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EDs and suicidal ideation

 AN: 

 24-43% current (Milos et al., 2004)

 20-34% lifetime (Favaro & Santonastaso, 1997)

 BN 

 15-23% current (Milos et al., 2004)

 26-38% lifetime (Favaro & Santonastaso, 1997)

 OR [4.60-8.15] (Forrest, Zuromski, Dodd, & Smith, 2016)

 BED:

 27.5% current (Carano et al., 2012)

 21% (Favaro & Santonastaso, 1997)

Presenter
Presentation Notes
Note: ranges are due to reporting for subtypes (e.g., AN-R v AN-BP, BN, BN-NP)
As you can see, over a quarter of people with ANY ED will think about suicide
By comparison, 
lifetime prevalence among US adults of suicide ideation is 5.6–14.3 percent (Nock 2008)
approximately 40% of individuals with schizophrenia report suicidal ideation (Fenton, McGlashan, Victor, & Blyler, 1997), as do approximately 60% of individuals with bipolar disorders (Valtonen et al., 2005). 



EDs and self-injury (NSSI)

 AN-R

 26.1-34.3% (Claes, Vandereycken, & Vertommen, 2001, 2003)

 AN-BP

 27.8-51.8% (Claes, et al., 2001, 2003)

 BN: 

 43.6-55.2% (Claes, et al., 2001, 2003)

 BED: 

 8% (Favaro & Santonastaso, 1997)

Presenter
Presentation Notes
In adolescents, lifetime NSSI prevalence of 18%; 17% for 18-25; over 25, 5%
NSSI appears to be higher in patients with BN or AN-BP
If we look at AN and BN, a third or more have engaged in NSSI



EDs and suicide attempts
 AN

 3-20% (Franko & Keel, 2006)

 11-35% (Milos et al., 2004)

 BN: 

 25-35% (Franko & Keel, 2006)

 14-30% (Milos et al., 2004)

 OR = 8.57 (Forrest et al., 2016)

 BED: 

 12.5% (Carano et al., 2012)

 OR [4.64-4.96] (Forrest et al., 2016)
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Presentation Notes
By comparison, for US adults lifetime prevalence of suicide attempts it is 1.9–8.7 percent



Anorexia—18x (Keshaviah et al., 2014) 

Bulimia—7.5x (Preti et al., 2011)

OSFED—4x (Crow et al., 2009)

Depression, 20x; Bipolar, 15x 
(Harris & Barraclough, 1997)

EDs and suicide death

Arcelus et al., 2011
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Presentation Notes
Estimates for completed suicide in BED not available



Risk factors for elevated suicide risk in 
EDs 

Comorbid depression and substance in AN 
(Franko et al., 2004)

History of substance use in BN (Franko et al., 2004) 

 Interoceptive deficits (Dodd et al., in press; Smith, Forrest, 
Velkoff, in press)

Cluster B personality symptoms (Milos, et al., 2004)

Childhood emotional and sexual abuse in BN 
(C. E. Smith et al., 2015)



Frameworks for understanding ED-
suicide link

 The Interpersonal Psychological Theory of Suicide (Joiner, 2005; Van Orden et 
al., 2010)

Presenter
Presentation Notes
Several frameworks, but the one that has been tested the most and the one I’ll review today is the IPTS



Perceived 
Burdensomeness

Thwarted 
Belongingness

Capability 
for 

Suicide

Fearlessness + pain tolerance

“I don’t 
belong 

anywhere.”

“Others 
would be 
better of 

without me.”

Desire for Suicide

Presenter
Presentation Notes
The foundation of the theory is the assumption that people die by suicide because they can and because they want to.  Thus, serious suicidal behavior (i.e., lethal or near lethal suicide attempts) will not occur unless an individual has both the desire and the capability to die by suicide. First, the theory hypothesizes that there are two emotionally painful mental states that lead to suicidal desire: 
thwarted belongingness: fundamental need to belong -- to be an integral part of a relationship or group. proximal, frequent, positive. cared about.
perceived burdensomeness. mental calculation: my death is worth more to family/friends, etc. than my life. 

The third – and most novel component – is the acquired capability for suicide. So, the theory suggests that individuals not only must have the desire to die but the capability to act on that desire. And, since we’re born with very well-ingrained instincts for self-preservation, it’s something that we have to acquire we have to develop over time. How do we do that? How do we overcome a fear of death and build up our tolerance for pain involved in injury?

