Old Dominion University

ODU Digital Commons

Counseling & Human Services Theses &

Dissertations Counseling & Human Services

Spring 2015

A Phenomenological Investigation of Counselors' Perceived
Degree of Preparedness When Working with Suicidal Clients

Heather Danielle Dahl
Old Dominion University

Follow this and additional works at: https://digitalcommons.odu.edu/chs_etds

b Part of the Counseling Psychology Commons, and the Counselor Education Commons

Recommended Citation

Dahl, Heather D.. "A Phenomenological Investigation of Counselors' Perceived Degree of Preparedness
When Working with Suicidal Clients" (2015). Doctor of Philosophy (PhD), Dissertation, Counseling &
Human Services, Old Dominion University, DOI: 10.25777/nnge-8186
https://digitalcommons.odu.edu/chs_etds/46

This Dissertation is brought to you for free and open access by the Counseling & Human Services at ODU Digital
Commons. It has been accepted for inclusion in Counseling & Human Services Theses & Dissertations by an
authorized administrator of ODU Digital Commons. For more information, please contact
digitalcommons@odu.edu.









Delimitations
Delimitations for this study include the requirement that participants in this study must
have worked with a suicidal client, have graduated from a master’s program in
counseling or be enrolled in, or completed, their counseling practicum. This excluded
anyone who did not have personal experience working with suicidal clients and may not
have been able to speak to the perceived effect that their training has had on their

perceived degree of preparedness working with this population.



CHAPTER TWO
LITERATURE REVIEW

In this chapter, I will begin by describing the current ethical codes, training
standards, and core competencies in suicide risk and assessment that are related to
counselors. I will then explore the relevant literature on the current suicide risk and
assessment training programs available for counselors, the current literature surrounding
training, and the effect on the counselor. Finally, I will discuss the current literature gaps
describing the current state of suicide prevention and assessment training and how this
qualitative study will attempt to explore this area further.

Training Standards

Training standards related to suicide assessment and intervention for clinical
mental health counselor competence can best be outlined in three sets of standards: (a)
ACA Code of Ethics (ACA, 2014b), (b) CACREP Standards (CACREP, 2009), and (c)
The American Association of Suicidology (AAS) and Suicide Prevention Resource
Center taskforce standards (Suicide Prevention Resource Center, 2006). The following
paragraphs will outline each standard that is relevant to the subject of training standards
or boundary of competence.

The ACA Code of Ethics has three codes that are relevant to the topic of
counselor training. The first code is B.2.a. It describes serious and foreseeable harm and
legal requirements and states:

The general requirement that counselors keep information confidential does not
apply when disclosure is required to protect clients or identified others from

serious and foreseeable harm or when legal requirements demand that confidential
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information must be revealed. Counselors consult with other professionals when
in doubt as to the validity of an exception. Additional considerations apply when
addressing end of life issues (ACA, 2014, p. 7).

Standard C.2.a makes direct mention of counselors working in their boundary of

competence:
Counselors practice only within the boundaries of their competence, based on
their education, training, supervised experience, state and national professional
credentials, and appropriate professional experience. Whereas multicultural
counseling competency is required across all counseling specialties, counselors
gain knowledge, personal awareness, sensitivity, dispositions, and skills pertinent
to being a culturally competent counseling in working with a diverse client
population (ACA, 2014b, p. 8).

The final code that is relevant is F.8.a., which specifically speaks to counselor training

program information and orientation:
Counselor educators recognize that program orientation is a developmental
process that begins upon students’ initial contact with the counselor education
program and continues throughout the educational and clinical training of
students. Counselor education faculty provide prospective and current students
with information about the counselor education program’s expectations,
including: (1) The values and ethical principles of the profession, (2) The type and
level of skill and knowledge acquisition required for successful completion of
training... (4) Program training tools, objectives, and mission, and subject matter

to be converged (ACA, 2014, p. 14).
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These ethical codes summarize three implications for suicide assessment and
intervention. First, it is required that a counselor be familiar with confidentiality with
regards to a client with an intent to harm themselves or others. Second, an emphasis on
counselors understanding their boundaries of competence should be addressed. If a
counselor has not received adequate training in an area of practice, it is their duty to act
ethically and follow a decision making process. Finally, it is a requirement for counselor
educators to “recognize that program orientation is a developmental process that begins
upon students’ initial contact with the counselor education program.... (ACA, 2014, p.
14) is consistent with Bongar and Harmatz (1989) and their findings that suicide
assessment and intervention training begin early and continue throughout the program.

