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Cyunun — cepb€3Hasi mpodieMa 37paBOOXPaHEHUs, KOTOpas 3aHUMAeT AECATYIO CTPOKY CPeld BEIYIIUX
npuunH cMeptd B CIIIA u exxerogHo 3a0upaer B 3TOi cTpaHe cBbilie 48 ThIcsd xu3Held. Bo Bcém mupe B
2016 romy exerogHoe KOJIUYECTBO CMEPTEN OT cyuuuaa IOCTUrIo 817 ThICcsd, a KOJIMYECTBO CYyUUUIANb-
HBIX TIOTIBITOK BO BCEM MUPE JOCTUTAET 25 MIIIMOHOB KaXKIbIH roj1. XOTS TaKHe OLIeTIOMIISIONINE TTOKa3a-
Tenu MOOYKJAIOT YYEHBIX U KIMHUIUCTOB MCKATh MPEIUKTOPHI U CO3/1aBaTh JTUATHOCTHYECKHUE HHCTPY-
MEHTHI, Hallla CIIOCOOHOCTH ONPEACIISITh MHANBUIOB C BRICOKMM PHCKOM CYHITHIA M TPEICKa3bIBaTh BO3-
HUKHOBEHHE CYyHMIIUJAIBHBIX MbIcHel u neiicteuii (CM/l) ynyummnach HE3HAYUTENHHO, KaK M HaIlla CIIO-
COOHOCTD IMPE/ICKa3bIBaTh, KOTIAa MPOU30MIET CyniuaaabHoe moBeaeHne. COOTBETCTBEHHO, OCTAETCS aKTy-
ATBHON HEOOXOAMMOCTH B YIYUYIICHUH KPATKOCPOYHOH olleHKH U nipeBeHnnu CM/, a Takxe B CO3JaHUH H
BATUAN3AINN KIIMHUYICCKAX HHCTPYMEHTOB B MTOMOIIb 3THM 3anadaM. OJWH U3 MyTel, KOTOPBIM UAYT T10-
MBITKU MPEBEHIUU, — 3TO YUET CUTYallMU B CUCTEME 3[IPaBOOXPAHECHMUSI, TOUHEE, HETIOCPEICTBEHHO PEAKIIUU
CIICIMAJIUCTOB B chepe MCUXUUECKOro 310poBbs. B camMoM jiere, KIMHUYECKOE CYXKIACHHE OCTaéTCs OJHUM
U3 CaMbIX HaAEKHBIX UHCTPYMEHTOB YCTAHOBJICHUS CYULUJANBHOTO PUCKA CPEIU MAlUEHTOB, MOCKOJIBKY
BEJYIIHE MPU3HAKH, CHMITOMBI U MPEALICCTBYIONINE COOBITHS CYUIUAAIBLHOIO TOBEACHHS BCE emé Tpy/I-
HO OIpeAenaTb. B 3Toil ctatbe MBI HcCleyeM TeMY KIMHUYECKOr0 KOHTPIEPEHOCa KaK MOTEHUUATIBHOTO
unaukaropa CM/] manueHTa: HauHEM C UCTOPHM KOHTpPIIEPEHOCA, IPOJI0IDKUM pa3doupaTh 3TOT (PeHOMEH B
TICUXOJIOTHYECKOM KITIOYE, UCCIIEAYEM pa3HbIC THITBI KOHTPIIEPEHOCA, IEPEeKUBACMbIC KIIMHUIIUCTAMHU (T10-
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3UTHBHBIA, HETATHBHBIA, CMENIAHHBIN). MBI yTBEepKIaeM, YTO MPHUCYTCTBUE CMEIIAaHHOTO OTBETAa MOXKET
CTaTh MOJACKA3KOH JIJIsl CYUIIUAAIBLHOTO IMOBEACHUS MalueHTa B OymymeM. B To Bpems Kak HCCeI0BaHus B
3TON cepe emEé TOIBKO 3apOoKAaAl0TCA, TaHHBIE HAOIOACHNS BBI3BIBAIOT ONITUMHU3M, ITOCKOIBKY JATbHEH-
IIME YCHJIUSL MOXHO HAIPaBUTh HA OCO3HAHUE TAKUX OTBETOB JIJIS TIPEOTBPAICHUS CaMOyOUHCTR.
Kurouesvie cnosa: cyunun, MpeBeHNNS CyHIAIA, KOHTPIIEPEHOC, KIMHUYECKOE CYXKICHHE, ICUX0Tepa-

nesTHYeCKui anbsac, MARIS

Cyumun — cepb€3Has mpoOiieMa 3/IpaBOOXPAHEHHUS,
KOTOpasi 3aHUMaeT JECITYI0 CTPOKY CPeau BEAYIIHNX IMpH-
guH cMept B CIIA 1 exerogHo 3abupaer B 3TOH CTpaHe
cBeimie 48 ThHIC. ku3HEH. bojee TOro, Mo MpemBapUTETh-
HBIM olleHKaM, Toibko B 2019 roxy 1,4 MuH B3pOCHBIX CO-
BEPIIMIN CYWIUAATBHYIO MOMBITKY, a 12 MITH B3pPOCIBIX
cepb€3HO 3amyMbBIBAACh 0 camoyOuiictBe [1]. Hecmotps
Ha CYIIECTBOBaHWE HAIIMOHAIBHOMN IENH — CHIDKEHUS II0-
KazaTenell caMOyOHMIICTB — CyHIIUIBI B CTPaHe BHIPOCIH Ha
35% 3a nmocmeaune 20 net: ¢ 10,5 Ha 100 THIC. Hac. B 1999
roxy no 14,2 ma 100 teic. Hac. B 2018 roxy [2]. K coxaie-
HHIO, TTOCJIEAHHE TOARI He cTainy uckiroueHneM: ¢ 2000 mo
2006 rr. mpupoct coctasui 1%, ¢ 2006 o 2016 rr. — 2% u
B 2017 r. — 4,9% [3]. Kpome Toro, mpenmonaraercs, 4To
yyTh MeHblIe 10 MJIH aMepUKaHIEB 3aAyMBIBAIOTCS O Ca-
MOYOHIICTBE Kaxablii rof, u 1,3 MIH KaXIbIA TOJ IbITa-
FOTCS TIOKOHYHTH ¢ co0oii [4]. BrI3pIBaeT omaceHus, 4To
9T TIOKa3aTelld 3aHIKEHBI, YUUTHIBasS CTUTMY CYHIIHJA U
MIPOUCTEKAIOIIee U3 ATOr0 HeXKeJaHHe COOOIATh O CYHUITH-
TTATEHOM aKTe.

Cywunun Bei3bIBaeT OecrokoiicTBo He Tobko B CIIA,
HO TIPEJICTABIIAET CEPhE3HYIO0 MPOOIIeMy TI0 Bcemy Mupy. B
camoM gneine, BO3 HasBanm €€ KpPUTHYECKHUM BOIPOCOM
3IpaBooXpaHeHns B CBoéM «OOmmieM TuiaHe AEeWCTBUN B
cdepe TMCUXHYECKOTO 3I0pOBBs» [5]. MupoBbIe exeroi-
HbIE MOKa3aTeIu CMEPTHOCTH BciencTBue cyunuaa B 2016
cocTaBwin 317 ThICSY YeNOBEK, yBeIUYUBIIUCH ¢ 1990 mo
2016 rr. Ha 6,7% [6]. CyMIMAaNbHBIX HOMBITOK B MHUPE
coBepIaercs emeé OoJbIe, WX KOJIUYECTBO MPEATIOI0KH-
TEJIbHO JOCTUTAaeT 25 MJIH exeroaHo [7]. Omenomistoniye
nokaszarenu camoyouiicte B CLHIA u mo Bcemy mupy mo-
OyXIalT Y4E€HBIX HCCIENOBaTh (aKTOPHl PHCKA, CBsI3aH-
HbI€ C CYWIIUJAIBHOCTBIO, a Takke M3y4arh 3G EeKTHB-
HOCTB Pa3HBIX BUOB JICUCHUSI U (POPMUPOBATH POTPAMMBI
NPEAUKIUN CYUIUAANBHOTO NoBeAeHus [8]. ITu uccieno-
BaHUs, 0€3 COMHEHHS, YIIyOWIH HaIlle TOHUMAaHUE MTPUPO-
IIbI CYUITUAANBHBIX MbIciel u nericteuii (CMJ) u crioco6-
CTBOBAJIM Pa3BUTHUI0 MHOXXECTBA MOJENIEeH U TEOpui Mo
naHHOMY Bompocy. OmHako Haimia CrocOOHOCTH Ompeje-
JIATh JIOJIeH C BBICOKUM PUCKOM CYULHUJA U MPECKA3bIBATh
CM]] yny4munack cO BPEMEHEM JHUIIb HE3HAYUTENBHO,
KaK ¥ Halla CIIOCOOHOCTh MPEJICKa3bIBaTh, KOTJa IPOU30Hi-
neT cyuuuaanbHoe noseaenue [9]. CooTBeTCTBEHHO, OCTa-
€TCs aKTyallbHOW MOTPEOHOCTH B YIYUIIEHUU OIICHKH PHC-
ka 1 npeBeHIMH CM/] B KpaTKOCpOUHON NEPCIEKTUBE, KaK
1 (GOPMUPOBAHNE W BATUAM3ANMS KIUHHYECKUX WHCTPY-

Suicide is a major public health concern,
representing the 10th leading cause of death
and claiming the lives of over 48,000 individ-
uals in the United States each year [1]. More-
over, estimates suggest that in 2019 alone, 1.4
million adults made a non-lethal suicide at-
tempt and 12 million adults had serious
thoughts of suicide [1]. Despite national goals
to decrease the suicide rate, figures have stea-
dily increased by 35% over the past twenty
years, from 10.5 per 100,000 in 1999 to 14.2
per 100,000 in 2018 [3]. Unfortunately, recent
years have been no different with rates in-
creasing 1% between 2000-2006, 2% from
2006-2016, and 4.9% in 2017 [3]. Further-
more, it is estimated that just under 10 million
Americans contemplate suicide each year, and
1.3 million attempt the act on an annual basis
[4]. Alarmingly, these rates are likely to be
conservative given the current stigma of sui-
cide and subsequent reluctance to report such
an act.

Suicide is not only a growing concern in
the United States, but represents a major con-
cern throughout the world. Indeed, it is rec-
ognized as a critical public health issue by the
World Health Organization (WHO) in its
Comprehensive Mental Health Action Plan
[5]. Worldwide estimates of annual deaths
caused by suicide were 817,000 in 2016, in-
creasing 6.7% between 1990 and 2016 [6].
The number of global suicide attempts are
even higher, reaching an estimated 25 million
each year [7]. The staggering rates of suicide
in the United Sates and across the world have
prompted countless efforts by researchers to
identify risk factors associated with suicidali-
ty, investigate the efficacy of treatments, and
work towards accurate prediction of suicide
[8]. This research has undoubtedly deepened
our understanding about the nature of suicidal
thoughts and behaviors (STBs) and has in-
formed the development of many models and
theories on the subject. Nevertheless, our
ability to identify individuals at high risk for
suicide and predict the occurrence of suicidal
thoughts and behaviors (STBs) has not mea-
ningfully improved in this timeframe, nor has
our ability to predict when suicidal behaviors
will occur [9]. Accordingly, there remains a
need to improve our assessment and preven-
tion of STBs in the short term, as well as de-
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MEHTOB JJIs 3TuX 3ama4 [10].

Bozoeticmsue na knunuyucmos

OnuH 13 myTel, KOTOPBIM UAYT HONBITKY MIPEBEHIINY,
— 3TO0 y4&€T CUTyalluu B CUCTEME 3APaBOOXPAHEHMUSI, TOUHEE,
HETIOCPEACTBEHHO PEAKLMHU CIELUAINCTOB B chepe ICUxu-
YECKOI'0 340POBbs. XOTs HE CYLIECTBYET UYETKOIO M OIHO-
3HA4YHOTO MOPTpPETa CyHLUACHTA, Ha PEILICHUE IOKOHYHUTH C
c00OH 4acTo BAMSET OTPAHUYEHHOE YKCIIO B3aUMOCBSI3aH-
HBIX (haKTOPOB, U MPOOJIEMBI ICHXUIECKOTO 30POBBS Yac-
TO Jiexkat B ocHoBe 90% ciyuaes. Tekymue naHHble MOKa-
3bIBAIOT, YTO OOJBIIMHCTBO JIOAEH, BO3MOXHO, 2/3 To-
ruOMKX BCIASACTBUE CYMLIUAA €XKETOHO, 3a TOJl 10 CMEPTU
KOHTAaKTUPOBAJIM C INCUXUATpUYECKHMMHU ciykOamu. Kon-
TaKThl IPOMCXOAT Yepe3 HEOCPEICTBEHHOE 00paleHNe K
NICUXHUATPY, [0 HANpaBJICHHUIO OT TepareBTa, yepe3 amOy-
JATOPHYIO NCUXUATPUUYECKYIO MOMOIb, Yepe3 OTACICHUS
OONBHUI] CKOPOI MOMOIIY WM TOCIUTAIN3ALMIO B IICUXH-
atpuyeckyro OonpHUIY [11]. bomee Toro, aBTOpHI OOHApY-
JKHWIIM, 4TO Yallle BCETO C TaKUMH MAalUEHTAMH CTaJKHBa-
1oTcst TepaneBThl (54,0%), 3aTemM mo yacToTe OoOpalieHui
uzaeT BU3UT K ncuxuarpy (39,8%), oOpaiieHne B «CKOPYIO
ncuxuarpuyeckyto nmomomsy (31,1%) u rocnuranuzanus B
ncuxuarpudeckyro 6onpHuny (21,0%). OTh naHHble yka-
3bIBAIOT, YTO MPOTPaMMbl NPEBEHLUUH CYULMIOB JIyylle
BCETO MOIXOAAT AJISl CHCTEMBI 30PaBOOXPAHEHUS B LIEJIOM U
NCUXUATPUYECKOHN CITyKOBI B YACTHOCTH.