Practice. Exposure. You get used to it. There are a whole host of things, the theory suggests, that result in this … here are a few…
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Nonsuicidal self-injury, injuries, fights or abuse, 
Also provocative things like, skydiiving, shooting a gun, getting tatoos



Perceived 
Burdensomeness

Thwarted 
Belongingness

Capability 
for 

Suicide

Fearlessness + pain tolerance

Lethal (or near lethal) Suicide 
Attempts
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So once an individual has all 3 components he or she is believed to be capable of making a lethal suicide attempt





Why such a high suicide rate in eating 
disorders?
Acquired capability

Pain caused by disordered 
eating behaviors

Presenter
Presentation Notes
So then if we think about applying the theory to individuals with suicide, we can think about how each of these constructs might be elevated because of the eating disorder
Joiner initially hypothesized that acquired capability be really driving the action as it may be really elevated due to the barrage of painful and provocative ED behaviors individuals with Eds engage in. For example, think of the constant pain caused by fasting day in and day out, the discomfort and pain caused by self-induced vomiting, and the injury, pain and exertion caused by exercising intensely 





Capability for suicide and EDs 

Case #7 was described as being socially 
isolated when she attempted suicide with an 

unknown quantity and type of pain 
medication and also opened her wrist 

arteries. This action led to some degree of 
unconsciousness, from which she awoke . . . 
She then threw herself in front of a train, 

which was the ultimate cause of her death. 
(Holm-Denoma et al., 2008) 



Capability for suicide and EDs 

People with EDs have elevated pain tolerance (e.g., 
Lautenbacher et al., 2013)

Over-exercise, vomiting, laxative use associated with 
self-reported capability (Smith et al., 2012; Witte et al., 2015)

But, fearless about death was not higher in AN vs. other 
ED groups, and ED groups did not have higher 
fearlessness about death compared to controls, 
psychiatric inpatients (Smith et al., 2016)

Restriction associated with attempts, not capability 
(Witte et al., 2010)



Perceived 
Burdensomeness

Thwarted 
Belongingness

Eating disorder behaviors ?
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So if capability isn’t the answer, we can still consider the other two constructs of the IPTS
Factors that may contribute to perceived burdensomeness include: 
the cost of eating disorder treatment (adequate care treatment is estimated to be $119,200 per patient; Crow and Nyman, 2003), 
often needing family members to be responsible for treatment (Eisler, 2005), 
the course of treatment (i.e., treatment is often lengthy and relapse is common), 
the sequelae of having an eating disorder (i.e., medical problems in need of ongoing care
Self-hate & low self-esteem are believed to underlie PB, both self-hate and low self-esteem in EDs
Factors that may contribute to thwarted belongingness include: 
impairments in interpersonal functioning, such as body image related teasing and social difficulties have been noted prior to the onset of BED and AN, respectively (Fairburn et al., 1998; Rastam and Gillberg, 1992).
individuals with AN feel as if they have fewer social supports, more negative interactions, and less social competence (see Zucker et al., 2007
observers perceive women with current BN as less socially effective than healthy controls (e.g., Grisset & Norvell, 1992




Further tests of the Interpersonal 
Psychological Theory in ED samples 

Perceived 
Burdensomeness

Suicidal Ideation

Thwarted 
Belongingness

Body 
dissatisfaction

Fasting

Binging

Laxative 
abuse

Forrest et al., 2016, JAD

Presenter
Presentation Notes
Finally, I want to tell you about a new study we conducted where we tested some to the theory predictions in an ED sample, and also compared theory constructs across eating disorder types and to a control and psychiatric sample.
First, we tested theory predictions within the ED sample. So we first looked to see if as predicted, the interaction between PB and TB would predict suicidal ideation



Further tests of the Interpersonal 
Psychological Theory in ED samples 
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Suicidal
Ideation
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Finally, I want to tell you about a new study we conducted where we tested some to the theory predictions in an ED sample, and also compared theory constructs across eating disorder types and to a control and psychiatric sample.
First, we tested theory predictions within the ED sample. So we first looked to see if as predicted, the interaction between PB and TB would predict suicidal ideation



Further tests of the Interpersonal 
Psychological Theory in ED samples 

Perceived 
Burdensomeness

Suicidal
Ideation

Thwarted 
Belongingness

Smith et al., 2016, IJED
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Finally, I want to tell you about a new study we conducted where we tested some to the theory predictions in an ED sample, and also compared theory constructs across eating disorder types and to a control and psychiatric sample.
First, we tested theory predictions within the ED sample. So we first looked to see if as predicted, the interaction between PB and TB would predict suicidal ideation



Further tests of the Interpersonal 
Psychological Theory in ED samples 

Perceived 
Burdensomeness

Suicidal
Ideation

Thwarted 
Belongingness

Pisetsky et al., 2017, IJED
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Finally, I want to tell you about a new study we conducted where we tested some to the theory predictions in an ED sample, and also compared theory constructs across eating disorder types and to a control and psychiatric sample.
First, we tested theory predictions within the ED sample. So we first looked to see if as predicted, the interaction between PB and TB would predict suicidal ideation



Cross-sectional

Directionality?

