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Abstract

Introduction: The Attempted Suicide Short Intervention
Program (ASSIP) is a brief psychotherapeutic intervention,
and a pivotal study found it to be remarkably effective in re-
ducing repeat suicide attempts. Objective: To compare the
effectiveness of ASSIP to crisis counseling (CC) in a random-
ized clinical trial (ISRCTN13464512). Methods: Adult patients
receiving treatment for a suicide attempt in a Helsinki City
general hospital emergency room in 2016-2017 were eligi-
ble to participate. We excluded psychotic or likely non-ad-
herent substance-abusing or substance-dependent pa-
tients. Eligible patients (n = 239) were randomly allocated to
one of two interventions. (a) ASSIP comprised three visits,
including a videotaped first visit, a case formulation, and an
individualized safety plan, plus letters from the therapist ev-
ery 3monthsfor 1year,and then, every 6 months for the next
year. (b) CC typically involved 2-5 (median 3) face-to-face

individual sessions. In addition, all participants received their
usual treatment. One and 2 years after baseline, information
related to participants’ suicidal thoughts and attempts, and
psychiatric treatment received was collected via telephone
and from medical and psychiatric records. Results: Among
randomized patients, two-thirds initiated either ASSIP (n =
89) or CC (n = 72), with 73 (82%) completing ASSIP and 58
(81%) CC. The proportion of patients who attempted suicide
during the 2-year follow-up did not differ significantly be-
tween ASSIP and CC (29.2% [26/89] vs. 35.2% [25/71], OR
0.755 [95% Cl 0.379-1.504]). Conclusions: We found no dif-
ference in the effectiveness of the two brief interventions to

prevent repeat suicide attempts.  ©2022 The Author(s).

Published by S. Karger AG, Basel

Introduction

A history of attempted suicide is the single most im-
portant indicator of risk for suicide, with an accumulated
suicide mortality of at least 7-13% [1-6]. It is, therefore,
important to develop interventions aimed at reducing the
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risk of future suicide attempts and deaths. Numerous psy-
chosocial interventions have been developed and investi-
gated, with cognitive behavioral psychotherapies best
documented for effectiveness [7-10]. However, although
most of these interventions are relatively brief in dura-
tion, they may be too resource demanding, limiting their
feasibility as a part of routine services. Thus, a great de-
mand exists for brief yet effective interventions aimed at
reducing the risk of suicidal acts.

The Attempted Suicide Short Intervention Program
(ASSIP) [11] represents a promising brief three-visit in-
tervention. The pivotal randomized controlled study was
conducted in Bern, Switzerland, by ASSIP’s developers
[12], which revealed a remarkable effectiveness in reduc-
ing the risk of repeat suicide attempts when compared
with treatment-as-usual (TAU) after an index suicide at-
tempt (8.3 vs. 26.7%) during a 2-year follow-up period.
The intervention also resulted in less use of psychiatric
services during the follow-up [12]. However, to our knowl-
edge, these highly promising findings have not been rep-
licated, nor has the effectiveness of ASSIP been compared
to another brief intervention. Such a comparison would
prove useful with regard to the potential superior and spe-
cific effectiveness of ASSIP in reducing suicidal acts.

Therefore, the present study aimed to investigate the
effectiveness of ASSIP in reducing repeat suicide attempts
over the subsequent 2 years following an index suicide at-
tempt compared to crisis counseling (CC). We hypothe-
sized that the brief ASSIP intervention is superior to CC
in reducing repeat suicide attempts, also resulting in low-
er severity of suicidal ideation and less use of psychiatric
services during a 2-year follow-up.

Materials and Methods

Trial Design and Power Calculation

We conducted a Zelen randomized, parallel-arm, prospective
intervention study to compare the effectiveness of ASSIP and CC
in reducing the proportion of new suicide attempts during a 2-year
follow-up among patients who had already attempted suicide. Fig-
ure 1 illustrates the study design. The study was approved by the
local ethics committee and registered as a clinical trial (IS-
RCTN13464512). All patients signed informed consent forms that
met the Declaration of Helsinki guidelines [13]. No financial com-
pensation was paid for participation, although participants re-
ceived movie ticket gift cards for participating in the 1- and 2-year
follow-up telephone interviews.

