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This year has been an exciting one for the IASR.  The board 
is busily preparing for the Biannual IASR/AFSP Scientific 
Summit.  The Scientific Committee, ably chaired by Drs. 
Yeates Conwell and Gil Zalsman, is putting together a ter-
rific program.  We have been gratified to see a very high 
level of participation with submissions for both oral 
presentations and posters from all around the world.  It 
should be another high energy and informative meeting!  
Together with our outstanding partners from the Ameri-
can Foundation for Suicide Prevention, we look forward to 
seeing you in Nevada in November. 
 
It will not surprise you to hear that the IASR Board is al-
ready thinking ahead to 2019.  That is why you have re-
ceived an e-mail asking your preferences in terms of loca-
tion, time of year, and other factors that might influence 
your excitement about attending this excellent summit.  If 
you have not yet responded, please do so as soon as you 
can.  Naturally, we aim to find a time and place that our 
members prefer. 
 
Equally important, our journal, the Archives for Suicide 
Research (ASR) continues to do very well under the dedi-
cated editorship of Dr. Barbara Stanley.  ASR attracts the 

scientific work of top investigators and is actively seeking 
high quality literature reviews. You may have noticed that 
ASR has continued to strengthen its impact factor.  To con-
tinue this important work, it is essential to be able to 
count on the expertise of our members who constitute a 
scientific community of the highest caliber.  So please, 
when you receive that e-mail requesting that you review 
an article, say YES!  
 
Finally, the IASR board would like to see an increase in the 
IASR membership.  Please think of those colleagues who 
you think would be good additions.  As you know, there 
are member categories for students and trainees (junior 
member), young and mid-level investigators (regular mem-
ber), and senior investigators (fellow).  You likely know 
people who would be great members.  Encourage them to 
apply.  For a list of criteria for the membership, please visit 
our website at https://suicide-research.org/  Help us 
grow!! 
 
 
See you in Las Vegas! 
Maria A. Oquendo MD, PhD 
IASR President 
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Victoria Arango was born in Colombia and received her 
PhD in Neuroscience from the State University of New 
York, Downstate Medical Center in Brooklyn, NYC. In 
1985, while at Cornell University Medical College, she 
pioneered anatomical studies in the brain of suicides, 
which she continued at the University of Pittsburgh 
and then in the Department of Psychiatry and the NYS 
Psychiatric Institute at Columbia University. She holds 
the rank of Professor and is the co-director of the Divi-
sion of Molecular Imaging and Neuropathology. Dr. 
Arango's research examines brain neurotransmitter 
alterations in individuals who died by suicide and the 
effect of alcohol dependence and mood disorders on 
those systems. Her biochemical studies are comple-
mented by molecular biology and neuroanatomical 
morphometric studies. Dr. Arango has published exten-
sively on the neurobiology of suicide and has been con-
tinuously funded by the NIH and other Foundations for 
the last 30 years. She received the American Founda-
tion for Suicide Prevention Research Award in 2010. 

Dr. Arango is a Fellow of the International Academy of 
Suicide Research. She has played leadership roles in oth-
er prominent scientific organizations such as the Ameri-
can Foundation for Suicide Prevention, the American 
College of Neuropsychopharmacology, and the Society of 
Biological Psychiatry. 

Victoria Arango PhD 

Diego De Leo MD PhD 

Morselli Award winners 

Emeritus Professor Diego De Leo was the Director of 
the Australian Institute for Suicide Research and Pre-
vention (AISRAP) from 1997-2015. Professor De Leo is 
Past President of the International Association for Sui-
cide Prevention and Past President of the International 
Academy for Suicide Research, and past and current 
chair of number of different committees. He has been 
the world leading researcher in suicide research and 
prevention over several decades; he has designed and 
advised suicide prevention activities, projects and pro-
grams around the world, including his contribution to 
the World Health Organization. He was in the network 
of consultants for the revision of ICD-10 (ICD-11) and 
DSM-V (Non-Suicidal Self-Injury). His work has been 
acknowledged with a number of different awards. In 
2013, he was appointed as an Officer in the General 
Division of the Order of Australia, awarded for 
“distinguished service to medicine in the field of psy-
chiatry as a researcher and through the creation of 
national and international strategies for suicide pre-
vention”. 

