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Suicide risk is elevated in psychiatric patients following discharge from inpatient care. Despite this vulnerability, there has
been limited research investigating suicide prevention protocols that take into account the unique system characteristics of
this setting (e.g., short lengths of stay, crisis stabilization treatment model, multidisciplinary team coordination).
Cognitive-behavioral therapy (CBT) has demonstrated efficacy for improving suicide risk in outpatients, but has not been
validated with inpatients. The current study was a treatment development and pilot feasibility open trial that modified
brief cognitive-behavioral therapy (BCBT) for an inpatient setting (BCBT-I). Key treatment modifications included
administering up to 10 sessions (depending on patient length of stay), daily, and in a standardized order, with core crisis
management skills introduced during the first three sessions. In addition, coordination with the inpatient treatment team
was ncluded in BCBT-1 implementation. Six adult inpatients with a recent suicide attempt enrolled and completed an
average of 4.67 BCBT-I sessions (SD = 1.36). The treatment was highly acceptable (Client Satisfaction Questionnaire
total score M = 3.49, SD = 0.73). Pre- to posttreatment effect sizes demonstrated improvements in suicidal ideation
(d = 0.97), depression (d = 1.33), and suicidal implicit associations (d = 1.28). All but one of the participants
(83 %) completed follow-up assessments 1-, 2-, and 3-months postdischarge. Over follow-up, two participants reported sui-
cidal ideation (both without intent), and none reported suicide attempts, preparatory acts or behaviors, or nonsuicidal self-
ingury. This study provided preliminary evidence supporting the feasibility of CBT to treat suicidal inpatients. Future
research is needed to validate BCBT-1 in a larger, randomized controlled trial to determine whether BCBT-I reduces suicide
risk beyond that afforded by inpatient treatment alone.

UICIDE is one of the top 10 causes of death in the

United States (Heron, 2013), with as many as 5%
of Americans making a suicide attempt in their lifetime
(Kessler et al., 1999). For those who have attempted
suicide, the rate of death by suicide within 1 year is
nearly 100 times that of nonattempters (Tidemalm
et al., 2015). Patients with psychiatric disorders, partic-
ularly depression, are at an elevated risk for suicide
(Hawton et al., 2013), and approximately one third
of all suicides by individuals with mental disorders
occur in the 90 days following hospitalization
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(Huisman et al., 2011). In this highestrisk group of
recently discharged depressed inpatients, the suicide
rate is 235.1 per 100,000 person years, compared with
14.2 per 100,000 person years in the U.S. general pop-
ulation (Olfson et al., 2016). Despite the elevated sui-
cide risk present among inpatients, there has been
limited research on suicide prevention treatments in
this setting.

Cognitive-behavioral therapy (CBT) is a collabora-
tive and skills-based form of psychotherapy that has
been shown to reduce suicidal ideation and behavior
in outpatients (D’Anci et al., 2019; Hepp et al., 2004;
Mann et al., 2005; Mewton & Andrews, 2016; Tarrier
et al., 2008). Though specific protocols vary, typical
interventions  include  problem-solving  training
(Salkovskis et al., 1990), cognitive restructuring
(Brown et al., 2005), and training in emotion regula-
tion skills (Linehan, 1991). Crisis planning is another
common aspect of CBT suicide prevention protocols.
First introduced by Rudd et al. (2000), the crisis
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response plan outlines steps to follow in the event of a
suicidal crisis. Warning signs, coping behaviors, social
supports, and emergency services are included in the
plan with instructions on how best to implement each
step. The crisis response plan was revised by Stanley
and Brown (2012) to include means restriction coun-
seling and renamed the safety plan. When used as a
stand-alone intervention, safety planning has been
shown to reduce suicidal behavior following discharge
from emergency services (Bryan et al., 2017; Stanley
et al., 2018) and is currently being evaluated in a ran-
domized controlled trial (RCT) against enhanced
usual care (EUC) in an inpatient setting
(Ghahramanlou-Holloway et al., 2014).

Brief contact intervention is another suicide preven-
tion strategy utilized across a variety of settings, includ-
ing following discharge from inpatient level of care
(Falcone et al., 2017; Ghanbari et al., 2015). This treat-
ment involves sending messages to the patient express-
ing concern and caring in order to foster personal
connections and to provide the patient with social sup-
port. Methods and timing of contact vary widely, but
may include telephone calls, postcards, letters, e-
mails, or text messages, continuing from several
months to several years. Despite early positive results
indicating that brief contacts reduced death by suicide
(Motto & Bostrom, 2001), the subsequent evidence
base has been inconsistent: Some meta-analyses sup-
port its efficacy (Riblet et al., 2017), while others do
not (Milner et al., 2015).

Other studies have investigated the efficacy of more
intensive postdischarge interventions, also with mixed
results. CBT strategies (e.g., safety planning, emotion
regulation) delivered via peer support (Pfeiffer et al.,
2019) or mobile apps (Kennard et al., 2018) have
demonstrated feasibility, although suicidal outcomes
in these studies were either not reported or failed to
reach statistically significant effects compared with
usual care. The Attempted Suicide Short Intervention
Program (ASSIP; Michel et al., 2017) administers three
sessions of CBT (e.g., narrative assessment, case con-
ceptualization, safety planning) followed by letters sent
to patients over 2 years. An RCT conducted with
patients who experienced a recent suicide attempt (at
least some of whom began the intervention during
inpatient level of care) found that ASSIP lowered the
risk of repeat suicide attempt over follow-up in compar-
ison with treatment as usual (TAU; Gysin-Maillart et al.,
2016). The Inpatient Suicide Intervention and Ther-
apy Evaluation (INSITE) trial (Haddock et al., 2016)
tested a CBT intervention (adapted from Tarrier
etal., 2013) in addition to TAU against TAU alone with
inpatients reporting suicidal ideation or attempt within
3 months of admission. The INSITE intervention

involved 20 sessions beginning once or twice weekly
during inpatient stay and then continuing weekly after
discharge. While a recent feasibility RCT of the INSITE
protocol did not report suicide outcomes specifically,
the rate of serious adverse events, which included
selfharm incidents, was similar across groups
(Haddock et al., 2019).

There have also been recent efforts to investigate
suicide prevention treatments developed for adminis-
tration during the course of inpatient stays. Prelimi-
nary studies have shown that motivational
interviewing (Britton et al., 2020), help sheets to iden-
tify high-risk situations and more adaptive behavioral
responses (O’Connor et al.,, 2017), gratitude diaries
(Ducasse et al., 2019), and emotion-focused skills train-
ing (Bentley et al., 2017) do not improve suicide-
related outcomes. Ghahramanlou-Holloway and col-
leagues (2020; LaCroix et al., 2018) developed post-
admission cognitive therapy (PACT), which was
adapted for inpatients from cognitive therapy for sui-
cide prevention (Brown et al.,, 2002, 2005). PACT
includes up to six individual therapy sessions adminis-
tered over 3 days. Interventions include psychoeduca-
tion, case conceptualization, safety planning,
strategies to instill hope and improve coping skills,
and relapse prevention. In two preliminary RCTs, par-
ticipants receiving PACT in addition to usual care
experienced a higher rate of clinically significant
improvements in emotional symptoms (e.g., depres-
sion, hopelessness), but there were no significant
group differences in suicidal behaviors over a 3-
month follow-up.