Comorbidities

Summary, caveats, and future directions

Presenter
Presentation Notes
Understanding of suicidality in EDs is based largely on cross-sectional work, which doesn’t allow us to parse directionality of relationship
The assumption that ED precedes the suicidality may be incorrect (Forrest, Zuromski, Dodd & Smith, 2016; Smith, Velkoff, Ribeiro, & Franklin, under review)
Majority of adults with BED experienced suicidality PRIOR to BED onset (Forrest 2016)
Our recent meta-analysis revealed that eating disorder symptoms and diagnosis, broadly defined, increased risk for suicide attempts by two-fold. However, eating disorder diagnosis was not found to predict death by suicide. There were too few longitudinal studies to examine more specific predictors (e.g., symptom type or diagnosis) or whether eating disorders longitudinally predicted suicidal ideation. 
The relationship between EDs and suicidality may be due to comorbidities (Bodell, Joiner, & Keel, 2013; Forrest, Zuromski, Dodd & Smith, 2016)
If you control for comorbidities, relationships typically weaken and even fall out significance (Bodell, Forrest)
Given mixed support for IPTS (Some studies find ED behaviors related to capability, burdensomeness, and thwarted belongingness) future work may need to incorporate additional factors






Assessment and 
Targeting of Suicidal 
and ED behaviors



“

”
Don’t ask don’t tell

But also remember that much communication is indirect (behavioral vs. verbal)

If you don’t ask the question: they 
wont tell you



Best 
practice: ask
the suicide 
question

Be direct.  Ask them. Be

Use specific words like “commit suicide,” 
“kill yourself,” “take your life” Use

Listen for hesitation, reluctance to 
answer Listen

Don’t necessarily accept the first “No” 
response (put it in context) Do



Specific questions

 Are you afraid you might do something rash? That 
you might regret?

 Are you thinking about hurting yourself?
 Are you thinking about killing yourself?
 Should I be worried?

 Do you have a specific plan?

 What do you hope will happen if you die?



Presenter
Presentation Notes
http://depts.washington.edu/uwbrtc/wp-content/uploads/LSSN-LRAMP-v1.0.pdf














Assessment of Ideation

 Active or passive

 Have you ever felt so bad, you 
didn’t want to be alive? (wished 
you wouldn’t wake up?)

 Do you want to be dead?

 Have you thought about killing 
yourself?

 Chronic vs. acute

 Have you ever felt like killing 
yourself in the past?

 What did you do when you felt like 
this?

 Do you always kind of wish you 
were dead?



Pull out all the stops (while maintaining 
the relationship)



But when someone has a 
life-threatening ED and
chronic suicidality….. Where do you start?





Targeting in DBT

 A process - transforms the clients’ goals 
into specific behaviors to increase and decrease 

in order to reach those goals

 When the client has a single problem that if 
solved will meet his goals 
 that problem is the target 
 and you are a lucky therapist!

 When there are multiple behaviors to increase 
or decrease
 there has to be a mechanism to determine what is treated 

as a part of the overall case conceptualization 
And in each session

Presenter
Presentation Notes
If my goal is to graduate from college
A targeted behavior to increase is going to class and studying and a behavior to decrease is dropping out each semester



Why Target?

Targeting gives a means 
to sort behavior when 
multiple behaviors 
presented during the 
week and in session

Behaviors that are not 
targeted do not change

Presenter
Presentation Notes
8.6.2012: Suzanne Witterholt requested including the “Dutch Study” in the materials if it is available



How does DBT target behaviors?

In sessions and conceptually
Target I: life threatening
Target II: therapy interfering
Target III: quality of life interfering



Target 1 
behaviors

Suicidal behaviors
Non-suicidal self injury
ED behaviors when 

medically unstable



Imminently Life Threatening Conditions 
in ED Clients

Bradycardia 
Heart rate (e.g., < 40) generally 
warrants hospitalization (Sachs et al, 2016)

 Prolonged QTc
>470 needs daily ECG  (Sachs et al, 2016)

>500 requires hospitalization

Presenter
Presentation Notes
Bradychardia leads to arrythmia to sudden cardiac death
Dka: body produces high levels of ketones happens when body cant produce enough insulin




Imminently Life Threatening Conditions 
in ED Clients

 Electrolyte Abnormalities (Mehler & Walsh, 2016)

Hypokalemia (serum potassium <3.6)
Hyponatremia (serum sodium <120-125)
Metabolic alkalosis (bicarbonate >28)

 Chronic Ipecac Abuse
 Mallory-Weiss Tear

 Diabetic Keto-Acidosis

Presenter
Presentation Notes
Hypokalemia: increase risk of malignant cardiac arrhythmias  often faltal ventricaulr fibrillation.  Best if potassium is 4.5
Electrolyte abnormalities related to cardiac arrhythmias

