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Disclosure 

This presentation is based on work supported, in part, by 
the Department of Veterans Affairs, but does not 

necessarily represent the views of the Department of 
Veterans Affairs or the United States Government. 



 “I think it took awhile before I realized and then 
when I started thinking about things and realizing 

that I 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 I be around like this for the 

rest of my life?” 
 

- VA Patient/TBI Survivor 



CDC 2005 

• 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 change 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. 



Department of Veterans Affairs 2004 

Injury Severity 

Mild 
 

Moderate Severe 

Altered or LOC<30 
minutes with normal 
CT and/or MRI 

LOC<6 hours with 
abnormal CT and/or 
MRI 

LOC>6 hours with 
abnormal CT and/or 
MRI 

GCS 13-15 GCS 9-12 GCS<9 

PTA<24 hours PTA<7 days PTA>7days 



Common Mild TBI Symptoms  
 

NOT to be confused with the injury 
itself 

 
TBI is a historical event 



Thanks John Kirk, Ph.D. 

Mechanism of Injury – 
Acceleration/Deceleration 

John Kirk, Ph.D. 

 



www.dvbic.org/blastinjury.html 

Blast Injury 
• Blast injuries are injuries that result from the 

complex pressure wave generated by an 
explosion.  
– The explosion causes an instantaneous rise in pressure 

over atmospheric pressure that creates a blast 
overpressurization wave 

 
• Air-filled organs such as the ear, lung, and 

gastrointenstinal tract and organs surrounded by 
fluid-filled cavities such as the brain and spinal are 
especially susceptible to primary blast injury  

 
 



Susan O'Brien, MD 

Blast Injury 

• Primary – Barotrauma 
  
• Secondary – Objects 

being put into motion 
 
• Tertiary – Individuals 

being put into motion 
 

 



Screening Results: n=3,973 
 

Injury Status N (%) 
 Injured with TBI  907 (22.8) 
 Injured without TBI  385 (9.7) 
 Not injured  2,681 (67.5) 
 Total Screened 3,973 (100) 

Injury Characteristics for Soldiers with 
TBI‡ 
 Dazed or confused only  572 (63.1) 
 Had LOC* or could not remember the    
 injury  335 (36.9) 

 Total with TBI 907 (100) 

‡ TBI is defined by an alteration in consciousness, 
such as being dazed or confused, not remembering the injury 
event, and/or losing consciousness in the context of an injury 
* LOC=loss of consciousness 

Terrio et al., 2009 



Ft. Carson:   
Post-Deployment Data (n = 907) 

Terrio H, Brenner LA, Ivins B, Cho JM, Helmick K, Schwab K, et al. Traumatic brain injury 
screening: Preliminary findings regarding prevalence and sequelae in a US Army Brigade 
Combat Team. Journal of Head Trauma Rehabilitation. 2009; 24(1):14-23. 



Symptoms Beginning at TBI Event:   
Course of Symptoms (n = 844) 

Terrio H, Brenner LA, Ivins B, Cho JM, Helmick K, Schwab K, et al. Traumatic brain injury 
screening: Preliminary findings regarding prevalence and sequelae in a US Army Brigade 
Combat Team. Journal of Head Trauma Rehabilitation. 2009; 24(1):14-23. 



Currently Symptomatic:   
Onset of Symptoms (n = 844) 

Terrio H, Brenner LA, Ivins B, Cho JM, Helmick K, Schwab K, et al. Traumatic brain 
injury screening: Preliminary findings regarding prevalence and sequelae in a US Army 
Brigade Combat Team. Journal of Head Trauma Rehabilitation. 2009; 24(1):14-23. 



“Does TBI confer additional risk 
of PTSD development or 

symptom exacerbation following 
psychological trauma exposure?” 

 
If so, why? 

Vasterling, Verfaille, & Sullivan, 2009 



PTSD – A Review 



APA 2000 

DSM-IV Criteria – PTSD   
Traumatic Event 

The person has been exposed to a 
traumatic event in which both of the 
following have been present:  
– (1) the person experienced, witnessed, or 

was confronted with an event or events that 
involved actual or threatened death or 
serious injury, or a threat to the physical 
integrity of self or others (2) the person's 
response involved intense fear, helplessness, 
or horror. 



APA 2000 

DSM-IV Criteria - PTSD 
B. Re-experiencing symptoms  
(nightmares, intrusive thoughts) 
C. Avoidance of trauma cues and 
Numbing/detachment from others 
D. Hyperarousal (increased startle, 
hypervigilance) 
 Duration of the disturbance (symptoms in Criteria B, C, and D) is more than 
one month. 
 
The disturbance causes clinically significant distress or impairment in social, 
occupational, or other important areas of functioning. 



Increased Rates of PTSD in those with Mild TBI 

“Patients with mild TBI 
were twice as likely to 

develop PTSD [or other 
anxiety disorders]…” 

“Mild traumatic brain injury (i.e., 
concussion) occurring among soldiers 
deployed in Iraq is strongly associated 

with PTSD…” 



Why? 

