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We analysed the psychometric properties of two published self-report suicide
assessment competency rating scales – the Suicide Competency Inven-

tory (SCI) and the Suicide Competency Assessment Form (SCAF) – in a sample
of 93 public-sector vocational rehabilitation support staff from six states in the
United States. Both measures demonstrated very good to excellent internal con-
sistency in our sample. Exploratory factor analysis with principal axis factoring
indicated the SCI loads on a two-factor model in this sample, as opposed to
the three-factor model proposed by the measure’s authors. The SCAF loaded on
a single factor, consistent with the theoretical model proposed by the original
authors. The SCI and SCAF were highly correlated with each other, providing
initial evidence of convergent construct validity. These results provide initial
support for the use of these measures as a reliable and valid means of assessing
perceived suicide assessment competency in vocational rehabilitation support
staff.
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EMILY M. LUND ET AL.

Suicide is the 10th leading cause of death in the United States (Centers for Disease
Control, 2015), and an estimated 25 additional suicide attempts occur for every death
by suicide (Drapeau & McIntosh, 2015). Furthermore, the prevalence of suicide
increased 24% from 1999 to 2014, with more a marked increase from 2006–2014
(Curtin, Warner, & Hedegaard, 2016). People with disabilities have been found to
have increased and elevated rates of suicidal thoughts, attempts, and deaths relative
to the general population (Lund, Nadorff, & Seader, 2016; Pompili et al., 2012;
Wetzel et al., 2011). This has been consistently demonstrated across disability types,
including multiple sclerosis (Giannini et al., 2010; Pompili et al., 2012), autism
spectrum disorders (Segers & Rawana, 2014), spinal cord injury (Giannini et al.,
2010), Huntington’s Disease (Wetzel et al., 2011), chronic pain (Fishbain et al,
2012), and psychiatric disability (Lund et al., 2016).

As professionals who work specifically with those with disabilities, vocational reha-
bilitation (VR) professionals may be important frontline professionals in interacting
with, noticing, and intervening with individuals with disabilities who at high risk for
suicide. Furthermore, suicide prevention efforts have highlighted the need to train as
many individuals as possible in gatekeeper suicide risk assessment and intervention
strategies, including non-clinical staff, such as teachers and other school staff (Con-
dron et al., 2015; Isaac et al., 2009). As frontline professionals in a disability-focussed
counselling setting, VR support staff may interact significantly with client populations
as they receive VR services. Additionally, they may also be literally the first point of
contact for clients if they call or come into the VR office in a state of crisis. Thus,
VR support staff would benefit from knowing how to respond to these situations in
an effective, compassionate, appropriate, and safety-promoting manor. Thus, it is im-
portant to be able to assess support staff member’s perceived competency and comfort
in working with clients who have been, are currently in, or are at risk for a state of
suicidal crisis. Such information would help agencies and state offices assess baseline
competency and comfort, areas of strengths and weakness, and any benefits resulting
from staff training or intervention.

Although we are not aware of any suicide-related competency measures devel-
oped for rehabilitation support staff specifically, suicide assessment competency mea-
sures have been developed for use in other, more clinically trained populations, such
as nurses, physicians, and psychology trainees (e.g., Cramer, Johnson, Mclaughlin,
Rausch, & Conroy, 2013; Graham, Rudd, & Bryan, 2011). Two such published mea-
sures are the Suicide Competency Inventory (SCI; Graham et al., 2011) and the
Suicide Competency Assessment Form (SCAF; Cramer et al., 2013). The SCI is a
measure that assesses professionals’ willingness, comfort, and perceived competency
in asking about suicidality and working with clients who are or have been suicidal.
The SCAF is a measure that assesses professionals’ perceived competency in 10 core
skills related to suicide assessment and suicide-related crisis intervention.

