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CHAPTER

I

INTRODUCTION

That suicide is a natiqnal problem in terms of
incidence (one every 28

minut~s

in the United .States),

its consequent loss of potentially produc.ti ve li yes and .
its impact on the families and .friends of the suicides
hardly needs documentation

.(F~:i;-ber,

1968) •

of :1f:he acuity of this problem is the

f~1e:t

Ref lee ti ve

;that, since

1957/ more than 1200 books o;n suicide have. appeared,

countless journ,al articles have l;:>een written, and. one
journal dedicated total+y to.:;>uicide has emerged (Foote,
.1972).

pared

Most.of
b~

these~publica"l:ions

are technical, pre-

(and for) sociologists, psychologists, and

.suicidologists working in

th~

~00

suicide prevention

c.ePters now pperatin<.1 Gl+O'lnd the c;:ountry.
a suicide

prevent~o;n

Paul Pretzel,

counselqlf, says that at the Los

Jl.*ngeles
Su:tcide
Prevention Center
(one of the nation's
.
.
.

oldest) about 9,000 calls

af~

r.eceived each year; he

estimates that 15% of these:a:i::e rated "high risk."

This

judgment of "high risk" continues t-.o be a problem for the
1

2

serious suicidologist, psychologist, or counselor.

Since

this judgment is so cri tica:1·, rriuch work has beeh done to
make this judgment rriore'. reliable ''and certain.

In spite of years of training and clinical
experience and a plethora of pilbllsned research data,
validly assessing t11e suicide· potential of an.individual
continues to be!·a difficult t~sk~

More than many other

psychological phenomena, the processes by which people
become suicidal are very complex and unique.

Heightened

suicide risk is considered to be associated with depression in general, and with specific difficulties such as inadequate interpersonal skills (Fawcett & al., 1969).

But

the variability among diagnostic groups, as well as within
groups, in the processes by which these difficulties occur
is not only overdetermined and difficult to isolate, but
often unpredictable.

Indeed, in many cases, a precipi-

tant seems almost ludicrous (Menninger, 1938).

In others,

the precipitating event leading to a depression or other
major psychiatric illness is clearly evident and "under-"'
standable."

In no case, however, are all the factors

kno1rm; nor do they duplicate any other seemingly similar
set of circumstances.

Thus, it is safe to say that, as

far as present knowledge goes, there is no personality
structurp or dynamic which can be labeled "suicidal,"
such as can be done with schizophrenia, depression, and

3

the major character disorders.

Rather the factors which

are presently assumed to be associated with heightened
suicide potential are largely covert rather than overt,
difficult to identify and isolate, and thus often
unpredictable.

As such they constitute a rather unique,

but important, challenge to tha practicing clinician,
the mental health educator, and the clinical researcher •

.'.
..

'

...

r

CHAP'l?ER

II

REVIEW OF THE!LITEAATURE
Attempts to assess and::,predict suicidaJ. behavior
have .been of three general types:
. 1.

<the use ,of standard psychological asses.sment

techniques,
2.

the cOli.l'struction o:f'clinical techniques speci-

f·ic to the task of evaluation of suicidal potential,
and.,:.

3.

the use of personal·history and psychiatric

status data.

With few significant exc.eptiQns,, the resea:irch thus far
hp.s not

prov~n

consistently f:,:uitful.

Of the standard psychological techniques investigated (TAT, MM.PI, Rorschach,.Rosensweig Picture Frustration Test,

l3end~r-Gestalt,

Semantic Differential, and

Brief Psychiatric Rating scale), all except the Rorschach
and the MMPI have'either produced negative results or
failed to hold up under replication (Lester, 1970).
Using·profile analysis of the MMPI, Devries and Farberow
4
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(1967) were successful.at significantly d.ifferentiating
threateners, attempter1s11 completed suicides, and controls,
and Devries .and Schneidman (1967) established the reliability o:f ..MMPI profiles over time.
The Rorschach, however,, shows mor.e. promise,
pe+h~ps

primarily because

~it.h

it.

four

diff;~rent

m~})..more

work has been done

.Research :based on the Rorschach has investigated
a,spects of this technique:

c;\nd ratios., single. signs, and .content.

de,te:qninants

.Thus far 1 reliable

data.have resulted only from the study of single and
multiple signs.

Among these Efigns are:

human movement

characterized by animal content, and. the combining of .
chromatic color ar+d shading

;i:;-~~ponses

(Frederick, 1969).

This last ,sign·- the color-$pad-ing response - was first
.;

reported by;Applebaum and Hol:z;¥1an (1962), and then

rep'.licated :by !\.pplebauro
was not repliG,ated by

and~

Colson (1968)..

Neuring~:u·,

The finding

Mc Evoy, and Schlesinger

(1965) in a. female population,: however.

Piotrosky (1970) has.juf;!t recently developed

a

Suicide Scale consisting of 14 signs which he feels may
serve as .qriteria for distinguishing between future
successful .anq unsuccessful su;icidal behavior.

Further

data a.f Piotrosky' s ( 1970) indicate a consistent Rorschach
profilf.; of pa.tients who kill themselves within a year of
the time when they

were,teste~.

Interestingly enough,

6
many of these response patterns parallel interpersonal
skills which Fawcett (1969) has found to exist in the
high-risk 'suicidal patient.
Somewhat more promising, as a group., are those
techniques which have been devised specifically for the
task of assessing suicide potential (Lester, 1970).

First

among these techniques was a sentence completion test
constn;icted by. Efrom (1960).
t,-

However, four staff

l

psychologists were unable to classify the data at a
I

''

'

level better .than chance
into
.the
three
study groups
!,
'
\,
i
.
'
1

(suic~dal,

assaultive, and noq-suicidal).
"':

~t

results of .this ,study,
,)

was concluded that it is doul>t-

~)

'

Based on the

•

Ii

'

ful that a sentence.completiqn
instrument
.
(
-~

~lone

can serve

'

sui,cid~

to reflect accurately

sid~,

On the posj,tive
)

~

·.

'

potential.

. .:

''

cqgnitive
task devised by
:
~

Esler (],.965) and a Potential
Sui..cide Inventory Scale
.
.

au~hored
'

by
, .• :

D~vries

I

~

(1966) have showed initial success
':

'

•

f

,

in differentiating suicidal from non-suicidal persons.
The study ,by Esler (1965) con$isted of asking suicidal
and n.on-suicidal

schizophreni~s

to rate 200_ i terns (later

.requced to 30, with the same results} on the basis of
their importance.

Suicidal patients indicated signifi-

. cantly fewer items as being important than did the nonsuicidal patients.
Based on the critical incident technique, Devries

\
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(1966) extracted from the literature all characteristics
of suicidal individuals. 'These characteristics were then
converted into

55

items which were administered to both

suicidal and non-suicidal indi~iduals.

In both the·

original study and the two.replications thus far reported,
13 of the original 55 items c6nsistently differentiate the
two groups significantly.
It has been observed by various investigators
that, as a person becomes more suicidal, he sees less of
a future for himself .· (K~stenb~~n( 1959; Applebaum

&

Holzman, 1963; Farnham, 1964; Achte, Stenback, & Teravainen
' '

I

'

i966; Vindoda, 1966; Farberow & Mc Evoy, 1966; Freeman,
19G7; w:llson, 1968; Voth, 1969;'Brockup, 1970; Melges &
Weisz I 1971) ~

Such findings are in hannony wi-th Farber Is

TheorV o f stiicide (1968) , which' calis suicide a "dfS'ea~e
of· hope."

Acc~rding to ·Farber;' .,.•• ~ when the life outlook

is of despairing hopelessness ~·.-. suicide occurs (p. 12)."
Fi:'.6rit a psych6analytic poin't oi'\,iew, Podolsky (1968) states
the 's-ame i'.dea ino~e genera.lly: ''The efficiency of the time
yt:-._ ..

appar1:tus. is an index of efficiency of the person as a
whoie (p.' 141) ."

Thus, one might expect to find that one

1

who i s about to terminate his l'ife (render his· efficiency
zero) would also show a partic{ilar flaw in his "time
apparatus."

Thus, Yufit (1970; in press) has investigated

the time perspective of the serious risk suicide to

\

8

determine if this is indeed so.

His method represents

a novel approach to the· assessment of suicide potential,
H

via an instrument devis'ed specifically to assess a:n area
(time) considered to be theoretically related to suicide
potential and it has shown promise in i t·s ability tb do so
(1970).

More attention to

ana des-cription ·of this will

I

be given later.
The third major approaeh·to the identification of
suicidal individuals has beefu
of personal history data-.

~hrough

the systematic use

G'r-0\lps of i terns which success-

fully> differentiate the suicidal from the non-suicidal
indi vidaal (·such as age, ·sex,· (l'rtari tal status, early
parental: loss, recent loss/ ~d ·previous attempts) have

1

been compil.ed by Pokorny ( l960l-: by Farberow and Mc Evoy
(1966) at the .:Los Angeles sui:-Cide Prevention Center; by

Tuckman and Youngmad :( 1968} ;., byi'."!Je'.an et al. ( 1967) ; and

by Wold ( 19:68) - al·so of the Us Angeles Suicide Pre- ·
vention

Center~

The information used in all·these studies

is based. on data -whi:'ch 'are reutinely secured by the
.therapist and/or social

worker~

on admission.

These·

studies primarily represent' an attempt· to more fully
u·biliz'e data which are normally available (e.g. / age, sex,
race, marital status, employmeht status, self-report of the
intent' to die, etc.).

Cohen et. al.

(1966) found four-

teen of Tuckman and Youngman's.(1963) indices to be valid

9

indicators of suicide potential in their study population.
The remainder of

Tuc~qn ~md

Youngman' s indices .did not

p;i:-ove useful with Cohen '3q sairip:},~, however, while other
variables which Tuckman and Youngman have found to be.nondiscrim~nantr

discrimi.nant.

\<{ere found by, .CpP,en et al. to be highly
It thus

app~a~s.

can be ,used fa,i; all; patients,.
th~s

that no one set of.

~nd

cr~i~eria

that further efforts in

arep should be directed toward the establishment of

. cri teri.a fo:z; specifit;: patient,

~:t;~ups

based on. diagnosis,

socioeconomic status, and ot,he+, relevant demographic
v,~ria.Ples

(L~ster,

1970).

· one key element to
J:ii~tory d~ta
~1o~t

is

b~ Jpo~ed

-:- and Fawcet,t, C+969) considers it one of the

impprtant. for predistio:q.

:~hat;

of

(Fairb~nk,

for in personal

~mpaired

·~md

preventive treatment -

.capacity f.Or interpersonal relating

1934.; Far};>.erow & Mc Evoy, 1966; Rushing,· 1969;

Debries~

.:i,.968; Tuckman & Cannon, 1962; Seiden, 1966; Barter

Swaback,

&

Todp., 1968).

Ruben~tein,

Moses, and Lidz · {,;L958)

pointed out,. that suicide attempts of high lethality e;howed
a lack of any interpersonal;a.:i,m, whereas in those of low
lethality in;terpensonal 9ains were clearly the object of
the behavior
..
' '
A study by Fawcett, Leff, anq Bunney. (1969)
indicated a high incidence pf specific int;.erpe:csonal
characteristics in patients who.made

~erious

attempts at

10
I

suicide, which were inqependently.recognized l;:>y other
investigators:

Int,erpersonal Incapacity ,. . the inability

"

r~latip.nships

tq maintain warm mµtual

with the consequence

of poignant isolation (Wil.son, 1968; Rosenberg &. Latimer,
1966; Von. An.dies, 1947; Ja,u-Taµsch, 1963; Reese, 1967.;
Applebaum & Colson, 1968.) ·' Ma:rit:al IsolatiQn - isolation
in spite of appeara,nce of _ma:r;ri~ge -

(Str~ker,

1958;

Li'tlnan,,1965; Ritson, 1968; yinoaa, 1966; Hatten, 1964;
Gol<:;iberg & .Muc;l.d, . 1968) , Dist9;&\;ed Communiq!tion of
.~ay

Dependency Wishes, i.e. , in a
support or <.1ratification -

tha.t .would ;not lead to

( BlaQlll, .. 1967;

~obins

t l sl·,

1959; Tabachnick, 1961; L.ttman,. 1964; Darbonne,, 1969).,.
and Help

Ne~ation

- the

pati~ft:.

pe.+sistently. withdraws

from, terminates, or denies any help or relationships
with significant others
( S_toll<=ir.
& Estes, 196.0;
Farberow,
.
. .
.
'
~

Schneidman, & Neuringer,_ l,9Q9 i.'.
Mip.tz, 1961)~

et al., 1968;
Mc Dowall _..,
~

{ ,J

An approach t.o ~he assessment of suicide pot;ent,ial

that hµs recently
Time Questionnaire

sho~

1

sign~ \of1

deve:1.o~d.

.promise. is that of the

by Yufit (1970) at Illinois

state Psychiatric Institute ( I.~S
.• P....
I.).
\:
·,

involved with a,
toql.

s~S.heznatic

'

'

He has been

plan of.:.-.,research with. this

He and his colleagues·have found in their p;ilot

study that

the:~ore. d~pr,essed,,

suicid,al, patients had a

significantly different time .perspective than .did out- .

11

patients and non-patient controls.