Emé TouHee, oueHb 4aCTO € CYHMUUACHTAMH CTaJIKHU-
BAIOTCS TepareBThl, MICUXHUATPBHI, MICUXOJIOTH-
KOHCYJIBTAHTBl U JPYTHe CIEHHATUCTHl B cepe Icuxuye-
CKOr0 3J0pOBbSl. BOJNBIIMHCTBO KIMHULUCTOB, OT 50 A0
95%, paboTaroT C MalUeHTaMH, BHICKa3bIBAIOIINMHU CYUIH-
JaJIbHBIE MBICIH WIM UMEIOLUIMMU UCTOPHIO CyHLUAATBHO-
ro noseneHus [12]. Onpocsl MOKa3bIBaOT, YTO KaK MUHU-
MYM IOJIOBUHA PECHOH/IEHTOB-IICUXUATPOB 32 CBOIO Kaphe-
Py HIEPEKUIN CMEPTh HalleHTa BeaeAacTBUue cyunuaa [13].
XO0TA B3aUMOJCHCTBUE C CYHMUUAAIBHBIMHM MAlMEHTaAMU —
JesI0 0OBIICHHOE, 3TO OOILIEHHE MOKET HEJNErKO NaBaTbCs
MHOTMM KIMHHMLHUCTaM. JleficTBUTeNnsHO, OBUIO MOKa3aHo,
4yTo paboTa ¢ CYMIMIOAIBHBIMH IallMEeHTaMH — TJIaBHBIN
palounii cTpeccop sl TEpameBTOB, a CMEPTH IALMEHTa
BCJIEJICTBHE CaMOyOHiicTBa cuMTaeTcs NpodhecCHoHATBEHBIM
PHUCKOM [l CHELMANIKCTOB B c(hepe MCHUXUUECKOrO 340PO-
Bbs [14-16].

CMepTh mamueHTa BCIIEACTBHE CYMLWAA — TKETBINA
yaap Uil KIMHULKCTA, MOTEHIHAIBHO PYLIAIINHA €ro Kapb-
epy [14, 17, 18]. B To BpeMs kak Apyrue MEIUKH BOCIPH-
HUMAaIOT CMEpTh MalUeHTa KaK HENPHUSITHBIA, HO MOPOH
Hen30eXKHBIM MCXOH TeueHHs OOJIE3HH, CHEIHAIHNCTHl B
cdepe MCUXUYECKOro 3A0POBbS YaCTO TNEPEKHUBAIOT CyH-
U NMalUeHTa Kak Ju4Hyro Heynady [19, 20]. Ilocae cyu-
11 NalMeHTa MHOTUE KIMHUIKUCTHI EPEHOIHEHBl YyBCT-
BaMH ropsi, BUHBI, CThIa, CTpaxa OOBUHEHUI U COMHEHUH
B cebe [18]. U He TONBKO CMEpPTh MAIMEHTa MOXKET BHI-

velop and validate clinical instruments to aid
in this effort [10].

Effect on Clinicians

One avenue in which prevention efforts
have focused is that of health care, specifically
mental health professionals. Although there is
no singular profile of a person who dies by
suicide, indeed often a number of intertwined
factors that result in the decision, mental ill-
ness is at the core of more than 90% of the
cases. Current data suggests that a majority of
people, perhaps as much as two-thirds, who
die by suicide each year have had mental
health care contact within the previous year
prior to death, with specialized mental health
services being the most common access point
among those with mental health care contact.
Mental health care can be accessed through
direct contact, primary care referrals, ambula-
tory psychiatric services, emergency depart-
ments or inpatient care settings [11]. Further-
more, authors [11] found a mental health focus
with a primary care physician to be the most
common point of contact (54.0%), followed
by an outpatient psychiatric visit (39.8%), a
mental health emergency department visit
(31.1%), and a mental health hospitalization
(21.0%). These findings point to the fact that
suicide prevention programs would be best
suited and designed for the broadly-defined
mental health care professional realm.

Narrowing in a bit further, the far too
common nature of suicide is also reflected in
the experience of therapists, psychiatrists,
counselors, and other mental health profes-
sionals. The majority of mental health clini-
cians, estimates range from 50% to 95%, have
worked with patients expressing suicidal idea-
tion or a history of suicidal behaviors [12].
Surveys indicate that as many as half of all
psychiatrists will lose a patient to suicide in
their career [13]. Though interaction with
suicidal individuals is commonplace, these
interactions can be taxing for many clinicians.
In fact, working with suicidal patients has
been found to top the list of work stressors for
therapists and suicide death of a patient is a
recognized as an occupational hazard for men-
tal health professionals [14-16].

The loss of a patient by suicide has a pro-
foundly disturbing and potentially career-
ending impact on clinicians [14, 17, 18].
Where other healthcare professionals expe-
rience of the death of a patient as an unfortu-
nate, yet sometimes inevitable, consequence of
an illness, mental healthcare providers often
experience the suicide death of a patient as a
personal therapeutic failure [19, 20]. Follow-
ing the suicide death of a patient, many clini-
cians are flooded with responses like grief,
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3BaTh MOIIIHBIE IMOIIMOHAIBHBIE PEAKIINH, HO U cama pabo-
Ta C CyMIWJAIbHBIM YEJIOBEKOM BBI3BIBAET CHIILHBIC TYB-
cTBa y KimHHULMCTA. W 6€3 Toro TpyaHast paboTa ¢ CyuIu-
JNAITBHBIMH TIAIIAEHTAMH YCIOXHSIETCS OTCYTCTBHEM Ha-
NEKHBIX WHCTPYMEHTOB OLEHKH CYHWIIMJAIBHOTO PHCKa,
YTO JIeTaeT ONEHKY W JICUCHHE CYHIIHIATHbHOCTH HEBEPOSIT-
HO TSDKENBIM TPEANPUSITHEM KaK JUIS OTBITHBIX, TaK W JJIS
MOJIO/IBIX KIMHUIMCTOB. J{0Ns CynIMaanbHBIX MAallMeHTOB,
KOTOpBIE JIEHCTBUTEIHHO OOpAIIaloTCA B CHCTEMY 3/IpaBO-
OXpaHEHUS U TOIYYar0T ITOMOIIh Mepea aKTOM caMOyOmii-
CTBa, CBHJICTENBCTBYET 00 YITyIIEHHBIX BO3MOXKHOCTSX IS
LIeJICHAPaBJIEHHON TPEBEHIIMM W WHTEpPBEHIMU. B 3TOM
CMBICJIE, CO3JJaHHBIE KBl OIEHKH CYUIIUAATFHOTO PUCKA
Y TNAarHOCTHYECKHE HHCTPYMEHTHI TIOMOTA0T O0OHAPYKHUTh
(hakTOpHI MPOKCHUMAIFHOTO W JWCTAIBHOTO PHUCKA, BEIY-
mue k CMJI.

Mooenu oyenxu cyuyudanbHo2o pucka

MonynbHas oreHKa pucka Onmskoro cymnuma (Mod-
ular Assessment of Risk for Imminent Suicide, MARIS) —
OIMH W3 JWAarHOCTHYECKHX HWHCTPYMEHTOB, CIIOCOOHBIX
MMOMOYb B OILIEHKE KPAaTKOCPOYHOTO CYHIIMAAIHHOTO PUCKA.
MARIS 0b11 copMupoBaH HA OCHOBE YETHIPEX THIIOTE3:
YTO COCTOSIHHE TAIMEeHTa BaXKHO ISl OIEHKH KPaTKOCPOd-
HOTO CYHMIIMJAIBHOTO PHUCKA, YTO HEOOXOIWMa KOCBEHHAs
OIIEHKA CYWITUAATBFHOTO pUCKa (HE OMUpAIOIIascs Ha pac-
KpBITHE TAIMEHTOM CYHWIUIAIBHBIX MBICIEH), YTO Tpaiu-
IIMOHHBIE (PaKTOPHI PUCKA TAK)KE CTOUT YUUTHIBATH, H YTO
SMOIIMOHAIBHBIA OTKIMK KIMHUIMCTOB HA CYWIIUIATBHBIX
MalMeHTOB HecéT B cebe BakHyro mH(popmanuio [21]. Co-
OTBETCTBEHHO, B MARIS ueTsipe Moy, 1Ba 3aMOIHSIOT-
Csl MAIUEHTaMH TSl OLIEHKH MX MPECYUIHIATBHOTO KOTHH-
THBHOTO W 3MOIMOHAIBHOTO coctosiHUS (Moayns 1) u s
OIIEHKH WX OTHOIIEHUs K camoyOuiictBy (Momy:is 2), a 1Ba
OCTaBIINXCS MOJYIIS 3alOHAET KIMHHUIIKCT, BEIyIIUH Ta-
LUEHTa, JUIS OIEHKH TPAIUIMOHHBIX (AKTOPOB pHUCKA
(Monynb 3) 1 cOOCTBEHHBIX YMOLIMOHATBHBIX OTKIMKOB Ha
narmerTa (Mogayns 4). B menom, Bce YeThipe MOAYINS TbI-
TAlOTCS YJIOBUTH SIBHBIE W CKPBHITHIE W3MEPEHHs CYHWIIU-
JNAITBHOCTH, a TaKXe TpPaJUIMOHHBIE KPaTKOCPOYHBIE W
JIONTOCPOYHEIE (PAKTOPBI PHCKA.

Cob6ctBeHHO Monyns 4, SMOLMOHATBHBIE OTKIHKH
KIIMHUIIUCTOB HA TAIIMEHTOB, U3MEPSIOTCS KPAaTKOH BEpCH-
el «OnpocHUKa TepamneBTUYECKOro oTkiauka — Cyunu-
nansHOCTE» (Therapist Response Questionnaire — Suicide
Form, TRQ-SF; [22]) Ha ocHOBe opuruHaipHOro Ompoc-
Huka TRQ [23]. Kak yxe roBopuioch, CIELUATUCTHI B
cdepe ICUXUIECKOTO 3/IOPOBBS UTPAIOT KITFOYEBYIO POJIb B
MPEBEHIINY CYHMIIUJAIBHOTO PHUCKA, W YIPABICHHE CBOUM
SMOIIMOHAIFHBIM OTKJIMKOM Ha TAlMEeHTOB, WHAYE TOBOPS,
CBOMM KOHTPIIEPEHOCOM, HANPSIMYIO CBS3aHO C HCXOAOM
neyeHus [24-26]. U neicTBUTENbHO, B HECKOJBKUX HEIaB-
HUX UCCJICJIOBAHUAX OBLIO MOKA3aHO, YTO AYMOIMOHAILHBIC
OTKJIMKH KIIMHUIVICTOB Ha MMAallMEHTOB CBS3aHBI C TSHKECTHIO

shame, guilt, fear of blame, and self-doubt
[18]. Not only does the death of a patient by
suicide have the potential to elicit powerful
emotional reactions, it is clear that the high-
stakes task of working with suicidal individu-
als can also elicit strong emotional reactions
on the part of the clinician. The potential for
clinical judgement to be influenced by the
taxing nature of work with suicidal individu-
als, combined with the lack of reliable suicide
risk assessment tools, makes both assessment
of suicide risk and treatment of suicidality a
monumental undertaking for experienced and
inexperienced clinicians alike. The proportion
of suicidal patients who do, in fact, receive
mental healthcare prior to completing suicide
represents a sizable missed opportunity for
targeted intervention and suicide prevention.
To this end, suicide risk assessment scales and
diagnostic tools have been developed to un-
cover a set of both proximal and distal risk
factors that lead to STBs.

Suicide Risk Assessment Models

The Modular Assessment of Risk for
Imminent Suicide (MARIS) is one such diag-
nostic tool that may aid in the assessment of
short-term suicide risk. The MARIS was de-
veloped based on four premises: that state-
dependent risk factors are important in charac-
terizing short-term suicide risk, that indirect
assessment of suicide risk (i.e., not relying on
the disclosure of suicidal ideation) is needed,
that traditional risk factors should be consi-
dered, and that clinicians’ emotional response
to suicidal patients is informative [21]. Conse-
quently, the MARIS has four modules, two of
which are completed by patients to assess their
pre-suicidal cognitive and emotional states
(Module 1) and their attitudes toward suicide
(Module 2), and two of which are completed
by patients’ clinicians to assess traditional risk
factors (Module 3) and clinicians’ emotional
responses towards the patient (Module 4).
Overall, the four modules aim to capture both
explicit and implicit dimensions of suicidality,
as well as traditional short-term and long-term
risk factors.

Narrowing in to Module 4, clinicians’
emotional responses to their patients are
measured using the abbreviated version of the
Therapist Response Questionnaire — Suicide
Form [22]), adapted from the original TRQ
[23]. As discussed, mental health professionals
play a pivotal role in suicide risk prevention,
and proper management of emotional res-
ponses to patients, otherwise known as coun-
tertransference, is directly correlated with
therapeutic outcome [24-26]. Indeed, clini-
cians’ emotional responses to patients have
been associated with the severity of their sui-
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CyHITMIAILHOTO pricka [27, 28].

Ha ceromusmuunii AeHs TpU pabOTHI UCCISTOBAIN TI0-
TEHIIMATBHYIO TI0JIe3HOCTh MmosTHOoM mkainsl MARIS B cBszu
C CYHUIIUIaTFHBIMU MBICIISIMH U IEUCTBUSMHU.

