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(ABSTRACT)

The present study compares two types of treatments
designed to reduce suicidal ideations: social
problem-solving therapy and supportive therapy. Social
problem-solving therapy is based on research indicating that
suicidal individuals have deficits in problem-solving skills
in general and in interpersonal problem-solving skills, in
particular. Supportive therapy was chosen as a comparative
treatment to control for nonspecific effects of
problem-solving therapy and to provide an ethical alternative
treatment.

The results indicated that problem-solving therapy was
more effective than supportive therapy for reducing
depression and for improving interpersonal problem-solving
self-efficacy at posttest. At 3 month follow-up there
continued to be differences between the groups in
depression, but not in problem-solving self-efficacy. In
addition, at follow-up problem-solving therapy was more
effective than supportive therapy for reducing hopelessness

and loneliness. Although there were no differences between



the groups on severity of suicidal ideations, within group
analyses revealed that problem-solving therapy significantly
reduced severity of ideations over time.

The findindgs sugdest that social problem-solving therapy
is a more effective treatment than supportive therapy for
reducing depression, hopelessness, and loneliness of suicidal
individuals. This may be due to social problem-solving
deficits being a key problem for suicidal individuals.
Although there are several limitations to the study, such as
small sample sizes, it provides an example of treatment
research with suicidal individuals. Similar studies would
be useful to further evaluate empirically-based treatments

for suicidal individuals.
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Treatment of Suicide Ideators: A Problem-Solving Approach

INTRODUCTION

Suicide is the second leading cause of death in persons
15 to 24 years of ade (Rosenberg, Smith, Davidson, & Conn,
1987). Over the last 30 years the suicide rate for
adolescents has increased substantially while during the same
time period the suicide rate for adults has decreased. The
rate of adolescent suicide is approximately 15 per 100, 000
and continues to rise (Fingerhut & Kleinman, 1988).

The rate of adolescent suicide attempts has been
estimated to be 50-100 times the rate of suicide completions
(American Association of Suicidology, 1988). The result is
at least 250,000 adolescents attempt suicide per year in the
United States. Studies of high school students reporting
their own attempts found the suicide attempt rate to be 8-9%
(Harkavy-Friedman, Asnis, Boeck, & DiFiore, 1987; Smith &
Crawford, 1986). Studies of college students reporting their
own suicide attempts or threats found the rate to be 4-8%
when students were asked about “serious"” threats or attempts
(Wellman & Wellman, 1988) and 10-15% when students were asked
about threats or attempts in general (Cantor, 1976; Mishara,
1982; Mishara, Baker, & Mishara, 1976).

Although many suicide attempters do not complete suicide

there is a larde overlap in the populations. Psychological



autopsies of adolescent suicide completers showed that 40%
had made at least one previous suicide attempt (Shafii,
Carrigan, Whittinghill, & Derrick, 1985). In addition,
prospective studies have found that a significant number of
individuals who attempt suicide also complete suicide
(Goldacre & Hawton, 1985; Motto, 1984; Otto, 1972).

The rate of suicide ideation among college students has
been estimated to be 9-11%¥ when students were asked to
indicate whether they had experienced "serious" suicidal
thoughts (Wellman & Wellman, 1988). It has been estimated to
be as high as 35% in studies that do not specify severity
(Cantor, 1976; Minear & Brush, 1980-81). Although many more
individuals experience ideation than those who attempt
suicide, it is considered a precursor to a large proportion
of suicide attempts. Brent and his colleagues (Brent, Kalas,
Edelbrock, Costello, Dulcan, & Conover, 1986) examined
children and adolescents referred for psychiatric treatment
and found suicidal ideation to be on a continuum with suicide
intent and suicidal behavior. They found that individuals
who presented with suicidal behaviors or severe thoughts also
tended to have less severe suicidal behaviors and/or
thoughts. There was also was a tendency for most psychiatric
symptoms to increase with severity of suicidal ideation
(e.g., depression, alcohol abuse, overanxious disorder).

Brent (1987) found in a chart review of child and adolescent



attempters that medical lethality of an attempt was
associated with level of suicide intent.

Given the rate of adolescent suicide and suicidal
behavior, there is a clear need to develop treatments for
suicidal individuals. Although there has been extensive
research on the epidemioclogical and psychological predictors
of suicidal behavior, there has been little controlled
research on treatment. The lack of controlled treatment
studies may be due to the ethical challende of creating a
suitable control group, the risk involved in treating
suicidal clients, and/or the lack of a theoretical framework
for understanding suicidal behavior.

One empirically-based psychological model of suicidal
behavior was proposed by Clum and his colleagues. They
synthesized the research on the relationships between a
number of psychological variables and suicidality into a
diathesis-stress model (Clum, Patsiokas, & Luscomb, 1979;
Schotte & Clum, 1987). They proposed that the key deficit in
suicidal individuals is poor interpersonal problem~solving
skills. They suggdested that individuals with poor
interpersonal problem-solving skills under high levels of
stress lack the coping skills to generate and implement
effective solutions to relieve stress. Failing to find
effective solutions these individuals become hopeless and, in

turn, suicidal.



There is some evidence to support the model. The
diathesis-stress model predicts an interaction between stress
and poor problem-solving skills--that is, individuals with
poor problem-solving skills and high levels of stress will be
at greater risk for suicidal behavior than individuals
experiencing only stress or only poor interpersonal
problem-solving skills. Schotte and Clum (1982) found this
result in a study of college students. They found that
students with poor social problem-solving skills under high
levels of stress were more suicidal than students who had
either low levels of stress and/or better problem-solving
skills.

The diathesis-stress model provides a framework from
which to design treatments for suicidal individuals. It
implies that by improving social problem-solving skills
hopelessness and suicidality will be reduced. The present
study evaluates the effectiveness of social problem-solving
therapy for reducing the hopelessness and severity of
suicidal ideations for suicidal individuals. A description
of the study will follow a review of the research on which it
was based, and a review of other treatments that have been
evaluated.

Life Stress. There is strong support for the

hypothesis that suicidal individuals experience more life



stress at the time of a suicidal crisis than nonsuicidal
individuals experience generally. Six months prior to a
suicide attempt suicide ideators reported experiencing four
times as many nedative stressors than normals and one and a
half timesvas many as depressives prior to onset (Paykel,
Prusoff, & Myers, 1875). In addition, the frequency of
negative events increased sharply one month prior to a
suicidal crisis for suicidal individuals. Cochrane and
Robertson (1975) found that this relationship existed
redardless of agde, sex, and social class variables. Motto,
Heilbron and Juster (1985) found that personally relevant
stressors were related to future suicide completion for
hospitalized depressive and suicidal patients. Gispert,
Wheeler, Marsh, and Davis (1985) found that for suicidal
adolescents suicidal risk was significantly correlated with
current stress, whereas depression was correlated with
lifelong as well as current stress. Schotte and Clum (1982)
found that suicide intent and stress were highly correlated
for a sample of collegde students (Schotte & Clum, 1982). The
studies present consistent evidence that negative life stress
is related to suicidal behavior. The research sugdests that
negative life stress is especially severe immediately prior
to a suicide attempt.

Problem-Solving Deficits. Many individuals experience

high levels of stress, but very few engade in suicidal



behavior or ideations. Thus, there must be other
contributing factors that increase suicidal risk. One risk
factor that has received a large amount of attention is the
cognitive deficits of suicidal individuals. Research in this
area bedgan in the 1960’s. Both cognitive rigidity and
dichotomous thinking were found to be reliably related to
suicidal behavior. Suicidal individuals were found to score
more rigidly on the Rokeach Map Test and the California F
Scale (Levenson & Neuringer, 1971; Neuringer, 1964). They
performed less well on the Unusual Uses and Word Association
Tests (Levenson, 1972), and the Alternate Uses Tests
(Patsiokas, Clum, Luscomb, 1979).

Clum and his colleagues investigated whether these
types of cognitive deficits extended to interpersonal
problems. Schotte and Clum (1982) asked individuals to
complete the Means End Problem-Solving procedure (Platt &
Spivack, 1975), which asks individuals to generate solutions
to a number of interpersonal problems. They found that
subjects with higher levels of suicide intent were poorer
problem-solvers. Schotte and Clum (1987) examined the type
of problem-solving deficits suicidal individuals displayed.
They found that when asked to solve an interpersonal problem
suicidal patients compared to nonsuicidal psychiatric
controls (1) generated fewer alternatives; (2) listed more

negative consequences to the alternatives; and, (3) employed



fewer of the alternatives in designing a solution to the
problem. These studies sugddest that suicidal individuals have
specific types of deficits in interpersonal problem-solving
skills.

Depression and Hopelessness. Another major risk factor
for suicidal behavior is clinical depression. Suicidal
ideations is one possible criteria for a diagnosis of major
depression (American Psychiatric Association, 1987;
Diagnostic Statistical Manual-III Revised). Approximately
10-15% of individuals diagnosed with a major affective
disorder will commit suicide (Miles, 1977). In order to
better predict the risk of suicidal behavior of depressives
another factor must be considered, and that is hopelessness.
Hopelessness has been found to be consistently related to
suicidal risk, and a better predictor of suicide intent than
depression in both suicide attempters and suicide ideators
(Ellis & Ratliff, 1986; Minkoff, Bergman, Beck, & Beck, 1973;
Schotte & Clum, 1982; Wetzel, 1976). Motto (1977) found that
suicidal ideation and intent increased with higher levels of
hopelessness. Hopelessness was also found to be the best
predictor of future suicide in a prospective study of
psychiatric inpatients treated for suicide ideation (Beck,
Steer, Kovacs, & Garrison, 1985). Thus, hopelessness is an

important variable to consider when evaluating suicidal risk.



Crisis Centers. Crisis centers have been one form of
suicide prevention instituted in both Britain and the United
States. Crisis intervention is based on the assumption that
social support during a crisis will prevent suicidal behavior
(e.g., Shneidman & Farberow, 1965; Varah, 1977). There have
been a few studies evaluating the effectiveness of crisis
centers by comparing the suicide rate in towns in which
crisis centers are established to towns without crisis
centers. Bagley (1968) found that towns with crisis centers
experienced a reduction in suicide rate, compared to matched
towns which experienced an increase within the same time
period. Jennings, Barraclough, and Moss (1978) attempted to
replicate these findings with an expanded sample and found
only small, nonsignificant differences in suicide rate.
Weiner (1969) and Lester (1974) also found little difference
in suicide rate between towns with and without crisis
centers.

These findings indicate that crisis centers do not
reduce the suicide rate. Evidence from an additional study,
however, suggests that crisis centers may impact the
individuals most likely to use them. Miller, Coombs, Leeper,
and Barton (1984) evaluated the suicide rate of age-race-sex
cohorts and found that the suicide rate for yound, white

females decreased in areas that established a center,



compared to a control group consisting of areas that had no
center or had previously had a center. This cohort is one
that would be more likely to use crisis centers. More
research evaluating cohorts will be useful for evaluating the
effectiveness of crisis centers for preventing suicide.
Outreach Approach. Another type of suicide prevention
has been rigorous outreach following a suicide attempt. This
approach is based on the assumption that social support
following a suicidal crisis will prevent future suicidal
behavior. A number of studies have evaluated the
effectiveness of these programs. Different types of outreach
have been utilized across the studies including telephone
outreach, home visits, and contact by mail. The results
overall have shown that although outreach has an impact on
social functioning it has little impact on suicidal behavior
(Chowdury, Hicks, Kreitman, 1973; Gibbons, Butler, Urwin, and
Gibbons, 1978; Hawton, Bancroft, Catalan, Kingston,
Stedeford, & Welch, 1981). Only Welu (1977) reported a lower
rate of suicide attempts in the outreach group. One
controlled nonrandom study evaluated the effects of outreach
on adolescent suicide attempters (Deykin, Hsieh, Joshi, &
McNamara, 1986). The program involved assigning social
workers to adolescents seen in the emergency room to help
them with follow-up appointments and provide support. The

program also involved education in the schools and community.



Results indicated increased compliance with medical
recommendations and a reduction in emergency room admissions
due to adolescent suicide attempts. Similar to the findings
with adults, though, there was no effect on repeat suicide
attempts.

In sum, neither the crisis centers nor the outreach
programs have been impactful on suicidal behavior. On the
plus side, the outreach programs have been effective for
improving social functioning of suicidal individuals. One
explanation for the lack of findings with regard to suicidal
behavior is the low base rate of the behavior. Another
possible explanation is that both crisis centers and outreach
programs are based on the untested assumption that social
support decreases suicidal behavior. Since there is mixed
evidence regarding the relationship between perceived social
isolation (lack of social support) and suicidality (see
review, Spirito, Brown, Overholser, & Fritz, 1989) it is
possible that social support does not prevent suicidal
behavior.

