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Background: Mental health professionals have a pivotal role in suicide prevention. However, they also often have intense emotional responses, or countertransference, during encounters with suicidal patients. Previous studies of the Therapist Response Questionnaire-Suicide Form (TRQ-SF), a brief novel measure aimed at probing a distinct set of suicide-related emotional responses to patients found it to be predictive of near-term suicidal behavior among high suicide-risk inpatients. The purpose of this study was to validate the TRQ-SF in a general outpatient clinic setting.

Methods: Adult psychiatric outpatients (N = 346) and their treating mental health professionals (N = 48) completed self-report assessments following their first clinic meeting. Clinician measures included the TRQ-SF, general emotional states and traits, therapeutic alliance, and assessment of patient suicide risk. Patient suicidal outcomes and symptom severity were assessed at intake and one-month follow-up. Following confirmatory factor analysis of the TRQ-SF, factor scores were examined for relationships with clinician and patient measures and suicidal outcomes.

Results: Factor analysis of the TRQ-SF confirmed three dimensions: (1) affiliation, (2) distress, and (3) hope. The three factors also loaded onto a single general factor of negative emotional response toward the patient that demonstrated good internal reliability. The TRQ-SF scores were associated with measures of clinician state anger and anxiety and therapeutic alliance, independently of clinician personality traits after controlling for the state- and patient-specific measures. The total score and three subscales were associated in both concurrent and predictive ways with patient suicidal outcomes, depression severity, and clinicians’ judgment of patient suicide risk, but not with global symptom severity, thus indicating specifically suicide-related responses.

Conclusion: The TRQ-SF is a brief and reliable measure with a 3-factor structure. It demonstrates construct validity for assessing distinct suicide-related countertransference to psychiatric outpatients. Mental health professionals’ emotional responses to their patients are concurrently indicative and prospectively predictive of suicidal thoughts and behaviors. Thus, the TRQ-SF is a useful tool for the study of countertransference in the treatment of suicidal patients and may help clinicians make diagnostic and therapeutic use of their own responses to improve assessment and intervention for individual suicidal patients.
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INTRODUCTION

Clinicians’ emotional responses to their patients, broadly referred to as countertransference, have important implications for treatment outcomes (1, 2). Countertransference, which emerges in the context of a therapeutic relationship with the patient, has been extensively addressed in the theoretical and qualitative clinical literature (2–4). The concept of countertransference has developed over the years since Freud (1910) classical definition of countertransference as the therapist’s own unresolved conflict-based reactions to the patient’s transference, which are unbeneficial to treatment (5) to a “total” view of countertransference as comprising all of a clinician’s emotional responses to a patient (6), an important source of information for understanding the patient’s dynamics. Following the growing body of quantitative empirical research on countertransference over the past three decades, several recent studies have provided quantitative empirical evidence supporting the relation of countertransference to treatment outcomes (2, 7–9). Clinicians’ feelings toward their patients may relate to treatment outcomes both as a causal force, influencing clinician behavior (3) and the therapeutic bond (4), and as a diagnostic signal, detecting patient patterns indicative of difficulties that will persist into the future (3, 10).

Assessing and treating patients at risk for suicide are clinical domains for which the study of countertransference is particularly pertinent, given the highly stressful nature of the interactions (11–14) and the concomitantly powerful feelings suicidal patients elicit, such as fear, anxiety, frustration, incompetence, helplessness, discouragement, sadness, and anger (15–18). The experience of bearing a patient’s intense despair and hopelessness is extraordinarily difficult, and can erode clinicians’ own sense of hope. For example, Pompili et al. (19) found that affective temperaments were significantly associated with hopelessness among patients with bipolar disorders, and hopelessness was associated with at least threefold odds for suicidal risk.

Suicide is one of the leading causes of death in the US and around the world (20), and much opportunity for prevention may be missed, as an estimated one-third of individuals (21) who die by suicide encounter a mental health-care provider within 1 month of their death (21–24). Thus, there is both a need for better understanding of the interactions between clinicians and suicidal patients, and for scalable and psychometrically sound ways of examining such interactions in large studies as well as clinical settings. Further, if areas of improvement in clinicians’ management of emotional responses to patients can be identified and tracked, this will facilitate training and improve suicide outcomes.

To this end, we developed a brief questionnaire to specifically target countertransference that is potentially indicative of a patient’s short-term suicide risk—the Therapist Response Questionnaire-Suicide Form (TRQ-SF). The questionnaire, described in detail in our previous study (25) comprises five items derived from the 79-item Therapist Response Questionnaire (TRQ; originally called the Countertransference Questionnaire (3, 26);) two items from the therapist form of the Working Alliance Inventory [WAI (27, 28)], and three rational items developed de novo by our group to capture distinctive emotional responses to high-risk suicidal patients (25). In our pilot study of this measure, the TRQ-SF was administered to first-year psychiatry residents treating patients psychiatrically hospitalized in the context of acute suicidal thoughts and behaviors [STB (25)]. In that study, although a two-factor model comprising dimensions of (a) Affiliation (vs. Rejection)—characterized by five items, and (b) Distress (vs. Comfort)—characterized by three items, fit the data, we also included a third countertransference dimension that was clinically and conceptually coherent: Hopefulness (vs. Hopelessness)—comprising two significantly correlated items with strong face validity that did not load robustly on either of the preceding factors. We found that level of patient STB in the 1–2 months following hospital discharge was significantly correlated with clinician Distress (r = 0.27, p = 0.02) and Hopefulness (r = −0.25, p = 0.03), and more robustly correlated with the interaction of Distress and Hopefulness (r = 0.42, p < 0.001). In addition, a composite total score for the TRQ-SF was found to predict post-discharge suicidal behavior among high-risk psychiatric inpatients (29), and clinicians’ judgment of suicide risk in psychiatric outpatients (9).

While the initial results were promising, further research is needed to generalize these findings to other mental health professionals, patient populations, and treatment settings. Moreover, the previous study was limited by small sample size, and fully anonymous collection of clinician data that made accounting for individual clinician differences impossible. Therefore, in the present study, we seek to validate the TRQ-SF as a measure of suicide-risk associated countertransference in a general outpatient sample treated by a larger sample of clinicians varying in professional degree, experience and orientation. Specifically we aim to (a) confirm the previously proposed three-factor structure (b) provide further support for the reliability and validity of the scale and (c) evaluate the performance of the TRQ-SF in a different treatment setting with a larger, more diverse clinician and patient sample. We explore the following hypotheses:

1. factor Structure and Reliability:

(a) the three-factor structure of the TRQ-SF proposed by Yaseen et al. (25) will be replicated in the current sample.

(b) The TRQ-SF and its subscales will demonstrate good reliability evidenced by high Cronbach’s alphas.

2. convergent and discriminant validity:

The TRQ-SF will be associated with measures of clinician general emotional state and therapeutic alliance, while being unrelated to clinician personality traits.

3. concurrent and prospective criterion validity:

The TRQ will demonstrate both cross-sectional and predictive relationships with patient suicide outcome measures, as well as robust associations with clinicians’ concurrent judgment of patient suicide risk.

