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Introduction to Current Materials
Firearms are highly prevalent, with one out of every three U.S. households having at least
one firearm in the home (Azrael, Cohen, Salhi & Miller, 2018). While Dialectical Behavior
Therapy (DBT) clinicians are likely to know about the lethality of firearms, many are less aware
about the nuanced relationship between firearm access, firearm experience, and even firearm
storage practices as they relate to suicide. And while reducing access to lethal means is heavily
emphasized in standard DBT (see pages 470-471, Suicidal Behavior Strategies Checklist
outlined in Table 15.2 of Dr. Linehan’s 1993 text), clinicians, even those working with suicidal
individuals, are often not consistently asking about firearm access. Given the prevalence and
lethality of firearms, the complex relationship between suicide and firearms, as well as the noted
inconsistencies in targeting firearms in clinical settings, the current authors observed an
opportunity to bridge the gap between lethal means safety counseling and routine DBT practice.
What follows is a review of some of the most pertinent research to date providing a strong
rationale for lethal means safety counseling, a discussion of how to do so from a DBT
framework, and teaching notes for handouts and worksheets developed to assist clinicians with
integrating assessment and intervention related to firearm access into routine DBT practice.
Background
The Lethality of Firearms
The lethality of a suicide attempt by firearm is staggeringly high. Death certificate data
reveal that 85-90% of firearm suicide attempts prove to be fatal, whereas only 5% of all other
methods combined result in fatality (CDC, 2016). It therefore follows that those that use a
firearm to attempt suicide are more likely to die during their first attempt when compared to
those that use alternative means (Anestis & Capron, 2018). These data become even more
compelling when considering that approximately 90% of individuals who make a first-time
suicide attempt do not go on to die by suicide, and 75-80% never make a second attempt
(Owens, Horrocks, & House, 2002). The role of firearms in suicide is so significant that firearm
ownership has proven to predict overall suicide rates, not simply firearm suicide rates
(approximately 50% in the U.S.; Kegler, Dahlberg, & Mercy, 2018; Hyejin, Khazem, & Anestis,
2016).
Suicide is a major public health concern. It is the 10th leading cause of death (Kegler,
Dahlberg, & Mercy, 2018) and the number one preventable cause of death in the United States.
Current estimates suggest that over 20,000 people within the U.S. annually die by suicide using a
firearm (Allchin & Chaplin, 2017). These data are clear: Efforts to reduce suicide rates, by
necessity, have to include targeting firearms.
The Relationship Between Firearm Access and Suicide
Multiple studies have demonstrated that firearm ownership has been associated with
suicide death above and beyond a number of potential confounding factors including
demographics, religiosity, depression, antidepressant use, substance use, suicide ideation, and

even prior suicidal behavior (Anestis & Houtsma, 2018; Miller, Barber, White & Azrael, 2013;
Miller, Lippman, Azrael, & Hemmenway, 2007; Miller, Swanson, & Azrael, 2016; Miller,
Warren, Hemenway, & Azrael, 2015; Opoliner, Azrael, Barber, Fitzmaurice, & Miller, 2014).
Firearm ownership rates largely determine variations in suicide mortality across the 50 states in
the U.S. In fact, suicide is five times more common among firearm-owning households when
compared to households where a firearm is not present (Simon, 2007). One particularly
compelling study found that individuals who lawfully purchased a handgun died by suicide at
more than double the rate of matched members of the general population. Furthermore, the risk
of suicide increased immediately after the purchase of a firearm and remained elevated
throughout the entire six-year study period (Wintemute, Parham, Beaumont, Write, & Drake,
1999).
Beyond simple access to firearms, research has observed several other firearm-related
behaviors that appear to influence suicide outcomes. Experience with firearms (even just a
history of firing one) appears to increase risk of suicide attempts, possibly due to increased
comfort and aptitude with the weapon (Anestis & Capron, 2018; Klonsky & May, 2015). Even
how an individual stores their weapon is significant when considering suicide potential. Khazem
et al. (2016) demonstrated that those who store a firearm loaded and unsecured experience
increased likelihood of future suicide attempts as well as a heightened fearlessness of death.
This heightened fearlessness of death is particularly important when considering one’s capability
for suicide. According to the Interpersonal Theory of Suicide (Joiner, 2005; Van Orden et al.,
2010), the capability for self-harm is a critical component for making a lethal or nearly lethal
suicide attempt. Thus, the relationship between firearms and suicide appears to be
multidimensional with factors like access, experience, and storage behaviors all influencing
suicide outcomes.
The idea that access to firearms intersects with the impulsive, often mood-dependent
nature of suicide will come as no surprise to the DBT community. In fact DBT, with its
functions and modes, is structured specifically to address the issue of impulsivity and works to
facilitate skill acquisition that will promote one’s ability to resist the urge to engage in
problematic mood-dependent behaviors.
Simon et al. (2001) note that 70% of individuals surviving a suicide attempt made the
decision to attempt suicide within one hour of acting on a suicidal urge. Moreover, for some
individuals, the window between urge to action appears to be even smaller, with 24-40% of
suicide attempters making the decision to attempt suicide within 5 minutes of action (Simon et
al., 2001; Williams, Davidson, & Montgomery, 1980). The issue of impulsivity is particularly
important to consider when discussing firearm access. As previously noted, the chances of
surviving an attempt by firearm is drastically low, with only a 10-15% survival rate (CDC,
2016). Given the extreme lethality of firearms and the highly impulsive nature of suicide, these
data suggest that limiting firearm access before a suicidal crisis occurs is paramount to
preventing suicide.

The Myth of Means Substitution
Clinicians and clients alike often suggest that targeting firearm access is unlikely to yield
any significant benefit due to the belief that an individual with suicidal urges will inevitably
resort to an alternative method for suicide if a firearm is made unavailable or difficult to access.
Many communities have found, however, that reduced access to a commonly used suicide
method at a population level (whether that be firearms, lethal pesticides, or carbon monoxide gas
in ovens) lowers overall suicide rates, without substantial increases in attempts made with
alternative means (e.g., Lubin et al., 2010; Daigle, 2005; Gunnell et al., 2007; Kreitman, 1976).
One explanation for the absence of evidence for means substitution is that individuals tend to
have a strong preference for a single method for suicide (Daigle, 2005). In addition, it should be
reiterated that the probability of surviving a suicide attempt by firearm is overwhelmingly lower
than survival rates for all other methods combined, so lethal means safety counseling targeting
firearms is likely to increase the probability of survival even if a patient does consider or even
attempt by alternative means (Barber & Miller, 2014).
The Decision to Focus on Firearms
The current authors deliberated over whether the proposed materials should singularly
focus on firearms verses addressing a wider range of lethal means. Ultimately, the data
presented above regarding the lethality of firearms when compared to all other lethal means as
well as the unique relationship between firearms and the capability for suicide (e.g. access,
experience with, storage practices) was sufficiently strong to warrant its own discussion. We
also felt it was important to acknowledge the unique barriers clinicians face when discussing
firearms including the lack of concrete guidance, lack of focused training, lack of knowledge and
the special discomfort providers report experiencing when targeting firearms with their clients.
Lastly, to the authors’ knowledge, there are currently no other DBT skills worksheets targeted
specifically at firearm suicide safety.
In addition, there are other unique concerns to targeting firearms in the clinical setting
that do not present themselves with other lethal means. One such concern is that targeting
firearm access with clients at risk for suicide may raise issues related to Second Amendment
rights. The issue of firearms can often be an emotionally charged conversation as individuals
often have strongly held beliefs when it comes to guns. It is to be expected that there will be
situations in which a provider and client find themselves on opposite sides of the dialectic when
discussing firearms. While DBT clinicians are specifically trained to acknowledge and work with
dialectical tensions that may, and often do, occur in the therapy room, the current authors felt it
was important to equip DBT clinicians with language that has been identified in the firearm
lethal means counseling literature to help navigate this unique issue that is likely to arise when
targeting firearm access with our clients.
While the authors of the current project decided to develop materials specifically
designed to integrate firearm safety counseling into DBT due to the aforementioned reasons, it