The pivotal ASSIP study [12] found an absolute risk reduction
of 18.4% between study groups. In the power calculation for the
present study, the proportion of patients repeating suicide attempt
during follow-up in the CC group was expected to reach approxi-
mately 25%, reduced by at least 50% in the ASSIP group - that is,

ASSIP vs. Crisis Counseling

12.5% or lower. With an o error of 0.05 and { error of 0.80, we es-
timated that we would need a minimum of 240 patients for ran-
domization in order to detect an absolute difference of >12.5% in
the repetition rates.

Participants

The inclusion criteria were (a) a recent suicide attempt, (b) flu-
ency in the Finnish language, and (c) age >18 years during the year
of inclusion. We excluded patients if they exhibited (a) psychotic
features or (b) substance abuse or dependence estimated as suffi-
ciently severe to hamper treatment participation. The recruitment
period began on 1 September 2016 and ended on 31 December 2017.

Patients were primarily (a) directly recruited from the emer-
gency rooms of two Helsinki City general hospitals (Haartman and
Malmi Hospitals). In addition, (b) some patients were recruited
from the psychiatric day-hospital or mood disorder inpatient
wards of the Helsinki City Psychiatric Hospital (Aurora Hospital).
Additionally, and (c) the acute psychiatric outpatient clinics of
Helsinki City referred some individual patients to the study. How-
ever, the collaborating units were instructed that only patients who
had recently visited an emergency room following a suicide at-
tempt would be eligible to participate in the study.

We defined suicide attempt as in the pivotal study by Gysin-
Maillart et al. [12], as a “self-inflicted, potentially injurious behav-
ior with a nonfatal outcome for which there is evidence (either
explicit or implicit) of intent to die.”

Randomization

We randomized patients using Zelen’s design, that is, a post-
randomization consent design [14]. This randomization design
was necessary because the study was conducted within the routine
patient pathways of MIELI Mental Health Finland clinical services.

Initially, a patient’s contact information was received from the
referring unit. The staff member who received the information
contacted patients by phone and preliminarily checked their suit-
ability for the study in terms of the inclusion and exclusion criteria,
including confirming that a suicide attempt had occurred. If the
patient was considered suitable for participation, a sequential
number was allotted to the patient. The staff member forwarded
the number to the research assistant, who had a list with the se-
quential numbers randomized through a randomizer program
(Research randomizer, www.randomizer.org) either to the ASSIP
or CC intervention group. The numbers were drawn in advance in
blocks of 30 and assigned to either ASSIP or CC. According to
whether the sequential number indicated the ASSIP or CC group
assignment for the patient, a respective employee contacted the
patient to agree upon an initial appointment.

Patients were asked for their informed consent to participate in
the study at the beginning of their initial meeting with a therapist.
Thus, informed consent was received only after randomization,
and the patient was aware of their group allocation and their ther-
apist when deciding upon participation. Patients who declined to
participate knew that they would, nevertheless, receive the same
brief intervention to which they had been randomized with the
same therapist.

Interventions

Both brief interventions studied were provided by profession-
als employed by the Crisis Centre facilities of MIELI Mental Health
Finland situated in Helsinki, Finland.
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Fig. 1. Flow diagram of the study.

The Attempted Suicide Short Intervention Program

Those in the ASSIP intervention group received the manual-
ized ASSIP brief psychotherapeutic intervention [11]. This con-
sisted of three 60- to 90-min visits, with an optional fourth visit
[12]. The ASSIP therapists (M.K., H.S., and J.L.) were trained by
the developers of ASSIP - Konrad Michel, MD, and Anja Gysin-
Maillart, PhD - who also provided supervision during the study.
Before the study began in 2016, all therapists had clinically pro-
vided ASSIP services from 2013-2014 onwards.

The first visit involved a videotaped narrative interview with
the patient describing in their own words the sequence of events
leading to the suicide attempt. During the second visit, the thera-
pist and patient together watched the video-recorded first session.
The video was interrupted for reflections and to discuss addition-
al information. Automatic thoughts, emotions, physiological
changes, and contingent behaviors were identified. Patients re-
ceived a psychoeducational handout (“Suicide is not a rational
act”) as a homework task. Following the session, the therapist pre-
pared a written draft of the case formulation.