MATERIALS AND METHODS

Participants and Procedures

We recruited 346 patient and 48 clinician participants from adult psychiatric outpatient centers serving urban populations in New York City between January 2016 and June 2017. Patients presenting for intake or first visit with a new provider for any pharmacological or psychosocial treatment at one of three outpatient centers were referred by the evaluating clinician to an ongoing suicide risk study (MARIS) (29). Any mental health professional conducting patient intakes at one of the participating outpatient clinics was eligible to participate in the study. Eligible clinicians were approached at the onset of the study or of their employment at the clinic. Clinicians provided informed consent and completed a baseline packet of questionnaires assessing demographic and trait characteristics. Clinicians were instructed to identify patients who were potentially eligible to participate in the study at their first meeting with the patient. Clinicians then completed a packet including questionnaires about their clinical assessments, emotional responses, and emotional state when meeting with that particular patient. Of 81 potential clinicians, 64 (79%) consented to participate and 48 (59%) had at least one patient participant enrolled in the study.

Eligible patients who indicated to their clinician that they were interested in participating were contacted by an affiliate of the study and completed a baseline assessment following informed consent. Patients were eligible to participate in the study if they were over 18 years old and were meeting the referring clinician for the first time. Patients were excluded from the study if follow-up would be impaired—they were homeless or lacked collateral means of contact, were unable to understand the consent or did not speak English, or suffered a physical or mental impairment that might interfere with participation. Four hundred and ninety two patients were determined eligible for the study by their treating clinicians based on clinical evaluation and judgment of inclusion and exclusion criteria. Of potentially eligible patients, 346 patients (70%) consented and participated in initial assessment. Reasons for non-participation were primarily patients unwilling or unable to be reached. A few patients were excluded from the study prior to completing initial assessment due to inadequate English or language difficulties impeding their understanding the consent and/or study questions. At initial assessment, patients were administered questionnaires assessing demographics and trait characteristics, psychiatric symptomology, and STB. Patient participants were contacted one month after initial assessment for follow-up assessment of STB. Of the patient participants who completed the initial assessment, 276 (78.6%) completed follow-up assessment. The Icahn School of Medicine at Mount Sinai, Mount Sinai Beth Israel, and Mount Sinai St. Luke’s—Roosevelt Institutional Review Boards approved this study.

Measures

Clinician Emotional Response

The Therapist Response Questionnaire-Suicide Form [TRQ-SF (25)] is a 10-item, Likert-type scale designed to capture clinicians’ emotional responses to acutely suicidal patients. TRQ-SF individual item scores range from 0 (not at all) to 4 (extremely). Two factors were identified in previous study: affiliation (items 1, 2, 4, 8, and 10) and distress (items 3, 5, and 7) and a third a priori factor of hopefulness (items 6 and 9) (25). A total score of all TRQ items, with positively worded items reverse scored reflected negative emotional responses. Possible ranges for TRQ affiliation, distress, hope and total scores were 0–20, 0–12, 0–8, and 0–40, respectively.

STB Criteria

The Columbia Suicide Severity Rating Scale [CSSRS (30)] is a semi-structured interview of current and past STBs. The CSSRS outlines five progressively more severe levels of ideation, and three types of suicidal behaviors (SB) are defined: actual, interrupted and aborted suicide attempts. A composite variable of STBs on a 0–9 point scale was used: a score of 0–5 based on their peak level of suicidal ideation (SI) in the past month. Preparations for suicide without attempt received a score of 6. An aborted, interrupted, or actual suicide attempt in the past month received a score of 7–9, respectively (25, 31).

The Beck Scale for Suicide Ideation [BSS (32, 33)], a 21-item self-report measure of active and passive suicidal desires, was used. Because items 6–21 are completed only if items 4 and 5 are rated >0, we used BSS part 1 scores (items 1–5) in lieu of the total scale score. The possible range is 0–10. The BSS part 1 demonstrated good internal consistency in our sample (α = 0.83).

The Clinician Prediction Scale [CPS (34, 35)] was used to measure clinician judgment of patient suicide risk. This single-item scale asks clinicians to rate the likelihood of their patients making a suicide attempt in the next 6 months if untreated, on a scale ranging from 0 (no likelihood) to 10 (very high likelihood).

Secondary Criteria

The Beck Depression Inventory [BDI (36, 37)] is a widely used 21-item self-report measure of severity of depressive symptoms. Total score ranges for severity have been recommended: 14–19 (mild), 20–28 (moderate), and 29–63 (severe). The BDI demonstrated excellent internal consistency in our sample (α = 0.91).

The Brief Symptom Inventory [BSI (38)] is a 53-item self-report measure of psychiatric symptoms which provides a reliable measure of global severity of psychopathology. Patient participants completed the BSI at initial assessment only. The BSI demonstrated excellent internal consistency in our sample (α = 0.97).

Convergent and Discriminant Validity Measures (Clinician Report)

The State-Trait Anxiety Inventory (39, 40) is a 40-item self-report assessment of state and trait levels of anxiety. Both subscales demonstrated good internal consistency (trait α = 0.84, state α = 0.95).

The Spielberger State-Trait Anger Expression Inventory [STAXI (41)] is a 44-item self-report assessment of state and trait anger and anger expression. Internal reliability of both the trait (α = 0.73) and state (α = 0.85) subscales was acceptable in our sample.

The Big Five Inventory (42) is a 44-item self-report assessment of the “Big Five” personality dimensions: Extraversion, Agreeableness, Conscientiousness, Neuroticism, and Openness. The five subscales demonstrated acceptable internal reliability in our study (α ranged from 0.77 to 0.84).

The WAI (28, 43) is a measure of patient-therapist alliance comprising three components: bond, and agreement on goals and tasks. For the current analyses we excluded the two items that were included in the TRQ-SF. Internal reliability (α = 0.93) was excellent in our sample.

Statistical Analyses

Test of Assumptions

We conducted preliminary exploration of our data to identify any constraints in our sample that would impact our choice of statistical test. TRQ-SF responses were both univariate and multivariate non-normal, contraindicating the use of parametric techniques, thus all analyses were conducted with a parallel non-parametric test. Substantial TRQ-SF intraclass correlations (ICCs) suggested that there was appreciable variation in responses attributable to individual clinician differences (see “Results” for detail). While this would indicate the use of multilevel modeling given the clustering of patient TRQ-SF ratings within clinicians, this approach would not be appropriate due to Type I error inflation given the relatively small sample of clinicians and large proportion of clinicians referring only a few patients (44, 45). We, therefore, report only single-level model results. It is of note that the multilevel results did not substantively differ from the single-level results presented (available from the authors by request).

Analysis of Factor Structure

A Confirmatory Factor Analysis (CFA) was conducted to test our hypothesized factor structure. We used diagonally weighted least squares estimation, which is most appropriate for Likert scale and multivariate non-normal responses (46, 47). Absolute model fit was evaluated with the chi-squared statistic, which indicates the degree of agreement between the observed and expected covariance matrices and thus a non-significant test supports good model fit. Because of the sensitivity of the chi-squared test to sample and model size, additional indices of relative fit were evaluated, including the Comparative Fit Index (CFI) the Tucker-Lewis Index [TLI (48)], and the Root Mean Square Error of Approximation [RMSEA (49)]. Based on conventional standards, good fit is indicated by CFI and TLI values greater than 0.95 and an RMSEA value below 0.07 with a 90% confidence interval lower bound less than 0.05 and upper bound less than 0.10 (48, 50, 51). The CFA was conducted in the lavaan package of R statistical software (52).