Bo-miepBrix, yu€HBIe HCCIEIOBaNH IIEHHOCTh MHOTO-
MEPHOTO MHCTPYMEHTA JIJIS TPeACKa3aHus KPATKOCPOIHOTO
pUCKa CyWITIa W JO0Ka3aTeabCcTBa KoHIenmwu [29]. B BoI-
O0opke 136 B3pOCIBIX NCUXHATPUICCKUAX MAIUEHTOB MA-
RIS mpexackassiBan cywnugaibHOE TOBEAEHHE B IpOMe-
KyTKe OT 4 10 8 HeJenb IMOCiie BBHIMUCKH U3 OOJBHUIIBI
HaaEKHEe, YeM CTaHNapPTHBIE WHCTPYMEHTHI I OLEHKU
CYHIIMIAFHOTO pPHCKa, Kak, Hampumep, KomymOwuiickas
IKana omeHku TsokecTn cyunugansHoct (C-SSRS, [30]).
MARIS moka3an BBICOKYIO CEH3WTHBHOCTh W crienu(ud-
HOCTPH B OIPENEICHUN PHCKA KPATKOCPOYHOTO CYHIIH/ANTb-
Horo moBeneHus (OR=19,1, censutuBHOCTH 0,83, creru-
¢uanocte 0,79). IlepBuuHBI aHaNMHM3 MOKa3al TOTEHIIH-
aNBbHYIO TONIE3HOCTh mcronb3oBanuss MARIS mns ompene-
JICHVsI TIAIUEHTOB C BHICOKUM PHUCKOM CYHIIHJAIBHOTO TI0-
BEJICHWSI TTOCIIE BHIMMACKH U3 CTAIFOHApA.

Bo-BTOpsIX, rpynma y4uénbix [21] yTo4HMIA 3TH BBIBO-
IIBI, OTpENeNnB HAAEKHOCTh M COBOKYITHYIO BaJHTHOCTH
MARIS Ha GomnbIneil BHIOOpPKE IICHXHATPHUECKUAX CTAIHO-
HapHBIX W amOymaTopHBIX THamueHToB (618 demosek). B
5TO# BBIOOpKe Moxymu 1 u 4 moka3anu BBICOKYIO HaIEX-
HOCTh W OBUIH TOJIOKHUTENBHO cBsi3aHbl ¢ CM/] Ha mpoTs-
>KEHUU KU3HU U 32 MOCIEAHUM Mecsl, B TO BpeMs Kak Mo-
ayna 2 u 3 — "Het. OTMETUM, YTO B 3TOM HCCIEJOBAaHUU
OIIEHMBAJIaCh TOJBKO CBSI3b C MPOILIBIM M TEKYIUM CYyH-
MUIATFHBIM PHUCKOM, a TpejcKa3aTeNbHas BAIMIHOCTh HE
npoBepsiiack. OMHAKO ATH JBAa WCCIICIOBAHUS CBHUICTENb-
CTBYIOT O XOPOIIUX MCHUXOMETPUIECKHX KadecTBaX, COBO-
KyIHOH W TIpeJCKa3aTelbHOW BAJIIMTHOCTH WHCTPYMEHTA
MARIS.

B-tpethux, rpynna uccnenoBareieii MemnuLMHCKOro
nentpa Maynr-Cunaii, Hero-Hopx (M. Rogers, A. Vespa,
S. Bloch-Elkouby, 1. Galynker), moBropmwin u yTOYHHIH
pe3ynbTaThl 3TUX WCCIENOBAHMA, U3yYHB OTHOIICHHE Me-
xkay MARIS u CMJI cmyctst Mecdil mociie BBIMMCKA Ha
0OMBIION BHIOOpKE TMCHUXMATPUYECKHX CTAIlMOHAPHBIX U
amMOynaTOpHBIX nanueHToB. Beibopka u3 1039 ncuxumarpu-
YECKUX MaIrueHToB (278 cranmuoHapHbIX, 661 amOymaTop-
HBIX) U UX KIMHUIKCTOB (144 crenuanucrta) 3amoiHsui B
Hauase JeyeHus Oarapero TecToB, 1 670 maunueHToB 3amoJ-
HUJIM TECTHI CIYCTSI Mecsl nocie JyieueHus. Oommii Oamnn
MARIS mpeackassiBan CM/JI crycTst Mecdll Aaxke Mocie
koHTposst CM/] ipu obpamennn. bonee Toro, Moayns 1 u
mkana gucrpecca B Monyne 4 koppemupoBanu ¢ CM/]
cycTs mecsl, naxe ¢ yuétom CM/] npu obpamenun. Mo-
Oyid 2 W 3, HampoTHUB, MOKA3ald HU3KYIO BHYTPEHHIOIO
COIJIACOBaHHOCTbH. B 11e710M, MIKaibl A7 MAUeHTOB U ISt
KJIMHALOUCTOB mpenackaspiBanu CMJ cmycts mecsn, 4to
MOKAa3bIBAaeT HEOOXOAMMOCTh MHTETPALIUH SMOLMOHATBHBIX

cide risk in several recent studies [27, 28].

To date, three studies have examined the
potential utility of the full MARIS in relation
to suicidal thoughts and behaviors. First,
Hawes and colleagues [29] examined the value
of a multi-informant tool to understand short-
term risk for suicide in a proof-of-concept
study. Among a sample of 136 adult psychia-
tric patients, the MARIS was incrementally
predictive of suicidal behavior in the four-to-
eight week period following hospital dis-
charge, above and beyond the standard meas-
ure for suicide risk assessment, the Columbia
Suicide Severity Rating Scale (C-SSRS [30]).
The MARIS demonstrated strong sensitivity
and specificity in identifying risk of short-term
suicidal behavior (OR = 19.1, sensitivity =
.83, specificity = .79). This initial analysis
demonstrated the potential utility of using the
MARIS to identify patients at high risk for
suicidal behavior post-hospital discharge.
Second, R. Calati and colleagues [21] ex-
tended these findings by establishing the relia-
bility and concurrent validity of the MARIS in
a larger sample of 618 psychiatric inpatients
and outpatients. In this sample, Modules 1 and
4 demonstrated strong reliability and were
positively associated with lifetime and past
month STBs, whereas Modules 2 and 3 were
not. Notably, this study only assessed relations
with retrospective and current suicide risk; the
predictive validity of the MARIS was not
tested. Together, however, these two studies
provided evidence for the initial psychometric
properties and concurrent and predictive valid-
ity of the MARIS.

Third, the research group from the
Mount Sinai Medical Center, New York (M.
Rogers, A. Vespa, S. Bloch-Elkouby, 1. Ga-
lynker) replicated and extended these findings
by examining relationships between the MA-
RIS and suicidal thoughts and behaviors at a
one-month follow-up assessment in a large
sample of psychiatric inpatients and outpa-
tients. A sample of 1039 psychiatric patients
(378 inpatients, 661 outpatients) and their
clinicians (N = 144) completed a battery of
measures at baseline; 670 patients completed
the one-month follow-up assessment. MARIS
total scores predicted suicidal thoughts and
behaviors at one-month follow-up, even after
controlling for baseline suicidal thoughts and
behaviors. Moreover, both Module 1 and the
Distress subscale of Module 4 were uniquely
associated with suicidal thoughts and beha-
viors at one-month follow-up, controlling for
baseline suicidal thoughts and behaviors.
Modules 2 and 3, on the other hand, exhibited
poor internal consistency. Overall, both pa-
tient- and clinician-rated indices are uniquely
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OTKJINKOB KJIMHUITUCTOB B OIICHKY CYHIIMJIATHHOTO PHCKA.
Takum oOpa3om, KpaTkasi BEpCHs, COCTOSIIAA U3 IBYX MO-
nyneit (MARIS-2) sBusieTcss MHTErpaTHBHBIM, MCHXOMET-
pudeckr 0OOCHOBAHHBIM M KIMHUYECKH IMOJIE3HBIM HWHCT-
PYMEHTOM, KOTOPBI MOXXHO NPUMEHSTh B KIMHAYECKUX
YCIIOBUSIX JII OLEHKA KPAaTKOCPOYHOTO CYHIIUAAIBHOTO
pucCKa.

Konmpnepenoc

ITomumo MARIS, HEckoIpKO APYrHX IHArHOCTHYE-
CKHX WHCTPYMEHTOB ITOKa3aJldi BBICOKYIO TPEICKa3aTelTh-
HyI0 TIeHHOCTH [8]. [Ipu aTOM CyXIleHue KIMHUIUCTA OCTa-
€TCsl OTHUM W3 CaMBIX HaJE&XHBIX MHCTPYMEHTOB yCTAHOB-
JIEHUS] CYUINIAIHHOTO PHCKA MalneHTa, MOTOMY KakK IpH-
3HAaKW, CHUMIITOMBI W MPEIIIeCTBYIONINE CYHIUAATbHBIC
COOBITHS B XU3HU TAIMEHTa He Bcerha yAa€Tcs ompene-
muTh [31]. KIUHAIIUCTEI YacTo IMoiaraloTcs Ha COOCTBEH-
HOE CYXJCHHE, KOT/Ia MPUHUMAIOT pelieHHe O JICUCHHH,
o0BeIMHAA palMoHaIbHBIE (DAKTOPHI, TakWe Kak coOpaH-
HBIl aHaAMHe3, ¥ SMOIHOHAIBHBIE (DaKTOPHI, MMOIyIESHHBIC
Ha OCHOBE AMOIIMOHAIFHOTO OTKIIMKA CHEIHaIicTa (B IIH-
POKOM CMEICITe, Ha CBOW KOHTPIEPEHOC) Ha marenTa [22].
Kak ykaswiBatror J. Hayes u coaBTops! [32], mOHSATHE 5MO-
[IMOHATFHOTO OTKJIIMKA KIIMHHUINCTA, TAK)KE HA3bIBAEMOTO
KOHTPIIEPEHOCOM B TICHXOJUHAMHYECKOM HaIpaBICHUH,
MIpeTepresio CUIbHOE Pa3BUTHE C MOMEHTA BBOJa TEPMUHA
B ncuxogoruto 3. Opelinom Ha 3ape XX Beka. B nelicTBu-
TEJIHHOCTH, TEPMUH TEMEPh HCIONB3YIOT CIEIHAINCTHl B
KOTHHTHBHO - ITOBEJICHYECKOM HANpPaBICHUH U HCCIIEI0BA-
TeJH, KOTOPBIE YTBEPXKIAIOT, YTO OH CTall TPAHCTEOPETH-
yeckuM [33-35]. 3. @peiia ucnoab30Bajl TEPMUH ISl OIU-
caHus 6ecco3HATENFHOW W KOH(MIMKTHOW PEaKIUU TICHXO-
aHAJIMTUKA Ha TIEPEeHOC MalueHTa. B n3HagambHOM, Kiac-
CHUYECKOM TIOHUMaHHH, KOHTPIEPEHOC pPacCMaTPHUBAJICS
KaK TMpOOJIeMHBIN ()eHOMEH, TpeOyIomMii MHUHUMU3AIAN
WM TIOJHOTO HMCKOpeHeHus [32], 9ToObl KIMHHUIUCT MOT
MOIIEPKUBATH CTPOTYI0 OOBEKTHBHOCTH. B TO BpeMs kak
3. @peiin He pacrpocTpaHsIcs 00 3TOM SBIEHHUHU MOAPOO-
HO, €ro B3MNIAJ Ha 3Ty TEeMy IPOJOJDKAld pa3BHBATh
BILUTIOTH 10 1950-X rT., KOrja BO3HUKJIA TOTATUCTCKAs KOH-
Lenuus KoHTpnepenoca [36].

TortanucTckasi KOHIEIHS MPUHAJICIKUT APYTOH CTO-
poHe crekTpa. B Hell Bce peakuuu TepaneBTa Ha HalydeHTa
Ba)KHBI U JIOJUKHBI OBITh W3YYEHBI U MOHATH KaK MOTEHITHU-
aJIbHBIE BO3MOXKHOCTH W3JIeUeHMs. Takas cMeHa MO3ULUHU
MOMOTJIa OmpaBiaaTh (EHOMEH W B3TJISIHYTh Ha HETOo He
TOJIBKO KaK Ha HETaTUBHOE SIBJICHHUE, HO ¥ KaK Ha MOTCHIU-
JIBHO TOJIe3HOE /ISl paboThl u JeueHus. lIpucinymmBasch
K CBOMM BHYTPEHHHUM PEaKIUsM, KIMHUIIUCTHI MOTYT JIOC-
THUYb JTy4YNIETO MOHUMaHUs ce0sl U CBOUX MAIUEHTOB.

KomnnuMeHTapHBIf ¥ PENSLUOHHBIA B3MJISIABL Ha
KOHTPIIEPEHOC HAXOJATCS NMPUMEPHO HAa CEpPENMHE CIIEK-
Tpa. KoMImmuMeHTapHBIH B3I pacCMaTpUBAET SMOIIHMO-
HaJIBHBI OTKIWK KIIMHUIIUCTA KaK JOMOJNHEHHE K CTHIIIO

predictive of suicidal thoughts and behaviors
at one-month follow-up, highlighting the need
for of integrating clinicians’ emotional res-
ponses into suicide risk assessment. A briefer,
two-module version of MARIS (MARIS-2) is
such an integrative, psychometrically sound,
and clinically useful instrument that can be
utilized in clinical settings to assess short-term
suicide risk.

Countertransference

Apart from MARIS, few other diagnostic
tools have demonstrated strong positive pre-
dictive value [8]. As such, clinician judgement
remains one of the most relied upon tools for
establishing suicide risk among patients as
identifying signs, symptoms, or precipitating
events are difficult to accurately distinguish
[31]. Clinicians rely upon their clinical judge-
ment greatly when making treatment deci-
sions, synthesizing both rational factors, such
as information gathered from clinical history,
and emotional factors informed by the clini-
cian’s emotional responses (broadly speaking,
their countertransference) to the patient [22].
As posited by Hayes et al. [32], the concept of
clinician emotional response, referred to as
countertransference in the psychodynamic
literature, has evolved greatly since it was
coined by Freud at the turn of the 20™ century.
In fact, the term has now been adopted by
some cognitive-behavioral clinicians and re-
searchers who argue that it has now become
trans-theoretical [33-35]. Freud used the term
to describe the psychoanalyst’s unconscious
and conflict-based reaction to the patient’s
transference. In this original, classical view,
countertransference was viewed as a proble-
matic phenomenon that needed to be mini-
mized or eliminated completely [32], as the
clinician maintains a strict objectivity. While
Freud did not expand upon the phenomenon at
length, his view on the subject persisted until
the 1950s when a totalistic conception of the
phenomenon emerged [36].