• Impaired emotional regulation resulting 
from damage to the medial pre-frontal 
cortex 

• Impaired cognitive strategies that limit 
management of emotional stress 

• Additional stressors that occur after mTBI 

Bryant, Creamer, O'Donnell, Silove, Clark, 
and McFarlane, 2009 



Predisposing Factors Causative Factors Perpetuating and Mitigating Factors 

Self-
Expectation 

mTBI 

Psychiatric 
Conditions 

Personality 
Traits 

Medical 
Conditions 

Intelligence 
Level 

Demographic 
Characteristics 
 

Medical 
Iatrogenesis 
 

Litigation 
Iatrogenesis 

Acute 
Symptoms 

Chronic 
Symptoms 

Psychiatric 
Conditions 

Personality 
Traits 

Medical 
Conditions 

Intelligence 
Level 

Coping 
Abilities 

Social 
Support 

Coping 
Abilities Rodney Vanderploeg, Ph.D. 



Predisposing Factors Causative Factors Perpetuating and Mitigating Factors 

Self-
Expectation 

mTBI 

Psychiatric 
Conditions 

Personality 
Traits 

Medical 
Conditions 

Intelligence 
Level 

Demographic 
Characteristics 
 

Medical 
Iatrogenesis 
 

Litigation 
Iatrogenesis 

Acute 
Symptoms 

Chronic 
Symptoms 

Psychiatric 
Conditions 

Personality 
Traits 

Medical 
Conditions 

Intelligence 
Level 

Coping 
Abilities 

Social 
Support 

Coping 
Abilities 

Psychological 
Contributions Rodney 

Vanderploeg, 
Ph.D. 



Potential Clinical Presentation  

Attentional  
problems 

Depression 

Flashbacks 

Nightmares 

Anxiety 

PTSD 

Dizziness 

TBI 

Headaches 

Irritability         



 

 

March 2004 July 2004 November 2004 March 2005 July 2005 November 2005 March 2006 July 2006 
 

Diagnosed with PTSD 
and receives treatment 
(medication) 

 

Sustained mild 
blast TBI with 
mTBI symptoms 
(headache, 
irritability, etc) 

Deployed 
to Iraq 

Exposed 
to 
traumatic 
stressor 

Redeployed 
to Iraq Return to the United States 

Still experiencing mTBI related 
symptoms which seem to be 
getting worse 

 

Screens negative for PTSD 

Case Example: 
 Co-Occurring PTSD 

and mTBI 



Thanks John Kirk, Ph.D. 

PTSD with Amnesia? 

Trauma 

Retrograde  

Amnesia 
LOC Posttraumatic 

Amnesia 

Encoding events 

Why the controversy? 

TIME 



Gil et al. 2005 

mTBI and PTSD 
• Prospective study of the relationship between TBI and 

PTSD 
– 120 subjects with mild TBI who were hospitalized for 

observation 
– Assessed immediately after accident, and at 1 week, 3 

months, and 6 months 
– 17 subjects (14%) meet criteria at 6 months 

• Subjects with memory of the event were more likely to develop PTSD 
than those with no memory – Differences between the groups 
primarily resulted from the re-experiencing cluster 

Analysis revealed that memory of the traumatic event within the first 24 hours 
 was a strong predictor of PTSD at 6 months 



Bryant et al. 2000 

PTSD after Severe TBI 

• Patients with severe TBI (n=96) were assessed for 
PTSD at 6 months 
 

PTSD diagnosed in 27.1% (n=26) 



Bryant et al. 2000 

Rates of PTSD 
Symptoms in  
Patients With and  
Without PTSD  
6 Months After 
Severe  
Traumatic Brain 
Injury  

http://gateway.uk.ovid.com/gw2/ovidweb.cgi?View+Image=00000465-200004000-00024|TT1&S=PGJLPDAOIIHFKPBAFNILGGFHEMPPAA00&WebLinkReturn=Full+Text%3dL%7cS.sh.15.16.41.50%7c0%7c00000465-200004000-00024


Bryant et al. 2004 

Fear Conditioning 

• Patients (n=68) with severe TBI 
– Resting heart rate assessed at one week and one month after 

injury 
– Assessed for PTSD at 6 months 

• 23% of the sample met criteria for PTSD 
• Those with PTSD had higher heart rates at 1 week (but 

not 1 month) after trauma 
   

Researchers propose that “fear conditioning” can occur outside  
the level of awareness  

and contribute to the development of PTSD 
 



Increased Rates of other mental health 
conditions in those with Mild TBI 

Twelve months after injury, 31% of 
patients reported a psychiatric disorder, 
and 22% developed a psychiatric 
disorder that they had never 
experienced before. The most common 
new psychiatric disorders were 
depression (9%), generalized anxiety 
disorder (9% ), posttraumatic stress 
disorder (6%), and agoraphobia (6%). 
Patients were more likely to develop 
posttraumatic stress disorder (odds 
ratio=1.92, 95% CI=1.08–3.40), panic 
disorder (odds ratio=2.01, 95% 
CI=1.03–4.14), social phobia (odds 
ratio=2.07, 95% CI=1.03–4.16), and 
agoraphobia (odds ratio=1.94, 95% 
CI=1.11–3.39) if they had sustained a 
mild TBI. 



