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TECHNOLOGY TO MITIGATE RISK




Disclaimer: This presentation is based on work supported, in
part, by the U.S. Department of Veterans Affairs (VA) and the
Department of Defense but does not necessarily represent the
view of the VA or the U.S. government.

Funding and Support: Department of Defense Military Suicide
Research Consortium (Pl: Nazem): Award Number:W8 | XWH-16-2-
0004 and Rocky Mountain Mental lliness Research, Education and
Clinical Center (MIRECC)



OVERVIEW

Insomnia

Insomnia and Suicide Risk

= Evidence Base

= Mechanisms of Risk
Cognitive-Behavioral Therapy for Insomnia (CBT-I)

= Evidence Base

= CBT-l and Suicide Risk
Sleep Healthy Using the Internet (SHUTI) RCT

Questions

zZ7

O_QQ

oc

LEARNING OBJECTIVES

Recognize that insomniais an evidence-based risk
factor for suicide.

Describe potential mechanisms whereby insomnia
may increase risk for suicide.

Explain how interventions for insomnia are essential
to suicide prevention.

Summarize the findings from a RCT that examined
the efficacy of a computerized cognitive behavioral
therapy for insomnia (cCBT-1) in a Veteran
population.
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About 2,230,000,000 results (0.49 seconds)

Start sleeping better with Fitbit”.

Unlock the mystery of sleep with sleep
tracking, insights and other innovations.

21 Weird Ways to Fall Asleep That Actually
Work

TRACKING STAGES SCHEDULE INSIGHTS SHOP SLEEP TRACKERS

Sleep affects every part of life—your health, your
mood and more. It can help you perform at your
best, stay productive, and fight weight gain and

depression. So if you're ready to make the most of
your day, start by improving your night.

21 Weird Ways
That Actually Work
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US General Population

6-10%
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INSOMNIA: COMORBID PARTNER IN DISTRESS

US General Population

Gilbertetal., 2015;Langetal.,2014;Pigeonetal., 2013
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INSOMNIA: EMPIRICAL RISK FACTOR

Who!
= Community, college, clinical samples
= Type of study?

= Cross-sectional, prospective,longitudinal

= Meta-analyses

= 2.84x increased risk for SI, attempt,or death by suicide

= |.98x increasedrisk after adjustment for co-morbid psychiatric diagnoses

WKL

= |nsomnia + Co-Morbid Psychiatric Diagnosis
= 2.66x more likely to endorse Sl and engage in SDV
= Persistent symptoms

= |ncreased odds of depression and Sl

Bernertet al.,2015; Bernert & Nadorff, 2015; Bishop etal., 2019; Britton etal., 2019; Liu etal.,2020; Malik etal., 2014; Pigeon etal.,2012; Suh et al., 2013



INSOMNIA: EMPIRICAL RISK FACTOR — SERVICE MEMBERS & VETS

*  Robustindependent suicide risk factor Ny
. Depression,hopelessness,PTSD diagnosis, anxiety symptoms, 87% loss in survival time
8 <
drug and alcohol use
m
- Predictive of future suicide attempts E
2
. One month after baseline : A1
. Model included baseline insomnia symptoms, depressive 21
symptoms, and hopelessness
0 -
o o 0 100 200 300 100
VHA utilizing Veterans Number of Days
. Sleep disturbance died by suicide sooner (75 day average) @~ | [E=== Sieep Disuabsnce No Seep Disturbaaice
after last VHA visit than Veterans without sleep disturbance Hote. MSH-Yolrans regratd Seads Mook, T dached i seep Gturbance inthe Joar prsceding deati; Mo sobd
. L. né rapesans no seap distubance in the yaar praceding death.
who died by suicide (174 day average) FIGURE 1-Survival time preceding suicide among veterans with and without sleep
disturbance: VISN 2 and VISN 11, Fiscal Year 2000-2 006.

