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Youths who make suicide attempts or engage in repetitive self-harm are at risk for future suicide attempts and death by
suicide or self-harm. This treatment development report focuses on the Safe Alternatives for Teens and Youth (SAFETY)
treatment. SAFETY is a 12-week outpatient child and family-centered cognitive-behavioral treatment, informed by
dialectical-behavior therapy, and designed to promote safety following a suicide attempt or repeated episodes of selfharm. Previous reports have described results of small open and randomized treatment development trials. Here, we
describe our “incubator” treatment development model. Combining scientific rigor with attention to the community context
in which treatment is delivered, the incubator model emphasizes laboratory-based treatment development trials and quantitative and qualitative data generated through partnerships with community treatment sites and youth and parent consumers of care. Aims of this approach are to: (1) integrate information from our partners throughout the treatment
development process; (2) create a more feasible and easily transportable “youth” and “family” centered treatment; and
(3) accelerate the pace with which laboratory-based treatment advances can be incorporated into improvements in community care. We describe our incubator treatment development model and how data generated through our treatment development process and interactions between the laboratory and community teams contributed to the development of the
SAFETY treatment.

D

ESPITE extensive scientific advances, suicide and
suicide attempts continue to occur at unacceptable rates. In the United States (U.S.), the ageadjusted suicide rate increased 33% from 1999 to
2017 (Hedegaard et al., 2018), suicide is currently the
second leading cause of death among youth ages 1024, and rates of suicide deaths exceed those for any single medical illness (Kochanek et al., 2019).
Suicidal ideation and behavior frequently have their
first onsets during adolescence and lead to increased
suicide and suicide attempt risk across lifetimes. While
we have treatments for suicidal and self-harming youth
that have yielded reduced suicide attempt rates in open
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and single randomized controlled trials (RCTs), some
promising results have failed to replicate. There are
two independent trials supporting the efficacy of
dialectical behavior therapy (DBT) for reducing selfharm, a composite variable that includes suicide
attempts, nonsuicidal self-injurious behavior (NSSI),
and self-harm with unclear intent (McCauley et al.,
2018; Mehlum et al., 2014). However, these results
mostly reflect decreased NSSI due to the higher
frequency of NSSI compared to suicide attempts. While
the second DBT trial (McCauley et al., 2018) found a
DBT advantage for reducing suicide attempts at posttreatment, we still have no treatments with demonstrated efficacy for reducing suicide attempts in both
original and replication RCTs (Asarnow & Mehlum,
2019; Brent, 2011; Iyengar et al., 2018; Ougrin et al.,
2015). Current research also indicates problems with
continuity of care after suicidal episodes with too
many youth receiving inadequate (or no) follow-up
mental health treatment, as well as few detectable
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benefits of community treatment, perhaps partly due
to inadequate treatment dose (Asarnow, Baraff, et al.,
2011; Bridge et al., 2012; Hughes et al., 2017; Rowe
et al., 2014).
To address the critical need for an effective treatment for this population, we developed the SAFETY
treatment. Our treatment development process carefully attended to the need to develop a treatment that
would be both acceptable to and valued by the targeted
population of youth and families presenting with suicidality, while also being acceptable and feasible in routine community settings. Our prior reports have
described results of an initial open trial, a small randomized controlled trial, and predictors of treatment
response; these results support the initial efficacy of
the SAFETY treatment for reducing suicide attempt
risk and improving clinical outcomes and functioning
(Asarnow et al., 2015, 2017; Babeva et al., 2019).
This article describes our treatment development
model, how this model compares with alternative models, and how our model guided and informed the
development of the SAFETY treatment. Throughout,
we focus on practical clinical issues and the potential
of our treatment development model for accelerating
the pace with which laboratory-based advances can be
translated into improvements in community care.

Incubator Treatment Development
Model
Similar to the business incubator model, our “incubator model” emphasizes the use of controlled environments to accelerate the success and growth of the
developed treatment and combines rigorous testing
within the lab and outreach to community partners
delivering services and youth and parent consumers
of treatment. This approach aimed to: (a) integrate
information from our partners throughout the treatment development process; (b) create a more feasible,
acceptable, and transportable “youth”- and “family”centered treatment; and (c) accelerate the often-cited
17-year gap between the demonstration of treatment
efficacy in research trials and availability in routine
community treatment settings (Institute of Medicine
[U.S.] Committee on Quality of Health Care in
America, 2001; Morris et al., 2011).
As shown in Figure 1, our approach included work
in the lab (top row) with development of a preliminary
treatment manual, followed by initial pilot testing, and
more extensive testing to evaluate treatment efficacy
and safety (Asarnow et al., 2017, 2015; Babeva et al.,
2019). Input from community partners and youth
and parent consumers of care (lower row of Figure 1)
was also obtained from the very beginning as we devel-

oped our initial treatment manual. This work began
with consultation with community providers and leaders of clinical organizations regarding the needs of
community settings and potential constraints and barriers that could impact treatment feasibility, extended
to clinician surveys and qualitative interviews with
youth and parent consumers of care, and examined
feasibility issues through pilot testing within community treatment sites. As described in more detail in later
sections of this article, input from community partners
informed our laboratory treatment development work
through all phases of our work. This community input
was obtained through individual consultations, survey
and interview procedures, and a formal Advisory Board
meeting conducted during early pilot testing in the
lab. We also assessed readiness of community partners
to implement the treatment approach in their settings.
When the leadership teams at the community sites felt
that the lab-based data on feasibility and efficacy was
sufficient to justify extension of the approach to their
settings, community sites were supported in using the
approach within their settings with “clinical supervision
as usual” within the site to ensure that treatment was
delivered consistent with site policies and procedures.
While we are referring to this as “pilot testing in the
community,” it is important to note that care was delivered as usual by the site clinicians, with access to the
SAFETY manual and consultation by the laboratory
“treatment development clinicians” to enhance understanding of the treatment principles and approach.
Feedback from our community partners on the value
and effectiveness of the SAFETY approach in their sites
was then fed back into the treatment development process. This approach creates a two-way street with innovation and development occurring from the lab to
practice, and from practice to the lab.
Our approach and goal of accelerating the pace with
which treatment improvements lead to improved community care was fueled by our prior research pointing
to weak effects of community follow-up “treatment as
usual’ (TAU) for youth who had presented to the ED
with suicide attempts and/or suicidal ideation, with
no detectable benefits on clinical outcomes for youth
who received outpatient community follow-up TAU
versus those who never linked to follow-up treatment
in their communities (Asarnow, Baraff, et al., 2011).
Consistent with the Deployment Focused Model developed by Weisz and colleagues, which considers the
patients, clinicians, and treatment contexts for which
the treatment is intended early in the treatment development process with the aim of identifying and including treatment characteristics needed for success (Weisz
et al., 2015), the “incubator” approach attends to practice setting variables from the start while also recogniz-
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Figure 1. The “Incubator” Treatment Development Model. Ó Joan R. Asarnow, Ph.D

