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ObjectivesObjectives

1.1. To review evidenceTo review evidence--based treatments for based treatments for 
preventing suicide attempts or selfpreventing suicide attempts or self-- 
injurious behaviorinjurious behavior

2.2. To provide a detailed description of To provide a detailed description of 
cognitive behavioral treatment approaches cognitive behavioral treatment approaches 
for individuals at high risk for suicide and for individuals at high risk for suicide and 
the effectiveness of these interventionsthe effectiveness of these interventions

3.3. To review current intervention studies To review current intervention studies 
relevant to active duty service members relevant to active duty service members 
and veteransand veterans
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What evidenceWhat evidence--based based 
interventions actually prevent interventions actually prevent 

suicide?suicide?



Gold Standard

Randomized Controlled Trials
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Study DesignStudy Design

3,005 Depressive or Suicidal Persons Identified 
at 9 psychiatric inpatient hospitals

1,939 Received 
Treatment 

843 Refused or 
No Treatment 

223 Treatment 
Undetermined 

454 No Contact 389 Contact 

Randomization

Source: Motto & Bostrom, 2001
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Contact Letter sent every 1Contact Letter sent every 1--4 4 
months over 5 year periodmonths over 5 year period

Dear Dear Patient’s Name::

““It has been some time since you were It has been some time since you were 
here at the hospital, and we hope here at the hospital, and we hope 
things are going well for you. If you things are going well for you. If you 
wish to drop us a note, we would be wish to drop us a note, we would be 
glad to hear from you.glad to hear from you.””

Source: Motto & Bostrom, 2001
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Cumulative Percentage of Suicides

Source: Motto & Bostrom, 2001
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Multisite Intervention Study on Multisite Intervention Study on 
Suicidal Behaviors Suicidal Behaviors 

(SUPRE(SUPRE--MISS)MISS)



 
To determine whether brief To determine whether brief 
intervention and contact is effective in intervention and contact is effective in 
reducing subsequent suicide mortality reducing subsequent suicide mortality 
among suicide attempters in low and among suicide attempters in low and 
middlemiddle--income countries.income countries.

Fleischmann et al., 2008
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Participant RecruitmentParticipant Recruitment



 

Suicide attempters (n = 1,867) recruited 
from EDs in:
– Campinas, Brazil
– Chennai, India
– Colombo, Sri Lanka
– Karaj, Islamic Republic of Iran
– Yuncheng, China



 

Catchment area > 250,000
Fleischmann et al., 2008
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MethodMethod



 

Randomly assigned Randomly assigned 922922 to Brief Intervention to Brief Intervention 
& Contact (BIC) and & Contact (BIC) and 925925 to Treatmentto Treatment--AsAs-- 
Usual (TAU).Usual (TAU).



 

Assessed at 1, 2, 4, 7 & 11 weeks; and 4, 6, Assessed at 1, 2, 4, 7 & 11 weeks; and 4, 6, 
12 & 18 months by a clinician.12 & 18 months by a clinician.



 

Assessments included the European Assessments included the European 
Parasuicide Study Interview Schedule Parasuicide Study Interview Schedule 
(EPSIS).(EPSIS).



 

Overall dropOverall drop--out rate of out rate of 9%9% at at 1818 months:months:
–– BIC: 5.4% and TAU: 12.5%BIC: 5.4% and TAU: 12.5%

Fleischmann et al., 2008
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Study Intervention:Study Intervention: 
Brief Intervention & ContactBrief Intervention & Contact


 

11--hour individual information sessionhour individual information session
–– suicidal behavior as a sign of psychological suicidal behavior as a sign of psychological 

and/or social distressand/or social distress
–– risk and protective factors risk and protective factors 
–– basic epidemiologybasic epidemiology
–– alternatives to suicidal behaviorsalternatives to suicidal behaviors
–– referral options (referred as clinically referral options (referred as clinically 

appropriate)appropriate)



 

9 follow-up contacts (phone calls or visits, 
as appropriate)

Fleischmann et al., 2008
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Control InterventionControl Intervention



 

TreatmentTreatment--AsAs--UsualUsual
–– Medical treatment of physical problems.Medical treatment of physical problems.
–– Typically, did not include psychiatric Typically, did not include psychiatric 

assessments. If there were no complications, the assessments. If there were no complications, the 
patients were normally discharged after somatic patients were normally discharged after somatic 
treatment. treatment. 

–– No routine or systematic approach of referral for No routine or systematic approach of referral for 
mental health treatment.mental health treatment.



 

9 follow-up study contacts (phone calls or 
visits, as appropriate)

Fleischmann et al., 2008
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Mortality at 18-month Follow-up

Fleischmann et al., 2008
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Challenges for Evidence- 
Based Interventions



 
There are only a few RCTs with results There are only a few RCTs with results 
that have actually prevented suicide.that have actually prevented suicide.



 
LowLow base rate problem requires large base rate problem requires large 
sample sizes and longsample sizes and long--term followterm follow--up.up.
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Public Health Approach to PreventionPublic Health Approach to Prevention

Define the problem;
Surveillance

Identify Causes;
Risk & Protective Factors

Develop & Test
Interventions

Community
Implementation

Dissemination;
Program Evaluation  

PROBLEM RESPONSE

Suicide 
Attempts
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Do psychosocial interventions Do psychosocial interventions 
prevent suicide attempts?prevent suicide attempts?
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Postcards from the EDgePostcards from the EDge



 

Recruited patients from a regional Recruited patients from a regional 
toxicology unit who had presented to toxicology unit who had presented to 
emergency departments in New South emergency departments in New South 
Wales, Australia. Wales, Australia. 