Pigeonetal., 2012;Ribeiroetal., 2012



EBT to Reduce Risk
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Insomnia

Stress Appraisal

\

Coping Mechanisms

—
Consolidation of
Emotional Memory
Processing

Livingstonetal.,2015; Winsper & Tang, 2014; Woosley etal.,2014; Woznicaetal.,2015; Wrightetal., 2011
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Statement of Significance
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COGNITIVE BEHAVIORAL THERAPY FOR INSOMNIA
(CBT-I)



Cognitive Behavioral Treatment
for Insomnia (CBT-I)
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A meta-analysis on the treatment effectiveness of co
behavioral therapy for primary insomnia
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Abstract

Previous meta-analyses have shown the effectiveness of cognitive behavioral therapy for
(CBT-I. However, conclusive information about therapeutic effects (especially during f
effect sizes of objective sleep parameters and self-rating scales, and the problem of public
has not been obtained. We conducted a meta-analysis focusing on these issues. We ide
randomized controlled studies published between 1930 and 2003 that fulfilled our selectic
Intra-group comparison of CBT-l and comparison between CBT-l and control groups were |
on these studies. The intra-group comparison revealed that the effect sizes of CET- for
sleep variables from sleep diaries were medium to large at the end point of treatment,
effect sizes were favorably maintained on follow-up. A between-group comparison revi
CET-1 was mare effective than the control for subjective sleep variables at the end of treal
that its effectiveness was also recognized on follow-up. With regard to self-rating
compared to the control group, the effect sizes in the CET-l group were medium to large b
end of traatment and on follow-up. However, there were problems of publication bias in sc
subjective or objective sleep variables. The abovementioned results support the effecti
CET- for the treatment and prevention of relapse of primary insomnia despite the exis!
certain publication bias.

Key words: cognitive behavioral therapy, insomnia, meta-analysis, publication bias, ra
controlled trial,

3.2010.00481.x
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Identifying Effective Psychological Treatments for Insomnia:
A Meta-Analysis

Douglas R R. Munﬂgh and Kenneth M. Greenwood
Tobe University

Insominia is 2 debilitating and widespread complaint. Concern over the iatrogenic efficts of pharma-
coogical thesapies has led to the development of several psychological ireaimenis for insomnia. To
clasidy the effects of these trealments, 66 oulcome studies representing 139 treatment groups were
inctuded in & meta-analysis. The results indicated that paychological treatments produce consider-

able of both sieep

siezp. In terms of enhanc-

ing sleep onset, active treatments were all superior to placebo therapies but did not iffer greatly in
efficacy. Greater therapeutic gains were available for participats who were elinically referred and
Future research directions are suggested

regular users of P

Insomnia, defined as the subjective inability to obtain ade-
quate sleep { Gillin & Byeriey. 1990}, is a distressing and often
dthlltllmglwdlhw :ha: can alieﬂ health, daytime perfor-
mance, rel i mical well being
(Lacks, 1987; Sloan & bh.u:um. l993) Estimaes of the prevas
lence of insomnia typically range between 15% o 20% for
chronic insomnia and 30% to 40% for occasional o trantient
insomnia (Mellinger, Baltes, & Uhlenhuth, 1985). Insomnia
can thercfore be regarded as a significant problem in the

ment of choice for insomnia, for practitioner and
patient alike, has been the prescription of sedative b i

agery, autogenic training, and hypnosis. ( For a detailed descrip-
uun of each treatment, see Espie [1991].)

esearch, the of
(hescucatmcnu are not clear. In general, qualitative reviews of
the literature { Bootzin & Nicassio, 1578 Borkovec, 1982, Bs-
pie, 1991; Gillin & Byerley, 1990; Killen & Coates, 1979;
Knapp, Downs, & Alperson, 1976; Montgomery, Perkin, &
Wise, 1975; Ribardy & Denney, 1977, Turner & D4 Tomasso,
1980) have been inconclusive. Although some reviewers have
suggested that nonrelaxation treatments—in particular, stimu-
lus control—are the most potent (e.g,, Borkovec, 1982 ), others

other sleep-inducing agents ( Bliwise, 1991 ). Pharmacological

INTRODUCTION

Insomnia has been estimated to be prevalen
of the generzl adult population
ul ased  studies have rev
jects experienced occas

