the overwhelm-
ing anxiety (Crocker & Park, 2004; Wekstein, 1979; Wilburn & Smith, 
2005). Some authors have hypothesized this as the basis for the “sui-
cidal personality” that would be most vulnerable to committing suicide 
(Hollinger & Off er, 1981). Th is model has emphasized the intrapsychic 
factors that propel a person to consider suicide as a viable option.

INTEGRATIVE THEORETICAL MODEL
Although early models of the genesis of suicide focused on the intrapsy-
chic struggles of the individual, later models tried to broaden the scope 
of the study of suicide to include other spheres of infl uence. Intrapsy-
chic confl ict, self-esteem, and coping mechanisms were important but 
told only part of the story. Other theoreticians began to look to other 
factors which play a part in the path to suicide.

Some scientists have hypothesized that suicidal tendencies have a bio-
physical dimension in their genesis and development. Hollinger and Off er 
(1981) put forth the idea that suicide is generated by means of psychiat-
ric disorders that have their foundations in the biological realm of life. 
Th ey pointed out that some psychiatric disorders such as clinical depres-
sion or bipolar disorder have strong biophysical origins and respond well 
to medication. As people with both of these diagnoses are more prone 
to suicidal ideation, suicide attempts, and completed suicides, than the 
typical population members, the authors raise the issue of the biophysi-
cal aspects of suicide as being an important factor. Other scientists have 
studied the biological transmission of suicidal precursors (Hawton, 1986). 
Still others have studied the biochemical changes and fl uctuations which 
increase suicidal vulnerability (Shaughnessy & Nystul, 1985). Th is would 
be especially important for looking at adolescents who are ravaged by 
puberty and hormonal changes. Such explorations into the biophysical 
components of suicide do not provide a complete answer to the genesis 
of suicide for each client but they do focus on an important component 
(Hendin, Brent, Cornelius, Coyne-Beasley, Greenburg, Gould, Hass, 
Harkavy-Friedman, Harrington, Henriques, Jacobs, Kalafat, Kern, King, 
Ramsey, Shaff er, Spirlto, Sudek, & Th ompson, 2005).
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Sociologists such as Durkheim (1951) have postulated that broad 
societal and cultural factors may foster suicide in both the general 
 population and among adolescents. Suicide potential may vary with the 
degree of integration into social institutions. Th ose people, especially 
adolescents, who feel less involved and integrated into the community, 
may have little loyalty to the community’s values and rules. Th is may 
isolate them, thereby cutting off  resources that could be used in times 
of crisis and high stress. In addition, people who are alienated from 
society’s institutions are those who feel little loyalty to society’s regula-
tions or taboos. Killing oneself, a major societal taboo, may have little 
power over a person who feels alienated and isolated. Th erefore, that 
person would be more likely to see suicide as a viable option. Other 
aspects of today’s world can contribute to suicidal ideation. Increasingly, 
many people feel isolated from their family and friends by frequent 
geographical moves and by an emphasis on technology, rather than 
people, in today’s world. Many people today view the world as being 
more malevolent and dangerous than did previous generations. Th eir 
awareness of global terrorism has confi rmed that belief. Mass media 
contributes to this feeling in a number of ways. Th e news is fi lled with 
tragedy. Reality shows oft en have a nasty streak in them. Radio “shock 
jocks” are  perpetually confrontive with anyone who disagrees with them. 
When a public fi gure, especially a teenage idol (like Kurt Cobain, the lead 
singer of the rock-grunge group Nirvana) commits suicide, the death is 
sensationalized. Clearly, the society plays a key role in the genesis and 
 proliferation of suicide as an answer to a hostile world.

Scientists from the fi eld of social psychology have focused on situ-
ational factors rising out of a person’s social environment (Jurich & 
Collins, 1996). For the adolescent population, the main structures in 
their social environment would be their family, their peers, and their 
community (Henry, Stephenson, Hanson & Hargott, 1993).

Ruben Hill, in 1949, put forth his classic ABC  X Model of Crisis. 
In this model he proposed that three factors would interact to produce 
a crisis such as a suicide. Th ose factors were:
 A. Th e stressor event or events that precipitated the onset of the 

crisis.
 B. Th e resources, both personal and social, that the person could 

garner in an eff ort to cope with the stressor events.
 C. Th e perception and meaning that the individual (and his or her 

family) attach to both the stressor events and the resources.
Th e interaction of these three factors will serve either to push the indi-
vidual into crisis or will dampen the individual’s escalation into crisis.
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Stressor events may come in many forms. Some may be cataclysmic, 
like death, divorce, or the loss of a job. Th e loss of a job depletes an indi-
vidual’s monetary resources and cuts off  that person from his or her 
social connections, which were job related. Th ere may also be a social 
stigma to “losing one’s job.” In addition, because a person’s identity is so 
closely linked to one’s job, when one loses one’s job, part of that person’s 
ego and identity is also lost. Th is can cause a true existential crisis.

Death is the fi ve-letter “four-letter word.” Most people in the Ameri-
can culture would feel more comfortable listening to a diatribe of foul 
language than to be confronted with a serious discussion about death. 
We treat death as an enemy to be conquered, rather than a normal and 
natural close to a life well lived. Death may be looked upon as the punc-
tuation at the end of life’s sentence. For some it is a period. Others end 
their life with a question mark. Still others, especially those who believe 
in an aft erlife, will see death as a comma as they transform from this 
life to the next. However, if death is the enemy who must be conquered, 
to succumb to death is to fail and suff er some unknowable fate. Even 
though we may believe in an aft erlife, it is a belief born of our faith 
and not our knowledge. Th erefore, it is sill scary. As Albert Camus, the 
French philosopher mused, as death is both universal, inevitable, and 
we don’t know what’s on the other side of death, humankind has sim-
ply decided not to think about it (1961). If Camus’ observation is valid, 
not only does the death of a loved one cause pain and the loss of the 
resources of a loved one, it also almost always comes as a surprise for 
which we are unprepared.

Likewise, divorce signifi es the pain of separation and the loss of 
the resources brought into the relationship by the departing spouse. 
 However, there is a higher probability of parting on good terms when 
a person dies than there is of parting on good terms in a divorce. Th ere 
is a greater likelihood of the animosity of the relationship will carry 
over to the divorce process and its aft ermath. In addition, our culture 
has ceremonies which aid the survivors of a death. Rituals, such as 
wakes, funerals, and graveside services, help the survivors cope with 
death. Divorce has no such rituals. Th erefore, the ceremonies which 
helped survivors of death to cope are absent as resources to those going 
through a divorce. In all three cases, the cataclysmic stressors cause 
upheaval in an individual’s life and may throw him or her into the pit 
of crisis.

Stressors may also be chronic erosions of a person’s resources. 
 Mental illnesses, such as bipolar syndrome or chronic depression, 
may  progress, gradually wearing away the individual’s abilities to cope 
with the illness. For example, people may fi nd themselves alone when 
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they do not wish to be. It is not voluntary aloneness but  involuntary 
 loneliness. Over time such individuals may feel more helpless to 
change the  situation, and they may begin to feel hopeless. As they look 
for reasons for their situation, they may begin to blame themselves. 
Freud (1955)  hypothesized that, at its root, depression is anger turned 
inwards. Th is anger at oneself causes a great deal of pain in a person. 
Because the  individual knows all of his or her weak spots, any self anger 
will be able to be more effi  cient at causing pain than would an attack 
from the outside of the self, because another person would not have the 
knowledge of one’s own vulnerabilities that one’s self has. In addition, 
if one is attacked by another, one way to cope with the situation is to 
retreat away from the attacker. However, when one is attacking  oneself, 
the attack and, therefore, the pain is incessant. As one can’t run away 
from oneself, that very effi  cient source of pain is never-ending. Because 
there is no escape from such pain and because such self-anger is such 
an energy-draining mechanism, a depressed person may spend large 
amounts of time sleeping. Before long, death may seem like a reasonable 
alternative to such a life of unending pain. Death may cease to be the 
Grim Reaper and, instead, become a seducer or seductress,  tempting 
the person to end the pain by embracing death. In a song by Blue Oyster 
Cult in 1976, Death asks a young woman to join him:

Th e singer of the song, the Reaper, says that things of nature, “the 
wind, snow, and rain” don’t fear the Reaper. Th e Reaper then asks 
the young woman to “take his hand” so that they “will be able to 
fl y”. He ends the chorus by saying that “I’m your man”.

Th is is not a song of terror. It is a song of seduction.
Th e resources that a person has may come from several sources. 

Good health and the physical abilities to complete certain tasks is a 
crucial resource. As pointed out above, ego strength and self-esteem 
can be important in coping with stress. Family stability and support 
is another factor which can help. People who commit suicide oft en 
die painfully alone (Arensman & Kerkhof, 1996; Rutter & Behrendt, 
2004). For adolescents especially, friends and peers are critical allies for 
 coping successfully with stressors. Community resources may also be 
very helpful in times of crises. Spiritual resources may come into play. 
Th e individual’s ability to draw upon any of those resources is crucial 
in determining whether he or she will be swept away in the undertow 
of stress or will be able to successfully cope with the stressors and adapt 
to the stressful situation (Eisenberg & Morris, 2004).

Th e last of the three factors is the perception and meaning that the 
individual gives to both the stressors and the resources. Drawing upon 
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the Sociological Th eory of Symbolic Interaction, Hill hypothesized the 
individual’s perception and understanding of both the stressors and 
the resources were crucial determinants as to whether he or she would 
escalate into crisis. A resource is not really a resource if the person 
doesn’t know that it is available to him or her. A person may recog-
nize a potential resource but feel that he or she doesn’t have a right to 
utilize it. An individual may judge the price of using a resource as too 
costly. For example, the female college student would ask her parents 
for money but she will feel further in debt to them and is afraid that 
they will feel as if they have more power over her. Th e individual’s role 
in  determining which resources, if any, can be used is determined by 
his or her perception of their resources.

Likewise, the perception of the stressors will determine the degree of 
stress produced. A male adolescent from an inner city environment may 
view violence as an expected part of life. Although he would not like to 
be put in a physical confrontation, if one occurred, he would cope with 
the situation. As a male in our society, he has been taught to respond 
physically when attacked. Th erefore, he feels somewhat  competent in 
his abilities to defend himself. In addition, his peers and community 
have taught him to expect some violence in life. He isn’t asking to be hit 
but, if a blow is struck, this young man will treat it as an event within 
the realm of reality. Let us compare this teenager with a rural  adolescent 
female who hails from a sleepy little old Kansas town where the most 
violent thing that happens is two squirrels fi ghting over a nut. If that 
woman gets struck or assaulted, her defi nition of the incident will be 
very diff erent than the urban male’s perception of the same  incident. 
In her eff ective environment, both her gender and her community have 
protected her from any exposure to physical violence. Being hit is  simply 
not in her defi nition of “normal” interpersonal interaction. Th erefore, 
being hit would result in an existential crisis. Th e impact would be far 
more devastating than it would be for her male, urban counterpart. 
Th e degree of malevolence rests in the eye of the beholder. It cannot be 
objectively rationalized. It must be subjectively felt.

In summary of Hill’s model, let us revisit the equation. If a stressor of 
signifi cant proportion or perceived to be of signifi cant proportion befalls 
an individual and if the resources are low or thought to be low, a crisis will 
occur. Th is gives the therapist three strategies to utilize. Th e therapist can 
lessen or eliminate the stressors. He or she may build up the resources. 
Finally, he or she can work towards changing the client’s perceptions of 
both the stressors and the resources. Th e understanding of the genesis of 
the problem gives rise to potential therapeutic interventions.
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THE DOUBLE ABC  X MODEL
McCubbin and Patterson (1982) sought to improve upon Hill’s ABC  
X Model by looking at crisis over time. Th ey proposed that, if enough 
crises were created; due to the interaction of the family’s existing stress-
ors (A), resources (B), and perceptions (C); this would result in “pile-up” 
(Aa). Even when minor stressful events occur and people feel competent 
in dealing with them, those same people may feel overwhelmed if those 
stressors occur at the same time or in close temporal proximity of each 
other. Th is situation exemplifi es the concept of pile-up. For example, a 
baby’s crying is a stressor event that is diffi  cult but can be handled by 
most parents. Likewise, a grocery store checker who puts your eggs and 
other breakables in the bottom of your grocery sack and canned goods 
on top of them is irritating but you can cope with it reasonably. If a 
person backs into your car in the parking lot, leaving a small dent, you 
might get angry but your rage will be tempered with reason. However, 
what if your baby is crying, the grocery store clerk smashes your eggs 
with your canned goods, and someone dents your car (while your baby 
still cries on), all within fi ve minutes? I would propose such a pile-up 
situation would cause a “melt-down” in most people and might leave 
you ranting (with choked voice, red face, and fi re in your eyes) at the 
person who hit your car. Oft en, major crisis situations evolve from a 
pile-up of smaller crisis events. As paraphrased in the motto for Mor-
ton Salt, “When it rains; it pours.” Th is pile-up of stressful life events 
has been strongly linked to suicidal ideation and behavior (Arensman 
& Kerkhof, 1996; Lester, 1996; Paykel, Prusoff , & Meyer, 1975; Wilburn 
& Smith, 2005).

Th is new major crises of pile-up (Aa) will, as in Hill’s original model 
(1949), be infl uenced by the resources (both existing and new) available 
(Bb) and the perceptions of the triggering crisis (X), the pile-up (Aa), 
and the resources available to utilize (Bb). Th ese perceptions (Cc) will 
infl uence the person’s or family’s ability to draw upon those resources 
and the degree to which the person or family sees the crisis or pile-up 
as being manageable or overwhelming. Th e interaction of these factors 
will determine the individual’s or family’s adaptation to the situation. If 
the person or family can adjust the perceptions, draw upon existing new 
resources, and minimize the stressor eff ect of the pile-up, the outcome 
can be bonadaptation (adapting in a way that produces a good outcome 
for the individual, the family, or both) (McCubbin & Patterson, 1982). 
In the example described above, the person with the crying baby might 
“count to ten” or use a relaxation technique learned in a yoga class. 
Th ese would be examples of resources (Bb). Th e person might also be 
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able to perceptually sort out and separate the stressors so that they feel 
less connected, thereby easing the stress (Cc). Th e person may also be 
able to see the world through the other person’s eyes, to see that the 
parking lot accident was, in fact, an accident and had no malicious 
intent. Instead of blowing up at the person, the two people exchange 
the names of their insurance companies in a less volatile atmosphere 
of human interaction. All of these would be examples of good coping 
strategies utilizing either one’s resources (Bb) or perceptual skills (Cc), 
or both to achieve a positive outcome (bonadaptation).

However, another outcome is possible. If the person cannot separate 
the latest crisis event of the parking lot accident (X) from the other 
crises (the crying baby and the clumsy checker), the resulting pile-up 
(Aa) will be overwhelming. If the resources (Bb), such as having the fl u 
or more generally having a low self-esteem, are depleted, there will be 
few aids from which to draw in coping with the pile-up. If the percep-
tions (Cc) include an element of helplessness and a touch of paranoia 
(“Th ey’re out to get me!”), the lack of good coping strategies and skills 
could lead to an undesirable outcome (Xx). Th is would result in malad-
aptation. In our example, a maladaptive response might be hitting the 
driver of the other car. Such a maladaptive response would only lead to 
a further crisis and add even more fuel to the pile-up.

As the individual or family experiences more bonadaption, there 
will be rewards for coping well. Th ere will be a greater feeling of control 
over life, even in times of stress, crisis, and pile-up. Such individuals will 
increase their confi dence in coping with life (Deci & Ryan, 2000). “Th at 
which does not kill me makes me stronger” becomes their motto. Th ey 
will be better able to put the stressors of life into perspective. Th ey will 
develop mechanisms for drawing upon their existing resources and be 
able to seek out or create new resources for their adaptation repertoire. 
Th e next time they are forced with a crisis or even a pile-up of crises, 
their bonadaptative skills will decelerate the momentum of the crisis 
and allow them to better process alternative methods of  coping in a 
bonadaptive manner.

If individuals and families experience more maladaptation, the 
push toward further crises and pile-up will accelerate. Th ey will feel 
less and less control over their lives and the world around them. Th is 
may develop into an “external locus of control” (Jurich & Polson, 1984). 
Under those circumstances people or families feel as if they have little 
or no control over their lives and the things happening in their lives. 
Th e “slings and arrows of outrageous fortune” accost them, and they 
believe they can do nothing to prevent it from happening. With this 
mindset, these individuals and families will fail to see many of their 
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own resources and will take no initiative to develop new resources. 
Because they feel so little control over life, they will turn to their “tried 
and true” ways of doing things, even if those methods have not worked 
very well in the past. Th ey become trapped in what strategic therapists 
refer to as a maladaptive recursive cycle (Wetzlawick, Beavin, & Jackson, 
1967). It is a cycle because the stressor triggers a response from them 
that, in turn, creates more stress, which triggers the same response. It is 
maladaptive because it doesn’t work to the person’s or family’s benefi t. 
It is recursive because it happens over and over again. Being stuck in 
this cycle is liable to create a very defeatist attitude in the individuals 
and families involved. All of these pressures will accelerate any stressor 
into a pile-up and any pile-up into a lifestyle of maladaptation. Th is 
acceleration will exacerbate any negative situation into a crisis. Th e end 
result is an individual or a family who is multiproblem and feels like 
there is no way out.

THE TEETERTOTTER MODEL
Further developments on the Double ABC  X Model (Burr, Klein, Burr, 
Doxey, Harker, Holman, Martin, McClure, Parrish, Stuart,  Taylor, and 
White, 1994) have introduced multiple levels of abstraction of  individual 
and family stress and diffi  cult ways of coping with that stress.  Drawing 
upon an ecological view of human experience (Bronfenbrenner, 1980), 
the phenomenon of suicide can be seen through  multiple levels of 
abstraction as we proceed from the biological elements of the  individual 
to the more macroscopic levels of the society. It is only at these mul-
tiple levels of infl uence that one can fully appreciate the complex nature 
of suicide. Th e ecological approach attempts to draw from a number of 
disciplines and types of theories to create a comprehensive approach to 
suicide, especially adolescent suicide (Hendin et al., 2005; Henry et al., 
1993).

Jurich and Collins (1996) proposed a “teeter-totter” model of 
 adolescent suicide to attempt a more ecological view of teenage self-
destruction. Any conversation with an adolescent about how they 
cope in their world will immediately focus upon the adolescent’s abil-
ity to balance the  diff erent aspects of their lives. A male teenager will 
complain of  having to juggle his schoolwork, football practice, family 
demands, and the needs of his girlfriend. A female adolescent will speak 
of how  exhausting the competing demands of school, home, friends, 
and her boyfriend leave her torn in diff erent directions and exhausted. 
Most adolescents will describe their lives as an attempt to balance the 
demands of living with the resources upon which he or she can draw. 
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Figure 2.1 demonstrates how this balancing act can be visualized as a 
“teeter-totter.”

Although a truly ecological model would focus on all levels of an 
ecological system, including the macrosystemic and exosystemic levels 
of the adolescent’s life space, the research literature has determined 
that, in the adolescent’s eff ective environment, there are fi ve factors 
that play the most infl uential roles in an adolescent’s suicide. Th ey are: 
(a) physical, (b) personal, (c) family, (d) peer, and (e) community  levels 
of his lifespace. Each of these factors may put demands upon the 
adolescent but each may also serve as a resource for the teenager. An 
adolescent’s youth may give him or her the energy to meet demands 
on many fronts. However, illness or the uncertainty of puberty may be 
signifi cant stressors that demand attention. A good self-concept will 
act as an anchor against a tide of stressors. However, an external locus 
of control may leave the adolescent feeling helpless to change coping 
 strategies. Th e family may support the adolescent on the road to develop-
ment, but it may cramp the adolescent’s style when it comes to leisure 
activities that compete with peers. Peers may support an adolescent’s 
growing sense of independence from the family but demand confor-
mity to the peer group’s defi nition of what is “cool.” Th e community 
may support a shopping mall with stores for adolescents to spend 
money but they may institute rules prohibiting groups of adolescents 
from gathering in that same mall to socialize. If these fi ve factors place 
more demands upon the teenager than they provide resources with 
which to cope, the demand side of the teeter-totter goes down and the 
adolescent experiences maladaptation. Th e kinds of maladaptation that 
are the focus of this book include suicidal ideation, suicide attempts, 
and completed suicides. However, if the fi ve factors provide the adoles-
cent with an abundance of resources and only a minimum of demands, 

Figure 2.1 Balancing resources and demands.
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the teeter-totter will swing and lower the resource side of the model. 
Th e adolescent will then experience bonadaptation and will become 
 satisfi ed with his or herself and with life.

Anybody who has ever played upon a teeter-totter knows that the 
person at the bottom of the teeter-totter, the one whose feet touch the 
ground, controls the mechanism of the apparatus. Th at person can 
push up with his or her feet to rise into the air while the other person 
descends to the lower position. He or she also can stay seated on the 
ground while the person in the “up” end of the teeter-totter sits help-
less and powerless with feet dangling in midair. In our model, it is the 
forces in the “down” position that control life. If there are too many 
demands in proportion to the number and power of the resources, 
the individual will sink into maladaptation and will feel helpless to 
increase resources to rebalance the teeter-totter. Likewise, if there are 
more stressors, the person will tip the balance toward maladaptation 
(See Figure 2.2).

Th ose stressors may be normative or non-normative (McKenry & 
Price, 1994).

Normative stressors would include such universally occurring 
things as puberty, entering senior high school, or going on a fi rst date. 
Non-normative stressors are idiosyncratic to the individual, such as 
family violence, poverty, or gang membership. In either case, a pile-up 
of stressors will push an individual adolescent toward maladaptation 
and accelerating crises, perhaps culminating in suicide. Likewise, 
 Figure 2.3 demonstrates that adding to the resource side of the teeter-
totter, especially by increasing coping skills, will tilt the device towards 
bonadaption.

Figure 2.2 Tipping the balance toward maladaptation.
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In this situation, the adolescent will increase resilience and resist the 
temptations of suicide.

Th is integrative model lays out a framework to study the etiology 
of suicide and a blueprint for intervention into the suicidal process. 
Th e fi ve factors form an outline to study the causes of suicide ideation 
among adolescents and the path to self-destruction. Th e notion of the 
teeter-totter, combined with elements of the Double ABC  X Model, 
lay out the points of intervention into the suicidal process. Th is model 
will serve as a theoretical framework for the rest of the book.

Figure 2.3 Tipping the balance toward bonadaptation.
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Th ree
ADOLESCENT SUICIDE

Why Is Adolescence Such a Fertile Breeding Ground?

HOW SERIOUS IS THE PROBLEM?
Adolescents Who Complete Suicide

As prevalent as suicide is for the general United States population, it 
occurs more frequently in the adolescent and young adult population 
than it does in the general population. As mentioned in Chapter 2, 
 suicide is the eleventh leading cause of death in the general population, 
but it is the third leading cause of death among young people  (Centers 
for Disease Control and Prevention, 2002). In 1999, more young people 
died from suicide than died from cancer, heart disease, AIDS, birth 
defects, stroke, and chronic lung disease combined. Almost 5,000 
 adolescents commit suicide each year in the United States (Henry 
et al., 1993). From 1952 to 1995, the suicide rate among adolescents and 
young adults nearly tripled. Th ese numbers would indicate a crisis of 
monumental proportion.

Although suicides may occur over a wide range of ages and other 
demographic characteristics (Crosby, Cheltenham, & Sacks, 1999), 
there are some important demographics that are important to consider 
when discussing adolescent suicide rates. Th e suicide rate increases as 
the adolescent moves from early adolescence to middle adolescence 
(Pfeff er, 1986), and it rises again when the middle adolescent moves into 
the late adolescent years (Berman & Jobes, 1991). As the adolescent gets 
older he or she becomes more independent and autonomous. Although 
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almost every adolescent strives for this more adult status, he or she also 
feels the weight of responsibility press heavier on their shoulders. Th e 
older teenagers can no longer blame their parents or their family for the 
mess they created. Such stressors exacerbate the negative feelings that 
most teens have during their adolescent years. However, in more recent 
years, 1980–1997, there has been a  frightening increase among younger 
teenagers. Whereas the rate of suicide of those adolescents aged 15–19 
increased 11 percent, the suicide rate for young adolescents aged 10–14 
increased 109 percent (Centers for Disease Control and  Prevention, 
2002). As we as a culture speed up the developmental process and shave 
years off  our children’s childhoods, we create a multitude of prob-
lems, not the least of which is an increased likelihood of suicide at an 
earlier age.

Race is another demographic that is important to consider.  Caucasian 
adolescents are more likely to commit suicide than are  African- 
American adolescents (Berman & Jobes, 1991) or Hispanic teenagers 
(Kochanek & Hudson, 1994). As one African-American adolescent 
reported in an interview with me:

You white people kill yourselves. We blacks kill each other. Either 
way, we wind up dead; so I guess it really doesn’t make a  diff erence. 
It’s just a matter of who pulls the trigger.
However, as in the case of age, recent statistics appear to refl ect a 

change in some of these demographic characteristics. From 1980 
to 1996,  suicide for young African-American males increased more 
 rapidly than any other ethnic group, rising 105 percent (Centers for Dis-
ease Control and Prevention, 2002). Consistently, the Native  American 
population has had the highest rates of suicide among any ethnic 
groups, ranging one and a half times the rates for the general popula-
tion (Centers for  Disease Control, 1996). It should be remembered that, 
as in the case with any ethnic group, diff erent subgroups will diff er 
greatly,  depending on the nation, tribe, or band of Native Americans. 
Th ese range from a low percentage for members of the Navajo Nation 
to rates over three and a half times higher for some Apache tribes 
(Berlin, 1987). Each Native American group has a unique culture with 
its own set of beliefs. Th erefore, any attempt to understand or work 
with a tribal family must start with some quest for knowledge about 
those idiosyncratic tribal customs endemic to that tribal culture. Th is 
caveat should also apply to other groups designated by racial and ethnic 
characteristics (Andriolo, 1998).

Gender plays a signifi cant role, also. Th e risk of suicide is  highest 
among males (Centers for Disease Control and Prevention, 2002). 
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Th ere are more than three completed suicides among males for every 
female who successfully commits suicide (Kochanek & Hudson, 1994). 
Th ere are many speculations as to why more males commit suicide than 
females (Canetto & Sakinofsky, 1998). However, the research  suggests 
that there are two key factors (Kirk, 1993). Many adolescent males 
report feeling a greater fear of failure than their female counterpart. As 
one young man (age seventeen) told me:

Girls are diff erent. Sure, a lot of them go to work or have careers, but 
they can always be a stay-at-home mom. If they screw up in their 
career, they can fall back on being a mom. Guys don’t have a choice. 
You have to be the breadwinner. Everybody expects you to succeed. 
If you don’t, you’re screwed! Th ere ain’t no second chance.
Although this young man may not be entirely correct about gender 

roles in today’s world, he does express a valid fear for many adoles-
cent males. Th is fear may push more young males to consider suicide 
as an option (Kidd, 2004). Th e other key factor is the fact that males, 
as opposed to females, are more likely to use a more lethal means of 
suicide (Fisher, Comstock, Monk, & Sencer, 1993). Th is is particularly 
true for the use of fi rearms in a suicide attempt (Lester, 1996). With 
the increasing proliferation of guns in our culture, more suicidal ado-
lescents have relatively easy access to fi rearms. Among young people, 
ages fi ft een to nineteen, gun-related suicides accounted for more than 
sixty percent of the increase in the overall suicide rate from 1980–1997 
(Centers for Disease Control and Prevention, 2002).

Adolescents Who Attempt Suicide
“Although the exponential increase in suicide completions for adoles-
cents causes alarm, the increase in suicide attempts is mind-boggling” 
(Kirk, 1993, p. 9). During 1990, the Centers for Disease Control (1991) 
estimated that over 3.6 million young people ages ten to twenty-fi ve 
seriously considered committing suicide. Although there is a wide 
range of estimates in the literature, studies typically have found that 
between six and thirteen percent of adolescents have reported at least 
one serious suicide attempt in their young lives (Garland & Zigler, 1993). 
Rubenstein, Heeren, Housman, Rubin, and Stechler (1989) reported 
that twenty percent of all of the adolescents in their study tried to “hurt 
themselves.” In a Gallup Poll in 1991, fi ft een percent of the adolescents 
randomly sampled reported that they personally knew someone who 
had committed suicide, but forty-fi ve percent said that they person-
ally knew someone who had attempted suicide and failed. In a sample 
of Midwestern high school students, almost sixty-three percent of the 
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teenagers sampled admitted to having some type of suicidal ideation or 
behavior (Smith & Crawford, 1986). Some suicidal ideation is the norm, 
rather than the exception, for adolescents in our society.

In the previous section, it was pointed out that more male ado-
lescents successfully completed suicide than females. Th is statistic 
reverses itself when we speak about attempted suicide. Adolescent 
women are three times more likely to attempt suicide than are ado-
lescent men (Kochanek & Hudson, 1994). Part of this gender variance 
may be attributed to sampling technique. Most of the data on suicide 
attempts is gathered from patients at mental health or health care facili-
ties (Berman & Jobes, 1991). As females are more likely to seek therapy 
and treatment for health problems from such agencies, the method of 
data collection may skew the data in favor of more suicide attempts 
among the female population. However, the main reason why women 
are less likely to complete a suicide is their use of less lethal means of 
suicide (Kirk, 1993). Men are more likely to use fi rearms or other more 
lethal means of killing themselves such as hanging. Women are more 
likely to try to overdose on some form of medication. Several things 
could  intervene to make this type of suicide attempt less lethal than, for 
example, a gunshot wound. Th e medication may not be able to cause a 
fatality. I had a client who had planned to commit suicide by ingesting 
fi ve hundred aspirin. Not only is it diffi  cult to swallow fi ve hundred pills 
of any kind, but it also would be doubtful whether the aspirin would be 
fatal. Secondly, the adolescent girl may have a potentially lethal drug 
but she may not have enough of it to be fatal. Lastly, even if dosage is 
lethal, few drugs can kill somebody quickly. Th erefore, there may be 
time for emergency  treatment. A bullet in a gun is not only lethal but, 
once fi red, it takes away anyone’s ability to intervene. Th e lethality of 
the fi rearm is higher.

On September 11th, 2001, our nation was shook to its foundations by 
a series of terrorist attacks at the World Trade Center and the  Pentagon. 
It was a national tragedy that changed our lives forever. How many 
more adolescent lives are lost, not by the hand of terrorists but by their 
own hand in the form of suicide?

Why Are Adolescents So Vulnerable?
In the movie Th e Virgin Suicides (2001), a psychotherapist is  interviewing 
a thirteen-year-old girl who has tried to commit suicide:

He asks her: “What are you doing here, honey? You’re not even 
old enough to know how bad life gets.” She replies: “Obviously, 
 Doctor, you’ve never been a 13-year-old girl.” (Eugenides, 1993)
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We, as a culture, forget how diffi  cult adolescence is. Instead, we 
 selectively remember only certain aspects of our teen years. For the 
most part, we recall only our triumphs. Sometimes, the occasional 
 feelings of self-pity or self-righteousness may cause us to recall some 
terrible event or awful feelings we had. However, aft er those feelings 
have been sated, we return to the fi ctional past which we have  created 
to  sustain our ego. In some of my public presentations, I will ask my 
 audience if any of them would like to return back to being a  teenager 
once again. I seldom get any takers on my proposition. When I do, 
I  typically get the following statement: “I would go back to being a 
 teenager if I knew then what I know now!” My reply is that I did not 
off er that as an option. I reply that: “If you go back, you have to be just 
as stupid, awkward, and dumb as you were then.” At that point I get no 
takers!

Adolescence isn’t a time of change. It’s a time of upheaval! Even a 
defi nition of what adolescence is supposed to be is problematic. When I 
teach my graduate level adolescence course, I begin the fi rst class by ask-
ing my students to defi ne “adolescence.” Th eir answers can usually be 
placed into one of fi ve categories: (a) age-span defi nitions, (b) biological 
defi nitions, (c) psychological defi nitions, (d) sociological defi nitions, or 
(e) social role defi nitions. I set each of these up as a “straw man” and 
proceed to knock them down by pointing out the inadequacies of each 
type of defi nition. What we are left  with in the end is the populist defi -
nition that most of the culture uses to defi ne adolescences: “Someone 
who is older than a child and younger than an adult.” Although this is 
the most frequently given answer in our culture, and it is the answer on 
which most adolescents base their self-defi nition, it is obviously a very 
inadequate defi nition of who they are or are supposed to be. Th is is a 
“defi nition in absentia.” It tells what people are by telling them what 
they are not. It’s like defi ning an elephant by saying that it is shorter 
than a giraff e but larger than a mouse. Some information is conveyed 
but not much. Upon the shift ing sands of this defi nition the rest of an 
adolescent’s defi nition of self, and defi nition of the surrounding world, 
is built.

Stages of Adolescence
In order to understand the world of the adolescent, it is important to 
understand the way the teenager develops over the course of adoles-
cence (Jurich, 1987). A thirteen-year-old and a nineteen-year-old are 
both labeled as “adolescents.” However, they are very diff erent and may 
be miles apart in their development. Each has a diff erent set of needs 
and has diff erent developmental tasks to perform. Each is at a diff erent 
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stage of development. Jurich (1979a) outlined four diff erent stages of 
development over what is commonly labeled “adolescence.” Although 
a description of each stage is given, specifi c ages for each stage are 
 impossible, as each adolescent’s journey is so idiosyncratic.

Preadolescence Th is is the stage of the “budding adolescent.” Adoles-
cents, while still considered to be “children” by most of the society, start 
to leave behind the trappings of childhood and begin to focus on their 
future roles as teenagers. Typically, this stage begins at  approximately 
age ten and ends sometime around age thirteen. Less is known about this 
stage of adolescence than any other (Jurich, 1987). It is a “no-man’s land” 
between childhood and the teenage years. For most  preadolescents, this 
is a time of major physical changes (Reekers & Jurich, 1983). Th e child 
feels as if he or she has no control over these physical changes and their 
resultant psychological changes. Not only are those changes dramatic, 
but they also happen very quickly. Preadolescents change faster than 
their psychological ability to integrate those changes into their budding 
self-concept. Th is leads to a lower self-esteem and a heightened feeling 
of helplessness (Manor, Vincent, & Tyano, 2004). Self-consciousness 
and emotional outbursts accompany these rapid changes in body image, 
sexual functioning, and emerging secondary sex characteristics. Th ey 
are thrust into a new sexual awareness that is overwhelming. Preado-
lescents have neither the intellectual sophistication nor the social skills 
to cope with their new, emerging sexuality. When they were children, 
if they were dissatisfi ed with their body size and type, they were given 
the hope that they would “outgrow it.” However, in preadolescence, the 
young person is confronted with the biological truth of the type of body 
their genes have given him or her. As stated by one twelve-year-old girl, 
“Th is is the body I’m stuck with.” Th eir feelings are mercurial, racing 
from elation to fear to despair, oft en in one evening. Preadolescents 
oft en see their family as a symbol of their childhood and feel that their 
family, especially their parents, are trying to prevent them from  leaving 
their childhood roles. In an eff ort to begin establishing their own inde-
pendent ego identities, which is their central task in adolescence, they 
begin to spend more and more time away from home. Th ey begin to 
gravitate towards their peers, who are more likely to support them in 
their struggle to formulate a new identity which is independent from 
the childhood identity. Th is is perplexing to their family. Preadoles-
cents put their parents in a terrible double bind. On one hand, they 
need the love, support, understanding, and stability of their family to 
help them through this diffi  cult time. On the other hand, they may also 
push their family, especially their parents, away in order to form closer 
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relationships with their peers. Th ey may even rebel against family or 
community rules. Th ey may view parents and community authority 
fi gures as “the enemy.” Th is is a bitter pill to swallow for parents and 
community representatives (e.g., teachers). Aft er giving them so much, 
parents oft en feel as if the preadolescent is being ungrateful. It is hard to 
readjust to your child who, since he or she has reached preadolescence, 
can no longer give you the unconditional love, respect, and obedience 
that once were freely given.

Early Adolescence Th is is the stage of adolescence that covers the 
junior high school and early high school years. It is at this stage  during 
which adolescents most typically become closely tied to the  “teenage 
subculture.” Early adolescents are fi nishing their physical growth 
and begin to solidify their body image. Th ey also pass through their 
 “intellectual growth spurt.” For the fi rst time they think in abstract 
concepts and hypothetical ideas. Th ey leave the “world of what is” and 
enter into the “world of what if.” Th ey reach Piaget’s stage of “formal con-
cepts” (1954) and have the ability to formulate “postconventional moral 
reasoning” (Kohlberg, 1969). Teenagers reach a level of  cognitive func-
tioning at which they are no longer satisfi ed with accepting an “order” 
given by a parent. Th ey feel that the justifi cation, “because I said so,” is 
totally inadequate. Th ey want a logical reason for a parent’s  command 
or a community rule. Th ey will argue against such commands or rules 
if they feel that the reason is inadequate or unjust. Th e peer group 
becomes increasingly important to the early adolescent. Peers support 
the adolescent in the quest for independence. Parents are the keepers 
of the fl ame of the past. Peers validate who the adolescent is right now 
and who the adolescent is becoming. Th ey become what Gail Sheehy 
(1974) refers to as “testimonial people” to validate who the adolescent 
is becoming, and not the person who he or she has been in the past. 
Unfortunately, the peer group may also help foster resentment against 
any family restrictions or community rules. Th e early adolescent years 
may, in fact, explode into a high level of parent–adolescent hostility, 
in which parents and the peer group wage war over the adolescent’s 
allegiance. Because early adolescents have the physical and intellectual 
tools to rebel successfully and also have the peer group’s support to do 
so, this period of adolescence is oft en the low point in parent–adolescent 
relationships. However, an interesting paradox of adolescence is that 
the peer group, which encourages adolescents to rebel against paren-
tal and community rules in order to develop their individuality, also 
demands strict conformity to peer group rules. Th ey pray to the great 
god “Normal” but “normal” is defi ned by what is important to the peer 
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group. Th e latest in fashion, style, and music must be embraced or the 
adolescent risks expulsion from the group, which, for the adolescent, is 
a fate worse than death.

Middle Adolescence Th is stage occurs in the late high school years, 
typically from ages fi ft een to seventeen. During this stage, the  adolescent 
starts to shake off  the “cult of conformity” image imposed by the 
peer group. Instead, the adolescent begins to become his or her “own 
 person.” Middle adolescents begin to take more responsibility for their 
actions. Th ey solidify their cognitive style and begin to view  themselves 
as unique individuals who are less dependent on others, includ-
ing  parents and peers, for their ideas and values. Th ey have become 
acclimated to their physical growth and changes, which are drawing 
to an end, and are formulating their own personality characteristics. 
Th e peer group is less infl uential because specifi c friends become more 
important. Instead of spending time with a group of peers, the middle 
adolescent prefers the company of a small group of really close friends. 
Dating becomes extremely important. Instead of “hanging out” in a 
group, the middle adolescent begins to pair off  with a “romantic other.” 
Th is obviously increases the likelihood that premarital sex will become 
an issue. Th is may precipitate confl icts between parents and adoles-
cents over values and morals. Parents and adolescents can engage in 
 bitter fi ghts over “when” and “who” to date and the rules about dating. 
Although parent–adolescent confl icts may be fewer in number than in 
the early adolescent stage of development, their intensity may increase 
in the middle adolescent years. Th e intensity increases for the parents 
because the stakes are higher as their child grows older. Consequences 
of mistakes in preadolescence or early adolescence are painful but are 
less likely to cause as much permanent damage as those consequences 
of middle adolescence. In addition, most parents feel the pressure to 
“do something” as their time to intervene into their adolescent’s life 
grows shorter with the passing of every day. Th e middle adolescents 
feel as they should have more autonomy than they did when they were 
younger. Th ey feel as if they are entitled to make their own decisions 
as they are on adulthood’s doorstep. Furthermore, middle adolescents 
have a wider range of resources from which to choose to replace their 
parent’s support if it is withdrawn. If middle adolescents feel connected 
to their community, they will feel more drawn to community activities 
and more allegiance to the community’s values. If middle adolescents 
feel alienated from the community, they are more likely to seek support 
from alternative communities, which may foster alternative values to 
society’s values.
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Late Adolescence Th is stage typically begins soon aft er the comple-
tion of high school and ends shortly aft er the assumption of adult 
responsibilities. Th is group would include college students, graduate 
trainees, and young workers in a variety of jobs. Late adolescents are 
attempting to put the fi nishing touches on their newly formed inde-
pendent ego identity. During this stage, late adolescents shift  their 
sights from the present to the future and begin to consider decisions 
about more  permanent aspects of their lives. During this time, adoles-
cents will make several crucial decisions in their life. Th ey will begin 
to choose or actually choose a career. Because of their more mature 
and realistic view of the world, including their own abilities and needs, 
they are better equipped to make more informed decisions about what 
they want to do to make a living now and in the future. Likewise, these 
skills will be crucial in choosing a mate or a lifetime partner. In early 
adolescence, the teenager makes a choice of a dating or sexual partner 
based upon peer group values and will choose a partner who will gar-
ner him or her status in the peer group. Middle adolescents are more 
likely to consider their own values and needs. Late adolescents choose 
dating or sexual partners with an eye on longevity and permanence 
of the  relationship. Late adolescents are more capable of understand-
ing their parents’ points of view and tend to be more tolerant of their 
wishes. Prior to this stage, many parents oft en feel they were poor 
 parents because the  adolescents frequently disagreed with them and 
their values. Th ese parents oft en obsess about “What did we do wrong?” 
However, by the time the  adolescent reaches late adolescence, parents 
oft en feel as if their adolescent has had some successes, even by their 
own standards. Th is feeling of accomplishment and success as a par-
ent eases their fears. Th is, in turn, may make parents more tolerant of 
their late adolescents’ diff erences. Th us, the tension between parents 
and their late adolescents eases and parent–adolescent relationships 
may become more pleasurable and rewarding. With their careers under 
way, late adolescents are more likely to have a more fully realized par-
ticipation in aff airs of the community. With the journey complete, the 
young adult can leave adolescence behind and more fully participate in 
life as an adult.

As we look at the factors that contribute to adolescent suicide, we 
must consider the stage in which the adolescent resides. Stressors may 
aff ect adolescent diffi  culty at diff erent developmental stages. Jurich and 
Jones (1986) proposed that the stressors associated with divorce would 
have diff erential eff ect on adolescents at diff erent stages of development. 
Likewise, the factors associated with suicide will aff ect diff erent ages of 
adolescents diff erentially.
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Four
FACTORS IN ADOLESCENT SUICIDE

The Seeds That Bear Bitter Fruit

Utilizing the model put forth in the previous chapter, any look into the 
causes of adolescent suicide must look at the dimensions of (a)  stressors, 
(b) resources. (c) perceptions, (d) pile-ups, and (e) coping skills across 
the fi ve factors that research has shown us are most important in the 
lives of adolescents: (a) physical, (b) personal, (c) family, (d) peers, and 
(e) community. It would be nice if we could place them into a fi ve-
by-fi ve chart in such a way as to capture the etiology of adolescent 
 suicide in one page. However, the complexity of the interchange of 
the above dimensions and factors makes such a table impractical and 
 misleading. Part of the problem with suicide is that it is so idiosyncratic 
and  complex. Th ese characteristics contribute to the suicidal person’s 
feeling both alone and overwhelmed. Th e remainder of this chapter will 
discuss the dimensions of suicidal adolescents within the domain of 
each factor in an attempt to give order to this oft en-chaotic journey to 
suicide.

PHYSICAL FACTORS
A number of researchers such as Mann, DeMeo, Keilp & McBride 
(1989), predominantly from the disciplines of medicine and  psychiatry, 
have explored the biological and physical correlates of adolescent 
suicide. Th is type of research draws from a wide variety of research 
 methodologies, including postmortem brain studies, cerebrospinal fl uid 
studies,  experimental drug studies on neuro-endocrine transmitters, 
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and peripheral blood studies. Although much of the data are incomplete 
and even contradictory, there have been some physical  factors  associated 
with teen suicide (Arensman & Kerkhof, 1996).

A series of studies, such as those by Lester (1988), have attempted 
to identify biochemical factors in suicide. Th e majority of those 
 studies have looked at variations in the chemistry of neurotransmitter 
 chemicals such as serotonin. It has been suggested that alterations in 
neurotransmitter chemicals lead to an adolescent’s greater  vulnerability 
to psychiatric problems and, consequently, suicide (Shaughnessy & 
Nystul, 1985). Th ese types of studies have been most successful when 
studying individuals with mood disorders (Beck, Steer & Braun, 1993; 
Flisher, 1999) or thought disorders (Reich, Yates & Nduagube, 1987). 
In addition to being subjected to a major series of stressors, adoles-
cents who have psychiatric problems oft en lack the cognitive resources 
to call upon when facing these stressors and have little perspective to 
view their problems in any way other than being a chronic condition 
of stress. Other researchers have found correlations between low levels 
of growth hormones and suicidal behavior (Ryan, Puig-Antich, 1988). 
Low levels of growth hormones not only would aff ect the adolescent’s 
emotionality but also the growth spurt that typically occurs in the early 
adolescent years, leaving the adolescent with signifi cant stressors and a 
depleted battery of physical abilities to cope with those stressors. As a 
young man of age 15 related:

It sucks to be the runt of the class. Everybody laughs at you and 
picks on you and you aren’t big enough to fi ght back. When you 
play sports you’re always picked last. What girl wants a boyfriend 
who has to stand on his tippy-toes to kiss her goodnight?

Th ese types of studies has led researchers to consider the possibilities of 
a genetic predisposition to suicide that may be passed down through 
generations (Roy, 1986). Th is line of research merges into the recent 
trends of focusing the biochemical foundations of mental illness by the 
National Institution on Mental Health in the 1990s. Th e central theme 
of this body of research is that, as there seems to be a strong biochemi-
cal component to psychiatric illness, there would logically be a strong 
biochemical link to adolescent suicide, which may be the outcome 
of mental illness (Jurich & Collins, 1996). However, authors such as 
O’Connor and Sheehy (2001) have criticized this approach as being too 
simplistic, in that it minimizes the psychosocial factors.

A second set of studies has focused upon the reactions of adoles-
cents to physical illness. Hawton (1986) found that suicide correlated 
signifi cantly with medical illness in middle and late adolescents. Th e 
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lack of signifi cant correlations in early adolescents was attributed to 
the masking of any trends by psychosocial factors. However, when the 
illness is extreme, as in the case of epilepsy, the cataclysmic and long-
term nature of the stressor was highly associated with both suicidal 
thoughts and behaviors in adolescents of all ages (Brent, Crumsime 
& Varma, Allman, 1987). Th e high levels of stress, together with the 
 depletion of physical resources and a narrowing perspective, all com-
bine to push the teenager towards suicide as an option. Similarly, ado-
lescents with AIDS have been found to be at a very high risk for suicide 
(Marzuk, Tierney, & Mann, 1988). In addition to the suff ering spe-
cifi cally associated with the disease, AIDS is a terminal illness with a 
great deal of fear and social stigma attached to it. Th is cuts off  many 
adolescents from peer, family, and community resources. In addition, 
it also leaves adolescents feeling so out of control over the condition 
that the only thing that AIDS-infected adolescents do feel control over 
is the taking of their own lives. Th e third level of physical stress is the 
reaction that adolescents may have to their own physical development 
(Ladame, 1992). When an adolescent’s physical development is out of 
phase with the peer group, either too early or too late, the adolescent 
no longer feels “normal.” Th eir peers may ridicule them and the teen-
ager feels out of place in his or her own life. In a similar fashion, for 
some adolescents, if their bodies don’t measure up to their ideals and 
expectations, suicide may seem like the only way to change things. To 
an adult, this seems extreme. However, we must remember that, with 
adolescents having limited experience and no independent perspective 
on their own physical development, the fi nality of what they perceive 
as their limited physical maturation may be overwhelming enough to 
trigger suicidal ideations. If we add in the overwhelming feelings asso-
ciated with the teens’ inauguration into their sexuality, which is met 
with silence from the adults in his or her life, adolescents can easily 
feel betrayed by their own bodies. Suicide may be looked upon as an 
escape from this betrayal and as a method of punishing the betrayer, 
“my body.”

Kurt Cobain, the lead singer and driving force of the grunge rock 
group Nirvana, died at the age of 27 from a self-infl icted gunshot wound 
(Strauss, 1994). He is a good example of how (Mundy, 1994). As a child, 
Kurt was diagnosed with bronchitis and had a mild case of scoliosis. He 
was given Ritalin to counteract hyperactivity. During his teenage years, 
he suff ered from severe gastrointestinal pain (Handy, 1994). To coun-
teract that pain, he self-medicated, turning to drugs and psychoactive 
substances. Th is led to a series of further physical problems attributed 
to the side eff ects of the drugs. Th is series of physical stressors piled 
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up, sapped his resources, and blurred his perception to push him into 
maladaptation, culminating in his own suicide.

PERSONAL FACTORS
Among the personal factors that contribute to the etiology of suicide 
among the adolescent population, a large number of studies have looked 
at the incidence of psychiatric symptoms of young people who have 
either attempted or completed suicide (deWilde, Kienhorst,  Dickstra, 
& Wolters, 1993). Some researchers have claimed that, in fact, there is 
only a small minority of suicidal adolescents who are free from any 
discernible psychiatric symptomatology (Shaff er, 1988). Although these 
researchers present reasonable data to support the claims that psychi-
atric symptoms are oft en present in suicidal adolescents, this does not 
necessarily mean that those adolescents who are or have been suicidal 
are actually diagnosed with a specifi c DSM-IV diagnosis. Th ere is no 
specifi c DSM-IV diagnosis for suicide (American Psychiatric Associa-
tion, 1994). Unlike the adults who attempted suicide, many of whom 
frequently were diagnosed with psychiatric disorders, the adolescent 
population was less likely to be diagnosed with such disorders (Jurich, 
2002). Jurich found that an adult was more likely to be diagnosed 
with clinical depression (eighty percent) than the adolescent suicide 
attempter in the same study (twenty-nine percent). When adolescents 
were diagnosed, they were more likely to have received a diagnosis 
of some other kind (attention defi cit hyperactivity disorder (ADHD), 
attention defi cit disorder (ADD), bipolar disorder, or an aff ective dis-
order (forty percent of the time). In thirty-one percent of the cases, no 
formal diagnosis was made. No previous diagnosis was made in less 
than fi ve percent of the adult cases (Jurich, 2002a). Adolescents who try 
to commit suicide, although less likely to be diagnosed than their adult 
counterparts, still are vulnerable to psychiatric illnesses and do exhibit 
psychiatric symptoms.

Th e psychiatric diagnosis most oft en linked to suicide, in general 
(Arensman & Kerkhof, 1996; Blenkiron, House, & Milnes, 2000) and 
among adolescents specifi cally, is major clinical depression (Hauton, 
Kingsbury, Steinhardt, James, & Fogg, 1999; Kidd, 2004; Ladame, 1992; 
Wodarski & Harris, 1987). In fact, some researchers have stated that 
they believe that depression is the single most powerful determinant 
of whether or not the adolescent completed suicide (Triolo, McKenry, 
Tishler, & Blyth, 1984). Estimates are that at least three out of every four 
adolescents are depressed at the time they committed suicide  (Allberg & 
Chu, 1990). However, Ryland and Krues (1992) found that major clinical 
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depression was offi  cially diagnosed in only 17% of the cases in studies 
they reviewed. Th is is similar to the Jurich (2002a) fi ndings cited above. 
It is interesting to speculate why it is that suicidal adolescents exhibit 
signs of depression but are not diagnosed as clinically depressed. Our 
society makes many assumptions about adolescents, and many of them 
are grounded in fact. Two such assumptions are that adolescents are 
very moody and that adolescents change their emotions rapidly and 
dramatically. Although these two assumptions have a strong founda-
tion in the literature, the fact that we expect adolescents to act this way 
may, in fact, mask some underlying pathology that may be present. 
Th eir actions may be telling us that they are depressed but we treat it as 
“business as usual” because, aft er all, adolescents are moody. It is only 
aft er they attempt or complete suicide that we realize that they were 
manifesting some underlying psychopathology such as clinical depres-
sion. Twenty–twenty hindsight is almost perfect and, unfortunately, it 
is oft en useless to save the life of the teenager.

When an adolescent is depressed, what are the symptoms he or she 
manifests? Allberg and Chu (1990) listed a series of behaviors that 
are typical of depressed adolescents. Th ese may be sleep and appetite 
 disturbances, oft en resulting in either extreme (i.e., sleeping most of 
the time or sleeping little) or fl uctuations between extremes (i.e., binge 
eating and nearly starving oneself). Th e adolescent is frequently inap-
propriate in his or her aff ect (i.e., crying or screaming binges). Th ere is 
oft en social  withdrawal. Th ese adolescents feel angry with themselves, 
which makes them very vulnerable in the presence of others. Th e world 
becomes a much more dangerous place. Th erefore, the safest course 
of action is to withdraw. Th ere are oft en complaints of boredom and 
fatigue.  Suicidal adolescents oft en exhibit pathological guilt. As one 
adolescent  confessed to me:

I have the King Midas touch in reverse. Instead of the “touch of 
gold,” I have the “touch of shit.” Everything I touch turns to shit!
Adolescents may demonstrate lasting changes in mood. Th e happy-

go-lucky child of eleven turns into the morose, brooding adolescent of 
thirteen. Suicidal adolescents oft en lack a sense of spontaneity. Th ey 
act as if they are unable to experience pleasure of any kind. It is almost 
as if they feel repulsed by the good things in life and eventually, by life 
itself (Cotton & Range, 1996; Orbach, Feshbach, Carlson,  Ellensberg, 
1984; Orbach, Feshback, Carlson, Gleubman & Gross, 1983). Th ey 
 simply see fewer reasons to stay alive (Ivanoff , Jang, Smyth, & Linehan, 
1994). One of the problems with this “laundry list” of symptoms is that 
many people in our society will say “Gee, that sounds like a typical 
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adolescent to me!” Th is is why so many adolescents go undiagnosed. 
It is diffi  cult to separate out pathological behavior from typical needy 
adolescent behavior (Kaufman, Rohde, Seeley, Clarke, & Stice, 2005). 
Th is is why it is so important for those who know the adolescent best, 
parents and peers, to keep in close contact with the adolescent, both 
as a child, as a teenager, and as a young adult. When the adolescent is 
engaging in behavior that is not typical or is more extreme than usual, 
the warning lights need to go off . We need to be able to determine the 
diff erence between an adolescent’s struggling and “business as usual.” 
Th is is a major reason why I prefer to work with suicidal adolescents in 
the context of family therapy.

When an adolescent presents elements of a borderline  personality 
with a major clinical depression, the young person’s behavior can 
 escalate even further (Berman, 1985; Kehrer & Linehan, 1996). Such 
adolescents are highly impulsive in their actions (Beautrais, Joyce, & 
Mulder, 1999). Most adults who are suicidal take some time to plan 
and think out their options. Many adolescents follow that same path. 
However, some  adolescents may be very spontaneous about committing 
suicide, oft en with deadly consequences. A fi ft een-year-old client of a 
colleague of mine was troubled but swore to his therapist that he had 
never given suicide a thought. Th e therapist believed him. Th ere was no 
reason not to do so. One aft ernoon, the young client was  walking with 
a friend down the highway; telling his friend about how rotten he felt. 
Th e cars were whizzing past and a truck was coming up behind them. 
Th e 15-year-old said, “Maybe I’ll just kill myself.” His friend responded 
in shock by saying, “You’re crazy! You’re not going to kill yourself!” 
Th e 15-year-old looked as his friend said, “Wanna bet?” Th ose were 
the last words of his life. He turned around and dove under the wheels 
of the truck without uttering another sound. It is frightening to think 
of  adolescents as that impulsive, especially when the stakes, life or 
death, are so high. It is primarily adolescents who exhibit this type of 
 spontaneous suicide.

Other actions that are typical of adolescents who have both borderline 
personality characteristics and major depression may also be alarming 
(Berman, 1985). Such adolescents may demonstrate inappropriate and 
uncontrolled anger and chronic feelings of emptiness (Kaufman et al., 
2005). Th ey will oft en overinterpret the words and behaviors of oth-
ers as signs of rejection and unlovability (Kidd, 2004), thereby creating 
a maladaptative recursive cycle. If I am unworthy of love, I look for 
 evidence that my feelings of being unlovable are, in fact, reality. When I 
overinterpret the remarks of others to prove I am correct, other people 
(e.g., peers and family) get frustrated with me and do not want to spend 
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time with me. It becomes a self-fulfi lling prophecy, as I sink deeper and 
deeper into self-recrimination. At this time, death may cease to become 
frightening but, instead, begin to look like an attractive alternative to 
a life of misery.

Some professionals do not consider the pain of the depression itself 
to be the salient precipitating factor in adolescent suicide. Instead, they 
posit that the feelings of helplessness and, therefore, hopelessness have 
a far greater impact on the adolescent’s path to suicide (Beautrais et al., 
1999; Beck, Brown, Steer, Dehlagaard, & Grisham, 1999; Beck, Steer 
& Brown, 1993; Beck, Brown, Berchick, Stewart, & Steer, 1990; Beck, 
Steer, Kovacs, & Garrison, 1985; Cotton & Range, 1996;  Duberstein 
&  Conwell, 1997; Hawton, 1986; Hawton et al., 1999; Kidd, 2004; 
O’Connor & Sheehy, 2001; Rubenstein et al., 1989; Rutter & Behrendt, 
2004). In a unique sample of people, who were accidental survivors of 
a serious suicide attempt, Jurich (2002a) found that the key factor in 
their decision to commit suicide was not the pain of their depression 
but their feelings of helplessness and, therefore, the hopelessness they 
experienced. As one eighteen-year-old male recalled:

You know, Doc, if you take two guys, one who’s feeling lots of pain 
but feels like he’s got a handle on life, and one who’s feeling a lot 
less pain but feels out of control to do anything about it, the latter 
guy is a better candidate to commit suicide than the former.
Th ese feelings were confi rmed, to some extent, by the fact that the 

Hopelessness Scale by Beck, Wiessman, Lester, and Trexier (1974) is 
better at predicting suicide than the more popular Beck’s  Depression 
Inventory (Beck, Steer & Brown, 1996; Westefeld, Range, Rogers, 
Maples, Bromley, & Alcorn, 2000). So, for many adolescents, it is the 
hopelessness of the depression and the feelings of helplessness to change 
their lot in life that is the key factor in deciding that suicide may be an 
option to explore.

Feelings of helplessness and hopelessness are especially  disturbing 
to an adolescent whose central developmental task is to establish his or 
her independent ego identity. At a time where adolescents are seeking 
autonomy, they feel as if they have no control over their lives (Beautrais 
et al., 1999). In a desperate eff ort to exert some control over their lives, 
adolescents may engage in some maladaptive behaviors. For exam-
ple, a depressed female adolescent may turn to an eating disorder in 
order to exercise some control over her life (Allberg & Chu, 1990). She 
may feel totally helpless in all other aspects of living but she can con-
trol what she eats in order to obtain society’s image of a perfect body 
(O’Connor & Sheehy, 2001). Th erefore, anorexia becomes a pathway in 
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which she at least has some control. An adolescent male may attempt to 
self- medicate himself though the use of illegal drugs or  pharmaceuticals 
(Arensman & Kerkhof, 1995; Kidd, 2004). As a clinician, I believe 
that many  adolescents who come to the attention of the mental health 
 system because of drug use are really self-medicating their  psychiatric 
illness.  However, without medical supervision, the use of drugs to self-
 medicate may only exacerbate the problem. Th e use of a sedative or 
barbiturate may temporarily blot out the pain of the depression but, 
in the end, taking depressives without being monitored by a physician 
for depression only creates a downward spiral. Taking amphetamines 
may give the adolescent temporary relief from his depression but the 
psychological addiction to escape his depression is very high. As most 
psychoactive substances are illegal to minors, there is the risk of getting 
into legal trouble. Th e drugs also may  provide the adolescent with an 
easy means of committing suicide. Lastly, the adolescent could acciden-
tally commit suicide by a drug overdose. All of these outcomes make 
the original feelings of helplessness and hopelessness even worse. As 
an example, we have mentioned above that rock musician Kurt Cobain 
was notorious for using drugs as self-medication for his physical mala-
dies and as a way of numbing himself from his psychosocial problems 
(Mundy, 1994). In this way he chose to take a maladaptive coping strat-
egy. Many adolescents have used his inappropriate example as a model 
for their own maladaptive coping strategies and aft er him.

Researchers have also shown that depression may lead to other 
 problematic behavior, such as panic disorders, aggression, and both 
personality and psychotic disorders (Kaufman et al., 2005; Ladame, 
1992). Once an adolescent’s depression grows, many of these  behaviors 
will result from the maladaptive methods of coping with both the pain 
and the hopelessness and helplessness of the depression. It creates a 
downward maladaptive spiral. As would be expected of adolescents 
who are prone to clinical depression, many suicidal adolescents also are 
diagnosed with aff ective disorders (Berman, 1985; Chance, Kaslow, & 
Baldwin, 1994; Ryland & Krues, 1992). Other diagnoses cited by  mental 
health professionals include substance abuse, conduct  disorders, 
 personality disorder, adjustment disorder, and schizophrenic disorder 
(Aresman & Kerkhof, 1996; Duberstein & Connell, 1997; Jacobs, Brewer, 
& Klein-Benham, 1999; Kullgren, Tengstroem, & Grann, 1998; Ryland 
& Krues; 1992). Such diagnoses not only add stress to the adolescent’s 
life but they also isolate him or her from potential resources. Th ey 
also make it diffi  cult for the adolescent to get an accurate perspective 
on both the stressors and potential resources. When one is under the 
siege of mental illness, it is hard to look beyond the moment to plan 
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a strategy for coping. Coping strategies are called upon to insure the 
 individual’s survival in the present moment, and little thought is given 
to the  ultimate  consequences of a survival strategy, which is desper-
ately felt to be needed now. Hence, adolescents may make poor choices 
in their selection of survival strategies (Kehrer & Lineman, 1996). For 
example, drug use as self-medication may seem like an excellent strat-
egy for the momentary relief of stress but the individual might not think 
about the consequence of addiction in the future. Likewise, an adoles-
cent may feel that the threat of suicide can have short-term eff ects that 
are desirable, like the off er of resources from people who are startled 
into action by such a threat. For the moment, the adolescent feels as if 
the coping strategy of threatening suicide has had the desired eff ect. 
However, in the long run the eff ect may be far less desirable. Aft er a 
number of threats, other people such as peers and family may no longer 
respond to what they would label “overdramatic responses” by the ado-
lescent. Th is leaves the adolescent with fewer resources and those who 
supported them previously with a bitter taste in their mouths, feeling 
they were being manipulated by the adolescent. In order to recreate the 
shock value of the suicide threat, the adolescent may resort to more 
dramatic and lethal means of getting attention. Th is escalation in the 
lethality of the threat could lead to more dangerous behavior in which 
the adolescent could be maimed or even killed by accident. Either way, 
that strategy ends up in tragedy (Berman, 1985; Garland & Zimgler, 
1993; Shafi i, Carrigan, Whittinghill, & Derrick, 1985).

