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Objective: Barriers to implementing evidence-based psychological treatments for suicidal thoughts and behaviors
in busy hospital settings exist. Transdiagnostic interventions may serve to facilitate training in evidence-based
treatment and more eﬃciently treat individuals with multiple psychiatric comorbidities. We describe the rationale for, process of, and initial data from implementing the Uniﬁed Protocol for Transdiagnostic Treatment of
Emotional Disorders (UP) on an inpatient unit for adults with suicidal thoughts and behaviors and aﬀective
disorders.
Method: We analyzed clinical intake and outcome data from a subsample of patients admitted during the six
months before and six months after UP implementation (n = 133 and n = 61, respectively), and available acceptability and ﬁdelity data from the month following UP implementation.
Results: Patients improved signiﬁcantly over the course of inpatient treatment before and after UP implementation. Eﬀects for depression, suicidal ideation, anxiety, and emotion regulation were similar before and
after UP implementation. Patients generally reported high acceptability of the UP and clinician ﬁdelity to the
protocol was variable during the month following UP implementation.
Conclusions: The UP may be a promising evidence-based intervention for inpatient settings that treat individuals
with suicidal thoughts and behaviors. Well-controlled, randomized trials are needed to determine eﬃcacy,
particularly regarding suicidal behavior after discharge.

1. Introduction

on inpatient units [6], underscoring the dual need to both improve
treatments for STBs and disseminate the most promising interventions
to inpatient contexts.
Newer transdiagnostic treatment approaches show promise in addressing some of the barriers to disseminating EBPTs, particularly in
inpatient settings. Transdiagnostic interventions, designed to apply
across a range of mental disorders, have the potential to simultaneously
treat an array of commonly co-occurring conditions or symptoms (e.g.,
social anxiety and alcohol misuse, PTSD and suicidal ideation, depression and self-injury) [7,8]. Given that STBs typically present in the
context of other disorders [9], interventions that can seamlessly address
a range of issues within the same therapeutic framework have advantages. This may be especially crucial in inpatient settings where

Suicide is a prevalent and burdensome public health problem. It is
the 10th leading cause of death across all ages in the United States, the
2nd leading cause of death for 18- to 34-year-olds, and the 4th for 35- to
54-year-olds [1]. Particularly concerning is the increase in the national
suicide rate over the past decade [2].
During the past quarter century, research aimed at establishing
evidence-based psychological treatments (EBPTs) for suicidal thoughts
and behaviors (STBs) has proliferated; however, few interventions have
consistently demonstrated eﬃcacy [3–5]. Further, the vast majority of
research on treatments for STBs has taken place in outpatient treatment
settings. Little is known about the psychological interventions provided
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3. Implementing the UP on an inpatient unit

group-based treatment is common, yet patients present with a wide
array of diagnoses that may make using a single-diagnosis protocol less
feasible.
Another barrier to disseminating EBPTs for STBs is the time and
resources needed to deliver program-wide training in an EBPT
[10]—especially daunting for inpatient settings that operate 24/7.
Transdiagnostic treatments allow providers to learn a single protocol
that can be ﬂexibly utilized across many diagnostically heterogeneous
patients, rather than undergoing expensive and time-consuming
training in numerous single-diagnosis approaches.

3.1. Building a Partnership
The collaboration between the UP research team and AMITA leadership was established over about two years. The Executive Director of
the Outpatient Program initiated contact (June 2015) with our training
institute, indicating their plan to adopt a hospital-wide “framework” to
provide a common therapeutic approach across levels of care (e.g.,
inpatient, residential, outpatient) and problem-focused programs (e.g.,
eating disorders, chemical dependency, OCD). A unitary treatment
framework was desired to provide consistency for patients transitioning
between levels of care and address patient comorbidity in problem-focused programs.
After several phone conversations, a UP trainer provided a one-hour
presentation at AMITA that included the transdiagnostic treatment rationale, an overview of UP skills, and UP applications in other routine
practice settings (November 2015). AMITA leadership indicated their
plan to ﬁrst implement the protocol on their aﬀective disorders inpatient unit to pilot test the training and administration eﬀorts that
could be later applied to the broader hospital context.

