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ABSTRACT ARTICLE HISTORY

In 2020, almost 46,000 individuals in the United States died from Received 28 March 2022
suicide, 1.2 million adults made a suicide attempt, and Accepted 18 July 2022
12.2 million had serious suicidal thoughts. Clinicians in diverse KEYWORDS

practice settings will work with clients experiencing suicidal Suicide prevention; trauma-
thoughts and behaviors. Due to a strong association between informed care; clinical
trauma and suicidality, suicidology experts have recommended practice; suicide; trauma
the use of trauma-informed practice when working with clients

with suicidal thoughts and behaviors. However, although there

are guidelines for trauma-informed care and for working with

clients with suicidality, there are no models, explanations, or

discussions about how clinicians can provide trauma-informed

care in their work with individuals with suicidal thoughts and

behaviors. This conceptual paper describes examples of the

application of the Substance Abuse and Mental Health

Services Administration (SAMHSA)'s trauma-informed care prin-

ciples to clinical work with individuals with suicidal thoughts

and behaviors. Strategies are provided for each of the guiding

principles, and case examples used to illustrate strategies, bar-

riers, and potential pitfalls.

In clinical practice, both trauma and suicide frequently emerge as presenting
problems and in client histories. This is unsurprising because there is a strong
relationship between trauma and suicide. Trauma elevates the risk of suicidal
thoughts and behaviors (Dube et al., 2001; Nock et al., 2008; Ong et al., 2021).
Adverse childhood experiences are strongly associated with suicide attempts
in adolescence and adulthood (Dube et al., 2001). This effect is cumulative, and
the elevated risk of a suicide attempt increases with the number of adverse
childhood experiences. As with childhood trauma, traumatic experiences in
adulthood, including discrimination, marginalization, and racial trauma, are
also associated with an increased risk of suicidality (Assari et al., 2017; Bryant-
Davis, 2007; Comas-Diaz et al., 2019; Madubata et al., 2022). In addition,
suicide leads to traumatic experiences, both for family members whose loved
ones engage in suicidal behaviors and for individuals with suicidal thoughts
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and behaviors, through coercive, invasive, or retraumatizing clinical or med-
ical interventions (Blanchard & Farber, 2020; Fogarty et al., 2021; Ward
Ciesielski & Rizvi, 2021). One study found that almost half of suicide attempt
survivors had PTSD symptoms following an attempt (Bill et al., 2012).

Despite this strong association, the topics of suicide and trauma are typi-
cally discussed, researched, and taught separately, with limited attention to the
clinical practice implications of the intersection of the two issues. As a result,
although the need for a trauma-informed approach to suicide has been
identified, there is very little guidance on how to understand, conceptualize,
and engage in trauma-informed suicide prevention. Illustrated by case studies,
this paper will explore current practice with individuals with suicidal thoughts
and behaviors, presenting strategies rooted in Substance Abuse and Mental
Health Services Administration’s (2014) trauma-informed principles. While
trauma-informed care encompasses both organizational and direct service
practices (Menschner & Maul, 2016), this discussion will focus on clinical
practice.

Background

Clinicians and researchers use multiple definitions of trauma (Menschner &
Maul, 2016). Some clinicians may erroneously equate trauma with a diagnosis
of PTSD. Substance Abuse and Mental Health Services Administration (2014)
defines trauma as:

Individual trauma results from an event, series of events, or set of circumstances that is
experienced by an individual as physically or emotionally harmful or life threatening and
that has lasting adverse effects on the individual’s functioning and mental, physical,
social, emotional, or spiritual well-being. (p. 7)

It is a person’s experience of an event that determines whether it is traumatic
(Substance Abuse and Mental Health Services Administration, 2014). It is
important to recognize the wide range of experiences which can be experi-
enced as traumatic, including early childhood adversity, adulthood events, and
experiences of discrimination and oppression based on social identity, such as
racism, homophobia, or transphobia. Historical trauma is also believed to
impact psychological stress and suicidality (Brown-Rice, 2013).