Dka: body produces high levels of ketones happens when body cant produce enough insulin




Strategies from DBT for 
managing self-harm and 

suicide risk
Anne Cusack, PsyD

University of California San Diego Eating Disorder Center 

Adult Program Manager



Primary DBT Interventions for life-
threatening behaviors 

1. Assess frequency, intensity, and severity of suicidal behavior (LRAMP)
2. Conduct a comprehensive chain analysis (Behavioral Analysis)

3. Relate current behavior to overall patterns (Diary Card)

4. Validate the patient's pain

5. Focus on negative effects of suicidal behavior (Behaviorism)

6. Reinforce non-suicidal responses (Contingency Management)

7. Discuss solving problem vs. distress tolerance (Skills Coaching)

8. Obtain commitment to a non-suicidal behavioral plan 

42

Presenter
Presentation Notes
Assess frequency, intensity, and severity of suicidal behavior: Is it still going on? Particularly important to keep up with whether the patient is hoarding drugs, carrying razors around, etc.
Conduct a comprehensive chain analysis: excruciating, moment-to-moment detail. Use questions that highlight that the suicidal response was not necessary, like “When did the thought of suicide first cross your mind?” Example: Chaining Isabel led to her stopping self-harm because she wanted to avoid the chain. (she was one of those patients who is so convincing about why she self-harms that I found myself thinking “why don’t I try that?”)
Relate current behavior to overall patterns: Help the patient see the patterns that are occurring and how to get what she wants without resorting to suicidal behaviors
Validate the patient’s pain: No matter how unreasonable you might think the behavior was, you want to express that you understand how unbearable that emotional pain was that led them to suicidality. 
Focus on negative effects of suicidal behaviors: Help the patient if necessary to see the emotional impact of her suicidality on others. Give feedback about your own reaction to the suicidal behavior. Even if the behavior was conducted in private and there were no immediate negative consequences, help her see that it doesn’t work in the long run to resolve problems, even if it does temporarily alleviate painful emotions. 
Reinforce non-suicidal responses: Be attentive to reports of high misery that don’t involve suicidality. Use warmth, positive feedback, and pay attention. If the patient has to have suicidal behavior to elicit concern and therapeutic help, the suicidal behaviors will likely continue.
Example: Current patient in our clinic whose parents attend to suicidal responses strongly. Patient agreed to start going to a boxing class as a way to get her rage out and bought a punching bag to use at home. Parents had to be instructed to still attend to her negative emotion even when she was dealing with it skillfully.
Discuss problem solving problem vs. distress tolerance: Suggest various ways to solve the problem. Also discuss that one solution is simply to tolerate the negative consequences. Example: With Dayana we talked about how difficult it would be to lose weight while recovering from bulimia, and how it would be effective to accept her emotions about being overweight in the present moment.
Obtain commitment to a non-suicidal behavioral plan: Make a plan for this recurring in the future. Could be a list of things she will do to avoid acting on suicidality, including calling for help before engaging in the behavior.



Behavioral Chain and 
Solution Analysis



Behavioral Chain Analysis
 The concept of the functional analysis can be traced to the work of B. F. 

Skinner (1957), who sought to understand how behavior is maintained through 
environmental contingencies (e.g., rewards, punishers).

 Identify and break up learned behavioral sequences that precede clients 
dysfunctional behaviors, identify effective behaviors to replace problem 
behavior and remove reinforcers for these problem behaviors. Teach others 
how to remove reinforcers where needed.

 The chain analysis is often taught in visual form, as both therapists and 
clients alike can generally understand the sequential aspect of the chain 
when presented this way.

Presenter
Presentation Notes
The principles of the functional analysis now appear in 
several approaches to psychotherapy, including applied behavior analysis, behavioral activation, 
functional analytic psychotherapy, and cognitive behavior therapy. Thus, while we discuss the 
application of behavioral analysis in the context of DBT specifically, we do not mean to convey 
that the concept of chain analysis is limited to DBT

Some researchers have proposed that chain analyses may be a critically important 
ingredient of change in DBT (Lynch, Chapman, Rosenthal, Kuo, & Linehan, 2006)

 (1) 
chains are conducted collaboratively between the therapist and client; (2) the analysis provides a 
complete picture of the sequence of events, including both internal and external cues and 
triggers; and (3) any conclusions drawn from the analysis are considered hypotheses to be tested, 
which can be discarded if disconfirmed by new or additional information



behavioral excess
(unwanted behavior) 

or

behavioral deficit
(desired behavior 

missing)

faulty stimulus 
control

(behavior occurs in 
wrong situation 
or fails to occur 

in right 
situation)

