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A few months ago my rabbi shared a 
story about success that stuck with 
me: 
 
A businessman is standing at the 
pier of a small coastal village when a 
small boat with only one fisherman 
docks nearby. In the boat are several 
large yellowfin tuna. The 
businessman compliments the 
fisherman on the quality of his fish.  
  
“How long did it take you to catch 
them?” the businessman asks. 
 
“Only a little while,” the fisherman 
replies.  
 
 “Why don’t you stay out longer and 
catch more fish?”  
 
“I have enough to support my 
family’s immediate needs,” the 
fisherman says.  
 
“But,” the businessman asks, “What 
do you do with the rest of your 
time?” 
 
 “I sleep late, fish a little, play with 
my children, take a siesta with my 
wife, stroll into the village each 
evening where I sip wine and play 

guitar with my friends. I have a full 
and busy life.”  
 
The businessman scoffs.  
 
“I have an MBA and could help you. 
You should spend more time fishing 
and with the proceeds you could buy 
a bigger boat and with the proceeds 
from the bigger boat you could buy 
several boats. Eventually you will 
have a fleet of fishing boats. 
 
“Instead of selling your catch to a 
middleman, you sell directly to the 
consumers, eventually opening your 
own can factory. You control the 
product, processing and distribution. 
You leave this small coastal fishing 
village and move to the city, then LA 
and eventually NYC where you will 
run your expanding enterprise.”  
 
The fisherman asks: “How long will 
this all take?” 
 
 “Fifteen or 20 years.”  
 
The fisherman asks, “But what then?”  
 
The businessman laughs and says, 
“That’s the best part. When the time 
is right, you announce an IPO – an 
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Initial Public Offering – and sell 
your company’s stock to the public. 
You become very rich. You make 
millions.” 
 
 “Millions? Then what?”  
 
The businessman says slowly, “Then 
you retire. Move to a small coastal 
fishing village where you sleep late, 
fish a little, play with your kids, take 
a siesta with your wife, stroll to the 
village in the evenings to sip wine 
and play guitar with your friends…” 
 
This charming story poses the oft-
asked question, what is success? 
Although we know the definition of 
success is unique for each individual, 
personal and professional successes 
are often interrelated. Feeling 
successful in our personal lives often 
facilitates and encourages 
professional success. I feel 
professionally successful when a 
client who has endured an abusive 
relationship for many years is able to 
say: “enough.” But how long does this 
feeling last?  And what happens after 
that feeling?  We move on and set 
new goals. How much time do we 
allow ourselves and our clients to 
enjoy that success? 
 
Are we the businessman or the 
fisherman? Perhaps both.  We are 
always evolving and setting new goals 
to feel successful and alive. Yet we 
need to slow down, appreciate and 
celebrate our accomplishments and 
successes, without moving too 
quickly to the next goal or chapter of 
our lives. 

President’s Corner, from page 1 

PSCSW has had some recent 
successes. We’ve been working 
hard to gain support in the 
Pennsylvania state legislature for 
our Clinical Social Work Practice 
Protection Bill. Last month Rep. 
Milne (R-Chester) and Rep. Deasy 
(D-Allegheny) agreed to co-
sponsor the bill; Rep. Deasy is also 
a Member of the Professional 
Licensure Committee. This gives us 
a total of 12 co-sponsors—the 
highest number in any legislative 
session.  
 
This success is largely attributable 
to the support of our membership. 
And now we need to set new goals. 
This bill will need to be brought  
up for consideration in the House 
Professional Licensure Committee, 
be approved and then moved to the 
Senate for further approval before 
it can be signed into law. Meeting 
each goal should be celebrated  
and enjoyed, just like the 
fisherman enjoyed his siesta with 
his wife. But we also must embody 
the ambitious and goal-oriented 
businessman so as to continue 
evolving. I am interested in your 
thoughts and personal experiences 
on this subject.  
Please email them to me at 
patricia.isakowitz@gmail.com   
and I will share some of them  
in our next newsletter.  
 
Have a wonderful and colorful Fall,  
full of success (and siestas).  
 
Warmly,  
Patricia 
 

mailto:patricia.isakowitz@gmail.com
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Advocacy is discussed often within the 
profession of Social Work. Our profession 
has always advocated on behalf of our 
consumers to ensure that they have needed 
services as well as to protect their overall 
rights. As social workers in Pennsylvania, we 
have done well to advocate for our 
consumers.  What we often fail to do is to 
advocate for the social work profession itself. 
Unfortunately, this has hurt how we are 
viewed in relation to other professions and 
created a “political hurdle” for our voice in 
the legislative process. It is time to change 
that perception. It is time to embrace larger-
scale advocacy at needed political levels and 
to turn our attention to advocating for our 
profession as well as critical areas of social 
policy that impact consumers and overall 
service delivery. 

Lobbying the General Assembly, writing op-
eds, or meeting with a state representative 
can be intimidating at first. But what should 
be more intimidating is the thought of our 
fate being determined by other active 
lobbying efforts by other professional 
organizations that extinguish our voices and 
minimize our roles and scope of practice in 
the multiple areas of social work.   

Advocacy is an ethical obligation and is in the 
Social Work Code of Ethics. We are ethically 
bound to promote social justice through 
advocacy work and we are required to be 
advocates in and for our great profession.  
Legislative advocacy is the ONLY way we will 
improve our professional image, increase 
salaries, protect our rights, increase our 
scope of practice, and improve our overall 
working conditions as social workers.  Also, 
when we advocate for social justice issues we 
fight for fair systems that provide good 
services with competent providers and which 
permit equal access to quality treatment with 
respect to our consumers’ rights. 