 

All patients had sought an evaluation All patients had sought an evaluation 
following an intentional selffollowing an intentional self--poisoning poisoning 
(overdose). (overdose). 



 

Sent 8 nonSent 8 non--demanding postcards to patients demanding postcards to patients 
(in sealed envelopes) over a 12(in sealed envelopes) over a 12--month month 
period following discharge. period following discharge. 

Carter, G. L et al. BMJ 2005;331:805
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Postcards from the EDgePostcards from the EDge
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Carter, G. L et al. BMJ 
2005;331:805

http://bjp.rcpsych.org/content/vol191/issue6/images/large/549f1g.jpeg
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Cumulative number of repeat episodes of hospital 
treated deliberate self poisoning
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Effect of Telephone Contact in Effect of Telephone Contact in 
Patients Discharged from the EDPatients Discharged from the ED



 
To determine the effects over one To determine the effects over one 
year of contacting patients by year of contacting patients by 
telephone one month or three months telephone one month or three months 
after being discharged from an after being discharged from an 
emergency department for deliberate emergency department for deliberate 
self poisoning compared with usual self poisoning compared with usual 
treatment. treatment. 



 
13 EDs in the northern part of France13 EDs in the northern part of France

Vaiva et al., 2006



2222

Vaiva et al., 2006
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Telephone Contact Telephone Contact 
InterventionIntervention



 

Psychiatrists with at least 5 years of experience Psychiatrists with at least 5 years of experience 
in managing suicidal crises telephoned the in managing suicidal crises telephoned the 
participants. participants. 



 

Reviewed treatment recommended in the ED. If Reviewed treatment recommended in the ED. If 
treatment was difficult to follow a new one was treatment was difficult to follow a new one was 
suggested or referred back to the ED if they suggested or referred back to the ED if they 
were at high risk.were at high risk.



 

A supportive approach was used based on A supportive approach was used based on 
empathy, reassurance, explanation, and empathy, reassurance, explanation, and 
suggestion.  suggestion.  



 

Participants' general practitioners were given Participants' general practitioners were given 
details of the telephone contact and its details of the telephone contact and its 
conclusions. conclusions. Vaiva et al., 2006
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Proportion of Patients who ReProportion of Patients who Re-- 
Attempted Suicide during the Attempted Suicide during the 

13 month Follow13 month Follow--up up 

*p = .03; Intent-to-Treat Results not significant. Vaiva et al., 2006
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Interpersonal PsychotherapyInterpersonal Psychotherapy



 

To determine the effects of a brief To determine the effects of a brief 
psychodynamic interpersonal psychotherapy psychodynamic interpersonal psychotherapy 
for patients who intentionally poisoned for patients who intentionally poisoned 
themselves.themselves.



 

This treatment focused on identifying and This treatment focused on identifying and 
helping to resolve interpersonal difficulties helping to resolve interpersonal difficulties 
that contributed to psychological distress that contributed to psychological distress 
and was based on a and was based on a ““conversational modelconversational model”” 
of psychotherapy developed by Hobson of psychotherapy developed by Hobson 
(1985). (1985). 

Guthrie et al., 2001
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Interpersonal PsychotherapyInterpersonal Psychotherapy



 

Participants recruited from the ED in Participants recruited from the ED in 
Manchester, U.K. Manchester, U.K. 



 

Patients were randomly assigned to Patients were randomly assigned to four four 
sessionssessions of therapy delivered in patientsof therapy delivered in patients’’ 
homes by a nurse therapist or to a usual homes by a nurse therapist or to a usual 
care condition. care condition. 



 

Patients who received the study intervention Patients who received the study intervention 
were significantly less likely to intentionally were significantly less likely to intentionally 
harm themselves than patients in the harm themselves than patients in the 
control condition during the sixcontrol condition during the six--month month 
followfollow--up period.up period.

Guthrie et al., 2001



Cognitive Therapy for 
Suicidal Patients
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New Approach to Treating New Approach to Treating 
Suicidal PatientsSuicidal Patients

Assessment 
of Risk and 
Protective 

Factors

Cognitive 
and 

Behavioral 
Strategies

Relapse
Prevention

Task

Cognitive 
Conceptualization  

and 
Treatment Plan

Suicidal 
Crisis

Source: Wenzel, Brown, & Beck (2009)
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Conceptual UnderpinningsConceptual Underpinnings



 

Suicidal behavior is viewed as a problematic Suicidal behavior is viewed as a problematic 
copingcoping behavior.behavior.



 

Suicidal behavior is viewed as the Suicidal behavior is viewed as the primaryprimary 
problem rather than a symptom of a disorder.problem rather than a symptom of a disorder.



 

Cognitive therapy for suicidal patients is one Cognitive therapy for suicidal patients is one 
of several interventions the patient may be of several interventions the patient may be 
receiving.receiving.



 

Treatment is brief and focused (10 sessions).Treatment is brief and focused (10 sessions).
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General Principles of General Principles of 
Cognitive Therapy Apply!Cognitive Therapy Apply!



 
SemiSemi--structured, timestructured, time--limited, activelimited, active



 
Clinician and patient work Clinician and patient work 
collaborativelycollaboratively



 
Clinicians educate about cognitive Clinicians educate about cognitive 
modelmodel



 
Focus is on cognitive restructuring and Focus is on cognitive restructuring and 
skill developmentskill development



 
HypothesisHypothesis--testing approach adoptedtesting approach adopted
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Cognitive Therapy Session Cognitive Therapy Session 
Structure Applies!Structure Applies!