The totalistic perspective largely falls on
the other end of the spectrum. Countertransfe-
rence through this lens asserts that all of the
therapist’s reactions to the patient are impor-
tant, and must be studied and understood as
potential pathways to therapeutic health. This
change in view helped to legitimize the phe-
nomenon beyond a mere negative occurrence,
as potentially beneficial to the work and
treatment. By understanding their internal
reactions, clinicians can gain a better under-
standing of both themselves and their patients.

The complementary and relational pers-
pectives fall somewhere in the middle of the
countertransference spectrum. The former
views a clinician’s emotional reactions as a
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oTHomeHus marmenTa [37, 38], To eCTh BBI3BAaHHBIC dMO-
UM — 3TO TOACKA3KH K TOHUMAHHIO MEXINYHOCTHOTO
CTHJIA TAIMeHTa, M XOPOIIO OOYYEHHBIH IICHXOTEpareBT
MOWMET BHYTPEHHHE W3MEHEHHS] W WCIOJb3yeT WX s
(hopMHpOBaHUSI COOTBETCTBYIOMIETO JIeueHHs. Takas WH-
(hopmarusi KPUTHYECKH Ba)KHA, TaK KaK IMMO3BOJISET TICHXO-
TEpareBTy MOHATH, KaK MAIlMeHT BUAUT MUP BOKPYT ceOsl, 1
BBEIOpATh camblii (P GEKTHBHBIA CIOCO0 TICHXOTEpareBTH-
YECKUX BMEIMIATENbCTB. PesIMOHHBIA B3TJSIA TMOHUMAET
KOHTPIIEPEHOC KaK B3aUMHO KOHCTPYHPYEMOE HaIpsHKEHHE
MeXIy KIMHAUCTOM W manueHToM [39]. Ilorpebnoctw,
Hepa3peneéHable KOH(DIUKTHL, AeHcTBHA 000MX yYacTHH-
KOB BHOCST BKJIQJI B TO, YTO IMPOUCXOTUT B T€UEHUE CECCUU
[32].

XOoTs TepMHUH MOXKHO TIOHUMATh B PaMKaX pPa3HBIX
KOHIIETIINH, OH CTall IIMPOKO HCIOJH30BAThCS B TMOBCE-
JTHEBHOW pedYd CHEIHaTNCTOB I OMHCAHUS YMOIMOHAIb-
HOTO OKJIMKa KJIMHHUITUCTA Ha CBOETo mamnueHTta [25, 32]. B
caMOM Jielle, pa3liu4usg MEXAy STUMH ONpeelICHUSIMU:
KITACCHMYECKHUM, TOTAJMCTCKUM, KOMIUIMIMEHTAapHBIM U pe-
JSIUOHHBIM, — PEIKO YYUTHIBAIOTCS MPU OO0CYXAeHUU de-
HOMEHA, W JaK€ B SMITUPHUYECKUX UCCIIEJOBAHUSAX HE YIIO-
MHUHAeTCS CYIIECTBOBAaHHE MHOXKECTBAa B3TIIANOB. BmecTo
3TOTO HUCIONB3YETCS IMHUPOKOE OMpeeNieHNe, KOTOPOe OTIe-
paIoHANM3UPYETCST TTOCPEACTBOM TaKHMX IMIKanm kKak «Om-
POCHUK TicmxoTepanepTudeckoro otkimka» (TRQ), onenu-
BAaIOIUX IMUPOKAN HAOOP 3MOIMOHAIBHBIX, KOTHUTUBHBIX
U NOBEACHUECKUX peakuuil Ha nanueHta [40]. TeM He me-
Hee, «IIUPOKOe» OMpeselieHue, TTOX0XKe, YXOIUT OT Kilac-
CHYECKOW TOYKW 3peHHs, JAellas YIop Ha MOTeHIHaTbHOU
BaXHOCTH KJIMHUYECKOW OLEHKU M BIIMCHIBAass KOHTpIIEpE-
HOC B KOHTEKCT IICHXOTEPAIEBTUYECKOTO ANbSIHCA U HCXO-
na nedeHus. J{edcTBUTENbHO, MHOXECTBO HCCIEIOBAHUN
BBISBIISIET Pa3HbBIE MATTEPHBI OTKJIMKA KIMHUITUCTA HA pa3-
JMUYHBIE XapaKTePUCTUKH TAIMEeHTa, BKIIIOYas JIEMPECCHI0
U pazHble (HOpMBI JIMYHOCTHOU matoyoruu [23, 41, 42]. B
pamMKax JaHHOTO 0030pa, TEPMHHBI «KOHTPIIEPEHOC» U
«OMOIMOHAIGHBIA OTKIMK KIMHHUIACTay» OyIyT MCIONB30-
BaThCS KaK PABHOIIGHHBIE W O3HAYaTh SMOIMOHAIBHYIO
peaxuio KJIMHUIMCTOB HA B3aUMOJICHCTBUE C MAIEHTOM,
UMEIOINM CyHIIUJATBHBIA PUCK.

Denomenbl He2cAmUusHO20 KOHMPHEPEHOCA

KonTpriepeHoc Hen30ekeH B JTFOOBIX OTHOIIECHUSX TTa-
[UEHTA W KIIMHUIKCTa U OCOOCHHO CHJIEH, €CJIM TaIueHT
3aJlyMBIBAaETCSI O caMoyOwmiicTBe. XOTs CYIIECTBYET OYCHb
MaJI0 SMIUPUIECKUX HCCICIOBAHUN O (PeHOMEHaX KOHTp-
MepPeHoca B MCUXOTEPANIEBTHUECKON padoTe ¢ CyHIIH/IaNb-
HBIMH TIAI[UEHTaMH, €CTh CBUCTEIHCTBA, YTO OOJBITUHCT-
BO KIIMHUIMCTOB 3aMEUAIOT HETaTHBHBIN SMOLMOHAIBHBIN
OTKJIMK II0 OTHOUIEHWIO K CBOeMy colOeceaHuky. J.
Maltsberger u D. Buie [43] u3HauanbHO Ha3Baju 3TOT He-
TaTHBHBIA OTKJIMK «HEHAaBUCTHIO B KOHTPIIEPEHOCE», U
OIHCAJIN CMECh OTTOPXKEHUS U 3JIOCTH, KOTOPYIO HUCIBITHI-

complement to the patient’s style of relating
[37, 38]; that is, the elicited emotions are clues
to the patient’s interpersonal style, and a well-
trained therapist will both understand these
internal changes and use them to frame appro-
priate treatment. Such information is key as
the therapist can then understand how the pa-
tient views the world around them and there-
fore ascertain the most effective manner in
which to deliver therapeutic interventions.
The latter views countertransference as a mu-
tually constructed force between the clinician
and patient [39]. The needs, unresolved con-
flicts, and behaviors of both participants are
said to contribute to the occurrence of the
phenomenon in a session [32].

Nevertheless, while the term can be
viewed from many different angles, the term
has broadly come to be defined in everyday
vernacular to describe any emotional response
a clinician may have to his or her patient [25,
32]. Indeed, distinctions between the four
perspectives — classical, totalistic, complemen-
tary, and relational definitions are infrequently
made when discussing the phenomenon, nor
do many empirical studies even mention the
existence of the numerous views, instead uti-
lizing a broad definition and operationalizing
using scales such as the Therapist Response
Questionnaire (TRQ) which assess a wide
array of emotional, cognitive, and behavioral
reactions to the patient [40]. Nevertheless, this
‘broad’ definition does seem to steer away
from the classical perspective, emphasizing
the potential importance of a clinician’s as-
sessment and understanding of countertransfe-
rence for the sake of the therapeutic alliance
and outcome. In fact, a substantial body of
research has identified distinctive patterns of
clinician response to various patient characte-
ristics including depression and various forms
of personality pathology [23, 41, 42]. For the
purposes of this review, the terms counter-
transference and clinician emotional response
will be used interchangeably to refer to the
emotional reaction experienced by clinicians
in response to interacting with a patient at risk
of suicide.

Negative Countertransference Phenomena

Countertransference is inevitable in every
clinician-patient relationship, and is especially
intense when patients are considering suicide.
While there remains a dearth of empirical
research on the countertransference phenome-
na in relation to therapeutic work with suicidal
patients, evidence suggests that most clinicians
will have negative emotional responses in such
dyads. J. Maltsberger and D. Buie [43] initial-
ly termed this negative response as “counter-
transference hate,” which is a mixture of clini-
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BaeT KJIMHULUCT K MallMeHTy BO BPeMsI COBMECTHOI pabo-
Tel. Ecniu 3Tn 4yBcTBa He 3aMeueHbl U HE OCO3HAHBI KIIU-
HHUIIMCTOM, C IAalMEHTOM MOTYT c(OPMHUPOBATHCS HE3NO-
POBBIE IICUXOTEPANEBTUUECKUE OTHOIICHUS, U MPEAIOoJIO-
XKHUTENBHO MOTPeOyeTcs] NpephIBAHNUE 3TUX OTHOIIEHUH U
Jla’ke OTKa3 OT MalleHTa.

JlononHuTenpHas CIOXHOCTh BO3HHMKAET, €CIM IpHU-
3HaTh (PAKT, YTO KOHTPIIEPEHOC ACHCTBYET HA CO3HATEIb-
HOM, TIPEJICO3HATEIHHOM B OECCO3HATEIFHOM YpOBHE. JTH
TUIBl 3MOLUN MOTYT OBITH OCOOEHHO TPYIHOBBIHOCHUMBI
IUIE MEIUKOB, KOTOPbIE HE SIBJISIOTCS CIELHUaINCTaMHU B
chepe TMCUXUIECKOTO 3I0POBBs,  OCOOCHHO IS TeX, KTO
CTPEMHTCS K OOBEKTUBHOCTH W SMIIATUH B CBOSH pabore.
bamanc wmexmy OOBEKTHBHOCTBIO W SMIATHEH TPYIHO
yAepKHUBaTh B paboTe C JFOOBIM MAIMEHTOM, U 3TO OCO-
OCHHO TPYIHO, €CIH MAIUEHT Pa3AyMBIBa€T O CaMOyOuii-
ctBe. K npumepy, M. Pompili [44] onpenensier sMmaTuio
KaK NOHMMAaHHE U NEePeXHBaHUE 3MOLMH C TOYKU 3PEHUS
cobeceHNKa, YaCTUYHOE Pa3MbIBAHUE IPAHUL MEKAY <«S1»
u «Apyrum». Knuaunuct, ogHako, J0JKEeH MOANePKUBATh
3TO pas3feieHue MEXOy «S5I» M OOBEKTUBHOCTBIO, YTOOBI
Haydajcs MPOLECC UCLUENECHUS. JTO KPUTHUYECKH Ba)KHAsl U
HEBEPOSTHO TpyIHas 3agadya Ha OHMOJOTMYECKOM M HEH-
poHHOM ypoBHe. VccrnemoBaHus BHM3yalu3alMd MO3ra ¢
nmomotipio GMPT moxazanm, 4ro ompenenéHHbie 00IacTH
MO3ra akTHBHUPYIOTCS, KOTZa YEJOBEK BBINOJHSIET HEKOE
JEHCTBUE W KOTJa OH BUAMT, KaK JAPYTOH JenaeT TO Ke
camoe. DTH 00JIaCTH MO3ra COAEP)KaT 3epKajlbHble HEHPO-
HBI, OOBIYHO WX HAa3bIBAIOT CHCTEMOH 3€pKajibHBIX HEHpO-
HOB YeJIOBEKa, M 3Ta cucTeMa paboTaeT U Npyu ACHCTBUH, U
py HAOJIOACHUH 32 ACHCTBHEM — 3Ta JJOI'MKa CHHOHUMMY-
Ha SMIIaTHYECKOMY OTBETY [44].

Korga MCTOUHHMK 3THX YyBCTB, HEKHME IEPEKUBAHMUS
OTTOP)KEHHSI M 3JI0OCTH IEPEXHUBAIOTCS KIWHULUCTOM, a
BO3MOXHBIH MCTOYHHMK MX HE OCO3HAETCS, KIMHHULUCT I10-
poii oOpariaer 3TH 9yBcTBa Ha ce0s1, BOBHYTph. M. Pompili
[44] yTBepkKAaeT, UTO TAKOK OTBET — CKOpPEE BCEro MeXa-
HHU3M CTpaxa, CBA3aHHBIA C SMOLMOHAIBHBIM OTUYXICHU-
€M, CHIDKCHHOM SMIaTHed M OTKIIIOYEHHUEM 3EPKaIbHBIX
HEHpOHOB. B 3TOM clieHapuH, CTOJIKHYBIINCH C IEPEKUBA-
HHUEM 3JIOCTH MO0 OTHOILICHMIO K MAIMEHTY, KIMHULUCT Te-
peHaIpaBisieT OTPULATENIbHBIE AMOLMH Ha camMoro ceds
(«fl He mamueHTa HEHaBUXKY, a ce0s. DTO MHE HE XBaTaeT
HaBBIKOB M CIIOCOOHOCTEH MOMOYb HALMEHTY»), YTO NpPH-
BOIUT K TEPEKHUBAHUSM HECOOTBETCTBUS, OECIIOMOIIHO-
ctH, 6e3nanéxHoctu [43]. BMecTo 3TOTO, BEpHOE MOHMMA-
HUE HEHpONCUXOOMOJOTHYECKHX PpEeaKUid JOJKHO CIIO-
cOOCTBOBAaTh OCO3HAHMIO CYWLHMIAIBHOIO PUCKA KIMHHUIIH-
CTOM.

Kpome Toro, cymecrByer uccienoBaHue, B KOTOPOM
BBIJIBUTAETCSI TUIIOTE3a O CTOJIKHOBEHUH MHUPOBO33PEHUHN U
LEHHOCTEH ICUXOTepaneBTa M CYyWIHUJIAIBHOTO IMalUeHTa
[45]. B uccienoBaHuM MCUXUATPOB U MOJOJIBIX JIOAEH

cian aversion and malice towards the patient
during the course of their work together. Un-
less these emotions are recognized and
processed by the clinician, the potential for the
formation of an unhealthy therapeutic relation-
ship between the clinician and patient is
present, as well as the potential need to aban-
don the relationship or patient altogether.