Trauma can be understood as an experience that is too much, too fast, or
too soon for an individual’s nervous system, resulting in the chronic activation
of their stress response system. Traumatic stress impacts the development and
functioning of the brain and body, capacity to maintain healthy relationships,
and overall physical and mental health (Substance Abuse and Mental Health
Services Administration, 2014).
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Early adversity and trauma lead to the sensitization of the stress response
system. This increases the likelihood of developing stress related disorders and
elevates the risk of suicidality occurring in response to stressors later in life
(Eisenlohr-Mohl et al., 2018; O’Connor et al., 2018). This is true even for
events that occur early in life before the ability to create verbal memories.
When working with individuals with suicidal thoughts and behaviors, it is
important that this awareness and understanding guides clinical interventions.

Trauma-informed practice

Trauma-informed practice is distinct from trauma-focused therapy
(Levenson, 2017). It is not a treatment modality, but a perspective based on
an awareness of the prevalence of trauma, coping strategies for trauma, and
the psychological and physiological impact of trauma across the lifespan
(Levenson, 2017). There are many models for trauma-informed care but
currently no universal agreement on the meaning of the concept. Perry
(2021) states:

In the past, most of these perspectives have not included any significant understanding of
development, stress, or trauma or the interrelated issues that can cause distress or trauma
such as implicit bias, racism, and misogyny. But with so much new research emerging
about these areas and these issues, it’s become clear that our systems can’t ignore them.
And as each system has grappled with what ‘trauma-informed’ means, they’ve used their
own particular lens - their own worldview. The result is that defining the term has been
a challenge. Like the word trauma, it’s been used by many different groups in many
different ways (p. 217-218).

At its core, trauma-informed care is a universal prevention strategy that
assumes an individual’s behaviors are adaptations in the context of their life
experiences. It aims to avoid re-traumatization and create safe healing envir-
onments. Recognizing the value and healing power of relationships, trauma-
informed clinicians prioritize the development of working relationships char-
acterized by trust, collaboration, and compassion (Levenson, 2017, 2020;
Menschner & Maul, 2016). Within these relationships, clinicians share their
knowledge about the psychological and physiological impact of trauma. This
psychoeducation normalizes presenting problems, including suicidality, and
reframes maladaptive behaviors into coping skills that demonstrate resilience
while simultaneously creating hope about the possibility of change and
healing.

The core principles of a trauma-informed approach

Andy is a 12-year-old boy with a history of early childhood trauma. He has been
hospitalized multiple times due to suicidal thoughts and behaviors. Andy cur-
rently attends a therapeutic day school and receives outpatient therapy and
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psychiatry. In addition to suicidal thoughts and behaviors, Andy engages in
problematic sexual behaviors that have led to his removal from multiple pro-
grams. Despite prescribed appetite suppressants, Andy eats to excess, and the
resulting obesity has contributed to multiple health problems. Although Andy
has received treatment for each of these issues, his suicidal thoughts and
behaviors, overeating, and sexual behaviors continue to cause significant pro-
blems. Andy sees himself as a “bad kid” and has little hope for change. Although
his providers have always understood that Andy’s history of early trauma is the
root of his current challenges, they just recently began to use a trauma-informed
approach with Andy. As a result, they began to teach Andy about trauma and its
impact on the brain and behavior, explaining that problematic behaviors often
emerge from the types of life experiences that he has had. Andy and his providers
know that it will be a lot of work for him to rewire his brain and his stress
response system, but for the first time, instead of seeing himself as bad or broken,
Andy is starting to understand the adaptations his body and brain made to
survive his early trauma and to see himself as resilient.

This case study illustrates the shift to a trauma-informed approach. Before
this shift, Andy’s service providers understood his suicidality, sexual beha-
viors, and overeating as the result of early trauma, but had not shared this
understanding with Andy. Andy lacked any knowledge of the physiological
impacts of early trauma or the ways that early trauma impacts relationship
development, sexual development, and the capacity to feel a sense of satiety.
As a result, Andy had an internal narrative of being “bad,” creating a sense of
shame that drove his suicidality. As the team moved to a trauma-informed
approach, they stopped treating each of Andy’s symptoms individually.
Instead, they explained to Andy the relationship between early trauma and
his current symptoms. Additionally, they began to include Andy as part of
the treatment team and were transparent about the treatment plan and
decision-making process. This empowered Andy, helped him feel in control,
and supported his ability to form healing relationships with his service
providers.