While the 2014 ACA Code of Ethics (ACA, 2014) is an ethical code for
counselors in training and counselors, the 2009 CACREP standards relate to counselor
training specifically. The first standard that refers to suicide training is Section I,
Professional Identity: G.5.g. Section G states that “Common core curricular experiences
and demonstrated knowledge in each of the eight common core curricular areas are
required of all students in the program” (CACREP, 2009, p.10). Following Section G,
Section 5.g is specific to helping relationships, specifically “studies that provide an
understanding of the counseling process in a multicultural society... crisis intervention
and suicide prevention models, including the use of psychological first aid strategies”
(CACREP, 2009, p.11). This section emphasizes the importance of inclusion of crisis
intervention and suicide prevention models, but does not provide guidance on what that

may look like in a program.
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Further mentions of suicide prevention and assessment are made in the sections
devoted to addiction counseling, clinical mental health counseling, marriage, couples, and
family counseling, and school counseling. The addiction counseling Standard D.4 states,
“Demonstrates the ability to use procedures for assessing and managing suicide risk™ and
also states that counselors screen “for... potential for self-inflicted harm or suicide...
(CACREP, 2009, pp.19-20). The clinical mental health counseling, marriage, couples,
and family counseling and the school counseling standards also use Standard D.4 (note
D.6 for clinical mental health counseling) to state, “Demonstrates the ability to use
procedures for assessing and managing suicide risk” (CACREP, 2009, p. 31; p.36; p. 40).
These standards clearly state that counseling training programs that are CACREP-
accredited must prepare counseling students to assess and manage suicide risk and be
able to demonstrate that in their curriculum.

The final set of standards that are relevant in this area is the AAS and Suicide
Prevention Resource Center Taskforce includes 24 competencies in eight core domains of
practice. The eight core domains each have four competencies associated with the core
domain.

Working with Individuals at Risk for Suicide: Attitudes and Approach (a) manage

one’s own reactions to suicide. (c) reconcile the difference and potential conflict

between the clinician’s goal to prevent suicide and the client’s goal to eliminate
psychological pain via suicidal behavior, (d) maintain a collaborative, non-
adversarial stance, (e) make a realistic assessment of one’s ability and time to

assess and care for a suicidal client.
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Understanding Suicide: (a) define basic terms related to suicidality (b) be familiar
with suicide-related statistics, (c) describe the phenomenology of suicide, and (d)
demonstrate understanding of risk and protective factors.

Collecting Accurate Assessment Information: (a) integrate a risk assessment for
suicidality early in a clinical interview and continue to collect assessment
information on an ongoing basis, (b) elicit risk and protective factors, (c) elicit
suicide ideation, behavior, and plans, (d) elicit warning signs of imminent risk of
suicide, and (e) obtain records and information from collateral sources as
appropriate.

Formulating Risk: (a) make a clinical judgment of the risk that a client will
attempt or complete suicide in the short and long term, and (b) write the judgment
and the rationale in the client’s record.

Developing a Treatment and Services Plan: (a) collaboratively develop an
emergency plan that assures safety and conveys the message that the client’s
safety is not negotiable, (b) develop a written treatment and services plan that
addresses the client’s immediate acute and continuing suicide ideation and risk for
suicide behavior, and (c) coordinate and work collaboratively with other treatment
and service providers.

Managing Care: (a) develop policies and procedures for following clients closely,
and (b) follow principles of crisis management.

Documenting: (a) document items related to suicidality.

Understanding Legal and Regulatory Issues Related to Suicidality: (a) understand

state laws pertaining to suicide, (b) understand that poor or incomplete
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documentation makes it difficult to defend against legal challenges, (c) protect

client records and rights to privacy and confidentiality (Suicide Prevention

Resource Center, 2006, p. 1).

Counselor Program Training

Suicide assessment and treatment is a field that has continued to adapt to better
prepare mental health professionals, but may not be disseminated through counselor
training programs effectively (House, 2003). Counselors' perceived degree of
preparedness when working with suicidal clients is an area that has been minimally
explored (Wachter Morris & Barrio Minton, 2012) unlike other mental health disciplines
(see Bongar & Harmatz, 1989; House, 2003; Neimeyer, 2000). Further, available suicide
prevention and assessment training is varied across disciplines and in counselor master’s
programs themselves (Bongar & Harmatz, 1989; Wachter Morris & Barrio Minton,
2012). Most research in helping professions recommend early training and throughout the
student’s graduate level training (see Bongar & Harmatz, 1989; House, 2003; Neimeyer,
2000; Wachter Morris & Barrio Minton, 2012; Reeves, Wheeler, & Bowl, 2004).