ing the importance of controlled laboratory-based evaluation of efficacy. By facilitating early identification of
barriers to use in community treatment settings, the
“incubator” model aims to develop optimal strategies
for delivering the treatment under “usual treatment”
conditions, resulting in a more feasible and easily transportable product ready for testing in community effectiveness trials. Indeed, our incubator model could be
viewed as an example of the deployment-focused
model which emphasizes integration of rigorous testing within the lab, piloting within community partner
sites, shared knowledge, and collaborative learning
among the laboratory and community-based teams.

Alternative Treatment Development
Models
Considering alternative treatment development
models helps set the context for our incubator model.
Until relatively recently, the dominant treatment development model has been the traditional medical or
pharmaceutical model. This model is used by the U.
S. Food and Drug Administration (2018) and serves
as the basis for the National Institute of Health/Mental
Health (NIH/NIMH) definition of clinical trials. The
medical model begins with Phase 1 trials aimed at evaluating the safety and side effects/potential adverse
sequelae and dosage of a new treatment with a relatively small number of volunteers (samples of 20 to
100) for a limited time period (e.g., several months).
Following this limited demonstration that a treatment
is not harmful, larger Phase 2 trials with samples rang-

ing up to several hundred with the disease or condition
are used to evaluate efficacy and side effects over several months to 2 years. Larger “Phase 3” trials are then
used to evaluate whether a new treatment shows any
benefits relative to a comparator “placebo” treatment.
These adequately powered randomized controlled trials test the efficacy of the new treatment under rigorously controlled conditions while also monitoring for
adverse reactions. Treatments that have demonstrated
safety and efficacy during Phases 1 through 3 are then
testing in “Phase 4” effectiveness or pragmatic trials,
which test the treatment under routine community
care conditions to determine whether the treatment
will continue to show benefits relative to a comparator
condition (often treatment as usual) in routine practice settings. This rigorous sequential process has proven very useful in pharmaceutical treatment
development where there is a concern regarding the
potential harm of new medicines. However, this process is lengthy, limits the speed with which new treatments can become available to patients in need
within the community settings where they receive care,
and contributes to the often cited 17-year science-topractice gap or lag between the development of new
treatments in the lab and their availability in practice.
An alternative “community partnership” model has
been increasingly utilized. This approach uses
Community-Partnered Participatory Research methods
to build trust and two-way knowledge exchange
between community partners and researchers. Community and academic partners work collaboratively
and have co-equal say both on the treatment approach
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and the evaluation strategy and tools. This approach is
exemplified by the Community Partners in Care program (Chung et al., 2010; Wells et al., 2013), which
involved a partnership within Los Angeles County to
improve community care for depression in an underresourced community. In this project, a council of academic and community members used partnered
working groups and community forums to gather
broad input from community and academic partners
(additional description available at https://hss.semel.
ucla.edu/cpprn/). Within this community, the strong
partnership and use of community engagement activities to nurture participation, trust, and equality in
decision-making held particular promise for addressing barriers to care associated with perceived stigma
and distrust of the medical establishment.
Within this context, our incubator model as an
exemplar of the deployment-focused approach (Weisz
et al., 2003) can be viewed as falling in the middle
between the traditional medical and full community
partnership models. In considering our “incubator
model,” it is important to note that a treatment must
have some demonstrated safety and evidence that the
treatment does not cause “harm” prior to exporting
to community sites. While the integrated SAFETY treatment is novel, the SAFETY treatment approach is
grounded in established cognitive-behavioral and
DBT principles. SAFETY also uses measurementbased care with patient response and outcomes closely
monitored during treatment and treatment adjusted to
address patient and family needs, offering some protection against adverse effects. Therefore, unlike a novel
medication, the SAFETY treatment was not viewed as
“experimental” with potentially “harmful” effects relative to TAU by our partner agencies and clinicians, perceptions that were supported by our early pilot data
(Asarnow et al., 2015). These characteristics of the
treatment enabled earlier deployment and pretesting
in clinical settings, compared to alternative treatments
which if viewed as more experimental with potential
for doing harm require more safety testing prior to
deployment.

Initial Roots and Development of
SAFETY Treatment
SAFETY was originally designed as a brief treatment
that could be incorporated as part of an emergency
response to a suicide attempt. This approach grew
out of recognition that poor continuity of care is a significant problem for youth after a suicide attempt, and
that the period after ED or hospital discharge is associated with elevated suicide attempt risk. Indeed, increasing continuity of care after ED/hospital discharge has