Existing psychometric data on these measures are very limited. Although there is
preliminary support for the psychometric properties of these measures in rehabilitation
counsellors (Authors, in press), they have not been evaluated for reliability or validity
in support staff populations. It is possible that they may function differently when used
with support staff than when they are used with clinicians. Thus, the purpose of the
present study is to evaluate the internal consistency, factor structure, and convergent
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SUPPORT STAFF SUICIDE PSYCHOMETRICS

validity of the SCI and SCAF in a multistate sample of VR support staff. The present
analyses allow us to determine if and how these measures can be used to assess self-
perceived suicide assessment competency in VR support staff. Our research questions
are as follows:

1. What is the factor structure and reliability (internal consistency) of the SCI in a
sample of VR support staff?

2. What is the factor structure and reliability (internal consistency) of the SCAF in
a sample of VR support staff?

3. Do scores SCI and SCAF correlate with each other, supporting their convergent
validity as measures of suicide assessment and intervention competency?

Method
Participants and Procedures
Participants were recruited as part of a multistate study on the suicide-related knowl-
edge and competency in VR counsellors and support staff in the State/Federal VR
system. Participating state VR agencies and technical assistance centres sent out a
recruitment notice to counsellors and support staff that included a link to the survey.
Participants were informed that their participation was voluntary, no identifying in-
formation would be collected, and that participation or lack thereof would in no way
affect their employment with VR nor could their responses be linked to them in any
way. All materials and procedures were approved by a university institutional review
board prior to data collection. Participants completed the survey via a Qualtrics ac-
count hosted on a secure, university-based server. Participants typically took 10 to
15 minutes to complete the survey.

Ninety-three participants indicated that they were support or line staff and pro-
vided complete data for both suicide assessment measures. The participants repre-
sented six states in the United States. Most participants were from Texas (57.0%; n =
53), followed by Utah (22.6%; n = 21), Idaho (11.8%; n = 11), New Mexico (6.5%;
n = 6), North Dakota (1.1%; n = 1), and South Dakota (1.1%; n = 1). Eighty-four
participants (90.3%) were female, and nine (9.7%) were male. The mean age was
48.36 years (SD = 11.10; range = 19–69). Two participants did not give their age.
We did not collect on participants’ race or ethnicity.

In terms of education, most participants (64.5%; n = 60) had an associate’s degree
or less, 18 (19.4%) had a bachelor’s degree, 11 (11.8%) had a master’s degree, and
one (1.1%) had a doctorate. Three (3.2%) participants did not answer the question
regarding their highest degree. In terms of certification or licensure, four (4.3%) were
certified rehabilitation counsellors (CRCs) and one (1.1%) was a licensed clinical
social worker.

Eighty-four participants provided information regarding how long they had worked
in rehabilitation counselling. The vast majority of these participants (91.5%; n = 77)
had worked in rehabilitation counselling for at least a year, with two-thirds (66.7%;
n = 55) having worked in rehabilitation counselling for more than 5 years The mean
number of years worked in rehabilitation counselling was 11.61 years (SD = 9.58;
range = 0–39).

The Australian Journal of Rehabilitation Counselling 3

, available at http:/www.cambridge.org/core/terms. http://dx.doi.org/10.1017/jrc.2016.15
Downloaded from http:/www.cambridge.org/core. Boston University Theology Library, on 30 Nov 2016 at 02:08:03, subject to the Cambridge Core terms of use

http:/www.cambridge.org/core/terms
http://dx.doi.org/10.1017/jrc.2016.15
http:/www.cambridge.org/core


EMILY M. LUND ET AL.

Twenty-seven participants (29.0%) reported having received training on suicide.
Most participants (84.9%; n = 70) reported working with suicidal clients, and more
than one-third (37.6%; n = 35) reported doing so more than once a year. One
participant did not answer the question. Two-thirds of participants (65.6%; n = 61)
reported having a friend or family member who ‘attempted or completed’ suicide.
Again, one participant did not respond to this question.

Measures
Demographics
Participants were asked their age, gender, number of years working in ‘rehabilitation
counselling’ (not specifically State/Federal VR), and the state in which they work.
They were also asked about any licenses or certifications that they hold and their
highest degree earned. In order to assess participants’ personal and professional ex-
periences with suicide, we also asked them how often they worked with clients who
expressed suicidal thoughts or behaviours and if they had a family member or friend
who had attempted or completed suicide.

Suicide competency inventory. The suicide competency measure is a modified version
of the 11-item suicide assessment competency measure developed by Graham and
colleagues (2011). The original measure included three additional items assessing
suicide training and experience; these were not included in the present study as
they were not part of the rating scale itself and because other items assessing prior
suicide training and experience were included in the demographic items of the survey.
Additionally, the word ‘patient’ in items was replaced by ‘client’ in order to better
represent the terminology used in rehabilitation counselling settings.