2. Applicability of the Uniﬁed Protocol to STBs
The Uniﬁed Protocol for Transdiagnostic Treatment of Emotional
Disorders (UP) [11,12] is one transdiagnostic intervention that may be
applicable to individuals presenting with STBs. The UP is an emotionfocused, cognitive-behavioral treatment designed to target any disorder
characterized by aversive reactions to frequent and intense negative
aﬀect. The original protocol consists of eight modules, ﬁve of which are
considered “core” and aim to extinguish distress in response to the
experience of strong emotion by fostering adaptive, non-avoidant
emotional responding through strategies such as cognitive ﬂexibility
and emotion exposure [12].
Though most controlled trials of the UP have focused on patients
with primary emotional disorders [13–15], the approach may also be
applicable to STBs. Several lines of research and theory indicate that
STBs may ﬁt within the UP's functional framework of treating the
aversive reactions to frequently occurring negative emotions that lead
to short-term relief but long-term exacerbation of negative aﬀect. For
one, the role of intense negative aﬀect in contributing to STBs is prominent within many extant theories of STBs [16–21] and negative affectivity prospectively predicts STBs [22–25]. From a clinical perspective, when experiencing overwhelming negative emotion, individuals
may fantasize about suicide, make a suicide plan, or take steps toward
ending their life to relieve or escape extremely distressing emotional
states.
There are several key conceptual diﬀerences between the UP and
other well-studied psychological interventions for STBs (e.g.,
[20,26–30]). Given that the UP targets factors underlying the development and maintenance of the full range of emotional disorders [8],
this treatment is thought to be applicable across problems maintained
by maladaptive emotion processing and regulation (potentially including STBs), whereas other evidence-based interventions are often
more narrowly focused on STBs (e.g., directly address speciﬁc vulnerability factors for suicide). Each core UP module seeks to engage the
treatment's putative mechanism of change – reduction of distress in
response to negative aﬀect – through cultivating an approach-oriented
stance to emotion. This emphasis on countering emotion avoidance
with non-avoidant emotional responding is not necessarily the primary
aim of all core strategies in other interventions (e.g., interpersonal effectiveness in Dialectical Behavioral Therapy [DBT]).
Initial empirical data support the feasibility of UP strategies for
STBs. In a recent proof of concept study, we adapted the UP for suicidal
individuals on a community crisis stabilization unit [8]. Patients
(N = 12) received usual care on the unit or usual care plus ﬁve 60minute, individual UP sessions. We observed high intervention feasibility (e.g., 5 of 6 patients completed all sessions) and acceptability
(e.g., signiﬁcantly higher satisfaction for the UP condition).
Given that the UP may represent a comprehensive and eﬃcient
EBPT approach for STBs and co-occurring conditions, we set out to
administer this EBPT on a large, hospital-based inpatient unit for STBs
and aﬀective disorders at AMITA Health Alexian Brothers Behavioral
Health Hospital (AMITA).

3.2. Adapting the UP
From December 2015 to August 2016, the UP team worked closely
with AMITA leadership and clinicians to adapt UP materials for this
inpatient unit, consistent with literature suggesting that transplanting
EBPTs from research to community-settings requires thoughtful adaptation [10], as treatments with high eﬃcacy in academic contexts often
fail to achieve similar outcomes in routine practice [31]. Unit inpatients
typically present with aﬀective disorders and acute STBs. The average
length of stay is 5 to 8 days, psychological treatment is primarily groupbased, and admission is rolling, underscoring the need for content that
could be presented independently from other skills. The UP was initially
developed to be delivered in 12 to 20 sessions [11] and although previous studies used adapted formats with rolling admission [32,33],
suicidal individuals [8], and in group [34], additional modiﬁcations
were necessary.
The UP team developed a seven-day schedule that allows patients to
receive all modules within their ﬁrst two days on the unit (Table 1).
Important foundational skills (e.g., Function of Emotions and Breaking
Down an Emotion, Mindful Emotion Awareness), emotion exposure
(Learning by Doing), and review and practice groups are repeated daily,
with each day focusing on a diﬀerent emotion (e.g., anger, sadness,
anxiety, guilt, joy). The additional UP modules (Motivation, Cognitive
Flexibility, and Emotion-driven Behavior and Alternative Action) are each
presented every other day.1
Given that most unit staﬀ, which includes nurses, bachelor's and
master's-level behavioral health associates (BHAs), and expressive
therapists, have limited or varied cognitive-behavioral therapy (CBT)
experience, detailed session outlines were developed. These outlines
provided speciﬁc suggested language for presenting skills and facilitating discussion (e.g., “Who here feels like they experience intense
emotions?”). With an average daily census of 24 patients, session content was abbreviated to allow for large group discussion. Content describing the application of UP concepts to STBs was added.
The most substantial modiﬁcations were made to Learning by Doing,
the module designed to ensure that patients amass practice using their
skills while experiencing moderate to strong emotions. In the outpatient
UP, patients are encouraged to engage in exposure exercises in vivo by
approaching emotion-eliciting situations in their lives; however,
1
The only original core UP module not included was interoceptive exposure
[11,12] due to the challenges of conducting these exercises in large groups
where complex medical comorbidities may exist.
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Table 1
Content of the modiﬁed uniﬁed protocol for delivery on an adult inpatient unit.
Module/Session
Function of Emotions and Breaking Down
an Emotion