Behavioral Interventions. An alternative type of
intervention, based on the assumption that suicidal
individuals lack specific interpersonal skills is behavioral
therapy. Liberman and Eckman (1981) compared a broad-based
behavioral treatment to an insight-oriented treatment. The

behavioral treatment consisted of social skills training,
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anxiety management training, and family contracting. These
investigators found that the behavioral treatment was
superior at posttreatment and two year follow-up for reducing
severity of suicidal ideations, depression, and improving
social adjustment. There were no differences in suicide
attempt rate at the two year follow-up. Again, the lack of
impact on suicide attempts may be a result of the low base
rate. In fact, few of the subjects repeated an attempt. This
study offers an alternative way of measuring impact of
treatment, and that is to evaluate severity of suicidal
ideations. Although it is difficult to evaluate which of the
components of the behavioral treatment was most effective,
the results suggest that behavior therapy may be a useful
treatment for reducing suicidal ideations.

Social Problem-Solving Therapy. The diathesis-stress
model suggests that social problem-solving therapy is a
viable treatment for suicidal individuals. The research
consistently supports the relationship between
problem-solving deficits and suicidal behavior. Thus, social
problem-solving therapy may be more effective for treating
suicidal behavior because it is empirically-based. One study
has previously evaluated the effectiveness of social
problem-solving therapy for treating suicidal individuals.

Patsiokas and Clum (1985) compared social

problem-solving therapy to cognitive restructuring therapy
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and supportive therapy for treating hospitalized suicidal
patients. They found that social problem-solving therapy
resulted in significantly larger improvements in
problem-solving skill relative to the other two therapies,
and significantly larger reductions in hopelessness, relative
to the control group. All three treatments significantly
reduced suicidal ideations. They did not measure suicide
attempts. The lack of differences among the therapies in
affecting suicidal ideations was attributed to the low
pretreatment level of suicidal ideations. The low level of
ideations may have been due to the patients having been
admitted following a suicide attempt which is a time that
ideations tend to decrease. Thus, further studies with
individuals with more severe suicidal ideations are necessary
to evaluate the effects of problem-solving therapy on
suicidal ideations.

The present study examined the effects of
problem-solving therapy on individuals with severe levels of
suicidal ideations. Similar to Patsiokas and Clum (1985) the
problem-solving therapy was based on D’Zurilla and
Goldfried’s (1871) model of interpersonal problem-solving.
They proposed that interpersonal problem-solving could be
conceptualized as five steps: (1) problem orientation:
accepting that problem situations are a normal part of life

and believing that one can solve one’s own problems, (2)
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problem definition: defining the problem in operational
terms, (3) denerating alternative solutions to the problem,
(4) evaluating and selecting alternatives, and (5)
implementing and verifying the chosen alternative.
Problem-solving therapy consisted of didactic teaching,
practice, and feedback to train suicidal adolescents in these
five interpersonal problem-solving skills.

Problem-solving therapy was compared to supportive
therapy. ©Supportive therapy was chosen as a comparative
treatment to control for nonspecific effects of the
problem-solving therapy, such as treatment contact and group
cohesion. Supportive therapy in the present study differed
from that used in the Patsiokas and Clum (1985) study, in
that it included a didactic component teaching effective
communication and listening skills. This was added to
control for the directive component of the problem-solving
therapy. Supportive therapy was also chosen for ethical
reasons because of its theoretical and applied acceptance.

As mentioned previously, one alternative hypothesis about the
etiology of suicidal behavior is that it is related to social
isolation (Braucht, 1979; Lettieri, 1974; Nelson, Nielson,
and Checketts, 1977). From an applied perspective,
supportive therapy is a valid comparison because of its
widespread use in the form of therapy in crisis centers and

outreach prodrams.
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There were a number of predictions for the effects of
each of these treatments. Based on previous research it was
predicted that both problem-solving therapy and supportive
therapy would reduce suicidal ideations to some extent.
Because problem-solving therapy is based on an
empirically-derived theory of suicidal behavior, it was
predicted that individuals in problem-solving therapy would
experience greater reductions in suicidal ideations than
those in supportive therapy. The improvements were expected
to be maintained at 3 months follow-up. It was also
predicted that problem-solving therapy would be more
effective for reducing depression, hopelessness, and stress;
and for improving social problem-solving ability and

self-efficacy.
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METHOD
Experimental Desidn

A 2 (Treatment: Problem-Solving, Supportive) X 3
(Trials: Pre, Post, and Follow-Up) design was used. Subjects
were assigned either to the problem-solving group or to the
supportive group. Treatment groups were formed when a
sufficient number of subjects qualified (2 to 5 subjects).
Selection Criteria

Subjects were drawn primarily from the Introductory
Psychology pool and higher level psychology classes. There
were approximately 1900 students registered for introductory
psychology each of two years; the study was conducted over
two academic years. Introductory psychology subjects
received credit for participation in assessment, but not for
participation in treatment.

Subjects were required to be 18 to 24 years of age and
currently experiencing suicidal ideations. They had to have
experienced at least one suicidal thought in the two weeks
prior to assessment and have obtained a score of 11 or above
on the Modified Scale for Suicidal Ideation (MSSI; Miller,
Norman, Bishop, & Dow, 1986). This score was chosen because
it was previously found to be associated with suicidality for
psychiatric patients admitted for hospitalization (personal

communication, I. W. Miller, July 31,1987). The requirement

15



of one suicidal thought in the last two weeks guaranteed that
they were currently ideating. Exclusion criteria included
concomitant diagnoses of schizophrenia, organic brain
syndrome, or substance abuse. Subjects were not excluded for
taking psychotropic medications as long as they were on a
therapeutic dose of their medication. A therapeutic dose
constituted two weeks or londger on a physician prescribed
medication.
Subjects

Approximately 60 individuals over two academic years
made initial contact inquiring about participation in the
study. Thirty-eight subjects qualified for treatment. Ten
subjects elected not to participate due to various reasons,
including interference with time for studying, crisis
resolution, unhappy with group format, and uncomfortable
discussing feelinds. Seven subjects dropped out after one or
more sessions for similar reasons as described for those who
chose not to participate. Two subjects were removed from the
analyses because of problems following treatment protocol
(substance abuse and inappropriate contact with treatment
staff member) and one subject was referred for individual
therapy because a group was not available. The subjects who
chose not to participate or dropped out of treatment did not
differ from those remaining in the treatment on demographic,

clinical, or pretreatment dependent variables with the

16



exception of duration of suicidal thoughts. Subjects who
participated experienced suicidal thoughts for a shorter
duration than those who did not participate, £(33) = 2.79,
p<.01.
A total of 18 subjects completed the study. Table 1
presents the subject characteristics for each group.
Problem-solving therapy subjects. Eight females and
one male ranging in age from 18 to 20 years of age
(M = 18.78, SD = .83) participated in the prroblem-solving
therapy group. Eight of the subjects were Caucasian and one
was Afro-American. All were university undergraduate
students and all were single.

With respect to clinical variables related to suicidal
behavior, all subjects had experienced at least one suicidal
ideation in the past two weeks (range = .5 - 7 per week,
M=2.56, 8D = 2.61). The duration of suicidal ideations
ranged from 1/10th of a year to 13 years (M = 3.42,

SD = 3.87). The number of previous suicide attempts ranged
from zero to two. Two subjects were on psychotrbpic
medications. One subject simultaneously participated in
individual therapy. The subject was in individual therapy
prior to beginning the study.

Supportive therapy subjects. Six females and three

males ranging in age from 18 to 22 years of age (M =
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19.56, 8D = 1.74) participated in the supportive therapy
group. All subjects were Caucasian. All were university
undergraduate students and all were single.

With respect to clinical variables related to suicidal
behavior, all subjects had experienced at least one suicidal
ideation in the past two weeks (range = .5 - 7 per week,
M=2.94, 8D = 2.55). The duration of suicidal ideations
ranged from 1/10th of a year to 9 years (M = 3.10,

SD = 2.91). The number of previous suicide attempts ranged
from zero to four. None of the subjects were on psychotropic
medications. Two subjects simultaneously participated in
individual therapy, one of whom was previously in individual
therapy and the other of whom was referred for individual
therapy because of a suicide attempt during the course of the
study. There were no significant differences between the
treatment groups on demographic or clinical variables.
Assessment

Subjects were recruited with advertisements posted in
the psychology building. In order to protect confidentiality
subjects were asked to call the Psychological Services
Center, or leave their first name and phone number on a
folded slip of paper at a designated office in the psychology
building.

Potential subjects were contacted by phone and the

study was described to them. If they chose to participate an
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appointment was made for an evaluation. If they chose not to
participate they received a referral to an appropriate
source. At the pretest session they sighed a consent form
(Appendix A) and a no-suicide contract prior to completing
the assessment instruments. The assessment was conducted by
one of three trained interviewers (two senior undergraduates;
one clinical psychology graduate student). The posttest
session was conducted within one week after completion of
treatment and the follow-up session was completed three
months after the end of treatment. All interviewers were
blind to treatment condition.
Dependent Measures

Parasuicide Ideation Interview (Appendix B). This
interview-based questionnaire was used to record subjects’
retrospective reports of suicidal thoughts and attempts in
the two weeks prior to assessment. Subjects were also asked
about the history of their suicidal thoughts and behaviors.

Modified Scale for Suicidal Ideations (MSSI; Miller et

al., 1986; Appendix C). This interview-based, 18-item
clinical research tool was used to assess severity of
suicidal ideations. It is a modified form of the Scale for
Suicidal Ideations developed by Beck, Kovacs, & Weissman
(1979) to assess and quantify the degree of suicidal intent
in samples of suicide ideators. Each item is scored from O

to 3, with higher scores indicating more severe ideation.
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Total Scores can rangde from O to 54. A score of 11 or above
was found to be associated with suicidality in a psychiatric
population (personal communication, I. W. Miller, 1987). The
scale has high internal consistency (coefficient alpha = .94)
and high interrater reliability (.5-1.0 intraclass
correlation coefficient and .79 total sum correlation).

Beck Depression Inventory (BDI; Appendix D). This
21-item measure was used to examine cognitive, somatic, and
behavioral dimensions of depression, with emphasis on the
cognitive dimension (Beck, 1967). It has high internal
consistency, with a split-half reliability coefficient of
.86, and item-total correlations .31-.68. It has also been
demonstrated to have high levels of concurrent and construct
validity.

Zung Self-Ratind Depression Scale (Appendix E). This
20-item scale developed by Zung (1965) was used to assess the
affective, somatic, psychological, and physiological symptoms
typical of depression. This scale has demonstrated high
concurrent and construct validity.

Hopelessness Scale (HS; Appendix F). This is a 20-item
scale assessing the dedgree to which an individual’s cognitive
schemas are dominated by negative expectations about the
future (Beck, Weissman, Lester, & Trexler, 1974). The scale
has high internal consistency (.93) and relatively high

levels of concurrent and construct validity.
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Modified Means-Ends Problem-Solving Procedure (Modified
MEPS; Appendix G). This instrument is designed to assess
interpersonal problem-solving deficits. Subjects were asked
to report a recent interpersonal problem. They were asked to
solve the problem by generating alternatives, evaluating
consequences in terms of positive and negative outcomes, and
writing a detailed solution. It is similar to the unmodified
MEPS (Platt & Spivack, 1875) which asks subjects to write
detailed solutions to a number of specified problems. The
Modified MEPS was scored by the number of alternatives
generated, the rating of the quality of each of the
alternatives, the number of positive and negative
consequences listed for each alternative (Schotte & Clum,
1987), and the number of relevant means used in a detailed
solution of the problem (Platt & Spivack, 1975). The
unmodified MEPS has an interrater reliability estimate of .94
and a test-retest reliability over five weeks of .64.

Problem-Solvindg Inventory (PSI; Appendix H). The PSI
is a 35-item self-report measure of perceived efficacy in
solving interpersonal problems (Heppner, 1986). Respondents
were asked to agree or disagree on 6-point scales with a
series of statements describing their problem-solving skills.
Lower scores equalled higher self-efficacy. The inventory
was scored for a total score and three factor scores.