Some personal factors may not be a dramatic or serious  diagnosable 
mental illness. An adolescent’s primary developmental task during 
adolescence is to develop an independent ego identity (Jurich, 1987). To 
adolescents, a key element of that is to achieve autonomy and diff erenti-
ate themselves from parents whose images of them are still as preado-
lescent children. If the adolescent is unable to achieve a diff erentiated 
sense of self, he or she may remain in an “identity diff used” state (Sands 
& Dixon, 1986). In this state, adolescents are still actively searching for 
an identity to which they can commit. Whereas this diff used state is 
typical of an adolescent in the preadolescent or early adolescent stages, 
if it still persists into the middle and late adolescent developmental 
stages, the adolescent will feel incomplete and out of step with peers. 
Th is can lead to an inhibited personality (Shaffi  , 1985) as well as higher 
trait and state anxiety (deWilde et al., 1993). In any case, the adolescent 
will have lower self-esteem because of his or her inability to achieve the 
principal developmental task of adolescence—achieving that indepen-
dent ego identity. Consequently, low self-esteem has been shown to be 
associated with greater suicidal risk in adolescence, especially in the 
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middle and late adolescent years (Beautrais et al., 1999; Collins, 1990; 
deWilde et al., 1993; Neuringer, 1974; Rutter & Behrendt, 2004; Wil-
burn & Smith, 2005).

Another danger of this undiff erentiated self for the middle or late 
adolescents is that they may feel so much pressure to develop an inde-
pendent ego identity that they “foreclose” into an identity prematurely 
(Marcia, 1980). Th e adolescent chooses an identity to reduce the anxiety 
experienced by not having developed an ego identity as expected and as 
demonstrated by his or her peers. Oft en there is little thought given to 
this choice. It is oft en chosen somewhat impulsively, based upon meet-
ing the adolescent’s immediate needs. Th erefore, there is no true com-
mitment to this foreclosed identity. It is a convenient port in a storm. 
An adolescent may foreclose into a negative identity as a gang member 
or a “loser” (Kidd, 2004). However, even if he or she forecloses into a 
positive identity, there may still be problems. An adolescent may choose 
a foreclosed identity by acquiescing to a career of the parents’ dreams, 
like a doctor, but may feel empty because there is no true commitment 
to that identity. Th e teenager may choose an identity by foreclosing into 
a relationship with a boyfriend or girlfriend whom the parents or peers 
push but with whom there is nothing in common. Billy Joel describes 
such a relationship with the story of Brenda and Eddy in “Scenes from 
an Italian Restaurant” on the Stranger album:

Billy Joel describes them as “the popular steadies” and mentions 
that they were the “King and Queen of the Prom”. Th ey were their 
peers’ most popular couple and the envy of all their friends.
Th e song goes on to describe how the relationship that appeared to 

be so perfect to their peers falls apart into divorce. It is a foreclosed 
relationship with little commitment; so when the going gets tough, 
the relationship dissolves. As bad as a diff used identity may feel to a 
 teenager, if that same teen forecloses into an identity that disintegrates 
in late adolescence or young adulthood, the strain of feeling out of place 
with one’s peers will be even more stressful (Neuringer, 1974).

Using Freud’s work as a foundation for ego development, some 
 psychologists have emphasized the role of shame in identity  development 
(Kalafat & Lester, 2000; Shreve & Kunkel, 1991). Th ey describe shame as 
a sense of personal inadequacy stemming from a failure to reach one’s 
own internalized ideals. It is not bad feelings about what one has done. 
Th at is guilt. It is feeling bad about who one is—an inadequate self. In 
adolescence, this sense of shame can result in a lack of cohesiveness in 
the newly formed self. Th e adolescent develops a good set of ideals as to 
who he or she wants to be but feels such shame about failing to reach 
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those goals that a sense of self-loathing begins to emerge. To an adoles-
cent in this circumstance, suicide may seem like a good coping strat-
egy. It simultaneously ends the pain while, at the same time, punishes 
oneself for being shamefully inadequate. Th is is an example of taking a 
maladaptive coping strategy to its tragic and fi nal extreme. Because of 
the pain involved, together with feelings of helplessness and hopeless-
ness, an adolescent’s judgment is skewed so that a maladaptive coping 
strategy is employed, oft en with tragic consequences.

An adolescent’s cognitive development may also help create a  situation 
in which an adolescent may be more vulnerable to suicide. Adolescents 
are fully capable intellectually of understanding the  universality and 
fi nality of death. Th ey have the cognitive development to understand 
those concepts. However, adolescents are also very  egocentric and 
believe that their newly found identities are indestructible (Jurich, 
1985). Th erefore, paradoxically, adolescents may fail to grasp that, if they 
take their own lives, they really will die and not return to life (Hawton, 
1986; Manor et al., 2004). Consequently, it is questionable as to whether 
 adolescents who use suicide as a coping technique really know that they 
are going to die, in the full sense of what death is (Jurich & Collins, 
1996). Th ey may be egocentrically deluded into thinking that, if they 
commit suicide, they really won’t die and everyone will feel sorry for 
them. Th is brings to question whether adolescents who commit suicide 
really have full emotional knowledge of their actions.

Th e personal factors may also contribute to the adolescents’ resources. 
Just as a physically healthy teenager contributes to the potential 
resources that can be called upon in times of stress, a healthy self-con-
cept contributes greatly to the adolescent’s resource tool box (Crockett, 
Randall, Shen, Russell & Driscoll, 2005; Jurich, 1987). Flexibility and 
the ability to adapt to change are important personal traits which may 
be of use in times of stress and crisis.

A sense of humor may give the adolescent a sense of perspective 
 during a crisis. Humor creates distance. Sometimes, an adolescent 
who can distance himself or herself from a crisis with humor can get 
a  better perspective about the stress and muster the resources to cope 
with it. An internal locus of control, in which the individual feels as if 
he or she controls most of what happens in life, has also been shown to 
be an excellent resource in coping with stress (Jurich & Polson, 1984). 
Using personal resources to supplement one’s coping strategies is very 
 benefi cial to the individual under stress, crisis, and pile-up. Two broad 
coping strategies used by individuals are imperviousness and resilience. 
Each has its place in coping with life’s stressors. Imperviousness is the 
ability of the individual to withstand small stressors. A person who is 
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good at being impervious “lets things roll off  like water off  a duck’s 
back.” Resilience is the ability to bounce back aft er being knocked 
down by some more major stressors. An adolescent needs to have both 
of these coping strategies at his or her disposal in order to best cope 
with the adversity of stress. If an adolescent is good at being impervious 
but not at being resilient, he or she will be able to handle the common 
stressors of life but will have problems with major pile-up. If a person is 
resilient but not impervious, he or she will handle life’s pile-ups will but 
will be tortured by small stressors in life. Th e adolescent is optimally 
situated when he or she can draw upon both impervious and resilient 
coping strategies when necessary. Th us, the personal factors of indi-
viduals are key components in deciding whether they will cope with 
stressors, crises, and pile-ups in a bonadaptive or maladaptive manner 
(O’Connor & Sheehy, 2001).

FAMILY FACTORS
A number of researchers have stated that the family may be the single 
most important factor in an adolescent’s entertaining suicidal thoughts 
or actions (Triolo et al., 1987). Th is may be especially true for pread-
olescents and early adolescents who have fewer resources outside the 
family than do middle and late adolescents. Th eoretical models that 
focus on normal family interaction patterns attempt to elaborate about 
the  normal family processes. Once those are established, these models 
examine the pathological processes of families in order to link those 
patterns with the etiology of suicide in adolescents (Orbach, 1988). For 
example, utilizing the Circumplex model of family interaction, research 
has shown that moderate degrees of cohesion (family connectedness) 
were present in healthy families (Olsen, Sprenkle, & Russell, 1979). 
Extremes in cohesion have been found to be associated with a multi-
tude of problems. Families who were disengaged and distant from one 
another produced adolescents who felt disconnected and isolated. Th ose 
who came from enmeshed families oft en produced adolescents who felt 
smothered and felt like they were a prisoner to their own family.

A number of studies found suicidal adolescents came from  families 
who were either enmeshed or disengaged (Collins, 1990; Corder, 
Page, & Corder, 1974) or found that their families vacillated back and 
forth between both extremes in cohesion (Pfeff er, 1986). Families who 
have had a suicidal adolescent and have been described as disengaged 
were characterized by a lack of warmth (Corder et al., 1974), a lack of 
empathy (Miller, King, Shain, & Naylor, 1992; Wodarski & Harris, 
1987), and a lack of supportive adults in the home (Morano, Cisler, & 
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Lemerond, 1993). Th e adolescents described these families as “a house 
but not a home.” Conversely, families who were engaged with their 
 adolescents and were aware of their daily activities produced adoles-
cents who were better adjusted (Waizenhofer, Buchanan & Jackson, 
Newman, 2004).  Families with suicidal adolescents who were described 
as being enmeshed with their families were characterized as being 
 overcontrolling (Corder et al., 1974) and as stunting the adolescent’s 
quest for  diff erentiation and individuation from the family (Pfeff er, 
1986; Wenz, 1979). Th ese  adolescents felt that their parents tightly con-
trolled them in an eff ort to keep them from growing up so that they 
would still be dependent on their parents. In this way a family trait such 
as  cohesion, which in normal families is moderate, can be correlated to 
suicidal adolescents if the cohesion is too extreme in either direction, 
too enmeshed, or too disengaged.

In similar fashion, the other main dimension of the Circumplex 
model, adaptability, functions in a similar manner (Olson et al., 1979). 
 Moderate levels of adaptability have been associated with normal 
 functioning families. Extremes in adaptability have been associated with 
more  pathological families who have produced a suicidal adolescent 
 (Collins, 1990). Chaotic families who have a suicidal adolescent tend to 
be  disintegrating, multiproblem families, with few functioned coping 
skills (Miller et al., 1992). Rigid families who have suicidal adolescents 
are so frozen in ritual and roles that are “tried and true” methods of 
coping that they do not have the ability to adjust to changes within the 
family, especially those changes brought about by a maturing adoles-
cent (Pfeff er, 1986). In either case, the developmental needs of all family 
members, especially the adolescent, go unrecognized or unmet by the 
parents or by the entire family. Th is results in the adolescents’  developing 
poor  interpersonal and social skills and impaired problem-solving skills, 
which are oft en linked to suicidal behavior (O’Connor & Sheehy, 2001).

If we combine extremities on these dimensions together, we can see 
where such pathological extremes of family characteristics can lead an 
adolescent to commit suicide. In a family which is rigidly disengaged, 
the adolescent experiences the pain of being isolated from one’s own 
family along with an infl exible family system, which limits both the 
possibility of change and the probability that change will be employed to 
lessen that pain (Miller et al., 1992). To the adolescent in this  situation, 
suicide may seem like the only way out.

When rigidity is combined with enmeshment in the adolescent’s 
family, the adolescent feels as if all of the decision-making power resides 
in the hands of the parents, with little or no input or involvement by 
the adolescent (Corder et al., 1974). In this situation, the adolescent 

RT6086X_C004.indd   47RT6086X_C004.indd   47 8/3/07   7:52:47 AM8/3/07   7:52:47 AM



48 • Family Th erapy with Suicidal Adolescents

feels little or no power over his or her involvement with the family and, 
therefore, feels trapped in a child-like developmental stage. Because any 
sign of autonomy or individuation will be seen by the parents as disloy-
alty and, therefore, betrayal of the family, the adolescent feels powerless 
to change the family environment that has stunted his or her growth 
(Pfeff er, 1986). Suicide becomes the adolescent’s desperate eff ort to 
restore some sense of personal power in an attempt to meet his or her 
own developmental needs.

When families are chaotically disengaged, the family is so scattered 
in its interpersonal focus that the adolescent feels lost in the shuffl  e. 
Th ere is no sense of order in the family and chaos reigns. Because the 
family is disengaged, nobody seems to care what the other family mem-
bers are doing or feeling. As one adolescent described it, “I don’t have a 
home; I have a boarding house to fl op in.” Because adolescents are try-
ing to establish their own sense of independence, such a description of 
“home” has, on one hand, a lot of appeal to them. Th ere seem to be few 
rules or no rules and nobody seems to “get in your business.” For many 
adolescents from more typical families, this might seem like a dream. 
Adolescents in such chaotic disengaged families might even brag about 
the autonomy they have. However, the adolescent soon comes to realize 
that the reason why they have so much autonomy is that the rest of the 
family doesn’t really care about them. Th ey are chaotically bouncing 
through life by themselves, with little thought about the other family 
members. When adolescents fi nally realize that this is the case, they 
feel unloved and abandoned. Th eir peers might give them support but 
that support ebbs and fl ows with the whims of the peer group. Th is is 
 especially true of preadolescents and early adolescents who are more 
in need of parental support and less likely to have formed close friend-
ships at that age. Many adolescents described themselves as being 
“abandoned” or “orphaned” by their families. If an adolescent takes 
this abandonment by the family as a sign that he is “not worth caring 
about,” he or she may seek suicide as a way of not burdening the family 
with his or her needs (Kidd, 2004).

When families are chaotically enmeshed, adolescents receive a very 
confusing double message. Th ey are told that they must be loyal to the 
family at all costs, but the family is so chaotic that there seem to be no 
rules on how to make that happen. Family loyalty is paramount, but the 
chaos of the family is so overwhelming that no pattern or predictability 
is apparent in the family’s interactions. Loyalty issues seem to pop up 
out of nowhere and fade in importance without any sense of resolution. 
Th is type of family interaction is “crazy making” (Watzlawick et al., 
1967). To the adolescent, it is impossible to create an independent 
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ego identity because to be independent is to be disloyal. However, the 
 circumstances in which loyalty questions arise are confusing at best. 
Th e adolescent has no anchor point because of the family chaos. Th ere 
is also no modeling of negotiations or confl ict resolution for the adoles-
cent to follow. As one adolescent explained:

Everything would be quiet. I would be doing my own thing and 
then, wham! Either Mom or Dad would get on my case about how 
our family was fi rst, and I was betraying the family by wanting to 
go out for the track team. Th ey would yell and nag and then, poof! 
Everything would be dropped. Nothing I could say or do would 
change anything. I was helpless to do anything! Th en it would 
start again. One time, when mom was ragging on me, I picked up 
the gun and threatened to shoot myself just to shut her up
Suicide can be a way of ending the chaos and ceasing the feeling of 

disloyalty. “If I don’t know what else to do, killing myself at least takes 
me out of the equation.”

Extremes in such basic family dimensions as cohesion adaptability 
make it dangerous to speak openly and honestly within the family system 
(Olson et al., 1979). In families with suicidal adolescents there is oft en a 
scarcity of communication among family members (Cordor et al., 1974; 
Wodarski & Harris, 1987). When the rules are unclear or are very rigid, 
any communication among family  members may break a rigid rule or 
may violate a principle of which the  adolescent was unaware. Many 
 family members simply fi nd it easier not to  communicate at all, except 
for light chitchat of no consequence. When confronted with the prospect 
of walking through a minefi eld, the best path to take may be no path 
at all. Some families with suicidal  adolescents  communicate but do so 
very poorly (Asarnow, 1992; Pfeff er, 1986). If the family with extremes 
in cohesion and adaptability make it dangerous to  communicate, a 
family member must develop “survival techniques” in order to be safe 
in the family. Family members may use secrecy in order to  withhold 
information from other family members who might react badly to 
such information. Incongruent and disqualifying  messages let a family 
member make statements but also allow him or her to escape the con-
sequences of those statements by reducing the clarity of what was said. 
Th is obfuscation of meaning, to quote a fi ft een-year-old male  client, 
“turns up the fog index and lets me escape into that fog if I have to.” 
Non-supportive messages protect the person sending them by attack-
ing the listener (“the best defense is a good off ense”). Double-binding 
communications take away the power of the listener by backing him or 
her into a corner with both choices benefi ting the speaker, and neither 
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necessarily benefi ting the listener. When such patterns of communica-
tion are present in the family or the family doesn’t communicate at all, 
stress is elevated in the family, and the family members lose each other 
as resources. Th is also restricts family members from sharing their 
perceptions about family matters and gaining new insights into family 
dynamics and themselves. Such a shut down of viable communication 
among family members works to the detriment of all three dimensions 
of Hill’s ABC  X model (Hill, 1949).

Such fl awed communication patterns also increase the level of  hostility 
within the family (Pfefer, 1986; Rubenstein et al., 1989; Wodarski & 
Harris, 1987). Because everyone in the family is “walking on eggshells,” 
everyone feels tension in the family on a continuous basis. Nerves are 
frayed, and everyone is irritable. Many family members begin to blame 
each other for these negative feelings, and the hostility within the 
family rises. Because adolescents are seeking their own autonomy, they 
are oft en at odds with the parental rules of the family (Jurich, 1979). 
Th is makes them the perfect scapegoats for the hostility. If something 
goes wrong, blame it on the adolescent (Buehler & Gerard, 2002). At a 
time when adolescents are trying to formulate their own independent 
ego identities, they are branded with an identity by their own family 
as “troublemaker.” Adolescents can respond to this in one of two ways. 
Th ey might fi ght back and attack those family members who are being 
hostile to them. If they take this course of action, they are validating to 
their families that they are, in fact, troublemakers. A second course of 
action is that they will believe that they are, in fact, a troublemaker, and 
they will accept the label. In either case, adolescents can easily begin 
that cycle of depression in which they loathe themselves and seek to 
punish themselves. As explained above, such anger turned inward will 
oft en begin the process that culminates in suicide.

Suicidal adolescents have oft en been subjected to emotional,  physical, 
and sexual abuse (Allberg & Chu, 1990; Hamton, 1986; Shafi i et al., 1985; 
Slaby & McGuire, 1989). Sexual abuse may be especially disturbing and 
damaging to the preadolescent population who have suicidal ideation 
(Jurich & Wearing, 2004; McHolm, MacMillan & Jamieson, 2003). A 
disturbing fi nding in the literature was that, regardless of whether the 
family hostility was directed towards the adolescent or not, forty-three 
percent of all adolescent suicide attempts were preceded by a family 
fi ght (Litt, Cuskey, & Rudd, 1983).

Because of this degree of hostility and the types of dysfunctional 
interaction patterns within the family, many families try to close off  
their boundaries in an eff ort to shield the family from the critical gaze 
of outsiders (Leigh, 1986). Making the family’s boundaries somewhat 
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impermeable does eliminate at least some of the outside criticism. 
However, unless the family can totally shut off  any contact with the 
outside world, including all forms of mass media, some information 
from the outside world will creep into the conscience of the adolescent 
to tell him or her that something in this family is very wrong. It only 
exacerbates the adolescent’s perception of the extremity of the family’s 
dysfunctions. In addition, closing off  the family’s boundaries may cut 
the family off  from any external resources (Sands & Dixon, 1986). As a 
result, suicidal adolescents see their families as being totally alone and 
isolated, with no hope of changing their present interaction patterns. 
Th e adolescent sees his or her family as being stuck in a world of pain 
with no way out (Asarnow, 1992). In these circumstances the  adolescent 
may view suicide as the only option available to force the family to open 
up its boundaries.

Th e origin of much of the hostility and closing of the family’s 
 boundaries seems to stem from the inability of the parents to accept and 
perform parental roles (Pfeff er, 1986). Parents of suicidal adolescents 
oft en demonstrate a marked inability to deal with their own childhood 
trauma (Sands & Dixon, 1986). Some of these parents were abused 
when they were children. Many suff ered through some highly  stressful 
times, such as poverty, crime, loss of a job, divorce, or  premature deaths 
in their own family of origin. Th is can oft en lead to the parents’ being 
depressed (Forehand, Jones, Brody & Armistead, 2002;  Hammen, Shih, 
&  Brennan, 2004). It is very typical that the adolescent may model 
this depressive behavior, thus transmitting the depression from one 
 generation to the next. Now that they have  established their own family 
(family of  procreation), they are so egocentric in trying to meet their 
own unmet needs that they have a diffi  cult time comprehending the 
 normative parenting expectations placed on them by society (Wenz, 
1979). Th erefore, they struggle to accomplish the duties of parenthood 
and are inadequate in off ering much guidance about values or coping 
skills to the adolescent (Asarnow, 1992; Peck, 1982). With no role model 
to follow, adolescents may have little to guide them in  establishing 
resources or developing coping skills.  Consequently, the adolescent 
attempts to create coping techniques through trial-and-error (Wenz, 
1979). Although some of these resources and coping skills may be 
functional, a number of them will be maladaptive. Suicide may become 
one of these maladaptive techniques of coping that an  adolescent 
may explore when he or she is trying to make sense of an extremely 
 confusing world.

Many parents have trouble, not only with their parental roles but 
with their spousal roles as well (Buehler & Gerard, 2002; Pfeff er, 1986). 
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Families with suicidal adolescents oft en have severe marital discord 
(Berman, 1985; Sands & Dixon, 1986). A home with marital fi ghts (either 
physical or verbal) produces high levels of stress for the adolescent. What 
adolescent wants to experience two of the most important people in his 
or her life hitting each other or calling names? It is very easy for the ado-
lescent to become triangulated into the spousal relationship under these 
circumstances. If this does occur, it is also very easy for the adolescent 
to feel some sense of responsibility for the  marital problems and perhaps 
even blame himself or herself for the parents’ spousal problems.

Even if the adolescent is not triangulated into this spousal  relationship, 
the adolescent may still be aff ected by marital discord. Adolescents 
are at a time of life where they are exploring the vast possibilities of 
coupling relationships, be they heterosexual or homosexual. Th ey are 
learning what it is like to fall in love. Once they have established a 
solid ego identity, the next developmental task for them is establishing 
intimacy (Erikson, 1968). An adolescent who is working on his or her 
own feelings of intimacy has to live in the same house as parents who 
are modeling intimate spousal relationships by fi ghting all of the time 
(Jurich & Jones, 1986). Th is is not the model that young people want to 
have of an intimate relationship. Sadly, I have had a number of students 
and clients who tell me that they never want to get married because 
they saw the way their parents turned out. Th is is a diffi  cult decision to 
hold, considering the peer pressure and pressure from the media to be 
romantic, sexual, and intimate. Th e adolescent may feel caught in a vise 
in which suicide looks like a solution to the problems.

In many cases marital discord can lead to marital separation or 
divorce (Allberg & Chu, 1990). We have previously discussed how 
 cataclysmic a stress or divorce can be to the whole family. As one 
 adolescent girl, age 13, told me:

Divorce is a bummer. Your stress is doubled and your friends are 
halved. Your future drops to zero.

Th e stressors surrounding divorce are great (Videon, 2002). Th e 
 animosity and uncertainty of parental divorce keep the adolescent’s life 
in a constant state of upheaval. Because of divorce, many  adolescents 
may spend part of their life in a single-parent family (Garland & Zigler, 
1993). Not only is one resource, the noncustodial parent, taken away but, 
because of the burden of having to perform the duties of two  parents, 
the custodial parent is also lost to the adolescent as a resource (Jurich & 
Jones, 1986). For the adolescent, especially the preadolescent and early 
adolescent, the lack of a stable home environment leaves them with a 
profound sense of loss.
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It is this sense of loss that characterizes many suicidal  adolescents 
when they speak about their families (Arensman & Kerkhof, 1996; 
Henry et al., 1993; Morano et al., 1993). Th is loss may be due to a 
 parent’s death (Allberg & Chu, 1990), parental absence because of 
work (Shafi i et al., 1985), or drug or alcohol use (Henry et al., 1993). 
Th e loss may be particularly disturbing if a parent committed suicide 
(Arensman & Kerkhof, 1996; Rubenstein et al., 1989). Not only does 
the adolescent experience the loss of a parent but he or she watches, 
up close and personal, how to commit suicide. Th at is a very powerful 
maladaptive model to expose to an impressionable young person. If a 
parent commits suicide, there is a fi ve times greater chance of his or her 
child committing suicide. Th at type of modeling is overwhelming to 
many adolescents. A parent may fall victim to chronic illness (Hawton, 
1986) or may be trying to cope with his or her own emotional problems 
(Berman, 1985). In these situations, the parent may feel unable to meet 
the emotional or interpersonal needs of the adolescent. Once again, the 
adolescent is left  with sharing his or her parent’s stress while they lose 
that parent as a resource (Forehand et al., 2002).

Even if both parents are present in the family and seem to be 
 unburdened by these stressors, they may be psychologically absent and 
unavailable to the suicidal adolescent (Hawton, 1986). It is hard for the 
adolescent not to feel ignored (Henry et al., 1993). Th eir troubles and 
tribulations do not even make it onto the parent’s radar screen. Many 
adolescents feel unwanted and unloved by their families (Triolo et al., 
1984). Even worse, they may feel unlovable (Kidd, 2004). In such fami-
lies, suicides or suicide attempts may be more about being a symptom 
for the family’s dysfunction rather than the adolescent’s own  pathology. 
An adolescent’s suicide attempt diverts attention away from the family’s 
problems (Henry et al., 1993) and may push the family further toward 
maladaptation.

PEER FACTORS
Peers are important relationships for all of us. However, they hold a place 
of central importance for the adolescent because the peers  provide a coun-
terpoint to the infl uence of the family in the adolescent’s  establishment 
of his or her own ego identity (Jurich, 1987). Th erefore, peers are inordi-
nately important to adolescents. If the adolescent is accepted or even well 
liked by his or her peers, all is right with the world and the adolescent has 
a very strong set of resources to help cope with stress. However, a lack of 
peer acceptance may be  devastating, both causing stress and eliminating 
resources. What makes this situation worse is the fact that adolescents 
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can oft en be hypersensitive to any messages about nonacceptance from 
friends, acquaintances, or the peer group as a whole (Kirk, 1993). Early 
adolescents are especially vulnerable to this dynamic (Jurich, 1987). 
Th ey seemed to be trapped by their own inability to internalize peer 
acceptance to validate themselves. Because of this developmental lack 
of skill in internalizing, they need the constant validation of the peer 
group. Th is makes them very vulnerable to the whims of the group and 
takes away the adolescents’ control over their own ego development. 
As the adolescent matures through middle adolescence and late ado-
lescence, skills in  internalizing validation and self-validation grow and 
help the adolescent be less vulnerable to the caprice of the peer group. 
However, even in the latter stages of adolescence, adolescents who fi nd 
themselves without peer acceptance, belonging, and affi  rmation, may 
fi nd their own self-esteem diminishing and their minds turning to 
thoughts of suicide (Kidd, 2004; Sands & Dixon, 1986).

When adolescents diff erentiate from their parents, they approach 
peer relationships and friendships on their own terms (Jurich, 1987). 
Th ey diminish their allegiance to the peer group and begin to choose 
friends for their mutually benefi cial relationships with them. Th ere is 
an identifi cation with these friends and a natural support develops. 
However, when adolescents fail to diff erentiate from their parents, 
they are likely to feel either enmeshed or cut off  from their families 
(Bowen, 1976). If they are still enmeshed with their parents,  adolescents 
will feel disloyal to identify with their peers. If they are cut off  from 
their  families, adolescents will oft en feel that they are inadequate in 
 relationships. “Aft er all, even my family turned away from me.” In either 
case, when adolescents fail to diff erentiate from their parents, they also 
fail to diff erentiate from their peers (Sands & Dixon, 1986; Wodarski 
& Harris, 1987). Adolescents who feel inadequate in social situations 
but feel that they are surrounded by socially competent peers will, 
most likely, decrease their self-esteem (Holinger & Off er, 1981; Sands 
& Dixon, 1985). Suicidal adolescents oft en expressed less  satisfaction 
with their peer relationships and friendships (Forrest, 1998). However, 
they also expressed a need to have a social group of peers in order to 
enhance their self-esteem (Rubenstein et al., 1989). Th is poses a serious 
problem for suicidal adolescents. Th ey almost desperately want what 
they are poorly suited to pursue (Neuringer, 1974). Another problem 
 exacerbating this situation for the early adolescents is that they also 
want their parents to approve of their peer group (Triolo et al., 1984). 
Especially if the adolescent is feeling either cut-off  from or enmeshed 
with his or her family, the parents will not likely give up their power in 
the parent–adolescent relationship by validating the peer group, which 
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is their potential rival for the control of the adolescent. Th e suicidal 
adolescent may feel “painted into a corner” as far as peer relationships.

When these adolescents do come into social contact with their 
peers, they lack the necessary social communication skills to be 
very successful at establishing mutually benefi cial peer relationships 
(Allberg & Chu, 1990). Contacts with peers are oft en awkward and may 
be even humiliating (Blumenthal, 1990). Because of these  experiences, 
an adolescent may isolate himself or herself (Allberg & Chu, 1990; 
 Rutter & Behrendt, 2004) and become a “loner” (Wodarski & Harris, 
1987). Not only is this painful but it leaves the adolescent with fewer 
interpersonal resources and poor social supports (Blumenthal, 1990; 
Slaby & McGuire, 1989). Th is gives adolescents a feeling of  emptiness 
in their lives (Hawton, 1986). Th is can lead to loneliness, depression, 
and further withdrawal from contact with their peers (Allberg & 
Chu,, 1990; Forrest, 1988). A suicide attempt may be the adolescent’s 
only way of dramatically attempting to communicate his or her pain 
to peers and family (Allberg & Chu, 1990). Th erefore, the suicidal 
 adolescent may become the victim of his or her own confl icting social 
 pressures,  resulting in alienation and marginalization (Sands & Dixon; 
Young, 1985).

Th ere are a number of situations that exacerbate the adolescent’s vul-
nerability to peer stress. Romantic relationships can be a great source 
of support and validation to an adolescent who has trouble relating to 
peers (Jurich, 1987). What better validation is there than to have a per-
son tell you, “I love you and I want to spend the rest of my life with 
you”? Unfortunately, the entire adolescent population has read too 
many fairy tales and, unfortunately, believes in many of the modern 
myths of romantic relationships. For instance, adolescents believe that 
the hard part about relationships is “fi nding the right person.” Once 
you’ve found the “right person,” “relationships are easy and everything 
just falls into place.” Nothing could be further from the truth. Once 
you’ve found the “right person,” then the hard work starts. People have 
to work at making a romantic relationship successful. It just doesn’t 
“just happen.” Many adolescents expect their relationships to be prob-
lem-free. Th at is just not a realistic picture of intimate relationships. 
Th erefore, they are surprised, shocked, and disappointed when they 
have to negotiate with an intimate partner and cope with diff erences of 
opinion. For adolescents who have inadequate social skills in their peer 
relationships, believing in this myth can have terrible consequences. 
Th e intimate relationship means more to those adolescents because 
it makes up for and substitutes for the relationships with peers that 
did not work. If the adolescents come to view their intimate romantic 
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 relationship as being unstable and problematic, even if their expecta-
tions of that view are fueled by unrealistic mythical assumptions of an 
overly romantic society, they will assume that, once more, they have 
failed at peer relationships (Berman, 1985; Henry et al., 1993).

Th ere is another societal myth which comes into play at this point. 
Overly romanticized society tells us that there is only one true, per-
fect person for you—one soul mate. For those who believe in this 
myth, if they meet this “soul mate” and the relationship fails, they 
have blown their one chance at true happiness. For a thirty-year-old, 
a divorce can be a terrible, painful experience. However, in many 
ways it is easier than the break-up of a fi rst intimate romantic rela-
tionship at age  sixteen. Even though the divorce at age thirty will be 
much more complicated and signifi es the termination of a relation-
ship that was pledged to last a lifetime, in many respects, it is still 
easier than the sixteen-year-old’s break-up of a three-month relation-
ship. Th e thirty-year-old knows he or she will survive and that there is 
probably someone out there with whom he or she can create another, 
more functional relationship. Th e sixteen-year-old doesn’t know that. 
Because of the lack of dating and intimate experiences prior to this 
relationship, the sixteen-year-old relies on the societal myth that says 
that there is one perfect soul mate. If the adolescent has blown that 
one chance, what is his or her future? Should he enter into a monas-
tery or she into a convent to make wine or translate manuscripts for 
the rest of his or her life? Th ey imagine they can’t get into another 
intimate romantic relationship. Society has told them that they blew 
their one chance! Is it any wonder that adolescents whose romantic 
relationships have broken up are even more susceptible to the kind 
of peer stress that may result in suicide (Arensman & Kerkhof, 1996; 
Blumenthal, 1990; Canetto & Lester, 1999; Hawton, 1986; Sands & 
Dixon)? If these adolescents do not break up their romantic relation-
ships and decide that they need each other so much that they will get 
married and try to raise a family in their teen years, their life will still 
not be “perfect” along the lines dictated by the societal myths. Trying 
to be a teenage spouse or, even more, a teenage spouse and a  parent 
creates a life which is so fi lled with stress that it, too, is more likely to 
make them a candidate for suicide (Henry et al., 1993).

Sexual identity diff erences have been linked to a higher risk of 
 suicide (Ryland & Kruesi, 1992). Th ere does not seem to be anything 
 inherent in the specifi c nature of homosexuality or bisexuality that 
seems to be causally linked to the etiology of suicide. However, because 
of our society’s negative attitudes toward homosexuality, there is oft en 
a great deal of peer censure and even ridicule. Th is seems to be linked to 
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the elevated rates of suicide among homosexual, lesbian, and bisexual 
 adolescents. As one fi ft een-year-old homosexual male related:

Once you come out of the closet, you’re a target. People stop talking 
when you approach a group. As you leave, someone soft ly mumbles 
the word “queer” behind your back. I’ve still got friends—good 
ones. But there are people I don’t want to be around in an isolated 
situation. Look what they did to Matthew Shepard.
Such pressure cannot help but make peer pressure build and, 

with it, peer stressors. In addition, many peers are too scared of peer 
 censure to support a gay friend. Th is takes away a lot of resources 
from the  homosexual or bisexual adolescent. If these stressors are 
frequent and resources are weakened, suicide may seem like a viable 
alternative.

Many adolescents, who feel as if they don’t fi t in with the  mainstream 
peer group, may attempt to cope in maladaptive ways. Th ey may 
decide that using or abusing drugs is a way to cope. Such behavior may 
also give them a sense of acceptance with a specifi c subgroup of the 
 population—the drug users. Although this may have some short-term 
benefi ts for the adolescent, there are also some long-term consequences. 
Aside from addiction and legal trouble, drug abusers feel inadequate 
because they are not able to cope with life without the psychological 
crutch of drugs (Jurich, Polson, Jurich, & Bates, 1985). Th is  diminishes 
an adolescent’s self-esteem. Drug use also teaches an adolescent to seek 
immediate relief from anything unpleasant by using drugs.  Th erefore, it 
teaches the adolescent to be highly impulsive. Th is combination of low 
self-esteem and high impulsivity makes the adolescent very  vulnerable 
to seeking an immediate, impulsive release from pain by committing 
 suicide (Arensman & Kerkhof, 1996; Beck & Steer, 1989; Garland & 
Zigler, 1993). Adolescents who feel inadequate to fi t into the mainstream 
peer group, may turn to delinquent behavior and seek  acceptance from 
“the hoods” or a juvenile delinquent gang. Despite all of the apparent 
bravado and independence from society, many  delinquent adolescents 
oft en feel trapped by society’s rules on one hand and the gang’s rules 
on the other hand. Suicide may be looked upon to provide an avenue of 
escape (Kidd, 2004; Sands & Dixon, 1986).

When there is a diff erence between an adolescent’s intellectual 
 development and his or her social development, problems can arise 
(Delise, 1986). Although adults may treat these adolescents according 
to their intellectual age by giving them advanced academic standing or 
skipping a grade or two, these adolescents are very well aware that they 
are inferior to their peers when it comes to social skills. Despite adult 
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kudos on their academic performance, they feel immature in their 
social skills and do not identify with their peers’ needs and values. In 
fact, when one considers the fact that many peers may feel intellectu-
ally inferior to those adolescents, these peers may look upon the social 
arena as a way to “get back” at them or “bring them down to size.” Th is 
creates tremendous stress and cuts off  adolescent peer resources. It is 
for these reasons that gift ed adolescents, especially females, have been 
found at a higher risk for suicide attempts (Delise, 1986; Shaushnessy & 
Nystul, 1985). For students who are having trouble in school, declining 
grades and failing in school can also be a source of personal and peer 
embarrassments, oft en leading to a suicide attempt (Henry et al., 1993; 
Rubenstein, 1989; Wodarski & Harris, 1987).

Even the simple act of residential mobility may pose severe problems 
for adolescents. Residential moves will disrupt relationships with peers, 
forcing the adolescent to be the “new kid on the block.” Th e adolescent’s 
ignorance of the new peer group rules and previous social relationships 
puts him or her at a tremendous disadvantage in making new friends. 
Th is induces new peer stress without the assistance of familiar resources 
to help the individual cope (Henry et al., 1993). Th is will increase the 
vulnerability of the adolescent to turn to suicide to cope with the pain 
(Arensman & Kerkhof, 1996).

Th e most dramatic example of the infl uence of adolescent peers on 
each other is the phenomenon of “cluster suicides” (Davidson, 1989; 
Gould, Petric, Kleinman, & Wallenstein, 1994). Cluster suicides occur 
when one adolescent commits suicide and the peer group is greatly 
 disturbed by the event. As stated previously, since our culture has 
 simply decided not to think about death, it always seems to catch us by 
surprise. Two other factors make this event even more problematic:

 1. Th e death of an adolescent is an “out of time” death.  Adolescents 
are not supposed to die at that age. Th ey are supposed to 
grow old and eventually die during their geriatric years. Th is 
enhances the stressor event.

 2. A suicide is a purposeful choice to embrace death. As this is 
so contrary to our normal fear of death and our treating death 
as an enemy, it is more shocking and more stressful. Guilt and 
blame may be present because the peer group will try to place 
the blame of the adolescent’s suicide on someone in order to 
understand it better.

If the adolescent who committed suicide was well liked and thought 
of as highly competent, a peer might think, “God, if he committed 
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suicide and he had his shit together and everyone liked him, how can I 
not commit suicide, too?” If the adolescent who committed suicide had 
problems, a peer might reason: “She was just like me. Maybe suicide is 
an alternative for me, too. Everybody says ‘She’s in a better place now.’ 
Maybe that’s where I should be, too.”

If the suicidal adolescent was a “loner” and relatively unknown, how 
the peers and school handles the suicide might have a major impact on 
the possibility of future suicides. A school needs to have empathy for the 
victim, but it needs to label his choice as a foolish one and speak about 
the cost of such an absolute choice. If the school lionizes the suicide 
victim, puts his picture on the front page of the paper, and is eff usive 
in praising him, a peer might think, “He was a nobody! Yet, look at all 
the attention he got from his suicide. He ate lunch by himself four out 
of fi ve days a week but everyone is saying that he was their best friend. 
Look at the attention he’s getting. I bet they would do the same for me 
if I committed suicide.”

Th ese are not the kinds of internal dialogues we want our  adolescents 
to be having. Th e results can be deadly. For example, on February 19, 
1983, a seventeen-year-old male was killed in what was reported to be a 
drag racing incident in Plano, a suburb of Dallas, Texas. Within the next 
eight weeks, three other Plano teenagers, including the seventeen-year-
old’s best friend, took their own lives (Gelman & Gangelhoff , 1983).

Studies have shown that just knowing somebody who has  committed 
suicide (Blumenthal, 1990) or somebody who was  murdered  (Berlin, 
1987), especially a peer, is enough to increase the risk of suicide. 
 However, in cluster suicides the initial adolescent who commits  suicide 
seems to breed a contagion among other adolescent peers in a  manner 
that  mirrors the spread of an infectious disease (Gould, 1990). Th e 
 identifi cation with the adolescent who has just committed suicide is very 
powerful for the adolescent who is formulating his or her own  identity. 
Adolescents are very vulnerable to the infl uence of peer  modeling 
(Davidson, 1989). Th is major peer infl uence can tip the  teeter-totter 
towards maladaptation for not only one suicidal young person but for 
many others as well (Jurich & Collins, 1996).

COMMUNITY FACTORS
At the broadest level, the term community refers to the culture in which 
an adolescent lives. Many scientists have wondered if adolescent suicide 
is a uniquely American phenomenon. We in the United States are not 
alone about our concern for adolescent suicides. In the International 
Handbook of Adolescence (Hurrelmann, 1994), excluding the United 
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States, one half of the 30 countries about which a chapter was written 
felt the need to have a section on adolescent suicide (Jurich & Collins, 
1996). Each country responds very diff erently to the phenomenon of 
adolescent suicide (Hawton, 1986). Some cultures, especially those of 
an agrarian nature, seem to change at a slower pace. Others, especially 
highly industrialized countries, change rapidly. It is these rapidly chang-
ing cultures which create more turmoil for their adolescents, increasing 
the number and magnitude of stressors (Ryland & Kruesi, 1992).

Within the greater culture, there are a number of subcultures that 
view death, dying, and suicide in diff erent ways (Irish, Lundquist, 
& Nelsen, 1993). Within a pluralistic culture such as the United States, 
this is certainly true. Certain tribes within the Native American popu-
lation have the highest suicide rates in the United States (Berlin, 1987; 
Centers for Disease Control and Prevention, 2002). Th is population has 
a number of factors that contribute to the stress of Native American 
adolescents (Henry, et al., 1993). Poverty and economic hardship poses 
a major problem. Not only does it create stressors in the life of the ado-
lescent but it also limits the adolescent’s access to resources. For many 
Native American adolescents, their life on the reservation is compared 
to the life in the culture at large, as depicted for them on television. 
Th is may breed dissatisfaction among the adolescents who believe the 
unrealistic image of how people in the culture at large live. Th e Native 
American population is still feeling the eff ects of the forced displace-
ment of children and adolescents to boarding schools, engineered by 
the federal government. Th ere are also confl icting and sometimes even 
paradoxical messages given to the Native American youth by the cul-
ture of his or her tribal heritage and the culture at large. In addition to 
these factors is the prejudice and discrimination suff ered at the hands 
of the majority culture. Th ese all serve to add stressors to the Native 
American adolescent’s life. In addition, poor coping techniques, in the 
form of alcoholism and drug abuse are sometimes modeled for the 
adolescents by tribal adults (Henry et al., 1993). Finally, many Native 
American tribal cultures do not have the same negative view of death 
and suicide that is generally found in the larger society. Th e removal of 
the larger culture’s negative attitudes about death and suicide lowers 
a barrier against using suicide as an active coping technique (Jurich 
& Collins, 1996). Considering these factors, it is little wonder that, for 
some Native American adolescents, the suicide rate is so high.

Even for those ethnic minority groups where the suicide rate has 
been historically low, such as the African-American population, there 
are problematic conditions that have recently caused the suicide rate 
of young African-American adolescents to rise (Centers for Disease 
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Control and Prevention, 2002; Murry & Bell-Scott, 1994). With the 
history of slavery and oppression in the background of many African-
American families, it is no surprise that many in the African- American 
community have felt a strong sense of alienation from the majority 
 culture. Many have sought to distance themselves from the culture at 
large because of this sense of alienation. Although this attitude may 
serve to lessen stress by isolating the African-American adolescent 
from  societal discrimination, it also has the unintended consequence of 
 cutting off  many African-American adolescents from needed resources. 
Th is situation is worst in the urban ghetto. In the inner city or “the 
’hood,” poverty, overcrowding, crime, violence, and social isolation 
from mainstream society can create feelings of powerlessness, depres-
sion, and despair among young people. Adding to these problems is the 
psychological distress caused by both real and perceived  discrimination 
because of their race (Cassidy et al., 2004). Facing these stressors with 
few resources is diffi  cult and, increasingly, adolescents are turning to 
suicide as a possible way out. Th us, for the subcultures at either end of 
the continuum of suicide rates, there are still pressures that can lead to 
a variety of forms of maladaptation, including suicide.

Within the larger society, communities vary signifi cantly in the 
degree to which they value their young people and support them through 
this very diffi  cult period of life, their adolescence. If a  community is 
quick to punish or arrest an adolescent, it will not be looked upon by 
its  adolescents as being “user friendly” (Kirk, 1993). Instead, it will 
be viewed as yet another sign that theirs is a hostile  environment in 
which to live. If the community is a highly transient one, where many 
 families move in and move out, adolescents will be under stress and 
feel no  allegiance to such a community and its rules. If there are no 
social supports to help the teenager cope with these stressors, the 
 adolescent will be more likely to become maladaptive (Hawton, 1986). 
If the  community’s adolescent population is large, it may stretch the 
 community’s resources to assist them (Holinger & Off er, 1981; Ryland & 
Kruesi, 1992). Competition for prized commodities, such as jobs, good 
grades, and status positions, may become fi erce and adolescents may 
resort to maladaptive coping techniques such as violence. On a trip to 
the mall, adolescents may fi nd themselves being courted by merchants 
to spend their money in their stores, yet the same adolescents may be 
chased out of the mall by the same merchants for “loitering too long” if 
they don’t buy anything. Th e adolescents receive a paradoxical mixed 
message as to their worth to their community.

Many of a community’s values are taken from those of the greater 
society. Th e greater society condones taking medications to cope with 
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illness, either physical or psychological. Th is attitude is mirrored in 
 individual communities. Adolescents see this portrayed on television 
and modeled by their parents, so many adolescents self-medicate by 
 taking psychoactive substances, either legal or illegal (Beck & Steer, 
1989; Geller & Luby, 1997). Th erefore, the risk of a suicide by drug 
overdose is increased (Hawton, 1986), especially if a mental illness 
is involved (National Institute of Mental Health, 2001). Th e societal 
acceptance of violence creates a community atmosphere where violence 
is  promoted as a problem-solving technique for young people (Berlin, 
1987;  Kreitman & Casey, 1988). Th at violence may be directed towards 
others or it may be directed towards oneself. In a society that allows 
for the widespread availability of fi rearms (Boyd & Moscick, 1986), 
researchers have found a positive correlation between the  accessibility 
and use of fi rearms and suicide rates (Garland & Zigler, 1993; Lester, 
1988). Since 1950, the number of fi rearms per person in the United 
States has dramatically risen, and the number of suicides by fi rearms 
has increased three times faster than all other methods of suicide (Boyd 
& Moscick, 1986). For adolescents who commit suicide, there is a greater 
availability of fi rearms in their homes than in the homes of their peers 
(Brent, Perper, Moritz, Baugher, & Allman, 1993). Th us, the eff ect of the 
society fi lters down from many levels to aff ect the individual suicidal 
adolescent (Bronfenbrebber, 1970; 1986).

How a community newspaper, television, or radio station reports an 
adolescent’s suicide will have a great eff ect on any subsequent suicide 
attempts by the adolescent’s peers (Henry et al., 1993). Suicides among 
adolescents seem to rise sharply if there is more media coverage of the 
event (Blumenthal, 1990; Garland & Zigler, 1993). Th e suicide rate in the 
broadcast region covered by the television or circulation region covered 
by the newspaper tends to increase for one to two months aft er a suicide 
has been covered by the media (Phillips, Carstensen, & Paight, 1989). 
Th is is particularly true for adolescents who see themselves as similar 
to the suicidal victim. How an individual community will respond to 
these societal values and how that community values its adolescents 
will have a major role in determining the community’s adolescent 
 suicide rate. If the adolescents in a community feel that they are cared 
for and cherished by the community, they will utilize their community 
resources to fi nd other bonadaptive ways to cope with the stress of ado-
lescence. However, if the adolescents feel alienated by their community, 
they will demonstrate no loyalty to their community and will exhibit a 
wide range of maladaptive coping strategies, including suicide.

Th ese previous chapters have served to give the reader the back-
ground that I feel to be necessary to understand the very complex 

RT6086X_C004.indd   62RT6086X_C004.indd   62 8/3/07   7:52:54 AM8/3/07   7:52:54 AM



Factors in Adolescent Suicide • 63

nature of suicide as it applies to adolescents. Applying even one 
 therapeutic technique to all of the possible permutations of adolescents 
and problems, including the fi ve factors outlined above, would be an 
impossible task. Th e remainder of the book will focus on  therapeutic 
strategies and techniques. It is my hope that these strategies and 
 techniques, when cross-referenced with the above information on 
 suicide, adolescent development, and salient factors in the adolescents’ 
lives, will help guide the reader in conducting therapy with suicidal 
adolescents.
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Five
THE THERAPEUTIC FRAMEWORK 

FOR INTERVENTION
A Strategy for Family Therapy

FOUNDATIONS
Th e theories of the etiology of adolescent suicide give the therapist 
some direction in doing therapy with this population. Th e “Teeter-
Totter Model” presented by Jurich and Collins (1996) suggested that 
the  bonadaptation could be nourished if stressors could be eliminated 
or their impact be lessened or if additional resources could be utilized. 
For example  coping skills could be taught. In addition, borrowing from 
Hill’s  original ABC  X Model (1949), a therapist could change the 
client’s cognitions about the client’s stressors or resources. Th is would 
suggest that cognitive therapy or cognitive behavioral techniques would 
be useful.  Perhaps this is why these two approaches are so popular in 
treating suicide  (Berman & Jobes, 1991; Hendin et al., 2005; Sueidman, 
1998; Westefi eld et al., 2000). All of these types of intervention will be 
explored later in subsequent chapters.

In my own style of therapy, working with suicidal adolescents and 
their families, I have blended these approaches with my basic  strategic 
approach to therapy. Although similar to the strategic therapy espoused 
by the Mental Research Institute (MRI) Group (Watzlawick et al., 1967), 
Jay Haley (1976) and Chloe Madaness (1981), and the Milan Group 
 (Selvini, 1988), I came to my formulations about strategic therapy along 
a diff erent path.
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As a graduate student at Pennsylvania State University in the late 
1960s and early 1970s, I read what I could about family therapy to 
 augment my background in individual therapy. However, many of 
the seminal works had not yet been written (e.g., Jay Haley’s  Problem 
 Solving Th erapy (1976), Salvidor Minuchin’s Families and Family 
 Th erapy, 1974; and Murray Bowen’s chapter in Th e American Handbook 
of Psychiatry, 1975). I was well trained by two of my mentors, Bernard 
Guerney, Jr., and Louise Guerney, in what has come to be known as 
Relationship Enhancement Th erapy (Guerney, 1969, 1977). Th erefore, 
I knew  client-centered interventions (Rogers, 1951) well, especially as 
they were applied to work with family systems. I was also trained in the 
 behavioral work of Gerald Patterson (1971). Lastly, my other  mentor, 
Carlfred Broderick (Broderick, 1993; Broderick & Schrader, 1991), 
taught me his techniques of insight-oriented intervention with families 
to show them the dynamics of the family system in order to change 
their perceptions about their family problems.

As useful as these techniques were in my work, they all had  liabilities. 
My attention-defi cit hyperactivity disorder (ADHD) personality makes 
me impatient to work exclusively within a client-centered approach. 
Furthermore, although I do believe that Roger’s principles of warmth, 
empathy, and genuineness (Rogers, 1957) are necessary conditions for 
change in therapy, I do disagree that they are always suffi  cient to bring 
about change. Carl Whitaker has remarked that optimal therapy occurs 
when the therapist is interested and fully engaged in the therapeutic 
work (Whitaker & Bumbercy, 1988). I’ve always done eff ective behav-
ioral work, but I fi nd strictly behavioral work with clients to be relatively 
boring. I once had a client family where, over the course of therapy, we 
had created a loose-leaf binder with 46 specifi c behavioral contracts to 
guide the family’s interactions. Th e therapy helped the family a lot but 
they seemed unable to generalize from one contract to a diff erent situ-
ation. Good therapy but not very stimulating for the therapist. Insight 
therapy worked well except in cases where the client was incapable of 
using the insight or refused to use the insight. In those cases, I found 
myself wanting to break through to the client to bring about change.

In the third year of graduate school training, I attended a  workshop 
with Albert Ellis on Rational-Emotive Th erapy (Ellis, 1962). His 
 postulation is that individuals have the ability to determine, in large 
part, their own behavior and emotional experience. He expressed this 
in his A-B-C theory of behavior and personality disturbance. “A” is the 
activating event or experience. It is objectively what happens. “B” is the 
Belief System of the person. “C” is the consequence of the interaction 
of the activating event (A) with the person’s belief system (B). For Ellis, 
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it is important to understand that “A” does not cause “C.” In fact, Ellis 
would argue that, in situations which are pathological, “B” is likely to 
have as much or more causative power to produce a “C” that is inappro-
priate or irrational than does “A.” To add my own interpretation to this 
formulation, I redefi ned the three elements to refl ect the individual’s 
types of thoughts during each situation. “A” is the individual’s percep-
tion of the activating event or experience. “B” is the individual’s inter-
pretation of “A,” based upon his or her belief system, and “C” is the 
individual’s strategy for action, based upon the occurrence of “A” and 
the interpretation of “B.” As in Ellis’ formulation, the key to therapy is 
the “B” term.

For example, suppose I bring one of my cats into a room. A simple 
perception is “Tony brought a house cat into the room.” Th is is a fairly 
simple “A” statement of the perception of the event. Th ere may be times 
where a person’s perception is faulty, such as an individual’s forgetting 
to put on his or her glasses, but, for the most part, there will not be 
much variation or “error” in the “A” factor. However, the “B” factor, the 
interpretation of the “A,” is based upon the individual’s own idiosyn-
cratic belief system and is, therefore, highly subjective and may be situ-
ation specifi c. Suppose the individual in the room into which I bring 
my cat is a “cat lover”? Th is person will experience my cat as a special 
event to make an animal connection with another cat. His or her “C” 
will be to pet my cat and maybe even ask to hold it. Th e “C” logically 
fl ows out of the “A” and “B.” What if that person is a dog lover whose 
belief is that “dogs are great but cats are just okay.”? Th is person’s “C” 
will be to  tolerate the cat and maybe even give it a pat or two. Once 
again, the “C” is determined by the same “A” but a diff erent “B.” What 
if the person is allergic to cats? Th e “A” is the same but the belief will 
interpret a “B” that my bringing a cat into the room is problematic. 
Who wants to be forced into a sneezing fi t? Th is person’s “C” will be 
avoidance, perhaps with an explanation to me about his or her allergies. 
Finally, suppose that the person in the room is phobic about cats (has 
ailurophobia)? Th e same activity event (A), my bringing my cat into the 
room, will trigger fear and panic responses as a “C” reaction. Th e same 
activating event (A) will trigger four distinct consequent strategies for 
reaction, based upon the individual’s interpretation of “A.” Each “C” 
is quite logical or rational, given the individual’s “B.” Th e irrationality 
lies in the  variations possible in the potential interpretations (B). Th is 
formulation gave me a mechanism for understanding the process of the 
systems theory concept of “multifi nality.”

Ellis’ strategy in therapy is to challenge the rationality of the client’s 
interpretations (B) of activating events (A), in order to produce action 
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strategies (C) that will be bonadaptive. His method for accomplishing 
this is to label client’s “B” statement as being irrational, and encourage 
the client to replace these irrational statements with “B” statements that 
are more rational. Ellis has postulated eleven ideas or values  universally 
inculcated by Western culture that are “irrational,”  “senseless,” or 
“superstitious” (Ellis, 1962). If the client is rational and cooperative, 
Ellis’ therapy closely mirrors that of Broderick. It gives insight to the 
client and asks the client to reformulate his or her  interpretations. Th ere 
may be some emotions involved and even encouraged but the process 
is primarily cognitive in nature. However, if the client is  reluctant to 
change irrational ideas and beliefs, Ellis “attacks the irrational beliefs” 
and encourages the client to become very emotional about those 
 interpretations. In his therapy, Ellis can be very confrontational and 
use the client’s emotions to analyze and change those beliefs. Th us, 
Ellis’ therapy is both “rational” and “emotive,” hence its name.

What I experienced Albert Ellis doing in the workshop was  creating 
“cognitive dissonance” in the client concerning his or her belief in 
 general and in the interpretations spawned from those beliefs. Any two 
cognitive elements (bits of knowledge or beliefs) may be  consonant, 
 dissonant, or irrelevant with respect to each other (Festinger, 1957). If 
two cognitive elements are irrelevant to each other, they are unrelated. 
If they are consonant, the person holding those thoughts or beliefs feels 
congruent and, therefore, feels a general sense of well being.  However, 
if the two cognitive elements are dissonant, the individual feels  anxiety 
and imbalance. Dissonance occurs when one cognitive  element  follows 
psychologically from the contrary of the other. Th e person has  diffi  culty 
in holding these two mutually incompatible beliefs at the same time. 
Th erefore, cognitive dissonance creates an internal  motivation for 
the person to change his or her beliefs so as to create a more conso-
nant  situation. Th erefore, “states of dissonance have motivational 
 properties” (Smith, 1969, p. 91). I believe that Albert Ellis creates cog-
nitive  dissonance in his clients to internally motivate them to change 
their beliefs. By labeling a belief or interpretation as “irrational,” Ellis 
was saying to the client, “Surely a rational human being like yourself 
can see the folly of holding such an irrational belief?” Th e double bind 
is set. If the client is rational, he or she must change the belief. If the 
 client is reluctant to change the belief, Ellis will label him or her as 
being irrational, a label few of us are willing to apply to ourselves.

Why is it so important to provide this “internal motivation” for the 
client? Any therapist has had the nightmare of a client who refuses to 
change. Th erapy is a very diffi  cult endeavor when the therapist works 
harder than the client. Some would say it is impossible. Adolescents are 
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notorious for creating therapeutic situations in which they appear to 
be comfortable with the state of inertia, while the therapist or  parents 
try endlessly to get him or her to change. Unless the therapist can 
change this dynamic, therapy is bound to fail. In the case of a suicidal 
 adolescent, this means he or she will die.

Why do clients do this to the therapist who is trying to help them? 
Early in my career, when I was a volunteer drug counselor, a sixteen-year-
old male client said that he dreaded seeing me twice a week. I asked 
him, “Why?” He replied:

Nobody in this world spooks me like you do! First you try to get me 
to look at myself and then you push me to change. I know who I am! 
I may not like it but I know what I’m about. Pushing me to change 
scares the shit out of me! I wouldn’t know what to do or who I am? 
Th at’s some heavy shit to lay on me. Man, you’re dangerous!

I had to think about that quite a while. I don’t see myself as  dangerous 
or scary. I see myself as helpful and as a nice guy. Th is brought home the 
point that “change is scary.” Th erefore, if my job as a therapist is to push 
for change, that makes me a dangerous person, indeed.

Freud (1955) postulated that resistance was the client’s attempt to 
derail the therapeutic process, and it needed to be conquered. I came to 
the opinion that resistance is a normal response of a client or a client’s 
family to the fear of change. One of the things that drew me to strategic 
therapy was the writings of Don Jackson and John Weakland (1971) in 
which they described the resistance, demonstrated by the families of 
schizophrenic clients, as being normal and understandable, given the 
stress under which they lived. Asking them to step into the unknown 
and change is a frightening request. I generalized their observations to 
all clients, although resistance would obviously be less severe in  families 
which were less stressed. My formulation was:

 Change = Pain/Comfort

As the client’s pain increased, he or she would be more likely to embrace 
change and overcome resistance. If the client were too  comfortable, 
the client would embrace inertia and use resistance to thwart change 
from occurring. When resistance is low, direct interventions, such 
as Rogerian Th eory (Rogers, 1951), Behavioral Contracts (Patterson, 
1971), and Insight-Oriented Interventions (Broderick, 1993) worked 
very well for me. However, if resistance was high, the techniques I bor-
rowed from Ellis’ Rational-Emotive Th erapy worked well. Th us, these 
are the foundations for my therapeutic approach to adolescents and 
their families.
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FORMULATION
At this point, I would like to provide a brief overview of my formulation 
of the therapeutic process as I would typically utilize it with a family in 
therapy. Th is process will be revisited in the following chapters specifi -
cally dealing with families in which an adolescent member is having 
suicidal ideation.

JOINING
Th e initial step in the therapeutic process is joining (Jurich, 1990). Many 
therapists and researchers consider the initiation and nurturance of the 
therapist’s relationship with the clients to be the single most important 
factor in determining whether the client will be successful in therapy 
(Duncan, Hubble, & Miller, 1997). When doing family therapy with 
adolescents and their families, I dress down to the teenager’s level. My 
grey hair, my clinical marriage and family therapy license, my Ph.D., 
and the fact that I am a university professor all give me credence with 
the parents in the family. It is the adolescent whom I must win over. For 
an initial meeting, I never wear a jacket and tie. If I’m in the mood to 
dress up, I’ll put on Dockers and a golf shirt. If not, jeans and a t-shirt or 
comfortable shirt is typical. I also wear a lot of black, with which teens 
feel comfortable. I shake everybody’s hand and make sure I understand 
each name. If the parents call the adolescent by one name and he or 
she uses another name, I will specifi cally ask the teenager which is pre-
ferred. If a pejorative name is used for the teen (e.g., Jimmy or Billy), 
even if everyone is using it, I will ask the adolescent if that is the name 
he or she prefers. If I am going to ask this adolescent to participate in 
therapy as an adult, I do not want a pejorative name getting in the way. 
My purpose is to break down barriers and to invite the family into a 
therapeutic situation that will shake up any preconceived notions they 
may have had of therapy.