should be noted that most worksheets can be adapted to address alternative methods of suicide
should the therapist find a need to do so.
Barriers to Clinicians Targeting Firearm Access and Storage
As has already been emphasized, the data regarding the lethality of suicide by firearm is
overwhelming. Despite these findings, healthcare providers are not consistently asking clients
about firearm access and storage practices: In 2016 a systematic review summarizing 72 research
articles regarding firearm injury prevention screening found that screening for firearms is
infrequent among medical and mental health providers (Roszko et al., 2016). There are several
barriers in medical and mental health fields that may account for the lack of streamlined,
comprehensive assessment and clinical intervention when it comes to firearms.
One barrier is the lack of concrete guidance from organizations that provide oversight to
medical and mental health disciplines. As an example, the American Psychiatric Association
published a 117-page document in 2003 titled “Practice Guideline for the Assessment and
Treatment of Patients with Suicidal Behaviors.” Only two pages in this document offer
instruction on how to approach lethal means safety with their patients. Furthermore, this content
is relatively vague, with the primary guidance suggesting that clinicians should initiate a
conversation about lethal means and document their efforts in their clinical notes. Even leading
researchers in the field of lethal means safety counseling suggest that suicide interventions that
specifically address firearm access are “in their early stages” (Slovak et al., 2019).
An additional barrier noted in the literature is the lack of clinical training for providers.
A 2016 systematic review found that only 25% of training programs met inclusion criteria for
effective firearm lethal means safety training for healthcare providers and trainees (Puttagunta,
Coverdale, & Coverdale, 2016). One study showed that over half of psychiatrists surveyed had
not received any training related to firearm safety and of those who had, the most common
sources of input were professional journals and meetings as opposed to content streamlined into
their academic curriculum. Furthermore, only 25% of the sample had a routine system for
identifying patients who owned firearms (Price et al., 2007). Another study found that 75% of
social workers surveyed reported not receiving any training on firearm lethal means safety
counseling. While a third of social workers assessed for firearm access with their clients on a
regular basis, only one in six routinely provided counseling on reducing firearm access (Slovak,
Brewer, & Carlson, 2008). Lastly, a study of clinical psychologists found that nearly half of
those surveyed had not received any training on firearms and suicide, and only 25% reported
having a routine system for identifying patients with access to firearms (Traylor, et al., 2010).
With the lack of training, it is intuitive to suggest that providers who do not receive training in
this area are going to be less inclined to engage their clients in firearm lethal means safety
counseling. To this point, recent research has demonstrated that the likelihood of mental health
providers conducting firearm safety counseling is highly unlikely among clinicians who have not
received training in this area (Slovak, Brewer, & Carlson, 2008; Roszko et al., 2016).

Clinicians also report discomfort in discussing firearm access with their clients. A lack
of knowledge about how to operate firearms and how to promote safe and secure firearm storage
has been identified by providers as a barrier to discussing safety measures with their clients
(Price et al., 2013). Another provider worry is that engaging individuals in a discussion about
firearm access may damage the patient relationship (Wintemute, Betz, & Ranney, 2016).
Discomfort in discussing firearm access is also understandable given the tense political climate
that exists within the United States regarding one’s right to bear arms. To overcome these
barriers, the Consortium for Risk-Based Firearm Policy (Allchin & Chaplin, 2017) published
“Breaking Through Barriers: The Emerging Role of Healthcare Provider Training Programs in
Firearm Suicide Prevention.” This 51-page document provides recommended guidelines for
furthering the advancement of effective firearm lethal means safety counseling in clinical
settings. The authors make special note that providers have a unique opportunity to engage their
clients in a productive conversation about the relationship between suicide, firearm access and
storage behaviors. In order to address providers’ lack of knowledge about firearms and firearm
culture, the Consortium for Risk-Based Firearm Policy notes that there are many organizations
that will work to help educate providers on firearms and relevant firearm safety enhancement
options. While the materials developed for DBT Firearm Lethal Means Safety Counseling are
meant to educate therapists about common firearm safe storage options, it is highly
recommended that clinicians engage in some form of additional firearm safety orientation. Many
such resources can be found locally as well as on the internet (see the additional resources
section of this manual for suggestions).
Clinician attitudes related to firearm lethal means safety also serve as a barrier to
engaging clients in effective counseling. According to Sullivan (2004), only 22% of surveyed
psychologists reported believing that they should provide means-safety counseling to their
patients (as cited by Bryan, Stone, & Rudd, 2011). Of those clinicians who do view firearm
access as falling in a healthcare provider’s purview, many believe that asking about firearm
ownership once during the intake process is sufficient. This suggests that there is a lack of
awareness among mental health providers regarding the importance of providing comprehensive
firearm lethal means safety counseling to every patient that comes through their door as well as
the importance of continued assessment for changes in firearm ownership and access. Many
clinicians also report the problematic belief that engaging clients in firearm lethal means safety
counseling will be unlikely to yield any significant benefit. Price et al. (2007) found that
clinicians estimated that less than half of their firearm-owning patients would be inclined to take
active steps to safely store their firearms if provided with safety-enhancement recommendations.
In this same study, clinicians estimated that only a quarter of their firearm-owning patients
would be willing to remove firearms from their homes when recommended to do so. Not
surprisingly, clinicians who view means-safety counseling as ineffective are five times less likely
to provide it to their patients (Price et al., 2007).
In light of these findings, it is important to emphasize that there is encouraging research
to suggest that clients are more receptive to firearm lethal means safety counseling that we might
anticipate. In a study conducted by Kruesi et al. (1999), 63% of counseling recipients reported

taking steps to secure their firearms when recommended to do so. Further, as Bonds et al. (2007)
so aptly point out, the more we make firearm safety counseling the norm, as we do when we
assess for other high-risk health behaviors such as alcohol or tobacco intake, the more it is likely
to become an accepted part of routine health care.
Effectiveness of Interventions Promoting Firearm Lethal Means Safety
Although interventions aimed at promoting safer firearm storage are in their early stages,
there are many examples that suggest that reducing access to firearms is a highly effective means
of preventing suicide. One of the most powerful demonstrations of this is when evaluating the
impact of a policy change made within the Israeli Defense Force in 2006. In response to tragic
losses resulting from firearm-related suicide, the Israeli Defense Force changed its policy to
require soldiers to leave their service weapons on base when they went home during weekend
leave. This simple policy change resulted in a 40% reduction in suicide deaths among soldiers
aged 18-21. It is notable that weekday firearm suicides did not substantially increase in response
to this policy change, which is consistent with the evidence that suicidal crises are often very
brief. This study also helped debunk the myth of means substitution in that findings revealed no
subsequent increase in use of alternative suicide methods after weekend firearm access was
restricted (Lubin et al., 2010).
Other studies highlight innovative ways in which reduction in access to means has been
approached through legislature change. For example, state laws regulating access and exposure
to handguns are associated with decreases in both firearm and overall suicide rates, even after
accounting for important demographic and geographic factors such as race, education, and
population density (Jin, Khazem, & Anestis, 2016). Examples of these legislation changes
include requiring a license in order to own a handgun, universal background checks, mandatory
waiting periods, and restriction of open carry laws.
Research even shows that safe storage moderates the relationship between suicidal
ideation and self-reported likelihood of engaging in future suicide attempts. Khazem et al.
(2016) recruited a large sample of firearm-owning military service members and discovered that
the association between current suicidal ideation and the belief that suicide was likely in the
future was significantly stronger among soldiers who stored their firearm loaded and unsecured.
And as has already been reported, unsecured storage is also linked to increased fearlessness of
death, which likely impacts the individual’s capability to attempt suicide (Joiner, 2005; Van
Orden et al., 2010).
Safe storage has recently been targeted through “gun shop projects” in which suicide
prevention experts have teamed up with firearm retailors and other members of the firearmowning community in order to promote the temporary removal of firearms from the home during
times of crisis. Collaborations between the suicide prevention and firearm communities are
growing and the impact of these efforts are still yet to be understood. Additional public
resources are forthcoming, including state maps highlighting local firearm shops and law
enforcement agencies that have expressed willingness to consider temporary firearm storage for

individuals during times of crisis. See the additional resources section for more information on
these resources.
In addition to immediately increasing physical safety, there may be additional benefits
that present themselves when working to incorporate firearm safety counseling into DBT. One
such opportunity is to address many of the common misconceptions that the public may have
regarding the relationship between firearms and suicide. According to Anestis, Butterworth, and
Houtsma (2018), most firearm owners do not believe that firearm ownership and storage
practices are significantly related to suicide. Furthermore, more than half of those sampled
endorsed believing in the myth of means substitution. These findings suggest that many
individuals do not believe that firearms play a significant role in the issue of suicide and thus
may benefit from being addressed in a clinical setting as it may offer up opportunities to address
inaccurate beliefs and highlight new learning. DBT-trained clinicians are well positioned to use
DBT-based stylistic strategies to not only target firearm-keeping behaviors themselves, but also
increase awareness regarding the relationship between firearms and suicide in a manner that may
serve clients well into the future.
DBT Clinical Strategies for Firearm Lethal Means Safety Counseling
The general approach emphasized in effective lethal means safety counseling is very consistent
with adherent DBT. Clinicians trained in DBT are thus well-suited to target change in firearm
storage behavior as part of standard DBT.
The Dialectic of Acceptance and Change
One concept that both lethal means safety literature and DBT heavily emphasize is the
importance of adopting a dialectical stance throughout the course of therapy. In her 1993 book,
Dr. Linehan writes:
The central dialectical tension in DBT is that between change and acceptance. The
paradoxical notion here is that therapeutic change can only occur in the context of
acceptance of what is; however “acceptance of what is” is itself change. DBT therefore
requires that the therapist balance change and acceptance in each interaction with the
patient. (p. 99)
This notion of finding the balance between acceptance and change is stressed in the firearm
lethal means safety counseling literature. In an article discussing the application of Motivational
Interviewing as it relates to suicide prevention, Brittan, Bryan and Valenstein (2016) write:

