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Individuals with posttraumatic stress disorder (PTSD) are at increased risk for suicidal thoughts and behaviors; however, clinicians often
report apprehension about recommending trauma-focused therapy to patients with an increased risk of suicide. The present study aimed
to evaluate the safety, tolerability, and response to cognitive processing therapy (CPT) among a sample of military veterans with PTSD
and increased suicide risk. A secondary aim was to provide a clinically useful definition of high suicide risk. Chart review was used to
classify the suicide risk level of 290 veterans who participated in CPT at a Veterans Affairs clinic. Treatment outcomes in veterans with
different suicide risk levels were also gathered and compared. Over 50% (n = 155) of the sample demonstrated increased suicide risk, and
1.0% (n = 3) engaged in suicidal behavior after initiating treatment. To date, hospital records show no suicide deaths since 2016 among
clinic patients who received CPT. Suicide risk level was not associated with CPT tolerability, and PTSD symptom change was equivalent
across groups, ps= .085–.976. Veterans across groups reported clinically significant reductions in PTSD symptoms. The tested suicide risk
categorization schemes performed similarly in differentiating the odds of CPT completion and PTSD symptom reduction. These results
suggest that veterans with PTSD and an increased risk of suicide, including those with previous suicide attempts and current ideation, can
tolerate and benefit from CPT. Additional variables must be considered to truly determine the acute and imminent suicide risk that would
deem CPT to be contraindicated.

Historically, providers across mental health care systems
have been reluctant to administer trauma-focused therapy to pa-
tients suffering from posttraumatic stress disorder (PTSD), cit-
ing concerns such as patient motivation, comorbid psychiatric
problems, and/or cognitive problems (Cook et al., 2014). Due
to the perceived importance of stabilizing suicide risk among
patients with PTSD (Jakupcak & Varra, 2011), providers fre-
quently report acute suicide risk as a particular psychiatric
concern when deciding whether to withhold or delay PTSD
treatment (Bryan, 2016; Harned et al., 2010; Stirman, 2008).
Further, randomized control trials for trauma-focused thera-
pies, such as cognitive processing therapy (CPT), have gen-
erally omitted individuals deemed to be at acute risk for sui-
cide (Maieritsch et al., 2016; Resick et al., 2008). More re-
cently, clinical trials have examined suicidal ideation as an out-
come of treatment (e.g., Resick, Wachen, et al., 017), and these
data provide initial support for administering CPT to patients
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experiencing ongoing suicidal ideation and/or have a history
of suicidal behavior (Bryan et al., 2016; Holliday et al., 2018;
Stayton et al., 2019).
Since 2010, suicide rates in the United States have increased

from 12.1 per 100,000 to 14.2 per 100,000 in 2018 (Ameri-
can Foundation for Suicide Prevention [AFSP], 2020). Even
more alarming is that U.S. military veterans are at higher risk
for both PTSD and suicidal thoughts and behaviors (Legarreta
et al., 2015; Pompili et al., 2013) than civilians. It is important
to note that suicide risk itself is a construct that yields many
different operationalizations, and different mental health orga-
nizations and research studies utilize different criteria to cate-
gorize risk levels. Indeed, the lack of agreement regarding how
to best define suicide risk is perhaps best captured by the find-
ings from a meta-analysis by Franklin and colleagues (2017),
who reported that despite over 50 years of research, hundreds
of investigations, and analyses of nearly 3,500 risk factor vari-
ables, the ability to predict suicide is only slightly above chance
and has not improved. The sheer number of risk factors used
across clinical and research settings demonstrates the variabil-
ity of suicide risk conceptualization.
Often, there are protocols or guidelines that clinicians and

researchers are required to follow when determining suicide
risk levels based on these risk factors. For example, there is
a significant amount of empirical evidence demonstrating that
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prior suicidal thoughts and behaviors are significant risk factors
for future suicide attempts (Andover et al., 2008; Kuehn et al.,
2020; Irigoyen et al., 2019). As a result, suicidal thoughts and
attempts are often treated as homogeneous constructs that con-
fer a high risk for suicide. According to current standards out-
lined by the U.S. Department of Veterans Affairs (VA; 2019),
suicide risk is considered to be both acute (e.g., time-sensitive)
and chronic (e.g., ongoing). These distinctions are similar to
the conceptualization of suicide risk within the fluid vulnera-
bility theory (FVT; Bryan et al., 2020; Rudd, 2006), which de-
lineates suicide risk as having both a baseline determined by
an individual’s stable suicide risk factors (e.g., family member
death by suicide, history of suicidal behavior) and acute fac-
tors (e.g., recent loss, current suicidal ideation). According to
the VA/Department of Defense (DoD) risk categorization al-
gorithm, although chronic suicidal ideation may be present for
individuals with chronic risk, those identified to be at acute risk
for suicide will likely have current suicidal ideation with or
without the intent to act on a plan (VA/DoD, 2019). Treatment
recommendations are provided for each risk level. For exam-
ple, providers are encouraged to consider psychiatric hospital-
ization for individuals deemed to be at “intermediate acute risk”
(i.e., those with current suicidal ideation and the ability to in-
dependently maintain safety). However, theories that attempt to
explain or predict how or when individuals experiencing suici-
dal thoughts progress to suicidal behaviors (i.e., "ideation-to-
action” framework; May & Klonksy, 2014) would all suggest
that additional variables should be considered, including one’s
capability for suicide (Joiner, 2005) or the presence of an acti-
vating event (Rudd, 2006). In the absence of such factors, out-
patient treatment would theoretically be a better treatment rec-
ommendation than hospitalization.
Given the nationally recognized priority to prevent suicide

(Exec. Order No. 13625) and the fact that PTSD is one of few
psychological risk factors that has been shown to differentiate
suicidal ideators from suicide attempters (Burke et al., 2018;
May & Klonsky, 2016; Nock et al., 2008), the treatment of
PTSD is critical (Jakupcak & Varra, 2011). However, providers
may be reluctant to administer trauma-focused interventions
to individuals who are at an increased risk for suicide (Cook
et al., 2014). This may be due to the perceptions that these
treatments increase distress. For example, CPT, one of the psy-
chotherapies with the strongest recommendations from the cur-
rent VA/DoD Clinical Practice Guideline for the Management
of PTSD (VA/DoD, 2017), is a 12-session, trauma-focused
manualized therapy protocol that unfolds in three phases. In the
first phase, patients are provided psychoeducation about PTSD
and how thoughts are related to environmental events, emo-
tions, and behaviors. Next, they learn how to identify cognitions
that cause them distress and investigate the validity and help-
fulness of these thoughts. Finally, they are taught to apply this
new skill to restructure unhelpful thoughts related to the trau-
matic event (Resick et al., 2008; Resick, Monson, et al., 2017).
Because trauma processing involves recalling distressing infor-
mation, many providers may prefer to hold off on interventions