At this point I ask the family what brings them to therapy. In most 
cases the parents will begin. Before the fi rst session is over, I need to 
hear each family member’s thoughts and, if possible, feelings about “the 
presenting problem.” Th is means that I many have to encourage some 
people to speak and may have to ask some people to let others speak. 
Regardless of how the family has defi ned their rules in the past, I need 
to win the “battle for structure” (Minuchin, 1974) and redefi ne the rules 
and structure of the therapy session as being more equalitarian than 
they may be at home. During this process I try to employ the essence of 
Client Centered Th erapy (Rogers, 1957). I try to be engaging and will 
give each family member unconditional positive regard, no matter how 
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much animosity they exhibit among themselves. I try to demonstrate 
empathy with each family member so that each can feel heard and sense 
that I am trying to make both an intellectual and aff ective connection 
with him or her. Lastly, I try to be genuine. I try to be myself, with all 
the psychosocial bumps and bruises included. A number of years ago, a 
student watched me do therapy for the fi rst time. Aft er the session was 
over she came over to me and said:

You fraud! You’re no diff erent in therapy than you are in class or in 
the hallways. I expected to hear some words of wisdom. Instead, I 
got just regular old you!

I smiled and asked her who she thought I was going to be? She smiled 
and said, “Maybe I can do this aft er all.” Part of being genuine is 
being you. If you’re putting on an act, the adolescent will smell it out 
 immediately. Th e other part of being genuine is keeping the  family, 
both the parents and adolescents, in reality. Th e fi ft een-year-old 
 adolescent who wants a three a.m. curfew on a school night needs to 
know that, in our culture, that is an unrealistic expectation. Parents 
who complain that their seventeen-year-old daughter is seldom home 
on the weekends need to be reminded that the adolescent’s primary 
task is to establish her own independent ego identity. Th ese anchors to 
reality are important.

I need to leave enough time at the end of the session to complete 
paperwork and schedule the next session. However, I also have to 
negotiate who will attend the therapy sessions. Most families have the 
expectation that you will do something to “fi x their kid.” As a family 
therapist, I oft en have to “sell” the family on everyone’s participation. 
Th e family and the therapist have to redefi ne who the family is in ther-
apy (Jurich and Johnson, 1999). I try to tell them how important it is 
to have everyone’s input in the therapeutic process. I also tell them that 
I’m a better therapist with all family members in the room. I’ve oft en 
found that fathers are most reluctant to participate. Many men feel that 
it is their wife’s job to deal with the psychosocial aspects of the family. 
Some men feel that their own role as “protector of the family’s bound-
aries” has already been violated by coming to therapy. At that point 
I need to tell the family how important it is for everyone to participate in 
therapy. In the case of reluctant fathers, I oft en tell them that “It’s hard 
to turn a double-play in baseball if the second baseman won’t cover 
second base. We’re here as a team, working together on this problem.” 
In a world where the medical model insists on identifying an individual 
patient to be cured, it is hard for the family to abandon that model and 
focus on family dynamics. Hard though it might be, it is necessary.
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Even in the fi rst session, I want the clients to be thinking about their 
goals for the therapeutic process. Most oft en they will simply say that 
they want the presenting problem to “go away.” At that point I will ask 
them, “What would you like to see in that problem’s place if we eliminate 
it?” For me, getting rid of a problem is not enough. I want the family 
to articulate what will fi ll the vacuum that the absence of that problem 
will create. Th is accomplishes two things. First, it helps me analyze the 
function of the system within the family. How does this problem help 
the family in such a way that they hold onto the problem? Th is will help 
in my subsequent analysis of the family dynamics and give me clues to 
what may trigger the family’s resistance to changing when I switch to 
strategic therapy. Secondly, if I can understand what the family wants 
the “problem-free future” to look like, I can better understand what 
direction they wish to pursue. As the solution-focused therapists argue, 
setting goals will give the clients and the therapist a sense of direction 
to guide the process of therapy (deShazer, 1985; Selekman, 2002, 2005). 
It is easier for both clients and therapists to decide what to do in therapy 
when they both know where they want to go.

Finally, I believe that it is my therapeutic duty to give the family a 
gift  in each session. In the fi rst session, I believe that I need to give them 
“hope.” It is the hope that things can change and that there is a future 
without the debilitating problems that brought them into therapy. 
I don’t want to sound like a Pollyanna or that change will occur with no 
work and no pain. Th at would not be genuine. Most families come to 
therapy believing that their problems are overwhelming and that they 
are the only family ever to face such obstacles. Although not wanting 
to rob the family of its uniqueness or denigrate their pain, I want to 
 reassure them that there are things they haven’t tried that have a good 
possibility of working. “You will work and sometimes work hard, but it 
is doable.” If they feel that their situation is hopeless and you do  nothing 
to dissuade that idea, why should they come back? Giving them a sense 
of hope makes it more likely that they will return for a second session.

ANALYZING FAMILY DYNAMICS
Drawing from my background in family systems and utilizing  concepts 
from strategic therapy, I begin to analyze the family dynamics and 
 individual behavioral patterns from the moment the family enters 
the therapy room. Who sits with whom lets me know where there are 
coalitions and potentially cut-off s. Who speaks fi rst, who speaks most, 
and who gets the last word all give me indications of power hierarchy. 
I’ve always found Minuchin’s work on structural therapy (1971) to be 
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a good starting place. I especially want to watch how they respond to 
me and my cotherapist (if I have one). Am I looked upon as an ally 
or as an invader into the family system? Are they buzzing with chaos 
or do they rigidly try to fi t me into their mold of whom they think I 
should be? Do they take responsibility for their behavior or do they 
blame  someone else? Very oft en families will point fi ngers at each other 
and say, “Fix him, her, or them, because it’s their fault, not mine.” All of 
these  impressions give me the “fl avor” or “style” of family interactions.

Th e content of the discussion will be the presenting problem. I never 
specifi cally ask for the “identifi ed patient.” Th e family’s discussion 
will make it obvious whom each family member will nominate to fi ll 
that role. I avoid labeling a specifi c family member as the identifi ed 
patient because pathologizing one family member does not fi t with my 
 family therapy paradigm in which pathology either springs from faulty 
 family interaction patterns or has its origins within the individual but 
is exacerbated by the family’s interaction patterns. If it is necessary to 
label one family member as the identifi ed patient, as in the case of fi l-
ing an insurance claim, I prefer to use the label “symptom bearer” to 
describe the person in the eye of the storm. Although still conveying 
that person’s centrality to the problem, it lets the family know that the 
presenting problem does not belong to that person alone but is shared 
by everyone in the family.

Following the strategy put forth by strategic therapy (Watzlawick, 
et al., 1967), my main focus is to look for maladaptive recursive cycles 
within the family’s interaction patterns. Th ese patterns are cycles in that 
they are interactions between and among family members, which exhibit 
“circular causality.” Th ere may be a starting place in the  interaction but 
who started it is not a relevant aspect of the pattern. Most of the time, 
in a cycle between two family members, each person will declare that 
the other person started it and will be able to give evidence to prove 
the point. Getting to the “root cause of the problem” is, therefore, 
 minimally useful. Th e more important fact is that the cycle keeps going, 
with each family member triggering a response from his or her partner 
until the cycle escalates and oft en becomes unstoppable. Th e important 
 question isn’t who started it but how to stop it. Th e cycle is  maladaptive 
because it doesn’t work. It causes additional pain and doesn’t promote 
 bonadaptation. Lastly, the maladaptive cycle is recursive because it 
 happens over and over again. Th erefore, we have a maladaptive  recursive 
cycle.

A legitimate question to ask would be, “If it doesn’t work, why keep 
doing it?” Th ere are a lot of potential answers to that question. From 
Transgenerational Th eory we know that many interaction patterns are 
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learned in the family of origin (Bowen, 1976). Ivan Boszornenyi-Nagy 
coined the phrase “invisible loyalties” to describe the phenomenon 
in which family members cling to certain interaction patterns in an 
attempt to demonstrate loyalty to their family, despite the obvious 
problematic consequences of trying to cope in that way (Boszornenyi-
Nagy & Spark, 1973). Many times these invisible loyalties are engaged 
without the individual’s ever being conscious of doing so. Sometimes 
family members keep maladaptive recursive cycles going because they 
are engaging in a power struggle. Sometimes people cling to an inter-
personal pattern because, without it, they may feel that they will lose 
their “sense of self.” For them, the continuance of this pattern forms 
the basis of an existential crisis. Sometimes family members simply 
don’t know what else to do. In any of these situations, it is important 
for me, as the therapist, to recognize them and strategize about ways 
to  interrupt these maladaptive recursive cycles in order to bring about 
therapeutic change.

I also look for “leverage points” in the family system (Jurich, 1990). 
A leverage point is place in the family where I can apply pressure or 
change the fl ow of energy to help the family bring about change. Many 
of these leverage points come from an understanding about family 
systems, adolescents, and (in the case of this book) about adolescent 
suicide. Th is is the reason for the previous four chapters in this book. 
Th ey will help the reader identify the leverage points within the family 
system. However, not all leverage points spring from the well of typi-
cal family systems and adolescent behavior. Many leverage points are 
idiosyncratic to the individual and the individual’s family. Th ese must 
be learned from the clients. Th ey may make no sense in any context 
other than this client family at this point in time. Th ey are so tied to 
the individual client family that the only way to fully appreciate them 
is though a case study. My best example for the reader to explore is a 
chapter which I wrote for David Baptiste’s Clinical Epiphanies in Mari-
tal and Family Th erapy (Jurich, 2002b).

As the primary tools in my therapeutic arsenal are insight, behav-
ioral contracts, cognitive dissonance, my relationship with the clients, 
and me as the therapist, my search for leverage points is geared with 
these fi ve tools in mind.

How might I teach them a new coping skill or strategy?
At what point in the family system is it most likely to be 
most eff ective?
What kind of behavioral contract will work with which family 
members in which situations?

•
•

•
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Who might be most vulnerable to change by increasing cogni-
tive dissonance?
With whom is it most important for me to form a close thera-
peutic relationship so that the family won’t bolt from therapy?
Upon what part of my being, both as a person and as a  therapist, 
can I call to change what part of the family to help promote 
therapeutic change?

Th ese are some of the key questions to ask when analyzing the fam-
ily dynamics.

TEACHING INSIGHT
Because of my professional training, reading, attending workshops, 
and professional experience, I, as a therapist simply have a lot more 
knowledge about adolescents, family interactions, and individual moti-
vation than my clients. Th ese are my areas of expertise and study. Th is 
is not true for most of my clients who have gathered their information 
base from their families, friends, and the popular media. Th erefore, 
I can frequently assist the family to bring about change by teaching 
them some of my broader knowledge base. I become an informational 
resource for them.

Some insight that I import to my clients comes from the fact that, 
although I have become part of the therapy by being their therapist, I am 
not in their family. Th erefore, I can be more objective about their family 
interactions. Notice that I did not say that I could be totally objective. No 
therapist can be completely objective (Anderson &  Goolishian, 1988). 
By doing therapy with the family, the therapist becomes part of that 
family. Th erefore, the therapist can’t be completely objective. However, 
because the therapist is new to this family system, has a background in 
family dynamics and human development, and only spends an hour or 
two with the family per week, the therapist is much more likely to be 
more objective about the family’s dynamics than the family members. 
Th is more objective sounding board for the family allows the family 
members to gain perspective about their family’s interactions.

Many family dynamics hold great power over family members, as long 
as they are kept hidden and covert. However, if they are  identifi ed and 
overtly discussed, they oft en lose their power. For example,  strategies 
of “guilting” or “pouting” work best if they are covert or subtle in their 
use. People being “guilted” or “pouted at” feel as if they are in a double 
bind. Th e “guilter” or “pouter” has overtly told them to have a good 
time without him or her. However, the way that that overt message was 

•

•

•
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delivered (the tone of voice, facial expression, and body posture) gave a 
contradicting but more covert message of, “but I really don’t want you 
to go without me, regardless of what I just said.” Th is puts the guilted 
party or “poutee” in a classic double bind. He or she does not know 
which message to believe, the overt message of “go without me” or the 
covert message of “take me with you”? A therapist can drastically eff ect 
the power of such messages by making both messages overt and giv-
ing both family members insight as to their interactional pattern. In 
essence, this is actually quite a strategic intervention. Th e guilting or 
pouting creates a maladaptive recursive cycle. Making the covert overt 
disrupts this cycle and takes away much of the power. Th e perception 
of the guilter or pouter is changed from a “generous and long-suff ering 
victim with no power” to “a very powerful and calculating manipu-
lator.” Once this image is unveiled for both parties, the strategy loses 
power and can more easily be discarded. Th erefore, insight about family 
dynamics and development can serve as a strategic intervention also.

Lastly, the therapist can oft en give insight to a family by giving a voice 
to all of the members of the family. For instance, parents oft en assume 
that they are in agreement with parenting jobs, such as  discipline. 
 However, the reality is that one parent is comfortable with physical 
 discipline but the other parent is not. If the parent who favors  physical 
discipline is more vocal and more powerful in the family system, the 
other parent may feel disenfranchised from his or her own point of 
view. Th e therapist can give insight to the family by asking the disen-
franchised parent if he or she really feels the same as the other parent. 
If the disenfranchised parent is allowed to voice his or her opinion, 
the underlying tension can rise to the surface and can be explored and 
negotiated objectively. Many of my clients have told me that the most 
important aspect of their therapy was that they felt safe to express how 
they really felt about family members and family dynamics. Th ese new 
insights for the family don’t come from research or theory but instead 
blossom from the family members themselves. Th erapy simply provides 
them a “safe haven” where they can be discussed openly.

BEHAVIORAL INTERVENTIONS
Th ere are some families who do not benefi t from insight. Th ey are 
oft en concrete thinkers who see the world as a series of discrete events. 
Th erefore, insight is less useful to them. Th ey also may be families who 
have staked out such oppositional adversarial positions that any insight 
would be used as a weapon, rather than as a resource. In the 1989 movie 
War of the Roses, the husband and wife are so adversarial that they see 
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themselves as combatants. Any insights into the other person’s feelings 
or thoughts are simply looked upon as another weapon in the battle. 
Some families are so overwhelmed by their problems that insight is not 
useful to them. For these families, I turn to behavioral interventions 
and, especially with adolescents in the family, behavioral contracting.

Some problems lend themselves better to behavioral interventions. 
Bed-wetting responds well to behavioral strategies and the purchase of 
a device placed under the sheet that wakes the child up if he or she wets 
the bed. Th is behaviorally teaches the child to be more conscious of the 
physical sensations that surround bed-wetting and, hopefully, to eventu-
ally be able to feel those sensations before wetting the bed. Similarly, pho-
bias respond well to behavioral techniques such as “reciprocal  inhibition” 
and “systematic desensitization” (Wolpe, 1973). In these techniques, 
 clients are taught relaxation techniques to relax their muscles when they 
begin to feel anxious. Once the techniques are learned, the therapist and 
client make a list of events that would trigger the  client’s phobia. Th ese 
events are placed in order, ranging from those events that would trigger 
a mild phobic response to those which would trigger major anxiety. 
Th e therapist, over time, asks the client to imagine each event, start-
ing with the least anxiety-provoking and progressing to more anxiety-
provoking events. While imagining each event, the client is asked to 
employ the relaxation techniques he or she was taught to lessen the 
 anxiety. When the client reports having no anxiety with an event, the 
client and therapist move to the next most anxiety-provoking event. 
Th is process is repeated until the client feels little or no anxiety. Th ese 
types of problems lend themselves well to behavioral interventions.

Many presenting problems in families with adolescents stem 
from areas of rules and discipline. Either the rules are nonexistent 
or  parents are arbitrary and inconsistent in how they apply the rules, 
or  parents have not formed an executive system to make and enforce 
the rules (Minuchin, 1974). In any of these situations, the rules need 
to be  formulated, consistently applied, and eff ective consequences 
must be designed. Many families are incapable of or unwilling to do 
these tasks. In this situation, I turn to creating behavioral contracts 
with the  family members. Th e way I do this is to tell the parents and 
 adolescent that we will enter into a contract to formulate rules and how 
they will be  reinforced. When we are done, I will have the clinic secre-
tary type up the contract and have everybody sign it. It’s amazing how 
an  adolescent’s arguments end when confronted with a contract with 
his or her  signature on it. Everybody gets a copy of the contract and 
one is kept in their case fi le. In this way, no document can be lost or 
altered.
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Let me provide an example. A seventeen-year-old boy is constantly 
violating his weekend curfew. Th e adolescent, his parents, and I sit 
down together to create a behavioral contract. As the negotiator, I start 
the process. I turn to the parents fi rst and ask them to come up with a 
time for the curfew. Th ey respond by saying nine p.m. Th e adolescent 
responds by exploding, “Nine p.m.! What do you think I am? Twelve 
years old?” Ignoring the emotion of his outburst, I respond to him by 
asking him to give his parents a counteroff er. He chooses two a.m. 
Th e parents begin to mumble about the adolescent’s irresponsibility. 
Ignoring their response, I ask the adolescent if he would compromise 
and reduce his two a.m. curfew to midnight. Sarcastically, he responds 
that “they won’t buy that!” I take a one-down position and suggest, 
“I don’t know? Let’s see!” He agrees to a midnight curfew. Now his 
 parents are upset, and they protest that “he must be made to comply to 
a nine p.m. curfew!” I ask them if they would consider a ten p.m. curfew? 
At fi rst, they are reluctant but, when I ask them if they want a nine 
p.m.  curfew about which they perpetually fi ght or a ten p.m. curfew he 
 follows, they acquiesce. I turn to the adolescent and ask him to lower 
his  curfew request to ten p.m. It doesn’t take a mathematical genius to 
fi gure out that he gave up four hours but his parents only gave up one. 
Th e  adolescent complains, “It’s not fair!” My response is “Life isn’t fair. 
Furthermore, they pay the bills and are the adults. However, look what 
you got—an extra hour. If you follow that curfew and don’t screw up, we 
might be able to raise it later.”

We move on to negotiate the consequences. I tell them that I want 
three consequences: one for up to fi ft een minutes late, one for sixteen 
to sixty minutes late, and one for over an hour late. Dad responds by 
saying, “Why? Late is late.” I respond by telling him:

No it isn’t. At your work you can come in fi ft een minutes late and 
still be okay. Your boss won’t be happy but it’s a lot better to be 
fi ft een minutes late than three hours late. Furthermore, remem-
ber back to when you were your son’s age. If the consequence for 
being twelve minutes late is the same as the consequence for stay-
ing out all night, what’s your son’s incentive for walking in the 
door? I would be willing to bet that he would turn around and 
spend the entire night out. His motto would be “Let’s eat, drink, 
and be merry for tomorrow we’re grounded.”
Th is typically stops any further objections, and we negotiate 

consequences.
Th is process has several advantages. Th e rules are clear and 

 unequivocal. Mom and dad have the power to make exceptions but, 
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unless an exemption is specifi cally granted, the rule stands. If the 
 contract isn’t working, any party has the right to bring it up in therapy 
and ask to renegotiate the contract. Both the parents and the  adolescent 
negotiated together, somewhat as coequals. Th is engenders respect 
for the adolescent in the parents and teaches the adolescent how to 
 negotiate and form contracts, a basic skill he will need as an adult. 
Because I  constantly explain the process, together with their individual 
thoughts and feelings, my use of behavioral contracting takes on the 
form of cognitive behavioral contracting. I not only work to change 
and shape the  family’s behavior but also their thoughts and attitudes 
about those changes. In this way I try to create a situation where both 
 cognitions and  behaviors change and mutually reinforce respective 
changes. Most families will accomplish only two or three contracts 
before they  generalize these negotiating skills to the rest of their inter-
actions. In this way, a short duration of therapy can have far-reaching 
therapeutic eff ects.

STRATEGIC THERAPY
At the fi rst sign of any resistance on the part of any client family  member, 
I switch to strategic therapy. Remember that, as a  strategic therapist, I 
expect that most clients will have some resistance to change.  Th erefore, 
I am not alarmed by the client’s resistance nor do I feel threatened by 
it. In fact, I believe that, if the client demonstrates some resistance, 
it probably means that I am on the right track. If a client is asked to 
change something that is of only minor importance, anxiety will be 
low and there will be little resistance. If, however, clients are asked to 
change something of central importance to their lives, the stakes are 
much higher, which leads to more anxiety and, consequently, more 
resistance to the danger of change. Th erefore, resistance by the client is 
a “normal” response.

If the client begins to demonstrate resistance, it means one of two 
things:
 1. Th e client wants to change but the course of therapy has gone 

“off  target.”
 2. Th e client has been frightened by therapy in some way that his 

or her security is threatened. Th erefore, the need for security 
begins to outweigh the pain of the presenting problem.

Th e therapist must be aware of both of these possibilities. If the 
therapist is aware of (1) and not (2), every time the therapy starts to 
explore a core area of the problem, the resistant client will fi nd a way 
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to manipulate the therapist from pursuing it further and therapy will 
be sabotaged. If the therapist is aware of (2) but not (1), he or she will 
 egocentrically assume therapy is always “on track” and may pursue 
 several “dead ends,” much to the frustration of the client family.

As a therapist, I go back to the client family goals for therapy. I will 
ask the family to revisit their goals, both individually and as a family. 
I will then check with them if the course of therapy is moving them 
along to their goals for life. I invite them to tell me if they think that 
the course of therapy is “off  track.” I need to be open-minded and to 
realize that, in fact, I may have “lost the way” and therapy may be 
 “sidetracked.” If the family can convince me that we need to change 
direction, we change direction. If we all agree that we are “on course,” 
we will discuss why things are “slowing down.” If they think we are “off  
track” and I don’t, we will try to proceed according to their wishes but 
I will reserve my opinion until I see how therapy proceeds. I have to be 
open to the fact that I may be wrong and therapy may have “wandered.” 
Even with my expertise, the client family members have lived in their 
family longer than I have and therefore may know their family system 
better than I do. Furthermore, as the therapist, I am “a guest in their 
house” and should respect their rules.

However, if I feel that the family is, indeed, resistant and I have 
checked out that our present course of therapy is congruent with their 
goals, I will validate that therapy is hard work and is oft en a painful 
process. I will oft en suggest that we do some “experiments” to see if we 
are, in fact, “on track” with their goals. In this case, I will recap what 
we have accomplished, summarize the family members’ feelings, and 
validate that they all, each in his or her own way, have worked hard. Th e 
stage is set for utilizing Strategic Th erapy (Jurich, 1990).

Th e Hook
When clients begin to feel resistance they tend to pull away from  therapy 
and the embodiment of therapy, the therapist. If a person begins to feel 
a lack of security, one way he or she can cope with it is by distancing 
himself or herself from the object or situation that is causing that inse-
curity, in this case—therapy. Th e attempt to distance is an attempt to 
make therapy less important and, therefore, have less investment in the 
change that therapy is demanding. If the therapist lets this happen, he 
or she may soon be dismissed as impotent and fi nd himself or herself 
with greatly diminished eff ectiveness as a change agent.

When the therapist fi rst joins with the family, part of that joining 
process is to “hook” the family into therapy. At a later time of resistance 
the therapist needs to hook the family once more so that therapy can 
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continue. However, there is a second purpose for hooking the family at 
this time. Hooking the clients makes them feel at ease with the therapy 
process and will disarm them, giving them a sense of security. Th is hook 
is accomplished by encouraging existing patterns of interaction. Most 
typically, I accomplish this by summarizing what I have understood 
to be each family member’s point of view and feelings. I then go on to 
specifi cally validate those thoughts and feelings by stating that I under-
stand those thoughts and feelings, and that they are reasonable under 
present circumstances in which the family fi nds itself. Even if the feel-
ings and thoughts of diff erent family members contradict each other, 
the systemic therapist can still validate each person’s point of view and, 
with all sincerity, recognize each family member’s  perceptions as being 
part of the entire family picture (Jurich, 1990).

Th e therapist’s ability to hold multiple viewpoints as being valid is 
the key to the therapist’s genuinely believing even contradictory views 
and feelings as being able to coexist at the same time. If the family can 
also accept multiple realities as existing within the family, resistance 
will lessen. If they are incapable of accepting multiple realities, each 
family member will at least hear the therapist’s validation of his or her 
own reality, even if it means ignoring the rather obvious fact that the 
therapist has also validated other family members’ realities as well. Th is 
feeling of acceptance affi  rms each family member’s worldview of the 
family and sets the family up for the next step in strategic therapy.

Th e Slam
Th e “slam” is a sudden and dramatic change in the interaction between 
the therapist and the family (Jurich, 1990). Th is shift  in interaction is 
specifi cally geared to disrupt the family’s maladaptive recursive cycle 
of interaction. Because family members have been lulled into security 
and complacency by the hook, the slam catches them off  guard and is 
more likely to disrupt previous rigid interaction patterns. Once this is 
done, old coping devices lose their power and underlying beliefs and 
feelings are allowed to emerge. Th e therapist creates a cognitive dis-
sonance between old, rigidly held beliefs and feelings and a new reality 
which has emerged from the therapeutic process. I could catalog an 
entire chapter of slams that could be used by therapists. A slam need 
not smack of confrontation. Some can, in fact, be quite gentile and rela-
tively unobtrusive. Others can be fl amboyant and outrageous. Th e only 
requirement for a slam is that it be diff erent from “business as normal” 
and create cognitive dissonance within each family member.

Some examples might help enlighten this process. As most families 
coming into therapy assume that, in therapy, the therapist will “lead 
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them out of their problems,” a therapist may slam the family by taking 
a “one-down” or “not knowing” position. Once that is done, the  family 
can no longer be passive and wait for the therapist to “bail them out.” 
Th e family will have to assume responsibility for their actions and have 
to express their rationale for how their interactions are logical and 
rational in order to accomplish the family’s goals. Because the slam 
has projected them into a state of cognitive dissonance, the motivation 
for change has been shift ed from “the therapist is trying to get me to 
change” to “I need to change to remove these yucky feelings of cognitive 
dissonance.” Th e locus of control to change has been given back to the 
family, where it belongs, and the family’s motivation to change has been 
enhanced by their added desire to reduce their cognitive dissonance.

Another therapist may produce a slam by reframing a family 
member’s behavior in a way that is diff erent than the family’s existing 
hypothesis of the behavior. On one hand the therapist appears to align 
himself or herself with the family’s status quo. However, the reframe 
also suggests that there might be some fl aw in the family’s logic upon 
which that status quo is based. For example, an adolescent boy who 
destroys physical property in his family’s house can be labeled as being 
out of control and a delinquent by the entire family, including himself. 
However, if the therapist has discovered that the only time the young 
man does these destructive things is when his mother and father argue, 
the therapist might suggest a diff erent motivation for this behavior. 
Instead of a delinquent, the therapist might label the adolescent as a 
“white knight” who is attempting to save his parents’ marriage by try-
ing to distract them from their argument and forcing them together to 
act as an executive parental system in order to deal with his behavior. 
Th is twist of the family’s logic serves to disrupt their previously held 
maladaptive recursive cycle. “He’s putting his fi st through the wall in 
order to help us?” As crazy as that logic may seem, it is consistent with 
the facts of what takes place when parents argue. Furthermore,  labeling 
the adolescent as a “white knight” gives him a positive social role that 
is steeped in everyone’s childhood fairy tales. It dramatically relabels 
the adolescent’s identity in a positive fashion, much to the surprise of 
the entire family, including the adolescent. It also gives the  family a 
“shorthand” by which they can refer to this type of behavior for the 
adolescent at a future time. When the adolescent does something
similar at school, the therapist can say, “Here he goes trying to be the 
white knight again,” and everyone, including the adolescent, will know 
exactly what that means without having to explain the whole pro-
cess again. Once this pattern is labeled, the therapist and parent can 
explain to the adolescent how his logic is fl awed and that his mother 
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and father have the strength to handle their own problems without his 
help. In essence, they can fi re him as their white knight and allow him 
to return to being a teenager again.

A therapist can use a metaphor as a slam. Th e metaphor may increase 
the family’s understanding of the maladaptive recursive cycle and even 
give added insight to the person in the center of the storm. For example, 
we may have a seventeen-year-old girl who is fi ghting an alcohol addic-
tion. She’s not sure why she drinks and her parents are at a loss as to 
why their daughter just can’t say “no.” Suppose the therapist describes 
this alcohol addiction, using the metaphor of a jealous lover?

You know, when you describe how you like to drink, it sounds 
like you are describing a relationship with this really hot guy. He 
makes you feel good about yourself and tells you you’re beautiful. 
All your friends think that it’s so cool that you’re going out with 
him. It makes you feel like a real adult. Your parents can’t tell you 
not to go out with him because your dating life is your choice. 
He’s a great boyfriend. Let’s just call him Jack Daniels. Th e only 
problem with going out with old Jack is that he’s the jealous type. 
He wants you to himself—completely. He wants to fi x it where he 
monopolizes all of your time. No time or energy for other guys. 
No time for your family and goodness knows no time for school-
work. You see, if he isolates you from everyone else, you’re all his. 
You won’t be your own person. You’ll be a refl ection of him.

Th is is an involved metaphor but look what it accomplishes. It  validates 
the good feelings drinking alcohol does for her and explains those 
 motivations in a way which is more accessible to her parents. However, it 
also elaborates on the paradoxical nature of alcoholism, that it eventually 
takes you over and you lose yourself. For an adolescent who is trying to 
formulate an independent ego identity, this is a very powerful metaphor.

A therapist can use rituals as a slam. In the above example, the 
therapist could use a funeral ritual to help the adolescent conquer her 
addiction. Eulogies could be read about the death of her boyfriend Jack 
Daniels. Each family member could eulogize Jack and talk about the 
good things he had done for the adolescent. Prayers for those loved ones 
he left  behind can be said. A graveside service could be held at which a 
bottle of liquor could be buried as proxy for burying Jack. Because of 
the family’s familiarity with our cultural rituals of death and burial, 
this ritual may make it easier for the family to share their adolescent’s 
pain of separation from, and grieving for, her habit of addiction. Th e 
adolescent can hear her family speak about the good and bad aspects 
of her drinking. Even the most hardcore alcoholic will be intrigued 
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with the possibility of describing her drinking as her lover. Th e very 
outlandishness of this ritual will give it power to disrupt the  maladaptive 
recursive cycle which the family had previously described as normal.

Th e therapist may use a paradoxical directive as a slam. A young man 
who is twenty-two and still lives with his parents is having a hard time 
fi nding a job. His parents describe him as lazy because he rarely tries to 
fi nd work. When he does get a job, he manages to get fi red within two 
or three days for “screwing something up.” Th ey think that he would 
be happy just sponging off  them for the rest of his life. In therapy, 
their expressions of dismay are met with his telling them, “Get off  my 
back! You’re always telling me what to do.” Th e therapist could ask the 
young man what his parents think of him. His answer is, “Th ey think 
I’m a royal screw-up!” Th e therapist would ask, “Do you like that?” His 
response is, “No! Would you?” At that point in time the therapist could 
say the following:

I’m puzzled. If you don’t like your parents to call you a screw-up, 
why are you trying so hard to prove them right? You seem angry 
with your parents but you seem to do everything in your power to 
show them that they have the right idea about you. You’re making 
it easy on them. Th ey can complain to their friends about you and 
call you lazy when you come to therapy. You must be very loyal 
to them to put up with such grief just to show them that they are 
right. If you were really angry with them you would get a job just 
to prove them wrong. Th en they would have nothing to complain 
about, and they would have to go through the very hard work of 
rethinking their ideas about you. Boy, you are a very loyal son. 
Since loyalty is such a wonderful trait to have, I think you should 
practice being loyal by screwing up even more.

Such a paradoxical directive will force all of the family members to 
reevaluate their contributions to their family interaction patterns.

Th e Juice
If families are still exhibiting a lot of resistance, even aft er the therapist 
administers a slam, it is time to “juice” the system further. In order 
for a slam to have the intended eff ect of disrupting the maladaptive 
recursive cycle, it must cause enough cognitive dissonance to motivate 
the family members to overcome their fear of change. If the  cognitive 
 dissonance does not reach a critical threshold, the family  members’ 
need for  security and comfort will not overcome the pain of the 
 maladaptive recursive cycle. No change will occur. What the therapist 
needs to do is make the clients feel less comfortable by “turning up 
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the heat.” Add more electrical juice to the family system to shock the 
family members into changing. In the previous example, if the young 
man was not moved to fi nd a job by the slam, I would juice the system 
by suggesting that letting a twenty-two-year-old man stay at home was 
causing everyone problems because most twenty-two-year-olds work. 
Th e image of a twenty-two-year-old nonworker in the home is just too 
incongruent and is causing everybody pain. Th erefore, I would suggest 
that the young man stop acting like a twenty-two-year-old and, instead, 
act like a ten-year-old. Nobody expects ten-year-olds to work. However, 
if I ask him to act like he’s ten, I should (to keep things congruent) ask 
the parents to treat him like he was ten, with ten-year-old responsibili-
ties and restrictions. My hypothesis is that, if I make the slam extreme 
enough, I will create so much cognitive dissonance in everyone that 
they will embrace change instead of escalating levels of anxiety due to 
increasing cognitive dissonance.

When this cycle of hook, slam, and juice is completed, I rejoin with 
the family and start the process all over again to address the next mal-
adaptative recursive cycle. I am always overt about what I am doing and 
will never try to “trick” a client by withholding information about my 
therapeutic process. I sincerely believe that disrupting the maladaptive 
recursive cycles is the key to eff ective therapy. Whether I accomplish this 
through my therapeutic relationship with the client, teaching insight, 
creating behavioral contracts, or conducting strategic therapy, my goal 
is always the same: disrupt the maladaptive recursive cycles so that the 
clients will embrace change so that they can accomplish their goals.
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Six
CRISIS INTERVENTION

Balancing on the Edge of the Cliff

RATIONALE
It may seem odd to begin a discussion of therapy with the topic of  suicide 
crisis intervention. Th ere are two reasons for starting out with crisis 
intervention. First, if a therapist is going to do therapy with  suicidal 
adolescents, he or she must be aware that, at any point in the therapeu-
tic process, the adolescent may become actively suicidal, thereby draw-
ing the therapist into a crisis intervention situation (Callahan, 1998). 
Th erefore, before therapy even starts, the therapist must be planful 
about how he or she would proceed with crisis intervention, if that situ-
ation should arise. With a crisis intervention strategy in place, the ther-
apist can make a rational decision as to when to shift  into “intervention 
modality” as the situation dictates, and when to shift  back to “therapeu-
tic modality.” If there is no crisis intervention plan of action, therapists 
are oft en thrown off  balance when the young person mentions suicide 
as an option, oft en overreacting to the adolescent’s  suicidal ideation as 
an imminent suicidal event. Not only does this derail the therapeu-
tic process but it also reinforces for the adolescent the fact that they 
have a very powerful manipulative tool to use any time therapy gets 
“too hard” for him or her. Planning out a course of action for  suicidal 
 crisis intervention ahead of time will allow the therapist to remain 
more rational and less emotional in determining the seriousness of the 
 suicidal threat.
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Secondly, if a therapist is clear about how to handle an explicit 
 suicidal crisis, the course of how to proceed in therapy will become 
more focused in the therapist’s mind. Identifying the “worst case sce-
nario” helps the therapist to ask the therapeutic question, “Does this 
intervention take me closer to or away from the suicidal crisis point?” If 
it takes the therapy further away from the point of suicidal crisis, then 
the therapist’s crisis intervention plan will be a more remote contin-
gency. If an intervention brings the therapy closer to the suicidal crisis 
point, the therapist has three further questions to ask:
 1. Will this intervention eventually move the client away from the 

suicidal crisis point?
 2. What is the risk involved if I pursue this intervention?
 3. Will my suicide crisis intervention lower that risk to an accept-

able level if it must be employed?
In a way, all of therapy with suicidal adolescents is conducted with the 
“worst case scenario” in mind. If this is done explicitly, the therapist 
can be more rational in planning out a course of therapy.

OCCURRENCE
Suicidal crises may occur in a number of ways. A particularly diffi  cult 
therapy session may sow the seeds of suicide, which may explode in 
a suicide attempt that night or over the next weekend. Although it is 
rare with adults, adolescents may become actively suicidal within the 
therapy session. Perhaps because of your reputation of working well 
with adolescents, you get an emergency phone call in the middle of the 
night from a police offi  cer, a social service professional, a frightened 
parent, or a suicidal adolescent, asking you to become immediately 
involved in a suicidal crisis. Sometimes the situation may be hypotheti-
cal. For example, an adolescent female client asks you how you would 
respond to a young girl who tried to take an overdose of pills. Your 
answer may have a major impact on whether your client decides to 
become that hypothetical person. A teenage male client may tell you 
that he has a buddy who has talked about shooting himself. He asks 
you what you think he should do to help his buddy. Th is may be a veiled 
hypothetical about himself or he may truly want your advice to help a 
friend. In either case, how you respond to his request will have a major 
impact on some young person’s life. You could get a two a.m. phone call 
from the police to talk your teenage client off  of a bridge or a window 
ledge. In this case, every word you say can mean the diff erence of life or 
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death. Th erefore, before we cover the course of therapy, I feel the need 
to address the issue of suicide crisis intervention.

Opening
My metaphor for a young person who is to the point of taking action to 
commit suicide is that of a man standing on the edge of a cliff . His toes 
are dangling over the lip of the precipice. Th ere is a 200-foot straight 
drop onto jagged rocks. If he falls, he’s dead! He is staring off  into space, 
suspended between the inertia to remain on the cliff  and stay alive and 
his desire to step out into the unknown and embrace death. Even if 
he decides not to commit suicide, he has put himself in a precarious 
position. He could lose his balance and fall. Some of the rocks under 
his feet could give way. A strong gust of wind could blow him over the 
edge. In any of those cases, he will die, not because he wants to do so, 
but because he placed himself in harm’s way. If I am called to help this 
person, my fi rst priority is to back him off  the cliff .

We have all seen enough action movies to know that Clint Eastwood 
in Dirty Harry or Mel Gibson in Lethal Weapon will do something dra-
matic or even outrageous to save the life of the person who is standing 
on the ledge of the building, threatening to jump. I’m not suggesting 
that we punch the suicidal person in the face or handcuff  our wrist 
to his. Th at is Hollywood and there is a modicum of fantasy at work. 
However, if we analyze their “interventions,” utilizing strategic therapy, 
they most certainly did interrupt the maladaptive recursive cycle. Th e 
suicidal person in both cases expected the police offi  cer to talk to him 
and argue with him why he should not commit suicide. Both police 
offi  cers subverted that expectation by telling the suicidal people that 
they’re not going to do that. As therapists, we can do something similar 
without all of the macho histrionics.

When a person confi des to a friend or group of friends that he or she 
is suicidal, what is the typical reaction of the people who just received 
that news? Some will end the conversation as quickly as they can and 
leave. Th ey do not want the responsibility of their friend’s death on 
their hands, and they are afraid that they might, in fact, say the wrong 
thing and push their friend “over the edge.” Some friends will respond, 
“You’re kidding!” and not take their friend’s talk of suicide seriously. 
Some friends will launch into the numerous reasons why their friend 
should want to stay alive and commence a litany of positives about 
being alive. It is almost as if they were afraid of letting their friend say 
anything more about suicide. Seldom will a suicidal person be allowed 
to express his or her own pain and suff ering. Even if the person’s friends 
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would sit and listen, he or she is oft en so embarrassed by suggesting 
something like suicide, which is so culturally taboo, that he or she will 
be afraid to bring the matter up. In any case, a therapist who invites the 
client to “tell his or her story, his or her own way” is breaking the mal-
adaptive recursive cycle. Th e therapist’s invitation to let the client talk 
in whatever way the client sees fi t to do is diff erent from what the client 
had expected the therapist to do. It derails the maladaptive recursive 
cycle and opens up at least one more possibility for action other than 
“life as it was” or “death.”

In addition, listening to the client tell his or her story, his or her 
own way, takes time. To return to my metaphor, the man on the cliff  
feels that time is very short and is rapidly running out. Letting him 
talk in his own way about what brought him to the edge of the cliff  
takes time. Strategically, it works counter to his expectation that “time 
is short.” Th is opens up a new possibility: “Nothing needs to be hurried 
or rushed.” Towards this end, the therapist needs to keep a calm pres-
ence with the client. Th is will bring down the tension in the situation 
and will model a calmer aff ect for the client. Metaphorically, for every 
minute the client keeps talking, he backs up a foot from the edge of the 
cliff . Twenty minutes backs him off  twenty feet. He is still in danger. He 
can take off , sprint for the cliff , and still dive over the edge. However, he 
is a lot safer twenty feet from the precipice than he was when his toes 
were dangling over the edge.

Letting the client tell his or her story his or her own way also takes 
energy. In my framework of strategic therapy, I believe that it takes 
energy to act. Th is is the reason why there are cases of severely depressed 
people who describe themselves as so depressed that they do not have 
enough energy to go through with their suicide. Tragically, there are 
cases of depressed clients, who are immobilized by their depression, 
who attend therapy, relieve some of their depression, and subsequently 
commit suicide “on the rebound.” Th e therapy helped relieve enough 
of their depression to free up enough energy to commit suicide but 
not enough for them to choose life as an alternative. It takes a certain 
amount of energy to commit suicide. By encouraging the client to talk, 
the therapist is asking the client to expend energy. Th is lessens the 
 possibility of committing suicide at that time and further disrupts the 
maladaptive recursive cycle.

Let me illustrate this principle by way of an example. A young 
man, age 20, who was stationed at a nearby military establishment, 
had decided to commit suicide. He had discovered that he did not like 
 military service but was still obligated to the Army for another two 
years. His wife missed her family and left  him to go “home.” Living 
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at her parents’ home, she started an aff air with an old boyfriend and 
had asked the client for a divorce. In addition, his dog was hit by a car 
and died. Th erefore, the client had rigged a noose in his garage and 
put a chair under it. His plan was to stand on the chair, put the noose 
around his neck and jump off  the chair to hang himself. However, being 
a religious man, he had doubts if he would go to heaven if he did com-
mit suicide. Th erefore, he called the local phone crisis line. Th e crisis 
volunteer on the line had been trained to let him tell his story his way 
and respond empathically to his expression of thoughts and feelings. 
Carl Rogers’ principles of warmth, empathy, and genuineness were 
employed well by the volunteer. As this was going on, I was contacted 
as the “supervisor on-call.” Th e volunteer asked the client if he would 
consent to my coming out to his house to speak with him in person. He 
agreed and I drove out with a second volunteer to his house, while the 
fi rst volunteer continued to speak to him on the phone.

Once we arrived, we released the fi rst volunteer from continuing the 
call and told the client that the phone volunteer had “passed the baton 
to us.” We remained calm and asked him to tell his story his way. He 
spoke of his pain and suff ering, and his frustration that he did not seem 
to be able to do anything about it. His initial descriptions of his feelings 
were that he was angry: angry at his wife, angry at the Army, angry at 
God, and angry at himself. Th is was to be expected from a young man 
in our society, especially one whose career was in the military. Working 
from a client-centered approach (Rogers, 1951), we helped him see that 
there were other feelings underlying his anger: feelings of hurt, helpless-
ness, and despair. He commented that he found strength in the Bible 
and wanted to read some of his favorite passages to us. He proceeded to 
tell us why a given passage was important to him. He told us about his 
situation, his life, and why he was presently to the point of committing 
suicide. However, he did it by reading and subsequently discussing pas-
sages from the Bible. Th is was his way of telling his story. Th is did not 
take place within the confi nes of a 50-minute therapy session. It took 
almost four hours. However, using my “man on the cliff ” metaphor, at 
the end of four hours, he had backed 240 feet from the edge of the cliff . 
He was safer, didn’t feel the urgency to choose life or death immediately, 
and was exhausted, too exhausted to go through with his plan of suicide 
that night. I will refer back to this case as we move through this chapter.

WHO’S IN CHARGE?
I have a philosophical belief that is informed by research and theory 
but is still a belief at its core. I believe that suicidal people, especially 
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suicidal adolescents, are in such pain and feel so hopeless that they are 
 incapable of making any major decision with the requisite degree of 
rational thought. Th is is especially true for a decision so all-encompass-
ing and fi nal as choosing life over death. Such an existential decision 
cannot be made by a person who is so intellectually and emotionally 
debilitated by their suff ering and feelings of helplessness.

As a therapist, I consider empowering my clients to be a major goal of 
therapy. However, empowering a debilitated teenager when he or she is 
in an actively suicidal crisis can lead to tragic results. Th erefore, in con-
trast to therapy, crisis intervention with suicidal adolescents requires 
me to take much more responsibility for the client. I will try to work 
together with the client as a team, just as I would in therapy. However, 
in therapy, the ultimate force for change must come from the clients. In 
suicide crisis intervention, I will shoulder the responsibility for keeping 
the client alive long enough for the client to enter into therapy. Th en, we 
can focus on empowerment. If necessary, I will tell the client, “I will not 
let you die today.” Clients will oft en retort, “Don’t I have a right to kill 
myself if I want to do so?” My response is:

Yes, you do, but not when you call me in for help. You asked for 
help. Th at means that you have at least a “moment of doubt” as to 
whether you really want to die. If you are going to choose some-
thing as permanent as death, don’t you want to be entirely certain 
about it?

To a degree this is a paradoxical intervention in that, in Western  society, 
seldom is anyone “entirely certain” about an act that is labeled as taboo 
as suicide. Calling me has identifi ed for me that the client has at least a 
“moment of doubt.” As a good strategic therapist, my task is to amplify 
that “moment of doubt” to disrupt the maladaptive recursive cycle.

If I believe that the client does not have the capacity of choosing 
death over life in the middle of a suicidal crisis, I also must believe 
that he or she also does not have the ability to choose life over death, 
either. For many suicidal clients, choosing life over death “forever” is 
just as  overwhelming as choosing death over life. It is still an  existential 
 decision. Instead, I ask them to choose life over death for a limited 
period of time upon which we can agree. I will ask the client to choose 
life over death for “a month,” or “a week,” or “forty-eight hours,” or 
“twenty-four hours.” We will discuss what time frame is appropriate 
for that specifi c client with his or her own specifi c problems and cir-
cumstances. Sometimes, all I have to do is get them through the night. 
Oft en something that seems so sinister in the dead of night seems much 
less draconian in the light of day. As a therapist, I have to be  reasonable 
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and grounded to push for a timeline during which there can be some 
change  accomplished. A “forever decision” is too overwhelming. A 
decision that has time limits is much more “handle-able” for a client. I 
tell them:

If you choose death over life, it’s the last choice you will ever 
make. If you choose life over death for a specifi ed period of time, 
you open up more choices for yourself. If you still want to choose 
death aft er our agreed time limitation is over, you can then choose 
death over life at some later time.

As I’ve spoken to professionals and parents, that last sentence  startles 
them. Th ey oft en respond by saying, “You mean that you actually tell 
them that they can commit suicide later?” Do they think that I’m put-
ting a new idea into the client’s head? Th e client already knows that he 
or she can commit suicide whenever they want to do so. All that I am 
trying to do is create a “safe zone” of time in which suicide is not an 
option for them. Most clients appreciate my honesty and feel empow-
ered by the fact that, if they choose life over death, at least on a tempo-
rary basis, it opens up other choice points for them to make decisions. 
However, since they have called me at the time of this crisis, I will do 
everything in my power to keep them alive.

Th e term “everything in my power” means not only what I  personally 
can do but it also means that I will call upon whatever resources I can 
muster to keep the client alive. It may mean calling in the police to fi le 
a report or assist with physical restraint, if necessary. I may ask for the 
police to put the client into protective custody or transport the client 
to the hospital. I may seek hospitalization for the client. In fact, once 
a client mentions suicide, I tell them that the natural course of events 
will lead me to seek hospitalization for them, unless they can prove to 
me that they have the ability to stay alive until our next appointment. 
I then take a very cautious and skeptical stance to judge their safety. It 
is always fascinating to me to watch an adolescent client, who fi ft een 
minutes ago threatened suicide, struggle to convince me, the  skeptical 
therapist, that they no longer feel suicidal in order to stop me from 
 hospitalizing them over the weekend. I tell them that I have the fi nal 
word on hospitalization, not them.

If I do call in other professionals, either from law enforcement, mental 
health, or social services, I feel that I must work with both the profes-
sionals and the rules which they must follow. Confl ict among professionals 
does not help a suicidal adolescent. Mutual respect among the profession-
als involved is necessary. Because of my work in this fi eld, many of the 
professionals in my community and surrounding  communities will defer 
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to my expertise and let me take an ascendant role in the crisis intervention. 
In fact, the law enforcement community has called me in on several cases 
to assist them in suicide crisis  intervention. However, I need to defer to 
proper police procedures while doing so. If I  hospitalize a client, I must fol-
low the hospital’s rules on treatment regimen and staff  assignment. Th ere is 
no room for bruised egos when a young person’s life is at stake.

Determining Lethality
As the client begins to tell the therapist his or her story in his or her own 
way, the therapist must begin to assess the suicide threat for lethality 
(Jurich, 2001). Because the therapist does not have the benefi t of time as 
he or she would have in therapy, the therapist does not have the ability 
to utilize assessment instruments that, in therapy, would help to deter-
mine the seriousness of this threat. Th erefore, the therapist must utilize 
his or her interview skills to form an impression as to how potentially 
lethal this suicidal episode is. Following the nonverbal behavior of the 
client is crucial. How agitated is the client? Does the client engage or 
avoid eye contact? Does the client exhibit facial expressions which indi-
cate anxiety about talking to the therapist or does he or she appear calm 
and determined? Likewise, the therapist should study the client’s non-
lexical verbal expressions. Th ese are the verbal qualities that surround 
the text of the client’s speech, such as tone and pitch of the client’s voice 
(Jurich & Jurich, 1974, 1978). All of these nonlexical or nonverbal cues 
help the therapist to place the lexical messages of the client into a con-
text. Th ey are the meta-messages that help us understand the client’s 
messages (Watzlawick et al., 1967).

As therapists, because most of our work exists in the world of words, 
our focus is typically on the lexical content of the client’s communica-
tion. Many clients, in the process of telling their story their way, will talk 
openly about the method they have chosen to end their lives. Some will 
only hint at how they plan to kill themselves. Still others will be silent 
about how they plan to commit suicide. It is the task of the therapist to 
open up the discussion about the method of suicide the client has chosen. 
Many people speak of death in euphemisms. Phrases like “passed away” 
or “no longer with us” refer to death as if it really isn’t there. I have always 
felt that therapists needed to address death and suicide directly and with 
no sugar coating. I will ask a client, “How do you intend to kill your-
self?” If that sounds harsh, that is good. I want to jolt the client, especially 
an over-romantic adolescent, into the reality that they will be dead, not 
“passed away” but dead. Using words like “suicide” and “killing yourself” 
is designed to slap the adolescent suicidal client in the face with reality.
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If the adolescent is reluctant to discuss how he or she intends to 
 commit suicide, I will ask them “Why, what have you got to lose?” 
If the adolescent answers that he or she doesn’t want to tell me the 
method of suicide because I will try to stop him or her, I admit that 
that is exactly what I would do with that information. Th ere’s no sense 
in lying. If the therapist did lie, the suicidal client wouldn’t believe him 
or her, anyway. However, I then add that this situation puts the sui-
cidal  client into one hell of a bind. If he or she tells me the method of 
suicide, I may have more power to stop the suicide. However, if clients 
don’t convince me that they are serious about the method of suicide, 
how will they get anyone to believe that this is truly a suicidal crisis? 
Th is is a  paradoxical maneuver from strategic therapy. Th ere seems, 
to the objective observer, to be a fl aw in logic. If the suicidal client is 
serious about committing suicide, wouldn’t the best course of action 
be to say nothing, commit suicide, and have his or her actions confi rm 
that he or she was serious about ending his or her life? Fortunately, 
most suicidal clients,  especially adolescents, are not that logical. When 
confronted with the emotional double-bind, “show me you are serious 
about  committing suicide by telling me how you are intending to do it” 
most suicidal clients,  especially adolescents, tell the therapist how they 
intend to kill themselves. Th eir need for validation that they are in pain, 
and it appears “hopeless,” is so strong that they will share their method 
of suicide just to prove to the therapist that they are serious about  killing 
themselves. Any other reasons for not telling the therapist their method 
of suicide can be countered with a similar double-bind. In a life-or-
death situation like suicide, by using this type of double-bind—even 
if it doesn’t work—the therapist has not lost anything. However, it has 
been my professional experience that this strategic technique,  especially 
with adolescents, works most of the time.

Once the client gives the therapist his or her method of suicide, the 
therapist must judge lethality based upon several factors:
 1. Is the method lethal?
 2. Is the plan of suicide well thought-out?
 3. Does the client know the details?
 4. Is the client hesitant?
 5. How helpless does the client feel?
 6. How hopeless does the client feel?
 7. How realistic is the client, in the therapist’s judgment?
Taken together, these seven questions need to be answered by the thera-
pist to judge the lethality of the threat.
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Let me juxtapose two examples. I had a young fourteen-year-old 
female describe her method of suicide as follows:

I don’t know. I fi gured that I’d poison myself. My mom has a  bottle 
of 500 aspirins. I fi gured that I’d chug the bottle and just die.

I also have had a seventeen-year-old male who told me how he would 
kill himself:

I will shoot myself in the mouth with my father’s .38-caliber 
nickel-plated pistol. He keeps it in the top left  drawer in his bureau 
under three rolled-up pairs of socks. One’s black, one’s blue, and 
one’s brown.

Th e young woman in the fi rst example has a far less lethal plan of 
 suicide than does the young man in the second example. Her plan is 
not well thought-out and shows hesitation. She knows few details. Her 
method of suicide, “chugging 500 aspirin” is impractical. Swallowing 
500 aspirins is a laborious and time-consuming task. Her method is 
not lethal. Taking several hundred aspirin will make you sick, and your 
liver will not like you very much aft erwards, but it probably will not kill 
you. Compare this method with the young man’s plan in the  second 
example. He is direct and certain in his description. Th ere is no hesita-
tion. He has a very lethal means of killing himself—a gun. His plan is 
well thought-out in that he has selected to shoot himself in the mouth, 
which, using a .38-caliber pistol would almost certainly be fatal. In 
addition, he knows the details right down to the color of the socks!

Judging the client’s levels of helplessness and hopelessness will give 
the therapist an indication of the desperation the client feels to put the 
plan into motion. Even a less lethal plan of suicide, in the hands of a 
 client who feels very helpless and hopeless, may prove to be very lethal. 
A client, who has a more lethal plan, but feels more in control of life and 
more hopeful, has other options from which to choose instead of the 
lethal plan for suicide. Under those circumstances, the latter client may 
actually have a less lethal situation than the former client.

Lastly, when judging lethality, especially with adolescent clients, the 
therapist must remember how naïve and unrealistic many adolescents 
are about life. I had a seventeen-year-old as a client who announced that 
she was suicidal because she was to have her “glamour shot” photo taken 
for the yearbook and she had a blemish on her nose. Any adult would be 
fl abbergasted at such a declaration, myself included!  However, I had to 
remember that I was dealing with an adolescent whose  experience with 
real problems of the world was limited. In her life, this was a very big 
deal. Th e therapist has to remember what it was like for him or her at that 
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age. It is a lot easier for the adult therapist to try to remember what life 
was like at age seventeen, than it is for a teenage client to try to project 
what it will be like as an adult. I dealt with this suicidal threat by asking 
the client what photographer was doing the photo shoot. She told me 
the name of the photographer, I called him up, and he explained, fi rst 
to me and then to her, that he could easily airbrush out any blemishes. 
My client smiled, and there was never any other suicidal threat again. 
Th is is one of my most extreme examples of a threat of “suicide over 
nothing.” However, it was not a “nothing” to my client. Had I not taken 
her threat seriously or, even worse, laughed at her dilemma, what might 
she have done? Maybe she might have done nothing. However, she also 
might have worked herself up into an emotional frenzy in which she 
might have lost all perspective and done some serious harm to herself 
or even killed herself. We need to remember how impulsive adolescents 
are. Th at, together with their lack of perspective, can be a deadly, lethal 
combination.

Once the therapist has determined the lethality of the suicidal crisis, 
he or she can gauge the urgency with which this crisis must be handled. 
A suicidal crisis of less lethality means that the therapist has the time 
and space to intervene by means of a method that is closer to therapy, 
rather than crisis intervention. Th e higher the lethality of the suicidal 
crisis, the greater the sense of urgency for the therapist to disrupt the 
maladaptive recursive cycle that has brought the client to the brink of 
suicide. Because, in a high lethality suicidal crisis, the time for inter-
vention is so short, many therapeutic techniques that require a longer 
duration of time cannot be employed. It is not that they are not eff ective, 
they simply take too much time to implement in this urgent situation. 
For example, although the client’s extended family may be the root of 
the suicidal episode, traditional Bowen Family Th erapy (Bowen, 1975) 
is not feasible in this urgent crisis. Once the crisis is resolved, a course 
of therapy following Bowen’s Th eory may be very helpful. However, the 
urgency of a high lethality suicidal crisis limits the options available to 
the therapist. At this time I rely upon the Hook and Slam I put forth in 
the previous chapter. However, because of the urgency of the suicidal 
crisis, I have to be very careful about how I employ each.

THE HOOKUSING THE CLIENT’S PERSPECTIVE
When a therapist is conducting therapy, the client will provide much 
information on what the therapist might use to hook the client. Th e 
therapist must choose which information to use in disarming the cli-
ent’s defenses in order to set up a disruption of the client’s maladaptive 

RT6086X_C006.indd   97RT6086X_C006.indd   97 8/3/07   7:53:59 AM8/3/07   7:53:59 AM



98 • Family Th erapy with Suicidal Adolescents

recursive cycle. In family therapy, the family members will also give 
the therapist information to establish a good therapeutic hook. Even 
if no other information is provided, when working with adolescents, 
the nature of adolescent life will provide the therapist with several 
 openings to try to hook the client into lowering defenses. However, in 
a suicidal crisis, many of these sources of information may be lacking. 
If the therapist has never previously seen the suicidal teenager who is 
in crisis, the therapist may have little or no background upon which to 
create an eff ective hook. Even if the suicidal adolescent is or was a client 
of the therapist, many of the aspects of the young person’s life, which 
were important in therapy, may recede into the background at the apex 
of the suicidal crisis. In this crisis, the “here and now” is most impor-
tant. In most suicidal crises for adolescents, the family is not present 
to contribute information. Even if family members are present, they 
are oft en so frightened and stressed that they cannot provide much in 
formation upon which the therapist can formulate an eff ective hook. 
Lastly, the circumstances which brought the adolescent to the brink of 
suicide may be so unique that much of the information on typical ado-
lescent development may simply not fi t the present situation. Th erefore, 
many of the ways that a therapist gains information to formulate a good 
hook may not be available in a suicidal crisis.

To hook the adolescent client, who is experiencing a suicidal crisis, 
I borrow a technique from neurolinguisitic programming (Bandler & 
Grinder, 1975). Bandler and Grinder proposed that each person has 
a preference for one of the three primary senses: visual, auditory, or 
kinesthetic. Th ey felt that a person was most at ease in their preferred 
primary representational system (PRS). Th erefore, they suggested that 
therapists should adjust therapy to communicate within the  client’s PRS 
to ensure the greatest ease for the client and the maximum communi-
cation between the client and the therapist. Although this theory has 
achieved a strong following among some therapists, many of principles 
 surrounding PRS have not been supported by research (Darn, 1983; 
Graunke & Roberts, 1985). However, the principle of  putting the client at 
ease and connecting with him or her by  speaking his or her  “language” 
can be borrowed by the therapist to form a quick bond with the suicidal 
adolescent and may hook that adolescent into letting his or her guard 
down. By their language, I am not referring to clients’  vocabulary or 
speech patterns. Th e therapist’s trying to mimic the argot of the adoles-
cent’s words and slang would sound phony and, if  anything, push the 
adolescent away. However, using the client’s metaphors and life experi-
ences can accomplish the neurolinguisitic programming goals of put-
ting the client at ease and enhancing client–therapist communication.
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I had a case of a young suicidal teenage male who made money aft er 
school and on weekends as an auto mechanic. He was proud of those 
skills and of the responsibility he demonstrated by having that job. I 
asked him what he did when a customer said they had a problem but 
couldn’t describe it well enough for the client to know what was wrong. 
Th e client said that he asked the customer to take him for a drive so he 
could see what was wrong. I replied:

Ok, that sounds like a good idea. Something is wrong with your 
life and I don’t have a handle on what it is. Can you take me for a 
drive in your life so that I can see if you need a new carburetor or 
a fuel pump?

For the fi rst time in our interaction, the young man smiled at me and 
said “Buckle up!” Th e metaphor of troubleshooting an automobile and 
doing therapy made sense to him and put him at ease because we were 
“in his ballpark,” speaking his language. Th is metaphor ultimately led 
me to a wonderful slam that disrupted his maladaptive recursive cycle. 
I asked him:

When you have a car with a faulty carburetor, what do you do 
with it? Do you fi x the carburetor, or replace it, or do you just junk 
the whole car?
He replied: “I fi x it. It would be crazy to junk the whole car because 
one part was bad.”
I answered: “Th en why are you ready to junk your whole life when 
only one part is broken?”
He smiled.

We did therapy subsequently, and he always referred to therapy as 
“jacking him up to see his underbody.”

Previously, I had elaborated the case where the young man was sui-
cidal and had constructed a noose in his garage to hang himself. He 
wanted to read his favorite Bible passages to me and the crisis center 
volunteer who accompanied me on the emergency call. Because I was 
in my client-centered modality of therapy, letting him tell his story his 
way encouraged him to do the bulk of the talking. At one point he sat 
frustrated and challenged me:

You’re the damned counselor! Don’t you have any advice to give 
me that will make all of my problems go away? Why are you so 
damn quiet?
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I responded quietly:
Well, the way I fi gure it, God gave us two ears and one mouth. 
Maybe, in times like this, He wants me to listen twice as much as 
I talk.
He immediately got quiet and became contemplative. He said, “You 

know, I never thought of it that way.” My client’s religious conviction 
led me to a series of mini-slams when he asked me to read several of 
my favorite Bible passages. I chose verses which emphasized hope and 
forgiveness. Aft er the Sermon on the Mount, when the Pharisees asked 
Jesus to name the greatest of the commandments, he replied that there 
were really only two commandments and the second one was to “Love 
thy neighbor as thyself.” I pointed out to him:

It doesn’t say “Love thy neighbor better than yourself.” It says 
“Love they neighbor as thyself.” If you can’t love yourself, how 
can you love your neighbor? What kind of love can you show your 
family or your wife if you are ready to kill yourself?
My series of mini slams gave way to a major slam. He responded, 
“So, I guess I can’t kill myself and be very Christian.”