Although clinicians may have an opinion about what clients should do, it is critical that
these feelings do not interfere with their ability to work with ambivalent clients. One
reason for this is that taking one side of an individuals’ ambivalence often activates the
opposite side of their ambivalence, eliciting behavior that is viewed as defensive or
resistant… When individuals feel their freedom is being threatened, they often defend it
despite potentially serious consequences. Thus, telling an ambivalent patient that they
should restrict their access to firearms may inspire them to defend their right to maintain
access. This reaction may be enhanced when there are deep-rooted reasons to defend a
behavior, as there often are with firearm access. (p. 53)
Both lethal means safety counseling and DBT are highly client-centered and the
validation of the client’s thoughts, beliefs and experiences are of paramount importance. In both
modalities, the client’s perspective is (of necessity) accepted and taken seriously. Acceptance of
the client’s freedom to choose, and the communication of this acceptance through the
maintenance of a dialectical stance, is critical when working to promote changes in firearmkeeping behavior.
Validation
As is heavily emphasized throughout the model, the role of validation is essential in all
adherent DBT. Dr. Linehan writes extensively on the importance of the six levels of validation
in DBT. The current authors will not go in depth about how to validate given that it has been so
comprehensively discussed in other works. However, we did want to make special mention of a
few clinical situations where validation may be particularly important when targeting firearm
access and storage practices.
As already described, discussing firearm ownership can be a polarizing topic that can
elicit strong reactions from many people. Given how strongly some clients feel about their
firearms, it is vital to understand a client’s history with firearms and also explore what the
client’s firearm means to them. As an example, many firearm owners experience a strong sense
of belonging and personal identity through being connected to the firearm community. Clients
may derive a tremendous sense of tradition and connection through engaging in firearm-related
recreational activities, such as hunting or organized shooting events. This sense of connectedness
may also result in important social opportunities and behavioral activation. For clients who
derive a sense of connectedness and community through firearm-related activities, or whose
personal identity is closely tied to firearm ownership, the prospect of temporarily decreasing or

eliminating firearm access may be particularly alarming. In these situations it will be vital to
explore the client’s history related to their firearms and to validate any sense of threat or loss that
may result from increasing distance between them and their firearm.
Opportunities to provide validation also present themselves when considering how lethal
means safety counseling may activate client concerns regarding their constitutional rights. When
beginning the conversation about firearm access and safety, therapists should be prepared for
some clients to express concerns related to their Second Amendment rights. In particular,
clinical efforts to decrease access may be perceived as infringing on clients’ constitutional right
to bear arms. In response to this, the therapist can reorient the conversation back to the client’s
goals for therapy and life worth living, emphasizing that the focus of DBT Lethal Means Safety
Counseling is completely on that of enhancing the client’s immediate safety, without the intent
of infringing upon their constitutional rights. Values clarification and collaborative goal setting
with an emphasis on safety (for the client and others around them) is a necessary step before
taking further action to elicit change in firearm-keeping behavior. For this reason, the authors
begin the current module content with the handout titled: Introduction to DBT Firearm Lethal
Means Safety Counseling: Exploring the Dialectic Between the Benefits of Firearm Ownership
and Safety. It may also be useful for the therapist to emphasize that some interventions, such as
completely removing firearms from the home, can be used during heightened times of
anticipated distress as a temporary measure. Collaboratively joining around the goal of helping
the client realize their life worth living while also developing firearm safety plans that are
flexible and take into account the client’s perspective are key to navigating concerns related to
Second Amendment rights.
Validation with Military Populations and Trauma Survivors
There are also specific populations for whom validation is likely to be especially
important when working to promote safe firearm-keeping behaviors. For example, past and
present military service members and individuals who have been exposed to trauma are likely to
have unique and complex relationships with their firearm(s). Understanding these unique
relationships is critical to providing effective validation.
The relationship between past and present service members and their firearms varies
based on the nature of the individual’s experience with the military, the nature of their
experiences with firearms, and their military occupational specialty, among other factors. It is
common for service members to report developing a very strong attachment to their weapon.
This attachment is often overtly facilitated through military training. Active duty service
members have strict rules with regard to when they are expected to have their firearm on them
and how they attend to their firearm (with significant consequences if these rules are violated).
The result is often a unique and personalized relationship with the firearm. This learning history
ultimately reinforces the belief that their firearm is essential to safety, and that the storage and
caretaking practices overlearned in the military must be maintained. Safety concerns may be
particularly entrenched if the client has been exposed to combat situations, and are particularly
vital for the clinician to explore and validate. Further, shame related to mental health concerns

may impact a Veteran or service member’s willingness to reduce access to their firearm. For an
active duty service member, embarrassment or ridicule by other unit members may even occur if
others become aware of the individual’s restricted firearm access. In sum, it is vital that DBT
therapists explore and validate ways in which reducing firearm access with Veterans and military
service members can be triggering.
Specific beliefs as they relate to firearm access are also important to be mindful of when
working with individuals who have survived trauma. It should be noted that the co-occurrence
of BPD and PTSD is estimated at 30% in community samples (Grant et al., 2008; Pagura at al.,
2014) and 50% in clinical samples (Harned, Rizvi, & Linehan, 2010; Zanarini et al., 1998).
These estimates do not account for individuals with BPD who have been exposed to trauma but
do not meet full criteria for PTSD. As we know from an abundance of research, issues of safety,
trust, power and control are often disrupted by trauma (Resick & Schnicke, 1993). As a result,
many individuals engaged in DBT may come to therapy with fairly rigid and entrenched beliefs
suggesting that having easy access to a firearm is vital to their overall safety. For this reason, the
current authors developed Worksheet 3: Check the Facts About Firearms and Self-Defense. This
worksheet prompts clients to consider their beliefs about firearms as a means of protecting
themselves. And to assist with promoting change in these beliefs, the authors have provided
clinicians with relevant research evaluating the effectiveness of firearms in acts of self-defense
(see teaching notes for Worksheet 3: Check the Facts About Firearms and Self-Defense below).
However, it should be emphasized that the role of validation is vital when engaging a trauma
survivor in these discussions.
Evoking the Life Worth Living
DBT therapists regularly engage in dialogue around the client’s “life worth living,” and
consistently root the change process in the client’s goals throughout therapy. Similarly, the
firearm lethal means safety counseling literature emphasizes the notion that critical elements of
change exist within the client, and that it is the clinician’s job to “evoke” or draw them out
(Britton, Bryan and Valenstein, 2016). The client’s personal reasons for change generate
forward mobility well beyond any reasons for change that might be supplied by the therapist.
The spirit of “evocation” hearkens back to the DBT life worth living in that the therapist’s
reasons for the client to change are typically far less meaningful to the client than are their own
reasons. To aid in the evocation of the client’s goals during lethal means safety counseling
discussions, several of the DBT Firearm Lethal Means Safety Counseling Handouts and
Worksheets prompt clients to consider their life worth living as they evaluate their firearmkeeping behaviors and consider ways in which they can increase safety from firearm-related
injury.
Commitment Strategies
Specific commitment strategies emphasized in standard DBT are also useful when
engaging a client in lethal means safety counseling. While all of the commitment strategies

emphasized in DBT are likely to be useful when targeting firearm storage, here we will
specifically highlight “Foot-In-The-Door” and “Door-In-The-Face.”
In the firearm lethal means safety counseling literature, the therapist’s goal is typically
complete removal of a firearm from a client’s home. Unquestionably, complete removal of a
firearm results in the greatest decrease in risk for a suicide by firearm. However, if complete
removal is not likely to be an option that the client is willing to consider, increasing barriers to
access has been shown to reduce the probability of death by firearm-related suicide (Conwell et
al., 2002; Miller, Azrael, Hemenway, & Vriniotis, 2005; Shenassa, Rogers, Spalding, & Roberts,
2004). These kinds of negotiations between client and therapist are great opportunities to
employ the commitment strategies of “Foot-in-the-door” and “Door-in-the-face.” For example,
stepped removal of an unloaded, unlocked firearm from a client’s nightstand might be considered
a graduated exposure exercise rooted in “Foot-in-the-door”: The clinician might first encourage
separating the ammunition from the firearm within the nightstand, then adding a lock, then
removing the ammunition from the room, and so on. Similarly, a “Door-in-the-face” approach
might start with an obviously unacceptable, seemingly outrageous recommendation by the
clinician (“The safest option would be to surrender the firearm to the police for good!”), then a
significantly scaled back request (“Well, what about just putting the ammunition in another room
for a while?”). For more information regarding these strategies, see Chapter 9 “Core Strategies:
Part II. Problem Solving” in Dr. Linehan’s 1993 text.
Consultation to the Patient Versus Environmental Intervention
Support from friends and family when working to target firearm-keeping behaviors can
be extremely important. For firearm lethal means safety counseling, this support may look like a
trusted family member or friend temporarily taking possession of a firearm during times of crisis
(although clinicians should note that state laws differ significantly when it comes to the
temporary transfer of firearms). Support could also include a trusted collateral changing the
code to the client’s gun safe or temporarily holding onto a client’s gun lock key. The DBT
Firearm Lethal Means Safety Counseling Handouts and Worksheets prompt the client and
clinician to consider ways in which trusted friends and/or family members can be brought into
the change process.
When considering the role that the environment may have in enhancing firearm-related
suicide safety, special consideration should be paid to situations where the client is at heighted
risk for firearm-related suicide but is not the actual firearm owner (e.g., adolescents whose
parents own firearms, or adults cohabiting with a spouse or roommate who owns firearms). In
these situations, it will be vital to work collaboratively with the client in order to educate the
firearm owner about the relationship between firearm access and suicide, and consider how best
to alert the owner to the client’s risk status if factors suggestive of suicide risk are present.
Periodic family sessions may be useful, where the client is present and encouraged to use skills
in order to participate effectively in the change process. As is stated in Dr. Linehan’s 1993 text:

During a meeting with family members or significant others, the therapist also helps the
participants adopt a better understanding of and more validating attitude toward the
patient. The DBT theory is advanced, and the need for validation and skill building is
discussed. (p. 421)
As is already understood in adherent DBT, therapists should mindfully consider the
dialectical tensions that exist between consultation to the patient and environmental intervention
when targeting firearm access. The DBT therapist should also seek consultation from their DBT
team when working to resolve these dialectical tensions. In the original DBT text, it is noted that
“when the immediate outcome is very important and the patient is unable or unwilling to
intervene effectively for herself, the therapist should move from the consultation strategies to the
environmental intervention strategies (Linehan, 1993, p. 422).”
Dr. Linehan emphasizes chronic patterns in which clinicians over-fragilize their clients
and as a result do too much on the client’s behalf, which ultimately robs clients of the
opportunity to practice using skills to intervene effectively on their environments (Linehan,
1993, p.422). When resolving the dialectical tension between consultation to the patient and
environmental intervention as it relates to firearm access, it is useful to consider the position Dr.
Linehan advises when working with clients who live in an unsafe environment:
When an individual lives in an unsafe environment, how should a therapist target
treatment? Should it focus on making the environment safer? Should the individual be
taken out of the unsafe environment if it cannot be changed? Or should treatment focus
on teaching the individual how to keep safe in an unsafe environment? Each approach
has its merits; each is necessary at times. Within DBT, however, the philosophical
emphasis is on the last of these—teaching the patient how to create safety for herself.
(Linehan, 1993, p. 423)
Still, the clinical decision to intervene directly with the environment verses providing
consultation to the patient is a complicated one. It goes without stating that an unsecured firearm
in the home of a client represents a clinical situation in which the outcome is extremely
important. Given the lethality of firearms and the importance of lethal means safety counseling
occurring in the beginning stages of treatment when client skills are likely to be relatively low,
there will likely be arguments for direct clinician environmental intervention. As with any

dialectical struggle experienced in the course of therapy, therapists are encouraged to consult
with their team to find a wise mind dialectical synthesis.
A Note on Clinician Language
Research and discussion with the firearm community offer several important
recommendations to healthcare providers when approaching firearm lethal means safety
counseling. First, readers may notice that some researchers have historically used the term
“lethal means restriction” in discussions of reducing access to a wide variety of lethal means.
Recent research, however, indicates that the phrase “means safety” is deemed more acceptable,
and generates greater intentions to adhere to clinician recommendations, when compared to the
term “means restriction” (Stanley et al., 2017).
Second, the firearm community has indicated that the term “firearm safety”—while less
cumbersome than “firearm lethal means safety” or just “lethal means safety”—traditionally
refers to the first training a firearm owner receives in basic safety measures (which, for many
individuals, means training they received as a child). These practices might include safe storage
but also include not putting your finger on the trigger until you’re ready to shoot, and never
pointing a gun at another person, even if the gun is known to be unloaded. As such, the term
“firearm safety” conjures up a different set of practices than the ones under discussion with a
healthcare provider trying to address suicide risk. The authors thus recommend the somewhat
more cumbersome “lethal means safety” over “firearm safety” in the suicide prevention context.
Lastly, research also suggests that clinicians may be able to increase willingness to secure
firearms by highlighting the risk that unsecured firearms pose to others, as opposed to solely
emphasizing the risk that firearms pose to the client themselves. Anestis, Butterworth, Houtsma
(2018) found that 75% of firearm owners were at least moderately willing to consider improving
safe storage practices in the service of preventing someone else’s suicide. Similarly, 75% of the
same sample reported being at least moderately willing to allow someone else to store their
firearm in the service of preventing someone else’s suicide.
Legal Issues Surrounding Clinician Counseling on Firearm Access
There is a significant legal history surrounding provider ability to assess for firearm
access as well as relevant state laws for providers to be aware of when working to reduce suicide
risk with their firearm-owning clients. It may be surprising for some to learn that recent state
legislative proposals, known as “gag laws,” have aimed to prohibit healthcare providers from
asking their patients about firearm ownership (Allchin & Chaplin, 2017). Many organizations,
including the American Academy of Family Physicians, American Academy of Pediatrics,
American College of Surgeons, American Psychiatric Association, American Public Health
Association, and the American Bar Association have publicly opposed such laws. And in fact, in
2017 the full U.S. Court of Appeals for the Eleventh Circuit struck down portions of a Florida
law that prohibited physicians from asking patients about firearm ownership, stating that the law
violated physicians’ First Amendment rights to free speech (Parmet, Smith, & Miller, 2017). At

the time of this writing, no state currently prohibits providers from assessing firearm access with
their clients. However, the Consortium for Risk-Based Firearm Policy (2017) suggests that other
states are likely to pursue similar legislation and thus the issue of gag laws and free speech
between providers and patients warrants ongoing monitoring.
Additional relevant legal issues include third-party transfer laws, temporary storage of
firearms, and reporting requirements for the National Instant Criminal Background Check
System (NICS). These laws vary by state and thus it is recommended that clinicians be aware of
how these laws may influence a client’s safe storage options. For example, third party transfer
laws affect one’s ability to temporarily or permanently transfer possession of a firearm to another
individual or entity (e.g., family member, pawn shop or firearm dealer). Some states have more
restrictive laws related to the transferring of a firearm. There are several online resources that
can inform clinicians on relevant state laws. For convenience, authors have listed some of these
resources below.
·

Law Center to Prevent Gun Violence: http://smartgunlaws.org

·

Everytown for Gun Safety’s Gun Law Navigator: https://everytownresearch.org/navigator

·

The Giffords Law Center: https://lawcenter.giffords.org/

Unresolved Dialectics
Which Clients?
With the proposal of incorporating firearm lethal means safety counseling into DBT,
there are several issues to consider regarding how this content might fit into standard DBT. One
such issue up for consideration is whether all DBT participants should be encouraged to
complete DBT Firearm Lethal Means Safety Counseling, regardless of whether they endorse
having access to a firearm at the outset of treatment. When originally setting out to create the
proposed content, the current authors intended the DBT Firearm Lethal Means Safety
Counseling Handouts and Worksheets to be used only with clients who endorse having access to
a firearm. After all, it makes intuitive sense that for those clients that deny having a firearm;
there is no need to encourage safe storage practices or restriction of a firearm during times of
crisis.
After thoroughly reviewing the literature around firearms and suicide, however, we have
adopted the belief that a clinically appropriate degree of the DBT Firearm Lethal Means Safety
Counseling content is likely to be beneficial for all DBT participants regardless of current
ownership status. The Consortium for Risk-Based Firearm Policy states that, “Any patient at an
elevated risk for suicide should receive counseling, especially if they disclose suicidal ideation or
attempt, even if the individual does not have access to a firearm at the time of the clinical
interaction” (Allchin & Chaplin, 2017). Given the portion of completed firearm-related suicides
coupled with the aforenoted interactions between firearm access, firearm experience, and firearm
storage practices, the current authors have come to believe that completing some degree of DBT

firearm safety counseling, even with participants who don’t currently endorse having access to a
firearm, can be a unique opportunity to educate individuals at risk for suicide about the
relationship between firearms and suicide. We also believe that doing so will continue to foster a
culture where providers discussing firearm access and storage practices with their clients
becomes the standard for providing comprehensive outpatient care. Lastly, doing so may
engender a culture in which providers are more motivated to seek out additional clinical training
on lethal means safety counseling and become better equipped at addressing this important
matter.
Which Modality?
An additional issue to consider with the proposed DBT Firearm Lethal Means Safety
Counseling content is to determine what DBT mode this content should be incorporated into. In
DBT, the group mode is where skills are overtly taught in a classroom-like structure. As is often
said in the DBT community, “group therapy is where we push skills in and individual therapy is
where we pull skills out.” The advantages of streamlining lethal means safety counseling into the
skills group would be that the topic would be taught in a manner consistent with other skills in
DBT, and would also help ensure that the content is being administered in a systematic fashion
to all DBT participants.
For several reasons, however, this topic is likely better suited for the individual therapy
mode of DBT. One primary issue is the integral use of the word suicide when discussing firearm
lethal means safety. As a rule of thumb, DBT clinicians avoid using potentially triggering words
and graphic descriptions in group DBT (e.g., suicide, cutting, etc.). The authors ultimately felt
that substituting the word “suicide” (e.g., to “target behavior”) would result in a loss of causal
learning. A primary aim of the DBT Firearm Lethal Means Safety Counseling Worksheets and
Handouts is to educate clients about the direct relationship between firearms and suicide. To
take out this word and substitute it for a more general term would undermine the very goal that
these materials attempt to achieve.
Components such as the “Wise Mind Firearm Storage Plan” are also more practically
completed in the individual therapy mode of DBT. As described earlier in these teaching notes,
there are likely to be many opportunities for the individual therapist to use DBT stylistic and
commitment strategies in order to further promote improved safe storage, particularly during
times of crisis. Finally, although firearm lethal means safety counseling research is in its early
stages, even less is known about addressing this topic in a group format. As is discussed in the
limitations outlined below, the authors of the current project hope that these materials serve as a
springboard for further consideration and discussion of how firearm lethal means safety
counseling can be streamlined into DBT.
Future discussion, including direct feedback from the DBT community, will likely further
exploration of these dialectics and ultimately work toward a synthesis that maintains the integrity
of firearm lethal means safety counseling while also holding true to the theoretical principles and
structure of DBT.