Heppner (1986) defined the first factor, problem-solving
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confidence, as a belief in one’s ability to solve problems;
the second factor, approach-avoidance style, as a tendency to
approach or avoid problems; and the third factor, personal
control, as believing one is in control of emotions and
behaviors while solving problems. The inventory has high
internal consistency for total score and for each of the
three factors. The alpha coefficients are as follows:
problem-solving confidence, .85; approach-avoidance, .84;
personal control, .72; and total inventory, .90. The
test-retest reliabilities over a two week period are also
high with correlations ranging from .83 to .89. This measure
has also been shown to have high concurrent and construct
validity.

UCLA Loneliness Scale (Appendix I). This measure was
utilized to assess perceived loneliness. It is a 20-item
scale developed by Russell, Peplau, and Cutrona (1980) with
internal consistency estimates of .91 to .94. Test-retest
reliability estimate for the original scale over a 2 month
period is .73. The revised scale (i.e., the one being used)
correlates with the original scale, .91.

Self-Monitoring for Suicidal Ideation (Appendix J).
Subjects recorded instances of suicidal thoughts that
occurred daily. Self-monitoring began on the day of the
first treatment session and ended on the day of the last

treatment session.

22



Weekly Stressor Scale (STRESS; Appendix K). Subjects
reported five current stressful events and rated them on
10-point scales ranging from not at all stressful to
extremely stressful. Subjects completed the scale at the
pretreatment session, each week of treatment and at the
posttreatment assessment session.

Rating of Treatment Quality (Appendix L). Subjects
rated the quality of the treatment they received on six
9-point scales. The subjects were asked: "how logical does

this type of treatment seem to you?", how confident are you
that this treatment will be successful in reducing your
suicidal thoughts”, "how confident would you be in
recommending this treatment to a friend?", "how important do
you think it is that we make this treatment available to
others who experience suicidal thoughts"”, "how successful do
you believe this treatment would be in decreasing other
problems like general anxiety, depression, etc.?”, and
"please rate the level of mastery of the treatment skills you
believe you will obtain by the end of the last treatment
session.” BSubjects completed the measure following the

first, fifth, and tenth treatment sessions.

Therapist Evaluation (Appendix M). Subjects rated the

therapist of the treatment group after the last treatment
session on five 9-point scales. Subjects rated the therapist

on scales of competency, likableness, understanding, warmth,
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and comfortableness.

Posttreatment Feedback (Appendix N). Subjects were
asked to write a paragraph on what they thought the treatment

was about and what they learned from the treatment.
Treatment Conditions

Subjects who met selection criteria and chose to
participate were assigned to a treatment gfoup consisting of
two to five members. Assignment was random when two groups
were running simultaneously, otherwise subjects were assigned
to the treatment group being offered. Treatment groups
alternated with the first treatment randomly selected.
Random assignment of subjects to treatment was at times
impossible because of insufficient numbers of available
subjects who met selection criteria. A treatment group would
form when 2 - 5 members were available. Each treatment group
consisted of ten sessions over a 5 - 7 week period. Each
session was one and one-half hours long. The therapists were
advanced clinical psychology graduate students supervised by
a faculty member who is a licensed clinical psychologist.
Three groups were conducted by a female therapist (1
problem-solving group and 2 supportive groups) and three
groups were conducted by a male therapist (2 problem-solving
groups and 1 supportive group).

Problem-Solving Therapy (Appendix O). The treatment
package was adapted from D’Zurilla and Goldfried (1971) and
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was used to treat suicidal individuals by Patsiokas and Clum
(1985). The goal of treatment was for subjects to acquire
skills to allow them to problem-solve effectively. The
treatment involved teaching the subjects to use the five
skills deécribed by D’Zurilla and Goldfried (1971): problem
orientation, problem definition, generation of alternatives,
evaluation and selection of solutions, and implementation and
verification of solutions. Each session consisted of
didactic teaching, practice, and feedback. Each of the
skills was taught sequentially over the course of treatment,
with previous skills reviewed in each session. Skills were
practiced on real-life problems, especially those related to
suicidal thoughts.

Supportive Therapy (Appendix P). The treatment package
consisted of empathic listening on the part of the therapist
and facilitation of sharing of experiences within the group.
In addition, the therapist taught active listening skills to
the subjects and encouraged them to use these skills within
and outside of the group. Each session consisted of a brief
didactic component followed by discussion of problems
surrounding suicidal thoughts, with the emphasis on honest
communication, expression of feelings, and active listening.
Treatment Intedrity

The problem-solving therapy differed from the

supportive therapy in that it was more directive and
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didactic, and taught problem-solving skills related to
interpersonal problems precipitating suicidal thoughts.
Supportive therapy had some didactic components teaching
communication skills, but the emphasis was on sharing
experiences with other group members. The therapies were
similar in that they included group interaction and empathic
listening from a trained therapist.

The integrity of the treatments was maintained in
several ways. Therapists were trained to provide the
problem-solving and supportive treatments. Training was
conducted by providing three to four sessions initial
sessions of role modeling, watching videotapes of each
treatment, and practicing skills. Feedback was provided
following the first three sessions, and supervision was
conducted throughout treatment. Therapists were provided with
session-by-session treatment outlines. During treatment
therapists were provided with feedback and supervision. In
addition, to evaluate for adherence to treatment protocol
videotapes of the sessions were evaluated to examine whether
randomly chosen sedments could be identified as the correct
treatment.

Treatment Rationales
Problem-Solving Therapy. The therapist presented the

following rationale:

"The treatment will be conducted in a group setting in
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which individuals with similar problems to yours will also be
participating. There will be ten group sessions. The
sessions are designed to help you understand how your
suicidal thoughts developed, how you can deal with the
thoughts, and how to reduce the frequency and intensity of
the thoughts. We will look at suicide as a problem in
problem-solving. You will learn better problem-solving
skills and learn to apply the skills to stressful situations
that are causing your suicidal thoughts. The problem-solving
skills will be individualized to maximize your effectiveness
in dealing with problem situations. We have found this
technique to work effectively for treating individuals with
suicidal thoughts.”

supportive Therapy. The therapist presented the
following rationale:

"The treatment will be conducted in a group setting in
which individuals with similar problems to yours will also be
participating. There will be ten group sessions. The
sessions are designed to help you by having you share your
thoughts and feelings about problems associated with your
suicidal thoughts. Sharing these thoughts and feelings in a
supportive, nonthreatening environment will allow you to feel
understood and listened to by others. You will also learn to

trust others and feel less alone with your problem. This
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type of therapy has been used effectively to treat

individuals with suicidal thoughts. "
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RESULTS
Preliminary Analyses
Subject Expectancies and Therapist Variables. The
ratings for subjects’ perceptions of treatment quality were
summed across the 6 items. There were no significant
differences between problem-solving and supportive groups for
ratings of the quality of the treatments after the first and
fifth treatment sessions. There were significant differences
between the groups after the final session. Subjects in the
problem-solving condition rated their treatment to be of
higher quality than did subjects in the supportive condition
(Ms = 8.2 vs. 7.1; £(16) = 2.28, p<.05). Therapist
evaluations were also conducted after the final session. The
ratings were summed over the 5 items. The therapist was
rated more highly in the problem-solving condition, than in
the supportive condition (Ms = 8.7 vs. 7.8; t(16) = 2.886,
p<.05).
There were three therapists conducting the
groups. An analysis of variance (ANOVA) indicated that there
were no significant differences amond the therapist
evaluations of the three therapists. Also, a multivariate
analysis of variance (MANOVA) indicated that were no
significant differences on dependent variables at
posttreatment or follow-up as a function of Therapist

Evaluation or Therapist Evaluation X Treatment Condition (see
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Appendix Q).

Validity Check. Tapind of sessions was conducted in
order to evaluate adherence to protocol. The tape ratings
were conducted by having a rater independent of the study
listen or watch one 10 minute segment of a tape and indicate
the treatment from which it came. One or two tapes per small
treatment group were evaluated. The rater correctly
identified the treatment condition in all but one case; that
is, 8 out of 9 were correctly identified. This is
significantly better than chance, gz = 2.43, p< .05.

A validity check was also conducted by having a blind
rater assess subjects’ written posttreatment feedback. The
subjects had been asked to indicate what they thought the
treatment was about and what they learned from the treatment.
The results indicated that the rater identified correctly 16
out of 18 as the actual treatment. This is significantly
better than chance, z = 3.24, p< .001.

Pretreatment Analyses. Mean scores and standard
deviations are presented in Table 2. T-tests were conducted
to examine pretreatment differences on dependent measures
between treatment groups. There were no pretreatment
differences between treatment conditions for measures of
weekly stress (STRESS), social problem-solving ability
variables (Modified MEPS), total problem-solving appraisal

score (PSI), and two of the problem-solving factors
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(confidence and approach-avoidance), and loneliness (UCLA).
There were pretreatment differences on measures of severity
of suicidal ideations (MSSI, t(18) = 2.13, p< .05), personal
control (PSI factor, t£(16) = 3.06, p< .01), depression (BDI,
t(16) = 2.29, p< .05; Zung, t(16) = 2.30, p< .05), and
hopelessness (HS, £(16) = 3.60, p<.01). Subjects in the
problem-solving group were more severely suicidal, perceived -
less control in solving their problems, reported feeling more
depressed, and reported feeling more hopeless about the
future.
Ireatment Effects

Mean scores on posttreatment and follow-up dependent
measures were submitted to analyses of covariance (ANCOVAs)
with pretreatment scores as covariates. Changes over the
course of treatment were examined by using within group
t-tests.

o) atment. Posttreatment assessment was conducted
one week following completion of treatment. Means and
standard deviations are presented in Table 2. ANCOVAs are
presented in Table 3. At posttreatment significant group
differences were found for BDI (F(1,15) = 6.40, p<.05), total
PSI score (F(1,15) = 4.95, p<.05), the confidence factor of
the PSI (F(1,15) = 4.36, p=.05), and the approach-avoidance
factor of the PSI (F(1,15) = 4.60, p<.05). A trend was found

for the Modified MEPS measure of number of relevant means
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generated (F(1,15) = 4.05, p=.06). At posttreatment subjects
in the problem-solving group were less depressed, had higher
problem-solving self-efficacy, were more confident about
their ability to solve problems, more likely to approach
problems, and generated marginally more solutions to an
interpersonal problem, relative to subjects in the supportive
group.

Within group t-tests were used to evaluate the changes
from pre- to posttreatment for each treatment condition. The
results are presented in Table 4. Because of the multiple
comparisons, Bonferroni t-tests were conducted to control
family-wise error rates for an alpha level of .05. As can
be seen in Table 3, subjects in the problem-solving condition
significantly improved from pre- to posttreatment on severity
of suicidal ideations (MSSI), depression (BDI), hopelessness
(HS), stress (STRESS), problem-solving self-efficacy (PSI),
and perceived control over problem-solving (PSIPC). Subjects
in the supportive therapy condition did not make significant
improvements from pre- to posttreatment.

Three-Month Follow-up. The assessment instruments were
readministered three months following treatment. As can be
seen in Table 3, at follow-up there continued to be group
differences in level of depression (BDI; F(1,15) = 8.37,
p<.01), with individuals in the problem-solving group

indicating lower levels of depression. There were also group
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differences on hopelessness (HS; F(1,15) = 5.13, p<.05) and
loneliness (UCLA; FE(1,15) = 11.66, p<.01). At follow-up
subjects in the problem-solving group were less depressed,
less hopeless and less lonely than those in the supportive
group.

Within group t-tests were used to evaluate the changes
from posttreatment to follow-up, and from pretreatment to
follow-up (see Table 4). Bonferroni t-tests were used to
control family-wise error rates for an alpha level of .05.
There were no significant differences for either treatment
group from posttreatment to three-month follow-up. As can be
seen in Table 3, there were significant differences from
pretreatment to follow-up within the problem-solving group.
Subjects in the problem-solving condition significantly
improved from pretreestment to follow-up on severity of
suicidal ideations (MSSI), depression (BDI), hopelessness
(HS), problem-solving self-efficacy (PSI), and loneliness
(UCLA). Stress was not assessed at follow-up. Subjects in
the supportive therapy condition did not make significant
improvements from pretreatment to follow-up.

Correlational Analvses

Correlational analyses were used to examine whether
posttreatment changes in problem-solving ability and
self-efficacy were related to posttreatment and follow-up

changes in the dependent variables. The analyses revealed
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that changes in problem-solving ability (defined as the
ability to use relevant means) at posttreatment were related
to reductions in depression at posttreatment (BDI; r = .564,
p<.05). Improvements in problem-solving self-efficacy (PSI
total score) at posttreatment were significantly related to
improvements at posttreatment in depression (BDI, r = .711,

.001; ZUNG, r = .647, p<.01), and hopelessness

B

(r = .614, p<.01), but not significantly related to changes
in severity of suicidal ideations or stress. The
relationship of posttreatment changes in problem-solving
self-efficacy to changes at follow-up revealed significant

correlations for severity of suicidal ideations (MSSI,

r .546, p<.05), depression (BDI, r = .722, p=.001; ZUNG,

r .647, p<.01), hopelessness (HS, r = .659, p<.01), and
loneliness (UCLA, r = .562, p<.05).

