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“I think it took awhile before I realized and then when I started
thinking about things and realizing that | was going to be like this
for the rest of my life, it gives me a really down feeling and it makes
me think like—why should | be around like this for the rest of my
life?”



Traumatic Brain Injury - A bolt or jolt to the head or
a penetrating head injury that disrupts the

function of the brain. Not all blows or jolts to the
head result in a TBI. The severity of such an injury
may range from "mild"~ (a brief chan%e in mental

status or consciousness) to “severe” (an extended
period of unconsciousness or amnesia) after the
Injury.

A TBI can result in short- or long-term problems
with independent function.

OOOOOOOOOOOOO
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TBI and Suicide

Number of TBI/Suicide Articles in Medline - 1985-2014
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TBI: Suicide & Military
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Traumatic Brain Injury - Severity

Table 1. Classification of TBI Severity [3]

(If a patient meets criteria in more than one category of severity, the higher severity level is assigned)

Structural imaging Normal Normal or abnormal | Normal or abnormal
Loss of Consciousness (LOC) 0-30 min >i[2]4mhi2uar2d >24 hours
?ﬁl\’gﬂgiion of consciousness/ mental state up to 24 hours >24 hours; severity based on other criteria
Posttraumatic amnesia (PTA) 0-1 day >1 and <7 days >7 days

Glasgow Coma Scale (GCS) (hest available

score in first 24 hours)** 13-15 9-12 <9

*Alteration of mental status must be immediately related to the trauma to the head. Typical symptoms would be looking and
feeling dazed and uncertain of what is happening, confusion, and difficulty thinking clearly or responding appropriately to
mental status questions, and being unable to describe events immediately before or after the trauma event.

**In April 2015, the DoD released a memorandum recommending against the use of GCS scores to diagnose TEIL See the
memorandum for additional information.[3]

Department of Veterans Affairs 2016
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Suicidal Ideation and Behaviours
after Traumatic Brain Injury:
A Systematic Review
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Systematic Review on Suicide after TBI - 5

TABLE 2
Prevalence and Risk of Suicide After TBI
Population/ Study Referance Prevalence of SMR or CR
Source Dasign® sample admission TBI population suicides [25% CI) Risk of bias (category of bias)P
Branmer et al.,  Retrospective N =49626  2001-2006, Concussion 12,159 5% random 105 All* Rating: low risk of bias
2011c cohort All VHA users & years Contusion/ 39,623 sample of VHA  observed 1.55(1.24, Outcome assessors not blinded
Vateran, United with TBI TH users without TEI 1.92) to exposura (DB)
States N = 389,583 Mild*= Usa of ICD-10 less accurate for
1.98 [1.39,  injuries in which medical
2.82) aftenfion was not sought [DB]
Mod-Savt
1.34 1.09,
1.64]
HarrisonFelix ~ Reftrospective N = 1678 1961-2003, Loss of Federal US 10 observed, Al Rating: moderate risk of
et al., 2009 cohort Persons with 40 years CONSCious- mortality rates 3.3¢9 295(1.42, bias
Civilian, United TBl admitted to ness by age, sex and  expected 5.43] External comparison growp not
States an adult Mone 129 race salected based on TBI status
rehabilitation 1 day 495 |SB & COM)
hospital and 27 days 360 Cuicome assessors not blinded
survived =1 8-129 days 568 to exposure (DB)
year Cause of death unknown or
missing for 12 cases |AB)
Frasence of TBI in raference
group (COMN)
Himanen et al., Refrospective N =192 1950-1971, Mild &5 General 3/75 deaths, NR Rating: moderate risk of
2011 cohort All referrals for  24-30 years  Moderate 68 population A4.7% bias
Civilian, neuralogical or Savera 53 External comparison group not
Finland MNP A'x ot a Very sevare 5 salected based on TBI status [SB
university and CON|
hospital Outcome assessors not blinded

to exposure [DB)

TBI severity not based on
standard criteria (DB)

Validity and reliability of data
source for suicide is unclear (DB)
Prasence of TBl in reference
group ([CON)
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Systematic Review on Suicide after TBI

