Next generation

treatments to prevent
suicide

Craig J. Bryan, PsyD, ABPP
Director, Suicide Care Clinic

Professor, Department of Psychiatry

w g%l‘ll‘éf‘i;ggt ‘ Larner College of Medicine



&
FEYCHDLOGICAL
&

e Psychological Bulletin

& 2020 American Psychobogical Association
155M: (033-2009 hitpeffdy_doiorgl 10, 1037/ bul00305

Interventions for Suicide and Self-Injury: A Meta-Analysis of Randomized
Controlled Trials Across Nearly 50 Years of Research

Specific intervention type

Medication only g16 0.94 [0.940, 0.99]
CT/CBT 52 0.81 [0.70, 0.93]
Eclectic psychotherapy 2 0.93 [0.78, 1.10]
DBT 2 0.98 [0.83, 1.17]
Psychotherapy and medication combined 80 0.80 [0.69, 0.92]
Checking-in programs 2 0.87 [0.75, 1.00]
Psychoanalysis/insight-based therapy 5 0.84 [0.63, 1.13]
Problem solving therapy 6 0.66 [0.45, 0.97]
Safety planning/means safety 3® —

Inpatient hospitalization 0 —
w Other 145 0.94 [0.89, 1.00]
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Table 2. Summary of Main Analyses and Sensitivity Analyses

Suicidal ideation Sulcide attempts

Comparizons,  Pooled effect, Comparisons,  Pooled effect,
Treatment type Mo. Hadges g (35% C1) F Hi. relative risk (95% CI) (
Diract
3-Level meta-analysls a4 -0.39 {-053 to -0_24) 832 %] 0.72 (D62 to D.BA)" 40.5
Outliers remaved 56 -0.26 (-034 to -0_18)" 381 &0 0.71 (0.62 to D.E1)" 16.2
Influentizl cases removed 6l -0.25 (-035 to -0.16)" 548 &0 0.68 (058 to 0.79)" 33
Adjusted for publication bias 64 -0.18 (-032 to -0.04)" 958 &4 0.94 (082 to 1.09) 3.1
Low risk of bias due to missing outcome data 27 -0.50 (-0.84 to -0.16)" 846 32 0.68 (054 to 0_B5)" 50.1
Walting list conditions removed 59 -0.36 (-0.50 to -021)" 818 &4 0.72 (062 to 084} 405
Indirect
3-Level meta-analysls 39 -0.30(-0.42 to-0.18) 522 26 0.68 (048 to 0.95) 1]
Outliers remaved EF -0.23{-033 to-0.13)" 274 16 0.68 (D.48 to 0.95)" 0
Influentizl cases removed 33 -0.25 (-037 to -0.14)" 400 24 0.71 (050 to 0.999)" L1}
Adjusted for publication blas 39 -0.16 {-034 to 0.03) 926 26 .66 (048 to 090} 1]
Low risk of bias due to missing outcome data 18 -0.29 (-0.49 to -0.09)" 556 13 0.71 {056 to 0.91)" L1}
Walting list conditions removed 25 -0.30(-0.45 to -0.15)" 533 26 0.68 (048 to 095} L1}

Larn voitictically significant (P < .05).
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Suicidal Ideation Suicide Attempts

Treatment Hedge’'s g (95% Cl) RR (95% Cl)

Direct
ASSIP -- -- -- 3 0.87 (0.26, 2.91)
CAMS 3 -0.46 (-0.85, -0.08) 4 1.14 (0.34, 3.81)
CBT 21 -0.51 (-0.91, -0.12) 12 0.65 (0.50, 0.83)
DBT 4 -0.42 (-1.30, 0.46) 7 0.49 (0.39, 0.60)
Dynamic 4 0.01 (-0.36, 0.39) 4 0.41 (0.06, 2.67)
Family therapy 8 -0.27 (-0.58, 0.05) 7 1.14 (0.87, 1.49)
PST -- -- -- 7 0.99 (0.77, 1.29)
Other 24 -0.36 (-0.63, 0.10) 20 0.60 (0.46, 0.77)

