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In 2007, 34,000 people died by suicide in the United States, 
but by 2013, the number of suicides had risen to 41,149. Of 
those affected by major depressive disorder, a primary risk 
factor for suicide, it is estimated that about  half receive 
professional mental health treatment.
Following the loss of a patient to suicide, clinicians report an 
impact on their professional practice that includes grief, self 
doubt about professional competence and fear of legal 
reprimand. These feelings may go on to impact their attitudes 
towards suicide prevention.
Mental health clinicians who experience the loss of a patient to 
suicide may also need support to manage that loss.

A web based anonymous survey of licensed mental health 
clinicians in Connecticut was conducted to measure clinicians’ 
attitude towards suicide prevention and to examine factors that may 
affect those attitudes. The survey was available from 4 March 2016 
through 25 March 2016. It was distributed through the Connecticut 
Suicide Advisory Board and Connecticut Clearinghouse ListServ’s
as well as by word of mouth to practicing clinicians.
The following four hypotheses were tested:

1. Clinicians who have lost a patient to suicide are less likely to 
think that suicide is preventable. 

2. Clinicians who had received suicide prevention training would 
be more open to participating in peer support.

3. Clinicians who have not participated in suicide prevention 
training would be less likely to believe that suicide is 
preventable.

4. Clinicians who believe suicide is preventable would be more 
open to participating in peer support following the loss of a 
patient to suicide. 
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104 individuals participated in the survey, representing a variety of 
different clinical fields. The majority of clinicians (62%) had worked as 
clinicians for over 10 years. The major findings of the study were:
• 34% of clinicians had lost a patient to suicide
• Over 80% of surveyed clinicians believed that suicide is preventable
• 31% of surveyed clinicians reported they had not participated in 

suicide prevention training outside of academia, 
• 80% of surveyed clinicians report they feel clinicians have a 

moderate or high level of responsibility in preventing  suicide with 
their patients

• Over 90% of surveyed clinicians would be open to peer support 
following the loss of a patient to suicide and therefore indicates an 
intervention that clinicians are open to participating in.

P=.082

Consistent with other research, one in three clinicians reported 
having lost a patient to suicide. Even though the loss of a 
patient to suicide does impact clinicians attitude towards the 
preventability of patient suicide, the majority of mental health 
clinicians’ believe that suicide can be prevented. In addition, the 
vast majority of clinicians are open to peer to peer models to 
support clinicians who have experienced the loss of a patient to 
suicide. This data suggests that mental health clinicians in 
Connecticut would welcome state efforts towards suicide 
prevention interventions and clinician support in the face of 
patient loss to suicide. The data also suggests the need for more 
training for clinicians in the state of Connecticut should be 
targeted at suicide prevention education and address the topic of 
clinician control over patient/client clinical outcome.

Table 3.

The Connecticut Suicide Advisory Board is a task force 
composed of members from various mental health agencies 
in Connecticut that are interested in reducing the rate of 
suicide in the state. Members identified clinician resistance 
towards accepting suicide as preventable as one of the 
barriers to implementing prevention interventions. This 
study was conducted to inform the Board about these 
circumstances surrounding these attitudes and provide data 
to support future interventions to redirect those attitudes. 

PURPOSE OF 
RESEARCH

Statistical analyses of the four hypotheses showed that only the 
relationship between experience of a patient suicide and belief in 
the preventability of suicide was related at a trend level, as shown 
in Table 2 below. There was no statistically significant 
relationship between suicide prevention training and belief that 
suicide is preventable, suicide training and openness to peer 
support, and belief that suicide is preventable and openness to 
peer support models. 

LIMITATIONS

Other included specialties such as Licensed Marriage and 
Family Therapists as well as Licensed Professional Counselors. 

Several factors limit the potential of this data to be applied to 
clinicians at a population level:
• Participants were voluntary and recruited from two 

ListServ’s that promote suicide prevention,
• The sample size was relatively small in comparison to the 

amount of clinicians in Connecticut
• The survey was brief and did not assess details surrounding 

attitudes and beliefs
• Each state within the United States, as well as between 

countries, have varying educational and training 
competences that guide practice and attitudes toward suicide 
prevention.
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