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Abstract

It is well established that there is a fundamental need to develop a robust therapeutic

alliance to achieve positive outcomes in psychotherapy. However, little is known as

to how this applies to psychotherapies which reduce suicidal experiences. The cur-

rent narrative review summarizes the literature which investigates the relationship

between the therapeutic alliance in psychotherapy and a range of suicidal experi-

ences prior to, during and following psychotherapy. Systematic searches of

MEDLINE, PsycINFO, Web of Science, EMBASE and British Nursing Index were con-

ducted. The search returned 6472 studies, of which 19 studies were eligible for the

present review. Findings failed to demonstrate a clear link between suicidal experi-

ences prior to or during psychotherapy and the subsequent development and mainte-

nance of the therapeutic alliance during psychotherapy. However, a robust

therapeutic alliance reported early on in psychotherapy was related to a subsequent

reduction in suicidal ideation and attempts. Study heterogeneity, varied sample sizes

and inconsistent reporting may limit the generalizability of review findings. Several

recommendations are made for future psychotherapy research studies. Training and

supervision of therapists should not only highlight the importance of developing and

maintaining the therapeutic alliance in psychotherapy when working with people

with suicidal experiences but also attune to client perceptions of relationships and

concerns about discussing suicidal experiences during therapy.
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1 | INTRODUCTION

Suicidal ideation, attempts and deaths by suicide are a major global

health concern and a public health priority. Estimates show that in

2018, 14.8 in every 100,000 people in the United States (Centers for

Disease Control and Prevention, 2020) and 11.2 in every 100,000

people in the United Kingdom (Office for National Statistics, 2019)

died by suicide. The risk of death by suicide is higher in people with

mental health diagnoses, such as borderline personality disorder

(45.1%) and depression (19.7%), than within the general population

(Chesney et al., 2014). Suicidal ideation and suicide plans have also

been described as key predictors of suicide attempts and suicide
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deaths (Bertelsen et al., 2007; O'Connor & Kirtley, 2018). Further-

more, male gender, fewer years spent in education, a history of physi-

cal and repeated sexual abuse, unemployment and homelessness

increase the risk of suicidal experiences (Nock & Kessler, 2006;

Schneider et al., 2011; Windfuhr & Kapur, 2011).

Evidence-based psychotherapies, which are grounded in contem-

porary models of the psychological mechanisms underpinning suicide,

have been developed to target suicidal thoughts and behaviour

(Johnson et al., 2008; Joiner & Silva, 2012; O'Connor & Kirtley, 2018;

Williams, 1997). There is evidence from two meta-analytic reviews to

suggest that psychotherapies such as cognitive therapy (CT), cognitive

behavioural therapy (CBT), dialectical behaviour therapy (DBT),

mentalization-based treatment and interpersonal psychotherapy

reduce suicidal behaviour (Calati & Courtet, 2016; Tarrier et al., 2008).

For the purpose of this review, a definition of psychotherapy was

based on that of Beutler (2009): the consideration of client and thera-

pist factors, development of the client-therapist alliance and imple-

mentation of therapeutic techniques which aim to facilitate beneficial

change for people with mental health problems. One aspect of psy-

chotherapy, which has gained significant attention, is the therapeutic

alliance. In broad terms, the therapeutic alliance captures perceptions

of the evolving working relationship between a client and therapist in

a wide range of clinical interactions, including psychological talking

therapies. The alliance, as perceived by both therapists and clients, is

recognized as pivotal to a positive outcome from psychotherapy

(Flückiger et al., 2018). This is a finding which traverses a variety of

therapeutic modalities and a diverse range of mental health problems

(Flückiger et al., 2018).

Despite the abundance of research indicating a relationship

between the therapeutic alliance and therapeutic outcomes, a query

remains over whether the therapeutic alliance is, indeed, a predictor

of outcome alone, a development which resulted from expectations

of psychotherapy and/or a facilitator of effective psychotherapy

(Horvath, 2006; Zilcha-Mano, 2017). A possible barrier to addressing

such a query within the current literature is that the majority of mea-

sures of therapeutic alliance are captured at one time point during

psychotherapy. This limits insight into the alliance–outcome relation-

ship at other time points during therapy (Zilcha-Mano, 2017). A new

model has been proposed by Zilcha-Mano (2017) for understanding

the possible therapeutic nature of the alliance, which posited that cli-

ent ‘trait-like’ (e.g. patterns of relating, expectations of relationships

and appraisals of themselves and interactions with others) and alliance

‘state-like’ (e.g. ‘in-the-moment’ dynamic and therapeutic nature of

the alliance itself) components contribute to therapeutic change. That

said, the use of the term ‘trait’ implies that the characteristics that cli-

ents bring to the therapeutic situation are unable to change, whereas

a fundamental aim of therapy is to bring about change. Moreover, it

appears that this model is yet to be empirically tested. Furthermore,

measures of the therapeutic alliance need to be reviewed to examine

whether they are sensitive to session-by-session therapeutic change

(Zilcha-Mano, 2017). Therefore, session-by-session ratings of thera-

peutic alliance may allow researchers to better understand if the alli-

ance is uniquely related to therapeutic change.

Three factors in the development of the therapeutic alliance have

been scrutinized, which include the effect of mental health problems

on the development of the alliance, breakdowns or ruptures (Safran

et al., 1990) and the effect that the alliance has on positive changes in

mental health problems subsequent to therapy (DeRubeis &

Feeley, 1990). That said, the pathways to perceived helpful therapy

may be cyclical or non-linear.

In terms of pre-therapy experiences, the severity of anxiety,

depression, psychosis, attachment style and number of traumatic

events were not associated with client perspectives of the alliance

early on in psychological therapies, such as supportive expressive psy-

chotherapy and CBT (Gibbons et al., 2003;Reynolds et al., 2017;

Shattock et al., 2018). In contrast, experience of depression pre-

therapy has been significantly related to poorer client perception of

the alliance (Shattock et al., 2018). Additionally, depression and coping

styles such as acceptance and seeking emotional support prior to

starting therapy were significantly correlated with client perception of

a stronger therapeutic alliance (Reynolds et al., 2017; Shattock

et al., 2018). Despite the conflicting evidence presented within the lit-

erature, mental health problems and coping styles that pre-existed

before the start of therapy may lend to the investment in a stronger

initial client–therapist bond, which could positively feed into a

strengthening of the alliance in therapy.

The therapeutic alliance has been recognized as non-linear, often

fluctuating, during the course of psychotherapy. Events such as alli-

ance ruptures (e.g. breakdown in communication and poor under-

standing) and the resolution of such ruptures may occur between the

client and therapist (Safran et al., 1990; Safran & Muran, 2006). It is

necessary for the therapist to be able to recognize when ruptures

occur and to negotiate with the client ways of resolving such ruptures.

Key Practitioner Message

• This is the first review to investigate the relationship

between the therapeutic alliance in psychotherapy and

suicidal experiences pre-therapy, during therapy and after

therapy.

• There is no clear link between suicidal experiences prior

to psychotherapy and the strength of the therapeutic

alliance.

• A robust, client-viewed, therapeutic alliance established

early in psychotherapy is related to reduced future sui-

cidal experiences.

• Training and supervision of therapists should highlight

the importance of, and, key considerations, when devel-

oping and maintaining a therapeutic alliance with people

with suicidal experiences.

• Practitioners involved in psychotherapy trials with sui-

cidal experience outcomes should routinely measure the

therapeutic alliance and assess the relationship between

alliance and suicidal experiences.
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It has been posited that alliance ruptures and harmful client–therapist

interactions may be risk factors for adverse reactions to therapy

(Parry et al., 2016). However, studies have suggested that alliance rup-

tures and subsequent repairs are associated with not only positive

outcomes and a stronger therapeutic alliance in psychotherapy

(Muran et al., 2009) but also greater improvements in mental health

problems, compared to no experience of alliance ruptures (Stiles

et al., 2004). This may be due to clients learning from interpersonal

struggles (Safran et al., 1990; Safran & Muran, 2000). Nevertheless, it

is important to monitor and address the occurrence of alliance rup-

tures and harmful interactions in therapy to ensure the safe delivery

of therapy and mitigate against possible adverse reactions to therapy

(Parry et al., 2016).