that include this element when a patient is deemed to have el-
evated risk factors for suicide. However, there are models of
incorporating suicide-specific interventions into CPT to ensure
that suicidality is a focus of treatment and thus being managed
(e.g., Rozek & Bryan, 2020). Further, the current CPT man-
ual (Resick, Monson, et al., 2017) lists several therapist “stuck
points” involving patient readiness for treatment due to sui-
cide risk despite the empirical evidence supporting the admin-
istration of CPT with ongoing suicidal ideation and/or behav-
ior (e.g., Bryan et al., 2016; Rozek & Bryan, 2020). Although
providers may desire to delay CPT administration to patients
who are at risk of suicide, empirical evidence suggests that sui-
cidal ideation reduces over the course of treatment with CPT
(Bryan et al., 2016; Holliday et al., 2018; Stayton et al., 2019).
However, the paucity of data on how suicide risk itself impacts
treatment tolerance and outcomesmay still be a barrier for treat-
ment providers with regard to the wider adoption of CPT im-
plementation for higher-risk patients.
To address the current gaps between science and practice, the

present study aimed to evaluate the safety (i.e., the occurrence
of suicidal behavior after treatment) and tolerability of (i.e.,
treatment completion) and response to (i.e., change in PTSD
symptom severity) CPT among a sample of veterans with PTSD
deemed to be at an increased risk (i.e., above low risk) of sui-
cide. A secondary aim of the present analyses was to provide a
clinically useful definition of acute suicide risk. We predicted
that tolerability and safety of and response to CPT would not
vary by suicide risk level.

Method

Participants

The present analyses were computed using information from
a database of 290 veterans who engaged in outpatient CPT (i.e.,
attended at least one session) between January 2016 and De-
cember 2018 at the Salt Lake City (Utah, United States) VA.
The full descriptive characteristics and study procedure can
be found in previously published research from this database
(Roberge et al., 2019). All study procedures were reviewed by
the University of Utah Institutional Review Board. Veterans in-
cluded in the present sample were predominantly male (n =
256, 88.3%) and Caucasian (n= 253, 87.2%), with a mean par-
ticipant age of approximately 44 years (SD = 13.68). All pro-
cedures and participant grouping described herein are specific
to the present analyses.

Procedure

Two psychologists completed chart reviews of suicide-
related variables. Upon opening a veteran’s electronic medi-
cal record, all notes entered between either the veteran’s PTSD
clinical team intake assessment or their PTSD clinic orienta-
tion and their first CPT session were selected to determine if
the veteran reported current suicidal ideation. If this date was
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more than 1 year before their CPT appointment, the first date
was chosen as 1 year prior to the first session date. The chart
reviewers then searched for the keywords “ideation” and “SI”
(i.e., suicidal ideation) within this selected date range, with all
clinical notes from all specialties included in the search. Any
documentation of any suicidal thoughts, varying from passive
thoughts of wishing for death to desire, were coded as “yes” for
the variable “current suicidal ideation.”
Next, the team searched for “suicide attempt” in all notes in

the medical record to determine if (a) any history of suicide
attempts, including interrupted or aborted attempts, had been
documented in the record and (b) if the veteran attempted sui-
cide since their first session of CPT. The dates of patients’ most
recent suicidal ideation and attempts were recorded. Although
the present analyses did not include remote VA or other medical
records, community inpatient psychiatric unit admissions, sui-
cide attempts, and suicide deaths would have been documented
in these records if the veteran had registered with another VA
in the interim. Interrater reliability analyses were conducted by
selecting a random sample of 20% of the sample (n = 58) and
having a graduate-level research associate check to ensure the
presence of a prior suicide attempt and/or posttreatment suicide
attempt, κ = 93.8%.

Measures

Demographic Characteristics
Demographic information, including age, race/ethnicity, sex,

and other variables, was gathered from the veterans’ electronic
medical records.

PTSD Symptom Severity
The severity of Diagnostic and Statistical Manual of Men-

tal Disorders (fifth ed.; DSM-5) PTSD symptoms was assessed
using the past-week version of the PTSD Checklist for DSM-5
(PCL-5; Weathers et al., 2013). The PCL-5 is a 20-item, self-
report measure of past-week PTSD symptom severity. Items are
rated on a scale of 0 (not at all) to 4 (extremely), with scores
higher than 33 indicating a respondent has screened positive
for PTSD. Further, clinically significant change is defined as
changes of 10 or more points, whereas statistically significant
change is considered a change of 5 points (Bovin et al., 2016).
In the present sample, the internal consistency of the PCL-5was
adequate, Cronbach’s α = .73.

Suicide Risk Coding
Suicide risk was coded using two different methods to test

the clinical validity of two conceptual approaches. In both cod-
ing approaches, veterans without a history of suicide attempts
or recent and/or current suicidal ideation were categorized as
“low risk,” whereas those with a documented history of at-
tempted suicide and recent and/or current ideation were cate-
gorized as “acute risk.” The two coding approaches varied in
the specificity of participants who reported either current sui-
cidal ideation or a history of attempted suicide but not both. In

Table 1
Suicide Risk Coding Schemes

Scheme 1 Scheme 2

1. Low risk 1. Low risk
No history of suicide attempts
(–)

No history of suicide attempts
(–)

No current suicidal ideation
(–)

No current suicidal ideation
(–)

2. Elevated risk 2. Current suicidal ideation
(+)

History of suicide attempt (+)
or
Current suicidal ideation (+)
3. Acute risk 3. History of suicide attempt

(+)
History of suicide attempt (+)
and
Current suicidal ideation (+)

4. Acute risk
History of suicide attempt (+)
and
Current suicidal ideation (+)

Note. “–” indicates the lack of a characteristic; “+” indicates the presence of a
characteristic.

the first approach (i.e., Scheme 1), informed by Franklin et al.
(2017), individuals with current suicidal ideation but no his-
tory of attempted suicide, as well as those with a history of
suicide attempts without current suicidal ideation, were com-
bined into a group categorized as “elevated risk.” The second
approach (i.e., Scheme 2), consistent with the current VA/DoD
algorithm (2019), separated these two groups of individuals
such that those with current or recent suicidal ideation but no
history of suicide attempts were ordinally ranked just above in-
dividuals in the low-risk group, followed by participants with
a history of suicide attempts but no current or recent suicidal
ideation, then those in the acute-risk group (see Table 1).