Symptoms of Major Depression 

• Feeling sad or down > 2 weeks 
• Loss of interest in pleasurable activities 
• Change in sleep 
• Change in eating 
• Difficulty with concentration 
• Feelings of hopelessness 
• Loss of energy 
• Thoughts of suicide 



Depression and  TBI  
• Frequency of Depressive Disorder – 6% to 77%           

Robinson and Jorge  2005 

• 1 month s/p TBI (mostly moderate TBI sample)   
– 26% of patients developed major depression 
– 3% minor depression  Jorge et al. 1993 

• After 1 year – 25% rate of depression with some 
patients recovering and others developing delayed 
onset  Jorge et al. 1993 

 
 

 
 

 
 

 
 
 

 
 

 
20% - 40% of individuals affected at 
any point in time during the first year  
 
About 50% of people experiencing 
depression at some stage Fleminger et al. 2003 

 





Date of download:  3/5/2013 Copyright © 2012 American Medical 
Association. All rights reserved. 

From: Rates of Major Depressive Disorder and Clinical Outcomes Following Traumatic Brain Injury 

JAMA. 2010;303(19):1938-1945. doi:10.1001/jama.2010.599 

Postinjury rate is the proportion of cases ascertained with major depressive disorder for the first time after traumatic brain injury at 
each assessment. The values underestimate the true rates because not all participants were assessed at each time. Error bars 
indicate 95% confidence intervals. 

Figure Legend: 

During the first year 
after TBI, 297 of 
559 patients (53.1%) 
met criteria for 
MDD at least once. The 
point prevalence of 
MDD was highest 
the first month after 
TBI. 



Minor depression is dx when 2-4 sx of depression persist for  at least 2 weeks  



“3/4 of those with MDD 
at year 1 experienced 

clinically significant 
symptoms at year 2” 

“…for those with depression at year 1 worsening at year 2 was 
associated with poor social support…pre-injury mental health 

issues including SA” 



Miller and Adams 2005  

Alcohol/Drugs and  
TBI Acquisition 

      The greatest risk 
factors for traumatic 
brain injury:  

  
 Alcohol/drug use  
 An alcohol/drug 

disorder 

Studies suggest that 
between 1/3 to slightly over 
1/2 of persons with TBI are 
intoxicated at the time of 
injury and/or show a pre-
injury history of alcohol 

abuse 
Corrigan 1995 



Kreutzer et al. 1996 

At least ¼ of individuals with TBI 
are moderate to heavy drinkers 

between 1 and 3 years post-
injury 



Hibbard et al. 1998 

Drug Use Post-TBI 

Before After  Community 
Base Rate 

Substance 
Use 
Disorders* 

40% 28% 17% 

*Includes alcohol/drug dependence or abuse, or both 



Corrigan 1995 

 Patients with 
histories of 
substance abuse 
– worse 
outcomes after 
TBI 



Brenner et al., 2008 

TBI, Substance Abuse, and 
Psychiatric Hospitalization 

   Controlling for follow-up time, problematic 
drug and alcohol use was associated with 
an increased probability of psychiatric 
hospitalization, with an odds ratio (OR) of 
7.8 (95% CI: 2.7, 23.1; p=0.0002).  



 Individuals who received care 
between FY 01 and 06 
 
Analyses included all patients 
with a history of TBI (n = 49, 
626) plus a 5% random sample 
of patients without TBI             
(n = 389,053) 
 
Suicide - National Death Index 
(NDI) compiles death record 
data for all US residents from 
state vital statistics offices 
 
TBI diagnoses of interest were 
similar to those used by 
Teasdale and Engberg 
 
 



Suicide by TBI Severity –  
VHA Users FY 01-06 

• 12,159 with concussion or cranial fracture, of 
which 33 died by suicide 

• 39,545 with cerebral contusion/traumatic 
intracranial hemorrhage of which 78 died by 
suicide 

• Of those with a history of TBI, 105 died by 
suicide 
 Challenges associated with this type of research 

and need for collaboration  
(~8 million records reviewed) 



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). 



ICD-9 



“Although findings suggested that 
increased risk for death by suicide 
was present for those across the 
injury severity continuum, 
further work is required to clarify 
whether those with 
concussion/cranial fracture versus 
cerebral contusion/ 
traumatic intracranial hemorrhage 
are unique populations. 
It is likely that factors associated 
with increased 
risk vary depending on the 
severity of injury sustained. It may 
also be that preexisting factors 
contribute to a 
greater degree for a subset of the 
population (eg, those 
with concussion).” 



• 22 Subjects 
• Total Number of 

Admissions: 114 
• Median Number 

of Admissions: 3 
• Range of 

Admissions: 1-20 



Are 
individuals 
with 
moderate 
to severe 
TBI seeking 
traditional 
psychiatric 
services? 





Number of Admissions Secondary to a Suicide Attempt 

11% of total admissions 
Number of attempts 1-5   

Median - 2  

“Half of the patients in the 
current study made suicide 
attempts by overdose, the 
majority using medications 
that were listed as being 
prescribed at time of 
discharge.” 



Risk Factors 



Hopelessness After TBI 

• Hopelessness common after severe TBI 
 
• 35% rate of moderate to severe hopelessness was observed 

among people with TBI between 1 and 10 years post-injury 
 (Simpson & Tate, 2002) 



Participants: Sample 
of 13 Veterans with 
a history of TBI, and 
a history of clinically 
significant 
suicidal ideation or 
behavior. 
 