As outlined above, several inpatient suicide preven-
tion treatments have been explored in recent years.
However, weak and/or inconsistent results for improv-
ing suicide behaviors during the high-risk postdis-
charge period highlight the need for additional
treatment development and validation. The aim of
the current study was to adapt an empirically sup-
ported outpatient suicide prevention protocol for use
in an inpatient setting, and to report preliminary data
on feasibility and outcomes. We chose to adapt brief
CBT (BCBT; described in detail below), developed by
Rudd et al. (2000), given evidence that this protocol
reduces suicide attempts by 60% (Rudd et al., 2015),
and demonstrated the strongest effect on improving
suicidal behavior in a meta-analysis of outpatient CBT
interventions (Mewton & Andrews, 2016). Feasibility
was assessed primarily through patient acceptance
(i.e., recruitment and retention rates, as well as client
satisfaction). Posttreatment outcomes for suicidality
and depression are reported as well as 1-, 2-, and 3-
month follow-up data on suicidality. It was hypothe-
sized that BCBT adapted for an inpatient setting



226 Diefenbach et al.

(BCBT-I) would be acceptable and associated with
improvements in suicidality and depression. It was fur-
ther hypothesized that improvements in suicidality
would be maintained over a 3-month postdischarge
follow-up.

Outpatient Brief Cognitive-Behavioral
Therapy

BCBT was developed based upon the fluid vulnera-
bility theory (Rudd, 2006) that proposes that an indi-
vidual’s suicide risk varies as a function of the
interaction of life stress and personal predispositions
toward suicidality. Predispositions are enduring traits
that confer suicide risk, such as age, gender, poor emo-
tion regulation skills, negative beliefs, poor problem-
solving skills, substance use, and trauma history. The
fluid vulnerability theory proposes that the individual
experiences activation of the “suicide mode” when con-
fronted with a stressful triggering event that exceeds
the individual’s coping resources. The suicide mode
is a constellation of state-like cognitive, behavioral,
emotional, and physical patterns associated with an
acute suicidal crisis—for example, depression, anxiety,
hopelessness, behavioral withdrawal, and suicidal
behaviors (e.g., making a will, researching suicide
method) might spiral an individual toward a suicide
attempt during activation of the suicide mode. BCBT
is designed to address modifiable aspects of predisposi-
tions to reduce the baseline risk level, and to bolster
coping resources to prevent suicide attempts if the sui-
cide mode is activated.

BCBT is an individual outpatient treatment adminis-
tered once weekly typically for 12 weeks with the pri-
mary goal of preventing suicide attempts. Treatment
plans are developed collaboratively with the patient
based upon an individualized case conceptualization,
but follow an overarching structure of three treatment
phases: behavioral predispositions, cognitive predispo-
sitions, and relapse prevention.

Many patients entering into BCBT will have experi-
enced recent acute suicidal crises. Thus, after initial
psychoeducation, case conceptualization, and treat-
ment planning, interventions targeting behavioral pre-
dispositions to deactivate the suicide mode are utilized.
In Session 1 of BCBT all patients create a crisis
response plan. As described above, the crisis response
plan outlines warning signs, coping behaviors, social
supports, and emergency services to be used in the
event of a suicidal crisis. For approximately four more
sessions, behavioral predispositions are targeted using
some or all of the following interventions depending
upon the individualized treatment plan: means restric-
tion counseling, crisis support plan (i.e., involving a
significant other to support the patient in implement-

ing BCBT), stimulus control/sleep hygiene, relaxation
skills training, mindfulness skills training, reasons for
living list, and survival kit (described in detail below).
By the end of this treatment phase, the patient will
have gained self-regulation and problem-solving skills
and should be experiencing decreased distress and
deactivation of the suicide mode.

The second phase of treatment, which typically lasts
for five sessions, targets cognitive predispositions. Sui-
cide beliefs related to themes, such as hopelessness,
being a burden, self-loathing, guilt, and shame, are
addressed using cognitive reappraisal. Negative auto-
matic thoughts are identified, as well as antecedents
and consequences. Reappraisal questions, such as “Is
this belief helpful?” and “What is something else I
could tell myself in the future in a similar situation?”
prompt the identification of alternative thoughts and
the interrelationship among alternative thoughts, emo-
tions, and behaviors. Additional cognitive therapy ses-
sions utilize Socratic questioning to target cognitive
distortions (e.g., jumping to conclusions, mind read-
ing, emotional reasoning) and core beliefs (e.g., “I
am worthless”). This treatment phase may also include
activity planning to boost mood through behavioral
activation and coping cards (described in detail below)
to increase accessibility of cognitive and behavioral
coping skills that the patient can use to prevent activa-
tion of the suicide mode and subsequent suicide
attempts.

BCBT concludes with approximately two sessions of
relapse prevention. This final treatment phase begins
once patients have become proficient in the
cognitive-behavioral skills introduced earlier, and
entails imaginal rehearsal of previous and hypothetical
future suicidal crises along with practicing BCBT skills.

Method
Adapting BCBT for an Inpatient Setting

BCBT-I was adapted from the BCBT treatment man-
ual published by Bryan and Rudd (2018). While the
inpatient manual included the same conceptual frame-
work and skill content as the outpatient version, mod-
ifications were made to enhance feasibility and
efficacy within the typical system characteristics of inpa-
tient settings (e.g., brief lengths of stay, short-term sta-
bilization  treatment models, multidisciplinary
treatment team). These key areas for adaptation were
identified through literature review, our personal expe-
rience, and consultation with inpatient administrators
and staff. Specific manual content revisions were com-
pleted by G.J.D. and reviewed by M.D.R. and D.F.T. for
input and final approval.
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Length of Stay

A 3-month-long intervention as described in outpa-
tient BCBT is not feasible for an inpatient setting. In
addition, length of stay is highly variable, often with
substantial uncertainty surrounding discharge dates.
Thus, BCBT-I was administered daily Monday-Friday
for up to 10 sessions (depending on date of discharge).
Relatedly, sessions were administered in a fixed order
to make the treatment as efficient as possible (e.g., to
eliminate time being spent on treatment planning
rather than treatment intervention).