Provider CPT Training Level
Clinic therapists had varying levels of CPT training. Approx-

imately 70% (n = 179) of the sample with a clinician who was
both licensed and had completed the national rollout training.
One clinician was licensed but had not attended the training
(0.1%), 17.3% (n = 45) of the sample worked with providers
who were not yet licensed but had attended the training, and
13.5% (n = 35) of participants worked with trainees who had
not attended the training.

Treatment Safety
Treatment safety was defined as the absence of suicidal be-

havior (i.e., any suicidal behavior, including interrupted and
aborted suicide attempts) during and after engagement in CPT.
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Treatment Tolerability
Treatment tolerability was operationalized as one’s ability to

complete CPT. This was defined as participation in all 12 CPT,
completion of the final session, and/or a provider’s identifica-
tion of a patient as an early responder and recommendation of
early termination.

Time
Time was operationalized as the number of treatment

sessions attended. Session 1 of treatment was centered as
time = 0.

Data Analysis

Descriptive statistics, including demographic variables,
baseline characteristics, and frequency of suicidal behaviors,
were computed using SPSS (Version 25; See Table 1). Due to
the lower observed frequency of posttreatment suicidal behav-
ior, regression analyses were not appropriate. Instead, descrip-
tive data are provided. To determine whether suicide risk im-
pacted veterans’ ability to safely tolerate CPT, binary logistic
regressions were computed, with completion status as the out-
come variable and risk categorization schemes as the predictors.
To compare the rates of symptom change between veter-

ans over time, longitudinal growth analyses with restricted
maximum likelihood estimation procedures were used and
computed in HLM7 (Raudenbush et al., 2011). This modeling
technique evaluates the rate of change over time for repeated
measurements and allows for a comparison of change trajec-
tories between people. In addition, this technique is robust to
missing data at the assessment level (Raduenbush & Bryk,
2002; Jackson, 2010). A priori power analyses with clustered
data and an expected average of six CPT therapy sessions per
veteran were computed using G*Power (Faul et al., 2007).
It was estimated that a minimum sample size of between
131 and 183 veterans was necessary to detect a small effect.
Previous analyses determined that Level 1 data missingness
was attributable to provider training level (Roberge et al.,
2019); therefore, this variable was included as a covariate in
the multilevel models. Level 1 data included patient-reported
PCL-5 scores, provider training level, and the number of ses-
sions attended, and Level 2 data included suicide risk group.
Suicide risk group was tested as both a continuous variable and
as a contrast-coded ordinal variable. The results of the models
with suicide risk group as a continuous variable were used to
compare suicide risk coding schemes, whereas contrast-coded
suicide risk (i.e., C1= low risk vs. acute risk; C2= current sui-
cidal ideation vs. history of suicide attempts; C3= elevated risk
vs. acute risk) was used to analyze specific group comparisons.
Multilevel models were constructed and evaluated in a series

of steps. First, a baseline model was computed to estimate the
between-person variance. Next, random-growth models (i.e.,
with intercepts and slopes allowed to vary between people) with
linear effects of time were calculated (i.e., baseline symptomol-
ogy and rate of symptom change were not assumed to be fixed).

Then, the intercepts and slopes as outcomes models were calcu-
lated. Provider training level was added to the Level 1 equation,
and suicide risk group variables were added as predictors of the
Level 2 intercept and slopes. To compare model fit and deter-
mine if predictors significantly increased the amount of vari-
ability explained in the model, deviance estimates under full
maximum likelihood were compared. As variables were added
through each step of the multilevel modeling process, deviance
estimates were reduced, suggesting improved fit and variance
explained. D

Results

The average veteran who engaged in CPT screened well
above the positive threshold for PTSD, with a mean PCL-5
score of 50.70 (SD = 13.77). Approximately 42% (n = 120)
of the sample endorsed current suicidal ideation, and 22.5% (n
= 65) of participants reported a history of attempted suicide.
Approximately 46% (n = 134) of veterans were categorized

as low risk, and 10.0% (n = 29) of veterans were categorized
as having an acute risk of suicide. Per the first categorization
method, 43.4% (n = 126) of the sample was considered to
be at an elevated risk. Using the second risk categorization
method, 31.4% (n = 91) of participants endorsed current sui-
cidal ideation but denied having a history of attempted suicide,
whereas 12.1% (n = 35) of the sample endorsed a history of
suicide attempts but denied current suicidal ideation. Therefore,
most veterans who engaged in CPT were at increased risk for
suicide as determined by empirically determined clinical fac-
tors. Veterans across suicide risk groups were of similar age
and reported similar baseline symptomology, and women were
equally distributed between the groups (see Table 2).

Treatment Safety

Three veterans (1.0%) engaged in suicidal behavior (i.e., sui-
cide attempt) between treatment initiation and the chart review
process (i.e., August 2020). Of these veterans, all endorsed
suicidal ideation at the time of treatment initiation, and two
had prior histories of suicide attempts. Two veterans’ attempts
occurred approximately seven months after CPT, whereas the
other veteran’s attempt occurred in the month following their
first and only CPT session. According to local records, to date,
no veterans who engaged in CPT between 2016 and 2018 have
died by suicide.

Treatment Tolerability

In total, 122 (42.2%) of participants completed CPT. Sui-
cide risk level was not a significant predictor of completion in
Scheme 1, odds ratio (OR) = 1.38, SE = 0.19 p = .090, 95%
CI [0.95, 1.97], or Scheme 2, OR = 1.24, SE = 0.13, p = .088,
95% CI, [0.97, 1.58]. Therefore, suicide risk level did not pre-
dict treatment tolerability, and the specificity of suicide risk de-
termination did not improve predictive ability.
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Table 2
Baseline Posttraumatic Stress Disorder (PTSD) Checklist for
DSM-5 (PCL-5) Score, by Suicide Risk Group

Variable and suicide risk group M SD n % p

Scheme 1

Age
Low 43.75 14.25
Elevated 43.58 13.38
Acute 45.97 12.78

F(2, 286) = 0.37 .691
Female sex
Low 13 12.5
Elevated 19 19.6
Acute 2 6.9

χ2(1, N = 289) = 2.60 .280
Baseline PCL-5 score
Low 47.47 13.88
Elevated 53.61 12.74
Acute 54.21 14.92

F(2, 222) = 6.017 .003

Scheme 2

Age
Low 43.75 14.25
Current SI (no historical SA) 43.91 13.97
Historical SA (no SI) 42.71 11.83
Acute 45.97 12.78

F(3, 285) = 0.31 .818
Female sex
Low 13 12.5
Current SI (no historical SA) 11 12.1
Historical SA (no SI) 8 22.9
Acute 2 6.9

χ2(1, N = 289) = 5.37 .147
Baseline PCL-5 score
Low 47.47 13.88
Current SI (no historical SA) 54.93 11.63
Historical SA (no SI) 49.64 15.17
Acute 54.21 14.92

F(3, 221) = 5.019 .002

Note. Some missing baseline PCL-5 data were observed. Total sample sizes for
participants with baseline data are provided. Scheme 1: Low risk, n = 106; ele-
vated risk, n = 100; acute risk, n = 19. Scheme 2: Low risk, n = 106, suicidal
ideation (SI), n = 75; historical suicide attempt (SA), n = 25; acute risk = 19.
DSM-5= Diagnostic and Statistical Manual of Mental Disorders (5th ed.); SI =
suicidal ideation; SA = suicide attempt.