Subjects were asked to complete daily self-monitoring
sheets indicating whether they had experienced a suicidal
thought. BSeven out of nine subjects in the problem-solving
group completed the monitoring, and four out of nine in the
supportive group completed the monitoring. The number of
thoughts per week for each subject is presented in Table 5.
In both groups there appears to be a steady decline of

frequency of suicidal ideations from the second week of

treatment to the fifth and final week of treatment. By the
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final week of treatment subjects in both groups, with the
exception of one in the supportive group, reported
experiencing no suicidal thoughts.

The weekly stressor scale was completed each week of
treatment and at the pretreatment and posttreatment
assessment sessions. Three out of nine subjects in the
problem-solving group and six out of the nine subjects in the
supportive group completed the seven weekly stressor
assessments. All subjects completed pre- and posttreatment
measures and their data were presented previously. The score
for the scale is an average of the stress ratings for five
events. A maximum score would be 10. The mean stress scores
for each subject completing the assessments is presented in
Table 6. The stress scores for subjects in both groups
appear to vacillate over the five weeks of treatment. For
example, the fourth week appears to be a particularly
stressful week for the subjects who completed the stressor
scale.

Clinical Impact of Treatment

The ANCOVAs and within group t-tests indicated that
problem-solving therapy produced significant changes over
time and is superior to supportive therépy in its effects on
a number of dependent variables. These analyses, however, do
not evaluate whether these changes are clinically important.

Clinical improvement in the present study was defined
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as 50%¥ reduction in severity of suicidal ideations (MSSI),
50% reduction in depression (BDI), and 50% reduction in
hopelessness (HS) at follow-up. Subjects had to meet all
three criteria to be considered as significantly clinically
improved. Within the problem-solving group 8/9 subjects met
the criteria. Within the supportive therapy group 4/9
subjects met the criteria. Significantly more subjects in
the problem-solving group than the supportive group showed
clinical improvement according to the criteria (g = 2.04;

p<.05).
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DISCUSSION

The present study was desidned to evaluate the
effectiveness of social problem-solving therapy for treating
suicidal individuals. Supportive therapy segved as a
comparative treatment. An attempt was made to equate both
therapies on quality of treatment and quality of therapists.
This was done by crossing therapists across treatment
conditions (with the exception of one small group) and by
taping sessions, giving feedback to therapists regarding
performance, and evaluating adherence to tfeatment protocol.
Despite these efforts, there were differences in the
perceived quality of treatment and quality of therapist
following the final treatment session. Subjects in the
problem-solving group rated the treatment and therapist
higher in quality than subjects in the supportive group.
This may be because the problem-solving therapy was of better
quality and the therapists in this condition acted more
comfortable, warm, likeable, and so on. Alternatively, this
may be because the subjects attributed more positive ratings,
retrospectively, as a result of experiencing more improvement
in the problem-solving group. This would account for the
differences in treatment quality ratings after the tenth
session (the final session), but not after the fifth session.

It would also account for the lack of differences in ratings
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of therapists when both groups were combined. Thus, it is
likely that the differences between the groups on perceptions
of quality of treatment and quality of therapist reflect
retrospective accounts of the experience in treatment. In
addition, an analysis of the effect of the ratings of the
therapist on the dependent measures indicated that this
variable did not account for differences on any of the
dependent measures.

The analyses of the treatment effects indicated that
problem-solving therapy was superior to supportive therapy
for reducing depression and improving problem-solving
self-efficacy at posttreatment. There was a trend indicating
that problem-solving therapy was also superior for improving
the social problem-solving ability of using relevant means to
solve a problem. At follow-up, problem-solving therapy
continued to be superior for reducing depression, and in
addition was better than supportive therapy for reducing
hopelessness and loneliness. There were no longer
differences in problem-solving self-efficacy or
problem-solving ability at follow-up.

The correlational analyses revealed that changes in
problem-solving self-efficacy at posttreatment were related to
changes in depression and hopelessness at posttreatment; and
to chandes in severity of suicidal ideations, depression,

hopelessness, and loneliness at follow-up. Changes in
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problem-solving ability at posttreatment were only related to
changes in depression at posttreatment. Thus, it appears
that problem-solving self-efficacy may be a key mediator in
the effects of problem-solving therapy on the psychological
correlates of suicidal behavior.

The results for depression are consistent with the
findings of other studies. Liberman and Eckman (1881) found
that behavior therapy was superior to insight-oriented
therapy for reducing depression of suicidal individuals up to
two years. Nezu and his colleagues found problem-solving
therapy to be effective for reducing depression in a number
of populations including a clinically depressed, though not
necessarily suicidal population (Nezu, 1986).

With respect to hopelessness, the results from the
Patsiokas and Clum (1985) study are consistent with the
present findings. They found that problem-solving therapy
resulted in dreater reductions in hopelessness of
hospitalized suicidal individuals relative to a supportive
therapy group. In the present study the greater reductions
in hopelessness were found at follow-up, but not at posttest.
This was due to individuals in the problem-solving group
continuing to improve from post to follow-up while those in
the supportive group remained the same. A similar pattern
was found for loneliness. Further improvement from post to

follow-up is an interesting finding. One interpretation is
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that changes at posttest in other psychological variables
(i.e., depression, problem-solving self-efficacy and ability)
influenced later changes in hopelessness and loneliness.

This is partially supported by the finding that posttreatment
changes ih problem-solving self-efficacy were significantly
correlated with follow-up changes in depression,
hopelessness, and loneliness. Further research on changes
over time would be useful for examining this possibility.
Congruent with this hypothesis, the diathesis-stress model
predicts that improvements in problem-solving skills will
reduce hopelessness.

Another prediction of the diathesis-stress model is that
improving problem-solving skills will reduce severity of
suicidal ideations. Although severity of suicidal ideations
were reduced in the problem-solving dgroup, they were also
reduced in the supportive therapy group. Thus, there were no
significant differences between the groups in their impact on
suicidal ideations.

This finding is similar to that found by Patsiokas and
Clum (1985). They found that both problem-solving therapy
and supportive therapy significantly reduced suicidal
ideations. They attributed the lack of differences between
the groups to a low pretreatment rate of suicidal ideations.
This explanation is not applicable to the present study

because the selection criteria included a moderate to severe

40



level of suicidal ideations.

Another possible explanation for the lack of differences
on this variable is that suicidal ideations are transitory
and reduce over time with or without therapy. Due to the
ethical difficulties with a no treatment control this
hypothesis is difficult to evaluate. Related to this
hypothesis, subjects reported anecdotedly that they
experienced more ideations in times of stress. In the
present study the results for stress indicated that it
vacillated over the course of treatment, whereas ideations
and other variables tended to decrease. Hence, the reduction
of stress does not appear to easily explain the results.

A third possible explanation is that the problem-solving
therapy was not potent enough in training problem-solving
skills. The effect of problem-solving therapy on improving
problem-solving skills was marginally superior to supportive
therapy. This explanation would be more plausible if there
had been no improvement in both groups, but as mentioned, the
findings indicate improvement in both groups.

Thus, these results sugdest that both problem-solving
therapy and supportive therapy are effective for reducing
severity of suicidal ideations. This renders the assumption
that treatments specifically designed to treat
problem-solving deficits may not be necessary for short-term

reductions in suicidal ideations. Given the findings for
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depression, hopelessness, and loneliness, however, there may
be long term effects on suicidal ideations that were not
assessed in the current study. In fact, at three month
follow-up the level of suicidal ideations for the supportive
group was beginning to return to baseline, whereas the
reduction was maintained in the problem-solving group.
Further research will be necessary to examine this
possibility.

One notable limitation to the study is the small sample
size. Nine subjects per cell limit both the reliability and
generalizability of the results. As a function of the small
sample size the standard deviations for each group were
large. This could be because of outliers or because of a
differential impact of the treatment, with some types of
people benefiting from the treatment and others not. Also
as a result of small sample sizes, and perhaps the method of
(at times) assigning subjects to one or another treatment
group, rather than randomly, pretreatment differences existed
between the groups. These pretreatment differences make
interpretation of the results difficult. The problem-solving
group scored more dysfunctionally across the dependent
measures at pretreatment. Thus, an alternative explanation
for the results is that the superior performance of the
problem-solving group on several of the variables is a result

of regression to the mean effects. Studies with samples for
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which there are no pretreatment differences, accomplished
by either random assignment and larger sample sizes or by
matching samples on key dependent variables, would be useful
for further evaluating the efficacy of problem-solving
therapy.

A second limitation is the method of measurement of
interpersonal problem-solving ability. The pencil-and-paper
format limits the interpretation of the findings. One
important question it leaves unanswered is how the subjects
in the study solved real-life interpersonal problems. A
behavioral assessment conducted by observing individuals
solve interpersonal problems in a context such as role-
playing will be useful in future studies to more closely
approximate subjects’ actual interpersonal problem-solving
behavior.

In conclusion, the superior impact of problem-solving
therapy on depression, hopelessness, and loneliness is
noteworthy. Hopelessness is one of the best predictors of
future suicidal behavior. Previous research supports the
finding that problem-solving therapy effectively reduces the
hopelessness of suicidal individuals (Patsiokas & Clum,
1985). The impact of problem-solving therapy on depression
1s also important. Depression is a high risk factor for
suicidal behavior, with 10-15% of individuals diagnosed with

a major affective disorder committing suicide. It appears
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that the effect of problem-solving therapy on depression,
hopelessness and loneliness is a result of improvements in
problem-solving self-efficacy. Suicidal ideations were
reduced in both the problem-solving therapy and supportive
therapy groups. This suggests that problem-solving therapy
is not more efficacious than supportive therapy for treating
suicidal ideations in the short-term. Given the impact of
problem-solving therapy on psychological correlates of
suicidal behavior, however, there may be a long-term superior
effect of problem-solving therapy on suicidal ideations.
Further research with longer follow-up periods and larger
sample sizes, matching on key dependent variables will be
useful for examining these hypotheses. 1In addition, future
research needs to include a behavioral measure of
interpersonal problem-solving ability in order to better
predict how individuals will solve actual interpersonal

problems.
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Tablel

Subject Characteristics

Problem-Solving Supportive Combined
Therapy Therapy
Sex, No. (%)
Female 8 (89%) 6 (67%) 14 (78%)
Male 1 (11%) 3 (33%) 4 (22%)
Race, No. (%)
Caucasian 8 (89%) 9 (100%) 17 (94%)
Afro-American 1 (11%) O (0%) 1 (6%)
Marital Status
Single, No. (%) g (100%) 9 (100%) 18 (100%)
Education/Employment
Undergraduate
Students, No. (%) 9 (100%) 9 (100%) 18 (100%)
Medication, No. (%) 2 (22%) O (0%) 2 (11%)
(anti-depressants)
Individual
Therapy, No. (%) 1 (11%) 2 (22%) 3 (33%)
No. of Past
Attempts, No. (%)
0 3 (33%) 5 (56%) 8 (44%)
1 4 (44%) 1 (11%) 5 (28%)
2 2 (22%) 2 (22%) 4 (22%)
4 0 (0%) 1 (11%) 1 (6%)
Age
Mean 18.78 19. 586 19.17
SD .83 1.74 1.38
Range 18 - 20 18 - 22 18 - 22
Duration
of Ideations, years
Mean 3.42 3.10 3.26
SD 3.87 2.91 3.32
Range .1 - 13 .1 -9 .1 - 13
Suicidal Ideations
Two Weeks Prior
to Treatment., No.per week
Mean 2.586 2.94 2.75
SD 2.61 2.55 2.51
Range .5 - 7 .5 - 7 5 - 7