For example, the

clinical groups showed ies·s orientation to the future,
and were, in effect, mo:t'e,ori~nted to the past ahd the
present, in this projeCtive' t'edmique of time perspe'ctive.
Benzi.es ( 1971) established the· reliabili ·ey of the instrument and helped to refine it'; 'ai\a replicated the results
of the earfiier study.

·ite6ent data (in press) also

.

l .

.

replicate earlier''findings·as they expand the clinical
and controi groups.

It is significant that the data of

these studies' a'lso' \./ere ana:l~ed to control for the
possible· confounding ef"fects Of" age, diagnosis,· psychomotor retardati·on; ahd inter1si ty of depression~ so that
their influence as likely contaminating elemen'.ts was
minimized.•·
Yuf:i..t ''s data indicate that high risk suicida1
patients sco~~·sighificantiy differently on his' instrument
from match~d low risk and

no

titsk patients and also from

various diagnostic categories. ·" 1 ·For example,· the instrument
has distinguished between hig'f{ risk suicidal: and low risk
suic'idal depressed patients.
In light of

whctt

...
' '

has'b~en·sa:id about the assumption

that ther~e ·is no personality struci:'..ure or dynamic that
can be labeled "s.uicidal, " it :is interesting to speculate
whether suicidal patients (hiqh risk) always have a ·
different time perspective, or whether - and this seems

12

more likely to this writer - their time perspective
changes with the states. that can be termed high risk,
~'

I

low risk, or non-suicidal.

That is to say, is their

particular tirne perspective a trait of people who tend
to become acutely suicidal, and therefore a stable
characteristic'of their personality, or iindeed is th.is
time perspective t:ransient,
·:fac·tors that create the

ti).,. e ~·

sui~dal

/ caused by the same
crisis, and does it pass

with' the passage of the cris:i:si event (:s.)?

question that this reseg,rch 'i. s

It is to this

~ddressed.

suggestive of the-latter hypbthesis is Melges
.and Fougerousse ., s finding that: time percep.tion is variant
with Vqrious

~ot:ional

states (1966).

Although he was

dealing with psychotic patients measured during and
'after' psychotic state'S, he did.. in effecb find a difference.

His .findings are in no way probative, but they are

suggestive.', of the latt.e:t hypothesis.
,

·: ·etne ·may also reason

fir~

some empirical data not

.directly concerned with t.heplt"Oblem of change·in time
perspective.
a different

It, has.been rioted in Yufit's r.esearch that
time~

perspe.cti ve :lwas. found ±n .suicidals .from

that of ou:tpatiehte and that: of "non-clinical controls.·
Although the Iat:ter. two were, not significantly dif'ferent
statistically, their mean sco'res on most measures varied
in an expected direction, i.e ••. , non-clinical controls

13
were more oriented to the future, less absorbed in the
past, ·etc.

One can fitid some confirmation of Podolsky' s

.
above-cited contention
~·

that the efficiency of the time

apparatus is an index of the efficiency of the person
as a whole.
Also, Yufit's data (1970, in press) reflect the
results of Stein et al,

(1966).~

Their study indicated

that depressed patients proj€!et less into· the future than
do schizophrenics, and ·they, .:in turn, less than· normals;.;
His mea·sur·e, The Future·

Event$~

{Stein and Craik, 1965)

6bnsists of 36 it'ems in whio'h 1the subject is to project
certain events ·- ge·tti·ng 'ma:r::Ti.ed, dying, etc .. - · into some
future year·;.

This same instrument has been used by other

researchers to show differences of time perspective
between delinquents and non-delinquents (Shybut, 1968;
Wallace, 1965).
Roos and Albers (1965) used Roos' Time Reference
Inventory (unpublished manuscript) to study the difference in time perspective between alcoholics and nonalcoholics.

They found that the temporal orientation

of the alcoholic is characterized by a short range view
of the future and a perception of the past as satisfying
and the present as depressing.

This is interesting and

germane in light of Merlninger's concept of alcoholism as
slow suicide (1938).
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Foulks and Webb (1970), using the same Time
Reference Inventory, compared time perspective on the
basis of nosological categories of subjects (chronic
schizophrenics, acute schizophrenics, depressed,
aJ.coholics, and normals).

They found that the depressed

and alcoholic groups did.not vary significantly on
future extension, but both prejected less into the future
than did" schizophrenics, and !i>Chizophrenics projected· less
int,0 the future than.did the nqrmal group. ·These findings
are in ,harn;iony with those of Roos and Albers (1965) and
'

'

'

••'>

I

those of Yufit ( 1970 i in
that,. correlations for
group~

press»~~,

test-re,~e.s'G:

we:r;e genera.lly high

'·'

(

reliability wi,thin

~nd.significant.

I

'J

Also, Foulks found

~

(1

CHAPTER

III

RAT IC NALE

The purpose of the ·p:res'ent study was to test the
hypothesis tha~ the time'pe.rspec'tive of high risk
suicidals is transient, related' to their risk status,
and not a perrnanent·traitof the±r personality
organization.

As was describ.ed: above, their time
·,.

perspective is characterized
the future, short future

oY l'ittle

orientation to

proje~tion, and preoccupation

with the past and pres~rit. · Thus'''it was hypothesized that
1t

....

,,

·,,.

j'

when the suicidal crisis passedand the patient was no
longer' high risk, the ability tc(project into the
future, for example, 'would ch<iirtge i~ the direction of
th~ non-clinical subject, i.e.>''he would project further

into the future arid'see it as more hopeful.
In terms of Farber's (f968) theory of suicide,
the possibility of suicide (Sf is directly related to the
strength of thl;eat (T) and inversely related to the
person's sense of competence (C), or, more generally

stat~d, the possi~ility of su{cide is inversely relafed
to amount of hope (H).

He states these relationships
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T
1
S = C = H.

in mathe..matical form, .thus:

thre.~t .~nd

greater .the sensed

More

the less the

s~mply,

fee~ing

the

of

competence, 'the more likely suic:i,,de will occl;lr . . Fo,r
Farber, the concept of hope is the concept most closely
and powerfully related to,,suicide:

a

confident expectation that
The objects of hope· and its

"Hqpe • ••

• entq..;i.ls

¢i:esired outcom.e wi],l qccur.
l~vel

of intensity represent

central determinants of .huma?l\behavior.

For man is a

future-oriented animal, · perhap,s, ,uniquely so. , Much of

ll

his world is one of expeqtatj.qns .....

is.~

the

1if~

outlook· is o.f de,spa,i.ring hopeleW>ness that suicide occ'l,l,rs
(p 12.) .

11
. ·.

Sinc.e hope I l;>y its

related to

futur~

;V~r,y

nature I is

time pe:J:"Spe,ct..ive, one may say that .

the less hope there is, the ,l9tss.elaborate future one
would conc.ei ve. · One would .then. •S..\lSpect that such a person
would show. this time perspect;iy,,1 in which he saw less into
the

future~

Insofar as Farber does relate this concept of

hope to threat,

on~

would

legi~imately

with the amount of stress or

th~eat

expect it to vary

that a person may be

feeling at the time ..
Also, Lewin 1 s field :thepry would lead us to predict
that time perspective does chang.e over time:

"It is

important to realize that the psycholog:i,cal past and the
ps¥chological future are

simu~taneous

parts of the

psychological field existing at ,a given time t.

~

perspective is continually changing (italics mine).

time

·17
According to field theory, any type of behavior depends on
the total field, including the time perspective at that
time .... (Lewin, 1951, p.54)."

one would suspect that, as

one.' s hope expanded, his vision. into the future would
also expand, and a tiIQe perspective closer to that manif~sted

by a non-clinical population would result, i.e., he

would see more of a future fo:rhimself.
Hence, it was importan.'I:;. for the purposes of this
study to evaluate this hypothe;sis.

Lewin's theory states,

rather than demonstrates,.· that: time perspective is continuall¥ changing, and it does.not specify the phenomenon
in the case described here;
situation.

It will be

a~.iSUicidal

rememb~red

vs. a non-suicidal

that Melges and Fouger-

ousse (1966} did, demonstrate aishift in time perspective

--------

between the psychotic. and•

."

.non~ps·ychotic
r':'·'

state, but their

:

measure was one of time· perception: assessing time
. I..

l

!

intervals between events.
It is cr,i ti9al ,to have:, awailable methods for
determining both.whether a

giy~P

patient is a high-risk

t'· ..

suicidal. (lru;'l.when hi~ high ri~k status.has passed.

This

.<J'

clinical. judgznent . aboui a patient is.crucial, and any
instrument that may be helpful in making it more reliable
is a great asset.

.

But if one is going· to use.time perspec'

tive for a measure of suicidal risk, he must demonstrate
that the time perspective does indeed change with the risk
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status of the individual (high risk to low risk).

Then one

can proceed to quarit:ify·:;t;he ·degree of suicidal risk. and to
.,

determine such things as cutoff scores for high risk status
and the termination of high risk status.
Thus, in this research, it was hoped that the
patients who are----judged "high risk" would show a different
measure of time perspective after the

~igh

risk had passed,

compared to their scores during their high risk status.

It

must then be left for future research to further quantify
degrees of risk, by establishing specific ranges of scores
for different degrees of risk.
Hence, it was hypothesized that:
1. The experimental: (suicidal) group will demonstrate a change of time perspective between time
of admission (test) and time of retest (when
patient is judged no longer a high risk suicidal) .
This change will be in the direction of the nonsuicidal and will be operationally defined as a
statistically significant higher score on the
measure of time perspective at the time of retest.
2. The control group, will not exhibit as much
change as the experimental group on the retest.
3. Of the scores comprising the total scores
(present, future, and past), the greatest contrast
between the experimental and control groups will
be found in the future scores - that aspect of
time perspective most closely related theoretically
to suicide.
4. The control group will project further into
the future (years projected) than will the
experimental group at time of admission.
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5. The experimental group will project further
into the future at time of retest than at time
of test (admission) .

..

)

I. .

•. l

··1

:
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.~

This research project in'\>ulved a control and' ari'
experimental group.

Thee:x:~ei!i.m~ntal group consisted'

of

thirty high~risk suicidal pat:i:·ents and the control group
of low-risk or no-risk pa'.tiedtl3., 'rhe criteria for highrisk status were 'three!
1.

Psychiatric h:ospi tcflization as a result of'·

some 'iife..::.threat~-g :···bEl!h~vior.
' 2.

A score of at least-'':50 on the Weisman and

Wbrden Risk-rescue Rati'ri9 Scale.
3.

A 'po~iti ve or esseh~ial adrnissicm of intention

to Cdmrnit suicide.
To determine h:i'.gh...;risk status' of a given patient, the

ex-

perimenter 9r·another member df 'the Suicide and Depression
Research Unit at Illinois stafe Psychiatric Unit (I.S.P.I.)
talked to the patient arid fi11ed out the :Risk-rescue Rating
scale (see' "Instruments" below') •

If the patient received

a rating of fifty or greater t>ri this scale, he then was
1

iriterviewed to ask his intention with regard 'to his lifethreatening behavior.

On the basis of ·this interview

(See Inteht-a:ssessment Interview below) , in conjunction
with the score on the Rating; patients were assigned to the
experimental, i.e., high risk suicidal group.

Those who

satisfied the three criteria listed above were administered
20
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{1970).

Questionnai~e

Yufit's Time

Originally it was

planned to administer Rqo.s' Time Reference Inventory to
\'I

the experimental and cQritljol groups, but becau$e of the
nature of the instrument (see Appendix C) and level of ego
functioning of the experimental group, the data acquired
were not. susceptib.1,e to scorin,.fJ q.nd statistical analy,sis.
It is composed of thirty

item~1_,

·~·"

time in my life is the

"present, past, or future"
statement is,

WqS

of the protocols were

Th~.patient

:anq.
b~

or will

like "The most important

list the age at which the

t,r,:ue, respectively.

un$corabl~

'

items or omitted the age or

g.~ve,

Henqe, only yufit's measure

p~oQ.uced
,1,r \

'

..

~"

•·

a. span of years for the age.

.

chap~~r

.

'""1-'

'

'

and capable of statistical anaJy:sis.
given to this fact iri

Eighteen

because the patient omitted

.•·

'

b~

must check off

,I

data. that were scorable
More attention will

four, "Discqssion."
'

These initial procedures ¥ere done within one week
of the subjects' admission to fi,.
. psych;iatr~c ' hospital,. or. the
.. .
''

psychiatr--ic unit of

q

gereral h.ospi tal in the, Chicago . area.

AlSio, ,at this ~ime, fhe ~atient;s therapist or th~ PFincipal
..
"

prof essi0nal .person in charge
be

r~f erred

i:fo simply as

o~
·•'

,

\

the patient '·.·(henceforth to
'

(

th~raJ?i~t)

filled out Overall and

Gorham's Brief.Psyc:hiatric

Rat~n~.

t}le,rapist was requested

inform the experimenter when,

~o

Scale

(196~).

:in his judgment, the suicidal pri,s.i,s was past.

The
'

He was

requested to use as a basis of this judgment a score of
zero on the suicidal ideation rating scale (confer
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below for description and rationale).

At this time, the

patient was readministered the two measures of time perspective.

The therapist filled out the Brief Psychiatric

Rating Scale on the patient qgain at this time.
The control group was composed of the same number
'

.

. "~·

·

.

.

o

,

'

'

I

"

.:·.

