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Suicide is a leading cause of death in the United States. Individuals with disabil-
ities are more likely to experience suicidal thoughts, behaviors, and deaths by
suicide, therefore, it is imperative that vocational rehabilitation (VR) support staff
be knowledgeable and skilled at interacting with people in crisis. This survey
explores the suicide-related knowledge, comfort, and competency in a multistate
sample of 93 VR support staff. Almost 90% of the sample reported having worked
with suicidal clients, with over a third reporting doing so more than once per year.
However, less than a third of participants reported having received training on
suicide. Participants were generally knowledgeable about suicide and willing to
ask about suicide and work with suicidal clients but rated themselves low in both
overall suicide assessment and crisis intervention competency and in specific

Skills. Implications for research and practice are discussed.

States in 2017 and was responsible for over 47,000 American

deaths that year (Drapeau & Mclntosh, 2018). Furthermore,
suicide rates increased significantly in 44 US states from 1999 to
2016, with 25 states experiencing suicide rate increases of over
30% (Stone et al., 2018). In addition to the tens of thousands of
deaths by suicide each year, there are approximately 25 suicide
attempts for every death by suicide (Drapeau & McIntosh, 2018).

S uicide was the 10" leading cause of death in the United

Suicidality in People with Disabilities

Although suicide affects individuals from all backgrounds,
certain groups may be more at-risk for suicidal thoughts, behav-
iors, and deaths than others (Centers for Disease Control and Pre-
vention, 2015). Individuals with disabilities have been consistent-
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ly found to be one such group, with researchers finding that they
are at increased risk for suicidal thoughts, attempts, and deaths
relative to those without disabilities. This has been consistently
shown both within disability as a broad category (Lund, Nadorff,
& Seader, 2016; Lund, Nadorff, Thomas, & Galbraith, 2019; Mc-
Connell, Hahn, Savage, Dube, & Park, 2015), and across a num-
ber of specific disability categories, such as psychiatric disability
(Lund et al., 2016), physical disability (Khazem, 2018; Khazem,
Jahn, Cukrowicz, & Anestis, 2017), multiple sclerosis (Giannini et
al., 2010; Pompili et al., 2011), autism spectrum disorders (Segers
& Rawana, 2014), spinal cord injury (Giannini et al., 2010), in-
tellectual disabilities (Wark, McKay, Ryan, & Muller, 2018), and
Huntington’s Disease (Wetzel et al., 2011). Youth aged 15-24 with
disabilities have also been shown to have disproportionate num-
ber of suicide attempts and suicides when compared to same aged
peers without disabilities (Moses, 2018). The exact mechanism
underlying the relationship between suicide and disability is un-
clear; although the increased rates of depression seen in people
with disabilities is certainly a contributing factor in the increased
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rates of suicidal in people with disabilities (Dennis et al., 2009; Gi-
annini et al., 2010; Lund et al., 2016)., researchers have found that
controlling for anxiety and depression diagnoses (Dennis et al.,
2009; McConnell et al., 2015) or depressive symptoms (Lund et
al.,, 2016) does not fully explain the significant contribution of dis-
ability status to suicidality. Similarly, a limited amount of research
has shown that accounting for sociodemographic risk factors, such
as unemployment and lower socioeconomic status cannot fully ac-
count for the higher rates of suicidality seen among people with
disabilities (Lund, Nadorff, Thomas, & Galbraith, in press; Mc-
Connell et al., 2015; Russell, Turner, & Joiner, 2009). Thus, the
increased suicidality among people with disabilities cannot be ful-
ly accounted for by psychological and demographic vulnerability,
suggesting that disability itself may be a risk factor for suicide and
indicating a strong need for suicide risk assessment and interven-
tion among people with disabilities.

Professional Training on Suicide

Various trainings and interventions have been created to
empower and educate providers about how to interact and inter-
cede with clients experiencing suicidal thoughts or behaviors.
Suicide-related training and research has generally targeted three
main areas: knowledge, willingness to work with suicidal clients,
and perceived competency in working with suicidal clients. Sui-
cide knowledge relates to teaching participants about basics myths
and fact related suicide. Examples of these include targeting the
myth that asking a client or patient about possible suicidal ide-
ations will cause them to consider suicide or reinforcing the fact
that depression is a major risk factor for suicide (Smith, Silvia, &
Joiner, 2011). Recent research indicates that suicide knowledge is
generally high among professionals and paraprofessicnals (Smith
et al., 2011), although it is still considered to be a necessary and
important component of suicide education and training (Isaac et
al., 2009; Quinett, 1995).

Other issues surrounding suicide, such as willingness to work
with suicidal clients, can be more complex and difficult to address.
Suicide is a highly emotionally charged topic for many people,
and professionals and paraprofessionals may have strong person-
al, moral, and emotional reactions to suicidal clients (McHale &
Felton, 2010; Saunders, Hawton, Fortune, & Farrell, 2012). For
example, due to the self-inflicted nature of suicide, they may view
suicidal clients as being selfish, reckless, or undeserving of care
(Saunders et al., 2012). They may also be highly anxious about
the potential legal and ethical liability that comes with working
with suicidal clients (Saunders et al., 2012). These attitudes and
concerns may lead individuals to avoid working with suicidal cli-
ents or to avoid asking about suicide. Researchers have found that
attitudinal issues and concerns regarding working with suicidal
clients can be ameliorated via training (McHale & Felton, 2010).
Similarly, training can be used to address core skills necessary
when working with suicidal individuals, such as knowing how
to properly ask about suicidal intent, assessing risk, and knowing
when and how to involve other parties in assessing or intervening
with a suicidal client (Cramer, Johnson, Mclaughlin, & Conroy
2013). As with attitudes towards suicide, these skills can be target-
ed and addressed through focused training for both professionals
(Cramer, Bryson, Eichorst, Keyes, & Ridge, 2016) and paraprofes-
sionals (Isaac et al., 2009).

