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ObjectivesObjectives

1.1. To describe a To describe a public health approachpublic health approach to to 
suicide preventionsuicide prevention

2.2. To describe a To describe a cognitive therapy cognitive therapy 
interventionintervention for suicide attempters and the for suicide attempters and the 
effectiveness of this interventioneffectiveness of this intervention

3.3. To describe some of the To describe some of the challengeschallenges in in 
implementing a communityimplementing a community--based based 
intervention for suicide prevention intervention for suicide prevention 
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Public Health Approach to PreventionPublic Health Approach to Prevention

Dissemination;
Program Evaluation  

Community
Implementation

Develop & Test
Interventions

Identify Causes;
Risk & Protective Factors

Define the problem;
Surveillance

Completed
Suicides

PROBLEM RESPONSE
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Do psychosocial interventions Do psychosocial interventions 
actually prevent suicide?actually prevent suicide?



GK Brown (2007)GK Brown (2007) 66

Study DesignStudy Design

3,005 Depressive or Suicidal Persons Identified 
at 9 psychiatric inpatient hospitals

1,939 Received 
Treatment 

843 Refused or 
No Treatment 

223 Treatment 
Undetermined 

Randomization

389 Contact 454 No Contact 
Source: Motto & Bostrom, 2001



GK Brown (2007)GK Brown (2007) 77

Contact Letter sent every 1Contact Letter sent every 1--4 4 
months over 5 year periodmonths over 5 year period

Dear Dear Patient’s Name::

“It has been some time since you were “It has been some time since you were 
here at the hospital, and we hope here at the hospital, and we hope 
things are going well for you. If you things are going well for you. If you 
wish to drop us a note, we would be wish to drop us a note, we would be 
glad to hear from you.”glad to hear from you.”

Source: Motto & Bostrom, 2001
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Cumulative Percentage of Suicides

Source: Motto & Bostrom, 2001
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Challenges for Evidence-Based 
Interventions

There is almost There is almost no no evidence from evidence from 
randomized controlled trials that randomized controlled trials that 
psychosocial interventions actually prevent psychosocial interventions actually prevent 
suicide.suicide.

LowLow base rate problem requires large base rate problem requires large 
sample sizes and longsample sizes and long--term followterm follow--upup
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Public Health Approach to PreventionPublic Health Approach to Prevention
Dissemination;
Program Evaluation  

Community
Implementation

Develop & Test
Interventions

Identify Causes;
Risk & Protective Factors

Suicide 
Attempts

Define the problem;
Surveillance

PROBLEM RESPONSE
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Standardized Mortality RatiosStandardized Mortality Ratios

SMRSMR 95% CI95% CI
Suicide Attempts (overdose)Suicide Attempts (overdose) 40.7040.70 37.00 37.00 -- 44.6744.67
Suicide Attempts (any method)Suicide Attempts (any method) 38.3638.36 34.03 34.03 -- 43.0843.08

Major Depressive DisorderMajor Depressive Disorder 20.3520.35 18.27 18.27 -- 22.5922.59

Substance Use Disorder (mixed)Substance Use Disorder (mixed) 19.2319.23 16.12 16.12 -- 22.7622.76

Brief Reactive PsychosisBrief Reactive Psychosis 15.3715.37 14.47 14.47 -- 16.3116.31

Bipolar DisorderBipolar Disorder 15.0515.05 12.25 12.25 -- 18.4418.44

DysthymiaDysthymia 12.1212.12 11.50 11.50 -- 12.7712.77

SchizophreniaSchizophrenia 8.458.45 7.98 7.98 -- 8.958.95
Alcohol Use DisorderAlcohol Use Disorder 5.865.86 5.41 5.41 -- 6.336.33

Source: Harris & Barraclough (1997)
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Risk Factors for Risk Factors for 
Completed SuicideCompleted Suicide

Sampled 6,891 psychiatric outpatients
Conducted National Death Index 
search
Identified 49 suicide cases
All patients received structured 
interviews and standardized 
assessment measures