Legislative advocacy is the best way to make 
our voice heard and to mobilize our power as 
a profession for both our clients as well as 
ourselves. When we advocate for legislative 
issues we increase our power as a profession, 
demand attention to critical issues, and 
demonstrate that we have valuable input to 
improve the status quo.  

A key component of Legislative advocacy work 
is educating others to what the issues and 
concerns are as well as why the need for 
change.  Here is a brief “Legislative Advocacy 
101” course on how a bill in Pennsylvania 
becomes a Law (NASW-PA website). 

Introduction: Anyone may draft a bill; 
however, only members of the General 
Assembly can introduce legislation, and by 
doing so become the sponsor(s). There are 
three basic types of legislation in 
Pennsylvania: bills, house resolutions, and 
senate resolutions. The official legislative 
process begins when a bill or resolution is 
numbered - HB signifies a House bill and SB a 
Senate bill - referred to a committee and 
printed by the Legislative Reference Bureau.  

Step 1: Referral to Committee: Bills are 
usually referred to standing committees in the 
House or Senate according to carefully 
delineated rules of procedure. 

 Step 2: Committee Action: When a bill 
reaches a committee it is placed on the 
committee’s calendar. It is at this point that a 
bill is examined carefully and its chances for 
passage are determined. If the committee does 
not act on a bill, it is their equivalent of killing 
it.  

Step 3: Scheduling Floor Action: After a bill 
is reported back to the chamber where it 
originated, it is placed in chronological order 
on the calendar. In the House there are 
several different legislative calendars, and the 

The Vital Role of Advocacy 
by Troy L. Brindle, LCSW 
President-Elect of NASW-PA 
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Speaker and Majority Leader largely 
determine if, when, and in what order bills 
come up. The Senate also has several 
legislative calendars. 

Step 4: Debate: When a bill reaches the 
floor of the House or Senate, there are 
rules or procedures governing the debate. 
These rules determine the conditions and 
amount of time allocated for debate.  

Step 5: Voting: After the debate and the 
approval of any amendments, the bill is 
passed or defeated by the members voting.  

Step 6: Referral to Other Chamber: When 
a bill is passed by the House or the Senate 
it is referred to the other chamber where it 
usually follows the same route through 
committee and floor action. This chamber 
may approve the bill as received, reject it, 
ignore it, or amend it. 

Step 7: Conference Committee Action: If 
only minor changes are made to a bill by 
the other chamber, it is common for the 
legislation to go back to the first chamber 
for concurrence. However, when the 
actions of the other chamber significantly 
alter the bill, a conference committee is 
formed to reconcile the differences. If the 
conferees are unable to reach agreement, 
the legislation dies. If agreement is 
reached, a conference report is prepared 
describing the committee member’s 
recommendations for changes. Both the 
House and the Senate must approve of the 
conference report. This mainly happens 
when legislative chambers are led by 
different parties. 

 Step 8: Final Actions: After a bill has 
been approved by the House and Senate in 
identical form, it is sent to the Governor. If 
the Governor approves of the legislation 
and signs it, the bill becomes law. Or, the 
Governor can take no action for ten days, 
and it automatically becomes law. If the 
Governor opposes the bill, she or he can 
veto it. The Governor can also hold the bill 
for a time without taking action, either 
signature or veto, for 10 days while the 
General Assembly is in session or 30 days 

after final adjournment, after which it 
will automatically become law. 

Step 9: Overriding a Veto: If the 
Governor vetoes a bill, the General 
Assembly may attempt to “override the 
veto.” This requires a two-thirds roll call 
vote of the members who are present in 
sufficient numbers for a quorum. 

The NASW-PA provides many 
opportunities to advocate on behalf of 
social justice issues as well as on behalf of 
the profession of social work.  Last year, 
our advocacy efforts achieved the passage 
of a voluntary bachelor’s level licensure. 
In the recent past we secured Title 
Protection for the profession of social 
work as well as implementing a clinical 
license for our profession. Without 
legislative advocacy, these 
accomplishments would not have been 
possible.  

The NASW-PA is working closely with 
our sister organization the PSCSW to 
jointly re-introduce the Social Work 
Practice Act HB 1415 through 
Representative Nick Miccarelli this 
licensing cycle. This provides a critical 
consumer protection component as well 
as affording for the ability to “diagnose” 
mental health related disorders for 
LCSWs (36 other states already have this 
in place).  This bill was introduced during 
the last licensure cycle as HB 1640 and 
never made it out of the licensing 
committee, in part because our voices as 
professional clinical social workers were 
not heard. We cannot allow this to 
happen again.  

The NASW-PA also sponsors Legislative 
Advocacy Day which is scheduled in April 
2016.This is your opportunity to join 
your professional organization at our 
state capital in Harrisburg, PA, to 
advocate for the rights, privileges, and 
protection of the social work profession. 
As we work towards the goal of securing 
Practice Protection, it is vital that the 
voice of social workers from across the 
Commonwealth are united and heard! 

 
The Vital Role of Advocacy 
continued from page 3 
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My life was touched by suicide when I was 
12 years old. My cousin, a 33-year-old 
Marine Corps Veteran who had struggled 
for years with alcoholism and who had 
become overwhelmed with pending legal 
issues, shot and killed himself. I happened 
to be with his parents when they found out 
about their oldest son’s death. There are 
few words to describe the experience of 
watching my aunt and uncle’s hearts break 
as they learned that their child had died by 
his own hand—I’ll never forget my aunt’s 
agonized screams when she realized what 
had happened. The experiences seared 
into my brain from that night taught me 
an important lesson: suicide likely causes 
more pain for loved ones than it relieves 
for the departed. 
 
If my mother ever reads this, I expect that 
she will be embarrassed that I put it in 
print. Suicide is a family secret, something 
to be ashamed of. Deaths by suicide are 
rarely publicized (save those of the very 
famous), causes of death are not listed in 
obituaries. Perhaps we fear that losing a 
family member to suicide reflects poorly 
on us; perhaps others will think our family 
is unhealthy if they know that one of us 
took his own life.  
 