Limitations
There are several limitations to the proposed materials that are important for all DBT and
DBT-informed clinicians to be aware of. The first limitation is that research on firearm lethal
means safety counseling is in its infancy. While researchers and healthcare providers across
disciplines have long known of the lethality of firearms, it is only within recent years that experts
have begun to propose specific strategies and interventions to be used in clinical settings. With
that, it should be emphasized that the DBT Firearm Lethal Means Safety Counseling materials
are newly developed and have not been trialed or empirically evaluated as of yet. The authors
saw an opportunity to bridge the gap between DBT and literature noting the importance of
addressing firearm access and firearm-keeping behaviors in the name of suicide prevention. We
expect that these materials will continue to evolve over time and through the direct feedback that
we hope to receive from DBT clinician and client experiences. We would also love to see an
empirical investigation of these materials and readily welcome any efforts to collaborate in this
regard.
In addition to the experimental nature of these materials, another major limitation to these
materials is to note that they have been developed predominantly with English-speaking adult
populations in mind. We encourage clinicians working with adolescents as well as clinicians
serving clients who do not endorse English as their primary language to consult the literature,
remain mindful of the specific needs of their clients, and adapt these materials as needed. The
authors also readily welcome efforts from the DBT community to expand the proposed materials
in order to fit the unique needs of the diverse clients who engage in DBT around the world.

HANDOUTS
Introduction to DBT Firearm Lethal Means Safety Counseling: Exploring the dialectic
between the benefits of firearm ownership and safety
Before working to facilitate change in firearm storage practices, it is important to first
acknowledge all of the positive reasons why people may choose to own a firearm as well as
validate the benefits that some experience from being a part of the firearm-owning community.
These benefits may include competitive opportunities, ways of engaging in activities that
promote pleasure and mastery, as well as increased social connection. As is highlighted
throughout standard DBT, validation is the “grease to the wheels' ' in the change process and it is
important to begin the DBT Firearm Lethal Means Safety Counseling module by exploring the
ways in which some clients lives can be enhanced from the safe use of firearms.
After acknowledging the positive impacts that can be experienced from firearm
ownership, this introductory handout works to engage the client in both values clarification and
shared goal setting around firearm storage practices. Throughout the DBT Firearm Lethal Means
Safety Counseling handouts and worksheets, it is emphasized that the primary goal of these
materials is not to interfere with client’s right to own a firearm; rather, it is to promote client
safety as well as the safety of those around them. Working to align around the shared goal of
safety can help the therapist and client effectively collaborate as they work to explore ways to
potentially enhance safe storage practices.

Handout 1: Increasing Your Immediate Safety Through Out-of-Home Firearm Storage
Handout 1 is intended to be reviewed by client and therapist in the service of exploring
various out-of-home firearm storage options. Removing a firearm from the home is the preferred
method of firearm storage, especially during periods of heightened acute risk and/or during the
early stages of DBT while emotion regulation skills are still fairly new to a client. When
introducing storage options, therapists are advised to utilize DBT commitment strategies of
“Foot-In-The-Door” and “Door-In-The-Face.” For more information regarding these strategies,
see Chapter 9 “Core Strategies: Part II. Problem Solving” in Dr. Linehan’s 1993 text. An
application of foot-in-the door as applied to firearm safety might look like asking the client to
remove the ammunition from their firearm; if the client agrees, this modest request may be
followed by a request for a more significant change in storage practice, such as asking the client
to move their firearm completely out of home. Conversely, door-in-the face as related to firearm
storage might include beginning with a larger request than the therapist thinks would be granted,
such as asking the client to store their firearm at a local firearm shop; if declined (as expected),
the therapist can follow with a more modest recommendation, such as asking the client to allow
their roommate to temporarily hold the key to their firearm lock.

Several DBT skills, including “wise mind” and “effectiveness,” are particularly useful
when reviewing firearm storage options. Clients may balk at various firearm storage options for
many reasons, so drawing the client’s attention back to the reason behind the change (e.g., an
effective, wise mind response to signs of elevated acute suicide risk) can be a helpful strategy to
addressing a client’s stated reasons for maintaining their current storage status. In addition, the
therapist can model effective problem-solving techniques in addressing barriers to preferred
storage options.
In general, it is recommended that DBT therapists be familiar with the options listed in
Handout 1: Increasing Your Immediate Safety Through Out-of-Home Firearm Storage. Not all
storage options listed on this handout may be available in all areas. Therefore, it is
recommended that therapists research some of the out-of-home storage options that may be
available in their area. In order to help increase awareness regarding out-of-home storage
options, there are current efforts underway to develop state-specific firearm storage maps that
will list out-of-home storage resources. Examples of such maps developed for Colorado and
Washington can be respectively found online here:
https://coloradofirearmsafetycoalition.org/gun-storage-map/;
http://depts.washington.edu/hiprc/firearm-storage-wa/
In addition to local resources, it is also important to be aware of state laws surrounding
out-of-home storage options such as transferring a firearm to a third party. Because laws vary
greatly across all 50 states within the U.S., authors have included the following handout provided
by the Suicide Prevention Resource Center titled “Firearms Laws Relevant to Lethal Means
Counseling.” This handout along with many other useful resources can also be found on the
Suicide Prevention Resource Center website.

Figure 1. Firearm Laws Relevant to Lethal Means Counseling. Reprinted from Counseling on
Access to Lethal Means by Suicide Prevention Resource Center, August 10, 2019, retrieved from
http://www.sprc.org/sites/default/files/Handouts-FirearmsLaws.pdf

Handout 2: Increasing Your Immediate Safety Through Out-of-Home Firearm Storage
Out-of-home storage options may not be available to all clients for reasons of cost, access
or a variety of other factors. For other clients, willfulness may be a barrier to considering out-ofhome storage options. If the therapist suspects that willfulness is arising while targeting safe
firearm storage, it is recommended that the therapist use DBT strategies to increase willingness
as they would for any target behavior in standard DBT (e.g., identify the threat connected to the
client’s willfulness, validate the threat using the appropriate levels of validation, and then use
clinically indicated acceptance and/or change-based strategies in order to prompt for
willingness).
Handout 2: Increasing your Immediate Safety Through Out-of-Home Firearm Storage is
intended to help the therapist and client review options for in-home safe storage. It is important
to note that some of the devices listed on Handout 2 require instruction on how to operate the
safety enhancement device. A good example of this is cable locks. Where indicated, it is
recommended that therapists help their clients learn how to operate their in-home storage safety
device by using DBT strategies (e.g., problem solving, commitment strategies, etc.) to prompt
the client to reach out to appropriate individuals in the firearm community to teach them how to
correctly operate their safety-enhancement device. This might include eliciting a commitment
from the client to go to their local firearm shop to ask an employee to show them how to
correctly install their firearm cable lock. Instructions on how to use safety enhancement devices
can often be readily found at local firearm shops or other establishments that promote safe
storage and usage of firearms.

Handout 3: How to Install a Cable Lock
Handout 3 is intended to be used in conjunction with DBT Firearm Lethal Means Safety
Counseling Worksheet 5: Wise Mind Firearm Storage Plan. The instructions provided on this
handout aim to promote correct installation of a firearm cable lock as incorrect installation is a
primary reason why this safety enhancement device can fail. While these instructions do apply
to many of the locks distributed to firearm owners, it is important to note that some cable locks
may operate somewhat differently from the one noted on Handout 3. Therefore, it is
recommended that therapists help their clients learn how to operate a cable lock by using DBT
strategies (e.g. problem solving, commitment strategies, etc.) in order to prompt the client to
reach out to appropriate individuals in the firearm community to teach them how to correctly
operate their safety-enhancement device.