Convergent, Discriminant, and Criterion Validity

Spearman’s rho was used to investigate the 0-order rank correlations between the TRQ-SF subscales and total score and the convergent- and discriminant-related variables. A hierarchical linear regression analysis, with trait scales entered into the first step and state scales entered into the second step, was employed to evaluate whether clinicians’ trait-variables predicted TRQ-SF scores controlling for clinician state-variables. Because TRQ-SF scores substantially deviated from the normal distribution, we used a computed log function of TRQ-SF as the dependent variable. To examine TRQ-SF scores, cross-sectional, and prospective associations with patient suicide outcome measures, and concurrent clinician assessments of patient suicide risk and psychopathological symptom severity, we performed another series of 0-order correlations by Spearman’s rho. Convergent, discriminant, and criterion validity analyses were performed with SPSS version 24.0.

RESULTS

Participant Characteristics

Patient and clinician characteristics are described in Table 1.

TABLE 1 | Patient demographics and descriptive measures.
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Patients

The baseline sample included 346 subjects. Of those, 267 (77.2%) completed follow-up assessment 1 month following the initial assessment. Participants reached for follow-up were more likely to be older (mean difference 6.7 years, p < 0.001) and have, on average, 1 more year of education (p = 0.04) than those lost to follow-up. There were no other differences in sociodemographic characteristics. Descriptive statistics for all included scales are reported in Table 1. More than 40% of participants had made a suicide attempt in their lifetime. The average level of peak lifetime STB was active SI with plan and intent, while the average past-month level at intake was between passive wishes to be dead and active SI without methods, plan, or intent. On average, our participants fell into the moderate depressive severity range at both intake and follow-up. Participants lost to follow-up had been judged by clinicians to be at slightly higher risk for suicide (p = 0.004). There were no other differences in clinical characteristics between the groups, including measures of global severity, depression, and SI, or in TRQ-SF responses, however.

Clinicians

The clinician sample consisted of 48 mental health trainees and professionals of whom 22 (45.8%) were women (4 participants were missing gender information), 20 (41.7%) were white, and 28 (58.3%) were born in the US. The participating clinicians were 83.3% psychiatrists (including 38 third-year psychiatry residents and two attending psychiatrists), 4.2% attending psychologists, and 4.2% social workers. The primary theoretical orientations reported by clinicians were 22.7% psychodynamic, 20.5% cognitive/behavioral, 13.6% integrative, 6.8% humanistic/supportive, and 4.5% interpersonal. The average reported length of clinical experience as a clinician was 4.05 years (SD = 4.79, range = 0–22).

Scores on the TRQ-SF were, in part, accounted for by clinician-level differences, as indicated by the ICCs. ICCs ranged from 0.16 (item 5: “I felt guilty about my feelings toward him/her”) to 0.40 (item 6: “I thought life really might not be worth living for him/her”), indicating that between 16 and 40% of the total variance in ratings of each TRQ-SF item can be attributed to individual clinician differences (vs. individual patient differences).

Confirmatory Factor Analysis

A CFA was conducted to evaluate the proposed three-factor model (see Table 2) with a sample of 346 complete TRQ-SF ratings and the first indicator loading (i.e., item 1 in the affiliation factor, item 3 in the distress factor and item 9 in the hope factor) fixed to 1. All three of the approximate fit indexes (CFI, TLI, and RMSEA) exceeded the recommend threshold values for good fit, suggesting that the three-factor model fit the data well. The test of exact fit was significant, therefore not supporting exact model fit, χ2(32) = 54.06 (p = 0.009), which is unsurprising as the chi-square test is very sensitive to sample size.

TABLE 2 | Goodness-of-fit indices for the TRQ-SF (N = 346).
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As the three subscales were substantially correlated (|r| = 0.55 −0.68; p < 0.001), suggestive of a single general factor with three correlated subfactors, we conducted an additional CFA to test the model fit of the TRQ-SF as one-factor. The one-factor model also exceeded the recommend threshold values for good fit by approximate fit indexes (CFI, TLI, and RMSEA) but the test of exact fit was significant. A chi-square difference test revealed that the three-factor model provided slightly yet significantly better fit than the one-factor model, [χ2(3) = 9.59, p = 0.022], supporting the common factor with three subfactor interpretation. Factor loadings are reported in Figure 1.
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FIGURE 1 | Results of the confirmatory factor analyses of the one and three-factor models of Clinicians’ Emotional Responses to their patients using items from the Therapist Response Questionnaire-Suicide Form (TRQ-SF). Factor loadings, variances, and covariances and indicator variances are reported. All factor loadings were significant in both models, as were the factor covariances in the three-factor model (p < 0.001).



We computed Cronbach’s alpha for the three subscales in SPSS version 24. Alpha was adequate for the affiliation (0.83) and distress (0.71) subscales. However, alpha was low for the hope subscale (0.37), likely as a result of only two items being included in this subscale (53). For the total score, we computed both Cronbach’s alpha and Revelle’s beta (54) in the psych package for R (55) to evaluate internal consistency of the full scale. Beta is a lower bound estimate of reliability, whereas Cronbach’s alpha is a measure of the average split-half reliability; therefore, minimal discrepancy between alpha and beta, specifically a discrepancy less than 15–20 points (56), suggests factorial homogeneity. This analysis produced an alpha value of 0.88 and a beta value of 0.75, indicating good internal consistency and scale unidimensionality. Taken together, these results suggest that there are three distinct, but highly correlated factors that combine into a meaningful general factor. We, therefore, found it appropriate to explore validity of both the TRQ-SF total score and all three subscales.

Examination of the descriptive statistics indicated there was somewhat of a floor-effect in terms of total scale and distress subscale ratings, with average responses falling in the “not at all” to “a little” range of the Likert scale. Average responses to the affiliation and hope subscale were more moderate, falling in the “somewhat” to “quite a bit” range.

Convergent and Discriminant Validity

To further examine the convergent and discriminant validity of the TRQ-SF general scale and subscales, we conducted 0-order correlation analyses. As shown in Table 3, the TRQ-SF total scores were positively related with clinicians’ state anxiety and anger, and negatively correlated with clinician report of the therapeutic alliance. The magnitude of these associations was moderate to strong with high levels of significance (i.e., p ≤ 0.001). TRQ-SF subscales demonstrated the same magnitude and significance of associations in the expected directions: affiliation and hope were negatively associated with clinician state anxiety and anger, and positively associated with therapeutic alliance scores. The results for the clinician trait variables showed that (a) the trait anxiety and anger were significantly negatively associated with TRQ-SF total scores and (b) TRQ-SF total scores were significantly negatively associated with clinician agreeableness and positively associated with clinician neuroticism and openness. The distress subscale showed comparable results as the total score, except for significant negative association with clinician extraversion, and non-significant association with openness. The affiliation and hope subscales demonstrated similar significance in the opposite direction of associations compared with the TRQ-total, except for a non-significant association between affiliation and clinician trait anxiety, and between hope and clinician trait anger. Overall, the associations between clinicians’ traits and TRQ-SF were modest. Consistent with the pattern of these results, we sought to examine the contribution of clinician personality traits to TRQ-SF scores controlling for state-specific effects. We, therefore, conducted a hierarchical linear regression analysis predicting TRQ-SF total score. The results, presented in Table 4, show that among clinician traits included in the first step, clinician extroversion, and agreeableness were negatively associated with negative emotional responses to patients, while clinician openness was positively associated. On the second step, including state-specific measures, only state anxiety (beta = 0.214, p = 0.001) and clinician report of therapeutic alliance (beta = −0.621, p < 0.001) were independently associated with clinicians’ overall negative emotional responses as measured by the TRQ-SF total score.