45

or

Behavioral definition of the problem 
behavior: 

Presenter
Presentation Notes
Define the problem behavior as it relates to a goal. 
Formulate the problem in terms of behavior
Primary focus is on the patient’s behavior in situations, not on the situations themselves
Work on something about which something can be done
Validate the patient’s distress

Self-harm, suicide attempt behavioral excess– not feeling safe as prompting event is a behavioral deficit
Suicidal ideation can be a result of faulty stimulus control if a patient is used to being reinforced for expressions of suicide
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PROMPTING
EVENT

VULNERABILITY PROBLEM
BEHAVIOR

CONSEQUENCES
LINKS

Analyze the chain of events over time

Presenter
Presentation Notes
Before the behavior is the context.
Begin with the environmental event that caused the chain: what exact event precipitated the start of the chain reaction that led to the problem behavior? (if it hadn’t of been there, it wouldn’t have happened). Prompting event isn’t necessarily the cause. It isn’t necessarily the reason why they did it. The prompting event might seem like a small detail. (Prompting event could be known as cue or trigger)
You need to ask about Action, Behaviors, Cognitions, Feelings, and Events, so that you find critical links in the chain where you can intervene in solution analysis.

CONTEXT and CONSEQUENCES Matter!



Action, Body Sensation, Cognition, Event, Feeling

E (vulnerability factor): lack of sleep, restricting

F (vulnerability factor): feeling incompetent at work

E (prompting event): body comment from co-worker

F: anxious, sad, frustrated

C: “She thinks I can’t do this job because of my weight” 

C: “I am worthless”

F: overwhelmed, hopeless

C: “I can’t stand this”

F: numb

C: “I just want to feel differently and can’t get through the day without 
cutting right now”

A: locked self in bathroom

A (problem behavior): Cutting

F: Felt surge of relief

F: Guilt, shame

Behavioral Chain Example



Solution Analysis Strategies

 Identify goals, needs, and desires

 Generate solutions

 Evaluate solutions

 Choose a solution to implement

 Troubleshoot the solution
48

Presenter
Presentation Notes
What are reasons that problem behaviors persist?
Maybe they don’t know how to distract
Maybe there is a skills tower, and the skill they need is too low in the tower and we need to move it up higher.
Or, they have the effective behavior, but they are using another skill instead. Once they’ve demonstrated that they have a skill, that is helpful because then we know that they have it.
The person maybe learned the behavior in group, they learned it one time, but it is low on their response hierarchy. 

Block any “yes but” behavior– They can have judgments about the skills AND can do it anyways.



E (vulnerability factor): lack of sleep & restricting

F (vulnerability factor): feeling incompetent at work

E (prompting event): body comment by coworker

F: anxious, sad, frustrated

C: “She thinks I can’t do this job because of my 
weight” 

C: “I am worthless”

F: overwhelmed, hopeless

C: “I can’t stand this”

F: numb

C: “I just want to feel different and can’t get through 
the day without cutting right now”

A: locked self in bathroom

A (problem behavior): Cutting

F: Felt surge of relief, guily and shame

• PlEASE skills & cope ahead 
• Practice non-judgmentally
• Use interpersonal effectiveness
• Self-soothe, distract
• Mindful of catastrophizing

• Non-judgmental
• Mindfulness of emotion
• Wise Mind

• Mindfulness of emotion

• Pros & cons

• Opposite action

• Effectively

Behavioral chain example with skills analysis

Presenter
Presentation Notes
“What could you have done differently at each link in the chain of events to avoid the problem behavior? What coping behaviors or skillful behaviors could you  have used?”

�




Function of Diary 
Cards for suicide 
risk & self-harm



 Patient fills out daily and brings to session
 Allows the therapist to track self-harm and suicide risk on a daily basis without 

reinforcement 

 Provides an opportunity for the therapist to reinforce skillful behavior

 Record of goals for treatment and progress towards them
 Tracking days without engaging in life-threatening behaviors

 Highlighting skills to help resist strong urges

 Use to set agenda: Talk about life-threatening behaviors/urges, then treatment-
interfering, then quality of life
 Helps decide the behavior(s) to behaviorally chain 

 Use to highlight patterns of emotion or behavior over time

Diary Cards



 

Emotions

Urges

Actions

Skill Usage

Goals




 Patient must bring diary card to every session.

 Use diary card to decide what behavior to focus on.

 The first time there is no diary card, therapist responds non-judgmentally and 
asks, “What happened?” Regardless of response, “Remember we cannot 
proceed without a completed diary card. So I am going to ask you to fill out 
this blank one, and we will talk when you are done”. Therapist does deskwork 
and refrains from interaction with patient until she is done.