Method: In-person 
interviews were 
conducted and data 
were analyzed 
using a hermeneutic 
approach 



Cognitive Impairment and Suicidality  

• “I knew what I wanted to say although I'd get into a thought 
about half-way though and it would just dissolve into my 
brain.  I wouldn't know where it was, what it was and five 
minutes later I couldn't even remember that I had a thought.  
And that added to a lot of frustration going on.…and you 
know because of the condition a couple of days later you can't 
even remember that you were frustrated.”   

 
• “I get to the point where I fight with my memory and other 

things…and it’s not worth it.” 

 



Emotional and Psychiatric 
Disturbances and Suicidality 

• I got depressed about a lot of things and 
figured my wife could use a $400,000 tax-free 
life insurance plan a lot better than….I went 
jogging one morning, and was feeling this bad, 
and I said "well, it's going to be easy for me to 
slip and fall in front of this next truck that goes 
by…" 
 



Loss of Sense of Self and Suicidality  

• Veterans spoke about a shift in their self-
concepts post-injury, which was frequently 
associated with a sense of loss 
– "…when you have a brain trauma…it's kind of like 

two different people that split…it’s kind of like a 
split personality. You have the person that’s still 
walking around but then you have the other 
person who’s the brain trauma."  

 



Suicide Risk Assessment 

• Refers to the establishment of a  
–clinical judgment of risk in the near 

future 
–based on the weighing of a very large 

amount of available clinical detail  

Jacobs 2003 



We assess risk to… 

Identify modifiable and treatable 
risk factors [warning signs] that 

inform treatment 
Simon 2001 

Hal Wortzel, MD 

Take care of our patients 



 
We should also assess to…take care of 

ourselves 
 • Risk management is a reality of practice  

• 15-68% of psychiatrists have experienced a 
patient suicide (Alexander 2000, Chemtob 1988) 

• About 33% of trainees have a patient die by 
suicide 

• Paradox of training - toughest patients often 
come earliest in our careers 
 

Hal Wortzel, MD 



Is a common language necessary 
to facilitate suicide risk 

assessment? 

Do we have a common 
language? 



• Suicidal ideation 
• Death wish 
• Suicidal threat 
• Cry for help 
• Self-mutilation 
• Parasuicidal gesture 
• Suicidal gesture 
• Risk-taking behavior 

• Self-harm 
• Self-injury 
• Suicide attempt 
• Aborted suicide attempt 
• Accidental death 
• Unintentional suicide 
• Successful attempt 
• Completed suicide 
• Life-threatening behavior 
• Suicide-related behavior 
• Suicide 

The Language of Self-Directed Violence 
Identification of the Problem 

Presenter
Presentation Notes
This list makes it difficult to accurately & reliably talk about & understand suicide and related behaviors & communications. Do you notice any terms that might be considered pejorative? Are there any that you are not familiar with? Are there some that seem synonymous with others?



Nomenclature (def.): 
• a set of commonly understood 
• widely acceptable 
• comprehensive  
• terms that define the basic clinical phenomena 

(of suicide and suicide-related behaviors) 
• based on a logical set of necessary component 

elements that can be easily applied  
 

The Language of Self-Directed Violence 
A Solution to the Problem 

Silverman et al 2006 



• enhance clarity of communication 
• have applicability across clinical settings 
• be theory neutral 
• be culturally neutral 
• use mutually exclusive terms that encompass the spectrum 

of thoughts and actions 

Peter Brueghel the Elder, 1563 

Nomenclature: Essential Features 

Silverman et al 2006 

Presenter
Presentation Notes
Whereas a nomenclature is a taxonomy of terms and definitions related to a particular topic, a classification system is a more exhaustive categorization and breakdown of subtypes of related phenomenon. In relation to suicide, a classification system would be used to help organize subtypes of behaviors, for example, via the use of modifiers that help to differentiate one behavior from another.

http://upload.wikimedia.org/wikipedia/commons/e/e1/Brueghel-tower-of-babel.jpg


Self-Directed Violence 
Classification System in 

Collaboration with the CDC 
Lisa A. Brenner, Ph.D. 

Morton M. Silverman, M.D. 
Lisa M. Betthauser, M.B.A. 

Ryan E. Breshears, Ph.D. 
Katherine K. Bellon, Ph.D. 

Herbert. T. Nagamoto, M.D. 
 
 



Type Sub-Type Definition Modifiers Terms 

Thoughts 

Non-Suicidal 
Self-Directed 

Violence 
Ideation 

Self-reported thoughts regarding a person’s desire to engage in self-inflicted 
potentially injurious behavior. There is no evidence of suicidal intent. 
 
For example, persons engage in Non-Suicidal Self-Directed Violence 
Ideation in order to attain some other end (e.g., to seek help, regulate 
negative mood, punish others, to receive attention). 

N/A •Non-Suicidal Self-Directed Violence Ideation 

Suicidal 
Ideation 

Self-reported thoughts of engaging in suicide-related behavior. 
 
For example, intrusive thoughts of suicide without the wish to die would be 
classified as Suicidal Ideation, Without Intent. 

