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Abstract

Consistent with the underlying theory for Brief Cognitive Therapy for Suicide Prevention (BCBT-SP) which conceptualizes elevated suicidality as a function of a suicide-specific syndrome (i.e. the suicidal mode), the current study evaluated clinically meaningful change at the syndrome-level, across affective, cognitive, and behavioral domains. Differences in treatment response and non-response rates across treatment as usual and BCBT-SP conditions were explored. This is a secondary analysis of a randomized clinical trial evaluating an inpatient adaptation of brief cognitive behavioral therapy for suicide prevention-inpatient (BCBT-I). Results indicate that BCBT-I was associated with improved treatment response (defined as significant change across all domains) and reduced treatment non-response rates when compared to treatment as usual. Results also reveal differences in ratings of helpfulness of various treatment components, as well as differences in a range of associated suicide-related outcomes (wish to die, hopelessness, impulsivity, and time to suicide attempt) across treatment conditions. The current study may help identify unique indicators of treatment response to inform clinical strategies for suicide prevention in clinical care, along with identifying new strategies to evaluate outcomes of suicide-specific interventions in contrast to isolated outcomes like suicidal ideation or suicide attempts.



Introduction
	Suicide is a leading public health crisis and clinical challenge, with more than 700,000 suicide deaths annually worldwide (World Health Organization, 2024). U.S. suicide rates have increased by more than a third over the past two and a half decades (U.S. Centers for Disease Control and Prevention, 2023) with almost 50,000 U.S. suicide deaths, over two million suicide attempts, and more than 16 million adults and teens with serious thoughts of suicide in 2023 (Suicide Prevention Resource Center, 2026; U.S. Centers for Disease Control and Prevention, 2024). While elevated suicide risk is the most common reason for impatient admission (Chung et al., 2017), post-discharge suicide risk remains appreciably elevated for up to a year after inpatient care, peaking at 200–300 times the rate of the general population in the first month (Huisman et al., 2011; Quinnett, 2019).
According to the National Action Alliance for Suicide Prevention (2025), “inpatient psychiatric care is designed to mitigate immediate risk, begin treatment, and prepare individuals for continuing care after hospitalization” (p. 2). Despite clarity in the stated function and purpose of inpatient care, one likely factor in the persistence of suicide risk post-discharge is the limited use of evidence-based therapies (EBTs) as recommended by the Joint Commission’s National Patient Safety Goals for Suicide Prevention (2026) (Hawes et al., 2025). Given the critical role of hospitalization in the healthcare continuum for suicide prevention, an average length of stay in the U.S of only 3-7 days (Chammas et al., 2022), and the observed high rates of post-discharge suicide risk, questions persist regarding the effectiveness of inpatient suicide prevention care. The most common questions revolve around how best to tailor treatments to maximize the impact of brief inpatient suicide prevention care and how best to capture whether clinically meaningful change occurred secondary to treatment (Hawes et al., 2025; Olfson et al., 2016; Ward Ciesielski & Rizvi, 2021).  
	Although outpatient psychosocial interventions have been demonstrated effective for suicide prevention (Sufrate-Sorzano et al., 2023; Wu et al., 2022), with consistently larger effect sizes for suicide specific treatments (Meerwijk et al., 2016; van Ballegooijen et al., 2025), current evidence for inpatient care targeting elevated suicide risk is remarkably limited (Yiu et al., 2021). A recent meta-analysis of randomized clinical trials (RCTs) of psychotherapy for mental health problems that included outcome measures of suicidal ideation and suicide attempts found that both direct and indirect psychotherapy conditions were associated with similar reductions and effect sizes for suicidal ideation and attempts (van Ballegooijen et al., 2025). Direct treatments included any suicide-specific intervention (e.g., safety planning), even if used in an isolated fashion, and did not require a comprehensive or integrated suicide-specific treatment approach. Among their conclusions, the authors emphasized that indirect treatments offer effective interventions for people unlikely to seek treatment specifically for suicidal ideation and related behaviors. However, the authors did not address the likelihood of pre-existing differences in severity of suicide risk among those referred for “direct” or suicide specific treatments. Differentiating suicide-specific treatments from indirect treatments is essential to answering questions about treatment tailoring for both inpatient and outpatient settings, along with how best to capture effectiveness and determine clinically meaningful change when elevated suicide risk is both the primary focus of treatment and the reason for inpatient admission or outpatient care. 
Reflecting the complexity of treatment outcomes for suicidality, a systematic review and narrative synthesis of the most prominent theoretical models of suicidal behavior concluded that “suicidal behavior remains a complex phenomenon involving multiple factors” and that the “synergistic effect between all factors should be considered” in an effort to both accurately understand and treat the phenomenon (Díaz-Oliván et al., 2021). Accordingly, comprehensive suicide-specific treatments are all guided by theoretical models of suicidal behavior that integrate and emphasize multiple risk factors cutting across multiple domains, including symptomatic, behavioral, cognitive, and social variables distinct from specific psychiatric diagnosis at the time of admission (Díaz-Oliván et al., 2021). In a review of RCTs targeting suicidality, it was noted that treatment approaches demonstrated to be effective at reducing outcome markers of suicidal ideation and/or suicide attempts included identifiable “common elements” that targeted individual change across cognitive, affective, and behavioral domains despite only single outcome measures of either ideation or attempts routinely included as evidence of intervention efficacy (Rudd & Perez-Munoz, 2019).  