The silence around suicide exacerbates its 
stigma and may contribute to isolating 
loved ones in dealing with their grief. With 
a suicide every 13 minutes in the United 
States, we as mental health professionals 
cannot afford to be quiet about this topic. 
We need to talk about what works and 
what doesn’t in suicide prevention. We 
need to be comfortable discussing suicide 
risk with our clients.  
 
We also need to talk about access to lethal 
means—90% of suicide attempts with 
firearms are completed. Since many 

suicides happen with little planning during 
a short-term crisis (a description which fits 
the bill for my cousin’s death), having 
access to lethal means matters. Means 
reduction must be a part of our strategy for 
suicide prevention, and social workers 
learning of a client’s suicidal ideation 
should be having a conversation about 
access to firearms, how firearms are stored, 
and whether firearms can be moved 
elsewhere during the time of crisis.  
 
In honor of National Suicide Prevention 
Week, the new editorial team of The 
Clinical Voice sought to start a clinical 
discussion around this topic in September 
2015. We weren’t exactly flooded with 
submissions for our theme—maybe it was 
the summertime deadline, or maybe it had 
to do with this difficult “taboo.” I thank the 
PSCSW members who contributed articles 
for this themed edition of our newsletter 
and bravely faced different aspects of 
navigating suicidality as clinicians. 
 
We hope you enjoy this edition of The 
Clinical Voice, including the case study and 
its responses, which we hope to develop 
further as a recurrent feature. We welcome 
your feedback on this edition and ideas for 
future themes. Please e-mail me at 
kaitmcma@gmail.com with comments or 
concerns. 
 
Kind regards, 
Kaitlyn McMahon, LCSW 
Editor-in-Chief 

 
P.S. For more information on why means 
matter, please visit the Harvard School of 
Public Health website featuring extensive 
research on this topic, including the 
statistics I’ve mentioned here: 
http://www.hsph.harvard.edu/means-
matter/  
 
 
 

 

 

Editor’s Note 
This Edition’s Theme 

 

 

mailto:kaitmcma@gmail.com
http://www.hsph.harvard.edu/means-matter/
http://www.hsph.harvard.edu/means-matter/
http://www.suicidepreventionlifeline.org/
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Reflections on Passive Suicidal 

Ideation: Joanne’s story 

Joanne is a 43-year-old woman who is separating from her partner of 15 years. Together, they have 2 
children, ages 13 and 11. Joanne presents as timid and anxious, states that she has never been in therapy 
before, and wishes therapy was not necessary.  
 

Joanne stayed at home with her children for 7 years but has now returned to work as a paralegal. She states 
that it has been difficult lately to motivate herself to go to work, but work is a fulfilling outlet for her. She 
mentions a platonic relationship with a managing partner as particularly reinforcing. She occasionally 
socializes with colleagues.  
 

Joanne’s parents are near retirement and provide some financial support. Joanne reports receiving little 
emotional support from her parents during her childhood and has yet to tell them of her separation. 
Joanne’s older sister often provides a listening ear.  
 

Joanne reports difficulty with her children prior to separation. She suffered from postpartum anxiety and 
depression following both births, and did not receive treatment. She reports often worrying about her 
children’s future, stating that she is “ruining their lives” and perhaps “it would be better if she wasn’t in 
the picture.”  
 

Joanne reports listlessness, anxiety in most domains, feeling worthless, and loss of appetite. She states 
that she thinks a few times a week about “how much easier it would be to disappear,” and on occasion, 
fantasizes about overdosing on prescription medication.  
 
As Joanne's clinician, where do you go from here? What would be your clinical focus?  

Reflection on the role of relationship 

by Shirley Tung, MSS, LCSW 
 

As a relational analyst, I believe that it is in relationships that psychic damage 
first occurs, and that it is through relationships that recovery happens. 

Joanne has taken a beating in her relationships: 
her parents are not emotionally supportive, her 
partner of 15 years is leaving, her interactions 
with her children are strained, and her support 
network is thin.  She has never been in therapy, 
despite two bouts of post-partum depression, and 
wishes therapy were not necessary now.   
 
My concern about Joanne’s suicidal ideation 
would direct me toward the interventions that 
any responsible therapist would implement: 
exploring her own and her family’s history of 
suicide attempts, her plan, means and intent, 
referring her for psychiatric med management, 
creating a safety plan, and inquiring what and for 
whom she would stay alive.  Many clients reply, “I 
could never do that to my parents,” or “I need to 
be here for my children.”  People most often will 
stay alive because of important relationships, 
even 

even if they have lost the will to survive for 
themselves. 
 
So my clinical focus would be on Joanne’s 
relationships.  Does she really believe it would be 
better for her children if she weren’t in the picture?  
Does her sister, who often provides a listening ear, 
understand the depth of Joanne’s despair?  I 
suspect that Joanne, who presents as timid and 
anxious, does not want to burden others with her 
problems, but could she imagine asking her sister 
or managing partner for more support?  And could 
Joanne imagine having a relationship with me, her 
therapist, even though she would rather not be in 
treatment?  I would hope she could give me the 
opportunity to be a warm, non-judgmental, 
supportive person in her life, and that our growing 
therapeutic alliance would provide one more 
reason for Joanne to live.  
 



    
                                                                     Clinical Voice   September 2015 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________ 

7 
 

 

 

 

  

A central tenet of clinical social work that 
feels incredibly important to me is our 
mandate to pay a dual level of attention 
to case conceptualization and case 
management. Even in a private practice 
setting, which I am in, there is a certain 
level of case management that ought to 
occur. However, this case management is 
best performed in way that is highly 
correlated with the application of theory 
and the construction of the treatment 
relationship. 
  
