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Understanding Suicide in our Community

• In 2022, 5.2% of US adults reported having 
serious thoughts of suicide, 0.6% 
attempted (CDC, 2024)

• Utah ranked 7th in the US for suicide death 
rate of 22.1, and 696 suicide deaths 
reported in 2023 (UT DHHS, 2024)

• 9% of UT high school students attempted 
suicide in past 12 months (2023 Youth Risk 
Behavior Survey)

• Disparities indicate higher prevalence for 
AI/AN communities, white men, individuals 
aged 25-44, LGBTQ+ communities; with 
trends indicating growing risk for POC 
youth (Ramchand et al., 2021)



Addressing the Needs of People with Suicide Risk
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● Suicide is stigmatized experience existing within 
societal norms and perspectives, leading to:
○ Barriers to people with suicidal thoughts and 

behaviors participating in research and 
services

○ Barriers to those with open lived experience 
participating in practice and research

○ Barriers to providers understanding and 
applying evidence-based care

● Suicidal desire is lethal and prevelant, leading to 
a loss of the wisdom from those who have died 
by suicide



Objectives

• Understand disparities existing in the social work and mental health field 
between lived experience, research, and intervention for people with suicidal 
thoughts and behaviors

• Disclosure of suicidal desire

• Individual confidentiality and autonomy

• Care navigation and intervention

• Explore practice considerations for providers, driven by the intersection of lived 
experience, research, and intervention



Disclosure of Suicidal Desire

• While people with suicidal thoughts and behaviors (STB) are more likely to 
disclose STB to psychotherapists than to friends, family, partners, or health 
professionals, roughly only 50% do (Husky et al., 2016)

• Risk of non-disclosure increases for men aged 70+, those with less social 
connectedness, and POC (Husky et al., 2016; Morrison & Downey, 2000)

• Younger adults, higher level of education, and more severe ideation or past 
attempts correlated with higher disclosure rates

• POC and cisgender youth 1.5x less likely to disclose STB (Shin et al., 2025), 
and youth are more likely to disclose to peers (Fox et al., 2022)



Lived Experience of Disclosure Factors

• Being asked directly about suicidal ideation and behavior greatly increases 
likelihood of disclosure for both adults and adolescents (Fox et al, 2022; 
McGillivray, 2022)

• Common barriers to disclosure with mental health professionals:
• Fear of involuntary hospitalization

• Loss of autonomy and financial hardship
• Stigma
• Medication use
• Fear of rejection
• Worrying support system

• Adolescents specifically name disclosure of STB to parents as barrier and 25% of 
adolescents did not disclose STB even when asked directly (Fox et al., 2022)



Provider Perspectives on Assessment

• Research shows that many providers struggle with suicide assessment, 
including:

• Feeling unsure of the “correct” way to ask about suicide

• Reluctance to ask about suicide

• Not asking at all, regularly, or directly

• Worries about giving client ideas about suicide

• Assessing with focus on liability management

(Brodsky et al., 2018; Ford et al., 2021; Hadsell, 2024; Hawgood et al., 2022; Roush 
et al., 2017, Sommers-Flanagan & Shaw, 2017)



Disclosure of STB: Practice Considerations

• Assess for STB with all clients and ask assessment questions directly, and 
regularly for those with risk factors

• Assess risk factors that may increase barrier to STB disclosure, including past 
experiences and perceptions of STB disclosure

• Apply cultural considerations and factors in assessment, utilizing tools like the 
Cultural Assessment of Risk for Suicide (CARS)

• Provide suicide resources, psychoeducation, and normalization even when STBs 
are denied

• Prior to assessment, provide clear communication regarding informed consent 
for confidentiality and response to disclosure of STBs



Lived Experiences with Confidentiality & 
Autonomy
• In a 2022 study, 48% of adolescents with history of suicidal ideation/behaviors 

reported “at least one experience in which a mental health provider either 
forced them to tell a parent/guardian about their SITB or told their 
parent/guardian without their permission” (Fox et al.)

• Suicidal adolescents who experienced a non-collaborative breach in 
confidentiality reported negative impacts on the therapeutic relationship, 
decreased trust in mental health services, decreased willingness to disclose 
future STBs, increased depressive symptoms, increased STB urges, and 
decreased self-worth (Fox et al., 2022)

• Survivors of suicide attempts have indicated common negative factors 
influencing their percpetion of care includes loss of autonomy with 
hospitalization and/or medication management (Hom et al., 2020)



Confidentiality & Autonomy

• Involuntary hospitalization is associated with greater hopelessness, loss of 
autonomy, loss of connection, and an overall potential for increased STBs upon 
release

• History of breaches in confidentiality decreases likelihood of disclosing STBs in 
future contact with providers

