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What can Attachment Based Family Therapy Offer Depressed
and Suicidal Youth?
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By Pravin Israel , Guy S Diamond , Johan Siqveland & Gary M Diamond

Youth suicide is the third leading cause of death among youth (10-19 years), yet few treatments have been tested or
proven effective for this population. Interventions that have been tested are usually individual focused therapies.
However, studies consistently show family relationships as an important risk and protective factor for suicidal ideation
and behavior. This paper reviews the theoretical and empirical support for Attachment Based Family Therapy (ABFT)
– a manualized, empirically-based, brief psychotherapy model designed and developed specifically to treat suicidal
and depressed youth. ABFT draws from interpersonal theories that suggest the quality of interpersonal relationships
in the family play an important role in the development, maintenance, and relapse of depression and suicidal behavior.
The treatment targets key relationship processes such as parental availability and emotional attunement and helps
youth revise their negative expectancies for parental availability. This is accomplished by discussing core attachment
ruptures, as a means of resolving conflicts, improving communication, problem-solving, and affect regulation. The treatment manual is organized around five systematic therapeutic tasks that provide structure, focus, and goals for the
therapy. Four treatment studies suggest that ABFT is a promising empirically supported treatment for suicidal youth.

Introduction
Throughout the world suicide is the third
leading cause of death among 10–19 year
olds and a major public concern. In Norway, 69 people aged 15–24 died by suicide
in 2009 (The Norwegian Institute of
Public Health, 2010). Internationally,
20% of teenagers seriously consider
killing themselves and 5% to 8% attempt
suicide (AACAP, 2001; Grunbaum et
al., 2002). Surprisingly, there are few
well done intervention studies for youth
suicidal behavior, and in most of these
studies, the experimental treatment has
not been much better than control
(Spirto et al., 2002). In fact, a recent
meta-analysis of Cognitive Behavioral
Therapy (CBT) for youth suicide found
no significant effect of CBT for suicide
in this age group (Tarrier et al., 2008).
Clearly, there is a need to consider
alternative interventions.
Surprisingly, few treatment studies have
examined family interventions for this
population (see Harrington et al., 1998
and Huey et al., 2004). Yet, research on
youth suicide consistently identifies
family factors as an important risk and
protective factor for suicidal ideation
and behavior (henceforth called suicidal
behavior). Unlike adults, the family context is highly influential and inescapable.
Youth suicidal ideation and attempts are
more frequent in families characterized
as low in cohesion and parental responsiveness and high in conflict (Beautrais
et al., 1996; Brent et al., 1994; Fergusson
et al., 2000; Kurtz & Derevensky, 1993).
Prospective and cross-sectional studies
of both community and clinical samples
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also have linked parental criticism, emotional unresponsiveness, lack of care and
support, rejection and control to youth
suicidal ideation and attempts (Connor
& Rueter, 2006; Kerr et .al., 2006; see
Wagner et al, 2003 for review). Brent
and colleagues (1988) found that 20%
of youth suicides and 50% of non-fatal
suicide attempts were directly preceded
by conflict with parents. For some youth,
these negative family factors may be the
cause of suicide or merely provide the unstable and unsupportive context to fuel
youth suicide. But in either case, interventions that impove this development
cocoon, might be a promising means of
reducing this serious public heath problem.

Attachment Based Family
Therapy (ABFT)
ABFT is the first manualized, empirically-based, family therapy (i.e., 12 to
16 week) designed and developed specifically to target family processes associated with youth depression and suicide.
The treatment is informed by interpersonal theories of depression (Coyne,
1976; Gotlib & Hammen, 1992, Joiner
& Coyne, 1999) and focuses on factors
such as parental depression (Weissman
& Paykel, 1974), marital conflict, ineffective parenting practices (Cummings &
Davies, 1994), unmet attachment needs
(Greenberg, 1999), loss (Harris et al.,
1986) and negative parent-child interactions (Asarnow et al., 1993) as etiological and reinforcing factors of depression
and suicidal behavior. ABFT is also rooted
in Structural Family Therapy (Minuchin
& Fishman, 1983), Multidimensional
Family Therapy (Liddle & Hogue; 2000)