Consistent with the DSM-5-TR (2022) framework, the diagnostic criteria for two proposed suicide-specific syndromes, Acute Suicidal Affective Disturbance (Rogers et al., 2019) and Suicidal Crisis Syndrome (Galynker et al., 2024; 2025), conceptualize elevated suicide risk as a multi-symptom syndrome which reflects disturbance across identifiable cognitive, affective, and behavioral elements—not simply as a function of suicidal thinking and/or behaviors. Voros et al. (2021) described these transdiagnostic, multi-symptomatic syndromes as representing a “paradigm-shift” in the interpretation, understanding, treatment, and assessment of treatment response when targeting elevated suicide risk. When suicide-specific treatments are being utilized, an accurate reflection of clinically meaningful change requires more than single outcome measures like suicidal ideation or the absence of suicide attempts post-treatment. 	
A syndrome is characterized as a clinically significant disturbance in cognition, emotion regulation, or behavior reflecting dysfunction in psychological, biological, or developmental processes (DSM-5-TR, 2022). Measures used to assess treatment outcomes for common problems like Major Depressive Disorder (MDD) routinely incorporate a collection of symptoms, consistent with the syndrome as defined in DSM-5-TR (2022) and opposed to only simple disturbance in mood (Cuijpers et al., 2023). One of the most common measures of depression used to track treatment response, the Beck Depression Inventory-II (Beck et al., 1996) for example, assesses symptoms cutting across cognitive, affective/emotional, somatic/physical domains purposely aligning with the diagnostic syndrome of MDD. In sharp contrast, RCTs targeting elevated suicidality routinely use only single outcome measures to assess treatment response, such as suicide attempts and suicidal ideation (van Ballegooijen et al., 2025). To date, not a single RCT targeting elevated suicidality has evaluated treatment response from a multi-symptom, multi-domain syndrome perspective, despite employing suicide-specific theoretical and treatment models targeting risk factors cutting across multiple domains. For example, fluid vulnerability theory (Rudd, 2006) and Beck’s Theory of Modes (1996) are foundational to Brief Cognitive Behavioral Therapy for Suicide Prevention (BCBT-SP) (Rudd et al., 2015). BCBT-SP conceptualizes elevated suicide risk as a syndrome, specifically the suicidal mode, comprised of a collection of cognitive, affective/emotional, motivational, somatic/physical/behavioral symptoms, all critical to effective and impactful treatment (Rudd, 2000). 
	The current study is a secondary analysis of an RCT that explored treatment response and non-response in a sample of individuals hospitalized specifically for elevated suicide risk (Diefenbach et al., 2021; 2024). Consistent with the idea of a suicide-specific syndrome, we utilized a definition of treatment response and non-response that recognized “clinically meaningful change” (i.e., full and partial treatment response) as requiring significant change across affective, cognitive, and behavioral domains. This change was measured using indicators specific to suicide risk and consistent with the underlying theoretical models described above. The original RCT compared treatment as usual (TAU) to those receiving TAU plus a comprehensive suicide-specific treatment add-on, an inpatient adaptation of brief cognitive behavioral therapy (BCBT-I) (Diefenbach et al. 2024).
Treatment non-response was defined as no significant change in any of the outcome domains, partial response was indicated by significant change in at least one outcome domain, and full response indicated by significant change across all three domains of the suicidal mode. Specific hypotheses about the impact of BCBT-I on treatment response and non-response included the following:
1. BCBT-I would result in significantly greater rates of both full and partial treatment response (i.e., syndrome-level change) in comparison to TAU alone given the suicide-specific nature of the care.
2. BCBT-I would significantly lower rates of treatment non-response in contrast to TAU, despite treatment as usual including isolated suicide prevention interventions (e.g., safety planning) consistent with most inpatient care facilities nationally. 
3. Treatment responders (partial and full) across both treatment conditions would report using suicide-specific interventions more frequently than non-responders and report them as significantly more helpful.
4. Finally, we hypothesized that there would be unique and identifiable indicators for treatment non-responders across both treatment conditions at intake that could help inform treatment tailoring efforts for inpatient suicide prevention care.  
5. Survival analysis will reveal treatment non-responders engage in suicidal behavior significantly sooner in the TAU group relative to the BCBT-I arm secondary to the comprehensive and suicide-specific nature of BCBT-I care.
Methods
Design
	The original RCT was a 2-arm parallel randomized clinical trial, comparing an inpatient adaptation of BCBT-SP, BCBT-I as a treatment add-on, to treatment as usual. The study was approved by the Hartford Hospital Institutional Review Board and the trial was preregistered at www.clinicialtrials.gov (NCT04168645). Results of the full RCT are available elsewhere (Diefenbach et al., 2024).