Outputs of Prof De Leo’s research activities have been pre-
sented in over 700 publications, including over 350 peer-
reviewed articles, 170 book chapters and 40 volumes. His Sco-
pus Hindex is currently 44. Prof De Leo is currently the Editor 
in Chief of the Crisis - The Journal of Crisis Intervention and 
Suicide Prevention, and an editorial board member of journals 
Suicide & Life Threatening Behavior, Archives of Suicide Re-
search, Suicidology Online and Advancing Suicide Prevention. 
He is also Associate Editor of BMC Public Health, and Regional 
Editor of Behavioral Medicine and a member of the editorial 
boards of several other journals. 



The International Academy of Suicide Research (IASR) 
and the American Foundation for Suicide Prevention 
(AFSP) will be hosting the 2017 International Summit on 
Suicide Research from November 5-8, 2017 at the Green 
Valley Ranch Resort in Henderson, Nevada. The IASR/
AFSP Biennial Summit is a venue for participants from 
around the world who are invested in the study of suicide 
and its prevention to come together to present and dis-
cuss their latest findings. The conference provides an 
environment that encourages interaction and critique 
from other attendees through both formal and informal 
dialogue. It also provides leading scientists in the field, as 
well as early career investigators, clinicians and policy 
makers, with an opportunity to network and brainstorm 
about new research initiatives and prevention priorities. 
Content ranges from epidemiological through translation-
al neuroscience to interventions, outcomes, and services 
research.  
 
The program will consist of symposia, oral and poster 
presentations, plenary lectures and a range of other en-
gaging approaches to sharing of the latest evidence and 
perspectives on suicide and its prevention. We are partic-
ularly excited about our keynote talks, which include 

presentations on the refugee crisis and suicide in under-
served populations; Joshua Gordon, MD, PhD, newly ap-
pointed Director of NIMH; and Maria Oquendo, MD, PhD, 
President of the American Psychiatric Association.  As 
well there will be a Lived Experience Living Room Discus-
sion and a debate on high-risk vs. population approaches 
to saving lives. A sampling of topics around which sympo-
sia have been organized includes military and veteran 
suicide; impact of suicide clusters; community based sui-
cide prevention; neurobiology of suicide (imaging and 
genetics); media, social media, and suicide; psychosocial 
interventions; using large data in suicide research; and 
novel approaches to understanding and preventing sui-
cide. Many other symposium proposals are currently un-
der review as well.  
 
Henderson, NV is a short shuttle ride to the Las Vegas 
strip and a first class resort in its own right. Please consid-
er joining us there for the worlds premier meeting on 
suicide prevention research this November.   
 
 
Yeates Conwell MD and Gil Zalsman MD 
Conference Co-Chairs 

Update from the IASR/AFSP Suicide Summit in New York 
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Join us at the IASR/AFSP Suicide Summit in Henderson, NV 

We look 
forward to 
seeing you in 
Nevada! 



Edited by E. David Klonsky, PhD 
 
It is my pleasure to serve as Guest Editor for 
this edition of the IASR newsletter.  
 
It is, in my view, a unique time in the field. 
On the one hand, we are learning that 
efforts over the past 50+ years to better pre-
dict and prevent suicide have yielded limited 
progress [1,2]. On the other hand, recent 
theoretical, empirical, and methodological 
advances suggest the field may be poised for 
significant advancement [3-5].  
 
I have therefore invited several researchers 
to share their perspective on a key topic: 
“The Future of Suicide Research and Preven-
tion.” Contributors include both established 
scientists and new investigators, and hail 
from countries around the world. You can 
read their perspectives on the following pag-
es. To whet your appetite I summarize them 
below. 
 
Michael Anestis PhD (University of Southern 
Mississippi) advocates for a public health 
approach to suicide prevention rather than 
methods focused on individual prediction. In 
particular, he suggests that means safety is 
the most potent option currently available 
to reduce suicide on a large scale. 

Joseph Franklin PhD (Florida State Universi-
ty)  argues that the field of suicidology is in a 
“pre-paradigmatic phase,” and must learn to 
transform beliefs (theories) into knowledge 
(the identification of highly necessary yet 
modifiable causes of suicide identified 
through high-quality research designs). He 
describes how emerging technologies such 
as virtual reality can help achieve this aim.  
 