Motivation
Mindful Emotion Awareness

Cognitive Flexibility

Emotion-Driven Behavior and Alternative
Action
Learning by Doing

Review and Homework

Session content

Session time

functional nature of emotions, as well as suicidal thoughts
• Discuss
brief (< 5-minute) daily mindfulness exercise
• Conduct
to break down emotional experiences into three components (thoughts, physical feelings,
• Learn
behaviors)
antecedents and consequences of responses
• Identify
breaking down a recent emotional experience, which can be a suicidal episode
• Practice
the concept of motivation and its relationship to outcomes
• Discuss
decisional balance exercise (costs/beneﬁts of change/treatment, costs/beneﬁts of living)
• Conduct
beneﬁts of nonjudgmental emotion awareness
• Discuss
10-minute nonjudgmental emotion awareness exercise using a script
• Conduct
skill for anchoring in the present moment
• Learn
group game to label thoughts, physical sensations, and behaviors as past-, present-, or future• Play
oriented
interacting relationship between thoughts and physical sensations and behaviors/urges
• Highlight
negative automatic thoughts and conduct ambiguous picture exercise
• Introduce
generating more ﬂexible interpretations for negative automatic thoughts
• Practice
and identify emotion-driven behaviors and corresponding short- and long-term
• Introduce
consequences
and generate adaptive alternative actions
• Introduce
emotion exposure
• Introduce
emotion exposure exercise(s) as a group in which patients practice (or imagine using)
• Conduct
previously learned skills while experiencing a strong emotion
potential idiographic emotion exposure exercises for future practice
• Identify
of skills
• Review
• Practice of skills using worksheets

50 min (daily)

a

60 min (every other
day)
60 min (daily)

40 min (every other
day)
40 min (every other
day)
60 min (every other
day)

60 min (daily)

Note. Each day of the week focuses on a diﬀerent emotion throughout all daily groups (e.g., anger, anxiety, sadness, etc.).
a
A brief mindfulness exercise focused on one's breath is conducted during the ﬁrst Module/Session of the day.

3.4. Challenges encountered

inpatients may have limited access to their typical stressors. Thus,
about 20 exercises were developed to conduct emotion exposures
during group (e.g., musical mood inductions, ﬁlm clips) and oﬀer other
activities for further practice on the unit (e.g., making a post-discharge
plan).
The UP team also modiﬁed and shortened the original UP workbook
[35] to correspond to content presented during the group sessions.

It became clear that the SODOTO method had limitations. For example, the trainer and senior clinician had limited to no opportunities
to implement the SODOTO method with some BHAs (e.g., who worked
weekends). Whereas some staﬀ immediately implemented the UP to
ﬁdelity, others struggled with basic UP principles. For example, some
staﬀ were hesitant to engage patients in exposure exercises, fearing
patients would decompensate.
To aid implementation, additional educational materials, including
a narrated overview and detailed presentations for each UP module,
were provided. Further, a UP “primer” was written to further orient
staﬀ to the treatment goals and principles, emphasizing the limitations
of avoidance and the long-term beneﬁts of experiencing emotions
without maladaptive emotion-driven behaviors. To encourage adoption
of terminology and aid memory, a glossary of commonly used terms
and a checklist of major content of each module were created. Staﬀ
observed the AMITA trainer deliver Learning by Doing to witness patients undergoing emotion exposures without decompensating.
Additional consultation was provided to expressive therapists conducting Learning by Doing modules, which focused on utilizing their
experience in therapeutic creative arts (e.g., music, writing, roleplaying) to help induce aﬀect.
Implementing nearly all modules daily allowed patients to gain a
better understanding of UP skills; however, after several days, some
patients expressed irritation with the repetition. In response, alternative
exercises and stimuli continue to be developed to increase variety
within modules. The ﬁve primary emotions were expanded to include
grief and love so that every day in the sequence focused on a diﬀerent
emotion.
Below, we present the methods used to collect clinical outcome
data, followed by preliminary results from the six months before and
after UP implementation.

