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Basic Information about Client Suicide

· Suicide is the most frequent mental health emergency.  

· The odds of losing a client to suicide



Psychologists – 1 out of 5 psychologists will experience losing a 



client to suicide



Trainees – 1 out of 6.5



Psychiatrists – 1 our of 2

· Suicide takes a high emotional toll on both survivors and the therapist.

· Frequent cause of malpractice suits:  



5.4% of psychologists whose clients commit suicide are sued.



20% of psychiatrists

Selected Demographics
· 1.4% of all deaths is by suicide

· Adolescents and those over 65 are the most frequent age groups

· Completers:


Male: female ratio of 3 to 1



50-70% communicate intent in advance primarily to 




family/significant others

· Attempters:


10 to 20 times more clients attempt suicide than complete the act.



Mainly female



These clients usually suffer from personality disorders



Often make repeated attempts

Inpatient vs. Outpatient Suicide

· Suicide is more frequent for hospitalized clients

· Few outpatient suicide malpractice cases go to trial.

· Cases that go to trial usually result in settlement



Insurance companies are afraid of emotional jury verdicts.



Mental Health Practitioners have limited ability to resist insurance 



companies’ settlement demands



Risk management is aimed at limiting the amount of settlement

Standard of Care
· Suicide is a low base-rate event.

· The provider is: 



Not expected to predict client suicide and prevent it.



Expected to identify elevated risks of suicide



Expected to take reasonable steps to protect the client and bring 




risk under control (where possible)



Every client should be asked about present and past suicidal




ideation during the first meeting – no client is “too healthy” to 




be asked.  Possible question:  “Have you ever thought of 




hurting yourself?”
Clinical Diagnosis and Suicide
· Over 90% of all suicides is associated with mental disorder

· Clients with a diagnosis of a major mental disorder are 10 times more likely to die by suicide. 


Major affective disorder – 15% of all client deaths


Schizophrenia – 10% of all client deaths


Personality disorders (especially borderline disorders) – 8% of all 


client deaths.

Differences between Acute and Chronic Suicidal Clients

· Clients with acute suicidal ideation: 

If they commit suicide, it is generally within one year of contact with 



the health care system


Have a high level of turmoil and psychic anxiety

Have a profound biological disturbance (e.g., insomnia, anhedonia, 


impaired concentration). 


Are more common in psychiatric caseloads than chronic suicidal 


clients 

· Clients with chronic suicidal ideation:

Have mental disorders associated with high rates of hopeless 



despair, such as Borderline Personality Disorders, PTSD 



(complex), and concurrent chronic medical disorders with 



persistent pain.


These clients are the most frequent risk management problem.


There are 8 or 9 chronic clients to 1 acute client.

· Model Interview Questions

ALL CLIENTS SHOULD BE ASKED ABOUT SUICIDAL IDEATION


AND PAST ATTEMPTS


NO CLIENT IS “TOO HEALTHY” FOR THESE QUESTIONS


1. Have you ever thought about hurting yourself or taking your own



life?  Tell me about it (Active follow-up questions a must).

2. Have you thought about it recently?   Tell me about it.

3.  How would you do it?


4.  What makes you think that this plan would be successful?


5.  Have you taken any steps to implement this plan?


6.  How long have you had a plan?


7.  Are there other ways of resolving your problems?  What are


they?


8.  Have you shared these plans with anyone?


9.  Would you use drugs or alcohol to make it easier?

Advance Preparation for Therapists
· Knowledge of own feelings about suicide and own capacity to deal with 


suicidal clients
· Have a knowledge of options and available resources


a.  Know commitment criteria and procedures


b.  Develop connections to an emergency crisis team, if any


c.  Develop connections to inpatient facilities and continuation of 


care: 



Develop relationships with hospital staff, 



Know the hospital referral process; discuss these with your 




client before there is a crisis, and



Try to secure staff privileges, if possible.
· Develop good psychopharmacology knowledge base

· Develop a good relationship with knowledgeable physician(s)


a.  Insist on medication evaluation


b.  Insist that medication recommendations be followed as a 



condition of your providing therapy



c.  Consult regularly with physicians about prescriptions


d.  Keep good notes of these consultations

Informed Consent Process

· Inform client and the client’s family, if appropriate, of responsibility to 
protect.

a.  “If I believe that you are at risk of killing yourself from both a 



therapeutic and human perspective, my most important 



treatment goal is going to be to keep you safe and alive.  If 



this is unacceptable to you, then we probably need to get 



you to another therapist.”


b.  The informed consent statement should contain a notice to the 



client that you will, where appropriate, breach confidentiality 



in order to protect.