Correspondena

and also has

recurrence.
Io the hesl of our

‘may, however, involve a variety of istrogenic effects,
including poorquality skeep ( Kales & Kales, 1987), deteriora-
tion of daytime functioning (Johnson & Chernik, 19821, and, it
used regularty, the development of psychological dependence,
tolerance, and addiction (Espie, 1991). Withdrawal from the
addiction cycle is made particularly difficult by the effects of
“rebound insomma® (Killen & Coates. 1579). A further con-
sideration is that the habitual use of sleeping medication may
il\wlvesubsl.nmi.alﬁnmwialeapﬂ\se[Hauri 1979},

Concern over the latrogenic effects M'plmrmamlogca\ ap-
proaches has led 10 explore
for insomnia. These have included stimulus control [ Bootzin,
1972); paradoxical intention (Frankl, 1955); deep restriction
therapy (Spiclman, Saskin, & Thorpy, 1987); and relaxation-
based therapies such as progressive muscle refaxation
(Jacobson, 1938), meditation, systematic desensitization, im-

h ded that the nod differ in efficacy {€.6.,
Bootzin & Nicassio, 1978; Turner & Di Tomasso, 1980). Fur-
thermore, it has been proposed that differences in efficacy may
miarely reflect the variable being measured and the time of mea-
surement { Espie, 1991 ). For example, although stimulus con-
trol may cause greater improvements in sleep pattern measures
such as sleep onset latency, particularly in the shart term, relax-
ation-based approaches may be superior over ihe long term on
subjective evaluations of sleep quality ( Espie, Lindsay, Brooks,
Hood, & Turvey, 1989},

It has been hypothesized that several treatment and patient
characieristics may be importan 1 therapeutic outcome, but
they have been langely neglected as a subject for empirical in-
vestigation, and clanﬁcaum uf(hml effects has proved prul:-
femaric for reviews. of the condi
under which optimal effects are obtained may allow treatment
success and efficiency 1o be masimized { Chambers, 1992; Sa-
navio, |988).

Existing reviews of the literature may, however, have been
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by their narrative approach {Cook & Leviton,
1980; Greenberg & Folger, 1988; Strube & Hartmann, 1983).
Metz-analysis, a comprehensive form of review based on quan-
titative rigor and the statistical standards that are applied in pri-
mary data analysis, may be better able 1o exploit the informa-
tion available within the research body on behavioral treat-
ments of insomnia { Hunter, Sehmidt, & Jackson, 1982; Walf,
1986).

Although the majority of reviews have been narrative, four
previous studies have applied quantitative approaches 1o the

Okajimaetal.,2011; Morinetal., 1994; Murtagh & Greenwood, 1995; Smith etal., 2002

Nonpharmacological Interventions for Insomnia:
A Meta-Analysis of Treatment Efficacy

Charles M. Morin, Ph.D., James P. Culbert, Ph.D., and Steven M. Schwartz, M.S.

Objective:
hwnalxmdmrms and patients' greater

Because of the role of psychological factors in monm‘ the .;i.roﬂm-wug: u{

insommia, the authors conducted a meta-analysis to examine the rf,ﬁcaq« and dmab:!uy 01’

psychological treatments for the clinical management of chromic insommia.