3.3. Implementation
Implementation began in fall 2017. Typical UP training program
implementation begins with a staﬀ-wide, day-long or multi-day didactic
workshop. This was not possible for the AMITA inpatient unit because
the unit must remain fully staﬀed at all times and training staﬀ oﬀ-duty
was ﬁscally prohibitive. Instead, one trainer at AMITA, a licensed
clinical psychologist with 18 years of CBT experience was certiﬁed as a
UP supervisor by audio-recording group sessions, which were rated for
adherence and competence by UP experts [13].
The AMITA trainer subsequently provided a 45-minute presentation
on the UP to the unit staﬀ and began delivering the ﬁrst UP module on
the unit. A lead BHA (“senior clinician”) observed the trainer implement each module. The second UP module was introduced by the
trainer the following week with the senior clinician observing. During
this second week, the senior clinician independently implemented the
ﬁrst module, with unit staﬀ observing. In the third week, the trainer
implemented the third module with the senior clinician observing,
while the senior clinician implemented the second module, and the
remaining BHAs implemented the ﬁrst module. This staggered module
implementation and nested training approach, akin to a “see-one-doone-teach-one” (SODOTO) method [36], continued until all modules
were implemented. The AMITA trainer transitioned to observing and
providing feedback to unit staﬀ, while formally rating adherence for a
subset of UP groups. Consultation groups were used to provide feedback, address staﬀ's concerns, and provide education on the UP.
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4. Methods

discharge. Because the process for collecting clinical outcomes was not
yet routine, of the ~1500 patients admitted or discharged during the
12 months examined, clinical outcome data were available for only 194
patients or ~13% (133 pre-UP and 61 post-UP). There is no systematic
explanation why outcome data are only available for some patients.
Additionally, demographic data were missing for 44 (22.7%) of the 194
patients with outcome data because the hospital transitioned to a new
EMR in April 2018, and research staﬀ were unable to access data in the
new system. The available demographic data for 1295 patients admitted or discharged during this period were compared to the 150
patients with demographic and outcome data; there were no signiﬁcant
diﬀerences by age, gender, or race/ethnicity.
Here we present demographic information for the 150 patients with
both demographic and outcome data. Over half (51.7%) of these 150
patients were female, with a mean age of 34.1 years (SD = 13.6), and
predominantly non-Hispanic white (75.2%), with the remaining identifying as Latinx (10.1%), African American (4.0%), Asian (3.4%), or
another race/ethnicity (1.3%); 6.0% refused to disclose or were missing
this information. Patients were diagnosed with up to ﬁve mental disorders, with a mean of 2.5 diagnoses (SD = 1.0). Primary diagnoses
included unipolar depressive disorders (68.7%), bipolar disorder
(19.3%), adjustment disorder (4.0%), perinatal depressive disorder
(2.0%), alcohol use disorders (2.0%), anxiety disorders (2.0%), somatic
disorders (0.7%), eating disorders (0.7%), and unspeciﬁed mood disorder (0.7%). The majority of these 150 inpatients funded their treatment through commercial insurance (79.3%), with the remaining patients using Medicaid or Medicare (14.7%), or hospital-funded charity
care (6.0%). The median length of stay for these 150 patients was
5 days (mean = 6.5, SD = 4.6).
Among the 194 patients with outcome data, 100 (51.5%) patients
had C-SSRS data at admission. C-SSRS data were missing for 44 (22.7%)
patients admitted after the go-live of the new EMR and for 50 (25.8%)
patients who either refused to answer these questions or bypassed the
hospital's standard intake assessment because they were assessed at
another facility. Results from the C-SSRS data indicate that over half
(51.6%) endorsed Level 5 (most severe) ideation, 18.6% endorsed Level
4, 11.3% endorsed Level 3, 6.2% endorsed Level 2, and 4.1% endorsed
Level 1 as their highest suicidal ideation in the past 48 h; 8.3% of patients denied recent thoughts of suicide. An actual, aborted, or interrupted suicide attempt was disclosed by 24.0% of patients within 48 h
of admission, and by 42.7% of patients in their lifetime. C-SSRS data
collected as discharged were not analyzed because all patients denied
STBs on this measure.

