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you do not inform an appropriate professional.)
Although such cases are very hard to prove in a

court of law given the ‘hidden’ nature of counselling,
the principle is that the workplace counsellor needs
to refer suicidal cases to the GP who has statutory
clinical responsibility for the individual. The counsellor
would need to obtain consent from the client to
disclose information to the GP but would also be
empowered by the organisation in certain situations
to break confidentiality even if the client disagrees.

Counsellors’ attitudes and 
reactions to suicide
Suicide within our society could be seen as the last
taboo. For a counsellor whose client has committed
suicide it can have a detrimental and lasting effect4.
Reactions of other counsellors can also raise further
issues about attitudes to suicide as the following
counsellor’s reflections show:

I felt really shocked when I heard this news as I
hadn’t really considered her an actual suicide risk
and I felt concerned that I had not done my job in
some way or had opened up the organisation to
some kind of litigation. I also remember having a
heated debate with a counselling colleague who
questioned why I was concerned and simply said
that it was the client’s right to choose. I couldn’t
agree with this and put forward the argument that
we should intervene and try to prevent suicide
since we were working within an organisation and
had a 'duty of care’ to the individual. I also argued
that it was morally wrong as it impacted on other
people in a highly destructive way.

Training can help counsellors explore their attitudes
to suicide. The following is an account by a counsellor
who went through a suicide training module:

I felt challenged in my beliefs that suicide was
always negative, hostile and morally wrong. For
instance, I could see that it was less ‘wrong’ in
having a ‘living will’ for no resuscitation in a terminal
illness even if this was tantamount to suicide. I also
became aware that I judged suicide in relation to
its effect on others, so I was less sympathetic to a
mother committing suicide with a baby compared
to a young man who was adopted, a heroin user
and HIV positive. I discussed this with my supervisor
afterwards and I realised that it was easier for me
to sit on the outside in judgment, than to get on
the inside of the person and listen to their distress.

I think counsellors need to be able to stay within the
client’s suicidal thoughts/hopelessness rather than
rushing into reframing the ‘cognitive ambivalence’.

The counsellor needs to ‘acknowledge and stay
with both aspects of the client’s hopelessness/
helplessness and their apparent immutability’2 and
to be able to reflect on the impact of their attitude
to suicide; saying it is morally wrong puts a distance
between them and the client’s feelings of pain and
confusion. 

Risk assessments
Organisations are increasingly aware of the need
to have clear risk assessment policies. The following
is an example of a counsellor who used Joiner et al’s5

risk factors in their reflections following a suicide
of a client whose lifelong partner had recently died
(the counsellor’s comments are in italics):
1. Past suicidal attempts/behaviours (I did not ask
about this). 
2. Current symptoms of suicide (I did not ask
about this).
3. Life stresses that may precipitate vulnerability
relative to the norm (her partner of 40 years dying
is a major life stress).
4. Degree of psychological disturbance such as
depression, anxiety, substance abuse, hopelessness
and helplessness (she had moderate to severe
depression and felt hopeless without her partner). 
5. Degree of self control in overcoming desire to
take suicide actions (she seemed fixated on her
loss, wanting to be with her partner, talking of
seeing/hearing him).
6. Social support and alternative coping strategies
(the client had a supportive daughter but had lived
her life centred around her partner without build-
ing up alternative structures).

These reflections suggest a risk of suicide, perhaps
even more so if the counsellor had explored with
the client their past suicidal behaviour and current
suicidal ideation. The counsellor commented: ‘What
I learnt through this case is due to my inexperience
I tended to reassure and try to solve her problems
rather than to explore her thoughts of how she was
going to cope without her partner. I found the writings
of Heckle6 helpful as I saw glimmers in the client of
“the trance”, “the loss of will” and “the beckoning”.’

Application to workplace
It is not possible to write prescriptive guidance for
such cases and a counsellor in the workplace has to
make ethical judgments with support from senior
colleagues. It is not practical or possible to take each
decision formally to supervision and it is important
that organisations have a clear route to a clinical
manager (which may include specialists experienced
in mental health such as occupational health or
chartered clinical/counselling psychologist) as a
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resource to help counsellors work through such cases.
Copeland7 outlines many of the clinical issues to do
with setting up supervision within organisations.

The other issue is what to do when a high risk
client is assessed. Many counsellors in the workplace
see the GP and the community mental health team
as experts in the area of suicide with adequate
resources to cope. It is sometimes tempting to just
pass any suicidal case to the GP and think that this
magically solves the situation, or at least moves the
client away from the counselling service. However,
this unfortunately is not always true and there are
cases where the community mental health team’s
risk assessments are carried out but are not sufficient
to assess the real suicidal threat. This may have been
because clients mask their real thoughts/intentions
or that the assessment tools are not able to detect
fluctuating feelings of suicide. 

There is also the sobering conclusion that if
someone is determined to commit suicide it is very
difficult to prevent it. Even the powers of sectioning
under the Mental Health Act (1983) can be 
insufficient. For instance, even when a client is
under ‘observation’ in a psychiatric hospital they can
still find ways of taking their own life. In addition,
resources in the community mental health team/
GP practice are constantly under pressure and it is
unrealistic to think that every case referred will
receive prioritised and appropriate help/treatment.
When the individual goes back into the community
following a period of being sectioned it is possible
they will not receive adequate support/monitoring. 

The organisation Mind asserted on a previous
version of their website: ‘Psychiatric treatment at
the point of suicidal despair cannot on its own
prevent suicide. One study found that most people
who had actually committed suicide had already
been treated with psychotropic drugs; clearly this
had not been enough to stop them. Another study
found that when people who felt suicidal were
admitted to hospital some improved – but this 
did not reduce the risk of suicide once they were
discharged, unless the social circumstances of their
lives had also changed.’1

Counsellors working in organisations need to
increase their confidence in carrying out risk assess-
ments. It is important to help the practitioner think
not just of referring on to the GP but also about
what intervention would be appropriate in the
case. It is amazing to think of the number of cases
where the practitioner understands that they are the
first person the client has told about their suicidal
thoughts. I have come to think that such disclosures
demonstrate trust in the relationship and that we
can probably do more to help that individual within
the workplace than has been previously believed.

The counsellor therefore needs to think not just
about referring to the GP but also about maintaining
some therapeutic contact with the individual/
organisation bearing in mind professional issues 
of confidentiality. 

Summary
This article explores the nature of suicide and raises
important questions about working with suicidal
clients. It identifies typical scenarios that counsellors
working within an organisational context can face,
including where sudden death occurs, and highlights
some of the ways that counsellors can intervene. It
highlights the importance for counsellors to examine
their attitudes to suicide, their responsibilities to
the counselling service in terms of carrying out risk
assessments and describes the dilemmas involved
in referring to the GP. n
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Useful website addresses
www.befrienders.org
www.uk-sobs.org.uk
www.samaritans.org.uk

Helpful book for those bereaved through suicide
Wertheimer A. A special scar: experiences of people
bereaved by suicide. London: Routledge; 1991.

ACW conference 2006: suicide and sudden death
ACW is planning to hold a major conference on 16 June 2006 on suicide
and sudden death, which will be a good opportunity to develop thinking
and to answer some of the issues raised in this article. We believe it will
be a very popular event featuring experts in the field with practical
knowledge about how to deal with the dilemmas in this area. We have
set a maximum limit of 120 delegates. This limit is so we can make the
event highly interactive as each delegate will be able to choose two
workshops to attend and we want the sizes of the group to be manageable.
If demand warrants it we would be delighted to repeat the event in other
parts of the UK. For more information on the conference please email
events@bacp.co.uk or phone 0870 443 5240.
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