 

Brief mood checkBrief mood check


 

Bridge from the previous sessionBridge from the previous session


 

Agenda settingAgenda setting


 

Homework reviewHomework review


 

Discussion of issues on the agendaDiscussion of issues on the agenda


 

Periodic summariesPeriodic summaries


 

Homework assignmentHomework assignment


 

Final summary and feedback Final summary and feedback 
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First Session AgendaFirst Session Agenda



 

Discussion of informed consentDiscussion of informed consent


 

Emphasis on the importance of therapy Emphasis on the importance of therapy 
attendanceattendance



 

Completion of a suicide risk assessmentCompletion of a suicide risk assessment


 

Completion of a safety planCompletion of a safety plan


 

Beginning of the narrative description of Beginning of the narrative description of 
events surrounding the recent suicidal crisisevents surrounding the recent suicidal crisis
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Narrative Description Narrative Description 
of the Suicidal Crisisof the Suicidal Crisis



 

Patients are asked to recall in as much detail Patients are asked to recall in as much detail 
as possible the activating events and their as possible the activating events and their 
reactions to the events. reactions to the events. 



 

Beginning of the storyBeginning of the story
–– May occur at any point in time May occur at any point in time 
–– Strong emotional reaction to a specific eventStrong emotional reaction to a specific event



 

External event such as a significant lossExternal event such as a significant loss


 

Internal event, such as an automatic thoughtInternal event, such as an automatic thought
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Timeline of Suicide AttemptTimeline of Suicide Attempt

Criticism from 
Step-father and 
Mom didn’t do 

anything
Stormed off and 

isolated self

“I can’t take it 
anymore. I can’t 
stand being so 

upset so easily like 
this.”

Angry and 
Depressed

Anger

“That’s it. I’m 
doing it. I want to 
die. I want to end 

it. I want it to 
stop.”

Overdosed on 20 
sleeping pills

Regrets that the 
attempt did not 

succeed

ACTIVATING 
EVENT

AFFECTIVE 
RESPONSE

KEY AUTOMATIC 
THOUGHTS 

(MOTIVATION)

SUICIDE 
ATTEMPT

REACTION TO 
THE ATTEMPT

KEY AUTOMATIC 
THOUGHTS 

(SUICIDE INTENT)

BEHAVIORAL 
RESPONSE

AFFECTIVE 
RESPONSE
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Cognitive Model of CrisesCognitive Model of Crises

State
Hopelessness

Selective
Attention

Attentional
Fixation

Suicide
Ideation

Suicide
Attempt

THRESHOLD OF TOLERANCE

Suicide
Schema

Source: Wenzel, Brown, & Beck (2009)
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Selecting InterventionsSelecting Interventions



 

Issues that were most proximally related to Issues that were most proximally related to 
the suicidal crisisthe suicidal crisis



 

Interventions that are perceived by both the Interventions that are perceived by both the 
clinician and patient to be the most helpful clinician and patient to be the most helpful 
in preventing a future suicidal actin preventing a future suicidal act



 

Thoughts, beliefs, and/or behaviors that Thoughts, beliefs, and/or behaviors that 
interfere with treatment attendance and interfere with treatment attendance and 
compliancecompliance



 

Guided by the cognitive case Guided by the cognitive case 
conceptualization!conceptualization!
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Behavioral StrategiesBehavioral Strategies



 
Increasing pleasurable activitiesIncreasing pleasurable activities



 
Increasing social supportIncreasing social support
–– Attending to existing relationshipsAttending to existing relationships
–– Building new relationshipsBuilding new relationships
–– Modifying reactions toward othersModifying reactions toward others
–– Utilizing family supportUtilizing family support
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Cognitive Coping StrategiesCognitive Coping Strategies



 
Identifying reasons for living Identifying reasons for living 



 
Modifying suicideModifying suicide--relevant beliefsrelevant beliefs
–– Socratic questioning, Future timeSocratic questioning, Future time--imagingimaging



 
Enhancing problem solving skillsEnhancing problem solving skills



 
Developing coping cardsDeveloping coping cards
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Reasons for LivingReasons for Living


 

Identify reasons for livingIdentify reasons for living


 
Review advantages & disadvantages of livingReview advantages & disadvantages of living


 
Construct a Hope Box or Survivor KitConstruct a Hope Box or Survivor Kit

–– PicturesPictures
–– LettersLetters
–– PoetryPoetry
–– Prayer CardPrayer Card
–– Coping CardsCoping Cards
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

 

Explain rationale, describe exercise and 
obtain informed consent



 

Three Steps:
1.1. Imagine chain of events, thoughts, behaviors Imagine chain of events, thoughts, behaviors 

and feelings leading to attemptand feelings leading to attempt
2.2. Imagine chain of events and respond to Imagine chain of events and respond to 

maladaptive thoughts and imagesmaladaptive thoughts and images
3.3. Imagine future scenario likely to trigger a Imagine future scenario likely to trigger a 

suicidal reactionsuicidal reaction



 

DebriefingDebriefing

Relapse Prevention TaskRelapse Prevention Task
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

 

Provides referrals for mental health treatment, 
addiction treatment, and social services.



 

Calls the patient’s contacts in order to locate 
the patient.



 

Mails letters or cards periodically.


 

Encourages the patient to contact the study 
case manager with any problems or when they 
relocate.



