Cyberseminar Transcript
Date:  June 12, 2017
Series:  Suicide Prevention
Session:  Cognitive Behavior Therapy for Suicide in Veterans with Substance Use Disorders
Presenters: Erin Goldman, LMSW; Mark Ilgen, PhD 

This is an unedited transcript of this session.  As such, it may contain omissions or errors due to sound quality or misinterpretation.  For clarification or verification of any points in the transcript, please refer to the audio version posted at http://www.hsrd.research.va.gov/cyberseminars/catalog-archive.cfm

Molly: And without further ado, we are just approaching the top of the hour. So I would like to introduce our speakers today. Joining us we have Dr. Mark Ilgen. He’s a clinical psychologist and investigator at the VA Center for Clinical Management and Research at Ann Arbor, Michigan.  He’s also an associate professor in the Department of Psychiatry at the University of Michigan.  Joining him today is Erin Goldman. She’s a clinical social worker and research therapist in the Department of Psychiatry at University of Michigan. I’d like to thank our presenters for joining us today. And at this time, Dr. Ilgen, are you ready to share your screen?
Dr. Mark Ilgen: Yes, I am. Clicked on the button. Let me know if it worked. 
Molly: We are good to go. Thank you.
Dr. Mark Ilgen: Great.  Thank you for the introduction and the chance to talk today about suicide prevention in Veterans with substance use disorders. And the bulk of the work that I’ll be describing today is supported by a grant from the Department of Defense. Although, all the work for that study is being conducted within the VA and in particular within Veterans who are receiving care for substance use disorders from a VA drug and alcohol treatment program. This is a large multi-site randomized control trial. And as a result, there are a lot of people involved in this project. They’re listed on your screen here. There are two sites to the grant. One is in Michigan and the other is in Colorado. 
And I just want to highlight a few people here. In terms of investigators, Jen Olson-Madden and Lisa Brenner head up the Colorado side of the project. And also Amanda Price, as a member of our team, is the lead study coordinator and really keeps us all on track and helps keep the study rolling. And I certainly appreciate the help and involvement of everyone that’s on this slide. This is a complicated study, and very high risk Veterans. And pulling it off carefully and thoughtfully and ethically requires a lot of team work and a lot of effort. I appreciate everyone’s help who’s listed on this slide.
So for today we’re in the somewhat unique position of talking about a study that is still ongoing. So we do not have results yet showing whether or not this CBT intervention actually works to prevent suicide in the specific population of Veterans with substance use disorders.  So for today we want to focus on what we do know, and what we feel confident about, and leave the discussion of results for another day. 
In terms of the structure for the talk, I’m going to be talking about the literature that exists linking substance use disorders to suicide risk in the overall population, and specifically in Veterans. And then talk a bit about our rationale for the study design, which is also a rationale for why drug and alcohol treatment programs may want to be more actively engaged in suicide risk management and suicide treatment in their patients. And then, I’ll hand off, about midway through the talk. And then Erin, who’s one of our CBT therapists on the trial, will talk about, from her firsthand experience, delivering the intervention to Veterans with substance use disorders, and also highlight what are the core elements of the intervention approach that we use and might be useful to others.  
So before we get into our talk, we can’t see who’s out there as we speak into the phone for cyberseminars. So please, it would be great if you could take a moment just to tell us who you are and what your primary role in the VA is. 
Molly: Thank you. So for our attendees, as you can see up on your screen, you do have the first poll question. So please take just a moment and fill this out. We’d like to understand what your primary role is. We understand that you may wear many different hats while at the VA. We’d like to find out your primary role. So just go ahead and click the circle right there next to your response.  And it looks like we’ve already got about close to 80% response rate. That’s great. So we’re going to go ahead and close this out now and share those results. It looks like 8% of our respondents selected researcher; 61%, clinicians; 6%, student, trainee, or fellow; 6%, administrator; and 18% of respondents selected other. For those of you that selected other, please note that at the end I will put up a more extensive list of job titles, and you might find your exact one there to select. And we’re back on you, Mark. 
Dr. Mark Ilgen: Great. And thanks for telling us what your role is. And it does seem like we’re predominately talking to a clinical audience. And obviously, clinician can mean a lot of different things. But my interest in this topic area grew out of an internship placement in a drug and alcohol treatment program, and seeing what goes on there and what doesn’t go on in terms of management of suicide risk. So I think a lot of what we’ll be talking about is colored by our interest in talking to clinicians, probably in general and in particular drug and alcohol treatment providers, to think through what could be done in those settings to reach Veterans at risk for suicide. 
So why talk about substance use disorders and suicide risk? Some ways, I think, that substance use disorders are a little under the radar as risk factors for suicide. Often you hear about depression, bipolar disorder, PTSD in the VA as conditions to be concerned about when you’re thinking of high-risk Veterans. But there’s a long history of research linking substance use disorders to increased risk for suicide. And this comes from survey data. This citation here is from the National Comorbidity Survey, indicating that if you meet criteria for substance use disorder, you’re about six times more likely to also make a non-fatal suicide attempt. If you look at individuals who died by suicide, you’ll see that substance use disorders are over-represented in individuals who are in suicide decedents, compared to other relevant comparison groups.
And also if you look at autopsy data, you see that acute intoxications, so this isn’t a substance use disorder but this is more acute impairment at the time of death, is present in about one in four men and close to one in five women who died by suicide. So this type of research is somewhat messy and challenging. But even if the estimates themselves vary from sample to sample, it’s pretty clear that intoxication and, at the very least, alcohol use are common in individuals who died by suicide. 