Jo Robinson PhD and Rikki Battersby BA 
(Orygen, The National Centre of Excellence 
in Youth Mental Health) focus on the youth 
perspective. They summarize findings from a 
large scale report suggesting that youth feel 
suicide should be discussed more openly 
and that technology and new media can aid 
with youth suicide prevention. 
 
Gil Zalsman MD (Tel Aviv University, Colum-
bia University) describes suicide prevention 
strategies from two perspectives: a recent 
systematic review of existing strategies, and 
recently established consensus principles for 
national suicide prevention.  
 
Finally, Drs. Thomas Insel (Mindstrong 
Health, former director of NIMH) and Honor 
Hsin (Verily) emphasize the promise of tech-
nology. They suggest that technologies such 
as smart phones and mobile apps can “build 
care around the person” and assist with risk 
identification, care continuity, building sup-
port networks, and crisis intervention. 
 
I hope you will find these perspectives as 
fascinating, exciting, and thought-provoking 
as I have. 
 

The Future of Suicide Research and Prevention 

”Indsæt en interessant sætning eller et citat fra 

teksten her for at fange læserens blik”. 
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By: Michael Anestis PhD 
 
Suicidology is in many ways experiencing a promising and 
successful series of years.  The past decade has given rise 
to influential theories such as the Interpersonal Theory of 
Suicide (ITS; Joiner, 2005), the Integrated Motivational-
Volitional Model (IMV; O’Connor, 2011), and the Three 
Step Theory of Suicide (3ST; Klonsky & May, 2014).  We 
have also seen the validation and dissemination of evi-
dence-based treatments specific to suicide risk and a dras-
tic increase in the quantity of research focused on under-
standing and preventing suicide.  Nonetheless, this same 
time period has been marked by more than a decade of 
continuous increases in the American suicide rate along 
with the publication of Franklin and colleagues’ (2017) 
startling meta-analysis indicating that we have not im-
proved our ability to prospectively predict suicide since the 
1950s.  The evidence that impressive work is being done is 
clear, but it is equally clear that our typical approach to 
suicide prevention is insufficient. 

No panacea likely exists for this situation, but I believe that 
a shift in focus to a public health approach would be a piv-
otal step in lowering the suicide rate.  Public health ap-
proaches seek to lower risk at the population level rather 
than aiming to diminish risk among specific individuals al-
ready identified as being in need of help.  From the per-
spective of the Franklin et al paper, if we are no better 
than chance at predicting death by suicide, our prevention 
efforts need to be built in such a manner that we do not 
rely upon prediction of death.  From the perspective of 
leading theories like the ITS, the IMV, and the 3ST, I believe 
there is a clear path towards doing just that.  Each of these 

theories emphasizes that individuals must have the desire for 
suicide as well as the capability to transition from ideation to 
action.  In considering our current suicide prevention ap-
proaches, nearly all of our work focuses on preventing or 
mitigating suicidal desire among specific high risk individuals, 
with little to no attention on decreasing the capability for 
suicide.  Such approaches require that suicidal individuals 
seek help, be accurately assessed for risk, and be referred to 
properly administered evidence-based treatments.  Many 
hurdles exist along that path. If we were to revise our ap-
proach, however, by working to systematically decrease the 
capability for suicide at a population level, we would render 
suicidal desire less powerful by causing many suicidal individ-
uals to be unable to act upon their thoughts of suicide.  We 
would thus create an opportunity to lower risk universally 
rather than only attempting to do so downstream among 
individuals we believe to be at imminent risk. 

As of now, the most potent intervention we have that fits this 
model is means safety – efforts that render specific methods 
for suicide either less potent or more difficult to access in a 
suicide.  Means safety does not address suicidal thoughts, but 
can be implemented in a manner than reduces risk universal-
ly by encouraging safe behavior among all individuals with 
access to specific means.  Within the US, means safety efforts 
focused specifically on firearms are particularly promising, 
whether this means legislative approaches or broad cam-
paigns to encourage safe storage.  In my opinion, the greatest 
challenge of the coming decade will be for researchers to 
develop other interventions capable of diminishing the capa-
bility for suicide at a population level and to then collaborate 
across professions to enable broad dissemination and imple-
mentation of those interventions.  Such work may involve 
leveraging smart phones, machine learning, and other tech-
nology and undoubtedly will require public and private part-
nerships capable of optimizing reach.   