 

Reminds patients of appointments and helps to 
problem solve any difficulties in getting to 
appointments. 

Study Case ManagerStudy Case Manager
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

 

To determine if a brief cognitive intervention 
for suicide attempters will be effective for:

1. Preventing repeat suicide attempts
2. Reducing the severity of established risk factors
3. Increasing use of appropriate health services

Cognitive Therapy for Suicide Cognitive Therapy for Suicide 
Attempters:Attempters: Specific AimsSpecific Aims
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Sample Selection CriteriaSample Selection Criteria



 

Inclusion CriteriaInclusion Criteria
–– Attempted suicide Attempted suicide 48 hours48 hours prior to evaluation at prior to evaluation at 

the EDthe ED
–– Completed baseline assessment within 3 weeksCompleted baseline assessment within 3 weeks
–– Age 16 or older Age 16 or older 
–– TwoTwo verifiable contactsverifiable contacts
–– Provided written informed consentProvided written informed consent



 

Exclusion CriteriaExclusion Criteria
–– Severe medical disorder that would prevent Severe medical disorder that would prevent 

participation in psychotherapyparticipation in psychotherapy
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Participant FlowParticipant Flow
350 Assessed for Eligibility

250 Excluded
164 Did not meet Inclusion Criteria

66 Refused

120 Randomized

60 Assigned to Cognitive 
Therapy + Usual Care

58 Received CT
2 Did not receive CT

60 Assigned to Usual Care
60 Received Usual Care

Follow-up Assessments
1, 3, 6, 12, 18 Months

Follow-up Assessments
1, 3, 6, 12, 18 Months

15 Lost to Follow-up at 18 mo
12 No Contact

1 Died Natural Causes
2 Refused

20 Lost to Follow-up at 18 mo
16 No Contact

2 Died Natural Causes
1 Died Suicide

1 Refused

Source: Brown, G. K. et al. (2005). JAMA, 294, 563-370.
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(n = 60) (n = 60)

Number of Patients with Number of Patients with 
Repeat Suicide AttemptsRepeat Suicide Attempts

42%

24%

p < .05

Source: Brown, G. K. et al. (2005). JAMA, 294, 563-370.
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Cognitive Therapy
Intervention
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Days *p < .05Source: Brown, G. K. et al. (2005). JAMA, 294, 563-370.



Dialectical Behavior TherapyDialectical Behavior Therapy

developed for the developed for the 
high risk for suicide high risk for suicide 

individual with multiple individual with multiple 
mental disordersmental disorders
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DBT ModelDBT Model

Suicidal Behavior = 
Problem Solving
(for the client)

and
a Problem

(for the therapist)

Suicidal Behavior = Suicidal Behavior = 
Problem SolvingProblem Solving
(for the client)(for the client)

andand
a Problema Problem

(for the therapist)(for the therapist)
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DBT ModelDBT Model

Suicidal Behavior
Solves

the
Client Problem
of Unbearable 

Emotional Anguish

Suicidal BehaviorSuicidal Behavior
SolvesSolves

thethe
Client ProblemClient Problem
of Unbearable of Unbearable 

Emotional AnguishEmotional Anguish
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Skin Conductance: 
Accidental Death Script

Emotional 
Arousal 
Goes Down 
Imagining 
Dying 

Emotional 
Arousal 
Goes Down 
Imagining 
Dying

Welch et al., 2008Welch et al., 2008
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DBT in a NutshellDBT in a Nutshell



CoreCore

Problem 
Solving

Problem 
Solving

IrreverenceIrreverence

ValidationValidation

ReciprocityReciprocity

Environmental 
Intervention

Environmental 
Intervention

Consultation-
to-the-Patient
Consultation-
to-the-Patient

Change
 

AcceptanceChange
 

Acceptance

THERAPIST STRATEGIESTHERAPIST STRATEGIES



Change Acceptance

Emotion 
Regulation

Crisis 
Survival

Reality 
Acceptance

Interpersonal 
Effectiveness

DBT SKILLS



Functions and Modes of DBTFunctions and Modes of DBT

Functions of DBTFunctions of DBT



 

Improve capabilitiesImprove capabilities


 

Improve motivationImprove motivation


 

Structure environments to Structure environments to 
reinforce new behaviorsreinforce new behaviors



 

Make sure behavior Make sure behavior 
generalizesgeneralizes



 

Increase skills and Increase skills and 
motivation of therapistsmotivation of therapists

Modes of DBTModes of DBT



 

Group skills trainingGroup skills training


 

Individual therapyIndividual therapy


 

Telephone coachingTelephone coaching


 

Therapist consultation Therapist consultation 
teamteam

5454
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How Does DBT Target How Does DBT Target 
Suicidal Behavior?Suicidal Behavior?