We’ve done some work looking at the VA’s electronic medical record and trying to link different diagnoses to risk of suicide mortality in VA patients. And in that work, substance use disorders as a group of disorders are consistently linked to a greater likelihood of dying by suicide at a level that’s comparable to other mood disorders and other anxiety disorders. This is a more recent set of findings led by Kip Bohnert, here in Ann Arbor, that’s looked at the link between different substance use disorder diagnoses and the likelihood of dying by suicide in approximately 4.8 million VA patients. And if you look at the top row here, if someone’s diagnosed with a substance use disorder in men, they’re a little over two times more likely of dying by suicide. And in women, they’re close to six times more likely to die by suicide. 
And that finding is true as you look down the rows here, which look disorder by disorder or class of disorder, where the different substance use disorders have a relatively similar association to one another with suicide. But the magnitude of association is stronger in female VA patients than in male VA patients. The one disorder that kind of jumps out as having a particularly strong risk of suicide is [unclear 9:03] sedative use disorders. And you can see in women the hazard ratio is particularly stunning as a risk factor for suicide. But it’s also important to realize that these are relatively rare disorders within the VA data. So even though these individuals are at a very high risk for suicide, they also make up the minority of patients in the VA who died by suicide and even the minority of patients with substance use disorders who go on to die by suicide. 
So beyond just the diagnosis of substance use disorder, what role does acute substance use play in suicide risk? And this is a somewhat controversial topic where there’s a debate about whether drinking or drug use might enhance someone’s likelihood of engaging in suicidal behaviors. And Courtney Bagge in Mississippi, I think, has does one of the best jobs of getting at this question in detail. She uses a timeline fallback method among individuals who’ve made a suicide attempt, compared days when they were drinking to days when they were not drinking, and how those relate to suicidal behaviors. And she finds that consuming alcohol in general, and then, in particular, heavy alcohol consumption are associated with a much greater likelihood of engaging in suicidal behaviors on those days than on other days. 
So how do you put all this together with information about diagnostic information, acute use? I didn’t highlight it here, but clearly a lot of these factors correlate with other known risk factors for suicide. And what does this mean for understanding suicide risk among individuals with substance use disorders? 
This is a model that Ken Conner developed. And we did a chapter on it a few years ago now. And it highlights the fact that substance use disorders, in and of themselves, are what we’re referring to here as distal risk factors for suicide, or ongoing risk factors for suicide. So if you have the disorder, you’re likely to be at risk for suicide in the short term and over the long term. And that is likely due to some of the characteristics of having a substance use disorder, and also some factors that correlate with having a substance use disorder, such as mood problems, a greater propensity to engage in aggressive behaviors, and greater impulsive personality style. 
In addition to those long standing risk factors, acute use of a substance can be an activating event that increases someone’s likelihood of engaging in suicidal behaviors. And so there are indirect effects from the diagnosis to the attempt through current use of substances, and also current negative mood and the interpersonal stressors that also go along with having a substance use disorder. So comprehensively addressing suicide risk in those with substance use disorders involves both dealing with the longstanding risk factors as well as current use. 
So given those relationships and the consistent findings that substance use disorders relate to suicide risk, it’s not too surprising that individuals that works in drug and alcohol treatment settings are really on the frontlines for treating individuals at risk for suicide. And a few studies have supported this, showing that prior suicide attempts are common. And suicidal ideation is also common when patients show up to drug and alcohol treatment. 
There is some sense that engagement in drug and alcohol treatment reduces the likelihood of future suicidal behaviors, but also that there may be points of missed opportunities. So we did a study where we looked at all Veterans in the VA who were diagnosed with a substance use disorder and died by suicide. And then we looked back in time at what was going on the year prior to death. And we found approximately a third had been in drug and alcohol treatment in the year leading up to their death by suicide. So this is clearly a potential chance to make an impact and reduce suicide risk. But in the case of those who died, obviously, that, something was missed, and we weren’t able to prevent the Veteran from dying by suicide.
So this is part of our rationale for why it’s important to work within drug and alcohol treatment settings to reduce suicide risk. And there are a lot of advantages when you’re thinking programmatically about why you might want to look at an episode of addiction treatment as a good time to intervene and reduce suicide risk in Veterans with substance use disorders. And a lot of these have to do with the fact that when someone is showing up to addiction care, their lives are at least somewhat less chaotic than what they are when they’re actively using. And they’re at a period of time where they’re motivated to rethink their lives, to make changes, and also hopefully engage a little more in intervention while they’re within treatment. 
So what we wanted to do was to use the episode of addiction treatment to overlay some sort of intervention approach to reduce suicide. And when we looked at what are good potential interventions to use in addiction treatment, we adopted a format based off of Wenzel, Brown, and Beck’s suicide prevention approach, their kind of CBT for suicide prevention manual. And there is good evidence that this type of approach is effective in reducing suicidal behaviors. 
When we undertook our study, there was really only one randomized trial examining CBT for suicide. And that’s Brown et. al’s 2005 paper in JAMA. That’s in this upper left-hand corner as you look at the slide. And what you see here is a pretty nice separation between groups where individuals in the cognitive behavioral group are much less likely to attempt suicide than those in the control group. For that study, they recruited people who were treated in the emergency department for a suicidal crisis. 
Since that initial study, David Rudd and Craig Bryan did a trial in military personnel where they found that CBT also reduced the likelihood of suicide attempt. This group, they were active duty military personnel, were recruited after an inpatient psychiatric stay. But again, you see pretty consistent findings with the prior Brown trial, where the CBT group is less likely to engage in suicidal behaviors. And the effects are seen out many months from treatment entry. 
So for the present study, what we wanted to do is test the efficacy of CBT modified for individuals with substance use disorders versus a comparison group that, for this study we have an attention control condition where patients in the control condition receive the same number of contacts with a therapist as do the participants in the CBT condition. This is a unique feature of the study that helps us control for other non-specific effects of the intervention. And we’re comparing those two conditions on measures of suicidal thoughts and behaviors over a two year follow-up interval.  And as I mentioned before, we’re split between Colorado and Michigan, with the sites listed there. 