Source: Brown, Beck, Steer, & Grisham (2000). JCCP, 68, 371-377
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Adjusted Risk Ratios for Adult Adjusted Risk Ratios for Adult 
Psychiatric OutpatientsPsychiatric Outpatients
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Public Health Approach to PreventionPublic Health Approach to Prevention

Dissemination;
Program Evaluation  

Community
Implementation

Develop & Test
Interventions

Identify Causes;
Risk & Protective Factors

Define the problem;
Surveillance

PROBLEM RESPONSE
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SuccessfulSuccessful Psychosocial Psychosocial 
Interventions for Suicide AttemptsInterventions for Suicide Attempts

Intensive FollowIntensive Follow--up Treatmentup Treatment
Interpersonal PsychotherapyInterpersonal Psychotherapy
Dialectical Behavior TherapyDialectical Behavior Therapy
Cognitive Behavior TherapyCognitive Behavior Therapy
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Do psychosocial interventions Do psychosocial interventions 
prevent suicide attempts?prevent suicide attempts?

Very few Very few randomized controlled trialsrandomized controlled trials of suicidal of suicidal 
individuals because:individuals because:

1.1. Reliable and valid measures of suicide behavior Reliable and valid measures of suicide behavior 
are are infrequentlyinfrequently used in clinical trialsused in clinical trials

2.2. Most RCTs for individuals with psychiatric Most RCTs for individuals with psychiatric 
disorders have disorders have excludedexcluded those who are a high those who are a high 
risk for suiciderisk for suicide

3.3. Lack of interest in developing interventions Lack of interest in developing interventions 
specifically for suicide attemptsspecifically for suicide attempts
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Cognitive Therapy for Suicide Cognitive Therapy for Suicide 
Attempters: Attempters: Specific AimsSpecific Aims

To determine if a brief cognitive intervention 
for suicide attempters will be effective for:

1. Preventing repeat suicide attempts
2. Reducing the severity of established risk factors
3. Increasing use of appropriate health services
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Design for Study 1Design for Study 1

Follow-up
Assessments

1,3,6,12,18,24 mos

10 Sessions
of CT

Cognitive Therapy
+ TAU

Follow-up
Assessments

1,3,6,12,18,24 mos

0 Sessions
of CT

TAU

Randomization

Informed Consent
Intake Interview

Screened in ED
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Retention Rates Retention Rates 
Study 1 (Study 1 (n n = 60)= 60)
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Number of Patients Attempting SuicideNumber of Patients Attempting Suicide
Study 1 Study 1 

8
7

0

2
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Cognitive Therapy Usual Care
(n = 30) (n = 30)

23% 27%
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Initial DifficultiesInitial Difficulties
Study 1Study 1

Negative expectationsNegative expectations for therapy and for the for therapy and for the 
health system.health system.
Low resourcesLow resources (no phone, no money for (no phone, no money for 
transportation or child care), severe transportation or child care), severe 
depression, chaotic and transient lifestyles, depression, chaotic and transient lifestyles, 
concerns about food, safety and housing.concerns about food, safety and housing.
Resulted inResulted in poorpoor treatment and followtreatment and follow--up up 
compliance. compliance. 
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Protocol ChangesProtocol Changes
Study 1Study 1

Usual CareUsual Care
↓↓

Enhanced Usual Care = Usual Care +Enhanced Usual Care = Usual Care +
Study Case ManagementStudy Case Management
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Enhanced Usual Care: Enhanced Usual Care: 
Study Case ManagerStudy Case Manager

1.  To form a relationship with the patient; send letters, 
regular phone calls, etc.

2.  To track the patient through the study 

3.  To coordinate therapy appointments for the patients 

4.  To provide patients with referrals for psychiatric 
treatment, addiction treatment, and social services 
and problem solve with patients to ensure that they 
follow through with referrals
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Therapy Attendance Therapy Attendance 
Study 1Study 1

Drop-out
33%

Completed
34%

Did Not 
Attend
33%
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Initial DifficultiesInitial Difficulties
Study 1Study 1

The standard model of outpatient psychotherapy 
(i.e., therapist is available for a motivated client to 
engage in a treatment that takes place at a 
scheduled time where it is the patient’s 
responsibility to come to treatment to talk about 
troubling issues) was not sufficient or successful in 
engaging the majority of these patients.