Crisis Stabilization Model

The inpatient level of care aims to stabilize acute
psychiatric distress and suicide risk. Given evidence
that treatment components directly targeting suicidal
thoughts and actions are most efficacious for reducing
suicide risk (Mewton & Andrews, 2016), BCBT-I was
structured to include crisis management session con-
tent into the first three sessions. These “core” treat-
ment elements were termed “Phase I” and included
psychoeducation of the CBT treatment model; devel-
oping an individualized case conceptualization, crisis
response plan, means restriction, reasons for living list,
survival kit, and coping cards. As such, Phase I of
BCBT-I included interventions targeting both behav-
ioral and cognitive predispositions as outlined in
BCBT. In line with the crisis stabilization model, inter-
ventions selected for Phase I were also those that were
most likely to be implemented effectively without
extensive practice for mastery. Phase II comprised
seven sessions of behavioral and cognitive skills target-
ing more general psychiatric distress: sleep hygiene,
relaxation, mindfulness, cognitive restructuring, and
activity planning. Given that skills were introduced
daily, with limited time for practice, it was not expected
that mastery of these skills would occur prior to dis-
charge—rather, these skills were included as an intro-
duction and to provide an opportunity for the
patient to continue to practice skills after leaving the
hospital. In BCBT, the final relapse prevention sessions
were designed to reinforce skill practice. Again,
because discharge was variable and the extent of prac-
tice in the hospital may be limited, for BCBT-I, relapse
prevention was incorporated in whichever session was
final and included a review of material covered to date
without imaginal practice.

Multidisciplinary Team

BCBT-I does not occur in isolation—rather, this
intervention is one part of a multidisciplinary treat-
ment plan that may include any combination of phar-
macotherapy, group therapy, case management/
individual therapy, rehabilitation therapy, recreation

therapy, vocational counseling, family therapy, and col-
laboration with outside providers. As such, limitations
to confidentiality were stressed during the informed
consent process—for example, participants were
informed that as part of the treatment team, the clini-
cian would be sharing information with the patient’s
other inpatient providers and that this information
could impact the patient’s length of stay. Communica-
tion with the treatment team was not defined by the
manual, but included participating in rounds and con-
sultations with attending psychiatrists. To improve fea-
sibility, the clinician routinely consulted with nursing
staff regarding scheduling to ensure private room avail-
ability and facilitate patient attendance (e.g., in the
open trial described below, nursing staff would some-
times wake a patient in time for his or her session with
the therapist if the patient was sleeping). The BCBT-I
clinician also provided feedback to the inpatient clini-
cian following meetings about session content, home-
work assigned, and pertinent clinical risk factors
assessed. Case managers or other inpatient clinicians
are typically in contact with family for coordination of
care. In order to facilitate consistent family communi-
cation during the inpatient stay, family involvement
in BCBT-I specifically was omitted. When involvement
of family members was indicated (e.g., in the process
of means restriction), this recommendation was pro-
vided to the person on the inpatient treatment team
responsible for coordinating family consultations. Last,
no specific contacts during the postdischarge period
were included as part of the treatment manual—how-
ever, standard of care at the hospital where this study
took place includes telephone calls to all patients
within 24 hours of discharge. During this call, case
managers assess safety and determine whether or not
patients have obtained prescribed medications and/
or attended follow-up appointments.

Participants

Six participants were enrolled in the study (see
Table 1 for demographic and clinical characteristics).
Eligibility criteria included adults (ages 18-65, inclu-
sive) who made a suicide attempt within 1 week of hos-
pital admission. Admission was defined as admission to
either the medical floor (in cases where medical stabi-
lization was required) or to the psychiatric inpatient
unit (in cases where medical stabilization was not
required). A suicide attempt was defined as self-
directed behavior that deliberately resulted in injury
or the potential for injury for which there was evi-
dence, whether explicit or implicit, of intent to die.
Participants were excluded for lifetime schizophrenia
spectrum disorder, intellectual disability, or organic



228

Diefenbach et al.

Table 1

Demographic and clinical characteristics

Case Age Sex Racial Number of Method Admission Diagnoses Number of
identity ~ prior attempts status BCBT-I sessions
1 24 F Black 2 1 Inv OSDD 4
2 58 F White 1 1 Vol MDD 3
3 38 F White 1 1,2 Vol MDD, PTSD 5
4 18 F White 3 1,2 Inv OSDD 7
5 21 F Hispanic 2 1 Vol OCD, SAD, PD, 4
agoraphobia, bipolar II
6 42 F White 1 2 Vol MDD 5

Note. Method 1 = medication overdose; Method 2 = cutting or stabbing self; BCBT-I = brief cognitive-behavioral therapy—-inpatient;
Inv = involuntary admission; Vol = voluntary admission; OSDD = other specified depressive disorder; MDD = major depressive disorder;
PTSD = posttraumatic stress disorder; OCD = obsessive-compulsive disorder; SAD = social anxiety disorder; PD = panic disorder.

brain illness; current mania; or any other psychiatric or
medical condition that would preclude informed con-
sent or participation in the trial. Participants were also
excluded if they were not fluent in English or were
receiving electroconvulsive therapy. Presence of cur-
rent substance use disorder (SUD) may be associated
with attenuated CBT outcome (Vujanovic et al., 2017;
Worthington et al., 1996). Therefore, in order to col-
lect preliminary pilot data that would not be impacted
by this potential treatment moderator, patients with
current SUD were excluded.

Measures

Diagnostic Measure

Diagnostic status was assessed using the Diagnostic
Interview for Mood,
Compulsive and Related Neuropsychiatric Disorders
(DIAMOND; Tolin et al., 2018), a semistructured inter-
view for DSM-5 psychiatric disorders. The DIAMOND
assesses for a wide range of DSM-5 disorders that allows
for determining diagnostic inclusion/exclusion crite-

Anxiety, and Obsessive-

ria, as well as characterization of the study sample. In
addition to anxiety, mood, and obsessive—compulsive
and related disorders, the DIAMOND assesses for
SUDs,
schizophrenia spectrum and other psychotic disorders,

trauma- and  stressor-related disorders,
feeding and eating disorders, somatic symptom and
related disorders, and a subset of neurodevelopmental
disorders (tic disorders and attention-deficit/hyperac
tivity disorder). The DIAMOND shows very good to
excellent interrater reliability (x range = 0.60-1.00)
and good
range = 0.59-1.00) across all diagnoses.

to excellent test-retest reliability (x

Suicidality
Suicidal
assessed using the Columbia-Suicide Severity Rating

ideation/intent and behavior were

Scale (C-SSRS; Posner et al., 2011). In the current
study, the lifetime version of the C-SSRS was admin-
istered at pretreatment to assess both the total num-
ber of behaviors ever present, as well as the number
of behaviors present in “the week before admission.”
At subsequent assessments, the “since last visit” ver-
sion was administered with the time frame for “since
admission” at posttreatment, and “since the last
meeting with you” at follow-up assessments. Four sub-
scales, as described by Posner and colleagues, were
extracted: Severity, Intensity, Behavior, and Lethality.
The Severity subscale is a single-item scale describing
the nature of suicidal thoughts, including intent: 1
(wish to be dead), 2 (nonspecific active suicidal thoughts),
3 (suicidal thoughts with methods), 4 (suicidal intent),
and 5 (suicidal intent with plan). The Intensity sub-
scale comprises five items assessing the characteristics
of suicidal ideation (frequency, duration, controlla-
bility, deterrents to intent and/or attempt, and rea-
son for the ideation). The Intensity subscale scores
range from 2 to 25 and demonstrate adequate inter-
nal consistency (o = 0.73; Posner et al., 2011). The
Behavior subscale indicates whether or not suicidal
behaviors (e.g., aborted attempt, actual attempt)
occurred. The Lethality subscales describe the nature
of actual attempts. Actual Lethality is rated on a 6-
point scale ranging from 0 (no physical damage or very
minor physical damage) to 5 (death), and Potential
Lethality is rated on a 3-point scale ranging from 0
(behavior not likely to result in injury) to 2 (behavior
likely to result in injury). The C-SSRS shows good inter-
reliability and multimethod agreement
2017; Hesdorffer et al., 2013;
Youngstrom et al., 2015), as well as moderate agree-
ment with other measures of suicidality (Hesdorffer
et al., 2013; Madan 2016; Posner et al.,
2011) and sensitivity to change across treatment
(Posner et al., 2011).