Each item on the SCI is rated on a five-point Likert scale from 1 – ‘strongly disagree’
to 5 – ‘strongly agree’. Items representing hesitance or discomfort are reserve-coded.
After reverse-coding, items are then summed, with higher scores representing greater
comfort and perceived competence in dealing with suicidal clients. The items can be
seen in Table 2. The possible scores on the measure range from 11 to 55. The mean
score in the present sample was 34.43 (SD = 9.20); scores in the present sample ranged
from 11 to 55.

Graham and colleagues (2011) conceptualised the scale as having three subscales
(perceived competency, willingness to treat, and willingness to assess). The first two
items were conceptualised as assessing perceived competency, with the second four
items assessing willingness to treat suicide, and the final five items assessing willingness
to assess for suicide. Graham and colleagues initially used the measure with a sample
of 195 primary care providers (physicians, nurses, and physician assistants) and found
that all three hypothesised subscales demonstrated adequate internal consistency
(α = 0.82, 0.74, and 0.88, respectively). With regards to inter-correlation between
the three subscales, they found that the proposed willingness to assess and willingness
to treat subscales were significantly correlated with each other but that perceived
competency was only correlated with the willingness to treat subscale.

Existing psychometric data on the SCI are very limited. Although Graham and
colleagues (2011) conducted initial analyses for the internal consistency and inter-
correlation of the proposed subscales, they did not conduct a factor analysis to validate
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them nor did they establish initial construct validity by comparing the SCI to another
measure of suicide competency. Lund et al. (in press) conducted an exploratory factor
analysis (EFA) of the SCI in a multistate sample of rehabilitation counsellors. They
found initial support for the proposed three-factor model. However, it is possible
for the psychometrics of measures, including the factor structure, to differ between
populations, and so we chose to conduct an EFA of the measure in our support staff
subsample in order to assess the preliminary psychometrics of the measure in this
population.

Suicide competency assessment form. The SCAF (Cramer et al., 2013) was devel-
oped for both self- and observer rating of suicide assessment competency, particularly
in trainee populations. The SCAF is designed to assess core competencies of suicide
risk assessment and intervention as outlined by an extensive review of the scientific
and professional suicide prevention literature (Cramer et al., 2013). The SCAF con-
sists of 10 items on which respondents rate their perceived level of competence in
different areas related to suicide assessment (e.g., understanding laws regarding sui-
cide, developing a safety plan, and engaging in self-care); items can be seen in Table 4.
Each item is rated on a four-point Likert-type scale, with high scores indicating greater
perceived competency. Specifically, scores of 1 represent incapability to perform the
task, scores of 2 represent approaching or partial competency, scores of 3 represent
competency, and scores of 4 represent advanced competency. Total scores can range
from 10 to 40. The mean total score in the present sample was 18.30 (SD = 6.85;
range = 11–37). The SCAF also allows for observer ratings of competency via live or
video observation; however, the present study was restricted to self-report data due to
issues of confidentiality and practicality.

In addition to the items addressing 10 specific suicide assessment and intervention-
related competencies, the SCAF also provides a place for respondents to rate their
overall suicide assessment competency on a scale from 1–8. Scores from 1–2 represent
‘unacceptable’ competency (I have not been trained or an unable to do this task),
scores of 3–4 represent ‘working towards competency’ (I have been partially trained
or educated to do this task), scores of 5–6 represent ‘competent’ skill (I have adequate
training and skill in this task), and scores of 7–8 represent ‘advanced’ competency (I
have exceptional skill on the most current techniques for this task). Overall suicide
assessment competency scores were available for 91 participants in the current sample.
The mean overall competency rating was of 2.64 (SD = 1.51), with a range of 1–7.

Existing psychometric data for the SCAF is very limited. The measure’s original
authors did not publish any psychometric data on it (Cramer et al., 2013). We are
only aware of one existing study that reported psychometric data on the measure. In a
sample of rehabilitation counsellors, Lund et al. (in press) found strong support for one-
factor model and high levels of internal consistency. Given the limited psychometric
data available and the analysis of this measure’s properties in a new population (i.e.,
support staff) we elected to conduct an EFA of the measure.

