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Public support for greater regu-
lation of firearms in the United
States is widespread among

people who own firearms and those
who do not (1). Nevertheless, accord-
ing to data from the National Crime
Victimization Survey, about 1.2 mil-
lion violent crimes were committed
with a firearm in 1995 alone (2). In
the same year, 69 percent of the na-
tion’s 22,552 homicides involved the
use of a firearm (2,3). 

The Centers for Disease Control
and Prevention estimate that for
every person who is shot to death in
the United States, nearly three others
are injured with firearms, suggesting

that more than 400,000 individuals
were injured by a firearm in 1995 (4).
An additional 18,503 suicides in 1995
were committed with firearms (2).

The rates of injury and death due to
firearms and the rate of crimes com-
mitted with firearms are far higher in
the United States than in any other
industrialized nation (5). Every hour,
firearms are used to kill four people
and to commit 120 crimes in the
United States (5). In 1992 an estimat-
ed daily average of 36 people were
murdered with a firearm, 32 women
were raped at gunpoint, 931 people
were held up at gunpoint, and an ad-
ditional 1,557 people were assaulted

with a firearm (6). In the same year,
about 50 people a day used a firearm
to kill themselves (6). 

Forty percent of adults in the Unit-
ed States live in a household that has
a firearm, and 25 percent own a fire-
arm themselves (7). In addition, per-
sons who purchase a handgun are 57
times more likely than the general
population to commit suicide in the
week after the purchase, and they
continue to have a higher risk of sui-
cide, even after six years (7,8).   

The U.S. Department of Justice has
reported that although the overall rate
of violent crime has decreased in re-
cent years, the rate of offenses com-
mitted with firearms has increased (6).
In fact, the number of all violent
crimes involving firearms as reported
to the Federal Bureau of Investigation
increased by 55 percent between 1987
and 1992 (6). In 1998, 65 percent of all
murders and 40 percent of all rob-
beries involved a firearm (3).

Mental illness and 
access to firearms
It has become increasingly evident
from media coverage that persons
who have untreated mental illnesses
have easy access to firearms. There
appears to be some understanding
that persons with mental illness who
commit assaults with firearms cannot
be held wholly accountable for their
actions, as evidenced in these cases.
The problem is therefore most often
viewed as societal rather than individ-
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ing the risk of firearms use among psychiatric patients. (Psychiatric
Services 52:1057–1061, 2001)



ual, in terms of both unimpeded ac-
cess to deadly weapons and availabili-
ty of treatment for which supply does
not meet demand (1).

According to statistics compiled by
the Treatment Advocacy Center in
Arlington, Virginia, about 1,000
homicides a year are committed by
people who have mental disorders
(9), which accounts for about 5 per-
cent of the nation’s total number of
homicides annually. Homicides com-
mitted by persons with mental illness
are more likely to receive media
scrutiny because of the vulnerable
feelings they arouse in the general
public, thus contributing substantially
to the stigma associated with mental
illness—perhaps, paradoxically, dis-
couraging persons who have mental
illnesses from seeking treatment.

Possibly as a result of the media
scrutiny received and the vulnerable
feelings aroused by these cases, advo-
cacy groups in many states are seeking
mandatory medication laws. The
premise underlying the push for invol-
untary treatment is that specific symp-
toms of untreated mental illness—for
example, paranoid delusions and audi-
tory hallucinations—can lead to vio-
lent behavior. It is believed that if
these psychiatric symptoms are con-
trolled or eliminated, the risk of vio-
lence will also be reduced or eliminat-
ed. Although this may be a valid prem-
ise, it does not address ownership of
firearms. As we have noted, among
firearms purchasers who have no
known history of mental illness, pos-
session of a firearm substantially in-
creases the risk of death by suicide (8).
Epidemiologic studies have shown
that persons who have certain psychi-
atric disorders also have a greater risk
of suicide (10–12). It stands to reason
that access to firearms might further
increase that risk.

Given that firearms remain rela-
tively easy to acquire and that individ-
uals who have severe mental illnesses
are at risk of hurting themselves or
others with firearms, the mental
health community should place
greater emphasis on managing
firearms risk in psychiatric popula-
tions. However, currently nothing in
the psychiatric or psychological litera-
ture addresses specific interventions
aimed at the risks associated with ac-

cess to firearms. Accordingly, the
Twin Valley Psychiatric System in
Columbus, Ohio, developed and im-
plemented a multidisciplinary risk
management program specifically de-
signed to address access to firearms in
psychiatric populations.