Treatment Response

Next, to assess differences in baseline symptoms and treat-
ment response trajectories, a series of multilevel models were
created. The intraclass correlation coefficient from the baseline
model suggested that 64% of PCL-5 score changes over time

were attributable to person-level characteristics, deviance =
13,561.14. Next, a series of random longitudinal growthmodels
were created. First, a random longitudinal growth model with
provider entered as a Level 1 covariate but without Level 2 pre-
dictors was created. The results of this model indicated that,
on average, there was a significant negative reduction in PCL-5
score over the course of therapy, B= −1.60, p< .001; in addi-
tion, we observed significant variability in response trajectory
between participants, χ2(238, N = 2,361) = 984.21, p < .001,
deviance = 12,807.12. Next, we calculated two separate ran-
dom growth models, with time and level of provider training
entered as Level 1 predictors and risk categorization Schemes
1 and 2 entered as predictors of the intercept and slope. The re-
sults were identical across the two methods such that Time x
Scheme interactions were not observed, Scheme 1: B = 0.31,
p = .085, deviance = 12,803.57; Scheme 2: B = .24, p =
.043, deviance = 12,810.14. In addition, models that included
contrast-coded risk groups confirmed that, on average, veter-
ans across treatment groups experienced similar rates of PTSD
symptom change over the course of treatment (see Table 3 and
Figure 1). These results indicate that a participant’s level of
suicide risk did not impact their response to CPT. A compar-
ison of model deviance statistics between the random longitu-
dinal growth model with covariates and the contrast-coded risk
groups (i.e., C1, C2, C3) revealed that C1 and C2 improved
model fit, whereas C3 did not (Table 3). This finding indicates
that distinguishing low from acute risk (C1) and ideators from
attempters (C2) explained significant variance in treatment out-
comes, whereas the elevated and acute risk designations did not
(C3).

Treatment Response Trajectory

Although treatment response trajectories were observed to
vary significantly between veterans, χ2(238, N = 2,361) =
997.37, p< .001, suicide risk categorization was not predictive
of this variability, ps = .085–.976. When risk categorization
was removed from the model, a steady 1.60-point average lin-
ear reduction in PCL-5 scores between sessions was observed
over time. On average, veterans reported a statistically signif-
icant change in PCL-5 score by Session 7 (M = 6.58 cumula-
tive reduction), and a clinically significant change was reported
by Session 10 (M = 12.09 cumulative reduction). At Session
12, the average participant’s PCL score was above the screen-
ing threshold, although not statistically significantly so (M =
35.83, SD = 8.60).

Discussion

The primary goal of the present study was to evaluate the
safety, tolerability, and reduction of PTSD symptoms among
veterans with comorbid PTSD and increased suicide risk who
participated in CPT. In total, 53% of the sample was determined
to be at an increased risk for suicide. Although 68 veterans had
documented histories of suicidal behavior (22.1%), and three
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Table 3
Results of Multilevel Random-Growth Models Comparing Cognitive Processing Therapy Outcomes Between Suicide Risk Groups

Low vs. acute risk (C1)
a

Suicidal ideation vs. attempt (C2)
b

Elevated vs. acute risk (C3)
c

Fixed effects B SE p B SE p B SE p

Level 1
Intercept 50.09 1.83 < .001 48.80 1.41 < .001 48.56 1.56 < .001
Provider
training

0.09 0.07 .163 0.04 0.07 .521 0.10 0.07 .199

Time −1.46 0.13 < .001 −1.58 0.13 < .001 −1.60 0.13 < .001
Level 2
Risk −1.88 4.72 .691 9.31 3.98 .020 13.00 7.11 .069
Risk x
Provider

−0.28 0.21 .180 −0.05 0.15 .749 −0.57 0.31 .066

Risk x Time −0.62 0.36 .085 −0.15 0.38 .689 −0.01 0.50 .976

Note. Models compared to the longitudinal random-growth model with covariates.
a
Model comparison: Deviance = 12,795.32, χ2(3, N = 2361) = 11.80, p = .003.

b
Model comparison: Deviance = 12,798.76 χ2(3, N = 2361) = 8.36, p = .015.

c
Model comparison: Deviance = 12,803, χ2(3, 2361) = 4.05, p = .130.

(1.0%) engaged in suicidal behavior after initiating or com-
pleting CPT, according to local hospital records, no veterans
who participated in CPT at the VA clinic from which study
data were derived have died by suicide since 2016. These data
support current clinical guidelines indicating that individuals
who are at an increased risk of suicide, including those deemed
to be at acute risk, can participate in CPT safely, although fu-

ture treatment development should continue to focus on how to
further reduce suicidal behavior (VA/DoD, 2019). In addition,
suicide risk level did not differentiate between veterans who
completed or did not complete CPT, indicating that this inter-
vention is tolerable to patients at an increased risk for suici-
dal behaviors. Finally, significant negative linear reductions in
PTSD severity were observed over time, with an average PCL-5

Figure 1
Posttraumatic Stress Disorder Symptom Severity Change Trajectories, by Suicide Risk Group, for Cognitive Processing Therapy Completers

Note. PCL = Posttraumatic Stress Disorder Checklist; SI = suicidal ideation; SA = suicide attempt.
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score reduction of 1.60 points per session, and the rate of symp-
tom reduction did not differ by suicide risk level. Indeed, vet-
erans across suicide risk groups reported clinically significant
reductions in PTSD symptom severity on average. Taken to-
gether, these results suggest that CPT is a safe treatment option
for patients with low to acute suicide risk, and the severity of
suicide risk does not impact patients’ abilities to respond to or
complete the treatment. This aligns with previous clinical trials
of CPT that have shown that suicidal ideation decreases after
CPT (Bryan et al., 2016, 2018; Holliday et al., 2018; Stayton
et al., 2019); however, the present study expands the literature
through its examination of how baseline suicide risk level im-
pacts treatment safety, tolerability, and PTSD symptom reduc-
tion. This provides a clinically useful view, as many clinicians
face this common problem (i.e., comorbid PTSD and increased
suicide risk), especially in military veterans.
A secondary aim of the present study was to provide a clin-