During the third visit, the patient’s comments on the handout
were discussed. In addition, the written case formulation, warning
signs, and safety strategies for possible future crises were complet-
ed collaboratively with the patient. The written case formulation
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and the personal safety strategies were printed for the patient, with
additional copies made for other healthcare professionals involved
in the treatment. Long-term goals, warning signs, and safety strat-
egies were copied to a credit card-sized folded leaflet and given to
the patient. In addition, participants received a crisis card with the
telephone numbers for private and professional assistance, which
could be contacted in the event of a suicidal crisis. Patients were
instructed to carry both items with them at all times and to use
them in the event of a crisis. An optional fourth visit was offered
to 2 patients (1.7%).

Participants also received standardized letters from their thera-
pist every 3 months for 1 year and then, every 6 months for the
second year [11]. The letters were signed by the therapist and could
be complemented with a personalized sentence. Their aim was to
continue the therapeutic contact and remind of safety strategies.

Crisis Counseling

Participants in the CC group received a course of CC, consisting
of meetings with one of six trained counsellors for face-to-face in-
dividual treatment lasting 60 min each. The number of sessions
varied from patient to patient as needed, but in 89% of cases reached
<5 (median 3, mean 4.4; 8 individuals had 6-14 sessions). The cri-
sis counsellors were instructed to provide counseling as usual.

Arvilommi et al.
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CC is a conversational intervention, with no specified theory, pro-
vided by professionals to support people in crises. We retrospectively
surveyed the practices crisis counsellors applied whilst intervening with
suicidal clients. The following elements also typical of ASSIP were iden-
tified from the crisis counsellors™ practices: functional chain analysis,
identification of warning signs, and establishing safety strategies. How-
ever, these practices were not applied systematically. No counsellor re-
ported applying the elements specific to ASSIP, including the video
recordings, transcribing the client’s narrative, distributing psychoedu-
cation pamphlets, or following up with letters to patients.

Outcomes

Primary outcome

The primary outcome was the proportion of patients attempt-
ing suicide during the 2-year follow-up period following the first
treatment session based on all available information.

Secondary Outcomes

Secondary outcomes included (1) the total number of repeat
suicide attempts (investigated both via telephone interview and
from medical and psychiatric records); (2) the severity of suicidal
ideation, measured using the Columbia Suicide Severity Rating
Scale (C-SSRS) [15], assessed via telephone interviews at 1- and
2-year follow-up time points; and (3) the use of psychiatric and
other healthcare services collected from the psychiatric and health-
care records of the City of Helsinki Services.

Data Collection

Baseline

At baseline, the study participants completed a set of question-
naires. These included a questionnaire to collect sociodemograph-
ic and health-related data, including information on previous sui-
cidal behavior and treatments received. We also collected informa-
tion on prior suicide attempts, psychiatric care, psychotherapy,
and medication before baseline. In addition, participants complet-
ed scales measuring anxiety (OASIS) [16], alcohol misuse (AU-
DIT) [17], depressive symptoms (PHQ-9) [18], borderline person-
ality disorder features (MSI-BPD) [19], hopelessness (HS) [20],
perceived social support (PSSS-R) [21], suicidal ideation (C-SSRS),
and therapeutic alliance (Penn Helping Alliance Questionnaire
Method [HAq]) [22].

Therapeutic Alliance

We measured treatment alliance, a potential moderator of treat-
ment effects [12], using the 11-item HAq after the first, third, and
last (if > three) sessions. We found no significant differences in al-
liance scores between the intervention groups after the first (£(156)
= 1.440, p = 0.152) or last sessions (#(120) = 1.190, p = 0.237), nor
in last post-session scores after adjusting for the first post-session
scores (F = 0.368, p = 0.545, partial eta squared = 0.003).

Follow-Up

Follow-up was completed via telephone interviews 1 and 2
years after baseline assessment. During the telephone interviews,
possible new suicide attempts as well as attendant and other treat-
ments received during the preceding 12 months were assessed. In
addition, all symptom scales were repeated and possible changes
in living conditions were examined.

The repeat suicide attempt rate was measured via telephone
interviews 1 and 2 years after baseline. The medical and psychiatric

ASSIP vs. Crisis Counseling

records, if any, were also examined for repeat attempts. Since the
data could be contradictory and some patients were lost to follow-
up during telephone interviews, the two sources of data were inte-
grated into a total best estimate of suicide attempts during follow-
up.