Table 2

Means and Standard Deviations for the Dependent Measures

Pretreatment Posttreatment Follow-Up
Measure M SD M SD M Sb
Problem-solving therapy
MSSI 25.4 6.0 5.8 7.0 4.7 3.4
BDI 27.0 5.2 8.9 8.6 2.7 2.7
ZUNG 56. 3 8.8 39.1 10.0 31.1 5.1
HS 15. 4 3.9 4.8 3.2 1.8 1.2
UCLA 56.3 11.7 42.0 13.1 31.6 5.0
PSI TOTAL 124.8 24.4 89.9 21.1 86.3 18.5
Confidence 40. 3 11.2 26.7 8.8 23.4 5.9
Approach-Avoid 58.7 14.8 44.1 12. 4 42.8 9.5
Control 25.7 3.2 19.1 3.5 18.0 5.6
MEPS
No. of solns 4.1 1. 3.9 1.5 3.8 1.2
Quality of soln 5.6 2 5.6 1.6 5.4 2.3
Consequences
(-) 1.5 .8 1.5 .8 1.5 .8
(+) 1.8 .7 1.4 .8 1.5 .7
Relevant means .8 L7 1.3 L7 1.0 .9
STRESS 7.1 1.2 4.1 1.7
Supportive Therapy
MSSI 19.4 5.9 5.3 g.2 10.6 8.8
BDI 17.4 8.4 14.3 10.1 12.4 11.4
ZUNG 48.1 6.0 44,2 6.0 39.7 10.9
HS 7.6 5.3 5.2 6.5 5.0 6.3
UCLA 51.6 11.0 45.1 10.7 41.8 7.8
PSI TOTAL 105.1 13.4 102.7 22.8 899.0 27.9
Confidence 35.7 6.6 33.4 10.8 29.7 10.86
Approach-Avoid 48.2 10.3 48. 9 11.6 48. 7 13.6
Control 21.2 2.9 20.4 4.4 20.7 4.4
MEPS
No. of solns 2.9 1.3 3.4 1.7 3.3 1.7
Quality of soln 4.0 3.2 5.2 1.2 6.2 1.9
Consequences
(=) 1.1 g 1.4 1.0 1.2 .8
(+) 1.3 9 1.2 .7 1.9 .9
Relevant means L7 .9 .6 .9 .6 .9
STRESS 6.4 1.3 5.3 2.0
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‘Table 3

Analyses of Covariance at Posttreatment and Follow-Up Comparing
Problem-Solving Therapy and Supportive Therapy

Assessment Period

Dependent measure Posttreatment Follow-up
MSSI <1 1.87
BDI 6.40x% 8. 37%x
ZUNG 1.58 2.40
HS 3.860 5.13x%
UCLA 3.08 11.60%x
PSI Total 4.95% 3.74
Confidence 4.26% 3.68
Approach-Avoid 4.60% 2.91
Control 3.88 3.59
MEPS
No. of solns <1 <1
Quality of soln <1 1.18
Consequences

(=) <1 <1

(+)
Relevant means 4.04 (p=.086) 1.00
STRESS 3.30

Note. Df=(1,15). xp<.05; *%p<.O01.
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Table 4

Within-Group t Tests From Pretreatment to Posttreatment and From

Pretreatment To Follow-Up

Problem-Solving Therapy Supportive Therapy
Pre- to Pre- to Pre- to Pre- to
Measure Post Follow-up Post Follow-up
MSSI 5.61% 7.33% 4.52 2.54
BDI 5.056% 7.28% 1.64 1.52
ZUNG 4.29 7.22% 1.25 1.87
HS 5.88% g9.53% 1.85 1.33
UCLA 4.33 7.31x% 3.19 2.22
PSI Total 5.23% 5.67% <1 <1
Confidence 4,20 4,55 <1 2.00
Approach-Avoid 4.14 4.55 <1 <1
Control 7.16% 4.50 <1 <1
MEPS
No. of solns <1 <1 -1.25 <1
Quality of soln <1 <1 -1.55 -2.11
Consequences
() <1 <1 <1 <1
(+) 1.84 1.38 <1 -1.74
Relevant means 2.29 1.00 <1 <1
STRESS 5.36% 1.78

Note. Df=8. *p<. 05, using Bonferroni t tests.
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Table 5

Number of Suicidal Ideations Per Week From Daily Self-Monitoring

During Treatment

Problem-Solving Therapy

Week
Subject 1 2 3 4 5
1 1 1 0 0 0
2 1 3 2 0 0
3 3 2 2 1 0
4 2 1 2 0 §]
5 1 3 1 0 0
8 0 0 0 1 0
7 0 3 0 0 0

Supportive Therapy

Week
Subject 1 2 3 4 5
1 4 3 0 0 0
2 2 2 1 0 0
3 0 0 G ¢ ¢]
4 0 0 1 1 3
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Table 6

Mean Stress on Weekly Stressor Scales

Problem~Solving Therapy

Assessment Week
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Appendix A

e ———

Consent Form
Treatment of Suicidal Thoughts Projcct

I, s freely and voluntarily consent
to participate 1n a research program entitled, "Treatment
of Suicidal Thoughts," to be conducted by Dr. George A.
Clum, Ph.D. The procedures to be followed have been
explained to me, and I understand them. They are as
follows:

1. I understand that I am to undergo the following
assessment procedures:

a. Two interviews with project staff persornnel, one to
determine if I have a moderate to high degree of
suicidal thoughts; a second to assess the severity
and dimensions of the thoughts.

b. Complete a set of questionnnaires designed to assess
a variety of psychological states associated with
depression, stress, and problem solving.

2. I understand that the assessment process will require
approximately three hours of my time. At the end of the
assessment period I will be given information obtained
from the assessment regarding my suicidal thoughts.

3. I understand that I will receive three credits for ny
participation in the assessment and that my participation
in the treatment is optional. I further understand that I
am free to withdraw from the study at any time and still
receive full credit. .

4. I understand that [ may be ocffered treatment within
the context of the Suicide Ideation Project. Ifoffered
treatment, I will %ssigned to one of two treatments. Each
treatment consists of 10 d/p~hour sessions of group
therapy. One group therapy will be Supportive Therapy,
one other will be Problem-Solving Therapy. I may also not
be assigned to a treatment group and may be referred
elsewhere for additional counseling if necessary.

S. I understand that at a period after the first
assesement of 3 months I will be asked to return for an
additional assessment of two hours far the purpose of
monitoring my progresss. One month prior to the
follow-up, 1 agree to monitor the frequency of my suicidal

thoughts.

a. I understand that all information obtained from me
will be held strictly confidential by the treatment staff.
Futhermore, 1n any scientific report of this project,
there will be no way to identify me.
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7. I understand that I may esxperience some discomfort
when discuesing conflict or stress situations during the
treatment sessions; however, 1t is anticipated that the
overall effects of treatment, if completed, will be
beneficial.

8. I agree to contact the therapist of the treatment
group or the local crisis hotline if I feel highly
suicidal during the treatment period.

I hereby agree to voluntarily participate in the
research praoject described above and under the
conditions described above,

Client’s Signature Student Number Date

Witness Date

Client’s Fhone Number: .

1833533828283 .
The research project has been approved by the Human
Subjects Research Committee and the Institutional Review
Board, and any questions that you might have about the
project should be directed to:

Dr. Georage A. Clum, Project Director (Office, 961-5701 or
Home, ")

Miriam S. Lerner, Assistant (Office, 961-6914 or Home,
i)
Mr. Charles D. Waring, chairperson, Institutional REview

BRoard (961-5283)

Dr. Steve lacaro, Chairperson, Human Subjects Committee,
Department of Fsychology (961-7216)



Appendix B -
Code number: e < B Date:

1. In the last 4 weehs have you thought atout committing suicide™ or

wanting to die? Yes No
2. How often?

.
In the last 4 weeks have you attempted swacide? Yes No
-~

If yes, how often

4, What situations or teelings have been cetting off your cureidal
thoughts (or attemptls)”

Si1tuations:

Feelings:

History_

1. Have you thought about suicide previous to the past 4 weeksg?
Yes No (If No, skip to #5).
If Yes, when™ Dutes: From to

&. Have you attempted suicide previous to the past 4 weels®

Yes No (If No, skip to #6).
If Yes, when” Dates: From to
7. What <cituatiovns or feelings were setting off vour thooghts Zor

attempts) then?

Situations:

Feelings:

Fresent

~. What needs to be done, or what neerds to change wo that yoio won 't
attempt or think about attempting suircide 10 the tutors

. Do you know anvuene who has attempted scide or talbed ol suic:o
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Appendix C |

The Modified Scale for Suicidal Ideation

Ivan W, Miller
Villiam H. Norman
Stephen B. Bishop
Michael G. Dow

Department of Psychiatry and Human Behavior
Brown University and Butler Hospital
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Modified Scale for Suicidal Ideation
2

" Name Total Score

Dats

Instructions

‘The purpose of this scale is to assess the presence or absence of suicide ideation
and the degree of severity of suicidal ideas. The time frame is from the point of
interview and the previous 43 hours. ’

L Wish to die
Do you wars o die now?
Over the past day or two have you thoughs about wanding 1 die?
(Ifdzpuﬁemw.uwdieask:mcr:hepmdayormhawaﬁahave
you had the thought that you wanted w die? A linle? Quite often? a lot?
Whayouhavewirhdfordcaxlg!‘.aanginﬂhedeahbea? Weak?
Modcrazety strong? Very strong?)

Do you care if you live or die?

Over the past day or two have you thought that you wans to live?

(if the pagiens wanss t live ask: Over the past day or two how often have
you thought abous wanting 1w live? A lirtle? Quite often? A lot? How sure
are you that you really want 1 live?)

0. Strong - current desire to live, high frequency or high intensiry.

1. Moderate - current desire to live, thinks about wanting to live quite often, can
casily turn his/her thoughts away from death or intensity seems more than
a rating of 2.

2. Weak - unsure about whether he/she wants to live, occasional thoughts about
living or intensity scems low.

3. None - patient has no wish to live.
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Modified Scale for Suicidal Idearion

3+ Do e 3

Do you want to kil yourself now?
O.vcrzlxepcrrday.ormowhen)vu have thought abous ndcide
d:dyoummmbﬂyome#?”awaﬁa?,{ lirtle? Quite often? A loe?

0. Nonc-paﬁ;xnxpzyhavchadmoughsbmdoanotwantmmakcmammm-
1. W&k-pancntxsn'tsmwhahahdshcwanummkcan

2 Modam-wznwdmactonthoughma:lmstomcinmelmdshours.

3. Sumg-wzntcdnoacton:houghu several times and/or almost certain he

4. Passive smicide at

Right now would you deliberately ignore taking care of your kealth?
Doyoufedlikeo'yingmcﬁebycadng 00 much (too lirrle), drinking oo
mech (o lizele), or by not taking needed medicarions?
Have)oufehlikedob:gauyofdzmzluhg:overt}xepasrdayormo?

Over the past day or two, have you though it might be good to leave life or death to chance, for
example, carelessly crossing a busy streer, driving recklessly, or even walking alone at might in ¢

rough part of wown?

0. None - would take precautions to maintain life, :

1. W&k-notmwbahawshcwonldlczvcufc/dmhmchm.orba
mooghtabomgzmbﬁngwimfatcalmmccinthcmtmodxys.

2 g(odam-wou.!dlavc life/death to chance, almost sure he/she would gamble.

3. Strong - avoided steps aecessary to maintain or save life, ¢.g., stopped taking
needed medications,

5. Duration of thoughty
Over the past day or two when you have thought abour suicide how long did he thoughs last?
Were they fleering, e.g., a few seconds?
Did they occur for a while, then SWp, e.8., a few minuses?
Did they occur for longer periods, €8, an howr ar a fime?
Is it to the point where you can't seem get them out of your mind?

0. Brief - flecting periods.

1. Short duration - several minutes.

2. Longer - an hour of more.

3. Almost continuous - patient finds it hard to turn attention away from suicidal
thoughts, can't seem to get them out of his/her mind.
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Modified Scale for Suicidal Ideason

. g et 4

Ova-duhrtdayormhowq’xa;haveyou thought about suicide? Once a
@?Omemham’MoredmduﬁAﬂmgm?

0. Rare - cnce in the past 48 hours.
1. Twice or more over the last 48 bours,

2 Oocmappmximan:l every hour,
3. chcmlnmmanhom):.

7. Intensity of thoughts

Over the past day or two, when you have thoughs about suicide, have they been intense (poweryia!)
How insense have they been? Weak? Somewhar strong? Moderazely strong? Very strong? .

0. Very weak
1. Weak,
2. Moderate,
3. Stong.

8. Deterrent to active attempt

Can you think of arything that would keep you from /di[ingyow:scb‘?
(Yowr religion, consequences for your family, chance that youmay injure
yowrself seriously if unsuccessfui).

0. Definite detemrent - wouldn't antempt suicide becanse of deterrents, Patient
must name ooe detemrent,

1. Probable deterrent - can name at least one deterent, but does oot definitely

2. Questionzble deterrent - patient has trouble saming any deterrents, seems
focused on the advantages to suicide, minimal concern over deterrents.