An added layer of complexity arises
when acknowledging the fact that transference
operates on the clinician’s conscious, precons-
cious, and unconscious psychic levels. These
types of emotions can be increasingly difficult
to bear for non-mental health professionals, let
alone those who strive for objectivity and
empathy within their specialized realm. This
dynamic between objectivity and empathy is
difficult to balance regardless of the patient,
and of course becomes that much more diffi-
cult with those contemplating a self-injurious
fatal act. Indeed, M. Pompili [44] defines em-
pathy as understanding and experiencing emo-
tions from the perspective of another, a partial
blurring of lines between the self and other.
Clinicians, however, must maintain this sepa-
ration of self and objectivity for the healing
process to take root. This is a crucially impor-
tant and incredibly difficult task down to a
biological and neurological level. Brain imag-
ing with fMRI studies have shown that the
same areas of the brain are activated when an
individual performs a certain action as when
they see another perform the same action.
These brain regions contain mirror neurons,
commonly defined as the human mirror neuron
system, which translate seeing and doing in the
same region of the brain; this logic is syn-
onymous when considering empathetic res-
ponses [44].

When the source of these feelings, or va-
riants, of aversion and malice are felt by the
clinician, and the potential source perhaps
unknown, the clinician can sometimes turn
these feelings inward. M. Pompili [44] argues
that this response is likely to be a fear mechan-
ism associated with emotional detachment,
reduced empathy, and mirror neuron discon-
nection. In this scenario, when confronted with
feelings of malice towards the patient, the
clinician redirects these negative emotions
towards the self, (“It is not the patient that I
hate, it is myself. I lack the competence and
ability to help my patient”) resulting in feel-
ings of inadequacy, helplessness, and hope-
lessness [43]. Proper understanding of neurop-
sychobiological reactions should therefore
also pave the way to awareness towards sui-
cide for those dedicated to helping such indi-
viduals.

Besides, there is a study that proposes a
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MoCJie CYHIMIANBHOMN IMOMBITKA B KaueCTBE HE3aBHCHMBIX
PECTIOHACHTOB OBLIO MMOKA3aHO, YTO 3TH TPYIIIEI OOHApY-
JKUBAIOT PacXOMAIIUECs B3TJISIIBI HA CMEpPTh, Pa3HbIE Bpe-
MEHHBIE OPUEHTAINH ¥ CTHIIN MPHUBSI3aHHOCTH. B To Bpems
KaK Ha B3[VIAIBI CYHIIUACHTOB HA CMEPTHh BIUSET OpHUEHTA-
Ul TeIOHUCTUYECKOTO0 HACTOSIIEr0 W MAIFeHThl BBICKA-
3BIBAIOT OMACEHHSI O TOM, 9YTO OyIyT YyBCTBOBATh MX OJIH3-
KM€ TIOCTIe WX CMEPTH, B3[VIAABI NCUXHATPOB HA CMEPTh
ropasno Oosiee MpadHble M TpoTHBOpednBhie. [lcuxmarpsl
Takke ObUTH OOJIbIlIE OPUEHTHPOBAHKBI Ha OyAyIIee, MeHee
TPEBOXKHBI M 0Oojee W30erarond B MPUBSI3aHHOCTH. OTH
pa3iuyusl MOTEHIIMATFHO MOTYT IPOBOLIHMPOBATH pasjpa-
JKeHHe M (PYCTPaAIUIo IICHXUATPOB, PabOTAIOIINX C TaKH-
MU KITMEHTAMH, U MOTYT TPOJIUTH CBET Ha TO, IOYEMY TICH-
XOTEpareBThl HCIBITHIBAIOT AUCKOM(OPT B pabodeM ajb-
SHCE C CYWIIUAANBFHBIMA MAIUEHTaMH, a TaKkKe JAloT TOI-
CKa3Ky, KaK CIIPABJIATHCS C 3TUMHU YyBCTBAMH.

J. Birtchnell [46] BkitogaeT B 3Ty KOHIEHINIO TPEBO-
Ty, pa3apakeHre U u3deraHre KINHUIKICTA IO OTHOIICHUIO
K CYyWIIUIabHBIM IalueHToM. B caMoMm jene, B McCieno-
BaHWUU TICHXHATPOB-OPAMHATOPOB B CKOPOMOMOIIHOM OT-
JISICHNN KIMHUYECKON OONBHUIBI OOHAPYXHUIOCh, YTO
OpPIMHATOPHI UCTIBITHIBAIIN TEIUIBIE YYBCTBA K TAIIMEHTaM C
HU3KAM PHCKOM CYHIIHIA, W TPEBOTY W pa3IpakeHHe K
TeM, KTO TPOSBISUT CyuIuaanbabie TeHaennuu [47]. bonee
TOTO, CYIIECTBYET KadeCTBEHHOE HccliefoBaHue [48], He-
CKOJIBKO YXOJISIIIIee 3a IMpeAeNbl TeMBl KOHTpPIIEpeHOoca U
CYHIIUIANBHBIX MBICIICH, TTOCBAMIEHHOE KOHTPIIEPEHOCY Ha
MAIMEeHTOB, TPEOYIOIUX HBTaHA3WH. [epamneBThl, CTOJK-
HYBIIIUECS C TaKMM 3alpOCOM, COOOIIAN O YyBCTBaX Tpe-
BOTH, OIIEIOMJIEHHOCTH U OecriomontHocTH. HemaBHO ObI-
JIO TOKa3aHO, YTO HETaTHBHBIE 3MOIMOHAIBHBIE OTKIUKA
KIMHUICTOB Ha TAIMEHTOB C CYWIUAAIbHBIMA MBICIISIMA
BKITIOUAIOT CHelM(UUecKre Peakify, Takue KaK JyBCTBO
0e3HaIEKHOCTH, CMATEHUS, AUCTPECC U ONIYIICHUE, OYITO
>KU3Hb NAallMEHTa UMEET MaJlo LICHHOCTHU U cMbicia [49].

Denomenbl NOUMUBHO20 KOHMPNEPeHOCca

XOTs KOHTPIIEPEHOC J0JTO CUATAICS HETATUBHBIM SIB-
JIEHWEM B TICUXOTEPaIleBTUYECKUX OTHOUICHHSX, OTMEYa-
I0TCS ¥ TIOJIOXKUTENBHBIE KauecTBa 3Toro geromena [31]. B
caMoM JieJie, HEKOTOPbIE KIIMHUITUCTHI HCITBITHIBAIOT JKea-
HUE 3alIUTUTh MAIUEeHTa, YyBCTBO 3a00THI U JaKe Oepex-
HOCTHU 10 OTHOWIEHUIO K nanueHty [50-52], nepexuBanus,
KOTOpbIE MOTEHIHAIBHO CHOCOOHBI YKPENHTh ICUXOTepa-
MIEBTUYECKHUN AJIBSHC, B TO BpEMs KaK APyrue CIeUaH-
CTHI HAJICKOTCS Ha MO3UTUBHBINA ncxo/ jJedenus [31]. bosee
TOTrO, «HEHABHCTb B KOHTPIEPEHOCE», OMHCAHHAs BHILIE,
MOXET WUMETh MPOTUBOMOJOXKHBIA 3((EeKT Ha KIWHHUIIH-
CTOB, & UMEHHO, aBTOPbI KOHLICIIIIUHN YTBEPKAAIOT [43], uTO
KIMHUIMCTHI MOTYT TiepeopMyITHpoBaTh TPEBOTY U CTpax
3a CyHIMAAIBLHOTO MalMeHTa B (haHTa3uiHOE COCTOSHUE, B
KOTOPOM KJIMHHUIUCT CTPEMUTCSI CMACTU WM IMOJHOCTBIO
M3JIEYUTh MAIMEeHTa OT MbICIEeH 0 cMmepTu. XoTs, Oe3yc-

clash of worldviews and values when psycho-
therapist meets suicidal client [45]. In a survey
with psychiatrists and young people after a
suicide attempt as independent respondents, it
was shown that these groups reveal quite a
different view on death, time orientations, and
attachment styles. While suicidals’ attitudes on
death were influenced by Present Hedonistic
orientation, and patients also expressed con-
cerns of how their loved ones would feel after
they’d be dead, psychiatrists’ view on death
was definitely grimmer and more complex.
Psychiatrists also were more future-oriented,
less anxious and more avoidant in their at-
tachment style. These differences may poten-
tially provoke irritation and frustration in psy-
chiatrists, when meeting such a client, which
can shed some light on why psychotherapists
may feel uneasy in a working alliance with
suicidal patients and provide a hint of how to
deal with such feelings.

J. Birtchnell [46] expands on this concept
to include clinician anxiety, irritation, and
avoidance in relations with suicidal patients.
Indeed, in a study conducted on psychiatric
residents in the emergency department of a
general hospital, D. Dressler and colleagues
[47] found that residents expressed warmth
towards low risk patients, and anxiety and
irritation towards those exhibiting suicidal
tendencies. Furthermore, although the relation
and reasoning for suicide differs to the point
of potentially falling outside the current realm
of focus, F. Varghese and B. Kelly [48] con-
firm these findings in their qualitative studies
on countertransference with patients request-
ing physician assisted suicide. Physicians con-
fronted with such a request reported to be
filled with anxious, overwhelmed, and helpless
emotions. Clinician’s negative emotional res-
ponses to patients expressing suicidal ideation
have more recently been found to include
specific reactions such as lack of hope, confu-
sion, distress, and sense that the patient’s life
had little worth [49].

Positive Countertransference Phenomena

While countertransference has long been
viewed as a negative feature of the therapeutic
relationship, there are positive qualities to
such the phenomenon [31]. Indeed, some cli-
nicians feel a sense of protectiveness, concern,
and even nurturing towards their patient [50-
52], qualities that can potentially strengthen
the therapeutic alliance, while others remain
hopeful for the course of treatment [31]. Fur-
thermore, the “countertransference hate” dis-
cussed above may have the exact opposite
effect on clinicians; that is, as J. Maltsberger
and D. Buie [43] posit, clinicians can poten-
tially reframe the anxiety or fear for a suicidal
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JIOBHO, €CTh I10JIb3a OT CTPEMJICHUS KJIMHUIMCTA UCLIEIUTh
4eJI0BEKa OT PUCKA CYHIHA, CYIECTBYET PUCK 3a0iIysxie-
HUS1, KOTOPOE BO3HUKAET C YPE3MEPHOM BOBJIECUEHHOCTHIO B
ciyqail 1 HEeyMeCTHBIM onTuMm3MoM [43]. Takum oOpazom,
TTO3UTHUBHBIN KOHTPIEPEHOC — HE a0COFOTHO TTO3UTHUBHEII
(eHOMEH, K HEMY TaKKe CJIEAYEeT OTHOCUTHCSA C OCTOPOXK-
HOCTBIO JUIsl NIPEJOTBPALICHUS HAPYIIEHUSI XPYIKUX IICH-
XOTepaIneBTHICCKHUX TpaHull [52].

Denomenbl CMEUAHH020 KOHMPREPEeHoca

B To Bpems kak OONBIIMHCTBO HWCCIICIOBAHUN CcOCpe-
JOTOYEHbl HA HETaTUBHBIX HMOLMOHAJIBHBIX PEaKIHUIX
KJIMHULUCTA, KOTJa OH BOBJIEKAETCSl B OTHOILEHUS C CyH-
LUUAATbHBIM AalKMEHTOM, CYLIECTBYET U JPYroil CHEKTp
SMOLMOHAIBHBIX OTKJIMKOB — OT IIO3UTUBHBIX JIO CMEII-
HaHHBIX peakuuil. Iloxanyil, 3T0 €CTECTBEHHO, YUUTHIBAS,
YTO KJIMHULHUCTHI BXOISAT B POJIb IIOMOTAIOLIETO CIICLUAIIH-
CTa, yXKe MMes] MHAUBUIYAIbHBIA OIBIT, KOTOPBIN Onpese-
JSIeT UX ypOBEHb KOM(OPTHOrO OOLICHMS C Pa3HBIMU TH-
MaMH MalUeHTOB, U, XOTSI 3TO MOXKET MOKa3aThCsl MapagoK-
CaJlbHBIM, HO OIIpEJe/ICHHbIE COCTOSIHUSA, TAKHE KaK CYHIIH-
JanbHOE, CIIOCOOHBI BRI3BATh NPUSI3Hb Yy KIMHHOUCTA. Kak
Obl TO HU OBLTO, HENABHO OBLJIO BBICKA3aHO IPEATIONONKE-
HHE, YTO HaJM4ue OAHOBPEMEHHO IMO3UTUBHOIO M HEra-
TUBHOTO KOHTPIEPEHOCA Y KIMHULIUCTAa MOKET CBUICTEIb-
CTBOBaTb O TOM, YTO MAIMEHT NPEOBIBAET B COCTOSHUH
CYHLIUAAIBHOTO PHUCKa [53, 54].