 Second time no dc, do a detailed behavior chain analysis. May apply aversive 
consequence

Targeting life-threatening behavior in 
session

Presenter
Presentation Notes
Aversive consequence: Hand blank diary card to patient, turn away, get involved in deskwork, and say “let me know when you’re done”. Make continued interaction contingent upon filling out dc.



Contingency Management 

Presenter
Presentation Notes
Methods of using positive or negative reinforcement to decrease life threatening behaviors and increase skillful behaviors. 

*Reinforcement
-Consequence that results, on average, in an increase in a behavior in a particular situation
-A central principle of DBT is that therapists should reinforce behaviors that are relevant to target behaviors whenever they occur.
-We all reinforce each other all the time without even knowing we are doing it. Example: If, every time a person gets angry and attacks you, you give that person what she wants, you will see over time the person’s tendency to get angry at you will go up.
-Reinforcement is the most effective way to increase the frequency of a behavior. Some people don’t think that you should have to reinforce people to get them to do the right thing. However, knowing what is “right” is learned. Doing the right thing is learned. Think about raising children- one of the most important tasks is systematically reinforcing effective behaviors.
* Positive Reinforcement
-Increases frequency of a behavior by providing a positive consequence
Examples: praise, frequent flyer miles on an airline, an earned privilege, money, a smile, or a satisfying outcome to an interpersonal situation.
Real life reinforcement: paper clip chain, level system, stickers
* Negative Reinforcement
-Increases frequency of a behavior by removing or stopping an aversive stimulus
Examples: A headache goes away if you take an aspirin
Your boss stops nagging you if you get your reports done on time; people stop bothering you for information if you throw a tantrum; an annoying noise stops when you buckle your seatbelt in your car; feelings of sadness and fear lessen when you drink a lot of alcohol; a back pain gets relieved when you get a massage.
Real life punishment: Patient who said I “badgered” him into challenging his social anxiety
 
-You have to be aware that a reinforcer occurred (sounds wouldn’t reinforce a deaf person) but you don’t have to be aware of the connection between your behavior and the reinforcer. So, it’s common for others to believe that someone is acting some way on purpose to get the reinforce; like crying, suicide attempts, tantrums, etc are attempts to get attention.

Punishment
-Consequence that results, on average, in a decrease in a behavior in a particular situation
-Consequence that decreases a behavior. The consequence can be adding something negative (time out for a child, traffic tickets, verbal criticism) or taking away something positive (withdrawing warmth, privileges, etc.)
* Positive Punishment
- Decreases frequency of a behavior by providing an aversive consequence
* Negative Punishment
- Decreases frequency of a behavior by removing or stopping a positive stimulus
 
-Punishment is one of the least effective ways to change behavior over the long term. It suppresses behavior temporarily but the behavior tends to recur when the punisher isn’t around. 
Example: Working at restaurant and being told not to eat the French fries.
-However, there are times when punishment can be effective or you may have not had success any other way.
Example: patient who was so hostile towards therapist that no work could be accomplished. The behavior was pervasive and there was no positive behavior to reinforce. So therapist responded by ending sessions early if the patient could not control her hostile, attacking behavior within 20 minutes.





 Natural vs. Arbitrary Reinforcers
 Withdrawing warmth after a patient self-harms

 Satiety or Satiation of a Reinforcer
 Discriminative Stimulus

 Identifying events that increase the likelihood of life-
threatening behaviors

 Fixed (steady) vs. Intermittent Reinforcement
 Escape Behavior
 Reinforcement or Punishment Gradient

55

Key concepts in contingency management of 
life threatening behaviors

Presenter
Presentation Notes
As a therapist you may need to use criticism, confrontation, and withdrawal of approval and warmth. You want to use them in low doses and very briefly, because minor criticism can be seen as shaming and result in fears of abandonment. Can use reciprocal and irreverent communication: “When you do x, I feel y” or “If you kill yourself, I’m going to stop being your therapist”. Example: After a patient self-harms, I am a little cooler towards them, and the chain is a little more detailed and done in a less validating way. My patient who told me that she didn’t self-harm because she knew I would refuse to talk about anything else.


Natural vs. Arbitrary Reinforcers: Natural consequence is smiling, moving closer, nodding in response to someone saying something we like, as opposed to the proverbial M & M.  Natural negative consequences include hangovers after drinking, or staying up too late and then being too tired to focus at work and getting in trouble. Natural consequences are more effective in the long run: patients prefer them, and they work better. 
If a behavior doesn’t have natural consequences, or the natural consequences are too dangerous, then you might need arbitrary consequences. 

