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Think. Pair. 
Share.

• How are doing at this point in the semester?



Case Study



Quick Review



What is 
anxiety?





Assessing  For Anxiety 
Disorders

• Examine 
• Physiological response
• Overwhelmed by concerns of harm 

(cognitive)
• Lack of logical reasoning in 

reducing anxiety
•Maladaptive coping strategies
• The Panic Attack
• Definitions and consequences
• Out of the blue
• Out of proportion
• Avoidance



Some Anxiety 
Disorders 

Panic Disorder

Agoraphobia

Generalized Anxiety Disorder

Social Phobia

Specific Phobia

Obsessive-Compulsive Disorder



Εexample: 
GAD Page 208 in the DSM



How is 
anxiety 

treated?

Psychodynamic 
perspectives

Cognitive perspectives

Biological perspectives

Systems perspectives



Anxiolytic Medications 

8 million+ prescriptions written 
every year, mostly by internists

SSRIs

Benzodiazepines



Diagnostic Application



Small Group Reflection

1) How will you differentiate between developmentally normative fear 
versus anxiety that is excessive or persisting beyond developmentally 
appropriate periods?
2) How do you take cultural context into consideration when determining 
what is out of proportion?
3) How might an individual's social identity play a role in their fear and how 
might that impact how you determine what is out of proportion?
4) What disorder-specific scales have you used or know are available to 
better characterize the severity of each anxiety disorder and to capture the 
change in severity over time?
5) What limitations do you see in this section related to the DSM or ICD?



Major risk factors for suicide include:

• Age (teenager and being over 45) /Sex (men) /Gender Identity 
• Prior suicide attempt(s)
• Misuse and abuse of alcohol or other drugs
• Mental disorders, particularly depression and other mood disorders
• Access to lethal means
• Knowing someone who died by suicide, particularly a family member
• Social isolation
• Situational Stress that cannot be changed
• Chronic disease and disability
• Lack of access to behavioral health care

*This list is not exhaustiveShea, 2017

Dynamic risk factors: mental illness (depression, substance abuse, psychosis, Bipolar Mood 
Disorder), medical illness, social isolation, bereavement, recent financial losses, 
homelessness

Imminent intent, available means, hopelessness



SUICIDE AS A 
TRAUMATIC 
EVENT

• Exposure to suicide as 
a traumatic event can 
lead to PTSD

• Risk Factors: witnessing 
the suicide, feeling 
connected to the 
person who dies, 
having a history of 
psychiatric illness

• Traumatic Grief



*This list is not exhaustive



Shea, 2017

Protective Factors 

*This list is not exhaustive



Shea, 2017



Shea, 2017



ASK ABOUT 
SUICIDE

• Directly ask the client if they have 
thoughts of suicide, plan, intent, 
means,

• Ask about the client’s history of suicide 
(single most reliable predictor

• Family history of suicide
• How does your agency handle actively 

suicidal clients?



THOUGHTS OF 
SUICIDE

• More people think about suicide than actually do it

• If clients have thoughts of suicide:
• When do they have these thoughts? 
• How frequent? 
• Are the thoughts increasing? 
• How comfortable are they with the 

thoughts?
• Prior attempts?
• Plan? Means?
• Can the client carry out the plan? 
• What will happen as a result of the 

suicide ? 



Suicide assessment

22

 “SLAPP”
 Specifics
 Lethality
 Availability
 Proximity to others
 Plan



TREATMENT

• Safety is the number one 
priority

• Focus on the problems that 
the person is perceiving 
suicide as a solution for

• Focus on positive coping 
skills

• Acknowledge the struggle, 
pain, and loss

• Develop a plan that includes 
exploring social supports 
and crisis numbers



Case example: In Sook
• What risk factors or warning signs do you see?
• What protective factors are at play?
• Is she at significant risk for suicide?
• What questions would you ask to further assess 

her suicidality?
• Would you ensure she had an emergency 

evaluation (in PA I believe either a 201 for 
voluntary hospitalization or a 302 for 
involuntary hold but please discuss with your 
field supervisor)? Why or why not? What would 
you need to feel confident in not seeking an 
immediate evaluation?



Group Reflection

Ethical Considerations: How 
can clinicians balance patient 
confidentiality with the duty to 
prevent harm, especially when 
dealing with suicidal ideation?

Policy and Resources: What 
improvements could be made 
to current mental health 
policies and resources to 
address better the needs of 
individuals struggling with 
anxiety and suicidal thoughts?



End of class exercise



Questions?

Comments?