TABLE 2
Continued
Population/ Study Referance Prevalence of SMR or OR
Source Design® sample admission TR population suicides [95% CI) Risk of bios (category of bias)t
Mainic etal.,  Cross- N=1877 1988-2004, Concussion 83 Subset of 1877  103/1877 NA Rating: moderate risk of
2007 sectional All general 16 years Lesion® 20 svicides with no  5.5% bias
Civilian, population identifiad TBI Assessors of TBl exposure not
Finland suicides in blinded to suicide (DB)
single province TBI status was based on ICD-9
codes for inpafient reatment or
hospitalisation only [DB)
mTBls likely undarreprasented or
misclassified (COM)
Skoppetal.,  Caseconfrol N = 1764 2001-2009  Mild o7 Random 129/17464  Mild (OR) Rating: moderate risk of
2012 All general Moderate 25 salaciion, 7.3% 1.1 [0.88, bias
Military population Savera 5 matched 4:1 1.42) Assessors of TBIl exposure not
personnel, suicides in US Unclassified 2 ratio to cases by blinded to case/ control status
United Stafes military activa sarvice, gender, DB
service race, age, date Usa of ICD-10 less accurate for
of enfry aclive injuries in which medical
sarvice, length of aftenfion was not sought (DB
military sarvice Risk for moderate to severa TBI

not raported due fo limited
cases; only mTBl analysed and
reported [RE and PRE)
Diﬁirﬂnces in length of tima
from injury to death not

addrassad [CON)

SMER, Standardized Morla|ily Ratic; OR, Odds Ratic; Cl, Confidence |nf9wu|; WHA, Veterans Health A.clminislrali{:n; TBI, Traumatic Brain |niur}r,' TIH, Traumatic Iniracranial Huamorrlwuga;
Mod, Moderate; Sev, Severe; ICD-10, International Statistical Classification of Diseases-10; NP A'x, Neuropsychological Assessment; MR, Mot Reported; NA, Mot Applicable.
“Datermined wsing the Taxonomy of Stedy Design Tool (Hartling et al., 2010).

BRTI Risk of Bias tocl (Viswanathan & Berkman, 2012); potential sources of bias include selection bias [SB), detection bias [DB], performance bias |PB), reporting bias [RB), atirifion bias
[AB], confounding (COM] and precision (PRE).

cSMR reporfed as sfalisﬁca"\l,r signi{'icunr but P valus not prmriclad_

dlniurias classified os lesions included cerebral contusion and intracranial huemorrl\uga.

"P =.0001, udiushcl modsl. “‘p = 0002, udiusbd model. |p = 0084, udiusfad model.
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Suicide and TBI in Veterans
Individuals who received care
i I e between FY 01 and 06
Suicide and Traumatic Brain Injury
Among Individuals Seeking Veterans . .
s ' Analyses included all patients

Health Administration Services . :
it with a history of TBI (n = 49, 626)
e T o e AR B plus a 5% random sample of patients

oE without TBI
S (n =389,053)

: R Suicide - National Death Index (NDI)
A NG MRS o e s o i b g i, e s T compiles death record data for all US
e e e o residents from state vital statistics
||: ~. .-“ ” |'IN’.v'.’l “‘ ' Offices
s TBI diagnoses of interest were similar
Vo Ho Adeac e to those used by Teasdale and

ey Engberg

...............

Challenges associated with this type of research and need for
collaboration (~8 million records reviewed) ;\jﬁ*ﬁ%"g“e
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Suicide and TBI in Veterans

2.00 T 1.98

1.50 1.55
: 134

1.00
0.50

0.00

Any TBI - Combined Concussion/Fracture Cerebral
contusion/Traumatic
intracranial
hemorrhage

Figure 2. Hazard ratios for suicide by traumatic brain injury
severity adjusted for sex, age, and psychiatric conditions.

/I

Cox proportional hazards survival models for time to
suicide, with time-dependent covariates, were utilized.
Covariance sandwich estimators were used to

adjust for the clustered nature of the data, with patients
nested within VHA facilities.