““CulturalCultural”” mismatchmismatch between therapy offered and between therapy offered and 
patient resources.patient resources.
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Protocol Changes for Therapists Protocol Changes for Therapists 

Adopt a more Adopt a more active and directiveactive and directive role in role in 
maintaining contactmaintaining contact
Used more Used more flexibleflexible schedulesschedules
First session within First session within 24 hours24 hours of intake of intake 
interviewinterview
Increased contact with patients’ familyIncreased contact with patients’ family
Conducted phone sessions when necessaryConducted phone sessions when necessary
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Public Health Approach to PreventionPublic Health Approach to Prevention
Dissemination;
Program Evaluation  

Community
Implementation

Develop & Test
Interventions

Study 2 

Identify Causes;
Risk & Protective Factors

Define the problem;
Surveillance

PROBLEM RESPONSE
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Sample Selection CriteriaSample Selection Criteria

Inclusion CriteriaInclusion Criteria
–– Attempted suicide Attempted suicide 48 hours48 hours prior to evaluation at prior to evaluation at 

the EDthe ED
–– Completed baseline assessment within 3 weeksCompleted baseline assessment within 3 weeks
–– Age 16 or older Age 16 or older 
–– TwoTwo verifiable contactsverifiable contacts
–– Provided written informed consentProvided written informed consent

Exclusion CriteriaExclusion Criteria
–– Severe medical disorder that would prevent Severe medical disorder that would prevent 

participation in psychotherapyparticipation in psychotherapy
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Participant FlowParticipant Flow
350 Assessed for Eligibility

250 Excluded
164 Did not meet Inclusion Criteria

66 Refused

120 Randomized

60 Assigned to Cognitive 
Therapy + Usual Care

58 Received CT
2 Did not receive CT

60 Assigned to Usual Care
60 Received Usual Care

Follow-up Assessments
1, 3, 6, 12, 18 Months

Follow-up Assessments
1, 3, 6, 12, 18 Months

15 Lost to Follow-up at 18 mo
12 No Contact

1 Died Natural Causes
2 Refused

20 Lost to Follow-up at 18 mo
16 No Contact

2 Died Natural Causes
1 Died Suicide

1 Refused

Source: Brown, G. K. et al. (2005). JAMA, 294, 563-370.
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DemographicsDemographics

Age: 33.2 years (SD=9.7, 18 to 66 years)Age: 33.2 years (SD=9.7, 18 to 66 years)
Female: 61%Female: 61%
Marital StatusMarital Status
–– 64% Single64% Single
–– 18% Divorced or Separated18% Divorced or Separated
–– 7% Widowed7% Widowed
–– 11% Married11% Married

66% Unemployed or Disabled66% Unemployed or Disabled
60% Black, 30% White, 10% Other race60% Black, 30% White, 10% Other race

Brown, G. K. et al. (2005). JAMA, 294, 563-370.
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Psychiatric DiagnosesPsychiatric Diagnoses

77% Major Depressive Disorder77% Major Depressive Disorder
68% Substance Use Disorder68% Substance Use Disorder
85% More than 1 psychiatric disorder85% More than 1 psychiatric disorder

Brown, G. K. et al. (2005). JAMA, 294, 563-370.
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Method of Suicide AttemptMethod of Suicide Attempt

Overdose
58%

Cut
17%

Jump
13%

Hang
6%

Traffic
3%

CO
3%

Source: Brown, G. K. et al. (2005). JAMA, 294, 563-370.
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Suicide
Behavior
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Overview of TreatmentOverview of Treatment