Analyses
Our initial psychometric analysis was a multistep process. First, we assessed the
initial suitability of the items for factor analysis. To do this, we examined inter-item
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correlations between all items in a given measure. We also used the Kaiser–Meyer–
Olkin (KMO) Measure of Sampling Adequacy and Barlett’s Test of Sphericity, two
statistical tests that are specifically used to assess item’s suitability for factor analysis
via inter-item correlation. Per standard use, we looked for scores above 0.6 for the
KMO Measure of Sampling Adequacy and p values below 0.05 for Barlett’s Test of
Sphericity as indicators that the items were suitable for factor analysis (Cerny &
Kaiser, 1977; Snedecor & Cochran, 1989).

After assessing the suitability of the data for factor analysis, we conducted EFA for
both measures using principal axis factor analysis (PAF) and varimax factor rotation.
PAF analysis is a means of factor extraction that does not assume multivariate nor-
mality of the data (De Winter, & Dodou, 2012; Gaskin & Happell, 2014). Because
our initial descriptive analyses indicated that data for many of our variables was not
normally distributed and because PAF has shown some superiority over other meth-
ods of factor extraction (De Winter, & Dodou, 2012), especially in smaller datasets
(Gaskin & Happell, 2014), we elected to use PAF as our primary means of factor anal-
ysis Eigenvalues of 1 were used as a cut-off in determining factor structure and were
supplemented with visual analysis of scree plots (Cattell, 1966). Additionally, we also
ran parallel analysis (Horn, 1965) using 1,000 permutations of the dataset (O’Connor,
2000) and Velicer’s minimum average partial (MAP) test (Velicer, 1976) for each
measure to further examine the factor structure of the measures. The use of permuta-
tions in parallel analysis is especially useful in situations like ours where the data for
all variables are not normally distributed (O’Connor, 2000). For the parallel analysis
and MAP tests, we used O’Connor’s (2000) SPSS syntax. For situations where the
results for the different analyses were conflicting or unclear, we examined forced factor
models for the possible solutions.

Internal consistency (Cronbach’s α) was also assessed for both the total measures
and any subscales that resulted from factor analysis. Finally, convergent validity was
assessed by correlating total SCI scores, total SCAF scores, and overall suicide assess-
ment competency scores from the SCAF, as well as any subscales that resulted from
factor analysis.

Results
Suicide Competency Inventory
An initial correlation matrix (Table 1) appeared to suggest a two-factor model. Item
1 through Item 6 were generally significantly correlated with each other whilst Items
7 through 11 were generally significantly correlated with each other. There were some
exceptions to this rule – for example, Item 9 (I worry that bringing up suicide with a
client might make the problem worse) and Item 10 (I would be more hesitant to ask
a male client about suicide) were significantly correlated with Items 3 through 6 as
well as Items 7 through 11. Despite the apparent two-factor structure of correlations,
the measure as whole demonstrated more than adequate overall inter-correlation for
the purposes of factor analysis. The KMO Measure of Sampling Adequacy was 0.846,
well above the recommended cut-off of 0.6. The anti-image correlation matrix, which
provides item-level KMO values, produced diagonal correlations of 0.740 to 0.909.
These are well above the suggested cut-off of 0.5 (Yong & Pearce, 2013), further
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TABLE 1

Correlation Matrix for Suicide Competency Inventory (Graham et al., 2011)