The alliance–outcome relationship is well established. Not only

has a stronger client-therapist alliance predicted positive outcomes

post-therapy (Flückiger et al., 2018), but the possible reciprocal rela-

tionship with psychological distress has been explored. Evidence per-

taining to this issue largely comes from research involving those

experiencing anxiety and/or depression. Early on in CBT, improve-

ment in experiences of depression were found to be related to a more

robust therapeutic alliance, but the alliance was not found to be

related to subsequent improvement in experiences (DeRubeis &

Feeley, 1990; Strunk et al., 2010). Moreover, a stronger therapeutic

alliance developed during supportive-expressive psychotherapy was

associated with less severe experiences of depression across four

time-points. But severity of depression was not associated with the

perceived strength of the therapeutic alliance at subsequent time

points (Zilcha-Mano et al., 2014). Additionally, a reciprocal temporal

relationship between the therapeutic alliance and changes in severity

of depression and psychological distress has been observed during

the delivery of a range of psychotherapies, including, cognitive behav-

ioural, psychodynamic and alliance-fostering approaches (Crits-

Christoph et al., 2011; Falkenström et al., 2013). Therefore, percep-

tions of a positive therapeutic alliance, especially when formed during

initial sessions, may lead to subsequent reductions in psychological

distress early on in psychotherapy which may in turn positively rein-

force an even stronger therapeutic alliance. It remains unclear how

generalizable such findings are to populations experiencing other

mental health problems or different types of therapy. One area for

which there is relatively scant research is the effect of severe mental

health problems and suicidal experiences prior to starting therapy on

the client–therapy alliance.

Considering the significance of the therapeutic alliance and thera-

peutic outcome, very few suicide prevention-focused intervention

studies have examined the contribution of the therapeutic alliance

upon suicidal outcome variables. One existing review has broadly

explored the relationship between therapeutic alliance and suicidal

ideation, self-harm and suicide attempts in people accessing mental

health services or receiving psychotherapy (Dunster-Page

et al., 2017). Findings indicated that a more robust therapeutic alliance

was associated with a reduction in suicidal thoughts and instances of

self-harm, whereas there were mixed results regarding the relation-

ship with suicide attempts (Dunster-Page et al., 2017). Such inconsis-

tencies could be due to lower frequency of suicide attempts and

therefore less power to detect a relationship. The focus of the review

was quite broad, looking at the alliance in both inpatient and outpa-

tient mental health teams in the United States, individual care coordi-

nators from community mental health teams in the United Kingdom,

as well as psychotherapy, and the relationship between both suicide

and self-harm outcomes. Thus far, there is a gap in the evidence base,

whereby the direction of the relationship between the therapeutic

alliance established during psychotherapy and suicidal experiences

has not yet been investigated using systematic review methods.

Hence, the overarching aims of the current review were to investigate

the nature of the relationship between the therapeutic alliance in psy-

chotherapy and suicidal experiences by examining the evidence for

suicidal thoughts and behaviours as (1) predictors of the alliance

(i.e. suicidal experiences pre-therapy influencing the therapeutic alli-

ance), (2) correlates of the alliance (i.e. suicidal experiences related to

the therapeutic alliance at the same time point during psychotherapy)

and (3) outcomes due to the therapeutic alliance (i.e. the therapeutic

alliance altering suicidal experiences post-therapy [see Figure 1]). An

additional aim was to assess the reliability, validity, applicability, find-

ings and reporting of studies which are published and included in the

current systematic review.

2 | METHOD

The current systematic review was conducted and is reported in line

with Preferred Reporting Items for Systematic reviews and Meta-

Analyses (PRISMA; Liberati et al., 2009) and was registered on the

Prospero Centre for Reviews and Dissemination website

(CRD42019138823).

F IGURE 1 A diagram to illustrate the direction of the three types of relationship under investigation between the therapeutic alliance and
suicidal experiences
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2.1 | Search strategy

The database search strategy was carried out from 1976 (MEDLINE,

Embase, PsycINFO and Web of Science) or date of inception (1987;

British Nursing Index) to December 2021. The search was limited to

1976 as this is predominantly when the first therapeutic alliance mea-

sures were developed (Luborsky, 1976). A restriction on English lan-

guage was applied. Search terms comprised phrases relating to

suicide, psychotherapy and therapeutic alliance, all separated by the

Boolean operator; ‘AND’. The first search term was ‘suicid*’ to cap-

ture all studies relating to suicidal experiences such as suicidal idea-

tion and attempts and death by suicide. The second set of search

terms were those related to psychotherapy: ‘cognitiv*’ OR

‘psychotherap*’ OR ‘psycholog* therap*’ OR ‘psychosocial’ OR

‘talking therap*’ OR ‘counseling’ OR ‘counselling’ OR ‘talking treat-

ment’ OR ‘psycholog* intervention*’. The final set of search terms

were related to the therapeutic alliance: ‘alliance’ OR ‘therap* rela-

tion*’ OR ‘bond*’ OR ‘connection’ OR ‘rapport’ OR ‘collaborat*’ OR

‘therap* attachment’ OR ‘engage*’ OR ‘empath*’ OR ‘withdraw*’ OR

‘therap* delivery’ OR ‘therap* process’. Forward and backward cita-

tion chaining (Booth et al., 2013) was utilized to account for the possi-

bility of potential peer-reviewed articles being missed in the original

search. This technique involved using the ‘finding citing articles’ fea-
ture on Ovid to identify relevant studies which cited included studies,

in addition to examining reference lists for all studies included in the

present review. The use of citation chaining is encouraged to ensure

the review strategy is comprehensive (Booth et al., 2013).

2.2 | Eligibility criteria

Studies were deemed eligible for inclusion if they met the following

criteria: (1) written in English; (2) quantitative empirical studies;

(3) published in a peer-reviewed academic journal; (4) involved indi-

viduals of any age, gender, ethnicity and presenting mental health

problem who have had suicidal experiences (i.e. suicidal ideation or

attempts) in their lifetime or had died by suicide; (5) involved a psy-

chotherapeutic intervention delivered individually or in a group at

any point in time; (6) any measure of therapeutic alliance; (7) any

measure of suicidal experiences (such criteria ensured that measures

which may not be validated questionnaires, e.g. hospital or other

records, were included); and (8) reported analyses of the relationship

between the therapeutic alliance and at least one type of suicidal

experience.

Studies were excluded if they met the following criteria: (1) review

articles, clinical practice, position papers, treatment guidelines, grey

literature and qualitative only studies; (2) intervention was solely phar-

macological therapy (i.e. medicinal treatments), alternative medicinal

or other treatment (i.e. homoeopathy, acupuncture, osteopathy, chiro-

practic, herbal medicines, aromatherapy and prescribed exercise) or

self-guided interventions, including interventions which primarily use

technology (i.e. smartphone application or website where a human

therapist is not conducting psychotherapy).

2.3 | Study selection

Titles and abstracts were screened by the first author (CH). Full texts

of potentially eligible papers were then examined by the first author

to confirm eligibility. A random sample of 13.5% (n = 32) of all full

texts was screened by a second independent reviewer (JQ) to deter-

mine inter-rater reliability. Disagreements were resolved through dis-

cussion. Overall, there was 100% agreement (κ = 1). Queries

regarding whether studies met with the eligibility criteria were

resolved by discussed with three experienced clinical and academic

psychologists (PG, GH, DP).

2.4 | Data extraction and analysis

Data were extracted with reference to a data extraction table, which

had been created and piloted by the first author, comprising study

characteristics, client and therapist characteristics, modes of therapy

delivery and data analysis (see Appendix A for more specific details of

data extracted). For those studies that measured the therapeutic alli-

ance and suicidal experiences but did not analyse the relationship

between these two variables, the relevant data or analyses were then

requested from the corresponding authors. Of 27 authors who were

contacted, four provided the necessary data analysis. Corresponding

authors from 17 out of 19 included studies were contacted to request

missing data.

2.5 | Quality assessment using the Critical
Appraisal Skills Programme

There is no consensus as to which quality assessment tool is most

suitable for use across a variety of study designs (Katrak et al., 2004).

Included studies in the current review collected data using RCT and

cohort designs. However, specific questions pertaining to the quality

of randomization processes were not applicable to the current review

question, which focused on the therapeutic alliance in psychotherapy.

Additionally, the Critical Appraisal Skills Programme (CASP) (2018)

checklist for cohort studies has been specifically recommended for

critical appraisals of cohort studies (Rosella et al., 2016). The CASP

checklists provide clinicians and researchers with a framework to

assess the reliability, validity, applicability, findings and reporting of

studies which are published. As the questions posed by the CASP

checklist were broad, each question was tailored to the current sys-

tematic review topic to ensure the quality assessment of studies was

relevant. For example, adapted questions included assessing whether

measures of therapeutic alliance and suicidal experiences were reli-

able and valid, the therapists were systematically trained, therapist

fidelity monitored and the psychotherapy was safe. Therefore, each

study was quality assessed using an adapted version of the

CASP (2018) checklist for specific study designs.