TABLE 3 | Convergent/discriminant validity: 0-order correlations between clinicians’ variables and TRQ-SF.
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TABLE 4 | TRQ-SF total convergent/discriminant associations with clinician traits and patient-specific states.
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Criterion Validity

Concurrent and Prospective Criterion Validity

The TRQ-SF demonstrated statistically significant 0-order correlations with each of the criterion-related variables, except for the global psychopathological symptom severity. The associations ranged in value from.12 (p < 0.05) to 0.33 (p < 0.01) (see Table 5). Results, therefore, supported the concurrent and prospective criterion validity for the primary outcomes and demonstrate the relative specificity of the TRQ-SF response to clinician-perceived and patient-reported suicide risk.

TABLE 5 | Criterion validity of the TRQ-SF total, three factors and individual items: 0-order correlations between patient variables and TRQ-SF.
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Finally, we conducted exploratory analyses for the concurrent and predictive validity of each individual TRQ-SF item (see Table 5). Overall, results indicate significant cross-sectional associations between all the scale items and clinician judgment of patient suicide risk. None of the items associated with patient global symptom severity. Eight out of ten single items (except for items 3 and 4) were significantly associated with at least one of the concurrent suicidal severity measures. Items 3, 7, 8, and 9 were associated with SI at 1-month follow-up. Item 6 (“I thought life really might not be worth living for him/her”) was exclusively associated with STB both at intake and at 1-month follow-up, while not associated with depression and global symptom severity, showing suicide-specific reaction.

DISCUSSION

This study replicated, validated and generalized the performance of the novel TRQ-SF for assessing a distinct suicide-related countertransference in a general outpatient clinic setting—a clinical sample with low and moderate short-term suicide risk. Adding to our previous reports on an acute inpatient sample (25, 29), these emotional responses are found to be related to patient risk for suicide as judged during the clinical assessment as well as predictive of short-term risk for SI and behavior. The current study results support the psychometric performance, construct and predictive validity of the TRQ-SF. Further, as they are generally consistent with our previous results in a high acuity patient population, our findings broadly support generalizability of the TRQ-SF across different clinical settings. Thus, our findings suggest that the TRQ-SF may be of diagnostic and therapeutic use.

Factor Structure and Reliability

First, we found good fit for the hypothesized 3-factor model including affiliation, distress, and hope, thus supporting our predictions based on our previous study in a high suicide-risk inpatient sample (25). The results also supported the performance of the TRQ-SF as a general one-factor scale in assessing overall negative emotional responses toward the patient. While the three-factor model has slightly better fit compared to the one-factor model, the high inter-correlations between the three subscales and the high internal consistency indices that were found for the full scale support the meaningfulness and reliability of a scale total score. These results are in line with our previous studies using the TRQ-SF total score (9, 29). Findings, therefore, suggest that the TRQ-SF may be used as an overall scale to assess clinicians’ emotional responses toward suicidal patients, as well as to assess specific dimensions of these emotional responses as indicated by the affiliation, distress, and hope subscales. While the brevity of the scale is one of its advantages for research and clinical use, given the small number of items, a larger item pool may be needed to reliably probe correlated subfactors.

Convergent and Discriminant Validity

Convergent and discriminant validity analyses primarily supported our predictions. Specifically, we found that the TRQ-SF associated significantly with related measures of general negative emotional states, i.e., anger and anxiety, and negative assessment of the therapeutic alliance. Patterns of correlation did not differ substantially between hypothesized subfactors, again supporting a generally unidimensional suicide-related countertransference, although some variation was observed, particularly in relation to clinician personality traits.

The considerable magnitude of the ICCs indicates that there was significant variation in responses attributable to individual clinician differences. Indeed, clinicians’ emotional responses to patients as measured by the TRQ-SF were related to clinicians’ individual tendencies to experience such emotions, as evidenced by the significant 0-order associations with clinician trait anxiety, anger, agreeableness, neuroticism, and openness. However, when accounting for state anger, anxiety, and therapeutic alliance as reported immediately following the clinical interaction with the patient, the contribution of any of the clinician’s traits was no longer significant. This suggests that the effects of personality on clinician TRQ-SF responses are mediated by the specific emotional states to which they are prone. For example, we suggest that the association between trait anxiety and the TRQ-SF may be explained by the correlation between state anxiety and the TRQ-SF. The findings are consistent with a relational understanding of countertransference as clinicians’ emotional responses cocreated in interaction with the patient; “The patient draws the therapist into playing a role that reflects the patient’s internal world, but the specific dimensions of that role are colored by the therapist’s own personality.” [(6) p. 981]. It is of note that TRQ-SF scores were most strongly associated with clinician-reported state anxiety and lower therapeutic alliance. Both are robustly documented as prevalent in clinical interactions with suicidal individuals (14) as well as with poor treatment outcomes (2, 4, 7, 57).

Criterion Validity: Diagnostic and Prognostic Usefulness of the TRQ-SF

We found modestly sized but highly significant correlations of TRQ-SF total and its subscale scores with patient suicide outcomes. These correlations were stronger than associations with global severity of patient psychopathology, supporting a specifically suicide-related countertransference. Although similar associations with severity of depression were found, depression severity independent of clinical diagnosis is itself a robust predictor of SI and suicide (58). TRQ-SF scores were associated with suicide risk indices both as reported by the patient (i.e., STBs) and as assessed by the clinician (i.e., CPS). These findings support the potential utility of this scale for diagnosis and therapeutic interventions. This is in line with the body of psychological literature suggesting that evaluating therapists’ countertransference is beneficial to understanding patients’ intra-psychic and interpersonal dynamics (59–62). These results are also consistent with studies of countertransference measures, for example the Therapist Response Questionnaire, showing that countertransference reactions measured by clinician’s self-report questionnaire were able to systematically capture patient personality and severe psychopathology regardless of therapeutic orientation (3, 63). Moreover, the prospective associations of the TRQ-SF with patient STB at 1-month following the initial intake demonstrate its potential clinical value in predicting short-term STB. These results support and extend our previous studies showing post-discharge SB among high-risk inpatients were predicted by clinicians’ emotional responses as measured by the TRQ-SF (25, 29). This study, therefore, validates and generalizes our previous findings to a general psychiatric outpatient population with lower suicide-related acuity level. Hence, even in a sample with low base rate of SI and behaviors, clinicians’ emotional responses measured by the TRQ-SF predict near-term STBs.

Exploratory examination of the criterion validity of individual TRQ-SF items suggests that items consistent with a projective identification process had very modest but significant prospective criterion validity, including feelings of entrapment (“My hands were tied or I was put in an impossible bind”), hopelessness (“I thought life really might not be worth living for him/her”), and helplessness (“I felt confident in my ability to help him/her”, reversed) as well as unique affective-arousal (“patient gave me chills”). Items indicative of interpersonal rejection/difficulties (e.g., “I had to force myself to connect”) also demonstrated modest concurrent criterion validity. Moreover, the item “I thought life really might not be worth living for him/her” showed unique suicide-specific associations and, therefore, future development may aim to better probe this emotional domain. Overall, the pattern of emotional reactions indicated by the individual items may relate to specific affective characteristics of the suicidal crisis as described in previous research (25, 64, 65). Joiner and Stanley (66) proposed that these suicidal affective states may activate an emotional contagion through non-verbal and perhaps unconscious mechanisms (66). Therefore, these intense reactions may alert a clinician to patient suicide risk independent of overtly evident risk factors such as declared suicidal intent, reported access to means, and so on. At the same time, negative emotional responses may result in less empathic communication, avoidance, and unwitting rejection of the patient (67–69) which are liable to damage the therapeutic alliance (70). Thus, further research is needed to elucidate the mechanisms by which clinicians’ negative emotional responses are associated with patients’ subsequent suicidal outcomes.