Satiety or Satiation of a Reinforcer
-Satiation is providing a reinforcer before it is needed. 
Example: A baby who cries when hungry will not cry if you give the baby food before she cries.
Example: adolescent in our program whose mother was depressed and we had to teach mother to provide more reinforcement before the daughter escalated her behavior.
Example: DBT therapists taking calls from patients even when they aren’t in crisis- inviting calls to share good news, or scheduling check-ins that don’t depend on a crisis. They want the patient to recognize that they don’t have to be suicidal to get attention from their therapist.
Discriminative Stimulus: the stimulus that prompts a certain behavior. What is the straw that broke the camel’s back? What is the piece in this that caused you to escalate with extreme fear and panic? This is about helping the patient identify which events increase the likelihood of certain behaviors. Example: D getting really upset about trainees sitting in group and observing. This enraged her because she felt like her needs weren’t being met, which had been a long-time trigger for her to feel angry and helpless.
ReiFixed (Steady) vs. Intermittent Reinforcement
-In fixed or steady reinforcement, every instance of a designated behavior is reinforced. This is important at the beginning when you are trying to shape and establish a new behavior. Continuous reinforcement will get a behavior to occur with high frequency. However, if you then stop reinforcing it, it will disappear very soon.
For example, I had a patient who was working on stopping self-harm. At the beginning, every time I reviewed her diary card and she hadn’t self-harmed I would make a big deal of praising her. After a number of months, I didn’t mention it anymore, but occasionally would bring up how long it had been and talk about how proud of her I was. 
Escape Behavior: suicide attempt, self-injury, substance abuse, overspending, gambling, ED behaviors.
Reinforcement or Punishment Gradient: the closer in time a contingency is to the behavior, the stronger it will be.



Phone Coaching: Targeting 
life-threatening behavior 

in the moment



 First function: Call before engaging in behavior

 With suicidal clients or nonsuicidal self-injurious clients, important goal= 
reduce the risk of a completed suicide while not simultaneously 
reinforcing future suicide behaviors 

 They must call when they are able to receive feedback and benefit from 
skills coaching. No new learning can occur when emotional arousal 
becomes too high (Baddeley 2007)

 Second function: Assist with skills generalization

 During intense crisis, clients often have difficulty accessing and applying 
information taught in a therapy context to the real world. Phone coaching 
helps with this! 

 Third function: Make a repair in the relationship & celebrate successes

Primary functions of phone coaching

Presenter
Presentation Notes
When orienting clients to the first function of telephone coaching in DBT the therapist must emphat- ically state to the client that they call before engaging in a nonsuicidal self-injurious act (Linehan, 1993). This changes the timing of the reinforcement so that the
reinforcer (e.g., therapist time and attention) is no longer provided after nonsuicidal self-injury or suicidal behaviors but rather is provided prior to nonsuicidal self-injury/suicidal behaviors, thereby rewarding and teaching the client to “catch”
nonsuicidal self-injurious and/or suicidal urges. Sometimes clinicians are working with individuals with BPD who may not engage in nonsuicidal self-injury, but rather use suicidal thoughts, urges, and/or threats as communication or problem-solving attempts. If a client does not self-injure but instead becomes suicidal, the therapist then instructs the client that they must call during the ascending arm of the suicidal crisis rather than waiting until the crisis reaches its peak or during the descending arm of the crisis. This can be difficult territory to navigate and misunderstandings between client and clinician are common here. (example: marleine)

Clients should be informed that the goal of phone coaching is to assist clients in managing emotions without acting impulsively. Given thatnonsuicidal
self-injury serves to reduce emotional pain, calling after a nonsuicidal self-injurious event is unnecessary given that the client has already reduced their emotional response. While not the desired outcome, the client has already solved the problem, albeit unskillfully, thus the therapist must be mindful not to reinforce the unskillful behavior. While these clients may obtain relief from extreme psychological pain, some will experience guilt and shame after a nonsuicidal self-injurious act. These individuals may call after a nonsuicidal self-injurious event to seek reassurance and/or absolution from their therapist. By talking to a client after a nonsuicidal self-injurious behavior has occurred, here again, the therapist may inadvertently reinforce the very behavior they are seeking to eliminate.





 Phone coaching outside of session allows us to maximize the principles of 
behaviorism

 Opportunity for clients to gain additional skills that they can practice in the 
moment, rather than after the fact. 

 Skills coaching increases positive outcomes of using skills and the 
connection between skillful behaviors are more likely to become 
temporally linked. 

 Skills are also more immediately reinforced! 

 Encourage trying skills before calling

 Phone coaching and skills use can be shaped! 

 Clients use AT LEAST 2 skills before reaching out for coaching. 

 Ask “what skills have you tried so far” to start the coaching call (or text)

Phone coaching and behavioral 
principles 



 While instructing to client to call prior to the crisis is designed 
to reinforce skillful behavior, the 24-hr rule exists to extinguish 
unskillful behavior.

