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Abstract

Suicide is complex, with psychiatric, cultural, and socioeconomic roots. Though mental illnesses like depression
contribute to risk for suicide, access to lethal means such as firearms is considered a key risk factor for suicide, and
half of suicides in the USA are by firearm. When a person at risk of suicide has access to firearms, clinicians have a
range of options for intervention. Depending on the patient, the situation, and the access to firearms, counseling on
storage practices, temporary transfer of firearms, or further intervention may be appropriate. In the USA, ownership
of and access to firearms are common and discussing added risk of access to firearms for those at risk of suicide is not
universally practiced. Given the burden of suicide (particularly by firearm) in the USA, the prevalence of firearm access,
and the lethality of suicide attempts with firearms, we present the existing evidence on the burden of firearm suicide
and what clinicians can do to reduce their patients’risk. Specifically, we review firearm ownership in the USA, firearm
injury epidemiology, risk factors for firearm-related harm, and available interventions to reduce patients'risk of firearm
injury and death.

Keywords: Firearm violence, Clinical interventions, Firearm storage, Firearm suicide, Prevention, Lethal means safety,

Lethal means counseling

Introduction

Suicide is a complex problem with psychiatric, socioeco-
nomic and cultural roots and thus cannot be eliminated
with one single solution. In light of high rates of fire-
arm suicide in the USA, the high prevalence of house-
hold firearm ownership, and the importance of reducing
access to the lethal means for suicide prevention, we
review what is known about firearm ownership, firearm
suicide epidemiology, and a range of clinical interven-
tions available to better equip clinicians to reduce their
patients’ risk of firearm suicide [1, 2]. We then provide a
clinical example to illustrate the application of key points
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on clinician counseling to reduce access to firearms for
suicidal persons.

Background

Firearms are used in 5% of suicide attempts but account
for half of suicide deaths because they are the most lethal
means: 90% of suicide attempts with firearms result in
death (compared to 53% for hanging USA) [3]. Further,
the majority of suicide attempts are impulsive, with lit-
tle time passing between the decision to attempt and
the attempt itself [4]. The odds of dying by suicide are
more than 3 times higher for those with access to fire-
arms compared to those without access [5]. Assessing
a suicidal patient’s firearm access and working with the
patient, loved ones, and other trusted partners to reduce
access during a period of heightened risk may help
reduce the chance of fatality [6, 7]. When collaboration
with the patient is not possible, emergency or involuntary
interventions may be necessary. A basic understanding
of who owns firearms and who dies by firearm suicide in
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the USA may help clinicians take informed and respect-
ful steps towards lethal means reduction for suicidal
patients.

Firearm ownership in the USA

Firearm ownership is common in the USA: one in three
households has a gun. Gun owners come from diverse
backgrounds and geographic areas and have varied rea-
sons for owning firearms [8]. There are between 300 and
400 million civilian-owned firearms in the USA [8, 9].
Although that roughly equates to an average of one fire-
arm for every US adult, the distribution of firearms varies
substantially, both demographically and geographically.
An estimated 22% of American adults own firearms,
and another 13 % live in homes with firearms but are not
owners themselves [8]. Firearm ownership has become
more concentrated in recent decades: in 1994, 25% of
Americans were firearm owners and collectively owned
192 million firearms, but now fewer Americans own fire-
arms and each owner owns more firearms [8]. Just over
half of the current civilian stock of firearms are long guns
(i.e., shotguns or rifles) and 42 % are handguns (i.e., pis-
tols, revolvers, or other handguns) [8].

In the USA, older, white males have the highest rates
of firearm ownership. Owners disproportionately live in
non-urban and southern regions of the USA [8]. Rates of
firearm ownership among American veterans are higher
than for the general public for both males and females.
Nearly half of male veterans (47 %) and one-quarter of
female veterans own firearms, compared with 32% of
males and 12 % of females in the general population [10].