Methods
Sample
The research sample comprised 46
civilly committed psychiatric inpa-
tients—38 men and eight women.
During the admission process, these
patients were identified as having
threatened to harm themselves or
others with a firearm or as having ac-

cess to a firearm. They were selected
from a total of 664 admissions to the
Twin Valley Psychiatric System in
1999. The research sample was also
classified along seven other descrip-
tive variables: DSM-IV diagnoses,
psychiatric hospitalizations, type of
weapon possessed, intended victim,
living situation, relationship instabili-
ty, and life failures. 

Procedure
Assessment. All patients were as-
sessed by a psychiatrist on admission.
Psychiatrists used a checklist of risk
factors to record each patient’s psy-

chiatric symptoms and DSM-IV diag-
noses as well as specific information
on history of violence, crime, and psy-
chosocial stressors as indicated by in-
formation obtained from a mental
status examination, behavioral obser-
vations by staff, and collateral re-
sources.  

This information was then passed
on to a multidisciplinary treatment
team, who reviewed the information
within 24 hours of the patient’s ad-
mission. The multidisciplinary team—
typically composed of the patient’s at-
tending psychiatrist, a registered
nurse, a psychologist, a social worker,
the patient’s case manager, various
ancillary therapists, and the patient—
determined the patient’s risk-related
needs and gathered more detailed in-
formation about the patient’s history
of threatening to harm him- or herself
or others with a firearm and the pa-
tient’s access to firearms.  

For patients who were identified as
having threatened to harm them-
selves or others with a firearm or as
having access to a firearm, the multi-
disciplinary treatment team imple-
mented a treatment plan that includ-
ed measures to immediately address
the risk posed to the patient or to oth-
ers—for example, notifying family
members of threats or referring the
patient to a firearms treatment group.
During the next 72 hours, a more
comprehensive treatment plan was
implemented, which addressed issues
beyond the risk of harm posed by the
patient—for example, substance
abuse and lack of housing.   

Throughout treatment, patients
who were identified as having threat-
ened themselves or others with a
firearm or as having access to a firearm
were further assessed by an assigned
social worker. The social worker com-
pleted a firearms flow sheet, which
documented the type and location of
the firearm and any identified victim
and that victim’s awareness of the
threat. The social worker then contact-
ed the patient’s family, the patient’s
case manager, and law enforcement
officials, as necessary, to verify the pa-
tient’s access to a firearm and any
firearm-related threats.

If family members minimized the
issue of the patient’s access to a
firearm or threats to use a firearm,
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the social worker explained the po-
tential associated risks. In addition,
the social worker strongly encouraged
the families of patients who had ac-
cess to a firearm to restrict that ac-
cess—for example, to remove the
firearm from the home. Information
gathered from collateral sources and
the steps taken by the social worker to
neutralize the risk of the patient’s us-
ing the firearm were then document-
ed on the firearms flow sheet.

Monitoring. Each patient’s treat-
ment plan was subjected to a quality
assurance process to determine
whether all the identified risk-related
needs were being adequately ad-
dressed. Risk-related needs that were
identified as not being adequately ad-
dressed were referred back to the
multidisciplinary treatment team. A
follow-up review occurred within 48
hours to ensure that the indicated cor-
rections or additions had been made.  

Treatment. A therapy group on
self-control skills for interpersonal
stressors was specifically designed for
patients who were identified as hav-
ing threatened to harm themselves or
others with a firearm or as having ac-
cess to a firearm. Staff members from
the psychology and social work de-
partments facilitated this group. In
the therapy group, patients learned to
identify how they had relied on exter-
nal physical means—firearms in par-
ticular—to deal with their psychiatric,
psychological, and emotional prob-
lems. 

Members of the group specifically
learned to distinguish between inter-
nal and external coping skills and then
to identify and begin using alternative
and socially appropriate methods to
gain control. They learned not to rely
on or to use firearms or other weap-
ons. The facilitator taught basic cog-
nitive-behavioral concepts, including
understanding the relationship be-
tween thoughts, feelings, physiology,
and behavior and the relationship be-
tween antecedents, behaviors, and
consequences. The patients were
trained in behavioral time-outs, relax-
ation techniques, and stress manage-
ment exercises. Treatment goals fo-
cused on effective and assertive com-
munication, problem solving, and
conflict resolution without the use of
force or threats. 