ICD-9 codes:

1) concussion (850), cranial
fracture—fracture

of vault of skull (800), fracture of
base of skull (801), and other
and unqualified skull fractures
(803)

(2) cerebral laceration and
contusion (851); subarachnoid,
subdural, and extradural
hemorrhage after injury (852);
other and unspecified
intracranial hemorrhage after
injury (853); and intracranial
injury of other and unspecified
nature (854).
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Diagnosis

WHA users with any TBI (combined)

All

Substance abuse

Bipolar 111

MDD

Other depression, no MDD

Other anxiety

FTSD

Schizophrenia/schizoaffective
disorder

WHA users with
concussionffracture

All

Substance abuse

Bipolar 111

MDD

Other depression, no MDD

Other anxiety

FTSD

Schzophrenia/schizoaffective
disorder

WHA users with cerebral

contusion/traumatic intracranial
hemorrnage
A
Substance abuse
Bipolar 111
MDD
Other depression, no MDD
Other anxiety
FTSD
Schzophrenia/schizoaffective
disorder

Those who died Those who did
All by suicide not die by suicide
N Col%a N Col% N Col%
49626 100 105 100 48521 100
8368 1686 32 3048 8336 1683
7965 456 10 9 52 7955 455
4464 9 74 2288 4440 897
7616 15.35 73 219 7593 1533
4326 8.72 16 1524 4310 87
4380 983 73 219 4857 981
2987 461 & 5.71 281 4851
12158 100 33 100 12126 100
2087 17.16 g 2727 2078 o 17.14
588 484 6.06 5 483
1188 985 0 303 B8 98
1831  15.06 21.21 18 15.04
1148 944 7 2121 41 941
1376 1132 7 2121 1368 11.29
519 427 1 3.03 518 427
39545 100 78 100 39467 100
5728 17.01 5 o 3205 5703 16.08
1802 458 /1 0.26 17 455
3490 883 17 __21.79 73 88
B142 1553 /Mzus 51 1552
3377 854 1T 141 BE 853
3757 45 17 2179 3740 048
1869 473 5 6.41 1864 472
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Key Findings: TBI & Suicide
Attempts/Suicidal Ideation
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Systematic Review on Suicide Attempts after TBI - 2

TABLE 3
Pravalence of Svicide Atiempts (SA] After TBI
Sample sax/ SA source/time  Time-post Prevalence of

Source Design® Somple/sefing  age TBI severity frama injury 54 Risk of bias |categary of bins|®
Broshears ot Roirospective W= 154 149M, 5F Mild 42 37.3% Medicol record 14 yrs post  7.1% Rating: moderate risk of
al., 2010 Cross- Archival data of Age Mod 44 28.6%  review, clinical bias
Veteran, United  sectional interdisciplinary M [5D) = Sev &8 &2.4%  deferminafion of Cutcome assessors not blinded
Statas TBI team 30.30 prosence of 54, to exposure (DB)

evaluations, (11.57) postTBI Use of keyword searchas

recruit MA instead of diagnostic codes to

classify 5A |DB)

Limited fo SA that occurred
within 2 years post diagnestic
evaluation (DB)

Gutierrez et al., Refrospective N =22 21IMF Mild 1 4.5%  SAdocumented Mdn=15  27.3% Rating: moderate risk of
2008 caseseries  Aftended TBI Mdn =51 yrs Mod 11 50.0%  in pasychiafric ¥rs bias
Veteran, United interdisciplinary (range 38-65 Sev 10 455%  discharge Thosa whose hospitalisations
States team, archival  yrs summaries, occurred prior to computerised
data of all with post-TBI records were not included [SB)
H'x of IF Outcome assessors not blinded
psychiatric to exposure (DB
admission, Validated measure of 5l not
recruit A usad (DB)

Data regarding 51 limited to
hospital discharge records [DE|

TBI, Traumatic Brain Injury; Meod, Modarate; Sev, Savere; M, Male; F, Female; H'x, History; IP. Inpatient; M, Mean; Mdn, Median; MA, Mot ApplimHa; 5D, Standard deviation; IS, years.
“Determined using the Taxonomy of Study Design Tool (Hartling et al., 2010).