DBT Target Hierarchy DBT Target Hierarchy 


 
DecreaseDecrease
–– LifeLife--threatening behaviorsthreatening behaviors
–– TherapyTherapy--interfering behaviorsinterfering behaviors
–– Severe qualitySevere quality--ofof--life interfering behaviorslife interfering behaviors



 
Increase behavioral skillsIncrease behavioral skills
–– MindfulnessMindfulness
–– Interpersonal EffectivenessInterpersonal Effectiveness
–– Emotion RegulationEmotion Regulation
–– Distress ToleranceDistress Tolerance
–– SelfSelf--ManagementManagement
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Suicidal Behaviors 
Crisis Protocol 

Suicidal Behaviors Suicidal Behaviors 
Crisis ProtocolCrisis Protocol

1. Assess long-term and imminent risk of suicide
2. Focus on the present
3. Problem solve current problem
4. Reduce high risk environmental factors
5. Reduce high risk behavioral factors
6. Commit to a plan of action
7. Trouble shoot the plan 
8. Anticipate a recurrence of crisis response
9. Re-assess suicide potential

1.1. Assess longAssess long--term and imminent risk of suicideterm and imminent risk of suicide
2.2. Focus on the presentFocus on the present
3.3. Problem solve current problemProblem solve current problem
4.4. Reduce high risk environmental factorsReduce high risk environmental factors
5.5. Reduce high risk behavioral factorsReduce high risk behavioral factors
6.6. Commit to a plan of actionCommit to a plan of action
7.7. Trouble shoot the plan Trouble shoot the plan 
8.8. Anticipate a recurrence of crisis responseAnticipate a recurrence of crisis response
9.9. ReRe--assess suicide potentialassess suicide potential
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Following Suicidal Behavior:  
Protocol for Primary Therapist 
Following Suicidal Behavior:  Following Suicidal Behavior:  

Protocol for Primary TherapistProtocol for Primary Therapist

1.1. Assess frequency, intensity, and Assess frequency, intensity, and 
severity of suicidal behaviorseverity of suicidal behavior

2.2. Conduct a comprehensive chain Conduct a comprehensive chain 
analysisanalysis

3.3. Relate current behavior to overall Relate current behavior to overall 
patternspatterns

4.4. Validate the patient's painValidate the patient's pain
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Following Suicidal Behavior:  
Protocol for Primary Therapist 

(cont) 

Following Suicidal Behavior:  Following Suicidal Behavior:  
Protocol for Primary Therapist Protocol for Primary Therapist 

(cont)(cont)
5.5. Focus on negative effects of suicidal Focus on negative effects of suicidal 

behavior behavior 
6.6. Reinforce nonReinforce non--suicidal responses suicidal responses 
7.7. Discuss solving problem vs. distress Discuss solving problem vs. distress 

tolerance tolerance 
8.8. Obtain commitment to a nonObtain commitment to a non-- 

suicidal behavioral plan and suicidal behavioral plan and 
troubleshoottroubleshoot



DBT Outcome DataDBT Outcome DataDBT Outcome Data

Randomized Clinical 
Trials 

Randomized Clinical Randomized Clinical 
TrialsTrials



Original DBT RCT for Original DBT RCT for 
Suicidal Behavior: SampleSuicidal Behavior: Sample 

(Linehan et al., 1991, 1993)(Linehan et al., 1991, 1993)



 
Inclusion Criteria:Inclusion Criteria:
–– FemaleFemale
–– Age 18Age 18--4545
–– Borderline Personality DisorderBorderline Personality Disorder
–– At least 2 suicide attempts or NSSI in last 5 yrs.At least 2 suicide attempts or NSSI in last 5 yrs.
–– At least 1 suicide attempt or NSSI in last 8 wks.At least 1 suicide attempt or NSSI in last 8 wks.



 
Exclusion Criteria:Exclusion Criteria:
–– Psychotic or bipolar disorder, substance Psychotic or bipolar disorder, substance 

dependence, mental retardation dependence, mental retardation 



Original DBT RCT for Original DBT RCT for 
Suicidal Behavior: MethodsSuicidal Behavior: Methods 

(Linehan et al., 1991, 1993)(Linehan et al., 1991, 1993)



 
1 year of treatment 1 year of treatment 
–– Standard DBT (n=22)Standard DBT (n=22)
–– Treatment as Usual (TAU) (n=22)Treatment as Usual (TAU) (n=22)



 

Given referrals to community treatmentGiven referrals to community treatment



 
1 year of follow1 year of follow--upup



 
Assessments: baseline, 4, 8, 12 (postAssessments: baseline, 4, 8, 12 (post-- 
tx), 18, and 24 monthstx), 18, and 24 months



Percentage of Patients with Percentage of Patients with 
Suicidal BehaviorSuicidal Behavior

60%

Linehan et al., 
1991; 1993



Are DBT Gains Due Simply to 
Expert Psychotherapy?



22ndnd DBT RCT for Suicidal Behavior: DBT RCT for Suicidal Behavior: 
SampleSample 

(Linehan et al., 2006)(Linehan et al., 2006)



 
Inclusion Criteria: Inclusion Criteria: 
–– FemaleFemale
–– Age 18Age 18--4545
–– Borderline Personality DisorderBorderline Personality Disorder
–– At least 2 suicide attempts or NSSI in last 5 yrs. At least 2 suicide attempts or NSSI in last 5 yrs. 
–– At least 1 suicide attempt or NSSI in last 8 wks.At least 1 suicide attempt or NSSI in last 8 wks.