Defining Treatment Response and Non-Response: Suicide Attempts, Suicide Ideation, and Suicide Cognitions
Treatment response (both partial and full) and non-response was assessed using three indicators across affective, cognitive, and behavioral domains. These are consistent with both the conceptualization of a suicide-specific and multi-symptom syndrome (i.e., the suicidal mode), and the goals of a comprehensive and suicide-specific treatment (in this case, BCBT-I). The three indicators of treatment response included: (a) a clinically significant reduction in suicidal ideation as measured by the Adult Suicidal Ideation Questionnaire (ASIQ; Reynolds, 1991) with one-month post-discharge scores no longer clinically elevated and falling within normal limits as defined by the treatment manual; (b) the absence of suicide attempts during follow-up; and (c) a clinically significant reduction in suicidal cognitions as measured by the Brief Suicide Cognitions Scale (B-SCS; Rudd & Bryan, 2021). 
Clinically significant change in B-SCS scores was determined in accordance with criteria detailed by Jacobsen and Truax (1991) and clinically significant change in ASIQ scores was defined a score that fell within normal limits as defined by the scale manual (Reynolds, 1991). Details of determining B-SCS cutting scores using a normative sample is available in Rudd et al. (2025; 2026). One-month post-discharge scores for the B-SCS and ASIQ were used in assessing clinically significant change secondary to the expectation of routine improvement in post-discharge scores for those receiving inpatient care immediately prior to discharge. The presence and number of suicide attempts (including actual, aborted, and interrupted attempts) were assessed using the Columbia Suicide Severity Rating Scale (C-SSRS; Posner, 2007) and an electronic medical record (EMR) review. Suicide attempts were tracked monthly over the six-month follow-up period. It is important to recognize that the use of a behavioral domain such as suicide attempts is a marker that ultimately requires longer periods of follow-up for the behavior to emerge and is best described as a marker of “prolonged” treatment response. In this case, the RCT included six-month follow-up data. 
The three outcome indicators cut across affective, cognitive, and behavioral domains. Jobes and Joiner (2019) offer a compelling argument for suicidal ideation as a marker of affective distress and critical target for suicide-specific care. Similarly, the B-SCS measures suicide cognitions specific to motivation to die and representative of the cognitive component of the suicidal mode, and suicide attempts is a behavioral marker and arguably the “gold standard” of outcome measures for suicide-specific treatments. 

Setting and Participants
Demographics and general clinical comparisons for each treatment group and details regarding each treatment condition are available in the original RCT (Diefenbach et al., 2024). Two hundred psychiatric inpatients with a history of suicide attempt (either within one week of admission or within two years along with suicidal ideation and plan on admission) were enrolled. Participants were randomized to either BCBT-I (n = 94) or TAU (n = 106). See Diefenbach and colleagues (2024) for additional details on participant characteristics, participant flow and related sample characteristics. For this secondary analysis, those with partial missing follow-up data (an additional four participants) were excluded from the analysis, with the limited number having marginal impact on results.
 	