(30) of psychiatric inpatients at r.s.P.I., judged to be
¥'''"

"scale men1ior+ed above.
~

'

•

1

.~

'

,,

I<

'

•

•

•

'

.,

.ideation

•

• •

,:

~;

•

ol:?tained from his clinical

diagnostic assessment of t:tie.R,atient.
y

•

The basis of ·the therapist tis

• '

q~_"t;..;:t, h.~

judgment
. ''"
..
-consisted
....
,...
. pf, t.he

..

suici~a,l

non-suicidal if t,.hey rated.zero on the
~ating

.,

...

Therapists at

I:s.P.I. may be psychiatristsh_,1.psycholog;tsts, or social
workers or the psyohiatric re'~l.pents, psychqlogy. interns,
\

,

'!

or trainees who are superv.is~. by them.

Th.e control group

was' ·equated with -the experimen,tr:al group, using group means,
••

'

•

1·

t

r~·

, ·

in age, sex, socioeconomic sta;t.us, minority group identifi~
..

I

cation, and level1 of pathology (on the basis.qf the Brief
.
.
P~yTdatric

Rating Scale) .

for.the two

group~

'

Time between

~es~

and retest

was also similar. : (See Ta:p1e 1)

The

·cpntrol,grqup.was ~dministered the Time· Questionnaire and
,. ~ ; t·

'

<'-

the Brief Psychiatri,c; R;;:tt,ilJ,g Scale within. a- We·ek ef ·their
admission and again at· a time that was equivalent for
1

•

1

both groups.

The.
Control Group
was
.,,
- .
'~''

'

'"

'

"

'

dra~

•

. fro11:i,. a

I

,

larg~r

population of 451 inpatients admitted to I.S.P.I. between
March 1 and October 1, 1973.

Psychosis did not exclude

subjects from either group.
SUBJECTS:

The control group was comprised of patients
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TABLE l
Composition of Experimental and Control Groups
Experimental
'

.

sex

13 males
l7 f ernale..s
!1e~n

Age

S.D.

4

Socioeconomic
Status
(U.S. Census
Bureau
Classification)

4

1
6

8
/

3
.

.

.

'

= .32 ...:~ years
= 10.14

Ethnic
Identification
Test-Retest
of

Pathology
Score

.5 Blacks

'

' .'

.,

Mean
S.D.

=
=

33,7,years
10.62

4 white collar

prof.essional
4 white collar

managerial
4 blue collar

skilled
1 blue collar

unskilled
6 housewives

8 unemployed
3 students

l,

24 Whites
'

1 Mexican-American

24 Whites
5· Blacks
1 Mexican-American

Mean

=

=

33 days
22. 91 .

Mean
S.D.

=
=

33 days
22.89

Mean
S.D.

=
=

52 .4 .
11.14

Mean
S.D.

=
=

51.63
11.18

s.n.

Ip.~~:-:val

~ve+

professional
white collar
managerial
blue collar
ski,lled
...-:
blue collar
unskilled.";,
housewives
unernploy(:'!(i_
students
.:·1,

'

Control
13 males
17 females

.,

'
4 white collar

''

I

.
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1

drawn from the inpatient,se+vices of Illinois State Psychiatric lnstitute accordipg to the criteria cited aboye.
The

~xperimental

group was drawn from those admi t,te~ to

several hospitals as F
behavior.
~hicago

rE?:~ult o~

some life-threatenin9

These hospitals copsisted of I.S.P.I., Read1

State,

Madqen~, ~.P .•

•

1'

j

•

'

I •... ~.tieuropsychiatric Inst;itute

of. the University. of Illinois).,
Jµveredge, Loyola, Hines
1,~
'

•

}

'

~er<7y~ :~P$i .~ittle

V.• A •. , West Side V.A. ,,

'.

'·'

:

'

Company of Mary.

The 1yoluntary cooperation of .·;the patients was sought by
. explaining that
.~nd~.:r;stanc11Jlo.re

th~ s

.is, . a,

Ji>fl7",~j,e,ct

i.n whi,ch we hope tp

about t~:~ ,:ph~1:?:9m~.IfOn of suicide, ;vi th the

ultiinate .:purpose~..of being

l:>et:t:~:r.,

able to hel,p people who

.may b~come "p~on~ .tq suic;ide,.~ l:: .... ·<.

~;i..9'h-<1;·~.~k

An N of fhi:rrty

sqfficient; to 9ive the

patients was considered

nece.s~.1i\rY

'

power to statistical

I''

)

tests to 'determ:i,n§
significant,,qifferences.
. . ,,
i..::
.
.
'·
t'' "·
·.

.

j

'

The criteria

j'

for,determining high-risk suicidal status have been
.

discuss~d

below.
to

1above and wi;Ll pe

To

~

m~ke

th~ pati~nts

, '

;·.

c;Usqus~es:l
'..

'

~

I ..

under "Instruments"
i

'.

sure the proce?ures were not disturbing
the

rese~rch~r

:1;ou,tinely a,sked their

subjective reactions to the :t:.esting

situation~

INSTRUMENTS:
The Risk-rescue Rating has been used by its authors,
Weisman and Worden ( 1972) ·at Harvard for evaluating risk
of suicide or lethality of attempt.

Its underlying

25
hypothesis is that the' lethality of implementation,
defined as the probabiflity of inflicting irreversible
damage, may be expressed· as a ratio of factors influencing
risk and rescue•

A' suicide attempt of any kind involves

some risk, but any attempt must take place in a specific
set of circums'tances, and sd, 'sti:t•i·val may depend on the
resources. for rescue as well as up6n the specific form of
the attempt.

Fol·lowing the above-c'i ted research (Weisman

and Worden;· 1972), authors judged it "a good descriptive
measure for discriminating between suicide attempts."

It

was also shown that the Risk-r,&$eue Ratings done on 25
patients at the Massachusetts General Hospital Psychiatric
Ward correlate
of

tl~e

·~ with

an indeper.dent clinical judgment

intent to kil.l themselves, made by a staff

psyc,hia.tri st, and ..60 with
For an N of 25 cases., a

Bee~'

s. Medi cal Letha:l i ty. Scale .,

correljl~d.on

greater than

~

49 would

be sign.ificant at the .• 01 leve,i..i one of the principal
reasons for tl1e Rating's effecti;yeness is that calcula:t;ion.
of risk, and, r.e9cue factors, are . primarily related .to
repo~table

observations of what; happened.
-\.

By

~isk

the

..

aut}'l.ors mean the method used and .the actual damq.ge done in
the attempt.

By rescue they meqn the observable,

circumstances and the available resources present at the
time. of attempt, excluding treatment.

Thus, the ratio

of risk to rescue is a balance of calculated factors
related to the degree of irreversible damage and to
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the resources that factlitate or hinder rescue.
These two factors, taken together, give one a judgment
regarding the lethali:ty of·itnplementation, i.e.·, the
estimated probability of inflicting irreversible darrfage
from a given attempt and a lh~~sure of high-:risk status.

In

the Weisman and Wcirden research, interrater

reliability coefficients were high:

for risk score,

.90 and ;.88; 'for rescue score,· '.94 and .78;· and fdr'
.95 ;and .93.

risk-rescue rating,

Also, it was found

that scoring could be 'easily taught to untrained people
· and i·s

no~ubject

to the vagaries of overall clinical

judgments. ·,
;_: ·rn.tent-Assessmeht iif-l:~r~i~~:
1

, "'

·

The RiSk-rescue

Rating provided some idea·~ ~'f"· intentionality in certain
j

cases.

-·-

.'.

< ·.;:,

.•,"t

If, for example, one is saved from death simply

by acbident, an 'unlike'ly event, then one can judge that
..

. . ·• .

•

r

:

:

, ,

1

. .,

-~

.

1

the person most likely"" intended to kill himself.
'this '·is not so clea:·i:-iy the 'cas~ in aii instances.

But
Hence,

an intetv'iew was giveh to aii;~~rtain lethality of
,.

int~ntionali ty.

This' int'~}v'iew'·' ~overs· the patient 1 s'

subj ect:i.. ve reactions to the ·~v~nts in' 4u,es'tion (life. threatening brehaviot)':. It cov1ers: those aspects that
th~

1i terature suggests are 'most important· in·.

determining the nature of

a

sulcide's intention.

Thus,
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the patient was asked ex&<:::tly what he did intend to do,
for the best known and rnost·:teliable indicators of suicide
"

can be obtained by di-rect · inqu·iry into the patient's
suicidal intent ('Pokorny, 1968; Farberow

&

McEvoy, 1·966;

Shein (& Stdne, 1969; Mintz, · 1961; Murphy & Robins, 1968;
Modlini·l970; and Dieberrnan, 1970).

If the patient gave

a positi've admission of tntent:,·e.g.,

11

I really meant to

kill:myself .at the time," and'-this admission was accompanied
by app:ropriate'a~ct, then he was considered· to have had
the intent to end his life.

On the other hand, if he

gave a clear denial of intent, e.g •. ,
what was on tity mind.

"No, I

don't know

I must not have been thinking.·

I

was just cryin9 for help, ·I guess," he was eliminated from
the experimental, suicidal group.
Since' not all statements are so unambiguous'· the
.interviewer may not be certaintwhether the patient di:d·
intend death,· e.g.,

"Well, I

1 ~uess

I must have." . Such

ambiguous· statements had to be clarified by exploring two
areas strongly related to intent; a plan and· the subjective
reaction to· rescue.

Experience has shown that the more

detailed the plan is, and the more lethal the method
contemplab~d,

the greater the likelihood of suicide

(Litman, 1965; Redlich & Freedman, 1966; Bro'Wn & Pisetsky,

1960; Dorpat & Boswell, 1963; Arneson, 1971; and Beck,
1971).

Hence the plan (forethought about the method and

circumstances of the attempt} was explored with the pa-

28

tient.

Also, his reaction to being saved was'determined.

It has been noted that:tlhe reaction to the one who
intervenes ''in a suicide attempt is different accar,ding
to the suicidal intent'•

c.Thus,, those with high lethal

intent feel disappointrrlent,a:hd .anger toward those who
intervene rather than relief, and gratitude (Oliven, 1951'}.
Thus, the intent~assessment interview will classify
possible patients into four categories, the first two of
which will qualify them for .d!ncliusion in the experimental
group:
I.

Positive admissi'Orlof intent to end one's life

(Yes, I really intended .,to kill myself.
die; I couldn't take it ,any more.")

I meant to

This must be

accompanied by seriousness of statement arid appropriate affect.
II •. Essential admiss:;i.iQh of intent,

i~:e

.. , .an equi-

vocal expression (i'.'I guess I did; it seems that way")
that is clarified :.by ifhe existence of a plan. and a
negative reaction to being saved.

A plan is defined

as forethought (as opposed to impulsive behavior)
about the connection between his behavior and its
goal :(killing himsel.f) : '

A.

Belief that what:· he wou!ld do would end in

death,

e~g

.. ,. '"I thought at the time that .•. pills

would certainly kill me;" "I figured that by cutting my wrist :e woulii rbleed .to death quickly. "
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"Somebody once told me this is the best way to
,,•.

''!

be sure to ~~A.1, yotirself . .

.
B.

."

Thought to. the .Girc;:umstances (p:J.ace, time)

e.g.,

"I figurE:1d no:Qoqy would come in. till ,it was
~

too late."

: ,

i,

I

'"'.

•

,I

"N9b()<ly. cc:mies to see me at that time
.

~

'

/

"I: ~~<JUlf~d that by the time. anyq9dy

o;f night. "

found me it woulq ·:l;;>e
too late; then they'd
.;'.11,!:.t. r . . . ·
sorry."

.I. (
I

c.

Neg~ti ve ~r1 ~~~~i=ised

e ~ g.,
~

'

reaction to being saved,

"I couldn 1 t bel:i,..eve
it when I came to in
- ,,
,,,;

'

11

the.ho.spi,t~l.

"~_(fa~ 1 ~ngry/disc;ippoint~d when

I came to (or was ~,Q'f.Jild) r
III.

b~.

11

Doubtful inte:qt, t_,, ire., equivocal statement of
·'

I

.

'•

:J,

'

'

intent,which is not c].arified as above:

"It is hard

to say, maybe . J: really ,«wa,;o.ted
to die and maybe I
,_:r:..
.

didn't.

11
,

1·

!1

"I really

.

did,.~ot

whether I would die o::i; ,:Q,ot.

give it much. thought 11

"I guess I should

have known that my wife .would come home .from work
at that time."
,'

IV.

.,'

Unequivocal denial,of serious intent,

di,dn't want to die;/

j~st

bow miserable
I was."
.
'

·,

'

"I

wanted my wife to know

"I think I knew that I

wculct! not die; I did nqt.really want to."
Thus., only those patients who ;communicated a ppsi ti ve or
essential admission of

intent~.on

qualified for inclusion in

th~

(categories I and II)

experimental group.
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Time Questionna'ir·e:

This instrument was dis-

cussed· above in the "Revi'ew of the Literature.

II

It is

composed .of different forms of items / including multiple
choice, open-ended, and rating scales.
into three sections:

It is diVided

Present:, Future, and Past; t'he items

in ·each section being scored (-a scoring manual is available for this) anti·

sumrned~sep.g,rately.

The three Section

Scores are then summed for a Total Time Questionnaire
Score.

The Time QUestiamnait-e . • s were scored by research

assistants.who were unaware Of the patient's status in
eirth.er · experimental or control 9roup:

they are ex-

perienced· in: scoring this instrument which is given·
routinely to all· pati·ents in the Suicide·... Depression Re-sear·ch Unit at r.s.P.I·.