From a case management perspective, 
Joanne’s suicidal ideation, however 
passive, is striking to me. I am wondering 
about the prescription medications that 
she has available to her, if she is working 
with a psychiatrist, and how she handles 
these thoughts. I am also curious about 
her history of impulsivity and would use 
this information to measure the urgency 
I would feel to create some sort of safety 
planning.  
 
That said, I am also quite interested in 
the symbolic nature of her ideation. As a 
psychodynamic clinical social worker, I 
am interested in relieving symptomology, 
but also in coming to understand the 
symbolic and functional nature of 
symptomology. I want to know about her 
wish for disappearance, her fears around 
existence and why she has come to 
construct the narrative that her very 
existence can cause “ruin.”  
  
The choice to not tell her parents about 
the separation feels of tremendous 
import as well and might suggest to me 
that Joanne feels that she must protect 
others from her pain in order to warrant 
the “okay-ness” of her presence. 

When I read Joanne’s case, I am 
overwhelmed by a sense of deaded-ness. 
Perhaps this is a clue into the 
countertransference that would arise in 
working with her. I wonder, how together 
with my countertransference as a clue 
and a guide, Joanne and I could seek 
feelings of enlivenment that we could 
survive together.  
  
It seems essential to avoid the possibility 
of toxic and entrenched enactments, and 
therefore to work with Joanne to 
understand that I can survive her 

multiple affective states. I would 
encourage the possibility of 
bringing increased affect into 
the room, the very opposite of 
disappearance and diminished 
appetite. I would welcome, 
instead, Joanne’s hunger. I 
would hope that my curiosity 
and wish to see Joanne might 
instill the possibility and her 
wish for nourishment.  
 
I am also interested in Joanne’s identity. 
The case does not mention how she 
identifies in terms of race or sexuality. I 
would become very curious about the role 
of identity in her life and how the 
termination of her long term partnership 
has shaped her sense of self.   
  
I consider, like many of us do, the clinical 
relationship to be what is ultimately most 
curative. Therefore, my central task in 
working with Joanne would be in coming 
to understand how to form a relationship 
with her and to assess her patterns of 
attachment and intimacy and to keep her 
alive, both literally and metaphorically.  
 
 

Holistic Consideration of Joanne 
by Dr. Danna Bodenheimer, LCSW 
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Reflection: Working with Reluctance 
by Catherine Monsky, MSW, LSW 

Note: The case study, written by Tabatha Miller, LCSW, is                    

not reflective of any past or present specific clients.  

As social worker, I believe it is important to meet Joanne where she is; 
Joanne is a caregiver, one with somewhat spotty emotional support, and an 
ambivalence about engaging in therapy. It may take some time for Joanne 
to be able to partner with a therapist and experience a reparative 
connection. I would, therefore, aim to provide a brief intervention 
addressing Joanne’s suicidal ideation, while also laying the ground work to 
continue therapy with Joanne. 

Because Joanne has never been in therapy, I would provide education on 
the process of therapy, and discuss her goals and expectations. This 
education would provide a gentle preamble for the risk assessment, which 
would include historical and current suicidal ideation and behavior, the 
frequency, duration and intensity of her ideation, presence/absence of a 
plan or preparatory behavior, access to means, and reasons for living and 
protective factors. I would also ask Joanne to rate both her suicidal ideation 
and desire to die on a scale of 0-10. I have found this differentiation - 
desire to die or cease to exist versus the intent to act on ideation 
– extremely useful for risk stratification and case formulation, 
particularly with clients with more passive ideation. 

The core of my brief intervention, after assessment, would be partnering 
with Joanne to create a detailed safety plan, identifying warning signs, 
internal coping skills, social contacts and contexts, and professionals poised 
to help. I believe the construction of a safety plan can open a thought 
pathway toward safety and empower clients. As someone perhaps unclear 
about the role of therapy in her life, and reluctant to turn to others for help, 
a safety plan could reinforce that Joanne has the skills to soothe herself and 
give Joanne an ego-syntonic and immediate way to help her manage her 
suicidal ideation. And by promoting the safety plan as not only a tool for 
crisis, but also as a “maintenance plan,” used to regularly check in with 
herself, Joanne can further experience herself as capable of titrating her 
own affect in times of relative wellness, while beginning to see that she has 
an array of available external supports including, hopefully, the therapist. In 
these ways, the brief intervention of the safety plan can not only provide a 
wealth of knowledge to the clinician, but provide prompt assistance to 
Joanne and serve as a catalyst for exploring the role of relationships in 
Joanne’s life.  
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Self-Murder 
By Deborah D. Shain, MSS, LCSW, BCD 
Chair of PSCSW Professional Standards, Ethics, and Licensing Committee 
Member of PSCSW Clinical Book Discussion Program    

Sandra Bland hung herself in her jail cell after an unjust arrest for a 
minor traffic stop. Suicide, the “authorities” said. Thirty-five years ago, a 
seemingly fully-functioning, creative, happily-married World War II 
veteran locked himself in his garage with his car running and ended his 
haunting memories of Holocaust atrocities. A few weeks ago, yet another 
three-time-deployed Iraq War survivor joined the ranks of his post-
traumatic stress disordered buddies. Unable to drown himself in the 
numbing alcohol-excess, his suicide was accomplished by putting his 
service revolver in his mouth, pulling the trigger, and hoping to end the 
nightmare-driven torment that made him slap his kids when they made 
“too much noise.”  All of these victims of suicide were once alive with 
promise, and all were too young to die.  
  