rater
(Gwaltney et al,

et al.,
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Depressive Symptoms

Clinician-rated severity of depression was assessed
using the 17-item Hamilton Rating Scale for Depres-
sion (HRSD; Hamilton, 1960). The Structured Inter-
view Guide for the HRSD (SIGH-D; Williams, 1988)
was used to enhance reliability (Moberg et al., 2001).

Implicit Association Test

The Implicit Association Test (IAT; Nock et al.,
2010) is a brief computer-administered test that uses
patients’ reaction times when classifying semantic stim-
uli to measure the automatic mental associations they
hold about life and death. The IAT used in the current
study required participants to classify stimuli represent-
ing the constructs of “death” (i.e., die, dead, deceased,
lifeless, and suicide) and “life” (i.e., alive, survive, live,
thrive, and breathing), and the attributes of “me”
(i.e., I, myself, my, mine, and self) and “not me” (i.e.,
they, them, their, theirs, and other). Response laten-
cies for all trials were recorded. The relative strength
of each participant’s association between “death” and
“me” was indexed by calculating a D score; positive D
scores represent a stronger association between death
and self (i.e., faster responding on the “death”/”me”
blocks relative to the “life”/”me” blocks), and negative
scores represent a stronger association between life
and self. In a study of emergency room patients, those
who had attempted suicide showed a significantly
stronger implicit association between death and self
than did patients who had not attempted suicide.
Moreover, the implicit association of death with self
was associated with an approximately sixfold increase
in the odds of making a suicide attempt in the next
6 months, exceeding the predictive validity of known
risk factors (e.g., depression, suicide attempt history)
and both patients’ and clinicians’ predictions (Nock
et al., 2010).

Client Satisfaction

Treatment acceptability was measured in part using
the Client Satisfaction Questionnaire (CSQ; Nguyen
et al.,, 1983) an eight-item self-report measure. Items
on the CSQ assess perceived quality and effectiveness
of services, satisfaction with services, whether partici-
pants would return for similar treatment, and whether
they would recommend this treatment to others. Each
item is rated from 1 to 4 with higher numbers indicat-
ing higher satisfaction. Items are averaged for a total
score. The CSQ demonstrates good internal consis-
tency and correlates with alternative satisfaction mea-
sures (Attkisson & Greenfield, 1999).

Likelihood of BCBT-I Skill Use

During treatment, patients were asked to rate the
likelihood that they would utilize the BCBT-I skills. Rat-
ings were made on a scale from 0 (not at all likely) to 10

(very likely).

Procedure

Study procedures were approved by the Hartford
HealthCare Institutional Review Board and the study
was listed on ClinicalTrials.gov (Registration Number:
NCT03442699). Participants were identified from the
admission logs of a large private psychiatric hospital.
Eligibility criteria were documented through electronic
record review followed by consultation with the attend-
ing psychiatrist. Eligible participants were approached
by research staff on the second day or later of their stay
and invited to participate in the trial. Participants pro-
vided written informed consent prior to enrollment in
the study. For patients who were admitted to the hospi-
tal involuntarily, documentation of competency to pro-
vide consent was also completed. The DIAMOND was
conducted to confirm that diagnostic eligibility criteria
were met. Then participants completed the C-SSRS,
SIGH-D, and IAT administered by a postdoctoral fellow
under the supervision of a licensed psychologist. Partic-
ipants then received up to 10 daily sessions of BCBT-I
(depending on length of stay), lasting 1.5 hours for
the first session and 1 hour for the remaining sessions.
The treatment was administered by a predoctoral psy-
chology intern who had completed training in BCBT
with M.D.R., and who was supervised by D.F.T. with
weekly consultation from M.D.R. Audiotapes were
made of each session and were all rated for treatment
fidelity using a standardized checklist by a licensed clin-
ical psychologist who was also trained in the protocol
by M.D.R.. Treatment fidelity was > 90% for all ses-
sions. Within 24 hours of discharge, patients com-
pleted a posttreatment assessment that included the
C-SSRS, SIGH-D, IAT, and CSQ. The C-SSRS was also
completed by phone during follow-up assessments 1-,
2-, and 3-months postdischarge.

BCBT-I Case Example

Karla (pseudonym) was a 24-year-old Black woman
who was admitted involuntarily to a psychiatric hospital
following a suicide attempt by medication overdose.
Karla attended four sessions of BCBT-I. She presented
as motivated and readily engaged in treatment. Session
excerpts are presented below from Karla’s first three
sessions to illustrate the content and process of the
“core” suicide prevention strategies in BCBT-I.
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Session 1

As part of Session 1, the therapist conducted a nar-
rative assessment of the suicide attempt preceding Kar-
la’s admission to the hospital. Information gathered
during the narrative assessment (see excerpts below)
was used to develop Karla’s case conceptualization
(see Fig. 1).

T: The tainting of your image piece seems to be
very distressing. Is that related to the value?

p: Yeah, I worked really hard to work through
demons that I had. I was in a domestic violence
relationship for 4 years and there was like a 4-
or 5-month period where I was a really bad alco-
holic and I made some really bad choices. It’s just
unearthing things that I don’t want to deal with

THERAPIST (T): The next thing that I want to talk
about is what brought you in here. I know that
you recently had an attempt, and I was hoping
that you’d be willing to tell me your story about
what happened.

PATIENT (P): OKkay, so this is the thing—this is not
my first suicide attempt. There were two previous
ones, and something that I’ve realized since I've
been in here is that it’s kind of the same sequence
of events that leads me to that place. It usually
comes from a really unhealthy friendship or rela-
tionship and it drives me to do this like worka-
holic mode, where I'm like overcompensating
for the emotional stress by working really hard
and splitting my energy too many different ways,
and I get exhausted.