•Suicidal Intent 
  -Without 
  -Undetermined 
  -With 

•Suicidal Ideation, Without Suicidal Intent 
•Suicidal Ideation, With Undetermined              
  Suicidal Intent 
•Suicidal Ideation, With Suicidal Intent 

Behaviors 

Preparatory 

Acts or preparation towards engaging in Self-Directed Violence, but before 
potential for injury has begun. This can include anything beyond a verbalization or 
thought, such as assembling a method (e.g., buying a gun, collecting pills) or 
preparing for one’s death by suicide (e.g., writing a suicide note, giving things 
away).  
 
For example, hoarding medication for the purpose of overdosing would be 
classified as Suicidal Self-Directed Violence, Preparatory.  

• Suicidal Intent 
  -Without 
  -Undetermined 
  -With 

 

•Non-Suicidal Self-Directed Violence, Preparatory 
•Undetermined Self-Directed Violence,  
 Preparatory 
•Suicidal Self-Directed Violence, Preparatory 

Non-Suicidal 
Self-Directed 

Violence 
 

Behavior that is self-directed and deliberately results in injury or the 
potential for injury to oneself.  There is no evidence, whether implicit or 
explicit,  of suicidal intent.  
 
For example, persons engage in Non-Suicidal Self-Directed Violence in order         
to attain some other end (e.g., to seek help, regulate negative mood,            
punish others, to receive attention). 

• Injury 
  -Without 
  -With 
  -Fatal 
• Interrupted by   
  Self or Other 

•Non-Suicidal Self-Directed Violence, Without  
 Injury 
•Non-Suicidal Self-Directed Violence, Without  
 Injury, Interrupted by Self or Other 
•Non-Suicidal Self-Directed Violence, With Injury 
•Non-Suicidal Self-Directed Violence, With Injury,  
 Interrupted by Self or Other 
•Non-Suicidal Self-Directed Violence, Fatal 

Undetermined 
Self-Directed 

Violence 

Behavior that is self-directed and deliberately results in injury or the 
potential for injury to oneself.  Suicidal intent is unclear based upon the 
available evidence.  
 
For example, the person is unable to admit positively to the intent to die         
(e.g., unconsciousness, incapacitation, intoxication, acute psychosis,  
disorientation, or death); OR the person is reluctant to admit positively to          
the intent to die for other or unknown reasons.  

• Injury 
  -Without 
  -With 
  -Fatal 
• Interrupted by   
  Self or Other 

•Undetermined Self-Directed Violence, Without  
 Injury 
•Undetermined Self-Directed Violence, Without  
 Injury, Interrupted by Self or Other 
•Undetermined Self-Directed Violence, With Injury 
•Undetermined Self-Directed Violence, With  
 Injury, Interrupted by Self or Other 
•Undetermined Self-Directed Violence, Fatal  

Suicidal 
Self-Directed 

Violence 
 

Behavior that is self-directed and deliberately results in injury or the 
potential for injury to oneself.  There is evidence, whether implicit or 
explicit,  of suicidal intent.  
  
For example, a person with a wish to die cutting her wrist with a knife 
would be classified as Suicide Attempt, With Injury. 

•  Injury 
  -Without 
  -With 
  -Fatal 
•  Interrupted by   
  Self or Other 

•Suicide Attempt, Without Injury 
•Suicide Attempt, Without Injury, Interrupted by  
 Self or Other 
•Suicide Attempt, With Injury 
•Suicide Attempt, With Injury, Interrupted by Self  
 or Other 
•Suicide 





 
There is past or present evidence 

(implicit or explicit) that an individual 
wishes to die, means to kill him/herself, 

and understands the probable 
consequences of his/her actions or 

potential actions. Suicidal intent can be 
determined retrospectively and in the 

absence of suicidal behavior. 

Suicidal Intent 



Now that we are using a 
common language  

How should we be 
 assessing risk? 



“Although self-report 
measures are often used as 

screening tools, an adequate 
evaluation of [suicidal thoughts 
and behaviors] should include 
both interviewer-administered 

and self-report measures.” 

http://www.suicidology.org/c/document_li
brary/get_file?folderId=235&name=DLFE-

113.pdf 



Gutierrez and Osman, 2008 

Elements of Useful Assessment Tools 

• Clear operational definitions of construct 
assessed 

• Focused on specific domains (suicidality?) 
• Developed through systematic, multistage 

process 
– empirical support for item content, clear 

administration and scoring instructions, reliability, 
and validity 

• Range of normative data available 



Basic Considerations 

• Context specific 
– schools, military, clinical settings 

• Available resources 
– time, money, staffing 

• Infrastructure to support outcomes 
– available referrals  
– trained clinical staff in-house 

 



Self-Report Measures 

• Advantages 
• Fast and easy to administer 
• Patients often more comfortable disclosing 

sensitive information 
• Quantitative measures of risk/protective 

factors 

• Disadvantages 
• Report bias 
• Face validity 



Evidence-Based Measures 
 
 • Suicidal Ideation - Beck Scale for Suicide Ideation 

• Depressive Symptoms  – Beck Depression Inventory II 
• Hopelessness - Beck Hopelessness Scale 
• Thoughts about the future - Suicide Cognitions Scale 
• History of Suicide - Related Behaviors - Self-Harm 

Behavior Questionnaire 
• Protective Factors  - Reasons for Living Inventory

   
 

 



http://www.suicidology.org/c/document_library/ge
t_file?folderId=235&name=DLFE-113.pdf 

“The purpose of this review is to provide a systematic examination of the 
psychometric properties of measures of suicidal ideation and behavior for 
younger and older adults.” 