All had recorded birthdates and official death dates — but could their 
deaths and soul-murders have occurred long before they used their own 
hands to quiet their brains and stop their hearts from beating? Most 
people who end the agony of their lives with suicide were once expected 
to live, laugh, love, work, and adjust to adversity. But unforeseen 
circumstances, powerlessness, fractured dreams, and unbearable pain 
can conspire to abort that destiny.  
  
Survivors are left to wonder “Why?”  Was it that their parents didn’t love 
them enough? Were they taunted and bullied in middle school? Was it 
that their skin color was too dark? Were they of the “wrong religion”? 
Was it that they loved a same-sex person? Was it that they were forced to 
live at odds with their values and beliefs? Or did something 
embedded in our culture and institutionalized in our 
society murder them long before the coroner proclaimed 
the published moment of their death? 
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According to the Centers for Disease 
Control and Prevention, suicide is 
listed as the tenth leading cause of 
death among adults. In 2013, 41,149 
adults committed suicide in the 
United States alone (American 
Foundation for Suicide Prevention, 
2015). Suicide attempts have been 
steadily on the rise within the past 
few years, especially among 
vulnerable populations such as 
veterans and the elderly. In order to 
combat deaths by suicide, some 
health care professionals have been 
utilizing a technique called “no-
suicide contracts.”  

No-suicide contracts are known by a 
variety of names including: plan of 
care, safety plan, contracting for 
safety, no-harm contracts and safety 
agreements. In a study aimed at 
preventing further suicide attempts 
in a select group of patients utilizing 
Cognitive Behavioral Therapy (CBT), 
the practitioner almost immediately 
developed a plan for emergencies 
also known as a crisis plan. During 
this process the patient and 
practitioner would put together a 
written document that the patient 
could use in order to access future 
situations with positive coping 
mechanisms and telephone numbers 
of supports to use in case of 
emergencies (Berk, et. al., 2004).  

No matter what term is used, an 
essential definition includes “an 
agreement between the patient and 
clinician in which patients agree not 

to harm themselves and/or to seek 
help when in a suicidal state and 
they believe that they are unable to 
honor the commitment” (Rudd, 
Mandrusiak & Joiner, 1995, p. 595).  
This can be either an oral or written 
agreement that is used in 
conjunction with an ongoing 
therapeutic alliance. If the patient is 
able to give informed consent, and is 
an adult who is functionally 
competent, he or she should be able 
to consent to a no-suicide contract. 
This is not necessarily a formal legal 
contract but rather an arrangement 
between both parties. 

While not usually accepted as a 
standard of practice, no-suicide 
contracts or crisis plans can be useful 
and necessary tools when navigating 
anxieties with a client who is 
experiencing suicidal ideation (Kroll, 
2000). Practitioners have been using 
other similar methods such as 
creating a crisis plan and contracting 
for safety. No-suicide contracts came 
out of a need to initiate a therapeutic 
relationship with a suicidal patient 
and to establish a safety plan. This 
has proven to be a useful technique if 
used appropriately and in 
conjunction with continued suicidal 
risk assessment and evaluation of the 
patient (Simon, 1999).  

Signing a contract does not bind the 
patient to not to commit suicide. In a 
survey amongst psychiatrists, “41% 
had patients who either committed 
suicide or made a serious attempt 

Ethical Implications of  
No-Suicide Contracts 
By Marissa Gofberg, MSW, LSW 
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after signing the contract” (Kroll, 
2000, p. 1684). If a practitioner is 
relying on the support of a no-suicide 
contract to reduce the risk of harm in 
and of itself, they could potentially be 
opening themselves up for a 
malpractice lawsuit. In order for a 
social worker to commit malpractice 
they have to be guilty of actively 
violating a client’s rights. Social 
workers should put in place 
procedures that lessen the likelihood 
of liability claims associated with no-
suicide contracting. Such measures 
could include taking a full psychiatric 
history, reviewing suicide prevention 
protocols and using other various 
standards of care with suicidal 
patients (Reamer, 1995). 

As social work practitioners, we are 
already obligated by the ethical 
standards of our profession. This 
includes being available to the patient 
and performing at least the standard 
of care. Implementing no-suicide 
contracts could potentially be 
harmful to both the patient and the 
practitioner if no additional supports 
are utilized or other formal supported 
methods are continually evaluated. 
Social work practitioners should take 
every precaution to not only protect 
their licenses but also the best 
interest of their clients. Although not 
currently considered to be a part of 
the standard of care, no-suicide 
contracts can be useful when 
implemented in conjunction with 
other proven methods of suicide 
prevention. 
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My most frightening experience as a 

new social worker came when a 

woman whose husband was gravely ill 

and still in hospital (doctors explained 

he only had a few days left) 

announced she planned on 

committing suicide when her husband 

passed away by overdosing on her 

prescribed medications. The wife was 

coherent and highly motivated to be 

by her husband’s side for his last days. 

Professionally, I have never felt so 

fearful or vulnerable—there was no 

clear path forward.  

I called my peers. I called the crisis 

center to discuss scenarios. I did 

online research. I re-read the NASW 

Code of Ethics. I spoke at length with 

my supervisor, and she with her peers. 

We did not want to further traumatize 

a grieving person by taking away her 

remaining hours with her husband. 

We did not want to lose our ability to 

support her through the process by 

having her lose her trust in our 

organization. We put a safety contract 

in place. We provided her with daily 

therapy. We provided information 

about external resources. We 

activated her supports in planning for 

the husband’s eventual passing. The 

wife rekindled her faith in god, and 

was vehement that she was no longer 

suicidal when her husband died 

approximately 10 days after she 

disclosed her plan to us. Though the 

crisis was averted and the woman was 

safe, if I were dealing with that 

situation again today, there are a few 

things I would do differently. 