T: Okay. Well, it’s very helpful that you’ve noticed
a pattern because that’s going to help us fit this
all into a model that will direct what we do in
treatment here.

p: So essentially, I met this guy and he was promis-
ing me a number of things. He was saying he
would help me with my car payment—it never
happened. He said that he would help me with
rent, and that never happened. It was like all of
these financial promises and he’d fall short and
I’d have to dig myself out of the hole. It’s kind
of like an image thing, because I've always prided
myself on the fact that I am very accomplished
and I didn’t want to lose that because of someone
else’s failure.

T: Accomplishments give you value?

p: Yeah. I feel like I'm valuable when I'm working,
and I'm in school, and like I can say all these
great things that are notable on a sheet of paper.

T: And without those things?

p: I feel like my value goes down. So, my friend
calls me and tells me that his brother is saying
all these really bad things about me. And I was
bothered by it, because it changed my image
and it kept happening over and over again over
like a period of a week—he was like calling me
and telling me his brother said something new.

and it was like over a week’s period he was con-
stantly calling me and telling me all of these
things that his brother is saying and using that
as a way to sort of judge me.

The patient went on to describe three more inter-
personal situations that occurred in the 24 hours prior
to her attempt. These included an argument with a
friend, a complaint raised about her at work, and a
comment by her mother, which she perceived as criti-
cism. Next, the therapist queried to learn more about
the specific sequence of events of the patient’s suicide
attempt.

T: And what happened next? I want to understand
how this led up to your attempt.

P: So, I was like sitting in my best friend’s living
room replaying what everyone was saying to me
and I was feeling really overwhelmed and think-
ing I need to just go for a drive so I can feel
better.

T: And did you think that was going to help you
feel better?

p: Yeah. So, I get in my car and I played this song
“Naked” by Ella Mai over and over, because I
really like that song. She’s talking about how
she wants people to love her just for being her.

T: You feel that way?

p: Yeah. It was the same way when I was driving
around for a little bit and I just kept replaying
what everyone was saying in my head over and
over again and having that feeling of like not feel-
ing good enough. I stopped in a park and I was
crying. I felt heavy. There was a tightness in my
chest. And I was on antidepressants so I started
rummaging through my bag for them because I
just didn’t want to feel the way I was feeling. I just
started taking way too many.

T: Did you take them with the intent to block your
emotions, or did you take them with the intent to
kill yourself?

p: Both. And I just kept taking them and taking
them and then I started taking headache medi-
cine that was in my car, because I didn’t want to
feel anything and I was crying and my head was
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Suicide Mode

Cognitive
I’'m a bother
I’'m a burden

Other people have a poor perception of me
No matter how much | do, it’s never enough

I’'m worthless

Behavioral
Isolating
Listening to sad music
Replaying conflicts
Rereading hurtful messages
Crying

Physical
Painful tight chest
Tired

Emotional
Anger
Frustration
Depression
Anxiety

A\

Trigger
Interpersonal conflict
Being criticized
Financial troubles
“I’'m not valued or
recognized”
Depression
Anger
Emotional pain

s

Predispositions

Behavioral
Previous attempt

Cognitive
Other people have a
poor perception of
me
I’'m not valuable
unless I’'m working
really hard

Physical

Exhaustion

Emotional
History of
trauma/sexual assault
History of depression
History of substance
use disorder
High anxiety

Fig. 1. Karla’s suicide mode.
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hurting. I was panicking and felt like I couldn’t
breathe.

T: What happened next?

p: I remembered my therapist said that if I ever

felt like I was in crisis and the office was closed,
to call 911.

T: Is that what you did?

p: Yeah. The police came and an ambulance
brought me to the hospital.

T: It sounds like you were in a really tough place
and I want to thank you for sharing that with
me. I know that that wasn’t easy to talk about.

The therapist followed the narrative assessment with
creation of the suicide mode case conceptualization
(see Fig. 1) and how BCBT-I targets modifiable aspects
of the suicide mode in order to enhance safety. Toward
this end, a crisis response plan was developed. An
excerpt detailing the creation of the crisis response
plan follows:

T: The reason why it’s so important to have an
understanding of this model is because these
behavioral responses aren’t working, right?
And we want to provide you with skills that
you can use when you start to get into this situ-
ation so you won’t go to the point of a suicide
attempt. So, that leads us to a crisis response
plan. Have you ever made a plan in your life
for something?

P: Yeah, I'm obsessive with planning.

T: What about a crisis plan, like if there is a big
storm outside coming?.

p: I have a storm kit in my house. If there’s a
storm, I have like flashlights and all that stuff.

T: So, this is similar. This is a plan that we can cre-
ate for an emotional storm, which would be a cri-
sis. So, the first step, when would you say is an
appropriate time to use this plan? What are some
signals?

p: When I feel a lot of criticism around me.

T: Okay, when there’s a lot of criticism coming at
you. So, write that down. Definitely. Okay, so you
wrote criticism. Um, conflict, right?

p: Yeah.

T: That sounds like a big one. So, interpersonal
conflict. Let’s also put depression and anger on
the list because those are internal experiences
that you had during that time. Not feeling valued,
yeah?

P: Yeah.

T: The second step, after you recognize that
you’re in that state, is how to thwart that. So,
the second step is to think of things that you
could do for half an hour that could improve your
mood. So, what would you say are things that you
could do, because the behaviors that you chose
here were not working as we mentioned, right?
They actually made you feel worse. So, what
would you say are behaviors that would help you
feel better?

P: I used to dance a lot when I was a kid.

T: So, in a crisis situation where you would be
going for a drive or listening to music repeatedly,

do you think dancing for a half an hour instead
would be helpful?

p: Maybe, yeah.
T: Do you want to write that down? Would that be
something you think you would actually do?

p: At my best friend’s house I could picture myself
actually doing that because she listens to music in
the kitchen sometimes and we like dancing
around.

T: All right. What about if you were alone?

p: Maybe.

T: All right, so that’s a maybe. It depends where
you are, but that could be one thing that you

do. What could be something you could do
anywhere?

p: Work out. In the past I've done yoga.

T: Exercise. Write that down.

P: Journaling has helped before.

T: That can be tricky, because you know how we

were talking before about how when you’re in a
negative place ...

P: You're journaling negative things.
T: Yeah.
P: Which perpetuates more negative thoughts.

T: Exactly. You got it. So, we want to make sure
that we’re choosing things that are really going
to lead you into a more positive direction. Right?
So, let’s think of one more.

p: It has to be something physical because physical
things always help me. I don’t know.

T: What about eating something really yummy?

p: Yeah, like cooking?

T: Do you like cooking?

p: I like cooking.
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T: So, what about cooking? If cooking helps you
feel better, then I'd say that is a great one to
put on the list to cook something. Do you have
self-harm behaviors?

p: When I was a teenager from like 16 to 18 I used
to cut, but I haven’t done it since I was 18.

T: All right, I just want to be sure that what we’re
choosing isn’t eliciting that urge.
p: No, I haven’t done that since I was 18.