Indeed, given the critical, “life or death” nature of suicide
assessment and crisis intervention, increased emphasis has been
placed on training a wide range of mental health providers, educa-
tors, and other professionals in suicide assessment and crisis inter-
vention “gatekeeping,” even if their role is not the direct provision
of mental health counseling or psychological or psychiatric treat-
ment (Isaac et al., 2009). Gatekeeper trainings (e.g., Applied Sui-
cide Intervention Skills Training [ASIST; Ramsay, Tanney, Tier-
ney, & Land, 1999]; SafeTALK [LivingWorks, 2010], Question,
Persuade, Refer [QPR; Quinett, 1995]) have been developed to
teach both mental health workers and laypeople, such as teachers,
college students, and school staff, how to identify and intervene
with individuals who are displaying warning signs for suicide.
Researchers have found that provision of such training promotes
referrals of at-risk individuals (Condron et al., 2015), increases
skills, self-efficacy, and knowledge related to interacting with and
ensuring the immediate well-being of individuals at high risk for
suicide (Aldrich, Wilde, & Miller, 2018, Isaac et al., 2009). Fur-
thermore, widespread gatekeeper training has even been found to
be related to decreased suicide rates in communities (Isaac et al.,
2009).

Suicide Assessment and Intervention in Vocational Rehabilita-
tion Counseling

As professionals who work with individuals with disabilities
in a counseling setting, vocational rehabilitation (VR) support
staff (i.e., individuals who work in the VR office in non-counsel-
ing roles such as front desk support or rehabilitation assistant or
technician roles) are frequently on the frontlines of working with
individuals with disabilities who are experiencing suicidality.
Although VR support staff may not be providing mental health
services directly, they may still deal with suicidal clients via an-
swering phone calls, assisting with intake, and helping counselors,
especially in crisis situations, and thus may be good candidates
for this training. However, we are not aware of any published
research on suicide-related experiences, comfort, and competency
among VR support staff. Indeed, despite the established high risk
for suicidality in people with disabilities, very little research has
examined suicide-related competency in rehabilitation counseling
in general. In a study on client death in rehabilitation counseling
in general, Hunt and Rosenthal (1997) found that 83% of their
sample of rehabilitation counseling trainees thought that training
on death-related issues was important or very important but only
23% reported having received such training. More specific to sui-
cide, Hunt and Rosenthal (2000) found that concerns related to
client suicide were the most commonly cited death-and-dying-re-
lated concerns among a sample of rehabilitation counselors, and
39 client deaths by suicide were reported by the 131 rehabilitation
counselor participants, indicating that suicide is a eoncern in reha-
bilitation counseling settings.

Purpose and Research Questions

Given the limited existing research on suicide competency in
VR, in rehabilitation counseling in general, and on VR support
staff specifically, we set out to examine the suicide-related expe-
riences, knowledge, comfort, and competency in a sample of VR

support staff. Our specific research questions were as follows:
1. How often do VR support staff (i.e., individuals
who work in the VR office in non-counseling
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roles such as front desk support or rehabilitation
assistant or technician roles) report working
with clients who express thoughts and behaviors
related to suicide (i.e., suicidal clients)?

2. Howmany VR supportstaffreport having received
training on suicide?

3. How knowledgeable are VR support staff about
suicide myths and facts?

4. How do VR support staff perceive their own
comfortand competency in assessing, intervening,
and working with suicidal or potentially suicidal
clients?

5. How do education, suicide training history, and
length of time spent working in rehabilitation
counseling relate to suicide knowledge and
perceived comfort and competence regarding
suicide assessment and intervention among VR
support staff?

Method

Recruitment

Participants were recruited as part of a larger study on sui-
cide-related knowledge and competency in VR rehabilitation
counselors and support staff working in the State/Federal VR sys-
tem that was conducted in 2014 (see also Lund, Schultz, & Na-
dorff, 2017, Lund, Schultz, Nadorrf, Galbraith, & Thomas, 2017a,
2017b; Lund et al., 2018a, 2018b, in press a, in press b). The anal-
yses in the present article only include participants who indicated
that they were employed in a support staff role in a State/Federal
VR agency at the time of the study, via an item that asked partici-
pants to identify their current role from the options of a) support or
line staff or b) counselor. Recruitment emails were sent out from
state VR offices and regional technical assistance centers who
agreed to participate in the study. Participants were informed that
no identifying information would be collected, that their respons-
es could not be linked to them at any time, that they could skip
any items or stop taking the survey at any time without penalty,
and that their participation in the study was completely voluntary
and would not affect their employment with VR in any way. Data
were collected via a Qualtrics survey that was hosted on a secure,
university-based server. The study procedures were approved by a
university institutional review board prior to data collection.

Participants were recruited via emails sent out by technical
assistance centers and state VR offices in Utah, Texas, Oregon (Di-
vision of Blind Services only), Idaho, Alaska, South Dakota, North

Table 1. Suicide knowledge items and responses

Percent correct
73.1%

Item (correct answer)
1. Ifyou talk to a consumer about suicide, you may inadvertently
give them permission to seriously consider it. (False)
2. Most suicidal people tell others about their suicidal thoughts.
(True)
3. People who talk about suicide won’t actually do it. (False)

4. People who are suicidal are often relieved to be asked about
suicide. (True)

5. Most people who commit or attempt suicide have displayed
some warning signs before their attempt. (True)

6. Only people with previously diagnosed mental illness are at risk
for suicide. (False)

7. Depression indicates a potential suicide risk. (True)

8. If a person is serious about suicide, there is little that can be
done to prevent it. (False)

34.4%

89.2%
79.6%

75.3%
100%

78.5%
83.9%

Dakota, and New Mexico. Participants were retained for the pres-
ent analyses if they a) indicated their role as being support staff or
line staff and b) had complete data for both suicide competency
measures .According to Rehabilitation Services Administration
data, approximately 788 support staff work in the participating
agencies; ninety-three participants met the inclusion criteria for
the present analyses, as described previously. Thus, the sample
used in the present analyses represents approximately 12% of the
VR support staff in the participating states. However, we do not
have a direct count of how many support staff received the recruit-
ment emails.