The psychiatric diagnoses and medications prescribed at the
time of the index suicide attempt were assessed from medical and
psychiatric records by an experienced psychiatrist (P.A.). Medica-
tions prescribed during the 2-year follow-up were also assessed
from the medical and psychiatric records.

In addition to the original study protocol, the index suicide at-
tempt, preceding attempts, and repeat attempts during the follow-
up were cross-checked from medical and psychiatric records by a
psychologist experienced in suicidology (S.G.-L.). All unclear at-
tempts were assessed within the study group to determine if they
satisfied the study criteria.

Blinding

Patients and therapists in both treatment groups were aware of
the arm they were allocated to, although outcome assessors who
did the telephone interviews and researchers analyzing the medical
and psychiatric records remained blinded to treatment allocation.

Participants

Altogether, 440 patients were considered potentially eligible
and referred to MIELI Mental Health Finland crisis services by re-
ferring general hospitals and other facilities. Amongst these pa-
tients, 201 either did not meet the inclusion criteria (n = 157) or
did not respond to our initial contact (n = 44).

The remaining 239 patients were identified as eligible for the
study and randomized into either of the two interventions.
Amongst those eligible and randomized, 161 (67.4%) provided
their informed consent to participate in the study and, thus, com-
prised the intent-to-treat (ITT) study group (Fig. 1).

In total, 123 participants (76.4% of baseline participants) com-
pleted the 1-year follow-up interview and 120 participants (74.5%
of the baseline sample) completed the 2-year follow-up interview.
Complete data across all measurement points were obtained from
63.4% of the baseline sample (102 participants).

Medical records were available for 160 (99.4%) patients and
reviewed after completion of the telephone interviews. However,
when we retrospectively evaluated the index suicide attempts from
the medical records after the 2-year follow-up interview, we unex-
pectedly found 26 patients who did not unequivocally fulfil our
inclusion criterion of a recent index suicide attempt (we will de-
scribe this sample in a separate article). We carried out separate
sensitivity analyses excluding these patients.

We identified no differences in the baseline patient demo-
graphics and clinical characteristics for the two intervention
groups (Table 1).

Statistical Methods

In the analyses, we used ITT samples for patients who provided
their informed consent to participants in the study. When compar-
ing sociodemographic and clinical factors between the ASSIP and
CC groups, we used the ¥ test for categorical data and the Mann-
Whitney U test for continuous variables. To compare the alliance
scores between ASSIP and CC groups, we used an independent
samples f test and ANCOVA. The primary outcome was assessed
using logistic regression analysis. Kaplan-Meier curves and log-
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Table 1. Baseline sociodemographic and clinical characteristics of study participants

Characteristic ASSIP (n = 89) CC(n=72)
Age, mean (SD), years 32.2(13.3) 32.0(12.4)
Women/men, n (%) 62 (69.7)/27(30.3) 52(72.2)/20(28.7)
Diagnosis (ICD-10), n (%)
F1x Substance abuse disorders 18 (20.2) 19 (26.4)
F3x Mood disorders 75 (84.3) 59 (81.9)
F31 Bipolar disorder 7(7.9) 9(12.5)
F32-39 Major depressive and other mood disorders 69 (77.5) 50 (69.4)
F4x Anxiety, dissociative, stress-related, somatoform and other
nonpsychotic mental disorders 28 (31.5) 22 (30.6)
F6x Disorders of adult personality and behavior 22 (24.7) 22 (30.6)
Other 7(7.9) 3(4.2)
Prior suicide attempts, n (%)
0 35(39.3) 34 (47.2)
1 14 (15.7) 15(20.8)
2 or more (multiple) 40 (44.9) 23(31.9)
Psychotropic drugs used, n (%)
Antidepressants 42 (47.2) 32 (44.4)
Mood stabilizers 6(6.7) 6(8.3)
Antipsychotics 2(2.2) 0(0.0)
Tranquilizers 3(3.4) 1(1.4)
Other hypnotic or sedative medications 6(6.7) 6(8.3)
Other 4 (4.5) 1(1.4)
Work status, n (%)
Working or student 52(58.4) 39 (54.2)
Unemployed 12(13.5) 12(16.7)
On sick leave or pension 22 (24.7) 16(22.2)
Other 3(3.4) 5(6.9)
Living alone, n (%) 43 (48.3) 40 (55.6)
Has children, n (%) 12 (13.5) 9(12.5)
Lifetime psychiatric hospital treatment, n (%) 35(39.3) 27 (37.5)
OASIS sum, mean (SD) 11.4(4.3) 12.8(3.8)
PSSS-R sum, mean (SD) 42.0(11.6) 41.4(11.0)
AUDIT sum, mean (SD) 11.7 (7.9) 11.5(8.5)
PHQ-9 sum, mean (SD) 15.8 (6.7) 17.1 (6.4)
MSI-BPD sum, mean (SD) 6.8(2.2) 7.1(2.1)
HS sum, mean (SD) 12.2 (5.6) 12.1(5.0)
C-SSRS sum, mean (SD) 2.9(2.1) 2.9(1.8)