For the CBT protocol, we’re using a manualized approach based around Brown’s work. I think in comparison to the approach that Greg Brown uses, and there’s actually another ongoing study that Marshawn Holoway’s conducting, our approach is more manualized. I think it’s a little more scripted in terms of what we do in the sessions. But we wanted to keep our intervention to four sessions. And we wanted them to occur pretty rapidly during what we viewed as a somewhat narrow window of time to have an impact for Veterans with substance use disorders. So we delivered our intervention two to three times per week, over around a four week interval to cover all the content of the intervention. And this trial is overlaid on top of an episode of CBT for substance use disorders. 
The study itself, in terms of where we are, we’ve recruited about 60% of our participants. And the overall delivery is going well. About 70% of participants have completed all eight of our therapy sessions, which is actually a fairly high percentage given the chaotic nature of the lives of many of our participants. And our follow-up rates are approximately 80%. So study’s going well. But as I mentioned at the start of our talk, we don’t yet have findings on the study effects. 
So this is the phase of the talk where I’m going to hand off while we have a polling question here. And then Erin’s going to take over and talk about what our intervention looks like.  
Molly: Thank you. So for our attendees, if you’ll go ahead and fill out our second poll question now. How confident do you feel about treating suicidality: very, somewhat, a little, or not at all? Go ahead and take your time to respond to this anonymous poll. Alright. It looks like we’re right up again. About 80% response rate, that’s great. So I’m going to go ahead and close out the poll and share those results. It looks like 23% of our respondents selected very; 57% selected somewhat; 14%, a little; and 6%, not at all. So thank you to those respondents. And I’m going to turn it over to you now. 
Erin Goldman: Sounds good. Thank you. And those results are just what we would expect to see.  You know, when we’re talking about confidence in treating suicidality, most of us don’t feel incredibly comfortable in talking about suicide. But to feel confident, really what we want is knowledge and skills to feel confident. And the more often we can do this, the more confident we feel, the more comfortable we feel. And we’re hoping that this presentation will help you to seek out more knowledge and skills about providing this kind of treatment. 
So what I’ll be presenting today is the cognitive model for suicide, which will help sort of conceptualize treating suicide as a treatment issue. I’ll talk a little bit about the structure of the therapy sessions. And I’ll go through a case example to show some of the details about what happens in the sessions. I wanted to present a quote from Edwin Schneidman, who would be considered one of the founders of suicidology that’s sitting for this presentation. “The moment that the possibility of stopping consciousness occurs to the anguished mind as the answer or the way out, then the igniting spark has been added and the active suicidal scenario has begun.” 
So the question for us as clinicians and researchers really is, where and how can we intervene? CBT for suicide is fairly unique, in that we do treat suicide as the primary focus of treatment. And we do that with the collaborative agreement with the patient. And once that’s gained, what this means is we’re really going beyond what we would typically do to talk about suicide. When we’d typically look at a risk assessment, we’d have our check list of questions. And we would be able to determine, what’s the risk here? Is there imminent risk of harm? And then what do about that? 
So really what we’re doing is going beyond that, to get an understanding for the clinician and, more importantly, for the client about what the role is of suicide in their life, over time, how is it developed? What is the relationship between their substance use and their suicidality? And so what this means is that the therapeutic report really shifts. It really changes. Once there’s an established agreement that suicide will be the treatment focus and that it can be talked about honestly and openly, the therapeutic relationship changes and becomes intimate. And this collaboration will allow for more in-depth work with the patient on what has so far been very private, secretive thoughts and feelings, those related to suicide. So that means the therapist really needs to have a level of comfort in talking about suicide, an ability to talk about it differently, all aspects of it, not just risk assessment, and in a way that’s non-judgmental. 
I want to mention here what we’re seeing as some of the relationship between substance use and suicide. And some of it is what we would typically think of. When someone becomes high or intoxicated it may decrease their inhibitions, increase their depression, or increase their agitation.  Or the drug of choice may end up being their method of a suicide attempt. But what we also see are less obvious ways that the substance use comes into play. And that is really through core beliefs. And that is observable really across all time dimensions. So if the person has a relapse, they may label that as a failure. They may look at their past in the way that the loss that they’ve had, the changes in their life because of their drug use, and believe that they have failed at life, or that they’ve failed their family. And as they look to the future, often they’ll feel hopeless that they’re able to beat their addiction. And those things all can play into this suicidality. It’s important for us to understand this, and for them to understand as well. 
So the primary goal of CBT for suicide is to reduce the likelihood for future suicide attempt. And we do this by increasing the patient’s skills for coping with difficult situations and building a sense of hope through positive action and a connection to social support and other resources. I want to go over the cognitive model for suicide a little bit.  This is based on the theoretical basis that there are schemas, or fairly stable ways of thinking about or interpreting stimuli. We’ll address two primary schemas found in suicidal thinking. Obviously there are more. But the most common are hopelessness and unbearability. And these schemas can be activated by certain stressors in life. 
Another theoretical notion that’s important to remember is that the more often someone has become suicidal, the more often and more easily their suicidal mode can be activated. So the purpose of CBT is to help patients learn how to recognize the potential for becoming suicidal, by being aware of these thoughts that might happen and might get activated, and to curtail that activation by learning skills and strategies. So you can see how focusing on suicide and directly addressing working with suicidal thoughts is important. Because if they’re not addressed, specifically, those schemas may continue to get activated under stress, no matter some of the other changes that that person has made in their life. 
The session process or structure is going to look very similar to general CBT structure. So we open with a check-in. We do an agenda collaboratively with the patient. Each session they’ll be assigned homework that’s based on what’s being worked on. And they’ll practice that during the time between sessions. And then also we are doing a pre- and post-session safety assessment. You know, we’re doing research so obviously we want to collect data on this. But any time that we’re working with especially higher risk patients around suicidality, it would be a good idea probably to do this at the beginning and end of sessions, anyway, to keep a real close eye on where the suicide risk is. And whether or not some of the content being talked about in the sessions, because the focus is suicide, to keep track of whether or not that’s impacting their suicide risk. 