Participants

A total of 93 participants were included in the present anal-
yses. The vast majority (#=84; 90.3%) were female, with the re-
maining 9 (9.7%) participants identifying as male. The mean age
was 48.36 years (SD=11.10; range=19-69). Participants worked in
Texas (n=53; 57.0%), Utah (n=21; 22.6%), Idaho (n=11; 11.8%),
New Mexico (n=6; 6.5%), North Dakota (n=1; 1.1%), and South
Dakota (n=1; 1.1%). They reported having worked in a rehabili-
tation counseling setting for an average of 11.61 years (SD=9.58;
range=0-39); nine participants (9.7%) did not provide data on
how long they had worked in rehabilitation counseling. Of the 84
participants who supplied information, 90.5% (n=8) had worked
in rehabilitation counseling for a year or longer, and two-thirds
(n=56; 66.7%) had worked in rehabilitation counseling for more
than five years. Half (n=42; 50.0%) had worked in rehabilitation
counseling for more than 10 years.

In terms of education, 60 participants (64.5%) had an asso-
ciate’s degree or less. Eighteen (19.4%) had a bachelor’s degree,
11 (11.8%) had a master’s degree, and 1 (1.1%) had a doctorate.
Three participants did not provide information on their highest de-
gree earned. Four participants (4.3%) indicated that they were a
certified rehabilitation counselor (CRC), and one (1.1%) indicated
that they were a licensed clinical social worker. No participants
identified as licensed mental health counselors, professional coun-
selors, addiction counselors or psychologists.

Measures

In addition to the demographic items described above, partic-
ipants completed measures related to suicide knowledge, comfort
and competency asking about and working with clients who are
suicidal, and competency in suicide assessment and crisis inter-
vention. Participants also indicated how frequently they work with
clients who “express suicidal thoughts or behaviors.”

Suicide knowledge. The 8-item suicide myths and facts
measure was developed from a combination of the items used in
Smith, Silva, Covington, and Joiner (2011) and the World Health
Organization suicide myths booklet (WHO, n.d.). Items are listed
in Table 1. Participants rated each item as dichotomously true or
false. Correct answers were shown to participants after completing
all survey measures. Our scoring and validation process for the
suicide knowledge items is described in more detail in the Results
section.

Suicide Competency Assessment Form. The Suicide Com-
petency Assessment Form (SCAF; Cramer et al., 2013) was devel-
oped for both self- and observer-rating of suicide assessment com-
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petency, particularly in psychology trainees. The items address
skills related to immediate risk assessment and crisis intervention,
rather than therapeutic treatment of suicidality or related condi-
tions, including items regrading involvement of other persons (i.e.,
referral) and items related to debriefing and managing emotional
responses to a suicide-related clinical situation. The SCAF con-
sists of 10 items on which respondents rate their perceived level of
competence in different areas related to suicide assessment (e.g.,
notifying and involving other parties, assessing risk, developing
a safety plan) on an 4-point Likert-type scale, with higher scores
representing higher perceived competency; items can be seen in
Table 2. Scores of 1 are said to represent incapability to perform
the task, scores of 2 represent approaching or partial competen-
cy, scores of 3 represent competency, and scores of 4 represent
advanced competency (Cramer et al., 2013). A previous analysis
using the present sample (Lund, Schultz, Nadorff, Galbraith, &
Thomas, 2017a) established a one-factor structure for the SCAF in
the present sample, and internal consistency was excellent (a=.95).

In addition to the total score, participants are also asked to rate
their overall suicide assessment competency on a scale from 1-8
with anchor statements for each set of two values. Scores from 1-2
represent “unacceptable” competency (“I have not been trained or
an unable to do this task™), scores of 3-4 represent “working to-
wards competency” (“I have been partially trained or educated to
do this task™), scores of 5-6 represent “competent” skill (“I have
adequate training and skill in this task”), and scores of 7-8 rep-
resent “advanced” competency (“I have exceptional skill on the
most current techniques for this task”).

Suicide Competency Inventory. The suicide competency
measure is a modified version of the 11-item Suicide Competency
Inventory (SCI) developed by Graham, Rudd, and Bryan (2011).
The original measure included three additional items assessing
suicide training and experience; these were not included in the
present study because the purpose was to assess perceived suicide
competency and comfort. Additionally, the original measure used
the terminology “patient”; this was changed to “client” in the cur-
rent study. Items can be seen in Table 3.

Each item is rated on a five-point Likert scale (1-strongly dis-
agree to 5-strongly agree). Items representing hesitance or discom-
fort are reserve-coded so that higher scores represent higher com-
fort and competence in dealing with suicidal clients. Total scores
range from 11 to 55.

As reported previously (Lund, Schultz, Nadorff, Galbraith, &
Thomas, 2017a), a psychometric analysis of this measure in the
present sample gave support for a two-factor structure for this
measure, consisting of a six-item “competency and willingness to
treat” subscale and a five-item “willingness to assess” subscale.
Internal consistency was very good to excellent for both the com-
petency and willingness to treat (0=.95) and willingness to assess
subscales (0=.83). Internal consistency was also very good for the
overall measure (¢=.84). Additional information on the measure
psychometrics is available in Lund, Schultz, Nadorff, Galbraith, &
Thomas (2017a).

Analyses

For the suicide myth and fact questions, we analyzed the per-
cent of respondents who answered each item correctly as well as
the total percent of items answered correctly. For the measures
of suicide competency and comfort (i.e., the SCI and the SCAF),
we examined total scores, subscale scores, and individual item
responses. In order to assess the relationship participant training,
education, and experience variables on suicide knowledge, SCAF
scores, and SCI scores, we used Pearson’s  correlations, indepen-
dent sample #-tests, and Cohen’s d effect sizes. In accordance with
Cohen (1992), effect sizes of .2, .5, and .8 were used as guidelines
for small, medium, and large effect sizes for Cohen’s d.