Barrio Minton and Pease-Carter (2011) sought to determine when, where and how
crisis intervention is addressed in CACREP programs and if there is a crisis intervention
course offered, what is the content and how it was executed. Participants included 52
program coordinators from CACREP-accredited master’s degree programs, with 48% (n=
25) of the programs being 48-semester hours, 28.8% (n= 15) being 60-hours, and 23.1%
(n= 12) having another number of semester hours. Results indicated that 76.9% (n= 40)
of programs reported didactic preparation prior to practicum, and 7.7% (n= 4) reported no

preparation in crisis intervention. The top four courses that were mentioned in covering
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crisis intervention included helping relationships, professional identity, group work and
assessment. Twenty-four programs reported offering an entire course on crisis
intervention, with 25 noting it is offered in either core or elective courses. Findings
indicated that only half of the programs survey offered full courses on crisis intervention,
and didn’t delineate between suicide prevention and assessment and crisis intervention.
Furthering research in crisis intervention course preparation, Wachter Morris and
Barrio Minton (2012) stated that “Given that most participants reported responding to
high-risk crises during their master’s-level field experiences (e.g., 86.53% used basic
crisis intervention skills, 82.90% worked with suicidal clients), student and new
professional counselors may be intervening in crises without adequate preparation” (p.
265). Wachter Morris and Barrio Minton (2012) examined counselor preparation in crisis
intervention in CACREP-accredited master’s programs and their perceived preparation
experience. Participants included 193 professional counselors, with 68.39% (n= 132)
graduating from a CACREP-accredited program, with an average age of 36.63 years
(§D= 10.76). They assessed formal didactic training using 11 items regarding
participation in crisis preparation, 17 items assessing frequency of past preparation, 7
items assessing frequency of current preparation, 11 items assessing self-efficacy of crisis
skills and 10 items that were demographics. Results found that 20.73% (n= 40) of
respondents had a course in crisis intervention, and 50.77% (n= 98) participants noted an
elective workshop option. The majority of participants also reported received “no” or
“minimal” crisis preparation, with the majority rating that their current self-efficacy level
was between “adequate” and “well.” This is the most recent and only known study as of

this literature review in the area of counselor preparation specifically.
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In contrast to Wachter Morris and Barrio Minton (2012), Bongar and Harmatz
(1989) focused on clinical psychology programs and how, if at all, they implement
suicide prevention and assessment training in their doctoral programs. Participants
included 92 directors of clinical training for programs that were part of the Council of
University Directors of Clinical Psychology Programs (80% response rate). Results found
that of the respondents, only 35% (n= 32) offered formal training in the area and was
often included in a course and not as a separate topic. The majority of those surveyed
(52%; n= 47.84) did not find that faculty should be required to have formal training in
suicide prevention and assessment areas. Further, it was the opinion of those surveyed
that students should receive their training on managing suicidal clients in the following
ways: practicum as a part of graduate training (43.5%; n= 42.63), internships (37.0%; n=
34.04), graduate coursework (22.8%; n= 20.98), socialization (14.1%; n=12.97) and
supervised postdoctoral experience (9.8%; n = 9.01). Bongar and Harmatz (1989) noted
that the results of the study show that the “preference of the training directors was for a
graduate sequence in the study of suicide, as opposed to a postdoctoral experience (either
formal or informal)” (p. 212).

Neimeyer (2000) described a training agenda for counseling psychologists in
working with suicidal clients drawing on direct experiences and describing his personal
suggestion for training based on previous literature. The first recommendation made was
furthering personal development of the counselor which includes values clarification,
anxiety reduction, and conceptual learning. The second recommendation made was in the
target domain of skills development with training goals of (a) prevention including

education and outreach, (b) consultation and supervision, intervention, including suicide
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risk assessment, and crisis intervention, (c) counseling and psychotherapy, which
includes risk management, competency assessment facilitation of decision making, and
finally (d) post-intervention, which includes death notification and debriefing, and grief
therapy for survivors. Overall, Neimeyer (2000) encouraged a well-rounded training
agenda when training in suicide prevention and assessment.