A trauma-informed approach to suicide

Although there has been a call for service providers and organizations to use
a trauma-informed approach when working with clients with suicidal
thoughts and behaviors (Bent-Goodley, 2019; Levenson, 2017, 2020;
Morrison et al., 2015), currently there is no suicide-specific model to guide
this work. In the United States, the most widely used guidelines are the
SAMHSA principles of trauma-informed care (TIC; Substance Abuse and
Mental Health Services Administration, 2014). These guiding principles pro-
vide a framework for work with clients. The six key principles are: safety,
trustworthiness and transparency, peer support, collaboration and mutuality,
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empowerment, voice, and choice, and cultural, historical, and gender issues.
The following sections will explicitly describe approaches and strategies for
suicide-focused work based on these principles of trauma-informed care. This
model can be applied to all clients with suicidality, regardless of whether the
clinician is aware of trauma, or if the client identifies with having a history of
trauma.

Safety

Wanda, an adolescent girl with a history of sexual assault, was working with
a clinician at an outpatient clinic associated with a large hospital. Wanda’s
suicidal thoughts and behaviors intensified over time. One day, Wanda told her
clinician about her suicide plan. Together they decided that Wanda should enter
the inpatient program associated with the hospital, located across the street from
the outpatient clinic. Clinic policy required that an ambulance transport Wanda
to the inpatient program. When the EMTs arrived, they strapped Wanda on the
stretcher, triggering memories of the sexual assault. After Wanda was discharged
from the hospital, she told her clinician that she would no longer talk about her
suicidal thoughts because she did not want to be transported by ambulance
again. The clinician was concerned about Wanda’s feedback and her safety. She
suggested that they spend the next session on safety planning to support Wanda’s
ability to remain physically and emotionally safe. Additionally, she started
a conversation with her supervisor about how to change the policy to be more
trauma informed.

Safety is the first principle of trauma-informed practice (Substance Abuse
and Mental Health Services Administration, 2014). This encompasses rela-
tional, emotional, and physical safety. Relational safety is rooted in relation-
ships that are predictable, consistent, reliable, respectful, empathetic,
compassionate, genuine, and free of judgment or shame (Bent-Goodley,
2019; Elliott et al., 2005; Levenson, 2020). When clients have suicidal thoughts
and behaviors, clinician frustration, exhaustion, and hopelessness can nega-
tively impact these characteristics of the relationship. Due to anxiety and fear,
clinicians sometimes choose restrictive interventions that emphasize physical
safety over other types of safety and may be traumatic (e.g., involuntary
hospitalization; Levenson, 2020; Rudd et al., 2008). Clinicians must recognize
and manage these feelings to foster and maintain relational safety. Continuing
education in suicide assessment and crisis intervention can be an effective
place to learn these skills (Mirick et al., 2016; Mitchell et al., 2020).

Re-traumatization is a significant threat to emotional safety (Substance
Abuse and Mental Health Services Administration, 2014). Clinicians must
consider factors such as the physical space of the waiting room and office,
interpersonal interactions, and the gender of service providers or group
members (Substance Abuse and Mental Health Services Administration,
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2014). In the example above, Wanda was re-traumatized by the ambulance
ride. For a variety of reasons, many clients experience the arrival of
emergency responders as a threat to emotional safety. In the United
States police violence against people of color has created racial trauma,
augmented by the historical trauma of violence against Black Americans
(Comas-Diaz et al., 2019; Lipscomb & Ashley, 2020). As a result, police
involvement during a crisis feels unsafe. Finding a balance between emo-
tional and physical safety is critical. This task may be challenged by agency
policies that prioritize risk reduction, clinician’s anxiety about the client’s
safety, and historical and racial trauma (Fogarty et al., 2021; Rudd et al.,
2008).

Trustworthiness and transparency

Gabriel, a 50-year-old man, experienced intense suicidal thoughts following his
son’s suicide death and began to see a clinician affiliated with a large hospital
system. At their first session, the clinician told Gabriel that hospital policy
required she call Emergency Services if he disclosed suicidal thoughts and
behaviors. This could result in hospitalization. Gabriel went home and told his
wife that he could only tell the clinician about his suicidal thoughts if he was
willing to be hospitalized. He wanted to quit therapy because he could not talk
about his suicidal thoughts, but his wife convinced him to return for a second
session. She was frightened she might lose her husband to suicide as she had lost
her son. Gabriel shared his concerns with the clinician, who responded with
more details and information. She explained that suicidal thoughts were not an
uncommon reaction to suicide loss, and that the trauma of the loss can intensify
them. She defined the circumstances in which she would consider a higher level
of care, emphasizing that the decision would only happen after she discussed it
with Gabriel.