Results

Research Questions 1 and 2: Training and Experiences with
Suicide

Ninety-two participants had data available on items related to
their experiences with and training on suicide. The vast majority
of participants (n=79; 85.9%) reported some experiences working
with clients who “express suicidal thoughts or behaviors.” Twen-
ty-seven participants (29.0%) reported working with them less
than once per year, while 17 (18.3%) reported working with sui-
cidal clients about once a year. Almost two-fifths of respondents
(38.0%; n=35) reported working with these clients more than once
a year, with 15.2% (n=14) working with them once a month or
more and 4.3% (n=4) working with them once a week or more.
More than a quarter of participants (29.3%; #n=27) reported hav-
ing received training on suicide. Additionally, a majority (n=61;
66.3%) reported having a friend or family member who attempted
or completed suicide.

Research Question 3: Suicide Knowledge

Participants generally scored well on the eight suicide knowl-
edge questions, with the exception of item 2 (“Most people tell
others about their suicidal thoughts”). On this item, only 34.4%
(n=32) of participants correctly answered “true.” This may have
been in part due to confusion about whether or not this item re-
ferred to indirect suicidal statements (e.g., “You won’t have to
worry about me soon.”; “I can’t take life anymore.”) as well as
direct suicidal statements (e.g., “I’m going to kill myself.”). Accu-
racy on the other items ranged from 73.1% (“If you talk to a con-
sumer about suicide, you may inadvertently give them permission
to seriously consider it”) to 100% (“Only people with previously
diagnosed mental illness are at risk for suicide™). The percent cor-
rect for each item can be seen in Table 1.

Because item 2 demonstrated a much lower accuracy rate than
the other items, we examined the effect on total scores when that
item was removed. This increased the mean percent correct from

Table 2. Item-level means on the Suicide Competency Assessment Form (Cramer et al., 2013).

Item Mean SD
1. Know and manage your attitude and reactions toward suicide 1.99 878
2. Maintain a collaborative, empathetic stance toward the client 240 934
3. Know and elicit evidence-based risk and protective factors 1.75 747
4. Focus on current plan and intent of suicidal ideation 1.75 868
5. Determine level of risk 1.68 782
6. Develop and enact a collaborative evidence-based treatment plan  1.44 773
7. Notify and involve other persons 2.46 879
8. Document risk, plan, and reasoning for clinical decisions 1.59 837
9. Know the law concerning suicide 1.62 .806
10. Engage in debriefing and self-care 1.61 .860

Note. All items had a range of 1-4 on a four-point scale.
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76.8% (SD=14.7%.; range=38%-100%) to 82.80% (SD=14.4%;
range=43%-100%). A paired sample t-test indicated that percent-
age correct was significantly higher when item 2 was removed
(1(92)=9.762, p<.001), and the seven- and eight-item scores were
very high correlated (=916, p<.001). Furthermore, the sev-
en-item score was generally significantly correlated with the sui-
cide competency measures (SCI total score: r=.230, p=.026; SCI
competency and willingness to treat subscale: 7=.149, p=.154; SCI
willingness to assess subscale: =215, p=.016; SCAF total score:
r=.209, p=.044; SCAF overall competency rating: =.210, p=.046)
whereas the eight-item score was not. Thus, we decided to use the
seven-item score in all subsequent analyses.

Slightly more than a quarter of participants (n=25, 26.9%)
answered all items correctly, and an additional 37.6% (n=35)
answered six of the seven items correctly. Twenty-five (26.9%)

Table 3. Suicide Competency Inventory items and responses

Item Agree/strongly agree  Neutral Disagree/strongly agree

1. T am comfortable
with the
responsibility of
treating suicidal
clients.

8.6% (8) 21.5% (20) 69.9% (65)

2. I feel competent to
treat a client in an
acute suicidal crisis

9.7% (9) 12.9% (12) 77.4% (72)

3. I'would be willing
to treat a depressed
client who had made
a suicide attempt in
the past.

57.0% (53) 18.3% (17) 24.8% (23)

4. I would be willing
to treat a depressed
client who had
reported a suicide
attempt over 5 years
in the past.

52.7% (49) 19.4% (18) 28.0% (26)

5. Twould be willing
to treat a depressed
client with suicidal
thoughts.

54.8% (51) 22.6% (21) 22.6% (21)

6. I would be willing
to treat a depressed
client who had made
a suicide attempt in
the past year.

55.9% (52) 18.3% (17) 25.8% (24)

7.1 would be more 20.4% (19)
hesitant to ask about

suicidality in a client

who is 20 years older

than me.

5.4% (5) 74.2% (69)

8. I might refrain 11.8% (12) 15.1% (14)
from asking a client
about suicide due to
fear of offending the

client.

73.1% (68)

9. I worry that 13.0% (12) 12.9% (12)
bringing up suicide

with a client might

make the problem

worse.

74.2% (69)

10. I'would be more
hesitant to ask a male
client about suicide.

4.4% (4) 12.9% (12) 82.8% (77)

11. Twould be more
hesitant to ask about
suicidal tendencies in
a client who was of
higher social status or
rank than me.

8.7% (10) 11.8% (11) 79.5% (74)

participants answered five items correctly, five (5.4%) answered
four correctly, and three (3.2%) answered three correctly. No par-
ticipants answered fewer than three items correctly. In total, about
two-thirds of participants (64.5%) answered six or seven items
correctly, and 91.4% of participants answered at least five of the
seven items correctly.

Research Question 4: Suicide Assessment and Intervention
Comfort and Competency

Suicide Competency Assessment Form. Participants’ mean
total score on the SCAF was 18.30 (SD=6.85, range=10-37).
Means and standard deviations for the individual items of the
SCAF can be seen in Table 2. Only two items (“Know and man-
age your attitude and reactions toward suicide” and “Notify and
involve other persons”) had mean scores above 2.0 on a four-point
scale, and even on those items 52.7% and 53.8% of participants,
respectively, endorsed a score of 1 or 2. Overall, both the total
score and item-level scores suggest a low level of perceived com-
petency across all domains assessed by the SCAF.