In the early phase of treatment what we’re doing is orienting the patient to the basics of CBT. One of the nice things about this is that, this orientation, is that many participants who are also going through substance abuse treatment, especially IOP, are already familiar with CBT concepts and can smoothly transition using those concepts to their suicidal ideation. So we also set goals specific to suicide ideation behavior. And then we do a review of their suicide history: history of attempts, self-injury, risky behavior, and get a basic understanding of what the relationship has been between their substance use and their suicidality. 
We do a narrative timeline, which I’ll go into what that is in a little bit and talk about coping skills. And we create a safety plan. And the safety plan that we do is sort of a living document. It’s something that we continue to address throughout their treatment, making revisions, adding skills and strategies, that sort of thing, until the therapy is completed. 
In the middle phase, this is where the bulk of the CBT techniques and skills are learned. So we’re beginning with behavioral activation and using coping skills, increasing pleasurable activities, and creating a hope kit. Which again, I’ll go into in a little bit what exactly that is. And then moving on to cognitive restructuring, focusing on thoughts and beliefs that are specifically related to suicidal ideation and behavior. And then we will, with them, we’ll create coping cards based on some of those things that were talked about. 
In the later phase of treatment, the primary intervention in the phase is the relapse prevention task. So this is the opportunity for the patient to practice the skills that they’ve learned, and for them, the patient and the therapist, to assess their ability and efficacy in getting themselves through a crisis using those skills and strategies. And then, of course, we have a termination session. Because this is shorter-term treatment, termination kind of happens from the beginning. We start talking about what that’s going to be like all along. But there is a specific session set aside to talk about termination, as well. 
So at this point I’ll introduce to you a fictional patient who is a fairly typical client for us. Working with Veterans, you have substance use disorders. And I’ll use this case example to highlight some of the interventions used in these sessions. So this is Tom, a 60-year-old male, Vietnam Veteran, currently homeless, and living in a shelter. He has a long history of drug abuse and suicidal ideation. He’s made three attempts, with the first attempt being at age 13. He’s been through multiple trials with substance use treatment, a number of losses and life changes due to his drug use, [such as 29:09] damaged relationships and limited social support. 
So here we’re using an adapted version. This is in session one. We’re using an adapted version of Linehan and Comtois’ Lifetime Suicide Attempt and Self-Injury Interview. There are other tools that you can use, obviously, to get this type of information about suicide history. This happens to be the one that we are using. So there are a series of questions about the first, the most recent, and the most severe suicide attempts, as well as self-injury or risky behavior, which can be incredibly informative, both for the clinician and for the patient, about the person’s history of self-directed harmful behavior.
Many patients, when they do this sort of first page of talking about previous suicide attempts, might endorse one or two suicide attempts. And then when they go to talk about self-harmful behavior in the past or risky behavior, they actually will realize that they’ve had many more incidents where they’ve come close to death, or close to making some kind of an attempt. So it’s a very eye-opening and powerful clinical experience for them, but also good information for us to know, just to know what to work on in the future sessions. 
So for Tom, you can see this is his most recent attempt. So I’d ask about the date of the attempt, how substances were involved, what was their intent, and what happened next. And for Tom, he had very little self-injurious behavior in his past. Okay. So that gives you a knowledge of the extent of their suicidal behavior. 
One other thing that we do that I want to point out is called the inventory of thoughts. And actually this is homework from session one to two. And this is a checklist of thoughts that the client is asked to fill out on their own, positive and negative thoughts. And when they bring it back, as you can see, there are some stars here, where I ask them and might give them a pen and say, you know, “mark those thoughts that are most associated with thinking about suicide or going down that sort of spiral or downhill toward thinking about suicide”. So right off, early in treatment, we’re helping them to conceptualize the connection between those thoughts and their suicidality. 
Next is a narrative timeline. This is one of the fundamental paths of CBT for suicide. It provides a picture of the process of a suicidal crisis: what happens, what types of thoughts and feelings and behaviors lead the person to becoming actively suicidal. And again, this is a helpful tool for case conceptualization. You don’t do a lot of intervention here. But we’ll really allow the clients to tell their story from beginning to end. And usually I’ll ask them to choose a suicide crisis, probably from their, the LSASI that they did at the beginning, one that is either most recent, or one that’s fairly acceptable in their memory in terms of the amount of information they can remember, the emotions that are attached to it as a real life example of a crisis, so that we have that baseline to work with. So we know, we have an example to apply some of the things that they’ve learned.  When providing the rationale to the patient, we want to let them know that this isn’t about re-experiencing a crisis, but providing that example to work on. So this will be revisited in a later phase of treatment. 
So you see here for Tom, he talks about the loss he experienced and the thoughts of hopelessness that he was having at the time, and how those thoughts spiraled downhill, leading to a decision to act upon his thoughts. Though not much interaction with a therapist, it is helpful to help the client elaborate on how they got from distressing thoughts to the decision to kill themselves. This will help sort of determine where that suicide mode was activated and where some of the interventions will really need to be focused. 
In the middle phase of treatment one of the things that we do is create a hope kit. Or, really, the participant client creates a hope kit. This is something physical, concrete that the client creates that they can go back to when they’re feeling down or starting to have suicidal thoughts. It could be a shoe box, coffee can, envelope. And it contains things that are important to them, like pictures of family, symbols of accomplishments. I’ve had participants often put in, besides pictures of their family, their children, they might put an AA chip. They might put a certificate they gained in some kind of educational or work-related accomplishment that they’ve had that they’re proud of. And I think the action of creating the hope kit is just as important as having it to go back to. That this is really a purposeful action of collecting things that are important to the person and keep them to remind them of the reasons that they want to keep living.  