In both of these examples I was able to use something the client had 
given to me at the time of his crisis. I used the auto mechanic meta-
phor and the Bible to speak the client’s language. We stepped into their 
respective areas of expertise. Once the client felt at ease and felt that I 
was deferring to their worldview, I created cognitive dissonance within 
their worlds to suggest that their own occupation, in one instance, and 
religion, in the other, would come to the conclusion that suicide is not 
a logical alternative for a good mechanic or a good Christian. Th is cog-
nitive dissonance broke the maladaptive recursive cycle which had led 
them to the point of suicide.

THE SLAMDISRUPTING CYCLES
In a suicidal crisis that is highly lethal, the therapist’s main objective 
is to disrupt the maladaptive recursive cycle that has led the client to 
the brink of suicide. Th ere are a number of ways to accomplish this. 
However, all of them are predicated upon a solid therapist–client rela-
tionship. Unlike therapy, where the luxury of time allows the relation-
ship to grow and season over time, the suicidal crisis demands a quick 
joining process and hooking of the client, and an equally expeditious 
intervention to try to change the client’s stated course of action.
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Utilizing the Teeter-Totter Model discussed in chapter two, the thera-
pist has two broad strategies: (1) reducing stress or (2) adding resources 
(Jurich & Collins, 1996). Hill (1949) gives the therapist a third strategy, 
that of changing the client’s perception of the event, in this case suicide.

Reducing stress is an excellent way to disrupt the client’s maladaptive 
recursive cycle. However, in most cases there is little that a therapist 
can do to reduce stress at the time of the suicidal crisis. Despite this 
reality, the therapist should still consider methods of reducing stress as 
an option. For example, I was called to one of the university dormito-
ries for a suicidal crisis involving a young woman who was threatening 
to stab herself with her boyfriend’s hunting knife. Although she had a 
number of problems, the event which had triggered the suicidal crisis 
was that this was the Friday evening of the last day to drop classes with-
out a withdrawal–failure (WF) being recorded on the student’s tran-
script. She confessed that, due to her depression over her “on again–off  
again” relationship with her boyfriend, she couldn’t study and was, 
therefore, fl unking all of her classes. Th erefore, she said that she would 
be kicked out of school and have a permanent blot on her academic 
record which, before this semester, had been a B+ average in two years 
of college. Aft er joining with her and listening to her tell her story her 
own way, I asked the following question: “Would you still be suicidal if 
I was able to get you released from all of your courses without a failing 
grade?” I told her that she might have to take some courses over and 
that money laid out for this semester was gone but she would have no 
Fs or WFs on her transcript. Th is stopped her maladaptive recursive 
cycle. She replied, “Probably not.” I asked her to give me until Monday 
evening at 5 p.m. to see what I could do to make things better. I asked 
her for her permission to speak with her professors and instructors. I 
also asked her to allow me to check her into the student health cen-
ter for medication and observation for her own safety until that time. 
Eventually, aft er some discussion, she said “yes” to all three requests. I 
started calling up her instructors on Saturday morning and, by 4 p.m. 
on Saturday aft ernoon, I had some form of accommodation from each 
professor that would allow her to either drop the class, subsequently 
do the work for the class, or retake the class with no permanent con-
sequences to her academic record. I told her this on Saturday evening, 
and we started therapy on Tuesday morning. Utilizing the Teeter-Totter 
Model, I actually did two things:
 1. I reduced the primary stress which precipitated the suicide 

crisis.
 2. I gave her a resource she had not previously had—me.
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Although situations in which the therapist can lessen the client’s 
stress are rare, they shouldn’t be overlooked because they can have 
 signifi cant impact on the suicide crisis.

Adding resources is more typically the strategy for disrupting the 
maladaptive recursive cycle in a suicide crisis. Th e very act of the 
therapist’s talking with the client gives the client a resource he or she 
has not had before. Th e therapist’s knowledge, experience, training, 
and resource network is now accessible to the client. Th at is quite an 
increase in resources. I oft en tell a client that “the entire mental health 
 community of professionals is here in this room with me, ready to give 
you a hand.” Th is dramatizes the increase of resources to the client. I 
will also speak with the client about specifi c resources about which the 
client may be unaware. I had a suicidal young man, age fourteen, who 
had multiple problems, one of which was school. He told me that he just 
couldn’t see the blackboard but that his family couldn’t aff ord to buy 
him glasses. I informed him that the Optimists Club would provide 
him with a pair of glasses free of charge. I gave him another resource.

Many resources arise from the client’s own network of interpersonal 
relationships. I will oft en suggest the adolescent’s mother or father as 
a resource. Many adolescents do not consider going to their parent 
because they feel as if such a request would force them back into the 
child role again and that would make them feel like a failure as an ado-
lescent. I try to tell adolescents that, no matter what their age, they will 
still be the off spring of parents. I try to give them an example of how I, 
at the ancient age of fi ft y-eight, still ask my mom for advice. I also add 
that it makes parents feel wanted if they can help. I have had suicidal 
adolescents refuse to seek their parent’s help to meet their own needs, 
but will ask for parental assistance because it will make their parents 
feel good. Th eir rationale is important. Th e fact that I’ve reminded them 
of a new resource is important. Sometimes parents are the problem for 
the adolescent. Th is is an ideal time for the therapist to ask the client 
how they would feel if the therapist did family therapy with the adoles-
cents and their parents to see if “we can turn them from a liability to 
an asset.” Many suicidal adolescents, especially early adolescents, are 
intrigued by that idea. Some adolescents totally reject the idea of their 
parents as an asset. A suicidal crisis is not the time to argue that point. 
Drop it and move on. Ask about siblings or extended family members. 
I had a client who, in telling his story his way, said, “My whole family’s 
screwed up. I have no use for any of them.”

I asked, “Isn’t there anyone in your family that makes you feel warm 
inside or makes you laugh?” He responded, “No! Well, Aunt Mary from 
Salina used to make me laugh. She had that twinkle in her eye.” I asked, 
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“When was the last time you spoke to Aunt Mary from Salina?” He 
proceeded to tell me that it had been almost two years. I asked him to 
speculate how she might respond if he called her up or even visited her. 
He thought that she would like that and he launched into a ten-minute 
monologue of nostalgia that brought a smile to his face for the fi rst time. 
I had given him another family resource with whom he had lost touch. 
Sometimes resources can be a member of the client’s circle of friends, 
or a roommate, or a member of the basketball team. Don’t overlook 
coaches, teachers, or ministers as potential resources. Th e more encom-
passing the network of resources, the less isolated the adolescent will 
feel and the more options the client will be able to exercise.

Changing the client’s perception of the suicide will oft en be the most 
dramatic way to disrupt the maladaptive recursive cycle. Working with 
the client’s metaphors, as was demonstrated in the two examples cited 
above, can give the therapist the opportunity to create a cognitive shift  
in his or her thinking if cognitive dissonance is created. A therapist 
can reframe the suicidal crisis as a “cry for help” for the adolescent. If 
the client rejects that notion, ask him or her if the suicidal crisis is a cry 
for help for the family and he or she is acting as the “standard bearer” 
for the family. Many adolescents will reject the notion that the “cry for 
help” is for them but will embrace the idea that they are, almost hero-
ically, threatening suicide to help his or her family. At that point the 
therapist can tell the client that his or her mission is accomplished and 
that the need to threaten suicide is no longer necessary. Many adoles-
cents will in fact, be relieved to relinquish their role as standard bearer 
and be willing to turn over the responsibility to the therapist, especially 
if family therapy is suggested as an alternative.

Many adolescents come to the brink of suicide expecting it to be 
 painless and easy. Th ey have been seduced by the countless hours 
of watching antiseptic deaths on television and the movies. In those 
deaths, the “good guys” die either quickly or peacefully for a noble 
cause. In the James Bond movie Th underball, James is dancing with a 
female enemy agent whose henchmen are trying to shoot him with a 
pistol with a silencer attached. He sees the pistol. At the last moment, 
he wheels his dance partner around so that she is shot in the back by her 
own  henchmen. Th e audience sees a small red dot appear on the back of 
her dress and, with a slight sigh, she seems to faint and fall limp in Mr. 
Bond’s arms. She shuts her eyes as if she were asleep. Never skipping a 
beat, James waltzes her over to a table at which is seated a young couple. 
He sets her down on the seat and tells the couple, “Would you be so kind 
as to watch over my girlfriend. She’s dead on her feet.” He briskly walks 
away. Th is is a quintessential “antiseptic death.” No pain, no agony, and 
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no suff ering is seen. Th e dead woman is cavalierly  abandoned with a 
bad pun. As teens have an unrealistic expectation of not only death but 
also what the process of dying is like, they do not understand what the 
reality of death truly is. On some level the adolescent believes that he 
or she will die an easy and peaceful death and somehow will be able to 
come back and see their own funeral like Tom and Huck in Tom Sawyer 
(Twain, 1876).

In cases like this, a good slam would be for the therapist to describe 
the adolescent’s potential death in a more realistic manner. Such a 
description will oft en be enough to disrupt the maladaptive recursive 
cycle leading to suicide. When Clint Eastwood in Dirty Harry describes 
for the man who is on the ledge of the building threatening to jump 
the bloody mess he will make on the pavement, the man gets nauseous 
and instinctively backs off  the ledge. At that moment, Harry grabs him. 
When the man struggles, Harry punches him in the mouth, knocks 
him unconscious, and takes him off  the ledge. Not exactly therapeutic 
in nature, but it does illustrate the eff ect of making death and dying 
more real to the client.

I had a case where a seventeen-year-old young Kansas woman called 
me in my offi  ce at about 4 p.m. She explained that she had heard me talk 
on a radio interview about suicide and wanted to tell me that she was 
going to kill herself before her parents came home at 5 p.m. I listened to 
her tell her story her way and ruled out that it was a prank call. I asked 
her how she was planning to kill herself. She responded that she was 
going to drive her car off  a cliff . My fi rst thought was that there are no 
cliff s in Kansas. However, she described that she lived in the Flint Hills 
and knew of a road that had a curve around the side of a hill that had a 
45-degree drop off  for 100 feet. She would drive her dad’s Chevy Impala 
through the guardrail and “just die.” I asked her how she thought she 
would die. She replied, “I’ll just die. Th at’s it.” I proceeded to describe 
how she would die. I described the most bloody and awful scenario of 
her death that I could conjure up. I told her that her face would crash 
into the windshield and be embedded with glass, the steering wheel 
would cut her in half, and she would have the pleasure of watching the 
bottom half of her body detached and burning to death. Is that really 
what would have occurred? I don’t know. I told the bloodiest story I 
could to shock her into the fact that she would not “just die.” She said, 
“Yuck! I don’t want to do that!” I replied, “Good! Let’s talk.” I kept her 
on the phone until her dad came home. We set up a vigil by Mom and 
Dad to watch over her. We made an appointment to come into therapy 
for the next day. As I was on the phone and did not even know where 
she was, I felt the necessity to strongly disrupt her suicidal  maladaptive 
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cycle. I did so dramatically because I felt I needed the impact to derail 
her path to suicide.

Many adolescents will not forgo their attempt at suicide for their 
own sake but will do so for others. For example, I have asked a young 
man, “If you commit suicide, how will your little brother make sense 
of it?” Th is adolescent, who had been talking to me with a loaded .45-
caliber pistol in his mouth, took the gun out of his mouth when I asked 
that question. A young woman of seventeen, who had an infant daugh-
ter, had determined that her daughter would be better off  living with 
her parents. She decided to kill herself. Nothing I could say seemed to 
 dissuade her from suicide. I asked her the following:

Would you take a revolver with three bullets in the six chambers, 
spin the chamber, point it at your baby daughter, and pull the 
trigger?

I had asked her if she would play Russian roulette with her 
daughter. She replied, “Of course not! Th at’s sick!”

I responded by saying:
Well if you commit suicide, that is exactly what you would be 
doing to your young daughter. Statistics show that when a par-
ent commits suicide, their children have a fi ve hundred percent 
greater chance of committing suicide themselves!
She sat in stunned silence. I had derailed her maladaptive cycle 

of suicide. She was willing to put her own life on the line, but like 
the good mother that she was, not her baby’s life. Th e statistic is a 
true  representation of the research. Families in which a parent has 
 committed suicide run a fi ve times greater risk of having one of the chil-
dren  commit suicide (Jacobs et al., 1999). Why did I say “fi ve  hundred 
percent”? I did so because “fi ve times” and “fi ve hundred percent” is 
the same number but “fi ve hundred percent” sounds bigger. One of the 
advantages to being at the same university for thirty-three years is that 
you sometimes have the ability to follow up on cases. Fift een years aft er 
I had fi rst seen this client in a suicidal emergency situation, I was super-
vising behind the two-way mirror in a clinic. A woman, who looked 
to be in her early thirties had come in for an initial therapy session. 
She was married with three children and was having marital problems. 
A standard question on the clinic’s intake forms asked about suicidal 
ideation. Her reply was as follows:

Suicide. Yeah, I felt suicidal once but I can’t commit suicide because 
it would hurt my babies. Do you know a son-of-a-bitch named 
Tony Jurich? He told me that, if I killed myself, my kids would 
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have a fi ve hundred percent better chance of killing themselves, 
too. Th at son-of-a-bitch took away my right to commit suicide.
From behind the mirror I thought to myself, “Yes!” aft er fi ft een years, 

my strategic slam still had the power to disrupt her suicidal  maladaptive 
recursive cycle.

If nothing else works, I use my research (Jurich, 2002a). I tell the 
 client that I have collected data from 128 subjects who genuinely tried 
to commit suicide. I go on to say:

Th ese were not “suicidal gestures” but lethal means of killing 
themselves: Th e man who shot himself in the temple of his head, 
the woman who jumped off  a fi ve-story ledge, the woman who 
took thirty-fi ve sleeping pills. Each of these people in my study 
said that they genuinely chose to die. Th ey are only alive by a quirk 
of fate or by God’s will. However, each person in my study told 
me that there was a moment, usually aft er the point of no return, 
that they had doubts as to whether they really wanted to die. Th e 
woman who took the sleeping pills said that she didn’t know if 
she was certain of her choice of death. She tried to crawl across 
the bed to the phone to call for help but the pills had taken eff ect 
and she couldn’t move. Th e only reason she is alive today is that 
her roommate came back home from her date because she forgot 
something and found her lying there. Th e woman on the ledge 
said that she wanted to die until she felt her rear foot leave the 
ledge. She said she thought, “Oh, God, don’t let me die!” She even 
tried to reach back for the ledge with her hand. Th at gesture prob-
ably saved her life because it kept her body from rotating on the 
way down. She broke both her legs and fractured her hip but she 
survived. Th e man who shot himself said he wanted to die until 
he felt the hammer go down on the pistol. He said that it seemed 
like an eternity in slow motion. He tried to pull the gun away 
form his head, but he wasn’t quick enough. Maybe he changed the 
direction of the barrel of the gun, just enough to shoot through 
his temple rather than completely through his brain. Someone 
immediately called 911, and they saved his life. He has a plate in 
his head, but he’s still alive! I could tell you another 25 stories like 
these. Do you want to try to commit suicide, reach the point of 
no return, have doubts about really wanting to die, and not be as 
lucky as the people in my study?

I have never had a person answer “yes” to that question. Th is rather long 
intervention has the power to disrupt the client’s maladaptive recursive 
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cycle of suicide by using the power of research to validate an extreme 
probability that they will have cognitive dissonance aft er the decision 
to kill themselves, and it will be too late to stop it. Th is creates cognitive 
dissonance in the “here and now” because the client still has the power 
whether to proceed any further to the edge of the cliff  or not to do so. 
As the same study (Jurich, 2002a) demonstrated that feeling powerless, 
hopeless, and helpless are such a strong factor in pushing a person to 
commit suicide, this use of the stories of my subjects basically throws 
down the challenge to the client to “act now because later you may be 
even more powerless to act!” It heightens the client’s cognitive disso-
nance by focusing on the variable of control over one’s life, a variable 
that the research has shown to be extremely powerful at the moment of 
fi nal decision to commit suicide or not. Th is is a powerful mechanism 
to disrupt the client’s suicidal maladaptive recursive cycle.

POSTINTERVENTION SAFETY
Aft er the maladaptive recursive cycle has been disrupted, the therapist 
must ensure the safety of the client. Most oft en hospitalization is war-
ranted. Th e therapist must arrange for the transportation to ensure that 
the client will get there. If an ambulance or the police transport the cli-
ent to the hospital, the client is guaranteed to arrive. Th ey also will if the 
therapist transports them. I believe that it is a bad idea for the client to 
transport himself or herself or have a family member or a friend trans-
port him or her to the hospital. A manipulative client can talk a friend 
or family member from delivering him or her to the emergency room.

Th e therapist may feel that the suicidal crisis episode is over and 
that the client need not be hospitalized. I still think that it is a bad 
idea to leave the client alone for the night. I believe that the therapist 
should make arrangements with a friend or a family member to spend 
the night with him or her. I also believe that the therapist should speak 
with that caretaker about what to expect, how to act responsibly, and 
how to handle an emergency if the client should regress back to suicidal 
behavior.

Lastly, the therapist needs to take care of himself or herself. Th e ther-
apist will probably be exhausted aft er the crisis. Th e therapist needs to 
rest. Cancel appointments if necessary. I believe that the therapist has 
to decompress. Part of that process is to talk over the crisis and how he 
or she handled it. Talking it over with a colleague or supervisor would 
be ideal, preferably within 24 hours of the crisis. As Billy Joel sings in 
a song called “James”: Do what’s good for you or you’re not good for 
anybody.
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Seven
JOINING

Convincing the Adolescent That This Does 
Not Have to Be a Solitary Battle

WHY FAMILY THERAPY?
A legitimate question for the reader to ask at this point in the book 
is, “Why family therapy?” Much of what I have written can be used 
in therapy with both families and individuals as clients. Th e previous 
chapter was specifi cally written to be used primarily with individual 
adolescents, as families are seldom present at the time of the suicidal 
crisis. I have tried to appeal to both individual and family therapists 
in addressing suicidal adolescents. However, when it comes to therapy, 
I believe that a family therapy approach will produce the best results 
when working with suicidal adolescents.

In the past, the preferred mode of therapy with suicidal adolescents 
has been individual therapy. Th e prevailing opinion seemed to be that 
because suicidal ideations were indicative of internal turmoil, the indi-
vidual should be the only client who enters into therapy. In addition, 
this point of view fi ts nicely with the medical model of therapy in which 
an “identifi ed patient” (IP) should be treated for an individual problem. 
Th erefore, the prevailing opinion has been that therapy should be con-
ducted with suicidal adolescents, prevention should be stressed with 
groups of adolescents in settings such as schools, and emergency ser-
vices should be instituted and be made available to suicidal adolescents 
(Hendin et al., 2005; Sneidman, 1998, 1999; Wekstein, 1979).
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Th e families of adolescents are much more likely to be involved in 
 therapy when discussing grief reactions to death or suicide (Lattanzi-
Licht, 1996). Contrary to the implications of these writings, families are 
involved with a suicidal family member both before and aft er a suicide. 
Th e reader might be directed to a book called Small Mercies by  Barbara 
McCauley (1998) for an excellent depiction of the intertwining of  family 
relations within a family before and aft er the suicide of a  family member.

Th e lack of inclusion of families in the therapeutic process is  puzzling, 
however, when one considers the crucial role played by families in the 
etiology of suicide, especially suicides by adolescents (Henry et al., 1993; 
Jurich, 2002a; Jurich & Collins, 1996). If parents play such a crucial role 
in causing or contributing to adolescent suicide, I believe that mental 
health practitioners need to strongly consider family therapy with the 
suicidal adolescent and his or her family to be indicated by the research 
fi ndings on the genesis of adolescent suicide. In a study of accidental 
survivors of suicide attempts, sixty-three percent of the adolescents 
listed “family” as the primary long-term cause of their suicide attempt 
(Jurich, 2002a). Trying to conduct therapy without major participation 
by the suicidal adolescent’s family seems to be leaving out a crucial piece 
of the puzzle. Even if the adolescent is greatly helped by the individual 
therapy, he or she still must go back to his or her family to reintegrate 
into that family. I believe that reintegration is much better carried out 
if the family has accompanied their adolescent on the therapeutic jour-
ney. Th ey can witness, fi rst-hand, the type and magnitude of the stress-
ors and pain that the adolescent is experiencing. Family therapy cannot 
only change the adolescent’s ideas and behaviors but also can alter the 
attitudes and behaviors of the rest of the family members, especially the 
parents. In this way, the therapist can effi  ciently reduce the stressors in 
the adolescent’s life. Th e therapist can also present to the suicidal ado-
lescent a new resource—his or her parents. For some families, it may 
be a struggle to help the parents become resources but their very pres-
ence in the therapy room will go along way in convincing the suicidal 
adolescent that his or her parents are truly on his or her side and are 
not the enemy. To put it in the parlance of the street, by participating in 
family therapy, the parents are not only “talking the talk” but they are 
“walking the walk.”

Th ere has been a great emphasis recently on “evidence-based thera-
pies.” Th ere are several studies that have demonstrated the eff ectiveness 
of family therapy in a multitude of adolescent problems, such as addic-
tion (McGovern, Fox, Xie, & Drake, 2004), eating disorders (Powers 
& Santana, 2002), psychiatric disorders (Mattejat, 2005), delinquency 
(Breuk, Sexton, Van-Dam, Disse, Doreleijers, Slot, & Rowland, 2006), 
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and general adolescent diffi  culties (Carr, 2000; Hogue, Dauber, Samuo-
lis, & Liddle, 2006). However, there are few studies that specifi cally 
focus on the family therapy treatment of suicidal ideation. Th erefore, 
I will try to point out when there is evidence-based therapy research 
available. However, this fi eld has not been researched well up to this 
point in time.

From the standpoint of cognitive interventions, the very act of  having 
the entire family expressing their thoughts and feelings openly in the 
same room is a powerful intervention. Th e family members may fi nd 
that they agree with each other and are more similar than they thought 
they were. Th e parents may fi nd that their suicidal adolescent sees the 
world quite diff erently than they ever thought possible. Many families 
discover that one parent (most typically, Mom) is very aware of the 
adolescent’s thoughts and feelings and the other parent (oft en, Dad) 
is less in touch with his spouse and his teenager (Jurich, Bollman, 
& Schumm, 1984). In any of these cases, the discussion under the guid-
ance of a family therapist will be crucial to the understanding of the 
suicidal adolescent’s situation.

If the therapist is utilizing some form of behavioral intervention, hav-
ing the rest of the family present in therapy has several advantages. Th e 
family hears the adolescent’s behavioral contracts and can support 
the adolescent at home as he or she tries to “work his or her program.” 
Th e mark of a good behavioral program is not the time the adolescent 
spends in therapy but the time the adolescent spends during the other 
167 hours of the week when he or she is in “the real world.” Th e ther-
apists can’t spend that time with the client. However, the adolescent 
client’s family can spend time with their suicidal adolescent in “the real 
world” just living. In addition, within a family therapy context, the rest 
of the family becomes part of the behavioral contract and each member 
has his or her own roles to play. Th erapy is no longer a solitary activity 
but a group process. Th e adolescent no longer feels as if he or she must 
make this therapeutic journey alone.

From a strategic point of view, family therapy is a much more 
 powerful form of intervention than strategic therapy with an individ-
ual. Strategic takes a fl ow of energy, such as the inertia that holds a mal-
adaptive recursive cycle in place and seeks to redirect the fl ow of energy 
in a more useful or positive (as defi ned by the client’s goals) direction. 
In that way, it is truly an exercise in therapeutic jujitsu (Jurich, 1990). 
Th e question becomes, “What if you have a depressed, despondent, 
 suicidal adolescent?” Th ere appears to be very little energy fl ow with 
such a client. Strategic therapy can be done with this client. Th e thera-
pist can use a very Freudian defi nition of depression as being “anger 
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turned inward” (Freud, 1955). Th is bifurcates the adolescent into the 
anger perpetrator and the anger victim and allows for some dynamic 
tension to be explored between the client’s two “warring personae.”

However, if the therapist has the client in family therapy with his or 
her family, lots of energy fl ow can be observed and altered among the 
various family members. If a suicidal female adolescent client is silent 
about her motivations for suicide, it will be diffi  cult to conduct indi-
vidual therapy. However, if that same adolescent is in family  therapy 
with her family, the therapist has other options. As the client is being 
silent, I can ask the other family members why they think the client 
is contemplating suicide. Th e therapist can justify this question by 
telling the family that they understand the client far better than the 
therapist does because they have known her longer and they live with 
her. When the client’s kid sister, whom the client thinks is the “favorite 
child,” responds to my question by saying, “She’s just a big baby who’s 
too chicken to live life!,” this will trigger a much more vocal reaction 
from the client than anything the therapist could have said. Even if 
the client’s sister’s reaction is way off  base, it is still valuable because 
it provoked a reaction from the client. If the client tries to dismiss the 
sister’s analysis by saying, “Th at’s ridiculous!,” the therapist can reinvite 
the client to refute her sister’s remarks by informing the therapist and 
her family as to what her true motivations are. Most adolescents will be 
only too happy to oblige in proving the sister wrong. If the client is still 
reluctant, the therapist can inform the client that, since there is no com-
peting theory put forth by the client, the therapist has no choice but to 
accept the analysis of the sister as being valid. Th is process is a slam and 
a juice that will typically cause such a degree of cognitive dissonance 
in the client that even the most sphinx-like adolescent will volunteer 
information. None of that intervention could be accomplished without 
the family in the room.

In addition to this logic and rationale about the advantages of  family 
therapy with suicidal adolescents, there is also some research which 
demonstrates some advantages to family therapy over individual ther-
apy with suicidal individuals. Jurich (1983a) conducted a compari-
son study of sixteen suicidal clients who received family therapy and 
eighteen suicidal clients who received individual therapy. A Tennessee 
Self-Concept Scale (Fitts, 1965) was administered as a part of the ini-
tial assessment of the suicidal client and aft er the termination session, 
following a pretest–post-test design. All of the clients in both groups 
signifi cantly increased their (1) total self-concept, (2) self-criticism, (3) 
identity, (4) self-satisfaction, (5) behavior, (6) physical self, (7) moral 
and ethical self, (8) personal self, (9) family self, and (10) social self. 
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Th e conclusion to be drawn from this data? Th erapy, whether  individual 
or  family therapy, works well with suicidal people. However, when 
the scores were compared across therapeutic modalities, there were 
three  signifi cant diff erences. Suicidal clients who had family therapy, 
improved their family self, self-satisfaction, and total self-concept scores 
signifi cantly better than did their counterparts who had participated in 
individual therapy. As the therapist was the same in all thirty-four cases, 
these results could reasonably be attributed to the mode of  therapy with 
family therapy’s being better in these crucial three areas. Obviously, 
both modalities of treatment, individual and family  therapies, worked 
well with suicidal clients. However, family therapy had some signifi -
cant advantages over individual therapy in several crucial areas that are 
extremely important to adolescents: total self-concept, family self, and 
self-satisfaction. Consequently, in my work with  suicidal adolescents, 
family therapy is my treatment of choice.

JOINING WITH CLIENTS WHERE SUICIDE 
IS THE PRESENTING PROBLEM

When the presenting problem is the adolescent’s suicidal ideations, the 
initial family therapy session will be dependent upon whether this is 
the fi rst time the therapist has seen any member of the family or whether 
the therapist has seen the suicidal adolescent as a client fi rst and is now 
meeting with both the suicidal adolescent and his or her family for the 
fi rst time. In either case, I follow the same steps in joining mentioned 
in Chapter 5. I “dress down” to solidify my joining with the adoles-
cent. I ask them to describe the “presenting problem” as each family 
member views it. I utilize client-centered (Rogers, 1957) techniques of 
warmth, empathy, and genuineness to lay the foundation for joining 
with each family member of the client family, including the suicidal 
adolescent. However, when the presenting problem is the suicidal ide-
ation of an adolescent family member, there are other components to 
the joining process. When an adolescent has precipitated a suicide cri-
sis or has verbalized suicidal thoughts, the family’s established patterns 
of interaction are thrown into turmoil. Society sees suicide as being 
highly abnormal and is very judgmental about people who express sui-
cidal desires by word or action. Th is is especially true when the suicidal 
person is an adolescent. Society’s refrain is, “Something must really be 
wrong in that family if an adolescent wants to kill himself because he 
has so much to live for!” Such a rejection of life causes so much cogni-
tive dissonance in members of our culture that people seek to diminish 
this dissonance by searching for explanations as to why this adolescent 
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would be suicidal. Th ose explanations typically involve blame. “It could 
be the  adolescent’s fault because she was too screwed up.” Th is is blam-
ing the victim. “It must be the result of poor parenting.” Th is is blaming 
the parents for their failure to parent adequately. “Th e teenager was okay 
until his parents got divorced,” thereby blaming the parents for their 
failure as spouses. “Th at adolescent was just fi ne until her little sister was 
born,” blaming a sibling for somehow causing the adolescent’s suicidal 
 ideation. Consequently, when the family comes into therapy, each fam-
ily member, including the suicidal adolescent, understands the blame 
that members of society seek to place upon someone in the family. 
 Family members tend not to question the legitimacy of placing blame; 
they just want to make sure that the blame isn’t placed on them.

Families will oft en come into therapy with preconceived ideas of 
who is to blame for the suicidal adolescent. Th ese are oft en initiated or 
exacerbated by their friends, extended family, or even well-meaning but 
misguided professionals in the community. I had a case in which the 
minister said that a suicidal teenage boy caused his suicidal ideation by 
not coming to church oft en enough. Th e father’s boss said that his wife 
was not being a good enough mother. Th e mother’s friends told her that 
her husband spent too much time at work to properly parent his son. 
Although any of these hypotheses may have had some legitimacy, they 
were not stated as speculations. Th ey were stated as fact. Is it any won-
der that, when the family came to the fi rst therapy session, each family 
member felt like he or she was “walking on eggshells”? Nobody wanted 
to be blamed as the reason for the young man’s suicide attempt.

Th e therapist must make the therapy room a safe haven from such 
societal scapegoating. Th erapy is a place where we can talk about fear, 
shame, guilt, and blame, but it also is a place where we will talk about 
all possibilities without “rushing to judgment” in order to take the easy 
way out. Th erapy is hard. It asks all family members to be honest about 
responsibilities for their actions. Th e therapist does not only have to 
teach this, but also model it.

In order to be honest about responsibility without blaming, I like to 
establish the following framework as a cornerstone for discussions of 
responsibility. I tell the family that when a person commits an act, he or 
she must take full responsibility for that act. Th e teenage boy who tries 
to kill himself is totally responsible for that act. Nobody made him do 
it. Even if others infl uenced him to commit suicide, the ultimate deci-
sion to act in a way that could or would end his life is his choice. No 
matter what anyone else said or did, even if they put the loaded gun in 
his hand, the young man could have chosen an alternative action. Th is 
may sound like a harsh message to communicate to a young suicidal 
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teenager. I believe it is a necessary message to send everyone in the 
 family for two reasons. First, if there is constant blaming and scapegoat-
ing, it slows the therapeutic process down to a crawl. Every discussion 
of responsibility becomes a struggle for locus of control. Responsibility 
becomes a therapeutic “hot potato” that each family member quickly 
throws to another family member in order to avoid being burned. Th is 
will slow the therapeutic process down signifi cantly. Secondly, feelings 
of powerlessness are a crucial factor in the lives of suicidal adolescents 
(Jurich, 2002a). If suicidal adolescents are allowed to avoid responsibil-
ity for their actions, it reinforces the fact that they are truly powerless to 
do anything about their life or death. In order to empower adolescents 
who are having suicidal ideations, the therapist should be honest and 
straightforward about taking responsibility for their own actions. With 
power comes responsibility, but with responsibility comes power.

However, as the therapist, I also speak to the whole family about 
creating an atmosphere in which suicide would be more likely to hap-
pen. Th e suicidal adolescent woman, for example, still has to take entire 
responsibility for her suicidal actions but the rest of the family must ask 
themselves if they helped create an atmosphere or climate that would 
foster suicide as a maladaptive means of coping or that would promote 
alternatives to suicide as a coping strategy. Th e family members are 
not responsible for the suicidal action. Th at is the sole responsibility 
of the suicidal adolescent. However, they may have some responsibility 
for creating an atmosphere that supported dysfunctional coping strat-
egies. Th is is a fi ne line of distinction but one which I have found to 
be very important to draw for suicidal adolescents and their family. If 
they understand this distinction, the lines of responsibility are clearer 
and everybody in the family will take some responsibility to change the 
family atmosphere. Th is empowers everyone to be able to do something 
that will help to break the present maladaptive recursive cycle.

In this way, the safety of the therapy room, in which nobody gets 
blamed for the adolescent’s suicidal behavior, can be transferred to the 
home to reestablish a safe, trusting, and secure set of family  relationships 
(Jurich, 1983a). Th e family learns to make distinctions about respon-
sibility and can transfer that knowledge from one intimate environ-
ment (therapy) to another intimate environment (home). In addition, 
relational behavior in therapy can serve as a model for clients to use at 
home, as one suicidal teenage girl said to me:

Damn it, Dr. J! We come to see you once a week but you follow us 
home. My mom talks and it’s her voice but your words. What’s worse 
is that sometimes I catch myself using “Tonyisms.” Now that’s scary!
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When the therapist’s behavior is transferred to the home, the family 
can establish or reestablish the family as a safe place in which to discuss 
diffi  cult matters.

Th e other major issue that must be brought up in the fi rst session 
is why the entire family should attend the therapy sessions. Using the 
logic and resources I discussed in the fi rst section of this chapter, I try to 
explain to the rest of the family that the suicidal adolescent will  benefi t 
most if everyone in the family can attend. I typically use a baseball team 
metaphor. If, with one out, the pitcher has walked two batters, he is in 
trouble. He has also put his team in trouble. Th e object of the game is to 
get a victory for the team. If the batter hits a ground ball to the short-
stop, the best thing to do is to try to turn a double play. Th e shortstop 
fi elds the ball and throws it to the second baseman, who catches the 
ball, spins around aft er he touches second base, and throws to the fi rst 
baseman who steps on fi rst base. Th at double play ends the inning and 
the threat to the pitcher and his team is over. Th is is a good outcome 
for both the pitcher and every member of the team. However, in order 
to accomplish this, the shortstop, second baseman, and fi rst baseman 
all have to do their appointed jobs. If any one of them messes up and 
doesn’t do his job, there is no double play and the threat of the opposing 
team scoring is still there. Likewise, even if the adolescent has created a 
threatening situation, the family needs to pull together as a team to get 
both the suicidal adolescent and his team (the family) out of this jam. 
Th is requires everyone’s participation. If everybody plays, everybody 
wins. If just one person doesn’t play, there is a good possibility that 
everybody loses. I use a sports analogy because it has been my experi-
ence that females in our culture are typically more willing to actively 
participate in therapy than men. Th erefore, I employ a metaphor which 
will be more “user-friendly” to the males in the family.

Once the family buys into the team approach of family therapy 
and the family feels as though therapy may be a safe place to express 
thoughts and feelings, the therapist can join with all members of the 
family. When the family fi rst walks into the therapy room, I typically 
introduce myself and shake hands with every family member. I ask 
each what they would like me to call them in the therapy room and 
I try to respect their wishes. Th e only exception to that rule is if the 
adolescent has accepted a pejorative name, given by the family. If this 
occurs, I follow the course of action I described in Chapter 5 and try to 
suggest a more mature and functional name. Now that the family feels 
somewhat safe and welcomed, I ask the family to tell me what brought 
them into therapy. I don’t really care who starts that discussion, just as 
long as I get every family member’s viewpoint of why the family is in 
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therapy, including the view of the suicidal adolescent. I want to hear 
how each family member defi nes the suicidal behavior and the role of 
the suicidal adolescent in the family. Th is will begin my analysis of the 
family dynamics. I also want the family to listen to the multiple views 
about the suicide behavior and the suicidal adolescent, and experience 
the therapist’s acceptance of a multiplicity of views as all being valid. 
Th ere is no attempt to change somebody’s mind or arrive at the “right 
answer.” All views are validated, even if they are contradictory. My 
ultimate goal is to have the family grapple with how the adolescent’s 
behavior or ideation serves a particular family function and how this 
can be seen as a symbolic comment about the family system (Minuchin 
& Barcai, 1972).

In order to accomplish this, the therapist should ask each family 
member to discuss his or her perception of the sequence of events lead-
ing up to the suicidal ideation or suicidal crisis (Malouf & Alexander, 
1974). Th e family is instructed to respectfully listen as each family 
member speaks without interruption. Th e family members not speak-
ing are asked to hold their comments and responses until it is their turn 
to speak. Family members may struggle with this at fi rst but they come 
to realize that the therapist will eventually give them a chance to speak 
without the interruption of the other family members while they speak. 
In this way, the therapist slows down the pace of the interaction. Instead 
of a staccato series of interruptions, the therapist allows each family 
member to voice their perceptions in a more relaxed atmosphere. Th e 
former barrage of questions and interruptions will accelerate the fam-
ily into an emotional frenzy. Slowing down the conversation in the way 
described above slows down the tempo of the conversation to allow a 
less emotional discussion of the family situation. In that way the family 
can generate a clearer picture of the role that each family member plays 
in the genesis and maintenance of the suicidal family patterns. Th is 
will, in turn, lay the foundation for the idea that every family member 
is necessary for changing the maladaptive of the suicidal maladaptive 
recursive cycle (Jurich, 1983a).

In this manner, the ground rules are established for how commu-
nication will be structured during therapy sessions and fosters mutual 
respect for all family members. Most family members, including the sui-
cidal adolescent, will address their comments to the therapist. Th is is to 
be expected, as the therapist is the authority fi gure in the therapy session. 
Th e therapist should accept this pattern as being normal for a family 
new to therapy, which is in the middle of a very diffi  cult time. Th e thera-
pist is their “security blanket.” Over time, the family members should 
be instructed to talk directly to each other. In this way, the therapist 
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changes the source of security from himself or herself to the other family 
members. Th e message is that the family is its own resource. Th e therapist 
is there on a temporary basis, but the family will always be there. I tell my 
clients in the fi rst session that my purpose as a therapist is to help them 
out as well as I can and then put myself out of business as their therapist 
as fast as I can by helping them help themselves. Part of that process is 
to suggest that they speak to each other, because this is what they will be 
required to do aft er therapy is over. Th is will set the process in place for 
the directives that the therapist will give as therapy progresses.

Th e therapist can help the family discuss their feelings about each 
other in a nonaccusatory manner (Puryear, 1979). Th is will extract some 
of the venom from previous family communications. Th is will also 
lessen scapegoating and blame-avoidance patterns that are typical in 
such families. Although the therapist should try to keep the atmosphere 
as supportive as possible, he or she should not hinder the exchange of 
negative aff ects (Jurich, 1983a). As a matter of fact, disagreement and 
confl ict should be encouraged as being normal and healthy, if discussed 
in a respectful way. Hiding negative aff ects from others in the family or 
from oneself is far more distracting than discussing them. Th is is espe-
cially true for families where negative emotions such as anger are not 
permitted to be expressed. Th e key to this communication in therapy is 
to grant each family member the right to feel negative without attack-
ing him or her for having those feelings.

In many cases, I have helped families understand this process by 
off ering to them some observation about emotions (Jurich, 1979). 
I believe that, to a degree, we are our emotions. We may modify our 
behavior that may be triggered by our emotions, but it is extremely dif-
fi cult to turn our emotions on or off . For example, if we are angry at a 
friend for forgetting that he had a lunch appointment with us, we feel 
anger and frustration towards that person. If our friend says, “Please 
don’t be angry with me,” we may modify our behavior but we can’t just 
turn off  the emotion. Although we may answer that we are not angry 
with him, a more truthful response would be, “I’m not so angry with 
you as to damage our friendship. It will pass.” Th erefore, I try to tell my 
clients that I believe that we are entitled to have our emotions, without 
being criticized for having them.

Positive emotions (like love, happiness, and respect) are easy for a 
person to hear and validate. It is the negative emotions (e.g., anger, fear, 
and disappointment) that are much more diffi  cult to hear, especially 
when they are directed at you. Th erefore, it is my philosophical belief 
that a person is entitled to his or her emotions and that they should 
be validated by others, especially by his or her family. Th e behavioral 
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expressions of these emotions, however, can be modifi ed and changed. 
A person may be angry but that does not give him or her the right to 
hit another or call him or her names. In therapy, therefore, it is my task 
as a therapist to validate each family member and the emotions they 
express. However, it is also my job to help family members change their 
expressions of emotion and their behaviors so that they are not attack-
ing or accusing another family member. I try to teach family members 
how to express their emotions in a way that will make them easier to 
hear and to be validated. Th is is crucial for families with suicidal ado-
lescents. If the suicidal adolescent does not receive validation for his 
or her emotions, he or she will feel invalidated as a person. Th is will 
give the suicidal adolescent one more reason to end it all and commit 
suicide. However, if the adolescent’s emotions are validated, especially 
by “signifi cant others” such as parents and siblings, this will put them 
on the right road toward self-validation. Adolescents who can validate 
themselves are less likely to commit suicide (Henry et. al., 1993).

I also warn my client families about the dangers of not express-
ing feelings, both negative and positive. Feelings do not dissipate just 
because they are not expressed. Th e unexpressed feelings build up 
inside a person. I give the family the following metaphor:

Surely we have all seen enough Westerns to know that when a 
 person gets bitten by a rattlesnake, the wound needs to be cut open 
and the poison sucked out. Th is makes for a very dramatic scene in 
a lot of Western movies and television shows. However, the prin-
ciple behind this drama is sound. If the poison is not extracted, the 
wound will fester and the person will lose a limb or his or her life. 
Th is is the way it is with emotions, especially negative emotions like 
anger and fear. If they are not expressed, they will remain inside 
and fester until the person’s whole being is poisoned with the nega-
tive emotion.

William Blake (1956) wrote a poem, “A Poison Tree,” in 1794. It is quite 
articulate in expressing this process:

I was angry with my friend:
I told my wrath, my wrath did end.

I was angry with a foe:
I told it not, my wrath did grow.

And I water’d it in fears,
Night and morning with my tears;

And I sunn’ed it with smiles,
And with soft  deceitful wiles.
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And it grew both day and night,
Till it bore an apple bright;
And my foe behold it shine,

And he knew that it was mine.
And into my garden stole

When the night had veil’d the pole:
In the morning glad I see

My foe outstretch’d beneath the tree.
William Blake (1956, p. 538)

To families who tend to repress negative feelings, especially anger, I 
oft en give a copy of Blake’s poem. We then discuss the meaning of the 
poem in the context of their family. When the presenting complaint 
of the family is the suicidal ideation or behaviors of their adolescent, 
the expression of emotions, especially negative emotions, is especially 
important. A suicidal adolescent already has a reservoir of   stored-up 
feelings that he or she feels cannot be expressed. If the family is  unwilling 
to validate those feelings in therapy, that might be enough to push the 
suicidal adolescent over the edge of the metaphorical cliff  to his or her 
death. If the therapist can encourage the expression of  feelings, teach 
family members how to express those emotions in a way in which they 
will most likely be heard, and manage the aff ect in the family so that all 
family members feel safe with emotional expression, the  therapist will 
set a strong foundation for the rest of therapy.

Th e discussion of goals for therapy is not as crucial to review in the 
fi rst session or two of therapy because it is obvious that the overriding 
goal is to keep the suicidal adolescent alive. It is more important to 
achieve “buy-in” to the therapeutic process from the family members. 
Th e therapist has to sell the idea that therapy can work to lessen the 
suicide potential of the adolescent. Th en the family, or at least certain 
key members of the family, have to buy therapy as a means of treatment. 
It would be nice if all of the client family members bought into therapy 
as a means of treatment but that is not always the case. Th e therapist 
has to have “buy-in” from at least two family members. One of these is 
obviously the suicidal adolescent. If he or she is not invested in  therapy, 
any therapeutic work will be an uphill battle. Th e second person to sell 
on the therapeutic process is the person who has the most power in the 
family to either keep the family in therapy or pull them out. Sometimes, 
especially in male-dominated, authoritarian families, this is the father. 
Sometimes, especially when the mother is a strong  expressive leader 
in the family, it is the mother. Sometimes, it is the  suicidal  adolescent, 
although oft en the adolescent is quite unaware of the extent of that 
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power. I had a case in which the role of the most powerful person in 
keeping the family in therapy was played by an older sibling.

Once the suicidal adolescent and the most powerful person in 
 keeping the family in therapy are sold, the family can begin to discuss 
goals for therapy. Th e goal of keeping the suicidal adolescent alive is 
a starting place but it is not enough. Th e therapist needs to push the 
 family to discuss what type of future they would like to have. “Being 
alive” is good but what would that life look like. Toward this end, the 
therapist can use any of the techniques proposed by deShazer (1985) 
in Solution-Focused Th erapy, where the family frames what they want 
their ideal future to be. Th is will help them develop goals for the  suicidal 
 adolescent and the rest of the family.

I had a case in which the suicidal teenage male seemed to be  goalless. 
When I asked him what his goal is in his life he replied, “Make it to 
twenty-fi ve. Th at’s eight more years. I don’t think it will happen.” When 
I asked the other family members what were their goals for the future, 
nobody could articulate a goal more than fi ve years down the line. 
Most of the goals the family stated were sketchy benchmarks given to 
them by the society. Th ey included things like “have the kids graduate” 
and “keep my job.” Th ere was no further explanation. I asked them 
what they would like their life to look like in three years. No one could 
 articulate a vision. Th ey could express what they did not want it to 
look like but there were no expectations of what they would like it to 
be. Th is was a family without a sense of direction. Th ey were sailing 
on a  rudderless ship to destinations unknown. I used the Solutions-
Focused Th erapy miracle question technique (deShazer, 1988) to push 
the  family to  consider what they would like their lives to look like. I 
asked each  family member what he or she would see if they woke up 
and  everything was the way they wanted it. What would you see if a 
miracle occurred and you opened your eyes? How would that vision 
change if it were fi ve years from now? I took notes on each person’s 
answers and pointed out where all of their futures looked the same 
or could be  compromised to be similar. I then suggested that those 
images of a desirable future could help us in  formulating goals for 
therapy. Goals for the suicidal  adolescent  included graduating from 
high school, having a job, and  getting a girlfriend. Goals for the  family 
were being more open and  cohesive. Articulating positive goals for 
the future is extremely  important for the suicidal adolescent. Th e 
very act of  articulating future goals is  antithetical to the maladaptive 
recursive cycle in suicide where there is no future. If there is a future 
that the family can talk about sharing, suicide becomes less of an 
option.
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If the therapist has seen the suicidal adolescent fi rst in dealing with 
a suicidal crisis, the therapist can follow the same course of action 
 outlined above. However, he or she must make several alterations to 
the process. Because the therapist has previously seen the suicidal ado-
lescent under conditions which had to accelerate the therapeutic pro-
cess, the relationship between the therapist and the suicidal adolescent 
is “out of sync” with therapist’s relationship with the rest of the fam-
ily. Th e therapist must shift  roles from being the suicidal adolescent’s 
therapist to being the family’s therapist. If this is not done, both the 
family and the suicidal adolescent will become confused as to who has 
what role in the therapeutic process. Utilizing the Strategic Th erapy 
principle of making the covert overt, I prefer to address this explicitly. 
I ask the suicidal adolescent, with whom I have previously worked, to 
introduce me to his family, one by one. I then overtly explain that this 
initial family therapy session marks the change in my role from being 
the adolescent’s therapist to being the family’s therapist. Th erefore, I 
tell the family that I need to catch them up on the nature of the thera-
peutic role that their adolescent and I have already established and on 
the progress we’ve made. I then ask the suicidal adolescent if I can give 
his or her family a summary of what work we have previously done 
together? Before he or she answers, I ask if he or she will correct me if 
I misrepresent or forget what we did? I want to give the summary for 
two reasons:
 1. I can summarize more appropriately than the adolescent client 

can. I’ve seen teenagers give a one-sentence summary that was 
totally inadequate and have seen adolescents drone on  endlessly 
and leave out all of the important parts. Th e therapist is much 
better equipped to fi ll in the rest of the family.

 2. As I summarize for the family, I can frame the previous 
 encounter with the suicidal adolescent in such a way as to 
emphasize the adolescent’s competence and sense of respon-
sibility. Th is not only makes the adolescent look good in the 
eyes of his parents and siblings but it also sets up a set of expec-
tations for the adolescent to follow for the rest of therapy. It 
also validates the therapeutic process as being useful to the 
adolescent.

Once the family is “caught-up,” we can proceed to the joining  process 
outlined above.

As I have mentioned in Chapter 5, I believe that a therapist must 
give a client family a gift  with each session. If a therapist joins well with 
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a suicidal adolescent and his or her family, the therapist can give the 
 family three gift s:
 1. By letting everyone in the family talk openly, the therapist has 

dragged the secret of the adolescent’s suicidal thoughts and 
behavior out of the shadows and into the light.

 2. Th e therapist has taken the responsibility of “fi xing the prob-
lem” from any single family member and made it a “team eff ort” 
in which the family, the therapist, and the suicidal adolescent 
will all work on the problem together.

 3. Th e therapist has given them hope. He or she has said that there 
is a “light at the end of the tunnel.”

If the therapist can give the family these three gift s by the end of the 
joining phase of therapy, they will return to therapy with a sense of 
purpose, ready to work.

JOINING WITH CLIENTS WHEN SUICIDE 
IS NOT THE PRESENTING PROBLEM

In many cases, especially working with adolescents and their  families, 
suicidal ideation or behavior will not be the presenting problem. Instead, 
there will be some other issue that brings the family or  individual 
into therapy. What the specifi c diagnosis might be is not necessarily 
 important to this discussion.

Once suicide is introduced into the ongoing therapeutic process, 
therapy must stop in order to address this topic. Th e therapist  cannot 
go on with therapy as if nothing happened. Th e adolescent has put 
his life on the table by talking about suicide or engaging in suicidal 
 behavior. To ignore suicide as an issue is to devalue the adolescent’s life 
and, in essence, say it is worthless. Th is would leave the adolescent only 
one of two options: (1) to devalue his or her own life or (2) to follow 
through and commit suicide. Th e fi rst response will set therapy back 
considerably or destroy the therapeutic relationship. Th e second results 
in a dead client. Neither outcome is acceptable. Th erefore, the therapist 
must halt the therapy and deal with the suicide fi rst.

Th ere is a countervailing force which comes into play. Cases have been 
so disrupted by an adolescent’s mention of suicide that the therapy has 
collapsed into a succession of emergency suicide interventions and have 
never gotten back to the issues that were being addressed in the original 
therapy. Th e therapeutic process has been shanghaied by the adoles-
cent’s suicidal ideation. Th is is also unacceptable. If the  adolescent feels 
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he or she can sabotage the therapy by mentioning the word  “suicide,” 
that will provide an irresistible temptation to disrupt the therapeutic 
process whenever the going gets tough in therapy. Th erefore, I believe 
that the therapist has to “shift  gears” when suicide becomes an issue 
during the course of therapy.

One way to accomplish this shift ing of gears in therapy is to rejoin 
with the clients around the issue of suicide. Because suicidal ideas or 
threats make the therapy more volatile, I believe that the therapist must 
address suicide as a diff erent type of issue than the rest of therapy and 
needs to rejoin with the family concerning this issue. If the therapist has 
an individual adolescent as a client, I feel that the therapist has to tell 
the adolescent that he or she will have to ask the client’s parents to come 
into therapy to deal with this matter. If the adolescent protests that deci-
sion, I try to explain that I take the mention of suicide very seriously:

Although your privacy is very important in therapy, your life is 
more important. If you are genuinely in danger of killing yourself, 
I believe it is my duty to help protect you. I am only with you for 
an hour a week. In order to protect you, I am either going to have 
you hospitalized or I have to set up a safety plan with your family. 
Either way, I’m going to have to contact your parents.

It is at this point that many adolescent will say, “Well, I didn’t really 
mean it.” At that point I tell the adolescent the following:

If you are in a crowded movie theater and you pull the fi re alarm 
what happens? Everybody will panic. People could get seriously 
hurt in the stampede to head for the doors. Fire trucks and police 
cars will race the rough streets to get to the theater. All of this is 
understandable if there really is a fi re. However, if you pull the 
fi re alarm as a joke or to get attention, you are in deep trouble, 
especially if someone gets hurt in the process. Saying that you’re 
suicidal is like pulling a fi re alarm. If you are seriously think-
ing about killing yourself, pull the alarm! If you are just musing 
about suicide as an option, bring it up and we’ll talk about it. But 
if you’re trying to get attention, let’s talk about another way to get 
attention because trying to get attention by saying you’re suicidal 
is not a good idea.

I then ask the adolescent to restate what his or her intention was by 
bringing up suicide. If he or she says that he or she was just trying to 
get attention, I will work with the adolescent on better, less destructive 
ways of getting attention. Most typically, I tell the adolescent that if he 
or she wants attention, overtly ask me for it. I ask them to say, “Tony, I 
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need more attention right now.” I tell them that I’ll drop what I’m doing 
in therapy and we will deal with his or her need immediately. We may 
analyze why he or she needed attention then and we will talk about what 
to do if that need arises again. If the adolescent wants to discuss suicide 
in a more philosophical way, we will do so. If, however, the adolescent 
is seriously thinking about ending his or her own life, we need to have 
a plan in order to keep him or her safe until our next therapy session. 
Th is will require consulting with the adolescent’s parents. I will tell the 
adolescent that we do not need to call them immediately because there 
is safety in the therapy room. We can talk it over and discuss his or her 
suicidal ideation but there is a good chance that we will be calling his or 
her parents. I take a skeptical stance and ask him or her to convince me 
that he or she is no longer actively suicidal.

If I have to call the parents, I typically briefl y explain why I am  calling 
and ask them to come into the therapy offi  ce as soon as possible. Th at 
may be later that night or that aft ernoon, if I have the time available, 
or the next day. If we have to wait a day and I feel that the adolescent is 
actively suicidal, I will hospitalize the adolescent for at least the night. 
Most parents make it in that night. Once they arrive, I join with them 
in a way that is similar to the way I would join them if I have seen their 
adolescent in a suicidal crisis, as mentioned earlier in this chapter. I try 
to convince them that it would be in the best interest of their adolescent 
if we switched to family therapy, at least for a while.

If the therapist was seeing the adolescent in family therapy when the 
issue of suicide arose, there is no issue of bringing in the parents; they 
are already there. However, I still tell the adolescent and the rest of the 
family about taking suicide very seriously, as outlined above. In some 
families the parents will try to convince me to do parent–adolescent 
therapy and leave the suicidal adolescent’s siblings out of the discus-
sion. I believe this would be counterproductive, and I explain to them 
the following:

Silence is the ally of suicide. If you can talk about it, it loses its 
power. If your son [or daughter] is suicidal, the rest of his [her] 
siblings know that something is wrong. If we let them in on the 
discussion, they can voice their opinions. Th is meeting will also 
lay out the rules about discussing suicide for them as well as your 
teenage son [daughter]. It also lets your son [daughter] know that 
he [she] is not alone.

Many parents wish to protect their other children from the specter of 
suicide. Th ey are afraid that a suicidal teen will give his or her younger 
siblings ideas about suicide as a viable option. However, it has been my 
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experience that just the opposite is true. If siblings are allowed to stay in 
family therapy as suicide is discussed, they are more able to  understand 
it all and will learn from therapy what to do if they should ever feel 
 suicidal. In fact, as “preventative maintenance,” I have had  several 
 siblings come in for a “check up” appointment at their request as they 
get older so that they would not get to the point of suicide.  Furthermore, 
the presence of siblings in the therapy session can be very helpful in 
keeping the suicidal adolescent connected. I had a male client who was 
nineteen years old and had been “dumped” by his girlfriend. He was 
devastated and had entertained some suicidal thoughts. He told me that 
when he felt suicidal, he would hold his two-year-old brother, put on 
some blues music, and sing to the little boy about “having the blues.” He 
said, “Th at was the best medicine to chase suicide away.”

When suicide is brought up as a possibility, the suicidal adolescent 
and the family must be apprised by the therapist that the discussion is 
diff erent than “regular therapy.” Th e potential for a lethal decision by 
the adolescent heightens the sense of urgency to keep the adolescent 
safe. At that time, the therapist can follow the joining process outlined 
earlier in this chapter. However, as a therapist I also tell my family that, 
once the immediate suicide episode has been resolved, we will get back 
to the therapy where we had left  off . I tell the family and the suicidal 
adolescent this “up front,” so that they don’t think that the ongoing 
therapy practice has been abandoned. Th e return to therapy at the point 
we “left  off ” signifi es for the suicidal adolescent a return to “normality.” 
If the adolescent admits to mentioning suicide as an attention-getting 
mechanism, I will try to “get back to therapy” by the end of the session 
or, at latest, during the next session. If the adolescent wanted to have 
more of a philosophical discussion about suicide, I will spend the rest 
of the session in discussion, if necessary; invite the adolescent to revisit 
the topic when he or she feels the need to do so, ask him or her if further 
discussion is needed at the beginning of the next session, and return 
to the “course of therapy” during the subsequent session. If the adoles-
cent truly has suicidal ideation and behaviors, I will put our course of 
therapy on hold until the suicidal issues have been resolved. However, 
during the course of our therapy on suicide issues, I will frequently try 
to make the connection between suicide issues and our previous course 
of therapy.

For example, I had a case in which an eleven-year-old girl did not 
make the cheerleading squad. We were doing therapy around these 
issues and making some reasonable progress. In one session the 
young girl’s fourteen-year-old brother had mentioned that one of the 
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 cheerleaders had her picture in the school newspaper. He described it 
as a “hot picture of her.” Th at evening, aft er the session had ended, the 
young woman cried to her mother that she was having thoughts about 
killing herself. Mom called me and we set up an appointment for the 
family for the next day. We commenced on a course of therapy dealing 
with her suicidal issues. However, I never lost sight of where we were 
in therapy when she became suicidal. I frequently made reference back 
to the cheerleading disappointment while we were discussing suicide. 
It was obviously a major precipitating factor in her suicidal feelings. 
Aft er about three sessions, I decided to use the brother’s observation of 
the newspaper article as an intervention. I asked the young woman to 
imagine the school newspaper doing an article on her if she committed 
suicide and running a picture of her in her coffi  n as part of the story. 
I asked her what the caption would read. She answered, “Here is a picture 
of Carrie (not her real name) at her funeral; she had more problems than 
anyone realized.” I asked her what the caption would read if they ran 
her picture next to that of the “hot cheerleader.” She began to tear up 
and blurted out, “Here is what happens if you don’t make cheerleader; 
they use you and throw you away!” By the end of that sentence, she 
was sobbing. She explained that her boyfriend had dumped her when 
she didn’t make the cheerleading squad and started going out with one 
of the cheerleaders because she was “so hot.” If I had not gone back to 
the session, which, unknown to me at the time, triggered her suicidal 
ideation, I would have missed a key factor in the therapeutic process. 
I would have been derailed from the issue that therapy was about to 
probe. Th erapy became a process of working with both suicidal issues 
and boyfriend issues and, over time, bringing them back together as an 
integrated whole. Later in therapy, she revealed that, in fact, her boy-
friend had sex with her before he dumped her and, at the time she was 
suicidal she believed it would be better to die than to have anybody fi nd 
out about that, even in therapy.

If the issues surrounding the teenager’s suicide have taken the  therapy 
“off  course,” the therapist may have to slowly work therapy back to the 
original therapy process. Sometimes the best way to accomplish this 
is by dividing the time in the session between the two processes. For 
example, if the therapy session is fi ft y minutes long, do therapy around 
the suicide for forty minutes and save the last ten minutes for  discussing 
how the things that were being discussed during the regular course of 
therapy relate to the discussions centering on suicide. Aft er a few weeks, 
shift  the ratio to thirty minutes for suicide as the central focus and twenty 
minutes on other therapeutic issues. Eventually, the therapist can shift  
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to the fi rst fi ft een minutes on suicide and the other thirty-fi ve minutes 
on other matters. Although this seems like an  artifi cial  mechanism to 
use, it has the eff ect of integrating the  therapeutic  process before suicidal 
ideation and behaviors became a problem and the  therapeutic process 
centering around suicide. Th is therapeutic hybrid may never lose some 
focus on suicide but it will  integrate it back into the main therapeutic 
process.
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Eight
ANALYSIS

Understanding How the Adolescent Has Been Seduced

In strategic therapy, analysis is a continual process that begins with 
the phone call to set up the fi rst therapy appointment and ends only 
aft er the family has terminated therapy. Th e therapist constantly is 
 searching for the maladaptive recursive cycles imbedded in the client 
family’s relationships and behaviors. Most of this is accomplished by 
 listening to them tell their stories about past events. Th roughout the 
joining process, the therapist needs to focus not only on the events 
which are reported but also the family members’ meanings attached to 
these events. In Strategic Th erapy, the therapist oft en takes on the role 
of the expert (Haley, 1976). Th e therapist, because of training, read-
ing, and experience, has a greater knowledge base about the nature of 
 suicide (Chapter 2) and the nature of adolescents and their families 
(Chapter 3 and Chapter 4).

Th e therapist also should have a greater degree of objectivity than 
do family members who have a history and live together. A therapist 
cannot be totally objective (Anderson & Goolishian, 1988), as he or she 
has joined the family in their eff orts to cope with their suicidal adoles-
cent. However, the therapist certainly has a more objective view than 
the family members in viewing the circumstances surrounding the sui-
cidal adolescent. Th at more objective view of the family is only part of 
the picture. It must be coupled with an understanding of the way each 
family member, including the suicidal adolescent, interprets the events, 
thoughts, and feelings that comprise their family’s stories (White 
& Epston, 1990). If the therapist is going to understand the  family’s 
“story,” each family member’s understanding of that story must be 
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explored and understood. Th e analysis of the family must include those 
subjective views of the events brought forth by the family.