4.1. Procedures
Descriptive and outcome data were obtained at admission and/or
discharge as part of the hospital's clinical assessment and outcome
process. All data were de-identiﬁed prior to analysis in accordance with
the Safe Harbor standard (45 CRF 164.514[a][b]). Because we used
existing clinical data, the study was classiﬁed as exempt by the hospital
IRB.
4.2. Measures
4.2.1. Demographic and clinical information
Age, race/ethnicity, gender, length of stay, and diagnoses were
obtained from the electronic medical record (EMR).
4.2.2. Patient Health Questionnaire (PHQ-9) [37]
Instructions for this nine-item self-report measure were modiﬁed to
assess depressive symptom severity in the last week.
4.2.3. Generalized Anxiety Disorder 7-Item Scale (GAD-7) [38]
Instructions for this seven-item self-report measure were modiﬁed
to assess anxiety symptoms in the last week.
4.2.4. Diﬃculties in Emotion Regulation Scale (DERS-18) [39]
This is an 18-item self-report measure of emotion dysregulation in
six domains. Instructions did not indicate a time frame.
4.2.5. Columbia-Suicide Severity Rating Scale (C-SSRS) [40]
The C-SSRS – Lifetime/Recent and Discharge Versions were used to
assess suicide severity at admission and discharge, respectively [40].
The time frame for “Recent” in the ideation sections was modiﬁed from
“past month” to “past 48 hours” to evaluate medical necessity for inpatient admission.
4.2.6. Acceptability
To better understand the UP's acceptability and tolerability, previous UP research feedback forms were modiﬁed [8,41] to include
general items (e.g., enjoyment of group, relevance of content to patients' lives, belief that the will help patients' cope), and module-speciﬁc
items assessing understanding of content. For example, for the Motivation module, patients rated how well they understood the pros and
cons of change, that it is common to feel conﬂicted about change, and
understanding of the decisional balance skill. Items were rated and
averaged using a 5-point Likert scale (1 = not at all, 5 = very much).

4.4. Data collection
Clinical outcome measures were administered by unit clinicians.
Acceptability data were collected anonymously during the month immediately after UP implementation. Clinicians leading UP groups were
instructed to administer feedback forms after each group; however, this
measure was only given after 4 of 7 UP modules, resulting in a total of
73 completed forms. The AMITA trainer used the ﬁdelity measure to
rate six UP sessions (selected based on the trainer's schedule) during the
month after UP implementation. These six sessions (spanning 5 of 7
modules) were conducted by 4 of 6 non-senior BHAs trained in the UP.

4.2.7. Fidelity
The UP team adapted the ﬁdelity measure from previous trials [13].
Each ﬁdelity measure (one per module) comprised 4 to 7 items assessing delivery of key points (e.g., for Cognitive Flexibility, “therapist describes the reciprocal relationship between thoughts/emotions”) using
yes/no responses followed by an item assessing whether any interventions not included in the UP were delivered (reverse-scored). It was
decided a priori that adherence would be calculated based on the
percentage of applicable items with aﬃrmative responses and > 80%
would be considered adherent [12].

5. Data analysis
Paired t-tests were conducted for pre-UP and post-UP implementation conditions to determine statistical signiﬁcance of changes in outcomes from admission to discharge. Standardized mean eﬀect sizes and
95% conﬁdence intervals, which include a correction for non-independent repeated measures [43], were calculated for pre-post change
within each condition [44]. Hedge's g and 95% conﬁdence intervals
were computed to estimate the eﬀect size of the diﬀerence in outcomes
between the pre- and post-UP conditions [43,45,46]. The eﬀects of UP

4.3. Participants
Patients were divided into two conditions: those admitted or discharged from the unit six months prior to UP implementation (April
2017 to September 2017) and those admitted or discharged six months
after UP implementation (December 2017 to May 2018). In preparation
for new regulatory requirements [42], unit clinicians began intermittently administering clinical outcome assessments at admission and
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Table 2
Descriptive statistics and change in outcomes from admission to discharge by implementation condition (pre- vs. post-UP).
Admission