A total

of 59 treatment outcome studies, involving 2,102 patients, were selected for review on the

basis of the following criteri

) the primary target problem was sleep-onset, maintenance,

or mixed insomnia, 2) the treatment was nonpharmacological, 3) the study used a growp
design, and 4) the outcome measures included sleep-onset latency, time awake after sleep onset,
number of nighttime awakenings, or total sleep time. Results: Psychological interventions,
averaging 5.0 bours of therapy time, produced reliable changes in two of the four sieep meas-
wres examined. The average effect sizes (i.e., ¥ scores) were (.88 for sleep latency and 0.65 for
tirme awake after sleep onset. These results indicate thar patients with insomnia were better
off after treatment than 81% and 74% of untreated control subjects in terms of sleep induction
and sleep maintenance, respectively. Stimulus control and sleep restriction were the most ef-
fective single therapy procedures, whereas sleep bygiene education was not ff,@cuw when used

alome, Clinical i

seen at treatrment

letion were well Il

averaging 6 months in duration. Conclusions; The findings indicate that aonphummfngml
interventions produce reliable and durable changes in the sleep patterns of patients with

chromic insomnia.

(Am ] Psychiatry 1994; 151:1172-1180)

I nsomnia is among the most frequent health com-
plaints brought to the attention of health care prac-
ners. Epidemiological surveys suggest that 10%-
15% of adults complain of chronic insomnia (1, 2), and
the prevalence estimates are higher among women,
older adults, and patients with medical (3) or psychiaz—
ric disorders. ic insomnia \snﬂrabcnisnprob
as it can adversely affect a person’s life by causing sub-
stantial psychosocla] occupational, health, and eco-
nomic repercussions (4). For example, individuals w.d.
chronic sleep disturbances experience more psycl
ca] duslress, report greater impairments of daynme
iing, take more sick leave, are more preoccupie
wnrh somatic problems, and urilize health care re.
sources more often than good sleepers (1, 2, 5, 6).

xnmdj..ty 13, 1993; revisicns received Dec. 20, 1993, and Jan.
994; accepted Feb, 5, 1994, From the Medl:nl Collmoi\n.,
au Virginia Commonwealth University, A
To D, Morin, Department of Pspchia no). mzsn 3, Miedcal Cob-
e of Vieginia, Vieginia Commonwea th University, Richmond, VA
PNpaﬂklnnnd!hlsamc\!mwpptmdbymml\v\r(4?ulﬂ[mm

NIMH to
mamnommu.m Mesce, Kithy McDorald, snd Siephanic
Remsberg for thesr assstance i data managemen.
1172
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is the most ly used method
for treating insomnia. The National Institute of Mental
Health survey of psychotherapeutic drug use indicated
that 7.1% of adults have used either prescribed or over-
the-counter sleeping aids in the course of a year and
11% of the users of hypnotics have used their medic
tion regularly for more than a year (1). Benzodiazepine
‘hypnotics, the most commonly prescribed sleeping aids,
are efficacious on a short-term basis in reducing sleep
latency, decreasing the number and duration of noctur-
nal awakenings, and increasing total sleep time and
sleep efficiency (7, 8). The short-term use of hypnotic
medications may be clinically indicated for selected sub-
types of situational insomnia caused by acure stress, jer
lag, or the like. There are iew data, however, on their
long-term efficacy, and Iness in the manage-
ment of chronic msomnia is un:l:ar (9). Furthermore,
several problems are likely to arise either during the course
of treatment or after its discontinuation: alteration of
sleep stages, daytime residual effects, tolerance, de-
pendence, and rebound insomnia {7, 8, 10]. Because of
reduced metabolic funcrioning with aging, their clinical
us¢ in geriatric patients warrants special cautions (11},
Recognition of the mediating role of psychological fac-

Am | Psychiatry 151:8, August 1994

Reviews and Overviews

Comparative Meta-Analysis of Pharmacotherapy
and Behavior Therapy for Persistent Insomnia

Michael T. Smith, Ph.D.
Michael L. Perlis, Ph.D.

Amy Park, B.S.

modal
Michelle S. Smith, Ph.D.

JaeMi Pennington, B.5.
Donna E. Giles, Ph.D.