The concept of trustworthiness and transparency is the second principle of
trauma-informed care (Substance Abuse and Mental Health Services
Administration, 2014). Early childhood trauma impacts an individual’s ability
to form trusting relationships, making it difficult to engage with a clinician
(Levenson, 2020). For clients with a history of trauma, asking for help can
elicit anxiety, fear, and apprehension, making the initiation of therapy challen-
ging (Levenson, 2017). Therefore, the initial focus of the work is on the
development of trust, with a goal of creating a relationship in which the client
can share their psychological pain, hopelessness, and suicidal thoughts and
behaviors. Clinicians build trust by emphasizing clarity and avoiding ambi-
guity across all aspects of the work. The informed consent process is clear and
in-depth and provides the client with information about the limits of con-
fidentiality (Levenson, 2017). Gabriel’s informed consent process was ambig-
uous and alarming, which made Gabriel want to leave therapy before it began.
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If Gabriel had not returned for a second session, the clinician would not have
known why Gabriel stopped treatment and Gabriel would not have had access
to support.

Peer support

John is a 30-year-old man with a diagnosis of a major mental illness and
a history of both trauma and suicidality. John stopped taking his medication
because he didn’t like the associated weight gain. In the weeks after this decision,
John’s suicidal thoughts and behaviors intensified, and his community-based
team decided to hospitalize him. After being hospitalized, John no longer trusted
his team and terminated services. When John was discharged from the hospital
his outpatient clinician said she could no longer see him because he needed
a “higher level of care” than she could provide. John felt like she had fired him as
a client. Without his team and his therapist, he told his worried family, “I have
zero support.” A family friend invited John to a Peer Recovery program in
a nearby community. John found the program very supportive, saying, “I
found other people who cared about me and who had been through the same
experiences I had been through. They understand me and seeing them get better
makes me feel better.” From his peers, John learned how trauma was connected
to his suicidal thinking. The peer support group eventually gave him the con-
fidence and motivation to try professional mental health services again and he
found a new therapist and prescriber. The new service providers used a trauma-
informed approach and acknowledged that the peer recovery program was
largely responsible for John’s recovery. John identified the peer support program
as crucial to his recovery, helping him feel safer in his body, life, and
relationships.

Peer support is the third trauma-informed principle (Substance Abuse and
Mental Health Services Administration, 2014). This principle may be the least
familiar to clinicians and require a reframing of their role and their perspec-
tives on peer support. Some practitioners hold negative assumptions about
peer support, including beliefs that peer specialists lack the skills to talk with
clients about suicide or that these discussions will be harmful or triggering to
peer specialists (Pfeiffer et al., 2019). Some of these assumptions may stem
from a lack of research and practice literature on peer support for suicidality
(Pfeiffer et al., 2019). The literature does support the positive impact of peer
support for clients with other presenting problems, including the provision of
emotional support (Bellamy et al., 2017). Preliminary data suggests that peer
support programs may help decrease suicidal thoughts and for clients like
John (Schlichthorst et al., 2020).

Trauma-informed clinicians are familiar with local peer support programs,
encourage clients to access them, and refer clients to them. These programs
include in-person mutual support groups, such as Alternatives to Suicide
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(alt2su-nsw.net) or the National Empowerment Center (www.power2u.org).
There are websites that share the stories of individuals with lived experience,
such as Live Through This (livethroughthis.org) and Now Matters Now (now-
mattersnow.org). Additionally, online forums and messaging boards are
a source of peer support (Niederkrotenthaler et al., 2016). In the example
above, John’s referral to peer support came from a family friend. Ideally, John’s
team would have provided these referrals along with more traditional mental
health services.