· Where possible and appropriate, significant others should be


included as part of the client’s treatment.


a.  Pros and cons vary from client to client and from time to time


b.  Be sure to assess whether the family can be therapeutic allies


c.  It is particularly important to outpatient treatment that others are 



available to help maintain client safety between sessions


d.  It is important to document where contraindicated

· When the family is not available, consider other sources of support, 



such as clergy, friends, and coworkers

Special Consideration in Treating Chronically Suicidal Clients
· Extraordinarily difficult to treat


a. The possibility of suicide is often an important part of a 



defensive structure as the only means of escaping from 



intractable psychic pain.


b. Gestures often are means of secondary gain acting out of 



rage.

· Always continue regular consultation

· Be certain you have the emotional resources – these situations 


create high stress and require enormous investment

· Avoid treatment where you question your expertise.

· Be alter to counter-transference issues


a. Narcissistic feelings of personal responsibility


b. Rage


c. Burnout

· Be aware of the conflict between ability to provide good treatment and the duty not to abandon the client.

· Physician’s definition of abandonment:  “A physician has a right to withdraw from the case, but if he discontinues his services before the need for them is at an end, he is found first to give due notice to the patient and afford the latter ample opportunity to secure other medical attendance of his/her own choice”


(Code of Conduct, Standard 4.09). 

· Avoiding abandonment complaint


a. Appropriate termination is key


b. Consultation is necessary - 
with colleagues or supervisor, 



and/or managed care case manager to develop alternative 



resources, and/or with prescribing physician


c. Termination during hospitalization may be appropriate.  


 Consult with hospital staff.

Postvention – If Client Commits Suicide 
· Postvention: Self Care

a. Data suggest that the loss of a client is very similar to the loss 


of a member of the therapist’s family

b. The client’s death needs to be fully processed and mourned

c. It is safer to do this in therapy relationships than in 


consultation

d. Be careful of what you say and to whom you say it

e. Self recrimination should be limited to confidential 


relationships

· Postvention: Participation in Post-Morterns


a. Increasingly becoming standard for managed-care 



companies and hospitals


b. Can be helpful for closure and avoiding loss of referral source


c. Should be insisted to be part of an approved peer review 



process that has complete confidentiality protection under 



state law


d. Confidentiality should be assured in writing from an attorney



or risk management director

· Postvention: Intervention with Client’s Family


a. Often a very powerful risk management tool.


b. An important part of a therapist’s own processing


c. Attend the funeral and give condolences (avoid identifying 



your status and remain in the background) 


d. Real interaction with family should be private or in the 



therapist’s office


e. Avoid giving more than condolences until you have worked 



through your own feelings


f. Demonstrate care for the client and empathize with the loss.

g. Sessions with family should locus on the grieving process 



and its importance


h. Referral to someone else may be necessary if treatment is 



needed


i. Referral should be seriously considered if you have been 



treating the survivor. The survivor’s grieving process may 


include anger at you, the therapist.  o
However, a referral may 


convey abandonment and betrayal.

· Postvention: Legal


a. Be aware of confidentiality conflicts


b. Remember that confidentiality survives the client’s death


c. Executor/heirs at law have the ability to waive privilege on


The client’s behalf


d. It is a good idea to get a waiver from the family.  With the 



appropriate waiver, the therapist might discuss the case in 



general but withhold details that the client would have 



wanted kept private.

e. Do not provide records unless there is a legitimate subpoena.

f. Be careful in keeping records – the family may eventually get 



copies of them
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