Item 1 Item 2 Item 3 Item 4 Item 5 Item 6 Item 7 Item 8 Item 9 Item 10 Item 11

Item 1 – 0.787∗∗ 0.651∗∗ 0.635∗∗ 0.687∗∗ 0.663∗∗ 0.072 0.180 0.199 0.145 0.098

Item 2 – – 0.593∗∗ 0.608∗∗ 0.596∗∗ 0.594∗∗ 0.041 0.126 0.110 0.105 0.078

Item 3 – – – 0.951∗∗ 0.927∗∗ 0.931∗∗ 0.104 0.147 0.343∗∗ 0.256∗ 0.096

Item 4 – – – – 0.930∗∗ 0.940∗∗ 0.073 0.139 0.349∗∗ 0.243∗ 0.060

Item 5 – – – – – 0.960∗∗ 0.130 0.192 0.384∗∗ 0.309∗∗ 0.160

Item 6 – – – – – – 0.072 0.158 0.353∗∗ 0.265∗ 0.154

Item 7 – – – – – – – 0.359∗∗ 0.424∗∗ 0.436∗∗ 0.460∗∗

Item 8 – – – – – – – – 0.621∗∗ 0.524∗∗ 0.547∗∗

Item 9 – – – – – – – – – 0.493∗∗ 0.468∗∗

Item 10 – – – – – – – – – – 0.583∗∗

Notes: ∗p < 0.05; p < 0.01.
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EMILY M. LUND ET AL.

FIGURE 1

Scree plot for the suicide competency inventory (Graham et al., 2011).

supporting the adequacy of these data for factor analysis. Additionally, Barlett’s Test
of Sphericity was significant at the p < 0.000 level, providing more support for the
adequacy of the item pool for factor analysis. Finally, the overall internal consistency
of the measure (α = 0.884) was at the upper end of the ‘very good’ range (George &
Mallery, 2003), again suggesting high inter-correlation within the measure. Thus, we
proceeded with the EFA.

Principal axis factoring yielded a two-factor model that explained a cumulative
71.64% of the variance. The eigenvalues for both factor 1 (5.290) and factor 2 (2.590)
were well above the cut-off of 1. Visual analysis of the scree plot (Figure 1) further
supported a two-factor model, as demonstrated by the sharp drop off after the second
factor and the ‘bend of the elbow’ (Goodwyn, 2012) occurring at the third factor.
The rotated two-factor solution can be seen in Table 2. Conversely, parallel analysis
of the data using 1,000 permutations of the dataset suggested a three-factor model,
as did Velicer’s MAP test. However, the value for the third factor in the parallel
analysis with 1,000 permutations was 0.536, only slightly above the 95% percentile
of 0.498 for that factor, suggesting a weak third factor and possible overextraction.
Indeed, parallel analysis has been noted for its tendency to extract more factors than
warranted (Buja & Eyuboglu, 1992; O’Connor, 2000).

Because of these conflicting results and because a three-factor model was
proposed by the scale’s authors and found in psychometric analysis of the scale with
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TABLE 2

Factor Structure for Suicide Competency Inventory (Graham et al., 2011)

Rotated factor loading

Competency and Willingness

Item willingness to treat to asses

1. I am comfortable with the responsibility of treating

suicidal clients.

0.735 0.084

2. I feel competent to treat a client in an acute suicidal

crisis.

0.680 0.030

3. I would be willing to treat a depressed client who

had made a suicide attempt in the past.

0.941 0.134

4. I would be willing to treat a depressed client who

had reported a suicide attempt over 5 years in the

past.

0.950 0.109

5. I would be willing to treat a depressed client with

suicidal thoughts.

0.945 0.199

6. I would be willing to treat a depressed client who

had made a suicide attempt in the past year.

0.948 0.152

7. I would be more hesitant to ask about suicidality in

a client who is 20 years older than me.∗
0.016 0.574

8. I might refrain from asking a client about suicide

due to fear of offending the client.∗
0.079 0.734

9. I worry that bringing up suicide with a client might

make the problem worse.∗
0.244 0.701

10. I would be more hesitant to ask a male client about

suicide.∗
0.156 0.720

11. I would be more hesitant to ask about suicidal

tendencies in a client who was of higher social

status or rank than me.∗

0.017 0.749

Note: ∗Item was reverse-scored.