Procedures
This study reports a secondary analysis of a previously published randomized clinical trial (Diefenbach et al., 2024). Consolidated Standards of Reporting Trials (CONSORT) reporting guidelines were followed. The study protocol and CONSORT flow diagram are published elsewhere (Diefenbach et al., 2024). Participants provided written informed consent after receiving a complete description of the study. Medical records of psychiatric inpatient admissions were reviewed, and eligibility criteria were confirmed with attending psychiatrists prior to recruitment. Follow-up clinician-rated assessments were completed monthly for six months by licensed psychologists who were blind to treatment condition. EMR reviews were completed for the entire study duration (if not withdrawn). Participants were reimbursed up to $50 for each follow-up assessment. 
Given variability in follow-up completion rates, a series of analysis were completed, with the first using the two traditional indicators of treatment response (suicidal ideation and suicide attempts) as both single indicators and paired indicators of treatment response, followed by an analysis using indicators from all three domains. For the analysis using two indicators, the sample was N=143 (BCBT n = 67, TAU n =76) and for three indicators, N=90 (BCBT n = 42, TAU n =48), with balanced representation across treatment conditions in both subsamples and no identified differences in participant demographics or clinical characteristics at intake.  
 
Results
	Table 1 includes the treatment response and non-response rates across both sets of analyses, using two and three outcome domains. The overall positive treatment response rate across both conditions was defined as significant improvement in at least one treatment outcome domain and was a surprising 86%, with the vast majority of individuals receiving inpatient care showing significant improvement during their stay in at least one indicator. Comparisons between BCBT-I and TAU groups revealed that BCBT-I significantly improved overall positive treatment response and lowered treatment non-response rates across both sets of analyses. In the sample using the two traditional indicators of ideation and attempts, BCBT-I resulted in a significant lower treatment non-response rate (27% vs 46%) and significantly higher overall positive treatment response rate (73% vs 54%) (X2=5.69, p=.05). In the sample using indicators across all three domains, BCBT-I evidenced a significantly lower treatment non-response rate (7% vs 21%) and significantly higher positive treatment response rate (93% vs 79%) (X2=6.68, p=.03).
	Table 2 includes mean comparisons of treatment responders (partial and full) and non-responders self-ratings of both the frequency of use and perceived helpfulness of the suicide specific interventions used in BCBT-I. Supplement 1 offers detailed descriptions of the BCBT-I treatment sessions and related suicide-specific interventions utilized in the RCT and included in Table 2. As detailed, both responders and non-responders utilized the suicide-specific interventions at comparable frequency over the course of follow-up, however, treatment responders (both partial and full) rated all suicide-specific interventions (crisis response planning, reasons for living, the survival kit, coping cards, and means restriction planning) as significantly more helpful than non-responders despite comparable frequency in use. All effect sizes were large. As evidenced in Table 2, mean helpfulness ratings uniformly increased across non-responders, partial responders to full responders. 
	Finally, treatment responders and non-responders aggregated across both treatment conditions were compared across all intake measures, which included measures of impulsivity, stress, depression, anxiety, wish to live, wish to die, suicidal ideation, state and trait hopelessness, alcohol and drug use, distress tolerance, and a screening for borderline personality disorder.  For the purpose of efficiency, only significant differences are summarized. The full intake assessment battery for the original RCT is included in Supplement 1. Treatment responders and non-responders aggregated across both treatment conditions demonstrated no significant differences with respect to suicidal ideation, symptom measures (stress, anxiety, depression, alcohol and drug use, screening for borderline personality disorder), and wish to live. As summarized in Table 3, the few differences that emerged at intake revealed treatment non-responders scoring significantly higher than responders on wish to die, state and trait hopelessness, and impulsivity, all with medium effect sizes.  
A Kaplan-Meier survival analysis was conducted to compare the survival distributions between the treatment as usual and BCBT-I groups, exploring potential implications of treatment non-response (indicated by suicide attempt) over time across the two groups. In other words, how quickly do non-responders engage in suicide attempts post-discharge across BCBT-I and TAU groups? The corresponding hazard function is provided in Figure 1. The case processing summary indicated that out of the 100 individuals in the TAU group, 33 made suicide attempts during the post-discharge six-month follow-up window, with 67 (67%) attempt-free. In contrast, there were 15 individuals in the BCBT-I group (N=92) that made a suicide attempt during the post-discharge follow-up window, with 77 (83.7%) attempt-free at six months post-discharge. Overall survival times were estimated for both groups. For the TAU group, the mean survival time was significantly less at 64.5 days (SE=6.84, 95% CI [51.1, 77.9], with a median survival time of 56 days (SE=11.2, 95% CI [34.0, 78]. In the BCBT-I group, the mean survival time was 98.9 days (SE=13.35, 95% CI [72.8, 125.1], with a median survival time of 84 days (SE=36.1, 95% CI [13.3, 154.7].