E BTI Risk of Bias tool [Viswanathan & Berkman, 2012); potential sources of bias include salection bias (5B), defection bias [DB], performance bias |PB), reporting bias (RB), atirition bias
|aB), cnn{{:uncling [COM], and precision [PRE).

ol

PN N
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Systematic Review on Suicidal Ideation after TBI - 2

TABLE 4
Prevalence of Suicidal Ideation (SI) After TBI
Sample sex/ Sl source/ time  Time-post Prevalence
Source Design® Sample/sefting  age Injury severity frame injury of Sl Risk of bias (category of bias)®
Tsaousides Refrospective N = 356 186M, 170F  Mild 37.6% Score=lonSl M[SD)=59 28B.3% Rating: low risk of bias
etal, 2011 cross- Community- Age Mod-Sev 62.4%  item on BDHI (9.2) yrs Outcome assessors not blinded
Civilian, United  sectional dwelling, M (SD) = 44.5 last 2 weeks to exposure (DB)
States diverse sources  (15.2) yrs Single-item measure of SI not
validated (DB)
Gutierrez et al., Refrospective N = 22 21M, TF Mild 1 4.5% Reference to Mdn=15 72.7% Rating: moderate risk of
2008 case series  Aftended TBI Age Mod 11 50.0%  suicide ideation yrs bias
Veteran, United inferdisciplinary  Mdn =51 yrs  Sev 10 45.5%  in psychiafric Those whose hospitalisations
States team, archival  (range 38-65 discharge occurred prior to computerised
data of all with  yrs) summaries, records were not included (SB)
H'x of IP post-TBI Outcome assessors not blinded
psychiatric to exposure (DB)
admission, Validated measure of Sl not
recruit NA used (DB)

Data regarding Sl limited fo
hospital discharge records (DB)

TBI, Traumatic Brain Injury; Meod, Moderate; Sev, Severe; M, Male; F, Female; BDHI, Beck Depression Inventory-ll; M, Mean; 5D, Standard deviation; Mdn, Median; H'x History; IF,

Inpatient; NA, Not Applicable; yrs, years.
“Determined using the Taxonomy of Study Design Tool (Hariling et al., 2010).

ERT| Risk of Bias tool (Viswanathan & Berkman, 2012); potential sources of bias include selection bias (SB), defection bias [DB), performance bias [PB), reporting bias (RB), atirition bias

{AB), confounding (CON), and precision (PRE).
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Systematic Review on Suicide after TBI

e Strong support for the association between TBI and elevated
risk for suicide
* Increased risk of death by suicide for individuals with TBI supported by
2 retrospective cohort studies (Brenner et al., 2011c; Harrison-Felix et
al., 2009)

 High rates of SA post-injury
 7.1% of sample had a post-injury history of a SA within a 2 year

period and almost half of these individuals had more than one
event (Breshears et al., 2010)

e 27.3% had a history of SA among a sample of individuals with TBI
and a history of post-injury psychiatric admission (Gutierrez et
al., 2008)

* Still lacking quality research examining prevalence of Sl and
SA among individuals with TBI

ROCKY MOUNTAIN
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O e RESULTS A those wh ived & months after TBI, we found a 3-fold i sed odds of
Suicide, Fatal Injuries, and Other Causes of Premature R O survivests mo rer 181, we otnd a. ieressee ocas
mortality (AOR, 3.2; 95% Cl, 3.0-3.4) compared with general population controls and an
Mortality in Patients With Traumatic Brain Injury _ ) : _
. : adjusted increased odds of mortality of 2.6 (95% Cl, 2.3-2.8) compared with unaffected
A 41-Year Swedish Population Study e _ ) : : .
e e o . siblings. Risks of mortality from external causes were elevated, including for suicide
) (AOR, 3.3; 95% Cl, 2.9-3.7), injuries (40R, 4.3; 95% Cl, 3.8-4.8), and assault (A0R, 3.9; 95%
A Py 3T TR 0 I o LK gty ST LTS Cl, 2.7-5.7). Among those with TBI, absolute rates of death were high in those with any
h I psychiatric or substance abuse comorbidity (3.8% died prematurely) and those with solely
substance abuse (6.2%) compared with those without comorbidity (0.5%).

“We found a 3-fold increased odds of
mortality...”

Objectives. We examined rates of suicidal idestion (51} efter treumatic brain
injury (TEl} and investigeted whether demographic chereceristics, preinjury pay-
chigtric history, orinjury-relsted fectors predicted Sl during the first ye arafter injuny.