Ninety-one participants completed the overall suicide assess-
ment competency rating item on the SCAF. Participants’ mean to-
tal score on the SCAF’s overall suicide competency rating was
2.64 on the eight-point scale (SD=1.51, range=1-7). Forty-five
participants (49.5%) rated themselves in the 1-2 range, indicat-
ing that there competency was “unacceptable” and that they had
“not been trained to do this task.” Thirty-five participants (38.5%)
rated themselves in the working towards competency range with
a score of 3 or 4, indicating they had “have been partially trained
or educated on this task.” An additional 10 participants (11.0%)
rated themselves in the nearing competency range of 5-6, indicat-
ing “adequate training and skill in this task.” Only 1 participants
(1.1%) rated themselves in the competent range with a score of 7,
indicating “exceptional skill on the most current techniques for
this task,” and no participants rated their overall suicide assess-
ment competency as an 8. Overall, only 12.1% (n=11) participants
rated themselves as having a score of 5 or greater, which would
indicate having achieved competency (Cramer et al., 2013).

Suicide Competency Index

Participants’ total scores on the SCI had a mean of 34.40
(SD=9.20, range=11-55). The mean score on the competency and
willingness to treat subscale was 13.69 (SD=7.19, range=6-30).
Their mean score on the willing to assess subscale was 20.74
(SD=4.20, range=5-25), suggesting a general openness to asking
clients about suicide.

In terms of competency, over two-thirds of participants
(66.9%) disagreed or strongly disagreed that they feel comfort-
able with the responsibility of treating suicidal clients, and only
8.6% agreed or strongly agreed with that statement. Similarly,
over three-quarter of participants disagreed or strongly disagreed
that they felt competent to treat a client in an acute suicidal crisis.
Only nine participants (9.7%) agreed or strongly agreed with the
statement. About half to three-fifths of participants (52.7%-57.0%)
agreed or strongly agreed that they would be willingness to treat
a client with depression who had a history of suicide attempt or
suicidal ideation, with slight variation based on the time since the
attempt or currency of ideation. About three-quarters to four-fifths
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of participants (73.1%-82.8%) disagreed or strongly disagreed that
they would hesitate to ask a client about suicidality due to particu-
lar beliefs or client characteristics. The results for each item can be
seen in Table 3.

Research Question 5: Factors Related to Higher Levels of Sui-
cide Knowledge, Comfort, and Perceived Competency

Participants who reported having received training on suicide
(n=27) generally scored better on measures of suicide comfort and
competency than those who had not received such training (n=65).
They had significantly higher SCAF total scores (#38.58)= 6.080,
p<.001, d= 1.47), SCAF overall suicide assessment competency
ratings (#(88)= 6.80, p<.001, d= 1.53), SCI total scores (t(90)=
2.84, p=.009, d=.64), and SCI competency and willingness to treat
subscale scores (#(90)= 2.64, p=.010, d=.59). SCI willingness to
assess subscale scores did not significantly differ between the two
groups (#(90)=1.60, p=.113, ¢=.39), although there was a small
effect favoring the group that had received training. Mean per-
cent correct on the seven-item suicide knowledge measure did not
significantly differ between the two groups (#90)=1.91, p=.060,
d=.43), although the difference was approaching significance and
yielded a small-to-medium effect size.

Frequency of working with suicidal clients was significantly
correlated with SCI total score (r= .258, p=.013) and SCI com-
petence and willingness to treat subscale score (7= .271, p=.009).
It was not correlated with suicide knowledge (r=.033, p=.757),
SCI willingness to assess subscale score (= .094, p=.371), SCAF
total score (+=.168, p=.109), or SCAF overall suicide assessment
competency rating (r=.159, p=.134). Number of years working in
rehabilitation counseling was significantly, negatively correlated
with suicide knowledge (= -.326, p= .002), SCI total score (r=
-.315, p=.032), SCI competency and willingness to treat subscale
score (1= -.326, p= .004), and SCAF overall suicide assessment
competency rating (= -.238, p= .032). It was not significant-
ly correlated with SCI willingness to assess subscale scores (r=
-.150, p=.172) or SCAF total scores (= -.210, p=.055). Higher
education was significantly associated with higher scores for the
SCAF total score (r= .562, p<.001), SCAF overall competency
rating score (r=.557, p<.001), SCI total score (r= 487, p<.001),
SCI competency and willingness to treat subscale score (1= .469,
p<.001), and SCI willingness to assess subscale score (r=.263, p=
.012). It was not significantly correlated with suicide knowledge
(r=.178, p= .093), although the correlation was approaching sig-
nificance. Education was not significantly correlated with years
spent in rehabilitation counseling (r= .008, p=.945) or frequency
of working with suicidal clients (r=-.131, p=.234), and time spent
working in VR did not significantly differ between those who had
received suicide-related training and those who had not (#81)=
947, p=347, d=.22)

Discussion
In the present study, we examined suicide-related knowledge,
comfort, and competency among VR support staff. Almost 90% of
our participants reported some experience in working with clients
who expressed suicidal thoughts or behaviors, with over a third
reporting working with them more than once a year. These data
suggest that support staff do encounter clients who are suicidal in

their work; despite this, however, only about a quarter of partici-
pants reported having received training on suicide. We saw a simi-
lar gap between participants’ generally high basic of knowledge of
suicide and their expressed willingness to work with clients who
were experiencing suicidal thoughts or had a history of suicide at-
tempt and their perceived ability to competently do so. As a whole,
our participants reported that they were not hesitant to ask clients
about suicide and were willing to work with these clients but did
not feel comfortable in their ability to do so competently. These
results were further borne out when participants rated their per-
ceived competency on specific skills related to suicide assessment
and immediate crisis intervention. Participants consistently rated
themselves as having low competency in these skills, even on
items assessing less clinical tasks, such as involving others when
working with a suicidal client, knowing the laws related to suicide,
and engaging in self-care and debriefing after working with a cli-
ent in suicidal crisis.

Participants who reported working more frequently with sui-
cidal clients had higher comfort and willingness to do so but did
not demonstrate higher perceived competency or greater knowl-
edge. This suggests that while frequent exposure to clients who
are suicidal may increase the willingness of support staff to engage
with these clients, it does not increase their perceived ability to do
so well. Education was associated with both increased comfort and
competency, as was having received suicide-related training, sug-
gesting that both general and specific education may help confer
some of these skills as well as a greater comfort and willingness
to work with suicidal clients. Previous analyses have shown that
SCI and SCAF scores are significantly correlated (Lund, Schultz,
& Nadorff, in 2017; Lund, Schultz, Nadorff, Galbraith, & Thomas,
2017a). This aligns with previous research showing that training
can increase suicide-related comfort and competency (Cramer et
al., 2016; Isaac et al., 2009; La Guardia, Cramer, Brubaker, Long,
2019; McHale & Felton, 2010).