3. No deterrents - no concern over consequences to self or others.
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Modified Scale far Suicidal Tdearion

Ova'thepmxdayormhaveyout.‘zcu ks thas there are things happening i your life thas makes
)?u;a:rmdie? 8 & 8 7

(] 4pan'ansa}sdwremclem-rearomforlivb:gmd ng, ask what hey are and write them
verbanon in the section provided, Ask the remaining :}ze?uugﬁom) ey

Do you think that Your reasons for dying are better than Your reasons for living?
Would you say thar Youwr reasons for living are better than Yowr reasons for dying?
Are your reasons for living and dying abows equal in szrength, 50-50?

0. Paﬁcmhasnomsonsfordying,ncvcroccwcdtohim/bcrtowcighmsons.
1. Haaxwomforﬁvingandocczsionzﬂy hasthought about reasons for dying.
2 No(:mabomwhichmasommmepowaful,ﬁvingmddyhm

are 2bout equal, or those for dying slightly outweigh those for living.
3. Rezsons for dying stongly outweigh those for living, can't think

of any reasons for living.

0. ﬁmmnmmmmmmm

Over tke last day or two have you been thinking about a way w0 kil

yowrself, the method you might use?

Do you know where 10 get these mazerials?

Have you thoughs abowa Jurping from a high place? Where would you jump?

Have you thought abous using a car w kill yourself? Your own? Someoneelse’s? Whar highway
or road would you use?

When would you ey 1 kill yourself? Is there a special event (e.8., niversary, birthday with
which you would like to associaze your suicide?

Have you thought of any other ways you mighe lall yourself? (note desails verbarum).

0. Not considered, method not thought about.
1. Minimal consideration.

2. Moderate consideration.

3. Details worked out, plans well formulated.

67




Modified Scale for Saicidal Ideasion
6

11 Method: Avaijlability/opportunity

Over the past day or two have you thougin methods are available 0 you to corryrit suicide?
Would it take timeleffort to creaze an opporwunity to kll yourself?
Do you forsee oppornunisies being available 10 You in the near fuaure (e.g. Jeaving haspital)?

" 0. Method not available, 00 oppartuaity,
1. Method would take time/effort, opportunity not readily available, e.g., would have 0
purchase poisons, get prescription, borrow or buy a gun.
2. Future oppartunity Qi availability anticipated - if in hospital when patient got homs,
_ pills or gun available,
3.Mmbod/oppmmnity avzihblc-pﬂkgun,wavaﬂable,paﬁ:mmay have selected 2
specific ame. ‘

12. Sense of covrrage to cacry out attempt
Do you think you have the courage  cormmit suicide?

0. No courage, too weak, afraid.
1. Unsure of courage.

2. Quite sare,

3. Very sure. ’ -

13. Competence

Do you think you have the ability to carry out your suicide?
Can)vucan-yowzhemasary:zepsmbuweamcccsﬁdm'a&?
How convinced are you that you would be effective in bringing an end 1o yowr life?

0. Not competent
1. Unsure,

2. Somewhat sure.
3. Convinced that he/she can do it.
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Modified Scale for Suicidal Ideation
7

Over the last day or wo have you dzaughtMﬁdaHek:mma/uhgyourzaUynu’ghido:omén'mt?
Rx’ghtnowwhmmthechancayou uouldry!ab'llyour:e[fiflq?a!ong 0 your own dévices?
Wouldyou:aya‘xeclunce:arelex:dun.SO%? About equal? More than 50%?

\
N

AN

15. Taik about death/suicide

Ovaﬂwlacdayormhave)vunoa&d)vwsc#'n&ingabomdeahmmdmu.rual?
Can you recall whether or not you spoke to anybody, even Jokingly, that you might welcome
dearhara-ywbﬂ)vmc#?
Havc)cucorﬁdadinadouﬁiad,rdigxbmpa:on.orprofe.mbml?
helper that you intend to conmit sgede? '

0. No talk of deat/suicide. ‘

1. Probab!ytalkadabomdmzhmmthznmalem:pedﬁcmcnﬁonofdcamwish.

szhavca.llndcdmsniddcnsinghum. :
2 Spcdﬁcaﬂysaiddmbc/sbcwmtodic.
3. Confided that he/she plans o commit suicide,

16, Writing about death/micid

Have you wrinten about death/suicide ¢.3. poarry, in a personal diary?

0. No written material.

1. General comments regarding death.

2. Specific reference to death wish.

3. Specific reference to plans for suicide.
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MOdiﬁedSQh{chuj:iduldezdon

8
17. Suicide note
Ova-z}ula.rrdayorbwhaveyoud:ou ht about leaving a note or wrig: a letter 10 somebody
abowe your sudcide? : & § e
Dowubimvwl:aryou

dsay? Who would you leave it for? Have You wristen it out yer?
Where did you legve i}

0. None - hasn't thoaght aboat a suicide note.

1. 'Mcmzl oote” - has thought about 2 suicide note, those he/she might give it to,
possibly worked out g=neral theres which would be put n the note (e.g., being a
buxdea to pr..hm. ew.)

2, Smtad-smadcnohcparﬁguymim:n,mzyhaveumplacﬁit.
3. Completed rote - wri i

Overrhepa.r:dayormhaveyouacmallyaone anything 10 prepare for your suicide, e.g.,
colleczed mazerial, pills, guns, exe.?

0. None - o preparation. :

L Pmbablcpxtpmaﬁon-padcmnotme,mzyhzvcsmmdbcomx:mmials. :
2 szﬁal;:tpmﬁou-dcﬁnir:.‘ysmmdboorganizcmahodofndddc.

3. Complcm-haspilh,gun,a'odtrdcvimthathcnwdnohinsdf.
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Appendix Di

BECK INVENTORY

e maaa

Name ———

—— Dalc"

On this questionnaire are groups of statcinents. Please redd cach group of statements carefully. Then pick
out the unc statement in each group which best describes the way you have been feeling the PAST weEK,
INCLLDING TOAY: Circle the number beside the staiement you prcked. If several statements in the group
scem to apply equally well, citcle cach onc. Be sure to reud all the statements fn cach group before

maklng your choice,
b0 160 nxt feel sad. 12

11 fcetsad.

2 1 am sad all (he time and ! canY snap out of WM.

3 am sa sad or vnhappy thst § can’t stand u.

| am nat panicutarly discouraged abuut the future
I 1 feel discoutaged about the future.
3 Heel ] have nothing to fout furwand 1o,
3 eel that the future 1s hopeless and that things canmat
mprove.

10

14
[ do not fee! like ¢ Naiture.
1 feel | Aave failed more than the average penam.
As ] lool back oa my life, all f can sec is 2 Jot of Ladlures.
I Heel 1 am 3 compleie failure & 3 pcsoa.

—ive o

[ gt as mach satnfaction out of things 1 L used to. s

1 don’t enjoy things the way | used 1o
1 dun Y get real satislacton out of anything snymure.
| am dnsausficd ur dored with everything.

-~ -

I dont feel panticutarty puilty.

1 fect puilty 8 good pant of the time.
I fect quite guilty most of the tume.
U feed guilty olf of the ume.

-~ -

1 donfeel 1 am Bdeing punished.
[ {eell may be punished.

| c1pectio b punihed.

ltcel 1 am being punished.

1?7

- -0

1 don 't feel disappoinied in mysell.
| am duappuraied 1n myself.

[ am d1igusicd with myseif.

{ haie myself.

-t = O

| doaY lcel | am any wunie thaa anybody clse.

1 am cnucal of mysclf for my weakacsses or mistakes.
| blame mysclf afl the Lme for my faults.

! blame myself for everything bad that happens.

-t = O

| doa 't have any thoughts of Lilling mysclf.

| have thoughts of killing myscif. but | would not carry
them wut.

! would like 10 kill myself.

I would il myself if 1 had the chance.

-
-0

20

— s

1 donlcry any mare than vsual

14(n muxe now (haa { used to

1 cry all ihe ime now.

[ uscd 10 be able 1o cry, but now 1 can’t cry cven thowgh |
want to.

[~

]

1 am a0 mote imtated now than [ eser am.

! get annayed or imtated more canly than L used 1o

tfeel imuted all the ime now

tdon't get imitated st ail by the (hungs that used tu iataie

me.

it -

0 | have neyt lou interest in wther people.

I Lam les intcsested in oeher people than | used ta be
2 Uhave tod et of my interest in uther peaple.

3 Thave kot alt of my interest in ather people.

0 1 nale decnions about as well as | ever could.

i 1 put il inaking devisions more than | used to.

2 Uhave greater dilficulty in makiag decisions than béfoee.

I Lcan make decisions s all snymare.

0 1 Jdont feel [ look any worse than | used to.

i 1 am waencd that | am leoking old of unattractive.

2 1 fecl that there are permanent changes in my appearance
that nale me look unatiraclive. .

3 I heteve that [ ook ugly.

0 1 can work sbout as well as before.

I 11 13kes an entra effon to get stanted at doing somcthing.

Y 1 have tis push mysclf very hard to do anything.

Y lean'tdo any wosk ar all.

0 {van sicep us well as usual.

I 1 doa sdecp as well as | used t0.

2t wake up 1-2 hours emrbicr thaa uwal and fird it hard 1o get
ba\ toleep.

3 1 wike up several hourt earlicr thaa | wsed 10 and cannct get
hack to alecp.

0 1 doaY pet more tired than usuad.

1 | get tired more casily than | used to.

2 1 get teed from doing almast saything.

3 1am 1o tised to do snything.

0 My appetite is a0 worse than usual,

1 My appectite is aut a3 good as il used 1o be.

2 My sppetite is much worse now,

J 1have no appetite o Afl anyenoce.

0 ! haven Y lost much weighe, if any, lately.

{ 1 have lost more than S pounds. | awm purposely tryiag to lose *

2 1 have lont more (has 10 pounds. by cating less. Yer ___ No

3 1 have lost move than | S pounds.

0 1 am a0 more worricd about my health thanusual.

1 1 am womcd about physcal prohlems such a3 aches and
pains; of upset stomach; of constipation.

2 | am very wocried about physical problems and ¢ hard o0
think of much else.

V1 am w womcd about my physical problems that [ cannot
think about anything else.

O 1 have noot noticed any recent chaage in my interest in wex
1 1 2m less interested in sen than | used to be

2 1 2in much less inlcrested 10 sex AUw

V { have lonlanterest in sex complctely

Reproduction withut suthor's e1peess wniten coneent is aot permuied. Additioasl copres andlor permission to vse this 3¢ ele may be obtained
fiem CUNTER FUR COGNITIVE THERAPY, Ruoom 602, 113 South Yoih Street. Phifadelphia, PA 19104
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Appendix E

" AGE: SEX: DATE:

None OR
a Little  Some of Good Part Most OR all
of the Time the Tine of the Time of the Time

I teel down-hearted, blue and sad _
Morming is vhen I feel best

o
~

I have crying spells or fcel likae {t

1 have trouble uwoovuamn:nmnwwnrm night
I eat as much as I used to

I enjoy looking at, talking to and being
with attractive men/women

L notice that I am losing weight

T have trouble with constipation

My heart Seats faster than usual

I get tired for no reason

My mind 1s as cleatr as it used to be

J
L flad it easy to du the things 1 uwed to do

- 4o-e
I am iestless and can't kecp wtil]

I feel Lopeful about the futura T T

I a0 mcre frrituble than usua.

—— e 0.||ll4 TS e — e - —— ——— e IlaJ
!

I find it easy to merke decisicnas

]
I feel that I am useful and ne. 234 ) N ! . R e

Y. fe s pracecy full

— e

. ot
1 feel that others would bo better off L [ we.. -rad | I | ;

PO S PE SE  S OU UR e —————— e e
1 etill enjoy the things I used t. do : _ ~




INSTRUCTIONS: On this questionpaire are 3 rumber of statrenic. .ie1se read

gy EFRIAEES T T NN VAT A Nk - etapt. S o -

Appendix F
BECHL-H-3CALY

each statement carefully., If the stateoent i3 true, or nostly true,
circle the T in front of the statecent. If the statecknt is falsge, i.e.
you do not believe it, cirole the F. 4o arc interested in hov jyou

feel today,
T F 1.
T F 2.
T F 3.
T .
T F .
T F 6.
Tr¢ 1.
T F 8.
T F 9.
T 10.
T F 11,
T 12.
T F 13,
T F 4.
T 15.
T 16.
T F 17.
T F 18,
T F 9.
T F 20.

that's right now, ’|

I look forward to the future with hope and enthuaiase.