So then when we start the cognitive restructuring portion of the treatment, one of the activities that I just want to point out is called 3 C’s: catch it, check it, and change it. Really helping people to identify the thoughts that come up for them that lead to suicidal thinking and practicing challenging those. This is a very simple, step-wise sort of worksheet that seems to be very helpful for participants or for clients. They can take it home. They can practice it on their own. 
And here are the coping cards that we have. Again, you can see there’s a coping card for an automatic thought, for a core belief, and also some coping skills for when they’re feeling suicidal or having urges to use, and the goal that they might want to remind themselves about. This is a key take-home for clients. So not only are they filling it out with what information they find relevant, but also we’re talking with them about the logistics. Where will you keep this? Will you put it in your wallet? Will you put an extra copy in your car? What kinds of situations can you imagine bringing these out for and using? 
In the later phase of treatment, we will do the relapse prevention task, which is another fundamental task or activity in this model. The client gets the opportunity to go through a sort of dress rehearsal to practice the skills that they’ve learned. So we’ll pull out the narrative timeline that I showed you earlier that they did earlier on in therapy, give an explanation and a rationale for why we’re going through this again. Again, it’s not to re-experience a traumatic event, but to imagine going through a real-life crisis, and actually imagining using those strategies that you’ve learned to get yourself through a crisis. So we’ll get the instructions. We’ll review the narrative timeline with them. And then I’ll actually give them a red pen or something like that, where they can write down at points across along the narrative timeline where they can see themselves using certain skills or strategies that they’ve learned. 
And then after that they go through an actual imaginable closure activity where they literally close their eyes and imagine themselves going through that experience, now using the skills that they’ve learned. 
And then, of course, they’ll go through a debriefing exercise. And this can be a good opportunity for both the patient and the therapist to assess how well the client is able to get themselves through a crisis. And then, again, the termination session will be sort of a review of their progress, going back to the goals that they set early on in therapy. How have we done addressing those goals? What was most helpful? And what do you take with you? In our sessions we do, it’s fairly brief. And so a lot of times we’re planting seeds. And some of this termination discussion is what have you learned? And what’s been important to you? And what can you take with you into other therapeutic contexts, so individual therapy or groups that you’re in? And getting feedback, obviously, from the participants is also helpful. 
I wanted to mention, just sort of anecdotally, some of the things that I find that participants say that they’ve really enjoyed about this particular model of therapy. Many of them have said that they like the fact that these therapy sessions are at the same time as their IOP, or outpatient therapy, that that overlap and focus and use of CBT helps them in both areas. And I find that they’re really appreciative of that. Many of them have commented that they like the frequency of the sessions, that they like meeting twice a week. It helps them to stay focused on what we’re working on. And overwhelmingly people have said that they really have appreciated the opportunity to talk in this way, in an in-depth way, about suicide and not feel judged about it. And I think that’s a really powerful, powerful experience for them.
And I think for clinicians, if you are interested in doing this kind of work and want to do CBT for suicide, I would just strongly recommend that you seek out consultation and supervision, and take care of yourself. But this is very rewarding work. And it can also be very intensive. And I think it’s important for us to remember that, that it’s really good work. And we have to take care of ourselves to keep providing good work.
Alright. So you’ll see we have a page of resources. If you are interested in looking further into doing CBT for suicide, this is a good place to start. The SAMHSAs document, the TIP 50, Addressing Suicidal Thoughts and Behaviors in Substance Abuse Treatment. That will give you some ideas for clinicians, and also for administrators, into how to set up suicide specific treatment within your agency or clinic. And then the other is Wenzel, Brown and Beck’s book that we mentioned earlier. That’s a great place to start. We also listed our references here if you would like to refer to those. And at this point, we are ready to take questions. 
Molly: Thank you both very much. So for our attendees, to submit your question or comment, please use the control panel located on the right-hand side of your screen. Just click the arrow next to the word “questions” down at the bottom. That will expand your dialogue box. And you can submit your question or comment there. And we will get to them in the order that they are received. The first question: Do you have information related to the means of suicide for those who died with an SUD?
Dr. Mark Ilgen: Yes. So we’ve looked at that topic and examined in what ways Veterans who are dying by suicide are using as a means. In the VA, most Veteran suicides are firearm related. And that’s true whether it’s in Veterans with substance use disorders or not. In those with substance use disorders, they are somewhat more likely to use overdose as a means compared to other Veterans. But, you know, I don’t remember the specific percentages. But I want to say around 70% to 80% are firearm-related in the overall VA. And it’s about 10% lower in Veterans with substance use disorders, with those attempts going towards overdose instead of firearm related. 
Molly: Thank you. I know a number of people have written in to mention that the handouts that they downloaded are different than the ones that were used during the live presentation. Have no fear. I will be getting the most up-to-date copy. And we will be switching them out online after the session. So you can always refer back to the reminder email and use the same link to download the newer copy later. 
Okay. The next question: Is the suicide prevention therapy done concurrently with SUD treatment while Veterans are in SUD treatment program?
Dr. Mark Ilgen: Yes. So I think that is a unique aspect of this study compared to the other trials that have been done for CBT for suicide. So what we’re doing is overlaying this research project and then the CBT intervention on top of an episode of drug and alcohol treatment. And as Erin mentioned, I think we found that to be a strength of the approach, in that participants will often mention, when we’re talking about cognitions or using different behavioral strategies to respond to stressors, that what we’re talking, as it relates to suicide, is very similar to what they’ve been discussing with their clinicians related to substance use. And they’re able to find those commonalities. And I think it feels cohesive. And it feels good to them to find those similarities. 