Daniel ). Buysse, M.D. 1965 throug]

Objective: Although four meta-analytic
reviews support the efficacy of pharmaco-
therapy and behavior therapy for the
treatment of insomnia, no meta-analysis
has evaluated whether these treatment
yield comparable outcomes
during acute treatment. The authors con
ducted a quantitative review of the litera-
ture on the outcome of the two treat-
ments 1o compare the short-term efficacy
of pharmacotherapy and behavioral ther-
apy in primary insomnia

Method: They identified studies from
using MEDLINE, psyc-
INFO, and bibliographies. Investigations
were limited 1o stucfies using prospective
measures and within subject designs to

zaleplon. Behavioral treatments included
stimulus control and sleep restriction
therapies. Twenty-one studies summarir
ing outcomes for 470 subjects met incly
sion ariteria

Results: weighted effect sizes for subjec
tive measures of sleep latency, number of
awakenings, wake time after sleep onset,
total sleep time, and sleap quality before
and after treatment wera moderate to
large. There were no differences in mag
nitude between pharmacological and
behavioral traatments in any measures
except latency o sleep onset. Behavior
therapy resulted in a greater reduction in
sleep latency than pharmacotherapy.

assess the efficacy of benzodiazepines or

benzodiazepine raceplor agonists or
behavioral treatments for primary in-
somnia. Benzodiazepine receptor ago-
nists included zolpidem, zopiclone, and

conclusions: Overall, behavior therapy
and pharmacotherapy produce similar
short-term treatment outcomes in pri
mary insomnia

{Am J Psychiatry 2002; 159:5-11)

Rrs]stcnt insomnia, defined as problems initiating
and/or maintaining sleep at least three nights/week ac-
companied by daytime distress or impairment (ICD-10), is
assoclated with an array of individual and societal conse-
quences, including greater medical and psychiatric mor-
bidity (1-7), life-threatening accidents, reduced quality of
life. impaired job performance, and ahsenteeism (3, 8121,
Ten percent to 15% of adults report persistent sieep prob-
lems {13-17); the rates of sleep problems among women
and older adults are even higher (18-21).

The cost of insomnia in terms of lost productivity and
accidents has been estimated to be $77-392 billion annu-
ally (22). Despite these costs, the overwhelming majority
of individuals with insomnia remain untreated (17). More
than 50% of primary care patients experience insomnia
. but only ahout one-third mention this problem to
their physicians (23), and only 5% seek treatment (13)
Most patients with insomnia ( report a poor under-
standing of treatment options, and many turm to alcohol
(28%) or untested over-the-counter remedies (23%) {13).
This is particularly unfortunate given that insomnia can
be readily diagnosed and treated. Four meta-analyses (24—
27), two pharmacological and two behavioral, summa-
rized more than 150 controlled investigations supporting
the efficacy of treatments for primary insomnia

Am | Psychiatry 1581, January 2002

The meta-analyses of pharmacotherapy support short-
term (2-4-week) effectiveness of medication compared
with placebo. Benzodiazepine receptor agonists like te-
mazepam, zolpidem, and zaleplon were the most widely
used medications. Clinical gains were reported (o be very
reasonable (24), with preferential effects on total sleep time
(25). Perhaps the primary limitation of pharmacotherapy is
the absence of data regarding long-term efficacy. Long-
term use has been thought to result in tolerance, depen-
dence, and rehound insomnia on discontinuation (28-30)

Limited evidence from two uncontrolled open-label stud-
ies with zolpidem and zaleplon, however, indicates that
these medications may be effective for 3 10 6 months with-
out dose escalation (31, 32). No data suggest sustained im-
provement when medication is withdrawn.