rank tests were also used to examine group differences. In addition,
we used logistic regression models for multiple sensitivity analyses
focusing on specific subgroups or sources of data and, given the
potential moderating role of preceding suicide attempts, interac-
tion of the treatment group with this variable. Differences in the
number of repeat suicide attempts between the ASSIP and CC
groups were analyzed using the Mann-Whitney U test. The differ-
ence in the C-SSRS suicide ideation scores between the time points
were analyzed using the Friedman’s test, and the difference be-
tween the ASSIP and CC groups at the time points were analyzed
using the x* test. We used ANCOVA for analyzing differences in
the C-SSRS scores between the intervention groups at 2 years ad-
justed for baseline scores. Differences in the use of psychiatric and
other healthcare services between the ASSIP and CC groups were
analyzed using the ¥ test for categorical variables and the Mann-
Whitney U test for continuous variables.

194 Psychother Psychosom 2022;91:190-199
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Results

Primary Outcome

Proportion of Patients with Repeat Suicide Attempts

Our primary finding was that there was no signifi-
cant difference between ASSIP and CC patients who
had at least one suicide attempt during the 2-year fol-
low-up (29.2% [26/89] vs. 35.2% [25/71]) in the logis-
tic regression models adjusted for age and sex (Ta-
ble 2; see also the Kaplan-Meier curves, Fig. 2). The
finding was similar when we conducted multivariate
logistic regression analyses with the scores of PHQ-9,
OASIS, MSI-BPD, HS, and preceding suicide attempts

Arvilommi et al.



Table 2. Logistic regression models analyzing the adjusted effectiveness of ASSIP versus CC in preventing repeat
suicide attempts during the 2-year follow-up period

ASSIP vs. CC

OR p 95% ClI
1. Primary outcome
Repeat suicide attempt during the 2-year follow-up 0.757 0.426 0.381-1.504
2. Sensitivity analyses
Patients with an unclear index attempt not included 0.694 0.335 0.331-1.457
Patients with a personality disorder not included 0.651 0.346 0.267-1.589
Patients with a substance use disorder not included 0.786 0.557 0.352-1.755
Patients who discontinued the intervention not included 0.879 0.747 0.401-1.927
Patients with a suicide attempt before the index attempt 0.622 0.302 0.252-1.534
Patients without a suicide attempt before the index attempt 0.804 0.712 0.252-2.564
Repeat suicide attempts only from phone interviews 1.217 0.679 0.480-3.087

All logistic regression models were adjusted for age and sex.

1.0
- L\\-\:L\-._‘ log-rank test = 0.518
©
S T
58
gg 0.6
T
g 7]
£3 04
23 — ASSIP
£° 024 —CC
& ++ Censored

0 T T T T T
0 200 400 600 800

Time from baseline, days

Fig. 2. Kaplan-Meier survival curves of the proportion of patients
who did not repeat a suicide attempt during the 2-year follow-up.

as covariates (OR = 0.715, CI = 0.343-1.492, p =
0.371).