been a consistent objective within the U.S. National
Strategy for Suicide Prevention: in 2001, Objective 7.1
was to “increase the proportion of patients treated for
self-destructive behavior in hospital emergency departments that pursue the proposed mental health followup plan”; and in 2012, Objective 8.4 was to “promote
continuity of care and the safety and well-being of all
patients treated for suicide risk in emergency departments or hospital inpatient units” (U.S. Department
of Health and Human Services, 2001, 2012). Goals of
SAFETY, therefore, were to increase rates of care and
reduce suicide attempt risk during this high-risk period. Further, our earlier data indicating that linking
to community treatment as usual after ED/hospital discharge appeared to have few if any benefits on youth
suicidality or other clinical outcomes, indicated that
additional treatment/services work was needed if we
were to address the clinical needs of these youth,
including reducing suicide attempt risk (Asarnow,
Baraff, et al., 2011; Asarnow, Porta, et al., 2011).
While we began our work in the laboratory, our
approach was informed by guidance from community
partners and our clinical experiences. This involved
several key decisions in developing the initial treatment concept. First, in designing the treatment it was
essential that we consider what was feasible in crisis services, as most youth with serious suicide attempts are
eligible for crisis care. At the time we began developing
SAFETY, our community partners advised that 12
weeks of intensive community-based services were
being authorized within crisis programs. Consequently,
SAFETY was designed as a 12-week treatment for the
high-risk period after ED/hospital discharge.
Second, a major concern in our targeted population
based on prior research is low rates of care. Rates and
dose of care tend to be higher with home-based treatments, and crisis programs at our county sites had
some home-based services, although home visits were
challenging for other community sites. With input
from our community partners, we decided to allow
but not require home-based treatment in the SAFETY
treatment, and encouraged an initial home visit (unless the family declined/preferred a clinic visit) and
used in-home sessions when problems emerged with
treatment adherence. The initial in-home session plus
an option to include in-home sessions allowed both initial evaluation of the youth’s family and social ecological context and a strategy for enhancing treatment
dose/adherence. This also offered a level of flexibility
which we believed would enhance the likelihood that
community sites with different service structures could
implement the intervention.
Third, youth who make suicide attempts are characterized by high levels of heterogeneity and may require
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somewhat different treatment strategies. To maintain a
tight focus during the early treatment development
phase, we decided to restrict heterogeneity in our sample and limit youth in our trials to those with suicide
attempts during the preceding 3-month period, and
to limit diagnostic heterogeneity by excluding youth
with psychosis, mania, or severe obsessive-compulsive
disorder. These diagnostic exclusions were based on
our belief that medication or other disorder-specific
interventions would be needed for these youths and
our desire to focus primarily on psychosocial treatment
components at this initial phase in the treatment development process. While we recognized that restricting
heterogeneity could create challenges for community
sites, in consultation with our community partners,
we decided to defer consideration of what might be
needed to address the needs of a more expanded
group of youth to a later treatment development
phase.
Even with these restricted treatment eligibility criteria, the heterogeneity of youth who attempt suicide
and the complexity and range of problems faced by
many of these youth and their families contributed to
two other treatment development decisions. First, to
balance the need for adequate specification of the
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treatment model with the need to be responsive to
the unique needs of youth and families, core principles
were developed to guide the assessment and treatment
process. These core principles emphasize a focus on
safety, multiple systems in each youth’s social ecology,
individual tailoring of treatment to each youth’s
strengths and suicide/SH risk and protective processes,
and general cognitive-behavioral principles (Table 1).
Second, we use a modular approach to treatment, with
specific treatment modules selected and sequenced
based on the working case conceptualization, referred
to as the cognitive-behavioral fit analysis. Consistent
with multisystemic therapy, the cognitive-behavioral
fit analysis identifies cognitive-behavioral processes
and reactions that contribute to increased suicide
attempt risk, and explain the youth’s suicidal/selfharm behavior within the context of his/her broader
social systems including family, peers, school, and community (Henggeler et al., 2002). Guided by this
cognitive-behavioral fit analysis, modules were presented as part of a SAFETY pyramid with an emphasis
on ensuring safe settings and environments through
restricting access to dangerous self-harm methods at
the base of the pyramid. Building on the essential foundation of the safe and protective environment needed

Table 1

SAFETY Treatment Principles

1. The primary purpose of assessment is to understand the “fit” between suicide attempts, their broader systemic context, and cognitive-behavioral processes.
2. The primary purpose of treatment is to enhance SAFETY and reduce suicide attempt (SA) risk; sessions focus
on factors/processes identified in the cognitive-behavioral fit analysis as contributing to or reducing SA risk
and targeted in the treatment plan.
3. Interventions are designed to promote SAFE settings/environments, relationships and contacts with SAFE
people, and SAFE vs. UNSAFE actions/behavior/activities, thoughts, and stress reactions. (See SAFETY
Pyramid).
4. Assessment is continuous and linked with treatment; information on the youths and their systemic context
emerges throughout the treatment period and is used to refine the cognitive-behavioral fit analysis and treatment plan.
5. Treatment contacts build on strengths as levers of change and emphasize strengths
6. Treatment is present focused, action oriented, and requires consistent (daily or weekly) effort by the youth
and family members to promote youth SAFETY and reduce SA risk.
7. Treatment targets sequences of behaviors within and between multiple systems that maintain or reduce SA
risk.
8. Treatment is developmentally appropriate and culturally sensitive, fitting the developmental needs of the
youth and cultural context of the youth and family.
9. Treatment outcomes are evaluated continuously from multiple perspectives (e.g. youth, family, clinician);
therapists assume accountability for overcoming barriers to successful outcomes.
10. Attention is directed to promoting treatment generalization and persistence from the start; the role of
caregivers (e.g. parents, teachers, health care providers, other family members) across multiple systemic
contexts is emphasized.
Note. Adapted from MST, Henggeler et al. (2002).
Ó Joan R. Asarnow, Ph.D.
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Figure 2. SAFETY Pyramid: Conceptual Model and youth and parent intervention modules and foci. Ó Joan R. Asarnow, Ph.D

to prevent potentially lethal suicidal and self-harm
behavior, other levels of the pyramid emphasized safe
people and social connections, safe activities and
actions, safe thoughts, and safe stress reactions. See
Figure 2 for SAFETY pyramid, and illustrative modules.
Fourth, our treatment development process was
evidence-informed and rooted in knowledge regarding
the developmental needs of youth. At the time we
began developing SAFETY, however, there were no
treatments for youth who made suicide attempts with
demonstrated efficacy. Consequently, we considered
available evidence on youth and adults. This included:
youth research demonstrating benefits of multisystemic therapy for reducing suicide attempts and selfharm, relative to inpatient hospitalization, for youth
presenting with mental health crises (Huey et al.,
2004), and in-home family treatment which had shown
benefits in reducing suicidal ideation among youth
presenting with self-poisoning without major depression (Harrington et al., 1998); and adult research
demonstrating the promise of cognitive therapy for suicide prevention (Brown et al., 2005) and DBT
(Linehan et al., 2006). To promote evidenceinformed care, we used measurement-based care
throughout treatment, with suicidal behavior and selfharm, depressed mood and/or other key targets, mon-

itored at each session and tracked in relation to
delivered treatment components using a clinical dashboard (Figure 3). Information on the clinical dashboard was used throughout treatment to refine the
working case conceptualization and treatment plan,
and recognize when shifts in treatment strategy were
needed.