The first author (CH) quality assessed all included studies, of

which five (26%) were also assessed by an independent second

1206 HUGGETT ET AL.



reviewer (JQ) to determine inter-rater reliability. Four studies were

selected at random based on each study design. However, one study

was specifically selected to be independently quality assessed as the

first author of the present review is the first author of the included

paper. There was 96% agreement (κ = .92) on the CASP ratings for

the five selected papers.

3 | RESULTS

3.1 | Search results

A summary of study flow from initial database search to inclusion

at full-text level are presented in Figure 2. Notably, 23 studies

measured both the therapeutic alliance and suicidal experiences

but did not conduct a statistical analysis of the relationship

between these variables. Nineteen studies met inclusion criteria

and were included in this systematic review, of which two sets of

two studies (n = 4) analysed data from the same pool of

participants.

3.2 | Study characteristics

As might be expected, there was considerable heterogeneity across

studies with respect to geographical location, study design, settings,

sample sizes, participant characteristics, types and delivery mode of

therapy offered, characteristics of the therapists, measures of the

therapeutic alliance, measures of suicidal experiences and study qual-

ity. Furthermore, analyses examined different directions of the rela-

tionship between the therapeutic alliance and suicidal experiences

(pre-therapy, during therapy and post-therapy). The number of times

each variable was measured and at which time points also varied con-

siderably (e.g. baseline, during therapy at a single time point or session

by session, upon therapy cessation and either once or multiple times

at follow-up time points). Additionally, some studies had low retention

rates, unclear therapy or follow-up timeframes and/or did not report

or provide sufficient data (standard deviations, standard errors and

confidence intervals). Due to clinical and methodological diversity, sta-

tistical heterogeneity and insufficient data, a meta-analysis examining

the relationships between the therapeutic alliance and suicidal experi-

ences was considered inappropriate (Higgins & Green, 2011). Nine

F IGURE 2 PRISMA diagram
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out of 19 studies were conducted in the United States, four in Canada

and six in Europe.

Study details, such as design, study setting/recruitment sources,

sample sizes, sample population, type of psychotherapy, therapy

delivery characteristics, therapist qualifications and supervision, have

been collated in Table 1. There are, however, several key points to

note. For instance, most studies used a cohort/longitudinal or ran-

domized controlled trial (RCT) design (including pilot RCTs) using

opportunity sampling from the community, mental health inpatient

and outpatient settings, with sample sizes ranging from 4 to

633 and follow-up time periods between 2 weeks and a median of

4.19 years. Participants with different mental health problems were

recruited across studies, but those with a diagnosis of borderline

personality disorder were represented most frequently, whereas

people diagnosed with eating disorders, bipolar disorder or non-

affective psychosis had the least frequent representation. The mean

age of participants ranged from just under 15 to just over 48 years.

Ethnicity was predominantly Caucasian or not reported. Seven out

of 13 RCTs compared psychological therapy with an active control

(e.g. client-centred, non-directive supportive family therapy, psycho-

dynamic, eclectic or cognitive therapy). The experience of the study

therapists, who came from various allied mental health professions

(e.g. social work, psychology and nursing) and were either in train-

ing or had qualifications ranging from masters and PhD degrees to

professional registration in clinical psychology and psychiatry,

ranged from 1 to 26 years. The types of therapy offered were also

diverse including cognitive, psychodynamic and eclectic approaches,

delivered in one-to-one settings (nine studies), groups (three stud-

ies) or a mixture of group and individual work (seven studies). The

number of therapy sessions ranged from 3 to 339, but most

(n = 12) studies offered 3–20 weekly sessions lasting between

60 and 180 min.

3.3 | Measures of the therapeutic alliance and
suicidal experiences

It is worth considering first ways in which the therapeutic alliance was

measured and second ways in which suicidal experiences were mea-

sured and documented across studies (see Table 2).

First, the most frequently used measure of therapeutic alliance

was the Working Alliance Inventory (WAI; Horvath &

Greenberg, 1989). The WAI was used in 10 studies, two of which

measured both client and therapist perspectives; seven of which

sampled client perspectives only; and one of which sampled inde-

pendent observer ratings of client–therapist alliance. The remaining

nine studies captured the client perspective of the therapeutic alli-

ance by using seven different measures other than the WAI. Fur-

ther, two studies used two different measures other than the WAI

to capture the therapist perspectives of the alliance. The final study

used an independent observer rated measure to assess the client

and therapist alliance (Perry et al., 2013). It is important to consider

who collects the therapeutic alliance measures from clients. This is

because clients may not want to be seen as being critical of the

therapist, which could impact on the quality of intervention delivery

and therapeutic outcome (Lingiardi et al., 2016). Of the 19 studies

in the current review, 17 measured client perspectives of the thera-

peutic alliance, with five out of those 17 being administered by

independent researchers. Furthermore, two studies used indepen-

dent observer ratings of therapy session video or audio recordings.

Studies ranged from measuring the therapeutic alliance at one time

point, that is, Session 1 (Bryan et al., 2012) or after 3 weeks

(Ryberg et al., 2019) or 6 months (Turner, 2000), through to mea-

surements taken across 16–31 session-by-session ratings using two

therapeutic alliance measures (Ibrahim et al., 2018; Shearin &

Linehan, 1992).

Second, there was considerable variability in measures of suicidal

experiences. The Beck Scale for Suicide Ideation (Beck et al., 1988)

was the most commonly used validated self-report measure of suicidal

experiences, whereas several different validated interview-based

measures and non-validated measures were also used. Although some

measures have the capacity to measure both suicidal ideation and

self-harm in addition to suicide attempts, it should be noted that most

studies treated such variables as separate during the analysis in rela-

tion to the therapeutic alliance. However, the Suicide Probability Scale

(SPS; Cull & Gill, 1982), which assessed a combination of suicidal idea-

tion, negative thoughts, hopelessness and hostility, was used and

analysed as a composite measure in one study (Haddock et al., 2019).

Two studies included a population of adolescents and so used the Sui-

cidal Ideation Questionnaire–Junior to examine suicidal ideation

(Ibrahim et al., 2018, 2021).

Third, suicidal experiences were measured at several time points,

including prior to taking part in psychotherapy (e.g. measured at base-

line or admission to a mental health inpatient ward), during psycho-

therapy (e.g. measured session-by-session or early and mid-therapy),

towards the end or upon cessation of psychotherapy and at follow-up

time points.

3.4 | The relationship between the therapeutic
alliance in psychotherapy and suicidal experiences

This review focuses upon understanding the extent to which (1) sui-

cidal experiences occurring pre-therapy influenced the therapeutic

alliance, (2) suicidal experiences are correlated with/related to the

therapeutic alliance at the same time point during psychotherapy and

(3) the therapeutic alliance developed during therapy affected suicidal

experiences post-therapy or at therapy cessation.

3.5 | Suicidal experiences pre-therapy as a
predictor of the therapeutic alliance

A summary of analyses used and statistics produced by studies which

examined suicidal experiences pre-therapy as a predictor of the thera-

peutic alliance is presented in Table 3.
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3.6 | Suicidal ideation pre-therapy as a predictor of
the therapeutic alliance

Four studies consistently found that experience of suicidal ideation

prior to psychotherapy was not significantly related to (Haddock

et al., 2019; Huggett et al., 2021) and did not significantly predict

(Ibrahim et al., 2018; Johnson et al., 2019) client perceptions of the

therapeutic alliance at Session 4 or 1 month into therapy. A fifth study

found that for people with and without suicidal ideation prior to ther-

apy, there were no significant differences between alliance scores at

Session 1 and Session 5 of psychotherapy (Tsai et al., 2014). A non-

significant relationship was also observed between a measure of sui-

cide potential pre-therapy and client therapeutic alliance at Session

4 (Haddock et al., 2019). Thus, the current evidence indicated that sui-

cidal ideation prior to therapy did not significantly influence client per-

ceptions of the therapeutic alliance early on in therapy.

Similarly, in two studies, suicidal ideation prior to therapy was

not significantly related to therapist perceptions of the therapeutic

alliance at Session 4 (Haddock et al., 2019; Huggett et al., 2021).