These results did not change in sensitivity analyses
when we excluded patients with an unclear index attempt
(30.7% [23/75] vs. 39.0% [23/59]) or patients with a clin-
ical diagnosis of a personality disorder (19.4% [13/67] vs.
26.5% [13/49]). In addition, these results remained con-
sistent when we excluded patients with a substance use
disorder (26.8% [19/71] vs. 32.7% [17/52]), patients who
did not complete the interventions (29.7% [22/74] vs.
32.1% [17/53]) or patients with (35.2% [19/54] vs. 45.9%
[17/37]) or without (20.0% [7/35] vs. 23.5% [8/34]) pre-
ceding suicide attempts (Table 2). Furthermore, a similar

ASSIP vs. Crisis Counseling
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Table 3. Number of repeat suicide attempts during the 2-year
follow-up period

Intervention group ~ Number of repeat suicide attempts

0 1 2 3 or more

n (%) n (%) n (%) n (%)
ASSIP, n =89 63 (70.8) 5(5.6) 11(12.4)
CC,n=71 46 (64.8) 1 6(8.5) 7(9.9)

analysis of data collected only via telephone interviews
revealed no significant difference between the ASSIP and
CC groups in terms of the proportion of patients with at
least one suicide reattempt (28.1% [16/57] vs. 27.3%
[12/44]; Table 2).

Finally, we investigated the possible moderating role
of preceding suicide attempts by investigating its interac-
tion with the treatment group (preceding attempts X
treatment group) using logistic regression, finding no ev-
idence for differential responsiveness (OR = 0.802, CI =
0.185-3.485, p = 0.769).

Secondary Outcomes

Number of Suicide Attempts during the Two-Year

Follow-Up

We found no significant difference in the number of
suicide attempts during the 2-year follow-up (range: AS-
SIP 0-26, CC 0-5; mean: ASSIP 1.02, CC 0.73; SD: ASSIP
3.11, CC 1.26; Mann-Whitney U test: U = 3301.00, p =
0.556; see Table 3).

Psychother Psychosom 2022;91:190-199
DOI: 10.1159/000521072

195



Severity of Suicidal Ideation

Suicide ideation was measured using the C-SSRS scale
for suicidal ideation. We found a steady (mean ASSIP vs.
CC: at baseline 2.88 vs. 2.86; at 1 year 2.32 vs. 2.15; at 2
years 1.39 vs. 1.52) and significant reduction in suicide
ideation over time from baseline to the 2-year follow-up
time point (Friedman test: ASSIP x?, = 21.260, p < 0.001;
CC x% = 21.168, p < 0.001; combined x*, = 41.810, p <
0.001). However, we found no significant difference in
the suicidal ideation scores between ASSIP and CC at
baseline (x% = 11.347, p = 0.078), at the 1-year (x% =
8.223, p = 0.222) or 2-year (x% = 3.445, p = 0.751) follow-
up time points, nor at 2 years after adjusting for the base-
line scores (F = 0.341, p = 0.560, partial eta squared =
0.003).

Use of Psychiatric and Other Healthcare Services

during the Two-Year Follow-Up

The proportion of patients treated in a psychiatric hos-
pital (21.7%, n = 35) during the 2-year follow-up period
differed (x* = 6.535,p=0.011) between the ASSIP (26/89,
29.2%) and CC (9/72, 12.5%) groups, as did the number
of days spent in a psychiatric hospital during follow-up
(mean/max ASSIP 11.1/235 days vs. CC 2.4/60 days,
Mann-Whitney U test = 2,656.00, p = 0.010). We detected
no difference between ASSIP and CC during follow-up in
the number of mental health-based primary care visits
(Mann-Whitney U test = 3,370.00, p = 0.510), mental
health-based emergency visits (Mann-Whitney U test =
3,245.00, p = 0.861), nor in the number of psychiatric out-
patient visits (Mann-Whitney U test = 3,026.00, p =
0.544).