Integrating Information From Partners/
Stakeholders
During the preliminary manual development phase,
we consulted with community partners early and
gained additional information from clinician surveys
and qualitative interviews with parent and youth consumers of care (some coding and analysis of qualitative
interviews continued into the first year of the early pilot
testing phase). The SAFETY treatment was also
strongly influenced by our emergency treatment for
suicidal youth; the Family Intervention for Suicide
Prevention (FISP, also known as SAFETY-Acute), which
has been shown to be effective in improving continuity
of care after an ED visit for suicide attempts or suicidal
ideation, relative to usual ED care in three separate
EDs (Asarnow, Baraff, et al., 2011; Rotheram-Borus
et al., 2000; for review, Zullo et al., 2020). Indeed,
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Figure 3. Clinical Dashboard: Patient progress during SAFETY treatment. Note. PHQ-9 = Patient Health Questionnaire, range 027, Total  11 Positive Score; Item #9, thoughts of death or suicide, range 0-3, >0= several days or more; NSSI = non-suicidal selfinjury; SA = suicide attempt. Patient had one episode of NSSI and no SAs during treatment. PHQ=9 ranged from 16 to 8. Ó Joan R.
Asarnow, Ph.D

the first session of the SAFETY treatment is a slightly
modified version of our emergency treatment designed
to be delivered in the home. It merits note that the
broader focus on youth with suicide attempts or suicidal ideation was adopted for the ED intervention based
on feedback from our ED partners that targeting a
broader population of “suicidal youth” would be more
acceptable and enhance feasibility within ED settings.
While we considered this approach for SAFETY, we
decided to limit heterogeneity as described above during the initial treatment development phase. Below we
describe data collected from community partners and
parent and youth consumers of care, followed by discussion of how this feedback contributed to the development of the SAFETY treatment.

Provider Perspective: Clinician Survey
With a community partner, a large child and adolescent mental health agency serving over 4,000 youth
each year, we conducted an anonymous agency-wide
needs assessment survey to inform our work. The
response rate was near 100%, underscoring our success
in achieving a working partnership with the agency
leaders and providers. A major question addressed concerned feasibility and whether there were enough
youth with recent suicide attempts within the community programs who would qualify for SAFETY as originally designed, or whether there was a need to
expand the treatment eligibility criteria. Results indicated that 61% of clinicians had at least one client at
the agency that had attempted suicide while on their
caseload. Across the agency, 11% of youth had histories
of suicide attempts and 21% had histories of NSSI.
These data underscored the need for clinicians to have
tools for successfully treating youth who engage in

NSSI as well as those making suicide attempts, and
too narrow a treatment target was judged to be unfeasible within community treatment settings.

Patient-Oriented Treatment Development:
Youth and Family Perspectives
To obtain information on youth and parent perspectives on treatment after a SA, we conducted qualitative
interviews with families and youth with participants
drawn from two diverse settings: (a) a large agency serving Safety Treatment and families in the Los Angeles
area, and (b) our University of California, Los Angeles
program. Criteria for inclusion in the sample included:
history of suicide attempt in past 5 years; current youth
age 14–25 years; youth stable, no report of current suicidal ideation or behavior at time of contact; youth
spoke English; parent spoke English or Spanish. The
sample included 23 families: 13 families where the
youth and one parent were interviewed; 9 families
where one parent was interviewed (n = 1, interview in
Spanish); and one family where both parents were
interviewed. This yielded a sample of 37 interviews.
The parent sample was predominantly mothers
(94%), and 50% endorsed minority racial or ethnic
group (17% Hispanic, 11% Multi-ethnic/racial, 6%
African American, 16% Pacific Islander/Asian/Other).
Interview questions focused on three broad questions:
What helped after the suicide attempt? What did not
help? What did participants want in the recovery process after a suicide attempt?
Interviews were transcribed, coded, and analyzed
using the grounded theory approach (Strauss &
Corbin, 1990). Quotes were analyzed using the “cutting
and sorting” technique outlined by Ryan and Bernard
(2003). A team led by study author (DC) reviewed
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Table 2

Common Interview Themes

Theme

Frequency
(N = 37)

%

Family Involvement
Restrictive Treatment
Environment
Caring Providers

35
34

94.6%
91.9%

31

83.8%

the quotes, collaboratively sorted them into groups
with similar content, and identified themes based on
the content of quotes within each group. After the
themes were established, five research assistants
independently coded selected quotes based on the
established themes to reach a group consensus. Intercoder reliability ranged from 72% to 86%. The most
common themes to emerge are listed in Table 2. Illustrative quotes are provided below.
Family Involvement
The importance of family involvement was emphasized by youth and parents, often in the context of
the challenges of separation due to hospitalization
and out of home placements. The following quotes
illustrate the desire by youth and families for greater
parent and family involvement in the treatment process. In addition, some quotes emphasize the point
that youth and parents may find hospitalization and
out-of-home placements to limit or impede family
involvement, which can be a barrier to recovery if it
adversely impacts the youth’s mood and level of suicide
attempt risk.

Youth Quotes:
“My parents. . . I had a few visits with them, but other than
that I wasn’t really involved with them very much and I guess
that was what got me really deep and down and in my
depressed state and after I had gotten in my depressed state I
attempted suicide.”
“Well, maybe talk to the family more or whatever the problem
was, like if the problem was a family member, try to get that person in and talk to them.”

Parent Quotes:
“We couldn’t get through to the house where he was staying. No
one answered the phones.”
“A program with parent education and support. A program
involving the family not just the child.”