“Many of these measures have 
demonstrated adequate internal 
reliability and concurrent validity. 
…It is therefore a serious 
problem that the predictive 
validity for most suicide 
measures has not been 
established. In fact, only a few 
instruments, such as the Scale for 
Suicide Ideation and the Beck 
Hopelessness Scale, have been 
found to be significant risk 
factors for … 
suicide.” 



Evidence-Based Measures: 
Suicidality in Those  

With TBI: 
 
 
 

1 





What are the key 
components? 

 
Suicide focused clinical interview 

Psychological/Psychiatric Evaluation 



What is a Suicide Risk Factor? 

• A major focus of research for past 30 years 
• Factors 

– Demographic (e.g., male gender, age over 65, 
Caucasian)  

– Psychosocial (e.g., diagnosed serious mental 
illness, loss of significant relationship, impulsivity) 

– Past history (e.g., suicide attempt, sexual or 
physical abuse) 

 



Risk Factors  

• Overall level of clinical concern about an 
individual  

• Guide screening and assessment efforts 
• Developing models to explain suicide 
• Distal to suicidal behavior 
• May or may not be modifiable 
• Risk factors do not predict individual 

behavior 
 



Determine if Factors are 
Modifiable 

Non-Modifiable Risk Factors 
• Family History 
• Past History 
• Demographics 

 

Modifiable Risk Factors 
• Psychiatric symptoms 
• Social Support 
• Access to Lethal Means 

Presenter
Presentation Notes




Warning Signs 

• Warning signs – person-specific emotions, 
thoughts, or behaviors precipitating suicidal 
behavior 
– Thoughts of suicide  
– Thoughts of death  
– Sudden changes in personality, behavior, eating or 

sleeping patterns  

• Proximal to the suicidal behavior and imply 
imminent risk 

Rudd et al. 2006 



Rudd et al. 2006 

Risk Factors vs. Warning Signs 
Characteristic Feature  Risk Factor  Warning Sign 
 
Relationship to Suicide  Distal   Proximal 
 
Empirical Support  Evidence-  Clinically  

    base   derived 
 
Timeframe   Enduring  Imminent 
 
Nature of Occurrence  Relatively stable  Transient 
 
Implications for Clinical Practice At times limited  Demands  

       intervention 



Risk Factors vs. Warning Signs 

Risk Factors 
• Suicidal ideas/behaviors 
• Psychiatric diagnoses 
• Physical illness 
• Childhood trauma 
• Genetic/family effects 
• Psychological features (i.e. 

psychosis, hopelessness) 
• Cognitive features 
• Demographic features 
• Access to means 
• Substance intoxication 
• Poor therapeutic relationship 

 

Warning Signs 
•Threatening to hurt or kill self or 
talking of wanting to hurt or kill 
him/herself  
• Seeking access to lethal means 
•Talking or writing about death, dying 
or suicide 
•Increased substance (alcohol or 
drug) use  
•No reason for living; no sense of 
purpose in life  
•Feeling trapped - like there’s no way 
out 
•Anxiety, agitation, unable to sleep  
• Hopelessness 
•Withdrawal, isolation 
 
 
 
 

 



Empirical test of warning signs 
almost non-existent 

 



http://www.suicidology.org/web/guest/stat
s-and-tools/warning-signs 

 
 

• Warning Signs of Acute Risk: 
– Threatening to hurt or kill him or herself, or talking 

of wanting to hurt or kill him/herself; and/or,  
– Looking for ways to kill him/herself by seeking 

access to firearms, available pills, or other means; 
and/or,  

– Talking or writing about death, dying or suicide, 
when these actions are out of the ordinary.  
 



 
 

• Additional Warning 
Signs: 
– Increased substance 

(alcohol or drug) use  
– No reason for living; no 

sense of purpose in life  
– Rage, uncontrolled 

anger, seeking revenge  
– Acting reckless or 

engaging in risky 
activities, seemingly 
without thinking  
 

– Dramatic mood changes.  
– Anxiety, agitation, 

unable to sleep or 
sleeping all the time  

– Feeling trapped - like 
there’s no way out  

– Hopelessness  
– Withdrawal from 

friends, family and 
society  

 http://www.suicidology.org/web/guest/stat
s-and-tools/warning-signs 



VA Risk Assessment Pocket Card 





Intervention 





3,038 References – 3 Studies 

• Corresponding group comparisons were as 
follows. 
– CBT versus supportive counseling (SC) (Bryant 2003) 

– Interpersonal process recall (IPR) therapy versus 
controls with no feedback on interpersonal 
functioning (Helffenstein 1982) 

–  CBT combined with neurorehabilitation (NR) 
versus no psychological intervention controls 
(Tiersky 2005) 



Total # of Subjects 

60 



Findings 
• Cognitive behavioral therapy (CBT) techniques 

following TBI effective in comparison to 
supportive counseling (n=24) (Bryant 2003)  

• Combining CBT and neurorehablitation for 
targeting general anxiety sx for mild to mod 
TBI (n=16) (Helffenstein 1982) 

• Limited empirical support for Interpersonal 
process recall (n=20) (Helffenstein 1982) 

 





EDUCATION: Expectation of Recovery 

BEHAVIORAL HEALTH ISSUES 

SOMATIC 
COMPLAINTS 

SELF-CARE 
ROUTINES* 

COGNITIVE 
ISSUES 

IRRITABILITY / IMPULSIVITY 

† Begin each encounter at the bottom of the pyramid and progress upward 
* Includes sleep hygiene, diet, exercise, and avoiding further TBI 

TBI  Step-Care Treatment Model† 

Terrio 
2009 



“This systematic 
review documents 

that there is a 
paucity of RCTs for 

depression 
following TBI. 
Serotonergic 

antidepressants 
and CBT 

interventions 
appear to have the 
best preliminary 

evidence…” 





7 scheduled follow-up 
phone sessions over 9 
months to elicit concerns, 
provide information, and 
facilitate problem solving. 
 