rehabilitation counsellors (Lund et al., in press), we also tried forcing a three-factor
solution via PAF with varimax rotation. The third factor had an eigenvalue of 0.817
and brought the cumulative per cent of variance explained to 79.06%. However,
the two items (Item 1 – ‘I am comfortable with the responsibility of suicidal clients’
and Item 2 – ‘I feel competent to treat a client in an acute suicidal crisis’) that
loaded most strongly on the newly derived third factor with rotated factor loadings
of 0.742 and 0.781 still retained fairly high loadings of 0.490 and 0.420 on factor 1,
respectively, after rotation. On this basis as well as the results of correlation matrix
and eigenvalues, we chose to retain the two-factor model as the best fit in this sample.
The rotated factor loadings for the two-factor model can be seen in Table 2.
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The retained two-factor model yields one factor that addresses perceived comfort,
competency, and willingness to treat suicidal or previously suicidal clients and a second
factor that addresses willingness to enquire about suicidality. Similar to the patterns
seen in the correlation matrix (Table 1), the first factor (competency and willingness
to treat) is made up of Items 1 through 6, and the second factor (willingness to assess)
is made up of Items 7 through 11. Both factors demonstrated high factor loadings;
loadings for factor 1 ranged from 0.680 to 0.950, and loadings for factor 2 ranged from
0.574 to 0.749. Additionally, there was little double-loading between factors; the
highest loading for an item on its non-primary factor was 0.244. This suggests that the
two factor model is a good fit for this measure in this population. Internal consistency
was excellent for the six-item competency and willingness to treat subscale (α =
0.952) and very good for the willingness to assess subscale (α = 0.826).

Suicide Competency Assessment Form
As with the SCI, we ran an initial correlation matrix for the items on the SCAF
(Table 3). All items were significantly correlated with each other at the p < 0.000
level, with correlation values ranging from 0.407 to 0.809. The measure also had
excellent internal consistency (α = 0.945). The KMO Measure of Sampling Adequacy
was 0.932, and the Bartlett’s Test of Sphericity was significant at p < 0.000. The anti-
image correlation matrix, which provides item-level KMO values, produced diagonal
correlations of 0.905 to 0.975. These are well above the suggested cut-off of 0.5, further
supporting the adequacy of these data for factor analysis. All of these results strongly
support the adequacy of the data for factor analysis.

As with the SCI, we conducted an EFA using PAF for the SCAF. The results
strongly supported a one-factor model for the SCAF, producing an eigenvalue of 6.773
and explaining 67.73% of the variance. Visual analysis of the scree plot (Figure 2)
also strongly supported this model, with the bend of the elbow occurring at the second
factor. No rotation was required given the one-factor model obtained. Parallel analysis
with 1,000 permutations and Velicer’s MAP test also indicated one-factor solutions.
In the PAF analysis, all 10 items loaded strongly on the single factor and ranged
from 0.595 (Notify and involve other persons) to 0.902 (Determine level of risk).
Furthermore, only one item had a factor loading of less than 0.700. Factor loadings
for all items can be seen in Table 4.

Convergent Validity
The SCAF total score was significantly correlated with the SCI total score (r = 0.563,
p < 0.000) as well as the competency and willingness to treat subscale (r = 0.537, p
< 0.000) and the willingness to assess subscale (r = 0.315, p = 0.002). The SCAF
overall competency score was significantly correlated with the SCAF total score (r =
0.850, p < 0.000), the SCI total score (r = 0.495, p < 0.001), the SCI competency and
willingness to treat subscale (r = 0.450, p < 0.000), and the SCI willingness to assess
subscale (r = 0.323, p = 0.002). As expected, the SCI total score was significantly
correlated with both the competency and willingness to treat subscale (r = 0.897,
p < 0.000) and the willingness to assess subscale (r = 0.655, p < 0.000). The two SCI
subscales were also significantly correlated with each other (r = 0.254, p = 0.014).

10 The Australian Journal of Rehabilitation Counselling

, available at http:/www.cambridge.org/core/terms. http://dx.doi.org/10.1017/jrc.2016.15
Downloaded from http:/www.cambridge.org/core. Boston University Theology Library, on 30 Nov 2016 at 02:08:03, subject to the Cambridge Core terms of use

http:/www.cambridge.org/core/terms
http://dx.doi.org/10.1017/jrc.2016.15
http:/www.cambridge.org/core


SU
PPO

RT
STA

FF
SU

IC
ID

E
PSY

C
H

O
M

ET
R

IC
S

TABLE 3

Correlation Matrix for Suicide Competency Assessment Form (Cramer et al., 2013)