Beii11ties (1971) ·has established

reliability cO'efficients.for"each of the three questionnaire se'c'tiohs·, the total TQ · scores / and also the ·number
of ;years projected in:to the•'future.
<the' sect:·ion· o:n the past (r
·bet:W'eeh . 79 and· .. 84. ·

='' 1>48),

Al~·

With the· exception of
the coefficients range

inter-rater reliabili t'y

coefficients were" ccinpu.ted on the 14 non-objective i terns.
All: ·the reliability c6eff'i.Cients were above . 80, the
1~est

being

~83.

This,

stat~:.s

Benzies, indicabed

that

t.he TQ can be reliab'ily scored by a non.,:..professional with
with only instruction in' the use. of the.scoring manual.
Tilile Reference. Inventory:

This is a 30-..i.i tern

questionnaire that is also divided into three sections:

.11

Past, Present., and Future.

Its i terns also mea'sure a
1

positl.ve, neutral, and negative ·affE!Ct dimens'iofr .. '

·

F6ulks

"

and Webb (1970) showed' that the coefficients of t~~'t.2.
retest reliability were high and significant in his's'.t:t.ay
of time perspective in patient's of different diagnostic .';::i.'t{
::1;tf;:~p :

categories {See above "Review1:6:f the Literature") .
Brief ·Psychiatric Rating'· Scale

\,,,

':

.

(Overall and

This is a sca!1~'~ comprised of 16 relatively

Gorham, 1962}.

independent symptom areas' ra.tadt-on seven-point ordered!J·
categories.

It was develop~d f~btn the Lorr Multi-

dimensional Scare for Rating Psybhiatric Patients and
the Larr Inpatient Multidimenshsnal scale for Rating
Psychiatric Patients and the·Lorr· Inpatient Multidimensibilf
Psychiatric Scale.

The scale;was intended to provide a

rapid assessment technique pa:fe£6ularly suited', to' the
evaluation of patient change. ·i;Validi ty and reliability
studies are offered in the ab&C-e-cited research.

''
Estimates
"

of reliability by two indeperldent·raters of 112 newly
admitted patients for a drug s'tudy of 14 scales simiiar
' to the first 14 of the preserl.tJ'"version, resulted in
correlation between .67 and

"

,t

.90~'

'

Following tbis study,

the Brtef Psychiatric Rating s~a.ie present version was
produced J;>y minor revisions of the 14 scales and the
addition of scales 15 and 16.

"'Paired indpendent ratings

on 83 newly admitted patients from a drug screening

/
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project yielded correlations from .56 (for Tension) to
.87.

The validity studies involved the validity of the

short rating scale as a substitute for the longer Multidimensional Scale for Rating Psychiatric Patients in
evaluating drug effects:

the validity was indicated by

a correlation of .93 between change scores with the longer
one in a six-month study in which 120 schizophrenic
patients were given

Thorazin~

Suicidal Jdeation
i's derived from the still
on suicidal ideation.

and Serpasil.

Scale~

This scale .<see appendix}

.~.XP.~rimental

T~er:e

work of Aaron Beck

is no acceptable objective

measure of "passage of suicidal crisis."

Thus, one has

to rely upon the therapist's judgment about an individual
patient.

The suicidal

ide~tion

scale derived from Beck's
$Uicide and depression

~ork.

I
rese~rch

scale used is a rating
The

psych 0 lo~ists

on the

unit at r.s.P.I. agree

that if a P,atient sc~rts zero Qn all items 0.n this scale,
he ..is no longer a high-risl) !?Uicidal pa ti en~.

Thus, by

having the patient's therapist rate his patient on this
scale'· one specifies somewQa.t the "therapist 1 s clinical
judgment of the passage of the suicidal crisis."

At

least by $pecifying the criteria of the therapists'
judgment, it enables other .researchers to replicate
the findings of this project.

RESULTS
F,igures 1 through 5 show the relationship of test
to retest means for the experimental and control groups
on

pres~nt,

future, past and total Time Questionnaire
.

.

scores and number of years projected.

The means and

'
standard deviations for ea,pr( "'group
at test and retest are
""'

.•

pre~e~;ted

in Tables 2 through 6 for all five variables.

A; two-way analysis of variance for two:..:f a~ltor·· · ·, · '
I

.·

experiments .with repeated

mea.~.ures_

on

on~ fac;:t~r

(WeJn~r,

1962, Pf. 302-310) was performed for each of the ·.five
variables.
through,11.

Summaries of the results appear in Tables 7
For the·p.resent/ future, past, and total

scores the F"Ratios for

tH~ff~;t

of the group factor,

treatment factor, and th~ir ·interaction were all significant at the .001 level.

For the' variable of years pro-

jected only the group by treatment interaction effect was
significant (p< .05).

For the. question under study
\

the interaction effect is of greatest importance.

It

follows from the hypothesis - that the effect of the
constricted time perspective characteristic
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for eXperimental and control groups.
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Mean Past Scores at test. and retest

for expe.r. imental and control groups.

37

.... -

-

- -- -

_.

+ao

"'er +10
.
...

0

.. - -

0

"

01 ..-10

---.

··"'-•---• Exp~ f\\rne.N1"Al

GRoup

-ao

Figure 4.

Mean -i'otal &cores at test and retest

for experimental ~nd control groups.

·38

CoNTttol
Ea<p£tti'MIE'NTA

·

GR.out

..,,

TEST
Figure 5.

I

Mean Years Projected at ·test and retest

for experimental and control groups.
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TABLE 2

Mean 'Present ·sco1'eei :and Standard Deviations
at Test and Retest
~

)

Groups
'"

,

..,

•.

,.\

,,

~"r.r·""''

•,

··•Experimental i

Mean

s.o.

)

i

"

Control

"

Retest

Te~t:

J

',.,...,.,,

f~

~

'

·•1•

........

::::

-10.8

'Wt~·~.,.

.... . . . ' .,
~

'"·•
'"

tl.

•1 ••

·'

'·.
,"'J,,

'~.

~

g:oa

==

Mean = +7.57:
S.D. = 5.35

'I

.,

r

Mean Present Scores

.,

• >t

~.

'

.' ..,

~

,,

.~

,,

'
I~;

'

.

,,.""''·

Mean = +6.6
S.D.

8.15

::::

Mean = +10.83
S.D. = 4.52
.,.. ,..,. "
....
'"
'~ ~,r
'

• •

!'/"\

~-

,

''

';;.t

'I.lo,

I
•

,";,•

'

'

'
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TABLE 3
Mean Future Scores and Standard Deviations
at Test and Retest

Mean Future Scores
Groups
Test
Experimental
f>

Control
'"

Retest

Mean = --11.1
S.D. = 22.17
l·h

'·-_a.,. ,. ' .

e"'"

•

I''~'''.

Mean = +18.83
S,D. = 7.21
""""'"

Mean = +13.8
S.D. =15.12
'•

',·

,,

·Mean = +18.47
S.D. = 7.06
··""

,.

'
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Mean Past Scores

$'.tandard Devic;itions

~9

at Test

~Q.

Rete~t

Scores

~ap P~s1;

Gi;-oups

I

'l;'est

i

Retest

i

I

" Experimental
,,

·~

Mean
S.D.
.,. ... ,.. ,.,,,,.,.

'
~·

Control

Mean

s.p.

Mean = +5.6
S.D. = 6. '1,'4,,

":'Ei,,9
~-,:~6:'
:ll'...

....,,
~-::

:""'1.,, .. ,\,

"·"

+5.53
7.55

.

,,.,

,:;.,,

,,

. ..,,.-

Mean
S.D.

,,

i''
j

;.

..

~ -~

=
=

+8.37
4.29

,:,
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TABLES
Mean Total Scores and Standard Deviations
at Test and Retest
.Me an.-.'l'o.tal Scores.

"

Groups

.

I

'

Experimental
:

...

i{

Control
.,.,,

..

'Te'S~",

Mean

s . .n.

......" . . ..

=

-28.8
.,., ·'27 .35

Mean == +31.93
S.."D. ..:;:::; 10.66

•,

Retes·t
Mean = +26.0
26.08
S.D.

-

Mean = +37.8
S.D. = .10 .58
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'f~LE 6

Mean Years Projected and Standard Deviations
• '

'l.

• '~

}

at '!'est: a:nd Retest
'
M

•

•,

....

.._~ ·~..-...
....

Groups

,I.
...,

~

•~/ ~

'

... . M.~a.J?:: ¥.~~rs Proj ec.ted

i

Retest
Experimehtal

1

Meart =13.3

S.D. ='.1.27
M~an

Control

='6.47
S~D •. = ,9.74

I

•.

Mean = 4.5
S.D. = 1.08
!

Mean = 3.4
S.D. = 5.21
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TABLE 7

Analysis of Variance of Present Scores
Source of Vpriation
Between .e,s
Groups ('A)
Ss wi~hin groups
Within .§.s
Treatments (B)
A.x B

B x .§.s .within
groups

SS

<;if

3869.0:l
3812.0

59
1
58

3233.31
1514. 39.
2125.53

60
1
1
58

~p ~
,,

.001

MS

F

3869.01
65.72

58.87*

3233.31

88.22*
41.32*

1514.3~

36.65
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T/$.LE 8

Analysis of
··source of Variation
·Between Ss
Groups (A)
Ss within groups
Within Ss
Treatments {B)
AXB
Bx Ss

withl.n

Var;i,~nce

SS

df

9068.49
19169.:30

59
1
58

456'.f .97
4833.15
5477.83

60
1
1
58

~roups

*'p

<.001

of .Future Scores

MS

F

9068.49
330.51

27.44.*

4561.97
4833.15

48.30*
51.17*

94~45
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Analysis of Var.i,.anqe of Past Scores
....

.Source of Variation
,

"

..,

.

. ..

SS

df

1750.13
3884.50

59
1
58

MS

F

..

Between Ss
Groups (A)
Ss within groups
Within .§.s
T:r;:eatments ( B)
Ax B
Bx .§.s within
groups

;

1782.55
706.90
1781. 8.3

*p

62
1
58

<: .001

1750.13
66.97

26.13*

1782.55
706.92
30.72

58.03*
23 .·01*
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TA'BLE 10

Analysis of variance . of Total Scores
,,,,"

''

Source of Variation.
.. -

SS

Between Ss
Groups (A)
Ss within groups

: ...

MS

39849.05
39842.33

59
1
58

39849.05
686.49

58.01*

27882.'36
18135.46
9779.14

60
1
1
58

27882.36
18135.46
168.61

165.37*
107.56*

i

i

i
l

Within Ss
Treatments ( B)
Ax B
B x Ss within

df

F

,.;·

,

I

groups
.•.

•'"'''"

,l

"

...

,.

*p< .001
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r-

TABLE ll

Analysis of VariJ:lhce'of Years Projected
'

Source of Variation
Between Ss
Groups (A)
Ss within groups
Within .§s
Treatments ( B)
AxB
B. x §.s witll.in
groups
,

·'

ss,'

j

.,

. df

MS

F

59
33.63
4356.42

33.63
75.11

0.45**

58

27.'57
135.74
1852.01
.

60
1
1
58

27.57
135.74
31.93

0.86**
4.25*

1

'

*p< ,.05
** not significant
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suicidals is transient - that the passage of time of high
risk status would differentially affect the suicidal
(experimental) and non-suicidal (control) groups, i.e., a
significant interaction would result.

Not only is the

interaction effect significant for each of the variables
but\ it can be seen in Figures 1 through 5 that the change
occurred in the hypothesi~~d direction, i.e., the
exper~mental

group's scores increased.

To afford sub-

stantiai support to the hypothesis it is necessary,
however, to fu,rther statistically evaluate the significance of the 'changes withih each group and the differences
between groups at the time of testing and retesting.

To

do so, testp .on all simple main effects for each of the
five variables were performed (Weiner, 1962, pp. 310-312).
Table 12 presents' the

re~U:H:ing

F ratios and their

probability levels.
(For purposes of clarity, discussion of the single(

item variable,, years projected,, will be po.stponed till
after the present, future,, past, and total scores are
considered. ) .
There are four major and vital observations to be
made from Table 12.

First, it is an essential condition

to testing the hypothesis - that the effect of suicidal
crisis on time perspective is transient - that suicidal
\

crisis have a demonstrable effect on time perspective.
Column 1 indicates that suicidal crisis had a highly

TABLE 12
F Ratios and Probability Levels of Tests for Simple Main Effects
for the Five Variables
Groups at Retest

Groups at Test

Total
Present
Future
Past
Years
Projected

F = 129.34
p< .001

= 98.55
P< .001
F = 63.25
P< .001
F

F=

P<

47.47
.001

F = 2.81
n.s.

Experimental Group
Test to Retest

F = 4.88
p< .05

= 267.16
, P< .001

F = 5.25
P< .05

F = 123.91
p<,.O()l

Control Group
Test to Retest

F

F

=

F

=

'

=

-'

3.06
n. s.

4,37
p< .OS

1. 54
n.s.

F = 98.47
p < .001

F = 0.02
_ n. s.

F = 2.35
n. s.

F = 76.29
p < .001

F = 3.93
n.s.

F = 0. 32
n.s.

F = 0 .64
n.s.