H 101 H 4 H Methods. We followed & cohort of 558 adult patients who were admitted to

Rates and PrEdICtors 0' sulmdal Ideatlun nur"g the FIrSt Herborview Medical Center in Sesttle, Washington, with 2 compliceted mild to

5 1 1 severe TBl between June 2001 and March 2005. Paricipants completed struc-

¥ear Aﬂer Traumatlc Bram In]ury tured telephone interviews during months 1 through 6, 8, 10, and 12 after injury.
We sssessed 5] using iterm 8 of the Paetient Health Questionnaire (PHQ-8).

|Jes§m L. Mackelprang, PhD, Charles H. Bombardier, PhD, Jesse R. Fann, MD, MPH, Nancy R. Temiin, PhD, Results. Twenty-five percent of the sample eported S| during 1 or more

Jason K. Barber, M5, and 5 . Dikmen, PhD . : )
ssan . Hamer S0E SRS 5 B asgessment points. The strongest predictor of 51 wes the fist PHO-B score

li.e., PHO-8 with item 8 excluded) after injury. Other significent multiveriate
Armedican lownal of Bublic Health | July 3004, Vial 104, Mo T predictors included a history of & prior suicide stempt, & history of bipolar
disorder, and having less than a high school education.

Conclusions. Rates of S| among individuals who have susteined a TEl excesd
thosa found among the general population. Increased knowledge of risk factoms
for Sl mey essist heslth cere providers in identifying patients who may be
vulnerable to 5l after TBIL (Am J Public Health. 20141042 100—-e107. doi: 10,2105/

“Twenty-five percent of the | Aeimmsms
sample reported SI...”

ROCKY MOUNTAIN
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Key Findings: Strategies for Intervention

At time of review — 1 RCT



S. Department
Veterans Affairs




U.S. Department
Nz of Veterans Affairs

] Head Trauma Rebabil .
10 Session

Suicide Prevention After Traumatic Small group
Brain Injury: A Randomized Controlled ' jntervention
Trial of a Program for the Psychological

Treatment of Hopelessness

Grahame K. Simpson, PhD; Robyn L. Tate, PhD; Diane L. Whiting MPsychol (Clinical);
Rachel E. Cotter, BA (Hons) (Psychol)

Primary outcome measure: ‘ Hopelessness
Secondary outcome measures: ‘ Suicidal ideation and depression

t Hope, self-esteem, problem solving

Participants who completed the WtoH program would report a significant reduction in their
levels of hopelessness compared to waitlist controls

Treatment group would demonstrate significant reductions in suicidal ideation and
depression, and increased social problem-solving, self-esteem and hopefulness in
comparison to the waitlist controls

ROCKY MOUNTAIN
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Session

Therapeutic Principle

Goals

1. Getting started

Group formation

Group participants meet,
introduce program theme

2. Living a positive lifestyle

Behavioral activation

Examine relationship between
affect and lifestyle factors

3. Thoughts and feelings

Socialization to CBT

Learn about the relationship
between thoughts and feelings

4,5. Take another look

Cognitive restructuring

How cognitive restructuring
can ameliorate distress

6,7. Problem-solving

Problem-solving

To develop a systematic
approach to solving problems

8. Problem-solving and
recovery

Compensatory techniques

To develop skills to facilitate
adjustment to the extent of

post-injury recovery

9. Building hope

Relapse prevention: Post
Traumatic Growth

To identify means of building
hope after TBI, self-esteem

10. Building hope

Relapse prevention: Post
Traumatic Growth

Making meaning of TBI,
positive expectancy, and
building connections

ROCKY MOUNTAIN
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Positive Lifestyle — EASE

Take Another Look

Eating Cognitive Restructuring

Activity Stop

Sleep Drop ‘

Exercise Roll e pemEs
How to be a STAR Building Hope

Problem Solving
Spot the problem
Think of options
Act on best option
Review how it went

Post Traumatic Growth
Self-esteem/ value
Finding connection
Sense of purpose
Expect good things

ROCKY MOUNTAIN

MIRECC
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Aims of the program

The program aims to strengthen hope by:

1. Exploring ways of building and maintaming a sense of
hopefulness after a brain injury

2. Addressing negative feelings

- Learning how some thinking styles can
trap people mto feeling bad

- Learning how to break out of this trap
3. Learning ways of dealing with life’s problems