Strategic Th erapy is a reactive therapy. It reacts to the information 
put forth by the family. Consequently, there is no specifi c prescribed 
pattern or path to take to analyze a family. Th e therapist must take 
the information the family discloses (including their interpretation of 
events), combine it with the knowledge base that he or she possesses and 
decide upon a course of action. Th ere are, however, several key issues to 
focus upon which will bring the therapist into an understanding of the 
family situation that will allow him or her to target interventions for 
eff ectiveness and effi  ciency.

IDENTIFYING MALADAPTIVE RECURSIVE CYCLES
In exploring the family dynamics for maladaptive recursive cycles, 
the therapist needs to remember that family members do not typically 
think in terms of cycles and circular causality. Instead, they think of 
linear causality and will think in terms of “who started it” and blame. 
For example, a teenage male will complain that his parents are too strict 
and never let him do anything. His parents will complain that their 
teenager is irresponsible, can’t be trusted, and constantly screws up. 
Th e teenager rebels against the rules of his parents because they are 
too strict. Th e parents restrict their son because he screws up. Conse-
quently, each “side” (teen and his parents) simultaneously say, “Some-
thing is wrong with them (him), fi x them (him)!” Th e reality of the 
situation is that they are now trapped in a cycle. Th e false belief that 
“the other side caused it” only serves to mask the cycle and perpetuate 
the circular causality. As an intervention, I typically say, “I don’t care 
who caused it, our job is to stop it!” Th e point of this discussion is that 
the therapist must recognize the cycles present in the family without 
the family’s cognitive awareness that there is a cycle present. Th erefore, 
the therapist has to listen to the family members’ linear ideas of cau-
sality presented by a family member. Th e therapist should always ask, 
“What did another family member or the family as a whole do to trig-
ger this supposedly independent action?” In most cases, with very little 
probing, the therapist will be able to discover something that triggered 
the response. Th e cycle is then unveiled.

Just because the cycle is clear to the therapist does not mean that it 
is very clear to the family members. Circular causality and systemic 
concepts are oft en foreign to members of Western society. Even if the 
family members do understand the logic of circular causality, they may 
have a vested interest in maintaining the linear causality idea that it is 
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“the other side’s fault” so that each side feels less responsibility for the 
current problem. Th e logic fl ows as follows:

If suicidal thoughts are not entirely my teenage son’s fault, then 
they must be totally my fault and my son’s suicidal ideas are there 
because I am a horrible parent.

Th e adolescent’s thought pattern follows the same logic in the opposite 
direction:

If my parents didn’t make me suicidal, then it is all my fault. I 
must be a totally incompetent teenager and will become a totally 
incompetent adult.

Either of those two streams of logic are fatally fl awed. Nobody is totally 
responsible. It is not a situation that is “all or none.” In circular causa-
lity, responsibility for the continuance of the cycle is shared. However, 
many families don’t understand that and are, therefore, very reluctant 
to give up “total linear causality” as a description of what is happen-
ing. Th is should not deter the therapist from identifying cycles in his 
analysis.

Th e cycles are typically maladaptive. Th ey don’t work. Th e  question 
that is logical to ask is, “If the cycles don’t work, why does the family 
keep them up?” Th ere are typically one of four answers to that  question. 
First, the family does not know that what they are doing is not working. 
For example, a child, who has been physically abused all of his or her 
life, has experienced violence on such a daily basis that he or she expects 
that violence is simply a part of life. Maladaptive cycles surrounding vio-
lence are not questioned or analyzed. Th ey are simply accepted as the 
way life is. Secondly, maladaptive cycles may be tied to what Nagy has 
labeled as “invisible loyalties” (Boszormenyi-Nagy & Spark, 1973). Th ese 
are patterns of behavior that are learned in one’s family of origin. Th e 
family reproduces the same patterns of behavior—despite the fact that 
they don’t work—because of loyalty to their parents’ or their family’s 
traditions. Family members may be aware of these loyalties or they may 
be so imbedded in their past family history as to be invisible even to the 
family members who are now acting them out as a maladaptive cycle. 
Th irdly, although the cycle may be  maladaptive, one family member 
may actually be benefi ting from it to the detriment of the others in the 
family or the family as a whole. In fact, the maladaptive cycle may ulti-
mately harm the person who thinks that he or she is benefi ting also. For 
instance, in our previous example of the rebellion-restriction cycle, the 
parents may get temporary compliance from their adolescent. Th erefore, 
the parents continue their part of the cycle because they feel that they
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have “won the battle.” If the adolescent, however, gives in because his 
parents hold the keys to greater resources (for example, the car keys), 
but he resents his parents as being unreasonable and too restrictive, 
the teenager will build up his resentment over time and may become 
 suicidal as a consequence of the continuation of the maladaptive cycle. 
Th e parents may have won the battle but ultimately lost the war. Lastly, 
the family may keep engaging in a maladaptive cycle because they are 
too afraid to try anything else. Th e old adage of “better the devil you 
know than the devil you don’t” applies here. Th ey are simply too scared 
about the unknown to try something new. Hopefully, the safety of the 
therapy room will be able to help them see other alternatives.

Th e maladaptive cycle is also recursive. It keeps on occurring over 
and over again. Many times the family is quite aware of this and feels 
a tremendous amount of frustration with the situation. Other families 
will be oblivious to the continuation of the pattern. Still other fami-
lies will attempt to change but, despite some diff erences, they will still 
engage, in essence, in the same pattern. Going back to our example of 
the young man and his parents, the parents may try to change the recur-
sive maladaptive cycle by altering his restriction from “house arrest” to 
doing chores. Th is may be a signifi cant change to them. However, it 
may be the “same old thing” to the adolescent. He still feels restricted 
and still rebels. Th e parents saw their change of consequences to be an 
attempt to break the cycle. Th e teenager saw their attempt as simply “a 
variation on a theme.”

In all of these cases, the therapist needs to point out the maladaptive 
recursive cycles, even if the family is not aware of them or disagrees that 
they are either cycles, maladaptive, or recursive. Suicidal ideation and 
behaviors are themselves maladaptive recursive cycles. Th ey are oft en 
an extension of the maladaptive recursive cycles that have been already 
present in the home. I had a case in which the father oft en said, “You’re 
going to give me a heart attack” to both his wife and his children when 
they would do something that would displease or hurt him. As prob-
lematic as this may have been, it was eff ective, as no family member 
wanted to literally cause Dad to have a heart attack. What made it even 
more eff ective was that Dad’s own father had died of a heart attack at 
age 55. Th e father held himself hostage to gain compliance from the 
rest of the family members. When the family’s oldest daughter turned 
seventeen years old, she wanted to date a young man whom her par-
ents found objectionable. Dad said that “he was blue collar and has an 
attitude problem.” When the daughter wanted to discuss the point fur-
ther, her father said the old standby, “Are you trying to give me a heart 
attack?” Th e daughter shouted back, “Are you trying to push me to 
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commit suicide?” Everyone was silent. For the fi rst time in the history 
of the family someone had responded to dad’s standard question and 
used the same dynamic to trump his ploy. Th e daughter held herself 
hostage with a threat of suicide. It was an escalation of the same logic 
that had dominated the family for years. It was a variation of the same 
maladaptive recursive cycle.

At other times, suicidal ideation of actions may be the attempt of a 
family member—for the sake of this book, an adolescent—to break the 
already existing maladaptive recursive cycles. I consulted on a case in 
which the adolescent daughter had been sexually abused by her father 
over a number of years. Now, as a seventeen-year-old, she had “made 
herself as unavailable to him as possible,” although she still felt threat-
ened when she was around him. She tried to see her family only as 
a group and avoided being in the same room with him alone. How-
ever, she was now worried about her thirteen-year-old sister, who had 
recently begun to wet the bed at night. Th is was something she did 
when her father began to sexually abuse her. Not for her own sake but 
for the sake of her sister, the seventeen-year-old told her mother of her 
father’s abuse. She was called a liar and ignored. Desperate to disrupt 
this maladaptive recursive cycle which had haunted her for years and 
was now being visited upon her sister, the seventeen-year-old wrote a 
suicide note detailing her father’s incest, went into the girl’s bathroom 
at school, and took an overdose of sleeping pills. Her dramatic suicide 
attempt, in a place where school authorities would fi nd her note, was an 
attempt on the part of the young woman to disrupt her family’s mal-
adaptive recursive cycle by unveiling it to the world. Th e fact that it 
was a suicide attempt further validated her “selfl ess sincerity” that her 
family was in need of outside help. Whether the suicidal ideation or 
behavior is an extension of an already existent maladaptive recursive 
cycle or an attempt to disrupt a maladaptive recursive cycle already in 
place in the family, suicide is oft en tied to such cycles.

A third reason for looking at maladaptive recursive cycles is that 
these cycles, learned in the family of origin, may be transferred to 
 relationships outside of the family. I had a case in which an eighteen-
year-old girl was feeling suicidal because her boyfriend of fi ft een months 
recently had broken up with her. He told her the reason why he wanted 
to break up was that she was too jealous and bossy. When her parents 
took her to me for therapy, her father said little but her mother told me 
that she was making her go to therapy so that I “would stop this suicidal 
nonsense.” In other words, Mom was going to make her daughter stop 
being suicidal, and I, the therapist, was her instrument. I thought to 
myself that Mom sounded controlling and bossy. As the family spoke 
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about the events leading up to the daughter’s suicidal ideation, it was 
obvious that Mom was in charge of the family and that Dad deferred to 
his wife in family matters. Th e daughter had witnessed this relationship 
for years, growing up in the family, and had modeled her own hetero-
sexual behavior aft er her parents’ example of male–female relationships. 
In her family of origin, the father had been very passive-aggressive in 
response to his wife’s control but the daughter had not overtly made that 
connection as being her fathers’ response to her mother’s controlling 
behavior. When her boyfriend was challenging her own control of their 
relationship, she redoubled her eff orts to control him. When he said he 
wanted to break off  their relationship, she tried to control him by saying 
that she had suicidal thoughts. Th e maladaptive recursive cycle of the 
parents (control versus passive-aggressive behavior) was mirrored in 
the young womans’ participation in her own relationship. Her suicidal 
ideation was a logical extension of the pattern she  experienced in her 
family between her mother and her father.

Maladaptive recursive cycles are a key element in understanding 
much of adolescents’ suicidal ideas and behavior. Th ey need to be iden-
tifi ed and cataloged for use during the intervention stages of therapy.

FOCUSING ON INCONGRUITIES
As the suicidal adolescent and his or her family tell their therapist the 
stories of family life and their perceptions of what led up to the suicidal 
thoughts and actions, special attention should be paid to the incon-
gruities that the therapist hears. Incongruities may tell the therapist 
more than incidents that seem consistent with known information, 
because incongruities give the therapist messages about the process 
of the  individuals and family as a unit. Th ere are oft en incongruities 
within people. Family members may give confl icting messages between 
the verbal and nonverbal message of their communication. Th e lexi-
cal verbal message (the typescript of what is said) is the content of 
the communication (Watzlawick et al., 1967). Th e nonverbal aspects 
of the communication (such as facial expression) and nonlexical parts 
of the verbal message (such as tone, meter, and volume) comprise the 
metamessage of the communication. Th e metamessage is the part of 
the message that tells the receiver of the message how to interpret the 
content of the message. If these parts of the message are congruent, the 
message is easy to understand. For example, a compliment said in a 
melodic tone with a smile on the speaker’s face is easy to understand. So 
is an angry criticism, said loudly and with a stern facial expression. Th e 
latter message may not be pleasant to hear but the congruence makes it 
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easy to  comprehend. If a message is incongruent, the listener is  confused 
as to how to interpret what is being said. If the words of a message are 
harsh but they are delivered in a melodic voice and with a smile on the 
speaker’s face, the listener will be confused as to what is really being 
said. Does the listener believe the message or the metamessage, as they 
seem to be in confl ict? Families who give such incongruent messages to 
each other can greatly confuse the adolescent living in their home.

Adolescents are at a developmental stage where interpersonal rela-
tionships are very important to them, but they have limited skills to draw 
upon in trying to navigate the waters of interpersonal  interactions. It is 
hard enough for them to comprehend congruent  messages. When the 
messages are incongruent, adolescents can fi nd it very diffi  cult to func-
tion. I had a case in which sarcasm was a major form of  family com-
munication. Most of the parents’ positive messages, to either each other 
or their children, were said with at least a twinge of sarcasm. It was my 
speculation that this was a way to keep distance in intimate relation-
ships so that each parent could be protected from  possible rejection. 
From this parental model, the children learned that all  relationships, 
especially intimate male–female relationships should be laced with 
sarcasm if things “got too mushy.” When the oldest  daughter turned 
fourteen, she had a boyfriend who became frustrated with her sarcasm, 
got angry with her, and asked her, “Why do you have to be such a bitch 
when I try to get close?” As she tried to tone down the sarcasm in her 
relationship with her boyfriend, she also began to  question the mes-
sages she got from her parents. In therapy she said that she had never 
gotten a positive message from her parents that was not discounted by 
the way that they said it. Consequently, she felt unloved and unappreci-
ated by her parents. Some parents’ messages may, on the surface, sound 
positive but they are cloaked in a negative metamessage. A suicidal ado-
lescent male told me that his parents had said that they would accept 
him no matter what his grades were but they said it in a way which let 
him know that bad grades were unacceptable. In school, he had forgot-
ten that there was a test in math and was so panicked that he might 
let his parents down that he cheated. He got caught and was told that 
he would fl unk his course. Th at night he went home and tried to slit 
his wrists. His parents were puzzled at his behavior, as they said that 
they would accept whatever grades he got. Th at message was overrid-
den by their metamessage that it was unacceptable to get bad grades. 
Suicidal adolescents oft en take incongruent messages in a negative way 
by focusing on the metamessage and not the message.

Sometimes incongruities occur within a person because they are 
ambivalent. “Ambivalence” does not mean that the person has no 
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 feelings about something. It means that the person has equal and 
opposite feelings about something. Th ose feelings may be quite strong. 
However, because they are opposing each other, the individual may 
be immobilized. Adolescents frequently feel this ambivalence because 
they “want it all” and do not have enough perspective on life to realize 
that it is simply impossible to “have it all.” Th erefore, adolescents oft en 
give incongruent messages to others because they do not have the abil-
ity to make a choice that will satisfy their confl icting desires. Adoles-
cents of both genders have a hard time deciding which of two diff erent 
boyfriends or girlfriends they would like to date. For many adolescents, 
the diffi  culty over this choice fi lls up hours of conversations with their 
friends. I had a fi ft een-year-old male come in to see me who was very 
troubled by his ambivalence over his sexual identity. He was an attrac-
tive young man who was pursued by many of the girls in his class. He 
knew that he would have much better acceptance from his parents, his 
peers, and society if he dated women. However, he felt no attraction 
to women. He did feel attracted to men, but he well knew that there 
was a tremendous social stigma attached to homosexuality. Although 
he was not suicidal when he fi rst came into therapy, he did come back 
into therapy two years later with suicidal ideations because he felt such 
tremendous incongruity between his feelings about his own identity 
and his family’s expectations for him. Such personal incongruities put 
a young person at war with himself. To this young man, suicide seemed 
like the only solution.

Th ere are also incongruities between and among people. Two  people 
might see the same experience quite diff erently. For one teenage boy, 
making the football team may be a tremendous accomplishment. For 
another, it may mean that he is stuck, trying to fulfi ll his father’s dream. 
Although it is the same event, it will be looked upon quite diff erently 
by these two young men. When family members give incongruent 
accounts of the same event, it may tell the therapist a lot about the 
relationship between those two people. If dad is overjoyed that his son 
made the football team and his son is ambivalent, this could indicate 
a father–son confl ict over playing football. Such incongruent messages 
from two family members could fester if unresolved and, consequently, 
could result in suicidal ideation from the adolescent. Such interpersonal 
incongruities should be a “red fl ag” for the therapist.

In families with a suicidal adolescent there are oft en incongruities 
between the perceptions of all or at least some of the family members 
and reality. I had an eighteen-year-old female client whose single-parent 
mother had pushed her to enter the local beauty pageant. Th e daughter 
felt that she could not “measure up” to the other girls in their appearance. 
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Her mother kept telling her how beautiful she was. Although there was 
certainly nothing wrong with the young woman’s appearance, by most 
objective criteria, her view of her “beauty” was probably more accurate 
than her mother’s opinion. When she did not gain acceptance into the 
pageant, the girl actually felt a sense of relief from the pressure of being 
something that she was not. However, when her mother heard of her 
daughter’s being cut from the pool of entrants, she was devastated. Th e 
daughter felt like she was a failure and let her mom down by not getting 
into the pageant. Suicidal ideas began to take over her thoughts. When 
she told a friend about these thoughts, her friend brought her in to see 
me. Later in therapy, her mother was shocked that her daughter would 
feel suicidal over the pageant and felt terrible that her disappointment 
had pushed her daughter to consider suicide. Any time the therapist 
detects an incongruence between a client family member’s perception 
and reality, it should be a red fl ag to explore. Such distortions of reality 
are the breeding grounds for suicidal ideation.

Finally, therapists should explore incongruities between the way 
things are and the way that a client would like them to be. Because of 
their adolescent intellectual growth spurt (as discussed in chapter 3), 
adolescents have an intellectual capacity to think like they never have 
before and consider abstractions and the hypothetical, for the fi rst time. 
However, because of their lack of world experience, they do not have a 
good handle on what is truly possible. Consequently, adolescents are 
oft en naively idealistic. Th ey simply do not understand why things can’t 
be perfect. As they get older, they will make concessions to reality but, 
during adolescence, they will complain oft en and vigorously that “things 
are not as they should be.” On one hand, this can be a  breeding ground 
for the emergence of suicidal thoughts and behavior. In the early 1970s, 
two teenagers, Craig and Joan, had felt that there should be an end to 
all war, but to the Vietnam War in particular. Th ey wrote a manifesto 
of their beliefs and decided to commit suicide to emphasize their point. 
Th ey went into the young woman’s parents’ garage, closed the door, and 
started the car engine. Th ey were found the next day. Such idealism and 
an expression of incongruity between the way things are and the way 
they should be can precipitate a suicide, especially in adolescents. On the 
other hand, if a therapist can look for discrepancies between a suicidal 
adolescent’s perceptions of the way things are and his or her thoughts 
about the way things could or should be, the therapist can utilize this 
incongruity to increase the adolescent’s cognitive dissonance to change 
the way things are. In this case, emphasizing the suicidal adolescent’s 
incongruences is a good way to motivate the adolescent to change from 
a consideration of suicide to another course of action.
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LOOKING FOR THE COVERT OR INDIRECT
Families who have a suicidal adolescent are oft en indirect in their 
 methods of communication. As explored in the previous section, some 
messages may be covert because they are contained in the  metamessages 
of their communication. Sometimes the messages themselves may 
have covert or hidden messages. Th e therapist must recognize that the 
 suicidal adolescent may face covert communication from the rest of his 
family on a regular basis. It is diffi  cult for the therapist to make sense 
of some of these covert messages because he or she isn’t privileged to 
the insider information upon which the covert message is based. I had 
a fi ft een-year-old male client, with suicidal ideations, who felt trapped 
at times by anxiety. He was not aware of the origins of his anxiety, and 
these anxiety attacks seemed to occur almost anywhere and at almost 
anytime. I even witnessed one of these anxiety attacks in the middle of 
a family therapy session. Th e fi ft een-year-old suddenly seemed to get 
very quiet and appeared to be under quite a degree of stress. I saw noth-
ing in the session that seemed to indicate a reason for an elevation of 
stress for the young man. We were, however speaking about his father’s 
disciplinary techniques at the time of the son’s anxiety episode. I began 
to wonder if the father had abused his son or if the son was trying to 
protect his father in some way. In a later session, one of my fi ft een-year-
old’s younger siblings stepped on one of the play toys I had provided 
and broke it. It was nothing but a little plastic truck. One of the younger 
siblings said, in a very serious voice, “Sam, you better apologize or the 
gypsies will come and get you.” At that utterance, the whole family 
fell into silence. To say the least, I was puzzled. It seemed incongru-
ous that such a simple but strange remark would pull the entire family 
into silence. I asked the family what the youngster’s remark meant and 
nobody answered. Finally, the father said, “It’s just an expression.” Th e 
family quickly switched topics.

I told the family that I wanted to see the fi ft een-year-old by himself 
the following week. Th is is something which is somewhat unusual for 
me to do, as I would rather work with the entire family. However, in this 
case, I felt that I would get nowhere pursuing this line of inquiry with 
the entire family. At the next week’s session, I asked my adolescent cli-
ent what his sister’s comment about the gypsies meant. He said:

It’s nothing. It’s just something my father used to say when we 
were little kids. If we did something bad, he would tell us that he 
and my mom were going to give us away to the gypsies.
I noticed his getting more and more anxious as he spoke. I asked him 

if he took his father’s remarks as being serious. He replied that he did 
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as a little kid, but that he now knew that it was just a lot of foolishness. 
I pointed out the increase in his anxiety as he spoke about this topic. He 
seemed surprised by my observation. I asked him to observe how oft en 
references to gypsies or a gypsy lifestyle came up in family conversation 
and if his anxiety increased when they did. Over the next few weeks 
he said that he was surprised at how many times references to gypsies 
came up in his Kansas farm family’s conversations.

Th rough weeks of his observations and my analysis of the family 
interactions we came to the following conclusion. What started out as 
a foolish little saying by Dad that he had borrowed from his own father 
was, on some level, believed by the children. Once the image of “being 
given to the gypsies if they were bad” was set in the mind of the  children, 
the father kept on using it to help control his children’s  behavior. He 
did not have to mention the specifi c phrase again. He would use short-
hand by, for example, asking the child who was disobedient if he or she 
wanted a “babushka” (a scarf worn by Eastern European peasants) to 
wear. Th is reference to gypsies became a shorthand for the father to 
use when he wanted to control his children or when his own anxiety 
started to rise.

During one family discussion session about the father’s need for 
 control, I noticed that everybody, including the mother, gradually fell 
into silence. Th e father had never said a word but he was soft ly  humming. 
He was humming the melody from the song “Green Tambourine” by 
Th e Lemon Pipers. Th e family associated tambourines with dancing 
gypsies. In this elaborate, covert language that he had created, he was 
conveying to his family that he did not want the present conversation to 
continue. As long as these covert messages remained hidden, they had 
tremendous power to control the family members. Th e fi ft een-year-old 
son realized that much of his anxiety, which he thought was random, 
was actually connected to this covert communication system. Once 
we made this covert pattern of communication overt to the family, not 
only did the adolescent’s anxiety attacks become fewer but his suicidal 
ideation diminished as well. Most covert messages will not be quite as 
elaborate as this example was but they may have a powerful hold on the 
suicidal adolescent and contribute to his or her feelings of being out of 
control. Th is will exacerbate the adolescent’s suicidal ideation.

Sometimes the covert messages may be channeled indirectly. 
 Murray Bowen’s concept of “triangulation” is a good example of this 
(Bowen, 1976). I consulted on a case in which the standard form of 
husband–wife communication was to talk to each other through the 
 daughter. Th is was so prevalent that nobody in the family (mother, 
father, or daughter) questioned this pattern, and they considered it to be 
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 “normal.” Th e mother and father reduced their anxiety by  channeling 
their  conversations through their daughter. Th e daughter felt that she 
has been given a very important role in the family by her parents and 
felt responsible for the maintenance of her parents’ marriage. All three 
were happy with this arrangement until the mother and father began 
fi ghting. Th is occurred when the daughter was thirteen years old. She 
became very distressed at her parents’ fi ghting and felt as if she was 
 failing in her job of maintaining her parents’ marriage. She became 
suicidal in response to her feelings of failure. A secondary gain was that 
her parents stopped fi ghting when she spoke of committing suicide. 
Once the therapist exposed this pattern and worked with the husband 
and wife to speak directly to each other, this extracted the daughter 
from the middle of her parents’ marriage. Subsequently, the teenager’s 
suicidal ideation decreased signifi cantly.

Covert and indirect patterns of communication and interaction can 
be a powerful force in driving an adolescent to suicide. Th e adolescent 
feels strangled by these covert interactions, in part, because he or she 
doesn’t know they exist. If the therapist is going to help the suicidal 
 adolescent and his or her family, the therapist must look for these 
 patterns and analyze how they are aff ecting the adolescent’s suicidal 
ideation and behavior.

LOOK FOR FEARS
Much of the behavior surrounding thoughts and acts of suicide is 
 generated by fear. For the suicidal adolescent, fear is oft en the  immediate 
cause of suicidal actions. Th e young woman who fails to make the 
 basketball team fears rejection by her peer group and a lifetime of  failure. 
Although her fear of peer humiliation and rejection may be quite real, it 
is hard for an adult to fully understand her fear of “a lifetime of failure.” 
Because adolescents have the newly acquired  intellectual capabilities to 
reason abstractly, they are capable of  projecting into the future as they 
have never been able to do before. However, they lack the experience to 
fi ne-tune this projection in order to distinguish which projections will 
be probable and which ones will fall outside the lines of probability. 
Because the young woman feels rejected by the coach and the team, 
she is feeling both pain and helplessness. Th e combination of these two 
feelings can easily lead to a feeling of hopelessness. With her recently 
acquired intellectual abilities to project into the future, she assumes 
that this “failure” will be the story of her future life as well. She has no 
life experience of overcoming diffi  culties to draw upon to counteract 
these feelings of hopelessness. Hence, she assumes her present feelings 
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and the failure that triggered them will be with her for the rest of her 
life. With these thoughts in her mind, her adolescent impulsiveness 
kicks in and she reasons, “If this is the way it will be for the rest of my 
life, it may be better to end it all now.” Suicide becomes an option.

A sixteen-year-old male, who is in the ecstasy of his fi rst romantic 
relationship, feels invulnerable to the slings and arrows of the world as 
he sits on “Cloud Nine” in the heavens. However, if his “true love” should 
reject him by ending the relationship, he will quickly descend into the 
throes of despair. It is not only the immediate pain of a love lost that 
overwhelms him but it is the fear that he will never be loved again. Like 
the girl’s rejection by the basketball team, he will feel the  immediate 
pain but he will also incorporate the fear that he is unlovable by any-
one else. Our cultural myth of relationships is that we must search for 
our perfect mate through the stormy and tempestuous seas of life. Th e 
myth goes on to say that the quest for this perfect partner is the hard 
part of the journey. Once we have found that special, perfect person, the 
rest of life will be easy. Notice that every fairytale ends with: “And they 
got married and lived happily ever aft er.” As children, we believe that 
fairytale. Th at belief still exists in adolescence. Th is young man thought 
that he found the perfect mate, and it took him sixteen years to come to 
that point (an eternity in the adolescent’s mind). Everything from that 
point was supposed to be easy. Th e break-up wasn’t in the “happily ever 
aft er” script. Th e young teenager is devastated. Not only does he feel 
a pain about which he can do nothing but he feels that he has lost his 
“one true love” and will never fi nd another. Th rough my experience as a 
therapist, I believe that, although adolescent males and females feel this 
devastation, in our culture the male may feel it worse than the female. 
Adolescent females are more likely to have shared more intimacy (not 
sex, but intimacy) with others (e.g., their mothers or girlfriends) than 
the adolescent males. Sharing one’s innermost thoughts and feelings 
(which is true intimacy) is much more the cultural role for females than 
males. For many males, the fi rst intimate exchange with anyone is that 
fi rst romantic relationship, be it heterosexual or homosexual. Th at is the 
reason why so many men say that that fi rst girlfriend will always have 
a special place in their heart, which no subsequent girlfriend or spouse 
can touch. For a sixteen-year-old male, having such an important part 
of his young life stripped away from him and, according to the culture, 
irreplaceable for the rest of his life is devastating. He is so afraid of 
never having intimacy again that suicide becomes an option.

Once the adolescent has mentioned suicidal thoughts or feelings 
to his family or friends, their fears over his or her possible death take 
over those people who would be the suicidal adolescent’s potential 
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resources. If their fear immobilizes them or causes them to spring in 
to  “overprotective modality,” they may lose their ability to be eff ective 
resources for the suicidal adolescent. Th ey begin to act in ways that will 
quell their own fears, rather than help the adolescent to cope with his 
suicidal ideations. Furthermore, when a young person “with so much to 
live for” talks about choosing death over life, it oft en throws both peers 
and adults into an existential predicament. Both adults and peers begin 
to fear their own ability to choose life over death. For some, this is so 
troublesome that they will avoid the suicidal adolescent at a time when 
he or she needs them the most. Others will take over  responsibility for 
keeping the suicidal adolescent alive. Unfortunately, because of the fact 
that they are being driven by their own fear of death, they may not be 
very eff ective at helping the suicidal adolescent cope with his or her 
own situation.

Because of the primary role fear plays in the circumstances 
 surrounding adolescent suicide, the therapist needs to pay special 
attention to the fears of all involved. If nobody in therapy mentions 
their fears, the therapist may need to probe for them to express their 
fears. Th is may be especially diffi  cult for male clients who have been 
told, either explicitly or implicitly, never to admit that they have any 
fears. Th ey have been told that acknowledging fears is a sign of weak-
ness. If clients shy away from talking about their fears, the therapist can 
ask them about their anger. Oft en people, especially males, are much 
more comfortable talking about their anger than they are talking about 
their fears. Aft er having an extended conversation about their anger, 
the therapist can state the aphorism that “anger is almost always a 
 secondary emotion which serves as a proxy for an underlying emotion.” 
Th e therapist can then ask, “What is the emotion under your anger?” 
If the client can speculate on that underlying emotion, the therapist 
can explore that emotion. If the client cannot tell the therapist what 
emotion underlies his or her anger, the therapist might ask if fear is 
the underlying emotion. With that tentative hypothesis in mind, the 
therapist can explore the fears of the suicidal adolescent and his or her 
family.

CONTROL ISSUES
A study by Jurich (2002a) of accidental survivors of lethal suicide 
attempts indicated that these suicide survivors thought that control 
issues dominated their thoughts as they weighed the decision of life or 
death. Th ey felt that helplessness, feeling little or no control over their 
lives, played a larger role in their decision to commit suicide than their 
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level of pain or suff ering. Th erefore, the therapist should focus on the 
control issues of both the suicidal adolescent and the family members.

Adolescents, as reviewed in chapter 3, have the central  developmental 
task of trying to establish their own independent ego identity. Th ey are 
trying to develop and defi ne who they are. Th ey try to test the waters 
by demanding more autonomy over their lives. However, they oft en 
lack the skills to accomplish what they ask for the freedom to do. Th eir 
demands overreach their competencies. Because of the ambiguity of 
society in providing any benchmarks for autonomy during adolescence, 
it is hard for them to judge whether they are “ahead of the curve” in 
their  burgeoning autonomy or whether they are behind their peers in 
this important task of adolescence. Consequently, even if adolescence 
are given a lot of control over their lives, they do not feel that it is enough 
and will ask for more, even if it stretches them beyond their  capabilities. 
How many parents have heard the phrase, “Mother (Father), you’re 
treating me like a child!” To some degree, these  struggles are quite 
 normal when dealing with adolescents.

Th ere are several circumstances where these struggles for control 
go beyond the label of “normal.” In “enmeshed, rigid families” (Olsen 
et al., 1979), for example, adolescents may feel their autonomy stunted 
because their family rigidly demands that things are done in a family-
prescribed way. Adolescents may feel stifl ed by their family’s rules and 
strongly desire to have control over their own lives, but they may lack the 
skills to handle that control if they were to get it. Suicidal  ideation could 
arise as an adolescent runs out of options to control life. Th e adolescent 
looks upon suicide as the last eff ort to wrest control from an enmeshed 
family. Likewise, suicide may become a last option of an adolescent who 
demands control over his or her life and doesn’t have the competence 
and skills to manage life. Th at adolescent may get into so much trouble 
that he or she feels helpless to handle life. What makes it worse is that the 
adolescent asked for this. Th e adolescent’s predicament is made worse by 
the fear of a chorus of “I told you so’s” from the very people who could be 
resources to the adolescent. Suicide may seem like a logical way out.

Other adolescents may actually have a lot of control over their lives. 
However, because of their over-idealism and a lack of benchmarks from 
society, they think that they should have even more control over their 
lives. Th eir unrealistic expectations give rise to dissatisfaction with the 
amount of control they have over their lives. Th e therapist may have to 
give the adolescent a “reality check” to pull their expectations back to 
developmentally appropriate levels.

When an adolescent is struggling with control over his or her 
life, the therapist needs to explore how helpless the adolescent feels 
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in  controlling his or her own life. If the adolescent feels helpless to 
 control his or her life to a realistic degree, the helplessness can turn into 
 hopelessness. Once that occurs, suicide is more likely to be considered 
as a possible course of action. When the level of pain, expressed by the 
adolescent, is high and the adolescent is also feeling hopeless to do 
anything about it, the adolescent is much more vulnerable to suicide.

In some families, the adolescent may show no specifi c signs of 
distress about his or her autonomy or control over life. Th is may be 
especially true of preadolescents or early adolescents. However, the 
therapist may detect serious control issues in the adolescent’s family, 
especially with the parents. Th is may not be a problem in the family 
at the present time but it may grow into a problem as the adolescent 
matures and requests or demands greater autonomy. Especially if the 
parents have relied on a close and compliant relationship from their 
child, as the child grows into an adolescent and emerges into an incipi-
ent adult, a parent may experience a great deal of diffi  culty with their 
child’s growing  independence (Jurich, 1983b). If the parent reacts by 
trying to restrict the adolescent’s quest for autonomy, the adolescent 
could feel overcontrolled and consider suicide as a means of setting 
himself or herself free of parental controls. If the parent were to give up 
this close parent-child bond and retreat from the adolescent, the ado-
lescent could feel abandoned and overwhelmed by the  responsibility 
of sudden autonomy. He or she may create such a mess by trying to be 
independent but not having the capability to do so that suicide may be 
considered as an option out of this diffi  cult situation. Th erefore, the 
therapist needs to be aware of the power and control struggles of both 
the adolescent and the family.

SEMISUICIDAL BEHAVIOR
Th e therapist should explore any adolescent behavior that seems to 
be self-destructive. Th is would include drug-use, self-mutilation, and 
extreme risk-taking behavior. I had a drug-dependent male adolescent 
whose drug of choice was barbiturates. I asked him why “downers” 
were his drug of choice, instead of “uppers” or hallucinogens. He 
answered me by saying that, “Downers were a piece of suicide, only not 
so  absolute.” An adolescent with that attitude about his drug of choice 
is only one step from suicide. Self-mutilating adolescents oft en feel 
such pain that they feel the need to let it out by cutting on themselves. 
Some  adolescents who self-mutilate are trying to punish themselves as 
a  retribution or penance for some previous transgression, either real 
or imagined. I had a female adolescent who had cut the labia of her 
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 genitals as a way to punish herself for seducing her father to have sex 
with her. She was seven years old when it happened. A seven-year-old 
obviously does not seduce an adult who is her father. Th e father had told 
her that he was having sex with her because she seduced him. He was 
her father and good little girls believe their daddies.

Extreme risk-taking behavior includes anything that would put an 
adolescent at risk of death or harm. Th is could include reckless driving 
for the thrill of it, unprotected promiscuous sex, drug-taking, strangu-
lation to heighten masturbation, or a number of behaviors which could 
have lethal consequences. Th e treatment of these issues is beyond the 
scope of this book. Mathew Selekman (2002) has an excellent book on 
treating these types of cases. Th eir importance for the present  discussion 
is that any of these behaviors can quickly escalate into suicidal ideas 
and actions. For the adolescent who runs away from problems by taking 
drugs, suicide is the ultimate runaway. For the self-harming adolescent, 
suicide is the ultimate self-harming. For the risk-taking adolescent, is 
there any more extreme risk-taking than fl irting with ending his or her 
own life through suicide? Consequently, all self-harming behaviors of 
any kind should be a red fl ag to the therapist. Th ese behaviors are best 
discussed with the adolescent and his or her family to see if the path 
down the road of self-harm could lead to suicide.

PRESSURE POINTS
As the therapist explores all of these issues with the suicidal  adolescent 
and his or her family, the therapist should always be aware of  pressure 
points within the individual and within the family system. A  pressure 
point is a point of leverage within the adolescent or the family at which 
the therapist can apply pressure to help bring about change (Jurich, 
1990). Some of these pressure points are typical of most  adolescents, 
such as the need for autonomy and the desire to engage in adult  behavior. 
Th ese can be extracted from Chapter 3 and Chapter 4 in this book. 
Some  pressure points can be found in the family dynamics, such as the 
 family’s struggles with power and control. Some pressure points may be 
found in the peer group and their desire to provide the  adolescent with a 
morality that is diff erent from that of the adolescent’s parents. Pressure 
points may be typical of adolescents who are on the brink of suicide, as 
described in Chapter 2. Many pressure points are idiosyncratic of the 
specifi c adolescent and/or family in therapy. As described above in this 
chapter, how many fathers would try to gain control of their children 
in a therapy session by humming “Green  Tambourine”? Regardless of 
their origin, the therapist needs to search for pressure points to make 
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the therapy maximally eff ective. Insight-oriented, behavioral, and 
 strategic interventions can all work in therapy. However, if they can be 
linked to specifi c pressure points within the adolescent or the family, 
the interventions will have a greater power to bring about change.

TESTING
Although the majority of the analysis of a case, involving a suicidal 
adolescent, is oft en done though interviews with the adolescent and the 
family, there are occasions where the use of assessment instruments 
may be useful for the therapist. Many of the pencil-and-paper tests 
to determine suicidal ideation are established personality inventories 
which measure psychological traits which have been associated with 
suicidal behaviors (Jurich, 2001). For example, Johnson, Lall, Bongar, 
and Nordlund (1999) used scales from the Minnesota Multiphasic 
 Personality Inventory (MMPI) to predict individuals who would be 
prone to suicidal behavior.

One of the most widely used scales in both clinical and research 
 settings is the Beck Depression Index (BDI) (Beck, Steer, & Brown 1996). 
Because of the well-founded close association between depression and 
suicidal ideation in the literature, this twenty-one-item scale with four 
choices per item is the choice of many clinicians to assess suicidal ide-
ation. As a therapist, I have oft en used the Beck Depression Index to assess 
the degree of the adolescent’s depression. Th is instrument is especially 
 useful when I am unsure as to the degree of pain the adolescent feels. I 
have also found it very useful to suggest to students and supervisees who 
have a case they are worried about regarding the client’s potential for 
suicide. I also use the Hopelessness Scale (HS) (Beck et al., 1974) to assess 
an adolescent client’s potential for suicide. As hopelessness is a trait that 
has been closely linked to predicting suicide, the use of the Hopelessness 
Scale, which is a twenty-item true/false scale, is very useful to assess the 
degree to which the adolescent has run out of resources and options to 
cope with his or her stressful situation. In fact, the Hopelessness Scale 
has demonstrated one of the highest degrees of accuracy in predicting 
which people will ultimately commit suicide. Th e main problem with 
these personality inventories is that they do not actually measure sui-
cidal ideation or potential for suicide. Th ey measure personality traits 
and states that are closely associated with suicidal ideation and behavior, 
which is useful but not the primary purpose of the instrument (Jurich, 
2001). However, the advantage of these scales is that they provide a 
more objective indication of suicidal ideation and potential for suicide, 
based on a tested, psychometrically sound instrument with established 
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validity and reliability. Th e other advantage is that, because these instru-
ments do not measure suicide ideation or behavior directly, the adoles-
cent who is seeking to get  attention by threatening suicide is less likely 
to be able to “fake sick” than on an instrument which directly asks about 
suicidal behavior. Her or she can still “fake sick” on both the BDI and 
the HS but there are more indications that the therapist can use to see if 
the client is projecting a “false positive.”

Beck, Kovacs, and Weissman (1979) have a scale that specifi cally is 
designed to measure suicidal ideation. Th e Scale for Suicidal Ideation 
(SSI) requires the therapist to read nineteen items to the client with 
three possible responses: “strong,” “weak,” or “none.” Th is scale yields 
three factors: (1) active suicidal desire, (2) passive suicidal desire, and 
(3) preparation for suicide. Th e method of administration is one that may 
be more suited to preadolescent or early adolescents, adolescents who 
are oppositional-defi ant and will not fi ll out a written  questionnaire, or 
adolescents who have poor reading or thinking skills. Beck, Steer, and 
Ranieri (1988) have constructed a self-administered written version of 
the SSI, the Self-Rated Scale for Suicidal Ideation (SSI-SR), which can be 
completed by the client on paper or on a computer. Th e SSI-SR highly 
correlates with the original SSI. As these instruments measure suicidal 
ideation explicitly, they get to the heart of the matter and do not rely 
on “proxy variables” such as “depression” or “hopelessness.” However, 
they are also somewhat transparent, and answers can be manipulated 
by an adolescent who is seeking attention. Th ey may be highly mis-
leading, for instance, if administered to an adolescent with a borderline 
personality disorder. Th ere are also instruments to specifi cally measure 
suicidal behavior, such as the Suicide Behaviors Questionnaire (SBQ) 
by Cole (1988), which has nicely established reliability and validity 
(Cotton, Peters, Range, 1995). Such questionnaires have the same assets 
and liabilities as instruments measuring suicidal ideation directly.

An instrument that I have found to be interesting is the Reasons 
for Living Inventory (RFL) (Ivanoff  et al., 1994; Linehan, Goodstein, 
Neilsen, and Chiles, 1983). Instead of focusing upon the demand and 
stressor side of suicide, it focuses upon the positive side of the  equation. 
Th is forty-eight-item six-point scale asks the client to rate the forty-
eight reasons why a person who had the thought of suicide cross his or 
her mind would not kill himself or herself, despite those recent  suicidal 
thoughts. In this way, instead of focusing upon the reasons why an ado-
lescent may want to commit suicide, the authors focus upon the client’s 
resources and barriers that would prevent suicide. Th e  advantages to 
this approach are the same as those for employing  solution-focused 
therapy. Accentuating the positive reasons not to commit suicide may 
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disrupt adolescents’ maladaptive recursive cycle in which suicidal 
adolescents feel hopelessly trapped in their suicidal ideation. Th is 
also aff ords the therapist some ideas about the suicidal adolescent’s 
strengths and resources. In therapy, the therapist can then build upon 
these strengths.

Once any test or assessment instrument is given to the suicidal 
 adolescent, I believe that it is imperative for the therapist to sit down 
with the adolescent and discuss the results. Th e numbers on the page are 
important but so is the adolescent’s reactions to them, explanations of 
them, and feelings about them. Th e clinical assessment instruments are 
not an end in and of themselves. Th ey are part of the process of assess-
ment, and a discussion with the adolescent about the results will fl esh 
out a more complete picture of the adolescent’s suicide  dynamics. As a 
family therapist, I will also try to discuss the test results with the rest of 
the family aft er I have discussed them with the adolescent. Again, this is 
a powerful piece of the assessment process. However, a therapist needs 
to make some therapeutic judgment as to what to share with the rest of 
the family and when to share it. For example, if the adolescent presents 
with suicidal ideation, which the Self-Rated Scale for Suicidal Ideation 
rates as moderate and scores on both the Beck Depression Index and 
Hopelessness Scale are relatively low, that needs to be discussed with 
the adolescent, and the discrepancy between the adolescent’s self-report 
and test scores needs to be discussed. If those scores were shared with 
the family immediately, the family might  interpret them as saying that 
there really is not a problem. Th e family might not come to therapy or 
pull the adolescent out of therapy. Th is would ignore the problem that 
the adolescent still claims to have suicidal thoughts and is exhibiting 
some distress, even though it may not be highly suicidal at this point 
in time. Discussion with the family needs to occur, but the therapist 
must be careful of when it should occur and what topics would be best 
to discuss.

Th ere are times when the therapist will fi nd the suicidal adolescent 
or the adolescent’s family reluctant to speak about key issues in therapy, 
such as death or suicide. Th ey may be unresponsive in an interview or 
may minimize the importance of a conversation about suicide. Some 
clients may complete a questionnaire, whereas others may refuse to 
fi ll one out. If they do fi ll out a questionnaire, they may answer the 
 questions in a socially desirable way. In cases like this, I have found 
the use of projective techniques to be valuable in helping the suicidal 
 adolescent and his or her family talk about suicide and death indirectly. 
For example, in Henry Murray’s Th ematic Apperception Test (TAT) 
(1943), there are several cards that have been found to elicit stories 
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about suicide or death from subjects who have been tested. Picture 3BM 
depicts a fi gure of a person on the fl oor, huddled against a couch, with 
his or her head bowed on the right arm. Next to this fi gure is an object 
most oft en interpreted to be a pistol. I use this picture as a stimulus to 
elicit a story about what is happening in the picture (including feelings), 
what led up to the picture, and what will be the outcome of the story. 
Among suicidal adolescents, I have oft en received stories, triggered by 
this picture, that describe the person as suicidal and contemplating 
suicide or even having already committed suicide. Th e adolescent will 
project himself or herself into the story and oft en will give me facts or 
ideas about his or her own suicidal ideation. In this way the adolescent 
can talk about his or her own suicidal ideation without talking directly 
about himself or herself.

Other TAT pictures that I have found useful stimuli for eliciting 
 stories from suicidal adolescents are Picture 12M, which depicts a young 
man lying on a couch with his eyes closed, with a gaunt elderly man 
leaning over him with his hand outstretched over the young man’s face. 
Suicidal adolescents oft en describe this scene as death coming to get the 
young man. In Picture 15 there is a gaunt man with his hands clenched 
standing in a cemetery among the gravestones. Suicidal  adolescents 
oft en describe this picture as the “Grim Reaper.” Picture 17GF depicts 
a woman leaning over the railing of a bridge over water. Suicidal 
 adolescents oft en describe this woman as a person ready to jump off  the 
bridge to drown herself. With each of these four pictures as a  stimulus, 
the suicidal adolescent can tell a story concerning death or suicide with-
out talking about himself or herself. However, it is the hypothesis of 
Murray that the adolescent will project himself or herself into the story. 
In this manner the therapist can gain valuable  information about how 
the adolescent views death and suicide. I have had some success with 
giving the pictures to the adolescent and his family and asking them to 
 construct a story about the picture as a group project. In this manner, I 
not only can analyze the outcome of the group story but can also watch 
the family interaction as they construct the story. All of these observa-
tions can help “prime the pump” so that the suicidal adolescent and his 
or her family can better tell their story.

DIAGNOSIS
Although there is no specifi c diagnosis for suicide in the Diagnostic 
and Statistical Manual of Mental Disorders (Fourth Edition [DSM-IV]; 
American Psychiatric Association, 1994), both suicidal behavior and 
suicidal ideation are listed as a criteria for a number of diagnoses. Most 
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mood disorders list suicidal acts and thoughts as a primary criteria for 
diagnosis. Th e diagnosis most oft en cited as being linked to suicide 
is the diagnosis of major clinical depression (Ladame, 1992). Suicidal 
ideation has also been linked to aff ective disorders, conduct disorders, 
schizophrenia, and organic mental disorders (Blumenthal & Kupter, 
1986; Wekstein, 1979). Other authors have linked suicidal thoughts and 
behaviors to some personality disorders (Jacobs et al., 1999).

Although the research allows for a wide range of diagnoses to be 
linked to suicidal ideation and behavior, the therapist should choose 
the diagnosis carefully. Most of the literature on the link between 
 depression, especially major clinical depression, and suicide has focused 
upon the type of case where the depressed client considers suicide as a 
means of ending the depression or believes that suicide is the natural 
end of severe clinical depression. Many of the intervention strategies 
for suicidal ideation or behavior are based upon this causal relation-
ship. It is important for the clinician to at least explore other potential 
diagnoses if they present a more accurate picture of a specifi c client. If 
suicidal ideation is presented in an adolescent diagnosed with a conduct 
disorder, the treatment will have to focus upon suicidal thoughts as a 
rebellion against authority, rather than as the ultimate escape from 
the pain of depression. An adolescent diagnosed with schizophrenia 
who is engaging in suicidal behavior will have to be treated with anti-
psychotic medications in order to participate in a therapeutic process 
without the therapy’s being thrown off  course by delusional thought 
patterns. For most cases, some diagnosis of depression will tell the ther-
apist that the case is a good fi t to the types of therapeutic interventions 
presented in this book. However, if the suicidal ideation and behavior 
are linked in a specifi c client to another DSM-IV diagnosis, the unique 
aspects of that diagnosis will need to be focused upon as being primary 
in therapy. Th e therapist will still have to focus on suicidal ideation 
and behavior in order to keep the client alive. However, the main focus 
of therapy will shift  to the treatment of the client’s primary diagnosis 
(e.g., schizophrenia or organic mental disorders).

MEDICATION
Finally, a key aspect of treating suicidal adolescents is the therapist’s need 
to consider if the client or anyone in the client’s family needs  medication. 
A discussion of the various types of medication and their indications and 
contraindications is beyond the scope of this book.  However, an over-
view of medication protocol was well presented by Denton, Walsh, and 
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Daniels in 2002. It is also beyond the scope of  practice for most mental 
health clinicians outside the fi eld of  psychiatry.  However, the  therapist 
must consider if his or her suicidal adolescent client would benefi t from 
some medication being  administered by a medical professional. Th is 
is especially true if the therapist suspects that there is a signifi cant 
organic component to the suicidal ideation or behavior (Bluementhal 
& Kupfer, 1986). Medication may prove to be helpful in the crisis inter-
vention stage of therapy as well as the long-term clinical work. Both the 
therapist and the client need to be aware that many  psychoactive medi-
cations may take some time to take full eff ect and that, in may cases, 
medication levels may have to be adjusted for maximum eff ectiveness. 
Consequently, the medication may not have the immediate eff ect that 
the client is so desperately seeking (Jurich, 2001). In addition, great care 
must be taken that the  helping professional does not give the client a 
means to commit suicide by providing the client with medications that 
oft en have a lethal overdose potential. Because of these aspects of using 
psychoactive medications, the  therapist is cautioned to remain in close 
contact with any physician who prescribed medication for the purpose 
of monitoring the medication and its eff ects. As the therapist oft en has 
more frequent contacts with the client in therapy, he or she becomes the 
“eyes and ears” of the prescribing physician to more accurately judge 
the eff ects of the medication. Th e National Institute of Mental Health 
(2004) is an excellent resource for information about medications used 
in the treatment of children and adolescents.

Clinicians and physicians oft en get dragged into a battle over whether 
to do therapy or administer medication. Th is should not be an argu-
ment which occupies our time. It should not be a question of “either or” 
but instead be a matter of “both and.” We need to put an end to petty 
turf battles and, for the sake of our clients, ask what treatment regimen 
works best. Increasingly, clinical trials and outcome studies of severe 
mental illness have indicated that medication, together with some 
therapy in which the client talks, is the best combination for treating 
clients with depression. A recent NIMH study, reported in the New 
York Times by Gardiner Harris (2004), reported that the most eff ec-
tive treatment protocol for treating adolescent depression is medication 
(in this study, Prozac) together with psychotherapy. Although the type 
of psychotherapy was not delineated, I would argue that, especially in 
the case of suicidal adolescents, family therapy should be the psycho-
therapy of choice for reasons that were covered in previous chapters. As 
mental health practitioners, we need to unite in our treatment of sui-
cidal adolescents to provide the best and most effi  cient care possible.
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Nine
COGNITIVE INTERVENTIONS

Freeing the Mind from Destructive Ways of Thinking

Because the decision to commit suicide has a strong cognitive  component 
attached to it, even though that cognitive may be severely clouded by 
the adolescent’s emotions, some form of cognitive or insight-oriented 
 therapy is oft en useful in treating suicidal adolescents and their  families. 
In fact, cognitive therapy is one of the most widely used types of therapy 
with all types of both depressed (Beevers & Miller, 2005; Kaufman 
et al., 2005) and suicidal clients (Westfeld et al., 2000). It stands to rea-
son that, if a client has suicidal thoughts and if our society has such a 
strong taboo against suicide, a therapy that either clarifi es the assump-
tions upon which these self-destructive thoughts are based or challenges 
the “distorted thinking” of the client would have great appeal for the 
clinician. Cognitive therapy strikes at the heart of the suicidal ideation. 
If the therapist can alter the suicidal client’s thoughts about suicide, it 
stands to reason that suicidal behaviors will decrease. A similar line 
of logic applies to family therapy with suicidal adolescents and their 
families. My fi rst strategy of intervention is to employ cognitive family 
therapy techniques.

INSIGHT INTO THE WORLD OF THE ADOLESCENT
Many adolescents lack insight into the adolescent experience because 
they are in the middle of it. Th is may sound contradictory but ado-
lescents who are in the middle of experiencing their own adolescence 
have no perspective about being an adolescent. Th ey are so bombarded 
with their own unique experience that they have no idea about what 
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is abnormal or normal. Th ey are so engulfed in their own thoughts 
and experiences that they cannot perceive anything to which they can 
compare themselves. To this extent, adolescence is truly an egocentric 
experience. Many adolescents feel as if they are going through an expe-
rience that nobody before or aft er them has ever or will ever experience. 
If their life is progressing to their satisfaction, the adolescent will feel 
unique and even “special.” However, if the adolescent is having a dif-
fi cult time with life, he or she may feel singled out by God or the fates to 
have a uniquely miserable adolescence. Telling a young person that he 
or she is going through a period of adolescence that is typical of many 
other adolescents gives the adolescent the perspective that he or she is 
not alone in these trials and tribulations. Such a “normalization” by the 
therapist will help the adolescent feel less isolated and give him or her 
the message that “Other adolescents, just like you, have gone through 
similar stuff  and have done so successfully. So can you!” Events that had 
been labeled as uniquely tragic by the adolescent can instead be seen as 
a normal developmental task of adolescence. Consequently, the anxiety 
of the adolescent is reduced, and his or her confi dence is enhanced.

I had a male client, age thirteen, who was greatly disturbed that 
everybody seemed to be growing up, especially the girls. He had not 
gone through his adolescent growth spurt yet. Consequently, he looked 
less mature than his peers did, and he retained many physical child-
like qualities. Th e rapid growth of the girls particularly disturbed him. 
He worried that he would never grow up and that he would “have to 
stand up on my tip-toes to kiss my girlfriend goodnight” in the future. 
“What self-respecting girl would want to go out with me?” Th e way 
he sought to cope with this “humiliating condition” was to work out 
his muscles to build a “buff  body.” As he couldn’t aff ord weights, he 
purchased a second-hand set of Charles Atlas springs to enhance his 
physique. He tired to work out twice a day, every day. Despite all of his 
eff orts, he built up very little muscle mass and still looked like a “skinny 
kid.” Although he said that he was not suicidal, he did mention that he 
had occasional thoughts that it would be better to die now, rather than 
 suff er a lifetime of humiliation.

In the fi rst therapy session, I mentioned to him that he was  probably 
a “late maturer” who would go through his adolescent growth spurt 
soon. I told him that it was not unusual for a young man to go through 
puberty late, compared to his peers. I also told him that the girls 
 typically went through puberty one-and-a-half to two years earlier 
than the boys did. I asked his parents to schedule an appointment with 
their family physician so that he could off er his medical opinion. He 
concurred with my normalization of the adolescent and concurred 
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that he was well within the normal range of development. I also told 
him that, although his work ethic in exercising was laudable, he would 
not see any major results of his exercise until his body went through 
puberty. I told him that, at puberty, girls increase their muscle mass by 
fi ve percent, whereas boys increase their muscle mass by fi ft y percent. 
Consequently, it would not be until he was into puberty that he would 
see a marked increase in his muscle mass. Th ese normalizations eased 
his anxieties and he reported no further suicidal ideation. Within seven 
months of that session, my client went through puberty. He not only 
grew in size and stature but, because he continued to exercise, he built 
up quite a physique to match.

Sometimes adolescents may not experience a “normal” progression 
of development because of some childhood trauma. I had a young adult 
woman, age twenty-one, who came to me for therapy because she was 
bothered by confl icting feelings about her sexuality. Sometimes, she felt 
sexually adventurous and had had dreams of being promiscuous. At 
other times, she said that she would have liked to “take a big eraser and 
erase my genitals so that they would never enter my mind again!” Th is 
war within herself concerning her sexuality exhausted her to the point 
of wondering if death would be preferable to this constant battle. Aft er 
two sessions of exploration about this internal battle, the client men-
tioned to me that she had been sexually molested by her stepfather at the 
time of her puberty. Th is lasted fi ft een months. She went on to report 
that nobody would believe her when she told them what had happened. 
Th erefore, she stopped telling anyone. Th e metamessage she delivered as 
she told me of her childhood molestation was that this piece of informa-
tion was only mentioned “in passing” and that it was of only minimal 
interest in our therapy. She was puzzled when I wanted to go back and 
visit with her feelings about her molestation. I explained the following:

When a child at the age of puberty is introduced to sex by someone 
who is not supposed to be sexual with her, that child gets two  confl icting 
messages:
 1. Sex is very important and the perpetrator says that it’s sup-

posed to be fun.
 2. Th is sexual experience is awkward, weird, and shameful (since 

the perpetrator tells me not to tell anyone).
Th is causes the child to feel ambivalent toward her sexuality. Because 
the child feels helpless to do anything about her abuse, these extreme 
feelings intensify and feel more extreme over time. Th is is a typical 
reaction to a very atypical situation for a young girl. Does this sound 
like some of the “stuff ” you’re going through?
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Th e young woman was fl abbergasted! She said:

You mean that other girls went through the same shit as I did, and 
they feel the same way I do? So, in a strange way, I’m normal?

Th is greatly reduced her anxiety and we were able to link her  childhood 
sexual abuse to her present war of sexual desires. Th is is not “normal-
izing” in the traditional sense but is, instead, labeling her  feelings as a 
normal response to an abnormal situation from her past.

Th ere are times when the suicidal adolescent’s family members 
need to know that their adolescent’s feelings and behaviors are not 
 pathologically abnormal. Th is is especially true for parents. For 
 example, parents may “knock themselves out” trying to talk to their 
adolescent son about the dangers of illegal drug use. Th e adolescent 
seems to comprehend what they say. Th en he goes out to a party and 
smokes marijuana. I have heard parents ask their adolescent if he heard 
them and, if he did, why the hell did he go and smoke pot anyway? Th e 
parents may easily come to the conclusion that their son is either men-
tally defi cient or delinquent. In all probability, neither is the case. I will 
explain to the parents that, in our culture, parents try to socialize their 
adolescents by giving them good rules by which to live life. However, 
the number one task of adolescence is for their adolescent to establish 
his own independent ego identity. Peers help this process by off ering 
to the adolescent an alternative to his parents’ set of rules and code of 
ethics. Th erefore, even though they told him not to do drugs, the peers 
at the party off ered him a “joint” to smoke as a symbol of his budding 
independence. I tell the parents that this is fairly typical behavior for 
a teenager who is their son’s age. By stating this, I am trying to defuse 
the potential for the parents to feel that the adolescent “did this to spite 
his parents.” Instead, if I can present the adolescent’s behavior as typi-
cal for his age, I can engage the parents in a rational discussion of the 
 consequence that should be imposed upon the adolescent for making 
a poor choice. If this can be done with fewer emotions exhibited by the 
parents, it is easier to negotiate a behavioral contract with the  adolescent 
for future behavior.

Th is section of this chapter contained three examples in which the 
therapist, in some way, normalized some aspect of adolescence to either 
the suicidal adolescent or the parents. Applying the developmental 
scheme outlined in Chapter 3 and the etiological factors outlined in 
Chapter 4, the reader can draw upon the research to teach both the 
suicidal adolescent and his family (especially parents) about the typical 
world of the adolescent.
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INSIGHT INTO FAMILY DYNAMICS
Many families are aware of the ways that their family interacts, but each 
family member may see it only from his or her own individual perspective. 
Consequently, family members are oft en unaware of the systemic dynam-
ics at work in their own family. Th ere has been some supporting evidence 
to show that psychoeducative models have some empirical validation in 
helping parents understand the psychosocial problems of their adoles-
cents (Mattejat, 2005). Using an example from the previous chapter of the 
family caught in a rebellion-restriction maladaptive recursive cycle, each 
family member is more likely to recognize this pattern, using linear logic, 
rather than circular causality. Th e adolescent will admit that he or she 
rebels but claims to do so only when the parents are “unreasonably restric-
tive.” Th e parents admit to being restrictive, but they claim to do this only 
when the adolescent is unreasonably rebellious. Each of these oppositional 
“sides” clams that “the other side started it.” Th e parents claim that they 
were “perfectly reasonable” until the adolescent “lost control.” Th e adoles-
cent counters that he or she rebelled (not “lost control”) because of some 
previous “unfair restriction” imposed by the parents. Th e parents counter 
that the previous restriction was set in motion by previous “out of control” 
behavior by the adolescent. Th is cycle goes on and on. Of course, the truth 
is that, regardless of what started this cycle of rebellion and restriction, 
it now is mutually stimulating the problematic behavior and is mutually 
reinforcing these responses of rebellion and restriction. Th e family is now 
stuck in a circular causality. Th e purpose of therapy is to “unstick them.” 
Th e reason why the family can’t unstick themselves is that their paradigm 
is linear. It assumes ultimate causality and, therefore, assigns guilt to the 
“one that started it.” As each party thinks that the “other side” started it, 
they have a vested interest in holding onto that belief because it exoner-
ates them of all responsibility for the problem. Teaching the entire family 
about the systemic concept of circular causality takes guilt out of the equa-
tion and places responsibility upon all family members to halt what they 
are doing to keep the maladaptive recursive cycle alive. Each of the family 
members is then invited to engage in a diff erent set of behaviors that may 
result in better outcomes. With the therapist’s guidance, these are planned 
by the entire family. As the therapist helps the family negotiate a diff erent 
way of interacting, he or she invites the voices of all family members to be 
expressed and makes sure that every voice is heard and taken into account 
in the negotiations. If there is some success in altering the maladaptive 
recursive cycle into something which is more constructive, the family will 
experience a feeling of success as a team, striving for mutual family goals, 
instead of competing individual goals.
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Creating a “win–win” outcome, instead of being trapped in “win–lose” 
situations is especially important for disrupting maladaptive recursive 
cycles that lead to suicide. In speaking to the subjects in my study of 
accidental survivors of lethal suicide attempts (Jurich, 2002a), they all 
spoke about trying to gain control over what they perceived to be a 
hopeless “win–lose” situation in which they felt that they were bound 
to lose. Th ey either felt that their suicide would “snatch victory from the 
jaws of defeat” or their suicide was an attempt “not to play the game.” 
In the former scenario, the participants felt that their suicide was a tri-
umph over losing because they were going to demonstrate that they 
would exercise some control over their life, even if the only control they 
felt they possessed was to end their life. Th is resulted in a very deadly 
game of “you can’t fi re me; I quit!” In the latter scenario, the partici-
pants said that they were in a hopeless situation that they were helpless 
to alter. To them, their suicide was an attempt to opt out of the situation 
that they felt could not be changed. To borrow a phrase from the 1983 
movie War Games, “Th e only way to win is not to play the game.” If the 
therapist can create the possibility of a “win–win” outcome by teaching 
the family about circular causality, he or she can open up a new avenue 
of thinking and behavior for the entire family. Suicide does not have to 
be a consideration for an adolescent if everyone in the family can win, 
even him or her.