I wish I had had an LCSW clinical 

supervisor to contact at the time. I 

wish I had called the NASW ethics 

hotline: (800) 742-4089 and 

contacted the PSCSW’s Ethics 

Committee. I might also have 

consulted the PSCSW listserv.  

The situation was challenging in part 

because my employer was not a 

mental health agency. They had been 

in operation several years without 

having to manage a suicidal client. 

Also, I was unprepared for the tidal 

wave of concern and fear that washed 

over me.  

For me, the hardest aspect of 

suicidality in my patients is that the 

choice whether to live or not remains 

in each client’s hands. I believe 

therapy can be life altering, healing, 

generous, and allow patients to 

experience the best of themselves. 

That many patients will engage in an 

open conversation about their 

ideation is a great initial sign, but no 

guarantee. This makes the work of 

therapy more urgent, more important, 

 

Client Suicidality and 
the New Social Worker 
 By Sylvie Beauvais, LSW 
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ongoing independent supervision and 

professional memberships can be so 

valuable.) For new social workers in 

particular, it can be vital to connect 

with those more experienced and 

willing to have tough conversations 

about the emotional experience and 

professional ramifications of working 

with a suicidal patient.  

In the abstract, suicide is just a larger 

version of the limitations that we 

constantly face as social workers.  If I 

want a dialysis patient of mine to seek 

outside counseling, I provide them 

with encouragement and a list of 

resources. The patient has to make the 

decision to act and have the tenacity 

to endure the intake process, and the 

grit (and the personal resources) to 

show up weekly for outpatient therapy 

amidst other medical appointments. 

The helping hand helps, but our 

culture is one of autonomy. 

Autonomy: for me, that concept 

underlies the complexity of suicide. 

Our culture prizes self-determination, 

with all the risks and losses that 

implies for those who may be left 

behind. What may be under-discussed 

in the profession is the need for any 

new practitioner to build a therapeutic 

network to manage the fear and grief 

woven into our profession.  

and (inevitably) frightening. One APA 

document estimates the risk for 

psychotherapists of having a patient 

die by suicide at 28%. I also believe 

that if a patient is secretive and 

motivated to die, there is unlikely to 

be any therapeutic conversation that 

will tip the scale for life.  

I am currently in two settings where 

suicidal clients are rare. How will I 

handle it the next time this issue 

arises? I now have a few 

recommendations.  

I would tell all new social work 

graduates, regardless of the setting, to 

learn their employer’s process for 

managing suicidal patients, and, if 

none exists, to work with their 

supervisors to define one. In settings 

where suicidal patients are rare, I 

would encourage these social workers 

to revisit the process regularly to 

remain prepared. I would also 

encourage new practitioners to plan 

for the day when a client will reach a 

crisis point, and they (as the social 

worker) are flooded with emotion. I 

believe each social worker should 

identify and routinely use professional 

supports—if these are not provided at 

their place of employment, supports 

can be cultivated through formal and 

informal networks. (This is why 
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Each suicide death leaves behind a 

surviving family—in some of these 

families are mental health clinicians.   

I am a Licensed Social Worker with 

over 10 years of experience in the 

mental health field.  I come from a 

family of social workers, doctors, and 

professionals.  In my field, I am 

praised and recognized by peers for 

being very effective, engaging and 

resourceful with individuals whom I 

serve. However, on November 3, 

2006, I received a call that none of my 

training or experience in the field 

prepared me for.  My nephew, W. 

Matthew Patrick had lost his battle 

with mental illness and took his own 

life.  I felt powerless that I was unable 

to save my nephew.  Matthew 

struggled with depression and 

schizophrenia for many years.    

Matthew experienced abuse and 

trauma throughout his childhood and 

struggled to live a normal life.  He 

seemed to be a very resilient young 

person with the potential to develop a 

promising future. When he could not 

cope with life’s stressors he turned to 

drugs, which led to engaging in risky 

behaviors and exacerbated his 

psychotic symptoms.  He felt 

shameful and hopeless, which led to 

multiple suicide attempts.  He dealt 

with guilt, un-forgiveness with 

himself and others, was spiritually 

distressed, struggled with his faith, 

and questioned God. Matthew 

always asked family, “Am I going to 

heaven?  Does God love me? Will He 

forgive me?” As much as we tried to 

assure him of our beliefs in a 

Forgiving God, he continued to 

struggle.   

Matthew had numerous inpatient 

psychiatric hospitalizations by 302 

petition, unsuccessful outpatient 

treatments, and spiritual 

interventions. Though he had 

mental health treatment at multiple 

levels of care, I cannot remember if 

he was ever offered treatment which 

could address the spiritual distress 

in which he encountered daily: it 

was clear he was being tormented in 

his mind by his own thoughts.  

Matthew felt his only way to escape 

the torment was to die by suicide.    

The Surviving Clinician 
 By Sapphira Ivey, MSW, LSW 

 
Every thirteen minutes, someone  

in the United States dies by suicide1. 
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  To honor my nephew, I volunteer and 

walk with my family in the American 

Foundation For Suicide Prevention 

(AFSP) - Philadelphia Out Of the 

Darkness Walk.  My family has started 

an organization named Lifesavers 

University to educate the community, 

businesses, schools, universities and 

faith based communities on the signs 

and symptoms of mental illness.  We 

provide Mental Health First Aid 

Trainings in partnership with AFSP, 

which we like to think of as “CPR for the 

Mind.”   

Join our team "Team LIVE" on 

October 4, 2015 as we walk to 

Save a Life!  

For additional information on 

Lifesavers University and AFSP 

educational programs contact Shelley 

Leaphart-Williams (AFSP Educational 

Coordinator) at 484-540-LIVE (5483).  