and Emotion Focused Therapy (Johnson,
1996), and shares many of their conceptualizations and intervention strategies.
The primary conceptual framework
organizing the treatment is attachment
theory and research (Allen et al., 1998;
Kobak & Sceery, 1988). Treatment aims
to specifically target important attachment processes; a) increase parental
availability and emotional attunement;
b) help youth resolve experience of loss
or trauma (defined broadly), and c) help
youth revise their negative expectancies
for parental availability by improving
communication and problem-solving in
the parent-youth dyad. This reparative
function rests on the principle that attachment models or expectancies are open
to revision based on new experience
across the life span (Bowlby, 1969). Most
of the evidence for change in attachment
organization is from studies that have
examined the negative effect of stressful
life events on attachment security (Kobak et al., 2006). However, the possibility
of positive effects on attachment organization has also been proposed (Main &
Goldwyn, 1988). Increased security can
result from later secure relationships
with a romantic partner or a therapist
and this speculation is supported by large
sample studies that find that the high
sensitivity in caregiving in early childhood can erase the effects of anxious
attachment during infancy (Belsky &
Fearon, 2002). This is the explicit goal
of Attachment based family therapy; to
improve parent-youth communication
and the youth's attachment security or
confidence in the parent's availability
and support.
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Model of family contribution
to youth suicidal behavior
According to the model underlying ABFT,
family conflict in general and lack of
confidence in a caregiver's availability
and responsiveness, specifically, puts a
youth at risk for suicide behavior through
three purported pathways (Figure 1).
The first purported pathway is through
hopelessness and low self-esteem that
are key psychological features of depression. When parents reject, criticize, argue
with and exhibit low levels of care for
their child, the child becomes vulnerable
to depression (Sheeber, et al., 2001).
Depression can make these youth more
susceptible to suicidal ideation in order
to escape these negative mood states
(Baumeister, 1990).
A second purported pathway is predicated on the important role that youthparent conversation has in facilitating
the development of essential, interpersonal cognitive-emotional skills, such as
perspective taking, emotion regulation,
impulse control, problem solving, etc.
Observational studies have operationalized dyadic security as a) a cooperative
resolution of goal-conflicts and b) parents
tolerance for allowing adolescents' to
have and express their opinion during
these conversations – a core affect regulation and problem solving skill (Kobak
et al., 1993; Roisman et al., 2001). Deficits in these skills are all important risk
factors for suicidal behavior (Williams
2005; Linehan, 1993). Without interaction with parental role model and facilitators of these skills, youth are denied
the important family development context where interpersonal problem solving
and emotion regulation is learned; skills
that can buffer against suicidal thinking
and behavior.
A third purported pathway is through
a breakdown in the protective function
of the attachment bond. More specifically, a lack of confidence in a caregiver's
availability leads youth to feel less able
to use their caregiver as a source of safety
or protection. Consequently, the youth
feels unable to turn to her/his family for
support when coping with suicidal ideation, victimization, school failure, or
other life challenges. Having important
bonds to other people that are important
and meaningful is an intrinsic human
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Figure 1: Model of Family Contribution to Youth Depression and Suicidal Behavior
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need, and thwarted belongingness is a
risk factor for suicidal behavior (Joiner,
2005). The lack of family support places
the youth at greater risk for suicidal
ideation.
In the light of these purported risk pathways, ABFT focuses on reducing parental
criticism and control and increasing
parental care and monitoring which, in
turn, is intended to improve the quality
of the youth-parent attachment relationship. Once the attachment relationship has been improved, it serves as a
secure base from which youth learn to
understand and express their emotions
and thoughts (including their suicidal
ideation) in a differentiated and regulated manner, problem solve, obtain developmentally appropriate support and feel
cared about and worthwhile. In some
cases, the repaired youth-parent attachment relationship also provides a context
for reworking or processing prior traumatic events (e.g., death of a family member, abandonment at the hands of a caregiver, childhood abuse, etc.). Furthermore, once parents are perceived as caring
and autonomy granting, they are better
positioned to guide and support their
youth as she/he navigates the challenges
of school, peer relations and other life
domains. To accomplish these goals,
there are five ABFT treatment tasks.
Each task may take one or several sessions. These sessions may be alone with
the youth or parent(s) or conjoint.