Conversely, there was a moderate significant positive relationship

between self-reported suicide potential prior to therapy and the

therapist view of the therapeutic alliance at Session 4, even though

the sample size was small (Haddock et al., 2019). Hence, the evi-

dence from this study suggests that clients with greater self-

reported suicide potential, which involved experiences of suicidal

thoughts, hopelessness, negative self-evaluations and hostility, were

perceived by therapists as forming a stronger therapeutic alliance

early on in therapy. This is despite a measure of suicidal ideation

prior to therapy not relating to therapist views of the therapeutic

alliance across two studies.

3.7 | Suicide attempts pre-therapy as a predictor
of the therapeutic alliance

Six studies examined the extent to which lifetime suicide attempts or

suicide attempts in the previous 6 months influenced the formation

and maintenance of the therapeutic alliance from the perspective of

the client or an observer. One study suggested that client perceptions

of the therapeutic alliance at Session 1, which was held on admission

to a mental health inpatient ward, were significantly lower in people

who had previously attempted suicide compared to those who had

not attempted suicide (Plöderl et al., 2017). In a second study, there

was a moderate negative significant relationship between the number

of suicide attempts prior to psychotherapy and therapeutic alliance

measured at the first psychotherapy session (Gysin-Maillart

et al., 2017), but by the third session, this negative relationship had

diminished. Notably, only three or four sessions were offered as part

of this specific psychotherapy.

However, in two studies, there was a non-significant relationship

between number of suicide attempts prior to group psychotherapy

and therapeutic alliance measured in Session 1 (Stratton et al., 2020;

Tsai et al., 2014) and Session 5 (Tsai et al., 2014). In a third study,T
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TABLE 3 Details of analyses used and statistics produced in included studies which examined suicidal experiences pre-therapy as a predictor
of the therapeutic alliance

Suicidal experiences pre-therapy as a predictor of the therapeutic alliance

Study number

and reference

Suicidal ideation pre-therapy as a

predictor of the therapeutic

alliance

Suicide attempts pre-therapy as a

predictor of the therapeutic

alliance

Change in suicidal ideation and

behaviour combined as a

predictor of change in the

therapeutic alliance

Suicide attempts as a predictor of

change in the therapeutic alliance

over time

1. Shearin and

Linehan (1992)

N/A N/A Time series

Client

χ2(8) = 29.46, p < .001

Therapist

χ2(8) = 25.68, p < .001

N/A

3. Goldman and

Gregory (2009)

N/A Spearman's correlation

Client

r = �.04, p = .925

N/A N/A

7. Tsai

et al. (2014)

Independent samples t-test

Client

Session 1:

t = �.422, df = 59, p = .674

Session 5:

t = �1.23, df = 50, p = .225

Independent samples t-test

Client

Session 1:

t = .439, df = 58, p = .662

Session 5:

t = .388, df = 49, p = .700

N/A N/A

10. Gysin-

Maillart

et al. (2017)

N/A Bivariate correlations

Client

Session 1:

r = �.34, p = .008

Session 3:

r = �.13, p = .340

N/A N/A

11. Plöderl

et al. (2017)

N/A Wilcoxon test

Client

Previous suicide attempt:

M = 46.70

No previous suicide attempt:

M = 48.59

W = 54,697, N = 633, p = .02

N/A N/A

13. Ibrahim

et al. (2018)

Multiple hierarchical linear

regression

Client

β = �.04, p = .07, SE = .03,

df = 100, t = �1.38

N/A N/A N/A

14. Haddock

et al. (2019)

Pearson's correlation

Client ideation:

r = �.222, n = 17, p = .195

Potential:

r = �.226, n = 17, p = .192

Therapist ideation:

r = .162, n = 22, p = .235

Potential:

r = .360, n = 22, p = .050

N/A N/A N/A

15. Johnson

et al. (2019)

Path analysis

Client

IRR = .73

N/A N/A N/A

17. Stratton

et al. (2020)

N/A Bivariate correlation

r = �.10

N/A Logistic regression

r = �.17

18. Huggett

et al. (2021)

Pearson's correlation

Client

r(57) = �.115, p = .386, 99% CI

[�.43, 0.23]

Therapist

r(58) = �.034, p = .794, 99% CI

[�.36, 0.30]a

Independent samples t-test

Client

t(56) = �2.46, p = .023, 99% CI

[�10.69, 0.36]

Therapist

t(57) = �1.34, p = .186, 99% CI

[�5.51, 2.21]a

N/A N/A

aThe authors amended the alpha level to .01 to minimize the probability of a Type 1 error occurring and to correct for multiple testing.
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frequency of lifetime suicide attempts at baseline had no relationship

with the therapeutic alliance after 3 months of psychotherapy

(Goldman & Gregory, 2009). Furthermore, a fourth study found no

evidence to suggest a significant difference in client nor therapist per-

ceptions of the therapeutic alliance when clients had previously

attempted suicide or not (Huggett et al., 2021).

In summary, clients who have attempted suicide prior to com-

mencing psychotherapy have varied perceptions of the robustness of

the therapeutic alliance at the first session but are still able to form a

good therapeutic alliance with a psychotherapist at the outset of

therapy.

3.8 | Change in suicidal ideation and behaviour
combined as a predictor of change in the therapeutic
alliance

One study analysed suicidal ideation and behaviour as a composite

variable (Shearin & Linehan, 1992). A time series approach was taken

to analysing the session-by-session data over 7 months of psycho-

therapy. Experiences of the composite measure of suicide during ther-

apy were significantly associated with client perceptions that the

therapists were understanding and warm in the following week's ther-

apy session (Shearin & Linehan, 1992).

3.9 | Suicide attempts as a predictor of change in
the therapeutic alliance over time

One study implicitly examined lifetime frequency of suicide attempts

prior to group psychotherapy and whether this was related to change

in the client perception of the therapeutic alliance over time (Stratton

et al., 2020). Lifetime frequency of suicide attempts did not signifi-

cantly correlate with change in therapeutic alliance over the course of

group psychotherapy (Stratton et al., 2020).

3.10 | Suicidal experiences as a correlate of the
therapeutic alliance at the same time point during
psychotherapy

A summary of analyses used and statistics produced by studies which

examined suicidal experiences as a correlate of the therapeutic alli-

ance at the same time point during psychotherapy is presented in

Table 4.

3.11 | Suicidal ideation in relation to the
therapeutic alliance at the same time point during
therapy

In the present review, experience of suicidal ideation measured dur-

ing therapy was cross-sectionally examined in relation to the thera-

peutic alliance during psychotherapy by only two studies. From the

client's perception of the therapeutic alliance, one study found a

small, negative relationship between suicidal ideation and therapeu-

tic alliance at Session 1, which took place on admission to a crisis

intervention and suicide prevention inpatient ward (Plöderl

et al., 2017). A second study (Perry et al., 2013) found only trends

towards a significant difference between the therapeutic alliance rat-

ings, 1 month into psychotherapy again in people with and without

suicidal ideation at this time point. Similarly, in the same study, ther-

apist views of the therapeutic alliance (1 and 6 months into psycho-

therapy) and client views of the therapeutic alliance (6 months into

psychotherapy) did not differ dependent on whether the client had

or had not experienced suicidal ideation (Perry et al., 2013). Thus,

the majority of the evidence indicates that experience of suicidal

ideation during psychotherapy did not influence client or therapist

perceptions of the therapeutic alliance early on or part way through

psychotherapy.

A moderate negative relationship was observed between client

perception of the therapeutic alliance and suicidal ideation towards

TABLE 4 Details of analyses used and statistics produced in included studies which examined suicidal experiences as a correlate of the
therapeutic alliance at the same time point during psychotherapy

Suicidal experiences as a correlate of the therapeutic alliance at the same time point during psychotherapy

Study number and reference
Suicidal ideation in relation to the therapeutic
alliance at the same time point during therapy

Suicide attempts in relation to the therapeutic
alliance at the same time-point during therapy

3. Goldman and Gregory (2009) N/A Spearman's correlation

Client

r = .08, p = .851

6. Perry et al. (2013) Wilcoxon test
Client

1 month: Z = 1.83, p = .07; Z = 1.70, p = .09

N/A

11. Plöderl et al. (2017) Spearman's correlation
Client

Session 1:

r = �.19, N = 633, p < .01

Final session:

r = �.36, N = 633, p = .01

N/A
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the end of psychotherapy, that is, discharge from the mental health

inpatient ward (Plöderl et al., 2017). Such finding suggests that clients

who perceived the therapeutic alliance as stronger towards the end of

psychotherapy experienced less severe suicidal thoughts.