• Research indicates that involuntary hospitalization for suicide risk is linked with:
• Higher risk of suicide death after discharge
• Post-traumatic stress
• Felt loss of connection
• Increased hopelessness
• Financial hardship
• Poorer mental health outcomes 

(Wang & Colucci, 2017; Ward-Cielsielski & Risvi, 2021; Ross et al., 2024)



Confidentiality & Autonomy: Practice 
Considerations
• Clarify informed consent for confidentiality breach and hospitalization

• If discussing hospitalization, consider orienting to risk of stigma/response 
from providers, orient to expectations of hospitalization, plan for discharge, 
financial/insurance considerations, support system pre/during/post 
hospitalization

• Consider maintaining confidentiality as an evidence-based, ethical 
consideration

• If confidentiality breach or higher level of care is determined to be necessary, 
utilize clinical tools to increase willingness for voluntary collaboration

• Weigh the risks of confidentiality breach and involuntary treatment in clinical 
decision-making



Lived Experiences on Suicide Care 
Interventions
• Emergent/Crisis Services

• 41% of people with STBs utilizing emergency departments found services 
harmful or unhelpful (Simon et al., 2016)

• Over 60% of people seeking support for suicidal thoughts/behaviors in 
emergency departments reported feeling stigmatized by providers (Frey, 
Hans, & Cerel, 2016)

• Estimated that about 1/3rd of people with suicidal thoughts & co-occurring 
mood disorders use crisis hotlines (Simon et al., 2016)



Lived Experiences on Suicide Care 
Interventions
• Family Intervention

• Family support is often seen as harmful/unhelpful as emergency services for 
people with STBs (Simon et al., 2016)

• Families report struggles in understanding clarity of their role, 
hypervigilance about suicidal risk, lack of collaboration in discharge 
(Wayland et al., 2021)

• Nearly 1/3rd of family members of a suicidal person felt stigmatized by 
healthcare staff (Cerel et al., 2006)

• After a suicide attempt, family members can be seen as a protective factor 
in reducing risk for future attempts (Grant et al., 2015; Morgan et al., 2013)

• Family/social support can be crucial for access to means counseling, 
seen as one of the most impactful interventions for suicide risk



Lived Experiences on Suicide Care 
Interventions
• Peer Support Services

• Peer support is used by a minority of people with suicidal thoughts and 
behaviors, but is often seen as a highly useful intervention by those who 
utilize it, and reported as a desired resource by those who don’t have access 
to peer support (Simon et al., 2016; Hom et al., 2020)



Lived Experiences on Suicide Care 
Interventions
• Mental Health Services

• Factors associated with positive experiences by those with STBs include:
• Collaboration in treatment planning process  (Shand et al., 2018)
• Increased social support, supportive medication management, 

trustworthy providers, and being appropriately challenged (Hom et al., 
2020)

• Being able to openly talk about suicidal desire with empathy and lack of 
stigma (Berglund et al., 2016)

• Factors associated with negative experiences:
• Inadequate assessment, provider stigma or belittling of suicidal desire, 

prescribing without thorough assessment, discomfort with suicidal 
desire/attempts, and lacking adequate referrals/LOCs (Hom et al., 2020)



Care Navigation & Suicide Intervention: 
Practice Considerations
82% of suicide attempt survivors endorsed having at least one negative 
experience with mental health care services, only 14% reported only positive 
experiences (Hom et al., 2020)

• Normalize and validate suicidal desire

• Allow space to discuss suicidality openly

• Utilize ethical decision-making over liability to inform assessment, intervention 
and referral - assessment can be open, conversational, collaborative

• Explore non-traditional interventions for social support and safety planning



Evidence-Based Interventions

Assessment:
• Ask Suicide Questionnaire
• Columbia Suicide Severity Rating 

Scale (C-SSRS)
• Cultural Assessment for Suicide Risk

Safety Planning:
• CAMS Stabilization Plan
• Counseling on Access to Lethal 

Means
• Crisis Response Plan
• Safety Planning Intervention

Intervention:

• Brief Cognitive Behavioral Therapy 
(CBT)

• Collaborative Assessment and 
Management of Suicide (CAMS)

• Cognitive Therapy - Suicide 
Prevention (CT-SP)

• Dialectical Behavior Therapy (DBT)



Liability Management

• Ethical and evidence-based practice IS liability management

• Along with sufficient documentation of evidence based care, consultation, 
and demonstration of competence

• Provide informed consent on:

• Evidence-base for treatments

• Confidentiality

• Treatment expectations

• Access to contact with provider(s)

• Use of contact with others/involvement of others planning



Questions?

Thank you!

Josh Kivlovitz, LCSW (he/him)
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