Th ere are times when teaching the family about one of the  principles 
of Systems Th eory can reduce the power of a maladaptive coping 
 technique. For example, I supervised a case in which the presenting 
problem was the sixteen-year-old daughter’s suicidal behavior of  cutting 
her wrists. Th e cuts were horizontal and were superfi cial. Th erefore, 
the attending physician made the determination that this was probably 
more of a suicidal gesture than it was a true suicidal attempt. Because 
of the parents’ bickering in the emergency room, he referred the family 
to the University Family Center. Th e family consisted of mother, father, 
sixteen-year-old daughter (the “identifi ed patient”), and her fourteen-
year-old sister. Th e student therapist found it hard to speak or get either 
daughter to speak because the mother and father monopolized the time 
by bickering between themselves. Neither parent could say a sentence 
without the other parent’s challenging what was said. Each blamed the 
other for their daughter’s suicide attempt. Th e luxury of  supervising 
behind the two-way mirror is that the supervisor does not have to 
manage the moment-to-moment fl ow of the session like the therapist 
does. Consequently, he or she can focus upon the more subtle aspects 
of family interaction that the therapist may miss because he or she is 
juggling the clients in the room. Th is was particularly diffi  cult because 
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of the parents’ constant bickering. However, from behind the mirror, I 
could see how anxious both daughters were getting as the session wore 
on. Forty-fi ve minutes into the session, the therapist took a break and 
came behind the mirror for supervision. I suggested that the therapist 
should make sure to end the session “on time” and to give the sixteen-
year-old daughter the choice of whom she would like to come to the 
next therapy session. I wanted to give her some sense of control over her 
own therapy. She seemed pleased to be given this choice and chose to 
have her and her sister come into the next session without their parents. 
Despite the parents’ protests, the family eventually agreed.

At the next session, both girls spoke very freely. Th e atmosphere was 
much calmer, freed from the staccato quarreling of the parents. Both girls 
agreed that, in their home, Mom and Dad never talked about anything 
calmly. Th ey either argued or were silent. Th e therapist said that she had 
seen how their parents were when they were bickering. She asked how the 
family interacted when they were silent. Th e fourteen-year-old said:

Well, they really aren’t silent. Th ey just don’t talk to each other! Th ey 
both talk to my sister. Mom tells her what a louse Dad is, and Dad 
tells her what a bitch Mom is. Th ey send messages through her (the 
sixteen-year-old) to each other. No matter what the problem is, my 
sister gets dragged into the middle of it. I just try to stay out of it.

At our mid-session break, the therapist and I agreed to teach both 
 daughters about the Bowen concept of “triangulation” (Bowen, 1976). 
Th e therapist labeled their parents as “triangulating” the sixteen-year-old 
into their relationship. She explained that, in relationships where there is 
tension and anxiety between spouses, mothers and fathers oft en try to 
enlist one or more of their children as a “buff er” in order to reduce their 
anxiety. Th e therapist labeled this “triangulation” as a manipulation on 
the part of the parents to reduce their own anxiety at the expense of the 
daughter. In this situation, the daughter was carrying her parents’ mari-
tal anxiety on her shoulders. Th e sixteen-year-old responded by saying:

Shit! I thought they really needed me to keep them together. All 
the while, they were using me. No wonder I’ve got an ulcer!

Th e therapist asked the sixteen-year-old if she would like to teach her 
parents about “triangulation” in the next session or if she would like 
the therapist to do so. Th e young woman answered that, if the therapist 
would help her “get a word in edgewise,” she would teach her parents. 
Th e therapist agreed and gave the young woman the extra homework 
assignment of thinking about how to tell her parents how she intended 
to deal with their triangulation in the future. She agreed.
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Th e following week, the entire family met with the therapist. Th e 
therapist introduced the idea that she had taught the daughters some-
thing about family dynamics that seemed to resonate with both 
 daughters and that their sixteen-year-old would like to tell her parents 
what she learned. For the rest of the session, the therapist’s job was to 
validate the daughters and to remind the parents that, for this session, 
their primary job was to show respect to their daughters by listening to 
them. Th e daughters did an excellent job of explaining “triangulation” 
to their parents and giving them examples of how each of them had 
used it. Th is was very diffi  cult for both parents to hear. Th ey typically 
blamed each other for any family problems. Now they were being asked 
to share responsibility for their daughter’s suicide attempt. Even though 
neither daughter ever mentioned the suicide attempt, it was obvious that 
that was the ultimate result of the triangulation. Th e daughter ended her 
“lesson” by telling her parents that she was not going to let them put her 
in the middle of their fi ghts and was returning to the business of being 
a sixteen-year-old. She went on to say that she would like to alternate 
weeks of therapy between seeing the family in therapy and having her 
parents come into therapy to work on their marriage. In this way she was 
making the therapist responsible for improving her parents’  marriage 
so she wouldn’t have to do so. I was pleased that, despite some protests, 
the parents agreed to this plan of action. I asked the therapist to thank 
the parents profusely for taking such a courageous stance. She did so.

In the following months, the therapist (who took on a co-therapist) 
worked with both the family and marital therapy. Th e parents worked 
hard on their own issues and tried to detriangulate both daughters from 
their relationship issues. Th ey terminated aft er fi ve months of therapy. 
By teaching the family about the systemic concept of triangulation, the 
therapist created a paradigmatic shift  in thinking. Th e parents went from 
blaming each other for their daughter’s suicide attempt to recognizing 
a maladaptive recursive cycle in which they were stuck. Upon that les-
son turned the entire course of therapy. Ironically, in this case, which 
was initiated by a trip to the emergency room for a suicide attempt, very 
little mention of suicide occurred aft er the fi rst two or three sessions.

CHANGING COGNITIVE DISTORTIONS
One of the most frequent forms of therapy for treating suicide is the cog-
nitive therapy put forth by Aaron Beck (Westfeld et al., 2000). Th ere have 
been some evidence-based studies which have demonstrated the eff ective-
ness of cognitive behavioral therapy in working with depressed adolescents 
(Klomek & Mufson, 2006) and with adolescents  experiencing traumatic 
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grief (Dowling, 2005). Beck (1976) purported that cognitive distortions 
can occur when people experience problems. Instead of helping people to 
cope with these problems, such cognitions can maintain or even exacer-
bate those problems. Th is rationale dovetails nicely with strategic therapy’s 
concept of maladaptive recursive cycles. Th ese distortions include:
 1. Arbitrary inference—Drawing conclusions based on little or 

no evidence
 2. Dichotomous thinking—Th inking things must be black or 

white, right or wrong, etc.
 3. Magnifi cation/minimization—Making things of much greater 

importance or much less importance than logic would dictate, 
based upon the person’s emotional needs

 4. Overgeneralization—Taking one incident and assuming that 
all subsequent incidents will be the same

 5. Personalization—Assuming everyone’s actions will be directly 
tied to the person as a stimulus or response to that person

 6. Selective abstraction—Not seeing the forest for the trees
Beck’s Cognitive Th erapy is based upon the principle of  “collaborative 
empiricism.” In this type of therapy, the therapist asks the client to 
empirically test the client’s beliefs by examining relevant data. If the 
data supports the belief, the therapist encourages the client to embrace 
that belief. However, if the data refute the belief, the client is asked 
to reconsider the belief and to construct an alternative belief that is 
more in keeping with the data. For a suicidal adolescent, many of the 
 cognitive distortions listed above are typical of a young person who has 
the cognitive capacity for abstract and hypothetical thought but little 
experience in which to ground those ideas.

For example, in the previous chapter, a case was presented in which 
a young adolescent male was crushed by being rejected by his fi rst 
true love. Th is young man experienced all of the cognitive  distortions 
 outlined by Beck (1978). He experienced “overgeneralization” and “arbi-
trary inference” in that he assumed that, because one woman rejected 
him, all other women would also reject him. He magnifi ed this failure in 
his love life so much that he could not function in any of the other areas 
in his life (selective abstraction). He exhibited dichotomous thinking by 
believing that he would only fi nd one true love in his life and that love had 
rejected him. Th erefore, he was unlovable. Lastly, he began to personal-
ize all of the negatives in his life as a punishment for having screwed up 
the one true love in his life. His thought processes bordered on paranoid 
delusional. A large part of his treatment was to challenge these beliefs by 
collecting data and processing the veracity of those assumptions.
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In this respect, having this suicidal young man in the family  therapy 
was very helpful. His family would oft en provide evidence of his beliefs. 
A key family member in this process was his little eight-year-old sister. 
Although she was eight years his junior, he tended to believe what she 
said. When his parents told him that their data demonstrated that he 
was worthwhile, he dismissed it by saying, “You have to say that, you’re 
my parents.” To some degree this was true, as his parents were desper-
ate to help him out of his suicidal depression. However, his sister was 
more believable. As the therapist, I asked him to set up meetings with 
his family and friends to collect data on his worth as a person. I asked 
both his family and friends to suggest other people to whom he should 
talk in order to gather data about himself.

Sometimes these “data collection interviews” were given as  homework 
assignments. At other times, especially when the client requested it, we 
would hold a data collection interview in the therapy room with the 
therapist present. Th e mountain of evidence  contradicting his  distorted 
beliefs began to cause cracks in his belief system. Th is form of  therapy 
also elicited a serendipitous result. One of the people a friend had selected 
as a person from whom to collect data was a fi ft een-year-old woman 
who, unbeknownst to anyone, had a crush on the client for the past year. 
She was soft -spoken and too shy to let the client know of her  feelings. She 
took the opportunity of the “data collection interview” to tell him that 
he was a good enough human being that she would like to go out with 
him. Th e client waited a week, talked over that  possibility in  therapy, 
and asked her out. Th ey began dating; needless to say, this helped the 
 therapeutic process immensely! Th e data collection method of Aaron 
Beck (1976) was utilized with great eff ect in this case.  However, we, as 
therapists, must recognize that sometimes events happen  serendipitously 
which are far more powerful than anything we have the power to do. 
As a good family therapist who knows and  understands the power of 
 relationships, I’ll take the help anywhere I can get it. Th ere is  therapeutic 
magic in the eyes of a fi ft een-year-old girl.

IMMEDIACY
Because suicide is such a taboo act in Western society, suicidal  adolescents 
and their families oft en experience a lot of shame for  having suicidal 
thoughts or committing suicidal actions. Phrases like “I am suicidal” 
or “my son has thoughts about killing himself” may be very diffi  cult for 
an adolescent or parent to utter. Such phrases may produce anxiety that 
is overwhelming. Th e therapist may fi nd a concept put forth by Weiner 
and Mehrabian (1968) to be useful in these  situations. Weiner and 
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 Mehrabian elaborated upon a concept they termed “immediacy.” Th eir 
idea was that people are most vulnerable when they are speaking, in 
person, about themselves, in the present tense, about a real-life concern 
that has a major impact upon them. Th is is a situation of high “imme-
diacy” to them. Th e risks are high in this situation, with an intensifi ed 
possibility of either great success or great failure. For example, therapy 
is an endeavor that is oft en fi lled with high immediacy. Th ere is a poten-
tial for great rewards, such as improved mental health or improved 
family relationships. However, highly immediate situations in therapy 
can also be very dangerous. Clients oft en worry that they will appear 
“foolish” or “stupid.” Th ey worry that the therapist or the rest of the 
family will be judgmental about their attitudes, feelings, or actions and 
either ridicule or condemn them. Because, during the course of therapy, 
therapists ask clients to disclose their innermost thoughts and feelings, 
the therapist is asking them to be very vulnerable about very crucial 
aspects of the core of who they are as a person. Th erefore, therapy by 
nature is an anxiety-provoking endeavor. When the therapist asks the 
client to provide this self-disclosure “here-and-now,” face-to-face with 
the therapist and the rest of the family, the client’s anxiety increases 
even more. Despite the care the therapist takes in joining with the cli-
ents and in creating a safe environment, the process of the therapy is 
still, of its nature, anxiety-provoking to the clients.

Weiner and Mehrabian (1968) make the observation that individuals 
reduce their anxiety over what they are saying by reducing the imme-
diacy of what they are saying. Everyone is familiar with the friend who 
comes to ask for advice by saying that the advice isn’t really for them 
but for a friend of his or hers. As our friend describes his or her friend’s 
situation it is oft en transparent that our friend is talking about himself 
or herself. However, if we ask our friend if this question really pertains 
to another person, our friend will “swear on a stack of Bibles” that it 
really is for another friend. We might ask ourselves why our friend has 
gone through all that trouble. Weiner and Mehrabian (1968) would 
answer that our friend sought to manage the anxiety of asking for help 
by doing it in a way that was less immediate. “I’m not asking for me but 
for someone else” is less immediate than “I need your advice for the 
mess I got myself into.”

An adolescent might pose a question to his or her parents by  proposing 
a hypothetical situation. “What if someone asked me to a party at 
which there will be beer available?” Th e hypothetical is  certainly less 
 immediate than the adolescent’s admitting that he or she was, in fact, 
asked to go to such a party. Bringing it up as a  hypothetical is less imme-
diate. Speaking of past events is less immediate than  speaking of present 
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events. Lots of adults will speak openly of foolish things they did when 
they were children or adolescents. Th e past makes it less  immediate 
and, therefore, safer to talk about. Th ese same adults would be far 
less willing to discuss the foolish things they did last  weekend. Th at 
conversation would be much more immediate. Sometimes a  person’s 
manipulation of the immediacy of his or her communication may be 
very subtle. One person who is speaking of giving money to a home-
less shelter may say, “We have to help these people.” Another,  giving 
money to the same cause may say, “We have to help those people.” Both 
are giving money to the same cause but the word “these” implies more 
immediacy than does the word, “those.”

Wiener and Mehrabian (1968) posed that immediacy was a subtle 
channel of interpersonal communication similar to nonverbal cues. 
Th ey posed that the immediacy of a person’s communication trans-
mitted a metamessage about the content of the communication. It is 
a lexical cue on how to interpret the content. I have found the concept 
of immediacy to be a useful indicant of anxiety in the client. To that 
degree, the concept of immediacy is a good assessment tool. However, 
I believe that immediacy has even more utility in conducting therapy. 
Because suicide is considered to be such a taboo by Western society, the 
anxiety of talking about one’s own suicidal ideation with a high degree 
of immediacy, even in the safety of the therapy room, will be elevated. 
A typical client response to this situation is to “shut down and shut up.” 
Th ere is simply too much anxiety generated by communications of self-
disclosure. Th erefore, the clients withdraw from the process of therapy 
by refusing to contribute any intimate information to the discussion.

Th e parents may do this by declaring that their adolescent’s suicide 
attempt or ideation was “situation specifi c” and, since that situation is 
now in the past, the situation is over and, therefore, so are all suicidal 
thoughts and actions. Sweeping the adolescent’s suicidal ideation and 
behaviors “under the rug” is perceived by the parents as being safer 
than discussions about the intimate details of the family’s life, espe-
cially if there have been secrets in the family. Th e suicidal adolescent’s 
family may declare that they were totally surprised by the adolescent’s 
claims of suicidal thoughts or actions. Although this actually might be 
the case, the stance taken by the family that they knew nothing about 
the adolescent’s struggle with suicide serves to distance them from the 
adolescent’s suicidal thoughts and behaviors. It makes them less imme-
diate for the family who claims to have no pertinent information to add 
to the discussion. Even the suicidal adolescent may refuse to contrib-
ute to the discussions in therapy for fear of being judged by the fam-
ily or by the therapist. Th is is most likely to occur if the adolescent’s 
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suicidal ideation or thoughts have been dismissed as being “stupid” or 
“silly” by signifi cant others in the adolescent’s life. Such reactions to 
discussing suicidal thoughts or behaviors and what led up to them shut 
down the therapeutic process by cutting off  its lifeblood, the exchange 
of  pertinent information.

In this situation, the therapist is left  “high and dry.” Th ere are a 
 number of strategic ways of handling this situation. Th ese will be 
 discussed in Chapter 11. However, Weiner and Mehrabian’s concept of 
Immediacy is a useful cognitive tool for moving the therapy through 
the anxiety which is triggered by adolescent suicidal ideation and 
behavior. Once the therapist had joined with the family and tried to 
make the therapy room as safe as possible, the therapist must pursue the 
circumstances surrounding the adolescent’s suicide. As stated above, 
the therapist knows that this will create anxiety. If the therapist can 
make the discussion less immediate, it may reduce the anxiety enough 
to enable the suicidal adolescent or the rest of the family members to 
join the conversation in therapy. For example, the therapist might use 
a hypothetical situation instead of the actual suicidal behavior. When 
families take the stance that “the incident is over—we don’t need to talk 
about it,” the therapist would increase the anxiety if he or she pushed 
the family to talk about it anyway. What the therapist could do is to ask 
the family a hypothetical question:

I understand that the suicidal incident is over and probably won’t 
happen again. What would happen if your son (or daughter) did 
start to have suicidal thoughts? I’m not saying that this is going to 
happen but, if it did, how would you feel and what would you do 
to help them?

In this way the therapist is not asking anyone in the family to  disclose 
what happened in reality. Instead, the therapist is asking the parents 
how they would feel and act if a hypothetical situation were to arise? 
Th is reduces the immediacy of the conversation and changes the focus 
of the therapeutic conversation from “what went wrong” to “what would 
you do that would help” that hypothetical situation. Th is would be an 
intentional eff ort to shift  the cognitive framework from being defensive 
about what occurs to discussing a hypothetical situation. Th is reduces 
immediacy and turns the focus of therapy to a more solution-focused 
therapy paradigm (deShazer, 1985).

Instead of asking the suicidal seventeen-year-old adolescent male to 
focus on his suicidal thoughts last week, the therapist might ask him 
to describe his feelings about life when he was fourteen years old. As 
the therapist has asked him to comment on the person he was three 
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years ago, the therapist has lessened the immediacy of the situation. To 
an adolescent, talking about himself when he was  fourteen is almost 
like talking about a completely diff erent person. If the adolescent can 
describe what his thoughts, feelings, and actions were like when he was 
fourteen and have those descriptions accepted without  judgment by 
the therapist, he will feel validated and may feel as if he can be more 
 immediate about his self-disclosure. Th e therapist can then ask the 
 question, “What’s changed from the time you were fourteen to the 
 present?” Since the therapist has demonstrated to the suicidal  adolescent 
that the less immediate situation (discussing the remote past) was safe, 
the therapist can then invite the adolescent to participate in a more 
immediate discussion of the “near past” (what led up to the suicide 
attempt). Th is technique also introduces to the suicidal adolescent a 
method by which he can gain “perspective” on his life. As perspective is 
a rare commodity among adolescents, in general, and even more rare in 
suicidal adolescents, in particular, this opens up a new cognitive para-
digm to the adolescent. Th is gives the adolescent a new resource and 
changes the perspective the adolescent may have on his stressors.

If a sixteen-year-old adolescent female is reluctant to talk about her 
own suicide, the therapist might ask her how she might help others:

As you have been to the brink of suicide and back again, how would 
you use your own experience to help a classmate who is suicidal?

Talking to a suicidal classmate is certainly less immediate than speak-
ing about herself and her own suicide. In addition, this strategy shift s 
the client out of the role of being “helpless victim” to being in the role of 
“helpful expert.” Th is empowers the adolescent and gives her a greater 
feeling of control over her life. If the therapist can vary the immedi-
acy of the therapeutic conversation, he or she can help to reduce client 
anxiety and free up both the adolescent and the family to disclose their 
thoughts and feelings surrounding the suicidal episode.

DRAWING UPON PAST SUCCESS
Because helplessness plays such a crucial role in adolescent suicidal 
ideation, the therapist might fi nd it useful to devise a plan of action 
to reduce the adolescent’s feelings of helplessness. Arguing with the 
adolescent will not help the situation. Th e adolescent will only escalate 
the perception of helplessness in order to justify why the adolescent 
became suicidal. Furthermore, if the adolescent believes that he or she 
is truly helpless, he or she does not have to take any responsibility for 
changing the situation. Th is reinforces the adolescent’s external locus 
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of control and makes the whole situation seem even more hopeless. If 
the situation is genuinely hopeless, why continue therapy? If this is the 
adolescent’s attitude, therapy will stall out.

Doing family therapy with such a client is helpful because the  therapist 
can enlist the family to counter the adolescent’s extreme external locus 
of control. Th e family knows the adolescent better than the therapist 
does. In addition, the members of the adolescent’s family are signifi cant 
others who have always been in the adolescent’s life and will probably 
be there until death pulls them apart. Th e therapist is only a signifi -
cant other to the adolescent for a specifi c purpose (getting better) and 
for a specifi c length of time. Th erefore, if the parents can testify to the 
adolescent’s competence and share stories of past successes, it will have 
a greater impact upon the adolescent than if the therapist speculates 
about past successes and or pulls them out of the adolescent’s “memory 
bank.” Th ese don’t have to be great successes. Even small successes can 
be drawn upon to challenge the “helpless–hopeless” ideation held by 
the suicidal adolescent. Th is strategy is similar to the Solution-Focused 
Th erapy strategy of “looking for exceptions to the rule that contradict 
the problematic behavior” (deShazer, 1985). Th ese past “victories,” both 
large and small, serve as evidence to contradict the adolescent’s “cogni-
tive distortion” (Beck, 1976) that he or she is helpless and, therefore, the 
situation is hopeless. Th e seventeen-year-old male who has just been 
dumped by his fi rst true love may feel helpless to do anything to ease 
his own pain anyway, other than committing suicide. If the therapist 
can get him to describe previous successes and triumphs or can get 
the family to do the same, the therapist can use this as evidence of his 
competence. Th e therapist can then ask the client to employ the same 
technique that he utilized before to help his present situation. Th is 
reawakens the suicidal adolescent to recognize skills and resources that 
may have become dormant and, therefore, were forgotten in dealing 
with the present suicidal episode.

THE CULTURAL MYTH OF THE HERO
Joseph Campbell, in a book called Th e Hero with a Th ousand Faces 
(1956), postulates that there is an archetypical hero who serves as 
the blueprint for all of our epic heroes and, subsequently, for all of 
the heroes who are the descendants of those epic fi gures. Th e hero is 
 typically a relatively average person who receives a “call to adventure.” 
Even if that call goes unheeded, circumstances will converge so that 
the hero is reissued the call. Th e hero begins a perilous journey, a “road 
of trials,”  culminating in the hero’s becoming prisoner in the “belly 
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of the whale.” He is  swallowed into the unknown and appears to have 
died. Th rough his courage, fortitude, and sometimes supernatural 
aid, the hero returns from his journey. In many cases he may need to 
be  “rescued from  without,” requiring external assistance to make the 
return. Because of this journey, the hero ascends to new heights and 
has won the “freedom to live” a superior life. Th is is the adventure of 
the epic hero that Campbell postulates is the same journey of heroes 
through the ages.

Examples of this heroic journey are numerous. Th e mythological 
story of the Battle of Troy spawned many heroes (Hamilton, 1940). 
Odysseus of the House of Athens helps win the Battle of Troy but is 
called by the gods to undergo a perilous journey, wandering around 
the Aegean Sea and being tormented by mythical beasts (such as the 
Cyclops), until he can return home triumphantly to Athens. On the 
 losing side of the Battle of Troy, Aeneas, of Th e House of Troy, must 
wander the Mediterranean Sea and face many trials and tribulations 
at sea, on land, and even a descent into the “Lower World” before he 
can journey to the western shores of Italy and found Rome. Th e  legend 
of El Cid, the eleventh-century Spanish national hero, tells us that, on 
the eve of the greatest battle against the Moors, El Cid is assassinated. 
 Fearing that without him the Castilian Army would not ride into  battle, 
his closest soldiers strap his dead body on his horse to ride into battle, 
 leading his troops to victory. Campbell points out that even religious 
 leaders such as Jesus Christ follow the journey of the epic hero. Jesus is 
called by his Father in heaven to begin the “road of trials,” which is his 
public life. Th is reaches a crescendo in Jerusalem with his crucifi xion. 
He is buried in the tomb (the “belly of the whale”). He rises from the 
dead and eventually ascends into heaven. Campbell’s point is that this 
heroic journey is so much a part of human culture that it permeates the 
legends of all epic heroes—mythological, historical, and religious.

Because this epic journey is so embedded in our culture, I would 
 postulate that, on some level of consciousness, we all see ourselves 
 walking in the footsteps of these heroes along that road. One of those 
times where this heroic journey is most applicable is when a person 
enters into therapy. Th e therapeutic journey is, to my way of  thinking, 
very much an epic hero’s journey. Using the example of a suicidal 
 adolescent male, this young man fi nds himself on a perilous journey. 
Most therapy clients will tell the therapist that they have endured a “road 
of trials.” To the suicidal adolescent male, he feels as if his  depression 
has “swallowed him whole.” At the beginning of therapy he feels that 
he is held prisoner in the “belly of the whale” (i.e., his depression). He 
feels that he had been swallowed into the unknown and is on the brink 
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of death. Th is is the point at which the suicidal adolescent enters into 
therapy. Th e adolescent is feeling helpless and hopeless. Th e promise 
of therapy is to return him from his “journey into the pit.” If he can 
summon his courage, his fortitude, and sometimes supernatural aid, he 
can, with the external assistance of the therapist and his family, ascend 
to new heights of mental health and functional relationships to achieve 
the “freedom to live” the life he desires, with the new wisdom he has 
acquired by going through this heroic journey.

I believe that, at some level, every therapy client feels this connection 
to Campbell’s “Hero with a Th ousand Faces.” Oft en in therapy, I believe 
that clients, especially suicidal adolescents, lose their way along that 
journey. Th ey feel like a failure who has been forsaken by all. Th ey feel 
isolated and disconnected. Th ey feel hopeless.

It is at this time that the therapist can remind the client that he or she 
is connected to this tradition of epic heroes. As a therapist, I teach my 
clients about Campbell’s formulation about heroes and their archetypal 
journey. I give them examples like the ones I provided above. I ask the 
clients to provide examples of their own heroes and we analyze them 
to see if they fi t the heroic pattern. I can use Odysseus or Aeneas as 
examples but, for suicidal adolescents, Batman, Spiderman, and Won-
der Woman may be more fi tting models. I agree with Campbell; I’ve 
never seen a hero who didn’t fi t the archetypal pattern, for the most 
part. Th e therapist has to show the client how that hero is one of the 
faces in the “Hero with a Th ousand Faces.” Th e therapist can then point 
out to the client the similarities between all those heroes’ epic journeys 
and the client’s journey in the therapy room. Th e therapist can then 
invite the client to complete the journey though therapy with the hope 
of achieving the “freedom to live” the life he or she desires. To suicidal 
adolescents, their own life-or-death struggle with the option of suicide 
and death fi ts well into this presentation that they are on an epic jour-
ney. On some level I believe that they already feel connected to this 
archetypal cultural pattern. Th e therapist has to bring this connection 
to a higher level of consciousness. Suicidal adolescents who have felt 
isolated can begin to feel a connection to a story which has been part of 
human culture dating back to ancient times. Th is also engenders hope 
in the hopeless client that he or she, too, may complete this epic jour-
ney and achieve the “freedom to live” his or her own life as he or she 
seems fi t to do. Th erapy becomes the completion of that heroic journey. 
It still may be hard, fraught with the demons and Cyclopses of modern 
life. However, there is a promise of hope of the eventual completion of 
the epic journey. Lastly, if the client is walking in the footsteps of such 
epic heroes as Odysseus, Jesus, and Batman, doesn’t that make him or 
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her a hero, also? Most people, especially suicidal adolescents, do not 
see themselves as heroes. However, I have found that they will embrace 
the idea of being a hero if it is presented to them in the way I described 
above. If the therapist can sell this idea of being a hero to a suicidal 
adolescent, it is amazing how therapy can turn around for the better. 
As a person and as a therapist, I truly believe that my clients are heroes 
on an epic journey society calls “therapy.” Th ey might not be heroes 
who are “larger than life” but they are what Steve Seskin calls “Every-
day Heroes” in a song by that title with the lyrics “Everyday heroes are 
heroes everyday.” I teach my suicidal adolescents that, as they are in 
the middle of an epic journey, they are heroes if they make the rest of 
the journey. I challenge them to be a hero in their lives. Th is appeals to 
the idealistic adolescent, especially when faced with an existential crisis 
like suicide. Th is can be a very powerful intervention.

VICTIM  SURVIVOR
Many adolescents who have been victimized in their lives fi nd 
 themselves on the doorstep of suicide. Adolescents who have been 
neglected,  emotionally or physically abused, sexually abused, or 
abused by some societal plight (e.g., racism, poverty) oft en seek suicide 
as a way to end the suff ering caused by their victimization. For most 
of these adolescents, they have taken on the identity of a victim and 
 cannot move beyond the victim role in their lives. Th ey feel trapped in 
the  maladaptive recursive cycle of being a victim. Th ey feel helpless to 
break out of this cycle. Th erefore, they feel hopeless and suicide begins 
to look like the only way to break out of the victim role, ironically by 
becoming the ultimate victim, one who dies by one’s own hand.

In such cases, the suicidal adolescent is immobilized by his or her 
 perceptions of the stressors as being insurmountable, the resources as 
being minimal or nonexistent, and, most of all, himself or herself as 
being destined for further victimization. Because this self-defi nition 
is so powerful, the therapist may want to challenge this  perception 
and replace it with a cognitive framework that is more  conducive 
to therapy. Th erefore, a cognitive intervention may be singularly 
appropriate.

I had a case of a twenty-one-year-old woman who had been  sexually 
molested by her father for two years from the ages of twelve to  fourteen 
years of age. When she told her mother of her father’s abuse, her mother 
divorced her husband and formed a single-parent family with her 
 daughter. Two years later, one of mom’s boyfriends sexually abused 
her. At the age of eighteen, she attended a party, got drunk, and was 
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raped by one of the boys at the party. She was date-raped at age twenty. 
She was now in a dead-end job where her boss “gives her all of the shit 
work” and tells her that, if she doesn’t like it, she can get another job. 
She described herself as being “born under a bad sign.” Her  initial 
 complaint centered around the job situation. She felt so bad about her 
job that she started having dreams about committing suicide. Th is 
scared her and she sought out therapy. Over the fi rst two sessions, we 
spoke about her life, and it became clear to me that she defi ned herself 
as a victim who was helpless to change her lot in life. At the beginning 
of the third session, I went up to the white board in the therapy room 
and wrote the word “victim” in the upper left  hand corner. I asked her 
to give me a defi nition of “victim.” She responded that “a victim is a 
person who bad stuff  happens to.” I thanked her for her defi nition and 
asked her if I could alter her defi nition slightly. She nodded her head 
affi  rmatively. I told her the following defi nition:

A victim is a person to whom, through no fault of her own, bad 
things have happened. Th ose bad things hurt her so much that 
she tries not to look at them or remember them. Th e victim fi nds 
herself being revictimized frequently.

Th e 21-year-old said that, in essence, our defi nitions were the same but 
mine was “more specifi c.”

I then picked up the marker and wrote the word “survivor” on the 
upper right-hand portion of the white board. I asked the young woman 
to defi ne that word. She replied, “ I don’t know. I guess a survivor is 
somebody who survives, you know, gets by.” Again I thanked her for 
her defi nition and asked her if I could, once again, alter it. She said, 
“OK.” I told her the following defi nition:

A survivor is a person to whom, through no fault of her own, 
bad things have happened. Th ose bad things hurt her very much 
but she summons the courage to look them in the eye and conquer 
her hurt and her fear. She learns from her past and constructs 
strategies of how to avoid being hurt again in the same way. She 
is on her guard against being victimized again and has a solid 
plan for how to act if someone ever tries to do bad things to her 
again.

Th e young woman looked at the two words and said, “I see there’s a big 
diff erence.” I agreed.

I asked her if she knew of anyone who was a pure victim all of the 
time, twenty-four hours a day, seven days a week. She thought hard 
about that. She fi nally said, “I know some people who come pretty close 
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but not 24/7.” I then asked her if she knew anyone who was a survivor 
all of the time? She answered, “No way!” I replied:

I guess that no one is that extreme. So this isn’t an “either/or” kind 
of situation where someone is either a victim or a survivor.

She agreed. I drew a line between “victim” and “survivor” and said:
So there’s a continuum between “victim” and “survivor.” Nobody 
probably fi ts on either extreme 24/7. We probably all fall  somewhere 
in between. Where would you put yourself on this line? Closer to 
“victim” or closer to “survivor”?

She thought about that question for a while, lowered her head, and, with 
an embarrassed smile, said “closer to victim.” I told her that it took a lot of 
guts to admit that, and I told her that it also demonstrated great insight. 
I asked her to get up and put an “X” on the spot on the line that would 
indicate where she was on that scale. She got up and put her “X” about 
one-fi ft h of the way from “victim” to “survivor,”  indicating that she was 
much closer to “victim” than she was to “survivor.” I thanked her for her 
honesty. I then got up, took the marker, and put a little arrowhead on the 
end of the line by “survivor,” pointing to the right. Th is created an arrow 
pointing from “victim” to “survivor.” As I did this, I explained:

Th is is the course of therapy for us. Our job in our sessions is to 
try to move you from victim to survivor. We may do a lot of other 
things in this room but this will be the core of our therapy.

She smiled and nodded her head affi  rmatively.
What this intervention is designed to do is to create a cognitive 

shift  in role defi nition from victim to survivor. By teaching the young 
woman two diff erent defi nitions, creating a continuum between them, 
and using that model as the cornerstone for therapy, I concretely demon-
strated a new way of thinking about herself. I wanted to teach the 
client some information but I wanted to make it personal by involving 
her participation and using feminine pronouns in the defi nition. From 
that moment on, I put my little diagram “victim  survivor” at the 
top of the white board at the beginning of every session. Not only did 
this continually reinforce the cognition shift  I was promoting but it 
became a shorthand for the defi nitional shift  for the rest of therapy. 
Th e client and I would be talking about anything, from past abuse to 
what happened in the offi  ce today. When the client would describe her 
ideas, feelings, or behaviors, I would ask her, “Where would you put 
that thought (feeling or behavior) on our chart on the board?” Aft er a 
while she needed no prompting but would put herself up on the chart 
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without my asking her to do so. I told her that our goal was to have her 
marks on the continuum keep moving to the right toward “survivor.” 
Th is was a good indication of her progress and was very reinforcing to 
her. About twelve sessions into therapy, she told me that my “victim  
survivor scale” had been permanently etched in her head, even when 
she was not in the therapy room. She said:

A little voice is inside of me saying, “Dr. J will want to know if 
that was more of a victim response or a survivor response? I keep 
thinking, Slide right.”

I specifi cally asked her to tell me where “suicide” was on our scale? She 
responded, “As left  as you can get!” Aft er eighteen sessions, we went 
to meeting every other week and then once a month. We completed 
therapy in about fi ft een months with the young woman proudly saying, 
“Most of my thoughts, feelings, and actions are on the survivor side of 
the scale.” We discussed many matters over the course of therapy, but 
this intervention remained the cornerstone around which our therapy 
was built.

SELFDISCLOSURE
Since Sydney Jourad published Th e Transparent Self in 1964, most 
clinicians, theorists, and researchers have agreed that “people self-
disclose to those who self-disclose to them.” However, what has been 
much more debatable has been how much therapist self-disclosure is 
good therapy. Some forms of therapy, such as Freudian psychoanalysis 
(Freud, 1955), would suggest that any self-disclosure would be counter-
productive to the client’s transference, a core mechanism of psychoana-
lytic treatment. Th erefore, therapist self-disclosure should be avoided. 
Other clinicians have suggested self-disclosure to be an integral part of 
therapy, as the client’s self-disclosure plays such an integral part of the 
therapeutic process (Jourad, 1964). In dealing with suicidal adolescents 
and their families, I have found that some self-disclosure is useful for 
joining with the adolescent and establishing a meaningful relationship 
with him or her. If the therapist asks the clients to self-disclose very 
intimate information about themselves and the important relationships 
in their lives, many clients will be reluctant to do so unless the therapist 
is willing to reciprocate with some self-disclosure, also. Th ey simply 
feel too vulnerable. In this case self-disclosure by the therapist “primes 
the pump” to help the client self-disclose. It also models how to self-
disclose for the client and creates an atmosphere in therapy where it is 
typical to disclose intimate information.
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However, it is important to restrict the therapist’s self-disclosure. I 
have found that the best self-disclosure is that in which I tell the  client 
that I have been personally familiar with some of the feelings in his or 
her life and have been involved in similar circumstances. It also helps if 
my self-disclosure emphasizes my vulnerability. In this way the  therapist 
makes a personal connection with the client and demonstrates that he or 
she is vulnerable and human, like the client. Th is encourages the client 
to be more self-disclosing and builds that client–therapist  relationship 
that is at the core of the treatment process (Duncan et al.,1997).

However, the use of self-disclosure should be done very judiciously. 
If the therapist self-discloses too frequently, the client will feel that 
the therapist is narcissistic and therapy is really “all about him or 
her,” instead of the client. Similarly, the therapist’s examples of self-
disclosure cannot “top” the client’s own problems. For example, if an 
 adolescent female is distraught over the death of a friend, the thera-
pist cannot say, “I know what death is. I’ve lost my mother, my father, 
my spouse, one of my children, my cat, and a parakeet!” By doing so, 
the therapist has just trumped the client’s presenting problem. Th e cli-
ent will wonder why the therapist isn’t a client instead of a therapist. 
 Furthermore, nothing is to be gained from such a self-disclosure, except 
for the narcissistic self-aggrandizement of the therapist. If anything, 
such a self- disclosure will shut down future self-disclosure from the 
adolescent  client because she will feel inadequate when she compares 
herself to her therapist. Likewise, the therapist should avoid saying, 
“I know exactly what you mean.” To a client, especially an adolescent 
client, it sounds arrogant. When confronted with such a remark, most 
adolescents will argue back, “You’re not me! How can you know exactly 
how I feel?” Once again the therapist’s response will shut off  any further 
adolescent self-disclosure.

If the therapist is judicious with his or her self-disclosures, a lot 
can be gained to profi t therapy. If the therapist were to respond to the 
adolescent female whose friend had died with the following, there is 
much to be gained:

It’s tough when one of your friends dies, especially at your age 
when she had so much of her life ahead of her. When I was your 
age, I knew a couple of people my age who had died. I felt terrible 
for them and it also scared me that I could die, too. But these were 
not close friends to me like your friend was to you. It’s got to be a 
lot harder for you to go through! Why don’t you tell me about it so 
that I can better understand?
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Th e therapist has respected the client’s pain as unique and, although 
the therapist knows something about what it is like to experience death 
at that age, the therapist admits that it is not the same level of grief 
 experienced by the young woman with her friend’s death. Th e therapist 
also “primes the pump” for the adolescent to further explore her  feelings 
by reporting that he or she knew that the dead adolescent had so much 
to live for and that his or her own mortality was called into question. 
From studying the adolescent research literature, these were educated 
guesses as to how the adolescent might feel. If the young woman agrees 
with these feelings, it will move her along in her explanation of her own 
thoughts and feelings. If she does not agree, the therapist can respond:

Well, that’s what I felt. But that was long ago and you and I are 
diff erent people. Tell me how you feel?

When the therapist invites the adolescent to further self-disclose, it 
moves the therapeutic process along. When the adolescent can have 
this type of conversation with an adult who is willing to listen to her, 
it is highly unusual and very validating. When this conversation can 
take place in front of the adolescent’s entire family, that validation is 
witnessed by some very important “signifi cant others” in her life. By 
listening to this conversation, without interrupting, the family also 
validates the adolescent and the importance of her words and feelings. 
Th is changes the adolescent’s perceptions of herself and her family as 
a resource. A validated adolescent is one step further from the edge of 
the cliff  of suicide.
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Ten
BEHAVIORAL INTERVENTIONS

When Actions Speak Louder Than Words

Some families do not process cognitive interventions well. Th ey may 
be a family of concrete thinkers who feel that cognitive insights do not 
connect with their primary method of functioning. Concrete thinkers 
work far better with behaviors than concepts. Behaviors are tangible. 
Th ey can be seen and counted. Instructions surrounding these behav-
iors can be explicit. Outcomes can be seen and measured. All of these 
qualities of behavioral therapy appeal to concrete thinkers. In addition, 
behavioral therapy has been found to bring about change with problem 
adolescents (McGovern et al., 2004).

Some families may be overwhelmed by the severity or scope of a 
suicidal problem. Suicide is multifaceted. Th e sheer number of infl u-
ences upon an adolescent’s life that could push him or her to the brink 
of suicide is exhausting for an adolescent or a family to consider. 
Behavioral therapy allows both the adolescent and the family to nar-
row the focus down to a set of specifi c behaviors and proceeds to deal 
with them one at a time. To an individual or family overwhelmed with 
possibilities, behavioral therapy is manageable. Being manageable is a 
comforting feeling to a suicidal adolescent and his or her family, all of 
whom feel out of control. Most families do not have to face a situation 
where the life of one of their own is on the line. Most adolescents are 
not in a situation where his or her life is on the line. Th e severity of 
the situation can also overwhelm both the adolescent and the family. 
Once again, behavioral interventions help to break a problem down 
into more manageable steps. When the stakes are as high as a family 
member’s death, a therapy that makes progress more manageable may 
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be much more closely embraced by both the suicidal adolescent and 
his or her family.

Some suicidal adolescents and their families may desperately need 
to see concrete, measurable progress in therapy in order to reduce their 
fears and anxieties that their adolescent is on an inexorable path to sui-
cide. Many insight-oriented interventions may work quite well but the 
outcome of that insight will only be evident “down the road.” Both the 
adolescent and his or her family may need to see progress in therapy 
more quickly. Behavioral therapy gives the clients more  immediate 
feedback than many more cognitive approaches. Even if the steps are 
small, they are measurable and can be rewarded. In the world of a sui-
cidal adolescent, where the pain is high and communication is low, 
such an immediate and concrete feedback system is very important to 
the clients.

Finally, some problems or aspects of treatment lend themselves 
 better to behavioral formulations for treatment. For a suicidal adoles-
cent who has severe control issues, working within a framework that is 
both  concrete and immediate can give both the adolescent and his or 
her family a greater sense of control of their lives. If a behavioral inter-
vention can create a formula for success, the suicidal adolescent will 
feel more in control of his or her life. If the adolescent will feel more 
in  control of life, the family will feel more control over the suicidal 
crisis. For example, bed-wetting has been found to be very responsive 
to behavioral therapies. At some time in the future, the therapist and 
child may focus on underlying issues. However, since bed-wetting is 
so responsive to behavioral techniques, a wise therapist might initially 
turn to behavioral interventions in order to give both the child and the 
parents some feelings of success and accomplishment fi rst. Once the 
family has made progress in overcoming the immediate crisis, they will 
be more willing to participate in a therapeutic process that is more cog-
nitive and insight-oriented. In this way behavioral interventions can 
“prime the pump” for other kinds of therapeutic interventions.

SAFETY PLAN
One of the fi rst behavioral interventions that is needed in cases of 
 suicidal adolescents is the development of a safety plan. Both the sui-
cidal adolescent and his or her family need a concrete plan in case the 
suicidal ideation gives rise to lethal suicidal behavior. Th erefore, unless 
there is a reason to suspect some underlying abuse in the home, the 
safety plan should be constructed with the help of the whole family. 
Even the school-age children should participate in the safety plan. 
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Being good observers of the family dynamics, they may have crucial 
information to include in the plan. Furthermore, their participation 
in carrying out the plan has several advantages. It gives the family an 
extra set of eyes and ears to monitor the suicidal adolescent. It keeps 
them from being triangulated by other family members, including the 
suicidal adolescent. It keeps them informed as to both the dangers and 
the progress of the suicidal situation. If they are kept “out of the loop” of 
information, they will still be aware of the tension in the family. With-
out any knowledge of what is going on, these siblings will fall in that 
vacuum of knowledge with all of the irrational fears which the child’s 
mind can manufacture. I had a case in which a seven-year-old sister 
of the suicidal adolescent had been kept in the dark about her teen-
age brother’s suicidal struggles. She knew something was wrong but 
she did not know what it was. Th erefore, she fi lled this knowledge gap 
with her own fears that her brother had killed his girlfriend, had hid-
den her body, and Mom and Dad were protecting him from the police. 
Of course, none of this was true, but it was easier for her to understand 
than it was to comprehend her brother’s wanting to kill himself because 
his girlfriend had dumped him.

It is very affi  rming to the suicidal adolescent that the entire  family 
participates in insuring his or her safety. Needless to say, the partici-
pation of younger siblings requires that the therapist help the family 
explain what is going on in a language that the younger siblings can 
grasp. Th is is not an easy task but it is well worth the eff ort. Th e therapist 
also needs to be mindful that some discussions are simply beyond the 
scope of the younger children’s understanding. If the younger  siblings 
are excused from the therapy room for a session or part of a session, 
they should be reassured that the safety of their suicidal sibling and 
the parents are in the therapist’s good hands. Lastly, I have found that, 
when the whole family participates in making and carrying out a safety 
plan, it serves to guard the nonsuicidal family members from becom-
ing suicidal as they grow older. I have had several siblings of suicidal 
adolescents with whom I have done therapy contact me about problems 
when they became teenagers. Although they had a variety of typical 
adolescent problems, none of them thought suicide was a viable option. 
As one young man reported, “I still remember how my whole family 
met when my sister tried to commit suicide. Th at taught me that suicide 
is simply not an option.”

I believe that there are fi ve aspects of creating and carrying out a 
safety plan that must be discussed. Th e therapist needs to lead the 
 discussion of these aspects and encourage the participation of all  family 
members.
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Antecedents. Th e fi rst step to setting up a good safety plan is to open 
up a family discussion about the antecedents of both suicidal thoughts 
and suicidal behaviors. Th e therapist should begin with the suicidal ado-
lescent’s ideas about what in his or her life triggers the thoughts about 
suicide. As mentioned in Chapter 6, both the therapist and the family 
need to let the adolescent tell his or her story his or her way. Giving the 
suicidal adolescent the initial chance to discuss the antecedents of his 
or her suicidal ideation demonstrates respect for the adolescent and his 
or her ability to demonstrate introspection into his or her own thought 
processes. Th e main things that the therapist has to do is encourage 
the adolescent to speak and to stop other family members from inter-
rupting. My general rule for this conversation is that the person who 
is speaking has the fl oor. Anyone else in the family and the therapist 
needs to listen. A family member or the therapist may ask a question 
of clarifi cation but all other questions and comments should be saved 
for that person’s turn to speak. If the adolescent refuses to talk about 
the antecedents to his or her suicidal ideation, the therapist should ask 
the family to help the therapist look at antecedents of suicidal ideation. 
Aft er each family member has given his or her thoughts, the therapist 
should return to the suicidal adolescent and ask him or her if what the 
family member said seems to hold validity for him or her. If the adoles-
cent has speculated upon the antecedents to his or her suicidal ideation, 
the therapist can open up the discussion to the other members of the 
family by soliciting their opinions on the adolescent’s speculations. By 
involving the entire family to speculate as to the situations that trigger 
the adolescent’s suicidal thoughts, the therapist leads the family in cre-
ating the landscape which prompts the adolescent’s suicidal ideation.

Once the therapist has a picture of the antecedents that trigger the 
adolescent’s suicidal thoughts, he or she repeats the process to deter-
mine the antecedents of the adolescent’s suicidal actions, if the adoles-
cent has indeed taken his or her thoughts into behaviors. If the suicidal 
thoughts have not given rise to suicidal behaviors, the adolescent may 
be asked to speculate what it would take to trigger suicidal actions in 
his life. Th e content of these discussions could cover a multitude of top-
ics, many of which are described in Chapter 3 and Chapter 4. From a 
behavioral standpoint, the object of these discussions is to identify the 
antecedents or stimuli that result in the adolescent’s suicidal ideas and 
behavior. Many feelings and family dynamics may also surface dur-
ing these discussions. Th ese should be validated and cataloged for use 
in further therapy sessions but, when constructing a safety plan, the 
 primary objective is to identify the triggers of suicidal ideation and 
behavior. Th ey will serve as the foundation for the safety plan.
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Accelerators. Once the antecedents have been identifi ed, the therapist 
should inquire as to the existence of any conditions that may accelerate 
any of the antecedents triggering suicidal thoughts or actions. Th ese 
accelerators do not have the power to trigger suicidal ideas or behav-
iors, in and of themselves. However, they do have the power to quicken 
the process. Accelerators could be the adolescent’s aff ective state or the 
time of day or day of the week.

Deterrents. Once the therapist and the adolescent and his or her 
family have agreed upon the stimuli (both antecedents and accelera-
tors) that trigger suicidal thoughts and behaviors, it is time to create 
deterrents which will slow down or stop that process from occurring. 
Each deterrent should block the stimulus from one or more antecedents 
or dampen the eff ect of one of more accelerators. Th e fi rst deterrent 
has already been accomplished. Working with the suicidal adoles-
cent and his or her family on defi ning antecedents and accelerators, 
and  recognizing when they occur, is the fi rst deterrent. In this case, 
knowledge deters these conditions from resulting in suicide ideas and 
actions because, once they are understood by the adolescent and his 
or her family, they can be identifi ed early in the process when they are 
manageable. Th ey provide an early warning system.

Using the Double ABC  X model (McCubbin & Patterson, 1982), 
a deterrent may perform its function in several ways. A deterrent may 
reduce the stress of an antecedent. An adolescent violinist may be taught 
relaxation techniques to ease preperformance stress, which oft en has 
resulted in suicidal ideation. A deterrent may alter the way that the ado-
lescent or the family may view the stressor. For example, wetting the 
bed may still be highly embarrassing for the seventeen-year-old girl and, 
therefore, may be highly stressful for her. However, if the therapist can 
reframe the bedwetting as her subconscious’ trying to help her cope with 
her previous sexual abuse, it may reduce the level of stress caused by that 
event. A deterrent may give the adolescent more resources to balance out 
the stressors on the other end of the Teeter-Totter Model (Jurich & Collins, 
1996). For example, having the parents agree to provide the adolescent 
with a nonjudgmental sounding board gives the adolescent a resource 
that he or she did not know was available. Of course, one resource, which 
the adolescent now has that he or she did not have before, is therapy.

Once these deterrents have been identifi ed, the therapist needs to 
develop a behavioral plan to follow when the adolescent perceives the 
confl uence of antecedents and accelerators is strong enough to precipi-
tate suicidal ideation or behavior. Th is plan needs to be specifi c and yet 
contain enough options to be put into operation, even if one or more 
deterrents are not available to the adolescent and the family.
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Alternatives. Once the deterrents are in place, the therapist needs to 
designate alternative courses of behavior that will be diff erent from the 
adolescent’s previous maladaptive recursive cycle. For example, most 
adolescents tend to isolate themselves when the antecedents of suicide 
begin to gather. An alternative course of action may be to design a set 
of activities for the adolescent to begin at the fi rst signs of suicide ante-
cedents. Th ese activities may be interpersonal interactions with a group 
of people (family or friends) who will keep the adolescent from being 
alone.

Follow-up. Once the safety plan has been designed, the therapist has 
to follow up on how it is working. Both the adolescent and the family 
need to report on the viability of the safety plan every session. Adjust-
ments to the plan need to be made as needed. Th e safety plan, even if 
written down for clarity, needs to be a living document which should be 
reshaped as the adolescent and his or her family change and grow.

Case Example. As formulaic as the process, as outlined above, may 
be, there are so many permutations and combinations of factors that 
are possible we can’t cover them all in a single book. To demonstrate 
how this safety plan process works, let’s take a look at a case study as 
an example. Let us look at the case of an adolescent female, age sixteen, 
who had been dumped by her boyfriend. Th is triggered suicidal ide-
ation in this girl and had even pushed her to take an overdose of her 
mother’s sleeping pills (a mild sedative). It was this episode that brought 
her and her family (mother, father, younger brother (age twelve)) into 
therapy. Th ere was an older brother (age twenty-one) who was away at 
college and did not plan on coming to therapy.

In the fi rst session, I joined with the young woman and her family 
in the way outlined in Chapter 7. Although I assessed that the young 
woman was not actively suicidal, she was so distraught over the end of 
her intimate relationship with her boyfriend that I was not sure that 
she wouldn’t become suicidal again fairly rapidly if the situation shift ed 
even slightly. Th erefore, I wanted to design at least a temporary safety 
plan in that fi rst session. From listening to her tell her story her way, it 
was clear to me that the primary antecedent for triggering her suicidal 
ideation was when she thought about her boyfriend or was “struck” by 
some event that reminded her of him. For example, if she heard their 
favorite song, it would bring back a fl ood of memories that would trigger 
suicidal thoughts. Her main accelerator was isolation. Any antecedent 
became much more powerful when she was alone. Th e main anteced-
ent for her suicidal behavior was seeing her boyfriend with another girl 
in his car. Based upon these quick observations, I suggested that we 
needed to develop a temporary safety plan and put it into place so that 
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the suicidal adolescent would be safe between sessions and be able to 
come to the next therapy session.

Th e fi rst deterrent I suggested was to get the suicidal adolescent to 
sign a “No-Suicide Contract.” Th is contract is a form we have at the 
Kansas State University Family Center. It is basically a contract that the 
suicidal client signs, pledging not to engage in any suicidal  behavior 
without fi rst calling the therapist (or other designated person) to 
 discuss the matter. Th e reason for designating the therapist as the pri-
mary  person to contact is that, aft er one session, the therapist cannot be 
sure of anybody else to provide an “active listening ear” to the suicidal 
person if they were called instead. Th is can be changed subsequently if 
a competent person emerges over the course of therapy. It is standard 
operating procedure at the KSU Family Center to require any client 
who has said that he or she is or has recently been suicidal to sign a 
“No Suicide Contract.” Although this contract is required, in part, to 
help legally protect the clinic, the primary reason is because it has a 
deterrent eff ect upon the suicidal client. Th is may seem a little bit crazy 
to the reader. Th e reader may ask, “If the client is really intent on com-
mitting suicide, will a piece of paper stop them from doing so?” Th e 
question is a valid concern. Th e interesting point, however, is that our 
experience at the KSU Clinic over the last 30 years is that it does work. 
Clients have told us that this little slip of paper with everybody’s signa-
ture on it is taken seriously and does form an eff ective barrier to keep 
them from suicidal behavior. If a client refuses to sign the contract, I tell 
them that they are telling me that they are actively suicidal and need to 
be hospitalized.

Th e next deterrent I suggested was an attempt to lower the stress 
caused by the antecedent event. As the young woman could not avoid 
all of the things that reminded her of her ex-boyfriend, I struggled to 
fi nd an alternative behavior for her to do when confronted by an “ex-
boyfriend stimulus.” Heretofore, her response to such stimuli was to 
fall into silence and even to begin to weep. Borrowing from strategic 
therapy, I tried to suggest something which would break the maladap-
tive recursive cycle. As songs were very powerful in evoking emotions 
in her, I asked if there was a song that she did not associate with her 
boyfriend which calmed her. She had to think a while. Finally, she said 
that she remembered a song her mother sang to her as a child which 
would calm her down and make her think of a sunny spring day. She 
said that she didn’t remember the name but the chorus repeated the 
words, “Feelin’ Groovy.” Her mother said, “My God, that’s the ‘59th 
Street Bridge Song’ by Simon and Garfunkle. I haven’t thought of that 
for years.” I asked Mom to write down the words for her daughter and, 
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if she couldn’t remember them, to go on the computer to the Internet 
and dial up www.leoslyrics.com to get the words. She said she would. 
I then instructed the daughter to sing or hum that song whenever she 
received an “ex-boyfriend stimulus.” She said that she thought I was 
crazy but agreed to try to do so.

As this suicidal adolescent had stated that she was sure that she would 
never fall in love again, I told her that I wanted to help her change her 
perception of this terrible event (getting dumped). I told her that, when 
faced with an “ex-boyfriend stimulus,” I wanted her to pick another 
young man whom she thought would be a desirable dating partner, 
and analytically compare that young man with her ex-boyfriend. I was 
attempting to change two things in her maladaptive recursive cycle. I 
wanted her to challenge the idea that she would never fall in love again. 
I also wanted her to engage in a cognitive task (the comparisons) to 
short-circuit the emotional feelings she typically had.

I also wanted to give her at least two resources, one in the family and 
one outside the family. Within the family, she was unsure of whom to 
choose. She was afraid of hurting somebody else’s feelings. She simply 
could not make that decision. I suggested that, as she was using Mom’s 
song in a previous intervention, that, for the time being, Mom would 
act as her family resource. Mom asked what that entailed. I told her 
that if her daughter felt that she was slipping away into suicidal ide-
ation or behavior, she was to tell Mom that she was in trouble and that, 
for at least the next week, Mom would make her daughter the number 
one priority. Mom agreed. I then asked the suicidal daughter to choose 
a designated non-family resource. She answered that she and her best 
three girlfriends were inseparable. She said she couldn’t choose just one 
of them but would chose all three. I labeled them as the “Th ree Wise 
Women” and asked her to ask them if they would be her non-family 
resource. I found out the next week that they said yes. Th e suicidal ado-
lescent agreed that, if the going got tough, she would ask her designated 
resources for help.

At the next week’s session, the suicidal adolescent said that the week 
had gone much better, thanks in large part, to the temporary safety plan. 
Th e adolescent, her family, and I proceeded to work at making the tem-
porary safety plan more permanent. We explored new antecedents. For 
example, the adolescent said that she also had suicidal thoughts when 
she did poorly at some task, such as a test at school. With this anteced-
ent, she was most helped by giving her added academic resource  people, 
someone who could help her in her academic parsuits. One of those 
resource people was her big brother who was away at college. She admit-
ted that she really missed him and used to talk a lot about “life” with him. 
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Especially when she was stressed by academic issues, he was a calming 
infl uence on her. I suggested that she start to e-mail him regularly and to 
ask him if he would be a resource. He not only agreed to do this but also 
came to therapy when he was on vacation from school or could get away 
for a quick visit. A highlight for her during our seven months of therapy 
was the weekend he asked her to come to his college for a weekend. He 
was a great resource person! We added new deterrents and alternatives 
and adjusted the old plan. For example, the young woman told me that 
singing or humming the “59th Street Bridge Song” was good for her to 
do but she couldn’t carry that tune if a song reminding her of her ex-
boyfriend was also playing. Th e whole family discussed what she could 
do in that circumstance. We fi nally agreed that she would not sing or 
hum the “59th Street Bridge Song” but, instead, would sing or hum the 
song that was causing her diffi  culty “through clenched teeth.” Th e client 
explained that the clenched teeth would allow her to “take the song back 
from her ex-boyfriend” and reclaim it for herself.

Once we had fi ne-tuned the safety plan, we got it typed up and gave 
everyone in the family, including the suicidal adolescent, a copy. I kept 
one copy for the client’s fi le. Th e client never engaged in any subsequent 
suicidal behavior. Aft er seven months of therapy, the suicidal adoles-
cent was free of intrusive suicidal thoughts. She reported feeling much 
better about both herself and her family. She even got a new boyfriend. 
Ironically, he was one of the guys she used as a comparator with her 
boyfriend as part of the safety plan. She told me that the safety plan and 
therapy had given her a “whole new style of evaluating men.” Not only 
is a behavioral safety plan good for keeping the suicidal client safe, but 
it is also an excellent behavioral intervention.

BEHAVIORAL CONTRACTING
Th ere are many forms of behavioral contracts. For example, a therapist 
can create a specifi c behavioral contract to lessen the tension between a 
parent and an adolescent having confl ict over a specifi c aspect of their 
relationship, such as establishing a curfew. Th e therapist asks the par-
ent what he or she would like the adolescent to contribute to one side of 
the contract. Th e adolescent is then asked to voice what he or she would 
like the parent to give to the other side of the contract. Th e therapist 
then negotiates a contract that attempts to bring about both desired 
behaviors by making the behaviors of the adolescent rewarded by the 
behaviors of the parent. Likewise, the contract should be constructed 
so that the behavior of the parent is rewarded by the behavior of the 
adolescent. Around the issue of curfew, for instance, the parent may 
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want a greater compliance to the curfew by the adolescent. Th e adolescent 
wants to extend the curfew. With the therapist acting as the moderator, 
each side (parent vs. teenager) tries to argue his or her side. Th e thera-
pist, from a more objective position, can bring up the elements of the 
contract: (1) an offi  cial clock, (2) the time of the curfew, and (3) conse-
quences for missing curfew which are diff erential, depending on how 
late the adolescent is beyond the curfew. I typically ask clients to create 
consequences for the adolescent for being (1) one to fi ft een minutes late, 
(2) sixteen to sixty minutes late, and (3) over sixty minutes late. Th e 
therapist helps both the parent and the adolescent negotiate a middle 
ground on each issue. If done eff ectively, the fi nal contract will give the 
adolescent a later curfew (not what he or she wanted but still later than 
he or she had) and a diff erential consequence that is dependent upon 
how fast (aft er curfew) he or she can get home, which is a factor that 
he or she can control. Th e parent gets compliance to the new curfew 
and a system of consequences that will encourage the adolescent to be 
“a little bit late,” rather than “very late.” In addition, both parties have 
discussed their diff erences openly and directly, instead of with covert 
hinting and indirect inference. With the help of the therapist, they have 
agreed upon a course of compromise to the mutual benefi t of each. 
Th ey are given a copy of the contract (one copy is kept in the client’s fi le) 
signed by all parties. It is amazing how arguments are truncated when 
a contract, signed by both the parent and the adolescent, is produced. 
Th is type of behavioral contracting is very useful when working with 
adolescents and is covered in much greater detail elsewhere (e.g., DeRisi 
& Butz, 1975; Patterson, 1971; Stuart & Lott, 1972).