ically useful and empirically derived definition of high suicide
risk. Two suicide risk categorization schemes were used and
compared with regard to treatment tolerability and response
analyses. Although there are a wide variety of paths to de-
termine suicide risk level, these different coding schemes en-
compass the elements many clinical guidelines suggest using
when assessing risk (for an overview see, Bernert et al., 2014).
Across the analyses, neither scheme outperformed the other,
suggesting that the more parsimonious scheme (i.e., low, ele-
vated, acute risk) is clinically sufficient when capturing suicide
risk.
Although the findings associated with the present data are

consistent with and expand upon the larger body of literature,
some interesting and unexpected lack of differences were ob-
served. For example, both with and without a history of sui-
cide attempts were equally represented across groups, and vet-
erans with a history of suicide attempts were not younger than
those without such histories. These findings are interesting
when compared to well-documented patterns of higher suici-
dal ideation rates among women but higher rates of suicide at-
tempts and deaths among men (U.S. Department of Health and
Human Services, 2020). In 2018, the highest rates of suicide
were reported among adults 45–54 years of age (AFSP, 2019).
Although the average age of veterans across all suicide risk
groups was approximately 44 years old, our data suggest that
suicide attempts among the majority of veterans in this study
occurred 5–50 years ago. This indicates that veterans in the
present samplewho had attempted suicide generallymade these
attempts when they were younger, and, consequently, would
have been part of the age group that typically reports the low-
est suicide risk (AFSP, 2018). This suggests that veterans may
attempt suicide at younger ages than civilians.
The current study had several important strengths that lend

themselves to clinical application. First and foremost, the cur-
rent data are from an outpatient clinical sample, which in-
creases the generalizability of the findings to clinical patients
as opposed to those who meet the strict eligibility criteria of
randomized controlled trials. Next, the longitudinal nature of

our data from patients’ electronic medical records allowed for
the assessment of temporal associations between suicide risk
and treatment outcomes over time. Further, documentation of
suicide variables was not restricted to notes from the therapy
providers. This was a crucial part of the study design, as many
patients are reticent to disclose suicidal thoughts or behaviors
(Hom et al., 2017), may respond differently depending on the
questioning method (e.g., questionnaire, interview, directness
of the question), and often seek mental health care from other
types of health care providers (i.e., 79% of antidepressants are
prescribed by primary care providers; Barkil-Oteo, 2013). As
such, the current method increased the chances of detecting sui-
cide risk. In addition, we addressed an important clinical and re-
search question with our finding that current suicidal ideation
and a history of suicide attempts are equally correlated with
PTSD and depressive severity as well as with one’s ability to
tolerate and benefit from trauma-focused therapy.
However, the present study was not without limitations. Be-

cause suicide data were obtained from chart review, which in-
cluded unstandardized documentation and definitions of suici-
dal ideation and attempts, heterogeneity in the experiences of
individuals who report suicidal ideation and suicide attempts
may have limited our ability to detect differences. For exam-
ple, “suicide attempt” may have been documented in instances
of suicide plan with intent without behavior, and “suicidal
ideation” includes both passive thoughts (e.g., “I wish I could
go to sleep and not wake up”) and active desire without behav-
ior (e.g., “I want to die to end this pain”). Standard definitions
and documentation of such experiences would greatly impact
both clinical utility and the ability to draw conclusions via re-
search. In addition, the keyword search process we used for the
electronic medical records could have missed documentation
of suicidal ideation or attempts (e.g., if an individual moved to
another region, was treated at a new VA facility, and made a
suicide attempt after that transition). However, due to the fairly
standard terminology required by the VA to document such ex-
periences, this is unlikely. In addition, the low rate of suicide
attempts observed in the present sample, while fortunate, lim-
ited our ability to test group differences in the occurrence of
such behavior. This is a common limitation of suicide research,
as suicidal behaviors are a low base-rate behavior. Further, re-
mote VA data from other VA/DoD organizations outside of the
Salt Lake City VA facility were not collected. However, it is
likely that a lifetime history of documented suicide attempts
was captured within the context of more recent clinical assess-
ments and treatment. Moreover, the reliability of obtained data
was restricted by patients’ willingness to fully disclose such
personal experiences. Finally, due to the characteristics of the
present sample (i.e., veterans who participated in CPT), it is
unclear how these findings relate to other trauma-focused ther-
apies, nonveterans, or individuals receiving care in the commu-
nity, where coordinated suicide prevention efforts may be less
common.
Important clinical implications can be gleaned from the cur-

rent study. First and foremost, the present findings indicate
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that veterans with PTSD at an increased risk for suicide can
safely tolerate and benefit from trauma-focused therapy. De-
spite some recent support for the safety and tolerability of such
interventions (e.g., Bryan et al., 2016; Rozek & Bryan, 2020),
many clinicians and patients worry that individuals with sui-
cidal ideation or a history of suicide attempts “cannot handle”
trauma-focused therapy or that it will “trigger a suicidal cri-
sis.” Rather, we argue that withholding trauma-focused therapy
from individuals whose suffering is largely due to their PTSD
symptoms is contraindicated and reinforces thoughts of hope-
lessness and poor self-esteem that contribute to one’s risk for
death by suicide. For individuals who are deemed to be at an
elevated risk of suicide, it is likely important to target nega-
tive cognitions related to suicidal ideation and/or behavior. Al-
though there will be overlap in these negative suicidal cogni-
tions and cognitions related to PTSD, ensuring that both are
addressed in treatment may be helpful in improving outcomes
and reducing overall risk. This could lead to the development
of a CPT for suicide (i.e., CPT-S) intervention that includes
explicit instructions regarding how to target suicidality. How-
ever, an additional educational component during the dissemi-
nation of CPT (i.e., an educational process for therapists) may
also provide the foundation that both PTSD and suicidality can
be managed in CPT. Another option is to integrate suicide-
specific interventions into CPT. Preliminary models show that
integrating a suicide safety plan or crisis response plan into
CPT can be effective while maintaining fidelity to both inter-
ventions (Rozek & Bryan, 2020). This integration prioritizes
the discussion of suicide risk and coping strategies at each ses-
sion. This model may be appealing to clinicians, as it incor-
porates best practices for suicide prevention (i.e., safety plan-
ning) with an established, evidence-based treatment for PTSD.
Larger clinical trials should examine best practices related to
this integration and evaluate whether this type of combination
can improve the likelihood of treatment completion, reduce pa-
tient suffering, and/or reduce provider anxiety related to treat-
ing higher-risk suicidal individuals with PTSD. Although CPT
and other evidence-based therapies for PTSD are often associ-
ated with diagnostic remission following the completion of the
treatment protocol, approximately 30%–50% of patients do not
complete these treatments (Gutner et al., 2016; Imel et al., 2013;
Roberge et al., 2019). However, post hoc predictors of noncom-
pletion have been inconclusive, and research aimed at directly
assessing the reasons for dropout from trauma-focused thera-
pies is lacking. Although poor tolerability may explain treat-
ment dropout, other potential explanations remain, including
poor treatment fit (e.g., veterans’ goals in seeking therapy are
not aligned with goals of CPT, nonpreference for cognitive be-
havioral therapeutic approach), competing demands and needs
(e.g., family, work, unstable housing), and not being in the
“action” phase of change. Noncompletion of trauma-focused
therapy remains a critical area for future research and clinical
attention.