 
Exclusion Criteria:Exclusion Criteria:
–– Psychotic or bipolar disorder, mental retardation, Psychotic or bipolar disorder, mental retardation, 

seizure disorder requiring meds, mandated to seizure disorder requiring meds, mandated to 
treatment, need for primary tx for other debilitating treatment, need for primary tx for other debilitating 
condition condition 



22ndnd DBT RCT for Suicidal DBT RCT for Suicidal 
Behavior: MethodsBehavior: Methods 
(Linehan et al., 2006)(Linehan et al., 2006)



 
1 year of treatment 1 year of treatment 
–– Standard DBT (n=52)Standard DBT (n=52)
–– Community Treatment by Experts (CTBE) Community Treatment by Experts (CTBE) 

(n=49) (n=49) 



 
1 year of follow1 year of follow--upup



 
Assessments: baseline, 4, 8, 12 (postAssessments: baseline, 4, 8, 12 (post--tx), tx), 
16, 20 and 24 months16, 20 and 24 months



CTBE Condition

Designed to control for:Designed to control for:
1.1. Therapist expertise and experienceTherapist expertise and experience
2.2. Therapist genderTherapist gender
3.3. Therapist allegiance to treatmentTherapist allegiance to treatment
4.4. Institutional prestigeInstitutional prestige
5.5. Availability of supervisionAvailability of supervision
6.6. Availability of affordable treatmentAvailability of affordable treatment
7.7. Assistance to connect with therapistAssistance to connect with therapist
8.8. Hours of individual therapyHours of individual therapy
9.9. General factorsGeneral factors



Compared to Compared to EXPERTEXPERT 
Psychotherapy,Psychotherapy,

DBT cuts suicide attempts in half.DBT cuts suicide attempts in half.

Linehan et al.,, 2006Linehan et al.,, 2006
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Survival analysis for time to first 
suicide attempt



Combined Data 
from 5 DBT RCTs 

(3 suicidal BPD, 2 substance 
abusing BPD)
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ConclusionConclusion

Suicide Management Protocols Suicide Management Protocols 
in DBT are Effective at in DBT are Effective at 

Reducing Suicidal BehaviorsReducing Suicidal Behaviors



CT and DBT: SimilaritiesCT and DBT: Similarities



 
Conceptualize suicidal behavior as Conceptualize suicidal behavior as 
problematic coping behaviorproblematic coping behavior



 
Target suicidal behavior directlyTarget suicidal behavior directly



 
Use timeline/chain analysisUse timeline/chain analysis



 
Teach problemTeach problem--solving skillssolving skills



 
Use a team approachUse a team approach



 
Use cognitive and behavioral strategiesUse cognitive and behavioral strategies



 
Focus on relapse prevention (imaginal Focus on relapse prevention (imaginal 
rehearsal)rehearsal) 7373



CT and DBT: DifferencesCT and DBT: Differences



 
Comprehensiveness of treatmentComprehensiveness of treatment
–– CT targets suicide vs. DBT targets all problem CT targets suicide vs. DBT targets all problem 

behaviorsbehaviors



 
Duration of treatmentDuration of treatment
–– CT = 10 sessions vs. DBT = 1 yearCT = 10 sessions vs. DBT = 1 year



 
Use of ancillary treatmentsUse of ancillary treatments
–– CT as addCT as add--on tx vs. DBT as standon tx vs. DBT as stand--alone tx alone tx 



 
Treatment modalitiesTreatment modalities
–– CT uses individual vs. DBT uses individual + groupCT uses individual vs. DBT uses individual + group

7474



Current Randomized Current Randomized 
Controlled Trials Relevant to Controlled Trials Relevant to 
Military Service Members and Military Service Members and 

VeteransVeterans



Treating PTSD in HighTreating PTSD in High--Risk Risk 
Patients with Borderline Patients with Borderline 

Personality DisorderPersonality Disorder

Funding provided by the National Institutes for Mental Funding provided by the National Institutes for Mental 

Health (#1 R34MH082143Health (#1 R34MH082143--01A2)01A2)

Melanie S. Harned, Ph.D.
University of Washington



PTSD and SuicidePTSD and Suicide



 
Individuals with PTSD are: Individuals with PTSD are: (Kessler, 2000)(Kessler, 2000)

–– 6x more likely to attempt suicide6x more likely to attempt suicide
–– 5x more likely to report suicidal ideation5x more likely to report suicidal ideation



 
Compared to other mental disorders, PTSD Compared to other mental disorders, PTSD 
has the: has the: (Bernal et al., 2007)(Bernal et al., 2007)

–– highest lifetime rate of suicidal ideation highest lifetime rate of suicidal ideation 
(32.9%)(32.9%)

–– 33rdrd highest lifetime rate of suicide attempts highest lifetime rate of suicide attempts 
(10.7%)(10.7%) 7777



PTSD Treatments Typically Exclude PTSD Treatments Typically Exclude 
Suicidal and HighSuicidal and High--Risk ClientsRisk Clients



 

MetaMeta--analysis of PTSD RCTs found the following analysis of PTSD RCTs found the following 
common exclusion criteria: common exclusion criteria: (Bradley et al., 2005)(Bradley et al., 2005)

–– Suicide risk (42%)Suicide risk (42%)
–– Substance abuse/dependence (62%)Substance abuse/dependence (62%)
–– ““Serious comorbiditySerious comorbidity”” (62%) (62%) 



 

Both Prolonged Exposure and Cognitive Both Prolonged Exposure and Cognitive 
Processing Therapy exclude patients with:Processing Therapy exclude patients with:
–– Imminent risk of suicidal behaviorImminent risk of suicidal behavior
–– Recent suicide attempt or selfRecent suicide attempt or self--injury (past 3 months)injury (past 3 months)



How to Treat Suicidal and/or How to Treat Suicidal and/or 
SelfSelf--Injuring PTSD Clients?Injuring PTSD Clients?



 

““If significant suicidality is present, it must be If significant suicidality is present, it must be 
addressed before any other treatment is initiated.addressed before any other treatment is initiated.””