1American Foundation for Suicide Prevention statistic 
afsp.org  

 

 

 

 

 

 

 

 

 

 

After losing my nephew, there were 

many questions and feelings which 

were extremely difficult for me to 

manage as an aunt, a clinician, and a 

Christian.  I felt like I had failed my 

own flesh and blood.  How is it that I 

can help others with their mental 

illness, but couldn’t help my own 

nephew? I felt like I didn’t deserve to 

help others and would be discredited 

by my peers. I felt a sense of shame 

that was overwhelming at times.   

Over time, I realized that I could be 

Matthew's voice as a survivor. The 

term “suicide survivor” has come to 

mean someone who is bereaved after a 

loved one’s death by suicide.  

Matthew’s voice fueled my passion for 

my work as a social worker where I 

educate and self-disclose when 

appropriate with individuals whom 

may struggle with suicidal ideation.  

This experience has motivated me to 

explore the relationship between 

religion and psychopathology in the 

mentally ill.   

Other Events  
Raising Awareness 

 

 Harrisburg Walk: 09/12/15 
 

 Greater Northeast PA Walk: 
09/13/15 

 

 Greater Lycoming Clinton Walk: 
09/19/15 

 

 Blair County Walk: 09/26/15 
 

 Walnutport ride: 09/26/15 –  
see flyer to the right 
 

 Erie Walk: 09/27/15 
 

 Greater Lehigh Valley Walk: 
10/04/15 
 

 Carlisle Walk: 10/18/15 
 

Go to afsp.org for details. 

 

 
 

 

http://afsp.donordrive.com/index.cfm?fuseaction=donorDrive.eventGroup&eventGroupID=9AA117B3-F522-BB6D-359D1AA2D75A7958&__utma=228360397.589860119.1439598290.1439598290.1439598290.1&__utmb=228360397.2.10.1439598290&__utmc=228360397&__utmx=-&__utmz=228360397.1439598290.1.1.utmcsr=bing|utmccn=(organic)|utmcmd=organic|utmctr=(not%20provided)&__utmv=-&__utmk=55339944
http://afsp.donordrive.com/index.cfm?fuseaction=donorDrive.event&eventID=3512&__utma=228360397.589860119.1439598290.1439598290.1439775814.2&__utmb=228360397.29.9.1439777429127&__utmc=228360397&__utmx=-&__utmz=228360397.1439598290.1.1.utmcsr=bing|utmccn=(organic)|utmcmd=organic|utmctr=(not provided)&__utmv=-&__utmk=55780264
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World Suicide 

Prevention Day is 

September 10th. 

 
 

 
 

 

 
 

 
International  

Survivors 
of Suicide Loss 

Day is 

November 21. 

 

 

WANT TO GET INVOLVED? 
 

 Follow the Take 5 to Save Lives campaign. 
 

 Do a depression screening day in your clinic or setting. 
 

 Light a candle in your window at 8 p.m. on September 10. 
 

 Donate to a local or international suicide prevention organization. 
 

 Use social media to raise awareness – change your profile picture or tweet 
some support during National Suicide Prevention Week. 
 

 Share the warning signs: http://www.suicidology.org/resources/warning-
signs  
 

 Take a class or become certified: http://www.suicidology.org/training-
accreditation/certificate-clinical-suicidology 
 

 Take the Mental Health First Aid course: Suicide Prevention Training 
through AFSP AFSP link  
 

 Become certified to offer Mental Health First Aid course in your 
community. 

 
 

Informational Resources 

 

 American Foundation for Suicide Prevention: afsp.org  
 

 American Association of Suicidology: http://www.suicidology.org/  
 

 Resource for those surviving a client suicide: 
http://mypage.iu.edu/~jmcintos/therapists_mainpg.htm  

 

 SAMSHA: http://www.samhsa.gov/suicide-prevention  
 

Note: All logos and graphics are available for public use per organizations. Click on 
picture or logo to be redirected to respective website for more details. 

 
 

 

 

 

 

https://www.iasp.info/wspd/index.php
http://www.suicidology.org/about-aas/national-suicide-prevention-week
http://www.survivorday.org/
http://www.suicidology.org/resources/warning-signs
http://www.suicidology.org/resources/warning-signs
http://www.suicidology.org/training-accreditation/certificate-clinical-suicidology
http://www.suicidology.org/training-accreditation/certificate-clinical-suicidology
http://www.afsp.org/local-chapters/find-your-local-chapter/afsp-central-pennsylvania/upcoming-chapter-events/suicide-prevention-training-3
http://afsp.donordrive.com/index.cfm?fuseaction=donorDrive.eventGroup&eventGroupID=9AA117B3-F522-BB6D-359D1AA2D75A7958&__utma=228360397.589860119.1439598290.1439598290.1439598290.1&__utmb=228360397.2.10.1439598290&__utmc=228360397&__utmx=-&__utmz=228360397.1439598290.1.1.utmcsr=bing|utmccn=(organic)|utmcmd=organic|utmctr=(not%20provided)&__utmv=-&__utmk=55339944
http://www.suicidology.org/
http://mypage.iu.edu/~jmcintos/therapists_mainpg.htm
http://www.samhsa.gov/suicide-prevention
https://www.iasp.info/wspd/light_a_candle_on_wspd_at_8PM.php
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PSCSW Education Committee Conferences 
2015-2016 

 

 
The Education Committee is pleased to announce conferences for the upcoming academic 
year.  Once again all programs will be held in the Lankenau Hospital auditorium on 
Saturdays, from 9am to 1pm.  We look forward to another great year of PSCSW Education 
Committee Programs, and hope you will join us! 
 