In addition, our findings have implications for the un-
derstanding and categorization of suicide risk such that there
appears to be no additional utility in differentiating between pa-
tients with current suicidal ideation but without a history of sui-
cide attempts from those without current suicidal ideation but
with a history of suicide attempts. It is important to note that this
finding again highlights all that the field does not know about
how to predict suicidal behavior. One significant risk factor that
remains unclear and warrants future investigation is how to in-
corporate a previous history of attempted suicide. For instance,
the VA/DoD risk categorization algorithm (2019) includes the
presence of at least one lifetime suicide attempt, along with the
presence of several other co-occurring risk factors, as necessary
to warrant a high chronic risk designation. The presence of a
recent suicide attempt is necessary to meet the risk criteria for
the high-level acute risk group. There is a significant amount of
empirical evidence demonstrating that prior suicide attempts
are significant risk factors for future suicide attempts (Andover
et al., 2008; Kuehn et al., 2020; Irigoyen et al., 2019); however,
there is a gap in the literature regarding how to evaluate the
importance of the recency of the attempt as it relates to suicide
current risk. That is, at what point is a suicide attempt no
longer “recent?” For example, it would not be uncommon for
a provider to consider risk level differently when evaluating an
individual who attempted suicide 20 years ago and displays no
current suicidal ideation or relevant acute risk factors for sui-
cide versus a patient who has attempted suicide within the past
year but displays none of the current acute suicide risk factors.
However, several important areas for future inquiry remain.

One such area requisite of additional clinical and research atten-
tion lays in the identification of individuals who are at acute risk
for suicidal behavior. In the present sample, the participants in
the acute risk group in both Scheme 1 and Scheme 2 reported
PTSD symptom levels equal to those reported by individuals
in the moderate risk categories. The identification of variables
that predict the transition from suicidal thoughts to action is
the primary goal of suicide research within the context of the
ideation-to-action framework (i.e., interpersonal theory of sui-
cide [Joiner] and the fluid vulnerability theory [Rudd, 2006]).
Further, current suicide risk stratifications from VA differenti-
ate between individuals with an acute or chronic risk for death
by suicide. Upon close examination, the primary differentiat-
ing factor between acute and chronic risk is access to means
with which one can carry out a suicide and acute psychoso-
cial stressors, which is consistent with the fluid vulnerability
theory (Rudd, 1996). Future investigations should explicitly as-
sess the role of access to means and acute psychosocial stres-
sors in suicide behavior. Together, the present findings, existing
theories of suicide, and current guidelines should reassure clin-
icians that initiating trauma-focused therapy for individuals at
an increased risk for suicide can be done safely for most pa-
tients with histories of suicide attempts and/or current suicidal
ideation.

Journal of Traumatic Stress DOI 10.1002/jts. Published on behalf of the International Society for Traumatic Stress Studies.



Treating Veterans at High Risk for Suicide

Open Practices Statement

The study reported in this article was not formally preregis-
tered. Neither the data nor the materials have been made avail-
able on a permanent third-party archive, and posting of the data
has not been approved by our institutional review board. Re-
quests for the data or materials should be sent via email to the
lead author at Erika.Roberge@va.gov .

References
American Foundation for Suicide Prevention. (2020). Suicide statistics. https:
//afsp.org/suicide-statistics

Andover, M. S., Gibb, B. E., & Miller, I. W. (2008). Time to emergence of
severe suicidal ideation among psychiatric patients as a function of suicide
attempt history. Comprehensive Psychiatry, 49(1), 6–12. https://doi.org/10.
1016/j.comppsych.2007.07.006

Barkil-Oteo A. (2013). Collaborative care for depression in primary care: How
psychiatry could “troubleshoot” current treatments and practices. The Yale
Journal of Biology and Medicine, 86(2), 139–146.

Bernert, R. A., Hom, M. A., & Roberts, L. W. (2014). A review of multi-
disciplinary clinical practice guidelines in suicide prevention: Toward an
emerging standard in suicide risk assessment and management, training
and practice. Academic Psychiatry, 38(5), 585–592. https://doi.org/10.1007/
s40596-014-0180-1

Bovin, M. J., Marx, B. P., Weathers, F. W., Gallagher, M. W., Rodriguez, P.,
Schnurr, P. P., & Keane, T. M. (2016). Psychometric properties of the PTSD
Checklist for the Diagnostic and Statistical Manual of Mental Disorders
(fifth edition; PCL-5) in veterans. Psychological Assessment, 28(11), 1379–
1391. https://doi.org/10.1037/pas0000254

Bryan, C. J. (2016). Treating PTSD within the context of heightened sui-
cide risk. Current Psychiatry Reports, 18(8), 73. https://doi.org/10.1007/
s11920-016-0708-z

Bryan, C. J., Butner, J. E., May, A. M., Rugo, K. F., Harris, J. A., Oakey,
D. N., Rozek, D.C., & Bryan, A. O. (2020). Nonlinear change processes
and the emergence of suicidal behavior: A conceptual model based on the
fluid vulnerability theory of suicide. New Ideas in Psychology, 57, 100758.
https://doi.org/10.1016/j.newideapsych.2019.100758

Bryan, C. J., Clemans, T. A., Hernandez, A. M., Mintz, J., Peterson, A. L.,
Yarvis, J. S., & Resick, P. A. (2016). Evaluating potential iatrogenic suicide
risk in trauma-focused group cognitive behavioral therapy for the treatment
of PTSD in active duty military personnel. Depression and Anxiety, 33(6),
549–557. https://doi.org/10.1002/da.22456

Bryan, C. J., Leifker, F. R., Rozek, D. C., Bryan, A. O., Reynolds,M. L., Oakey,
D. N., & Roberge, E. (2018). Examining the effectiveness of an intensive,
2-week treatment program for military personnel and veterans with PTSD:
Results of a pilot, open-label, prospective cohort trial. Journal of Clinical
Psychology, 74(12), 2070–2081. https://doi.org/10.1002/jclp.22651

Burke, T. A., Ammerman, B. A., Knorr, A. C., Alloy, L. B., & McCloskey, M.
S. (2018). Measuring acquired capability for suicide within an ideation-to-
action framework. Psychology of Violence, 8(2), 277–286. https://doi.org/
10.1037/vio000009

Cook, J. M., Dinnen, S., Simiola, V., Thompson, R., & Schnurr, P. P. (2014).
VA residential provider perceptions of dissuading factors to the use of two
evidence-based PTSD treatments. Professional Psychology: Research and
Practice, 45(2), 136–142. https://doi.org/10.1037/a0036183

Department of Veterans Affairs and Department of Defense. (2019). VA/DoD
clinical practice guideline for the assessment and management of patients at
risk for suicide (Version 2.0). https://www.healthquality.va.gov/guidelines/
MH/srb/VADoDSuicideRiskFullCPGFinal5088212019.pdf

Exec. Order No. 13625, 3 C.F.R. 13625 (August 31, 2012).