T: Okay. We’'re looking for things that will calm
you, right? So, you mentioned exercise, you men-
tioned yoga, you mentioned cooking for half an
hour, and you mentioned dancing. Fabulous. So
that sounds good. So, step number three. If those
don’t work, reach out for support. And it sounds
like that was a behavior that you struggled with.
So, who would be a good support for you to reach
out to if you were to find yourself in a crisis
situation?

p: My boyfriend would be a good support. I've
been friends with him since I was 12 years old.

T: Okay, and you’re romantically involved now?

p: Um hmmm. And there’s also my female best
friend.

T: Amazing. OKkay, so you have those people to
reach out to. Now, you don’t necessarily have to
tell them that you’re in a crisis. It can just be
somebody you can speak to. You can open up to
them if you would like, but you don’t have to.
Okay, so, the last step of the crisis response would
be to contact professionals.

p: I have a psychiatrist and a therapist.

T: Okay, so reach out to both of them. You can
write down their names and their numbers there.
And obviously 911 if you can’t reach those peo-
ple. There’s also a national suicide hotline: 1-
800-273-TALK. Or present to your nearest emer-
gency room, right? And it sounds like you did
that, you called 911.

p: It was the first time I ever did that.

As outlined in outpatient BCBT (Bryan & Rudd,
2018), the therapist concludes the crisis response plan-
ning with an assessment of how likely the patient is to
use the plan. This assessment provides an opportunity
to determine whether any changes in the plan are
needed in order to enhance feasibility and accessibility
for the patient. This strategy is used throughout the
treatment whenever new interventions are introduced.
Ratings are made on a scale from 0 (not at all likely) to
10 (wery likely) . Consistent with outpatient BCBT (Bryan

& Rudd, 2018), any rating below a 7 prompted addi-
tional discussion to increase patient buy in and likeli-
hood of use.

T: So how likely are you to use this crisis plan on a
scale from 0 to 10, 0 being you wouldn’t be likely
to use it at all, 10 being you’re very likely to use it.

p: Probably like a 7.

The crisis response plan, along with the suicide
mode, is written in the patient’s treatment log—a small
composition notebook provided to the patient at the
beginning of the session. The treatment log serves as
a resource to promote between-session practice and
as a written relapse prevention tool. Although there
are apps with suicide prevention resources, such as
the crisis response plan, patients on this inpatient unit
were not allowed access to their phones during their
stay, so these apps were not utilized in the current
study. At the end of each session, the patient also
recorded main takeaways or “lessons learned” in the
treatment log, which were then reviewed at the begin-
ning of subsequent sessions. Examples of Karla’s les-
sons learned are shown in Table 2.

Session 2

The primary goal of Session 2 was to increase cogni-
tive flexibility and ambivalence toward suicide by focus-
ing attention on positive aspects of living. First, the
therapist introduced reasons for living by asking Karla
to describe reasons why she does not want to die and
what prevents her from making another suicide
attempt. Karla’s reasons for living included her
mother, sisters, goddaughter, students, and helping
others by sharing her story of domestic violence. Next,
Karla created a survival kit (sometimes also called a
hope box). The therapist provided her with a white
cardboard box and asked her to identify items that
could be placed in the box that would serve as concrete
visual reminders of positive experiences. The rationale
for choosing each item was reviewed by the therapist,
in order to discourage inclusion of any potentially
iatrogenic items. It was also important to identify items
that could be included in the survival kit while Karla
was still on the inpatient unit, as well as creating a list
of items to include once she was discharged (i.e., items
that she did not have access to on the unit). During this
trial the therapist would routinely offer to print out
items such as quotes or pictures to give to Karla to
include in the survival kit during her inpatient stay.
Because the box was plain, white cardboard, the thera-
pist also recommended that Karla decorate her survival
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Table 2
Karla’s lessons learned from sessions 1-3

Session number

1 You can change your behavior in crisis for
different results.
Ask for help even when I don’t feel like it; help
is available.
Try some of the other tactics, including
dancing, exercise, cooking, and yoga.

2 My crisis plan helps me feel more secure.
I have a lot of reasons to be alive; I just forget
them.

3 I have resources: great people around me,
positive self-talk, and therapeutic resources.
Having a positive perspective is important.

kit to personalize it. Below are therapy excerpts
describing the creation of the survival kit/hope box.

THERAPIST (T): So, the next thing that we’re going to
be doing is a survival kit or some people call it a
hope box, and I'm going to provide you with a
box to keep. Often what people do with these
types of kits or boxes—they put in objects that
remind them of the positive times in their life
or things that inspire them. So, some things you
can put in there are inspirational quotes. Or,
some people maybe had a really amazing time
at a concert or on a vacation—they’ll put tickets
or other mementos in there. Again, you have to
be cautious that things can’t backfire. So, if you
went to a concert of a band that you really love,
but it was with someone that you had a falling
out with and that brings up bad memories, then
that might not be the best item to put in the box.

PATIENT (P): This year was my best birthday.

T: So, maybe memories from that. So, let’s make a
list. While you’re on the unit you obviously don’t
have access to everything, but I want to start put-
ting stuff in the box. If you tell me a specific
quote that you like, I can print it out and bring
it tomorrow. Okay, so what can we put in the sur-
vival kit?

p: One of my favorite quotes starts out “Our great-
est fear is not that we are inadequate, but that we

”»

are. ..
T: I know exactly what you’re talking about.

p: I love that quote so much. It’s my favorite.

T: I can see you lighting up! Okay, you got it. I can
print that so you can have it in there.

p: It’s like my favorite quote.

T: Yeah, so stuff like that. Stuff that has this posi-
tive effect on you. What else can you put in there?
p: Oh, so there was a guy that was here, he got dis-
charged today. He wrote me this letter. It wasn’t
romantic. He said that I don’t really need to have
these guards up to block people out from getting
to know me because I have so much to offer the
world and he notices it.

T: Were you able to identify with that?

p: Yeah. And he says that he’s been in like similar
spaces in certain times in his life and that made
me so happy. He wrote that letter before I'd
known him even a week. And it was so nice and
it was encouraging.

T: Could that backfire in any way?

p: No.

T: Put it in there. Good. So, you mentioned birth-
day pictures.

p: Yes, I am going to print out my birthday
pictures.

T: Put that on the list. You can do that when you
get out of here because I obviously don’t have
access to those on the unit.

P: Yeah, it was me and my best friend and it was so
nice. We went out to brunch.

T: So maybe print out a picture of the place you
ate brunch.

P: Yeah.

T: Are there any keepsakes that you have?

p: I have an old, small picture that one of my stu-
dents drew to give me and she said, “this is you.” It
looks nothing like me at all. But I kept it and it’s
pinned on my like organizational board in my
room and it says her name. She’s like one of my
favorite students.

T: Put that down on the list. We have a few, we
have a nice start. I'll certainly bring the quote
and you have the letter you can put in there.
Maybe a coloring ...

p: | have a bunch of them.

T: Maybe one that’s blank with a crayon or some-
thing you could do.

p: That’s a good idea. I have a blank one in my
room right now.

T: Okay, perfect. So, put that on the list. How
likely do you think you are to use this survival kit?

p: This is like a 10, actually.
T: Yeah?
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p: This is probably like a 10. It’s a quick way to
remember good things. I'm definitely likely to
use this.