Discussion

To our knowledge, this represents the first study to
compare the effectiveness of the ASSIP intervention to a
comparator intervention - in this case, CC - in reducing
repeat suicide attempts during a 2-year follow-up period.
Contrary to our hypothesis, we found no difference be-
tween the interventions in either primary or most sec-
ondary outcomes. The proportion and number of repeat
suicide attempts or the level of suicidal ideation during
the 2-year follow-up period did not differ between the
intervention groups. Thus, taken at face value, our find-
ings do not indicate that ASSIP is specifically more effec-
tive than CC in reducing the risk for repeat suicide at-
tempts.
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There are many possible reasons for the differences in
findings between our study and the pivotal Swiss study
conducted originally by Gysin-Maillart et al. [12]. First,
the study designs themselves differ substantially. In order
to critically test evidence for the postulated specific ben-
efits, we attempted to control for unspecific factors com-
mon to brief psychosocial interventions by comparing
ASSIP (+ TAU) to a comparative treatment, CC (+TAU).
We chose the comparative treatment both because of the
feasibility and given the lack of an explicit specific focus
on suicidal thoughts, acts, and safety planning. Thus, us-
ing terminology endorsed by Zipfel et al. [23], it served as
a specific factor component control. This choice accords
with recent discussions on designs of psychotherapy trials
overall [23-26]. In contrast, Gysin-Maillart et al. [12]
compared ASSIP (+TAU) to TAU alone, without con-
trolling for the nonspecific effects. In their study, patients
in both groups received TAU. However, in addition, pa-
tients in the TAU group had only one interview with one
of the therapists who also delivered ASSIP, whereas pa-
tients in the ASSIP group also received the ASSIP inter-
vention. Thus, ASSIP+TAU is likely more effective than
TAU alone, but not necessarily specifically more effective
than other active brief treatments combined with TAU.
On balance, ASSIP was put to a more stringent test than
other brief interventions against repetition of suicide at-
tempts, as they have been studied only against TAU, and
specificity of effectiveness still remains to be demonstrat-
ed[7,9,27].

There are many common factors underlying benefits
from all psychotherapies, possibly explaining the major-
ity of the effect in reducing the risk of repeat suicide at-
tempts. Such common factors include therapeutic alli-
ance, empathy, expectations, and cultural adaptation
[28]. Given these common factors, it may be as difficult
to demonstrate ASSIP’s specific superiority compared to
standard crisis care as it has been to prove one type of
bona fide psychotherapy more effective than other [29].
Notably, we found no difference in the reported thera-
peutic alliance between the two intervention groups.

We found a small and non-significant numerical ab-
solute risk difference (6%) in the primary outcome favor-
ing ASSIP. There was no difference in the secondary out-
come of suicidal ideation. Contrary to our hypothesis,
patients in the ASSIP group received treatment signifi-
cantly more (not less) often in a psychiatric hospital, al-
though not more psychiatric outpatient treatment than
CC group patients. These significant differences in some
but not all forms of help-seeking care, a secondary out-
come, could be interpreted as a treatment effect given that
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they are not readily explained by group differences in psy-
chopathology, or as a consequence of suicidal behavior
(see Fig. 2). Nevertheless, the exact reasons for these dif-
ferences remain unclear, and there was no evidence for
the ASSIP reducing need of psychiatric services more
than CC. It is also important to note that we observed a
high rate of repeat suicide attempts. Furthermore, we did
not include a third study arm with no treatment or TAU
only. Thus, whether the patients received any benefit (or
harm) from the two interventions examined remains un-
known.

There are also significant contextual differences be-
tween the settings in which the studies were conducted.
Treatment in the Swiss study was provided in a psychiat-
ric hospital setting, whereas the treatment in our study in
Helsinki was provided through a crisis center outside the
healthcare service system. The healthcare systems in
Switzerland and Finland differ in terms of the availability
and funding of services. Thus, there may be significant
differences in the standard treatments received. To our
knowledge, most of the participants of the Gysin-Maillart
et al. [12] trial received some type of psychotherapy after
the ASSIP intervention, whereas in Helsinki only a small
minority of patients received psychotherapy. It is possible
that for some patients the benefits of ASSIP are more ef-
fectively maintained or augmented if followed by other
psychotherapies. However, in this study, we aimed to ex-
amine the comparative effectiveness of two brief inter-
ventions, not the role of combining other treatments.

In addition, the patients participating in the studies
may have also differed significantly. In our study, patients
were younger and more often had clinical diagnoses of
affective or personality disorders, whereas they less often
presented with anxiety disorders. Thus, the patients in
our study seemed to be more severely ill than those in the
Swiss study. Furthermore, patients in our study also had
slightly more prior suicide attempts than those in the
Swiss study. It is likely that patients with more severe dis-
orders or long-term problems do not benefit as much
from brief treatment.