While the first youth quote emphasizes the adverse
impact of separation from the family on the youth’s
mood, the first parent quote highlights the fact that
treatments where youth are placed outside of the home

(hospital or other residential care) can lead to reduced
ability to fill parent roles, such as knowing what is happening with your child—a key component of parent
protective monitoring and supervision. Responding
to probes regarding what participants wanted in the
recovery process, the second youth and parent quotes
emphasize a desire for family involvement in treatment. The second parent quote also notes the belief
that it was important to include intervention components that directly support and involve parents.
Reactions to Inpatient or Residential Treatment Settings
Parents had mixed reactions to restrictive inpatient
or residential treatment environments. The quotes
below illustrate how some parents believed that hospitalization could increase safety by increasing protective
monitoring. Others, however, questioned the benefits
and safety of out of home placement. The relative brevity of inpatient stays was also viewed as a problem by
some parents.

Parent Quotes:
“We wanted him to be observed 24 hours ... and in the hospital
they can do that, but then it was only for a short term.”
“The most unsafe positions he has been in were outside of the
house. . .I don’t feel like there was any gain made with the time
he was out of the house.”
“The hospital is useless, absolutely useless ... they make no
changes. Every time he was in the hospital they made no
changes at all in his regimen.”

Youth quotes highlighted the possibility that, for
some youth, crisis intervention and hospitalization
can lead to less willingness to openly report on suicidal
urges in the future.

Youth Quotes:
“If you tell someone. . .you’re going to end up getting even more
depressed. They’re going to send you to some hospital for
months. . .you can’t tell anybody, you just can’t tell anybody.”
“If you tell your therapist, they’ll call the PET team. They call
PET team and they’ll come and pick you up and take you to the
hospital, almost no questions asked. . .. . . there you really know
you’re isolated and if you go, if your parents visit, you’re stuck
in like a room with mirrored glass windows. . . It’s terrible. . .
It’s no hope and it’s even farther away from our home.”

Caring Providers
Parents and youths highlighted the importance of
caring providers, indicating that they found significant
value in having providers whom they felt were genuinely invested in their recovery and well-being. The
quotes below underscore the significance of the quality
of the therapeutic alliance and are representative of
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parent and youth responses to questions about their
best experiences with mental health care.

Parent Quotes:
“Individuals, their personalities that came into it, that were
responsive. Individuals that went above and beyond, that
really listened, that really responded. But that was an issue
of character, of personality. It was not an issue of training
or programming or anything else.”
“It’s people who cared.”

Youth Quotes:
“All of them were really different and they all just had something really special about them and I think they really did care
and it wasn’t like a job for them, I felt they were fulfilling something for themselves being there, you can just feel it, it felt good
for them to help you and that’s a great feeling.”

Piloting in Community Treatment Sites
To pretest the protocol within community treatment
settings, we applied the treatment in two diverse community clinics with two community cases. Challenges
noted included: (a) difficulties allocating two therapists to each youth and family; (b) case finding challenges due to relatively low rates of youth with recent
suicide attempts in routine outpatient settings; (c)
the large number of youth whose self-harm was NSSI;
(d) family conflicts that necessitated involvement of
adults other than parents to support youth (e.g., grandparent); and (e) challenges in scheduling home visits
at one clinic, where home visits were not part of routine practice. The other clinic incorporated SAFETY
within home-based services. Aspects of the treatment
that were relatively easy to incorporate included: a
focus on building skills which was consistent with
CBT and DBT models; a primary treatment goal of
increasing safety and decreasing suicide attempt/selfharm risk; attention to youth and family issues; and a
modular approach that selected specific treatment
modules based on the working cognitive-behavioral
fit analysis.

How Information From Partners/
Stakeholders Impacted Development of
SAFETY Treatment
Table 3 summarizes how community partner/stakeholder feedback contributed to changes in the SAFETY
treatment as originally conceptualized. First, the clinician surveys, pilot testing in community sites, and our
own recruitment experience highlighted the high
prevalence of NSSI and need for treatments for youth
presenting with NSSI as well as suicide attempts. When
considered in conjunction with research indicating
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that NSSI is a strong predictor of future suicide
attempts (Asarnow, Porta, et al., 2011; Wilkinson
et al., 2011) and that overall self-harm (including suicide attempts, ambiguous self-harm behavior, and
NSSI; Crosby et al., 2011) is the strongest predictor of
suicide deaths in adolescents (Hawton et al., 2015),
we decided to extend our treatment target to the
broader category of self-harm in our later pilot testing
and included youth presenting with repeated self-harm
in our randomized controlled trial (Asarnow et al.,
2017).
Second, youth and parent qualitative interviews
underscored the importance of family involvement
and understanding and addressing the needs of parents as well as their children. This led to decisions to
(a) use a two-therapist model, with one therapist primarily focused on the youth and the other focused primarily on the parent, and (b) to structure sessions so
that the youth therapist met with the youth, while the
parent therapist met with the parent(s), and the youth
and parent therapists came together at the end to work
to strengthen support within the family, practice skills
that would enhance safety as a family (e.g., youth going
to parent when feeling acute distress or suicidal urges,
and parent responding in a way that youth found helpful), and address issues and problems that required the
family together (e.g., problem-solving around school
issues that the youth could not address on his/her
own). This had the advantages of allowing the needs
of youth and parents to be addressed, while reducing
threats to youth confidentiality and the therapeutic alliance that could occur if the same therapist met individually with both the youth and parent. The SAFETY
approach also attended to the need to enhance communication and support within the family by including
specific time with the youth and parents together,
while supported by their individual therapists. Some
families may prefer less involvement, and parents who
valued family involvement may have been more likely
to participate in the qualitative interviews than parents
who were less interested in parent involvement. However, the SAFETY treatment allows for flexibility. When
the cognitive-behavioral fit analysis/case conceptualization suggests advantages of another approach (e.g.,
fewer family sessions, involvement of another responsible adult), the approach was adjusted.
Incorporating information from our piloting in
community sites, we reduced home visits to an initial
session or when patients repeatedly missed sessions
(as described above). This resulted in a primarily inclinic treatment. Recognizing that adults other than
parents were often helpful for supporting and protecting the youth, we also extended work beyond the parents to other adults with whom the parents and youth
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Table 3

Description of Development of SAFETY Treatment and Changes Made Based on Feedback From Community Partners and
Stakeholders