Indirect
CBT 12 -0.27 (-0.40, -0.14) 8 0.84 (0.51, 1.41)
Dynamic - - - 5 0.69 (0.42, 1.14)
Family therapy -- -- -- 3 0.29 (0.02, 3.65)
Imaging 3 -0.65 (-3.17, 1.87) -- -- --

Uni PST 4 -0.50 (-0.91, -0.09) -- -- --

Other 20 -0.23 (-0.37,-0.11) 10 0.62 (0.48, 0.81)




Essential Ingredients of Effective Interventions

1. Based on asimple, empirically-supported model
2. High fidelity by the clinician

3. Adherence by the patient

4. Emphasis on skills training

5. Prioritization of self-management

6. Easy access to crisis services

Rudd & Perez-Munoz (2019)



Brief Cognitive Behavioral
Therapy (BCBT)
for Suicide Prevention



BCBT Outcomes: Suicide Attempts

TABLE 2. Estimated Suicide Attempt-Free Probabilities

Brief Cognitive- 10
Behavioral Therapy Treatment as Usual .
Assessment  Attempt-Free Attempt-Free
Period Probability  95% ClI Probability ~ 95% CI g 0.8
3 Months 096 0.94-0.98 0.91 0.88-0.95 ﬁ
6 Months 096 0.94-0.98 0.85 0.81-0.88 o o
12 Months 093 0.90-0.96 0.80 0.75-0.85 E '
18 Months 086 0.81-0.91 0.75 0.69-0.81 5
24 Months 086  081-091 064  055-0.73 §
0.4
5
&
& 02
. . . . . . — TAU
BCBT associated with 60% reduction in suicide — ot
attempts 0.0
0 200 400 600 B00

Days

* CBT=cognitive-behavioral therapy, TAU=treatment as usual (log-rank
x°=5.28, df=1, p=0.02).

Larner College of Medicine Rudd et al. (2015)
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BCBT Outcomes: Attempt Rates by Subgroups
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Subgroup BCBT

No. of Therapy Sessions
0-12
13-24
25-48
49+

Larner College of Medicine

Gender
Female
Male

Diagnosis
Posttraumatic Stress
Substance Use
Borderline Personality

Prior Suicide Attempt
No
Yes

0%
12%
21%
19%

9%
14%

14%
21%
0%

0%
15%

TAU

26%
39%
21%
51%

59%
34%

34%
47%
51%

54%
32%

Bryan & Rudd (2018)
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Original Investigation | Psychiatry
Telehealth Brief Cognitive Behavioral Therapy for Suicide Prevention
A Randomized Clinical Trial
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Tabée 3. Sulcide Attempt Counts and Means &onoss Groups, y Attempt Typs
Smickde attempts, Tetal Mo. {mean per particigant] [25% O]

Attempt type BCBT PCT

Combined 36 (0.70) [0.45-1L.001 05 (1.40) [L07-1.84]

Abested 25 {0.51) [0.33-0.78] 30 {0.73) [0.50-1.06]

Iterrupted & (0.09) [0.04-0.24] 19 {0.47) [0.25-0.74] - o _
Actual & (0. 107 [0.04-0.24] 7 (0.19) [0.08-0.39) Abbreviations: BCHT brief cognitive behavioral

theragry: PCT, present-cemtened theapy.

Figure 2 Sulcioe Attempt-Free Probability and Saverty of Sulcikdal igeation Over Time Among High-Risk Patients Recetving Brief Cognitive Behavioral Therzpy (BCET)
vs Present-Centered Therapy (PCT) via Video Talehealth

[ A] Sulcide attempt-froe probability | B| Severity of suicidal ideation TIEGHTIEN = ECHT _p,_-rl
1.0 20+
0. ;
& =1
= @
5 05 g
£ @ 1
5 (.4 5
=
z 3
L 5
0.3+
] 100 2 m a0 o 3 E g )
Time, Timea, ma
Mz at risk
BLET 51 8 1 13 1
BT au 22 15 11 [

Larner CO o, ¢ e bomeline 551 Scaie for Suicide Ideation.

