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1.  Assessment of Suicide Risk Factors 

1.1   Statement of Intent – Ask if the client if he/she has ever had thoughts of killing 
him/herself. 

If YES, then more direct questions may be required. 
Identify whether :- 
 
Thoughts: Specific plans – the longer and more carefully plans have been made, the greater 
the likelihood of the intention to die. 
 
Preparatory Acts: e.g. saving tablets, putting affairs in order etc. 
 
NB. There is no truth in the idea that people who talk of suicide do not enact it.  Two thirds 
of people dying by suicide have told someone of their intentions; many have contacted  
their GP shortly beforehand.  Suicide may be less likely, however, if the client has talked it  
through with his/her counsellor.  Talking it out can make acting it out less likely. 
 
1.2.     Psychiatric Disorders e.g. schizophrenia, personality disorder, depression. 
 
NB.     A high risk time for a suicide to occur is during recovery from a depressive disorder. 
 
1.3.  Alcohol and Drug Dependence – risk is particularly high among older people with a 

long history of drinking.  Current depressive disorder and/or previous deliberate self-
harm are additional risk factors.  People whose drinking has caused physical 
complications, marital problems, difficulties at work, or police arrests are at higher risk. 
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1.4.  Older Age – rates increase with age in both men and women.  At all ages the risk is 
higher in men. 

 
1.5. Chronic Painful Illness – particularly among the elderly.  Increased risk among 

epileptics, people on dialysis, diseases of the nervous system, cancer. 
 
1.6.     Social Isolation – compared with the general public, people who have died from suicide 

are more likely to have been divorced, unemployed, living alone. 
 
1.7.     Severe Interpersonal Stress – e.g. bereavement and other personal losses. 
 
1.8.    After Deliberate Self Harm – e.g. after drugs overdose or self-injury.  NB In the year 

after, the risk is about a 100 times that of the general population.  There is a history of 
self-harm in one third to half of all completed suicides. 

 
1.9.    Family History of Suicide – Where there has already been a suicide among family or 

close friends, the risk increases.  Listen to the material and follow up any concerns you 
perceive, however disguised (see 1.1. above). 

 
2.   Management of Clients at Risk of Suicide 
 
2.1.     First Contact – The Administrator 
 
Because our Centres are not run as an Emergency Service, it is essential that administrators 
are given clear guidelines as to how to advise the client.  Telephone numbers and alternative  
local services must be at hand and the limits of our service clarified. 
 
Telephone numbers and resources made available in each centre will include: 
 

i.           Samaritans (Tel. 116 123) 
ii.           Local 24 hour Psychiatric Services, CMHT or out of hours number. 
iii.          Client should be encouraged to use these services and/or visit their GP. 
iv.          An early or further appointment with an assessment counsellor. 
v.           If necessary, an (assessment) counsellor should be asked to speak with the client. 
vi.          The administrator MUST keep a note of the client’s call and details. 
vii. The Administrator should have the backup and support of the assessment 

supervisor, Centre Head, Senior Supervisor or Head of Counselling and Training 
or another clinically trained person. 

 
2.2  At the Assessment Session 
 
If the Assessment counsellor identified the client as a potential suicide risk he/she will need 
to be address this in the session.  This will include: 
 

i.           Attempting to understand the underlying cause. 
ii.           Checking out the client’s support system. 
iii.          Encouraging the client to go to own GP and/or requesting permission for the 

Centre to contact the GP, if there is grave concern. 
iv.          Discussion of the matter with the Foundation consultant psychiatrist or 

consideration of need for hospital admission. 
v.           Medical consent form should be signed. 
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vi.          Possibility of offering a further assessment session. 
vii. Onward Referral – if client will not be contained in once weekly counselling or is  

otherwise unsuitable. 
viii. Informing Assessment Supervisor, Centre Head and Senior Supervisor of Head of 

Counselling and Training of their concerns. 
 

NB. Because the risk/threat of suicide produces anxiety in everyone involved, it is important 
that the Centre Head, Senior Supervisor or Head of Counselling and Training and supervisors 
contain the situation. 
 