F = 4.42
p< .OS

F

\.n

0
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significant effect

Gil

time perspective as measured by the

total ·and the three subscores {present, future, past);
,.,

the differences are all' significant at the .001 ·level.
Sepond, in order to sup'port the hypothesis of a transient
effect, it is essential ·to demonstrate a substantial .. :·
change . ;in time. perspective ·for the exp er imen tar { sU:icd.:l:i al)
group :With the passage 0£ the:¢risis {test to retest).
Column 3 indicates that tli.l.e experimental group showed''
a highly. sigriificant (p< ·.. Ot>l) change from test to retest
on the 1;otal. and all three· subscores of time per spec ti ve '.
Third, ,it is essential to the support of the hypothesis
to demonstrate that the change·was Specific to the
experimental group and therefore attributable of the
passage of the.suicidal crisis and not simply to the
lapse of .time or. amelioration ·of pathology.
indic~.tes

Coltunn 4

that the change in the control group was not

significant :f;or the total score and not significant for
two of the suhscores, past and· future.

For the third

sub-score, present, the ohange was significant at the .05
level, with an F of 4.37 (df == 1, 58).

If we compare the

F ratios for the experimental and the control group on
change in present scores (F ratios have the same
denominator and degrees of. freedom) we find that not
only is the

chang~

in the experimental group more

significant (p< .001 as compared to p< .05), but that

the F ratio for the experimental group is more than 28
times as large as that for the control group.

Thus, the

specificity of the change is quite clearly supported.
Fourth, while not essential to the general hypothesis under
test, it is interesting to note that at the point where
suicidal crisis has passed (Column 2), the experimental
and control groups are ndt significantly different on
past and future scores and only minimally different on
present and tota~ scor~s·

<:P< ~os)',

whereas they were

highly significantly diffe°:teht (p<'.001) on all scores at
times of admission. (test) . '
The variable of years· projected manifests quite
different results from those for the other four variables.
The analysis of variance' results show only a minimally
significant inte+action (F

=

no significant main- 'effects.

4.25; df

=

1,58; p< .05) and

·The F ratios for the simple

main effects ('fable 12) tei1 us· that the control group
' 1

. '

change was minimally significant (F

=

4.42; df

=

1,58;'

p< .05), and that the experimental group did not change
significantly.

This is difficult to interpret, however,

since the groups were ncit

sig'nif icantly different from

e·ach other at the time of test or at retest.

On the basis

of these results the variable of years projected as a
measure of time perspective does not support the
hypothesis.

Because of the skewed nature of the data it

was decided that a non-parametric test could, however,
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provide more information regarding the behavior of the
variable.

Thus the experimental and control groups were

divided info those whose scores increased from test to
retest, and those whose scores remained the same or
decreased.

The result indicates that the trend to increase

one's projection was indeed stronger (more frequent) in
the experimental group
control group.

CX.2

= 3.675, p< .10) than in the

More. will be :said about the number of years

,:.

projected in the D;iscussion section.
While the subjects we·re closely matched (see Table
1) and identically treated with regard to the measures of
tb:is study, alternate hypotheses need to be considered.
To rule out amelioration in level of pathology as an
explanation for change in time perspective, a Pearson
product-moment correlation was computed between total
Time Questionnaire change scores and Brief ·Psychiatric
Rating Scale'change scores for the experimental group.
The result (r ::: -o.-·3638, df, =

28) indicates that ameliora-

tion of ·pathology would ·accou:tilt for only 15% of the variance
of the change in time perspective.

Also to be ruled out

is the possibility that variation in test-retest time
interval (mean

=·

33 days ··for both groups) was linearly

related to,total Time Questionnaire change scores for
'

the experimental group; this. would support a simple
passage of time hypothesis rather than the passage of the
suicidal crisis per

~·

Therefore, the total Time
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Questionnaire change scores were correlated with test-toretest time intervals for the experimental group, resulting
in a r = -0.166 (df = 28).

This indicates that the passage

of time is not related to change in time perspective.
In summary, the results indi9ate the following
about the hypotheses:
I. The experimental (suicidal) group will demonstrate
a change of time per$pecti~e between time of admission
(test) and time of retest (when patient is judged no
longer a high risk SU,icidQl). This change will be in
the direction of the non-suicidal and will be
operationally· def-in~-a-s-··a statistically significant
higher.score on th~ measure!of time perspective at ..
. the . time of retest. ···- .

-out -if· one users the t<:>tal score1

This hypothesis ·was ·borne
.',l

{

;_

.

'

·in defining "higher socre on the measure of time·perspective."

It is also borne out ·for the present, future, an.d'
...

' I!,

-~

'•.

-~-

....

·-

•• ,.._.

... ,,..~,

'

.·oo~

: past scores / all at the
..

wo

.

level.

l

'"'t"''

..

·.

The direction of the
...

'change is apparent in F;i.gure.lthrough 4, and in the
comparisons betwe_e!l exper!r.nep:!:-c:i:l a_nd contro:f- change
I

·in Table 13.

is

The hypothesis

variable, years projected.

score~

Jot borne out for the

Though the change observed ··

in the mean scores of the experimental group from test
to retest, they were not significant.
more (

~

Also, significantly

i) members of the experimental group increased the

number of years projected from test to retest than did
members of the control group.
II. The control group will not exhibit as much
change as the experimental group on the retest.

ss

'TABLE 13
~cores

Time Questionnaire,.Mean

for the Two Groups

at. Test and Retest and the Difference between Means
for the Five Variables

.

I

Scor~

Groups

Test

Suicidal

~10.80

Difference

Ret;est

.

''

Present

+6.60
+10.83

+17.40
+3.26

+13.80
-11.10
+18.83. ·+18.47

+24.90

·+5.60
+8.37
+26.00

+12.10
+2.84

+7.57

Control

'·,.

'

Suicidal

Future

Control

-6.90
+5.53

Suicidal

Past

Control
<

Suicidal

Total

Control
Ye~rs

\

Projecte<;l

-28.80
+31.93

Suicidal·

3.lO

Control

6.-:17

'

... i

I

J

·.~ '~.

-.,
!

'.,>

-0~36

I

+54.80
+5.87

+37.80
4.50
3.40

'

+1.20
-3.07
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This hypothesis received confirmation also for the total,
present, future, and· past scores.

Column 4

of Table 12

.. ,

indicates that three of the scores for the control group
were not significantly different from test to retest and
the the present was only minimally significant (F = 4.37,
df

=

whe~e

1.58, p< .05.)
the F's of the

at the .001 level.

This is a marked contrast to '.Col'lllnn 3,
experim~ntal
" .!

group are all significant

' ,..l

III. Of the scores comprising the total scores
{present, future, and past), the greatest contrast
between the experimental and control groups will be
found in the future scores - that aspect of time
perspective most closely related theoretically
to suicide (as loss of hope).
Table 13 indicates that the mean

difference score for the

experimental group on the future score is the highest of
all difference scores, and that the difference score for
the control group (-0.36) is the lowest for all groups for
all subscores.

Also, if one compares the F ratios of the

experimental group (Column 3 of Table 12) to those of the
control group (Column 4 of Table 12), one sees that the F
for the experimental group is larger than that of the
control group by a factor of about 5000, as compared to a
factor of about 30 for the present scores and a factor of
about 20 for the past scores.
IV. The control group will project further into the
future (years projected) than will the experimental
group at the.time of admission (test).
Although the mean score of the control group was larger

57
than that of the experimental group (6.47 vs. 3.30),
this difference was not significant and this hypothesis
,,

was not confirmed.

v.

The experimental group will project further into
the future at time of retest than at time of test
(admission).

Again, although the mean score of the experimental group
at retest (4.50) was greater .:than :that at test (3.30),
this difference was not significant and this hypothesis
was not confirmed.

C~PTER
'

'.

VI

.,

DISCUSSION
The overall hypothesis that the time perspective
characteristic of high risk suicidal people is a
transient state and passes with the suicidal crisis
found support in the present research.

The total Time

Questionnaire scores of the experimental (suicidal)
group were significantly different at the .001 level
from test to retest.

The analysis of variance on the

total scores indicated a significant difference between
the experimental and control groups.

The test of

simple main effects indicated that while the change
occurring in the experitnent"a1 group, between test and
retest, was significant, that in the control group was
not.

By comparing the F ratios of the experimental and

control groups from test to retest conditions, one sees
that the change in the e~perimental group accounts for
most of the t~tal vari'ahce·.

Since the. 'two groups were

equated as to 'age, sex, ethnic identification, socioeconomic
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sta-tris, , level of path6logy, and time interval between test
and re.test

I

one may conclude that the change occtirred as a

result of the passage of the suicidal crisis.

To

corroborate this cqnclus.:ion, a Pearson correlation was
computed between total Time Questionnaire change scores
and level of pathology (Brief Psychiatric Rating Scale)
change 'scores, which yielded an r of -0.388.

Thus

amelioration of pathology accounted for only 15% of the
variance.

To ascertain.the' importance of mere passage of

time to change scores, the total Time Questionnaire change
scores were correlated with the time intervals between
test arid retest, resulting in an r of -0.166.

This indi-

cated that passage of time was not significantly correlated
with change in time perspective.

Thus, one feels more

certain that the change.observed in the experimental
group was indeed due to the passage of the suicidal crisis

\

The earlier finding of Yufit (1970, in press) that
suicidal patients have a different time perspective
(operationally defined as· lower scores on his Time
.

)'

Questionnaire) from non-psychiatric and from other patient
g~oups was corroborated by this research not only for the

total score, but for each of the subscores that comprise
it (present, future, and past).

His finding thaf number

of years projected was significantly different for' suicidal
and non-suicidal groups was not corroborated.

It is

6.0

interesting to note thcat while the two groups were
significantly different at the .001 level at time 1 of
n

admission, they were I).ot significantly different at...
time of retest on future and past scores and diffe:rent.
at the .OS level on total and present scores.

Thus,

time perspective is seen as an effective discriminant
between acutely suicidal and non-suicidal people, even
where their overall level of symptomatology is the same.
Also, the suicidal.and non-suicidal groups are not
significantly different after the crisis.
Because of the close theoretical link of future
time perspective to the concept of hope, it is interesting
to note that the greatest change for the experimental
group occurred on the future scores (+24.90) and the
least chang.e tor

th~

control group was on the future

scqres, too

{-9~~6).

~hese,

much of the

theoretic~;.wQrk

findings are in harmony with
on suicide at present.

Farber's (1968} conception of suicide as a "disease of
hopelessness" l1.al:? beeµ mentioned above.

Kobler and

Stotland {1964);and Beck (1963}, on the basis· of clinical
observation of suicidal, patients, have also seen hopelessness as a strange+

~n9icator

of suicidal intent than

depression itself.
Several empirical studies also support a statistical
relationship

.b~tween

hopelessness and suicide.

In a
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systematic investigation of suicide notes, Bjerg (1967)
reported that in 81% of the notes the writer regqrded
himself "as having a desire ... which could not, cannot,
or will not be fulfilled (p. 480) ."

Farnharn-Diggory

(1964) reported that suicidal 1?atients showed a significantly constricted subjective vi.ew of the future, compared
with the non-suicidal patients.

Ganzler (1967) compared

six groups (ten men and ten.women in each group) on
various social and interpersonal perceptions: one group
of non-crisis, non-suicidal psychiatric outpatients; one
group in life crisis who were suicidal; and three groups
of normal subjects.

He found that, although all three

psychiatric groups described their current life situations
in negative terms, only the suicidal group rated the
future negatively, in particular by anticipation and fear
of social isolation in the future.
In a factor analysis of the Beck Depression
Inventory (1961), Pichot and Lemperiere (1964) isolated
.factor with high loadings for only two i terns:
ness and suicide.

hopeless-

Cropley and Weckowicz (1966) reported

an identical factor with even higher loading on hopelessness and suicidal wishes.

Bec~'s

analysis of the inter-

correlations of individual items on his Depression
Inventory showed that suicidal wishes correlated more
highly with hopelessness than with any other item.

a
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Most recently, Minkoff., Bergman, Beck, and :Seek (1973)
:l;ound validation of

t;h~

hypothesis that "seriousness of

intent of suicidal att.e:rtlpt is more .closely related to
hopelessness than to the.syndrome of depression in
general (p. 458) ."

They indicated that, no matter what

level of depression, ..t;ll:~e wh,o

~ere

.~he

more hopeless hc;i.d made

more serious .attempts .o.,n t;hei:r jlife.

Their

measur~

.of .

hopelessness (Generalized Expectancies Scale) is similar
in nature to the future sect.io:q of Yufit's Time
Questionnaire; it attempts to, .assess
element of negative expectations ...

11

the

cognitiv~

.Yufit also found in

his studies that depresli)ion accounted for only 25% G>:f
the variance in Time Questionnaire Scores between suicidal
and non-suicidal patients.
These data suggest an explanation of the relationship between depression and suicide.

Earlier, much of the

research has.explored tfie.c:;onn"'c:t:i.on between depression
and depressive illness to

att~mpted

and completed suicide

has been fairly weJ_l establ:,j.E;?hed (Stengel & Cook, 1958;
Schmidt & O'Neill, 1959; Beck, 1967; Barraclough, Nelson,

& Bunch, 1970; McHugh &

~Qodell,

1971; Silver, Bohnert, &

Beck, 1971), there. are few data to suggest the natur.e of
this relationship.

Three possibilities can be considered.

