U.S. Department
of Veterans Affairs

Using Clinical Practice
Guidelines to Inform
Suicide Prevention Efforts

Lisa A. Brenner, Ph.D.
VA Rocky Mountain Mental lliness
Research Education and Clinical Center

University of Colorado,
Anschutz Medical Campus



Suicide Risk ID Requirements

On 11/23/22 a memorandum was e e N A ohes Memorandum

released to update the field on Risk ID e

=ere Assistant Under Secretary for Health for Clinical Services/Chief Medical Officer (CMO) (11)

Sub Eliminating Veteran Suicide: Suicide Rizk Screening and Evaluafion Requirements and

req u i re m e nts : - Implemeniation Update (Risk ID Sirategy) (VIEWS 08914231}

7o Veterans Infegrated Services Metwork (VISN) Director (10M1-23)
VISM CMOs (10M1-23)
WISH Chief Mental Health Officers (10M1-23)
Medical Center Directors {00)

® E n S u re CO m p I ia n C e Wit h J O i nt 1. The purpose of this memerandum is to reissue requirements for the Veterans

Health Administration (VHA) unified strategy for suicide risk screening and evaluation
. . . (WHA Suicide Risk |dentification Strategy: Risk |D). Each of us plays a crucial role in
C R t supporting WHA's top clinical priorty fo prevent Veteran suicide. This sirategy
0 m l I l I SS I O n e q u I re m e n S ensures that the enfire healthcare system is readily equipped fo identify Veterans at
risk for suicide, regardless of where they are receiving care. so they can be
connected to life-saving rescurces and inferventions.

2. The current two-step process is in alignment with the Jeint Commission standards

) SC ree n ALL Vete ra n S at | ea St a n n u a I Iy (Maticnal Patient Safety Goal 15.01.01). The two-step process reguires timely

camplation of the Comprehensive Suicide Risk Evaluation (CSRE) for Veterans with
a positive screen, determined by response to the Columbia-Suicide Severity Rating
Scale (C-S5RS) screener. The following are requirsd procadures for suicide risk
screening and evaluation:

(] W i d e n t h e b re a dt h Of p rOVi d e rS a n d a. Universal Screening Requirement: All patients should be screensd annually

with the C-SSRS. Annual suicide rigk screening is facilitated through the clinical
reminder system. The annual suicide risk screen reminder should be safisfied by

staff that can conduct suicide risk L S oo wess e
b. Setting- Specific Requirements: In addition fo annual universal screening,

S C re e n i n g there are other setting-specific screening and evaluation requirements. These are
.

available on the Risk ID SharePeint.
hiips.idvagov.sharepoint. com/sites/ECH/srsaSite Pages/Risk-1D-Resources. aspx

c. When Clinically Indicated: The universal and setting-specific requirements
provide a general approach for completion of the suicide risk screening and
evaluation pretecels. Thers may be additional clinical situaticns, such as when a
patient presents with a new behavieral health concem, when use of the C-S5RS
andfor the CSRE is indicated.
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https://dvagov.sharepoint.com/:b:/r/sites/ECH/srsa/Shared%20Documents/Risk%20ID/Memos/11-23-22%20Eliminating%20Veteran%20Suicide%20Suicide%20Risk%20Screening%20and%20Evaluation%20Requirements%20and%20Implementation%20Update%20(Risk%20ID%20Strategy).pdf?csf=1&web=1&e=8c9TyU

VA Risk ID Suicide Strategy Overview

e VA Risk ID is a national, standardized process for suicide risk
screening and evaluation, using high-quality, evidence-based
tools and practices.

» Risk ID ensures fidelity to best practices for suicide risk screening
and evaluation across the healthcare system.

e VA Risk ID outlines a clear process for:
 WHO should be screened and/or evaluated.
 WHEN screening and/or evaluation should occur.
 HOW screening and/or evaluation should be conducted and
documented.
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“Risk ID” = Suicide Risk Identification 



Why Universal Screening?

* Suicide rates are higher among Veterans with recent VHA use than among Veterans without
recent VHA use

* From 2018 to 2019 suicide rates increased 8.6% among Veterans with recent VHA encounters
(VHA Veterans; with use in the year or prior year)

* Suicide rates in 2019 increased among patients who had not received mental health or
substance use disorder diagnoses.

* Nearly all individuals who die by suicide make a healthcare visit in the year before their death
and half have contact in the month before their death. On average, those who die by suicide
have 10 outpatient medicine specialty and 4 primary care visits in the year before death.

* Screening facilitates Veteran connection with Mental Health treatment. For patients without
MH treatment in the past year, a positive C-SSRS screen is associated with a greater increase
in probability of MH engagement.

8\ U.S. Department
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Presentation Notes
There is insufficient evidence to recommend one suicide risk assessment versus another. 
Many existing instruments limit our ability to gather person-specific information about critical factors, such as warning signs. 
Using one instrument across all VA settings will result in standardization of evaluation and management, thereby improving quality of care for at-risk Veterans and help reduce stigma associated with discussions about suicide.