Brief Symptom Inventory 
Depression – higher scores 
= more severe symptoms 





T score of 60 on BSI-D 







 
 

Safety Planning and Suicide 
Prevention – A Function-Based 

Intervention 
 
 



http://vaww.mentalhealth.va.
gov/files/suicideprevention/V
A_Safety_planning_manual_8-

19-08revisions.doc 





Major Challenges 

1. How can a patient manage a suicidal crisis in 
the moment that it happens? 

2. How can a clinician help the patient to do this? 
 



  Suicide Risk Assessment  

 

Mental Health Referral / Treatment 

 



Problems with This Approach 

• Individuals often do not have a way to manage 
their crises 

• Many of these individuals may not engage in 
follow-up treatment 



No Suicide Contracts 
• No-suicide contracts ask patients to promise to stay 

alive without telling them how to stay alive 
 

• No-suicide contracts may provide a false sense of 
assurance to the clinician 

 



  Suicide Risk Assessment  

Safety Plan 

Mental Health Referral / Treatment 

 

 

 



What is a Safety Plan? 
• Prioritized written list of coping strategies and 

resources for use during a suicidal crisis 
• Helps provide a sense of control 
• Uses a brief, easy-to-read format that uses 

the patients’ own words  
• Involves a commitment to treatment process 

(and staying alive) 
 



Who Develops the Plan? 
• Collaboratively developed by the clinician and 

the patient in any clinical setting 
• Those who have  

– made a suicide attempt 
– have suicide ideation 
– have psychiatric disorders that increase suicide 

risk 
– otherwise been determined to be at high risk 

for suicide  
 



When Is It Appropriate? 
• A safety plan may be done at any point during the 

assessment or treatment process 
• Usually follows a suicide risk assessment 
• Safety Plan may not be appropriate when patients are 

at imminent suicide risk or have profound  
• The clinician should adapt the approach to the 

individual's needs -- such as involving family members 
in using the safety plan 
 
 



How Do You Do It? 
• Clinician and patient should sit side-by-side, use 

a problem solving approach, and focus on 
developing the safety plan 

• Safety plan should be completed using a form 
with the patient 
 
 



Step 1: Recognizing Warning Signs 

• Safety plan is only useful if the patient can 
recognize the warning signs 

• The clinician should obtain an accurate account 
of the events that transpired before, during, and 
after the most recent suicidal crisis 

• Ask “How will you know when the safety plan 
should be used?”  



Step 1: Recognizing Warning Signs 

• Ask, “What do you experience when you start to 
think about suicide or feel extremely distressed?”  

• Write down the warning signs (thoughts, images, 
thinking processes, mood, and/or behaviors) using 
the patients’ own words  



Step 1: Recognizing Warning Signs 
Examples 

• Automatic Thoughts 
 “I am a nobody” 
 “I am a failure” 
 “I don’t make a difference” 
 “I am worthless” 
 “I can’t cope with my problems” 
 “Things aren’t going to get better”  

• Images 
 “Flashbacks”  



Written Responses 

Step 1: Warning Signs 

1. 

2. 

3. 

Needing to be alone 

Having a few too many drinks 

Feeling kinda numb 



Step 2: Using Internal Coping 
Strategies 

• List activities that patients can do without contacting 
another person 

• Activities function as a way to help patients take 
their minds off their problems and promote meaning 
in the patient’s life  

• Coping strategies prevent suicide ideation from 
escalating 



Step 2: Using Internal Coping 
Strategies 

• It is useful to have patients try to cope on their own 
with their suicidal feelings, even if it is just for a brief 
time 

• Ask “What can you do, on your own, if you become 
suicidal again, to help yourself not to act on your 
thoughts or urges?” 



Step 2: Using Internal  
Coping Strategies 

• Examples: 
– Going for a walk 
– Listening to inspirational music 
– Taking a hot shower 
– Walking the dog 



Step 2: Using Internal Coping 
Strategies 

• Ask “How likely do you think you would be 
able to do this step during a time of crisis?” 

• Ask “What might stand in the way of you 
thinking of these activities or doing them if 
you think of them?” 

• Use a collaborative, problem solving 
approach to address potential roadblocks 



Written Responses 
Step 2: Internal Coping Strategies 

1. 

2. 

3.  

4. 