Consultation. Consultation was
available to address diagnostic issues
or interventions at any point during a
patient’s assessment or treatment.
Consultations were requested by the
patient’s multidisciplinary treatment
team and included professionals such
as forensic psychiatrists, psychophar-
macologic experts, and the medical
services director.   

Discharge. After a patient had
been stabilized, the priority of treat-
ment was to discharge the patient to
the least restrictive, safest environ-
ment available, while maintaining
neutralization of the risk of firearms
use. To this end, the treatment team
developed a detailed relapse preven-
tion plan for identifying symptomatic
and behavioral cues related to risk
and for activating outpatient assess-
ment on the emergence of any of the
identified cues. Twenty-four hours

before discharge, the patient’s social
worker forwarded the firearms flow
sheet to the social work supervisor,
who reviewed the flow sheet and the
medical record to determine whether
there were any outstanding risk issues
and, if so, how these issues should be
addressed. The discharge plan and
related information were then for-
warded to the community discharge
agency.  

After the patient’s discharge, the
community discharge agency was re-
sponsible for continually monitoring
whether the patient had regained ac-
cess to a firearm. If the patient had
regained access, appropriate actions
could have included—but would not
necessarily have been limited to—
protecting the patient from self-harm
and notifying potential victims of the
possible danger.
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Demographic data and clinical characteristics of 664 admissions to a psychiatric
facility and a research sample of 46 patients who threatened to harm themselves
or others with a firearm or who claimed to have access to a firearm at admission 

Admission sample Research sample
(N=664) (N=46)

Variable N % N %

Sex
Male 428 64 38 83
Female 236 36 8 17

Race
Caucasian 444 67 32 70
African American 203 31 12 26
Hispanic 8 1 0 —
Other 9 1 2 4

Marital status
Never married 407 61 29 63
Married 65 10 2 4
Separated 26 4 1 2
Divorced 140 21 10 22
Widowed 13 2 0 —
Unknown 13 2 4 9

DSM-IV diagnosis
Paranoid schizophrenia 94 14 13 28
Psychotic disorder not otherwise 

specified 53 8 4 9
Schizoaffective disorder 101 15 5 11
Bipolar I, mixed 42 6 7 15
Major depression 72 11 13 28
Alcohol abuse 104 16 20 43
Other substance abuse 75 11 12 26
Antisocial personality disorder 9 1 6 13
Borderline personality disorder 38 6 3 7

Psychiatric hospitalizations
First admission 268 40 20 43
Second admission 104 16 8 17
At least third admission 292 44 18 39



Results
The demographic data, DSM-IV di-
agnoses, and data on psychiatric hos-
pitalizations for the research sample
and the larger sample of 664 admis-
sions from which the research sample
was drawn are compared in Table 1.
Data on the five other descriptive
variables for the research sample are
shown in Table 2. These data are gen-
erally consistent with the results of

other studies that have shown that
persons who use firearms are likely to
use them for suicide, to be male, to
abuse alcohol, and to have an antiso-
cial or borderline personality disorder
(8,13–16). The average age of pa-
tients in the admission sample was 31
years (range, 17 to 67 years), and the
average age of patients in the re-
search sample was 33 years (range, 19
to 60 years). 

As Table 3 shows, by the time of
discharge the treatment team had
successfully neutralized the risk asso-
ciated with all the firearms that had
been accessible to patients in the re-
search sample on admission. Thirty-
two (70 percent) of the 46 patients
had never had access to a firearm—
that is, their claims about intending to
use a firearm had been threats only.
Of the patients who did have access to
a firearm, eight (17 percent) relin-
quished control of the firearm to a
family member or a significant other,
four (9 percent) turned their firearms
over to law enforcement officials, and
two (4 percent) permitted their case
manager to take responsibility for the
firearms. Thus, of the 46 patients who
had threatened to use a firearm on
admission, none had access to a
firearm on discharge.

Preliminary follow-up analyses of
our research sample are also shown in
Table 3. Of the 46 patients, 16 (35
percent) were readmitted to the hos-
pital within 24 months. Of these 16
patients, five had threatened them-

selves or others with a firearm or had
regained access to a firearm. Thus
neutralization of the risk of firearms
use had remained relatively effective
for 89 percent of the research sample.

Discussion
Firearms are relatively accessible in
the United States (1,7), and their dan-
gerousness is evident in the number of
suicides, murders, assaults, and other
crimes that are committed with them
(2,3). Persons who are mentally ill, in
particular, are at high risk of using a
firearm to hurt themselves or others
(8). However, few studies have ad-
dressed the management of firearms
risk and specific interventions to neu-
tralize the accessibility of firearms to
persons who have mental illness. 