Assessment 
of Risk and 
Protective 

Factors

Cognitive 
and 

Behavioral 
Strategies

Relapse
Prevention

Task

Cognitive 
Conceptualization  

and 
Treatment Plan

Suicide 
Attempt

Source: Wenzel, Brown, & Beck (in press)
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Session #: 1  2  3 4  5  6  7  8  9 10

Initial SessionsInitial Sessions

1.1. Socializing patients into the structure Socializing patients into the structure 
and process of therapyand process of therapy

2.2. Engaging the patient in treatmentEngaging the patient in treatment
3.3. Conducting a suicide risk assessmentConducting a suicide risk assessment
4.4. Developing a safety planDeveloping a safety plan
5.5. Obtaining a narrative description of Obtaining a narrative description of 

the attemptthe attempt
6.6. Conveying a sense of hopeConveying a sense of hope
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Session #: 1  2  3 4  5  6  7  8  9 10

Treatment Engagement Treatment Engagement 

General Cognitive Therapy SkillsGeneral Cognitive Therapy Skills
–– Understanding the patient’s “internal reality” and Understanding the patient’s “internal reality” and 

empathizing with the patient’s experiencesempathizing with the patient’s experiences
–– Collaborating with the patient as much as Collaborating with the patient as much as 

possible so that they function as a team possible so that they function as a team 
–– Eliciting and responding to feedback Eliciting and responding to feedback 
–– Displaying optimal levels of warmth, Displaying optimal levels of warmth, 

genuineness, concern, confidence and genuineness, concern, confidence and 
professionalism professionalism 
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Session #: 1 2  3 4  5  6  7  8  9 10

Safety PlanSafety Plan

HierarchicallyHierarchically--arranged written list of coping arranged written list of coping 
strategies for use during a suicidal crisisstrategies for use during a suicidal crisis
Collaborative process between the provider Collaborative process between the provider 
and the patientand the patient
Brief, easy to read format and uses the Brief, easy to read format and uses the 
patients’ own words patients’ own words 
May be modified throughout treatment as May be modified throughout treatment as 
new skills are learnednew skills are learned
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Session #: 1 2  3 4  5  6  7  8  9 10

Safety Plan: 4 StepsSafety Plan: 4 Steps

(1)(1) The recognition of suicidal thoughts or The recognition of suicidal thoughts or 
other thoughts, feelings or behaviors that other thoughts, feelings or behaviors that 
lead to suicidal thoughts lead to suicidal thoughts 

(2)(2) Coping strategies that could be employed Coping strategies that could be employed 
without the assistance of another personwithout the assistance of another person

(3)(3) Information for reaching out to friends or Information for reaching out to friends or 
family members family members 

(4)(4) Information for contacting professionalsInformation for contacting professionals
11--800800--273273--TALK (Suicide Prevention Hotline)TALK (Suicide Prevention Hotline)
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SAFETY PLAN TO-GO 

 
Warning Signs: 

 

Coping Strategies: 

 

Family/Friends: 

 

Emergency Contacts: 

 

 

Source: Wenzel, Brown, & Beck (in press)
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General Cognitive ModelGeneral Cognitive Model

Stress

Antecedent

Negative
Schema

Cognition

Reaction Source: Wenzel, Brown, & Beck (in press)
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Cognitive Model of CrisesCognitive Model of Crises

State
Hopelessness

Selective
Attention

Attentional
Fixation

Suicide
Ideation

Suicide
Attempt

THRESHOLD OF TOLERANCE

Suicide
Schema

Source: Wenzel, Brown, & Beck (in press)
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Session #: 1 2  3 4  5  6  7  8  9 10

Timeline of Suicide AttemptTimeline of Suicide Attempt

Criticism from 
Step-father and 
Mom didn’t do 

anything
Stormed off and 

isolated self

“I can’t take it 
anymore. I can’t 
stand being so 

upset so easily like 
this.”

Angry and 
Depressed

Anger

“That’s it. I’m 
doing it. I want to 
die. I want to end 

it. I want it to 
stop.”