Interestingly, a longer length of time working in a rehabili-
tation counseling setting was associated with lower levels of sui-
cide-related knowledge, comfort, and competeney despite time
spent working in rehabilitation counseling not being significantly
associated with education, frequency of working with suicidal cli-
ents, or having received training on suicide. One possible expla-
nation is that support staff who have spent more time working in
rehabilitation counseling may be more likely to recognize critical
gaps in their own knowledge and abilities or to have had an expe-
rience where such gaps were made more evident to them. Addi-
tionally, those who have worked in rehabilitation counseling for a
longer period of time may have more outdated training, education,
or understanding of suicide, thus potentially resulting in decreased
knowledge, comfort, and competency.

Implications for Counselors, Supervisors, and Administrators

These results highlight the need for training on suicide com-
petency and crisis intervention among VR support staff. Partici-
pants reported that although they frequently worked with clients
who express suicidal thoughts or behaviors, they did not feel com-
petent in working with suicidal clients. Furthermore, although less
than a third of participants reported having received training on
suicide, those who did had markedly higher comfort and perceived
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competency in working with suicidal client, suggesting that these
skills can be taught through training. The relatively high suicide
knowledge scores in this sample also suggest that VR support staff
may benefit more from a practical, hands-on training that teaches
specific skills for suicide assessment and crisis intervention rath-
er than a training that simply teaches about suicide. Gatekeeper
training or enhanced gatekeeper training, such as the programs
mentioned previously (e.g., QPR, ASSIST, SafeTALK) may be
one possibility for such training. Additionally, VR agencies could
partner with local universities or mental health clinics to obtain
such training for their staff.

Limitations and Directions for Future Research

As with all studies, there are some limitations that should be
noted regarding the current study. First of all, our sample, while
a multistate sample, only drew from a handful of states. This po-
tentially limits the generalizability of the results. Also, more than
half of our participants were from one state (Texas), further plac-
ing limitations on generalizability. Thus, we advise replicating
this study with VR support staff from other states, a truly national
sample, or both, as well as obtaining a larger sample size if pos-
sible. Relatedly, this sample was self-selected and thus may have
skewed more heavily towards participants with personal or profes-
sional experience with suicide. This may be reflected in the large
proportion of participants who reported both working with clients
who are suicidal and having a friend or family member who at-
tempted or completed suicide. However, even if this was the case,
most participants had not received training on suicide and did not
perceive themselves as competent in suicide assessment or crisis
intervention, highlighting the need for more training in this area
even among highly interested or motivated support staff. Addition-
ally, we did not ask participants if they had previously worked
in a counseling role despite currently identifying as support staff;
given the presence of some participants with graduate degrees or
CRC certification, it is possible that a small number of participants
may have previously worked as counselors, giving them experi-
ence beyond that typically seen in support staff. Furthermore, we
did not ask participants about the type or duration of suicide-re-
lated training they received, even though the type, intensity, and
effectiveness of the suicide-related training can vary considerably
(Schmitz et al., 2012).

Second, the use of the word “treat” on the SCI may have po-
tentially confused some participants, given that VR support staff
do not provide mental health treatment. However, it is also nota-
ble that about three-quarters of participants still rated themselves
as willing to “treat” clients with a history of suicide attempts or
thoughts, suggesting that they may have interpreted the term to
refer to the services that they provide to clients within the scope of
VR. Researchers should examine if changing the term “treat” to a
less overtly clinical term, such as “work with,” affects responses.
In addition, some items on the SCAF may reflect behaviors that
would be out of the scope of practice of VR support staff, such
as developing a safety plan. However, the extremely high internal
consistency on the SCAF suggest that the ten competencies as-
sessed are highly related, and our item-by-item breakdown provid-
ed further evidence that participants tended to rate themselves low
on all assessed competencies. Even if support staff may not take
the lead in certain aspects of suicide assessment and crisis inter-

vention, knowledge of all the core competencies could assist them
in their role as support to VR counselors and members of an in-
terdisciplinary team. Relatedly, researchers should also assess the
roles and involvement of support staff in suicide and crisis-related
situations in the VR settings.

Additionally, we assessed only self-perceived, not objective-
ly-rated or supervisor-perceived, competency with suicide assess-
ment and intervention. It is possible that respondents’ perceptions
of their own competencies may not reflect their observer-rated or
supervisor per. Thus, researchers should examine the concurrent
validity of the SCAF and SCI with other, non-self-report measures
of suicide assessment competency. Finally, the item about disclo-
sure of suicidal thoughts on the suicide knowledge questionnaire
may have been unclearly worded and should be clarified to include
both direct and indirect statements about suicide. Researchers may
also consider using a longer suicide knowledge scale with continu-
ous, rather than dichotomous, scoring to assess suicide knowledge.
This would allow researchers to both assess internal consistency
and to counter the potential ceiling effect observed here, where the
mean knowledge score was relatively high.

Conclusion

This study highlights the critical need for suicide-related
training among support staff in VR settings. On-the-job training
and continuing education programs dedicated to addressing these
core competencies in VR support staff should be developed and
evaluated. Additionally, ongoing supervision and guidance should
be provided to support staff who work with clients who are in or at
risk for suicidal crisis.

Authors’ note and acknowledgements

The authors would like to extend our gratitude to the state voca-
tional rehabilitation offices and vocational rehabilitation support
staff who participated in this study.

References

Aldrich, R. S., Wilde, J., & Miller, E. (2018). The effectiveness
of QPR suicide prevention training. Health Education
Journal, 77(8),964-977.doi:10.1177/0017896918786009

Centers for Disease Control and Prevention. (2015). Suicide
Facts at a Glance. Retrieved from http://www.cdc.gov/
violenceprevention/pdf/suicide-datasheet-a.pdf

Cohen, J. (1992). A power primer. Psychological Bulletin, 112(1),
155-159.