2.3  Risk During Ongoing Counselling 
 

i.           Early recognition is important.  Counsellors should not avoid asking difficult 
questions.  See 1.1. Above. 

ii.           If in doubt, contact/consult your supervisor – This may include the possibility of 
‘holding’ measure between sessions, e.g. arranging a time when the client may 
phone or if appropriate, to offer to arrange an extra session. 

iii.           If you deem the risk to be serious, client’s GP to be contacted, with or without 
client’s permission but with their knowledge.  (BACP Ethical Framework for Good 
Practice in Counselling and Psychotherapy must be  upheld). 

iv.           Continue to address underlying issues. 
v.            Provide cover for breaks. 
vi. Adequate support should be provided for the counsellor/supervisor. 

 
2.4  General Measures for the Centre 
 

i.           Ensure that all counsellors, supervisors, telephone reception, admin staff are 
adequately briefed. 

ii.           Ensure consultation cover for emergencies and accessibility of named 
person/people who can be consulted, as necessary, including during holiday 
break is in place. 

iii.          Ensure good communication but maintain confidentiality. 
iv.          Ensure accurate and up to date counsellor records are kept, including any change 

of GPs address, phone number, also name of psychiatrist/hospital, if client is 
attending psychiatric follow-up or hospital support services. 

 
3.  When a Client Attempts/Succeeds to Commit Suicide Whilst in Counselling 
 
In these circumstances, the counsellor may not be aware of the event unless someone 
informs the counsellor, or if they make enquiries if a client misses a session/s. 
 
3.1 Attempted Suicide 
 

i.           In most instances the client will be admitted to hospital and the 
counsellor/supervisor will need to think about how best/whether to liaise with 
medical or nursing staff. 

ii.           The supervisor must be consulted re contacting the client. 
iii.          Some clients may return to continue counselling after an attempt, others may 

not. 
iv.          If not the counsellor is left with an unplanned and difficult ending needing extra 

special support. 
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v.           Supervisor group colleagues and supervisor are also affected and need support.  
The Centre Head and Senior Supervisor or Head of Counselling and Training may 
need extra consultation to help contain the situation. 

vi.          A case conference may be held with relevant people to discuss the management 
of the circumstances. 

vii. Critical Incident procedures must be followed.   (see TCF 19) 
viii. The CEO reviews the Critical Incident Report quarterly. 

 
3.2 If a Suicidal Death Occurs 
 

i.           Supervisor and Senior Supervisor or Head of Counselling and Training must be 
informed immediately.  The CEO and Executive should also be informed by the 
supervisor or Senior Supervisor or Head of Counselling and Training. 

ii.           Special care should be taken of the counsellor and all others concerned, notably 
the supervision group colleagues.  This should include a debriefing. 

iii.          It is possible that following a suicide death, a relative or friend of the deceased 
my request an interview.  This should be considered carefully before making a 
response. 

iv.          In most instances, it is appropriate for the person to be seen by the Centre Head, 
supervisor or Senior Supervisor or Head of Counsellling and Training,  not by the 
counsellor.  This is for reasons of confidentiality, which is still upheld following 
death. 

v.           Critical Incident procedures must be followed. 
 
3.3  Counsellors/Supervisors/Centre Heads/Senior Supervisor or Head of Counselling and 
Training’s Legal Duties 
 
These may vary according to circumstances. 
 

i.           If possible all contact with the Coroner’s Office should be done by the Centres 
through the Centre Head/Senior Supervisor or Head of Counselling and Training, 
and not by the counsellor or supervisor. 

ii.           There may be a request for a report on the client’s state of mind to be sent for 
the Coroner’s inquest. 

iii.           The Counsellor, the Supervisor, Centre Head or Senior Supervisor or Head of 
Counselling and Training may be subpoenaed to appear at an inquest. 

iv.           It is important to remember in written or verbal statements, to express a 
professional opinion only, in relation to the client’s state of mind. 

 
 