One possibility is that suicidal behaviors are highly
positively correlated to depression, just.as fever is
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to pneumonia (although it is not always present).

Another

possibilitx is that the statistical association between
depression and suicide is merely an artifact resulting
from a joint attachment to a third variable, such as age,
to which each is directly statistically related.

Finally,

there is the possibility· that depression and suicide are
related because each has'.

an

underlying causal factor in

common.
Menninger (1938), one of the major exponents of
the third hypothesis, utilized Freud's classical theory
of depression to argue that both depression and suicide
were expressions of introverted unconscious hostility.
This thesis has not been supported by experimental work
(Beck, 1967).

Newer theoretical constructs of depression

by Beck (1967, 1970, 1972), Bibring (1953), Gaylin (1968),
and others have demphasized the role of ret:toflected
rage and have focused on what Beck (1967) has called
the Cognitive Triad of Depression, i.e., negative
a·tti tudes of the depressed individual toward himself,
the outside world, and his future.
From Beck's, Minkoff's, & Yufit's, work, it can
be seen that· one factor of the syndrome of depression -

a

negative attitude toward one's future - has been

identified as being more closely related to serious
suicidal behavior than is depression itself.

The

present research has not only corroborated these
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finaings, but has also shown that this phenomenon called hopelessness or·negative feelings toward the
future - changes with·'the passage of the suicidal' crisis,
i.e., it is

transient~

It is important also to state that, although an
important relationship between hopelessness and ·sulcide
has been demonstrated, this does not state that hopelessness causes suicidal behavior.

Thus, although one can

argue well to support the theoretical and clinical
hypothesis that hopelessness is the common causal factor
linking depression and ·suicide', further work is necessary
to show how hopelessne.ss leads to suicidal behavior.
Nonetheless, what this study has demonstrated is
also important.

Studies have already identified

depression as a danger sign of possible suicide and have
indicated that the danger increases as the degree of
depression increases.

The present and other studies

suggest that hopelessness is another danger sign, perhaps
:tnore sensitive than depression, of the seriousness of
suicidal.possibility.

The 'Time Questionnaire has now

not only dkmori.strated·i~s' ability to.discriminate suicidal
from non-suicidal populations, but now also has shown its
possibility as an aid fr1 asi!s"es.sing when the serious risk
suicidal statu's has passed.
scores, which can

be

Yufit ·has established critical

fotind'in'his manual.

Besides· the diagnostic usefulness of the coi:cept
of hopelessness as related to

constricted future time
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perspective , it may well be that there are therapeutic
implications for the relationship between hopelessness and
danger of suicide.

-

'

'

W'g.at is suggested is that if the
..

therapist focuses on reducing a'person's hopelessness,
I·.,

(s)he may be able to alleviate suicidal crises more
effectively than in the past.

This might, for example,

"'
be accomplished by a psychotherapeutic approach in which
' t•

negatively distorted expectations for the future are
'·''

explored and corrected.

On the other hand, if the patient's

hopelessness is based 'on objective factors, appropriate
social intervention may provide the necessary environmental changes to alleviate the reality situation (Minkoff

In all that has been said about the theoretical
and empirical importance of time perspective, particularly
future time perspective, to suicide, one may well wonder
why then this study failed to show that the number of
years projected by a person was not statistically different
for the suicidal and non-suicidal group at time of
admission, and' not statistically different for the
suicidal group between time of test and retest.
of considerations are suggested.

A number

First of all, theo-

retically, future time perspective may be seen as containing four parameters:

1.

the extent of future time

projection, 2. the degree of elaboration of and involvement in specific future hopes and aspirations, 3. the
consistency or stability of the projection, and 4. the
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,,

..

,.,

amount.of realistic cha:p.ge projected in the future, as
compared to one's
the score of

pre~entstatus.

years~ proj~f~~d

represents only one 1

is

1

thus corrected and amended by

thE?Jfµ~ur;e ~ection,

the other items in

•

fyfiil fesponse to that one item

parameter of the four.
in the future section

Thus, one sees that

so that the other

thr.ee parameters can . correct for "ambitious" projection
. "..

into the future.

'•

'

It was noted that a number of patients
'>

•

:,.

first answered that item
wi.th' a : .· larger number, but then
r.:~
·~: ",,-'
as the person tried to ;.ill out the other items in terms
of that year, they a,sked if they could change it.

It

cannot be stated how
many
others
never bothered to change
•
.· . , f
.
··r·:
their first reply, but obviously
the other items corrected
.
' l'I:
for this

"i~pulsive"

answer to number of years projected.

Another consideration
'
. is a statistical one, namely
"

that this score is gotten from
I

~nly

one item.

It may be

"

noted that Benzies' (1971) study did not find the
suicidal and non-suiciqal groups

statisti~ally

different

on this variable either, though she, like this author,
did note a

non-statistically-si~nificant

hypothesized direction.

difference in the

In the present study, the mean

years projected for the experimental group at test was
3.3 years; hqwever,

the median score was 2 years.

Since the. range of scores. a.t test was O to 44 years and
at retest was from 0 to 28 years, one may well conclude that

, I
!
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the mean is not a meaningful statistic for this particular
variable.

If one divides the experimental and control

groups into" two classes: those who increase thei'r years
projected from test to retest, and those who do riot
change or actually decre.ase their years projected, then
one sees that 14 members, of the experimental group··increase
their scores as opposed 'to only 6 members of the control
group.

Although twice as many members of the experimental

gr<!>up increased th'eir· years projected as did in the con'trol
group, the fact rema'inE:l thci t less than half of the
members of the experimental groap either decreased their
projection or kept it the same.

This would indicate that

the number of years projected must be understood and
interpreted insofar at.it is modified by the whole future
section score.
It was mentioned that originally this research was
going to use two time measures: the Time Questionnaire and
the Time Reference Inventory.

The Time Reference Inventory

had to be dropped because it did not yield statistically
analyzable data.

In this particular measure, the person

is asked to place events in the present, future, or past
and to list an age for each item.

The members of the

experimental group complained that it was too difficult
to put in ages for each item and hence did no ages, or
else they omitted some items, or else they listed a
range of years (e.g., 12 - 18).

The net result was that

68

the measures were unscorable.

One may have a number of

hypotheses for the reason for this behavior.

It may be

"

that the patient's concentration is impaired severely at
this time or that the patient is just not involved in
anything in the outside world at a time like this.

At any

rate, this phenomenon o,f ·omissions led the researcher to
look at a score on the

Ti~ Qu~stionnaire

that has not

been analyzed statistically to this point, the omissions
score.

In the' experimental group, only 10 members of the
I

. .,

suicidal group had no omissions at test; whereas at retest
only one of the experimental group had an omission score
and that score was 1.

Since the Time Questionnaire scores

for omissions, it was appropriate for the suicidal group;
whereas the Time Reference Inventory was not.

This

rationale for the salience of omission scores was stated
/

thus:
A high omission score, in addition to indicating
a lack of involvement, is usually considered a sign
of high suicide risk when coupled with other negative scoring. Whether the underlying motivation
is apathy, evasiveness or uncooperativeness is not
judged as important as the overall aspect of withdrawal, which omissions usually indicate, and the
seeking of isolation, which is one cons~quence.
When cooperation and involvement is requested, and
withdrawal is the response, the dynamics become a
concern. (Yufit, 1973)
In the light of the finding of this research that there was
a marked change in the number of omissions from test to

retest, this may well provide an area for future research,
in terms of such dimensions as isolation, withdrawal, or
uninvolvement.

CHAPTER

VII

SUMMARY

Prior research has indicated that the time
perspective of high risk suicidal patients is different
from that of normals. and other

non~suicidal

patient

populations; it is very constricted and hopeless about
the future.

This research tested the hypothesis that

this characteristic of suicidal patients is temporary,
transient one and would pass with the passage of the
suicidal crisis.

To test this hypothesis, an experimental

{suicidal) and control {non-suicidal) group were tested
at admission to the hospital and then retested after the
passage of the suicidal crisis on Yufit's Time Questionnaire.

The groups were equated for age, sex, ethnic

identification, socioeconomic status, level of pathology,
and time interval between test and retest.

The hypothesis

that the SQicidal group would change significantly in
their time perspective (operationally defined as a score
on the Time Questionnaire) after they were no longer
considered $Uicidal was validated.
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Analyses of variance

(two groups, repeated measures) indicated that the two
grqups responded differentially to treatment in the total
scores and ''also in the· ·.s~bscores that made up the total
score (present, futupe '. and past) .

Tests of simple main

effects on the same. sc6res: indh::ated that the groups were
\

different in time perspective at admission (corroborating
'•

' ('

'

'

1

. ':

:~_

;

Yufi t' s findings) atld ·.s~~i;; .· tl)~--~~ffeatest amount of the

1

to.tal •variance was

e~p,la~ped

by

~hat

which occurred in

the experimental group . f?-'.:Oln,
test
to :r;etest, again for ·a].1
.
'

four .variables (scores) .

.

.The. va_riable of years projected

'

into the future was not-seen to sig'ni'ficantly differentiate
the two groups at O.dffiission, and the suicidal group did
not change signiflcantly"~n this variable from test to
retest.

Of the three subscores, the greatest contrast

between the groups' change was observed in the future
section, that aspect of time perspective most closely
related to suicide.
The findings were discussed in their relationship

to the the9retical notion that future time.perspective
is a part of the general syndrome of depression (Beck,
1967).

The implications of these findings for the

diagnosis and treatment of. high risk suicidal patients were
also suggested.

The Time Questionnaire was proposed as a

useful tool for assessing the presence of high risk
suicidal status and for the passage of high risk status.
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Risk Score
Rescue Score
Risk-Rescue Rating
Patient

Age __

Sex

Previous Attempts _____

Cire urns tanc es
RISK FACTORS

RESCUE FACTORS

1.

1.

Agent Used:
1 Ingestion, cutting, stabbing
2 Drowning, asphyxiation,
strangulation
3 Jumping, shooting

Location:
3 Familiar
2 Non-familiar, non-remote
l Remote

2. Person Initiating Rescue:

2. Impaired Consciousness:
1 None in evidence
2 Confusion, semlcoma
3 Coma, deep coma

3 Key person
2 Professional
1 Passerby
3. Probability of Discovery:

3o Lesions I Toxicity:
1 Mild
2 Moderate
3 Severe

4. Reversibility:
l Good, complete recovery

expected
2 Fair, recovery expected
with time
3 Poor, residuals expected,
if recovery
5. Treatment Required:
1 First aid, E.Wo care
2 House admission, routine
treatment
3 Intensive care, special
treatment
Total Risk Points
RISK SCORE:
5. High risk (13 - 15 pts.)
4. High moderate (11 - 12 pts.)
3. Moderate (9 - 10 pts.)
2. Low moderate (7 - 8 pcs.)
1. Low risk (5 - 6 pts.)

3 High, almost certain
2 Uncertain discovery
1 Accidental discovery
4. Accessibility to rescue:
3 Asks for help
2 Drops clues
1 Does not ask for help
5o Delay until Discovery:
3 Immediate, 1 hour
2 Less than 4 hours
1 Greater than 4 hours

Total Rescue Points

---

RESCUE SCORE :
1. Least rescuable (5 - 7 pts.)
2. Low moderate (8 - 9 pts.)
3o Moderate (10 - 11 pts.)
4. High moderate (12 - 13 pts.)
5. Host rescuable (14 - 15 pts.)
Self-rescue automatically yielc-1.s .'.l
Rescue Score of 5.
If there is undue delay in obt::iining treatment after discovery,
reduce the Rcsc:u.; Sco~:c by one pt.