Commission on Rehabilitation Counselor Certification. (2010).
Code of professional ethics for rehabilitation counselors.
Schaumburg, IL: Author.

Condron, S. D., Garraza, L. G., Walrath, C. M., McKeon, R.,
Goldston, D. B., & Heilbron, N. S. (2015). Identifying
and referring youths at risk for suicide following
participation in school-based gatekeeper training. Suicide
and Life-Threatening Behavior, 45, 461-476.
doi:10.1111/sltb.1214

Cramer, R. J., Bryson, C. N., Eichorst, M. K., Keyes, L. N., &
Ridge, B. E. (2016). Conceptualization and pilot testing
of a core competency-based training workshop in



http://www.cdc.gov/

40 Journal of Rehabilitation Volume 85, Number 4

suicide risk assessment and management: Notes from
the field. Journal of Clinical Psychology, doi:10.1002/
jclp.22329

Cramer, R.J., Johnson, S.M., Mclaughlin, J., Rausch, E. M,,
& Conroy, M. A. (2013). Suicide risk assessment for
psychology doctoral programs: Core competencies and
a framework for training. Training and Education in
Professional Psychology, 7, 1-11.

Drapeau, C. W., & Mclntosh, J. L. (2018). U.S.A. suicide 2017:
Official final data. Washington, DC: American Association
of Suicidology. Retrieved from https:/suicidology.org/
wp-content/uploads/2019/04/2017datapgsv1-FINAL.pdf

Dennis, M., Baillon, S., Brugha, T., Lindesay, J., Stewart, R., &
Meltzer, H. (2009). The influence of limitation in activity
of daily living and physical health on suicidal ideation:
Results from a population survey of Great Britain. Social
Psychiatry and Psychiatric Epidemiology, 44, 608-613.

Graham, R. D., Rudd, M. D., & Bryan, C. J. (2011). Primary care
providers’ views regarding assessing and treating suicidal
patients. Suicide and Life-Threatening Behavior, 41, 614-
623.

Giannini, M. J., Bergmark, B., Kreshover, S., Elias, E., Plummer,
C., & O’Keefe, E. (2010). Understanding suicide and
disability through three major disabling conditions:
Intellectual disability, spinal cord injury, and multiple
sclerosis. Disability and Health Journal, 3(2), 74-78.

Hedegaard, H., Curtin, S.C., & Warner, M. (2018). Suicide rates
in the United States continues to increase. NCHS Data
Brief, 309. Retrieved from https:/www.cdc.gov/nchs/
data/databriefs/db309.pdf

Hunt, B., & Rosenthal, D. (2000). Rehabilitation counselors’
experiences with client death and death anxiety. Journal
of Rehabilitation, 66, 44-50.

Hunt, B. H., & Rosenthal, D. A. (1997). Rehabilitation counselors-
in-training: A study of their levels of death anxiety and
their perceptions about client death. Rehabilitation
Education 11, 323-335.

Isaac, M., Elias, B., Katz, L. Y., Shay-Lee, B., Deane, F. P,
Enns, M. W., & Sareen, J. (2009). Gatekeeper training
as a preventative intervention for suicide: A systematic
review. Canadian Journal of Psychiatry, 54, 260-268.

Khazem, L. R. (2018). Physical disability and suicide: Recent
advancements in understanding and future directions for
consideration. Current Opinion in Psychology, 22, 18-22.
https://doi.org/10.1016/j.copsyc.2017.07.018

Khazem, L. R., Jahn, D. R., Cukrowicz, K. C., & Anestis, M. D.
(2017). Health conditions, physical disabilities, perceived
burdensomeness, and depressive symptoms influence
suicidal ideation. Death Studies, 41 (4), 220-225. https://
doi.org/10.1080/07481187.2016.1251509

Knox, S., Burkard, A. W., Jackson, J. A., Schaack, A. M., & Hess,
S. A. (2006). Therapists-in-training who experience a
client suicide: Implications for supervision. Professional
Psychology: Research & Practice, 37, 547-557.

La Guardia, A.C., Cramer, R.J., Brubaker, M., & Long, M. M.
(2019). Community mental health provider responses to
a competency-based training in suicide risk assessment
and prevention. Community Mental Health Journal,

55(2), 257-266. https://doi-org.dist.lib.usu.edu/10.1007/
$10597-018-0314-0

LivingWorks. (2010). SafeTALK — Suicide alertness for everyone.
Retrieved from http://www.livingworks.net/programs/
safetalk/

Lund, E. M., Nadorff, M. R., Thomas, K. B., & Galbraith, K.
(in press). Examining the contributions of disability to
suicidality in the context of depression symptoms and
other sociodemographic factors. OMEGA: Journal of
Death and Dying. Available online ahead of print. doi:
https://doi.org/10.1177/0030222818768609

Lund, E. M., Nadorff, M. R., & Seader, K. (2016). The relationship
between suicidality and disability when accounting for
depressive symptomology. Rehabilitation Counseling
Bulletin, 59, 185-188.

Lund, E. M., Nadorff, M. R., Winer, E. S., & Seader, K. (2016).
Is suicide an option?: The impact of disability on suicide
acceptability in the context of depression, suicidality, and
demographic factors. Journal of Affective Disorders, 189,
25-35.

Lund, E. M., Schultz, J. C., & Nadorff, M. R. (2017). The factor
structure, internal consistency, and convergent validity
of two suicide assessment competency measures in
vocational rehabilitation counselors. Rehabilitation
Counseling Bulletin, 60, 20-27.

Lund, E. M., Schultz, J. C., Nadorff, M. R., Galbraith, K., &
Thomas, K. B. (2017). Psychometric properties of
two self-report suicide assessment and intervention
competency measures in a multistate sample of vocational
rehabilitation support staff. Australian Journal of
Rehabilitation Counseling, 23(1), 52-68.

