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Overview—
Suicide is the 10th leading cause of death
in the U.S., a public health issue more
commonplace than automobile accidents.
Losses of celebrities like Robin Williams and
Anthony Bourdain, along with popular
media portrayals of suicide (13 Reasons Why,
as an example), have brought suicide to the
forefront of public consciousness. Suicide
awareness campaigns and PSAs
encouraging those experiencing suicidal
thoughts to reach out for help have become
increasingly common.
Unfortunately, the reality of finding help is
complicated. While mental health clinicians
across disciplines are nearly guaranteed to
come into contact with people at risk for
suicide, in-depth graduate level training on
suicide risk and intervention is rare. Some
programs offer limited training; others, none
at all.
This results in mental health care
providers who are not competent at
assessing risk, intervening, or providing
continuing care post-crisis. Clinical
competence in suicide risk assessment is an
important skill often overlooked by graduate
programs and licensing bodies. This
requires providers to be self-motivated in
seeking appropriate training to achieve
competence, which can be limited by fear, a
lack of time, lost income, or limited access to
expensive trainings that vary in quality.

Fear—
Clinicians’ number one fear is losing a
client to suicide. Despite this fact, most
report that the training they received, if
any, is inadequate.
When a clinician caring for a suicidal client
responds out of anxiety or worries around
liability, this can result in potential harmful
outcomes which have unintended
consequences for the client such as:
· non-consensual welfare checks
(particularly dangerous if client is a
Black, Indigenous, and/or Person of
Color (BIPOC), or identifies as LGBTQ+)
· unexpected/unwanted interaction with
law enforcement
· involuntary hospitalization with
potential for forced treatment
· unexpected medical and/or transport
bills
Sometimes clinicians won’t work with
suicidal clients at all.
Clinicians who have not received adequate
training are at risk for compassion fatigue
and burnout when they lose a client to
suicide.
Clinicians who feel their training is
adequate exhibit lower fear of client
death, greater comfort working with
suicidal clients, and greater overall skill
and knowledge.
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Licensure—
Goal 7 of the National Strategy for Suicide
Prevention published in 2012 called for
training of community and clinical service
providers; as of 2017, only 10 states required
clinicians to complete training in suiciderelated course-work. Policies in seven states
encourage training, but don’t require it. The
length and regularity of training required
under state policies varies, from one hour of
training upon license renewal, to six hours
every six years. The quality, depth, and
breadth of content covered is also
inconsistent.

Ethics—
The lack of mandated training is an
egregious oversight by the mental and
behavioral health fields. Section 1.04 of
the National Association of Social
Workers’ Code of Ethics dictates that
clinicians only practice in areas where
they have appropriate training and
supervised experience. If clinicians
provide care without training, they
violate ethical codes and potentially put
clients in harmful situations. If they don’t
provide care, it could be a matter of life
and death for those experiencing
suicidal intensity.
There is a dearth of qualified faculty to
teach suicide risk and intervention in
graduate programs, and those left to
teach it in the wake feel deep
discomfort. This is one reason programs
may not include—or avoid increasing—
this content in their curricula. Suicide
rates will likely keep rising. If awareness
programs continue to encourage
suicidal people to reach out for help, but
there’s no one there for them, are we not
at a moral and ethical crossroads?