University
of Vermont




JAMA Psychiatry | Original Investigation

Brief Cognitive Behavioral Therapy for Suicidal Inpatients
A Randomized Clinical Trial

Gretchen J. Diefenoach. PhD; Kzyla A. Lord, PhD; Jessica Stubbing, DOINPsy; M. David Audd, PhD;
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Flgure 2. Aoult Sukcidal ideation Ouestionnadre (&5 Toial Soones by Trestment Condition and Thme

1401+
eTable 3 Counts for Suicide Attempts By Treatment Condition and Timepoint s TR
130 & BOET-npaiom
Total 1-Month 2-Month 3-Month 4-Month 5-Month 6-Month
FU FU FU FU FU FU
~ 100

Number of [m]
Participants F
Attempting Suicide B e

BCBT-I 15 2 4 3 1 5 4 E

TAU 33 13 9 a 9 5 3 I HA 2 .
Total Number of g — _I
Suicide Attempts < T TT—— — ___.—I

BCBT-| 24 2 4 q 1 9 4 L -!::___I

TAU 67 16 16 14 9 6 [5

Note. FU = follow-up. BCBT-| = Brief Cognitive Behavioral Therapy-Inpatient. TAU = Treatment as Usual. Samples sizes due to Ry
missing data: BCBT-I n range = 92-93; TAU n range = 101-103.

Iz Decharze 1-mo 1m0 3-mo Lo 5.mo E-mo
Followm -1 Follow-op Follow -ug follow-op Foilow-1g Follow-tp

Larner College of Medicine

University
of Vermont
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Brief Cognitive Behavioral Therapy for Suicidal
Military Personnel and Veterans

The Military Suicide Prevention Intervention
Research (MSPIRE) Randomized Clinical Trial
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Figure 2. Cumulative Proportion of Participants in Each Treatment Group
With a Follow-Up Suicide Attempt, With Number of Participants at Risk
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Next Generation BCBT: RCT Results

# of Comparison

Sessions Condition Setting Sample

Follow-Up Findings

Rudd et al.

Military,

o o
(2015) RCT BCBT 12 TAU Outpatient ~ 87% male, OZ:ths 60"3‘;?:::\“;‘;” n
N=152 27y P

Sinyor et al. Youths, . o
(2020) RCT BCBT 10 TAU Outpatient  29% male 12 100% reduction in
N=24 18y months attempts

Baker et al. _ Adults, . o
(2024) RCT BCBT 12 PCT Out.patlent 36% male, 12 42% reduction in
N=85 (Virtual) 32y months attempts

Diefenbach et al. Adults, . o
(2024) RCT BCBT 4 TAU Inpatient  42% male, molnzt e GM’aﬁsr‘:\Ct;‘;” n
N=200 33y P

Bryan et al. Outpatient Military, o ..
(2025) RCT BCBT 12 PCT (Virtual &  73% male, mozrfths e A’artf:r‘:ft;‘s’” n
N=108 F2F) 33y P
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BCBT Outcomes: Treatment Utilization

U

TABLE 4. Treatment Wilization Among Participants in Brief Cognitive-Behavioral

Therapy (CBT) and Treatment as Usual During the Study Period

Brief CBT Treatment as Usual

Utilization Mean SD Mean

First 5 months
Mumber of individual therapy 1635 967 1192
SESSIonS
MNumber of group therapy sessions 671 1346 15.42
Number of self-help therapy 0.32 101 258
sessions
Mumber of inpatient hospitalization 135 401 247

days
Number of substance use 374 989 4.03
treatment program days
Entire study
Mumber of individual therapy 4040 4259 3128

EESSIONS
MNumber of group therapy sessions 1344 2820 2087

Number of self-help therapy 6.83 2540 6.21
SEssions

Mumber of inpatient hospitalization 314 7.83 a.32
days

Mumber of substance use 446 931 4mM

treatment program days

5D

5.44

20.05
10.09

273

6.60

26.82

3199
25.69

17a7

1493

0.05

0.09
017

048

0.89

010

015
04a97

0.006

0483

University

of Vermont Larner College of Medicine

Mean number of BCBT
sessions was 12

BCBT associated with more
individual therapy sessions

during first 3 months

BCBT associated with fewer

hospitalization days over
entire study period

Rudd et al. (2015)
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BCBT Outcomes: Psychological Symptoms