Implications

Our results are broadly consistent with the literature that suggests clinicians have negative emotional responses to patients presenting as at risk for suicide (14–18, 25, 67), and deepen this literature by characterizing specific responses that associate prospectively both individually and in aggregate with suicide-related outcomes and clinician judgment of suicide risk. Further, our results extend the growing body of literature that supports the potential diagnostic specificity of emotional responses (5, 6, 34, 44–48, 50, 53–56).

Mental health professional who routinely encounters patients at risk for suicide may benefit from recognizing and evaluating their emotional responses to their patients. Moreover, making meaning of emotional responses to patients is critical to managing them in a way that benefits the therapeutic relationship (59–62). Integrating explicit knowledge with the information coded in emotional cues to enhance understanding and care for suicidal individuals in training curricula and continuing education programs may facilitate assessment, intervention and ultimately reduce the risk of suicide. Training interventions for clinicians may focus on emotional self-awareness, such as mindfulness training for mental health professionals and trainees (71); relational therapy interventions that focus on the therapeutic alliance and managing counter-transference responses (72, 73) as well as novel training methods designed for improving empathic communication with psychiatric patients (74). In addition, existing training programs for suicide prevention (75) would benefit from including a component targeting emotional responses to suicidal individuals. Intervention emphasizing emotional self-awareness and the effect of clinicians’ emotions on the clinical interaction may help clinicians to better recognize and assess the emotional response to their patients as well as to make use of this emotional awareness in a way that would benefit both evaluation and treatment.

Strengths and Limitations

This study has a number of strengths and limitations. Among the strengths of the study are the use of multiple validated measures of patient SI, assessment of both patient and clinician characteristics, moderately large sample size, and high rates of follow-up. Several limitations should also be noted. First, our analyses suggested that individual clinician differences are a considerable element of the TRQ-SF reports; however, multilevel modeling accounting for clinician individual differences was limited by the fact that many clinicians reported on only few patients, while a few clinicians reported on many patients. Further study is needed to evaluate the nature and extent of individual clinicians’ effects. A second limitation of the study is the low rate of suicidal behavior at follow-up such that prediction of suicide attempts was not powered sufficiently to be tested. Third, while clinician responses were collected anonymously, social desirability bias cannot be ruled out. Finally, while we examined patient psychopathology symptoms, patient personality psychopathology was not broadly examined and accounted for in interpreting the results.

Conclusion

The primary implication of this study is that mental health professionals’ emotional responses to their patients are indicative of severity of patients’ STBs as well as predictive of the short-term development of these thoughts and behaviors. Our results support the potential utility of the TRQ-SF as a reliable, easily used and scored measure of clinicians’ suicide-related countertransference. The brevity of this self-assessment may make it particularly useful in the clinical setting and for longitudinal clinical research as it may be comfortably administered on a repeated basis. Indeed, further study is warranted to understand how changes in countertransference over time such as might be assessed with the TRQ-SF in a series of patient encounters relate to changes in patient motivation for or liability to suicide.

ETHICS STATEMENT

The study protocol was approved by the The Icahn School of Medicine at Mount Sinai, Mount Sinai Beth Israel, and Mount Sinai St. Luke’s—Roosevelt Institutional Review Boards. All subjects gave written informed consent in accordance with the Declaration of Helsinki.

AUTHOR CONTRIBUTIONS

SB and ZY conducted and contributed to the design of the experiment, designed the data analyses, analyzed the data, and wrote the paper. MH conducted the experiment and designed the data analyses, analyzed the data, and wrote the paper. BG designed the data analyses, analyzed the data, and contributed to writing the paper. RA, AF, and AA contributed to writing the paper. PR conducted the experiment. IG conducted and designed the experiment and contributed to writing the paper.

ACKNOWLEDGMENTS

This work was supported by the focus grant #RFA-1-015-14 from the American Foundation for Suicide Prevention. The content is solely the responsibility of the authors and does not necessarily represent the official views of the American Foundation for Suicide Prevention. The funders had no role in study design, data collection and analysis, decision to publish, or preparation of the manuscript. The authors would like to acknowledge Irina Kopeykina, Tal Ginsburg, Hae Joon Kim, and Firouz Ardalan, who contributed to the conduct of the study, MegAnn McGiness, Jenna Cohen, Kayla DeFazio, Sherilyn Wilman-Depena, Shoshana Linzer, Yael Shwartz, Nicolette Molina, Olivia Varas, Adina Chesir, Rachel Lerner, Rachel Altman, Joshua Starr, Olivia Tabaczyk, Radwa Mokhtar, Michelle Jeon, Dorin Levy, Vidal Yook, Cindy Forestal, Allison Shuck, Yuna Chang, Sarah Sperber, Tiffany Elchoueiri, and Michelle Hernanadez, who contributed to data collection and entry, as well as the participating patients and clinicians.

REFERENCES

1. Fauth J. Toward more (and better) countertransference research. Psychotherapy (2006) 43:16–31. doi:10.1037/0033-3204.43.1.16

2. Rossberg JI, Karterud S, Pedersen G, Friis S. Specific personality traits evoke different countertransference reactions: an empirical study. J Nerv Ment Dis (2008) 196:702–8. doi:10.1097/NMD.0b013e318186de80

3. Betan E, Heim AK, Conklin CZ, Westen D. Countertransference phenomena and personality pathology in clinical practice: an empirical investigation. Am J Psychiatry (2005) 162:890–8. doi:10.1176/appi.ajp.162.5.890

4. Hayes JA, Gelso CJ, Hummel AM. Managing countertransference. Psychotherapy (2011) 48:88–97. doi:10.1037/a0022182

5. Tishby O, Wiseman H. Types of countertransference dynamics: an exploration of their impact on the client-therapist relationship. Psychother Res (2014) 24:360–75. doi:10.1080/10503307.2014.893068

6. Gabbard GO. A contemporary psychoanalytic model of countertransference. J Clin Psychol (2001) 57:983–91. doi:10.1002/jclp.1065

7. Rossberg JI, Karterud S, Pedersen G, Friis S. An empirical study of countertransference reactions toward patients with personality disorders. Compr Psychiatry (2007) 48:225–30. doi:10.1016/j.comppsych.2007.02.002

8. Dahl HSJ, Høglend P, Ulberg R, Amlo S, Gabbard GO, Perry JC, et al. Does therapists’ disengaged feelings influence the effect of transference work? A study on countertransference. Clin Psychol Psychother (2017) 24:462–74. doi:10.1002/cpp.2015

9. Barzilay S, Yaseen Z, Hawes M, Kopeykina I, Ardalan F, Rosenfield P, et al. Determinants and predictive validity of clinician assessment of short-term suicide risk. Suicide Life Threat Behav (2018). doi:10.1111/sltb.12462