Collaboration and mutuality

Maribel, an adolescent girl, was hospitalized following a suicide attempt. During
discharge planning, the hospital social worker told Maribel’s parents to remove
all lethal means from the house. The list of lethal means included medications,
knives, razors, and any cords or ropes. When her parents requested more specific
directions, the social worker reiterated that it was their responsibility to make
the environment safe. The parents locked up the medications, kitchen knives,
and Maribel’s razor. They took down the Christmas lights that hung in her
bedroom. When Maribel came home, she found her bedroom transformed. She
was unable to shave her legs or help her mom prepare dinner. Maribel was angry
and felt her space had been violated. Her parents were confused and unsure how
to support her. The next day, Maribel’s outpatient clinician met with the family.
Recognizing their frustration, she suggested a different approach. Together, all
four of them engaged in safety planning, with Maribel as the lead participant in
the process. Maribel identified actions she felt were necessary to keep herself safe,
her parents and clinician asked questions and made suggestions, and they
collaboratively wrote a safety plan to address future escalating suicidal thoughts
and behaviors. This plan included limiting access to lethal means. All family
members felt more in control and more confident that Maribel would be able to
stay safe in at home.

Collaboration is the fourth trauma-informed practice principle (Substance
Abuse and Mental Health Services Administration, 2014). Clinicians inten-
tionally encourage collaboration and avoid directive interventions (Levenson,
2017, 2020; Morrison et al., 2015). Collaborative work can be challenging
when suicidality is present. It is common for clinicians to develop anxiety
and fear about clients’ physical safety, responding to these emotions with
coercive and controlling interactions intended to prevent a suicide attempt
or death (Jobes, 2016). This creates an adversarial relationship, in which the
clinician is working to preserve the client’s physical safety and the clients
wants to end their psychological pain (Jobes & Ballard, 2011). This scenario
often elicits feelings of disempowerment and hopelessness from clients.
Maintaining collaborative relationships when physical safety is at risk requires
clinicians to recognize, acknowledge, and manage their emotional responses
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(Fogarty et al,, 2021; Rudd et al.,, 2008). Learning effective skills to safety
manage suicidal thoughts and behaviors can maintain physical safety in
a more effective, collaborative manner. Supervision and training can support
clinicians in this work.

Maribel’s hospital social worker engaged in lethal means counseling,
a collaborative intervention to reduce access to lethal means (Mann et al.,
2005). Although this intervention does not explicitly include trauma, it should
be a collaborative process, but the hospital social worker implemented it as
a directive intervention. In contrast, the outpatient clinician included lethal
means counseling into collaborative safety planning (Stanley & Brown, 2012).
Collaborative safety planning has replaced contracting for safety as a best
practice in the management of suicidality. Contracting for safety requires the
client to promise, perhaps signing a “contract,” not to kill themselves. In
contrast, a safety plan is a “written, prioritized list of coping strategies and
sources of support ... used to alleviate a suicidal crisis” (Stanley & Brown,
2012, p. 256). This list is created collaboratively with the client, using the
client’s expertise to guide its creation, and is regularly revisited, evaluated, and
revised to improve its effectiveness. High quality collaborative safety planning
is associated with better outcomes for clients (Gamara et al., 2015). Like lethal
means counseling, collaborative safety planning does not explicitly acknowl-
edge trauma, but implemented correctly it is a collaborative, empowering
intervention. A clinician can intentionally make safety planning more inclu-
sive of trauma by including an awareness of evocative cues of past trauma in
the safety plan.

As designed, both lethal means counseling and safety planning are colla-
borative interventions and considered best practices in working with indivi-
duals with suicidal thoughts and behaviors (Mann et al., 2005; Rudd et al.,
2008). In practice, as seen in the example above, both interventions are
sometimes implemented in ways that do not reflect fidelity to the intervention,
and as a result they are no longer consistent with either trauma-informed
practices or best practices in suicide prevention and intervention. While many
clinicians report using safety planning with clients with suicidal thoughts and
behaviors, their fidelity to the intervention is not well understood (Moscardini
et al., 2020). Clinician factors, such as fear for clients’ physical safety, or
organizational policies, such as mandated safety planning, can shift the process
away from any congruence with trauma-informed practices, especially for
clinicians who may not have learned these newer suicide interventions in
their graduate education (Schmitz et al., 2012). Clinicians may need more
training and education on these practices. Available training resources include
Counseling on Access to Lethal Means (zerosuicidetraining.edc.org) and
Collaborative Safety Planning (suicidesafetyplan.com).
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Empowerment, voice, and choice