TABLE 3. Differences Between Brief Cognitive-Behavioral Therapy (CBT) and Treatment as Usual on Symptom Measures During

Follow-Up
Treatment Group Analysis

Brief CBT Treatment As Usual Hedge's g
Measure and Assessment Period Mean SD Mean sD g 95% Cl P
Beck Scale for Suicide ldeation, worst-point score
Baseline 19.16 89.30 19.07 8.69 0.01 -0.31to 033 0.95
3 Months 023 9.01 10.73 11.02 -0.14 -0.56to 0.26 018
& Months 6.40 714 1063 1018 -0.4z2 —0.90 to —-0.07 0.03%
12 Months 494 6.97 6,79 9.5 -0.20 -0.65toc 0.19 0.33
18 Months 5.74 983 052 10.99 -0.20 077 to 0.3 018
Beck Scale for Suicide ldeation, current score
Baseline 10.83 8.67 11.07 8.43 -0.03 -0.35t0 0.29 0.86
3 Months 390 6.16 6.14 B.27 -0.27 -07to 011 0.14
& Months 547 013 6.21 750 -0.37 -0.85tc -002 0.05
1? Months 302 493 336 6.09 -0.06 -048t00.36 078
18 Months 271 52 339 5.82 -0.06 -0.60 to 0.48 0.66
Beck Hopelessness Scale score
Baseline 12 87 617 1272 6.02 002 -029to 0.34 0.88
3 Months .80 6.29 F.a4 6.67 -0.01 -0.45to 0.44 0.938
& Months 8.40 6.07 .22 6.70 -012 -0.62 to 0.36 0.60
12 Months 574 619 9.07 6.43 010 055t 0.76 074
18 Months 3.40 8.50 1111 g.12 010 -105to125 0.46

BCBT associated with
faster reduction in
suicide ideation

BCBT and TAU
comparable on
hopelessness

Rudd et al. (2015)
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BCBT Outcomes: Psychological Symptoms

Beck Depression Inventory, 2nd Edition score
Baseline

3 Months

& Months

12 Months

18 Months

Beck Anxiety Inventory scaore

Baseline

3 Months

& Months

12 Months

18 Months

PTSD Checklist, Military Version score
Baseline

3 Months

& Months

12 Months

18 Months

3185
19.59
2025
20.83
24.80

28.87
2151

22.00
20.52
25.80

ab15
4615
48.40
4777
54.00

1426
1545
1289
13.21
19.97

1478
1553
1493
12.80
1862

1810
16.71

16.88
19183
2184

3351
22.84
25.52
20 87
34.00

29.74
22.05
26.19
2733
2471

57.39
5105
55.00
55.93
64.14

1339
15.82
16.37
15.36
1557

1596
1412
14.39
1485
9.69

1563
16.53
1/.54
1536
10.89

-012
-0.21
-0.32
-0.59
-0.59

-0.06
-0.04
-0.29
-0.46
-0.46

-0.14
-0.30
-0.38
-0.53
-0.53

-043t0 0.21
-0.67 to 0.23
-0.85to 013
-130tc 004
-176 tc 0.58

-0.38t0 0.26
-048toc0.41
077 t00.21
-115tc 018
-162 to 0.70

-0.45to 019
-074 to 015
-087to0 11
-111t0 021
-158to 0.74

0.43
0.32
0.15
0.05
0.34

01

0.87
0.24
013
0.89

0.41
019
012
014
0.29

BCBT and TAU
comparable on
depression and anxiety

BCBT slightly better than
TAU for PTSD
symptoms, but
statistically
nonsignificant

Rudd et al. (2015)
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BCBT Outcomes: Insomnia Symptoms

Treatment
== TRL

1E

Bean 15

ao 2.0d g.0ad 12.00
Timse in marndhs

Figure 1. Change in skeep disturbance over time by treatment condition

Note. 7 p=0.06,**p < 0.05

BCBT leads to sustained
improvements in
insomnia symptoms

Early improvement in
insomnia symptoms
predicts later suicide
attempts

Roberge et al. (2019)




What’s different about
BCBT?