References 
1. Joiner TE. Why people die by suicide. Cambridge: Harvard University Press; 
2005.   
2. O'Connor RC. The integrated motivational-volitional model of suicidal 
behavior. Crisis. 2011; 32:295-298. 
3. Klonsky ED, May AM. The Three-Step Theory (3ST): A New Theory of Sui-
cide Rooted in the “Ideation-to-Action” Framework. Int J Cogn Ther. 2015;8
(2):114–29. 
4. Franklin JC, Ribeiro JD, Fox KR, Bentley KH, Kleiman EM, Huang X, . . . Nock 
MK. Risk factors for suicidal thoughts and behaviors: A meta-analysis of 50 
years of research. Psychological Bulletin. 2017;143:187-232. 

A public health approach is pivotal to our quest to lower the suicide rate 
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By: Joseph Franklin PhD 
 
What causes suicidal thoughts and behaviors (STBs)? I 
don’t know and, in my opinion, no one else does either. 
Most of us have beliefs about these causes, but the prob-
lem with beliefs is that they don’t have to reflect reality. 
Two people can reasonably believe in two opposing things. 
Such disagreements can be resolved by testing these be-
liefs against reality. Beliefs that repeatedly survive strin-
gent tests against reality can be tentatively categorized as 
knowledge. In my view, we have little actual knowledge 
about suicide causes because we have not stringently test-
ed our beliefs against reality.  
 
Our theories are primarily beliefs about the factors and 
processes that cause STBs, and only experimental designs 
can eliminate enough alternative explanations for an asso-
ciation with STBs (e.g., concomitants, third variables, direc-
tionality) to permit even the weakest of causal inferences. 
The more alternative explanations a test can eliminate, the 
more stringent the test is. Correlational and longitudinal 
designs have low levels of stringency and cannot provide 
any support for causal inferences because (a) they leave 
open too many non-causal alternative explanations and (b) 
something can be a cause without being a correlate or pre-
dictor, and something can be a correlate or predictor with-
out being a cause. As there are few experimental investiga-
tions of STB causes, there is little-to-no direct evidence to 
support or refute any existing theory. In such situations 
(i.e., what Thomas Kuhn called a pre-paradigmatic phase of 
a scientific field), a large number of theories co-exist until 
there is sufficient evidence to convince most of the field to 

adopt a particular theory. The suicide field has been in this 
pre-paradigmatic phase for over 100 years. It is time for our 
field to make progress by prioritizing high quality experi-
mental tests of our theories.  
 
But at least two issues complicate these tests. First, obvious 
ethical issues preclude any direct experimental tests involv-
ing actual suicidal behaviors. Recent advances in virtual 
reality (VR) technology provide an opportunity to overcome 
this long-standing impediment. These new VR systems are 
relatively inexpensive and easy-to-use, and it is possible to 
program a wide range of suicide-relevant scenarios. Alt-
hough virtual suicidal behaviors are certainly not isomor-
phic with suicidal behaviors, they are realistic enough to 
permit the first cogent laboratory tests of potential causes 
of suicidal behaviors.  
 
Second, recent meta-analytic and machine learning evi-
dence converges on the idea that STB causes are highly 
complex, requiring complicated combinations of hundreds 
of biopsychosocial factors. Given this complexity and the 
fact that most experiments can only test one or two factors 
at a time, how can experiments provide meaningful infor-
mation? The answer is that not all causes are equal; suicide 
research should prioritize the identification of causes that 
are (a) highly necessary for a subset of STBs to occur and (b) 
viable intervention targets. Such causes may be poor corre-
lates and predictors of STBs (because such factors are far 
from sufficient causes), but may nevertheless be essential 
for a subset of STBs to occur. Means restriction and safety 
programs, which are the best-supported type of suicide 
intervention, directly target these kinds of factors. Guns 
and other potentially lethal means are not sufficient for 
suicide to occur but they are, by definition, necessary. Fu-
ture research should employ experiments to identify other 
types of factors that are causal, highly necessary, and via-
ble.  
 