I might as well give up tecause I can't cake things go
better for myself. ’
When things are going badly, I am helped by knowing they
can't stay that way forever.

.1 oan't imagine what oy 1l11‘e would be like in 10 years.

I have enough time to acc{oaplish the things 1 mos® <unted

to do.
Io the future, I expect to succeed in what concerns oe most,
My future seems dark to u{e.

I expect to got more of the good thingu in life tran the
average person, |

I just don't get the broaks, and therv's no reaacn to believe
I will in the future.

My past experiences havc‘pmpared me well for oy future,

A1l I can see ahead of ©4 is unpleasantness rother thin
pleasantnesa. '

1 don't expect to get what I really want.

when I look ahcad to the future, I expoct I will he happier
than I am oow,

Things just won't work out the way I want then to.
I have great faith in the future.
I never get vhat I vant so it's foolish to want anything,

It ia very unlikely that I will get real satisfacticn in
the future.

The future seems vague and uncertain to oe.
I can look forward to more good times than bad tices.
There's no use in really, trying to get scopething | wvant

because 1 probably won't get it.

-
[
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Appendix G

Modified MEPS

STLZ Lo Please list below as many as ten different problems
(such as relationship problems, problems with tfriends or
achool, financial difficulties, etc.) which vou feel
helped lead to your suicidal thoughts.

3.
5.
3.
7.

3. -

9.

10.
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STEP TwW): Please read the fellewing situacion. Tou A
7lease read t..is .

present situaticn and a desired outcore.
carefully; vou will be using this situation thrauzhout
test of this procedure.

e

Present Situacion:

Jesired Cutcomne:
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STEP THREE: Now that vou have tread about the problem situation and the
desired outcome, please. list as manv as six different thinws
vou could do to solve the problem. That is, write down as
many as six Jifferent things vou could do to reach the
desired outcome. You will find space for each of vour ideas
on this page and on the twe pages that follow; the spaces
In which vou are to write vour answers are the ones numbured
from one to 3ix.

T T T e e T e e e e e e e e e e e i e — e = A — " —— o — - -

-3 -2 -1 0 1 2 3
-3 -2 -1 0 1 2 3
-3 -2 -2 0 1 2 3
-3 -2 -1 0 1 2 3
-3 -2 -1 0 1 2 3
-3 -2 -1 0 1 2 3

T e i D e D e D D i g S A S D o D D D . D — i D s s e s T —— T —— — T 8 — S —— =

Pros and Cons:

-3 -2 -1 0 1 2 3
-3 -2 -1 0 1 2 3
-3 -2 -1 ¢ 1 7 3
-3 -2 -1 0 1 2 3
-3 -2 -1 0 1 2 3
-3 -2 -1 0 1 3 4
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3)

10

~7

- . S —— — - —— e S——— - ——
— e . - - . - —— A8 n T . e - -

Pr>s and Cons:

(o ]

-4

<)

—— - - W D S W Tt - S . S D s " 4 = — . > W = Ay T WS = om0 e

Cons:

Pros and

[od]

—

(o}

~

-2
-2
-2

1
1

-1 0

-3
-3

-1 0
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10

r-

«

o

S T e P e e i " " - P e T > —— e 0 = = D oo S o e i s —— — - — - aa

Pros and Cons:

(]

-1
-1

(o]

-3

o1

0

o

€)

cq

R D S T D . — i — . " — —— — i —— — ————— —— — - — ———— o —— — ——— Y — .

Pros and Cons:

=2

-3

-2 -1 0 1
-2

-3
-3
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Now that vou have written down some of the things vou thine

vou could do to sclve the problem (to reacn the desired out-
come), please go back and circle the numbcer belcow eack alter-
native which vou believe is closest ts how likely that acticen
would be to solve the problemn. If veu think there {5 no charca
that it will work, circle the number@Q. 1If wvou think ther2 :is
a fair chance it will work, circle the number 3. If vou are
sure it will work, circle the number 10. Just circle anv
nunber between O and 10 that you think shows how likely tha:
plan is to work.

Now that ycu have told us how likelv each plan is to work,
please go back to the different ideas vou wrote down and t:1il
us what the Pros (zood things, benefits, etc.) of each plan
are, and wnat the Cons (bad things, costs, etc.) are fecr each
of these. For example, you may think one of rour ideas niznt
nake scmecne mad; this would be a Con (btad thinz). Or vou
mignt think one c¢f vour ideas might make someone happv and
sclve the problem at the same time; this would be a ?ro (3s0d

.

thing). Please list as manv as six Fros and Cons for each
pian vou wrote dowm.

New go back and rate how important each Pro and Con is. 1II a
Pro is very good or important, circle the number 3. If iz i
only fairlv important, circle the number 2. 1If it is onliv a
litzle important or good, circle the number 1. If a con is
very bad, circle the -3, If it is fairly bad, circle the -2,
If it is only a lizzle bad, circle the -1. Finallv, if it

dces not matter, circle the Q.

w
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STEP SEVEN: Now we would like vou to write a storv in which you go about
achieving the desired outcome. Thatr is, we want vou Lo write
a story in which vou sclve the problem which vou have been'
working on in this task. Begin with the beginning vou sare

b given and write the middle part of :the storv. Here are the
beginning and ending for your story.

Please write your story:
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Aprendix H

Furpose: This is not a test. There are no right or wrong
answers. Rather it is an inventory designed to find out how
people normally react to problems and events in their daily
interactions. We are not talking about math or science
problems, but rather about personal _or social problems, such

as feeling depressed, getting along with friends, choosing a

problems. Don‘t respond to the statements as you think you
should in order to solve problems——rather respond to the

statements as honestly as you can, and in such a way so as
to most accurately reflect how you actually behave when you

solve personal problems.
Ask yourself: Do I ever do this behavior?

Directions: Below is a list of 35 statements. Read each
statement, and then indicate the extent to which you agree
or disagree with that statement, using the folowing
alternatives:

= Stronly Agree
Moderately Agree
Slightly Agree
Slightly Disagree
Moderately Disagree
= Strongly Disagree

It

(0N O T X
1]

Flease mark your response (the number) next to each
statement.
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" Read each, statement, and indicate the extent to which you agree or disagree
with that statement, using the following alternatives:

2,

3.

lo.

11.
12,

13,

= Stronqly Agree

= l'oderately Agree
Slightly ~gree

= Slightly Disagree

= Moderately Disagree
= Strongly Disagree

DV WA e
i

Uhen a solution to a problem /3 unsuccessful, I do not examine why it
didn't work.

When I am confronted with a complex problem, I do not bother to develop a
strategy to collect information so I can define exactly what the problem is,

hen my first efforts te solve: a problem fail, I become uncasy about my
ability to handle the situatien,

After I have solved a problem, I do not analyze what went right or what
went wrong.

I am usually able to think up creative and effective alternatives to
solve a problem.

After I have tried to solve a problem with a certain course of action,
I take time and campare the actual outccme to what I thought should have
happened.

Whea I have a problem, I think Up as many possible ways to handle it as
I can until I can't come up with any more ideas.,

When confronted with a problem, I consistently examine my feelings to
find out what {s going on in a problem situation,

When I am confused with a problem, I do not try to define vague ideas or
feelings into concrete or specific terms. .

I have the ability to solve most problems even though initially no
solution is immediately apparent.

ilany problems I face are too complex for me to solve,
I make decisions and am happy with them later.

When confronted with a problen, I tend to do the first thing that I can
think to solve it,

Sometimes I do not stop and take time to deal with my problems, but just
kind of muddle ahead.

“hen deciding on an idea or possible solution to a problem, I do not take
time to consider the chances of each alternative being successful.

82




2.

Read each statement, and indicate the extent to which you agree or

disagree with that statement, using the following alternatives:

16,

17,

18,

21.

22,

23.

24.

25,

26,

27,

28.

29,

30.

31.

= Strongly Agree
ilocderately Agree
Slightly Agree

= Slightly Disagrce

= Mocderately Disagree
= Strongly Disagrec

3

WV oW

“hen confronted with a problem, I stop and think about it before deciding
on a next step.

I generally go with the first good idea that comes to my mind.

‘Mmen making a decision, I weigh the consequences of each alternative and
compare them against each other.

When I make plans to solve a problem, I am almost certain that I can make
them work.,

I try to predict the overall result of carrying out a particular course
of action,

Vhen I try to think up possible solutions to a problem, I do not coma up
with very many alternatives,

In trying to solve a problem, one strategy I often use is to think of
past problems that have been similar,

Given enough time and effort, I believe I can solve most problems that
confront me,

¥hen faced with a novel situation I have confidence that I can handle
problems that may arise,

Even though I work on a problem, sometim2s I feel like I am groping or
wandering, and am not getting down to the real issue,

I make snap judgments and later regret them,
I trust my ability to solve new and difficult problems,

I have a systcmatic method for comparing alternatives and making decisions.

When I try to think of ways of handling a problem, I do not try to combine
different ideas together.

Yhen confronted with a problem, I do not usually examine what sort of
external things in my cnvironment may be contributing to my problem.

When I am confronted by a problem, one of the first things I do is survey
the situation and consider all the relevant pieces of information.
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Read each statement, and indicate the extent to which you agree or
disagree with that statement, using the following altecrnatives:

= Strongly Agrce
tioderately /gree
Slightly Agree
Slightly Disagrae
Moderately Disagree
Strongly Disagree

B U dsw N
il

32. Sometimes I get so charged up emotionally that I am unable to consider
rany ways of dealing with my problem.

33. After making a decision, the outcome I expected usually matches the
actual outcome,

34. When confronted with a problem, I am unsure of whether I can handle the
situation,

35. Wwhen I become aware of a problem, one of the first things I do is to
try to find out exactly what the problem is.

NOTE: Check your computer sheet, you should have made 35 respcnses.,

P |



Appendix I |
CCLA Loneliness Scale \

Directions: Indicate how often you feel the wayv described in each of
the following statements. Circle one number for each

Statement Never Rarely Sometinmes Often
1. I feel in tune with the people
around ne. 1 2 3 4
2. T lack companionship. 1 2 3 4
3. There i{s'no one I can turn to. 1 2 3 4
4. I do not feel alone. 1 2 k] 4
5. I feel part of a group of friends. 1 2 3 4
6. I have a lot in common with people
.around me. 4
7. 1 am no longer close to anyone, 2
. My interests and ideas are not shared
by chose around me. 1 2 3 4
9. I am an outgoing person. 1 2 3 4
10. There are people I feel close to. 1 2 3 4
11. I feel left out, 1 2 3 4
12. My social relationships are
superficial. 3
13. No one really knows me well.
14. T feel isolated from others. 2
15. I can find companionship when
I want {t. 1 2 3 4
16. There are people who really
understand me. 1 2 3 4
17. I am unhappy being so withdrawn. 1 2 3 4
18. People are around me but not with me. 1 2 3 4
19. There are people I can talk to. 1 2 3 4
20. There are people I can turn to. 1 2 3 4

sCatement.
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Aprendix J

Daily Self-Monitoring Scale B

Instructionss For sach question please circle one nuabar.
Feel free to include further comments. If
You need more room use the back of the page.

. Did you have any thoughts of suicide today? vyes or no
(circle) ‘

). How often? 0. didn‘t have then
1. one to several times
2. approximately every hour
. 3. savaral times an hour
4. other-——explain
Further comments:

e How intense were the thoughts? 0. very weak
1. weak
2. moderate
3. strong
Further comaments:

1. How long did each thought lagt?
0. brief-fleeting
1. short duration-several minutes -
2. longer—an hour or more
3. almost continuous
Further comments:

5. Vhat were the situations or feelings sat off the
iuicidal thoughts? '

Mtuations:s

‘celingss
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Appendix K,

Weekly Rating of Stressors ' Name:

Date:

Instructions: Please rate the following situations as to how

stressful they have been for you over the bast week, and whether they have

occurred.

1.

0] S 6 8 9 10
Not at Moderately Extremely
all Stressful Stressful
Stressful

2.

0 5 6 8 9 10
Not at Moderately Extremely
all Stressful Stressful
Stressful

3.

0 5 6 8 9 10
Not at Moderately Extremely
all Stressful Stressful
Stressful

4,

0 5 6 8 9 10
Not at Moderately Extremely
all Stressful Stressful
Stressful

0 5 6 8 9 10
Not at Moderately Extremely
all Stressful Stressful
Stressful
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Appendix L
Rating of Treatment Rationale-—-Midtreatment

We are again 1nterested in obtaining vour 1mpressi1ons
out the treatment procedure at this time. Flease answer
whoguestion below as honestly and operlyv as possible.
role the number which best reflects your feelings riaght
.

