agement information systems is required to address the burden of mental as well as physical disorders and their cooccurrence in sub-Saharan Africa.
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Can reduced drinking be a viable goal for alcohol dependent patients?
Abstinence from any alcohol remains the safest treatment
option for individuals with alcohol dependence, and the one
associated with the best long-term outcomes.
However, many individuals with alcohol use disorders, including severe alcohol dependence, do not wish to seek treatment
because they are unwilling or feel unable to engage in abstinence1. Thus, allowing for alternative treatment options that
offer drinking reduction goals is an important step to decrease
the treatment gap associated with alcohol use disorder.
People in treatment are likely to change their drinking goals
a number of times. Acceptance of a patient’s drinking goal in a
client-centered approach usually helps create a stronger therapeutic alliance, and patients who initially select a moderation
goal might ultimately transition to abstinence2.
Controlled studies testing this alternative approach have
shown sustained drinking reductions for many patients following
behavioral treatments and pharmacotherapy3,4. With reduced
drinking, long-term improvements have been reported regarding
mortality rates, incidence of alcohol-associated injuries and
accidents, levels of mood symptoms, quality of life, social functioning, along with significant weight reduction, a normalization
of systolic and diastolic blood pressure, slowed progression of
alcohol-attributable liver fibrosis, and recovery of ventricular
heart function5.
Treatment guidelines and the guidance papers of European
and US authorities have taken note of these research findings
and accept “intermediate harm reduction” (European Medicines Agency, EMA) or “low-risk drinking limits” (US Food and
Drug Administration, FDA) as indicators of treatment success.
The FDA recommends a low risk drinking outcome of no
heavy drinking days (where a heavy drinking day is defined as
more than 70 g of alcohol for men and more than 56 g of alcohol for women). The EMA allows several harm reduction goals,
including change from baseline in mean daily consumption of
alcohol and reduction in number of heavy drinking days
(where a heavy drinking day is defined as more than 60 g of
alcohol for men and 40 g of alcohol for women).
The EMA also provides examples of the levels of reduction
that could indicate a positive treatment response, including a
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50%, 70% or 90% decrease in mean daily alcohol consumption
or a significant categorical shift in World Health Organization
(WHO)’s risk levels of drinking.
Recently, the clinical value of a shift in WHO risk levels of
drinking with respect to improvement in functional outcomes
has been validated in a clinical sample6 and a populationbased sample7 of drinkers. Specifically, results indicated that
even a one level shift in WHO risk levels – e.g., reduction from
very high risk (611/1011 g per day for women/men) to high
risk (41 to 60/61 to 100 g of alcohol per day for women/men) –
resulted in clinically meaningful decreases in drinking consequences and improvements in mental health.
Based on this compelling scientific evidence4-7, there is
growing recognition that harm reduction outcomes including
reduced alcohol consumption need to be considered in addition to abstinence for defining treatment success, even among
alcohol dependent patients.
However, at the level of individual patients, potential limitations need to be acknowledged. The harm reduction approach
may deter severely affected individuals from the difficult path
towards abstinence. Even among those who accept reduced
drinking as a viable treatment option, there is consensus that
non-abstinence goals are less appropriate for some patients,
particularly those at the severe end of the alcohol dependence
continuum and pregnant/nursing women.
In conclusion, a wider acceptance of reduced alcohol consumption as a goal for dependent patients holds the potential
to increase the appeal of seeking help for many of these underdiagnosed and undertreated individuals. Consequently, treatment demands could increase considerably and require additional professional involvement. This calls for a more active role of
psychiatrists in counseling, monitoring and treating patients in
this sensitive area of mental health care.
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Factors protecting against the development of suicidal ideation in
military veterans
The growing rate of suicide among military veterans is a critical public health concern1,2. Accordingly, there is an urgent need
to better identify at-risk veterans and provide early targeted
interventions3. Numerous studies have examined risk factors for
suicide in veterans, which have generally focused on mental and
physical health problems4,5. Surprisingly scarce research has
sought to identify modifiable protective factors, despite emerging theoretical frameworks of suicide risk emphasizing such
factors, including psychological resilience (i.e., psychological
qualities that allow one to better manage adversity, such as selfefficacy and cognitive flexibility), acceptance-based coping (i.e.,
acceptance that a traumatic or stressful life event is real and
must be addressed), social support, optimism, and curiosity6-8.