Handout 4: Factors Interfering with Improving Safe Firearm Storage
A number of barriers may arise that impact a client’s willingness to engage in a lethal means
safety discussion about their firearm storage. This handout is designed to assist the therapist and

client to collaboratively and explicitly addressing these barriers. If time is short in session, this
handout can be reviewed fairly quickly by having the client note the specific interfering factors
that relate to them with regard to improving safe firearm storage. If the client is able to identify
one or multiple factors that appear relevant them, the therapist can then engage the client in a
more lengthy discussion of those unique factors using the discussion points below.
1. You don’t know what safe storage options are available to you. Handouts 1-3, in addition to
the background section of these teaching notes, should provide ample information to help
address a knowledge deficit that is acting as a barrier to improving the safety of the client’s
firearm storage practices.
2. Your emotions are getting in the way. Strong emotions may impede a client’s wise mind
decision-making and increase willfulness during lethal means safety counseling sessions. These
emotions may include fear (e.g., in individuals with PTSD for whom ready access to firearms is
an important safety signal against potential harm from others), anger (e.g., in individuals for
whom concerns about Second Amendment rights are easily triggered by a healthcare provider
bringing up the topic of firearm access), or shame or guilt (e.g., individuals for whom suicidality
violates cultural or religious sanctions), among others. Fortunately, DBT is well-equipped to
address mood dependence and strong emotions. Skills that the client can apply in these cases
include Wise Mind, Opposite-to-Emotion Action, Willingness, and Radical Acceptance.
Strategies that the therapist may apply to facilitate change could include validation (see the
“Validation” subsection under the header “DBT Clinical Strategies for Firearm Lethal Means
Safety Counseling,” above), shaping and other exposure techniques, and Interpersonal
Effectiveness skills such as broken record, turn the tables, and negotiation.
3. You forget your long-term goals for short-term goals. As is emphasized in the second edition
DBT Skills Training Manual (Linehan, 2015) several factors can result in individuals giving
priority to short-term goals over long-term goals. Two of these primary factors as they relate to
safe firearm storage are low distress tolerance and underestimating the likelihood of negative
consequences.
Low distress tolerance: Particularly for clients who associate quick firearm access with
an increased sense of safety, the prospect of creating distance between themselves and their
firearm (whether it be through increased physical distance or through the adoption of safety
enhancement measures that increase time to access their firearm) can result in the experience of
increased distress.
Underestimating the likelihood of negative consequences: As has been shown in recent
research, the majority of firearm owners do not associate firearm ownership and storage practices
with suicide (Anestis, Butterworth, & Houtsma, 2018). Given this, it is understandable that
many people may not consider the potential consequences that an unsecured firearm may have
for themselves and/or loved ones.

4. You forget the consequences associated with unsafe firearm storage. Many clients leave the
therapy room committed to behavior change, only to return to their next session having either
changed their mind or forgotten their decision. It may be useful for the therapist and client to
cope ahead with this possibility during the lethal means safety counseling session (e.g., by
engaging a collateral, such as a family member, to assist with the storage change; or by agreeing
upon a scheduled phone coaching session to confirm the storage change has occurred). The client
can also complete a “Pros and Cons” worksheet and take it home with them, to remind them of
the negative consequences of inaction.
5. Other people are getting in your way. Some DBT clients may have access to firearms that they
do not own (e.g., a parent’s or spouse’s firearms). This may limit their ability to directly
intervene on their own risky environment—whether actually (if the owner refuses to change their
storage practices and is more powerful than the client), or due to emotional barriers (for example,
if the client is fearful of negative consequences of acknowledging suicidality to the firearm
owner). In these cases, the therapist can consider the dialectic of consultation to the patient vs.
environmental intervention (see the subsection with this title under the heading, “DBT Clinical
Strategies for Firearm Lethal Means Safety Counseling” for additional discussion of this topic),
as well as coaching the client on making a wise mind decision about the emotions that may be
getting in the way of action towards suicide risk mitigation (and, subsequently, the client’s life
worth living).
6. Your thoughts and beliefs are getting in the way. We review several common beliefs that
impede change in firearm storage practices below:
Belief 1: “I have the right to own a gun, and you have no right to take it from me.” DBT
therapists will be familiar with the idea that setting oneself on the opposite side of a dialectic
(e.g., suicide risk mitigation vs. freedom to choose) typically increases the client’s resistance to
taking the therapist’s point of view. Consultation to the patient and validation are important
therapist interventions if this belief is a barrier to change in firearm storage practices. And
ultimately, with the exception of very rare legal situations, the client—not the clinician—does
indeed have the power to make the final decision about whether or not to reduce their access to
their firearms. Validation of the client’s rights can loosen the stranglehold of opposing stances on
firearm access, and pave the way for a dialectical synthesis: The client has the right to maintain
access to their firearm, and the provider may also have information that could impact the client’s
decision-making process, especially if they are in a period of acutely elevated suicide risk.
The therapist can also reorient the conversation towards the client’s goals by balancing
validation of the client’s rights with validation of the client’s own concerns for their safety and
desire to achieve a life worth living. We recommend ending such a reflective statement with the
latter concern to orient the discussion towards change. In this way, an argument about rights can
be sidestepped and the conversation re-focused on suicide prevention.
Belief 2: “Firearms are an integral part of my life and my culture. I can’t be myself or
part of my community without my firearm.” Given how strongly some clients may feel about

their firearms, it is vital to understand a client’s history with firearms and also explore what the
client’s firearm means to them, and to validate any sense of threat or loss that may result from
working to promote increased distance between them and their firearm. It is also often useful to
emphasize that more extreme interventions, such as completely removing the firearm from the
home, can be used selectively and temporarily during heightened times of anticipated distress.
This can be a major incentive for a client to practice self-monitoring, such as through a diary
card: When they are able to more effectively self-identify increased acute risk in early stages,
they can more safely utilize a wider variety of flexible, risk-responsive safety measures.
Conversely, when the client experiences mood-dependent action as occurring without warning,
and is not practiced at self-monitoring, more long-term and less flexible approaches to safe
firearm storage would be warranted. Chain analyses are a critical tool to help the client build
awareness of early cues that their acute risk is elevating.
Problem-solving is also a useful tool to address concerns about reducing social
connection through reducing access to firearms. For example, the client may be able to develop
new or less frequently used hobbies that connect them with their communities and identities
(e.g., fishing, mountain biking, and so on).
Belief 3: “A locked firearm is an expensive paperweight. That won’t protect my family.”
Beliefs about safety may lead clients’ fears about harm from others to far outweigh their fears
about harm from themselves—even if their risk of suicide is likely far greater in actuality.
Functionally, maintaining easy access to firearms for personal safety is negatively reinforced
through a reduction in anxiety about harm from others. Shaping and graduated exposure can be
integrated into treatment to address both anxiety symptoms (by reducing safety signals and
facilitating exposure to fear that does not “fit the facts”) and suicide risk. For example, the
therapist may encourage the client to slowly decrease access to loaded, unlocked firearms in a
stepwise fashion and test out hypotheses related to anxiety or personal safety.
Irreverent communication can also be a useful tool in responding to a client’s concerns
about harm from others. For example, a therapist might say, “I’m so glad to hear you’re so
worried about your safety! I am too!” An unexpected and surprising alignment of goals may,
again, sidestep a power struggle, and pave the way for the therapist to provide psychoeducation
about access to lethal means and suicide risk or employ some of the tactics described above.
Belief 4: “I’ll just get rid of my gun if I start feeling suicidal.” Clients may feel high
levels of motivation and commitment to safety and a life worth living during a counseling
session, and still experience unexpected crises in their environments that abruptly increase
suicidality in the moment. As described under Belief 2 (see above), self-monitoring and
mindfulness are extremely important skills for clients who tend to be unaware of their own
tendency towards mood dependence and swift mood changes. The therapist can gently challenge
this belief by investigating past experiences the client may have had with mood dependence and
impulsivity. In addition, it is worth mentioning to the client that handling their weapon when
feeling acutely suicidal—even in the service of a temporary transfer of the firearm to a collateral
or reducing access in some other way—may be even more dangerous at that moment than

leaving the firearm stored as-is. It would be akin to planning to drive one’s car keys to a friend’s
house in an acute state of intoxication, in an effort to reduce access to the car when at elevated
risk of an accident.