4. Lookmg at ways of rebuilding our lives after a traumatic
bram mjury.

ROCKY MOUNTAIN
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Hopelessness

16

14

12

10

Baseline (Time 1)

Score

0-3
4-8
9-14
15-20

M Treatment
m Wait-list
Time 2 Time 3
Range
Minimal
Mild QME
Moderate ROCKY MOUNTAIN
Severe M I R E C C
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VA Window to Hope

Lisa A. Brenner, Ph.D., Jeri E. Forster, Ph.D.,
MILITARY - Adam S. Hoffberg, MHS, Bridget B.
SUICIDE RESEARCH Matarazzo, Psy.D., Trisha A. Hostetter, MPH,
CONSORTIUM Gina Signoracci, Ph.D., Tracy Clemans, ot it
Psy.D., and Grahame K. Simpson, Ph.D. MIRECC
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VA Window to Hope - Study Approach

* A cross-cultural adaptation of the WtoH intervention for US
Veterans with moderate to severe TBI - completed

 W1toH pilot groups to examine the implementation
(acceptability, feasibility, and fidelity) of the revised WtoH
treatment manual - completed

* Phase Il RCT to test efficacy of the revised WtoH program in a
waitlist crossover design - completed

* Additional MISRC funding - Problem Solving Therapy for Suicide
Prevention to pilot feasibility trial to test implementation as a
possible active control and potential stand-alone intervention -
under review

ROCKY MOUNTA
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‘ Assessed for eligibility (n=815) ‘

45{ Excluded at screening, not meeting criteria (n=764) ‘

Enrollment

Time 1 Baseline Assessment (n=51) ‘

—b{ Excluded at baseline, not meeting criteria (n=6) ‘

—P{ Withdrew self (n=1) ‘

Randomized (n=44)

v Allocation | i

L&
Allocated to intervention (n=22) Allocated to waitlist (n=22)
+ Received [50%] intervention (n=17)

+ Did not receive [50%] intervention (n=5)

l [ Follow-up at 3 months } i

Time 2 Follow-up Assessment (n=15) Time 2 Follow-up Assessment (n=20)
Attritioned (0=7) Attritioned (n=2)
+  Withdrew self (n=2) +  Withdrew self (n=1)
+  Unable to reach (n=5) +  Unable to reach (n=1)

Crossover to intervention (n=22)
+ Received [50%] intervention (n=18)

+ Did not receive [50%] intervention (n=4)

[ Follow-up at 6 months ]
L

Time 3 Follow-up Assessment (n=17) Time 3 Follow-up Assessment (n=16)
Attritioned (n=5) Attritioned (n=6)
*  Unable to reach (n=3) =  Unable to reach (n=5)
+  Previously withdrew (n=2) *  Previously withdrew (n=1)
! Sye— v

L Analysis |

Anal

Analyzed according to allocated group (n=15) lyzed according to allocated group (n=20)

Excluded from analysis (n=7) Excluded from analysis (n=2)
* Atintioned at Time 2 (n=7) *  Atintioned at Time 2 (n=2)

ROCKY MOUNTAIN
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VA Window to Hope — Limitations & Next Steps

* Limitations
. “Messy” - variability in reported symptoms

. Small sample size

* Additional sug:port for the efficacy of the intervention or
effectiveness:

ROCKY MOUNTAIN

MIRECC
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The Window to Hope Program Manual prOblem SOIVing Class

For Veterans

Lisa Brenner, PhD, ABPP (Rp)

Beets Homatfar, PhD

Grahame Simpson, Ph D Lindsey Montesth, PAD
with Tracy Clemans, Psy.D

Bridget Matarazzo, Psy D . & Sean Barnes, PhD
Gina Signoracel, PhD.