The log-rank (Mantel-Cox) test was used to examine the equality of survival distributions between the TAU and BCBT-I groups, with results indicating significantly longer survival time among those in the BCBT-I group X2 (1)=5.71, p=.017. Additionally, Breslow (Generalized Wilcoxon) (X2 (1)=4.75, p=.029) and Tarone-Ware (X2 (1)=5.31, p=.021 tests confirmed survival differences between TAU and BCBT-I, with significantly longer mean survival times for those in the BCBT-I group. In short, when there was poor response to treatment, suicide attempts occurred significantly quicker in TAU as compared to BCBT-I. Figure 2 provides the distribution of time to attempt and the corresponding attempt-free probabilities at each monthly follow-up point, offering additional clarity to the differences confirmed in the survival functions for the BCBT-Inpatient and TAU groups. As illustrated, significant differences between the groups emerged immediately at the first post-discharge assessment and not only were differences maintained over the six-month follow-up period, but actually grew, with 84% of the BCBT-I attempt-free after six months in comparison to 67% of the TAU group, consistent with improved post-discharge functioning secondary to BCBT-I suicide prevention care.  
Discussion
Voros et al. (2021) argued that proposed suicide-specific syndromes, such as Acute Suicidal Affective Disturbance (Rogers et al., 2019) and Suicidal Crisis Syndrome (Galynker et al., 2024; 2025) represented an important “paradigm-shift” in the understanding, treatment, and interpretation of treatment response when targeting elevated suicide risk. Given the complexity of suicidality, theoretical and conceptual models underlying various suicide-specific treatments, such as BCBT-I, target the suicidal mode, which is comprised of a collection of cognitive, affective/emotional, motivational, somatic/physical/behavioral symptoms, consistent with a suicide-specific syndrome (Rudd, 2000). Despite targeting a constellation of suicide specific symptoms, randomized clinical trials targeting elevated suicidality routinely use only single outcome measures such as suicide attempts and/or suicidal ideation to assess positive treatment response (van Ballegooijen et al., 2025), making it difficult to gauge the true impact of direct (i.e., suicide specific) versus indirect psychotherapies. For the current study, we evaluated syndrome-level change, including both partial and full response, across cognitive, affective, and behavioral domains for those hospitalized for elevated suicide risk. 
Current findings demonstrated that BCBT-I, a suicide specific treatment, was more effective across multiple outcome domains, both with respect to significantly improving full treatment response and lowering treatment non-response rates (see Table 1) in comparison to TAU. Available data also indicate that both indirect (i.e., treatment as usual) and direct treatment approaches were helpful for the majority of those receiving inpatient care, as indicated by a positive treatment response across at least one outcome domain. With use of a multi-domain, syndrome-level approach to assessing outcome and treatment response (requiring significant change across all three domains), BCBT-I almost doubled the full treatment response rate (44% to 24%) relative to TAU.  Consistent with the theoretical foundation of BCBT, exploring syndrome-level change would appear to reflect the more comprehensive change experienced by those receiving suicide-specific care and is important to accurately capturing and exploring the nature of clinical change. Of importance in this RCT, all of those receiving inpatient care were admitted secondary to elevated suicide risk.  The use of single or isolated outcome measures like suicide ideation or suicide attempts, may potentially underestimate the impact of suicide specific treatments, particularly when compared to TAU or indirect psychotherapies. 
Among those receiving BCBT-I, treatment responders and non-responders indicated using treatment components at similar frequences, while treatment responders rated the helpfulness of the various treatment components as significantly more helpful (see Table 2), including crisis response planning, survival kit, reasons for living, coping cards, and means restriction. Clearly those doing better post-discharge are likely to rate the use of targeted interventions as more helpful. This finding is not particularly surprising. The comparison of intake assessment differences across treatment responders and non-responders may well provide some insight into why suicide-specific interventions were helpful for some but not others, even when used at comparable frequencies. As summarized in Table 3, treatment non-responders reported significantly higher wish to die, hopelessness (both trait and state) and impulsivity when compared to treatment responders. It is possible that treatment non-responders may require more targeted and prolonged intervention regarding suicidal ambivalence, hopelessness, and orientation to care in order to benefit from suicide-specific interventions focused on improving individual emotional self-management during acute periods of elevated risk. 
	The survival analysis offers some insight into the emergence of problems over time for treatment non-responders across both TAU and BCBT-I groups, using the traditional outcome of suicide attempt. In short, current findings suggest that problems emerge significantly quicker post-discharge for non-responders in the TAU group relative to BCBT-I and are distributed over the entire follow-up period, with significantly longer mean survival time for those receiving BCBT-I (84 days to 56 days). In short, suicide-specific interventions may help extend well-being for longer periods of time but results also suggest the need for booster sessions and subsequent care to consolidate any original treatment gains. In addition, the survival analysis offers potential insight into the results summarized above regarding perceived helpfulness of the suicide-specific interventions, translating to significantly longer periods of successful emotional self-management post-discharge secondary to greater use of targeted interventions. Finally, survival analysis findings also suggest windows for targeted suicide prevention booster sessions or related follow-up care, particularly when available resources and access to care are limited. In this case, for those in the BCBT-I group, booster suicide prevention care would be essential within the 90-day post-discharge window to maximize treatment gains, and within the 60-day window for those receiving TAU.  