Erin Goldman: And sometimes what that might even look like, for here, where I am, the IOP might be running for a morning session three days a week or an afternoon session three days a week. And so we often will try to coordinate our sessions around those. So they may, in fact, come in for an individual session with us, have a bit of a break, and then go right in to their IOP group. And it may seem like it might be too much. But I have found that it’s really not, that it really does help to consolidate the things that they’re learning. So I haven’t found that to be a problem.  
Molly: Thank you. The next question: Have you used any of the virtual hope boxes for smart phones? And what do you think of them, if so?
Dr. Mark Ilgen: I can say that I think they’re a great idea. We haven’t formally used them in our research. Anyone who’s tried to use different types of technology in VA research knows that there’s certain challenges that go along with that. So they are not a formal part of our study. But has it come up where Veterans have discussed those? 
Erin Goldman: I haven’t really had Veterans who have used it. It is sometimes mentioned. And sometimes we’ll have Veterans who want to use their smart phone, say, and take a picture of the hope kit that they create. So it’s kind of a virtual hope kit that they can carry with them on their phone. So it’s a similar idea. 
Dr. Mark Ilren: But I think it’s a great resource and a great idea for people to use. I don’t think it’s as integrated as well into our study as it might be if we were just delivering this on our own, as opposed to being part of a research study.  
Molly: Thank you. Can you speak to the prevalence of other comorbid disorders, particularly PTSD, in your sample?
Dr. Mark Ilgen: I don’t know the exact data on the prevalence of PTSD. We do not have any exclusion criteria around PTSD. So I would assume it is fairly common in our participants. You know, one of the things that we struggled with when thinking about how to design this study and how to design the intervention, was the fact that the participants we were seeing were facing so many challenges and had so many comorbidities, usually some sort of affective disorder, an anxiety disorder. Our rates of unemployment are very high. I think less than a quarter of our participants are in a stable relationship. Housing is an issue. So there’s so many challenges being faced by the Veterans, it’s often a little intimidating, figuring out how to start. But what we chose to do is really make suicide the focus, and dive right in to focus on that topic, in some ways downplaying the role of other comorbid conditions. Although they frequently come up when someone’s talking about the stressors they’re facing, or that they use substances in order to help themselves sleep because of their PTSD. I mean it’s certainly a topic that comes up,but it’s not, we try actually, intentionally, to not make those other challenges the focus of what we’re doing. 
Molly: Thank you. This person writes: Is it possible to get a copy of the thought record sheet you used for the Vet in the example you just presented?
Erin Goldman: Yeah.  I think I have a whole packet of Tom. So I would be happy to share that as well. I didn’t include all of the activities for lack of time. But, yeah, I’d be happy to share that as well.
Molly: Excellent. So that person can just go ahead and contact Erin offline. The next question:  Is there a specific contact through the VA to provide consultation for this type of treatment that we can utilize?
Dr. Mark Ilgen: That’s a really good question. I am not aware of a point person for CBT for suicide prevention within the VA. There are a number of places where I’ve heard people are delivering this type of treatment. And certain people that do CBT suicide research are in the VA or affiliated with the VA. So there are certainly researchers who do this work. I don’t know of a source of supervision and consultation within the VA that could help deliver this type of care. 
Molly: Thank you. The next question: Do you ever reality check the Veterans military experience, for example DD 214 “Tom”, would have had to have served at the age of 15 to be a Vietnam Veteran. 
Dr. Mark Ilgen: So we definitely are not going through and reality checking all the details. I think what you’re seeing with Tom is we intentionally did not want to disclose any participant information. So we made him up based on four or five common participants. So any errors in math just reflect our own inability to combine across case examples.
Molly: Thank you. How do these tools compare to complementary alternative medicine? Oh wait. I might have said that wrong. I used the wrong acronym. How do these tools compare to the CAMS? Sorry. 
Dr. Mark Ilgen: You know, I think a lot of what is done in CBT for suicide is very consistent with CAMS. There are two, so for people who don’t know, CAMS is an approach that was developed by David Jobes. And it’s being researched in a number of different settings, including both active duty military personnel, and I think there’s a VA study as well. And I think a lot of the common elements of CAMS are also there in CBT for suicide. 
So you, in CAMS, develop an agenda. You sit next to the participant and work collaboratively on certain topic areas for the day. You fill out forms together. And all of that is also a part of CBT for suicide. The research on intervention approaches for suicide, I think, grew out of several different locations in the country. And, like a lot of types of psychotherapy, they kind of have their own literature as a base. And then after a period of time, people go back and look for what are the common features and discover there’s actually more alike than different with a lot of these approaches. And I think, that’s my impression of CAMS. I wouldn’t be surprised if five or six years from now, or maybe 10 years from now, these things take a while, the CAMS approaches and the CBT approaches for suicide prevention are hard to distinguish from one another. Do you have other thoughts on that, Erin?
Erin Goldman: Yeah. No. I would agree with that, that they will probably end up melding in some fashion. I think the collaborative nature is probably the most identifiable commonality.  
Molly: Thank you. You may have already just touched on this. I have recently been learning about CAMS treatment for suicide and was just wondering if that treatment was considered for the study versus the CBT protocol that you used. No personal preference here. Just wondering if there are reasons to think about using one EBT for suicide over another. 
Dr. Mark Elgin: I mean, I can answer the “was it considered” part and say that truthfully it wasn’t. Not because I have anything against CAMS. It’s just that Greg Brown’s 2005 paper in JAMA attracted so much attention that when we were looking, we knew we wanted to do something to intervene for individuals with substance use disorders. And then we knew we wanted to use addiction treatment at the point of intervention. So it was kind of around, first, the people who were at risk, then the setting. And then we went looking for what type of intervention approach would work. And at that time the research base was, I think, stronger for CBT for suicide than it was for CAMS. Over time, the research has evolved. I think the research base for CAMS is much stronger than it was then, and you could make the case that that would be where to start instead of CBT, if you were starting from scratch now.