One of the specifi c advantages of this type of behaviors contracting 
is that the therapist can choose a family problem and narrow the focus 
to that one specifi c problem. Th e problem with suicidal adolescents is 
that seldom is the suicidal ideation or behavior confi ned to just one area 
of confl ict. Consequently, I would suggest that the contractual model of 
confl ict negotiation proposed by Harrell and Guerney (1976) is a better 
fi t for working with suicidal adolescents and their families. Th e pur-
pose of this method is to use behavioral contracting as a method for 
resolving interpersonal confl icts that will be new to the family. Because 
of the novelty of this technique to the family, it also holds the strategic 
promise of interrupting the maladaptive recursive cycles that the fam-
ily has created and that have produced the suicidal situation in which 
the family now fi nds itself. Th is model also has the added advantage 
of stressing the importance of teaching empathy to all of the family 
members. Several clinicians (Hill, 1970; Richman, 1979) have found an 
absence of empathy in the families of suicidal individuals. Th e lack of 
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empathy among family members greatly contributes to the isolation of 
the suicidal adolescent. Richman (1979) even goes so far as to suggest 
that abetting the development of empathy in families where there is a 
suicidal person is essential for positive outcomes in therapy. Th erefore, 
this type of behavioral contracting holds many advantages for working 
with suicidal adolescents and their families.

During this process of developing contracts, as with all forms of 
behavioral contracting, the therapist should attempt to focus the family’s 
discussion on concrete behavioral aspects of the problem identifi ed by 
the clients. Families typically, especially in highly stressful situations, 
discuss their problems in sweeping statements that have very little 
specifi city. Although this may give another family member a broad 
and even dramatic view of the problem, it does not let the other family 
members know what exact behaviors exist so that they might know 
explicitly what needs to be changed. A family member might say to 
another family member that he or she needs to “be loved more.” Th at 
statement is simply too broad for the listener to fully comprehend. Is the 
speaker asking for more hugs or more words of encouragement? If the 
speaker wants more hugs and the listener thinks that the speaker wants 
more encouragement, the speaker will still be unhappy and unfulfi lled, 
despite the best intentions of the listener to comply with the speaker’s 
wishes. In my experience, the primary reason why most behavioral 
contracts are not successful is that they are not specifi c enough.

Once this specifi city has been accomplished, the therapist can help 
the family develop alternative response patterns to the maladaptive 
recursive cycles that already exist. Th e therapist encourages the family 
to create new solutions to the problems that are diff erent from those 
already employed by the family. Th ese alternative solutions should be 
discussed by the family with the therapist’s help in guiding the con-
versation and supporting all family members for contributing to the 
 discussion. Th e discussion should evaluate the capability and effi  ciency 
of those new alternatives to meet the needs of the suicidal adolescent 
and the rest of the family. Th is “in-depth” discussion should allow for 
all viewpoints of the family members, including the suicidal adolescent. 
As every family member has a unique perspective of the present suicidal 
situation, the therapist should encourage all family members to partici-
pate in order to create the richest view of the family’s predicament.

Each family member is asked to institute a behavioral change that 
would support an alternative solution to the family’s identifi ed prob-
lem. Everyone in the family is asked to identify a behavioral change 
that can be instituted in response to the reciprocal changes in behavior 
identifi ed by the other family members. Each family  member agrees 
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to change a behavior because the other family  members have agreed 
to change their behaviors. Once each family member’s behavioral 
change is identifi ed, the therapist helps the family negotiate how to 
link these changes into a behavioral contract. Each person should 
have to give something up for the sake of the family while under-
standing that every other family member is also giving up something 
else. All of these behavioral changes are contingent upon the entire 
family’s participating in the creation of an equitable behavioral 
exchange contract. In this situation, if everybody participates, every-
body wins. If one person does not follow up on the behavioral change 
he or she has agreed to do, the entire contract begins to shake and 
falter. However, if all family members participate, they all contribute 
to the resolution of the family’s problem to the natural benefi t of all 
concerned.

It is the therapist’s goal to help the suicidal adolescent and his or her 
family learn to use more direct and functional behavioral change strat-
egies than they have employed in the past. As many families of suicidal 
adolescents tend to use manipulative or coercive strategies of problem-
solving (Jurich, 1983a), this type of behavioral contracting is valuable 
in disrupting those former maladaptive recursive cycles. Because this 
type of behavioral contract will produce observable outcomes that will 
serve as concrete examples of the family’s ability to work together in 
good faith in order to accomplish a goal which is mutually benefi cial to 
all parties, it will reward the family members to continue the process 
to make other changes. Th e family with the suicidal adolescent, who 
originally thought the situation was both painful and hopeless, has now 
received concrete evidence that they are able to exert power and control 
over that pain and hopelessness.

Once the behavioral contract has been agreed upon by the entire 
family, the therapist should have it typed up and signed by all family 
members. Th is not only increases the clarity of the contract but each 
person’s signature is tangible proof of that family member’s pledge to 
work on behalf of the family in service of all family members. In addi-
tion, as mentioned above, since everybody gets a copy of the contract, 
it forces family members to abide by the terms of the contract. Once 
the behavioral contract is implemented, the therapist always asks for 
the family members’ feedback. Th is will allow the therapist and the 
 family to evaluate their progress and, if necessary, to renegotiate the 
contract in order to achieve maximum effi  ciency. Some families need 
to  completely break down the problem into manageable behavioral 
 components. Likewise, these families benefi t by being able to tangibly 
see and experience the results of the contract.
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Let us look at a case example of the use of a behavioral contract with 
a family who had a suicidal adolescent. In Chapter 8, I presented the 
case of the father who asked his family “Are you trying to give me a 
heart attack?” until his daughter asked him “Are you trying to push 
me to commit suicide?” In that case, I worked to have the family set 
up a behavioral contract. Th e family discussed the suicide threat of 
the daughter, and it was clear that her threat had really “shook up” the 
entire family. I began with the seventeen-year-old who had threatened 
suicide. I explained to her that her question about being pushed to sui-
cide was very similar to her father’s question about being pushed into 
a heart attack. I asked her if she liked it when her dad did that to her. 
She replied that she did not and that her dad’s question felt to her like 
manipulation. She said, “If he wants us to ‘back off ’ or ‘tone down,’ why 
can’t he just come out and say it?” I asked the seventeen-year-old if she 
would be willing to strip her question about being pushed into suicide 
from her behavioral repertoire of phrases. Th e alternative we agreed 
upon was that she would take a moment to think about what she was 
feeling and express that feeling directly.

I turned to the father and asked if he would like to see his daughter 
put her alternative strategy into practice. He said, “Yes, defi nitely!” I 
asked him what behavioral alternative he would volunteer to change to 
reciprocate his daughter’s behavioral change. He told us that he would 
remove his heart attack question from his stock of phrases. For his 
alternative behavior, he said that he would think about and express his 
feelings. Furthermore, he said that he would ask another family mem-
ber for help if he needed it and not hold himself hostage to manipulate 
a family response. Th e mother said that, instead of “going to pieces” 
when either phrase was uttered, she would ask her husband or her sev-
enteen-year-old what she could do to help and try to comply to their 
wishes. Th e fourteen-year-old son said that he wouldn’t laugh at other 
family members when they asked “stupid questions.” He explained 
that he laughed when he didn’t know what else to do or when he felt 
threatened by what someone said. He said laughter makes him feel 
superior. Instead, he said that his behavioral change would be to listen 
to other family member, so that he could better understand them. Th e 
9-year-old daughter and baby of the family said that, instead of being 
scared and retreating back into her room, when there was interpersonal 
tension in the family, she would hug the person who was expressing 
those scary feelings. As a family and their therapist, we discussed the 
assets and liabilities of their behavioral changes. Aft er we “fi ne tuned” 
contributions to the behavioral contract, we fi nalized the contract, had 
the secretary type it up, had everybody sign  (including the  therapist), 
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made copies, and sent them on their way. Th e next week, I asked them 
how the contract went. Th ey reported no threats of suicide or heart 
attacks, less derisive laughter, more mutual understanding, and a lot 
more hugs. Th ey described their family life as being less fi lled with 
stress, even though they were talking more, as an entire family. Th eir 
total cycle of interaction had slowed down because they were listen-
ing to each other in a manner they had never done before. Th is posi-
tive feedback encouraged them to fi ne-tune their process and they 
were eager to try their hands at another behavioral contract. Th ey 
felt closer, more empathic, and better understood by the family. Th is 
was not a family who could have handled insight very well but the 
concrete nature of the behavioral contract fi t well for their style of 
interaction.

INTEGRATING BEHAVIORAL THERAPY 
WITH OTHER INTERVENTIONS

Many therapists will not use behavioral therapy alone but instead 
use a behavioral approach in combination with other types of ther-
apy. Combining behavioral therapy with cognitive therapy has long 
been recognized as a worthwhile endeavor that has produced good 
outcomes in therapy (Compton, March, Brent, Albano, Weersing 
& Curry, 2004; Klomek & Mufson, 2006; Meichenbaum, 1977). In 
fact, cognitive behavioral therapy has been suggested to be the treat-
ment of choice for many cases of depression (Klein, Santiago, Vivian, 
Arnow, Blalock, Dunner, Kocsis, Markowitz, Manber, McCullough, Jr., 
Rothbaum, Rush, Trivedi, Th ase, Borian, Keitner, Miller & Keller, 
2004). Oft en in my behavioral therapy, I still focus on such cognitive 
intervention techniques as pointing out the incompatibility between a 
client’s thoughts and behavior. In the above example, when setting up 
the suicidal adolescent’s alternative behavior, I compared her “ques-
tion about suicide” to her dad’s “question about a heart attack.” I then 
asked how she felt when her dad asked his question of her. When she 
answered, “manipulated,” I was trying to bring her to the cognitive 
realization that her own behavior would produce feelings in others 
that she did not like when they were produced in her. Th erefore, there 
was an incompatibility between her behavior and her thoughts about 
what she was trying to accomplish. I believe that this focus on incon-
gruities enhances the client’s motivation to work on the behavioral 
contract and subsequently to follow through in doing his or her part 
to make the contact work. I have found this to be especially eff ective 
with adolescent clients.
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A more recent style of therapy combines cognitive behavioral therapy 
with a humanistic orientation which recognizes the importance of the 
therapist’s interpersonal relationship with the client (Linehan, 1987). 
In this treatment, there is a group format used to teach the client the 
principles of humanistic psychology and some life skills that fl ow from 
those principles (i.e., interpersonal eff ectiveness, regulation of emo-
tions, tolerance of distress, and being mindful of others). Th ere is also 
a component of the treatment that focuses on a cognitive-behavioral 
approach. Grounded in a framework of behavioral change, this therapy 
combines skills training in problem solving and managing contingen-
cies to shape behavior with validation-based humanistic techniques. 
Th is model of therapy has been found to be very successful when treat-
ing suicidal clients (Linehan, Armstrong, Suarez, Allmon, & Heurd, 
1991). Because of the emphasis of this dialectic behavioral therapy upon 
the interpersonal aspects of the client’s life, it holds much promise for 
use in family therapy as well.

PROSCRIBING BEHAVIORAL TASKS
Th ere are moments in therapy, even if the therapist is not specifi cally 
following a behavioral model, where a behavioral task may be very 
useful to move the therapy forward. Th ese tasks may take the form of 
in-session or homework assignments. Th e task is a direct behavioral 
prescription designed to produce insight in the client or help the client 
behaviorally practice a diffi  cult task.

A behavioral task that would help to produce insight typically 
attempts to change the client’s perspective. For example, a simple 
behavioral task, usually given to produce new insight, is a proscribed 
shift ing of roles in a family. In a case where a suicidal adolescent 
female is in confl ict with her father, the father may express an attitude 
towards his daughter’s suicidal ideas that sounds clueless, cavalier, and 
unfeeling. To his daughter’s expression about her suicidal thoughts he 
may say:

What’s she got to feel bad about? She has no responsibilities and 
has her whole life ahead of her. Th is suicide stuff  is nonsense! Just 
say “no” to feeling bad.
Th e daughter will feel as he is just blowing off  her concerns and 

 feelings. She says:
Th is is just what I expected. Dad doesn’t have any worries. He 
controls everything! He can do anything he wants because he 
controls the purse strings. What’s he got to bitch about?
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Both the daughter and her father have unrealistic views of each  other’s 
lives. Each thinks the other has a life that is easy. Neither is willing to 
listen to the other because it would upset their preconceived assump-
tions of each other. Th ey speak but they don’t listen. In this situation, 
prescribing a role reversal for each of them is a behavioral task that 
should give each of them new insights to each other’s lives. Perhaps the 
daughter may learn that, with all of that freedom and power she envies 
her dad for having, comes a burden of responsibility that shackles him 
far more than she ever imagined. Maybe the father would learn that 
being a teenage girl is not all freedom from responsibility and “fun and 
games” because the lack of power and dearth of polished social skills 
make every day a threat to who you are. If they do learn these things by 
role reversal, the experiential learning will bring these lessons home to 
them far better than listening to each other complain about his or her 
lot in life.

Sometimes a client may feel trapped in a maladaptive recursive cycle 
and fi nd it impossible to get out. I had a case in which a suicidal ado-
lescent seventeen-year-old was estranged from her father for years. Her 
parents were divorced when she was fourteen because he had had an 
aff air. Th e seventeen-year-old blamed her father for the breakup of her 
parents’ marriage. Th ey argued bitterly whenever they tried to have a 
conversation. When the father found out that his daughter had tried to 
overdose on sleeping pills, he drove back into town to try to help her. 
However, as soon as he arrived in the hospital where she was in recov-
ery from having her stomach fl ushed, they fell into their old patterns 
and started to argue. She later expressed in therapy:

Even the sight of my father sets me off . Th e sound of his voice still 
grates on me! We just can’t talk.
I asked her what she wanted to say to him? She replied, “Nothing!” 

Th en she paused, smiled a crooked smile and said, “Actually, lots!” 
I gave her the behavioral task of constructing a letter to send to her 
father. I told her that we may never actually send it and assured her that 
she would have control over whether we sent it or not.

Th e next week, the young woman had not completed the task and 
said that she was having trouble thinking about what to say. I gave her 
an additional task for homework. I asked her to keep a journal in a 
notebook and jot down feelings and thoughts that she might have about 
her father. I then asked her to construct her letter from the pages of her 
journal. She agreed. Her fi rst journal entries were very angry. Her fi rst 
letter was fi lled with venom. As her mother, the suicidal adolescent, 
and I proceeded in family therapy and her anger (and Mom’s) were 
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expressed, it was clear to me that the adolescent had been scapegoating 
her father for years, blaming him for all of the pain in her life. Th is was 
fueled by her mother’s own anger at her ex-husband for his betrayal. We 
revised the letter but never sent it. I archived it in her therapy fi le.

One day in therapy, the young woman said that she would like to 
bring her journal for me to read. Over the course of time, her journal 
had transitioned from anger to questioning her father about “why?” to 
expressing that she missed him and wanted him to be part of her life. 
She also wrote that she felt terribly guilty for feeling that because she 
felt that it was as if she were taking sides against Mom. To her surprise, 
her mom was not threatened by her wanting to be closer to her ex-hus-
band. Mom said that she understood her feelings and shared that part 
of her still loved her dad as well. Mom said that that frightened her, but 
she did have to admit it to herself.

We began working on a second letter to Dad. Th is one was much 
more balanced between good and bad feelings. Th is one we sent. For 
a while the suicidal adolescent and her father exchanged letters. Th en 
they exchanged emails. My client admitted that she still did not want 
to see her dad. His facial expressions and his tone of voice still “set her 
off .” However, by sending letters and emails, she did not have to look at 
him or hear him. Aft er nine months of therapy, the formerly suicidal 
adolescent said that she would visit with her father but only if she could 
see him in therapy, where it was safe. Eventually, the father and daugh-
ter could visit without the presence of the therapist. Th e young woman 
had to journal about her father and practice writing letters before she 
was “centered” enough to see him in person. Th e behavioral task acted 
as a cast around a broken leg, holding the leg together artifi cially until 
the relationship could heal and stand on its own.

Sometimes a behavioral task can allow a person to progress in ther-
apy because it provides the structure needed to make progress. I had a 
fi ft een-year-old female client who was depressed and had a lot of sui-
cidal ideation. Her fi ve-year-old half-sister was tragically killed by a car 
as she ran into the street to get ice cream from the ice cream truck in 
front of the neighbor’s house. Th e fi ft een-year-old was distraught at her 
sister’s death and felt guilty that she couldn’t do anything to keep her 
from running into the street. She would stare for hours, thinking of 
her dead sister. Aft er seeing two therapists with little progress, she was 
referred to me. I told the family that I would see her only if we could do 
family therapy with everyone in the room. Th ey agreed. Doing family 
therapy worked better than individual therapy because family mem-
bers could be questioned as to how they thought the fi ft een-year-old 
would answer questions. Th is was oft en at the beginning of therapy. 
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Eventually, the young woman began to affi  rm or disagree with her 
family’s speculations about her thoughts and feelings. Th is was a very 
benefi cial strategic intervention.

Despite her eventual participation in therapy, the fi ft een-year-old 
could not seem to let go of her sister’s death. She said:

If I don’t keep on thinking of my sister, I’ll never think of her 
again. It’s painful, but I’m keeping her alive.
I asked the parents to bring in a photograph of their deceased 

daughter. I placed the picture (eight by ten inches) on an empty chair 
and asked the fi ft een-year-old to talk to her sister and look at the 
photograph, rather than talking about her sister. At fi rst this was 
awkward but the 15-year-old began to do this task and eventually 
grew to like to do this behavioral task. I reasoned that because she 
had a desire to keep her sister alive, I would let her do this in a more 
overt fashion. Th e fi rst time she really opened up, she spoke to her 
sister’s picture for almost thirty minutes. I encouraged the other 
family members to talk to the deceased child, also. I reserved the last 
fi ft een minutes of the therapy hour for those “conversations with the 
baby.”

In one session the sister said, “I would like to keep on talking to you 
but we have to go away now.” I took the opportunity to say, “She has to 
go away, too.” Soon the fi ft een-year-old picked up my phraseology and 
would say good-bye to her sister at the end of each session by saying, 
“I’m sorry but I know you have to go.” In therapy, we began to dis-
cuss that the fi ft een-year-old was a victim of an “incomplete mourning 
process.” She needed to talk to her sister and eventually say good-bye 
to her. Aft er several more weeks the fi ft een-year-old said at the end of 
therapy to her sister’s picture:

I’m sorry but I know you have to go. I’d like you to stay but you 
can’t. I have to go, too. I’ll always remember you. You’ll always be 
in my heart but I have to say good-bye. I don’t need to see you next 
week. I can still talk to you in my heart.
Instead of letting her mother take the picture home, she picked up 

the picture and told her parents:
I’ll take her home and put her up on the mantle where she belongs. 
I’ve said good-bye.
Th e behavioral task became the centerpiece of the therapy. Th e young 

woman needed a consistent behavioral task, in the presence of her fam-
ily, to help her complete the mourning process.
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I used a variation on this task with an eighteen-year-old male client 
who was depressed and had suicidal thoughts when his girlfriend of two 
years dumped him. He said that he tried not to think about her and tried 
to “put her out of my head.” Th is did not work. Th oughts about her would 
creep into his head at the most inopportune times (e.g., taking a test). A 
song would come on the radio and it reminded him of her. He would 
pass by a park bench where they had sat and his mind would be fl ooded 
with her image. He described himself as being “haunted by her.”

I told him that he was suff ering from an incomplete mourning pro-
cess. I explained that the reason why he was having intrusive thoughts 
about her was that he was not spending any time thinking about her. 
He told me that he was afraid that, if he started to think about her, he 
couldn’t shut it off . I asked him if he had an alarm clock. He explained 
that he did. I gave him the following behavioral task. I told him that 
each day he needed to arrange to have a half-hour of time in his house 
(he lived in a house with his family) where he was home alone with 
nobody else in the house. At that time he should set the alarm clock 
for fi ft een minutes. He should then get pictures of his former girlfriend 
and CD’s of songs that he associated with her. I told him to play the 
music and look at the pictures and think of her. I told him that until the 
alarm clock rang (aft er fi ft een minutes), he had his therapist’s permis-
sion to act any way he needed to act. If he needed to cry, he should cry. 
If he needed to scream and yell, he should do so. If he needed to cuss 
up a storm, he should spend the time cussing. Once the alarm rang, 
he should shut it off , stop playing the CD, and put the pictures away. I 
told him that he needed to do that every day without fail. He asked me, 
“Why should I do that?” I explained that if he couldn’t get her out of his 
system, she would always be there. If he did this every day, when he had 
an intrusive thought about her, he could say to her, “I can’t think about 
you now but I will tonight at seven o’clock.” “You can make a date with 
her in your mind for later.” He asked me, “How long do I have to do 
this?” I answered, “Until you don’t have to do it anymore.”

He tried doing this task for a week and decided that it was more 
trouble than it was worth. She still invaded his thoughts and he lost 
another half-hour of time. However, by the second week, the intrusive 
thoughts started to diminish. So did his suicidal ideation. By the third 
week the suicidal ideation was gone and the intrusive thoughts greatly 
diminished. By the fi ft h week he set his alarm clock for “old girlfriend 
time” every other day. In another two weeks, he sat the alarm only 
once a week. Aft er eight weeks, the young man declared that he didn’t 
have to have any more “alarm clock talks” with her. While this task 
was being carried out, we still did therapy. Th e therapy assisted him 
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in diminishing his necessity to mourn. However, the task cleared his 
mind of intrusive thoughts so that therapy could progress forward. In 
this way, behavioral tasks can allow the therapy to progress and the 
suicidal threat to diminish.

Whether it is the core of the therapeutic process or if it is used to 
augment another form of therapy, behavioral contracts and tasks can 
be useful to the therapist. In the middle of a very complicated psycho-
social process, behavioral interventions bring the suicidal adolescent’s 
attention down to a more simplistic, concrete focus. When life has 
become so complex that it has immobilized the adolescent from being 
able to act, behavioral interventions give the adolescent a set of recipes 
to move forward. In a world where the act of taking one’s own life seems 
the only clear choice to tame and harness life’s vicissitudes, behavioral 
therapy gives the suicidal adolescent other concrete choices which can 
clarify other choices for the adolescent to exercise. Th ese choices don’t 
have the fi nality and permanence of death.
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Eleven
STRATEGIC INTERVENTIONS

The Art of Overcoming the Fear of Change

Th ere are times when, despite the therapist’s best eff orts and the clients’ 
hard work, direct interventions, either cognitive or behavioral, simply 
do not work. In some cases, the clients are not feeling enough pain to 
motivate them to change. In cases in which an adolescent is suicidal, 
this is seldom the case. If the adolescent is to the point of seriously con-
sidering taking his or her own life, there is typically a large amount of 
pain experienced by both the adolescent and the entire family. In fact, 
if the therapist does not sense any pain in one or more members of the 
family, the therapist needs to explore that dynamic immediately. Flat 
aff ect in the face of a loved one’s imminent death is a sign that there are 
strong covert forces at work in the family. Th ese need to be identifi ed 
and discussed by the clients and the therapist.

It is more likely that therapy has stalled out because the suicidal adoles-
cent, some members of his or her family, or both have become  frightened 
at the prospect of change and have, therefore, become  resistant to the 
prime objective of therapy to bring about change. Remember,  resistance 
is expected in strategic therapy. If the clients become resistant to more 
direct methods of change, as put forth in the previous two  chapters, the 
strategic therapist must shift  to more indirect means of intervention. 
Even though the cognitive and behavioral interventions of the  previous 
two chapters have strategic overtones to them, the client’s resistance may 
force the therapist to use more indirect means of interventions to dis-
rupt the maladaptive recursive cycles that have trapped the family into 
immobility. In these situations, strategic interventions can be extremely 
helpful. Th e research evidence on empirically-based strategic therapy is 
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almost nonexistent. Th e only evidence-based research on the use of stra-
tegic family therapy with suicidal adolescents was the study reported by 
Jurich (1983a), in which strategic family therapy was shown to be very 
eff ective in remediating adolescent suicidal ideation. It is the strategic 
family therapy model that was employed in the study forming the basis 
for this chapter.

SLOWING THE PROCESS DOWN
In any therapeutic endeavor, one of the benefi ts to therapy is that it slows 
down the process surrounding the presenting problem. Th is is especially 
true when suicide becomes an issue in therapy. Suicidal clients will oft en 
refer to their life as “spinning out of control.” When stressors pile up 
(McCubbin & Patterson, 1982), there is a feeling of acceleration of events 
surrounding those stressors. With suicidal clients, for whom control 
is such an issue, this feeling of acceleration is highly troublesome. As 
the client’s life has been laid on the line with the threat of suicide, the 
potential for lethal consequences of “spinning out of control” makes 
this acceleration even more dangerous. Th erefore, when the client and 
his or her family come into therapy, part of a good therapeutic process 
is to slow the process down. In doing so, the client and family are able 
to step out of the spinning vortex of the maladaptive recursive cycle and 
begin a more measured and less hurried look at the dynamics of the 
situation. I would label this as a strategic therapeutic maneuver because 
it creates a counterpoint to the panicked acceleration of the maladaptive 
recursive cycle that is spinning out of control outside the therapy room. 
However, almost any school of therapy utilizes this mechanism to assist 
in therapy.

With suicidal clients, especially adolescents, and their families, there 
is also a potential for a secondary acceleration of events, this time within 
the therapeutic process. In most cases of therapy, aft er the initial joining 
and assessment, the clients and the therapist begin to develop a rhythm 
for therapy. For some clients, this may be fairly slow. For others, it may 
be paced much faster. Family therapists must negotiate a rhythm for 
family therapy that respects and takes into account the rhythms of all 
the family members. With a suicidal adolescent and his or her family in 
family therapy, there are oft en some major discrepancies in the rhythms 
of the suicidal adolescent and the rest of the family. In these cases, two 
patterns oft en emerge.

Th e fi rst pattern is one in which the suicidal adolescent wants to 
accelerate the pace of therapy much faster than his or her family wants 
to. In these cases, most typically, the suicidal adolescent comes to the 
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realization that his or her suicidal ideation and actions were more extreme 
then they needed to be. He or she will typically say, “I can’t believe that 
I was willing do die over this!” Th e adolescent is  understandably embar-
rassed that he or she was so “out of control.” Every time the adolescent 
feels more embarrassed at discussion of the events surrounding the sui-
cidal thoughts, feelings, and actions and the treatment to remedy the 
situation with both the therapist and his or her family, the  adolescent 
wants to accelerate the therapy so that he or she can put an end to the 
embarrassment. At the same time, the family wants to slow things down 
so that they can be sure that their adolescent will never become  suicidal 
again. Some families may slow therapy down to a snail’s pace in the 
hopes that obsessively exploring every detail will insulate the  adolescent 
from ever feeling suicidal again. Needless to say, this situation will be 
stressful for both the suicidal adolescent and the family.

I believe that the therapist needs to make the covert overt, and nor-
malize the feelings. Th e therapist can tell the suicidal adolescent that 
everyone feels embarrassed about how they act when they feel stressed 
out and scared. Th e therapist puts the feelings of embarrassment overtly 
“on the table” and normalizes feeling embarrassed as being typical for 
most people, including the therapist if he or she was in the adolescent’s 
shoes. Th e therapist also needs to normalize the family members’ 
caution as being generated by their fear that it could happen again. I 
tell the family that I know that they would like a guarantee that their 
 adolescent will never again feel suicidal but that there are no guaran-
tees in life. However, I also pledge to them that I will not only help all 
of them cope with the present situation but also with future situations 
so that suicide is not an option. I ask the adolescent to slow down his or 
her therapeutic process so that the gains he or she has made in therapy 
will have time to sink in and become part of a new behavioral pattern, 
a new way of looking at things, making suicide not a viable option in 
the future. I also ask the adolescent to work with me and the family 
through therapy so that none of his or her siblings will have to consider 
suicide as an option in their lives, either. I then defi ne this as a heroic 
task. It is surprising how many suicidal adolescents are willing to slow 
their process down, not for their own sake, but for the sake of their 
 siblings. Likewise, I ask him or her to slow down his or her process to 
demonstrate to his or her parents that he or she is, in fact, getting better 
and no longer considers suicide to be an option. Once again, adoles-
cents who would like to rush through therapy will oft en be willing to 
help their parents calm down and stop worrying about them. Th is is 
especially true if they feel guilty about putting their parents through a 
lot of grief by having suicidal thoughts and feelings. Th is is a way to gain 
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some control over their lives, paying back their parents by helping quell 
their anxiety. Lastly, I tell the adolescent that suicidal adolescents will 
oft en rush the therapeutic process if they are “blowing therapy off ” and 
still are actively suicidal. Th e best way to demonstrate to me that they 
are no longer suicidal is to continue to progress through therapy at a 
measured pace. I tell them that, if he or she can’t agree to slow down the 
pace of therapy, I may have no alternative except to consider him or her 
to be actively suicidal and reconsider hospitalization. Th is is an option 
that most adolescents would like to avoid. It is easier to slow down the 
process and cope with the normalized embarrassment of working in 
therapy. Once I get the suicidal adolescent to agree to slow down his 
or her pace, I ask the family to accelerate their pace slightly to match 
the adolescent’s pace. My rationale is that, as he or she is the person 
who has been suicidal, that is the pace which will be most important in 
therapy for the family therapy to follow. Although they may have some 
reservations, most family members will agree to this.

Th e second pattern is more complicated. Th is occurs when the family 
would like to rush therapy and the suicidal adolescent begins to feel 
accelerated beyond his or her comfort level. Sometimes the family 
wants to quicken the pace of therapy because they feel a sense of stigma 
for having an adolescent who has felt suicidal. Although this is not the 
norm for families who have a suicidal adolescent, this group is impor-
tant to recognize because they can be very counterproductive to suc-
cessful therapy for the suicidal adolescent. When the family—even one 
family member—is more concerned with their own embarrassment 
than they are with the proper therapeutic treatment of their suicidal 
adolescent, it is doubtful that they will be much of a resource for the 
suicidal adolescent. As the therapist, if I thought that this was the case, 
I would confront the family members with the metamessage that their 
attempt to speed up therapy gives to the suicidal adolescent: his or her 
life is not worth their embarrassment. I would orchestrate this confron-
tation without the suicidal adolescent’s being present because I want 
the family members to be honest with me about their feelings, and I am 
afraid to let a suicidal adolescent hear what they say. I did have a mother 
of a suicidal adolescent daughter say to me that she wished her daughter 
would “just stop dilly-dallying with her treatment and just get cured.” 
Th e mother said that she was afraid that her friends would talk about 
her not being a good mother. I obviously did not want my adolescent 
client to hear her mother’s remarks. If the family will agree to toler-
ate their embarrassment for the sake of their adolescent’s treatment, 
family therapy can resume. If, however, they continue to place their 
feelings ahead of their suicidal adolescent’s treatment, family therapy 
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is  contraindicated, at least for the moment, and the therapist should 
continue individual treatment. Although this has been very rare in my 
practice, it has occurred.

Th e much more typical reason for the suicidal adolescent’s family’s 
escalation of the pace of therapy is that they do not understand the 
nature of therapeutic treatment. Family members oft en compare psy-
chotherapy to the only other treatment experience with which they are 
familiar, medical treatment for a physical injury. With most medical 
treatment the family has experienced, there is a specifi c diagnosis, a 
standard treatment protocol, and a predictable limited course of treat-
ment. In psychotherapy, diagnoses are complicated and much less 
certain, treatment protocols diff er from therapist to therapist—and 
sometimes diff er within the course of therapy by one therapist—and 
the course of treatment is much less predictable. Because of the family’s 
expectations, derived from their experience with the medical model, 
family members oft en have expectations of the course of therapy that 
are in confl ict with their son’s or daughter’s course of therapy. Th ese 
expectations are sometimes exacerbated by the unrealistic expectations 
imposed upon the therapy by some health maintenance organizations 
(HMOs). Th e therapist must explain to the family the nature of his or 
her therapeutic process with their adolescent and help them to read-
just their expectations. I try to explain to them that, if it took 15 years 
(or whatever the age of the adolescent is) to get to this point of suicide, 
it will take some time to help their child move away from considering 
suicide as an option.

Once confronted with their unrealistic expectations for therapy, 
the vast majority of families will readjust their expectations. If it will 
help, I will break up the therapeutic process into six-week segments. 
At the end of each fi ve weeks, the family, the suicidal adolescent, and I 
will reassess the therapeutic process in order to determine if the sixth 
 session will be the beginning of a new six-week segment or will be our 
termination session. Th is gives the suicidal adolescent and the family a 
greater feeling of direction to and control over the therapy. It also gives 
them a structure within which they can allow the therapeutic process 
to slow down.

When a suicidal adolescent fi rst comes into treatment, they typi-
cally feel that things are mounting so fast that life is unmanagable. 
Th e slower pacing of therapy works to decelerate the pace of the events 
swirling around them. However, aft er initial deceleration, most ado-
lescents who embrace therapy begin to accelerate their therapy as they 
learn new cognitive perceptions and behaviors to use in their lives. 
Th ey quicken their pace as they meet with success and feel more in 

RT6086X_C011.indd   201RT6086X_C011.indd   201 8/3/07   7:56:48 AM8/3/07   7:56:48 AM



202 • Family Th erapy with Suicidal Adolescents

control of their lives. Th is is typical of a lot of suicidal adolescents in 
therapy. However, some of these  adolescents begin to move so fast that 
they become frightened at the pace of their process. Th ey describe 
themselves as feeling “out on a limb.” Adolescents who have previously 
described themselves as “being on an uncontrolable roller-coaster 
ride, travelling” toward suicide may begin to feel the same feelings of 
uneasiness and lack of control over their lives. Th e therapist needs to 
keep his or her fi nger on the “pulse” of the adolescent in order to discern 
when the adolescent is beginning to feel anxiety that the pace of ther-
apy is going too fast for his or her comfort. When the therapist feels this 
begin to happen (the therapist may very well feel the beginning of that 
anxiety before the adolescent client becomes aware of that feeling), 
the therapist needs to counter an acceleration back into the maladap-
tive recursive cycle by slowing the pace of therapy down. Th e suicidal 
 adolescent may not even be aware of the slowing pace but his or her ease 
with the process will assist him or her to benefi t most from therapy.

ADJUSTING IMMEDIACY
Previously, I have mentioned the utility of using Weiner and  Mehrabian’s 
concept of Immediacy (1968) to understand clients’ behavior during 
their progression toward suicidal ideation and behavior during  therapy. 
Th e concept of immediacy can also be used in Strategic Th erapy in 
order to help the client progress in bringing about change in therapy. In 
Chapter 8, I gave an example of a case I had in which the fi ft een-year-
old female client had been dumped by her old boyfriend because she 
was too jealous and bossy. Th is event triggered suicidal feelings in the 
young woman and her parents brought her into therapy. Her mother 
demonstrated the same bossy attitude of which her daughter had been 
accused. Th is case was used as an example of the  transgenerational 
transference of maladaptive recursive cycles, in this case from the 
mother to the daughter.

Th e therapy in this case proved to be a challenge because neither the 
mother nor the daughter would admit to being bossy or jealous, even 
though their behaviors could easily be labeled as such. Each woman 
saw the bossiness and jealousy in each other but not in themselves. My 
therapeutic eff orts to work with insight-oriented explanations of their 
need to control their environments in order to maintain  predictability 
and safety in their lives were met with denial and resistance. Each 
thought that my insight about needing control was “on-target” for the 
other woman but not for herself. Faced with this resistance I shift ed 
gears to Strategic Th erapy.
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I gave them the hypothetical example of a six-year-old girl who did 
not know how to cope with a group of girls at school who were unpre-
dictable in their behavior towards her. Sometimes they got along well 
and they were very nice to her. At other times, they ignored her or 
seemed to prefer the company of the other kids. I asked the mother and 
her fi ft een-year-old daughter what they thought the little girl should 
do? Th ey both agreed that the little girl should take a leadership role in 
the group and initiate things to do. If the other girls tried to ignore her, 
she should pursue them and “make them understand” what a good time 
they would all have if they followed her suggestions. Both the mother 
and the daughter agreed that this would be an excellent strategy for the 
six-year-old to employ.

I then asked them what the little girl in the example should do if, as a 
result, the other girls called her “bossy”? At fi rst, neither the mother nor 
daughter felt that the other girls had any reason to call her bossy. Aft er 
further discussion, both the mother and daughter admitted that some of 
this little girl’s behavior could be viewed as bossy, but that was because 
they didn’t understand that the little girl was not trying to  control them 
but, instead, felt scared and was trying to simply “be safe.” Th e fi ft een-
year-old daughter said that the little girl’s fi rst impulse might be to run 
away but she should stay and “talk things out” with the other girls and 
try not to be jealous. Th e mother said that the little girl should confront 
the other girls with the fact that she was not, in fact, bossy and tell them 
that they were all going to play together and be happy!

What the mother and daughter could not discuss for themselves in 
their own situation could be discussed in terms of giving advice to a 
six-year-old girl about how to handle her playmates. Th e dynamics were 
identical. I framed them in a hypothetical situation with a child. Th ey 
could discuss the less immediate situation and carry on a reasonable 
and fruitful discussion about it. In fact, aft er further discussion, both 
the mother and her teenage daughter agreed that the little girl should 
try to calmly talk with her friends, even if she had to get a teacher to 
moderate. Th ese clients were very pleased with their mutual conclusion 
in this case. I told them that I was proud that they could have such a 
fruitful discussion about their own problems. Th ey both looked at me 
like I had lobsters crawling out of my ears. I pointed out that they were 
both like the little girl, trying to control a dangerous and anxiety-pro-
voking situation by trying to take a leadership role. Th ey had both been 
accused of being “bossy” and both of them rejected that label, yet they 
both gave the hypothetical little girl advice to handle the situation as 
they had done.
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In her own situation, the daughter had tried to run away by feeling 
suicidal, then thought that it would be better to talk to her boyfriend, 
but felt too jealous to do that successfully. Th e mother tried to deal with 
the anxiety of therapy by trying to take over the therapy process. How-
ever, they both agreed that it would be best to rationally discuss the 
situation (therapy), even if they had to have a teacher (therapist) moder-
ate it. Once I congratulated them on the wisdom of their logic and their 
choices, it was much easier for them to carry on future discussions in 
therapy in the “here and now” (high immediacy), rather than discuss-
ing hypothetically about 6-year-olds (low immediacy). Temporarily 
shift ing to a less immediate venue, the imaginary school yard, for our 
discussions, however, had eff ectively disrupted their resistance, which 
had become a maladaptive recursive cycle that kept them from moving 
forward in therapy. Once the cycle had been disrupted, both the mother 
and the daughter became less anxious and therefore more able to recog-
nize their own roles disrupting the progress of therapy.

MAKE THE COVERT, OVERT
Making the covert dynamics of a situation overt to the clients is one 
of the most powerful strategic interventions any therapist can employ. 
(So much of the power of a maladaptive recursive cycle hinges upon 
the fact that it is steeped in covert dynamics. Becomming cognitively 
aware of the mechanisms keeping these maladaptive recursive cycles 
running does much to reduce their power.) What you don’t know can 
hurt you much more than what you do know! In fact, so powerful is 
this single intervention that, in my role as a therapist educator, I have 
labeled it as my number one rule of therapy: “When in doubt—shout 
it out!”

I tell my students that, when they are stuck in therapy and nothing 
is going the way they want it to go, they should recognize their feelings 
(most likely frustration and incompetence), tell the clients their feel-
ings, and simply say they are confused as to what to do next: “When in 
doubt—shout it out!”

Th e majority of young therapists are most frightened that they will 
get stuck in the therapy process, they will feel and look incompetent, 
and the client will leave in disgust. Th erefore, in fear of that moment, 
the student therapist becomes anxious and tries to obsessively control 
the therapy process. Paradoxically, the more they obsess and try to con-
trol, the worse it gets. It becomes a self-fulfi lling prophecy. Th erefore, I 
designed a simple rule for the student to blurt out when they are stuck 
and the anxiety starts to build.
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Th is intervention works for many strategic reasons. First, and fore-
most, it makes the covert dynamics fueling the maladaptive recursive 
cycle overt to both the client family and to the therapist. It puts them 
on the table, “front and center.” It creates a demand for the dynamics 
that are causing the therapy to be “stuck” to be discussed here and 
now (a very “immediate” situation). Th e professional, with all his or 
her  knowledge and training, takes a one-down position and admits 
to being frustrated or feeling incompetent and to being confused as 
to what is going on. Typical clients would not expect the “expert” to 
admit he or she doesn’t know the answer. Th is violates some of the 
hidden assumptions about therapy upon which the maladaptive recur-
sive cycle is built and forces the clients to reconstruct their ideas about 
therapy. It gives them a share of the expert role. Th e therapist models 
honest and open feelings in the here and now. When I did my “When 
in doubt—shout it out” with a farm couple, the husband turned to the 
wife and said, “Shit! Finally someone who is willing to be honest with 
us!” Th is rule also sets the groundwork for bringing in a supervisor 
or a consultant to help with the process if necessary. In my 34 years 
of training therapists, it is amazing how many of my students have 
sought refuge in that phrase when they got stuck in therapy: When in 
doubt—shout it out!

Making the covert overt is especially important for suicidal ado-
lescents and their families. Adolescents are trying to create their own 
independent ego identity. Th erefore, autonomy and control over their 
environment is a very important issue (Jurich, 1987). Control over 
one’s life is a crucial issue among those individuals who are consid-
ering suicide as an option in their lives (Jurich, 2002a). Th erefore, 
 control over his or her life is a very important element in the suicidal 
adolescent’s life. Th is is why a maladaptive recursive cycle, fueled 
by covert  dynamics, pushing the suicidal adolescent to the edge of 
the cliff , is such a powerful force. It is also why exposing the covert 
 elements of this cycle is a very powerful intervention for the suicidal 
adolescent.

Th e utility of making the covert overt is so pervasive in treating 
 suicidal adolescents that the previous pages of this book are fi lled with 
examples. In Chapter 8, I cited a case in which a seventeen-year-old 
sexual abuse victim used her suicidal actions to expose her father’s sex-
ual abuse of her. In this case the seventeen-year-old made the family’s 
covert secret (Dad’s sexual abuse) overt by taking an overdose of sleep-
ing pills in the girls’ bathroom during school hours. As her mother and 
father chose to keep Dad’s sexual abuse covert and secret, the daughter 
made it very overt with a very public suicide attempt. Sometimes it is 
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up to the therapist to make the covert overt. Again, in Chapter 8, I gave 
the case example of the family who had threatened their children that 
the gypsies would come and get them if they did not behave. As silly as 
this childhood myth may have been, it still held a great deal of power 
in the lives of the children, even when they became adolescents. A large 
portion of the power of this threat was that it lived on through subtle 
and covert means (e.g., humming “Green Tambourine”). When the 
therapist explored this covert threat, much of the power of the old myth 
evaporated. In this way, “making the covert overt” defl ates the power of 
the more covert aspects of the maladaptive recursive cycle, allowing it 
to be examined in therapy and better understood by the client. Beneath 
each rock are creepy, crawly creatures who can’t stand the light of day. 
Once they are exposed to the sun, they shrivel up and blow away.

REDIRECTING THE FLOW OF ENERGY
In every system, there is a fl ow of energy. In a biological system, such as 
a human body, there is an infl ux of energy through inhaling, eating, and 
drinking. Th ere is an egress of energy through exhaling,  urination, and 
excretion. Likewise, in a human system there is an energy fl ow through 
the transfer of information from the speaker to the listener and a feed-
back loop of information from the listener back to the speaker (Watzla-
wick et al., 1967). Th is is elementary Systems Th eory. Likewise, in therapy 
there is a fl ow of energy, via communications, among the family mem-
bers, including the client, and between family members and the therapist. 
When therapy is going smoothly, this energy fl ow represents a collabora-
tive process in which exchanges of energy ebb and fl ow, according to the 
needs and abilities of the clients and the skill of the therapist. To use a 
baseball metaphor, the therapist and clients are “in a zone.” In this state, 
therapy can proceed along a steady course with few interruptions.

Although the strategic therapist revels in these periods of “in the 
zone” therapy, he or she does not expect them to last. As the process 
of therapy moves forward, the suicidal adolescent may become fright-
ened of the changes that therapy is instigating. Th is does not mean 
that the suicidal adolescent lacks courage or fortitude. It means that 
the  adolescent’s journey to a healthier method of functioning contains 
a lot of unknowns. It is the fear of those unknowns and the changes 
they may bring in his or her life that create resistance to change in the 
adolescent. Similar fears of the unknown can create resistance in the 
suicidal adolescent’s other family members.

In order to cope with this increased resistance to change, the clients 
shift  their framework from the image of collaborative team members 
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accomplishing a mutual goal to a vision of a group of anxious soldiers 
(the clients) being led into battle by a “gung-ho” commander (the thera-
pist) to fi ght a battle whose outcome the soldiers doubt. Th is is quite a 
diff erent image than the collaborative team working together towards 
a common goal. Instead of harmony and unity of purpose, the clients 
restructure the energy fl ow of the therapy into adversarial roles with the 
therapist on the opposing side. Th is typically takes the form of  “therapist 
and the family vs. the suicidal adolescent.” It is at this point that more 
direct interventions (such as many of these which were suggested in the 
previous two chapters) start to break down and the therapeutic  process 
becomes “stuck.” Regardless of the best intentions and skills of the 
 therapist, suicidal adolescents, with or without family, will begin to treat 
the therapist as an adversary and begin to defend themselves against a 
person whom they now believe is dangerous to the safety of the future. 
As long as the suicidal adolescent and/or his or her family defi ne the 
therapist in this way, therapeutic progress will grind to a halt.

If the therapist attempts to be truly client-centered (Rogers, 1951) and 
work at the client’s own pace, the client may lead the therapy into many 
detours or dead-ends before getting back on track in therapy. Th is may 
frustrate the rest of the suicidal adolescent’s family who see no progress 
being made. It will send insurance companies and HMOs through the roof, 
causing them to limit or cut off  the client’s reimbursement for services. In 
addition, a suicidal client who achieves some degree of success in therapy, 
only to have therapy subsequently become frozen by the chill of resistance, 
may blame himself or herself for the “failure” in therapy. Th is could lead to 
depression, further feelings of loss of control, and another suicidal episode. 
Th erefore, giving in to the resistance would be contraindicated.

A therapist could try to push the suicidal adolescent and his or 
her family through the resistance—in essence, trying to force them 
to change. Th is is problematic for several reasons. First, the therapist 
is accepting the role of the adversary, which the client or clients have 
given him or her. An old adage with a second verse added by Kansan 
farmers is appropriate here:

You can lead a horse to water,
But you can’t make him drink.

If you do try to make him drink,
He will either kick you in the groin,

Or run away.

If the client feels attacked by an adversary, he or she will either fi ght or 
fl ee. If the suicidal adolescent decides to fi ght, he or she can lash out 
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at the therapist in defense of his or her “attacked” identity, something 
that the adolescent is still trying to develop. Because adolescents are 
especially sensitive to accomplishing their primary developmental task, 
developing their own independent ego identity is extremely important 
for their perceived survival. Because adolescents are in their molten 
stage of identity development, they feel very vulnerable to attacks on 
their identities from others. Th eir reactions to such perceived threats 
may be forceful and extreme. Many adolescents could attempt to com-
mit suicide as an aggressive attempt to exact revenge on a therapist who 
pushed them too hard and too fast.

When a therapist tries to push the suicidal adolescent through his or 
her resistance, the therapist assumes the “expert role” and asks or demands 
the adolescent to follow. Th e power lies with the therapist, instead of 
its being shared with the suicidal adolescent. Th is may reawaken and 
perpetuate the feelings of helplessness that so oft en accompany suicidal 
clients. Once again, this may push the suicidal adolescents back into 
another suicidal episode. If the suicidal adolescent decides not to fi ght 
back, he or she may choose to fl ee the confrontive therapist by either 
quitting therapy or reapproaching suicide as an escape from life. Neither 
of these is an acceptable solution to the problem. Th erefore, pushing the 
suicidal adolescent and his or her family is also contraindicated. So if 
the therapist can’t give in to the client’s resistance and can’t fi ght through 
the resistance, what is a therapist to do?

It is at times like these when the techniques of strategic therapy are very 
useful. Rather than trying to go along with the energy fl ow of the resis-
tance or trying to confront it, the therapist can redirect the fl ow of energy. 
Instead of trying to “create energy” by externally  persuading the suicidal 
adolescent to change, the strategic therapist attempts to “redirect the fl ow 
of energy” so that the suicidal adolescent will see the motivation to change 
as stemming from the set of circumstances that led to his or her suicidal 
thoughts, feelings, or actions. At fi rst, that source of motivation to change 
may be anything other than the therapist’s wishes or desires. Th e motiva-
tion may be attributable to the family’s wishes or desires, peer pressure, or 
societal expectations for an adolescent of his or her age. Instead of using 
the therapist as a target of the suicidal adolescent’s resistance to change, 
the therapist redirects the object of the resistance to another entity.

For example, in a court-ordered case where the adolescent was ordered 
to go to therapy, it is easy for the adolescent client to transfer all of these 
negative feelings from the police offi  cer who arrested him or her, from 
the judge who handed down the sentence, and from his or her parents 
who were judgmental and scolding in their attitude to the  therapist who 
must carry out the court order to do therapy. All of the anger towards 

RT6086X_C011.indd   208RT6086X_C011.indd   208 8/3/07   7:56:51 AM8/3/07   7:56:51 AM



Strategic Interventions • 209

those other people, the fear of the unknown, and self-doubts as to 
whether the adolescent can progress in therapy are all projected upon 
the therapist. Th is is a set of dynamics more suited to adversarial com-
petition rather than mutual respect and collaboration. However, if the 
therapist can redirect the fl ow of energy, the client can be able to trans-
fer this resistance to some other entity (for example, the courts) and, 
thereby, can free the therapist to at least comment on the situation from 
a more neutral vantage point. Eventually, the therapist might be able 
to convince the client that the therapist is on his or her side, setting up 
a collaboration between them. Using the example of the court-ordered 
therapy, the therapist might tell the client that the goal of therapy doesn’t 
have to be to change to meet some idealistic image imposed by the soci-
ety. Th e goal of court-appointed therapy is to do the things that will lead 
the therapist to write the client a good letter to the court, so that the cli-
ent can stop coming to therapy. Th e therapist can explain that the court 
wants to hear three things in the letter to the court:
 1. Th e client has shown up for appointments.
 2. Th e client has worked hard in therapy.
 3. Th e client has made some progress on the presenting problem.
Th e therapist needs to establish “out front” that he or she will not lie in 
the letter. However, the therapist can then off er the client his or her help 
in collaborating together in the task of being able to write a good but 
honest letter to the court to get the client out of any further trouble with 
the law and eventually fi nish with court-ordered therapy. In this case, 
the therapist has joined with the client to cope with the task imposed by 
the court system. Any client resistance is directed towards the courts and 
not the therapist, (who is faced to collaborate together with the client).

Once the object of the resistance has been transferred to another 
entity, like the court system, the therapist can begin to work with the 
client to realize that the motivation for change is not really tied to an 
outside entity but rests within the client. To use the above example, the 
therapist can tell the client that writing a good letter to the courts is a 
good goal to have but that the client also would benefi t by some internal 
motivation to change so that he or she never gets into this type of trou-
ble with the law again. Once a client accepts some internal motivation 
for wanting to change, he or she will become a much better participant 
in therapy and more can be accomplished in the therapeutic process. 
Th is reestablishes a collaboration relationship between the client and 
the therapist. In family therapy, this collaboration process would also 
include family members as  crucial elements of successful therapy. 
Everybody can help motivate the  client to change but therapy works 
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best when the client is self-motivated to change in therapy. Th is is a 
primary goal of Strategic Th erapy. For suicidal adolescents, for whom 
control is such an issue, centering the motivation for change squarely 
on their shoulders is not only useful for the therapy process but it also 
validates the suicidal adolescent as an individual who is able to take 
responsibility and control over his or her life. Th erapy with the suicidal 
adolescent can now get back on track.

FOCUSING ON DISCREPANCIES
Suicidal adolescents who build a wall of resistance to block the thera-
peutic process attempt to present a web of solid, logical arguments as 
to why therapeutic change should be avoided. It is upon this logic that 
the adolescent grounds his or her resistance. If the therapist can fi nd 
some discrepancy in the structure of logic, the resistance will crumble 
from lack of support. Th ese discrepancies may be one of three types: 
(1) intrapersonal, (2) interpersonal, or (3) objective. Each will be 
addressed with a case study example.

Intrapersonal Discrepancies
One of the most effi  cient strategic tactics to reduce resistance is for the 
therapist to look for discrepancies between what the suicidal adolescent 
says at one time and what he or she says at a later time that contradicted 
the fi rst statement. Sometimes, these discrepancies will be simple con-
tradictions of what has already been said. In Chapter 8, I presented a 
case of a reluctant beauty queen who was relieved when she was not 
accepted as a contestant for a beauty pageant but her mother was devas-
tated that her daughter did not gain acceptance. Th e eighteen-year-old 
daughter felt guilty that she had so disappointed her mother that she 
began having suicidal ideation. Her mother was shocked that her daugh-
ter would have suicidal thoughts over a beauty pageant. Th is case was 
fraught with intrapersonal incongruities. As the therapist, I pointed out 
to the suicidal eighteen-year-old that she had given her mother two con-
tradicting messages. When her mother fi rst prompted her to enter the 
beauty pageant, she enthusiastically agreed to do so. She explained that 
she was trying to please her mom and believed that her mother would, 
in time, forget about the contest. Later, when she did not qualify for the 
event, the daughter told her mother that she felt relieved. A large part of 
that was the truth but she was also trying to spare her mother’s feelings 
by minimizing her loss. When she was confronted with her mother’s 
disappointment, she was convinced that she did some horrible thing to 
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her mom. She became trapped in a maladaptive recursive cycle in which 
she was to blame for her mother’s misery. I told this young woman that, 
although her logic made those two messages very understandable, she 
did not present her logic to her mother. Th erefore, all Mom heard her 
daughter say was that she “really wanted” to be in the show and she 
was really glad she wasn’t in the show. Th ese two contradictory remarks 
added confusion to the mother’s perception of the situation. Th erefore, 
some of her mother’s disappointment reaction was fueled by Mom’s 
misunderstanding of the true nature of the daughter’s feelings that she 
really felt out of place as a contestant and was genuinely relieved not to 
get in. Th e mother said that she would have been less disappointed if 
she would have known her daughter’s true feelings. Pointing out this 
discrepancy eased back the adolescent from her suicidal thoughts. She 
felt less trapped in her maladaptive recursive cycle.

Some intrapersonal discrepancies are more complicated. On the sur-
face, the two contradictory statements may appear to be compatible. It is 
only aft er further examination of the consequences of these statements 
that the logical conclusions are contradictory. A fi ft een-year-old female 
had suicidal ideation and some cutting behavior in response to her failing 
grades at school. On one hand, she described herself as being “a total and 
absolute failure.” However, she also said that she “deserved more than 
what the teachers gave” her. On the surface, these two remarks do not 
seem to be incompatible. It seems possible that a person could fail and still 
deserve more from her teachers. However, three weeks into  therapy, the 
client became resistant to direct approaches to challenging her  thinking 
or behaviors. She appeared to be frightened that, if she changed as a result 
of therapy, she would be forced to become more responsible at school, a 
task for which she lacked confi dence. Th erefore, her resistance to  therapy 
grew. In order to break this maladaptive recursive cycle, I asked the  client 
if she felt like a “little failure” or a “total failure”? Sensing that I was going 
to try to block her resistance, she gave me the more extreme answer, 
“total failure.” I reminded her that she had said, in the past, that she had 
deserved more than she had gotten from her teacher. She agreed. I then 
asked her how she could hold two such contradictory statements? She 
looked puzzled. I explained:

Your two statements contradict themselves. If you are truly a 
“total failure,” why would you deserve to have anyone “do better 
by me”? Likewise, if you deserved more eff ort from your teacher 
to help you, you are not a “total failure.” Can you help me under-
stand how you can be a total failure and deserve more help at the 
same time?
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As long as the young woman could hold both those thoughts at the 
same time, she could feel sorry for herself and also feel self-righteously 
indignant about not receiving help from her teacher. For this client, 
this was a comfortable place to be. Consequently, her motivation for 
 encouraging change in therapy was severely diminished and resistance 
rose. By taking a “one-down position” in asking her to help me under-
stand how she resolves this discrepancy, I strategically forced her to 
surrender one or both of her beliefs that formed the foundation for her 
comfortable position. Th is disrupted her maladaptive recursive cycle. I 
told her that I agreed with her that she deserved more from her teacher 
than what she had gotten, but I said that the consequence of believing 
that was to admit to herself that she was not a “total failure.” Th erefore, 
she was not helpless and, in fact, with the proper help, could take an 
active role in raising her grades. Th is was not the conclusion the  suicidal 
adolescent wanted to draw. In fact, it was the one she was resisting. 
However, it was better than the cognitive dissonance I caused her by 
pointing out the discrepancy in her logic, using the logical conclusions, 
based on her own words.

Interpersonal Discrepancies
Discrepancies between or among people are oft en evident when con-
ducting family therapy. Th ere are many occasions where one family 
member makes a statement that is later brought into dispute by a state-
ment by another family member. In the above-mentioned case of the 
reluctant beauty queen, the suicidal adolescent woman began having 
suicidal thoughts when she thought that her mother was “devastated” 
at her not being accepted as a contestant for the beauty pageant. When 
her mother was shocked at her daughter’s suicidal ideation over not 
being a contestant, the daughter was confused. She told her mother:

Mom, the reason why I felt so bad is that I thought that I had 
let you down. You said you felt devastated! Now you’re making it 
sound like you thought it was no big deal!

Her mother responded:
I wasn’t devastated! I was disappointed for you but I wasn’t dev-
astated! Dear, you overreacted. Th at’s why you’re in therapy and 
we’re all here to help you with your problem.

Everyone in the family sat in silence. Instead of validating the  “family 
nature” of the concern, the mother had extracted herself from any con-
tribution to the daughter’s suicidal ideation. To gain allies among the 
other family members, she added the fact that as this was obviously 
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the daughter’s overreaction, the rest of the family, including her, were 
there to help the daughter with the daughter’s problem—her suicidal 
ideation. Th is left  the daughter feeling blindsided and off -balance. Th e 
daughter felt as if she had lost touch with reality. Perhaps she really was 
crazy.

At the time the mother did this, I was setting the stage where the 
family could gain insight into the relative importance of beauty pag-
eants in the “grand scheme of things” in an attempt to have both the 
daughter and the mother change their cognitions by gaining some 
perspective on the event. I had hypothesized that the mother was 
more “grounded in reality” because of their relative ages and the wis-
dom that would come through the mother’s experience in living. Th e 
mother’s response about not being devastated fi t that tentative hypoth-
esis. However, the mother’s denial about being devastated was too abso-
lute. If the mother had said that she was upset but that her daughter had 
overinterpreted her feelings as being more extreme than they actually 
were, I would have considered that to be in the realm of possibility. We 
could have proceeded to work on the perspective that was needed about 
the beauty pageant for the daughter, primarily (having a  teenager’s 
perspective about the disappointment of life), and, secondarily, for the 
mother who had expressed her disappointment in her own right. Th is 
did not happen. Th e mother said that the only reason why she “felt bad” 
was because her daughter was so disappointed. Th at logic made it her 
daughter’s problem only. It redefi ned therapy as individual therapy, 
rather than family therapy. Furthermore, it directly contradicted the 
daughter’s report of the family dynamics.

As I could no longer pursue a course of cognitive therapy, I initiated 
strategic therapy. I pointed out the contradiction between the daughter’s 
version of the story and the mother’s. Th is was recognizing the proverbial 
“elephant in the room.” It made the covert overt. Th e tension in the room 
rose substantially, although no one uttered a word. I broke the silence by 
asking if anyone in the family had videotaped Mom’s response? Th ere 
were a few smiles at the absurdity of the question, followed by more 
silence. I then said the following:

Well guys, I’m stuck! I’m at a crossroads and I don’t know which 
way to turn. If [the daughter’s] version of Mom’s reaction is correct, 
we have some work to do as a family. If Mom’s version is correct, 
I will have to do some individual work with [the daughter] to test 
her perceptions of reality before we can move onto family matters. 
“Whose view is correct?” is a very important question and a lot 
rides on the answer to that question.
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One of the younger siblings said:
Mom went ballistic. We all heard it!

Although Mom protested vigorously, gradually every family member 
eventually confi rmed the young child’s statement. One of the major 
maladaptive recursive cycles in this family was the myth that Mom was 
too fragile to be confronted. Nobody in the family would contradict the 
mother, even if he or she knew Mom was wrong. Th erefore, the mother 
had started to alter reality whenever it relieved her of responsibility 
when something went wrong. Working with such a handicap when 
problem-solving, few issues were resolved very well in family discus-
sions. Th e family was trapped in this maladaptive recursive cycle. Th is 
fueled the daughter’s not wanting to disappoint her mother and accel-
erated into suicidal ideation. However, the daughter’s suicidal ideation 
so scared the other family members that they saw the daughter as more 
fragile than the mother and unveiled the maladaptive recursive cycle.

Subsequently, I normalized the mother’s wanting to minimize her 
contribution to her daughter’s suicidal ideation and asked her to hero-
ically accept her responsibility in this matter. Using the scheme pre-
sented in Chapter 5, I “hooked” both the mother and daughter into the 
intervention by giving both versions of the story equal weight and not 
judging which version I believed to be correct. My “slam” was setting the 
situation in motion for the family to unveil what had actually happened 
and to expose the maladaptive recursive cycle to everybody’s scrutiny. 
I then rejoined with the whole family, especially Mom. We could then 
commence with family therapy.