Session 3

During Session 3 the therapist assessed for access
to means, including access to firearms, and then col-
laboratively developed a plan to restrict means.
Common examples of means restriction are to
remove firearms from the home or to have a family
member lock up and dispense medications. Involve-
ment of family members in treatment sessions can
be challenging in an inpatient setting. Because fam-
ily support can play a crucial role in means restric-
tion, the plan was developed initially in the BCBT-
I session and then it was shared with the inpatient
unit clinician to be reviewed within the course of
the patient’s routine care family meetings. A therapy
excerpt outlining Karla’s means restriction counsel-
ing follows:

THERAPIST (T): Remember how we talked about how
when you’re in a low place it’s easy to go to the
rough thoughts? When you’re feeling really bad
the thought of suicide as an option can come
up really, really quickly. Is that what your experi-
ence has been? Like that day that you left your
friend’s house and went for a drive?

PATIENT (P): That was relatively fast.

T: And so, what we know is having easy access to
the means to attempt suicide can increase the risk
because of the impulsivity, the quickness with
which that can come on. So, one way to deal with
that is to restrict means. You said you took a cou-
ple bottles of pills, right?

p: Yes.

T: And so, ideally, we’d want you to not have them
on you. And at the same time, it’s prescribed
medication that you need. How can we limit that?
What can we do to create a barrier between you
and that medication in those moments so that
we can increase your safety?

p: You know what I can do? I have a supplement
container that goes in my lunch box. What if I
put one of my meds in there for when I need it
in the day rather than me having that whole
container?

T: That sounds like a good idea. Also, what if
you’re home and you find yourself in a crisis situ-
ation? So, even getting a family member involved,
a lot of people do that.

p: Well, now that I’'m not going to be living on my
own, I’'m going to be living with my mom, so ...
T: Perfect. So, do you think maybe we could speak
to your clinician here on the unit about that?
Would that be okay if your clinician spoke with
you and your mom about maybe putting a plan
together and having her keep your meds on her?

p: I don’t know. I'm just thinking about times I'm
not with my mom. Then what do I do?

T: Well, definitely keep your daily dose, you know,
on you, so you can take it as prescribed. But in
terms of having the whole bottle of medication . ..

pP: Yeah, you can talk to my mom about it.

T: Okay, gun safety is a big thing that we look at.
How many firearms do you have in the house or
other places?

p. Zero. My parents don’t have any, my mom
doesn’t have any, I don’t have any.

T: Are there any other means that you can think of
aside from medication that you have access to?

p: ’ve never tried to attempt suicide with anything
else. It’s only been medications.

T: You know I've worked with other patients with a
locked box and their parents have the key. And
so, the parent actually administers the medication
to them. So again, I'll discuss that with your clin-
ician as a possibility. Okay. So how likely are you
on a scale from 0 to 10 to use this means restric-
tion plan?

p: This is definitely a 10 for me.

In Session 3, the therapist also introduced coping
cards to modify cognitive factors of the suicide mode.
The suicide mode thought was written on one side of
the card and an alternative response was written on
the other side of the card. The coping cards provided
a concrete memory aid for alternative thoughts when
the patient’s negative thoughts are activated in the sui-
cide mode. A therapy excerpt is presented below that
includes developing coping cards, as well as the assign-
ment of between-session practice for the patient to
review treatment materials to consistently reinforce
and strengthen the cognitive accessibility of the
information.

T: So, we’re going to move on to coping cards.
They’re going to be double sided so they’re going
to be like flash cards and if we open up your sui-
cide mode that we talked about on the first day,
we can write some of those things on one side
of the card. So, let’s start with “People have a poor
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perception of me.” So, how about we write on the
back of that card a reminder of why that’s not
true? [pause] Awesome. Okay. So, I see you wrote,
“My mom thinks I have the potential to accom-
plish anything I put my mind to.”

p: She tells me that all the time.

T: So, what’s another one? Let’s take something
else. What do you think would be another good
coping card?

p: “I'm not valuable unless I'm making lots of
income.”

T: Unless you’re working really hard. Okay. So,
write that one. And you tell me, what can go on
the other side of that? Can we think of other
things that make you valuable, besides working
hard? I have a good heart. I like doing good for
others. And that makes me valuable?

P: Yeah.

T: So, we want reminders of that, right? Excellent.
So, for homework I want you to make two more
coping cards. Let’s make a schedule. How about
at every meal, you’ll look through your coping
cards? Do you want to say before the meal or after
the meal?

p: I'm going to do it after the meal.

T: Okay. So, after every meal I want you to review
these coping cards. Look at them as though they’re
flash cards, look at the front and look at the back.

p: Okay.

T: So how likely between 0 and 10 are you to use
your coping cards do you think?

p: Probably like a 6. I'm more likely to use the sur-
vival kit.

T: What makes this less likely to use?

p: Because it’s so many cards.

T: Okay. So, we can think of a solution to that.
What if we took a rubber band, put all the cards
together, and then you put them in that same

place that we would keep the survival kit? Would
that make it more likely for you to use?

p: Yeah, it’s just so many cards, I'm just worried
I’'m going to lose them.

T: That sounds possible. Would that change the
number?

P: Yeah, then it’s more like an 8.

Analytic Plan

Data on treatment acceptability, attendance, and
BCBT-I skill likelihood of use are presented descrip-

tively (e.g., frequencies, means). Within-subjects ¢ tests
were used to determine whether there was a statistically
significant change from intake to discharge on mea-
sures of suicidality and depression, and from discharge
to each follow-up on suicidality. Effect sizes (Cohen’s d;
Cohen, 1988) are also reported.

Results
Treatment Acceptability

A high degree of treatment acceptability was evi-
dent, as all patients who were identified as study eligi-
ble (n = 8) agreed to participate. Two participants
were subsequently excluded after a current SUD was
diagnosed. All patients who started treatment (n = 6)
continued treatment until discharge and on average
reported a high degree of satisfaction with the study
intervention (CSQ total score M = 3.49, SD = 0.73,
out of possible 4.00). Ratings made by patients on
the likelihood of using the BCBT-I skills were uni-
formly high across all patients and skills (M = 9.34,
SD = 0.90, out of possible 10.00). All but one partici-
pant completed follow-up assessments. A review of
the electronic medical record at 3-month follow-up
indicated that the patient who was lost to follow-up
was continuing to access services within the hospital sys-
tem, but had not been readmitted for inpatient
treatment.