Item 2 Item 3 Item 4 Item 5 Item 6 Item 7 Item 8 Item 9 Item 10

Item 1 0.694∗∗ 0.692∗∗ 0.809∗∗ 0.738∗∗ 0.552∗∗ 0.569∗∗ 0.615∗∗ 0.562∗∗ 0.685∗∗

Item 2 – 0.657∗∗ 0.659∗∗ 0.653∗∗ 0.537∗∗ 0.515∗∗ 0.558∗∗ 0.504∗∗ 0.532∗∗

Item 3 – – 0.693∗∗ 0.718∗∗ 0.662∗∗ 0.507∗∗ 0.636∗∗ 0.556∗∗ 0.695∗∗

Item 4 – – – 0.810∗∗ 0.683∗∗ 0.493∗∗ 0.742∗∗ 0.611∗∗ 0.744∗∗

Item 5 – – – – 0.741∗∗ 0.551∗∗ 0.726∗∗ 0.632∗∗ 0.814∗∗

Item 6 – – – – – 0.417∗∗ 0.802∗∗ 0.601∗∗ 0.783∗∗

Item 7 – – – – – – 0.437∗∗ 0.417∗∗ 0.498∗∗

Item 8 – – – – – – – 0.607∗∗ 0.804∗∗

Item 9 – – – – – – – – 0.681∗∗

Notes: ∗∗p < 0.001.
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FIGURE 2

Scree plot for the SCAF (Cramer et al., 2013).

Discussion
The present study provided a preliminary investigation into the psychometric prop-
erties of the SCI (Graham et al., 2011) and the SCAF (Cramer et al., 2013) in a
multistate sample of 93 VR support staff. We found that both the SCAF and SCI had
very good to excellent overall internal consistency in this sample and were well-suited
for factor analysis.

The SCI was hypothesised by the measure authors to load on a three-factor model
(competency, willingness to treat, and willingness to assess) and a prior psychometric
analysis with a sample of rehabilitation counsellors supported this model (Authors, in
press); however, in our sample, the SCI instead loaded on a two-factor model, with
the competency and willingness to treat scales combining to form one factor. Both the
six-item competency and willingness to treat subscale and the five-item willingness to
assess subscale demonstrated very good to excellent internal consistency. The differing
factor structure in the present sample suggests that the SCI may factor differently in
different populations, particularly support staff. This may be due to the fact that they
are not directly working as clinicians in their role and do not have the same clinical
obligations as counsellors regarding things like abandonment, duty to assess risk and
warn, or explicit, carefully planned transfer between counsellors (Commission on
Rehabilitation Counselor Certification, 2010). Thus, their willingness to work with
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TABLE 4

Factor Loading for Suicide Competency Assessment Form (Cramer et al., 2013)

Item Factor loading

1. Know and manage your attitude and reactions towards suicide 0.823

2. Maintain a collaborative, empathetic stance towards the client 0.729

3. Know and elicit evidence-based risk and protective factors 0.810

4. Focus on current plan and intent of suicidal ideation 0.881

5. Determine level of risk 0.902

6. Develop and enact a collaborative evidence-based treatment plan 0.810

7. Notify and involve other persons 0.595

8. Document risk, plan, and reasoning for clinical decisions 0.833

9. Know the law concerning suicide 0.714

10. Engage in debriefing and self-care 0.881

clients who are suicidal or have a history of suicidality may be more closely aligned
with their perceived comfort in doing so due to their somewhat decreased level of
clinical, ethical, and legal obligation to and responsibility for the client.

The SCAF loaded on a strong single-factor model, consistent with both the de-
veloper’s hypothesis (Cramer et al., 2013) and previous analysis of this measure in
rehabilitation counsellors (Lund et al., in press). It demonstrated excellent internal
consistency. Additionally, the SCI, the SCAF total score, and the SCAF overall
suicide competency ratings were all significantly correlated, providing initial support
for their convergent construct validity as measures of perceived suicide assessment
comfort and competency.

Implications for Training and Practise
An important finding from the data collected is verification that support staff in
VR offices are working directly with individuals expressing suicidal thoughts and
intentions. A significant training need exists with 84.9% of participating support staff
reporting they have worked with suicidal clients, and only 29.0% reporting having
received training to do so. This discrepancy illustrates the critical need for research
and training in this area and thus the need for psychometrically sound measures of
suicide competency in these populations.