When interpreting our findings, we must also consid-
er both its strengths and limitations. This study is the first
to compare the effectiveness of ASSIP to another active
treatment. Patients were recruited from a group consist-
ing of individuals who attempted suicide treated in two
Helsinki City secondary care emergency units, represent-
ing the majority of patients attempting suicide and need-
ing emergency treatment. Suicide attempts and the treat-
ment received by patients during the 2-year follow-up
were carefully examined, both through interviewing pa-

ASSIP vs. Crisis Counseling

tients and by examining their medical and psychiatric re-
cords. The availability of medical and psychiatric records
from 99% of the ITT patients eliminated the risk of attri-
tion biasing our follow-up findings. In addition, those as-
sessing outcomes were blinded to the treatment alloca-
tion. The clinical diagnoses were available and carefully
checked from the medical and psychiatric records, and we
conducted multiple types of sensitivity analyses to con-
firm the robustness of our findings.

However, we must also outline some significant limi-
tations. First, patients with the medically most severe sui-
cide attempts (i.e., those needing acute surgery or assisted
ventilation) were primarily not included since they were
treated at Helsinki University Hospital. We also excluded
psychotic or severely substance-abusing patients. This in-
fluences the generalizability our findings. Second, our
study included more patients than the pivotal Swiss study
[12], and sampling was based on a power calculation.
However, in part because of the post-randomization con-
sent (Zelen) design, our ITT sample size (n = 161) reached
only two-thirds of the 240 patients originally estimated as
necessary to reach a sufficient statistical power, since a
significant minority of eligible patients (33%) declined to
participate. Therefore, this lack of a sufficient statistical
power (type II error) could, in theory, explain why we
found no clinically meaningful differences between the
intervention types. However, we find this explanation un-
likely, since the observed difference between the inter-
ventions was small (absolute risk difference -6.0%), and
the findings were quite consistent and robustly persisted
in all sensitivity analyses (risk difference ranging from
-10.7% to +0.8%). Nevertheless, we cannot exclude the
possibility of minor differences existing in the repetition
rates between intervention groups. Third, the proportion
of patients refusing participation following randomiza-
tion was somewhat higher in the CC arm (40.0 vs. 25.2%).
Thus, in theory, a selection bias may have influenced our
findings. However, we detected no significant differences
between the study groups in terms of characteristics re-
ported and measured (see Table 1). Fourth, adherence
amongst therapists to the ASSIP manual was not formal-
ly evaluated, although the therapists were trained and re-
ceived regular supervision in the intervention and had
used it clinically for years before this project began. Fifth,
because the therapists in both groups worked in the same
facility, some contamination of interventions between
therapists may have taken place. This may have some-
what diluted the effect of ASSIP compared to CC. How-
ever, none of the therapists in the CC group reportedly
videotaped interviews or used any of the other measures
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specific to ASSIP. Sixth, although all of the patients were
assessed before inclusion in the study as fulfilling the in-
clusion criterion of a suicide attempt with an intent to die,
unexpectedly some patients appeared not to have met this
eligibility criterion following a careful retrospective eval-
uation of their medical and psychiatric records after the
2-year follow-up period. However, we conducted a sensi-
tivity analysis excluding these patients, and found no dif-
ference in our results. The methodological challenges re-
lated to such patients will be reported elsewhere. Seventh,
reporting of suicide attempts was not always consistent
by patients or in the records, and in cases of discrepant
information, we had to rely on researchers’ best estimate.
However, the researchers were blinded to the treatment
allocation, and the findings were robust in sensitivity
analyses. Finally, the setting in which the study was con-
ducted, the MIELI Mental Health Finland, is a third-sec-
tor organization and not a part of or integrated into the
public sector psychiatric care system in Helsinki. Wheth-
er researchers’ lack of control over the standard treatment
provided to their patients influenced patient outcomes
remains unknown. This may influence the generalizabil-
ity of our results to other settings in which ASSIP is pro-
vided, particularly in settings where ASSIP is provided as
an integral part of comprehensive psychiatric services.
In this randomized study, we did not find that ASSIP
was more effective in preventing repeat suicide attempts
during a 2-year follow-up when compared with CC.
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