International Society for Traumatic Stress International Society for Traumatic Stress 
Studies PTSD Treatment Guidelines (2009)Studies PTSD Treatment Guidelines (2009)



 

““[T]he approach of DBT[T]he approach of DBT……offers useful strategies for offers useful strategies for 
addressing the needs of patients considered poor addressing the needs of patients considered poor 
candidates for exposure therapy.candidates for exposure therapy.””

VA/DoD Clinical Practice Guideline for the VA/DoD Clinical Practice Guideline for the 
Management of PostManagement of Post--Traumatic Stress (2004)Traumatic Stress (2004)



DBT + PTSD ProtocolDBT + PTSD Protocol



 

Standard DBT (1 year)Standard DBT (1 year)
–– Individual DBT therapyIndividual DBT therapy

–– DBT skills training groupDBT skills training group

–– Telephone coachingTelephone coaching

–– Therapist consultation teamTherapist consultation team



 

Modified Prolonged ExposureModified Prolonged Exposure
–– Occurs concurrently with standard DBTOccurs concurrently with standard DBT

–– Administered by the individual DBT Administered by the individual DBT 
therapist therapist 



Treatment StructureTreatment Structure



 

Treatment starts with standard DBT targeting:Treatment starts with standard DBT targeting:
–– HigherHigher--priority behaviorspriority behaviors



 

LifeLife--threatening behaviors (e.g., suicidality, NSSI)threatening behaviors (e.g., suicidality, NSSI)


 

TherapyTherapy--interfering behaviorsinterfering behaviors


 

Other more severe qualityOther more severe quality--ofof--life behaviorslife behaviors


 

Behaviors that might interfere with exposure (e.g., Behaviors that might interfere with exposure (e.g., 
severe dissociation, substance dependence)severe dissociation, substance dependence)



 

PTSD protocol has typically started after 4PTSD protocol has typically started after 4--8 8 
months of DBTmonths of DBT
–– Average of 13.6 PTSD protocol sessions (range 6Average of 13.6 PTSD protocol sessions (range 6--25)25)



Deciding when to start the Deciding when to start the 
PTSD ProtocolPTSD Protocol



 

Ability to come into contact with cues for higherAbility to come into contact with cues for higher-- 
priority behaviors without engaging in those priority behaviors without engaging in those 
behaviorsbehaviors
–– Abstinence from suicidal behavior and NSSI Abstinence from suicidal behavior and NSSI 

(range=2(range=2--4 months)4 months)


 

Ability to experience intense emotion without Ability to experience intense emotion without 
escapingescaping



 

Actively engaged in treatmentActively engaged in treatment


 

Learning and use of DBT skillsLearning and use of DBT skills


 

It is the clientIt is the client’’s goal to treat PTSD s goal to treat PTSD nownow



Pilot Data (n=6)Pilot Data (n=6)



 

Inclusion criteria: 1) BPD, 2) chronic PTSD,     Inclusion criteria: 1) BPD, 2) chronic PTSD,     
3) plus at least one of:3) plus at least one of:
–– Active suicidality (n=4)Active suicidality (n=4)
–– Recent selfRecent self--injury (n=5)injury (n=5)
–– Substance dependence (n=2)Substance dependence (n=2)
–– Severe dissociation (n=2)Severe dissociation (n=2)



 

Index traumas: Index traumas: 
–– Childhood sexual abuse (n=2)Childhood sexual abuse (n=2)
–– Adolescent rape (n=1)Adolescent rape (n=1)
–– Adult rape (n=2)Adult rape (n=2)
–– Motor vehicle accident (n=1)Motor vehicle accident (n=1)
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Suicide and SelfSuicide and Self--Injury UrgesInjury Urges
Urge to 

Commit Suicide
Urge to 

Self-Injure
Increase in urges 11.9% 22.9%

No change in urges 69.2% 54.2%

Decrease in urges 18.9% 22.9%

Note. Urges were rated immediately before 
and after each exposure task.



Current StudyCurrent Study



 
Phase 1: Clinical PrePhase 1: Clinical Pre--TestingTesting
–– Develop and finalize DBT+PTSD ProtocolDevelop and finalize DBT+PTSD Protocol
–– Open case series design (n=13)Open case series design (n=13)



 
Phase 2: Pilot RCTPhase 2: Pilot RCT
–– DBT+PTSD Protocol (n=24) vs. DBT DBT+PTSD Protocol (n=24) vs. DBT 

(n=12)(n=12)
–– Focus on evaluating feasibility, Focus on evaluating feasibility, 

acceptability, and safety of treatmentacceptability, and safety of treatment
–– Preliminarily compare outcomes between Preliminarily compare outcomes between 

conditions conditions 
8686



Inclusion/Exclusion CriteriaInclusion/Exclusion Criteria



 

Inclusion criteria:Inclusion criteria:
–– Borderline Personality DisorderBorderline Personality Disorder
–– Chronic PTSDChronic PTSD
–– At least one PE exclusion criterion:At least one PE exclusion criterion:



 

Recent suicide attempt/NSSI (past 3 months)Recent suicide attempt/NSSI (past 3 months)


 

Imminent suicide riskImminent suicide risk


 

Severe dissociationSevere dissociation

–– FemaleFemale
–– Ages 18Ages 18--6060



 

Exclusion criteria:Exclusion criteria:
–– Bipolar or psychotic disorder, mental retardation, Bipolar or psychotic disorder, mental retardation, 

mandated to treatmentmandated to treatment



Treatment PreferencesTreatment Preferences

8888



Why Do They Want PE?Why Do They Want PE?