Characterization of risk and protective factors linked to early
indicators of suicide risk, such as suicidal ideation, is critical
to informing targeted suicide prevention efforts3. Prospective
cohort studies that follow population-based, non-psychiatric
samples prior to the development of suicidal ideation are an
ideal context within which to identify such factors. We explored
the risk and protective factors associated with the development
of suicidal ideation over a 4-year period in a nationally representative sample of military veterans.
We analyzed data from the National Health and Resilience in
Veterans Study, a nationally representative, prospective cohort
study of US veterans. The sample was drawn from a survey panel
of 50,000 US adults maintained by GfK Knowledge Networks Inc.
The baseline survey was conducted in September-October 2011,
and follow-up surveys were carried out in September-October
2013 and 2015. In the current study, we analyzed data from 2,093
veterans who did not endorse suicidal ideation at baseline and
who completed at least one follow-up assessment over the 4-year
follow-up period. The study was approved by the Human Subjects Subcommittee of the VA Connecticut Healthcare System.
Suicidal ideation was assessed using a two-part question
from the Patient Health Questionnaire-9: “Over the last 2 weeks,
how often have you been bothered by the following problems:
thoughts you might be better off dead, and thoughts of hurting
yourself in some way?”. Items were coded 0 (“not at all”), 1
(“several days”), 2 (“more than half the days”), or 3 (“nearly
every day”). Incident suicidal ideation was operationalized as
endorsement of “1” or higher on either question over the 4-year
follow-up period. A comprehensive range of socio-demographic,
military, health and psychosocial (perceived resilience, opti-
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mism, purpose in life, social support, coping strategies, and religiosity/spirituality) characteristics were assessed9.
A hierarchical multivariate binary logistic regression analysis
was conducted to evaluate baseline predictors of incident
suicidal ideation over the 4-year period. Socio-demographic
(e.g., age) and military (e.g., combat veteran status) variables
were entered in step 1; potential risk factors (e.g., depression,
post-traumatic stress disorder (PTSD), somatic problems) in
step 2; and potential protective factors (e.g., scores on measures
of psychosocial characteristics and social connectedness) in
step 3. Incident suicidal ideation (no/yes) was the dependent
variable. The analysis was weighted post-stratification based on
the demographic distribution from the most contemporaneous
current population survey of the US Census Bureau, to permit
generalizability to the US veteran population.
The mean age of the sample was 62.4 6 13.8 years (range 2293) and included predominantly male (92.0%), white (78.5%) and
non-combat-exposed (68.4%) veterans. One hundred forty-three
(weighted 7.5%) veterans developed suicidal ideation over the
4-year follow-up period.
Increased risk of incident suicidal ideation was associated with
loneliness (i.e., score on Short Loneliness Scale; relative risk ratio,
RRR51.22, p50.002; relative variance explained, RVE516.5%);
disability in instrumental activities of daily living (i.e., endorsement of needing help with activities such as doing housework
and taking medication properly; RRR53.46, p<0.001; RVE5
14.8%); PTSD symptoms (score on PTSD Checklist; RRR51.05,
p<0.001; RVE57.9%); somatic problems (i.e., score on somatization subscale of Brief Symptom Inventory-18; RRR51.09, p<0.001;
RVE57.0%); alcohol use problems (i.e., score on Alcohol Use Disorders Identification Test-Consumption; RRR51.10, p50.001;
RVE55.7%); denial-based coping (i.e., endorsing use of denial to
cope with trauma on the Brief COPE; RRR53.36, p50.002;
RVE54.3%); and higher age (RRR51.02, p50.015; RVE5 2.0%).
Decreased risk of incident suicidal ideation was independently associated with greater social support (score on Medical
Outcomes Study Social Support Scale-5; RRR50.94, p50.002;
RVE520.3%); curiosity (score on “I frequently find myself looking for new opportunities to grow as a person (e.g., information,
people, resources)” item from the Curiosity and Exploration
Inventory; RRR50.85, p<0.001; RVE59.3%); resilience (score on
Connor-Davidson Resilience Scale-10; RRR50.96, p50.009; RVE5
8.0%); and acceptance-based coping (endorsement of use of
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