Lund, E. M., Schultz, J. C., Nadorff, M. R., Galbraith, K., &
Thomas, K. B. (2017). Experience, knowledge, and
perceived comfort and clinical competercy in working
with suicidal clients among vocational rehabilitation
counselors. Rehabilitation Counseling Bulletin, 60, 54-
63.

Lund, E. M., Schultz, J. C., Nadorff, M. R., Thomas, K. B.,
Chowdhury, D., & Galbraith, K. (2018). Experience with
and training in non-suicidal self-injury in vocational
rehabilitation support staff. Journal of Applied
Rehabilitation Counseling, 49(3), 4-11.

Lund, E. M., Schultz, J. C., Nadorff, M. R., Thomas, K. B.,
Chowdhury, D., & Galbraith, K. (2018). Vocational
rehabilitation  counselors’ experiences with and
knowledge of non-suicidal self-injury. Journal of Applied
Rehabilitation Counseling, 49(3), 12-19.

Lund E. M., Schultz, J. C., Thomas, K. B., Nadorff, M. R.,
Chowdhury, D., & Galbraith, K. (in press). “It’s awful
when we get it wrong”: An exploratory qualitative study
of vocational rehabilitation counselors’ perspectives
on suicide. OMEGA: Journal of Death & Dying.
Available online ahead of print, doi: https:/doi.
org/10.1177/0030222818783933

Lund, E. M., Schultz, J. C., Thomas, K. B., Nadosff, M. R., Sias,
C. M., Chowdhury, D., DeTore, N. R, & Galbraith, K. (in
press). “I honestly would not have known what to do™:
An exploratory study of perspectives on client suicide
among vocational rehabilitation support staff. OMEGA:



https://suicidology.org/
https://www.cdc.gov/nchs/
https://doi.Org/10.1016/i.copsvc.2017.07.018
https://doi-
http://www.livingworks.net/programs/
https://doi.org/10.1177/00302228187686Q9
https://doi

Journal of Rehabilitation Volume 85, Number 4 4]

Journal of Death and Dying. Available online ahead of
print. doi: https://doi.org/10.1177/0030222817739215

McConnell, D., Hahn, L., Savage, A., Dubé, C., & Park, E. (2015).
Suicidal ideation among adults with disability in western
Canada: A brief report. Community Mental Health
Journal, doi:10.1007/s10597-015-9911-3

McHale, J., & Felton, A. (2010). Self-harm: what’s the problem? A
literature review of the factors affecting attitudes towards
self-harm. Journal of Psychiatric and Mental Health
Nursing, 17, 732-740. doi:10.1007/s10578-017-0761-9

Moses, T. (2018). Suicide attempts among adolescents with
self-reported disabilities. Child Psychiatry and Human
Development, 49, 420-433.

Pompili, M., Forte, A., Palermo, M., Stefani, H., Lamis, D.
A., Serafini, G., & Girardi, P. (2012). Suicide risk
in multiple sclerosis: A systematic review of current
literature. Journal of Psychosomatic Research, 73, 411-
417.

Quinett, P. (1995). Question, persuade, refer: Ask a question save a
life [Booklet]. Spokane, WA: QPR Institute.

Ramsay, R., Tanney, B., Tierney, R., & Land, W. (1999). ASIST
(Applied Suicide Intervention Skills Training) trainer’s
manual. Calgary, Alberta, Canada: Living Works
Education

Russell, D., Turner, R. J., & Joiner, T. E. (2009). Physical disability
and suicidal ideation: A community-based study of risk/
protective factors for suicidal thoughts. Suicide and Life-
Threatening  Behavior, 39, 440-451. doi:10.1521/
suli.2009.39.4.440

Saunders, K. E., Hawton, K., Fortune, S., & Farrell, S. (2012).
Attitudes and knowledge of clinical staff regarding
people who self-harm: A systematic review. Journal of
Affective Disorders, 139, 205-216.

Segers, M., & Rawana, J. (2014). What do we know about
suicidality in autism spectrum disorders? A systematic
review. Autism Research, 7, 507-521. doi:10.1002/
aur.1375

Schmitz, W. M., Allen, M. H., Feldman, B. N., Gutin, N. J.,
Jahn, D. R., Kleespies, P. M., & Simpson, S. (2012).
Preventing suicide through improved training in suicide
risk assessment and care: An American Association of
Suicidology Task Force report addressing serious gaps in
US mental health training. Swicide and Life-Threatening
Behavior, 42, 292-304.

Smith, A. R., Silva, C., Covington, D. W., & Joiner Jr, T. E. (2014).
An assessment of suicide-related knowledge and skills
among health professionals. Health Psychology, 33(2),
110-119.

Stone, D. M., Simon, T. R., Fowler, K. A., et al. (2018). Vital signs:
Trends in state suicide rates - United States, 1999-2016
and circumstances contributing to Suicide. Morbidity and
Mortality Weekly Report, 67, 617-624. doi: http://dx.doi.
org/10.15585/mmwr.mm6722alexternal icon

Wark, S., McKay, K., Ryan, P., & Muller, A. (2018). Suicide
amongst people with intellectual disability: An Australian
online study of disability support staff experiences and
perceptions. Journal of Intellectual Disability Research,
62(1), 1-9.

Wetzel, H. H., Gehl, C. R., Dellefave-Castillo, L., Schiffman, J. F.,
Shannon, K. M., & Paulsen, J. S. (2011). Suicidal ideation
in Huntington disease: the role of comorbidity. Psychiatry
Research, 188, 372-376.

World Health Organization (n.d.). Preventing Suicide: A Global
Imperative: Myths. Retrieved from http://www.who.int/
mental_health/suicide-prevention/myths.pdf


http://dx.doi
http://www.who.int/

Copyright of Journal of Rehabilitation isthe property of National Rehabilitation Association
and its content may not be copied or emailed to multiple sites or posted to a listserv without
the copyright holder's express written permission. However, users may print, download, or
email articlesfor individual use.



	Utah State University
	From the SelectedWorks of Michelle Lizotte
	Winter 2019

	Suicide-Related Experience, Knowledge, and Perceived Comfort and Crisis competence Among Vocational rehabilitation support Staff
	tmprEIU67.pdf