In summary, the current literature suggests client and therapist

perceptions of the therapeutic alliance early on, or part way through

psychotherapy, are not related to client experiences of suicidal

thoughts. Although, most notably in an inpatient population, towards

the end of psychotherapy and final session on inpatient wards, clients

who perceived the therapeutic alliance as stronger experienced less

severe suicidal ideation.

3.12 | Suicide attempts in relation to the
therapeutic alliance at the same time point during
therapy

In the present review, only one study (Goldman & Gregory, 2009)

examined the cross-sectional relationship between suicide attempts

and the therapeutic alliance. The average of the observer-rated thera-

peutic alliance had no significant relationship with the total frequency

of suicide attempts, both collected over four time points during psy-

chotherapy (Goldman & Gregory, 2009).

3.13 | Therapeutic alliance as a predictor of
prospective suicidal experiences during and post-
therapy

A summary of analyses used and statistics produced by studies which

examined the therapeutic alliance as a predictor of prospective sui-

cidal experiences during and post-therapy is presented in Table 5.

3.14 | Therapeutic alliance in relation to suicidal
ideation post-therapy

Six studies examined the therapeutic alliance as perceived by the cli-

ent in relation to suicidal ideation towards the end of psychotherapy

or upon psychotherapy cessation and at follow-up time points.

First, there were significant negative relationships between the

therapeutic alliance early on in therapy and suicidal ideation, across

three studies, at therapy cessation (Huggett et al., 2021), 6-month

follow-up (Gysin-Maillart et al., 2017), 12-month follow-up (Gysin-

Maillart et al., 2016; Gysin-Maillart et al., 2017) and 24-month follow-

up (Gysin-Maillart et al., 2016). These findings remained when base-

line confounding variables were controlled for, that is, suicidal idea-

tion, depression and hopelessness (Huggett et al., 2021) and

depression and the number of previous suicide attempts (Gysin-

Maillart et al., 2017).

A fourth study analysed the simultaneous impact of the therapeu-

tic alliance and intervention upon suicidal ideation. Both the therapeu-

tic alliance measured mid-way (6 months) through therapy and

difference between the intervention groups, that is, DBT and client-

centred therapy had a similar relationship with lower severity of sui-

cidal ideation upon therapy cessation (Turner, 2000).

A fifth study investigated the therapeutic alliance as a moderator

between therapy adherence and suicidal ideation upon therapy cessa-

tion. The interaction between good therapy adherence and the client

perception a stronger therapeutic alliance was significantly correlated

with lower frequency of suicidal thoughts (Ibrahim et al., 2021).

In contrast, a sixth study indicated that client perception of the

therapeutic alliance measured early on in therapy was not significantly

correlated to suicidal ideation upon therapy cessation when dis-

charged from the inpatient ward and at 2 weeks and 6 months' post-

discharge (Rufino & Ellis, 2018). Furthermore, there was no evidence

for a significant relationship between therapist views of the alliance

and suicidal ideation upon therapy cessation (Huggett et al., 2021).

Overall, there is evidence to suggest that a more robust therapeu-

tic alliance perceived by the client early on or mid-way through a

suicide-focused psychotherapy may be related to less severe or less

frequent suicidal ideation both at the end of therapy and at follow-up

time points, although this finding was not supported by all included

studies.

3.15 | Therapeutic alliance as a predictor of
prospective suicidal behaviour (e.g. suicide attempts
and self-harm) during and post-therapy

Three studies examined the relationship between the therapeutic alli-

ance in psychotherapy and suicidal behaviour post-therapy

(Goldman & Gregory, 2009; Turner, 2000). The first study (Goldman &

Gregory, 2009) found that the observer-rated therapeutic alliance at

3 months did not significantly relate to suicide attempts mid-way

(6 months) through psychotherapy. Additionally, the second study

suggested there were no significant differences in client nor therapist

perceptions of the therapeutic alliance when clients had previously

attempted suicide or not (Huggett et al., 2021). In contrast, the third

study (Turner, 2000) found that client perceptions of the therapeutic

alliance as stronger, at the mid-way point (6 months) during therapy,

were as important as the type of therapy (DBT or client-centred ther-

apy) being delivered, in terms of explaining the impact on suicidal

behaviour outcome post-therapy (composite measure of suicide

attempts and self-harm).

In summary, studies examining client-, therapist- and observer-

rated therapeutic alliance have contradictory findings as to whether

the therapeutic alliance is related to subsequent suicide attempts.

3.16 | Therapeutic alliance during psychotherapy
in relation to predicting prospective changes in
suicidal ideation over time

Five studies examined to what extent the therapeutic alliance in psy-

chotherapy predicted changes in suicidal ideation over time
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(Bryan et al., 2012; Johnson et al., 2019; Perry et al., 2013; Plöderl

et al., 2017; Ryberg et al., 2019). All five studies described the method

used to calculate rate of change scores.

One study provided evidence that observer ratings of a strong

therapeutic alliance at 6 months into therapy resulted in reduced sui-

cidal ideation. An observer rating of one component of the therapeu-

tic alliance, namely, interactions between the client and therapist

(e.g. collaborative discussions and establishing a rapport), had a

medium negative significant relationship with frequency of suicidal

ideation over a median duration of 4.19 years (Perry et al., 2013). In

other words, if client–therapist interactions were rated as strong by

observers, there was a greater reduction in suicidal ideation over time.

However, such a relationship was not reported for client or therapist

perceptions of the therapeutic alliance overall, respectively.

A second study suggested that a strong therapeutic alliance early

on in therapy moderated the relationship between type of psycho-

therapy and severity of suicidal ideation at follow-up time points

(Ryberg et al., 2019). More specifically, interactions between the over-

all therapeutic alliance and psychotherapy condition were significantly

related to reductions in severity of suicidal ideation at 6-month

follow-up. Similarly, an interaction between one component of the

therapeutic alliance, the client–therapist bond and psychotherapy

condition was significantly related to improvement in suicidal ideation

at both 6-month and 12-month follow-up.

In contrast, a third study found that a one unit increase in the

strength of the client perception of the therapeutic alliance at

1 month was significantly related to a 4% increase in severity of sui-

cidal ideation at the same time point (Johnson et al., 2019). However,

changes in the therapeutic alliance from 1 month to therapy cessation

at 3 months were not related to changes in suicidal ideation severity

at the end of therapy.

A fourth study indicated that the client perception of the thera-

peutic alliance measured early on in psychotherapy did not signifi-

cantly influence subsequent changes in suicidal ideation after two to

eight sessions of psychotherapy (Bryan et al., 2012), although one

may question if such a number of sessions is sufficient when working

with suicidal clients. A fifth study also observed no such relationship

between client view of the early therapeutic alliance in psychotherapy

delivered on a mental health inpatient ward and changes in severity of

suicidal ideation over the course of up to 15 sessions of psychother-

apy (Plöderl et al., 2017).

To summarize, no firm conclusions can be made as to whether

the therapeutic alliance in psychotherapy predicts change in suicidal

ideation over time.

3.17 | Therapeutic alliance during psychotherapy
in relation to predicting change in suicidal behaviour
(e.g. suicide attempts) over time

Three studies investigated whether the therapeutic alliance during

psychotherapy predicted change in suicidal behaviour over time

(Bedics et al., 2015; Hirsh et al., 2012; Shearin & Linehan, 1992). AllT
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three studies reported analyses which were used to examine change

in suicidal attempts/behaviour over time.

One study examined the therapeutic alliance in two types of psy-

chotherapy; more specifically, one was suicide focused, and one not

exclusively focused on reducing suicidal thoughts and behaviours

(Bedics et al., 2015). For all clients, regardless of psychotherapy

received, changes in the therapeutic alliance did not significantly pre-

dict changes in frequency of suicide attempts. However, there

appeared to be a trend towards an interaction, whereby for clients

who received a suicide-focused psychotherapy, there was a significant

negative relationship between clients' perception of their working

capacity and frequency of suicide attempts over the course of

12 months of therapy (Bedics et al., 2015). This indicates that as per-

ceptions of working capacity increased, subsequent suicide attempts

reduced. However, there was no such relationship for clients who

received psychotherapy without a focus upon suicide prevention.

Moreover, no other aspect of the therapeutic alliance was significantly

related to suicide attempts, for example, client commitment, therapist

understanding and involvement and agreement on working strategy

(Bedics et al., 2015). Additionally, a second study (Hirsh et al., 2012)

found that the client view of the therapeutic alliance was not signifi-

cantly related to frequency of suicide attempts over 1 year of psycho-

therapy. This result occurred even though suicide attempts

significantly reduced over the same time period (Hirsh et al., 2012).