Original Decision

Change Based on Feedback

Clinician
Survey

Developed to be incorporated within
Larger number of youth with NSSI relative to
emergency services to meet the needs of youth those with suicide attempts in clinician’s
and parents after a suicide attempt
caseloads, contributed to decision to expand
SAFETY to include youth with either a suicide
attempt in the past 3-months or 3 self-harm
episodes (including suicide attempts or
NSSI)
Youth & Parent Originally developed with single therapist
Underscored importance of family
Qualitative
model
involvement and addressing both youth and
Interviews
family needs; contributed to decision to use a
2-therapist model with one therapist serving
as the primary youth-therapist, and the other
the primary parent/family therapist.
Piloting at
Developed to include only youth with recent Low rates of youth with recent suicide
Community
suicide attempts and in-home sessions
attempts in routine outpatient settings and
Sites
the large number of youth whose self-harm
had no suicidal intent or unclear intent,
contributed to decision to expand SAFETY to
include youth with  3 self-harm episodes.
Due to challenges implementing in-home
sessions in some practice settings, home visits
were limited to the initial session or when
patients repeatedly missed sessions.
Recognizing that adults other than parents
could aid in supporting and protecting youth,
included option to reach out beyond parents
to other adults with whom the parents and
youth were comfortable.

were comfortable. For instance, in one case the grandmother attended some of the family sessions. Although
we noted challenges of the two-therapist approach in
our community piloting, a decision to retain the twotherapist model was made based on: (a) the belief that
work with parents/adult caregivers was critical for
ensuring safety; (b) concerns that having the same
therapist for youth and parent would present a barrier
to disclosing information about suicidality, self-harm,
and other sensitive issues, impeding therapists’ abilities
to obtain full and accurate information and address
these important issues; and (c) the belief that treatment adherence would be improved by increasing parent motivation to attend and bring the youth to
sessions.

Discussion
The increasing rate of suicide deaths and suicide
attempts in youth underscores the critical need to
develop effective treatments for youth at elevated risk

of fatal and nonfatal suicide attempts, and to bring
these treatments into the community settings where
youth receive care. Our incubator treatment development model offers one approach to creating a feasible
and transportable “youth”- and “family”-centered treatment that can be used within community practice settings, with the ultimate goal of accelerating the pace
with which laboratory-based treatment advances can
yield improved community care. Our process yielded a
treatment shaped by information from families, youth,
and community partners in combination with rigorous
treatment development trials within the laboratory.
The incubator treatment development model
focuses attention on the needs of community settings
during all phases of the treatment development process (Figure 1). This resulted in identification of implementation challenges throughout the treatment
development process. Some of these challenges could
be addressed through adjustments during the treatment development process (Table 3). However, we also
identified tensions between the needs of youth present-

Safety Program Development
ing with suicide attempts and self-harm behavior, and
usual practices within routine clinical settings. For
instance, after much consideration of feedback from
our community partners and youth and parents who
had recovered from suicidal episodes, we made a decision to retain the use of a two-therapist model, with
one therapist focusing on the child and the other the
parents. While we recognize that this two-therapist
approach is a potential barrier to implementation of
SAFETY in some settings, results of systematic reviews
and meta-analyses point to treatments with strong family components as those most likely to benefit suicidal
and self-harming youth (Glenn et al., 2019; Iyengar
et al., 2018; Ougrin et al., 2015). Further, our pilot/
treatment development trials support the value of our
approach for decreasing suicide attempt risk
(Asarnow et al., 2015, 2017; Babeva et al., 2019), and
a two-therapist model was used in one of the other
treatments with demonstrated benefits for reducing
suicide attempts in randomized controlled trials
(Esposito-Smythers et al., 2011). Dialectical behavior
therapy (DBT), the other treatment with demonstrated
efficacy for reducing suicide attempts in a randomized
controlled trial, compared to individual and group supportive therapy, used one therapist for the youth, and
an additional therapist for weekly multifamily group
therapy and parent phone coaching (McCauley et al.,
2018). Similar to SAFETY, the DBT approach provides
individual therapeutic support for youth and parents
by different therapists, offering some separation and
reducing threats to the therapeutic alliance with the
youth stemming from confidentiality concerns,
although some family therapy sessions (with the youth
present) are held by the youth therapist. DBT is also
more intensive and costly than SAFETY, with 3 treatment hours per week (1 hour individual, 2 hours per
group with 2 therapists in each group) and 6 months
of DBT in the one trial showing a DBT advantage on
suicide attempts (McCauley et al., 2018). This relatively
high treatment dosage has the additional disadvantage
of reducing time for nontreatment activities important
for development, such as homework, extracurricular
activities, and time with friends. Currently, we are
examining ways in which barriers to the two-therapist
model can be addressed, such as developing algorithms for assigning two therapists when need is greatest and using multifamily skills groups as done in DBT
for adolescents (McCauley et al., 2018; Mehlum et al.,
2014; Miller et al., 2007). It could be, however, that a
two-therapist model is necessary or advantageous for
acute treatment of suicidal and self-harm behavior,
and our science can also guide policy and clinical service development.
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Our experience working with community partners
also underscores the value of the diverse perspectives
offered by community clinicians and administrators
of clinical programs, youth and parent consumers of
care, and research scientists. Through mobilizing these
collective perspectives and creating collaborative learning among laboratory and community teams, the hope
is that our “incubator” model can lead to a more rapid
transition from efficacy to effectiveness trials in community settings and accelerate the pace with which
SAFETY, or other treatments with demonstrated effectiveness, can be incorporated within the settings where
children and families receive care in their communities. While the future will tell whether the incubator
treatment development model can accelerate the pace
with which laboratory-based treatment advances are
incorporated into community care, the incubator
model did yield a treatment that was informed by the
needs of the service settings, clinicians providing care,
and youth and parent consumers of care. Moreover, as
we have learned with the shift to telehealth services
during this time of the COVID-19 pandemic and public
health emergency, these needs vary over time, requiring that we continue our treatment development and
adaptation process to meet the challenges of providing
optimal care for youth and families (Hughes & Asarnow, this volume).