Overdosed on 20 
sleeping pills

Regrets that the 
attempt did not 

succeed

ACTIVATING 
EVENT

AFFECTIVE 
RESPONSE

KEY AUTOMATIC 
THOUGHTS 

(MOTIVATION)

SUICIDE 
ATTEMPT

REACTION TO 
THE ATTEMPT

KEY AUTOMATIC 
THOUGHTS 

(SUICIDE INTENT)

BEHAVIORAL 
RESPONSE

AFFECTIVE 
RESPONSE

Source: Wenzel, Brown, & Beck (in press)
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Session #: 1  2  3 4  5  6  7  8  9 10

Cognitive Case Cognitive Case 
ConceptualizationConceptualization

Problem Solving
Deficits

Recurrent Depression
Father Abandoned
Negligent Mother

“I'm worthless”
“Life has no meaning”

“I can’t take it anymore”
“Things will never change”

Attentional Fixation
Inability to Generate

Solution Other Than Suicide

DISPOSITIONAL
VULNERABILITY

FACTOR
EARLY

EXPERIENCES

CORE BELIEFS

KEY AUTOMATIC
THOUGHTS

SUICIDE-RELEVANT
COGNITIVE
PROCESSES Source: Wenzel, Brown, &

Beck (in press)
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Session #: 1  2  3 4  5  6  7 8  9 10

Cognitive Coping StrategiesCognitive Coping Strategies

Modifying SuicideModifying Suicide--Relevant BeliefsRelevant Beliefs
–– Guided Discovery, Future TimeGuided Discovery, Future Time--ImagingImaging

Enhancing Problem Solving SkillsEnhancing Problem Solving Skills
Identifying Reasons for LivingIdentifying Reasons for Living
Developing Coping CardsDeveloping Coping Cards
Reducing ImpulsivityReducing Impulsivity
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Session #: 1  2  3 4  5  6  7 8  9 10

Reasons for LivingReasons for Living

–– Identify Reasons for LivingIdentify Reasons for Living
–– Review Advantages & Disadvantages of LivingReview Advantages & Disadvantages of Living
–– Construct a Construct a Hope BoxHope Box or Survivor Kitor Survivor Kit

–– PicturesPictures
–– LettersLetters
–– PoetryPoetry
–– Prayer CardPrayer Card
–– Coping CardsCoping Cards
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Session #: 1  2  3 4  5  6  7 8  9  10

Coping Card: ExampleCoping Card: Example

Automatic ThoughtAutomatic Thought:: “There’s no way out of “There’s no way out of 
this.”this.”

ResponseResponse:: Things Things areare really tough right now, really tough right now, 
but that doesn’t mean there’s no way out. but that doesn’t mean there’s no way out. 
I’ve been through a lot of hard times before, I’ve been through a lot of hard times before, 
and I’ve always made it through. I have a and I’ve always made it through. I have a 
plan for applying for some jobs, and I can plan for applying for some jobs, and I can 
use the money I earn to get my own use the money I earn to get my own 
apartment.apartment.
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Session #: 1  2  3 4  5  6  7 8  9 10

Behavioral StrategiesBehavioral Strategies

Increasing Pleasurable ActivitiesIncreasing Pleasurable Activities
Increasing Social SupportIncreasing Social Support
–– Attending to Existing RelationshipsAttending to Existing Relationships
–– Building New RelationshipsBuilding New Relationships
–– Modifying Reactions Toward OthersModifying Reactions Toward Others
–– Utilizing Family SupportUtilizing Family Support
Increasing Compliance with Other Increasing Compliance with Other 
ServicesServices
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Session #: 1  2  3 4  5  6  7 8  9 10

Affective Coping StrategiesAffective Coping Strategies

Physical SelfPhysical Self--SoothingSoothing
–– Exercise, Muscle RelaxationExercise, Muscle Relaxation

Cognitive SelfCognitive Self--SoothingSoothing
–– DistractionDistraction

Sensory SelfSensory Self--SoothingSoothing
–– Engaging Senses (e.g., Touch, Sound, Engaging Senses (e.g., Touch, Sound, 