Many fields of inquiry can afford the luxury of beliefs, but 
the suicide research field is not one of them. To prevent the 
needless deaths of hundreds of thousands of people each 
year, we must begin the hard work of transforming our be-
liefs into knowledge.   

Moving from Beliefs to Knowledge: The Future of Suicide Research  
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By: Jo Robinson PhD and Rikki Battersby BA 
 
Suicide rates in young people are increasing around the 
western world. Many countries have national suicide pre-
vention strategies in place, which frequently identify young 
people as a group at particularly high risk.  However the 
increases in the number of young people taking their own 
lives suggests that we need to think differently, and it 
stands to reason that young people themselves need to be 
part of that thinking process. 
 
Orygen recently developed a large-scale report, Raising the 
Bar for Youth Suicide Prevention1 and in doing so we con-
ducted an extensive consultation with young people. The 
views that came back were that not only did young people 
want to be part of a solution but that they believed we 
need to talk more openly about suicide, and that technolo-
gy and new media need to be part of the fix. 
 
Whilst clinicians and researchers are experts-by-training, 
young people add value as experts-by-experience; an area 
of expertise that otherwise might be missed. With technol-
ogy developing at a rapid rate, the world that young peo-
ple live in today is very different than the world current 
researchers and clinicians would have lived in as young 
people.  Young people contribute by sharing their lived 
experience around what it means to be a young person in 
2017 and with regard to how technology impacts their eve-
ryday life – for better and for worse.  
 

Indeed the advent of social media has presented a series of 
both challenges and opportunities for suicide prevention. It 
promotes connectedness among young people but it has 
also never been easier to share potentially harmful or dis-
tressing content. 
 
Traditionally, media-based suicide prevention approaches 
have focused on safe reporting of suicide in more static 
forms of media but with young people as the creators of 
their own content a different approach is required. Addi-
tionally, given its increasing popularity we also need to con-
sider how, as a sector, we can capitalise on the opportuni-
ties that newer forms of media provide in terms of preven-
tative efforts.  
 
A recent study did apply a different approach. In the Bay-
side Safe Conversations study2 we worked with four groups 
of young people providing education about how to com-
municate safely about suicide online and worked them to 
create their own suicide prevention messaging that could 
be delivered to other young people via social media.  
 
Young people found participation beneficial and it has led 
to a national project that is currently being developed in 
Australia in which young people will co-design their own 
suicide prevention social media campaign. They will also 
develop a suite of educational resources designed to help 
(continued next page) 
 

Future directions in youth suicide prevention: the role of  
technology and youth participation  
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(Continued from p. 7) 
 
other young people communicate safely online about this 
sensitive issue. This project provides an opportunity for us 
to partner with young people to develop safe suicide pre-
vention messaging and resources that actually resonate 
with young people.  
 
The most effective way to ensure that future suicide pre-
vention efforts which seek to help young people actually 

do help young people is to truly co-design and co-develop 
them with young people. Young people want to be part of 
the solution, they want open conversations about suicide 
and they see technology as an integral part of that solution.  
Thus we if are to reverse the rising trend in youth suicide 
rates we need to listen to these views and develop ap-
proaches that address the needs of young people in this 
digital world in which we now live. 
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By: Gil Salzman MD 
 
National prevention programs have been proven to lower 
number of suicides and rise service use. The first major 
review of the effectiveness of approaches to suicide pre-
vention by Mann and colleagues was published in 2005 [1]. 
We recently conducted a systematic review using similar 
methodology to assess progress in suicide prevention re-
search since that influential publication [2].  
 
By searching PUBMED and the Cochrane library for all rele-
vant English language publications over the last decade. 
Suicide prevention experts from 13 European countries 
reviewed 1700 articles and rated the strength of evidence 
using the Oxford criteria [3]. Papers that had enough evi-
dence included systematic reviews and meta-analyses 
(n=35), randomized controlled (RCT) (n=40), cohorts (n=67) 
and ecological or population-based (n=22). We found that 
restricting access to lethal means clearly prevents suicide. 
School-based awareness programs reveal significant results 
in RCTs in reducing suicide attempts and ideation. The anti-
suicide effect of Clozapine and Lithium was confirmed but 
may be less specific than previously thought before. Effec-
tive treatment of depression, pharmacological as well as 
psychological, remains an important suicide and self-harm 
prevention strategy. As to the education of physicians, a 
direct association with decreased suicide rates is difficult to 
establish. Evidence remains insufficient regarding the ben-
efits of screening in the primary -care population, and in, 
public and media education in reducing suicide.  
 