WORKSHEETS
Worksheet 1: Beginning the Conversation about Firearm Lethal Means Safety
It is important to understand a client’s relationship with their firearm(s) as well as their current
storage practices and history of handling firearms. Worksheet 1: Beginning the Conversation
about Firearm Lethal Means Safety prompts therapist and client to explore these issues through a
series of questions taken from leading research highlighting specific risk factors associated with
firearm-related suicide. As has already been noted, recent research identifies the importance of
language used during firearm lethal means safety counseling sessions. For additional details,
please reference the “Stylistic Strategies for DBT Firearm Safety Counseling” section in this
provider manual. As a brief summary regarding language-related tips when beginning the
conversation about firearm safety, see below.
● Be direct when discussing issues related to suicide safety and firearm access.
● Therapists are advised to avoid using the word “restriction.” Research shows that this
word tends to elicit a negative reaction from firearm-owners when attempting to
discuss safety enhancement strategies (e.g., Stanley et al., 2017). Rather, use
alternative words such as “safety.”
● When beginning the conversation about lethal means safety, it is important to orient
clients to the reasons why they are being asked to consider a change in firearm
storage practices. Emphasize that all clients are asked to engage in firearm lethal
means safety counseling even if they don’t currently have access to a firearm.
Firearms, especially when stored in an unsecured manner, can be a significant safety
risk. So for clients that own a firearm, an early lethal means safety counseling
session may increase their safety as well as the safety of those around them in a very
important way. For clients who don’t currently have access to a firearm, the
counseling session is an opportunity to learn content that may serve them in the
future.
● When beginning the conversation about firearm access and safety, therapists should
be prepared for some clients to express concerns related to their Second Amendment
rights. In response to this, the therapist should emphasize that the focus of these
handouts and worksheets are not in any way meant to obstruct their constitutional
right to bear arms. Rather, the focus here is 100% on safety. It may also be helpful
to emphasize that these interventions are meant to be done collaboratively with their

therapist and can often be constructed in a flexible manner. For example, it is
common for clients to develop a firearm safety storage plan for times of non-crisis as
a separate firearm storage plan for when patterns or risks associated with increasing
acuity reveal themselves.
●

Worksheet 1: Beginning the Conversation about Firearm Lethal Means Safety will
provide multiple opportunities for the therapist to validate reluctance to change
firearm-related behaviors. For many firearm owners, their firearms are connected
with an increased sense of safety, which may be particularly important especially for
individuals who may have been exposed to one or more traumatic events. For more
content regarding the importance of validation when completing Worksheet 1:
Beginning the Conversation about Firearm Lethal Means Safety, see the “Role of
Validation When Discussing Firearm Safety” section above.

Worksheet 2: Myths in the Way of Practicing Firearm Safety
When it comes to firearms, there are many myths that are likely to lead to unsafe firearmkeeping practices. On Worksheet 2: Challenging Myths in the Way of Practicing Firearm Safety,
we have listed several myths that participants may endorse when beginning to consider issues
related to their firearm-keeping behaviors. As is often done with other challenging myths
worksheets in DBT, we recommend that therapists have participants review each firearm-related
myth and circle the ones that they believe are true when they are in emotion mind, and put a
checkmark by the ones they agree with when they are in wise mind. As when reviewing myths
covered in similar worksheets in DBT, the therapist can then collaborate with the client in order
to offer challenges. To assist the therapist in providing psychoeducation where needed, below
are relevant research findings for each myth noted on Worksheet 2: Challenging Myths in the
Way of Practicing Firearm Safety.
1.

Myth: Firearm access is not related to suicide.
● Challenge: Anestis, Butterworth, and Houtsma (2018) discovered that most firearm
owners believe that there is no relationship between firearm access, storage, and
suicide. Furthermore, confidence in these beliefs was highest among participants
who took a more extreme stance. As described in detail in the background section of
the teaching notes, however, firearm access is associated with suicide death above
and beyond demographics, religiosity, depression, antidepressant use, substance use,
suicide ideation, and even prior suicidal behavior (Anestis & Houtsma, 2018; Miller,
Barber, White & Azrael, 2013; Miller, Lippman, Azrael, & Hemmenway, 2007;
Miller, Swanson, & Azrael, 2016; Miller, Warren, Hemenway, & Azrael, 2015;
Opoliner, Azrael, Barber, Fitzmaurice, & Miller, 2014).

2.

Myth: I need a firearm for self-defense.

● Challenge: Owning a firearm has been linked to higher risks of homicide, suicide,
and accidental death by firearm.
o It may be surprising for clients to learn that the number of incidents where someone
actually protects themselves with a firearm is rare. The National Crime
Victimization Survey found that firearms are used in self-defense in less than 1% of
crimes (Hemenway & Solnick, 2015).
o Carrying a firearm may actually escalate danger in the event of an assault: One
study found that the odds of an assault victim being shot were 4.5 times greater, and
the odds of being killed 4.2 times greater, if the victim carried a firearm (Branas et
al., 2009).
3.

Myth: Having a firearm in my home makes me and others in the home safer.
● Challenge: There is a large body of research showing that having a firearm in the
home significantly raises overall risk for everyone in the home.
o Owning a firearm has been linked to higher risks of homicide, suicide, and
accidental death by firearm. To illustrate this, research shows that for every one
time a firearm is used in self-defense in the home, there are 4 unintentional
shootings, 7 criminal assaults or homicides, and 11 attempted or completed
suicides, assaults or murders involving firearms in or around a home (Kellermann
et al., 1998).
o Firearms in the home pose a significant risk, especially to children. Many parents
are inclined to keep a firearm in the home in order to protect their families.
However, research shows that 43% of firearm owners with children in the home
keep at least one firearm unlocked.
o States with the highest prevalence of firearms had seven times the rate of
accidental firearm deaths as states with the lowest prevalence of firearms (Miller,
Azrael, & Hemenway, 2001).
o A disproportionately high number of women and children ages 5 to 14 die from
unintentional firearm deaths in states with higher firearm prevalence (Miller,
2002a; Miller, 2002b).
o Firearms are more likely to be used to threaten a family member at home than to
protect a family member against an intruder (Azrael & Hemenway, 2000).
4. Myth: Others in the home aren't at risk if I do a good job of hiding my firearm where
others won’t find it.
● Challenge: Children are curious. They also often have a knack for finding things that
we don’t intend them to find.
o A significant percentage of firearm-related deaths in the United States are what
are called “accidental deaths.” These kinds of deaths can occur in situations
where a minor finds a firearm that an adult thought was well hidden or out of
reach.

o One study showed that one third of 8-to-12-year-old boys who found an
unsecured handgun in their home pulled the trigger (Jackman, Farah,
Kellermann, & Simon, 2001).
o Each year thousands of children die or are treated for firearm-related injuries.
o Firearm-owning parents substantially underestimate their children’s knowledge
about firearms stored in the home. In a 2006 study, 75% of children knew the
location of the firearms stored in their household and more than a third had
handled a household firearm. Furthermore, their parents incorrectly reported
whether their children knew the location of the household firearm 39% of the
time, and whether their child had handled the firearm 22% of the time (Baxley
& Miller, 2006).
o Unintentional firearm fatalities are more likely to occur in states where firearm
owners are more likely to store firearms loaded. The highest rates of
unintentional firearm fatalities occurred in states where loaded firearms were
more likely to be stored unlocked (Miller, Azrael, Hemenway, & Vriniotis,
2005).
5. Myth: I’ll have enough time to secure my firearm(s) if I ever find myself in a crisis or
start to see that my safety is at risk.
● Challenge: Crises are hard to predict and often can be triggered by unexpected life
events or stressors that you don’t see coming. We also know that most crises are
brief and that the most likely time for people to engage in a target behavior is shortly
after the crisis arises.

Worksheet 3: Check the Facts About Firearms and Self-Defense
As is emphasized with other DBT Check the Facts worksheets, changing beliefs and assumptions
about firearm safety in order to fit the facts can help change emotional reactions and thus
facilitate behavioral change when prompting safe firearm-keeping behaviors. Validation with
regard to history (validation level 4) and assessment of potential for current threat are important
to when completing this worksheet. Important topics to discuss include:
1. Ask: Why does this belief make sense? Where did you learn that having a firearm
makes you safer?
● Explain to participants that beliefs about firearms and self-defense may come from
many places including but not limited to direct experience where they were
threatened or where violence was perpetrated upon them, cultural or familial beliefs
that were directly or indirectly communicated to them, models that they have
observed through direct experience or society at large, etc. It will be important for
the therapist to validate the origins of their beliefs in the context of their prior
experiences (validation level 4) and current circumstances (validation level 5).

2. Ask: What are your thoughts and assumptions regarding having a firearm and its
ability to increase your overall sense of safety?
● Elicit from participants assumptions they may be making regarding a firearm’s ability
to actually enhance their safety.
3. Ask: Are you assuming threat? If so, is this threat based on fact or feeling?
● Engage clients in guided discovery using basic cognitive therapy strategies. Examples
can include asking clients to consider evidence for this belief as well as evidence against
the belief. Can also ask if they are jumping to conclusions or confusing a low probability
event with a likely event.
4. Ask: If this threat were to arise, what other ways could you keep yourself and loved
ones safe?
● Discuss the specific threats that are a concern for the client. Find out what other means
of protection they would consider, such as self-defense sprays (if legal in the client’s
state), flood lights, an alarm system, taser, a dog, etc.
5. Ask: Do your beliefs regarding firearms and self-defense fit the facts?
● There is a large body of research showing that having a firearm in the home
significantly raises overall risk for everyone in the home. Owning a firearm has been
linked to higher risks of homicide, suicide, and accidental death by firearm
6. Ask: What are the probabilities of a suicide attempt versus risk of home invasion or
out-of-home attack in the near term?
● Again, the risk of a violent home invasion is very small for most people and is
dwarfed by the far greater risk of suicide if a person prone to mood-dependent
behavior has a firearm close at hand). Evidence suggests that the number of incidents
where someone actually protects themselves with a firearm is rare.
● Furthermore, research suggests that firearms are used to threaten at least as often, if
not more, than they are actually used in self-defense. (Azrael & Hemenway, 2000).
7. Ask: What are you willing to do to keep yourself safe from suicide?
● While dangers in the world do exist, the risk of suicide is significantly higher for an
individual with a history of self-harm and/or suicidal ideation and access to a firearm.
At this point in the worksheet, it is recommended that the therapist illustrate how
efforts to keep themselves safe through carrying an unsecured firearm raises their
level of danger exponentially. Begin to explore steps they are willing to take to keep
themselves safe.