Limitations and Future Research 
	The results of this study should be interpreted within the scope of several limitations, particularly those that limit the generalizability of the results to other populations and clinical settings. The sample included adult individuals presenting with suicide ideation and/or a suicide attempt, which may reflect individuals with higher-risk for suicidality. Additionally, due to the nature of the initial clinical trial, the sample reflects data collected within a more controlled, inpatient setting. The brief nature of the intervention may also differ from suicide-specific interventions delivered in outpatient settings. Future research would benefit from replication efforts specific to further evaluating differences in treatment response to suicide interventions, with specific attention to identifying treatment targets to improve clinical outcomes among treatment non-responders. 
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Table 1
Treatment Response & Non-Response Rates Across Multiple Outcome Domains
	Treatment Condition
	Non-Response Rate (%)
	Partial Response (P) (%)
	Full Response (F) (%)
	Positive Treatment Response (%)

	Suicide Ideation as a Single Indicator 
(N = 200)**
	
	
	
	

	Treatment as usual (TAU)
	38
	—
	—
	62

	TAU + BCBT-I
	7
	—
	—
	93

	Suicide Attempt as a Single Indicator 
(N = 200)**
	
	
	
	

	Treatment as usual (TAU)
	31
	—
	—
	69

	TAU + BCBT-I
	16
	—
	—
	84

	Suicide Ideation and Attempts Combined (N = 133)**
	
	
	
	

	Treatment as usual (TAU)
	19
	46
	35
	81

	TAU + BCBT-I
	11
	32
	57
	89

	Suicidal Ideation, Attempts, and Cognitions Combined (N = 83)*
	
	
	
	

	Treatment as usual (TAU)
	19
	57
	24
	81

	TAU + BCBT-I
	7
	49
	44
	93


No response defined as no significant change in an outcome variable
Partial response defined as significant change in one outcome indicator 
Full response defined as significant change in all outcome indicator
Table 2
Reported Frequency of Use & Perceived Helpfulness of Suicide-Specific Interventions
	Intervention and Measure
	Responder Group
	M
	F
	p
	η²

	Crisis Response Planning
	
	
	
	
	