Molly: Thank you. We do have somebody that wrote in and just wanted to say, as a Veteran that spent many months as a VA on the suicide high-risk list, I want to thank you all for the work that you are doing. 
Dr. Mark Elgin: Thank you for sharing that. That means a lot to us. We’ve been impressed by how engaged our participants have been. And there are a lot of disincentives for people to open up and talk their thoughts about suicide and really engage in this type of treatment, mainly because I think people over time have experienced when they talk openly about their suicidal thinking they worry that they are going to be locked up, or somehow the system is going to respond in a way that they don’t like. And so I think it takes courage on the part of people to talk openly about this. And we feel a lot of gratitude for, when people are willing to do that.
Molly: Thank you. Have you found the model has varying effectiveness with age? For instance, OEF and OIF versus Korea, or with race and other socioeconomic factors.
Dr. Mark Elgin: Those are very good questions that, as of now, are completely untested. Part of our study design that we laid out in our proposal was to see whether the intervention functioned differently, especially in the recent, at the time we phrased the proposal “recent returnees”, so the OEF/OIF Veterans. And that’s an analysis we hope to conduct. But right now there’s no data, at least that I’m aware of, on that.
Molly: Thank you. Is there any plan to provide training and consultation for suicide prevention coordinators on CBT for suicide?
Dr. Mark Elgin: So that’s, I’m not aware of an ongoing effort to provide that consultation. It’s certainly something that I think would be a welcome addition to the type of training we provide in the VA. A lot of the elements of CBT suicide, such as safety planning, there are trainings in those. And there are efforts to expand training in those specific techniques. But in my opinion, those are helpful elements of the approach, but the intervention itself feels more powerful feels more powerful when it’s all together and delivered as a cohesive package.
Molly: Thank you. The next question we have: What do you see as the “critical intervention time” for addressing suicidality in SUD patients? For example, after or during an acute admission for stabilization, or just in an IOP?
Erin Goldman: I think in terms of the work that we’re doing, with it being an eight session model, I mean there are times certainly where we see patients immediately after they’re discharged, or even while they’re in inpatient after a suicide attempt. So I think any or all of those situations are appropriate for this model.
Molly: Thank you. The next question: Studies have been done on history of “loss” with suicide victims’ psychological autopsies. Is this part of the intake process? For example, premorbid factors, like those done with PTSD or TBI assessment?
Dr. Mark Elgin: So, we do, I think the short answer of the question is, yes, we assess for those items. And from a research perspective, we have questions about prior traumatic experiences and other factors that might be predictive of treatment response. But the intervention does not make that a core focus unless it’s really a part of some of the issues there around activating thoughts or the participant’s schema. We don’t really make that the primary focus of the intervention.
Molly: Thank you. What do you do regarding treatment? Or, what about patients that are actively using?
Erin Goldman: So that happens. And typically the way that we handle that is that becomes just part of what’s discussed in the session. You know, part of that pre-post assessment that we do at every session includes, “what has your use been like over the past week?” And so a certain percentage of the participants we see are currently using. And so that becomes not only diagnostic, but becomes a clinical issue. How much are you using? How safe is that? How much does that impact your risk of suicide? Those kinds of things are addressed then and there, in an ongoing basis.
Dr. Mark Elgin: I think that the issues around use and substance use, we assume that the addiction treatment program is in some ways doing the heavy lifting around the addiction treatment. And then we’re focusing on the suicide part. So to the extent that you can differentiate between those two, we certainly encourage our participants to be actively engaged in the addiction treatment episode, and to try to encourage them to raise issues with their SUD providers in addition to us.
Molly: Thank you. We do have six remaining questions. Are you both able to stay on to finish answering those for the recording?
Erin Goldman: Sure.
Dr. Mark Elgin: Yeah.
Molly: Okay, great. If any of our attendees have to drop off at the top of the hour, when you do exit the session please wait just a moment while the feedback survey populates on your screen. It’s just a few questions. But we look closely at your responses to help improve our presentations, as well as the program as a whole. So thank you in advance. 
Were all of your patients in a position where they were willing to admit that they had a substance use disorder? How would you change your intervention to work with people who do not admit that they have an SUD?
Dr. Mark Elgin: I mean, everyone in our study was recruited during an episode of addiction treatment. So there’s probably variability in the extent to which our participants agree with the diagnosis of a substance use disorder. But they know at the very least that the VA thinks they need to be in addiction treatment. And often there are other external factors that are encouraging them to engage in treatment, such as their housing is contingent on them showing up to a drug and alcohol treatment program. 
In terms of how it would look different in other settings, or if they didn’t buy into the idea that a substance use disorder is part of the problem, I think that would be similar to what Erin was describing with our participants who are currently using. And in those cases, we really try and encourage participants to make links between their substance use and whatever mood problems they’re experiencing, or their current stressors in their life. And usually, even for people who aren’t currently motivated to change their behaviors, they’re able to see some connection between their substance use and their problems.
Molly: Thank you. The next question: Is it possible to integrate whole health coaching to address suicide?
Dr. Mark Elgin: Hm. I’m not sure, I don’t know if I know enough about what whole health coaching is to give a good answer to that.
Erin Goldman: Yeah, I don’t either, to be honest.
Molly: No problem. What is considered evidence-based for suicide prevention aside from CBT SP?
Dr. Mark Elgin: There are a number of different strategies that have been examined as evidence-based, or not evidence-based for suicide prevention. We actually had a slide that – it may be in the slide deck we circulated, but we deleted it for the talk. What you often hear is that people point out that certain common techniques are not evidence-based. So there’s no evidence that psychiatric hospitalization reduces long-term risk of suicide, although it obviously can keep someone safe over the short-term. There’s also very limited, or probably no consistent evidence that treating depression or focusing only on the underlying psychiatric condition can reduce suicide. I think that’s a little more controversial, but there’s not at least consistent evidence that addressing depression, let’s say, with the use of antidepressants, reduces suicide risk.