Functional Model of Suicide

Automatic
(Internal)

Social
(External)

Reinforcement

Positive

Negative

Adding something desirable
(“To feel something, even if it is pain”)

Reducing tension or negative affect
(“To stop bad feelings”)

Gaining something from others
(“To get attention or let others know
how | feel”)

Escape interpersonal task demands
(“To avoid punishment from others or
avoid doing something undesirable”)

Coppersmith et al., 2021

; Nock & Prinstein (2005)



Fluid Vulnerability Theory

10

Suicide Risk
(2]

Bryan & Rudd (2016); Kleiman et al. (2017); Wang et al. (2021)
20



The Suicidal Mode

Stable

7

Emotion
Regulation

Cognitive
Flexibility

Dynamic

1

Cognitive

“This is hopeless”

“I'm trapped”
“I'm a burden”

Behavioral
Substance use
Social withdrawal
Preparations

Activating

Events
Relationship problem
Financial stress
Perceived loss
Physical sensation
Negative memories

\_

~

Emotional

Depression
Guilt
Anger

Physical
Agitation
Insomnia

Pain

/

Bryan & Rudd (2018)



22

Structure of BCBT

Phase |

Emotion Regulation

Phase Il

Cognitive Flexibility

Phase lll

Relapse Prevention

Session 1
Intake
Narrative Risk Assessment
Crisis Response Plan
Means Safety Counseling

Sessions 6-10
ABC Worksheets
Challenging Questions
Patterns of Problem Thinking
Coping Cards

Sessions 11-12
Relapse Prevention Task

Sessions 2-5
Sleep Disturbance
Relaxation / Mindfulness
Reasons for Living / Survival Kit
Activity Planning
Coping Cards
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Targeting Sleep Disturbance

University
of Vermont

Improving Your Sleep Handout

. Go to bed only when you’re sleepy. There is no reason to go to bed if you are not sleepy.

When you go to bed too early, it only gives you more time to become frustrated. Individuals

often ponder the events of the day, plan the next day’s schedule, or worry about their inability to
fall asleep. These behaviors are incompatible with sleep and tend to perpetuate insomnia. You
should therefore delay your bedtime until you are sleepy. This may mean that you go to bed later
than your scheduled bedtime. However, stick to your scheduled rising time regardless of the time
you go to bed.

. Get out of bed when you can’t fall asleep or cannot go back to sleep in 15 minutes. When

you recognize that you've become a clock watcher, get out of bed. If you wake up during your
sleep and you've tried falling back asleep for 15 minutes and can’t, get out of bed. Remember,
the goal is to fall asleep quickly. Return to bed only when you are sleepy (i.e., yawning, head
bobbing, eyes closing, concentration decreasing). The goal is for you to reconnect your bed with
sleeping rather than frustration. You will have to repeat this step as often as necessary.

. Use your bed for sleep and sex only. The purpose of this guideline is to associate your

bedroom with sleep rather than wakefulness. Just as you may associate the kitchen with hunger,
this guideline will help you associate sleep and pleasure with your bedroom. Follow this rule both
during the day and at night. Do not watch TV, listen to the radio, eat, or read in bed. You may
have to temporarily move the TV or radio from your bedroom to help you regain a stable sleep
cycle.
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Crisis Response Planning (Stand Alone): RCT Results

Comparison
Condition

Setting

Follow-Up

Findings

Bryan et al. ED Military, 76% reduction in
(2017) RCT CRP TAU i a'éient 78% male, 6 months attempts, faster
N=97 P 26y reduction in SI
16% reduction in
Chen et al. Crisis Postcard + High-risk Adults, attempts
(2013) RCT Case Mgt 32% male, 6 months .
Case Mgt adults (61% reduction per
N=613 40y
protocol)
Wang et al. Hioh-risk Zﬁ’jl:rlmt:ie Sig. reduction in
(2016) RCT Coping Card TAU & i ’ 3 months attempts, faster
adults 38y .
N=64 reduction in SI
(2024) EMA RCT CRP Safety Plan & 30% male, 1.5 months /
N=82 adults 32y frequent CRP use,