The Clinical Model
The Relational Reframe Task (Diamond
& Siqueland, 1998) is designed to shift
the focus of the therapy away from negative, critical parental attributions of the
youth (i.e., “stubborn,” “disobedient” or
“closed down”), which fuel youth anger
and withdrawal, and onto the quality of
the youth-parent relationship. Youth are
typically asked “Why don't you go to your
parents when you are feeling suicidal?”
This question shifts the focus of therapy
from fixing the youth to repairing the
relational ruptures that have damaged
trust in the family. If trust does not exist,
youth will not engage in open, honest
conversation with their parents about
their suicidal ideation or their feelings
and experiences in general.
The Alliance Building Task with the
Youth focuses on strengthening treatment engagement and building hope for
change. With the youth alone, the session
focuses on strengthening patient-therapist trust, identifying core family dynamics that fuel conflict, and encouraging
the youth to discuss these issues with a
parent. The essential goal of this task is
to gain the youth's agreement to engage
in open, honest conversation with their
parent(s) and to prepare the youth for
such in-session enactments.
The Alliance Building Task with the
Parent focuses on reducing parental distress and improving parenting practices.
This begins with a supportive exploration of stressors affecting the parent (e.g.,
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psychiatric distress, marital problems)
as well as examining parents' own attachment loses and how that affects their
parenting. When parents experience
empathy for their own vulnerabilities,
they become more empathic toward their
youth's struggles. In this softened state,
they become more receptive to learning
parenting skills that focus on affective
attunement and emotional facilitation
(Gottman et al., 1996).
The Reattachment Task culminates
the work in earlier sessions. In-session
conversations between youth and parent
focus on past and present experiences,
thoughts and feelings which have violated the attachment bond and damaged trust. These attachment ruptures may
result from a) stress due to the youth's
depression, b) a history of negative interactions and communication, c) abuse,
neglect, abandonment and or d) parental psychopathology. Regardless, when
reattachment episodes are successful,
parents respond to their youth's pain,
accusations, anger, and or hurt in a supportive, understanding, non-defensive
manner. Such responses can have a positive influence on the youth's confidence
in their parent's availability and enhance reliance on the parent as a caregiver.
Cognitively, the youth learns to perceive their parent as caring, interested,
able to tolerate their pain and anger,
and able to offer support and validation.
This can lead to a restructuring of youth's
schemas regarding self and other (i.e.,
parents). Emotionally, the opportunity
for the youth to engage in sustained conversations about his/her negative feelings
increases their ability to articulate, differentiate between, and regulate their emotions. Finally, these kinds of conversations increase tolerance for conflict and
increase parent youth trust. As the felt
security increases, the youth will more
likely turn to parents for help the next
time they feel suicidal and/or depressed,
rather than withdraw, isolate or self harm.
The last task, the Competency Promoting Task, aims to use the renewed
youth-parent relationship to facilitate
the youth's involvement and success in
extra-familial, prosocial contexts (e.g.,

school, employment, peer relations, sports).
Parents are taught to encourage, support
and advocate for their child as she/he
navigates life's challenges. Problemsolving
skills training has been a valuable component in other treatment approaches,
but is rarely done in a family context
where collaboratively resolving problems
can also be attachment building. Furthermore, successful problem solving and
success in school, peer relationships, etc.
builds a sense of competency and increases positive experiences, which can buffer
against further hopelessness, depression
and suicidal ideation (Dumont & Provost,
1999). Table 1 below lists the central
ABFT treatment targets, the change
oriented tasks/interventions, and the
expected outcome.

Empirical support for ABFT
To date, four studies have demonstrated
ABFT to be effective for reducing depression and suicide ideation. Thus, ABFT
has been designated as a “promising” empirically supported intervention (DavidFerdon & Kaslow, 2008). The first study,
an open trial showed that ABFT was
effective in reducing depres-sion and
suicidal ideation (Diamond, et al., 2003).

The second study randomized 32 youth
to 12 weeks of ABFT or a wait- list control condition. These youth met criteria
for a major depressive disorder (MDD)
Planned comparisons (group X time)
indicated that, compared to the 6-week
waitlist, 12 weeks of ABFT was associated with significant reduction in
depression, anxiety, and family conflict.
ABFT also yielded nearly significant
changes in attachment to mother, hopelessness and suicidal ideation in comparison to the control group. Given that
adolescents with imminent suicidal behavior were excluded (due to the waitlist condition), only 3 out of 16 adolescents randomized to ABFT met a critical level of suicidal ideation on the
Suicide Ideation Questionnaire. None
of these 3 adolescents met criteria for
imminent suicidal behavior at the end
of treatment.
After being on the wait list, these
patients received treatment. Of all
treated cases, 32% reported a clinically
signifi-cant level of suicidal ideation at
intake and only 12% reported such ideation at post-treatment. There was a
significant change overall on the total
SIQ score from a mean of 34 pre-treatment

Table 1: Targeted risk factors, relevant treatment task and expected outcomes.

Treatment target

Interventions

Expected outcome

Parental criticism
and blame

Relational reframe

Increase parental availability and empathy
for youth's distress.

Youth hopelessness
and disengagement
from parent

Alliance building
with Youth

Build treatment bond with youth, engage youth
in the treatment process, preparation for
reattachment episodes.