Adam Hoffberg, MHS

Georga Gerard, LCSW

- W

ROCKY MOUNTAIN

MIRECC



U.S. Department

of Veterans Affairs

AICAN CONGAES:
REFASLITATION MEDRINE Journal homepage: www.x

£

ACRM Archives of Physical Medicine and Rehabilitation I

ORIGINAL RESEARCH

Executive Functioning and Suicidal Behavior Among ®m
Veterans With and Without a History of Traumatic

Brain Injury

Lisa A. Brenner, PhD,”"““ Nazanin Bahraini, PhD,"" Beeta Y. Homaifar, PhD,*"

Lindsey L. Monteith, PhD,*" Herbert Nagamoto, MD,"* Brooke Dorsey-Holliman, PhD,"
Jeri E. Forster, PhD™

stain Mental Iiness Research, Education, and Chinil Center (MIRECT), Denver, CO; Departments of “Pychiatry,
do Denver, Anschutz Medical (ampus, Aurora, C0; and *Veterans

you SA/yes TBL n = 22) completed the

mventory-2. Wisconsin Casd Sorting Test
of both SA aad TEL. No greup

terans with a hisiory of TBI and SA
future self-dwected violence

Objective: To examine the relationship
between executive dysfunction, as a
multidimensional construct (i.e., decision
making, impulsivity, aggression, and
concept formationg and suicide attempts

Design: Observational, 2x2 factorial
design

Setting: Veterans Health Administration

Participants: 133 (No SA No TBI: n=48, No
SA Yes TBI: n=51, Yes SANo TBl: n=12,
Yes SA Yes TBI: n = 22).

Main Outcome Measures: lowa Gambling
Test (IGT), Immediate and Delayed
Memory Test (IMT/DMT), State Trait
Anger Expression Inventory (STAXI-2),
Wisconsin Card Sorting Test (WCST)

Veterans Health Administration RR&D Merit Review Grant Project #D7210R

ROCKY MOUNTAIN
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Results

Estimated Mean IGT Scores by Block
Controlling for Current and Lifetime Dx

On the IGT, all groups

demonstrated learning = Suicide No/TiYes
over the course of the o A Taves

task, except for Veterans
with a history of both
suicide attempt and TBI.
No group differences
were identified on other
measures of executive
functioning ol

|GT Score

No differences on other
measures that were

analyzed in more Rl
traditional manner

IGT Block

ROCKY MOUNTAIN

MIRECC
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Cognitive
Deficits

AN

o T—-—--
= R =

TBI-related sequela (e.g.. cognitive deficits, feelings of hopelessness) may lead to difficulty finding solutions when faced with
stressful life events. Resulting distress further impairs problem solving abilities. When successful solutions cannot be found,
suicide may appear to be the only option.
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PST-SP
Problem
Solving Therapy
Strategies
(Emotional
regulation &
planful problem
solving skills)

Creating an Action Plan

Veterans’ Version

| I
e 0 A Facilitate Safety
with Beeta Homaifar, PhD
Lindsey Monteith, PhD P I a n n i n g (ACt i O n
Sean Barnes, PhD P I a n )

Adam Hoffberg, MHS

Georgia Gerard, LCSW - .
ROCKY MOUNTAIN

MIRECC
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Problem Solving Therapy for Suicide Prevention Session Topics

Session

Goals

1. Introduction to problem solving

2. Recognizing and identifying triggers,
warning signs & crises

3. Problem solving steps

4. PASTA: A strategy to help with triggers &
warning signs
5. Unbhelpful thinking & problem solving

6. Thoughts are thoughts

7. Assessing and brainstorming

8. Consider and choose: Pros & cons of each
solution

8. Developing & evaluating SMART problem
solving plans

10. Fight on!

Introduce group members, present PST
overview

Learn about crises and triggers, learn warning
signs can lead to a crisis

Learn specific steps to solving a problem
(ABCDEF)

Learn techniques to handle stress when feeling
triggered

Learn to identify unhelpful thoughts that make
it hard to problem solve

Learn strategies to lessen impact of unhelpful
thoughts and ways to come up with more
helpful thoughts

Learn to clarify the problem and brainstorm
solutions

Learn to evaluate pros & cons and choose a
solution

Learn to develop a SMART plan to understand
what is needed to solve the problem

Review take-away messages from past classes

Note. PST = problem solving therapy

ROCKY MOUNTAIN

MIRECC
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Stress

/

Problem Solving Ability

Problem solving ability withstanding everyday stress

Stress

=
Problem Solving Abili

When stress increases, the ability to solve problems can fail

Problem Solving Ability

Problem Crisis
Solving Response
Skills Plan
| If you apply the skills you learn in this class — your ability to cope with stress will increase | )
_— — ROCKY MOUNTAIN