higher useful ratings




Crisis Response Planning (Integrated): RCT Results

Comparison

Condition Setting Follow-Up Findings
Bryan et al. Mil/vets, 50% reduction in
(2024) RCT CPT+CRP CPT+Safety Plan  Outpatient  73% male, 12 months attempts, faster
N=157 27y reduction in Sl
Kearns et al. TAU Mil, 100% reduction in
(2025) RCT WET+CRP Inpatient 61% male, 4 months attempts, larger
(w/ Safety Plan)
N=95 Y 27y reductio in S
Mil/vets
Bozzay et al. o ' :
(2025) EMA RCT CRP Safety Plan Outpatient A0 el 2 weeks Cile URERad G,
N=115 47y w/ less severe S|




Why and How BCBT
Works



How and Why BCBT Works

1. BCBT includes procedures that have been shown to reliably reduce suicide attempts (not just ideation)

* Emphasis on emotion regulation skills

Table 3.
® P ri n Ci p I eS' b a Se d (V. reg u I ato rY'g u i d e d ) p roce d u re S Meta-analysis outcomes for interventions per component, sorted by effect size.
Component k RR CI F P
Interpersonal effectiveness training 12 0.47 [0.26; 0.83] 55.1% 0.016
Emotion regulation training 17 0.58 [0.42; 0.79] 37.8% 0.003
Mindfulness and relaxation 13 0.59 [0.41; 0.83] 22.5% 0.008
Self-compassion training 7 0.60 [0.31; 1.18] 40.3% 0.108
Insight development 21 0.60 [0.42; 0.86] 43.6% 0.009
Increasing social support 13 0.61 [0.39; 0.96] 28.5% 0.037
Follow-up contact 9 0.62 [0.40; 0.95] 63.6% 0.034
Original Investigation | Psychiatry ) _ ) Crisis management and safety planning 15 0.63 [0.46;0.88]  24.9% 0.012
Cognitive Behavior Therapy With and Without Narrative Assessment Behavioural techniques v 066 [040: 106]  £5% 0.074
and SUiCide 'Attempts Cognitive techniques 26 0.72 [0.58; 0.91] 32% 0.009
A Systematic Review and Meta-Analysis Homework and self-monitoring 17 0.75 [0.59;0.94]  37.4% 0.019
Wilco C. Jarssen, MSc: Saskia Y. M. Mérelle, PhD: Wouter van Ballagoofjan, PhD: Renske Glissen, PhD: Claudl L H. Bockting. PhD Problem-solving techniques 21 0.75 [0.58; 0.96] 36.4% 0.027
(Psycho)education 22 0.76 [0.60; 0.95] 39.6% 0.021
J anssen et a I : (2025) Treatment motivation enhancement 14 0.76 [0.50; 1.06] 38.6% 0.085
Assessment strategies 23 0.83 [0.67; 1.02] 23% 0.072
Relapse prevention 13 0.83 [0.63; 1.10] 28.6% 0.152
Exposure techniques 6 0.84 [0.61; 1.16] 0% 0.157
Involving next-of-kin 8 0.88 [0.44; 1.75] 52.4% 0.640

Note. Based on the three-level model (CHE).
For referral to further treatment, psychodynamic techniques, and imagery based techniques, no meta-analysis

could be performed as there were not enough studies.

Van Eijk et al. (2025)



Why and How BCBT Works

2. BCBT does more than merely reduce suicidal ideation and emotional distress. It also...

* Dismantles connections among suicidal mode domains

* Creates regulatory feedback loops involving sleep

* Creates a more centralized change process anchored by suicidal beliefs

Regression Coefficient

Treatment Outcome Intercept SSI-5 SCS-R PHQ-8 ISI

PCT ASSI-5 2.006 (0.942)* -0.034 (0.250) 0.038 (0.043) -0.170(0.115) -0.080 (0.077)
ASCS-R 8.602 (1.971)*** 0.584 (0.333)" -0.465 (0.068)***  -0.031 (0.144) 0.144 (0.111)
APHQ-8 3.669 (0.965)*** 0.747 (0.253)** 0.146 (0.044)*** -0.975 (0.117)***  0.138 (0.078)"
AlSI 3.796 (0.967)*** -0.408 (0.253)" 0.016 (0.044) 0.246 (0.117)* -0.507 (0.078)***