Faul, F., Erdfelder, E., Lang, A. G., & Buchner, A. (2007). G*Power 3: A
flexible statistical power analysis program for the social, behavioral, and
biomedical sciences. Behavior Research Methods, 39, 175–191. https://doi.
org/10.3758/BF03193146

Franklin, J. C., Ribeiro, J. D., Fox, K. R., Bentley, K. H., Kleiman, E. M.,
Huang, X., Musacchino, K.M., Jaroszewski, A.C., Chang, B. P., &Nock,M.
K. (2017). Risk factors for suicidal thoughts and behaviors: A meta-analysis
of 50 years of research. Psychological Bulletin, 143(2), 187–232. https://doi.
org/10.1037/bul0000084

Gutner, C. A., Gallagher, M. W., Baker, A. S., Sloan, D. M., & Resick,
P. A. (2016). Time course of treatment dropout in cognitive-behavioral
therapies for posttraumatic stress disorder. Psychological Trauma: The-
ory, Research, Practice and Policy, 8(1), 115–121. https://doi.org/10.1037/
tra0000062

Harned, M. S., Jackson, S. C., Comtois, K. A., & Linehan, M. M. (2010).
Dialectical behavior therapy as a precursor to PTSD treatment for sui-
cidal and/or self-injuring women with borderline personality disorder.
Journal of Traumatic Stress, 23(4), 421–429. https://doi.org/10.1002/jts.
20553

Holliday, R., Holder, N., Monteith, L. L., & Surís, A. (2018). Decreases in
suicide cognitions after cognitive processing therapy among veterans with
posttraumatic stress disorder due to military sexual trauma: A preliminary
examination. Journal of Nervous and Mental Disease, 206(7), 575–578.
https://doi.org/10.1097/NMD.0000000000000840

Hom,M. A., Stanley, I. H., Podlogar, M. C., & Joiner Jr, T. E. (2017). “Are you
having thoughts of suicide?” Examining experiences with disclosing and
denying suicidal ideation. Journal of Clinical Psychology, 73(10), 1382–
1392. https://doi.org/10.1002/jclp.22440

Imel, Z. E., Laska, K., Jakupcak, M., & Simpson, T. L. (2013). Meta-analysis
of dropout in treatments for posttraumatic stress disorder. Journal of Con-
sulting and Clinical Psychology, 81(3), 394–404. https://doi.org/10.1037/
a0031474

Irigoyen, M., Segovia, A. P., Galván, L., Puigdevall, M., Giner, L., De Leon,
S., & Baca-García, E. (2019). Predictors of re-attempt in a cohort of suicide
attempters: A survival analysis. Journal of Affective Disorders, 247, 20–28.
https://doi.org/10.1016/j.jad.2018.12.050

Jackson, D. L. (2010). Reporting results of latent growth modeling and multi-
level modeling analyses: Some recommendations for rehabilitation psychol-
ogy. Rehabilitation Psychology, 55(3), 272–285. https://doi.org.10.1037/
a0020462

Jakupcak, M., & Varra, E. M. (2011). Treating Iraq and Afghanistan war vet-
erans with PTSD who are at high risk for suicide. Cognitive and Behavioral
Practice, 18(1), 85–97. https://doi.org/10.1016/j.cbpra.2009.08.007

Joiner, T. (2005).Why people die by suicide. Harvard University Press.

Klonsky, E. D., & May, A. M. (2015). The three-step theory (3ST): A new
theory of suicide rooted in the “ideation-to-action” framework. International
Journal of Cognitive Therapy, 8(2), 114–129. https://doi.org/10.1521/ijct.
2015.8.2.114

Kuehn, K. S., King, K. M., Linehan, M.M., & Harned, M. S. (2020). Modeling
the suicidal behavior cycle: Understanding repeated suicide attempts among
individuals with borderline personality disorder and a history of attempt-
ing suicide. Journal of Consulting and Clinical Psychology, 88(6), 570–581.
https://doi.org/10.1037/ccp0000496

Legarreta, M., Graham, J., North, L., Bueler, C. E., McGlade, E., & Yurgelun-
Todd, D. (2015). DSM–5 posttraumatic stress disorder symptoms asso-
ciated with suicide behaviors in veterans. Psychological Trauma: The-
ory, Research, Practice, and Policy, 7, 277–285. https://doi.org/10.1037/
tra0000026

Journal of Traumatic Stress DOI 10.1002/jts. Published on behalf of the International Society for Traumatic Stress Studies.

https://afsp.org/suicide-statistics
https://afsp.org/suicide-statistics
https://doi.org/10.1016/j.comppsych.2007.07.006
https://doi.org/10.1016/j.comppsych.2007.07.006
https://doi.org/10.1007/s40596-014-0180-1
https://doi.org/10.1007/s40596-014-0180-1
https://doi.org/10.1037/pas0000254
https://doi.org/10.1007/s11920-016-0708-z
https://doi.org/10.1007/s11920-016-0708-z
https://doi.org/10.1016/j.newideapsych.2019.100758
https://doi.org/10.1002/da.22456
https://doi.org/10.1002/jclp.22651
https://doi.org/10.1037/vio000009
https://doi.org/10.1037/vio000009
https://doi.org/10.1037/a0036183
https://www.healthquality.va.gov/guidelines/MH/srb/VADoDSuicideRiskFullCPGFinal5088212019.pdf
https://www.healthquality.va.gov/guidelines/MH/srb/VADoDSuicideRiskFullCPGFinal5088212019.pdf
https://doi.org/10.3758/BF03193146
https://doi.org/10.3758/BF03193146
https://doi.org/10.1037/bul0000084
https://doi.org/10.1037/bul0000084
https://doi.org/10.1037/tra0000062
https://doi.org/10.1037/tra0000062
https://doi.org/10.1002/jts.20553
https://doi.org/10.1002/jts.20553
https://doi.org/10.1097/NMD.0000000000000840
https://doi.org/10.1002/jclp.22440
https://doi.org/10.1037/a0031474
https://doi.org/10.1037/a0031474
https://doi.org/10.1016/j.jad.2018.12.050
https://doi.org.10.1037/a0020462
https://doi.org.10.1037/a0020462
https://doi.org/10.1016/j.cbpra.2009.08.007
https://doi.org/10.1521/ijct.2015.8.2.114
https://doi.org/10.1521/ijct.2015.8.2.114
https://doi.org/10.1037/ccp0000496
https://doi.org/10.1037/tra0000026
https://doi.org/10.1037/tra0000026


Roberge et al.