Smell)Smell)
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Session #: 1  2  3  4  5  6  7  8  9  10

Relapse Prevention TaskRelapse Prevention Task
Explain rationale, describe exercise and 
obtain informed consent
Three Steps:

1.1. Imagine chain of events, thoughts, behaviors Imagine chain of events, thoughts, behaviors 
and feelings leading to attemptand feelings leading to attempt

2.2. Imagine chain of events and respond to Imagine chain of events and respond to 
maladaptive thoughts and imagesmaladaptive thoughts and images

3.3. Imagine future scenario likely to trigger a Imagine future scenario likely to trigger a 
suicidal reactionsuicidal reaction

DebriefingDebriefing
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Session #: 1  2  3 4  5  6  7  8  9 10

Later SessionsLater Sessions

Anticipating LapsesAnticipating Lapses
TerminationTermination
−− Review of TreatmentReview of Treatment
−− Consolidation of SkillsConsolidation of Skills
−− Appropriate ReferralsAppropriate Referrals

Continued Treatment (if necessary)Continued Treatment (if necessary)
Booster Sessions (if necessary)Booster Sessions (if necessary)
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Cognitive Therapy for Cognitive Therapy for 
Adolescent AttemptersAdolescent Attempters

Same as for adult treatment except:Same as for adult treatment except:

1.1. More emphasis on rapport buildingMore emphasis on rapport building
2.2. More emphasis on understanding the motivation More emphasis on understanding the motivation 

for the attemptfor the attempt
3.3. More emphasis on behavioral skillsMore emphasis on behavioral skills
4.4. Adapting specific interventions:Adapting specific interventions:

–– Affect Coping Skills (Mood thermometer)Affect Coping Skills (Mood thermometer)
–– Safety Plan for Family MembersSafety Plan for Family Members
–– ProblemProblem--Solving LettersSolving Letters
–– Hope KitHope Kit
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Cognitive Therapy for Cognitive Therapy for 
Adolescent AttemptersAdolescent Attempters

•• Family involvement is greater when family Family involvement is greater when family 
dysfunction is a dysfunction is a precursorprecursor to the attemptto the attempt

•• Strengthen family communication and Strengthen family communication and 
problemproblem--solvingsolving

•• Anger management for familyAnger management for family
•• Improve contingency managementImprove contingency management
•• Modify unrealistic expectations and Modify unrealistic expectations and 

improved positive reinforcementimproved positive reinforcement
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Therapy Attendance RatesTherapy Attendance Rates
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Beck Depression InventoryBeck Depression Inventory--IIII
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Beck Hopelessness ScaleBeck Hopelessness Scale
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Suicide Ideation RatesSuicide Ideation Rates
Scale for Suicide Ideation Scores > 0Scale for Suicide Ideation Scores > 0
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Public Health Approach to PreventionPublic Health Approach to Prevention

Dissemination;
Program Evaluation  

Community
Implementation

Study 3 

Develop & Test
Interventions

Identify Causes;
Risk & Protective Factors

Define the problem;
Surveillance

PROBLEM RESPONSE
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Cognitive Therapy for Cognitive Therapy for 
Suicide AttemptersSuicide Attempters

To determine if a brief cognitive intervention 
for suicide attempters will be effective in 
community mental health centers for:

1. Prevention of repeat suicide attempts
2. Reducing the severity of established risk factors
3. Increasing use of appropriate health services
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Methodological ChallengesMethodological Challenges
Study 3Study 3

?
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Methodological ChallengesMethodological Challenges

Study 2 Therapists Study 3 Community 
Therapists

•Available to visit patient 
while in the hospital
•Offer flexible “same day” 
appointments
•Office located in same 
vicinity as hospital

•Not available to visit 
patient while in the 
hospital
•Offer appointments a 
week or so later
•Office located farther 
away
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Psychoeducation SessionPsychoeducation Session