 

““HavenHaven’’t had PE, and havent had PE, and haven’’t had a chance to t had a chance to 
tell my story and am derailed by it.  I feel like a tell my story and am derailed by it.  I feel like a 
hamster running in circles because I havenhamster running in circles because I haven’’t t 
been able to talk about it.been able to talk about it.””



 

““Suffering from PTSD so muchSuffering from PTSD so much……Need to get on Need to get on 
with my life. I have been stuck forever. (PE)with my life. I have been stuck forever. (PE)””



A New Suicide TreatmentA New Suicide Treatment 
Strategy?Strategy?

Offer an Effective 
PTSD Treatment 
Offer an Effective 
PTSD Treatment

AND….
Make it 

Contingent on 
Stopping Suicidal 

Behavior!
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Pilot Trials of Post Admission Pilot Trials of Post Admission 
Cognitive Therapy (PACT)Cognitive Therapy (PACT)

Marjan Holloway, Ph.D.Marjan Holloway, Ph.D.

Walter Reed Army Medical Center Walter Reed Army Medical Center 
Inpatient Psychiatric UnitInpatient Psychiatric Unit

Funding provided by the Congressionally Directed Medical Research Program (CDMRP) and 
the National Alliance for Research on Schizophrenia and Depression (NARSAD)
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Study AimsStudy Aims


 
To develop a targeted, brief inpatient To develop a targeted, brief inpatient 
cognitive behavioral treatment, titled, cognitive behavioral treatment, titled, Post Post 
Admission Cognitive TherapyAdmission Cognitive Therapy (PACT) to (PACT) to 
address the unique treatment needs of address the unique treatment needs of 
individuals with suicide behavior. individuals with suicide behavior. 



 

Prevent Repeat Suicide AttemptsPrevent Repeat Suicide Attempts


 

Reduce Severity of Established Risk FactorsReduce Severity of Established Risk Factors
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A Brief Intervention to Reduce Suicide A Brief Intervention to Reduce Suicide 
Risk in Military Service Members and Risk in Military Service Members and 

VeteransVeterans

Principal Investigators: 

Lisa Brenner, Ph.D., Gregory Brown, Ph.D. 
Glenn Currier, M.D., MPH, Marjan Holloway, Ph.D. 
Kerry Knox, Ph.D., Barbara Stanley, Ph.D.

Military Operational Medicine Research Program 
(MOMRP)

Center for Excellence Canandaigua, Department of 
Veteran Affairs 95



Study ObjectivesStudy Objectives
To adapt and evaluate a brief, readily accessible, 
and personalized intervention, safety planning, 
that will reduce suicide risk in military and 
veteran populations by: 

(1) evaluating suicide risk using a structured
assessment measure

(2) enhancing suicide-related coping strategies

(3) Increasing acceptability and initiation of 
appropriate mental health/substance use 
treatments 



Safety Planning: 6 Steps

1. Recognizing warning signs 

2. Employing internal coping strategies without 
needing to contact another person 

3. Socializing with others who may offer support 
as well as distraction from the crisis 

4. Contacting family members or friends who may 
help to resolve a crisis 

5. Contacting mental health professionals or 
agencies 

6. Reducing the potential for use of lethal means

1. Recognizing warning signs 

2. Employing internal coping strategies without 
needing to contact another person

3. Socializing with others who may offer support 
as well as distraction from the crisis

4. Contacting family members or friends who may 
help to resolve a crisis

5. Contacting mental health professionals or 
agencies

6. Reducing the potential for use of lethal means



Project 1: SAFE MILProject 1: SAFE MIL 
Study DesignStudy Design

Project 1 – Walter Reed Army Medical Center



 

The safety plan intervention will be specifically 
adapted for military service members who are at 
risk for suicide. 



 

A randomized controlled trial will be conducted to 
determine the efficacy of the safety planning 
intervention for hospitalized military personnel. 



 

Outcomes include suicide ideation, suicide-related 
coping, and attitudes toward help seeking at 
discharge, 1-month, and 6-month post discharge. 



Project 2: SAFE VETProject 2: SAFE VET 
Study DesignStudy Design

Project 2 - Buffalo, Denver, Manhattan, & 
Philadelphia VAMCs + 4 Control VAMCs



 

A quasi-experimental design will be used to 
examine the effectiveness of the safety plan 
intervention for veterans at risk at VA Emergency 
Departments (ED).



 

Outcomes include suicide attempts, suicide 
ideation, and suicide-related coping at 1, 3, and 6 
months following the index ED visit as well as 
attendance at an outpatient mental health or 
substance abuse treatment appointment within 30 
days post the index ED visit.



ConclusionsConclusions



 
Suicide/suicide attempts can be prevented Suicide/suicide attempts can be prevented 
via psychosocial interventions!via psychosocial interventions!



 
Several interventions including Several interventions including DBTDBT, CT, , CT, 
ED/Inpatient followED/Inpatient follow--up are effective.up are effective.



 
Improving coping/problemImproving coping/problem--solving skills is solving skills is 
a primary treatment strategy.a primary treatment strategy.



Evidence-based Interventions 
for Military Service Members or 

Veterans



 

There is a paucity of RCTs that have 
examined the efficacy of interventions for 
military service members or veterans.



 

Why haven’t more RCTs been conducted in 
the military or the VA that focus on reducing 
suicidal behavior?



Contact Information



 
Gregory K. Brown, Ph.D.
– Gregory.Brown@va.gov



 
Melanie S. Harned, Ph.D.
– mharned@u.washington.edu
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