10. Colli A, Tanzilli A, Dimaggio G, Lingiardi V. Patient personality and therapist response: an empirical investigation. Am J Psychiatry (2014) 171:102–8. doi:10.1176/appi.ajp.2013.13020224

11. Farber BA. Psychotherapists’ perceptions of stressful patient behavior. Prof Psychol Res Pract (1983) 14:697. doi:10.1037/0735-7028.14.5.697

12. Deutsch CJ. Self-reported sources of stress among psychotherapists. Prof Psychol Res Pract (1984) 15:833. doi:10.1037/0735-7028.15.6.833

13. Rodolfa ER, Kraft WA, Reilley RR. Stressors of professionals and trainees at APA-approved counseling and VA medical center internship sites. Prof Psychol Res Pract (1988) 19:43. doi:10.1037/0735-7028.19.1.43

14. Pope KS, Tabachnick BG. Therapists’ anger, hate, fear, and sexual feelings: national survey of therapist responses, client characteristics, critical events, formal complaints, and training. Prof Psychol Res Pract (1993) 24:142. doi:10.1037/0735-7028.24.2.142

15. Kleespies PM, Penk WE, Forsyth JP. The stress of patient suicidal behavior during clinical training: incidence, impact, and recovery. Prof Psychol Res Pract (1993) 24:293–303. doi:10.1037/0735-7028.24.3.293

16. Hendin H, Haas AP, Maltsberger JT, Koestner B, Szanto K. Problems in psychotherapy with suicidal patients. Am J Psychiatry (2006) 163:67–72. doi:10.1176/appi.ajp.163.1.67

17. Scocco P, Toffol E, Pilotto E, Pertile R. Psychiatrists’ emotional reactions to patient suicidal behavior. J Psychiatr Pract (2012) 18:94–108. doi:10.1097/01.pra.0000413275.09305.d5

18. Yaseen ZS, Briggs J, Kopeykina I, Orchard KM, Silberlicht J, Bhingradia H, et al. Distinctive emotional responses of clinicians to suicide-attempting patients – a comparative study. BMC Psychiatry (2013) 13:230. doi:10.1186/1471-244X-13-230

19. Pompili M, Rihmer Z, Akiskal H, Amore M, Gonda X, Innamorati M, et al. Temperaments mediate suicide risk and psychopathology among patients with bipolar disorders. Compr Psychiatry (2012) 53:280–5. doi:10.1016/j.comppsych.2011.04.004

20. Kochanek KD. Deaths: final data for 2014. Natl Vital Stat Rep (2016) 65:1–122.

21. Schaffer A, Sinyor M, Kurdyak P, Vigod S, Sareen J, Reis C, et al. Population-based analysis of health care contacts among suicide decedents: identifying opportunities for more targeted suicide prevention strategies. World Psychiatry (2016) 15:135–45. doi:10.1002/wps.20321

22. Luoma JB, Martin CE, Pearson JL. Contact with mental health and primary care providers before suicide: a review of the evidence. Am J Psychiatry (2002) 159:909–16. doi:10.1176/appi.ajp.159.6.909

23. Ilgen MA, Conner KR, Roeder KM, Blow FC, Austin K, Valenstein M. Patterns of treatment utilization before suicide among male veterans with substance use disorders. Am J Public Health (2012) 102:S88–92. doi:10.2105/AJPH.2011.300392

24. Ribeiro JD, Gutierrez PM, Joiner TE, Kessler RC, Petukhova MV, Sampson NA, et al. Health care contact and suicide risk documentation prior to suicide death: results from the Army Study to Assess Risk and Resilience in Servicemembers (Army STARRS). J Consult Clin Psychol (2017) 85:403. doi:10.1037/ccp0000178

25. Yaseen Z, Galynker II, Cohen LJ, Briggs J. Clinicians’ conflicting emotional responses to high suicide-risk patients – association with short-term suicide behaviors: a prospective pilot study. Compr Psychiatry (2017) 76:69–78. doi:10.1016/j.comppsych.2017.03.013

26. Zittel Conklin C, Westen D. The Therapist Response Questionnaire. Atlanta, Georgia: Departments of Psychology and Psychiatry and Behavioral Sciences, Emory University (2003).

27. Tracey TJ, Kokotovic AM. Factor structure of the working alliance inventory. Psychol Assess (1989) 1:207. doi:10.1037/1040-3590.1.3.207

28. Busseri MA, Tyler JD. Interchangeability of the working alliance inventory and working alliance inventory, short form. Psychol Assess (2003) 15:193. doi:10.1037/1040-3590.15.2.193

29. Hawes M, Yaseen Z, Briggs J, Galynker I. The Modular Assessment of Risk for Imminent Suicide (MARIS): a proof of concept for a multi-informant tool for evaluation of short-term suicide risk. Compr Psychiatry (2017) 72:88–96. doi:10.1016/j.comppsych.2016.10.002

30. Posner K, Brown GK, Stanley B, Brent DA, Yershova KV, Oquendo MA, et al. The Columbia-Suicide Severity Rating Scale: initial validity and internal consistency findings from three multisite studies with adolescents and adults. Am J Psychiatry (2011) 168:1266–77. doi:10.1176/appi.ajp.2011.10111704

31. Cohen LJ, Ardalan F, Yaseen Z, Galynker I. Suicide crisis syndrome mediates the relationship between long-term risk factors and lifetime suicidal phenomena. Suicide Life Threat Behav (2017). doi:10.1111/sltb.12387

32. Beck AT, Kovacs M, Weissman A. Assessment of suicidal intention: the scale for suicide ideation. J Consult Clin Psychol (1979) 47:343. doi:10.1037/0022-006X.47.2.343

33. Beck AT, Steer RA. BSI, Beck Scale for Suicide Ideation: Manual. San Antonio, TX: Psychological Corporation (1991).

34. Nock MK, Park JM, Finn CT, Deliberto TL, Dour HJ, Banaji MR. Measuring the suicidal mind: implicit cognition predicts suicidal behavior. Psychol Sci (2010) 21:511–7. doi:10.1177/0956797610364762

35. Wang Y, Bhaskaran J, Sareen J, Bolton S-L, Chateau D, Bolton JM. Clinician prediction of future suicide attempts: a longitudinal study. Can J Psychiatry (2016) 61:428–32. doi:10.1177/0706743716645287

36. Beck AT, Ward CH, Mendelson M, Mock J, Erbaugh J. An inventory for measuring depression. Arch Gen Psychiatry (1961) 4:561–71. doi:10.1001/archpsyc.1961.01710120031004

37. Beck AT, Steer RA, Brown GK. Beck depression inventory-II. San Antonio (1996) 78:490–8.

38. Derogatis LR, Melisaratos N. The brief symptom inventory: an introductory report. Psychol Med (1983) 13:595–605. doi:10.1017/S0033291700048017

39. Rule WR, Traver MD. Test-retest reliabilities of State-Trait Anxiety Inventory in a stressful social analogue situation. J Pers Assess (1983) 47:276–7. doi:10.1207/s15327752jpa4703_8

40. Spielberger CD. State-Trait Anxiety Inventory: A Comprehensive Bibliography. Palo Alto, CA: Consulting Psychologists Press (1989).

41. Spielberger CD. Staxi-2: State-Trait Anger Expression Inventory-2; Professional Manual. Psychological Assessment Resources (1999).

42. John OP, Srivastava S. The big five trait taxonomy: history, measurement, and theoretical perspectives. Handb Pers Theory Res (1999) 2:102–38.