To address this dearth in the litera-
ture, the Twin Valley Psychiatric Sys-
tem developed and implemented a
firearms risk management program
consisting of multidisciplinary assess-
ment, treatment, and discharge plan-
ning. The research sample comprised
mainly men with personality disor-
ders and a history of substance abuse
who had expressed an intent to use a
firearm to commit suicide. These
characteristics were consistent with
those found in previous studies of
firearms and suicide (8,13–16). Other
data were collected as well, including
demographic, psychiatric, and psy-
chosocial characteristics, such as mar-
ital status, psychiatric hospitaliza-
tions, and living situation. In conjunc-
tion with future research, this infor-
mation will assist in more accurately
identifying the risk factors associated
with the use of firearms in psychiatric
populations.

Sixteen of the 46 patients in the re-
search sample were identified as hav-
ing threatened to harm themselves or
others with a deadly weapon other
than a firearm—for example, a knife.
This finding suggests that persons
who own or have access to a firearm
may also have access to another type
of deadly weapon. Future research
and treatment programs should take
this possibility into account.  

Through the assessment process,
we determined that a majority of the
patients in the research sample (70
percent) did not in fact have immedi-
ate access to a firearm. However, a re-
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Characteristics of 46 patients in a psy-
chiatric facility who threatened to
harm themselves or others with a
firearm or who claimed to have access
to a firearm at admission

Variable N % 

Claimed access to or threat-
ened to use a firearm 46 100

Claimed access to or threat-
ened to use another weapon

Knife or sharp object 12 26
Blunt objects 2 4
Fire explosive 2 4

Intended victim
Self 13 28
Family member(s) 7 15
Health care staff 11 24
Unspecified 8 17
None 7 15

Living situation
Family home 13 28
Own home 12 26
Group home 6 13
Transient 10 22

Relationship instability 20 44
Life failures 30 65

TTaabbllee  33

Firearms status by the time of discharge and readmission status at 24-month follow-
up among 46 patients in a psychiatric facility who threatened to harm themselves or
others with a firearm or who claimed to have access to a firearm at admission

Cumula-
Variable N % tive %1

Firearms status by the time of discharge
Never had access to firearm 32 70 70
Relinquished control of firearm to a family 

member or a significant other 8 17 87
Surrendered firearm to law enforcement officials 4 9 96
Relinquished control of firearm to a case manager 2 4 100

Readmission status at follow-up
Not readmitted 30 65 65
Readmitted, no access to firearm 9 20 85
Readmitted, access to a nonfirearm weapon 2 4 89
Readmitted, access to a firearm 5 11 100

1 Cumulative percentage of neutralization of access to firearms



lationship clearly exists between
threatening to commit suicide or
homicide and eventually committing
the act (15,17). Thus it was impera-
tive that all the patients undergo
treatment.   

The objective of neutralizing access
to firearms was met—none of the pa-
tients in the research sample had ac-
cess to a firearm when they were dis-
charged. Neutralization persisted for
most of the patients—of the 46 pa-
tients in the research sample, 16 were
rehospitalized, and only five of them
were noted at that time to have
threatened to harm themselves or
others with a firearm or to have had
access to a firearm. However, we did
not assess the legitimacy of the claims
of these rehospitalized patients; it is
possible that some or all of these pa-
tients did not in fact have access to a
firearm when they were readmitted.

Future programs for managing the
risk of firearms use should more
heavily emphasize consistent follow-
up with the community discharge
agency that is responsible for moni-
toring the patient identified as being
at risk. Likewise, outpatient monitor-
ing should be enhanced to maximize
the likelihood of sustained neutraliza-
tion of access to firearms, which
could be facilitated through greater
involvement of frontline staff—for
example, case managers—with at-risk
patients in the community.  

Conclusions
We developed and implemented a
firearms risk management program,
which included multidisciplinary as-
sessment, treatment, and discharge
planning. None of the 46 patients who
had access to or had threatened to use
a firearm still had access to a firearm
at discharge, and only five were noted
to have threatened to use a firearm or
to have had access to a firearm on re-
hospitalization. Thus access to
firearms can be successfully neutral-
ized, even in high-risk populations,
through the implementation of fo-
cused multidisciplinary assessment,
treatment, and discharge planning. ♦
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