When considering therapist perceptions of the therapeutic alli-

ance, irrespective of whether or not therapy was suicide focused,

overall perception of the therapeutic alliance and each component of

the therapeutic alliance (client working capacity, client commitment,

working strategy consensus and therapist understanding and involve-

ment) had significant negative relationships with suicide attempts

over 1 year of psychotherapy (Bedics et al., 2015). Furthermore, such

relationships were further scrutinized for therapies with and without a

specific focus on suicide prevention, respectively. For therapists who

delivered a suicide-focused therapy, it appeared that the overall thera-

peutic alliance, along with client commitment and client working

capacity, had a significant negative relationship with suicide attempts

over 1 year of psychotherapy (Bedics et al., 2015). Therapists' percep-

tion of their understanding and involvement was not related to fre-

quency of client suicide attempts for therapists conducting suicide-

focused therapy. However, when therapists provided a therapy which

was not specifically focused on suicide prevention, an increase in ther-

apist perception of their understanding and involvement and overall

perception of the alliance significantly predicted a reduction in suicide

attempts over 1 year of psychotherapy (Bedics et al., 2015).

Similarly, a third study found that improvements in both client

and therapist perceptions of the therapeutic alliance were associated

with a significant reduction in suicidal behaviour over 7 months of

psychotherapy (Shearin & Linehan, 1992). However, the definition of

suicidal behaviour in this study (Shearin & Linehan, 1992) was not

provided.

The current literature tentatively suggests that one component of

the client perception of the therapeutic alliance (working capacity)

and therapist perceptions of the overall therapeutic alliance predict a

reduction in subsequent suicide attempts over the course of psycho-

therapy. Additionally, the results of one study demonstrate that differ-

ent components of the therapist-rated therapeutic alliance

(i.e. therapist understanding and involvement, client commitment and

client working capacity) were related to a reduction in suicide

attempts when therapists used different therapeutic modalities.

3.18 | Study quality

Across studies, four scored affirmatively for six or seven of the seven

CASP criteria (Gysin-Maillart et al., 2016, 2017; Hirsh et al., 2012;

Huggett et al., 2021), whereas two only scored one or two, respec-

tively (Rufino & Ellis, 2018; Shearin & Linehan, 1992; see Table 6). It

was noticeable that those studies which met between six and seven

out of seven criteria for study quality were most likely to be RCTs and

had an outpatient population and used validated measures of alliance

and suicidal experiences. Six studies adopted a cohort design, whereas

RCTs were used to collect data for the other 13 studies. Inherently,

cohort studies are not as robust as RCTs in minimizing bias

(Levin, 2006, 2007). Most studies (n = 16) had acceptable outcome

measure retention rates or accounted for attrition in the analysis to

mitigate against attrition bias. Overall, the majority of studies

appeared to be of good methodological quality, with 14 of the

19 studies meeting at least four out of seven criteria.

Two key study quality criteria to consider when examining the

therapeutic alliance are therapist training and fidelity (including super-

vision) and the safe delivery of therapy. It is essential for therapists to

be trained and supervised to develop and maintain a therapeutic alli-

ance with clients who have suicidal experiences in accordance with

the therapy manual (e.g. CT [Brown et al., 2011], CBT [Pratt

et al., 2016], DBT [Rizvi, 2011] and psychodynamic therapy

[Weinberg et al., 2011]). Further, the occurrence of ruptures and

harmful interactions during therapy have been posited as risk factors

for adverse reactions in psychological therapy (Parry et al., 2016). As

such, monitoring and assessing adverse events, such as suicide

attempts, is vital to the safe delivery of therapy.

A particular strength pertaining to the quality of the data in the

current review is that measures of therapy fidelity, including use of a

therapy manual and supervision, were robust across 11 studies, lend-

ing reassurance to the findings. Furthermore, this could have posi-

tively, and consistently, influenced therapists' interaction with clients

who were suicidal and thus the alliance. Therefore, such rigorous pro-

cedures may increase the likelihood that psychotherapy delivery,

including the development of a strong therapeutic alliance, could be

reproduced by future studies.

Information was omitted in four studies about how therapist

fidelity was assessed and maintained despite providing details of ther-

apist training (Bryan et al., 2012; Ibrahim et al., 2018; Plöderl

et al., 2017; Tsai et al., 2014). Similarly, Johnson et al. (2019) reported

therapist training and adherence procedures for administering the sui-

cide status form but did not report on training or adherence for the

group therapy. One study reported that neither a specific therapy
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manual nor supervision groups were used due to the naturalistic study

design (Perry et al., 2013). Consequently, there was ambiguity around

whether there was consistency in therapists' approach to developing

and maintaining the therapeutic alliance and the delivery of therapy in

the context of suicidal experiences. A stronger approach would have

been to ensure a psychotherapy manual was followed, therapist fidel-

ity was assessed and maintained through regular supervision and a

validated psychotherapy adherence scale, and such procedures were

reported transparently.

The safety of the psychotherapy delivery, including the therapeu-

tic alliance, in the context of working with people who have suicidal

experiences was only monitored and assessed by two studies

(Haddock et al., 2019; Huggett et al., 2021). This constitutes best

practice in order to prevent possible harm in therapy. It remains

unclear as to whether the other studies included in the review did

monitor and assess adverse events and/or if it is an issue of insuffi-

cient reporting in the published papers.

Two studies lacked transparency and did not report psychometric

properties for measures of therapeutic alliance and suicidal experi-

ences (Goldman & Gregory, 2009; Turner, 2000). This could indicate

selective reporting bias, which creates uncertainty as to whether mea-

sures of alliance and suicidal experiences were reliable and valid in

these studies and undermines the credibility of the study findings.

However, the majority of studies (n = 16) demonstrated that mea-

sures of the therapeutic alliance and suicidal experiences were valid

and reliable, which contributes to the trustworthiness and possible

generalizability of the review findings.

All studies had at least one skew in their samples. One study sam-

ple was skewed towards people with no previous suicide attempts at

both Session 1 (85.00%) and Session 5 (84.31%; Tsai et al., 2014).

Other study samples were skewed towards individuals who were

under 40 years of age (n = 16), female (n = 10) and Caucasian (n = 8).

Furthermore, possible reporting bias was identified across eight stud-

ies as no details regarding ethnicity were given. Thus, whilst findings

may generalize to a similar population, it is unclear if study findings

were representative across different ages, gender identities and ethnic

groups.

Power was possibly compromised in four studies where the pri-

mary study aim did not include examining the relationship between

the therapeutic alliance and suicidal experiences (Goldman &

Gregory, 2009; Haddock et al., 2019; Ibrahim et al., 2018; Stratton

et al., 2020). Two studies included variables of suicidal ideation

(Ibrahim et al., 2018) or suicide attempts (Stratton et al., 2020) as one

of nine covariates. Furthermore, the Goldman and Gregory (2009)

study was considerably underpowered to detect a significant relation-

ship with data only available for eight or five participants in respective

analyses. Such concerns about power contribute to queries over the

generalisability of the results for four studies. Moreover, and despite

there being sufficient power to detect an effect size, the effect size

was small, which may be qualified by the large sample size and may

compromise clinical relevance (Plöderl et al., 2017).

The Shearin and Linehan (1992) study met only one of the quality

assessment criteria and several factors were not addressed.T
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Furthermore, only four participants were included in the study. Con-

sequently, the study findings have limited generalizability and should

be interpreted with caution.

A particular barrier to adequately assessing study quality was the

lack of consistent reporting across several areas of potential bias. A

number of studies did not describe therapist training and fidelity, psy-

chometric properties for measures of therapeutic alliance and suicidal

experiences and whether the psychotherapy was safely conducted.

Furthermore, issues such as low retention rates for the measure of

suicidal ideation, that is, 32% (Rufino & Ellis, 2018), short or unclear

follow-up timeframe (Bryan et al., 2012; Plöderl et al., 2017) and

unclear therapy timeframe (Ryberg et al., 2019) were identified. Such

reporting and retention, follow-up and therapy timeframe problems

across several studies may interfere with generalizability and transfer-

ability of review findings. Therefore, future studies could benefit from

improving study quality in the aforementioned areas.