Two lyses support ioral interventions f
improving sleep (26, 27). Behavioral treatments focus on
modifying contingencies thought to maintain chronic in-
somnia (33). Effective treatment typically invelves four to
eight weekly sessions and requires substantial patient mo-
tivation. The most efficacious components are considered
to be stimulus control and sleep restriction (26). Sleep hy-
giene instructions and cognitive therapy may be included
as well. Advantages of behavior therapy are minimal side
effects and sustained improvement. Treatment gains have

5
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COMPUTERIZED COGNITIVE BEHAVIORAL THERAPIES
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SLEEP HEALTHY USING THE INTERNET (SHUT-I)
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SPECIFIC AIM: DETERMINE THE EFFICACY OF SHUTI FOR TREATMENT

OF INSOMNIA IN OEF/OIF/OND VETERANS

«  Obijective .1

. Determine if there are significant differenceduction and physical and mental health functioning

between groups.

m H1.1:Participants randomized to SHUTiI will reporta significantpre-interventionto post-intervention decrease in insomnia
symptoms,and improvementin functioning compared to participants who are randomizedto the educational website control.

«  Obijectives 1.2 & 1.3

. Determine whether changesd physical and mental health functioning are maintained six-
months and one-year post-intervention.

m H1.2 & H1.3:Participants randomized to SHUTi will reporta significant pre-intervention to six-months and one-year post-
intervention decrease in insomnia symptoms,and improvement in functioning comparedto participants who are randomized to
the educational website control.

-  Exploratory Obijective | .4

. Determine whether SHUTI is associated with significant reductions in additional key variables.



844 Interested Veterans

555 Excluded

61 Could not be reached
494 Ineligible after screen

ligible

39 Excluded

250 Completed |

23 Lost to Follow-Up
15 No Longer Interested
1 Enroliment Period Closed

nformed Consent

1 Excluded
1 Screen Fail

249 Commenced 14

Days of Sleep Diaries

15 Excluded

15 Did Not Complete 10/14 Diaries

234 Commenced Baseline Assessment

231 Randomized

3 Excluded

3 Did Not Complete Baseline Assessment

l

116 Allocated to SHUTI
90 Completed Post-Intervention Assessment
83 Completed Post-Intervention Diaries

115 Allocated to Edu Website Control
98 Completed Post-Intervention Assessment
94 Completed Post-Intervention Diaries

l

l

6-Mo F/Up Post-Intervention
76 Completed 6-Mo F/Up Assessment

6-Mo F/Up Post-Intervention
88 Completed 6-Mo F/Up Assessment

l

l

1-Yr F/Up Post-Intervention
78 Completed 1-Yr F/Up Assessment

1-Yr F/Up Post-Intervention
86 Completed 1-Yr F/Up Assessment

2 Deceased

11 Withdrawn or Discontinued
9 Requested Withdrawal




_ SHUTi (N=116) | Edu Control (N=115)

Gendera

Male
Female
Transfemale

RaceP
White/Caucasian
Black/African American

Multiracial
Other

Hispanic©
Deployed
History of a Suicide Attempt

aN=115 SHUTIi;?N=112 SHUTi,N=113 Control;*N=1 15 SHUTi,N=1 14 Control;*Fisher’s Exact Test

39.1 (8.0)

84 (73%)
30 (26%)
| (1%)

85 (76%)
13 (12%)
6 (5%)
8 (7%)

16 (14%)
99 (85%)
23 (20%)

39.5 (7.6)

86 (75%)
29 (25%)
0 (0%)

87 (77%)
13 (12%)
4 (4%)
9 (8%)

20 (18%)

106 (92%)

23 (20%)

072

0.88*

0.92

0.45
0.10
0.97






CHANGE IN INSOMNIA SYMPTOM SEVERITY:SHUTI VS EDU
CONTROL
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Time | (Baseline) Time 2 (Post) Time 3 (6-Month) Time 4 (12-Month)
e==SHUTi ===Edu Control *p<0.000 |

28

N

~N



INTENT TO TREAT ANALYSIS: INSOMNIA SEVERITY INDEX

Generalized

Generalized eta? )
omega

Baseline ISI

0.20

Generalized

Baseline ISI -0.25 (0.09) -2.80 : . :
History of Attempt 0.50 0.62

Baseline IS| -0.35 (0.09) . 08 .
History of Attempt 0.38 (0.97) 0.39 0.0009 -0.005 0.69 0.13