How logieal does this tvpe of treatment ceem to VoL 1n
rms of decregaszing suicidal thoughts?

1 2 3 4 il & 7 &) 9
t at all VErY
Ggrcal logical

How confident are you that this treatment will be
coessful 1n reducing yvowr suicidal thoughts?

1 2 3 4 5 & 7 8 Q?
t oat all very
ccessful successful

How confident would vou be in recommnending this
eatment to a friend with suicidal thoughts”

1 z = 4 5 & 7 e 4
£ at all very
nfldent confident

How 1mportant do you think it i€ that we make this
2atment available to others whe experience suicidal
bughts?

1 2 3 4 S & 7 8 4
. at all very
xortant important

How successful do you believe this treatment would be in
-reasing other problems like general anxiety, depression,

1 2 = 4 S 5 7 8 Q?
-~ at all very
ely likely

Flease rate the level of mastery of the treatment
1lls you believe vou will obtain by the end of the last
atment session.

1 2 K 4 ] & 7 = 9
mastery great
all maztery
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Appendix M -

atvnag okt he Therapg -t

deoare interested (oo ovour Linpr esslons o e therpnict,
e fvpe ot reedback cs helptul for as an unders anding the
ctfect s of the freatment . Dlease ancwer oackh gquestion below
ao honesi Uy and as mnenly as pascitde. Cirale the nunbers
which bect retlects vour feeling- right now,

1. How competent does this therapist seem to yvou in the
treatment of cuwicidal thoughts?

1 2 = 4 3 ) 7 8 ?
not at all ' ' very
competent competent
2. How likeable does this therapizt seem to you?

1 2 3 4 S ) 7 8 9
not at all very ¢
li1keable likeable
F. How understanding does this therapist seem to you?

1 2 Iz 4 3 1) 7 8 4
not at all Very
understanding understanding
4, How warm does this therapist zeem to vou?

1 z Rt 4 ] 5 7 8 ?
not at &1l very
warm warm
o, How comfortable are wou with this therapist?

i 2 z 4 & & 7 8 4
not at asll ver:y
comfortabie caomfortable
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. Appendix N |

focttrecstmoent Facdbaod
Hroiefl o desoribhe what vou telt yvow goaroed o did e
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Appendix O

PROBLEM~SOLVING THERAPY

Segssion 1

1.

Establish rapport

a, explore the patient's reasons for seeking therapy

b. explore the patient's perceptions regarding the major problems

c. explore the relationship of these problems to the suicidal
-thoughts and the attempt

Explore the patient's attitude toward themselves, therapy, and
therapist ;
a. explore their expectations for getting help

Explore the frequency of suicidal thoughts and attempts and the
circumstances of both, i.e. eliciting circumstances and surroundings

Weigh the reasons for living against the reasons for dying--list
reasons for both, Do not emphasize the reasons for living over the
reasons for dying, but rather list both objectively. Possible reasomns
for living include:

a, effects of suicide on others

b. previous positive events in the client's life

c. expectations for future positive events

Evaluate the patient's motive for their attempt. Is it based on:

a. a desire to leave the world

b. a desire to change others' behavior

c.. realistic life problems for which the client can find no solutions
d. a desire to express anger and revenge

e, a communication of a need for help

Stiow and explain the Schedule for Self-Monitoring Suicidal Thoughts

Explain the treatment approach and rationale

a. explain the treatment goals and how long treatment will last

b. discuss how one develops a general set to recognize problems;
attitude for effective problem-solving includes these principles:

1, accepting the fact that problematic situations constitute
a normal part of life and that it is possible to cope with
most of these situations effectively--give client an under-
standing of the factors contributing to problems (e.g. changing
roles, new environments, etc.)

2. recognizing problematic situations when they occur--have
client outline general areas of daily living where such
situations might occur (e.g., family relationships, job situ-
ations, health, etc.) and describe the different kind of
issues or conflicts which often make situations problematic
(e.g. competing goals and demands, obstacles to goals) and
also list common problems people encounter
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3. inhibit tendency to respond "automatically" without carefully
thinking things through--have client exanine emotional reac-,
tions to his problems and teach him to look for events (cog-
nitive and external) which may be setting off these feelings

c. assess the patient's expectation of gaining help (rating)

Session 2

Reiterate the goals and therapeutic rationale

Review the three principles iuvolved in having an effective problem-
solving attitude

Review Self-Monitoring homework

Review the patient's attitude toward the goals, therapist, and what
has transpired to date

Training in Problem-Solving on a simulated problem--therapist takés

active role in Sessions 2-5 and demoustrates the problem-solving

procedures with the client less actively involved, i.e. therapist

models stages 2-5 of this therapy dJduring next four sessions using a

simulated problem

a. define all aspects of a situation in operational terms--therapist
presents vague definition of problem and goes on to identify all
relevant details and circumstances rel.ted to the situation and
describes them in specific, concrete terms, including not only

presenl cveats but also baciground inforaation--both external
ovents aund internal cvents are included (n the definition ol the
sroblem

5. “ermulation of the problem--lieatifly major goals (i.e. behavioral
abliactives, desired reinforcing events) and issues whicl maxe

thie situation a problcm

Session 3

1.

2.

3.

Review Self-Monitoring homework
Review how the problem was defined and formulated

Focus on Stage 3--Generation of Alternatives

a. distinguish between a general strategy and specific behavior

b. instruction in the 4 rules for "brainstorming" i.e. (1) any
criticism of alternatives is ruled out--defer judgement until
later stages, (2) free-wheeling is welcomed—-the wilder the idea
the better, (3) quantity is wanted, (4) combination and improvement
are sought '

c. generate general strategies and specific behaviors for each
solution concerning the presented problem
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Session &

Review Self-Monitoring homcwork

Review alternatives solutions (general strategies and specific
behaviors) to the problem

Focus on Stage 4--training in decision-making among solutions:

a. rough screening of a list of alternatives to eliminate any
obvious inferior ones i.e. those highly unlikely or likely
to have extreouely uopative cousequences

b. consider remaining alternatives (general strategies)--what
are the possible consequences in the following categories:
social, personal, short-term, long-term

¢. for each alternative, list the consequences in each category
and estimate the likelihood of the occurence of consequences
in 3 broad categories: highly likely, likely, unlikely

d. assign values to various consequences: positive, neutral,
negative :

Session 5

oS

Review Self-Monitoring homework
Review decision-making on general strategies which are alternatives

Focus on decision-making for speciflic behavioral alternatives--go
/

thirough steps b-c-d from Session 4
Focus on the verilfication ol decision--choice of the most elfective
course of action--therapist role plays selected strategy(s) and pre-
seals consequence of action .ol Jdid it solve the problew?

Hoowors assipament-—clicut is to bring tis major problem to the
el ouvonion Lo work on gs was the shealated problem

Session 6

Review Self-Monitoring homework

Review the status of the original problem(s) associated with the
attempt

Reinterpret the suicide problem as a life problem to be dealt with

Instruct the client that his major problem will be focused on and
client will actively go through problem-solving stages while the
therapist helps him to adequately perform at each stage through
Sessions 6-9
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5. Focus on Problem Definition and Formulation
a. repeat steps a. (1) & (2) from Session 2--client works on his
problem
Session 7
1. Review Self-Monitoring homework

2. Review the client's definition and formulation of his problem

3. TFocus on client's gencration of alternatives to problem
a. repeat steps 3. a, b, c, from Session 3

Session §

1. Review Self-Monitoring hemework

2. Review definition and formulation of problem and alternative solutlons
(strategies and specific bechaviors)

3. Focus on decision-making umong altcrnatives (strategies)
a. repeat steps 3. a, b, 3, from Session 4

Session 9

1. Review Self-Monitoring homework

2. Review alternative solutions--the poneral strategy decided upon

3. Yocus on decision-maxking of speciflic belaviors--repeat steps 3, b, c,
d, from Session 4

4. Verivication of decisjons--roleplay scelutions or try them out with

signilicaut others il possible. Doues outcome observed match the
client's predicted outcome?

Session 10
1. Review the Self-Monitoring homework
2. Check on the verification process

3. Reiterate the problem-solving stages and the client's progress
through therapy

4. Explain how he can use the skills in everyday life to effectively
deal with his problems

5. Explain life as a series of highs and lows and how problems can be
expected and dealt with effectively
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Appendix P
SUPPORTIVE THERAPY

Session 1

1.

Establish rapport
a. explore the patient's reasons for seeking therapy

b. explore the patient's perceptions regarding the major problems
c. explore the relationship of these problems to the suicidal thoughts

2. Explore the patient's attitude toward themselves, therapy, and therapists
a. explore their expectations for getting help
3. Explore the frequency of suicidal thoughts and the surrounding circumstances
4. Getting to know one another exercise
a. sharing personal information about background, current issues, and
important significant others
5. Show and explain the Schedule for Self-Monitoring Suicidal Thoughts
6. Explain the treatment approach and rationale
a. explain the treatment goals and how long the treatment will last
b. discuss the universality of crises and suicidal thoughts as a response
to these crises
c. introduce communication as a way to feel connected to others
d. ask clients to explore their own thoughts about the features of effective
communication
7. Assess the patient's expectation of gaining help (rating)
Session 2
1. Reiterate the goals and therapeutic rationale
2. Review the value of communication and the features of effective communication
3. Review Self-Monitoring homework
4. Review the patient's attitude toward the goals, therapist, and what has
transpired to date
5. Introduce the general topic of listening skills as a form of effective
cormunication
a. explore types of nonverbal messages
b. group members share experiences with each other, paying attention to
nonverbal messages
Session 3
1. Review Self-Monitoring homework
2. Review forms of nonverbal communication
3. Introduce verbal messages and their meaning for the giver and receiver

a, define ventilation
define reflection

b.
€. group members share their feelings about ventilation and reflection
d.

group members share their experiences paying attention to ventilation

and reflection
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Session 4

1. Review Self-Monitoring homework
2. Review ventilation and reflection as forms of verbal communication
3. Introduce verbal listening skills of interpretation and summarization
a. define interpretation
b. define summarization
c. group members share their feelings about interpretation and summarization
d. group members share their experiences paying attention to interpretation
and summarization responses
Session §
1. Review Self-Monitoring homework
2. Review the verbal responses of interpretation and summarization
3. Introduce complex verbal messages
a. define conflicting feelings
b. define "yes...but" responses
c. group members share their feelings about complex verbal messages
d. group members share their experiences paying attention to complex verbal
messages
Session 6
1. Review Self-Monitoring homework
2. Review complex verbal messages
3. Review all types of nonverbal and verbal messages
4. Introduce how to give effective feedback
a. define using specific behavioral statements
b, define using "I" statements
c. define focusing on a feature the person can change
d. define nonjudgmental statements
e. explore group members' feelings about aiving feedback
£. share experiences paying attention to feedback skills
Session 7
1. Review Self-Monitoring homework
2. Review how to give feedback
3. Discuss Role-Playing as a way to share experiences and find better ways to
deal with them
a. describe a role-play
b. demonstrate a role-play
4. Encourage members to share experiences using role-playing and listening skills
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Session 8

1.

Review Self-Monitoring homework

2. Review the function of role-playing and listening skills

3. Group members share experiences using increasingly complex role-playing and
listening skills :

Session 9

1. Review Self-Monitoring homework

2. Review the function of role-playing and listening skills

3. Group members share experiences using increasingly complex ro]e-p]aying and

1.
2.

listening skills

Session 10

Review Self-Monitoring homework
Review the function of role-playing and listening skills

Group members share experiences using increasingly complex role-playing and
listening skills

Explain how the skills learned in therapy can be used in everyday life to
increase communcation and connectedness

Share feelings among the group about the treatment, ending the treatment, and
other group members
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Appendix Q
Multivariate Analysis of Variance (MANOVA)

Effect of Therapist Evaluation on the Main
Variables at Posttest:

Hotelling-Lawley Trace F(7,8) = .287, p =

Effect of Therapist Evaluation X Treatment
Main Dependent Variables at Posttest:

Hotelling-Lawley Trace F(7,8) = .692, p =

Effect of Therapist Evaluation on the Main
Variables at Follow-up:

Hotelling-Lawley Trace F(7,8) = .557, p =

Effect of Therapist Evaluation X Treatment
Main Dependent Variables at Follow-up:

Hotelling-Lawley Trace F(7,8) = .456, p =

Dependent

.951

Condition

. 680

Dependent

772

Condition

. 780
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