● If the client endorses a high probability of danger that appears factually supported
(e.g. in a relationship where domestic violence is occurring or high frequencies of
community violence have been experienced) the clinician should emphasize
collaboratively developing a safety plan (e.g. packing a “go bag,” gathering
resources, keeping a list of emergency services and contacts).
8. Ask: If you live with family, friends or loved ones, what are you willing to do to keep
them safe from firearm related injury, suicide attempt, or death?
● Among households with children and firearms, only 3 in 10 firearm owners store all
firearms in the safest manner which is locked and unloaded (Azrael, Cohen, Salhi, &
Miller, 2018).
● Firearm-owning parents substantially underestimate their children’s knowledge about
firearms stored in the home. In a 2006 study, 75% of children knew the location of
the firearms stored in their household and more than a third had handled a household
firearm. Furthermore, their parents incorrectly reported whether their children knew
the location of the household firearm 39% of the time and whether their child had
handled the firearm 22% of the time (Baxley & Miller, 2006).
● Unintentional firearm fatalities are more likely to occur in states where firearm
owners are more likely to store firearms loaded. The highest rates of unintentional
firearm fatalities occurred in states where loaded firearms were more likely to be
stored unlocked (Miller, Azrael, Hemenway, & Vriniotis, 2005).
Worksheet 4: Pros and Cons for Increasing Firearm Safety
Part I: Values
● Inspired by Emotion Regulation worksheets seven and eight in the second edition of
Marsha Linehan’s DBT Skills Training Manual (2015), the first goal of this worksheet is
to help clients identify their values. As Linehan (2015) describes, the goals of values
clarification is to help clients first identify their values so that they can then make choices
in which they live lives that are aligned with their values.
● Clients are first asked to identify what some of their values are and/or what they envision
in a life worth living. These questions are aimed at helping clients elicit who or what
they value and then examine how increasing safe firearm storage may be associated with
their values.
For example:
I value

family

How is increasing firearm safety
associated with my value?

Securing my firearm may mean my
children are less at risk for seriously
hurting themselves or someone else.

● In the above example, the client shares how securing a firearm may mean their children
are less at risk for serious injury. The aim is to help clients consider how their
choices/behaviors related to firearm storage may affect their values.
● It is important to support clients and assist them in identifying their values by
encouraging them to exercise wise mind and a nonjudgmental stance while they attempt
to identify their values. For example, encouraging clients to identify values whether their
values are associated with characteristics such as honesty or hard work or even future
goals, objects, people, or pets. The section is open ended in hopes to be inclusive to
diverse values.
Part II: Pros and Cons
● This second part of the worksheet asks clients to make a pros and cons list of both
working to reduce access to firearms and not working to reduce access to firearms. After
completing Part I, the hope is that clients will be mindful of their values and life worth
living while creating these pros and cons lists.
● A “check the facts” section with a few questions to support clients in being mindful of
their values was inserted in this section. If needed, go back to Part I and review the
values they have identified.
● Part II also contains a short assessment of whether the client was willing to practice
firearm safety. Ask the client whether they are willing improving their firearm safe
storage practices both before and after completing their pros cons list.
Part III: Checking with Wise Mind
● The final section of the Pros and Cons worksheet entails a series of assessment questions
beginning with asking clients to note what they decided to do given their pros and cons
analysis. Based on what they decided to do, the worksheet then prompts them to evaluate
what state of mind this decision corresponds with (e.g. Emotion, Reasonable or Wise
Mind).
● Lastly, if clients identify that their decision ultimately aligns with their Wise Mind, they
are asked to describe how their decision aligns with their wise mind values. Clients can
use Part I of this worksheet to assist them in completing this last question.

Worksheet 5: Wise Mind Firearm Storage Plan
Part I: Wise Mind
● The goal of this worksheet is to give the therapist and client an opportunity to
collaboratively develop a concrete safety plan that emphasizes safe firearm storage
practices. First, it is important to help clients identify how the three states of mind
may influence their decisions regarding firearm storage behaviors. In Part I clients
are asked to identify what their reasonable mind, emotion mind, and wise mind may
say when they consider taking steps to improve their firearm storage behaviors. In
this section, if needed, you may refer back to previous module content in order to

explore how their 3 states of mind are impacted by decisions regarding firearm
storage.
Part II: Life Worth Living and Wise Mind
● It is also important for clients to recall their life worth living and to draw upon their
values in an effort to move towards a wise mind firearm storage plan. Further, this
section prompts clients to be mindful of their life worth living- and to consider their
goals and interpersonal relationships in an effort to help them commit to safe firearm
storage behaviors.
○ Aid clients in identifying goals associated with their life worth living followed
by people associated with their life worth living. Next, aid them in identifying
what values are tied to these goals and people.
● Next, ask clients to consider how leaving your firearm(s) unsecured may compromise
their life worth living goals. If they are having difficulty completing this section, help
them to mindfully review DBT Firearm Lethal Means Safety Counseling Worksheet
4: Pros and Cons for Increasing Firearm Safety, then return to this section.
● Lastly, ask clients to consider how leaving your firearm(s) unsecured may
compromise the important relationships in their life. If they are having difficulty
completing this section, help them to mindfully review DBT Firearm Lethal Means
Safety Counseling Worksheet 4: Pros and Cons for Increasing Firearm Safety, then
return to this section.
Part III: Wise Mind Firearm Storage Plan
Refer to DBT Firearm Lethal Means Safety Counseling Handouts 1 & 2 to help the client
complete the section titled, “Wise Mind Firearm Storage Plan”
● In this section, aid clients in mindfully exploring the following questions. Encourage
the clients to take a willing stance as these questions are explored:
○ What steps are you willing to take in order to immediately increase your
safety and/or the safety of those around you?
○ What support people can you DEAR MAN to help with your wise mind
firearm storage plan?
○ What cues can you use to serve as a reminder of your values and the people
that are important to you noted in Part I and how can these cues be
implemented in your wise mind firearm storage plan (e.g., taping a picture of
a beloved pet on your gun safe)?
● Next, ask the clients to write down a wise mind firearm storage plan they are willing
to commit to. Ask the client to indicate a specific date by when they are willing to
engage in this plan.
Coping Ahead

● Next, help the client use the strategy of cope ahead by identifying what barriers may
get in the way of following through with their wise mind firearm storage plan. Assess
for any potential emotions, thoughts, urges or behaviors that could result in the client
finding themselves becoming derailed from their commitment.
● Finally, help the client identify what specific DBT skills they can use in order to
follow through with their wise mind firearm storage plan. It is likely that a number of
DBT skills (e.g. wise mind, willingness, radical acceptance, opposite to emotion
action, DEAR MAN, just to name a few) could be applicable to helping the client
enact their wise mind firearm storage plan. If clinically indicated, in session rehearsal
of some of these skills as they might apply to carrying out their wise mind firearm
storage plan may be beneficial.
Additional Resources
•

The Consortium for Risk-Based Firearm Policy: https://efsgv.org/consortium-riskbased-firearm-policy/about/

•

Rocky Mountain MIRECC: www.mirecc.va.gov/lethalmeanssafety

•

Means Matter: www.meansmatter.org

•

CALM-Online: training.sprc.org

•

UC Davis Health: https://health.ucdavis.edu/what-you-can-do/

•

Lock to Live: http://lock2live.org/

•

The National Center for Veterans Studies: https://www.youtube.com/watch?v=GSo1np_LUY&t=3s

•

The Educational Fund to Stop Gun Violence: https://efsgv.org/

•

The Giffords Law Center: https://lawcenter.giffords.org/

•

Educational Fund to Stop Gun Violence: https://preventfirearmsuicide.efsg.org

•

American Foundation for Suicide Prevention (AFSP) “Project 2025: Firearms”:
https://project2025.afsp.org/

In addition to the online resources noted above, firearm retailers are beginning to partner with
suicide prevention programs nationally in order to promote lethal means safety among at-risk
customers. Also, some states are beginning to provide firearm storage maps to alert the public to
safe options for temporary, voluntary storage. To learn more about these developments, you can
visit:

•

New Hampshire Firearm Safety Coalition’s Gun Shop Project: www.nhfsc.org

•

The Colorado Firearm Safety Coalition:

•

Harborview Injury Prevention & Research Center: http://depts.washington.edu/hiprc/
firearm-storage-wa/

https://coloradofirearmsafetycoalition.org/
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