Objective Discrepancies
Sometimes a client will make a statement that simply does not fi t with 
reality. If a client is off ering resistance to therapeutic change by referenc-
ing a heart condition that the rest of the family can demonstrate doesn’t 
exist (through previously done medical tests), the therapist can pin the 
client’s story on reality. Th is will reduce the resistance that was built 
upon the story that was discrepant with reality, as it is in most cases.

However, caution must be exercised, especially when dealing with 
suicidal adolescents. If a suicidal adolescent is desperate enough, he or 
she may have constructed a rigid “reality” to provide safety for him 
or her, even though that alternative reality may have a little or no 
resemblance to any objective reality. To the suicidal adolescent, there 
may be no back-up plan to an alternative reality. Objective reality may 
simply be too painful to confront. Th erefore, without their alternative 
reality, there is nothing. Th e denial of an objective reality may be the 
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last action of a desperate person. If it is taken away from him or her, 
there may be nothing left  but oblivion. In this case, suicide could be 
the likely outcome of taking away the adolescent’s view of the situation, 
even though it may have little basis in reality.

In some cases, the therapist can keep the suicidal adolescent‘s con-
struction of reality as a temporary device until the adolescent can better 
join with the therapist and gain a degree of safety in the therapy room. 
Eventually, this rigid view can be gently examined by the therapist and 
the client to tease away where this rigid viewpoint is in confl ict with a 
more objective reality. Th is is a delicate and arduous process in which 
the suicidal adolescent must be kept safe from self-harm. Because of 
this, this type of therapy is best done in an in-patient unit with access to 
medication. It can be done in out-patient therapy but there are enough 
dangers possible that the therapist should be encouraged to select in-
patient therapy as the treatment of choice in most cases.

Focusing on a client’s discrepancies can reduce the logic upon which 
his or her resistance is built. In this task, the therapist must be reactive 
to the discrepancies presented by the suicidal adolescents, their family, 
or some objective criteria. Th e therapist needs to be patient for these 
discrepancies to present themselves and to redirect the systemic energy 
fl ow to advocate for change in therapy. In pointing out these discrep-
ancies, the therapist needs to be direct and overt but also nurture the 
suicidal adolescent and his or her family members so that they do not 
feel criticized and abandoned by the therapist. Aft er the hook and slam 
disrupts the client’s logic, the therapist must rejoin with the suicidal 
adolescent and the rest of the family to keep them together as a team, 
striving for a goal: therapeutic change.

REFRAMING
Th ere are times where the clients do not express any discrepancies. 
Th ere are also cases in which, given a long enough length of time, the 
clients would demonstrate discrepancies, but there is a time pressure to 
disrupt the maladaptive recursive cycle sooner rather than later. Th is 
latter situation is oft en the case in doing therapy with a suicidal ado-
lescent, where the possibility of active suicidal behavior necessitates 
a quick response to disrupt the maladaptive recursive cycle that fuels 
the resistance to more direct forms of therapy. One way to accomplish 
this is through the use of “reframes.” “Reframing” is the taking of the 
 suicidal adolescent’s or the family’s description or logic of an event and 
relabeling it in a way that would be more conducive to bringing about 
change. For example, an adolescent male who says that he can’t talk to 
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a girl he likes is expressing his feelings of helplessness at broaching a 
conversation with the young woman. Th is defi nition of his problem is 
problematic for several reasons. It gives the adolescent no information 
as to why he will not approach the young woman. Th erefore, it off ers 
the adolescent no added perspective that could help him do things dif-
ferently. Th e word “can’t” implies an external locus of control in which 
the young man is not able to approach the young woman. If he is unable 
to approach her, he is certainly unable to change his thoughts, feelings, 
or behaviors in order to obtain a more desired outcome. Th erefore, such 
a sentence creates, for this young man, a maladaptive recursive cycle in 
which he is stuck.

However, if the therapist were to “reframe” that sentence to “Because 
I feel self-conscious, I choose not to approach this young woman,” 
the dynamics of the situation dramatically shift . Th e verb shift s from 
“can’t” to “choose not to.” Whereas the former implies helplessness and 
an external locus of control, the latter implies choice and an internal 
locus of control. Th erapy with a person who has choice in his deci-
sion-making consists of exploring diff erent courses of action and using 
problem-solving techniques to choose the best alternative. Th is is quite 
diff erent from doing therapy with a young man who “can’t approach 
a girl.” If he truly cannot take action, he can’t choose a new course of 
behavior. Th erefore, therapy is important to bring about any changes 
on his behalf. Furthermore, in the reframe of the young man’s message, 
there is some speculative information about the young man’s motiva-
tion for not approaching the young woman. Th is gives the therapist 
and the young man something to discuss concerning the ways to alter 
that motivation in a way that might bring about a change of behavior. 
Th e reframe of the client’s defi nition will be more conducive to bring-
ing about therapeutic change than the client’s original depiction of the 
event.

Reframes may be of two types. One reframe may redefi ne an act or 
situation in a less acceptable way than the client had defi ned it. Once 
this is done, the client has received a defi nition of his or her actions 
which prompts him or her not to continue that action, lest he or she be 
defi ned in an unfavorable way (Haley, 1984). For example, I had a seven-
teen-year-old male client with a lot of suicidal ideation. When he spoke 
about his suicidal thoughts in therapy, he always referred to suicide as 
being a noble sacrifi ce for others. As long as he held onto that frame-
work of suicide’s being noble, suicide would be an attractive alternative 
for him. I noticed that whenever he referred to suicide as being noble, 
both the mother and the father winced noticeably. I pointed that out 
to the entire family and asked them how they felt about suicide’s being 
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noble. Th ey both said that they disagreed that suicide was noble. I asked 
them, “Well, if it isn’t noble, what is it?” Th ey had no answer. I asked 
the parents if they viewed suicide as “a coward’s way out.” At fi rst, they 
thought that my reframe was rather harsh. I proceeded to describe 
 suicide as “a way to avoid talking responsibility because it was too scary 
to do so.” Although they hesitated at fi rst, both parents agreed with my 
reframe of suicide as a cowardly, rather than a noble action. Needless 
to say, the suicidal adolescent did not like this reframe. It took away the 
nobility of suicide and redefi ned it in a way that subverted its positive 
appeal. It broke him out of his maladaptive recursive cycle.

Another type of reframe could take a negative defi nition of an action 
or a situation and turn it to connote a positive meaning. I had a case of 
a suicidal fi ft een-year-old female who described herself as a “loser” all 
of her life. When I asked her what “loser” meant, she explained that she 
was a “below-average student” with below-average looks, and a  shyness 
which kept her from being very sociable. She described herself as being 
“a person with few friends and few prospects.” Her parents were in the 
middle of a bloody divorce. Th ey complained that their daughter did not 
help them out and, in fact, made matters worse. Th is made the  fi ft een-
year-old feel even worse and she began to feel suicidal. One night, aft er 
a particularly venomous argument between the mother and the father, 
the fi ft een-year-old took an overdose of pills. Mom and Dad rushed her 
to the emergency room. Upon release from the hospital, the parents 
took her to see me for therapy.

When I said that I wanted to see the entire family, they equivocated 
at fi rst, and then agreed to come in as a triad (mother, father,  daughter). 
Th e father described the daughter’s suicide attempt as “stupid.” He said 
that, “It was another example of his daughter making things harder for 
herself and them.” He was especially perturbed by the timing of the 
suicide attempt: right in the middle of the “bloody divorce.” I asked 
both the daughter and her parents to consider that the fi ft een-year-
old’s suicide attempt may have had a diff erent motivation. Because of 
her parents’ contentious divorce, the fi ft een-year-old had two of the 
most important people in her life seeming to hate each other, they were 
breaking up their marriage, and there was not a damn thing that she 
could do about it. I posed to all three of them that:

On some level, [the daughter] engaged in a behavior that got Mom 
and Dad to stop fi ghting, to work as a team to get her to the hospital, 
and to set aside, at least for a few hours, their bickering and fi ghting. 
I think that [the daughter] was playing the role of “white knight,” 
trying to bring you parents back together.
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Th is reframe fl oored the parents and even puzzled the fi ft een-year-old. 
Th ey struggled with this concept for a while but eventually embraced 
the idea. What this reframe accomplished was to positively connote a 
motivation to the adolescent which would break up the maladaptive 
recursive cycle in which the daughter was a loser who was causing more 
problems than she was worth. Th at maladaptive recursive cycle looked 
like a recipe for the suicide of the adolescent. Th erefore, the positive 
reframe I placed upon her behavior labeled her as a competent,  caring, 
adult, who was overtaking responsibility for her parents but who was 
doing so for the right reasons, mainly trying to help her parents in their 
diffi  cult times. Th e fi ft een-year-old daughter felt competent. Her par-
ents recognized the daughter’s good intentions and started to see their 
daughter as more competent than they had believed she was. From that 
moment, the daughter also saw herself as more competent than she 
had believed she could be. Th is attitude was much better in promoting 
 positive therapeutic change. Th e parents lessened their propensity for 
triangulating their daughter into their squabbles and began to view her 
as a competent adult, rather than a misfi t child. Th e parents also toned-
down the volume of their arguments, which led to a better divorce pro-
cess for them. Th ey still got divorced, but they told their daughter that 
they would take care of their problems without her help. I worked with 
the daughter to recognize that, while well intentioned, using her own 
suicide to help her parents had a fl aw in logic. We considered alterna-
tive courses of action, such as encouraging her parents to seek divorce 
counseling. Th e daughter’s suicidal feeling diminished signifi cantly 
and eventually disappeared.

BIFURCATING THE CLIENT
Th ere are cases in which the suicidal adolescent will present a resistant 
front that off ers no discrepancies and that may be diffi  cult to reframe. 
Th e strategic therapist needs to have some energy to redirect him or her. 
Th e resistant client, who is entrenched in a rigid defensive position, may 
appear to have no energy to redirect. All of his or her energy is aimed 
at combating the therapist’s eff orts to bring about change. At this point, 
the therapy is “stuck.” Th e therapist can create a fl ow of energy by bifur-
cating the client. Th is process consists of suggesting to the client the 
possibility that the client, in reality, is not so sure of his or her position 
and, instead, is really ambivalent about his or her situation.

Contrary to the popular meanings attributed to “ambivalence,” the 
meaning of the word does not mean that a person feels nothing. Con-
versely, ambivalence means that a person feels two equal but opposite 
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ways about the same thing. Consequently, an ambivalent person may 
feel very strongly about a situation. However, that person feels two 
 opposing ways about it, each very strongly. As these feelings are polar oppo-
sites, the person is oft en “stuck” between these two strong but opposing 
feelings. Th is may make the person feel debilitated, unable to form a 
course of action that will resolve the ambivalence. Th is is not a pleasant 
position for a client, especially a suicidal adolescent. As this adolescent 
needs to feel a sense of control over his or her life, feeling the impotence 
of ambivalence is highly disturbing.

Th e therapist can create dynamic tension within the client by  dividing 
the client into two people, each feeling very strongly but quite opposite 
from the other. Because the strategic therapist is very aware of the para-
doxical nature of much of life, he or she can take the client’s entrenched 
resistant position and create an opposing position that also may have 
some attractions for the client. Rather than accepting the client’s defi -
nition of the situation as a “contest of wills” between the therapist and 
the client, the therapist redefi nes and restructures the defi nition of the 
situation as an internal battle between two parts of the client’s own per-
son. It is not interpersonal war but an intrapersonal war. Th e therapist 
can tell the client that he or she cannot imagine that it is very pleasant 
being in a situation where the client feels this internal tension within 
himself or herself and also feels powerless to stop it. In this way, the 
therapist has taken a “stuck” therapeutic situation and transformed it 
into a struggle internal to the client. Th e therapist can then off er to 
assist the client in resolving this internal battle by helping him or her to 
change, thereby empowering himself or herself.

If a suicidal adolescent male tells the therapist that he is more com-
fortable feeling suicidal than embracing therapeutic change, the thera-
pist can probably speculate that the adolescent is motivated by fear of 
what might happen if he did change. Th e old motto of “’Tis better the 
devil you know, than the devil you don’t” fi ts well to express this client’s 
feelings. Th e therapist can approach the client in the following way:

I know that it is scary to consider the possibility of changing. You 
don’t know what will happen. In some ways, it seems easier and 
safer to do nothing and “stonewall” therapy. Inside part of you is a 
scared little boy who is afraid to take that chance and change. But 
there is also a young man inside of you who wants to protect that 
little boy. He’s sick of watching that young boy feel pain and feel-
ing helpless to do anything about it. He wants to embrace therapy 
and the potential positive changes it can bring. But the little boy is 
too afraid to take that chance. [Client’s name], do you think that 
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I could join with that young man to make it safer for the little boy? 
Maybe, if we work together, we can convince him that he is stron-
ger than he thinks he is, and the three of us can fi nd a way out of 
being stuck with suicide as the only answer.

In this example, there are several elements operating at once. Th e 
 therapist is bifurcating the suicidal adolescent into two separate per-
sons, one of whom is a scared little boy and one of whom is a competent 
young man who will embrace therapy. For the typical adolescent male, 
these two parts of him are typically recognized as being present in his 
personality structure. However, the competent young man is much 
more socially acceptable to the adolescent than is the scared little boy. 
Furthermore, aligning with the young man holds the promise of giving 
the suicidal adolescent a greater sense of social acceptance and control 
over his environment. Lastly, since the young man persona  recognizes 
the importance of change in therapy, the therapist can readily form 
an alliance with the young man to “help” the little boy participate in 
therapy under the watchful eyes of the young man and the therapist. 
Th e fear and ambivalence become the enemies to fi ght, not the therapist 
and therapy.

Th e technique of presenting the adolescent with the cognitive 
options of being a victim or a survivor can be looked upon as a cogni-
tive approach, as was presented in Chapter 9. However, it can also be 
looked upon as a bifurcation of the person into two warring parts of a 
person: the victim versus the survivor. In the case example presented in 
Chapter 9, the therapist bifurcated the young woman into two separate 
people: a victim and a survivor. Th e therapist asked the sexual abuse 
victim to recognize both parts of herself: the victim and the survivor. 
Th e therapist joined with the survivor to make things safer for the little 
girl inside the suicidal teenager to embrace change. Th at change was 
defi ned as moving herself from more victim behaviors to more survi-
vor behaviors. Although this was a cognitive intervention, the strategic 
blueprint of bifurcating the young woman into two parts (victim and 
survivor) laid the foundation for the cognitive intervention. Resistance 
was replaced by collaboration.

METAPHORS
Th ere are times when the suicidal adolescent takes a rigid position of 
resistance and will not entertain any further discussion of his or her 
position. Although family members may also act in this manner, this 
type of position is oft en assumed by an adolescent who is too frightened 
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to take into consideration any direct challenge of his or her position. Th e 
suicidal adolescent is in such fear of losing control over his or her life 
that “listening to an adult tell me I’m wrong” may seem like an alterna-
tive worse than the prospect of suicide. Even helpful suggestions may 
be looked upon as losing some sense of control over a life that already 
feels like it’s spinning out of control. When there is perceived danger all 
around, sometimes it seems like the best thing to do is to “lay low and 
do nothing.” When confronted with two choices, each of which could 
lead to his death, Yosarian (the main character in Joseph Heller’s Catch-
22 (1961)) is afraid to do anything. As any action could get him killed, 
he resorts to inaction. He tries to do nothing and slow time down to a 
crawl. He reasons that as time seems to crawl by when a person is bored, 
he tries to think of the most boring thing he can think about—Kewpie 
dolls—to slow time down so that he will not have to make a decision. 
To a suicidal adolescent using this coping strategy, the thought of active 
participation in bringing about therapeutic change is more than dis-
turbing. It may be terrifying. Consequently, the therapist needs to cre-
ate a therapeutic strategy that will allow a discussion to be initiated 
without spooking the adolescent into a rigidly held “shutdown.”

Metaphors are excellent tools for introducing the possibility of thera-
peutic change indirectly (at least at fi rst) and opening up a discussion 
of alternatives to the maladaptive recursive cycle that has entrenched 
the suicidal adolescent in resistance. In Chapter 8, I presented a case 
example of a young fourteen-year-old female who had been brought up 
in a home where sarcasm was a protection from becoming too intimate 
with loved ones. She was chastised by her boyfriend for being sarcastic 
when he wanted to get close. Th is made her question whether she was 
loved by her parents, who were always sarcastic to her. All of these self-
doubts triggered some suicidal feelings in her, and her parents brought 
her into therapy. As she was fi lled with self-doubt about her lovability, 
she was afraid to say anything in therapy for fear that she would receive 
feedback from her family or me (as the therapist) that she was, in fact, 
unlovable. She was afraid that her vulnerability would be met with sar-
castic “wisecracks.” As a defense, she refused to discuss her feelings, and 
any attempt to open a discussion with her was met with either sarcasm 
or anger. I decided to employ a metaphor. I asked the suicidal adolescent, 
“Would you rather hug a teddy bear or a porcupine?” She responded:

Th at’s stupid! A teddy bear, of course. Everybody knows that!
I asked the rest of the family if they agreed. Aft er some initial puzzle-
ment, they all agreed that it would, indeed, be better to hug a teddy 
bear than a porcupine. I then asked everybody, “Why?” Th e suicidal 
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adolescent refused to answer. So I asked the rest of the family, “Why?” 
Between the suicidal adolescent’s siblings and parents, they decided that 
teddy bears were “cuter and cuddlier.” Th ey said that porcupines have 
quills and “could stick you.” As one kid brother put it, “Who would be 
crazy enough to hug a porcupine?” I asked the suicidal young woman 
if she agreed and she sarcastically snipped back, “of course!” I then told 
her the following:

Th en I’m puzzled. You said you wanted your boyfriend to like 
you but you were sarcastic when he got close. You said that you 
weren’t sure that your family loves you but you push them away by 
being “snippy.” I would guess that you would like me to help you 
in  therapy but you give me “attitude” when I try to do so. It seems 
like you want to get hugged but you act more like a porcupine 
than a teddy bear.

She responded:
Yeah, but it’s safer when you’re a porcupine. Nobody messes with you.

I replied:
I agree! It’s safer! But you don’t get hugged.

Th e suicidal young woman said that she had to think about that for a 
while. While she was ruminating on this, I asked the rest of the  family to 
tell me how they would act if the suicidal young woman did act more like 
a teddy bear. Would they be uncomfortable and resort back to  sarcasm? 
Could they show her that it was safe to be a teddy bear? Th is stopped the 
joking around and I told them that that was a good start, as the suicidal 
adolescent was talking about ending her life and that was no joking mat-
ter. I turned to the suicidal adolescent and invited her to be a teddy bear. 
With just a little prodding from her family and me, she did take that 
chance. At the end of the session, aft er she began some self-disclosure, 
I asked her what the moral of the teddy bear–porcupine story was. She 
said, “If you really want hugs, you have to be a teddy bear.”

Utilizing principles of strategic therapy, let us analyze what went on. 
Th e young woman was stuck in a maladaptive recursive cycle which she 
learned from her family of origin. Th e family rule was:

If you feel close or intimate with someone, you become vulnerable 
to being hurt. Th erefore, the way you protect yourself is to  distance 
yourself by being sarcastic. Th is creates a “safe distance.”

Th is is the way her parents managed intimacy and distance in their 
relationship. Th e fourteen-year-old had this rule modeled for her on 
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countless occasions. Consequently, she assumed that this was the rule 
she needed to follow in her intimate relationships. Th is worked well 
in the family of origin relationships with her parents and her siblings. 
However, in a relationship with her fi rst boyfriend, this rule posed 
problems as her boyfriend had no such rule in his family of origin. 
He took her sarcasm as an attack. Th erefore, he withdrew. Th is posed 
some major problems for the young woman. She lost the aff ection and 
affi  rmation of her boyfriend. Her intimacy needs, which we later found 
out were greater than those of her parents (at least during her teenage 
years), were unfulfi lled if she used this sarcasm-to-regulate-distance 
mechanism in her relationships outside the family. She began to doubt 
her family’s love of her, as they needed to distance her so much with 
sarcasm. Consequently, she felt unlovable and began to have suicidal 
feelings and thoughts. She was too afraid to engage in therapy for fear 
that she might discover that she actually was unlovable. Th erefore, 
she demonstrated a maladaptive recursive cycle of resistance to direct 
methods of therapy.

Taking a less direct, strategic approach to therapy, I stopped  talking 
about her in therapy and began to ask questions about teddy bears and 
porcupines. Th is was my “hook.” Th e client felt that she could talk about 
such frivolous topics because, crazy though they may be, they were safe. 
Surely commenting on whether it made more sense to hug a teddy bear 
or a porcupine would not demonstrate to her that she was unlovable. 
Th e “slam” in the strategic intervention was being puzzled by the young 
woman’s inability to apply that simple logical conclusion to her own 
life. If she wanted to be hugged (the metaphor for loved), why did she 
act like a porcupine?

Once the young woman understood the moral of the metaphor, I 
asked her why that was such a hard message for her whole family to 
understand. Th e fourteen-year-old found it much easier to talk about her 
family’s problems with intimacy and sarcasm, rather than talking about 
her own problems with those same matters. It was less  “immediate” for 
her and, therefore, safer to discuss. Th is “family discussion” allowed 
us to discuss the dynamics of the sarcasm—an intimacy  maladaptive 
recursive cycle—without singling out the suicidal adolescent as the only 
one having a problem. We defi ned it as a family problem, as opposed to 
an individual problem. In doing so, it was much easier to work with the 
problem directly through cognitive therapy. Eventually, we redefi ned 
the problem again as an intergenerational problem with intimacy in 
both extended families. As the therapist, I asked the family to take a 
heroic stand to change the rules that had been passed on through the 
generations. I told them that it would take courage and a heroic eff ort 
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to do so. We reconstructed the family dynamics to be more open about 
intimacy and the fears that surround intimacy. Each family member, 
including the suicidal young woman, began to see sarcasm as an inti-
macy-reducing mechanism that could be used for fun or for protec-
tion. Once we worked together to overtly voice their need for safety and 
developed mechanisms for protection that were overt, all the family 
members felt not only safer but also more loved and validated. For the 
suicidal fourteen-year-old girl, all thoughts of suicide faded away.

RITUALS
Rituals play an extremely important role in our lives. Some rituals, like 
anniversaries and birthdays, demarcate the passage of time in our lives. 
Th ey are badges of accomplishment. “We have survived for another year” 
or “our marriage has grown with another year’s experience.” Other rit-
uals, like weddings and graduations, denote a nodal point in our lives, 
such as moving from one status to another. Th ese rituals symbolize our 
achievement of a new status and create a structure by which others can 
share in our accomplishments and help us celebrate. Th ere are also ritu-
als that help us to cope through rough times. Rituals like funerals pro-
vide a structure to guide our journey through a crisis. A ritual provides 
a familiar, structured environment with proscripted courses of action 
to assist us in coping with stressors that would overwhelm us without 
the support of our resources. Th is type of ritual is very much like a cast 
on a broken arm. Although the cast contains no medication to assist the 
bone in healing, it does create a stable environment in which the bone 
can heal itself. Th is third type of ritual provides us stability and struc-
ture, in which we can best heal ourselves. A funeral provides a familiar 
structure around which our friends and family can gather to com-
fort and support us. Th e ritual of the funeral (the wake, the memorial 
services, the eulogy, the graveside service) provides us with a sequence 
of events that we can follow. Th e ritual provides us with a “known” in 
a time of “unknown.” Most funerals also invoke the recognition of a 
“higher power.” For deists, this would be God, in His/Her/Its many 
forms. For atheists and agnostics the “higher power” could be “human-
kind” or “the greater good.” It connects us with a reason for an event 
that oft en seems to have no meaning or purpose (like the death of a 
loved one). If used properly, rituals have the power to greatly enhance 
our ability to cope.

Any of these types of rituals may be useful in therapy. Rituals that 
demarcate the passage of time can be reframed as celebrations within 
therapy of another year of improving oneself and one’s relationships. 
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Rituals to celebrate passages help promote a feeling of accomplishment 
and validation. Rituals to celebrate transitions in therapy validate both 
the clients and the therapy process. When the presenting problem is a 
suicidal adolescent, coping rituals are likely to be of greatest benefi t to 
both the adolescent and his or her family. In fact, a number of  rituals 
have already been discussed previously in this book. For example, 
many of the behavioral interventions in Chapter 10 are very ritualistic. 
Behavioral contracts, if done correctly, establish a ritualistic pattern of 
rewards and punishments to accomplish a goal. Th ey combine Strategic 
Th erapy with Behavioral Th erapy (Duncan & Parks, 1988). Behavioral 
interventions such as saying goodbye to a dead child’s picture or  setting 
an alarm to give the client time to mourn are very ritualistic. Th ey fur-
nish the client with a prescribed set of behaviors to help them cope with 
a diffi  cult situation.

Rituals may also be used to overcome a maladaptive recursive cycle 
of resistance to therapeutic change. Some suicidal clients feel that they 
are walking a tightrope. Any slight misstep could plunge them into sui-
cide. Consequently, they feel “stuck” in their present situation. Th ey are 
afraid that therapy could bring about changes over which they have even 
less control than they do over their present lives. Th ey are very resistant 
to any therapeutic change. If a therapist could construct a ritual that 
would provide a familiar structure to help guide the  suicidal client dur-
ing therapy, the client may be able to feel safe enough to explore other 
alternatives and embrace therapeutic change.

In Chapter 8, I described a case in which a young man was disturbed 
by his emerging sexual identity. Although he tried to act and feel as a 
heterosexual, his feelings of attraction were only centered around other 
males. Knowing of our society’s stigma placed upon homosexuals, he 
tried to work at being heterosexual. No matter how hard he tried, his 
feelings were still homosexual. He felt trapped between what he knew 
would be an easier life and what his sexual feelings were. He felt so 
strongly about these equal but opposite feelings that he felt trapped 
in his ambivalence. Th is ambiguity caused him to consider suicide as 
a way out of what he identifi ed as a hopeless dilemma. He felt so “bal-
anced on the head of a pin” that he was afraid to embrace therapy for 
fear that he would escalate his suicidal feelings. He felt trapped by his 
sexual ambiguity, by his ambivalence between his choices, and by the 
fear that any changes would push him into suicide. Needless to say, he 
felt helpless.

As his therapist, I attempted to engage this suicidal young man in a 
ritual that might help him out of his ambivalent maladaptive recursive 
cycle. I approached him in the following way:
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You know, I’ve been doing marriage and family therapy for a lot of 
years. As I speak with married clients and ask them to think back 
to how certain they felt about getting married to their fi ancé, I get 
a lot of interesting answers. Th e most interesting answers came 
from the clients who say that they never had any doubts about 
marrying their boyfriend or girlfriend but they had a lot of doubts 
about doing something (marriage), which would close them off  
from possibly marrying someone else in the future. Choosing 
marriage wasn’t a problem nor was choosing the partner they 
married. What worried them most was having to “shut the door” 
on other relationships. It wasn’t opening the door to marriage that 
gave them “cold feet.” It was closing the door to other potential 
relationships that gave them second thoughts.

While I was saying this the suicidal young man seemed anxious at fi rst 
but then relaxed as he followed my account of the phenomenon of “cold 
feet” before the wedding. His response was:

Th at’s interesting but what does that have to do with me? I’m not 
planning on getting married anytime soon.

He ended his remarks with a small smile. My “hook” was to talk about 
something which, at least on the surface, appeared to be unrelated to the 
suicidal young man and his ambivalence about his sexual identity, as, 
on the surface, my remarks were perceived to be irrelevant to him and, 
therefore, were less “immediate” to his predicament. Consequently, this 
resistant young man felt “safe” to engage me in a discussion.

Once the suicidal young man became relaxed and “at ease,” I made 
the connection between my experiences with “cold feet” and his own 
presenting problem. I continued:

In many ways, you seem to be in the same predicament as those 
couples about to be married. You feel like you’re faced with a big 
decision that will alter your life forever: Are you straight or gay? 
Focusing on which sexual identity to choose has become a burden 
for you. Maybe we can learn something from those people who 
experienced “cold feet”? What if we looked at what you would give 
up if you chose to live a straight or gay lifestyle?

Th e young man’s countenance went from nervous surprise to intrigue. 
He asked, “How could we do that?” My “slam” was to take our conversa-
tion into a direction towards which he hadn’t expected the conversation 
to go. Although he felt some uneasiness at this sudden turn of events, 
he was also interested in considering a possible way of looking at his 
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problem that he had not heretofore considered. I interpreted his ques-
tion. “How could we do that?” to really mean, “How could we safely do 
that?”

To make this journey safest for my young client, I created a ritual to 
give structure to this process. I said the following:

You know, I bet there are a lot of ways to accomplish this. Per-
haps this might be a good idea. We would be talking about the 
death of one of those lifestyles if the other one were chosen. In 
our society, when we experience the death of a loved one, we hold 
a funeral service. We ask loved ones to join us, we give a eulogy 
to the deceased in which we talk about the good things he or she 
did in life, we say some prayers, and we bury our dead. What if 
we arranged to have two funeral services? One would be for the 
homosexual lifestyle, assuming that you chose a heterosexual life-
style. Th e second funeral would be for the heterosexual lifestyle, 
assuming that you would choose a homosexual lifestyle.

Th e young man seemed intrigued with this notion of two funerals. He 
asked me to elaborate how this could be done.

I explained that the fi rst task was to decide which loved ones should 
attend the funeral. He listed off  a few friends, and said that he supposed 
that his family should also be invited. Next, I explained, we would have 
to come up with a good eulogy for each lifestyle. I would assign the sui-
cidal adolescent to write a eulogy that would sing the praises of the life-
style we were burying that day. I asked him if he thought that he could 
do that. He responded, “Yes.” I told him that I would come up with 
some funeral prayers and preside over each ceremony if he wished. He 
answered affi  rmatively. For his homework that week he was assigned 
three things:
 1. Finalize your guest list.
 2. Decide which funeral to have fi rst.
 3. Write a preliminary draft  of your fi rst eulogy.
He agreed to do these tasks.

When he showed up for therapy the next week, the young man 
seemed energized. He had completed his three assignments and even 
went beyond the assignment by arranging for funeral announcements to 
be printed and mailed out when we could decide on the date. He decided 
to do homosexuality’s death fi rst. We decided that we would work on the 
eulogy for that session, he would rewrite it, and we would “fi ne-tune it” 
the week aft er that. Th erefore, the “funeral for homosexuality” would 
take place in three weeks.
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Th e suicidal adolescent, who was so stuck in his ambivalence, was 
now thinking about the situation with great enthusiasm. My ritual 
allowed him to process his thoughts and feelings through the structured 
tasks of creating a eulogy. Th e ritual gave him the “cast” with which to 
surround his broken identity. Th ree weeks later, with his family and 
his select friends witnessing his ceremony, he read his eulogy to his 
homosexuality, describing the benefi ts of being gay and how much he 
would miss being gay. I said the funeral prayers from a Catholic service. 
Instead of burying the homosexuality, we decided to cremate it. I had 
asked the young man to pick something symbolic that would represent 
his homosexuality. He chose a picture of a homosexual entertainer who 
had “come out of the closet” years before. We asked the “loved ones” 
to give remembrances about the good things about this adolescent’s 
homosexuality. When we had exhausted the remembrances, we took 
out a small pail, placed the picture in the pail, and set it on fi re. I fi ni-
shed the ceremony by reading a graveside prayer.

We repeated this ritual for the adolescent’s heterosexuality four 
weeks later. By using these two rituals, the suicidal adolescent was 
able to overcome his resistance to therapy, share his feelings in therapy 
with the therapist, and talk about them with his loved ones. Th e ritual 
gave him a blueprint to follow in deciding which aspect of himself, his 
 heterosexuality or his homosexuality, he would miss more. Aft er his 
two funerals he decided that losing his heterosexuality was less costly 
to whom he is than losing his homosexuality. Th is decision helped 
him eliminate most of his ambiguity and ambivalence, thereby greatly 
reducing the amount of anxiety that was previously generated by inde-
cision. In this way, the use of a funeral ritual provided enough structure 
and safety to allow the adolescent to explore his sexual identity and 
come to a conclusion about who he really is.

PARADOXICAL INTERVENTIONS
When a suicidal adolescent enters into a therapeutic process, he or she 
is declaring to the therapist an intention to change something in his 
or her life so that suicide will no longer be considered a viable alterna-
tive to life. Th is has a great deal of appeal to the suicidal adolescent 
because he or she is taking control over an aspect of his or her life, 
and this self-empowerment holds the promise of relief from his or 
her pain as a result of therapy. Th erefore, two of the most problematic 
aspects of feeling suicidal—feeling pain and feeling powerless—may 
be ameliorated by embracing the pursuit of therapeutic change. How-
ever, change is scary for most people, especially adolescents who do not 
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have adequate  experience with therapeutic change to feel comfortable 
with it. Th erefore, the adolescent may become resistant to therapy. Th is 
 creates a paradox. On an overt, intellectual level, the client would like 
to change in order to feel more control over life and less pain. However, 
on an emotional, covert level, the same client may be very bound to the 
same behavioral and emotional patterns because of a fear of change. 
Th is puts suicidal adolescents into a paradoxical double bind. If they 
embrace therapy, they will have to face their fears. However, if they do 
not embrace therapy, the suicidal ideation and behavior still exists and 
may get worse. Th e way that the client escapes from this paradoxical 
situation is to pay lip service to being invested in the therapy, while crea-
ting barriers so that therapy will fail. Th is is the essence of resistance 
in therapy. Over time, such a pattern becomes a maladaptive recursive 
cycle.

If the therapist tries to intervene directly, it may play into the hands of 
the resistance, which is designed to counter direct interventions. Conse-
quently, if the therapist attempts a more indirect form of intervention, it 
may have a greater chance at success. Many of the techniques described 
above (e.g., reframing) are attempts at intervening in an indirect way 
to achieve therapeutic change. Another method may be through the 
use of a paradoxical intervention. As the adolescent is familiar with the 
paradoxical situation in which he or she exists, a “counter-paradox” 
(a paradox to rebut the existing paradox) (Selvini, Palazzoli, Boscolo, 
Lecchin, & Prata, 1978) is sometimes a useful tool.

Many of the interventions discussed in the previous two chapters 
have drawn upon the idea of looking for or creating a counter-paradox 
to overcome resistance. For example, looking for discrepancies within 
the suicidal adolescent’s or the family’s logic and pointing them out to 
the family is a form of counter-paradox. Either the adolescent or the 
family will manifest logical discrepancies that create natural paradoxes 
within their lives. As much as we would like to think that our lives fall 
into logical patterns, life contains many naturally occurring paradoxes. 
I would hypothesize that when we are under stress our lives become 
fi lled with more paradoxes because our emotions take over. Our fears 
guide actions and behaviors that begin to surface and that would nor-
mally be foreign to our behavioral repertoire. We cope with these 
“out of character” behaviors by either rationalizing their existence or 
ignoring the existence of any inconsistency. Either of these techniques 
pushes the logic discrepancy into a more covert plane of existence. Th e 
paradox exists but, because of the person’s or family’s fear that expos-
ing this discrepancy will result in increased anxiety, there is a negative 
injunction to not recognize the existence of this paradox. Th e therapist 

RT6086X_C011.indd   229RT6086X_C011.indd   229 8/3/07   7:57:00 AM8/3/07   7:57:00 AM



230 • Family Th erapy with Suicidal Adolescents

makes the covert paradox overt to the awareness of the individual or 
the family.

Th is situation now has all of the elements of the classic “double 
bind” (Bateson, Jackson, Haley, & Weakland, 1950). Th ere are two or 
more people in an important relationship. In family therapy, we have 
the adolescent and his or her family. In individual therapy, we have 
the adolescent and the therapist. Because the paradox and its defense 
become a maladaptive recursive cycle, it is repeated. Th ere is a  primary 
negative injunction, together with a secondary injunction that coun-
ters or contradicts the fi rst injunction. For example, the adolescent 
comes to therapy to reduce the pain and gain more control over his or 
her life. Th is is the primary injunction. However, the fear and anxiety 
of changing present a countervailing injunction not to change. Th e 
ambivalence the suicidal adolescent feels “traps” the suicidal adoles-
cent, causing inertia or resistance to any therapeutic movement. Th e 
adolescent has been conditioned by this sequence to believe that this is 
the way the world is and there is nothing that he or she can do about it. 
Th erefore, the resistance to therapy seems to be the natural method of 
survival. When the therapist makes the covert overt, he or she creates 
cognitive dissonance within the adolescent. As the feelings of cogni-
tive dissonance are very unpleasant for the adolescent, the therapist has 
created a “demand” for the adolescent to respond to the original para-
dox, rather than being confronted with the new paradox of knowing 
that the original paradox exists but doing nothing about it. Th us the 
new paradox, making the covert original paradox overt, fueled by the 
adolescent’s cognitive dissonance, forms a double-bind to unbalance 
the suicidal adolescent’s resistance to therapy. It is a counter-paradox.

Any of the cognitive interventions, elaborated upon in Chapter 9, 
follow this pattern of counter-paradox. For example, creating a “win–
win” situation for suicidal adolescents by giving them insight into the 
world of adolescence or family dynamics creates a counter-paradox to 
the previously held belief that the world had to consist of only “win–
lose” situations. When facing the resistance to therapy of a suicidal 
adolescent and his or her family, the therapist may be able to point 
out discrepancies in the logic of their inertia, creating cognitive dis-
sonance to act as a counter-paradox to the already existing paradoxes 
that underlie the client’s resistance. Th e adolescent is placed in a thera-
peutic double-bind to reconsider his or her assumption that therapy 
will bring about changes that will be frightening. Instead, therapeutic 
change is presented as a way to reduce cognitive dissonance, relieve 
the pain triggering the suicidal ideation, and restore a greater sense of 
control in the adolescent’s life.
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In most cases in which an adolescent is suicidal, there exists a para-
dox, as explained above, underlying his or her resistance to thera-
peutic change. However, there are cases in which this paradox is not 
present. Most oft en these are cases in which the suicidal adolescent is 
resistant to therapy because he or she has already given up on life. For 
this individual, the process of therapy is more painful than the prom-
ise of the nothingness of death. He or she does not want to change 
in therapy because death is easier. For some teenagers, the certainty 
of suicide outweighs the uncertainty of life. In both of these cases, 
the adolescent is not willing to admit that he or she is ambivalent 
about the choice of death. Th erefore, there is no natural basis for an 
underlying paradox. Even if the adolescent is really ambivalent, his or 
her unwillingness to admit to that fact makes it diffi  cult to point to a 
paradox that he or she will not admit exists. Oft en, these suicidal ado-
lescents do not wish to be in therapy and have been pushed to attend 
therapy by their  parents. Th e advantage to doing family therapy with 
these adolescents is that this dynamic tension between the family, 
who wants to come to therapy, and the suicidal adolescent, who is 
resistant to therapy, can be discussed as a topic for therapy. A family 
who wants the adolescent to go to therapy but will not attend therapy 
themselves sends the dangerous message to the suicidal adolescent 
that he or she is not worth the family’s time and energy to work in 
therapy. However, a family who is willing to attend therapy and work 
with their suicidal adolescent sends a powerful message of support 
and hope to the troubled adolescent. Although there may be a dis-
crepancy between the adolescent’s motivation and his or her family’s 
willingness to explore change, and it may produce a family paradox 
that may be exposed, it may not provide the internal motivation for 
the adolescent to embrace therapeutic change.

When an individual has no discrepancies or paradoxes that can 
be double-bound, the therapist may choose to create a paradoxical 
intervention. In this situation, the therapist has to create a paradox 
that will bind an adolescent from considering suicide to be an option. 
Th e therapist may employ several methods covered previously in this 
 chapter. If the therapist can reframe the adolescent’s motivation or 
employ a metaphor that will double-bind the adolescent, he or she can 
create a counter-paradoxical strategy to disrupt the resistance.

One of the most common paradoxical interventions is to employ a 
therapeutic paradox. For Jay Haley (1984), the purpose of a  therapeutic 
paradox is to fi nesse a client into changing his or her behavior by 
 taking a stand against the therapist and owning his or her behavior. 
Th e  therapist takes a stand with the expectation of the client’s rebelling 
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against the therapist’s proscription. Th ese paradoxical directives oft en 
encourage, rather than attack, problematic behavior (Selvini Palaz-
zali et al., 1978). Haley (1963) gives an example of Milton Erickson’s 
 asking a family who was reluctant to open up in therapy to refrain from 
 revealing everything in the fi rst session. In this way, Erickson set up 
a command that went with the fl ow of the family’s resistance to open 
up in therapy. His expectation was to have the family rebel against his 
directive and open up to demonstrate to the therapist that he could not 
control them. Haley (1963) refers to this as “prescribing the symptom.” 
He gives an example of one of his own cases in which he told an insom-
niac client to get up and clean his house when he could not sleep. His 
rationale to the client was that if he couldn’t sleep, at least he could get 
some housework done. His therapeutic rationale was that since every-
body hates to do housework, his directive would be so unpleasant as 
to invite the client’s rebellion against it, which the client would do by 
sleeping. In this way, the therapist creates a paradoxical intervention by 
prescribing the symptoms.

When dealing with suicidal clients, especially adolescents, great 
 caution must be used when using this technique. As I explained in 
Chapter 6 on crisis intervention, the therapist cannot prescribe suicide 
for a suicidal client. Although in the folklore of therapy, many thera-
pists have claimed to have done this and gotten great therapeutic gains 
from employing this technique, the stakes are too high. Th e suicidal 
adolescent may take such a prescription of the symptom and treat it as 
the therapist’s permission to go ahead and kill himself or herself. Th e 
costs are just too high to risk. Th erefore, any paradoxical directive must 
make it clear that, although a paradox is being set up, it specifi cally 
does not give permission or encouragement to the adolescent to com-
mit  suicide. Th is is indeed a delicate balance.

I had a case in which a seventeen-year-old male had unsuccessfully 
tried to commit suicide by taking an overdose of sedatives. His family 
(mother, father, ten-year-old sister, and nineteen-year-old sister) 
came into therapy with him. When they tried to explain to him that 
they loved him and were afraid of his suicidal ideas and actions, he 
responded to them by asking, “Why should you care?” Th is suicidal 
young man explained that “it is my life, so it isn’t anybody’s busi-
ness if I want to end my life.” He seemed to be especially angry at his 
10-year-old sister, whom he labeled as “spoiled” because she was the 
baby of the family. I asked the adolescent if he felt that his younger 
sister should have the same privileges as he does, considering that 
she is seven years younger than he is. With a loud voice, he answered 
defi antly:
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Hell no! She can’t be trusted with the stuff  I have to do. She couldn’t 
handle my curfew without getting into a ton of trouble. Th at little 
turd is just a kid!

I responded:

So you think that the life of a seventeen-year-old is so tough that 
a ten-year-old just couldn’t cut it? She’d fail and wind up in a lot 
of trouble?

He said, “Yea!” I continued:

So if I turn your logic around, you think that it takes a lot of expe-
rience, skill, and guts to be able to make it as a seventeen-year-old 
teenager in our culture. If a kid— let’s say your younger sister—
doesn’t have the experience, skills, and guts to hack it, she needs 
a set of rules and restrictions to save her from making a fool of 
herself or worse. Is that what you mean?

He responded:

Yea! She just couldn’t hack it as a seventeen-year-old! If she tried, 
she’d look dumb. She might even get hurt. I guess someone needs 
to look out for her butt. She needs rules to help protect her.

I replied:

I agree with you but I’m confused about what that means for you if 
you’re feeling suicidal. What kind of rules should there be for you 
to protect you from looking foolish or getting hurt?

Th e look on his face told me that my question took him by surprise and 
threw him off  balance. I continued:

If rules need to be given to young people to protect them, I guess 
you would agree that rules need to be put on you to protect you. 
In every aspect of your life you’ve got it all over [his youngest 
sister]. You’re bigger and stronger. You’ve got more experience. 
But in one area, the guts to face life and spit in its eye, she’s got 
it all over you. She’s never mentioned suicide. Your parents feel 
comfortable leaving her at home alone for the evening without 
worrying about her killing herself. Th ey can’t say the same for 
you. You’re much more competent and able to take care of your-
self than she is. But in the area of stayin’ alive, she’s got it all over 
you. So, using your logic, you should have an earlier curfew than 
[your younger sister].

RT6086X_C011.indd   233RT6086X_C011.indd   233 8/3/07   7:57:01 AM8/3/07   7:57:01 AM



234 • Family Th erapy with Suicidal Adolescents

He yelled:
Are you nuts? She’s seven years younger than me! Why should she 
get to stay out later?

I answered:
She’s not a threat to kill herself. You are! I can’t tell you to stop 
thinking about suicide. Nobody can! Only you have the power to 
tone down the thoughts of killing yourself. If your sister decided 
she wanted to drive the car at age 10, nobody could stop her from 
thinking about it. But we wouldn’t let her drive the car. Parents 
(and therapists) can’t stop you from thinking about suicide but we 
can try to keep you from doing it, just like we would stop your sis-
ter from driving. She doesn’t know how and she doesn’t have the 
experience. She might think she can but we know she can’t. She’s 
too young to make the kind of choices you have to make when you 
drive. You’re old enough to make these decisions. She’s not.

He replied:
Of course not! She’s just a kid. Who in their right mind would let 
her drive?

I replied:
Nobody, I hope! Th e problem is that you’re in the same situation. 
You think that you’re old enough to take your own life and want 
to be given the right to do so. Just as your sister thinks she can 
drive a car at age 10, you think you can commit suicide at age sev-
enteen. You’re both wrong! You don’t have the skills or experience 
to make that kind of “life-or-death” choice for yourself.

Th e suicidal adolescent fell silent. He was still angry but he exhibited 
the look of a young man who was defl ated. I continued:

I would make the following proposition to you (the 17-year-old) and 
your family. As we can’t control your thoughts anyway, I propose that 
we let you think about suicide whenever you want to do so. However, 
when you do want to think about suicide, you need to tell your mom 
and dad or me, so that we can protect you from your suicidal actions. 
To accomplish that, I propose that, for the time that you feel suicidal, 
you be restricted to the rules and restrictions of a nine-year-old.

He countered:
But I’m not nine! I’m seventeen! Why should I follow the rules of 
a nine-year-old?
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I responded:
Because the rules of a nine-year-old will keep you alive! If you 
choose to kill yourself, you’ll never have another choice to make. 
You’ll be dead. If we can keep you alive right now, you will have 
the opportunity to make other choices aft er that, perhaps even 
make the choice of life or death when you’ve got more experience 
and more life skills. So I’m suggesting that you should think about 
suicide but, if you do, you need to do it under the rules of a nine-
year-old. Because thinking about suicide may help you under-
stand it better, I’d encourage you to think about killing yourself.

He responded:
Yea, but I’d have to have the rules of a nine-year-old when I’m 
thinking about it. For God’s sake, it would mean my little sister 
would have more freedom than me!

I answered:
I know! But thinking about suicide would help you understand 
why it takes guts to face life’s challenges. It’s like a comic book 
hero. He’s got to face danger and go someplace dangerous in order 
to learn about himself. Th is makes him strong enough to fi ght the 
villains. Maybe your “dangerous place” is thinking about killing 
yourself. You need to go there to learn about yourself. Th at way 
you can grow so that you can meet life’s challenges as an adult. I 
don’t know. Maybe you’ve already gone through all of that when 
you took your overdose of pills. I don’t think so because, if you had, 
you wouldn’t still be considering suicide. What do you think?

Th e adolescent answered, with a bewildered look on his face:
I don’t know. I think I need some time to think about what I think. 
Can we talk about it?

Th e paradoxical directive was constructed to put the suicidal adolescent 
into a therapeutic double-bind. I used his feelings of jealously toward 
his younger sister to fuel this paradox. I began by, at least in his eyes, 
changing the topic of therapy from him and his suicidal ideation and 
behaviors to his sister and her lack of competence to live the life of a 
seventeen-year-old. Th at was my hook. As I seemed to agree with his 
view of his sister and as the conversation did not center on him, he 
agreed to engage in the conversation. I described the corollary of his 
criticism of his sister, namely that, if she did not have the skills to be 
seventeen, she had to have restricted rules to protect her from her own 

RT6086X_C011.indd   235RT6086X_C011.indd   235 8/3/07   7:57:02 AM8/3/07   7:57:02 AM



236 • Family Th erapy with Suicidal Adolescents

incompetence. Th e seventeen-year-old liked that even more, because he 
thought that a diff erential set of rules, based on age, would allow him 
much more privilege than his sister. Th e hook is set deeper.

Th en I took a one-down position and said I was confused. I asked 
him that, if we used the same logic (his logic), what are the rules we 
should apply to him if we were to keep him safe. Th ere is the slam. Th is 
created a paradox. On one hand, I complimented him on being com-
petent enough to live the diffi  cult life of a seventeen-year-old. On the 
other hand, I defi ned his suicidal behavior as being something from 
which we must protect him, just like we would protect a ten-year-old 
from trying to be seventeen. One message was that he was competent 
and should have more privilege. Th e competing message was that his 
suicidal behavior was a sign of incompetence, and he needed to have 
restricted rules to protect him. As I based these two competing mes-
sages upon his own logic, he was forced into an imperative in which he 
had to follow his own logic for himself or admit that his sister was more 
competent than he was, because she was not suicidal. For him this was a 
horrible double-bind that threw him off  balance (as a good slam should) 
and increased his cognitive dissonance and, therefore, his anxiety. Th is 
pressed him to have to do something about his cognitive dissonance 
and, consequently, made him more amenable to therapeutic change.

I restricted his response by continuing to press the idea that, although 
he was more competent than his sister, in the area of staying alive, she 
was more competent than he was. I knew this would upset him and that 
would create energy I could rechannel. Th is was a juice. I even threw in 
an incentive which would tweak his macho image of himself. I told him 
that his ten-year-old kid sister was better at facing life and spitting in 
its eye than he was. Th is was another juice. It got the response I wanted. 
He yelled and questioned the logic of my statements that his sister was 
more competent than he was.

At that point I stayed calm and gave him an escape hatch. I closed the 
door but opened a little window. I separated out his suicidal sequence 
into two components: thoughts and actions. I told him that he had a 
right to his suicidal ideation but we needed to protect him from his 
suicidal behavior. I used an example of his sister’s trying to drive a car 
to fuel his emotions, keeping him motivated to engage me. I reengaged 
him in the logic of protection from harm and used his sister’s desire 
to drive a car—but her incompetence to do so—as a metaphor for his 
thoughts of committing suicide but his incompetence to make such a 
global and fi nal choice. Th is was another hook, slam, and juice.

I then gave him a paradoxical directive. I prescribed the symptom 
of suicidal ideation by asking him to think about committing suicide. 
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I even gave him the logic about how that would help him to understand 
himself better. Th e competing directive was that, when he thought 
about suicide, he had to adhere to the rules appropriate for a nine-year-
old. It is important to note that I did not prescribe the symptom of 
suicidal behavior. Th at would have been irresponsible and dangerous. 
By prescribing the symptom of suicidal ideation and countering it with 
having to be treated like a nine-year-old (even a year younger than his 
annoying kid sister), I constructed a paradoxical directive which was 
safe but against which he could rebel.

I then gave him an extra motivation by tying him into the path of 
the epic hero, which I described in Chapter 9. I knew from previous ses-
sions that, as a younger child, he had been into superhero comic books 
(e.g., Superman, Batman, Spiderman). Using the myth of the epic hero, 
I linked his struggle with suicide to the struggles of his comic heroes 
when they fought the villains of evil. Th is metaphorically connected his 
struggle with suicide similar to his heroes’ struggles with the villains 
of evil. It made him a hero and labeled suicide as a villain with whom 
he had to struggle. Th is objectifi ed the problem (suicide) into a villain, 
whom the hero (the suicidal adolescent) had to vanquish. Th is draws 
from Narrative Th erapy (White and Epston, 1990), but serves the stra-
tegic purpose of giving the suicidal adolescent a new role, that of hero 
combating evil. I gave him one last “escape hatch” by suggesting that he 
may have already gone through his ordeal when he took his overdose 
of pills. However, I created one last paradox by defi ning that he would 
know that his heroic journey had come to an end when he stopped 
needing to think about suicide. I gave him a benchmark that he had 
not already achieved but that he could achieve by rebelling against my 
paradoxical directive. I pointed out a path, labeled him a hero, defi ned 
a goal, and told him that I did not think he was there yet. Under those 
circumstances, it was little wonder that he was confused. Th e purpose 
was to challenge his resistance and invite him into the therapeutic pro-
cess. Th at purpose was achieved.

From here on, the suicidal adolescent began to participate in therapy. 
He had a hard time giving up the sense of power he felt (having every-
one focused on him as a potential risk for suicide). It gave him a feeling 
of control over his life. However, he was not going to be able to feel that 
sense of control if he was restricted to the rules of a nine-year-old. In 
addition, as he gave up his suicidal ideations, his family did not desert 
him in therapy. Th ey stayed with him to work on his problems and the 
family’s issues. Th is validated him as a person and helped him to have a 
greater feeling of predictability in his life. Th erefore, he felt that he had 
more control over his immediate environment and his life in general. 

RT6086X_C011.indd   237RT6086X_C011.indd   237 8/3/07   7:57:03 AM8/3/07   7:57:03 AM



238 • Family Th erapy with Suicidal Adolescents

Th is gave him the confi dence to develop coping skills to deal with his 
problems and reduce his pain. Th erapy lasted about six months. He still 
contacts me on occasion, at fi rst by letter and now by email. His life has 
gone well. He recently emailed me:

Th ings are going well … I can’t believe that I was so screwed up, 
once upon a time, that I thought suicide was the answer to my 
problems. Th anks for straightening me out.

My man, you are very welcome.
Strategic Th erapy oft en places the therapist in an expert role and is 

oft en seen as manipulative of the clients. Th is seems to be contraindi-
cated in the case of a suicidal adolescent who is struggling with issues 
of power and control over his or her life. Part of the paradoxical aspects 
of life is that I have found this type of therapy to work well with suicidal 
adolescents. In my role as the “expert of the process,” I aim to empower 
the adolescent to be responsible for himself or herself and make his or 
her own decisions. My therapeutic manipulations are constructed not 
to meet my needs but to meet the needs of my clients. Th ey are my tools 
to bring about change that will back the suicidal adolescent away from 
the precipice of suicide to live a life of less pain and hopelessness and 
more wisdom and control.

RT6086X_C011.indd   238RT6086X_C011.indd   238 8/3/07   7:57:04 AM8/3/07   7:57:04 AM



239

E PI L O GU E

Our journey now draws to a close. I have presented a framework for 
family therapy as it applies to suicidal adolescents. Th is is, if you will, 
my magic sword for taming the beast of suicide. However, like any tool 
or weapon, it must be used with skill and commitment. I present this 
model of therapy not as a “cookbook” but as a “springboard.” It is not 
a recipe for therapy which, if followed precisely, will guarantee success. 
It is, instead, a system of theory, research, ideas, and suggestions which 
a therapist can integrate with his or her therapeutic style to create a 
hybrid mode of intervention to help suicidal adolescents. Th is mode 
of therapy is a hybrid not only of therapeutic frameworks, but also a 
hybrid of the science of theory and the art of therapeutic practice. Th is 
process cannot separate the model of therapy from the person of the 
therapist who utilizes that model. Th e person of the therapist is integral 
in the use of this process.

Th e practice of theory with suicidal adolescents is a very personal 
process. Th e therapist cannot insulate himself or herself from that pro-
cess. As I edited this manuscript, I oft en found myself reliving some of 
the cases I used as examples, oft en with a few tears and a great deal of 
emotion. Th ese clients still have the power to tug at my heartstrings. 
While in the process of editing this manuscript, I ran into a young man 
with whom I had done therapy for suicidal ideation when he was a high 
school senior. I asked him how he was doing? He responded that he was 
doing much better than he did when we worked together in therapy. I 
asked him a question I oft en ask former clients when I meet them later 
in life. I asked him if therapy had helped him and, if it did, what was it 
that made the most diff erence in therapy. He answered, “You were you. 
No B.S. You weren’t a suit but a real person. Not many adults were real 
to me in those days. You were. So I listened to you.” Th is confi rmed for 
me the importance of the person of the therapist.

I can follow my therapeutic model because it is wedded with my style. 
Th e reader is encouraged to take from this volume what he or she feels 
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will be useful. Make it your own. Don’t follow the model as a recipe. 
Use it as a springboard to achieve new therapeutic heights. It must be 
bonded to who you are as a therapist and who you are as a person. Th e 
tool is only as eff ective as the one who uses it. A sword, even a magic 
sword, is useless unless wielded by a hero. Only a hero can tame the 
beast within. Th ere are far too many adolescents who need such a hero.
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Bifurcation of the client, in strategic 
interventions, 218–220

Biochemical changes, effect on 
suicide, 14

Biochemical factors, in suicide, 36
Biochemical foundation of mental 

 illness, National Institution on 
Mental Health, 36

Biological basis of suicide 
psychology, 14

Biophysical aspects of suicide, 14
Bipolar syndrome, 16–17
Bisexuality, 56
Blame

in family of suicide victim, 10
family therapy and, 113–114

Blue Oyster Cult, lyrics regarding 
death, 17

Body image
in early adolescence, 31
in preadolescence, 30

Bonadaptation
creation of new resources, 20
“pile-up” of stressors and, 19
rewards for, 20

Borderline personality, clinical 
 depression and, 40

Boredom, as sign of depression, 39
Boszornenyi-Nagy, I. 74
Bowen Family Therapy, 97
Bowen, M., 66, 139
Brave New World, 4
Broderick, C., 66
“Budding adolescent,” 30
Burial restrictions of suicides, 10

C
Camus, A., 16
Caucasian youth and suicide, 26
Change

fear of, 197–238
desire and fear of, paradoxical 

 intervention, 228–229
indirect methods of, 197. See also 

Strategic interventions

RT6086X_Index.indd   257RT6086X_Index.indd   257 20/07/2007   07:32:4320/07/2007   07:32:43



258 • Index

pain formula of, 69
resistance to, strategic 

interventions and, 206–208
responsibility for, in therapy, 4

Childhood trauma
impact on normal development, 

155
sexual molestation, 155
resulting ambivalence, 155

Chloe Madness, 65
Chronic depression, 16–17
Circular causality, in family 

therapy, 73, 130–131
Circumplex model of family 

 interactions, 46, 47
adaptability in, 47

Client Centered Therapy, 
70–71

Clinical Epiphanies in Marital and 
 Family Therapy (Baptiste), 74

Clockwork Orange, 4
“Cluster suicides,” 58–59
Cobain, Kurt, 15, 37, 42

stressors in life of, 37–38
Cognitive behavioral therapy

collaborative empiricism in, 
161

depressed adolescents and, 
160–161

distortions in
arbitrary inference, 161
dichotomous thinking, 161
magnification/minimization, 

161
overgeneralization, 161
personalization, 161
selective abstraction, 161

grief and, 161
Cognitive development of 

adolescents, 45
Cognitive distortions, 

changing, 160–162
Cognitive interventions, in family 

therapy, 177
Cognitive shift in role definition, 

from victim to survivor, 171
Cognitive therapy, for suicidal 

ideation, 153

Cohesion extremes, in family 
 dynamics, 49

coping mechanisms, 49–50
Cohesion, in families, 46
Collaborative empiricism, 161
Collins, O.P., 21
Community

definition of, 59–60
factor in adolescent 

suicide, 22, 59–63
reflecting greater society’s 

values, 61–62
response to adolescent suicide, 

impact of, 62
view and treatment of 

adolescents, 61
Competition, among adolescents, 

61
Conduct disorders, 42
Consequence, in ABC theory of 

 behavior, 66–67
Conspiracy of silence, in therapy, 4
Control issues, 142–144

as developing problem in  
families, 144

in enmeshed rigid families, 143
loss of control, in five-stage 

model of suicide, 13
unrealistic expectations, 

143–144
Coping abilities of adolescent, 13
Coping requirements

family, 17
peer group, 17

Coping skills, teaching of, 65
Coping strategy, 43

drugs as, 43
imperviousness as, 45
resilience as, 45
in response to suicidal ideations, 

14
suicide threat as, 43

Counter paradoxes, 230–231
Covert becomes overt, as strategic 

intervention, 204–206
Covert communication, in 

families, 138–140
metamessages, 138

RT6086X_Index.indd   258RT6086X_Index.indd   258 20/07/2007   07:32:4320/07/2007   07:32:43



Index • 259

Crisis intervention, 87–107
evaluation of, 88
plan of action, 87
rationale for, 87–88

Cry for help, suicidal ideation as, 
4–5

Cultural factors on suicide, 15
Cultural response to adolescent 

suicide, 60

D
Death

adolescent’s view of, 45
American culture and, 16
as enemy, in American culture, 

16
“five-letter four-letter word,” 16
method of

as assessment of lethality, 94
forcing discussion, 95

rituals in, 16
romanticization of, in suicide, 13
seducer, 17

“Death by cop” suicide, 10
Death over life, choice of, 93
Death of parent, 53
Deceleration of therapeutic rhythm, 

199
Decision point of suicide, 7
Decompression of therapist, after 

 suicide intervention, 107
Demands, balance of, in Teeter-

Totter Model, 21–22
Depression, 16–17

diagnosis of in adolescents, 38
as inward anger, 17
major clinical, in adolescents, 39
other disorders and, 42
suicide on the rebound of, 90
typical symptoms, 39–40

appetite disturbances, 39
boredom, 39 
inappropriate affect, 39
lack of spontaneity, 39
sleep disturbances, 39
social withdrawal, 39

vulnerability in presence of 
others, 39

withdrawal, 39
vs. feeling of helplessness and 

 hopelessness, 41
vs. moodiness, 39

Depression Inventory, as predictor 
of suicide, 41

deSahzer, S., 121
Deterrents, in behavioral 

interventions, family safety plan, 
181

Double ABC → X Model, 181
Teeter-Totter Model, 181

Diagnostic and Statistical Manual of 
Mental Disorder, Fourth Edition, 
(DSM–IV), suicide in, 
149–150

Dichotomous thinking, 161
Differentiation from parents, 54
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