0.14

*Significant based on the Holm Sequential Procedure, considering all 9 outcomes



INSOMNIA SYMPTOM SEVERITY:TIME X GROUP

Time | Time 2
100% 100% S S
80% - _ 80% [
60% 60%
40% 40%
- 'm M
0% 0%
SHUTi Edu Control SHUTi Edu Control
B None ™ Sub-Thresh Moderate M Severe B None B Sub-Thresh Moderate M Severe
Time 3 Time 4
100% I o 100% I . ]
80% [ [ 80% ® I
60% 60%
40% 40%
20% 20%
0% 0%
SHUTi Edu Control SHUTi Edu Control

B None B Sub-Thresh Moderate M Severe ® None ™ Sub-Thresh Moderate ™ Severe



CLINICAL SIGNIFICANCE: SHUTIVS EDU CONTROL

Treatment Responders (reduction >7 points on the [SI)

%k
Pre-Post Pre-Post 6 Pre-Post 12

mSHUTi ™ Edu Control >l<p<0,000 |
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CLINICAL SIGNIFICANCE: SHUTIVS EDU CONTROL

Insomnia Remittance (ISI Change from 2 8 at Pre to <8 at Follow Up

%k
3
Pre-Post Pre-Post 6 Pre-Post 12

mSHUTi ™ Edu Control >l<p<0,000 |

Proportion
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75

60

45

30

Sleep Diary Variables (Intent to Treat)

Sleep Onset Latency (SOL)

G,

Time | (Baseline) Time 2 (Post)
emw=SHUTi e==Edu Control

Time in Bed (TIB)

Time | (Baseline) Time 2 (Post)
e==SHUTi e==Edu Control

99
78
57
36

Wake After Sleep Onset-Early Morning Awakening

90
83
76
69
62
55

(WASO-EMA)

Time | (Baseline) Time 2 (Post)
—SHUTi —Edu Control

Sleep Efficiency (SE)

[
[

Time | (Baseline) Time 2 (Post)
e==SHUTi ===Edu Control



Exploratory Findings: Depression, Anxiety, PTSD, Suicidal Ideation
(Intent to Treat)

Beck Depression Inventory-ll Beck Anxiety Inventory

28
21 21
14 14 ——
7 7
0 0
Time | (Baseline) Time2 (Post) Time 3 (6-Month)  Time 4 (I2- Time | Time 2 (Post) Time 3 (6- Time 4 (12-
Month) (Baseline) Month) Month)
e SHUTi e==Edu Control ——SHUTi =——Edu Control
Adult Suicidal Ideation Questionnaire Posttraumatic Stress Disorder Checklist for
| DSM-5
45
14 38
31
/ 24
0 17
Time | (Baseline) Time2 (Post)  Time 3 (6-Month) Time 4 (I12-Month) Time | (Baseline)  Time 2 (Post)  Time 3 (6-Month) Time 4 (12-Month)

awmSHUT| ===Edu Control e==SHUTi ===Edu Control



SUMMARY

= RCT supports the use of computerized or mobile-based CBT-I in Veterans
= Qutcomes gained with “hands off” intervention
= Engagement intervention

=  Depressive symptoms

= Physical/Mental Health Functioning



FUTURE WORK

» Technology-based delivery of CBT-l is effective in a population
characterized by complicated comorbidity

Mean IS| score
o o
o
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gy e @
g @
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« Timing of CBT-I delivery in military populations (i.e., sleep Control Experimental
restriction) Group

*  What is the most effective implementation model?

« Determine if there are specific profiles that are most associated o
with gains ] an I I -
@ - ime
» Use of mobile CBT-l in indicated populations % 20 Pre d=-052
<
«  NIMH Submission (Pl: Haghighi): Examine the efficacy of mCBT-I in c 10 - . Post _
a sample of Veterans at elevated risk for suicide E o d=-0.98

Ful Responders

Experimental Group
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Thank you!

.@, Sarra.Nazem(@va.gov
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