Discharge

95% CI

M

SD

M

SD

ΔM

t

p

ESw

SE

LL

UL

Pre-UP (n = 133)
PHQ-9
PHQ-9 SI
GAD-7
DERS-A
DERS-C
DERS-G
DERS-I
DERS-N
DERS-S

13.64
1.33
10.81
7.53
7.36
10.02
6.50
8.65
7.97

8.08
1.13
6.59
3.29
3.04
4.09
3.44
4.03
3.72

6.56
0.46
5.79
7.05
6.20
8.38
5.41
7.08
6.44

5.74
0.76
5.44
2.88
2.73
3.75
2.54
3.56
3.06

7.08
0.87
5.02
0.48
1.17
1.64
1.09
1.57
1.53

10.86
9.41
10.17
1.87
4.25
5.32
4.10
5.30
5.29

< 0.001
< 0.001
< 0.001
0.064
< 0.001
< 0.001
< 0.001
< 0.001
< 0.001

0.98
0.85
0.90
0.16
0.37
0.46
0.37
0.46
0.47

0.11
0.11
0.10
0.08
0.10
0.08
0.09
0.08
0.09

0.76
0.64
0.70
0.00
0.18
0.30
0.19
0.30
0.29

1.19
1.06
1.09
0.33
0.56
0.63
0.54
0.63
0.64

Post-UP (n = 61)
PHQ-9
PHQ-9 SI
GAD-7
DERS-A
DERS-C
DERS-G
DERS-I
DERS-N
DERS-S

15.51
1.46
13.26
7.87
7.82
10.48
7.44
8.82
8.77

7.45
1.10
6.07
2.75
3.34
3.67
3.67
4.08
3.75

7.00
0.46
6.46
6.85
5.92
8.28
5.77
6.66
6.66

6.05
0.74
5.71
2.57
2.35
3.16
3.11
3.27
3.24

8.51
1.00
6.80
1.02
1.90
2.20
1.67
2.16
2.11

8.64
6.45
8.21
2.82
5.04
4.51
4.19
4.46
4.65

< 0.001
< 0.001
< 0.001
0.006
< 0.001
< 0.001
< 0.001
< 0.001
< 0.001

1.12
0.85
1.05
0.36
0.67
0.58
0.54
0.58
0.60

0.11
0.11
0.10
0.08
0.10
0.08
0.09
0.08
0.09

0.77
0.49
0.72
0.09
0.40
0.28
0.30
0.31
0.32

1.46
1.20
1.38
0.63
0.95
0.88
0.79
0.86
0.87

Note. PHQ-9 = Patient Health Questionnaire-9 item version; PHQ-9 SI = PHQ-9 Item 9 assessing suicidal ideation; GAD-7 = Generalized Anxiety Disorder- 7 item
scale; DERS-A = Diﬃculties in Emotion Regulation Scale- Lack of emotional awareness scale; DERS-C = Diﬃculties in Emotion Regulation Scale- Lack of emotional
clarity scale; DERS-G = Diﬃculties in Emotion Regulation Scale- Diﬃculty engaging in goal-directed behavior; DERS-I = Diﬃculties in Emotion Regulation ScaleImpulse control diﬃculties scale; DERS-N = Diﬃculties in Emotion Regulation Scale- Nonacceptance of emotional responses; DERS-S = Diﬃculties in Emotion
Regulation Scale- Limited access to emotion regulation strategies; M = mean; SD = standard deviation; SE = standard error.

condition on change from admission to discharge were examined directly for each of the outcomes. Using the xtmixed command in Stata,
linear mixed models were conducted to examine the interaction between UP condition (pre-UP versus post-UP) and time (admission vs.
discharge) as ﬁxed eﬀects, with a random intercept for patient and a
random slope for time.