References
Asarnow, J., Hughes, J. L., Babeva, K. N., & Sugar, C. A. (2017).
Cognitive-behavioral family treatment for suicide attempt
prevention: A randomized controlled trial. Journal of the
American Academy of Child and Adolescent Psychiatry, 56(6),
506–514. https://doi.org/10.1016/j.jaac.2017.03.015.
Asarnow, J. R., Baraff, L. J., Berk, M., Grob, C. S., Devich-Navarro,
M., Suddath, R., ... Tang, L. (2011). An emergency department
intervention for linking pediatric suicidal patients to follow-up
mental health treatment. Psychiatric Services, 62(11), 1303–1309.
https://doi.org/10.1176/ps.62.11.pss6211_1303.
Asarnow, J. R., Berk, M., Hughes, J. L., & Anderson, N. L. (2015).
The SAFETY program: A treatment-development trial of a
cognitive-behavioral family treatment for adolescent suicide
attempters. Journal of Clinical Child and Adolescent Psychology, 44
(1), 194–203. https://doi.org/10.1080/15374416.2014.940624.
Asarnow, J. R., & Mehlum, L. (2019). Practitioner Review:
Treatment for suicidal and self harming adolescents–advances
in suicide prevention care. Journal of Child Psychology and
Psychiatry, 60(10), 1046–1054. https://doi.org/10.1111/
jcpp.13130.
Asarnow, J. R., Porta, G., Spirito, A., Vitiello, B., Keller, M.,
Birmaher, B., ... Brent, D. A. (2011). Suicide attempts and
nonsuicidal self-injury in the treatment of resistant depression in
adolescents: Findings from the TORDIA Study. Journal of the
American Academy of Child and Adolescent Psychiatry, 50(8),
772–781. https://doi.org/10.1016/j.jaac.2011.04.003.
Babeva, K., Klomhaus, A., Sugar, C., Fitzpatrick, O., & Asarnow, J. R.
(2019). Adolescent suicide attempt prevention: Predictors of
response to a cognitive-behavioral family and youth centered

196

Asarnow et al.

intervention. Suicide and Life-Threatening Behavior. https://doi.
org/10.1111/sltb.12573.
Brent, D. A. (2011). Preventing youth suicide: Time to ask how.
Journal of the American Academy of Child & Adolescent Psychiatry, 50
(8), 738–740. https://doi.org/10.1016/j.jaac.2010.09.017.
Bridge, J. A., Marcus, S. C., & Olfson, M. (2012). Outpatient care of
young people of deliberate self-harm. Journal of the American
Academy of Child & Adolescent Psychiatry, 51(2), 213–222. https://
doi.org/10.1016/j.jaac.2011.11.002.
Brown, G. K., Ten Have, T., Henriques, G. R., Xie, S. X., Hollander,
J. E., & Beck, A. T. (2005). Cognitive therapy for the prevention
of suicide attempts: A randomized controlled trial. Journal of the
American Medical Association, 294(5), 563–570. https://doi.org/
10.1001/jama.294.5.563.
Chung, B., Jones, L., Dixon, E. L., Miranda, J., Wells, K., & Community
Partners in Care Steering Council (2010). Using a community
partnered participatory research approach to implement a
randomized controlled trial: Planning the design of community
partners in care. Journal of Health Care for the Poor and
Underserved, 21(3), 780. https://doi.org/ 10.1353/hpu.0.0345.
Crosby, A., Ortega, L., & Melanson, C. (2011). Self-directed violence
surveillance: Uniform definitions and recommended data elements
(Version 1.0. ed.). Atlanta, GA: Centers for Disease Control
and Prevention, National Center for Injury Prevention and
Control.
Esposito-Smythers, C., Spirito, A., Kahler, C. W., Hunt, J., & Monti,
P. (2011). Treatment of co-occurring substance abuse and
suicidality among adolescents: A randomized trial. Journal of
Consulting and Clinical Psychology, 79(6), 728–739. https://doi.
org/10.1037/a0026074.
Glenn, C. R., Esposito, E. C., Porter, A. C., & Robinson, D. J. (2019).
Evidence base update of psychosocial treatments for selfinjurious thoughts and behaviors in youth. Journal of Clinical
Child & Adolescent Psychology, 48(3), 357–392. https://doi.org/
10.1080/15374416.2019.1591281.
Harrington, R., Kerfoot, M., Dyer, E., McNiven, F., Gill, J.,
Harrington, V., ... Byford, S. (1998). Randomized trial of a
home-based family intervention for children who have
deliberately poisoned themselves. Journal of the American
Academy of Child & Adolescent Psychiatry, 37(5), 512–518.
https://doi.org/10.1016/S0890-8567(14)60001-0.
Hawton, K., Bergen, H., Cooper, J., Turnbull, P., Waters, K., Ness, J.,
& Kapur, N. (2015). Suicide following self-harm: Findings from
the Multicentre Study of self-harm in England, 2000–2012.
Journal of Affective Disorders, 175, 147–151. https://doi.org/
10.1016/j.jad.2014.12.062.
Hedegaard, H., Curtin, S., & Warner, M. (2018). Suicide Rates in
the United States Continue to Increase. NCHS Data Brief, 309,
1–8.
Henggeler, S., Schoenwald, S., Rowland, M. D., & Cunningham, P.
B. (2002). Serious emotional disturbance in children and adolescents:
Multisystemic Therapy. Guilford.
Huey, S., Henggeler, S., Rowland, M., Halliday-Boykins, C.,
Cunningham, P., Pickrel, S., & Edwards, J. (2004).
Multisystemic therapy effects on attempted suicide by youths
presenting psychiatric emergencies. Journal of the American
Academy of Child & Adolescent Psychiatry, 43(2), 183–190.
https://doi.org/10.1097/00004583-200402000-00014.
Hughes, J. L., Anderson, N. L., Wiblin, J. L., & Asarnow, J. R. (2017).
Predictors and outcomes of psychiatric hospitalization in youth
presenting to the emergency department with suicidality. Suicide
and Life-Threatening Behavior, 47(2), 193–204. https://doi.org/
10.1111/sltb.12271.
Institute of Medicine (United States) Committee on Quality of
Health Care in America. (2001). Crossing the quality chasm: A new
health system for the 21st century. National Academy Press.