There is variation in the characteristics of firearm own-
ers and ownership-related practices, including types of
firearms owned, reasons for ownership, means of acquisi-
tion, and storage practices. About half (48 %) of firearm
owners own 1 or 2 firearms, but 8% of owners own 10
or more firearms [8]. In the USA, self-protection is most
often cited as a major reason for firearm ownership:
about two-thirds of owners say they own a firearm to
protect themselves. Fewer report hunting (approximately
40%), sport shooting (approximately 30%), and other
reasons (e.g., collections, inheritance, owning for work)
[8, 11]. These differences can and should inform suicide
and injury prevention campaigns, safe firearm storage
interventions, and targeted public health policy [12].

Firearm storage practices also vary widely, in part due
to type(s) of firearm(s) owned and reasons for ownership.
Nearly one-third of firearm owners report storing at least
one gun loaded and unlocked—the least secure method
of storage—and one-quarter report the most secure
storage practice, i.e., keeping all guns locked up and
unloaded [13]. Despite widespread promotion of keeping
guns locked up and unloaded in homes with children, an
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estimated 4.6 million children in the USA live in a home
with at least one loaded and unlocked firearm [14]. Hav-
ing a firearm in the home, regardless of storage method,
increases household members risk of suicide and homi-
cide [5]. Evidence suggests that keeping firearms loaded
and not locked up is associated with increased risk of sui-
cide, unintentional injury, and use of firearms by children
in the home [15-18]. Further studies on the association
between firearm storage practices and injury outcomes
among all populations are needed.

Keeping firearms unloaded and locked up so that they
are inaccessible to those who should not have access has
been endorsed broadly for prevention of firearm-related
harm. Many firearm owners (58 %) believe that having
a firearm at home makes their home safer, despite evi-
dence to the contrary [5, 19, 20]. Owners who believe a
gun makes their home safer are more likely to store their
firearms in the least secure manner (i.e., loaded and not
locked up) [19].

An estimated 1 million Americans become new gun
owners every year, and research suggests a substantially
larger increase during the COVID-19 pandemic [21, 22].
Newer owners tend to be younger, live with younger
children, identify as liberal, and more often report per-
sonal protection as their reason for acquiring a gun [21].
They may be less experienced in safe handling and stor-
age practices. As both ownership and risk are dynamic,
repeated assessment of risk for harm and of access to
firearms when someone is at increased risk may be
important for reducing injuries.

Firearms are readily available to Americans, whether
or not they have them in their own home. The USA has
1.21 civilian-owned guns per capita, more than twice that
of next-ranking Yemen (0.53 guns per capita). The USA
number of guns per capita is six times the average rate of
other OECD nations [9]. Regardless of whether they live
in a home with them, many American adults have had
exposure to firearms: 72% have shot gun(s), two-thirds
have lived in homes with gun(s) at some point, and nearly
half grew up in households with gun(s) [11].

US firearm suicide epidemiology

Firearm suicide is a major public health issue in the USA.
In 2019, 39,707 people in the USA died from firearms,
60% (23,941) of them from suicide [23]. Suicide by any
method was among the top eight causes of death for
Americans 10-64 years of age and the second-leading
cause for those ages 10-34 [23]. In 2019, half of suicides
nationwide involved firearms [23]. Though public mass
shootings receive much media and public attention,
deaths from mass shootings account for less than 1% of
all deaths from firearms [23, 24].
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The US population firearm suicide rate has increased
24.% in the last two decades [23]. Teen suicide rates have
increased more than those for any other age group in the
last decade, with especially increasing rates among Black
teens [23, 25, 26].

Some demographic groups in the USA experience
disproportionately high rates of firearm suicide, espe-
cially middle-aged and older white men. The age-related
increase in risk of firearm suicide for white males is par-
ticularly evident among those over age 70 [23]. In contrast
to white males, rates of firearm suicide for Black and His-
panic males peak around age 20 and then largely decrease
with age. Rates of firearm suicide for white males exceed
those for black and Hispanic males throughout the lifes-
pan. The same is true for females: rates for whites exceed
those for Black and Hispanic females throughout the
lifespan. For the age group in which white females have
the highest firearm suicide rate (ages 50 and 54), the male
rate is nearly five times as high.