Ha mannbiit moment, . [Nansiakep [55] Beigennn qBa
TUIIa KOHTPIIEPEHOCAa, KOTOPBIE MOTYT BO3HUKATh y KJIMHU-
LHUCTa, PadOTAIOIIETro C MAUEHTOM, UMEIOLIUM PUCK CYH-
LKJA: OJJMH HEraTUBHBIN, a APYyrod Mo3uTUBHBIA. B nccine-
JOBAaHUHM, YTOUHSIOIIEM CHHAPOM CYyHWLUAAIBHOTO KpHU3Kca
(CCK), octporo ad(GeKTHBHOTO COCTOSHUS, KOTOPOE, KaK
MPEeaoiaraercs, NpeAlecTBYeT CYHIUAAIbHON MOIBITKE,
a TaKXXe cooTBeTCTBYeT kputepusam DSM-5, U. I'ansiakep
ornucai MepeXxuBaHue T'HEBAa, BPaXIEOHOCTH U Oe3HaIEXK-
HOCTH y KIMHHUIMCTA, IPUBOJIIEE K «M30€raHnio KOHTaK-
Ta W MPEeXJIEeBPEMEHHOMY OOpBIBY JeueHus» [55]. bomee
TOro, OH OOHAPYXHJI (HEHOMEH, KOTOPBIH Ha3BaJI «TPEBOXK-
HOW CBEpPXBOBJICUEHHOCTHIO», MPOSBIIOMIMUICS B «HAU-
YUK HEPEATHCTHYHBIX OXXMIAHWN M YCHWJIMH 1O CHACEHHUIO
MAlMEeHTa U3 MYYUTENBbHON cUTyarum» [55], 4TO MOXHO
ONHCATh KaK CMECh TPEBOTH M HAJEXKJIbl IO OTHOIIEHUIO K
MalMeHTy U ero Oynymiemy. OTH J1Ba COCTOSHUS KIMHUIHU-
CTa: NMepBOE — HETaTHBHBIN KOHTPIIEPEHOC, a BTOPOE — II0-
3UTUBHBIH, MPENNOI0KHUTEIBHO, U €CTh T€ TPaHU KOHTpIIe-
peHoca, KOTOPHIE BO3HUKAIOT Y CIIEHAINCTa, KOTJa eMy He
XBaTaeT OCO3HAHHOCTW WJIM KOTJa OH HE CIIOCOOEH pery-
JUPOBATh CBOM 3MOLIMOHANBHBIE OTKIMKH HA CYHLIWAAIb-
HOTO TalueHTa, U T€ MOTYT CTaTh IJaBHBIM yKa3aHHEM Ha
BO3MOXHBIE (haTabHbIE IEHCTBUS MalMeHTa B OyAyIIEM.

Z. Yaseen u xoyeru [31] chokycupoBanuch Ha U3y-
YCHUU OTHOILEHHHA MEXIY SMOLMOHAIBHBIM OTKIMKOM
KJIMHULUCTA B OTBET HA MALMEHTa C CyUIIMJATbHBIMI MBIC-

patient into a fantasy-like state whereby the
clinician seeks to rescue, save or fully cure the
patient of their thoughts of death. While there
is certainly a benefit to the clinician’s com-
mitment to healing someone at risk of suicide,
there exists a line of objectivity, bordering
delusion that will be crossed with over-
involvement or inappropriate optimism [43].
Positive countertransference, therefore, is not
necessarily a wholly positive phenomenon, but
one that must be monitored to prevent the
crossing of any intangible therapeutic bounda-
ries [52].

Mixed Countertransference Phenomena

While majority of the research has fo-
cused on the clinician’s negative emotional
reactions when engaging in a relationship with
a suicidal patient, there is a range of emotional
responses that can arise, from the opposite end
of the spectrum (positive) to somewhere in the
middle (a mixture of positive and negative).
Perhaps this makes sense given the fact that
clinicians come to the role with an individual
set of experiences that determine their level of
comfort with different patient types, or per-
haps it seems a bit of a paradox and that cer-
tain states, like suicidal, should elicit the same
clinician response. Regardless, it was recently
suggested that the presence of both positive
and negative countertransference within a
clinician could be an indicative feature of a
patient at risk for suicide [53, 54].

To this point, I. Galynker [55] proposed
two varieties of countertransference that may
resemble the internal state of a clinician when
working with a patient at risk for suicide — one
from the negative realm and one from the
positive. In the research detailing the Suicide
Crisis Syndrome, an acute affective state hy-
pothesized to precede a suicide attempt, as
well as the associated DSM-V criteria, 1. Ga-
lynker [55] highlighted the presence of anger,
hostility, and hopelessness within a clinician,
which lead to “contact avoidance and prema-
ture termination of treatment” (p. 208). Con-
currently, he proposed, and coined, the term
“anxious over-involvement”, which is charac-
terized by “the presence of unrealistic expecta-
tions and efforts to save the patient from their
painful situation” (p. 204), in addition to a
mixture of anxiety and hope for the patient and
their future. These two clinician states — the
former from the realm of negative counter-
transference, and the latter from positive — are
theorized to be facets of countertransference
present when a clinician lacks the awareness
or is unable to regulate his or her emotional
responses in a relationship with a suicidal
patient, and can be a key indicator for possible
future fatal actions of the patient.
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JMIMH U €T0 JEeHCTBHSAMH, YTOOBI MPOBEPHUTH, MOXKHO JIH
WCIIONB30BaTh KOHTPIIEPEHOC KaK HHIUKATOP BEPOSTHBIX
OyIymInx CyWIHUJAIBHBIX ITOCTYIKOB TalueHta. B 3Tom
WCCIIEJOBAHNN aBTOPHI OIIEHWBAIHM COOOIIAaeMbIE YMOIMO-
HaJbHBIE OTKIWKHA KJIWHUITUCTOB Ha CBOWX MAalMEHTOB,
KOTOpBIE TPEIIECTBOBAINA CYHUIMAAIBFHONW TOMBITKE, CyH-
MUY U CMEPTH, HE CBSI3aHHOW ¢ CyHIHIoM. briio o0Hapy-
JKEHO, YTO KIIMHHUICTHI, KOTOpPBIE padoTaj C TalneHTa-
MU, OJM3KAMH K COBEPIICHHIO CYHIMIATBHBIX IEHCTBUIA,
OTMEYaJId MEHBIIIE TIOJOKHUTEIBHBIX TEepPeKUBAHUN, HO
0oJbIIIe HAIEXKBI, YTO WHAYE MOXKHO OBLIO Ha3BaTh «yMe-
PEHHO MO3UTHBHBIMH TIEPEKUBAHUAMIN) KacaTeIbHO TpeI-
CTOAIIETO JICYCHUS IO CPABHEHHUIO C TEM, YTO CIICIIHAIH-
CTBI YyBCTBOBAJHM K CBOMM HECYHIIMIATHHBIM MAI[HCHTAM.
OnHOBpPEMEHHO, KIMHHUIMCTH YyBCTBOBAIN OOIBIIYIO TIE-
PETPYKEHHOCTh, OMIEIOMIEHHOCTh, NUCTPECC W, B MEHbB-
el CTeneHH, Aake M30eraHue MO0 OTHOMIEHHIO K 3TUM
ManeHTaM. JTOT «I1apaJioKCalTbHBINY OTBET: HaAekKaa U
TUcTpecc / m30eraHue — CTalld 3HAYUMBIM (PaKTOPOM, OT-
JTUYAONUM CYUITUAATBHBIX TAIlMeHTOB OT TeX, KTO MOTHO
WIH yMep HEOXHIaHHO, HO HE COBEpIIas CyHIHIAIbHBIX
nerictBuii. B cBeTe »TMX maHHBIX, Z. Yaseen W KOJUIETH
[54] uwccnemoBanm CBs3p MEXKAYy HOBOW IIKAIIOH, W3Me-
PSIOIIEe SMOIMOHATBHBIN OTKINK KIMHUIMCTOB Ha TICHXH-
aTPUYECKUX IMalMEHTOB, UMEIOIINX BBICOKHHA CYHIIHIATb-
HBI PUCK, W TIOBEJIEHUEM JTHX IAallMEHTOB BCKOpE ITOCIe
BbINUCKH. DaKTOpPHBIA aHAIM3 IMIKaidbl caMooTyéra «Orm-
POCHHUK TeparneBTUIEeCKOro OTKINKa — CyHIIUAambHOCTH
(TRQ-SF) oOHapyxXwi, 4TO KIMHHUIUCTHI HE TOJIBKO JIe-
MOHCTPHPOBAIIA TPOTHBOPEUYUBHIE SMOIMOHAIBHBIE OT-
KITMKA TUCTPecca W HAJEX bl Ha TAKUX MAlMEHTOB, HO 3TH
SMOLIMU TIPEACKA3bIBAIM TIOCIENyIoIIee CYWIUAaIbHOe
noBenenue [54]. Takoe B3amMopeiicTBue IBYX (HaKTOpOB
OCTaBaJOCh 3HAYUMBIM TPH KOHTPOJIE TPATUIIMOHHBIX
(hakTOpOB pHUCKa: MEPEKUBAHNY 3aITaTHU, JICTIPECCHHU, CYH-
IUJATTBHBIX MBICHEH [54].

T. Souli¢ u xomreru [53, 56] Takxe nuccienoanu de-
HOMEH CMEIIaHHOTO KOHTPIEpEeHOca, YTOObI CUCTeMAaTHIe-
CKH OIKCAaTh AMOIMOHAJbHBIE OTKIMKH KIWHHUIMCTOB Ha
MAIMEHTOB C CYHIUJAIBHEIM PUCKOM. OHU BBISBUIIN CEMb
(hakTOpOB, OMUCHIBAIOIIMX PAa3HOOOPa3HBIC PEAKIIUM KITH-
HUIICTOB HAa WX B3aUMOJICHCTBHE C CYWUIUIATbHBIMU Ta-
nueHTamu. J[Ba Haunbolsiee CUIBHBIX (akTopa, XapaKTepH-
3YIOIINX TEPEKUBAHUS KJIMHUIIUCTOB B BHIOOpKE, ObLIH
HAa3BaHbI IYBCTBO OE3BICXOJHOCTH / OTBEPIKEHUS» U «UyB-
CTBO caMopeanu3alyu / yBIeYEHHOCTHY». B mepBbIil hakTop
BOIIJTM YYBCTBO HACTOPOKEHHOCTH, JKEJIaHHE OTBEPTHYTh
MAIMeHTa, YyBCTBO HECOOTBETCTBUS M 0OE3HAIEKHOCTH, B
TO BpeMs KaK BTOpPOW (PAKTOp OIHMCHIBAJIICS Yepe3 TOTOB-
HOCTH BOBIICYBCSI B pa0OTy C MAIMEHTOM U YyBCTBO IPO-
(heccnoHaNbHON pEANM30BAaHHOCTH. DMOIMOHAIBHEIE CO-
CTOSIHUS, ONTUCAHHBIE STUMH ABYMs (aKTOpaMu, SBHO OT-
paXaroT TUIIBI KOHTpIEpeHoca, oOHapyxeHHbie . ['anbiH-

Z. Yaseen et al. [31] further investi-
gated this state in a study specifically investi-
gating the relationship between a clinician’s
emotional reactions in response to patient’s
with suicidal thoughts and behaviors to ascer-
tain whether countertransference could indeed
be used as an indicator for potential future
actions. In the study, Z. Yaseen et al. [31]
assessed clinicians reported emotional res-
ponses toward their patients in the encounter
preceding their suicide attempt, completed
suicide, or non-suicide-related death. They
found that clinicians treating imminently sui-
cidal patients had fewer positive feelings and
higher hopes, otherwise known as “moderately
positive feelings”, for future treatment then
they did for their non-suicidal patients. Simul-
taneously, they were more overwhelmed, dis-
tressed by, and at low levels, even avoidant to
the patients. This ‘paradoxical’ response of
hopefulness and distress / avoidance was a
significant discriminator between suicidal
patients and those who died unexpected non-
suicide deaths. In light of these findings, Z.
Yaseen et al. [54] examined the relationship
between a novel new measure of clinicians’
emotional responses to high-risk psychiatric
patients and their short-term post-discharge
suicidal behavior. Factor analysis conducted
on the self-report ‘Therapist Response Ques-
tionnaire — Short Form’ (TRQ-SF) found not
only that clinicians exhibited conflicting emo-
tional responses of distress and hopefulness to
such a patient subset, but also that these emo-
tions were predictive of subsequent suicidal
behavior [54]. This two-factor interaction
retained significance when controlling for
traditional risk factors, such as entrapment,
depression, and suicidal ideation [54].

T. Soulie et al. [53, 56] expanded on the
mixed countertransference phenomenon in a
study specifically aimed to provide a systemat-
ic description of clinician emotional responses
to patients at risk for suicide. Factor analysis
revealed a seven factor structure that depicts
the varieties of countertransference expe-
rienced by clinicians in their interactions with
patients at risk of suicide. The two most sa-
lient of these factors experienced by clinicians
in the sample, were “entrapped/rejecting”
followed by “fulfilled/engaging” reactions.
The first factor is characterized by apprehen-
sion, desires to reject the patient, feelings of
inadequacy, and hopelessness whereas the
second depicts eagerness to engage with the
patient and professional fulfillment. The emo-
tional states described by these two factors
clearly mirror the varieties of countertransfe-
rence described by I. Galynker [55]. These
two opposing experiences together accounted
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KepoM [55]. BMecTe 3TH KOHTpacCTHUPYIOUTHE TIePEIKUBAHUS
o0psicasiin 70% JucTiepcu SMOIMOHAIBHBIX OTKIUKOB
KIIMHUIIFCTOB B BBIOOpKE. OTH JaHHBIE MOTOJHHUTEIHHO
MOAEPKUBAIOT TEOPHUI0 TMAPaJOKCANbHON KOMOMHAIINN
HEraTHBHOTO W IIO3UTHBHOTO KOHTPIIEPEHOCA, KOTOPBIN
XapaKTepeH ISl SMOIMOHAIBHBIX OTKIMKOB KIMHUITUCTOB
Ha JIOJEH, NePEKUBAOIINX CYHLIMIAJIbHbIN KPU3KC.

Takxe CTOUT 3aAyMaThCs O TOM, KaK SMOIIMOHAIbHBII
OTKIJIMK KIIMHHUIIWICTOB OTPAXKAET CYHIHJIATHHOE COCTOSHHE
manueHToB [53]. Ilpm B3ammomelcTBMHM ¢ TAaIMieHTaMH,
WMEIONIIMH PHUCK CYHIH[A, KIWHUIMCTH CaMH HWCIBITHI-
BalOT CXOXKHE YYBCTBA HECOCTOSATEIHHOCTH, O€3HAIEKHO-
ctu, 6e3picxogHoctr. T. Soulié u coaBTops! [53] mpemrro-
JIOKWJIM, YTO STOT IMATTEPH CMEINIAHHOTO KOHTpIepeHoca
MOXKHO PacCMaTpHBaTh KakK aJalTHBHEIA, BO3MOXKHO, He-
00XOJMMBINA OTBET U COBNaAaHus ¢ curyaruei. C 1o
TOYKH 3pEHHs, HETaTUBHBIC AaCIEeKThl TaKOro TaTTepHA
KOHTPIIEPEHOCa MPECTABIAIOT SMIATHUYECKYIO0 BOBIICUEH-
HOCTh KIIMHUIWICTOB B CYHIIUIAIHFHOE COCTOSHHE, KOTOPOE
WCTIBITHIBACT WX TAIMEHT, a TIO3UTUBHBIA KOHTPIIEPEHOC —
9TO TOMBITKA KIWHHUIMCTA TOIACPKATh HAIEKAY U TICHXO-
TEpareBTHYECKYI0 BOBICUYEHHOCTh, HECMOTPS Ha CYHIIHU-
JANbHBIA puck marueHTta [53]. B atom cmbicie, n 1o3u-
THUBHBIE, U HETaTHBHBIE SMOIMOHAIBHBIE OTKIUKA OTBEYa-
IOT BXXHBIM (PYHKIIUSM TICHXOTEPANeBTHUECKUX OTHOIIIE-
HUM.