In one of the few studies that directly address educating counselor education
students on suicide risk, Juhnke (1994) outlined a four-pronged approach that first
involved conducting a clinical interview that was called M.A.P. In this clinical interview,
clinicians assess the mental state, affective state, and psychosocial state of the client.
Following the clinical interview, Junhke (1994) suggested use of an empirical evaluation,
consultation, and finally the use of a suicide assessment training method. Using 59
counseling master’s students, participants were randomly assigned either the suicide
training or no training, with those receiving suicide risk training displaying significantly
better suicide risk identification.

Ellis and Dickey (1998) identified the structure of training programs in the areas
of suicide prevention and assessment and post-suicide of a client of psychiatry or
psychology interns. The survey was sent to 296 psychiatry and 422 psychology internship
and residency programs, with respondents being 247 and 166 who returned the surveys,
respectively and results found that only 38% (n= 94) of psychology programs and 47%
(n="78) of psychiatry programs reported having specific instruction on post-client suicide,
with 30% (n= 74) and 19% (n= 32), respectively, reporting having any mention of this in
their policy and procedure manuals.

Suicide Prevention Training
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While education in suicide training for counselor programs and other
disciplines has been uneven, there have been efforts to enhance training for practitioners.
Pisani, Cross, and Gould (2011) identified 12 evidence-based suicide risk and assessment
prevention training workshops available for clinical mental health clinicians. Programs
that met the following three criteria were included: (a) a target audience of mental health
professionals, (b) program curriculum focused on general clinical competence in suicide
risk and assessment, and (c) at least one peer reviewed article evaluating training. Pisani
et al. (2011) reviewed program components for all 12 programs that met the criteria listed
and conducted a survey with the program developers to further identify peer-reviewed
research and other program information. Pisani et al. (2011) found that all programs
provided adequate training to their target populations (i.e. mental health professionals,
military personal) and usually involved a multi-modal approach to education. The 12
programs are described here.

The Air Force Managing Suicidal Behavior Project

The Air Force Managing Suicidal Behavior Project is a clinical training program
that is specific to the U.S. Air Force. The U.S. Department of Defense identified this
division a high suicide risk population, specifically with 24-35 year old males who are
African-American or White (Knox, Litts, Talcott, Feig, & Caine, 2003). Although the
training itself was originally limited to military personnel, it has now been released as a
clinical training manual available to the public as a clinical training guide to manage
short-term suicidal behaviors (U.S. Department of Defense, 2013). The U.S. Department
of Defense (2013) provided many suicide management recommendations including

assessment of suicide risk, documentation, community outreach, and a detailed clinical
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decision-making framework and decision tree for those working with clients- beginning
with the client having suspected depression or high stress and ending with suggested
interventions. Oordt, Jobes, Rudd, Fonesca, Runyan, and Stea (2005) highlighted the
need for the program in the U.S. Air Force, and formally described the development of
the training program itself. They reported that prior to program implementation,
clinicians that did not have direct training in suicide prevention and assessment felt
anxious and ill-prepared working with that population.

Knox, et al. (2003) program has created a significant difference on the target
population. Knox et al. (2003) examined the U.S. Air Force population suicide rates
between overall U.S. Air Force personnel. The pre-intervention population included all
U.S. Air Force personnel between 1990-1996 and the post-intervention population
included 1997-2002 personnel. Knox et al. (2003) found that the population that worked
with clinicians post-intervention were associated with a 33% suicide risk reduction.
Further, they found reduction in rates of homicide, accidental death, and family violence,
indicating a potentially larger reach to other symptoms.

Certification in the Chronological Assessment of Suicide Events (CASE)

The Chronological Assessment of Suicide Events (CASE) is a certification
program that uses the following four-step method to train clinicians on suicide
assessment: (a) presenting suicidal events in the past 48 hours, (b) recent suicide events,
(c) past two months of suicide events and (d) immediate suicide events (e.g., feelings,
ideation, and intent expressed during session with client) (Shea, 2009, . Developed by
Shawn Christopher Shea, CASE is a small training program that is a one-on-one

approach that and generally taught to graduate students (Pisani et al., 2011). The
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program is comprised of training the student to follow a three pronged approach: (a)
gather information on warning signs, risk and protective factors, (b) collect information
on suicidal ideation, and (c) make a clinical decision regarding the information received
(Shea, 1999). The program uses multiple tools of learning including handouts, group
discussion, lecture, video demonstrations and role plays. Additionally, students have the
option of long-term consuitation as needed, and a manual with real-life examples (Shea,
2009). Counselor trainees are not awarded certification until they have demonstrated
competency to the trainer through experiential training (Shea, 1999; Shea & Barney,
2007). No empirical research was found on CASE as an effective suicide assessment, but
the program addresses many of the training competencies recommended by AAS and
Suicide Prevention Resource Center taskforce.
Unlocking Suicidal Secrets