In another recent publication [4] we tried to have a consen-
sus on the principles of national suicide prevention. The 
following principles were agreed upon: 1. Every European 
country should conceptualize a suicide prevention program. 
2. A suicide prevention taskforce should be established in 
each country to implement the program. 3.The suicide pre-
vention strategy should be separate from the general men-
tal health strategy and have independent funding, yet be 
coordinated with it. 4. A scientific evaluation program 
should accompany every national program. 5. Each country 
should monitor standardized validated data on annual rates 
of attempted and completed suicides.  6.Data regarding the 
amount of financial support of each national suicide pre-
vention taskforce should be recorded as well as what per-
centage of the GDP and of the total national budget for 
prevention represents. And finally 7. The suicide prevention 
program, the taskforce and the evaluation of the program 
should be funded by the respective governments. 
 
References 
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Suicide Prevention Strategies Revisited 
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By: Thomas R. Instel MD and Honor Hsin MD PhD 
 
Looking at the persistently high rates of suicide over the 
past two decades, there can be little doubt that we need 
to do better.  In spite of widespread public awareness 
campaigns, a broad range of research on risk, and several 
government task force reports, the inconvenient truth is 
that more people are dying from suicide today than at the 
turn of the century.   
 
Why have we failed to bend the curve?  The usual answer 
from suicide researchers is that we don’t know enough: 
more research on prediction and prevention will reveal 
solutions that can bend the curve.  The answer from pub-
lic health officials is that we don’t do enough: we have 
failed to implement solutions that we already know 
about.  It is probably a safe bet to argue that we need 
both to know more and to do more, but the urgent ques-
tion is how to implement the current knowledge so that 
we can start to save lives now and not in a decade. 
 
A recent Australian report reviewed the available scien-
tific literature on strategies that could reduce suicide to 
predict population preventable fractions for each strate-
gy.(1)  While data were lacking on some approaches, of 
seven strategies (reducing access to suicide means, media 
guidelines, public health campaigns, gatekeeper pro-
grams, school programs, general practitioner training, 
psychotherapy and coordinated/assertive aftercare), the 
top ranked for reducing suicide deaths were general prac-
titioner training and psychotherapy.  The Research Task 

Force report of the Action Alliance for Suicide Prevention 
also stressed the role of better treatment and aftercare 
(although also stressing the role of reducing access to 
means).(2)  
 
What are the impediments to providing proper treatment?  
There are at least three areas where we can immediately 
improve our treatment efforts.  First, until recently, suicid-
ality has not been a target for treatment.  With the emer-
gence of medications and psychosocial treatments for sui-
cidality, we now have an opportunity to improve our inter-
ventions specifically to reduce mortality from suicide.(3)  
Second, we know that making a suicide attempt is a major 
risk factor for ultimately dying from suicide.  One in five 
suicide deaths has been seen in an emergency room for an 
attempt in the year prior to death.(4)  The data on follow 
up after emergency room visits suggests that up to 70% of 
people who have attempted suicide do not follow up with 
a first outpatient visit and nationally only 33% of patients 
are seen in the first week following discharge from psychi-
atric hospitalization. (5, 6) 
 
But perhaps the most difficult challenge is that many peo-
ple who die from suicide have not been in treatment.  One 
recent study estimates that 60% of fatalities are from a 
first attempt (or at least the first attempt that receives 
medical attention).(7)  That is where the third opportunity 
arises.  While not everyone is in treatment nearly every-
one interacts with a smartphone (continued next page)  

Bending the Curve with Technology 

Page 10 Autumn, 2017 

Perspectives 

Dr. Thomas Insel, Mindstrong Health Dr. Honor Hsin, Verily 



(Continued from p. 10) 
 
or social media, giving us for the first time a ubiquitous 
platform for both risk detection and intervention. Twitter 
and Facebook posts as well as online search patterns have 
been used to identify individuals at risk for suicide within 
the population.(8)  Importantly, this approach can poten-
tially identify proximal risk factors in contrast to our field’s 
tradition of looking at factors that are months or years 
away from an attempt.  Online interventions from peer 
support to text-based crisis intervention can now provide 
“just in time”, on demand prevention at scale.  Rather than 
relying on traditional paths of screening, these technolo-
gies offer the potential of an entirely new ecosystem of 
virtual gatekeepers and crisis responders.  We do not yet 
know if these population-based approaches will reduce 
suicide and there remain challenging issues of trust and 
privacy, but the advent of this new approach promises 
unprecedented access to the large percentage of people 
who are not yet patients. 
 