\
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Table 1.
Risk Score
It

Computation of Risk-Rescue Scores
Rescue Score

Risk-Rescue Score

1

5

17

1

4

20

1

3

25

1

2

33

1
2

1

50

5

29

2

4

33

2

3

40

2

2

50

2

1

66

3

5

38

3

4

43

3

3

50

3

2

60

3

1

75

4

5

44

4

4

50

4

3

57

4

2

66

4

1

80

5

5

50

5

4

56

5

3

63

5

2

71

5

1
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Out of a number of possibilities we selected five
variables to go into an assessment of risk and five variables to assess rescue. These variables and their definitions are listed below.
Ri~~ Factor~-Aqent-The agent answers the question,
"What did the person do?" We grade inherent drug ingestion,
cutting, or stabbing, on the whole, is less likely to cause
i::r;reversible damage than are gunshot wounds and jumping
from high places. Cases of drowning, asphyxiation, and
strangulation are apt to cause intermediate degrees of
damage. Combinations of agents, such as ingesting drugs,
and leaping from a bridge, are graded according to the most
lethal agent.
Impaired Consciousness-Impaired consciousness is
graded according to the impairment at or during the time
of rescue. Three levels of impaired conciousness are
scored: (1) None in evidence; (2) confusion and semicoma;
and (3) coma, deeply comatose. The first level means that
the subject is alert and oriented. At the second level,
the subject is somewhat disturbed, not wholly in contact,
and his verbal responses are apt to be reduced or inappropriate. Coma, deeply comatose, occurs when the subject
does not respond to his surroundings, cannot speak, and may
barely react to painful stimuli.
Lesions and Toxicity-Although lesions and toxicity
can be separately rated, because we are estimating only the
actual damage inflicted, we grade them together. Physical
lesions are scored as mild, moderate, or severe. Mild
means superficial, transient, and self-limited dam.age, ie,
wrist scratching without significant blood loss or abrasions
needing minimal care. Moderate lesions require treatment
by a physician, but are not life-threatening in themselves.
Examples are damage to smaller arteries, lacerations that
need sutures, and fractures of smaller bones.
Severe lesions
refer to extensive damage to larger blood vessels, penetrating
or necrotizing lesions of vital organs, fractures of large
bones, the skull, or vertebral column, with neurological
changes.
We score ingestions, which are the chief agents
producing toxicity, according to a toxicity chart, devised
by Robert Sterling-Smith, for 30 drugs used most frequently
in suicide attempts treated at the Massachusetts General
Hospital. This chart takes into consideration what the patient ingested and clinically calculates the potential danger
or toxicity as being mild, moderate, or severe.
Feversibility-This factor properly belongs to the set
of intar.gibles called "clinical Judgment". It refers to the
tim(" of medical recovery that is anticipated when the person is first evaluated by a clinician. Good means that
medical recovery is expected to be complete within 24 hours.
Fair is a delayed recovery, but expected to be complete in
less than one week (one to six days).
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Poor means a questionable recovery because significant
impairment or residual damage is likely. The six-day
point was decided upon because patients who are still in
the hospital after six days usually have damaged themselves
severely enough to require extended hospitalization and
treatment. Minor scars or factures that will heal in time
are not considered signs of poor or questionable reversibility.
Treatment Required-Although rescue ends when treatment begins, we consider an assessment of the treatment
required as a further judgment about the extent of actual
physical damage. Since this is a clue as to the degree of
physical injury to which the patient has been exposed, it
is included as an aspect of the risk assessment rather than
the rescue. Requirements may range from first aid or other
simple interventions, to hospital admission for observation
and general care, to the therapy and management required by
patients with the highest risk, namely, special skills and
facilities,; such as an intensive care unit provides.
Reversibility and treatment required apply only to
physical damage or toxicity, not to the estimated reversibility of psychiatric disorders. Concomitant psychiatric
disturbances are not included in the assessment of implementation. As a rule, psychiatric disorders, such as psychotic depression and schizophrenia, belong to assessment
of the lethality of intentionality. Their responsiveness
to treatment also influences judgment about the lethality
of involvement.
Rescue Factors-Al though resolffces for rescue obviously affect a patient's chances for survival, hospital
records seldom document the circumstances of the rescue,
such as whether clues were given, the location of the
attempt, or the probability of any rescue. The following
five factors were selected because they could be readily
established, and require minimal interpretation and inference. Obviously, there are many other factors influencing
rescue that are more subtle, but they do not lent themselves
to scoring with any degree of operational clarity.
Location-Location answers the question, "where did
the attempt occur? 11 We found that three types of location
were likely to influence the Rescue: Familiar is a place
that is part of the subject's routine. Examples are residence, office, shop, recreation site, anywhere that the
subject would be recognized. Non-familiar, nonremote locations are places where the person would not be recognized,
but still might be identified as someone in trouble. Examples are subways, office buildings, bridges, public facilities. Remote places are sites where discovery cannot be
counted upon. Examples are alleys, rural roads, deserted
beaches, and office buildings during the weekend.
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person Initiating Rescue-A "rescuer" is someone
who initiates steps for rescue after discovering the
attempt.
People who merely transport the subject to a
treatment facility are not considered rescuers. Other than
a self-rescuing person, one who delivers himself to medical
treatment, we have three types of rescuers. A Key Person
is someone who knows and is knO"wn by the subject. The key
person need not be a "significant other," i.e., someone
with whom there has been a sustained and reciprocal relationship. The key person may be a professional, eg, a psychiatrist or clergyman, provided that the subject is wellknown to that person. A Professional is a person whose job
is such that he could be expected to initiate rescue operations. This includes, generally, a physician, policemen,
bartenders, cab drivers, or telephone operatiors who might
be contacted by the subject. The third type of rescuer is
the passerby, someone with no regular obligation to render
service, or to initiate rescue. Examples are chambermaids,
parking lot or washroom attendants, and pedestrians.
Probability Qf Discovery ~ ~ RPscueh-This category
refers to the potential availability of any rescuer at the
time of the attempt. For example, a person who attempts
suicide at home, but at a time when no one is expected to
call, dirninshes the probability of discovery, although the
uses a familiar location. Probability of discovery might
have been greater, had he used a non-familiar nonremote
location. There are three grades of probability. High,
almost certain means that rescuers are nearby, or are faced
with the attempt immediately thereafter. An example is a
person who cuts his wrists in the bathroom and then appears
in the living room where the family is sitting. Uncertain
discovery refers to moderate probability of being found.
The attempter may not present himself to a potential discoverer, even though he may be nearby. The rescue is not
certain; the discovery may not take place until it is too
late.
Low, accidental is when the rescue takes place only
by chance, as if the subject took precautions to avoid
discovery.
ji.ccessibility i.Q. Rescue-Risk-rescue rating does not
attempt to determine whether a person intended to die or
expected to be rescued. Accessibility to rescue refers to
what the person did, rather than what he intended to be done
in response to his actions. We recognize three grades of
accessibility which imply some openness to rescue. Asks
for help is a clear-cut statement about despair and suicide
ideation. By calling upon another in a direct way the subject vastly increases his chances for rescue. Leaves clues
means that the subject has given a sign that he intended
to attempt suicide. The signs may be direct or indirect
through notes, eDpty bottles conspiciously placed, even
tangential stat0n:.ents to alert rescuers.
Indirect signs
such as staggering or appearing groggy might be construed
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as a clue. Letters mailed out but not deliverable before
the attempt are not considered clues. Does not ask for
help is what it suggests. Physical signs of an attempt,
such as a trail of blood, the sound of an automobile run-·
ning in a closed garage, or a pile of clothing near the
railing of a bridge are not considered asking for help.
Delay Until Discovery-This category refers to the
time lapse between the suicidal act and the start of rescue
operations. It is an important rescue factor because
treatment often depends upon how promptly the person can
be discovered. However, delay until discovery does not
include the interval from discovery until treatment, because this period is often determined by availability of
transportation, adequate treatment resources, and so forth.·
We use the periods of one hour or less, and four hours, as
critical intervals, because less than one hour usually
indicates that available rescuers are nearby, while discovery delayed beyond four hours of ten means that the
context of rescue is seriously compromised.
Seeking Risk~Rescue-The risk-rescue rating is
assessed conveniently by using the form illustrated. The
form also includes identifying data, such as age, sex, and
prior suicidal history, and space for a brief description
of the attempt itself.
Each of the five r;Lsk fa9tors is rated on a scale
of one to three points al1. ff the ··t:otal risk points are then
converte:'.i to an overall risk score ranging from one to five.
The highest risk score is five; the lowest is one.
Similarly, each of the five rescue factors is rated
on a one to three scale and the total rescue points are
converted into a rescue score ranging from one to five.
1
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BRIEF PSYCHIATRIC RATING SCALE
INSTRUCTIONS:

In the rating scale below, check the appropriate coi~~n
after each symptom which best describes the patient's
present condition as compared to a normal person of the
same age and sex: 1 = not present; 2 = very mild; 3 =mild
4 =moderate; 5 =moderately severe; 6 = severe; 7 = extremely severe.

1. SOr1ATIC CONCERN (Degree of concern over
present bodily health): Rate the degree to which
physical health is perceived as a problem by the
patient, whether complaints have a realistic
basis or not.

7

6

5

4

3

2

1

2. ANXIETY (Worry, fear, or overconcern for
present or future): Rate solely on the basis
of patient's own subjective experiences. Do
not infer anxiety from physical signs or from
~eurotic defense mechanisms.

1

6

5

4

3

2

1

3. EKOTIONAL WITHDRAWAL (Deficiency in relating
to the interviewer and to the interview situation): Rate only the degree to which the patient
gives the impression of failing to be in
emotional contact with other people in the
interview situation.

7

6 5 4

3

2

1

4. CONCEPTUAL DISORGANIZATION (Degree to which

7

6

5

4

3

2

5. GUILT FEELINGS (Over-concern or remorse
for past behavior): Rate on the basis of the
patient's subjective experiences of guilt as
evidenced by verbal report with appropriate
affect; do not infer guilt feelings from
depression, anxiety, or neurotic defenseso

7

6

5 4

3

2

1

6. TEN SI mi (Physical and motor manifestations

7

6

5

3

2

1

,

..L

the thought processes are confused, disconnected or disorganized): Rate on the basis
of integration of the verbal products of the
patient; do not rate on the basis of patient's
subjective impression of his own level of
functioning.

of tension, "nervousness," and heightened
activation level): Tension should be rated
solely on the basis of physical signs and
motor behavior and not on the basis of subjective
experiences of tension reported by the patient.
(CONT.)

4
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BRIEF PSYCHIATRIC RATING SCALE - 2

7. MA..NNERISMS AND POSTURING (Unusual and
unnatural motor behavior which causes certain
mental patients to stand out in a crowd of
normnl people): Rate only abnormality of movements; do not rate simple heightened motor
activity here.

7

6

5

4

3

2

1

8. GRANDIOSITY (Exaggerated self-opinion,
conviction of unusual ability or powers): Rate
only on the basis of patient's statements about
himself or self-in-relation-to-others, not on
the basis of his demeanor in the interview.

7

6

5 4

3

2

1

9. DEPRESSIVE MOOD (Despondency in mood, sadness): Rate only degree of despondency; do not
rate on the basis of inferences concerning
depression based upon general retardation and
somatic complaints.

7

6

5

4

3

2

1

10. HOSTILITY (Animosity, contempt, belligerence
disdain for other people outside the interview
situation): Rate safely on the basis of the
verbal report of feelings and actions of the
patient toward others; do not infer hostility
frora neurotic defenses, anxiety or somatic
complaints. (Rate attitude toward interviewer
under "uncooperativeness. ")

7

6

5

4

3

2

1

.
1

I

I

I

11. SUSPICIOUSNESS (Belief, delusional or other- 7
wise, that others have now, or have had in the
past, malicious or discriminatory intent toward
the patient): On the basis of verbal report, rate
only those suspicions which are currently held
whether they concern past or present circumstances.

6

5

4

3

2

1

12. HALLUCINATORY BEHAVIOR (Perceptions "'ithout
normal external stinulus correspondence): Rate
only those experiences which are reported to
have occurred within the last week and which are
describad as distinctly different from the
thought and imagery processes of normal people.

7

6

5

4

3

2

1

13. MOTOR RETARDATION (Reduction in energy level 7
evidenced in slowed move:r.ents and speech,
reduced body tone, decreased number of movements)
Rate on the basis of observed behavior of the
patient only; do not rate on basis of patient's
subjective impression of own energy 11'.!vel.

6

5

4

3

2

1

(CONT~)
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BRIEF PSYCHIATRIC RATING SCALE - 3
14. UNCOOPERATIVENESS (Evidence of resistance,
unfriendliness, resentment, and lack of readiness to cooperate with the interviewer): Rate
only on the basis of the patient's attitude and
responses to the interviewer and the interview
situation; do not rate on basis of reported
resentment or uncooperativeness outside the
interview situation.

7

6

5

4

3

2

1

15. UNUSUAL TIIOUGHT CONTENT (Unusual, odd,
strange, or bizarre thought content): Rate
here the degree of unusualness, not the
degree of disorganization of thought process.

7

6

5

4

3

2

1

16. BLUNTED AFFECT (Reduced emotional tone,
apparent lack of normal feeling or involvement)

7

6

5

4

3

2

1

17. Considering your total clinical experience, how mentally ill is
the patient at this time?
Check

Normal. not ill at all
Borderline men.t.allv ill
Mildly ill
Moderately ill
Markedly ill
Severely ill
Among the most extremely
ill patients

SCORE

= Sum

of ratings 1 through 17

1
2

3
4
5

6
7

= ----~~
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TIME REFERENCE INVENTORY

(Philip Roos,

Ph. D.)

This is a brief inventory designed to estimate
people's reactions in terms of past, present, and future.
Please indicate for each statement below whether it most
nearly refers to the past, present, or future, by placing
an X in the appropriate column. Be sure to place only one
X for each statement. In the "Age" column, indicate your
best guess of your age at the time to which the statement
refers.
In cases where a statement applies to a time in
the future less than a year from now, list under the "age"
column your present age.
Two

s~~ples

Sample 1:
in the
Past

follow:
I am taking the Time Reference Inventory
Present

x

Samp l_e 2:

Age
your current age.

Hy death is in the
Present

Past

Future

Future

x

Age
85

In-sample 1, since the subject is currently taking
the Time Reference Inventory, he places the X under the
"Present" column, and under the "Age" column he lists his
current age.
In Sample 2, the subject expects to die in the future,
and hence he places the X under the "Future" column. His
gµess is that he will die at the age of 85, and, therefore,
he vvri tes "85" under the "Age" column.
Please complete every statement below, even though
you may have to make "wild guesses".

1. The most important time of my life is probably
in the
Present

Past
2.

Past

r

Future

Age

believe the happiest time of my life is in the
Present

Future

Age

.
l.

3..
,.
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'

The most productive. period of my life is in the

'··

·Past

4.

Future i .

1

:.

••

• ••

~9e

'i'.rhe most peaceful time of my life is in the
' ·~ ,'

Past

Present

s.

I

usually'

p~~f·~~ 'talking

.''