Hnousudyanvuvie paziuyus KIUHUYUCTOS

OcoOblif TaTTepH OTKJIMKOB KIMHHIIICTOB HA CYWIIH-
JATBHBIX TAIMEeHTOB OOHApy>KE€H OTHOCUTENBHO HEIaBHO,
OJTHAKO €CTh MPEIOJIOKEHHE, YTO Ha HErO BIHSIOT WHIU-
BHyaJbHBIE OCOOCHHOCTH CrenuaauctoB. OaHUM W3 Ta-
KX (haKTOpOB, BHOCSIIUX BKJIA] B KOHTPIIEPEHOCHYIO pe-
aKIWIO, JaBHO CYHMTAETCS CTHJIb IMPHUBSI3aHHOCTH CaMOTO
kiuHuIMcTa [57]. UccnenoBanus MOKa3bIBAOT, YTO MEIH-
KM C HaJE&KHBIM CTUJIEM MPHUBS3aHHOCTH COOOMIAIOT O 00-
Jiee BBICOKOM YPOBHE DMITATUU TI0 OTHOIICHUIO K IMalieH-
TaM, HEXeIH CIIEIUAINCTHI C HeHAIEKHBIM CTHIIEM TPUBSI-
3aHHOCTH [58, 59]. MOXHO IPEANONOKUTh, YTO CIICLUAIIU-
CTBI C HaJIEXHBIM CTHJIEM NPUBS3aHHOCTH MOTYT WCIBITHI-
BaTh OoJiee MMO3UTHBHBIN KOHTPIIEPEHOC, Y€M UX KOJIJIETH C
HEHAIEKHBIM CTUJIEM TIPUBSI3aHHOCTH.

TeopeTnueckass OpUEHTAIUsl KIMHUIUCTA TaKke 00-
HapyXHBaeT CBS3b C THUIIOM KOHTPIIEPEHOCA HA CYHIIH-
JATBHBIX TAIUeHToB. [loka3aHo, 4TO MCHXOTUHAMHYECKU
OPUEHTHPOBAHHBIC TICHXOTEPANEBTHl 3HAYMMO BBIIIE OIle-
HUBAIOT CBOM peaKInu «0e3bICXOHOCTH / OTBEPIKESHUS» Ha
CYULIUAATBHBIX MAIUCHTOB, B TO BPEMs KaK KJIMHHUIUCTHI,
paboTaromue B SKICKTHISCKOM MOJX0JE, COOOIAI0T CKO-
pee O TakMx OTBETax Kak «BO30ykJeHHE / OTpearupoBa-
HUE», «HE(POPMAILHOCTh / HApYIIEHUE TPAHUID, «ILJIOX0e
oOparmenue / KOHTpoJb» [53]. KIMHHUIUCTHI ¢ SKIEKTHYE-
CKAM TIOJXOZIOM TaKXe OOHapYKUBAIOT MEHBIIE «Oepexk-
HOCTH / CBEpPXBOBIECYEHHOCTH» B KOHTPIEPEHOCE, YeM

for 70% of variance of the emotional expe-
riences of clinicians in the sample. This data
provides additional support for the theory that
a paradoxical combination of negative and
positive countertransference is characteristic
of clinicians’ emotional reactions to individu-
als in suicidal crisis.

It is also compelling to consider the ways
in which the emotional response of clinicians
appears to mirror aspects of the suicidal state
experienced by patients [53]. When interacting
with patients at risk of suicide, clinicians
themselves seem to experience similar feelings
of inadequacy, hopelessness, and entrapment.
T. Souli¢ and colleagues [53] hypothesize that
this specific pattern of mixed countertransfe-
rence can be understood as an adaptive, and
possibly necessary, coping stance. In this
view, the negative aspects of this countertrans-
ference pattern represent clinicians’ empathic
engagement with the suicidal state experienced
by their patient and the positive countertrans-
ference represents an attempt by the clinician
to sustain hope and therapeutic engagement in
spite of the patient’s suicide risk [53]. Accord-
ing to this perspective, both positive and nega-
tive emotional responses serve important func-
tions in the therapeutic relationship.

Individual Differences Among Clinicians

It is clear that specific patterns in clini-
cians’ responses to suicidal patients have
emerged in recent studies, but these interac-
tions may also be influenced by individual
factors. One such individual factor that has
long been though to contribute to counter-
transference is attachment style of the clinician
[57]. Studies have shown that health care pro-
fessionals with a secure attachment style dem-
onstrate higher self-reported levels of empathy
toward patients than insecurely attached clini-
cians [58, 59]. It may be extrapolated from
this data that securely attached clinicians may
experience more positive countertransference
than their insecurely attached colleagues.

Theoretical orientation of the clinician
also appears to be related to specific counter-
transference with patients at risk for suicide.
Research indicates that psychodynamically
oriented clinicians have significantly higher
rates of “entrapped/rejecting” reactions to
suicidal patients whereas clinicians with an
eclectic theoretical orientation demonstrate
more “aroused/ reacting”, “informal/boundary
crossing”, and “mistreated/controlling” res-
ponses [53]. Clinicians with an eclectic theo-
retical orientation also exhibited less “protec-
tive/overinvolvement” countertransference
than psychodynamic or cognitive-behavioral
clinicians. Although it is indeed a possibility
that theoretical orientation impacts the emo-
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NCUXOJUHAMUYECKUE U KOTHUTUBHO-TIOBEIEHUYECKUE CIIe-
LUAJUCTBl. XOTS €CTh BEPOSITHOCTh, YTO TEOPETHYECKAs
OpHEHTAlMs BIMSAET Ha SMOLMOHAIBHBIE OTKJINKU KJINHU-
LIICTOB, TAaKXKE BO3MOXKHO OOBSICHEHME, YTO 3THU PA3IUUUSI
OTPaKarOT PA3HUILY B 3HAHUSIX O KOHTPIEPEHOCE, KOTOPbI-
MU BiajgeeT crierranucT [53]. IHpIMU clioBaMH, KITUHHUITH-
CTBl, mpouenmue OOydyeHHE B paMKax OINpPeHeIEHHOTO
MOJIX0J[a, MOTYT OTJIMYATHCS OOJBIIEH MM MEHBIIIEH 0CO3-
HaHHOCTBIO CBOMX HETaTHBHBIX YMOLMOHAIBHBIX OTKJINKOB
Ha MAIEeHTOB.

Konmpnepenoc u mepanesmuueckuii anvsnc

VYcTaHOBIEHHE HCKPEHHETO IICHXOTEPaneBTHYECKOrO
aJbsHCA KPUTHUYECKH Ba)KHO VI JUAJMYECKUX OTHOLICHUI
CO BCEMH MALMEHTaMH, HO OH OCOOCHHO 3HAa4YMM ISl TeX,
KTO pasMbIIuIsieT o cyuruae [56, 60-63]. Ilcuxoreparmes-
TUYECKUH aJIbSIHC, KOTOPBIM €lI€ Ha3bIBAIOT MMOMOTAIOIINM
win paboynM ajbsHCOM, — 3TO TEPMHH, KOTOPBIH OIHCHI-
BAeT KaYeCTBO OTHOILEHUH IICUXOTepaneBTa 1 kiuenta. OH
COCTOUT U3 TPEX KOMIIOHEHTOB: CBS3b MEXIY ICHUXOTEpa-
NIEBTOM W HALMEHTOM, COIJIACHE O LEJISX NCHUXOTEPANuy U
corjacue IO TOBOJAY TCHXOTEpaleBTHYECKUX 3amau [64].
Haxe npu KOHTPOJE TEOPETUUECKUX OPUEHTALUUN KIUHU-
LICTOB U JMAarHo30B MALMEHTOB IICHXOTEPaleBTUYECKUN
QJIBSHC TOKAa3bIBaeT ce0sl 3HaYMMBIM HPEAUKTOPOM HCXO-
JTOB JIeueHus [65].

KauecTBa, KOTOpBIE CBOWCTBEHHBI MHOTUM MallUEHTaM
C PHCKOM CYHMLUAA, TAKXKe OpOCaroT BBI30B YCTAaHOBJICHHUIO
MPOAYKTUBHOTO paboyero anbsHca [66-68]. BpaxaeOHOCTh
u 0e3Ha&KHOCTh, CBOMCTBEHHbIE MHOTMM JIIOJSIM C CyH-
LOUJATBHBIMHA MBICIISIMH, YacTO NPHBOAST K CHIKEHHIO
JOBepHsA K KIMHULKUCTY W TOBBILICHHBIM HETaTHBHBIM
OKUIAaHUSM OT Tcuxotepanuu [27, 69, 70]. Cxoxum obpa-
30M, HEraTHBHBIE SMOLHOHAIBHBIC OTKIMKH KIMHUIKCTOB
Ha TaKMX MALMEHTOB TAK)KE CTAHOBSTCS NPErpajou K ycra-
HOBJICHHIO IICHXOTEepaleBTUYeCKOro ajibsHca. [lucrpecc,
TpeBOra, HEJIOBKOCTb, OTBPALICHUE K MALMEHTy MOTYT He-
BOJILHO TPUBECTH K €r0 OTBEPXKEHUIO, CHM)KEHHOW SMIa-
TUH U YCUJICHUIO HEIOBEPHS MEXKy KIIMEHTOM U KJIMHUIH-
crom [71].

OueBuHO, YTO HEYIPABIsIEeMble 3MOLMOHANBHBIE OT-
KJIMKH Ha CyMUUAANTbHBIX NAalUeHTOB HE ONaronpusiTCTBY-
10T (POPMHUPOBAHUIO CHIILHOTO aibsiHCAa MEXIY KIMEHTOM U
NICUXOTEPANIeBTOM, & B KaKUX-TO CIIy4yasx Jaxe CrocoOcCT-
BYIOT ()OPMHUPOBAHHIO IUIOXOTO, J1€33alTUBHOTIO IICHXO-
TepaneBTH4YecKoro anbsgHca. KauecTBo ncuxorepaneBTuye-
CKOT'O aJbsHCa UMEET MPSIMOE U HEOCIIOPUMOE BIIMSHUE HA
ucxon JedyeHus. JlaHHBbIE KadeCTBEHHBIX HCCIIEIOBaHUN
KJIMHUIMCTOB MOKa3bIBAIOT, YTO KOHTPIEPEHOC HA CYyHIIH-
JAIBHBIX MAIMEHTOB YacTO «CMEIIAET T'PaHMLBI IICHXOTe-
paneBTHUYECKOTO albsHCA» U B UTOTE€ BPEIUT UCXOAY Jeue-
Hus [52]. XoTa HeraTuBHbIE SMOLMOHAIBHBIE OTKIUKUA HA
CYULMJIAIBHBIX MAalMEHTOB PacHpOCTpPaHEHb! B Havyale Te-
panuu, oHU He 0053aTebHO HAHOCST HETONPaBUMBINA Bpe

tional responses experienced by clinicians, an
alternative explanation provided for these
differences is that theoretical orientation may
simply have an impact on the countertransfe-
rence literacy of the clinician [53]. In other
words, clinicians with training in certain
schools of psychological thought may have
significantly increased or decreased awareness
of their negative emotional responses toward
patients.

Countertransference and Therapeutic Al-
liance

Establishing a genuine therapeutic al-
liance is a critically important feature of the
dyadic relationship for all patients, and espe-
cially for those contemplating suicide [56, 60-
63]. Therapeutic alliance, also known as the
helping alliance or working alliance, refers to
the quality of the relationship between client
and therapist. It is comprised of three compo-
nents, including therapist-patient bond, agree-
ment on the goals of therapy, and agreement
on therapy tasks [64]. Holding theoretical
orientations and patient diagnoses constant,
therapeutic alliance has been demonstrated to
be a strong predictor of treatment outcomes
[65].

The characteristics that typify many pa-
tients at risk for suicide also constitute chal-
lenges to establishing a productive working
alliance [66-68]. The negative interpersonal
perceptions and hopelessness characteristic of
many individuals experiencing suicidal idea-
tion are likely to result in reduced trust in the
clinician and increased negative expectations
of therapy [27, 69, 70]. Similarly, clinicians’
negative emotional responses to these patients
also constitute a barrier to the therapeutic
alliance. Distress, anxiety, unease, and aver-
sion towards the patient may unwittingly result
in rejection of the patient, decreased empathic
communication, and increased mistrust be-
tween client and clinician [71].

It is clear that unmanaged emotional res-
ponses to suicidal patients is not conducive to
formation of strong alliance between client
and therapist and in some cases is liable to
promote the formation of a poor or maladap-
tive therapeutic alliance. Quality of therapeutic
alliance has a direct and undeniable impact on
therapeutic outcomes. Data from qualitative
surveys of clinicians indicate that counter-
transference with suicidal patients often
“shifted the boundaries of the therapeutic al-
liance” and ultimately damaged therapy out-
comes [52]. Though negative emotional res-
ponses to suicidal patients are common at the
outset of therapy, they do not necessarily have
an irreparable effect on alliance. The devel-
opment of countertransference literacy can

Tom 12, Ne 1 (42), 2021 Cyuyudosozus

59



Hayuro-npaxmuueckuil sKypHal

https:/ /www.elibrary.ru/

anpstHCY. Pa3BUTHE TPaMOTHOCTH O KOHTPIIEPEHOCE CITO-
COOHO WCTPaBUTh TCHUXOTEPANEBTHUECKAE OTHOIICHUS
[72]. bonee Toro, 3¢ (eKTHBHOE yIpaBIeHUE HETATUBHBIM
KOHTPIIEPEHOCOM M Tocleaykomniee (HopMHUpPOBaHHUE XOPO-
mero pabodero ampsHCa B pAJie CIydaeB CHOCOOHO CMST-
YUTH U PEIyINPOBATh CyHIIUAAIbHBIE MBICITH [73].