Maieritsch, K. P., Smith, T. L., Hessinger, J. D., Ahearn, E. P., Eickhoff, J.
C., & Zhao, Q. (2016). Randomized controlled equivalence trial comparing
videoconference and in-person delivery of cognitive processing therapy for
PTSD. Journal of Telemedicine and Telecare, 22(4), 238–243. https://doi.
org/10.1177/1357633X15596109

Nock, M. K., Borges, G., Bromet, E. J., Alonso, J., Angermeyer, M., Beautrias,
A., Bruffaerts, R., Tat Chu, W., de Girolamo, G., Gluzman, S., de Graaf, R.,
Gureje, O., Maria Haro, J., Huang, Y., Karam, E., Kessler, R. C., Lepine,
J. P., Levinson, D., Medina-Mora, M. E., Ono, Y., … Williams, D. (2008).
Cross-national prevalence and risk factors for suicidal ideation, plans and
attempts. British Journal of Psychiatry, 192(2), 98–105. http://doi.10.1192/
bjp.bp.107.

Pompili, M., Sher, L., Serafini, G., Forte, A., Innamorati, M., Dominici, G.,
Lester, D., Amore, M., & Girardi, P. (2013). Posttraumatic stress disor-
der and suicide risk among veterans: A literature review. Journal of Ner-
vous and Mental Disease, 201(9), 802–812. https://doi.org/10.1097/NMD.
0b013e3182a21458

Resick, P. A., Galovski, T. E., Uhlmansiek, M. O., Scher, C. D., Clum, G. A., &
Young-Xu, Y. (2008). A randomized clinical trial to dismantle components
of cognitive processing therapy for posttraumatic stress disorder in female
victims of interpersonal violence. Journal of Consulting and Clinical Psy-
chology, 76(2), 243–258. https://doi.org/10.1037/0022-006X.76.2.243

Resick, P. A., Monson, C. M., & Chard, K. M. (2017). Cognitive processing
therapy for PTSD: A comprehensive manual. Guilford Publications.

Resick, P. A., Monson, C. M., & Chard, K. M. (2008). Cognitive processing
therapy: Veteran/military version. Department of Veterans’ Affairs.

Resick, P. A., Wachen, J. S., Dondanville, K. A., Pruiksma, K. E., Yarvis, J. S.,
Peterson, A. L., & Mintz, J. (2017). Effect of group vs. individual cognitive
processing therapy in active-duty military seeking treatment for posttrau-
matic stress disorder: A randomized clinical trial. JAMA Psychiatry, 74(1),
28–36. https://doi.org/10.1001/jamapsychiatry.2016.2729

Raudenbush, S. W., & Bryk, A. S. (2002). Hierarchical linear models: Appli-
cations and data analysis methods (Vol. 1). Sage.

Raudenbush, S. W., Bryk, A. S., Cheong, Y. F., Congdon, R .T., & du Toit,
M. (2011). HLM 7 for Windows [Computer software]. Scientific Software
International, Inc.

Roberge, E. M., Weinstein, H. R., & Bryan, C. J. (2019). Predicting response
to cognitive processing therapy: Does trauma history matter? Psychological
Trauma: Theory, Research, Practice,and Policy. Advance online publica-
tion. https://doi.org/10.1037/tra0000530

Rozek, D. C., & Bryan, C. J. (2020). Integrating crisis response planning for
suicide prevention into trauma-focused treatments: Amilitary case example.
Journal of clinical psychology, 76(5), 852–864. https://doi.org/10.1002/jclp.
22920

Rudd, M. D. (2006). Fluid vulnerability theory: A cognitive approach to un-
derstanding the process of acute and chronic suicide risk. In T.E. Ellis (Ed.).
Cognition and suicide: Theory, research, and therapy (pp. 355–367). Amer-
ican Psychological Association.

Stayton, L. E., Martin, C. E., Pease, J. L., & Chard, K. M. (2019). Changes in
suicidal ideation following cognitive processing therapy in a VA residential
treatment program.Military Psychology, 31(4), 326–334. https://doi.org/10.
1080/08995605.2019.1630230

Stirman, S.W. (2008). The applicability of randomized controlled trials of psy-
chosocial treatments for PTSD to a veteran population. Journal of Psychi-
atric Practice, 14(4), 199–208. https://doi.org/10.1097/01.pra.0000327309.
58411.e0

U.S. Department of Health and Human Services. (2020). QuickStats: Age-
adjusted suicide rates, by sex and three most common methods – United
States, 2000–2018.MMWRMorbidity andMortalityWeekly Report, 69, 249.
http://doi.org/10.15585/mmwr.mm6909a7

Weathers, F. W., Litz, B. T., Keane, T. M., Palmieri, P. A., Marx,
B. P., & Schnurr, P. P. (2013). The PTSD Checklist for DSM-
5 (PCL-5). https://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-
checklist.asp

Journal of Traumatic Stress DOI 10.1002/jts. Published on behalf of the International Society for Traumatic Stress Studies.

https://doi.org/10.1177/1357633X15596109
https://doi.org/10.1177/1357633X15596109
http://doi.10.1192/bjp.bp.107
http://doi.10.1192/bjp.bp.107
https://doi.org/10.1097/NMD.0b013e3182a21458
https://doi.org/10.1097/NMD.0b013e3182a21458
https://doi.org/10.1037/0022-006X.76.2.243
https://doi.org/10.1001/jamapsychiatry.2016.2729
https://doi.org/10.1037/tra0000530
https://doi.org/10.1002/jclp.22920
https://doi.org/10.1002/jclp.22920
https://doi.org/10.1080/08995605.2019.1630230
https://doi.org/10.1080/08995605.2019.1630230
https://doi.org/10.1097/01.pra.0000327309.58411.e0
https://doi.org/10.1097/01.pra.0000327309.58411.e0
http://doi.org/10.15585/mmwr.mm6909a7
https://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp
https://www.ptsd.va.gov/professional/assessment/adult-sr/ptsd-checklist.asp