The USA has uniquely high rates of firearm suicide:
eight times the aggregate rate of other high-income coun-
tries [27]. This is not because Americans are more sui-
cidal; the US total suicide rate (suicides by all methods) is
comparable to rates in other high-income countries. Just
5% of suicides in the countries of comparison were by
firearm, and half of US suicides were by firearm. Research
suggests that prevalence of firearms affects suicide rates
and that in areas where more firearms are available, fire-
arm suicide and total suicide rates are increased [28-30].
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US firearm suicide rates vary dramatically across states,
ranging from 1.7 to 19.2 per 100,000 residents in New
Jersey and Wyoming, respectively (Fig. 1). In rural areas,
rates of firearm suicide rates far outpace those of firearm
homicides. Suicide rates are especially high in the inter-
mountain states, the Ozarks, Appalachia, and Alaska
[23].

According to emergency department data, over 85,000
non-fatal firearm injuries occur in the USA each year
[31]. These data suggest that half are unintentional inju-
ries and the remainder are primarily assault-related
(41%). 3% are from suicide attempt, as the vast majority
of suicide attempts with firearms result in fatality [31].
There is some concern, however, about the possibility
of mis-classifications of intent in this data (specifically,
over-classification of unintentional injuries and under-
classification of assault-related injuries) [32].

People who are not firearm owners nor victims of fire-
arm violence themselves also experience firearm-related
harm. 44% of Americans know someone who has been
shot [11]. Research has found a link between youth expo-
sure to firearm injury (suicide, assault, and mass shoot-
ings) and high rates of future injury and post-traumatic
stress symptoms [33]. Other long-term physical, finan-
cial, social, and psychological effects of firearm injury
and death exist for victims, families and friends, and
communities [34].

Rate per 100,000 people

M 10.58 - 19.19
i 8.70 - 10.58
[16.78 - 8.70
[01.71 -6.78

Fig. 1 Age-Adjusted Firearm Suicide Rates by US State, 2019. Data from CDC WISQARS [23].
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In clinical practice

The clinical approach for helping to reduce access to
firearms for patients who are suicidal can be risk based,
individualized, respectful, and rooted in the principles
of harm reduction. The appropriate intervention will
depend on the risk factors present, the level of risk, the
person’s ability to collaborate to reduce access, and the
nature of the suicidal person’s access to firearms (e.g.,
personal ownership vs. access to someone else’s firearms).

Risk factors for firearm suicide

Individual-level risk factors for firearm suicide include
alcohol and substance misuse, dementia or other cog-
nitive impairment, prior suicide attempt, chronic pain,
and serious and poorly controlled mental illness [3, 4,
35-44]. As many as 10% of American adults self-report
both patterns of impulsive, angry behaviors and access to
firearms [45]. Additionally, research has found a relation-
ship between ownership and prevalence of risky drinking
behaviors, such as binge drinking and of driving under
the influence, and suggests that firearm owners who mis-
use alcohol may be at even greater risk of firearm vio-
lence or suicide [46].

Risk of suicide for heavy alcohol consumers is as much
as five times that of social drinkers [47]. Forty percent
of patients who seek treatment for alcohol dependence
report at least one prior suicide attempt [48]. A 2013
national study found that one-third of those who died
by suicide tested positive for alcohol and that those who
used firearms were more likely to be intoxicated at time
of the act compared to those who used other, less lethal
methods [39].

Firearm access poses risk for people with demen-
tia: in the USA, 60% of persons with dementia live in a
home with a firearm, and firearms are the most common
means of suicide among persons with dementia [49, 50].
Research has found that risk of suicide may be espe-
cially elevated in the period after an older adult receives
a dementia or mild cognitive impairment diagnosis [43].
Talking with caregivers of patients with dementia about
the risk of firearms remains rare [51], and experts suggest
that conversations about firearms and dementia should
parallel those about driving and dementia [52].