Go lift at the gym 

Watch sports  

Play drums 
Go for a walk 



Step 3: Socializing with Family 
Members or Others 

• Coach patients to use Step 3 if Step 2 does 
not resolve the crisis or lower risk 

• Family, friends, or acquaintances who may 
offer support and distraction from the crisis 



Step 3: Socializing with Family 
Members or Others 

• Ask “Who do you enjoy socializing with?”  
• Ask “Who helps you take your mind off your 

problems at least for a little while?”  
• Ask patients to list several people, in case 

they cannot reach the first person on the list 



Written Responses 

Step 3: Socializing with family             
             members or others 

1. 

2. 

3. 

Go to the coffee shop 

Call my uncle 714-555-3868 

 Go to the grocery store 



Step 4: Contacting Family Members 
or Friends for Help 

• Coach patients to use Step 4 if Step 3 does not 
resolve the crisis or lower risk 

• Ask “How likely would you be willing to 
contact these individuals?” 

• Identify potential obstacles and problem solve 
ways to overcome them 



Written Responses 

Step 4: Contacting family members or     
             friends for help 

1. 

2. 

Call my mom 555-4321 

Call my uncle 714-555-3868 



Step 5: Contacting Professionals 
and Agencies  

• Coach patients to use Step 5 if Step 4 does not 
resolve the crisis or lower risk 

• Ask “Which clinicians should be on your safety 
plan?” 

• Identify potential obstacles and develop ways 
to overcome them 
 



Step 5: Contacting Professionals 
and Agencies  

• List names, numbers and/or locations of: 
– Clinicians  
– Local urgent care services  
– Crisis Prevention Hotline   

• 1-800-273-TALK (8255), press “1” if veteran 

 
 



Written Responses 

Step 5: Contacting Professionals and  
             Agencies 

1. 

2. 

3. 

Call Dr. Bills 555-3434 

Go to Local VA Urgent Care 

1-800-273-TALK (8255) push 1 



Step 6: Reducing the Potential for Use 
of Lethal Means  

• Ask patients what means they would consider 
using during a suicidal crisis 

• Regardless, the clinician should always ask 
whether the individual has access to a firearm   



Step 6: Reducing the Potential for Use 
of Lethal Means  

 
• For methods with low lethality, clinicians may 

ask veterans to remove or restrict their access to 
these methods themselves 
– For example, if patients are considering 

overdosing, discuss throwing out any 
unnecessary medication  



Step 6: Reducing the Potential for Use 
of Lethal Means  

 
• For methods with high lethality, collaboratively 

identify ways for a responsible person to secure 
or limit access   
– For example, if patients are considering 

shooting themselves, suggest that they ask a 
trusted family member to store the gun in a 
secure place 



Written Responses 

Step 6: Reducing the Potential for use  
            of Lethal Means 

1. Ask wife to give the gun to her 
brother until her father can get it 



Implementation: What is the 
Likelihood of Use? 

1. Ask: “Where will you keep your safety 
plan?” 

2. Ask: “How likely is it that you will use the 
Safety Plan when you notice the warning 
signs that we have discussed?”  



Implementation: What is the 
Likelihood of Use? 

3. Ask: “What might get in the way or 
serve as a barrier to your using the 
safety plan?”  
 Help the patient find ways to overcome 

these barriers  
 May be adapted for brief crisis cards, cell 

phones or other portable electronic devices 
– must be readily accessible and easy-to-use 
 
 
 

 



Implementation: Review the Safety 
Plan Periodically 

• Periodically review, discuss, and possibly revise 
the safety plan after each time is it used 

• The plan is not a static document 
• It should be revised as person's circumstances 

and needs change over time  



 

Promising or Emerging Interventions for 
those without a History of 

Neurodegenerative Disease 
 

Brief Psychological Intervention after Deliberate Self-
Poisoning 
Collaborative Assessment and Management for Suicide 
(CAMS) 
Cognitive Behavioral Therapy (CBT) for Suicide Prevention 
Dialectic Behavioral Therapy (DBT) 
Mentalization Based Treatment (MBT) 

Problem Solving Therapy (PST) 

Oneil et al., 2012; http://www.sprc.org/bpr/section-i-evidence-based-programs 

http://www.sprc.org/bpr/section-i-evidence-based-programs


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



Lisa A. Brenner, PhD, ABPP, Grahame K. Simpson, PhD,,  

 Bridget Matarazzo, PsyD, Gina Signoracci, PhD,  
Tracy Clemans, PsyD, and Adam Hoffberg, MHS. 

 
 
 
 

 
 

 Liverpool Brain Injury Rehabilitation Unit- Liverpool Health Service, VA VISN 19 Mental Illness Research, 
Education and Clinical Center (MIRECC), Department of Psychiatry, University of Colorado Denver, School of 

Medicine,  Department of Physical Medicine and Rehabilitation, Department of Neurology, University of 
Colorado Denver, School of Medicine. 

 

VA Window to Hope Team 

Funding provided by the Military Suicide Research 
Consortium through the Department of Defense 



 “…talk to a professional.  That's why you guys 
are here professionally trained to deal with 
people with my problem or problems like I 
have, you know…Left to myself, I'd probably 
kill myself.  But that didn't feel right so I turned 
to professionals, you guys. “ 
 - VA Patient/TBI Survivor 



Use Your Smartphone to Visit the VISN 
19 MIRECC Website 

Requirements: 
1. Smartphone with a camera 
2. QR scanning software (available for free download just look at your 

phones marketplace) 

www.mirecc.va.gov/visn19 
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