Iyengar, U., Snowden, N., Asarnow, J. R., Moran, P., & Tranah, T.
(2018). A further look at therapeutic interventions for suicide
attempts and self-harm in adolescents: An updated systematic
review of randomized controlled trials. Frontiers in Psychiatry, 9.
https://doi.org/10.3389/fpsyt.2018.00583.
Kochanek, K. D., Murphy, S. L., Xu, J. Q., & Arias, E. (2019).
Deaths: Final data for 2017. National Vital Statistics Reports, 68(9),
1–77.
Linehan, M. M., Comtois, K. A., Murray, A. M., Brown, M. Z.,
Gallop, R. J., Heard, H. L., ... Lindenboim, N. (2006). Two-year
randomized controlled trial and follow-up of dialectical
behavior therapy vs therapy by experts for suicidal behaviors
and borderline personality disorder. Archives of General Psychiatry,
63(7), 757–766. https://doi.org/10.1001/archpsyc.63.7.757
(Correction published 2007, Archives of General Psychiatry, 64
(12), 1401).
McCauley, E., Berk, M. S., Asarnow, J. R., Adrian, M., Cohen, J.,
Korslund, K., ... Linehan, M. M. (2018). Efficacy of dialectical
behavior therapy for adolescents at high risk for suicide: A
randomized clinical trial. JAMA Psychiatry, 75(8), 777–785.
https://doi.org/10.1001/jamapsychiatry.2018.1109.
Mehlum, L., Tørmoen, A. J., Ramberg, M., Haga, E., Diep, L. M.,
Laberg, S., ... Grøholt, B. (2014). Dialectical behavior therapy
for adolescents with repeated suicidal and self-harming
behavior: A randomized trial. Journal of the American Academy of
Child & Adolescent Psychiatry, 53(10), 1082–1091. https://doi.
org/10.1016/j.jaac.2014.07.003.
Miller, A., Rathus, J., & Linehan, M. M. (2007). Dialectical behavior
therapy with suicidal adolescents. Guilford Press.
Morris, Z., Wooding, S., & Grant, J. (2011). The answer is 17 years,
what is the question: Understanding time lags in translational
research. Journal of the Royal Society of Medicine, 104(12), 510–520.
https://doi.org/10.1258/jrsm.2011.110180.
Ougrin, D., Tranah, T., Stahl, D., Moran, P., & Asarnow, J. R.
(2015). Therapeutic interventions for suicide attempts and selfharm in adolescents: Systematic review and meta-analysis. Journal
of the American Academy of Child and Adolescent Psychiatry, 54(2),
97–107.e2. https://doi.org/10.1016/j.jaac.2014.10.009.
Rotheram-Borus, Mary Jane, Piacentini, John, Cantwell, Coleen,
Belin, Thomas, & Song, J (2000). The 18-month impact of an
emergency room intervention for adolescent female suicide
attempters. Journal of consulting and clinical psychology, 68(6),
1081–1093. https://doi.org/10.1037//0022-006x.68.6.1081.
Rowe, S. L., French, R. S., Henderson, C., Ougrin, D., Slade, M., &
Moran, P. (2014). Help-seeking behaviour and adolescent selfharm: A systematic review. Australian & New Zealand Journal of
Psychiatry, 48(12), 1083–1095. https://doi.org/10.1177/
0004867414555718.
Ryan, G. W., & Bernard, H. R. (2003). Techniques to identify
themes. Field Methods, 15(1), 85–109. https://doi.org/10.1177/
1525822X02239569.
Strauss, A., & Corbin, J. M. (1990). Basics of qualitative research:
Grounded theory procedures and techniques. Sage Publications.
United States Department of Health and Human Services (2012).
2012 national strategy for suicide prevention: Goals and objectives for
action. Author.
United States Department of Health and Human Services (2001).
National strategy for suicide prevention: Goals and objectives for action.
United States Public Health Service.
United States Food and Drug Administration (2018). Step 3: Clinical
Research. Retrieved from https://www.fda.gov/patients/drugdevelopment-process/step-3-clinical-research.
Weisz, J. R., Krumholz, L. S., Santucci, L., Thomassin, K., & Ng, M.
Y. (2015). Shrinking the gap between research and practice:
Tailoring and testing youth psychotherapies in clinical care

Safety Program Development
contexts. Annual Review of Clinical Psychology, 11, 139–163.
https://doi.org/10.1146/annurev-clinpsy-032814-112820.
Wells, K. B., Jones, L., Chung, B., Dixon, E. L., Tang, L., Gilmore, J.,
... Ramos, E. (2013). Community-partnered cluster-randomized
comparative effectiveness trial of community engagement and
planning or resources for services to address depression
disparities. Journal of General Internal Medicine, 28(10),
1268–1278. https://doi.org/10.1007/s11606-013-2484-3.
Wilkinson, P., Kelvin, R., Roberts, C., Dubicka, B., & Goodyer, I.
(2011). Clinical and psychosocial predictors of suicide attempts
and nonsuicidal self-injury in the Adolescent Depression
Antidepressants and Psychotherapy Trial (ADAPT). American
Journal of Psychiatry, 168(5), 495–501. https://doi.org/10.1176/
appi.ajp.2010.10050718.
Zullo, L., Meza, J., Rolon-Arroyo, B., Vargas, S., Venables, C.,
Miranda, J. M., & Asarnow, J. R. (2020). Enhancing safety:
Acute and short-term treatment strategies for youths presenting
with suicidality and self-harm. The Behavior Therapist, 43,
300–304.

197

This work was supported by grants from the National Institute of
Mental Health [R34 MH078082]; the American Foundation for
Suicide Prevention; and the UCLA in LA program at the
University of California, Los Angeles. The content is solely the
responsibility of the authors and does not necessarily represent
the official views of the National Institutes of Health or other
funding agencies. The authors declare no conflicts of interest.
The authors wish to thank the community partners and stakeholders who contributed to this work, and the review team whose
comments strengthened this manuscript. Additional information
regarding the treatment is available at www.asapnctsn.org.
Address correspondence to Joan R. Asarnow, ABPP, 300 Medical
Plaza, Los Angeles, CA 90095-6968. e-mail: jasarnow@mednet.ucla.
edu.
Received: April 30, 2019
Accepted: September 22, 2020
Available online 2 February 2021