Mental illness also plays a substantial role in self-harm
and suicide. Research suggests that depression, bipolar
disorder, and other psychiatric conditions are associ-
ated with 45-90% of suicides by any means in the USA
[53-55]. The range of estimates is wide because research
variably uses data from pre-existing records or from
psychological autopsies (which pose methodological
challenges).
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Veterans may be especially at risk of firearm suicide,
as they have high rates of firearm ownership, may not
store all firearms securely, and disproportionately expe-
rience suicidal thoughts compared to non-veterans [56,
57]. Factors besides mental illness contribute to their
risk. Among a large cohort of veteran suicide decedents,
45% had no mental health or substance use diagnosis,
and those without such diagnosis were significantly more
likely to die by firearm suicide than by other means [58].
Efforts to raise awareness of risk, discuss the importance
of suicide risk assessment regardless of the presence of a
diagnosis, create guidance for acceptable counseling on
reducing access to firearms for those at risk of self-harm,
and increase access to mental health services are under-
way at the VA [59], and additional work is needed to
address firearm suicide specifically among veterans [60].

Regardless of demographic or individual risk factors,
patients who make threats of suicide or who have suicidal
ideation, including patients whose suicidal ideation may
not be acute, but instead is intermittent, situational, or
chronic, are at increased risk of death if they have access
to a firearm [5, 30, 61]. Limited evidence suggests that
adolescents who die by firearm suicide are significantly
more likely to live in homes with firearms and that fire-
arms used for adolescent suicides are most often owned
by parents [62, 63]. As access to a firearm increases the
risk of suicide by more than three times, clinician eval-
uation of any suicidal patient should involve a careful
assessment of their access to firearms [5].

Risk identification and clinical intervention

After a clinician has evaluated risk and determined that
firearm access is clinically relevant, it is recommended
they plan a tailored conversation about why firearm
access is important and what can be done if the patient
does have access [2, 64]. When asking questions about
firearms in the home, it is important to use neutral, non-
judgmental language and relate the conversation clearly
to the health and safety of the patient and others in the
home [65]. Using phrasing that normalizes talking about
access to firearms and puts the conversation in the con-
text of risk may be most effective. Experts suggest that
assuming a patient at risk has a gun (rather than leading
the conversation by asking about gun ownership directly)
may help a clinician to make clear that they respect the
patient’s decision to own firearms [66], though evidence
on best practices is lacking.

The clinician’s overall goal should be to reduce access
to firearms for the person at increased risk, usually by
counseling on firearm storage practices or temporary
transfers of firearms that render firearms inaccessible
to those at risk. The principles of harm reduction apply
here; the goal is not necessarily to stop the behavior but
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to mitigate the associated risks. Any steps in that direc-
tion are progress [67]. Knowing the types of firearms in
the home and reasons for ownership may help clinicians
make appropriate recommendations, but this knowledge
is not necessary in order to counsel on firearm storage
and reduce risk. Clinicians can present storage options
that are amenable to owners of different types of firearms
and those who own for different reasons without engag-
ing in detailed discussions on reasons for ownership.

Considerations for conversations about firearm access

A basic understanding of the different types of guns, the
reasons for ownership and use, and various methods of
storage will help clinicians have effective and collabora-
tive conversations about reducing access to firearms to
reduce suicide risk. Knowing who in the household owns
the gun(s), to best understand who has and makes deci-
sions about firearm access and storage, may be helpful for
recommending the most appropriate interventions.

When engaging in clinical counseling for firearm injury
prevention, clinicians can consider that many Americans
value firearm ownership and such ownership may be
part of a patient’s identity [65, 68, 69]. Messaging should
therefore acknowledge and respect the role firearms can
play in people’s identities and acknowledge that many
firearm owners take firearm injury prevention, safety, and
responsible firearm storage seriously [65, 66]. Conversa-
tions about firearm access may be perceived as political,
but politics has no place in these conversations [70]. If
politics comes up, the clinician should redirect the con-
versation to reinforce the shared goal of reducing access
for those at risk. Research suggests that clinicians are not
the most acceptable messengers of firearm storage infor-
mation [71, 72].