MIRECC
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PST Strategies- Emotional Regulation

*Discuss importance of understanding warning signs and
trigEers before learning problem solving steps (can’t solve a
problem if we don’t know that a problem exists)

*Make the connection that triggers can lead to warning signs
and that they are connected and can influence each other

*If warning signs are not recognized or ignored, it can
“snowball” into a crisis

OOOOOOOOOOOOO

MIRECC



PASTA

Pause, Aware,

Slow Down, Think & Act

A strategy to help with Triggers &
Warning Signs
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Safety

Planning — Creating an “Action Plan”

Action Plan

Step 1: Warning Signs for a crisis

Step 4: People whom I can directly ask for help

1. Phone:
2. Phone:
3: Phone:

Step 2: Coping Strategies thatdo NOT involve contacting another person

Step 5: Professionals or agencies | can contact during a crisis
Denver VAMC Toll Free Number: 888-336-8262

1. Clinician Name Phone:,

Clinician Pager or Emergency Contact #:

2. Clinician Name Phone:,

Clinician Pager or Emergency Contact #:

3. Local Psychiatric Emergency Services: Denver VA Medical Center

Psychiatric Emergency Services Address: 1055 Clermont St., Denver, CO 80220

Psychiatric Emergency Services Phone: 303-393-2835

4. VA Suicide Prevention Resource Coordinator Name:

VA Suicide Prevention Resource Coordinator Phone:

5. VeteransCrisis Line: 1-800-273-8255, Press “1” to reach a VA Mental Health Clinician,
Text to 838255 or Confidential chat at VeteransCrisisLine.net

Step 3: People and social settings that provide distraction

NAME/PHONE:
¥ 7/
2 /
3. /

SETTING:
Place1:

Place 2:

Place 3:,

Step 6: Making the environment safe

ROCKY MOUNTAIN

MIRECC
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Safety Planning — Creating an “Action Plan”

e Safety planning has become the standard of care within
the VHA for Veterans who are at high risk for suicide

* |tisincorporated into PST-SP to assist participants with
problem solving during a crisis

e |nitial safety plan is completed during session 1

e Safety plan is updated during each session to incorporate
content that was discussed

NNNNNNNNNNN
Department of Veterans Affairs, Department of Defense, 2013 M I R E C C



PST Strategies- Problem-Solving Steps
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Assessed for eligibility (n=85)

» | Excluded (n=68)
+ Not meeting inclusion criteria (n=66)
+ Other reasons - unable to contact (n=2)

Time 1 Baseline Assessment (n=17)

+ Lost to follow-up, did not complete
baseline (n=11

Allocation

Assigned to intervention (PST-SP) (n=16)
+ Received 2 50% of PST-SP sessions (n=13)
+ Did not receive = 50% of PST-SP sessions (n=3)

- Did not attend any sessions (n=2)
- Dropped out after 3 sessions (n=1)

N oo

+ Completed follow-up assessment (n=13)
+ Dropped/Lost to follow-up (n=3)
Reasons: No contact (n=3)

+ Baseline analyzed (n=14)
+ Baseline not analyzed (n=2)
- Did not attend any sessions (n=2)

+ Follow-up analyzed (n=13)
+ Follow-up not analyzed (n=3)
N nat enmnlate fallawe-in assasameant (n=31

ROCKY MOUNTAIN
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Did you benefit from the intervention [WtoH]?

Yes. Yes. Yes, most definitely. I’'m not contemplating
suicide at this moment. | don’t even want to think
about it. | want to see tomorrow. And this class has
helped me have those thoughts that make me
want to keeping living.

ROCKY MOUNTA

MIRECC
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Use your smartphone to visit the
Rocky Mountain MIRECC website

-'E

@RMIRECC
@LisaABrenner

WWW.mirecc.va.gov/visnl19
Lisa.Brenner@va.gov

Many thanks to our funders and collaborators

MILITARY -9
U.S. Department
of\/etecr[z);:ll;r’:&illirs SUICIDE RESEARCH
CONSORTIUM
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