The
in the
Bas.t

Age

.,

"

about the

'

Future

Past
,6.

Future

most:}cr\\Q~al

pe;r,iod .of my life ·is

Pz:~~ent

pr;~ply.

Future

7.. The mpt3t ~a-t;.f;.~fying ..~ime of. my life lrS J?;t;~l:>ably
iil the
Past

.a..
in

B~esent

Future

My per;i,qi l-.-r o.. f . ·~
. test accol):lplishment i.$ p:r;-oq~bly
the · · ·'
.T ~

Past
i

:?r.~sent
,) t
. • . ''
,~

~

Future

9. The most.,µqt;roubled period of my life is .probably
in' the · · · · .~ "' · ·i ·
Future
I ,gei; mof3"t,r ~n.J.e~ent out of, thinking about, the

10.

Past

PJ:~sent

Future

Age

T,he m9st u;nhafily time of my life ieeems to be the

11.

Present

Past

Future

Age

I believe the mos't difficult period of my life
is in the

12.

Prt;sent

Past

13.

Future

The most frightel"J.i,l(lg time in my life is

Past

Present

Future

Age

in the
Age

93

14.

My period of greatest worrying is probably in the

Past

Future

Present

Age

The most discouraging time of my 'life seems to
be the
,,·

15.

/ ..

I

... '

Past

Future

Present

Age

16. My period of greatest depression is probably
in the
'· .\. ·
·
'· · :
.i

I'

Past

17.

Future

}?resent
I

feel the

in the

i·

~est
''

frustrating time of my life is

•

Pr~sent

Past

Age

Future

18. The most'. anxibus time of my life is probably· in
the
F,

Past

,:

'

Future

Present
".~ '

Age

{.:

19. The most troubJ..ed period of my life is probably
in the
Past

i.·J?resent

Future

···.Age·

'20. My period of greatest discouragement is probably
in the

Present

Past

21.

Future

Age

The busiest time of my life is probably in the

Past

Present

11·"'<;··"'""
' 'I:"

'

.-·

•

~

Future

Age

\ l'

22.
The most'rel±g:i.ous time of my life is probably
in the

Past

23.

Present

Future

Age

Most of my daydreams are about the

Past

Present

Future

Age

My important decisions are usually based primarily on the

24.

Past

Present

Future

Age

94

25.
,·,'
'•'

'

,,

I

most of ten dream about the

Past
26.

'.My most

Past

,, Present

a:dtive
·,

'

~

'

Future

.Age

.. ;:
period is probably in the

Present

Future

Age

27.

My greatest concern over religious matters
is probably in the

Past
28.

Age

Present

Future

Age

My plans are usually based principally on the

Past
30.

Future

Most of my fantasies are about the

Past
29.

Present

Present

Future

Age

Most of my dreams are usually about the

Past

Present

Future

Age

Please list the three happiest experiences in your past 3-if e
and indicate your approximate age at the time of each experience:

1.
2.
3.
Please list the three happiest experiences you expect during
your future life and estimate your age at the time of each
experience:

1.
2.

3.
Please l.ist the three unhappiest experiences in your past
life and indicate your approximate age at the time of each
experience:

.,
_t., •

2.
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Pli:i!!'ase list the thr.e~ .. unhappiest experiences.. ,youHexpect
during your future life and estimate your age at the
time of each experien.c.e..;.

1.
2.
3.
.:,,

"

,:·1,

''

:.

... · ..

·~ ..

I
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SUBJECT DESCRIPTION

Education

~~~~~~--------~~

*********
SCORING SUMMARY
Past

Present

Future

Totals

Positive {first 10 items)

10

Negative {second 10 items)

10

Neutral {third 10 items)

10

~

30

Average years projected into future =
Average years projected into past
Average age focus

=

=

fa - nf~ca) =
nf
nE{ca) - ea
np

a=

30

fa--future ages; pa--past ages; ca--chronological age;
a--sum all ages recorded by S on 30 items.
nf--number of tuture items; np--number of past items.
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D

ADMINIS'l;RATION OF· WFIT'S TIME QUESTION\lAl.RE (TQ}

The TQ can be administered verbally by the trained
person or given as a ':·written task while the trailnM examiner
r&mains present, obser'V'EHi· and records any comment's,or qualitative behavior.

Vef!bal:administration is usuallyr:reeorn-

mended for very depressea, patients, but in geneial; >·the•
written format is preferred, since the concurrent overt
interaction with the examiner is minimized as involvement
with the TQ takes place.

Such overt interaction is likely

to contaminate the externalized projections being soµght.
No matter which format is used, the person is asked
first to write his name, to enhance self-representation of
the TQ responses, then to write in the date to indicate the
accuracy of present-time orientation.
The~e

is no time limit for the TQ, but the person

should understand that the directions request responding
with the "first feeling or thought,

11

so that range of time

to complete the form is ten to fifteen minutes, with an
increase in the intensity of depression being a major component in lengthening the time.

It is very unusual to have

the administration take more than 25 minutes.
Any questions regarding the TQ items should be referred back to the respondent by either repeating the directions, or suggesting, "Answer in any way you wish; there
are no right.or wrong answers."

The aim is to encourage

freedom of response within the context of the directions.
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Very few persons hav:ei«difficulty in following these
directions.
'

Verbalizations.,; :ekcessively long reaction.Ftimes to
~

specific items, and uriU.uail. ;,'behavior should be recorded.
Alli inqu.iry into any

'

Of~:bQe

response may be condqcted: only

afte{ the TQ has been cdupl(fted: . these must be
>if·,.

S\l,ch ..

"''

.UfP.e(jl,as
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Time Questionnaire Cover Sheet

Name (optional) S IH'll
Sex:

@

IE.

Date

3 - 7 - 7l.f

Birth Dated.·:U-51Age ~3 Marital Status

F

Natl. Origin.

f

A~eR.ic~r.J

Race

O'wn

@Home

W

9

Religion
How long

S

NoNe:.

6

h"los.

Age and sex of children -Others living at home

-

Year and make of car(s)
Your education

b't Ch Evvy BE/ A;R.

1

H. S.

Spouse's education ~

Your occupation CoNSTR-U.CT•..O N

How long

Spouse's occupation --

How long -

Interests and hobbies

TV)

bo~/

Any serious physical illness(es)?
If yes, please specify:

rn OS.

;Alj
Yes

----

No

/
--
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Date

3 - 7- 7t/-

TIME QUESTIONNAIRE
THE PRESENT
Answer the following questions as quickly and completely as
you can. Respond to each item with your first thought or
feeling.
Start I : ;i. 0
Finish I:

Time:
1.

-a.
2.

Right now I feel (circle one)
Very good
pressed

Fairly good
No feeling

Qind of depresse]) Very de-

I feel anxious (circle one)

-a
3.

33

Sometimes

Almost Always

G;ual"iy

The thing(s) about
going

myself that help most to keep me

~J.

4.F' At
5.

-a
6.

F
7.

F
8.

F
9.

-3

times I feel like smashing things.

Yes

No

The amount of energy I've had lately is (circle one)
Much more than usual

~~ch le~s :than

usua}) Same as always

There are times when I feel like hurting myself. (circle
one)
Of ten

Sometimes

~

are times when I feel like hurting someone else.
(circle one)

~~ere

Of ten

Sometimes

I am always in complete control of my emotions.
True

False

----

My sexual feelings (circle one)
Have increased lately

{i:..-.a-v-~-e-~_d_e_c_~_e_a_s_!V_d Same as abvays

10.

My greatest weakness(es)

_,

I'm very happy

11.

.
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be1N3

looRN

I'm fairly happy {ii"m

S~

I'd rather

be dead.
12.

I almost always
trust myself

I usually
trust myself

I can't usually
trust myself

C9-wu.

I almost never
trust myself
13.

+I

I'm usually
mistrusting of others

I almost always
trust others
I can't usually trust anyone

14.

I expect to succeed in things I do. (circle one)

+d.

Almost Always

15.

It is hard for me to let others know what I really
think and feel.
(circle one)

-3

{fiffiost

Alw~

Gsuali'y

Usually

Sometimes

Sometimes

Never

Never
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THE FUTURE
Select a year in the future and answer the following questions AS IF YOU WERE LIVING IN THAT FUTURE YEAR NOW.

-"f 1.
+l 2 .
3.

Future year selected

Marital Status:

uing~!)

Engaged

(widower)

0 4.

a'f

Your age then

Married

Separated

Divorced

Widow

Remarried

Age and sex of children (if any)

~~~~~~~~~~~-

Do you live alone or with others? A f o NE
If with
others, specify:
Rent ../'
-0-wn---~------C-1~.-t-y-v'-=----s-u_b_u_r_b
____~
Year and make of car ( s) _ _'_,,'2"'-'9....__C=--h-"'"'E....,V.._V........,.y.__ _ _ _ _ _::~~~-=--

7.

-+-k

8.

Describe your employment (or spouse's if you do not work)

PgaT rime
What do you do in your spare time?

WATCH

TV

+i
-l

9.

Are you busy most of the time?

Yes

Sometimes . / No

10.

How much have you changed?

-I

Much

11.

How much have people important to you changed?

-a

Much

12.

Have you achieved any of your goals? Specify: C.AN'T

-a.

Some

G litt1-;>

Some

No change

A little

SAY

13.

How well have things worked out?

-a

Fine

14.

Are you happy?

-q

All right

Got

---

so welj)

Not at all

·.104

15.

If you have had therapy, did it help you?

-I

Much

-~16.

Some

{fitt~

No help

Worse

Do you look forward to this future date?

No therapy

I

c:loN'x f(NoW

17.

Do you feel confident about these predictions?

_

Yes, confident

~

No, not confident

(fossible but unlike~
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THE PAST
-Answer the following questons as quickly and completely
as you can. Respond to each item with your first thought
or feeling.

1.

+a.
2.

+a
3.

I think about the past (circle one)
Very of ten

Go~

Never

I feel guilty about some things I have done (circle one)
Very often

Gorn~

Never

~-

A pleasant memory

-'I
4.

0
5.

-a
6.

-a
7.

I think most about the (circle one)

G;se~

Past

Future

I think least about the (circle one)
Past

Present

{!uturv

If you could choose to remain in the present, return to
the past or jump ahead to the future, which would be
your first choice (#1), your second choice (#2), and
your last choice (#3)?
Past

~

Present

I

Future

3

If I could be young again, I would do things differently.
(circle one)
Most
Explain:

GO;;,

Few

None
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Score Sheet for Time Questionaire
Patient or subject's Name (or ID#)_S~l7~M~f>--'_,E.
_ _ _ _ _ _ __
Study Group_~~--~--~
Section II: Future

3

1.

-'f

Section III:
Past
1. + Ol

2.

-cl

2.

+I

2.

+a

3.

-4

3.

-L/ ~-

4.

F

4.

0

4.

0

5.

-a.

5.

0

5.

-ct

6.

F

6.

+I

6.

-a

7.

,:

7."t-~

8.

F

8 ....

9.

-3

9.

10.

-cl

Section I: Present
1. -

~-

3.

1.

*

+I

-I

lo. -I

11. - /

21. -

a

i2.

-a

13.

+!

13. -

cl

14.

+

d.

14. -

'f

15. -

3

15. -

I

~-

12. - ~

~-

16. -;I.
17. -~

Total Positive: .,.. 3
Total Positive: 1- ~
Total Negative:~
Total Negative:,;:;.j_
Total Section II: Total Section III: -3
-U1

Total Positive:+ '3
Total 'Negative: - 2.~
Total Section I: - IC)
TOTALS:

TQ : - ·~t 0

OM :

Lf.

Number of years Projected:

F :

I

"f-

B: Q

UNS:
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APPENDIX E
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RATING SCALE FOR SERIOUSNESS OF SUICIDAL IDEATION

Please rate the above patient O, 1, or 2 on the following
categories;
l .

REPORT OF INTENT TO MAKE AN ATTEMPT
O. No attempt, or very slim chance
1. Possibility of attempt, or will make an attempt
under certain circumstances
2. Definite intent to attempt suicide

2.

SELF-REPORT OF
O. Patient
1. Patient
to see
2. Patient

INTENT TO DIE
wants to live
is not sure, does not care, or is waiting
definitely wants to die

3.

REASONS FOR LIVING
0. Patient reports good reasons for living.
1. Patient reports reasons for dying equal or outweigh reasons for living
2. Patient reports no reasons for living

4.

FEELINGS ABOUT THE IDEATION
O. Patient feels negative, frightened, or disturbed, or ignores the ideation
1. Patient is in acute distress about his suicidal
thoughts, or is ambivalent about them
2. Patient accepts or welcomes his suicidal thoughts

5.

URGENCY OF IDEATION
O. Ideation is not urgent-i.e., patient can and does
keep these thoughts under control
1. Thoughts are urgent enough that patient is afraid
he will be driven to do something he does not want
to do, and/or wants somebody to control him.
2. Thoughts are so urgent that patient no longer
makes any attempt to keep them under control, and
may in fact be in the process of carrying the thoughts
into action

6.

TIME COURSE OF IDEATION
O. Isolated and fleeting thoughts occur at well-spaced
intervals.
1. Isolated thoughts occur frequently, or period of
persistent thinking (hours or more) occur at wellspaced intervals; or thoughts are habitual
2. Thoughts are current and persistent; occupying the
patient's mind in a manner he finds unusual
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