Nonetheless, patients are generally receptive to
provider-initiated conversations about firearms and
clinicians are trained for and accustomed to having con-
versations with patients about safety and risks in the
home. A majority of American adults find such conversa-
tions appropriate “in general,” including 54 % of firearm
owners [73]. Acceptability of these conversations may
increase when a patient has access to a firearm and some-
one in the home is at increased risk of firearm injury,
such as a person with suicidal ideation or a child or teen
[74]. Just 8% of American adults living in homes with
firearms, however, have ever had a clinician initiate a
conversation about firearms [75]. Research suggests that
veterans, who more often own firearms and more often
have risk factors for suicide, are also supportive of health
care interventions to reduce access to firearms in times of
acute risk for self-harm [76].

Medical and mental health care providers are allowed
to discuss firearms with patients; no state or federal
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statutes prevent these discussions when access to fire-
arms is relevant to the health of the patient or to some-
one else [1]. Although a 2011 Florida statute attempted
to restrict provider conversations about firearms with
patients unless the physician felt, in good faith, the con-
versation was relevant to someone’s health, it was struck
down in court in 2017 for restricting health care provid-
ers’ First Amendment rights [1].

Lethal means safety

Limiting access to lethal methods of attempt, including
firearms, may be a promising intervention for preventing
suicide. There is evidence that population-level interven-
tions that reduce suicidal individuals” access to the most
lethal means of suicide reduces suicides [77]. Healthcare
providers can play an important role in lethal means
reduction. Suicidal crises can be difficult to predict and
can become serious quickly. Research with survivors of
suicide attempts suggests the decision to end one’s life
is often impulsive: as many as 70% of people who made
near-lethal attempts made the decision to attempt in less
than one hour, and 24 % made the decision to attempt in
less than five minutes [78]. Though prior suicide attempt
is a significant risk factor for future suicide, most survi-
vors of suicide attempts do not go on to die by suicide
[4]. If a clinician can help get someone through the acute
suicidal crisis and a lethal attempt can be prevented, a life
may be saved.

For patients at risk, there is a range of lethal means
safety for prevention of firearm suicide. Generally, this
includes two counseling and two emergency clinical
interventions: counseling on firearm storage, counseling
on temporary firearm transfers, mental health holds, and
extreme risk protection orders (ERPOs).

Evidence suggests that counseling on firearm storage
can influence firearm storage practices [79]. Secure stor-
age that removes access to firearms for those at risk is
critical for suicide prevention and in some cases may be
accomplished by storing firearms unloaded and locked
up using a locking device, such as a cable lock or gun safe.

Clinicians should consider, however, that reasons for
ownership may affect willingness to store guns locked up
and unloaded. For example, if a patient living with an at-
risk person owns a gun for self-protection and feels the
need to have immediate access, the recommendation that
all firearms are stored unloaded, locked up, and separate
from ammunition may be unacceptable. Taking a harm
reduction approach, the clinician could recommend a
solution that would allow quick access to the firearm but
removes access to the person at risk, such as a biometric
lockbox (e.g., one that uses fingerprint technology) that
opens instantaneously and only for authorized persons.
A collaborative approach that explores the options a
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patient finds acceptable may be most effective for reduc-
ing access for those at risk.

If a gun owner themselves is at increased risk, rather
than someone in the home who does not personally own
firearms (and therefore control how firearms are stored),
reducing access to lethal means without removing fire-
arms from the home is more difficult. In such cases,
rather than promoting use of locking devices and keep-
ing firearms unloaded, appropriate options may include
changing codes or keys to storage devices and giving
access only to trusted family or friends and removing the
firing pin(s) or otherwise disassembling the firearm(s) to
render them temporarily unusable, increasing the time it
would take to use them in a suicide attempt [80].