These results provide initial support for the convergent validity, reliability, and
factor structure of the SCAF and SCI in VR support staff. As such, they may serve
as useful tools for assessing the competency and comfort of support staff in working
with suicidal or potentially suicidal clients. For example, VR offices could use these
measures to both assess their staff’s comfort and perceived competency in working with
suicidal clients as well as a means by which to open a conversation about the often
difficult to broach topic of suicide and people’s experiences with working with suicidal
clients. Additionally, VR offices could also use these measures as part of supervision
and training to assess support staff’s perceived needs, strengths, and weaknesses in these
areas and to provide directions for skill development. Finally, the measures could also
be used as outcome measures before and after suicide-related training occurs in order
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to assess the perceived effectiveness of said training. The measures could also serve as
a means of measuring needs and progress over time, giving agencies, staff, and trainers
information of what areas were enhanced by training and supervision, and what areas
need to be further targeted by future training or supervision.

Limitations and Directions for Future Research
One limitation of the present study is the relatively small sample size of 93 participants.
Varying guidelines for factor analysis sample size exist (Kelsey, 2012), but one common
guideline is five to ten participants per test item (Kelsey, 2012; Tinsley & Tinsley,
1987). Although our sample size well exceeds five participants per item for both the
11 item SCI and the 10 item SCAF, we fall short of the 10:1 participant to item
ratio for both measures. Thus, this study should be replicated with a larger sample
of support staff in order to see if the two item factor structure of the SCI is still
optimal, especially given the somewhat mixed results between the different factor
analytic methods employed. Additionally, although we used a multistate sample of
participants, only six states were represented, and two of those states were represented
by only one participant each. Similarly, our sample was not diverse in terms of gender,
with 90.3% of the participants being female. Although this may represent the general
under-representation of men in the counselling profession, a larger sample may still
be more demographically diverse and thus more generalisable. Thus, researchers who
are replicating or expanding these analyses may benefit from using a larger, more
geographically diverse sample, such as a national sample, and to collect additional
demographic data such as data on participant race and ethnicity in order to see if
there are demographic differences in self-reported suicide assessment competency.
Researchers may also wish to examine the psychometrics of these measures in other
support staff populations, such as university counselling centre and community mental
health centre support staff.

Future research on the psychometrics of these measures should include other mea-
sures of validity and reliability, such as administrating the measures at two separate
time points in order to assess test–retest reliability. Also, researchers may wish to
validate the observation-based and informant-report functions of the SCAF (Cramer
et al., 2013). This would allow researchers to assess to what degree participant percep-
tions of competency correlate with both observer-assessed competency and supervisor
perceptions of competency. Furthermore, researchers may wish to assess these mea-
sures sensitivity to change as the result of training or assessment in order to provide
support for their use as assessment measures.

Although it is possible that some items on the SCAF may not be particularly
relevant to support staff – for example, one would not generally expect a member of
the support staff to develop a safety plan with a client – the extremely high internal
consistency and inter-item correlation seen in this sample suggests that perceived
competency is highly correlated across the 10 domains assessed by the measure. Thus,
participants who rate themselves as having low competency on more clinical domains
(e.g., developing a safety plan) also rated themselves as having lower competency in
less clinical domains (e.g., risk assessment, knowledge of suicide-related laws). It may
be that having increased knowledge of how to intervene in a crisis situation could
increase one’s perceived competency in addressing suicide in general, due having a
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better understanding of how things should proceed if a critical situation does become
evident. Thus, support staff may benefit from being trained in all the assessed domains
of suicide assessment and intervention, even if they may be the sole or primary person
involved in the process. Additionally, support staff may be involved in assisting
counsellors during portions of the suicide assessment and intervention process and
thus may benefit from training in all of its steps. In future studies, researchers should
examine the roles, responsibilities, and practises of VR support staff when working
with suicidal clients.

Conclusion
We found preliminary support for the reliability, factor structure, and convergent
validity of two self-report measures of suicide assessment competency in a multistate
sample of 93 VR support staff. Both measures demonstrated very good to excellent
internal consistency and were significantly correlated with each other, suggesting
possible convergent construct validity. The SCAF loaded on one factor whilst the
SCI loaded on two factors. These results provide initial support for the use of these
measures to assess perceived suicide assessment and intervention competency in VR
support.
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