Perhaps most importantly, we need to remember that 
treatment saves lives.  Smartphones and mobile apps also 
offer the opportunity to access psychosocial intervention 
modules or coaching resources that could enhance tradi-
tional treatment, or provide support where clinicians are 
not readily available.   Yes, we can use biomarkers for de-
tecting risk and we will do better with rapid treatments 
that reduce suicidality, but we can “do more” with treat-
ments we have today simply by focusing on those at high 
risk because they have made an attempt, they have been 
recently discharged from inpatient care, or they have con-
fessed to suicidal intent online.  Technology offers us a 
potential new platform for identifying risk, ensuring conti-
nuity of care, building support networks, and “just in time” 
interventions.  As technology builds care around the per-
son, it may offer our best hope for bending the curve.     
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By Keith Hawton MD 

 ‘Self-harm’ refers to intentional self-poisoning or self-
injury irrespective of suicidal or other motivations. 
Thus it includes both attempted suicide and non-
suicidal acts of self-poisoning and self-injury. Self-
harm is often repeated and is strongly associated with 
an increased risk of suicide. It is a major problem in 
many countries, reflects high levels of distress and has 
significant impacts on family and friends. Self-harm 
also places large demands on health care services 
worldwide. It is unsurprising therefore that improved 
treatment for people who self-harm is a key element 
in national suicide prevention strategies. 

In a recent review of randomized controlled trials, 
published in and the Cochrane Database of System-
atic Reviews and The Lancet Psychiatry, with the col-
laboration of an international group of authors, we 
have investigated the effectiveness of different forms 
of psychosocial therapies for adults who self-harm.  
The main finding was that by the end of follow up 
people who had received CBT-based psychological 
therapy were less likely to self-harm than those who 
received usual care. While the effect was relatively 
modest, following CBT 6% fewer people self-harmed 
when compared with those who did not get CBT, sig-
nificant benefits of the treatment were also found for 
depressed mood, hopelessness and suicidal thoughts. 
While most of the studies were small, and also ac-
knowledging that short-term CBT-based psychological 
therapy will not be suitable for all patients who self-
harm, we believe that taken together the evidence 
provides grounds for recommending that access to 
this type of treatment should be available through 
self-harm services. 

The review also showed that dialectical behavioural 
therapy can help reduce the frequency of repetition 
of self-harm in people with a history of multiple epi-
sodes. Evidence for the effects of other therapeutic 
approaches are less clear because they have mostly 
been evaluated in small single trials. 

In a further review, also published in the Cochrane 
Database of Systematic Reviews, we investigated the 
effectiveness of pharmacological (drug) treatments 

for adults.  Only a small number of eligible trials were 
found and with little current evidence for benefits of phar-
macological treatments in this population.   

In a third Cochrane review of treatments for children and 
adolescents who self-harm there was some evidence of 
benefit in single trials of dialectical behavioural therapy 
and mentalization therapy in terms of reduced frequency 
of self-harm, and also that a special therapeutic assess-
ment increased attendance at therapy sessions. 

The results of these reviews provide some guidance for 
clinicians and patients. However, there is clearly a need 
for further investigations of potentially effective treat-
ments, especially for the large numbers of children and 
adolescents who self-harm. 
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Dr. Bridget Matarazzo completed her 
Pre-Doctoral Internship at the Denver 
VA Medical Center and obtained her 
PsyD in Clinical Psychology from the 
University of Denver in 2010. She is a 
licensed Psychologist in the state of 
Colorado and has been working in the 
VA’s Rocky Mountain Mental Illness 
Research, Education and Clinical Cen-
ter (MIRECC) for Suicide Prevention 
since 2010, where she is currently the 
Director of Clinical Services. She is also 

an Assistant Professor in the Depart-
ment of Psychiatry at the University of 
Colorado, School of Medicine. She Co-
Directs the VA’s National Suicide Risk 
Management Consultation Program, is 
the National Clinical Lead for the VA’s 
innovative REACH VET program and is 
the developer of the Home-Based 
Mental Health Evaluation (HOME) 
Program. Her primary research inter-
ests are related to engaging Veterans 
at high risk for suicide in care.  