4 | DISCUSSION

The aim of the present systematic review was to examine the nature

of the relationship between the therapeutic alliance in psychotherapy

and suicidal experiences by investigating suicidal ideation and

attempts. This was achieved by examining the influence of suicidal

experiences pre-therapy upon the therapeutic alliance, the relation-

ship between suicidal experiences and the therapeutic alliance when

both measured at the same time point during psychotherapy and also

by considering how the therapeutic alliance impacts upon suicidal

experiences occurring post-therapy. Overall, included studies were

heterogeneous and provided varied evidence for the relationship

between the therapeutic alliance and suicidal experiences as predic-

tors, correlates and outcomes.

The current review suggests that some clients who experience

suicidal ideation at the time of, and prior to, the initial psychotherapy

session may experience barriers to forming and maintaining a thera-

peutic alliance, most noticeably when located on an inpatient ward

(Plöderl et al., 2017). Furthermore, previous suicide attempts may

influence the formation of the therapeutic alliance during the first ses-

sion of a psychotherapy designed for people who had recently

attempted suicide but may not hinder the development of a therapeu-

tic alliance as psychotherapy progresses (Gysin-Maillart et al., 2017).

Possible explanations could be that clients may initially have concerns

about building trust and how confidentiality is maintained during psy-

chotherapy in the context of suicidal thoughts and acts (Awenat

et al., 2018; Blanchard & Farber, 2020), both of which are integral to

developing and maintaining an alliance with a therapist. Furthermore,

more severe or frequent suicidal experiences have been found to be

related to higher rates of self-stigma in people experiencing a range of

mental health problems (Latalova et al., 2014). Given such self-

stigmatizing beliefs, clients may be apprehensive about the potential

emotional and practical consequences of disclosing suicidal experi-

ences (Awenat et al., 2018; Blanchard & Farber, 2020). This suggests

that therapists need to take particular care in discussing

confidentiality limits with clients. Furthermore, therapists should pro-

vide reassurance to clients that they need only discuss what they ini-

tially feel comfortable with disclosing (Pratt et al., 2016).

In contrast, experiences of suicidal ideation and previous suicide

attempts did not seem to influence the formation of the therapeutic

alliance early on in some psychotherapies. Comparably, qualitative

findings suggest that directly addressing suicidal experiences may not

detrimentally influence the development of the therapeutic alliance,

but highlight that sensitive listening, responding at appropriate times

and creating a safe space for therapeutic discussion are the key facili-

tators of therapeutic alliance formation as perceived by both clients

and therapists (Østlie et al., 2018). Therefore, the present review find-

ings are comparable to the wider therapeutic alliance literature which

presents mixed findings on the impact of the severity of mental health

problems and the strength of therapeutic alliance throughout the

course of psychotherapy (Strunk et al., 2010; Zilcha-Mano

et al., 2014).

The therapeutic relationship has been identified by both adoles-

cents and adults with suicidal experiences as an important aspect of

psychotherapies (Awenat et al., 2017; Paulson & Everall, 2003; Winter

et al., 2014). The present review highlights that a robust therapeutic

alliance early on in psychotherapy may be related to less severe sui-

cidal thoughts at 6, 12 and 24-month follow-up time points and a

reduction in suicidal ideation at 6- and 12-month follow-up and over

a median of 4.19 years. Furthermore, the alliance mid-way through

therapy may be related to fewer suicidal thoughts and fewer suicide

attempts at therapy cessation (after 12 months). Additionally,

improvements in alliance over the course of therapy may be related to

a reduction in suicide attempts over 7–12 months (mid-way through

to end of therapy). These findings are consistent with the wider

alliance–outcome literature, which has found that the strength of the

therapeutic alliance is related to positive clinical outcomes upon ther-

apy cessation (Flückiger et al., 2018). Conversely, this is not a consis-

tent finding across all studies in the current review (Bryan et al., 2012;

Goldman & Gregory, 2009; Hirsh et al., 2012; Plöderl et al., 2017;

Rufino & Ellis, 2018). Such findings may be attributed to several meth-

odological limitations. For instance, and perhaps most importantly,

some studies had insufficient power to detect a significant relation-

ship. Other studies used suboptimal cohort designs, and many were

not transparent in assessment of therapist training, fidelity and super-

vision. This could introduce ambiguity as to how the alliance was

developed and maintained and how it is used to facilitate change in

therapy may vary between therapeutic approaches, for example, DBT

(Rizvi, 2011) and psychodynamic therapy (Weinberg et al., 2011).

In terms of the therapist perception of the therapeutic alliance,

only four studies measured this perspective (Bedics et al., 2015;

Haddock et al., 2019; Huggett et al., 2021; Shearin & Linehan, 1992).

One study also included an observational subscale related to indica-

tors of therapist views of the therapeutic alliance (Perry et al., 2013).

All five of these studies evaluated psychotherapies which focused on

reducing suicidal experiences. Therapists felt able to form a better

therapeutic alliance with those who had experienced more severe sui-

cide potential prior to therapy. The therapist view of the overall
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therapeutic alliance was not only related to a subsequent reduction in

suicide attempts, but some specific components of the therapeutic

alliance appeared to be more strongly related to an amelioration in

suicide attempts. For instance, in a suicide-specific psychotherapy,

greater emphasis was placed upon client commitment and service

user working capacity, whereas in a psychotherapy not focused solely

on suicidal experiences, therapist understanding, and involvement

were highlighted (Bedics et al., 2015). The aforementioned compo-

nents of the therapeutic alliance may be indicative of different foci

across different therapeutic modalities and so may influence how the

therapeutic alliance is perceived by therapists (e.g. DBT [Rizvi, 2011]

and psychodynamic therapy [Weinberg et al., 2011]).

4.1 | Strengths

There are three key strengths of the current review. First, the review

presents a comprehensive appraisal of the literature examining the

relationship between therapeutic alliance in psychotherapy and sui-

cidal experiences. Second, it was inclusive of all individuals who have

suicidal experiences and all individual and group psychotherapies, with

no restrictions placed on therapeutic alliance and suicidal experience

measures. Third, efforts were made to identify any potential papers

missed in the systematic search by forward and backward citation

chaining, which ensured a thorough search was conducted. Further-

more, the authors requested data analyses from peer-reviewed stud-

ies, which may help to alleviate publication and outcome reporting

biases (Sterne et al., 2017) and subsequent ‘file-drawer’ issues

(Rosenthal, 1979). This inclusivity ensured that as much of the avail-

able literature as possible was reviewed.

4.2 | Limitations

Four limitations of the current systematic review should be taken into

account when considering whether the findings apply to current prac-

tice across different healthcare systems. First, the variety of

populations, psychotherapies and therapeutic alliance and suicidal

experience measures contributed to difficulties in interpreting and

synthesizing this literature. Additionally, there were a variety of sam-

ple sizes across studies, with just under one-third of studies involving

a small sample size (n < 50; Kim, 2013) and so possibly being under-

powered to detect an effect. The search was also restricted to English

language papers, and not all corresponding authors were able to pro-

vide analyses between therapeutic alliance and suicidal experiences,

and grey literature, such as dissertations, were not included. This sug-

gests that there may be literature missing from the review due to pub-

lication and outcome reporting biases along with the ‘file-drawer’
issue (Rosenthal, 1979). Such limitations also pose an issue for gener-

alizability and representation of possible data.

Second, people with non-affective psychosis, bipolar disorder and

eating disorders were under-represented in the present review. The

literature to date has not focused on the relationship between the

therapeutic alliance in psychotherapy and experiences of people with

bipolar diagnoses (Flückiger et al., 2018). However, a narrative review

posited that a robust therapeutic alliance in psychotherapy perceived

by people with non-affective psychosis may be associated with a

reduction in distressing symptoms of psychosis and increased self-

esteem (Shattock et al., 2018). Furthermore, a recent meta-analysis of

20 studies found a reciprocal relationship between improvements in

experiences of eating disorders and a more robust therapeutic alliance

(Graves et al., 2017). Suicidal experiences are also prevalent in people

with non-affective psychosis (Taylor et al., 2010), bipolar disorder

(Owen et al., 2018) and eating disorders (Smith et al., 2018). There-

fore, little is known about the relationship between the therapeutic

alliance in psychotherapy and suicidal experiences in these

populations.