Storing firearm(s) out of the home is the preferred
method for reducing access to firearms for the duration
of a crisis [77]. Options for voluntary, temporary firearm
transfer vary locally and by state and may include tem-
porarily transferring firearms to a trusted individual like
a friend or family member living outside the at-risk per-
son’s household; storing firearms at a gun shop or range
or with local law enforcement; or selling the firearm(s).
Firearm owners or caregivers may prefer solutions
that involve family members or gun shops/ranges over
options for temporary storage than those involving law
enforcement agencies [81]. When discussing temporary
transfer, using the words “temporary” and “voluntary”
may help. “Temporary” emphasizes that such transfers
are not permanent and also serves as a reminder of the
often temporary nature of suicidal crises; “voluntary”
may help the patient retain a sense of agency [65]. As
with keeping firearms stored locked up and unloaded,
consider that willingness to temporarily transfer firearms
may be affected by the perception that doing so would
make the home more vulnerable to outside threats [82].
Clinicians should be prepared to discuss balancing risk-
reducing storage strategies with perceived decreases in
feelings of personal safety for patients who own firearms
for self-protection.

Resources for patients and patients’ families detailing
options for storage outside the home exist but are incon-
sistently available. In a growing number of states, includ-
ing Colorado, Maryland and Washington, researchers
have developed Gun Storage Maps, where community
members can find local options for voluntary, temporary
firearm storage with retailers, ranges, and law enforce-
ment agencies [83, 84]. Creators of the Maryland map
have published details on the process and barriers to cre-
ating such a tool [85].

In some states, legal considerations for temporary
transfers may warrant exploration. For example, in some
places, temporary transfer of firearms is not permit-
ted unless a background check is performed and the
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temporary recipient of the firearm is deemed legally able
to possess firearms. These practices are in flux, however.
For example, in California, strict temporary transfer poli-
cies were relaxed in January 2020 to allow immediate
family members to temporarily receive and hold firearms
without a background check if for the express purpose
of prevention of self-harm, with some restrictions [86].
Policy on criteria for returning firearms is lacking, espe-
cially issues of who decides when someone who has gone
through a crisis should have firearms returned to them
and who is liable should a bad outcome take place [87].

Emergency intervention

In some situations, an involuntary mental health hold
may be an appropriate intervention for patients at acute
risk of suicide or violence. Most states allow a person
who poses a danger to themselves or someone else to
be detained involuntarily for the purpose of psychiat-
ric evaluation. Depending on the state, such a hold can
be initiated by law enforcement, mental health profes-
sionals, physicians or family members [88]. While these
holds may be an effective way to remove a person from
an acutely threatening or dangerous situation, they do
not guarantee that the person will receive treatment that
eventually reduces their risk, nor that they will result in a
prohibition on purchasing or owning a firearm upon hold
expiration or in the future. Federal law prohibits people
who have been “committed to a mental institution” from
firearm ownership, but that criterion is not met until the
civil commitment hearing, which can happen up to a few
weeks into a psychiatric hospitalization [89].

For people who are at risk of suicide or other violence
but do not meet involuntary commitment criteria and
are not willing to temporarily relinquish their firearms,
a growing number of states are passing and implement-
ing risk-based firearm removal laws such as extreme risk
protection orders (ERPOs), commonly referred to as “red
flag laws” Generally, ERPOs provide an individualized
tool for temporary removal of firearm(s) and prohibition
on purchase for individuals who pose a risk to self or oth-
ers but who have not committed an offense prohibiting
them from possession or purchase and for whom other
interventions for risk reduction have been exhausted or
are not appropriate. In Connecticut, such a law has been
shown to be effective for suicide prevention, with an esti-
mated one suicide prevented for every 10-20 firearm
removal actions [90, 91]. In many states, law enforce-
ment, family, and household members can petition
for ERPOs. As of writing, 19 states and the District of
Columbia have such emergency risk reduction policies.