Bridget Matarazzo PsyD  

Golan Shahar PhD 

New members 

Golan Shahar, Ph.D., serves as Profes-
sor of Clinical-Health psychology at 
Ben-Gurion University of the Negev, 
Israel, where he directs the Stress, 
Self, and Health Lab. He also serves as 
Adjunct Professor at the Yale Child 
Study Center of Yale University School 
of Medicine. Shahar has received his 
academic degrees at Ben-Gurion Uni-
versity of the Negev in Israel (1990-
1999), has taught at Bar-Ilan Universi-
ty (also in Israel, 1999-2000), and has 
obtained post-doctoral training in clin-
ical and developmental psychology at 
Yale University (2000-2002). He then 
joined the Department of Psychiatry 
at Yale University School of Medicine 
and served there in the rank of Assis-
tant Professor for two years (2002-

2004). At the end of 2004, Shahar 
came back to his Alma Matar, Ben-
Gurion University of the Negev. His 
research focuses on the interplay 
between stress and the self-concept 
in psychopathology, particularly de-
pression and suicidality, and in ado-
lescent and young adult develop-
ment. In his theoretical-clinical work, 
Shahar develops a comprehensive 
perspective on the integration of psy-
cho-therapeutic interventions. Shahar 
is the author of over 150 publications 
and an authored book titled Erosion: 
The Psychopathology of Self-Criticism 
(https://global.oup.com/academic/
product/erosion-9780199929368?
cc=il&lang=en&#). He is the outgoing 
Chief Editor of Journal of Psychother-
apy Integration.  
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chotomy between general (quantitative/
nomothetic) methods of research and practice 
and approaches that utilize specific case studies 
(qualitative/idiographic). While eagerly accepting 
work from suicidologists situated on both sides of 
this division, the editors ultimately wish to culti-
vate a forum that attempts to reconcile and 
merge these oppositional modes. It is their belief 
that, by amalgamating the general and the spe-
cific, the field of suicidology will become a more 
scientific discipline - a discipline that encourages 
the open exchange of knowledge and techniques. 
And it is the mission of ASR to be the primary con-
duit through which the results of such exchanges 
will be enthusiastically disseminated. 

Archives of Suicide Research , the official 
journal of the International Academy of 
Suicide Research (IASR), is an international 
journal in the field of suicidology. The jour-
nal features original, refereed contributions 
on the study of suicide, suicidal behavior, 
its causes and effects, its prevention and 
intervention. The journal publishes articles  
investigating the biological, pharmacologi-
cal, genetic, psychological, epidemiological 
and sociological aspects of suicide. In addi-
tion to original research articles, the journal 
publishes high quality literature reviews 
relevant to suicidal behavior. 

The editors of ASR are mindful of the di-

Commit to the 

IASR by 

paying the 

member fee  

Page 14 Autumn, 2017 

Kairi Kõlves PhD 

Dr Kairi Kõlves is a Principal Research 
Fellow and Course Convener at the 
Australian Institute for Suicide Re-
search and Prevention (AISRAP), 
Griffith University. She has been work-
ing in suicide research and prevention 
since 1998. Between 1999 and 2008, 
she worked at the Estonian-Swedish 
Mental Health and Suicidology Insti-
tute and joined AISRAP in 2008. Dr 
Kõlves has been involved in several 
Australian, Estonian and international-
projects and has been an adviser to 
the World Health Organization. She is 

a member of a number of advisory 
committees including the Common-
wealth Department of Health’s Expert 
Panel on Suicide Prevention, the 
Queensland Advisory Group on Sui-
cide, and the Advisory Board of 
‘Lifeline Research Foundation’. Her 
work has been published in over 80 
peer-reviewed papers, a number of 
book chapters and numerous reports. 
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