Engage and Establish RapportEngage and Establish Rapport
Rationale for treatment and the patient’s role Rationale for treatment and the patient’s role 
in treatmentin treatment
–– Rationale and Goals for Therapy Rationale and Goals for Therapy 
–– Examples of “Good” Clinician and Patient Behaviors Examples of “Good” Clinician and Patient Behaviors 

Potential barriers to treatmentPotential barriers to treatment
–– Lack of resourcesLack of resources
–– Lack of organizational skillsLack of organizational skills
–– Negative attitudes toward treatmentNegative attitudes toward treatment
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Therapist Recruitment and TrainingTherapist Recruitment and Training

Recruitment:Recruitment:
18 18 Therapists were recruited from Therapists were recruited from 
44 Community Mental Health CentersCommunity Mental Health Centers

Training:Training:
Didactic Workshop (16 hours) in Study Didactic Workshop (16 hours) in Study 
ProtocolProtocol
BiBi--weekly Group Supervisionweekly Group Supervision
Individual and Phone Consultation Individual and Phone Consultation 
(as needed)(as needed)
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Reasons for Community Reasons for Community 
Therapist DropTherapist Drop--outout

High Turnover RatesHigh Turnover Rates
High CaseloadsHigh Caseloads
Feeling OverwhelmedFeeling Overwhelmed
Openness to Standardized ProtocolOpenness to Standardized Protocol
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Strategies to Prevent Strategies to Prevent 
Therapist DropTherapist Drop--outout

Determine how suicidal patients are managed Determine how suicidal patients are managed 
at each community health center and adapt at each community health center and adapt 
the protocol accordinglythe protocol accordingly
Provide more intensive training by rating Provide more intensive training by rating 
audio tapes of therapy sessions audio tapes of therapy sessions 
Provide more emotional support to therapistsProvide more emotional support to therapists
Ongoing discussion about differences Ongoing discussion about differences 
between our protocol and “typical” therapybetween our protocol and “typical” therapy
Encourage therapists to contribute to Encourage therapists to contribute to 
adaptations of the therapy protocoladaptations of the therapy protocol
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Public Health Approach to PreventionPublic Health Approach to Prevention

Dissemination;
Program Evaluation

Community
Implementation

Develop & Test
Interventions

Identify Causes;
Risk & Protective Factors

Define the problem;
Surveillance

PROBLEM RESPONSE
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Addressing Limitations in Addressing Limitations in 
Study 3Study 3

Implement a same day/next day Implement a same day/next day 
scheduling for session 1 (Immediate scheduling for session 1 (Immediate 
engagement)engagement)
Intake will take place at agencyIntake will take place at agency
More naturalistic tracking of patientsMore naturalistic tracking of patients
Effort to place patients in therapy Effort to place patients in therapy 
closer to homecloser to home
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Dissemination GoalsDissemination Goals

Assess the feasibility of agencyAssess the feasibility of agency--wide wide 
training and implementationtraining and implementation
Determine the factors that facilitate Determine the factors that facilitate 
and impede the sustained adoption of and impede the sustained adoption of 
CT in communityCT in community--based agenciesbased agencies
Learn how and why CT is adapted in Learn how and why CT is adapted in 
nonnon--research settingsresearch settings
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Center for the Treatment Center for the Treatment 
and Prevention of Suicideand Prevention of Suicide

Aaron T. Beck, M.D. Aaron T. Beck, M.D. 
Gregory K. Brown, Ph.D. Gregory K. Brown, Ph.D. 
Amy Wenzel, Ph.D. Amy Wenzel, Ph.D. 
Shannon Shannon StirmanStirman, Ph.D. , Ph.D. 
Sunil Sunil BharBhar, Ph.D. , Ph.D. 
DaraDara Friedman, Ph.D. Friedman, Ph.D. 
Paul Grant, Ph.D. Paul Grant, Ph.D. 
DimitriDimitri PerivoliotisPerivoliotis, Ph.D. , Ph.D. 
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