43. Horvath AO, Greenberg LS. Development and validation of the working alliance inventory. J Couns Psychol (1989) 36:223–33. doi:10.1037/0022-0167.36.2.223

44. Hox JJ, Maas CJ. The accuracy of multilevel structural equation modeling with pseudobalanced groups and small samples. Struct Equ Model (2001) 8:157–74. doi:10.1207/S15328007SEM0802_1

45. Maas CJ, Hox JJ. Sufficient sample sizes for multilevel modeling. Methodology (2005) 1:86–92. doi:10.1027/1614-2241.1.3.86

46. Mooney CZ, Duval RD. Bootstrapping: A Nonparametric Approach to Statistical Inference. London: SAGE (1993).

47. Mîndrila D. Maximum likelihood (ML) and diagonally weighted least squares (DWLS) estimation procedures: a comparison of estimation bias with ordinal and multivariate non-normal data. Int J Digit Soc (2010) 1:60–6. doi:10.20533/ijds.2040.2570.2010.0010

48. Bentler PM. Comparative fit indexes in structural models. Psychol Bull (1990) 107:238. doi:10.1037/0033-2909.107.2.238

49. Steiger J, Lind J. Statistically-based tests for the number of common factors. Paper Presented at the Annual Spring Meeting of the Psychometric Society, Iowa City (1980).

50. MacCallum RC, Browne MW, Sugawara HM. Power analysis and determination of sample size for covariance structure modeling. Psychol Methods (1996) 1:130. doi:10.1037/1082-989X.1.2.130

51. Hu L, Bentler P. Cut-off criteria for fit indexes in covariance structure analysis: conventional criteria versus new alternatives. Struct Equ Modeling. 6: 1–55. Educ Psychol (1999) 27:65–90.

52. Rosseel Y. lavaan: An R Package for Structural Equation Modeling and More Version 0.4–9 (BETA). Belgium: Ghent University (2011).

53. Streiner DL. Starting at the beginning: an introduction to coefficient alpha and internal consistency. J Pers Assess (2003) 80:99–103. doi:10.1207/S15327752JPA8001_18

54. Revelle W. Hierarchical cluster analysis and the internal structure of tests. Multivariate Behav Res (1979) 14:57–74. doi:10.1207/s15327906mbr1401_4

55. Revelle WR. psych: Procedures for Personality and Psychological Research. Software (2017).

56. Cooksey RW, Soutar GN. Coefficient beta and hierarchical item clustering: an analytical procedure for establishing and displaying the dimensionality and homogeneity of summated scales. Organ Res Methods (2006) 9:78–98. doi:10.1177/1094428105283939

57. Rossberg JI, Karterud S, Pedersen G, Friis S. Psychiatric symptoms and countertransference feelings: an empirical investigation. Psychiatry Res (2010) 178:191–5. doi:10.1016/j.psychres.2009.09.019

58. Barzilay S, Apter A. Predictors of suicide in adolescents and adults with mood and common comorbid disorders. Neuropsychiatry (2014) 4:81. doi:10.2217/npy.13.86

59. Tauber ES. Exploring the therapeutic use of countertransference data. Psychiatry (1954) 17:331–6. doi:10.1080/00332747.1954.11022978

60. Stern DB. Courting surprise: unbidden perceptions in clinical practice. Contemp Psychoanal (1990) 26:452–78. doi:10.1080/00107530.1990.10746672

61. Fauth J, Williams EN. The in-session self-awareness of therapist-trainees: hindering or helpful? J Couns Psychol (2005) 52:443. doi:10.1037/0022-0167.52.3.443

62. Fatter DM, Hayes JA. What facilitates countertransference management? The roles of therapist meditation, mindfulness, and self-differentiation. Psychother Res (2013) 23:502–13. doi:10.1080/10503307.2013.797124

63. Tanzilli A, Colli A, Del Corno F, Lingiardi V. Factor structure, reliability, and validity of the therapist response questionnaire. Personal Disord (2016) 7:147–58. doi:10.1037/per0000146

64. Hendin H, Maltsberger JT, Szanto K. The role of intense affective states in signaling a suicide crisis. J Nerv Ment Dis (2007) 195:363–8. doi:10.1097/NMD.0b013e318052264d

65. Galynker I, Yaseen ZS, Cohen A, Benhamou O, Hawes M, Briggs J. Prediction of suicidal behavior in high risk psychiatric patients using an assessment of acute suicidal state: the suicide crisis inventory. Depress Anxiety (2017) 34:147–58. doi:10.1002/da.22559

66. Joiner TE, Stanley IH. Can the phenomenology of a suicidal crisis be usefully understood as a suite of antipredator defensive reactions? Psychiatry (2016) 79:107–19. doi:10.1080/00332747.2016.1142800

67. Maltsberger JT, Buie DH. Countertransference hate in the treatment of suicidal patients. Arch Gen Psychiatry (1974) 30:625–33. doi:10.1001/archpsyc.1974.01760110049005

68. Hutchinson M, Jackson D. Hostile clinician behaviours in the nursing work environment and implications for patient care: a mixed-methods systematic review. BMC Nurs (2013) 12:25. doi:10.1186/1472-6955-12-25

69. Nilsen S, Malterud K. What happens when the doctor denies a patient’s request? A qualitative interview study among general practitioners in Norway. Scand J Prim Health Care (2017) 35(2):201–7. doi:10.1080/02813432.2017.1333309

70. Ulberg R, Amlo S, Hersoug AG, Dahl HSJ, Høglend P. The effects of the therapist’s disengaged feelings on the in-session process in psychodynamic psychotherapy. J Clin Psychol (2014) 70:440–51. doi:10.1002/jclp.22088

71. Davis DM, Hayes JA. What are the benefits of mindfulness? A practice review of psychotherapy-related research. Psychotherapy (2011) 48:198. doi:10.1037/a0022062

72. Safran JD, Muran JC, Eubanks-Carter C. Repairing alliance ruptures. Psychotherapy (2011) 48:80. doi:10.1037/a0022140

73. Wolf AW, Goldfried MR, Muran J. Transforming Negative Reactions to Clients: From Frustration to Compassion. Washington, DC: American Psychological Association (2013).

74. Foster A, Chaudhary N, Kim T, Waller JL, Wong J, Borish M, et al. Using virtual patients to teach empathy: a randomized controlled study to enhance medical students’ empathic communication. Simul Healthc (2016) 11:181–9. doi:10.1097/SIH.0000000000000142

75. Schmitz WM, Allen MH, Feldman BN, Gutin NJ, Jahn DR, Kleespies PM, et al. 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. Suicide Life Threat Behav (2012) 42:292–304. doi:10.1111/j.1943-278X.2012.00090.x

Conflict of Interest Statement: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2018 Barzilay, Yaseen, Hawes, Gorman, Altman, Foster, Apter, Rosenfield and Galynker. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/images/fpsyt-09-00104-t004.jpg
Predictor variable B SEB p t Sig.
Model 1: clinician trait measures®

Trait anxiety -0001 0009  -0.014 -0.144 0885
Trait anger 0004 0015 0.025 0264 0792
Extroversion -0022 0007  -0.274 -3316 0001
Agreeableness -0023 0009  -0.232 -2477 0014
Conscientiousness ~ -0.013 0008  —0.123 -1.723 0086
Neuroticism 0016 0011 0.141 1387 0.167
Openness 0019 0.006 0.262 3300 0.001
Model 2: clinician state and trait measures®

Trait anxiety 0002  0.006 0.021 0350  0.727
Trait anger 0007 0010 0.043 0708 0479
Extroversion -0001 0004  -0.009 -0.166 0868
Agreeableness -0004 0006  -0.041 -0684 0495
Conscientiousness 0002 0.005 0016 0347 0729
Neuroticism -0012 0007  -0.108 -1668 0097
Openness 0006 0.004 0.087 1711 0.088
State anxiety 0013 0,004 0214 3403 0.001
State anger 0017 0010 0.086 1640  0.102
Working alliance -0.399 0.032 -0.621 -12.483 0.000

“R? = 0.379, p < 0.001.