	Average Use Rating
	Non-Responders
	2.22
	0.66
	ns
	—

	
	Partial Responders
	2.21
	—
	—
	—

	
	Full Responders
	2.11
	—
	—
	—

	Average Helpfulness Rating
	Non-Responders
	2.70
	6.27
	.003
	.15***

	
	Partial Responders
	3.06
	—
	—
	—

	
	Full Responders
	3.73
	—
	—
	—

	Survival Kit
	
	
	
	
	

	Average Use Rating
	Non-Responders
	2.02
	0.43
	ns
	—

	
	Partial Responders
	2.32
	—
	—
	—

	
	Full Responders
	2.11
	—
	—
	—

	Average Helpfulness Rating
	Non-Responders
	2.83
	7.76
	.001
	.26***

	
	Partial Responders
	3.36
	—
	—
	—

	
	Full Responders
	4.10
	—
	—
	—

	Reasons for Living
	
	
	
	
	

	Average Use Rating
	Non-Responders
	2.57
	0.24
	ns
	—

	
	Partial Responders
	2.81
	—
	—
	—

	
	Full Responders
	2.65
	—
	—
	—

	Average Helpfulness Rating
	Non-Responders
	2.80
	10.07
	< .001
	.22***

	
	Partial Responders
	3.10
	—
	—
	—

	
	Full Responders
	3.99
	—
	—
	—

	Coping Cards
	
	
	
	
	

	Average Use Rating
	Non-Responders
	2.11
	0.09
	ns
	—

	
	Partial Responders
	2.00
	—
	—
	—

	
	Full Responders
	1.94
	—
	—
	—

	Average Helpfulness Rating
	Non-Responders
	2.65
	3.74
	.033
	.16***

	
	Partial Responders
	3.13
	—
	—
	—

	
	Full Responders
	3.87
	—
	—
	—

	Means Restriction
	
	
	
	
	

	Average Use Rating
	Non-Responders
	2.21
	0.33
	ns
	—

	
	Partial Responders
	2.19
	—
	—
	—

	
	Full Responders
	1.97
	—
	—
	—

	Average Helpfulness Rating
	Non-Responders
	2.46
	5.47
	.007
	.17***

	
	Partial Responders
	3.26
	—
	—
	—

	
	Full Responders
	3.70
	—
	—
	—


*Small effect: n2=.01
**Medium effect: n2=.06
***Large effect: n2=.14






Table 3
Treatment Responders and Non-Responders Differences on Intake Assessment Measures
	Intake Measure and Responder Group
	M
	F (2, 79)
	p
	η²

	Wish to Livea
	
	
	
	

	Treatment Non-Responders
	4.45
	4.53
	.036
	.059*

	Treatment Partial Responders
	4.81
	—
	—
	—

	Treatment Full Responders
	5.79
	—
	—
	—

	Wish to Diea
	
	
	
	

	Treatment Non-Responders
	4.09
	9.33
	.003
	.113**

	Treatment Partial Responders
	3.81
	—
	—
	—

	Treatment Full Responders
	2.11
	—
	—
	—

	State Hopelessnessb
	
	
	
	

	Treatment Non-Responders
	2.75
	9.43
	.003
	.104**

	Treatment Partial Responders
	2.68
	—
	—
	—

	Treatment Full Responders
	2.25
	—
	—
	—

	Trait Hopelessnessb
	
	
	
	

	Treatment Non-Responders
	2.75
	12.91
	.001
	.137**

	Treatment Partial Responders
	2.69
	—
	—
	—

	Treatment Full Responders
	2.28
	—
	—
	—

	Impulsivityc
	
	
	
	

	Treatment Non-Responders
	17.61
	6.77
	.011
	.078**

	Treatment Partial Responders
	17.22
	—
	—
	—

	Treatment Full Responders
	13.18
	—
	—
	—


aAs measured by a 5-point Likert self-rating of wish to die (detailed in Supplement 1)
bAs measured by the Trait-State Hopelessness Scale (detailed in Supplement 1)
cAs measured by the Difficulty in Emotion Regulation Scale (DERS), impulsivity subscale (detailed in Supplement 1)
*Small effect: n2=.01
**Medium effect: n2=.06
***Large effect: n2=.14






Figure 1. Hazard Functions for BCBT-I vs. Treatment as Usual with Time to Attempts (in Days)
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Figure 2. BCBT-I vs. Treatment as Usual Survival Distributions and Attempt-Free Probabilities (and 95% CI) Post-Discharge (at each follow-up point)
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