 During phone coaching orientation, clients are informed that 
they are explicitly forbidden to call their therapist after a 
nonsuicidal self-injurious act until a 24-hour time period has 
elapsed.
Can be flexible after eating disorder behavior depending on 

client need

 Contingency management for life-threatening behaviors

The 24 Hour Rule



Discussion
Leslie Karwoski Anderson, Ph.D.

UC San Diego Eating Disorders Center for Treatment and Research



Therapist Fears

 Treating individuals at chronic high risk for suicide is scary 
and often leads to therapist burnout!

 Therapists may react with excessive fear, anger, hostility 
OR excessive empathy

Presenter
Presentation Notes
Your fears are real! 22% of psychologists have a pt die by suicide. Fears of suicide, legal liability, feeling like a failure as a therapist
Clients with chronic illness, multiple problems, recurring symptoms, high rates of relapse and slow change processes can feel draining for a clinician

Research on burnout shows that people who are burnt out demonstrated a tendency to, in response to the frustration, work harder. These individuals tend to place a high value on their professional successes and thus work themselves harder than their internal resources can support. They frequently neglect their personal lives and physical well being in order to achieve professionally. OR the person gives up in the face of significant challenge: obstacles can seem insurmountable and the person quits the task before attempting other alternatives.

Excessive fear: attempts to control the patient, rejection, attack. Excessive empathy: falling into the pool of despair. 

This burnout, if not appropriately dealt with, can lead to impaired functioning as a therapist. They suggest that cognitive processing may be impaired in clinicians facing burnout which can decrease ability to process new information and respond appropriately while demonstrating empathy, interest, and flexibility. Pope and Vasquez (2005) suggest that therapists who become depleted as a result of burnout can begin “trivializing, ridiculing, or become overly self-critical” about the work they do and can see their role as a therapist as a charade (p. 14). Additionally they suggest one may begin making more mistakes such as forgetting appointments or important client specific information, losing documentation, or calling clients by the wrong name.


three variables (satisfaction with income, client load discrepancy, and self-care frequency) were determined to best predict burnout scores in this sample (Miner, 2010)






Intro to Suicidality in Eds, April Smith

Perceived 
Burdensomeness

Thwarted 
Belongingness

Capability 
for 

Suicide

Fearlessness + pain tolerance

Joiner’s Interpersonal 
Psychological Theory of Suicide 

Presenter
Presentation Notes
High rates of comorbidity for Eds and suicide ideation and death by suicide.



Avoiding Burnout

 Self-Care

 Consultation team
 Skills Use
 Education

Presenter
Presentation Notes
Since research suggests that more severe client symptomology can potentially increase the risk of developing burnout, it could therefore be assumed that those of you would be at a higher risk. However, DBT therapists are actually less likely to burnout. Why? Consultation team (really helps to relieve stress around difficult cases), use the DBT skills themselves (especially mindfulness and emotion regulation skills), educated about how to deal with suicide risk. The more education you have, the less likely you are to have a pt die by suicide. Specifically, getting training in DBT leads to lower burnout (Carmel, 2014 study).

The purpose of self-awareness is for a therapist to recognize his or her own needs and limitations to facilitate better decision making in the clinician’s therapeutic professional and personal life
Self-regulation: Therapists are generally surrounded by more intense emotionality than are many other professionals; if not dealt with appropriately, this intensity may inhibit one’s ability to adequately practice therapy.
Balance: Balance within the dialectic forces among which individuals are pulled (e.g., action and rest, doing and being, past and present, nature and nurture, body and mind) can lead to a sense of mastery, esteem, and self-trust

pleasure reading, physical exercise, hobbies, and recreational vacations as their most frequent means of self-care. Other forms of self-care included peer supervision, prayer or meditation, volunteer work, personal therapy, attending church services, receiving massage or chiropractic care, and keeping a personal diary



Assessment and Targeting of Suicidal and 
ED behaviors, Lucene Wisniewski

Presenter
Presentation Notes
Assessment: If you don’t ask, they won’t tell you.



Strategies from DBT for managing self-
harm and suicide risk, Anne Cusack

VULNERABILITY PROBLEM
BEHAVIOR

CONSEQUENCES
LINKS

CUE OR
PROMPTING

EVENT

Presenter
Presentation Notes
Assess frequency, intensity, and severity of suicidal behavior (LRAMP)
Conduct a comprehensive chain analysis (Behavioral Analysis)
Relate current behavior to overall patterns (Diary Card)
Validation
Focus on negative effects of suicidal behavior (Behaviorism)
Reinforce non-suicidal responses  (Contingency Management)
Discuss solving problem vs. distress tolerance (Skills Coaching)
Commitment
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