In terms of what seems to work, there are a few studies of ongoing contacts, like, it’s often called the Motto Study, but carrying letters or carrying contacts with people that help them feel better-supported tend to work. There is emerging literature on CAMS, as we mentioned before. There’s one really impressive study on an approach called ASSIP that is coming out of Switzerland, where they actually videotape someone’s description of a suicide attempt and then work with them to intervene. That’s one, again, that has a different theoretical model, but I think if you look at what we use as the, or what CBT for suicide would use at the relapse prevention stage of the intervention, you’d see a lot of similarities. 
There’s a VA trial led by Peter Britton of motivational interviewing for suicide prevention, and some hope that that could work. So there are a handful of intervention approaches that I think will likely be found to be effective, but they’re still kind of scattered. Oh, I should also point out that DBT has support as a suicide prevention approach. But that mostly comes from women, and is seen as much for non-suicidal self injury as for actual suicide attempts.
Molly: Thank you. The next question we have: What is considered frontline for suicide prevention?
Dr. Mark Elgin: So as I understand it, the frontline would be kind of what’s the first choice. And usually what you’re talking there is just acute risk-management in individuals with, who are at elevated risk for suicide. So you’re often talking about hospitalization and determination of short-term risk management. Frontline more broadly, I don’t know what would necessarily be referred to there. I mean, in the VA obviously we have high-risk lists. Suicide prevention coordinators are actively involved in monitoring high-risk Veterans and linking them up to care. And safety plans are a big part of the care that’s provided. But I don’t know of anything else that would be kind of the initial approach.
Molly: Thank you. Just a few last questions. Is there a specific safety plan format that you prefer and/or use?
Erin Goldman: Well, the one that we use is Stanley and Brown, that I believe was developed specifically for use in the Veterans Administration. That’s the one that we use. There are other forms out there. But that’s what we can see, too.
Molly: Thank you. I have found that often when Veterans present with an SUD, the focus is on abstinence. And suicide is not really addressed unless there is a significant comorbid disorder. Any thoughts on how to address this?
Dr. Mark Elgin: Yeah, I think that that’s pretty common, that suicide gets our attention as clinicians when we’re talking about risk management. But it often does not get much direct focus when it comes to the therapeutic intervention. I think that’s really one of the unique contributions of, actually I was going to say CBT for suicide, but it’s really true of any suicide-specific intervention, including CAMS and ASSIP and other approaches. And that is that instead of just focusing on how do we keep someone safe and how do we limit our liability, we actually hone in on what’s going on around that suicidal thinking and what does that mean? What is the Veteran trying to convey when they’re talking about suicide? And it often takes the conversation in a different direction than where you go when you’re just talking about short-term risk management. 
Molly: Thank you. Working with Veterans who have a long history of activities since adolescence with substance use, and a strong family history, for example parents and such of substance use. Could you speak on moving forward with Veterans who present with SUD history closely connected to past and current relationships with parents?
Dr. Mark Elgin: Yeah. So I’m not sure I’m fully understanding the question there. But we do talk about family relationships in our intervention, but as it relates to the Veteran’s conceptualization of their suicidal crisis and an acute suicide event. So I don’t think we necessarily go into a lot of detail about family history of substance use or family suicidal behaviors, except when they’re raised by the Veteran as relevant to the conversation we’re having. And I think, I guess my answer there would be similar to what we said around other issues like PTSD or homelessness or even depression, is that we tend to assume there are a lot of things going on with the people who are in our trial, and try as hard as we can not to get side-tracked by all of those challenges, some of which we will not be able to address in eight sessions, and we know that, and keep the conversation focused on suicide.
Erin Goldman: And part of the trickiness of doing this kind of work is really being able to weed through all of those different things, and helping the Veteran understand, or help them to communicate what kinds of things are more specifically associated with their suicidal thoughts. So if those things, if their experiences and their family and that sort of thing, are strongly associated with how they become actively suicidal, then certainly that would be talked about. If it’s not, then it sort of might be mentioned and sort of understood as part of their background, but not necessarily pertinent to the here-and-now work that we are doing. 
Molly: Thank you very much. That is the final pending question, but I want to give each of you an opportunity to make any concluding comments you’d like to. I’ll allow whichever of you to go first as you’d like.
Erin Goldman: I really appreciate this opportunity to talk about the work that we’re doing. For me as a clinician, it is an incredibly rewarding experience, and I get excited when I think that this is being shared with others and looked into as a possibility for work with other Veterans.
Dr. Mark Elgin: And I guess for me, likewise. I really appreciate the opportunity to talk about what we’re doing. And I know several of the questions were around dissemination and, you know, where does this lead? And I think that is something that is still a work in progress. And we’re really interested in thinking about how can we carry this forward? How can we have a larger impact beyond just conducting this study? And that’s really, it’s tricky as a researcher, because you want to make sure you have the evidence base. In particular, the recent Rudd and Bryan study came out and show strong effects of CBT. I think we can shift to more active advocacy for the importance of expanding training in these types of approaches for suicide prevention. And I think that’s something that we’re hoping to do in our group over time.
[bookmark: _GoBack]Molly: Excellent. Well thank you both so very much for coming on and lending your expertise to the field. And please do join us every other month on the second Monday of the month at 3 p.m. Eastern for our suicide prevention session. I will provide you with an email announcement in the coming weeks for our next one. Thank you both very much again for coming on and lending your expertise. Thank you to the attendees for joining us. I am going to close out today’s session now, and when the feedback survey pops up on your screen, please take just a moment to fill it out. Thank you so much. Have a great day, everybody. 
[END OF AUDIO]