Marta, a 35-year-old woman with a trauma history, left therapy because the
clinician made suicide the focus of therapy after she shared her suicidal thoughts.
Suicidal thoughts were not Marta’s primary concern and she believed she could
keep herself safe. Instead, she wanted to focus on her past trauma. When Marta
starting working with a new clinician, she did not talk about her suicidal
thoughts and the therapy focused on her trauma history. As therapy progressed,
Marta’s suicidal thoughts became more intense, and finally she shared them
with her clinician. The clinician was conflicted. On one hand, she wanted to
value client self-determination and have Marta set the treatment goals. On the
other hand, she felt obligated to acknowledge Marta’s pain, assess her current
safety, and ensure the functioning of her safety plan. The clinician shared her
dilemma with Marta, and they agreed on a plan. While Marta’s suicidal
thoughts remained elevated, they would spend the first half of each session
checking in on her suicidality, adjusting the safety plan if needed. The remainder
of the time would be spent on trauma-focused work. Both Marta and the
clinician felt comfortable with this resolution.

The fifth trauma-informed practice principle is empowerment, voice, and
choice (Substance Abuse and Mental Health Services Administration, 2014).
A lack of power and control is often part of traumatic experiences and client
empowerment supports recovery (Substance Abuse and Mental Health
Services Administration, 2014). The clinician can support empowerment
through strategies such as checking in, asking permission, soliciting the client’s
opinion, and including client feedback in the work (Levenson, 2017).
Clinicians model the use of strengths-based, non-stigmatizing language
around suicide. The American Psychological Association (2021) has provided
specific examples of recommended language (e.g., died by suicide in place of
“committed suicide” or “successful suicide”). Client empowerment is sup-
ported when clinicians teach clients about the impact of trauma on physiology
and behavior. This redefines problematic behaviors as adaptive coping in the
face of traumatic events, shifting a client’s thinking to a strengths-based
narrative emphasizing resilience and encouraging self-efficacy (Levenson,
2017). In the example above, Marta’s new clinician listened to her treatment
goals, and together they determined how to balance self-determination and
physical safety in a way that felt alright to both. Finding a successful balance
requires a collaboration between clinician and client. It is essential that Marta
has control over the treatment process, even when suicidality is present, but
also that the clinician feels comfortable with the management of suicide risk
(Levenson, 2017).

Empowerment is congruent with best practices in suicide prevention. In
February 2000, clinicians with expertise in suicide met in Aeschi, Switzerland
to discuss treatment for clients with suicidality. This working group created
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practice guidelines (The Aeschi Approach) for clinicians working with indi-
viduals with suicidality, including the need to recognize the client’s expertise
on their own experience (Jobes & Ballard, 2011). Many best practices include
a focus on fostering clients’ personal sense of agency, including lethal means
counseling and safety planning that were discussed in the previous section.

Cultural, historical, and gender issues

Nina, a Black, 22-year-old woman, began therapy with a White clinician to
treat her depression. At the first appointment, Nina told her clinician that she
was hesitant to start therapy because she did not think it would help her but
was there because she could not confide in her family because they did not
believe in depression. The clinician did not screen for suicide or trauma. After
a few sessions, Nina began to talk about her experiences with discrimination.
The clinician responded that perhaps these incidents were not discriminatory,
and instead Nina was misreading them. The clinician decided to work on
cognitive restructuring due to Nina’s “attribution errors” about these incidents.
Nina’s depression worsened, and she finally disclosed to her therapist that she
had been thinking her family would be better off without her. The clinician
told her that was not true but still did not ask about suicide. Nina felt even
more isolated than before and stopped attending therapy. Several months later,
she discovered a directory of Black therapists. On that list, she found a new
clinician, a Black woman, who acknowledged and recognized her experiences
of racial discrimination, discussed racial trauma, explored the impact of racial
violence and discrimination on Black Americans, explained the relationship
between racial trauma and suicide, and responded to and supported Nina in
managing her suicidal thoughts and behaviors. After working with this clin-
ician for a few weeks, Nina began to feel hopeful that therapy might help her
depression.