In a few states (MD, CT, HI), clinicians can directly
petition for ERPOs but elsewhere, a clinician may provide
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evidence of dangerousness to a petitioner. Experts have
noted concerns about clinicians directly petitioning
for ERPOs [92]. Nonetheless, ERPOs focus on risk and
reducing access to lethal means, key principles of health-
care and public health [93] and clinician awareness of this
tool may be useful. For example, clinicians are uniquely
situated to identify patients at risk of self-harm. If a clini-
cian is seeing a patient at acute risk for harm to self or
others, the Health Insurance Portability and Account-
ability Act (HIPAA) permits disclosure of patient infor-
mation when such disclosure is “necessary to prevent
or lessen a serious and imminent threat to the health or
safety of a person or the public” and “is to a person or
persons reasonably able to prevent or lessen the threat”
[94].

A clinical example

With the following clinical example, we explore ways to
help reduce an at-risk patient’s chance of attempting fire-
arm suicide.

A 67-year-old man comes to his annual physical with
his son. His son has become increasingly concerned
about his father’s state of mind since his mother (the
man’s wife) died 10 months ago. He has noticed his
father’s drinking increases and that when he drinks, he
seems to get more depressed.

The physician sees the father on his own and he admits
that he has felt increasingly alone and isolated this past
year. He is not a daily drinker, but he admits that, once a
week or so, he has a few beers, often drinking more than
he intends to. When he does drink, his depression gets
worse, and sometimes he wonders if the world would be
a better place without him. When he is not drinking, he
denies ever feeling suicidal, but admits he has been pretty
down, to the point that he doesn’t go out and see friends,
or have the energy to do much. His children have recom-
mended he seek counseling but he is reluctant. The phy-
sician talks with him about the possibility engaging in
therapy and potential benefits. When the son comes back
in at the end of the visit, he asks, “Did you tell her about
your guns, dad?”

Access to firearms is clinically relevant in this case.
Though the patient’s risk of suicide may only be moderate
in the clinical encounter, the physician may be concerned
that risk increases significantly when he is home drink-
ing alone. Ideally, the patient would be willing to tempo-
rarily transfer his guns to a family member or friend for
safekeeping—that person would hold on to the guns until
his drinking was diminished and his grief and depression
had subsided. If he were not willing to temporarily part
with his guns, even separating the guns from the ammu-
nition and locking them both, to create impediments to
an impulsive firearm suicide attempt, may be a first step.
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In this encounters, the patient does not appear to meet
criteria for an involuntary intervention. If, however, he
appeared to be at high enough risk of suicide that he
required inpatient mental health treatment and was
unwilling to participate in such treatment voluntarily, a
mental health hold may be an appropriate clinical option.
Once a mental health hold was in place, if the patient
were released from the hospital before the civil com-
mitment hearing, he would likely return home with his
depression better treated, but the other circumstances
unchanged, and his guns where he left them.

If the level of risk of firearm suicide was extremely
elevated and the patient was unwilling to collaborate to
reduce access to firearms (i.e., attempts to work with the
patient to temporarily transfer the guns or safely store the
guns in a way that reduces his access have failed, and no
other options are available or appropriate), an ERPO may
be warranted. This would likely involve talking about the
possibility of an ERPO with the patient’s son or local law
enforcement, either of whom could choose to act as peti-
tioner for the order should they decide to proceed.

Clinical takeaways

Firearm suicides can be reduced with risk evaluation and
discussions about firearm access between clinicians and
patients at risk. Considering the lethality of firearms in
suicide attempts and establishing why firearms are clini-
cally relevant once it is determined a patient is at risk of
suicide are important when planning conversations about
appropriate and acceptable methods to reduce access to
lethal means and increase safety. Using a harm reduction
approach, clinicians can have conversations about fire-
arm access that are respectful, informed, and tailored to
each patient’s needs. Further intervention may be appro-
priate if a patient is at imminent risk and counseling on
firearm storage or discussions about temporary firearm
transfer do not result in sufficiently reduced firearm
access for the at-risk person. Learning more about fire-
arms themselves, methods to store them such that they
are inaccessible to those at risk, local options for tempo-
rary transfers, and gun ownership may help clinicians be
more successful in reducing firearm suicide.
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