MHorue wuccieqoBaHuA TOANEPKUBAIOT WL, YTO
SMONMOHATBHBIA OTKIMK KIMHHUIACTA HETOCPEICTBEHHO
BIIWsCT Ha Wcxon yedeHus [24, 57]. Ecte cBuaeTenbCTBa,
YTO peaklry KOHTPIIEPEHOCA CBsI3aHBI C HETaTUBHBIM FHIC-
XOJIOM JIEYeHHS, a YCIEIIHOE YIpPaBIIEHUE WMH 3HAYMMO
KOppelnupyeT C TMIOJIOKUTEIbHBIMI HCXOJaMH Teparun
[32]. CraBku, 6€3yCIOBHO, TIOBBIIIAIOTCS, €CITH ITY HIEI0
MPUMEHUTh K paboTe ¢ CYWIUAaIbHBIMH ITallieHTaMH.
[Ipenmonaraercs, 4To HeympaBlsieMble PEaKIIMA KOHTPIIE-
peHoca MOTYT JaXke CHoCcOOCTBOBATh CYWIIMAY IalleHTa
[51]. Hanpotus, ycrienrHoe yHpaBieHHe SMOIMOHAIbHBIMA
peakmusMU B TEpalHy CHEUATUCTAaMH B cdepe Icuxmde-
CKOTO 3J0pOBBS CIIOCOOCTBYET CKOpPEUIeMY CHIKEHHUIO
CyHIIUAAFHOW Haeanuu y mnamnumeHtoB [73]. Perpocrek-
tuBHOe uccnenoBanne H. Hendin u xommer [18] oOHapy-
JKHUIIO0, 9TO TPEBOTa KIMHHUITUCTA, MPEIIIECTBYIONIAs CMep-
TU TAIWEeHTa OT CYHIUAa, MPUBOAMIA K MPUHYKICHUSIM H
Hed(PGEKTUBHBIM ACHCTBUASAM CO CTOPOHBI CIICIUANNCTA, a
Takk€ K HEJOCTAaTOYHOMY JIEUYEHHIO CHMIITOMOB. JTOT
(hakT BBI3BIBAET OCOOEHHOE OECIOKONCTBO, €CIIH YYeCTh
JAaHHBIE HWCCIICIOBAHUSA, YTO KIMHHUIUCTHI TOPOHM COBEp-
IIEHHO HEe OCO3HAIOT CBOMX AMOIMOHAIBHBIX OTKIMKOB Ha
MAIUeHTOB, a 3HAYUT, HE MOTYT BEPHO OIPEACITUTHh HIIN
OTpEryJIupOBaTh UX [74].

Ocosnannocms, 0byyeHue u KiuHudecKue nociedcm-
8usl

Kak ye roBopuiiock, ipu JIYeHNH MAIEHTOB C CyH-
IUAATEHBIM PUCKOM KIMHHIIUCTBI YaCTO C TPYAOM OTpee-
JISFOT TMPU3HAKYA, CUMIITOMBI WA 3HAYUMBIE COOBITHS, KO-
TOpbIE TPEANIECTBYIOT CYWIIUAAIBLHOW TOMBITKE. B 3TOM
CMBICJIE, IMOIIMOHAIBHBIE OTKJIMKH KIMHHUIINCTOB Ha TIAIlH-
€HTOB, WJIM KOHTPIIEPEHOC — BAXKHBIN IMOKAa3aTellb, KOTO-
pBIif HEOOXOAMMO HCIIONB30BATh B MpoIlecce JIeYeHUs. XO-
TS UCCIIEJIOBAaHUN KOHTPIIEpEHOCa TOKa MPOBEIEHO Mallo,
€CTb BaXKHBIE CBHIETENBCTBA, YTO BEPHOE OINpEleIeHHUE
CBOMX AMOIIMOHAJBHBIX OTKJIVKOB KIMHUITUCTAMH CIIOCOO-
HO YJIYYIIUTHh PACHO3HAHWE TOTEHIMAIBLHOTO CYHIIHIATh-
HOTO pHCKa NalWEeHTOB, Aaxe 0e3 Omopsl Ha CaMOOTYET
MaIMeHToB (CooOIIeHe 0 CYUITUAaIbHBIX MBICISX). B ca-
MOM Jielie, IPU3HAHUE B CYMIMJIAIBHBIX MBICISIX HEJIETKO
na€Tcss MHOTHM ITallMEHTaM BCIIEJCTBHE MPOOJIEM CTUTMa-
TH3alWU U / WU cTpaxa rocrnuranuianuu [75]. B anHoHum-
HOM HCCJICAOBAaHHUH MAIEHTOB B XOJI€ AOJITOCPOUYHOM IICH-
xorepanuu 31% KIMEHTOB COOOLIMIIA O TOM, YTO OHU JITa-
U CBOEMY IICHXOTEPAaIrleBTy HAC4Y€T OTCYTCTBHA y HUX
CyMIIMaNbHBIX MbIciel [76]. CnegoBarenbHO, HHTErpalUs
pasHbIX (OpPM KIMHUYECKUX CYXKIEHUN — palMOHATIBHBIX H
SMOIIMOHAIBHBIX — MOXET CTATh MOJIE3HBIM HHCTPYMEHTOM

help repair ruptures in the therapeutic relation-
ship [72]. Furthermore, effective management
of negative countertransference and the even-
tual formation of a good working alliance has
the potential to mitigate or reduce suicidal
ideation in a number of cases [73].

A substantial body of research supports
the notion that the emotional response of clini-
cians has a direct impact on treatment outcome
[24, 57]. Evidence suggests that countertrans-
ference reactions are inversely related to ther-
apy outcomes and that successful management
of countertransference reactions is significant-
ly related to better outcomes in therapy [32].
The stakes are undoubtedly significantly high-
er when this idea is applied to work with sui-
cidal patients. It has been suggested that un-
managed countertransference reactions may
even contribute to patient suicide [51]. Con-
versely, successful management of emotional
reactions in therapy on the part of mental
health professionals has been shown to result
in faster decreases in suicidal ideation among
patients [73]. A retrospective study conducted
by Hendin and colleagues [18] found that
clinician anxiety preceding the suicide death
of a patient resulted in coercive or ineffective
actions and insufficient treatment of symp-
toms. This notion is even more alarming when
coupled with data suggesting that clinicians
may often be totally unaware of their own
emotional responses to patients and thus, may
be unable to appropriately identify or regulate
them [74].

Awareness, Training, and Clinical Impli-
cations

As discussed, when treating patients at
risk for suicide, clinicians often struggle to
identify signs, symptoms, or significant events
that precipitate a suicide attempt. As such,
clinicians’ emotional responses to the patients,
or countertransference, is an important metric
to be used in the treatment process. While the
research on clinician’s countertransference is
still thin, there is strong evidence that quanti-
fying clinicians’ emotional responses may help
enhance potential patient suicide risk assess-
ment, notably without the need for, or reliance
on, patient self-report. Indeed, disclosure of
suicidal ideation is difficult for many patients
due to the stigma and / or fear of hospitaliza-
tion [75]. In an anonymous survey of patients
in long-term psychotherapy, 31% of individu-
als reported having lied to their therapist about
suicidal thoughts [76]. Therefore, integrating
various forms of clinical judgement — both
rational and emotional — would be a helpful
tool to integrate into patient assessments.

Further research to confirm the ‘paradox-
ical’ clinician’s countertransference response
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JUTSL OTICHKH TTallieHTOB.

HeoOxomumpl nmanmpHeWIWe WCCIEAOBAaHUSA IS TIOJ-
TBEPKICHUS «I1apaOKCAIbHOTO» KIMHIUYECKOTO KOHTpIIEe-
PEHOCHOTO OTKJIMKA HAACKIBI M TUCTpecca / m30eraHus, a
3aTeM — Pa3BUTHE CYMIEPBU3UN W TOMIEPKKU KITMHHAIIUCTOB,
o0y4deHre OILEHKE M TOHHMAHHWIO CBOMX AMOIIMOHAJIHHBIX
OTKJIMKOB Ha TAIMEHTOB. TeM He MeHee, ¢ KIMHUIECKUM
OmbITOM WK 0e3 Hero, 3ajada CaMOCTOSTETHHON WHTEerpa-
U OecCO3HATENbHBIX TEHACHIMA B Hallle CO3HAHWE OYEeHb
cnoxHa. CiemoBareiabHO, HEOOXOAMMA M3MEpHUMasi, CHCTE-
MaTHYecKas OIICHKa CBOMX OTKJIHKOB, Takas kak TRQ-SF:
OHa CIIOCOOHA TMOIEPKUBATh KIMHHUIMCTOB, CTPEMSIINXCS
cthopMHpoBaTh OOBEKTUBHBIA B3TJIAI Ha CBOIO POJb B JHA-
JUYECKUX OTHOIICHUSX, M OJHOBPEMEHHO ITOMOTAeT yKpe-
MTUTH TIETTIOCTHOCTD AUAIMYECKON CBS3H.

3axkntoueHue

Cynnmn — cepbe3Has mpobiaemMa 31paBOOXpAaHEHHS 110
BCEMY MHUPY, OJHAKO €ro MOXXHO MPEIOTBPaTHTh, 001anas
JIOJDKHBIM MHCTPYMEHTapueM u pecypcamu. OH U3 TaKUX
WHCTPYMEHTOB — KOHTPIEPEHOC KIMHUINCTA, SMOIHO-
HAJNBHBIN OTKJIHMK, KOTOPBIA BO3HHWKAET BO BPEMs B3aUMO-
nedcTBust M (OPMUPOBAHUS OTHOIICHWH C TAIIMEHTOM.
MHorue KJIMHAIUCTHI COOOIAIOT O YyBCTBAX JHCTpeEcca U
0e3HaIEKHOCTH — 0 (hOpMax HETaTUBHOTO KOHTPIEpEHOCa,
KOT/la O0IIalTCs C MalUeHTOM, HMEIOIUM PUCK CYHUIIHIA.
JIto00MBITHO, YTO B HMCCIENOBAHUSIX OOHAPYKMBAETCS OJI-
HOBpPEMEHHBIE COOOIIECHNS KIMHUIMCTOB H O MO3UTHBHOM
KOHTPIIEPEHOCE, TAKOM KaK HaJ(eX/]la Ha MPEACTOosIIee Jie-
yeHne. XOTs UCCIeA0BaHus B JaHHOH cepe TOIBKO 3apo-
KIAFOTCSI, TH OTKPBITHSI MHOTOOOEIIAOIIH, U JallbHEHIIIe
YCHITUS CTIEAYyeT HANpPaBUTh HA pa3pabOTKy CIOCOOOB MpH-
MEHEHUSI TAKUX OTKIIMKOB JIJISl IIPEBEHITNH CaMOYOHIACTB.

of hopefulness and distress / avoidance is
therefore needed, and from there the develop-
ment of supervision and / or support for clini-
cians to be able to assess and understand their
emotional responses to their patients. Never-
theless, with or without clinical experience, it
is a difficult task to integrate unconscious
tendencies into our conscious mind without
guidance and / or assistance. Therefore, a
quantifiable, systematic assessment of the
responses, such as the TRQ-SF, would be an
additional layer of support for clinicians to
more objectively view their role in the dyadic
relationship, while maintaining the integrity of
the dyadic bond at the same time.

Conclusion

Suicide is a major global public health
concern, and one that has the potential to be
preventable with the proper tools and re-
sources. One such tool that can be leveraged
is clinician countertransference, or the emo-
tional response elicited during patient interac-
tion and relationship development. Many cli-
nicians report feelings of distress and hope-
lessness, forms of negative countertransfe-
rence, when interacting with a patient at risk
for suicide. Interestingly, researchers have
found the same clinicians concurrently re-
ported forms of positive countertransference,
such as hopefulness for the future of treatment.
While research in the realm is still in nascent
stages, these findings present an optimistic
avenue through while future energy can be
focused to further develop the use of such
responses for suicide prevention in the future.
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CLINICIAN EMOTIONAL RESPONSE TO PATIENTS AT RISK OF SUICIDE: A REVIEW OF THE
EXTANT LITERATURE
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Abstract:

Suicide is a major public health concern, representing the 10th leading cause of death in the United States, claiming the
lives of over 48,000 individuals each year. Globally, estimates of annual suicide deaths reached 817,000 in 2016, with
the number of global suicide attempts reaching an estimated 25 million each year. While such staggered rates has
prompted countless efforts by researchers and clinicians to identify precursors and establish diagnostic tools,
our ability to identify individuals at high risk for suicide and predict the occurrence of suicidal thoughts and behaviors
(STBs) has not meaningfully improved, nor has our ability to predict when suicidal behaviors will occur. Accordingly,
there remains a need to improve our assessment and prevention of STBs in the short term, as well as develop and vali-
date clinical instruments to aid in this effort. One avenue in which prevention efforts have focused is that of health
care, specifically mental health professionals. Indeed, clinician judgement remains one of the most relied upon tools
for establishing suicide risk among patients as identifying signs, symptoms, or precipitating events are difficult to accu-
rately distinguish. In this paper, we explore clinician countertransference as a potential indicator of patient STBs, be-
ginning with the history of countertransference through the lens of the psychological field, diving into the different
types that can be experienced by clinicians (positive, negative, mixed), and arguing that the presence of a mixed re-
sponse could hold the keys to future patient suicidal action. While research in the realm is still in nascent stages, these
findings present an optimistic avenue through while future energy can be focused to further develop the use of such
responses for suicide prevention in the future.

Keywords: suicide, suicide prevention, countertransference, clinician judgement, therapeutic alliance, MARIS
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