BCBT ASSI-5 1.406 (0.986) -0.103 (0.229) -0.002 (0.042) -0.111 (0.109) -0.048 (0.082)
ASCS-R 7.074 (2.032)*** -0.728 (0.327)* -0.365 (0.063)***  -0.022 (0.149) -0.244 (0.117)*
APHQ-8 1.336 (1.010) -0.039 (0.232) 0.05 (0.042) -0.321 (0.110)** 0.031 (0.084)
AlISI 1.452 (1.004) -0.225(0.231) 0.044 (0.042) -0.02 (0.110) -0.192 (0.083)*
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Why and How BCBT Works

3. Clearly defined, empirically supported thresholds for clinical response and remission anchored in theory
* Clinically significant change: Suicide Cognitions Scale-Revised (SCS-R) total score < 21
* Reliable change index: SCS-R change score > 20

* SCS, derivative versions, and international translations are available online in the public domain:
https://osf.io/bf8uy/

t: :3 OSFHOME = Search  Support  Donate Sign Up Sign In

Suicide Cognitions Scale (multiple versi... Metadata  Files ~ Wiki  Analytics  Registrations

861.9KB Public FoO

Suicide Cognitions Scale (multiple
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Contributors: Craig Bryan

Date created: 2023-04-28 04:31 PM | Last Updated: 2023-05-08 02:35 PM

Identifier: DOI 10.17605/0SF.I0/BFSUY

Category: i@ Project

Description: The Suicide Cognitions Scale (SCS) and multiple shortened versions of the scale (Suicide Cognitions Scale-Revised [SCS-R], Suicide Cognitions Scale-Short [SCS-S].
and Brief Suicide Cognitions Scale [B-SC5])assess thoughts, perceptions, and beliefs that are commonly experienced by people who have attempted suicide. The scales are
empirically supported indicators of increased vulnerability to suicidal behavior, and have been shown in muiltiple studies to be a better predictor of future suicide attempts
than suicidal ideation. The scales can be used for the purposes of suicide risk screening, suicide risk assessment and monitoring, and research.

License: CC-By Attribution 4.0 International @
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Key Takeaways / Final Thoughts

1. General principles

e Distinguish suicidal behaviors from suicidal thinking

e Directly target mechanisms and processes underlying suicidal behaviors — emotion regulation
* Importance of collaboration and route of delivery

e Specialized care pathways

2. BCBT is more effective than other treatments because:

 Empirically supported procedures:
* Narrative assessment (v. checklist-based interviews)
e  Crisis response planning (v. safety planning)
* Emotion regulation skills training
* Insomnia/sleep strategies
e Suicidal mode case conceptualization

e Validated risk monitoring systems

craig.bryan@uvm.edvu



	Next generation treatments to prevent suicide
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Essential Ingredients of Effective Interventions
	Brief Cognitive Behavioral Therapy (BCBT)�for Suicide Prevention
	BCBT Outcomes: Suicide Attempts
	BCBT Outcomes: Attempt Rates by Subgroups
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Next Generation BCBT: RCT Results
	BCBT Outcomes: Treatment Utilization
	BCBT Outcomes: Psychological Symptoms
	BCBT Outcomes: Psychological Symptoms
	BCBT Outcomes: Insomnia Symptoms
	What’s different about BCBT?
	Functional Model of Suicide
	Fluid Vulnerability Theory
	The Suicidal Mode
	Structure of BCBT
	Targeting Sleep Disturbance
	Crisis Response Planning (CRP)
	Crisis Response Planning (Stand Alone): RCT Results
	Crisis Response Planning (Integrated): RCT Results
	Why and How BCBT Works
	How and Why BCBT Works
	Why and How BCBT Works
	The Suicidal Mode
	Why and How BCBT Works
	Key Takeaways / Final Thoughts