Table 3
Eﬀect size of outcomes at discharge between the pre- and post-UP implementation conditions.
Hedge's g

PHQ-9
PHQ-9 SI
GAD-7
DERS-A
DERS-C
DERS-G
DERS-I
DERS-N
DERS-S

6. Results
Results from paired t-tests indicated that depression, suicidal ideation, and anxiety improved signiﬁcantly in both conditions, with large
within-condition eﬀects (see Table 2).2 Between-condition eﬀect sizes
indicate that symptom outcomes were not statistically diﬀerent between pre- and post-UP implementation conditions (as evidenced by
95% conﬁdence intervals including zero; see Table 3). Linear mixed
models indicate no signiﬁcant interaction between pre-post changes in
symptoms and condition, though a non-signiﬁcant trend was observed
for anxiety symptoms (β = −1.78, SE = 0.92, 95% CI [−3.57, 0.013]).
The pre-UP implementation improved signiﬁcantly on 5 of 6 aspects of
emotion regulation (not emotional awareness), with small eﬀects,
whereas the post-UP condition improved signiﬁcantly on all facets of
emotion regulation, with moderate eﬀects except for emotional
awareness (a small eﬀect). Between-condition eﬀect sizes and 95%
conﬁdence intervals, as well as linear mixed models, indicated that
improvements in emotion regulation were not statistically diﬀerent
between conditions.
The average acceptability score across the 73 patient feedback
forms (administered during the month after implementation) was 3.85
(SD = 1.14) on a 0 to 5 scale. Mindful Emotion Awareness had the
highest mean acceptability rating at 4.14 (SD = 1.07), followed by
Function of Emotions and Breaking Down an Emotion at 4.11 (SD = 0.92)
and Review and Homework at 3.91 (SD = 1.12). Motivation had the
lowest mean rating at 3.41 (SD = 1.22).

−0.07
0.05
−0.12
0.07
0.11
0.03
−0.13
0.12
−0.07

95% CI
LL

UL

−0.37
−0.25
−0.42
−0.23
−0.20
−0.28
−0.44
−0.18
−0.37

0.23
0.36
0.18
0.37
0.41
0.33
0.17
0.42
0.23

Note. PHQ-9 = Patient Health Questionnaire-9 item version; PHQ-9 SI = PHQ9 Item 9 assessing suicidal ideation; GAD-7 = Generalized Anxiety Disorder- 7
item scale; DERS-A = Diﬃculties in Emotion Regulation Scale- Lack of emotional awareness scale; DERS-C = Diﬃculties in Emotion Regulation ScaleLack of emotional clarity scale; DERS-G = Diﬃculties in Emotion Regulation
Scale- Diﬃculty engaging in goal-directed behavior; DERS-I = Diﬃculties in
Emotion Regulation Scale- Impulse control diﬃculties scale; DERSN = Diﬃculties in Emotion Regulation Scale- Nonacceptance of emotional responses; DERS-S = Diﬃculties in Emotion Regulation Scale- Limited access to
emotion regulation strategies; 95% CI = 95% Conﬁdence Interval; Hedge's g
was calculated for between condition comparison of discharge scores.

The average clinician adherence rating for the six rated group sessions was 73.3%. Three sessions (Function of Emotions and Breaking
Down an Emotion, Mindful Emotion Awareness, and Cognitive Flexibility)
were considered adherent (100% for two sessions and 80% for one).
Three sessions did not meet criteria for adherence (60%, 50%, and 50%
for Motivation, Function of Emotions and Breaking Down an Emotion, and
Emotion Exposure, respectively).
7. Discussion

2

Cutoﬀs used for determining small, moderate, and large eﬀects were 0.2,
0.5, and 0.8 [49].

Despite recent eﬀorts to develop EBPTs for STBs, relatively few
5

General Hospital Psychiatry xxx (xxxx) xxx–xxx

K.H. Bentley et al.

conditions, questioning our internal validity. Third, all patients denied
suicidal ideation on the C-SSRS at discharge – likely reﬂecting fears that
endorsing STBs could result in continued hospitalization – which prevented analysis of an in-depth measure of STBs. Another limitation is
the lack of follow-up outcome data. Acceptability data were collected
anonymously, which may have encouraged more honest feedback, but
left us unable to determine whether characteristics of patients who
provided acceptability ratings are generalizable. Clinicians were responsible for administering feedback forms, which not only resulted in
missing data for three UP modules but also may have introduced selection bias that positively skewed our acceptability results. Lastly, ﬁdelity was formally rated for only a small number of sessions during the
month after UP implementation.
These limitations in part reﬂect the many challenges inherent in
conducting clinical research on an active hospital inpatient unit, especially without funding. Despite these limitations, this study oﬀers promising (albeit preliminary) data to support the feasibility and acceptability of delivering the UP in an inpatient setting [13–15]. The similar
eﬀects before and after implementation provide an initial (and again,
preliminary) indication that standardizing delivery across a hospital
system with the UP does not negatively impact eﬀectiveness at the
highest level of care. There is a need for more rigorous, well-controlled
research with inpatients with STBs to isolate the potential impact of the
UP and to collect key outcomes (including suicide attempts and repeat
hospitalizations) after discharge.
Our hope is that these reﬂections are helpful to others striving to
improve evidence-based care within hospital settings. Extending EBPTs
to the clinical settings that treat individuals at high risk for suicide is
wrought with challenges, yet an area with great potential impact.