Third, an inherent limitation, highlighted by the quality appraisal,

is the lack of reporting on the safety of psychotherapy delivery and

the client–therapist alliance. Issues such as harmful client–therapist

interactions and unresolved ruptures in the therapeutic alliance, along

with therapists not recognizing and repairing therapeutic alliance rup-

tures, could be risk factors for adverse reactions to psychotherapy

(Parry et al., 2016). This reinforces the notion of the therapeutic alli-

ance as integral to therapeutic outcomes. As per the Good Clinical

Practice guidelines (World Health Organization [WHO], 2002) and UK

policy framework for health and social care research (Health Research

Authority [HRA], 2017), a study-specific procedure should be devel-

oped and implemented to identify, assess and report adverse and seri-

ous adverse events in relation to the therapeutic alliance in

psychotherapy. Furthermore, the CONSORT (Consolidated Standards

of Reporting Trials) statement outlines specific guidance on reporting

adverse events in peer-reviewed publications (Ioannidis et al., 2004;

Moher et al., 2010). Only two studies in the current review followed

WHO, HRA and CONSORT guidelines and provided a comprehensive

account of recording adverse events and assessing relatedness to trial

procedures and psychotherapy (Haddock et al., 2019; Huggett

et al., 2021).

Fourth, there was limited reporting on therapist characteristics

and perspectives in the present review. Research examining influ-

ence of therapist factors on the therapeutic alliance and how this

in turn impacts on outcome is lacking. An additional omission from

the literature is the congruence between therapist and client per-

spectives of the therapeutic alliance. A meta-synthesis found that

both clients and therapists perceived that facilitators of effective

psychotherapy include therapists showing respect, understanding

and being non-judgemental (Winter et al., 2014). Such qualities are

reflective of Rogers' (1957, 1965) seminal work and the person-

centred literature whereby the constructs of empathy (Elliott

et al., 2018), unconditional positive regard (Farber et al., 2018) and

genuineness (Kolden et al., 2018) have been linked to psychother-

apy outcome. Furthermore, client–therapist agreement on the ther-

apeutic alliance can be integral to positive (Marmarosh &

Kivlighan, 2012) or negative therapeutic outcomes (Rubel

et al., 2018), although dependent on which outcome measure is

used to assess alliance (Igra et al., 2020).
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4.3 | Clinical implications

Although there are contradictory findings as to whether suicidal expe-

riences prior to psychotherapy influenced the client perception of the

therapeutic alliance, it is important for therapists to be mindful of the

possibility that suicidal experiences prior to psychotherapy could act

as a barrier for clients to building a therapeutic alliance within the first

session (Gysin-Maillart et al., 2017; Plöderl et al., 2017). Such difficul-

ties in forming a therapeutic alliance may be due to client concern

about building trust, maintenance of confidentiality, the power

dynamic and imbalance of control and both the perceived emotional

and practical consequences of discussing suicidal experiences

(Awenat et al., 2018; Blanchard & Farber, 2020; Jobes &

Ballard, 2011). Moreover, client perceptions and expectations of rela-

tionships may also influence the therapeutic alliance (Zilcha-

Mano, 2017).

A number of key aspects of client characteristics should also be

considered, namely, age, gender identity, sexual orientation, ethnicity,

employment status and education. These factors may influence moti-

vation to engage in and complete psychotherapy and form meaningful

therapeutic relationships (Behn et al., 2018; Chang & Yoon, 2011;

Meier et al., 2005; Sharf et al., 2010; Wintersteen et al., 2005). There-

fore, it is imperative that therapists are not only trained in engaging

clients and building the therapeutic alliance but also attune to client

perceptions of relationships and concerns about discussing suicidal

experiences during therapy.

Since there are cultural differences in both the perception of sui-

cidal experiences (Colucci & Too, 2014) and psychotherapy (Edge &

Lemetyinen, 2019), therapists should undergo necessary training to

increase cultural competence by learning about and reflecting on cul-

tural and ethnic issues. Most notably, the focus should be on alleviat-

ing the potential impact differences in ethnicity, sexual orientation,

gender identity and socio-economic status between the therapist and

client may have on building a therapeutic alliance and therapeutic

change (Behn et al., 2018; Cardemil & Battle, 2003; Chang &

Yoon, 2011; Vasquez, 2007).

There may also be inherent power imbalances in a client–

therapist relationship which could influence the therapeutic alliance.

Such power imbalances may be amplified when working with clients

with suicidal experiences due to expectations imposed by society

which suggest that it is the therapist's responsibility to keep clients

safe (Jobes & Ballard, 2011). Through both training and supervision, it

is recommended that therapists take particular care in discussing con-

fidentiality limits with clients, along with placing emphasis on engage-

ment and fostering trust throughout therapy (Pratt et al., 2016;

Rizvi, 2011; Tarrier et al., 2013). More specifically, therapists should

work to dispel myths about potential disclosures of suicidal experi-

ences, along with addressing and/or openly considering any difficul-

ties clients may foresee in relation to developing a therapeutic

relationship in the context of suicide, in order to reassure clients and

promote a safe environment to discuss suicidal experiences. Further-

more, training and supervision should be used to ensure therapists are

aware of potential power imbalance and attempt to create an

egalitarian power dynamic by taking an empathetic and collaborative

approach, where clients are encouraged to share their story (Elliott &

Greenberg, 2007; Jobes & Ballard, 2011; Pratt et al., 2016).

4.4 | Future directions

Considering the findings and limitations of the current review, there

are five important recommendations for future research studies.

First, there is an opportunity to develop existing studies, including

RCTs, which examine the feasibility or effectiveness of psychother-

apies and ensure that the therapeutic alliance is both measured and

examined in relation to suicidal experiences. It is recommended that

the relationship between therapeutic alliance and suicidal experi-

ences is reported as part of the main outcome paper of psychother-

apy trials. Second, all future psychotherapy research studies adhere

to WHO, HRA and CONSORT guidelines to improve transparency in

monitoring and reporting adverse events to ensure the safety of par-

ticipants with suicidal experiences in psychotherapy research studies.

Third, given the lack of representation of people with non-affective

psychosis, bipolar disorder and eating disorders in the current review

and to address such a gap in the literature, future studies should

investigate the therapeutic alliance in psychotherapy in relation to

suicidal experiences in people with non-affective psychosis, bipolar

disorder and eating disorders. Fourth, it appears there is a remark-

able omission from the literature whereby studies have not exam-

ined the influence of therapist characteristics (i.e. age, gender

identity, sexual orientation, ethnicity, professional background and

length of experience) and client characteristics (i.e. age, gender iden-

tity, sexual orientation, ethnicity, employment status and education)

on the formation and maintenance of the therapeutic alliance in the

context of discussing suicidal thoughts and acts in psychotherapy.

Therefore, future research should investigate whether therapist and

client characteristics interact with the relationship between thera-

peutic alliance and suicidal experiences prior to therapy, during ther-

apy and after therapy. It is also recommended that studies

consistently measure and examine both client and therapist percep-

tion of the therapeutic alliance.

5 | CONCLUSIONS

In summary, the current review provides an overview of the relation-

ship between the therapeutic alliance and suicidal experiences as cor-

relates, predictors and outcomes across a range of therapeutic

modalities. The results highlight that it remains unclear how much

impact suicidal experiences prior to and during psychotherapy may

have upon the formation and maintenance of the therapeutic alliance.

However, there is stronger evidence to suggest the therapeutic alli-

ance during psychotherapy may be related to a reduction in future

suicidal experiences. The present review highlighted several gaps and

inconsistencies in the literature and made several recommendations

for clinical practice and future research.
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To conclude, few psychotherapy and suicidal experience studies

have measured the therapeutic alliance, and even fewer have exam-

ined the relationship between the therapeutic alliance in psychother-

apy and suicidal experiences. Future psychotherapy studies should

more consistently examine the relationship between the therapeutic

alliance and suicidal experiences prior to, during and after

psychotherapy.
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APPENDIX A.

Summary of headings from the data extraction table

Study title, authors, year, journal, country of study, study design,

inclusion and exclusion criteria, sample size in therapy arm, study set-

ting, intervention details, therapeutic alliance measure and when this

was collected, suicidal experience (ideation, plans and urges) measure

and when this was collected, suicidal experience (attempts) measure

and when this was collected, suicide death(s), other relevant mea-

sures, sample demographics (age, gender, sexual orientation, ethnicity,

presenting mental health problem(s), education status, employment

status, other relevant sample demographics), therapist characteristics

(number of therapists, age, gender, profession/qualification(s), length

of experience, other relevant characteristics), therapy delivery charac-

teristics (maximum number of sessions to be attended, number of ses-

sions attended, cancelled and not attended, length of sessions, setting

of therapy, other relevant delivery characteristics), and analysis (sum-

mary of influence of predictor, quantitative analysis used, descriptive

findings, correlation/regression findings—service user ratings, correla-

tion/regression findings—therapist ratings, correlation/regression

findings—observer ratings and any other relevant findings).
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