Unlocking Suicidal Secrets is an advanced workshop following completion of
the CASE training. In this six hour workshop, Shea (1998) emphasizes the main concepts
in CASE in an advanced training with additional lectures and video demonstrations that
focus on treatment planning, understanding risk, documentation and focusing on the
resiliency of the client and clinician.
Collaborative Assessment and Management of Suicidality (CAMS)

The Collaboration Assessment and Management of Suicidality (CAMS) is a
training program that has demonstrated efficacy in multiple populations, including
inpatient facilities, outpatient settings, and university counseling centers (Comtois et al.,
2011; Jobes, Jacoby, Cimbolic, & Hustead, 1997; Jones, 2012). Developed by David

Jobes, CAMS rely heavily on the therapeutic relationship between the counselor and the
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suicidal client, with an emphasis on the client understanding her or his suicidal behavior.
Assessment and treatment includes a focus on what Jobes (2012) calls suicidal drivers
and the elimination of suicidal coping.

A large component of CAMS is the Suicide Status Form-II (SSF-II) as a
companion to treatment. A seven-page tool, which has components that include assessing
risk and creating a treatment plan, involves continuous core assessment of the following
areas: (a) psychological pain, (b) stressors, (c) emotional upsetness, (d) hopelessness, (e)
self-regard and (f) overall risk of suicide (Jobes, 2012; Jobes et al., 1997). Along with the
Likert scales, there is a safety component that has both qualitative and quantitative
elements, asking the client to list protective and risk factors and agreeing to safety by
signing and checking yes or no to maintain safety (Jobes et al., 1997). Psychometrics of
the inventory showed good convergent and criterion validity and moderate test-retest
validity with high-risk suicide inpatient populations (Conrad et al., 2009).

There have been multiple studies demonstrating the overall effectiveness of the
CAMS treatment (Conrad et al., 2009, Jobes et al., 1997, Jobes et al., 2004, 2009). For
example, Jobes et al. (2009) researched the use of CAMS using 92 participants at a
university counseling center and found a significant improvement in SSF-II scores and
overall patient improvement. One of the more empirically supported trainings available,
this training typically takes six hours to complete in lecture format with a manualized
treatment protocol (Pisani et al., 2011).

Question, Persuade, Refer, Treat (QPRT)
Developed by Paul Quinett, the “Question, Persuade, Refer, Treat” (QPRT)

program is training program for mental health professionals and others who may come
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into contact with suicidal persons (Question Persuade Refer Institute , 2014). The
program is designed with the objective of training the clinician in a suicide risk
assessment protocol through identification of risk and protective factors, determining
level of risk, and documentation (Question Persuade Refer Institute, 2014). Jacobson,
Osteen, Sharpe, and Pastoor (2012) sampled social workers using the QPRT program
using a randomized trial of the QPRT training. Participants included n = 112 social work
students with n = 75 completing the study. Results indicated that the QPRT training has a
significant effect on preparing social work students to be more competent gatekeepers
when working as a suicide gatekeeping verses those in the control group.
Assessing & Managing Suicidal Risk
The Assessing & Managing Suicide Risk (AMSR) training program was

developed by the AAS & Suicide Prevention Resource Center taskforce based on the
aforementioned 24 core competencies and seven areas of practice (Suicide Prevention
Resource Center, 2006). As of 2008, the seven hour training, which typically involves
lecture, discussions, and readings, has 68 trained instructors and 10,474 trained (Pisani et
al., 2011). While the empirical research is scarce for this workshop itself, it is based on
the AAS and Suicide Prevention Resource Center Taskforce competencies.
Recognizing and Responding to Suicide Risk

Similar to the AMSR program, the Recognizing and Responding to Suicide
Risk (RSSR) is based on the AAS & Suicide Prevention Resource Center taskforce core
competencies and seven of practice (Suicide Prevention Resource Center, 2006). Once a
trainee enrolls in the program, the trainee completes an online module before engaging in

a live workshop and ends with continuing collaborative learning (AAS, 2007). The
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overarching goal of RSSR is to aid the trainee in becoming competent in the following
three areas: (a) being able to competently conduct a suicide risk assessment, (b) being
able to determine level of risk for suicide, and (c) developing a treatment plan and further
services that specifically address suicide risk (AAS, 2007).