Oct 3 2015, 9am-1pm, 4 CEs 
Ari Lev, LCSW-R, CASAC 
All in the Family: LGBTQ Issues in Therapy 
Arlene (Ari) Istar Lev LCSW-R, CASAC, is a social worker and family therapist, who is the 
Founder and Clinical Director of Choices Counseling and Consulting where she has provided 
individual and family therapy for the LGBTQ community in Albany NY for nearly 30 years. 
(www.choicesconsulting.com) She is also the Director of TIGRIS—The Training Institute for 
Gender, Relationships, Identity, and Sexuality, a professional training program in Albany, 
New York. (www.TIGRISinstitute.com) 

 
Jan 23, 2016, 9am-1pm, 4 CEs 
Eva Feindler, PhD 
Youth Violence Prevention:  Clinical Approaches for Individual and Group 
Interventions 
Eva L. Feindler, Ph.D. is a professor of psychology and the Director of the Long Island 
University Doctoral program in Clinical Psychology.  As a faculty member of the Specialty 
Track in Family Violence and as former Director of the Psychological Services Clinic, she is 
directly involved in programs to help children and families manage their anger and resolve 
conflict. She has authored several books and numerous articles, and has conducted training 
workshops across the United States and internationally. Dr. Feindler was instrumental in 
creating a curriculum for the NYS SAVE (Schools Against Violence Education) legislation 
that is a 2-hour requirement for all NY professionals who work with youth in schools.  

 
April 9, 2016, 9am-1pm, 4 CEs 
Pat Harvey, LCSW 
DBT Interventions for Families: Helping to Develop Effective Parenting 
Strategies  
Pat Harvey, LCSW-C, ACSW has over 30 years of experience providing clinical social work 
services to individuals who have intense emotions/emotion dysregulation/mental illness and 
their families. She helped to develop one of the first DBT adherent programs for adolescents 
in the country, a winner of an APA Gold Award in 2004. The focus of her practice now is 
providing DBT skills groups and individual coaching to parents and other family members of 
youth and adults who have emotion dysregulation using a DBT framework. She facilitates 
trainings and workshops for mental health professionals on DBT concepts, skills, and family 
interventions throughout the United States and at national conferences. 
 

http://www.tigrisinstitute.com/
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  Post Masters Clinical Certificate Program in 
Psychodynamic Psychotherapy 

 

After a year hiatus, the Post Masters Clinical Certificate Program in Psychodynamic Psychotherapy 
will be offered again this coming winter/spring. The program is a collaboration between PSCSW and 
the Bryn Mawr College School of Social Work Professional Development Center.  It is held on 15 
consecutive Thursday evenings, Jan 21 - May 5 (no class April 21), from 6:30-9:00 pm at 
BMC. Each class consists of presentation/discussion on a clinical topic followed by small supervision 
groups in which participants take turns presenting cases. Participants have found this structure to be 
a helpful way to integrate new material and incorporate it into their clinical practice. It affords 
participants many opportunities to learn from each other as well as the instructors. Faculty and 
supervisors are experienced clinicians and teachers. The course offers 37 hours of CE credits 
including 3 hours of ethics. For those pursuing their LCSW license, the program fulfills 
15 hours of group supervision plus 22 CE credits. 
 
Program Description: Understanding and sensitively handling the vicissitudes of the therapeutic 
relationship are hallmarks of effective treatment.  This course will explore several complementary 
psychodynamic theories that emphasize the clinical relationship as central to the work. We will use 
object relations, attachment, intersubjectivity and trauma theories, among others, to formulate 
strategies for assessment and intervention.  We will discuss how to meaningfully integrate 
neurobiological knowledge within a psychodynamic approach.  The course aims to deepen and expand 
participants’ understanding of key theoretical concepts such as: holding environment, containment, 
transference/countertransference, projective identification, psychobiological attunement, 
intersubjectivity and mutuality, enactment, use of self, and self-disclosure. 
 
The program is designed for all levels of clinicians and is relevant to practitioners working in a variety 
of agency settings as well as those in private practice.  The course will focus primarily on clinical 
interventions with individual adult clients. Practitioners working with children and teens will find the 
course relevant.                                                                           
 
Program Objectives: Participants in this certificate program will: 1) explore the therapeutic process 
from several complementary psychodynamic frameworks including Object Relations, 
Intersubjectivity, Attachment, Relational and Trauma Theories; 2) use these and other theories to 
formulate strategies for assessment and intervention; and 3) discuss how to meaningfully integrate 
course concepts into a treatment approach that is applicable in their practice settings. 
 
Tuition: $825 ($750 tuition for current PSCSW Members and Field Instructors of current 
BMCGSSWSR students) $50 Application Fee 
 
Application Deadline: December 18, 2015. There are partial scholarships available to PSCSW 
members.  More information on scholarships to follow. 
 
How to Apply: An application is required. The application process includes a phone interview 
with a PSCSW member that will be arranged upon receipt of the application. Application deadline 
for participation in the 2014 certificate program is December 13, 2013. The application form can be 
found on the BMC website: http://brynmawr.edu/socialwork/pd.  
 
Questions about registration or logistics should be directed to:  Elaine Robertson at Bryn Mawr's 
Office of Professional Development swprodev@brynmawr.edu or 610-520-2602.   Questions about 
scholarships or the course curriculum should be directed to: Leda Sportolari, LCSW Coordinator, 
Clinical Certificate Program in Psychodynamic Psychotherapy lsportolari@gmail.com 610-668-1865.  

http://brynmawr.edu/socialwork/pd
mailto:swprodev@brynmawr.edu
mailto:lsportolari@gmail.com
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112 Carol Lane  
Richboro, PA 18954 

 

 
When our interior life is strong,  

our attitude towards others is gentle.  
When our inner life feels nourished,  

our hearts can be open to others' pain. 
 

Dr. Robert Wicks, 
The Resilient Clinician 

 
 

Just a friendly reminder to care for yourself in  
the midst of hearing and holding others’ 

pain whether it is during your work with clients, 

review of cases, supervision, or personal activities. 