The final trauma-informed practice principle is awareness of cultural,
historical, and gender issues (Substance Abuse and Mental Health Services
Administration, 2014). Trauma-informed practice requires cultural respon-
siveness, cultural humility, and an understanding of systemic racism, discri-
mination, and historical and racial trauma (Bent-Goodley, 2019). Clinicians
must consider the ways in which a client’s culture interprets, understands, and
responds to experiences of trauma (Substance Abuse and Mental Health
Services Administration, 2014). Along with influencing the experience of
trauma, culture defines, creates meaning, and shapes the expression of suicid-
ality (Chu et al., 2010). Culture impacts risk and protective factors, suicide
stigma, and help seeking behaviors (Chu et al., 2010). Working from
a perspective of cultural humility, “an interpersonal stance that is other-
oriented rather than self-focused, characterized by respect and lack of super-
iority toward an individual’s cultural background and experience” (Hook
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et al., 2013, p. 1), the clinician listens to the client to develop a better under-
standing of how their culture understands trauma and suicide. Nina’s clinician
did not do this work, even when Nina shared that her family “did not believe in
depression.” Exploring this statement could have uncovered the stereotype
that Black women do not experience suicidal thoughts and behaviors, which
can limit help-seeking for Black women (Junior, 2021).

An essential component of trauma-informed care is awareness of the
impact of discrimination and marginalization on suicidality (Substance
Abuse and Mental Health Services Administration, 2014). Racism, sexism,
heterosexism, and cissexism negatively impact well-being, causing stress, dis-
tress, and suicidality (Assari et al.,, 2017). To create safe relationships with
clients of color like Nina, White clinicians need to understand White privilege,
implicit bias, systematic racism, and racial trauma. Instead, many White
clinicians avoid discussing race and racism with clients (Sue et al., 2010;
Utsey et al., 2005) and, like Nina’s clinician, dismiss painful experiences of
racism and discrimination (Utsey et al., 2005). Similarly, sexual or gender
minority clients need clinicians who understand and can talk about discrimi-
nation, trauma, and suicidality in the LGBTQIA community. For Black and
Indigenous clients, clinicians need to be aware of the impact of historical
trauma, talk to clients about it, and incorporate it into treatment (Comas-Diaz
et al., 2019; Lipscomb & Ashley, 2020). Clinicians can use psychoeducation
about historical trauma to help clients recognize its impact and honor the grief
and loss it has caused (Brown-Rice, 2013). Mistrust and a lack of faith in
formal treatment options are natural consequences of historical discrimina-
tion and oppression by White governments or medical professionals (Joe et al.,
2008). Clinicians who are attuned to historical trauma can recognize cultural
mistrust instead of confusing it with resistance or lack of motivation for
change.

Conclusion

Although many clinicians use some components of trauma-informed care
when working with clients with suicidality, there are systemic and indivi-
dual barriers to the consistent incorporation of the principles of trauma-
informed into clinical work. One barrier is the lack of literature about the
integration of trauma-informed approaches into practice with individuals
experiencing suicidality. For example, Substance Abuse and Mental Health
Services Administration’s (2014) trauma-informed care guidelines do not
mention suicide. Similarly, guidelines for best practices in suicide preven-
tion rarely reference trauma (Brodsky et al., 2018). Without grounding in
the trauma literature, many approaches to suicide have adopted coercive or
directive strategies due to fear for the client’s physical safety and to
minimize risk of liability (Fogarty et al., 2021; Jobes, 2016). This results
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in pressured interventions such as involuntary hospitalization at the
expense of collaboration, empowerment, and relational safety. Many clients
will not disclose suicidality, because they have found that clinicians’
respond in ways that are unhelpful, harmful, and retraumatizing
(Blanchard & Farber, 2020). More integration between the fields of trauma
and suicide is needed. This could include the development of practice
guidelines for clinicians, policies supporting universal screening for trauma
and suicidality, and an emphasis on research on the intersection between
the two fields. A full paradigm shift to a trauma-informed approach is
likely to take time and may encounter resistance (Morrison et al., 2015).

In the meantime, clinicians can take immediate actions to root their
practice more firmly in trauma-informed care. These actions include col-
laborative safety planning and lethal means counseling, transparency about
policies and procedures, education for both themselves and their clients on
the role of trauma in suicidal thoughts and behaviors, prioritizing emo-
tional and relational safety, and participation in professional training on
trauma-informed practice with suicidality. The demonstrated link between
trauma and suicide is a powerful rationale for using a trauma-informed
approach with all clients experiencing suicidal thoughts and behaviors. We
know from the research and from the voices of those with lived experience
that these changes can prevent re-traumatization and may save lives.
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