studies have examined the implementation of empirically supported
treatments in inpatient settings. Transdiagnostic interventions targeting
shared functional processes underlying a range of mental disorders may
be well-suited to treating patients with complex psychiatric comorbidities. The UP [11,12] is a transdiagnostic, cognitive-behavioral
intervention that holds promise for treating inpatients with STBs and
comorbid disorders. Our work implementing the UP on an adult inpatient unit has resulted in several observations warranting further
commentary.
We ﬁrst established a collaborative partnership between the UP
team and hospital leadership. Starting with a single unit as a pilot allowed us to identify and respond promptly to challenges, thereby anticipating and preemptively circumventing similar challenges when
implementing across the hospital. Our second step was to iteratively
adapt this EBPT to meet the unique needs of the hospital inpatient unit,
which required considerable “ﬂexibility within ﬁdelity” [47,48]. Close
involvement of the team with intimate knowledge of and experience
with the protocol has ensured the core concepts of this EBPT remain
unchanged.
Flexibility has also been critical during our third step of staﬀ
training. As the typical day-long or even multi-day training workshops
were not feasible, an abbreviated workshop was conducted and supplementary self-study learning materials were developed for staﬀ
members who were unable to attend the workshop. A train-the-trainer
model followed by a SODOTO approach was used to train staﬀ. We
recommend others interested in implementing EBPTs within hospital
settings consider starting with a single program, focusing on ﬂexibility
within ﬁdelity during protocol adaptation, and shifting typical training
formats as needed.
Patients improved in both pre- and post-UP implementation conditions with large eﬀects for depression, suicidal ideation, and anxiety,
and small-to-moderate eﬀects for emotion regulation. Eﬀect magnitudes were larger in the post-UP implementation condition for nearly
all outcomes; however, diﬀerences were not statistically signiﬁcant.
These ﬁndings are perhaps unsurprising given that all patients underwent intensive inpatient care. Further, the goal of using the UP was not
necessarily to have superior eﬀects [13], but to adopt a unitary treatment framework across all units and levels of care. It is possible that
with larger (and better matched) sample sizes, outcomes may favor the
UP, especially at follow-ups after discharge, given the UP's emphasis on
long-term adaptive emotion management.
Mean acceptability scores from the month after UP implementation
indicated that patients perceived 3 of the 4 assessed UP modules as
helpful and Motivation as “somewhat” helpful. These preliminary data
suggest that overall, this intervention was well-received. Fidelity to the
UP during the month following implementation was variable and
somewhat lower (at 73% overall) than anticipated. This may be a
function of how immediately these sessions were rated after UP implementation, or a limitation of the SODOTO method. As described
earlier, after our initial SODOTO approach to training, we created additional didactic training materials for staﬀ, encouraged staﬀ to observe
the UP trainer delivering additional modules (especially the exposure
module), and provided extra direct consultation to unit therapists.
Future UP implementation and training eﬀorts could consider, if resources permit, live observation or review of tapes or videos for all unit
clinicians initially delivering the protocol (or at least a sample of sessions for each clinician), followed by individualized feedback as
needed, or a co-leader approach in which a unit clinician with more
protocol experience (or higher ﬁdelity ratings) partners with a clinician
with less experience (or lower ﬁdelity ratings) to co-lead a limited
number of sessions.
There are several limitations of our current data. First, outcome data
were available for only a relatively small subsample (~13%) of patients, calling into question the generalizability of our ﬁndings. Second,
the lack of a randomized controlled trial means that time or other third
variables may have aﬀected outcomes during pre- and post-UP
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