820, p < 0.001, AR = 0.441, p < 0.001.





OPS/images/fpsyt-09-00104-t005.jpg
Concurrent (N = 346) Prospective (N = 267)

Assessmentofrisk ~ STBlifetime ~STBrecent ~ SI  Depression  Globalseverity ~ STB Sl Depression
TRQ-SF total 033" 021 016 021+ 020 010 012° 022"
Affiation -0.29* -0.20 -0.16"  -020%  -020" -0.10 -007  -016"
Distress 033" 012" 010 0.10 013" 007 006 0.18"
Hope -0.22 -0.12* -0.08 -0.09 -0.18" -0.07 -0.18  -0.16"
Individual items
1-Feel good -0.20" -0.14% -018* 018 -0.13" -005 -010 009 -0.124
2-Liking -0.24% -0.14* -0.11 -014* 020" -0.09 -004  -0.10 -0.20"
3-In a bind 022 008 009 007 008 001 005 013 019"
4-Devalued 030 -0.01 005 003 010 002 001 007 009
5-Guity 029" 015" 006 0.10 012" 009 007 011 013
6-Not worth lving 022 0.12" 0.2 007 005 -0.00 013 010 004
7-Chills 025 004 0.10 013" 015 008 008 022" 018"
8-Forced self 023+ 016" 004 0.10 047+ 009 000 018" 018"
9-Confident -0.20 -0.08 -0.04 -0.07 -0.14* -0.08 -009  -0.15" -0.20"
10-Trust -0.22+ —021% —047* 019" 012 -0.09 -008  -011 -0.11
0 < 0.05,
“p < 0.01.

STB, suicidal thoughts and behaviors; SI, suicidal ideation.





OPS/images/fpsyt-09-00104-t002.jpg
Model ¥2  df p-Value CFF  TLP  RMSEA* (95% CI)

1Factor 6365 35 0002 0979 0973 0.049 (0.029, 0.067)
3Factor 5406 32 0009 0984 0977 0.045(0.023,0.065)
1vs. 3 959 3 0022

“Comparative Fit Index [good ft indicated by Comparative Fit Index (CFJ) > 0.95].
“Tucker-Lewis Index (good it indicated by TLI > 0.95).

“Root Mean Square Error of Approximation (good fit indicated by RMSEA < 0.05).
“Confidence interval of RMSEA (good fitindicated by lower bound Cl < 0.05, upper
bound Cl < 0.10).

“One-factor mode! of cinicians’ emotional responses with all 10 items of the Therapist
Response Questionnaire-Suicide form (TRQ-SF) serving as indicators.

Three-factor model with correlated factors: afflation (items 1, 2, 4, 8, and 10, distress
(items 3, 5, and 7), and hope (items 6 and 9.

sComparison of the one- and three-factor models using the chi-square difference test.





OPS/images/fpsyt-09-00104-t003.jpg
Total score  Affiliation  Distress
State anxiety 051" —0.42+ 055"
Trait anxiety 047+ -0.10 0.23"
State anger 0.60" -0.53" 055"
Trait anger 0.25" -0.29" 0.14*
Working alliance -0.77 074" ~0.50"
Extroversion -0.05 -0.04 -0.23"
Agreeableness -0.04" 027 -013"
Conscientiousness 0.01 -0.04 -0.09
Neuroticism 0.25" -0.22" 0.20"
0.22" ~0.26" 0.05

Openness






OPS/images/cover.jpg
frontiers
in Psychiatry

Emotional Responses to Suicidal
Patients: Factor Structure,
Construct, and Predictive

Validity of the Therapist

Response Questionnaire-Suicide

Form





OPS/images/fpsyt-09-00104-g001.jpg
1-Factor Model 3-Factor Model

Affiliation

Response

Clinician
Emotional

0.26





OPS/images/fpsyt-09-00104-t001a.jpg
Demographican(s)  Whole  Lostto  Followed-up p-Vae

or mean (50), ample  folowup (1207
sappropiste W= T8

Gorcr vl w0 sess e o
Faco o026
oan upa  een w09

Bk oreso  mmsy  epss

e DT e )

e spes g0 s

s ®2041 3400027 ©BO4Y <001
e — on
<s20000 wseeg @0 w0Esa
s20-39000 %099 (7 E0s
s40-50000 xen 789 zes
55079000 Tas e 12
52099000 2EY 0y nen)
Ss100000 ses ey 0pn

Casciadesion W33 13667 14553 004
Patientbaselin clncal chaacteristics

Prmary dagros ™
Do deoer 1800451 29087 127478)
woydeoss  34pE 5B 2009
Bodwomraw w027 8007 %035
Pocroicdsoow 2608 563 2109)
Twmadeods 820150 18@2E 34027
Orer Ay asy  men

Descrpuvesn() or mean (50}, a5 approprst.

Onserved response ranges reported

wee  zez  wws 0w
1Ry ey 1@ea 05
2wy wszn 2wy 08
WSS 1020420 140OWTT) 024

somas  asses  smps o

PmownSTE 16122 1626 157RY 050
fane09)

Patient olow-up

SF (a0 041 12909
Deprssin 0w
fange0-50)

STE scs boseine 20007
fonge 09

Cirican patient fvel ot

RO o 92Ba om0  omsEy o6
range 03y

Aigton (w0220 138432 130569 13001 085
badepuo®” relly) omnd  ihie o
Noospane28  6(N 60502  BU00 080
Wokngalancs 88320142 $594(53 804139 082
fange 13-84)

St Anccty 05 2009 S0y 02
fange 20-63)

St Anger o smEn B0 0e
fange 1555

pesmeement o mon  2wea 1smna <ot
Rk g 0-8)

Cirican s

Tl vty wora

vange 27-85)






OPS/images/logo.jpg
Ghesk for

i@





OPS/images/fpsyt-09-00104-t001b.jpg
TABLE 1 | Continued

Demographicsn(%)
or mean (SD),
as appropriate

Trait anger
(range 10-26)
Extraversion
(range 14-38)
Agreeableness
(range 24-45)
Conscientiousness
(range 20-44)
Neuroticism

(range 9-31)
Openness

(range 25-57)

Whole
sample
N =346)

16.73(3.6)
2559(63)
3551(59)
3485 (5.4)
2176(6.7)

3880 (6.7)

Lost to
follow-up
=179

Followed-up p-Value
(n=267)

“Suicide Attempt assessed with the Columbia Suicide Severity Rating Scale (CSSRS).
*Suicidal Ideation (SI) assessed with the Beck Scale for Suicide ldeation.

“Suicidal Thoughts and Behaviors assessed with the CSSRS.

“Therapist Response Questionnaire-Suicide form.