From these tenets, AMSR was developed by the AAS that includes multiple
methods of learning for mental health professionals, with options for specific trainings if
desired in adolescent, inpatient, Spanish-speaking, or veteran settings (Pisani, et al.,
2011). Wintersteen (2010) trained two primary care facility staff sets using the RSSR
program that worked with suicidal youth ages 12-17.9 years and found that rates of
inquiry for suicide risk increased by 392%, indicating a significant increase from pre-
training levels. Educating the staff on suicide risk assessment and intervention strategies
led to staff being more cognizant of the strategies in day to day practice.

Risk Assessment Workshop

Developed by Dale McNiel at the University of California, San Francisco, the
Risk Assessment Workshop was targeted specifically for those at risk for suicide and
violence and is based on suicide risk and assessment treatment guidelines in the
American Psychiatric Association standards (Pisani et al., 2011). The Risk Assessment
Workshop training is a five-hour training that uses lecture and case vignettes to increase
self-efficacy and effectiveness in suicide risk assessment and intervention as well as
enhanced documentation. Noting the limited training that practitioners receive in suicide
risk and assessment training, McNiel et al. (2008) randomly assigned 45 psychiatry and
psychology trainees to either receive the Risk Assessment Workshop treatment or no

treatment. Results found that those who received the training improved significantly in
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clinical documentation and could better communicate their clients’ suicide risk
assessment and treatment.
Skills-Based Training on Risk Management
The Skills-Based Training on Risk Management (STORM) was developed in

2003 and is mainly used in the United Kingdom; it is a skills-based approach to help the
trainee develop a skill set to assess and create a safety plan for at-risk clients (STORM,
2014). Training takes place in a six-hour workshop that involves group discussion, role
plays, and video demonstrations (Pisani et al., 2011). Gask, Lever-Green, and Hays
(2008) examined the experience of 203 mental health clinicians in Scotland and found a
significant difference in positive attitudes and confidence of those trained both at post-
test and six-month follow-up. These resulits indicate that the STORM training provided
higher confidence and positive attitudes towards suicide risk and assessment in the short-
term and long-term..
Suicide Assessment Workshop

The Suicide Assessment Workshop was used as a training method for psychiatry
students in the United Kingdom and was developed for three specific
populations/settings: (a) deliberate self-harm, (b) hospital setting, and (c) outpatient
setting. Fenwick, Vassilas, Carter, and Haque (2004) researched the effectiveness of a
half-day versus a full-day training workshop using 99 mental health professionals; they
found that both trainings half-day and full-day trainings significantly improved
confidence and had a lasting effect on follow-up. The training lasts for six hours and uses
group discussion and role plays as dissemination tools, but is not currently training

clinicians (Pisani et al., 2011).
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Suicide: Understanding and Treating the Self-Destructive Process

Suicide, Understanding and Treating the Self-Destructive Process was developed
by Firestone and Firestone (1998) uses voice therapy and video demonstrations along
with two assessment instruments, the Firestone Assessment of Suicidal Intent (FASI) and
the Firestone Assessment of Self-Destructive Thoughts (FAST). The goal of this therapy
is to identify the continuum of self-destructive patterns in clients through objective
measures (Firestone et al., 1998; Pisani et al., 2011). The five-hour training also has a
multicultural piece, educating trainees on demographic factors that are correlated with
suicide risk. No empirical research was found for this program.
SuicideCare: Aiding Life Alliances

The SuicideCare: Aiding Life Alliances is an advanced training program that is
available to clinicians after they have completed the ASSIST program(Pisani et al.,
2011). In the ASSIST program, the clinician learns basic intervention skills. The
SuicideCare program is primarily community-based and reframes suicide risk from a
low/medium/high assessment to a more detailed matching system with risk assessment
and intervention (LivingWorks, 2014). The eight hour trainings are mainly conducted in
group discussion format and is in addition to the ASSIST program training that they are
required to receive prior to the advanced training. Pearce et al. (2003) conducted research
on 42 university students and found that post-training self-report indicated significant
increase in self-efficacy and understanding of content.
Other Suicide Assessment Tools

Apart from the 12 assessment methods described by Pisani et al. (2011), there are

specific suicide assessment tools and training methods that are utilized in the counseling