Parental stress and
preoccupation

Alliance building
with Parents

Build treatment bond with parent, increase
parental awareness of youth attachment needs,
establish reattachment as treatment goal,
preparation for reattachment episodes.

Reattachment
Episodes

Increase youth's perceptions of parent's availability and protection, increase youth's confidence in communicating goals and needs.
Work through memories of loss and abuse,
improve affect regulation.

Youth-parent
disengagement and
conflict
Poor youth functioning in extrafamilial contexts

Promote parental
support for youth
competency and
exploration

Increase use of the parent as a secure base
for developing new skills and competence
in peer and school contexts.
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to a mean of 21 post-treatment for the
treated sample as a whole, far below the
established clinical cut of 31. ES for
many of these parameters were promising.The full report of these findings can
be found in Diamond et al. (2002).
A third study was funded by the Centers for Disease Control and Prevention
to reduce suicide ideation (Diamond et
al., 2010). Sixty-six youth with clinical
levels of suicidal ideation and elevated
depression were randomized to ABFT
or Enhanced Usual Care (EUC). Elevated depression was used as inclusion
criteria to help identify with a higher
severity. Only 50% met criteria for major
depression disorder. Compared to EUC
(M=16.2, 95% CI, 10.1–22.2), youth
treated with ABFT (M= 5.2, 95% CI,
1.6–8.8) had significantly greater and
faster reductions in suicidal ideation during

16

treatment. These differences persisted
at follow-up (ABFT M=10.4; 95% CI,
5.6–15.2; EUC M=23, 95% CI, 15.6–
30.4) with a large effect size (ED= .97).
ABFT was also associated with significantly higher rates of clinical recovery
on suicidal ideation at all time points with
a strong effect size (OR=4.41). These findings persisted when looking at the subgroup of youth who met criteria for Major
Depressive Disorder (i.e., a more severe
population). Finally, ABFT retained
patients in treatment much longer (9.7
sessions) compared to usual care (2.9
sessions). This is important for a population that notoriously does not attend or
drops out of treatment prematurely.
There has been growing interest in
more targeted sub group populations.
For example, subjects with depression
and or suicide and a history of sexual or
physical abuse have been treatment
resistance, especially when treated with
CBT (Asarnow et al, 2009; Barbe, et
al., 2004; Lewis et al., 2010). In contrast,
Adolescents with a history of sexual abuse who received ABFT had significantly
lower suicidal ideation (mean=7.94,
SD=12.09) than those who received
EUC (mean=13.73, SD=10.15, p=.05)
(Creed, et al, under review). There is
also growing interest in Gay, lesbian, Bisexual youth, given that they are at high
risk for suicide. In new pilot research,
ABFT was shown to be very successful
in engaging and treating this population
as well (Diamond, et al, under review).
We have just completed a study using
ABFT as an after care treatment for
youth leaving the hospital after a suicide
attempt. Patients remained in treatment
for the full 16 weeks retained gains made
while in the hospital. (Diamond et al,
manuscript in preparation).
Recently, a small-scale RCT study (n=
20) was conducted in Stavanger, Norway.
Three therapists that were trained by the
developers of ABFT treated 11 patients
(ABFT). Compared with patients that
received treatment as usual (TAU, n=
9), ABFT had clinically significant symptom reduction using independent raters
(Hamilton Depression Rating Scale)
with high effect size (ES= 1.08) and

high retention in treatment (Israel &
Diamond, 2010). Despite a small sample
size, implementation and administrative
shortcomings, this study showed that
ABFT can be transported to Scandinavia, taught to Norwegian therapists, and
has potential to treat Norwegian youth.
In all the above studies only a very small
percentage of adolescents used anti-depressants. They were required to be stable
on the drug and still meet study criteria
before beginning the trial. Together, these
findings suggest that the utility and
external validity of ABFT is promising.

Conclusion
ABFT targets key intrapersonal and interpersonal elements that are often associated with youth suicide. Family factors
play a key role for young people and focusing on the family is a promising alternative to the existing individual and
group therapy models for this population.
ABFT has good support for youth with
severe suicide ideation, even if they are
depressed, have a history of sexual abuse,
or have an alternative sexual orientationfactors that have been associated with
poor treatment outcome. A pilot study
suggests that therapist in Norway can
learn and use this model. However, we
need studies with larger samples sizes
and stronger control conditions to be
more confident of this innovative treatment modality. Still, given the dearth
of effective treatments for suicidal youth,
the scientific results and theoretical
frame work is encouraging.
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