Treatment Attendance

On average, participants completed 4.67 BCBT-I
treatment sessions (SD = 1.36, range = 3-7) during a
16-day (SD = 6.02, range = 10-24) length of stay.
Removing days during which treatment was not
expected to take place (e.g., weekends, holidays, admis-
sion, discharge), the average number of days available
for treatment was 9 (SD = 4.32, range = 5-16).
Research-related screening and assessment required
another 2 days on average (M = 2.33, SD = 0.52,
range = 2-3). Once starting treatment, two thirds of
the participants (4/6, 66.67%) completed BCBT-I ses-
sions on all available days. There was inconsistent atten-
dance for the remaining two participants. In one case,
the participant expressed having difficulty with atten-
tion and concentration, and thus required Session 1
to be completed over multiple days. This same partici-
pant also declined to attend one session. In the second
case, the participant was experiencing comorbid medi-
cal illness. She declined to meet with the clinician due
to illness on one day and she was unavailable to attend
BCBT-I sessions on several days due to leaving the unit
to attend appointments for medical care.
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Fig. 2. Pre—post brief cognitive-behavioral therapy for an inpatient setting suicide implicit association test results.

Treatment Outcome

Posttreatment

There was a large pre- (M =13.00, SD=6.51) to post-
treatment (M= 2.50, SD = 6.12) effect size (d=0.97) for
improvement in suicidal ideation (C-SSRS Intensity
subscale ¢[5] = 2.40, p = .06, total score out of possible
25). Patients also reported a large (d = 1.33) and statis-
tically significant improvement in depression from pre-
(M = 15.00, SD = 7.97) to posttreatment (M = 6.17,
SD = 3.60) as assessed by the SIGH-D, #(5) = 3.26,
p = .02. This change represents an improvement from
“mild” to “no” depression (Zimmerman et al., 2013).
Complete data on the IAT were available from four
participants. Results from the IAT also indicated stron-
ger associations between self and life words at posttreat-
ment, compared to pretreatment (d = 1.28; see Fig. 2).

Follow-Up

There were no reported suicide attempts of any kind
(i.e., aborted, interrupted, actual), no reported
preparatory acts or behaviors, and no reported nonsui-
cidal self-injury over follow-up on the C-SSRS Behavior
subscale. Two participants reported suicidal ideation
over the follow-up period. One reported experiencing
wishes to be dead (without actual thoughts of killing
self) at the 3-month follow-up, and the other reported
active suicidal ideation without intent to act at the 1-
month follow-up and wishes to be dead (without actual
thoughts of killing self) at the 2-month follow-up.
When present, the intensity of suicidal ideation ranged
from 10 to 13 (out of a possible maximum score of 25)
on the C-SSRS Intensity subscale during follow-up.

Within-subjects ¢ tests indicated no statistically signifi-
cant changes in C-SSRS Intensity from discharge to
each follow-up, 1 month ¢5) = 0.14, p = .89;
2 months #(4) = 0.25, p = .82; 3 months #(4) = 0.09,
p = .93, with trivial effect sizes (d range = 0.04-0.11).

Discussion

Results from this study demonstrate the feasibility of
incorporating CBT for suicide prevention into an inpa-
tient setting. Patient identification through electronic
medical records, followed by individual consultation
with attending psychiatrists, was shown to be an effec-
tive screening strategy. A high degree of acceptability
was illustrated through patient participation, likeli-
hood of BCBT-I skills use ratings, and client satisfac-
tion assessment. Given that the end point of
treatment was patient discharge, it was not surprising
that patients were reporting lower suicidality and
depression at posttreatment. Results from the IAT,
which does not rely on direct patient symptom report,
also suggested decreased suicide risk at posttreatment.
Further, follow-up assessments suggested good mainte-
nance of gains for up to 3 months postdischarge.

The next step toward validation and dissemination
of this treatment is to conduct an RCT comparing
BCBT-I to TAU. Although the current results are
promising, they do not inform whether BCBT-I
reduces suicide risk beyond that afforded by inpatient
treatment alone. Data collected during this pilot trial
does provide guidance, however, on treatment refine-
ment prior to a definitive RCT. It is noted that none
of the patients completed the entire BCBT-I protocol
of 10 sessions, and the average length of treatment
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was 4.67 sessions. In addition, sessions were completed
on about half of the available days on average.
Although only a minority of patients failed to meet reg-
ularly for BCBT-, it is important for future research to
track barriers to treatment implementation and iden-
tify potential solutions.

Reviewing of session content through treatment
fidelity, as well as supervisory/consultation meetings,
also raised the concern that daily sessions may not
allow adequate time for practice and consolidation of
the Phase II treatment material, at least as these skills
are applied as suicide prevention tools. In addition,
meta-analytic research suggests that CBT targeting gen-
eral psychiatric distress, such as those interventions in
Phase II, are less efficacious than are treatments focus-
ing on reducing suicidal behavior directly (Mewton &
Andrews, 2016). Thus, it is recommended that future
research on BCBT-I test the efficacy of a briefer treat-
ment protocol that is more focused on suicide preven-
tion strategies (such as those used in Phase I of the
protocol described here).

It is also important for future research to evaluate
BCBT-I when administered to a more generalizable
patient sample—for example, patients diagnosed with
nonremitted SUD were excluded from the current
open trial. However, SUD is common in suicidal indi-
viduals (Miller et al., 1991) and the presence of SUD
increases suicide risk (Ferrari et al., 2014). Although
the outpatient BCBT protocol was validated in a sam-
ple within which a substantial minority was diagnosed
with SUD (Rudd et al., 2015), the moderating effect
of SUD on CBT for suicide prevention has not been
established. To address this research question, it is
important to include patients with SUD in future
research.

Last, follow-up assessments are critical, both for
assessing patient safety, and for answering research
questions about treatment efficacy. In the current
study, 83% of patients completed all follow-up assess-
ments. Our follow-up contact protocol involved obtain-
ing one telephone patient contact and one emergency
contact (with Health Insurance Portability and
Accountability Act [HIPAA] authorization for permis-
sion to contact) in the event that the patient could
not be reached. Following several failed attempts at
telephone contact, letters were sent to the one patient
who was unable to be reached, in order to arrange
follow-up assessments. Despite these efforts, we were
unable to conduct all follow-up assessments. In future
research it is recommended that additional forms
(e.g., e-mail, text, call, mail) of direct patient contact,
as well as multiple other person contacts, be obtained
(along with consents outlining the nature and content
of the contact) for the purposes of following up with

the patient postdischarge. It will also be important
for future research to obtain multitrait multimethod
assessments during follow-ups (e.g., including the
IAT in these assessments). Although only two partici-
pants reported suicidal ideation during follow-up,
interpretation of the C-SSRS Intensity subscale results
was limited by a lack of standardized cut scores for this
subscale.

This study provides preliminary evidence supporting
the feasibility of CBT to treat suicidal inpatients and
contributes to a sparse literature on suicide prevention
treatment in this setting. Although data suggest that
recently discharged inpatients are a highly vulnerable
population at increased risk for suicide (Walter et al.,
2018), surprisingly few studies have investigated inpa-
tient treatment protocols for this population. Given
the limited evidence available to date, it is important
for future research to empirically validate inpatient sui-
cide prevention protocols, such as BCBT-I, and further
refine the protocol as needed to optimize treatment
for subpopulations (e.g., SUD) when treatment moder-
ators are identified.
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