Suicide Risk Screening: Requirements

1. Universal Screening Requirement

All Veterans should be screened annually for suicide risk.
Screening should be completed in any setting when due (see FAQ 1
for detailed guidance).

Screening should be completed regardiess of other setting-specific
requirements for suicide risk screening and/or evaluation.

2. Setting-Specific Screening
Requirement

* Certain settings have requirements in addition

to the Universal Screening Requirement.

The setting-specific screening also satisfies the annual
screening requirement and resets the annual
requirement timeline.

Refer to the Minimum Requirements by Setting
document for details.

U.S. Department
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Risk ID Requirements: Two-Stage Process

VA Comprehensive

C-SSRS Screener Suicide Risk
Evaluation

EVALUATE: To inform clinical
impressions about acute and
chronic risk and associated
disposition

SCREEN: To detect who may be
at risk for suicide and is need of
further evaluation

*A positive C-SSRS requires the timely completion of the Comprehensive Suicide Risk Evaluation (CSRE).

In ambulatory care settings, timely = same day as the positive C-SSRS
In inpatient, residential and ED/UCC settings, timely = within 24 hours of the positive C-SSRS

W “ U.S. Department
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CSRE helps determines appropriate interventions/risk mitigation strategies, it’s not just about admission/discharge


C-SSRS: Columbia Suicide Severity Rating Scale

e Offers structured, standardized and specific method of suicide risk
screening.

e Screening questions focus on severity and recency of suicidal ideation, and
suicidal behavior, such as:

Wish to die
Suicidal thoughts without intent

Suicidal thoughts with specific plan and intent

Recent preparatory behavior or suicide attempt

* There is automatic branching in CPRS based on their response in the
template that will guide you.

* Link to additional C-SSRS Resources and Training on SharePoint

0% ViTey
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Columbia Lighthouse Project. Home page. 2016. August 20, 2018. https://www.cssrs.columbia.edu.


https://dvagov.sharepoint.com/sites/ECH/srsa/Shared%20Documents/Forms/AllItems.aspx?FolderCTID=0x012000E86563DBD1AE964BB1325C495848890F&id=%2Fsites%2FECH%2Fsrsa%2FShared%20Documents%2FRisk%20ID%2FC%2DSSRS%20and%20CSRE%2FC%2DSSRS&viewid=2f3bb8b8%2Df766%2D41cb%2D92df%2D75733baf99c5
https://dvagov.sharepoint.com/sites/ECH/srsa/Shared%20Documents/Forms/AllItems.aspx?ga=1&id=%2Fsites%2FECH%2Fsrsa%2FShared%20Documents%2FRisk%20ID%2FTraining%2FTMS%20Trainings&viewid=2f3bb8b8%2Df766%2D41cb%2D92df%2D75733baf99c5

Comprehensive Suicide Risk Evaluation (CSRE)
Comprehensive evaluation of factors contributing to suicide
risk
 Conduct the CSRE in a therapeutic and collaborative manner

 Allows the Veteran to share their narrative around their suicidal
thoughts and any past behavior

* Helps stratify the Veteran’s current risk
* Acute risk (minutes, hours, days... shorter-term)

e Chronicrisk (weeks, months...longer-term)

* |dentify individually-tailored risk mitigation strategies that map onto
these levels of risk.
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Abstract

E In2018, ith Admi Affa
C Strategy toimpr i of suicide
risk among veterans recelving VHA care.

OBJECTIVES eof positi reening results jeterans in
areand emergenq Ds) o urge:
acuity of suic reenedin

(UCCs) and to compare

DESIGN, SETTING. AND PARTICIPANTS This cross-sectional study used data from the VAs
Corporate Data Warehouse (CDW) to assess veterans with at least 1 ambulatory care visit
(n=4101685)or EDor UCC visit (n =1044 056) at 140 VHA medical centers from October 1, 2018,
through September 30, 2019.

cide risk tool

Key Points

Question Are population-level suicide
risk screening and evaluation feasible in
Veterans Health Administration medical
settings and dothey identify patients
atrisk for suicide?

Findings In this cross-sectional study of
more than 4 million US veterans
screened in ambulatory care and
emergency department settings during
fiscal year 2018, the prevalence of
suicidal ideation was 3.5%. Acuity of
suicide risk was greater among patients
screened in the emergency department
thanin ambulatory care.

Meaning Population-based suiciderisk

One-year rate of suicide risk screening

inVeterans

i y ndary suicide risk sc uteand
chronic risk based on the VHA's Comprehensive Suicide Risk Evaluation.

RESULTS Atotalof4 y [5D]age, 62.3[16.4] years:
3771379 [91.9%] male: 2 996 974 [73.1%] White) and 1044 056 veteransin ED or UCC settings
(mean [SD] age, 59.2[16.2] years: 932 319 [89.3%] male; 688 559 [66.0%] White) received the
primary suic e of positive suic 3.5% for primary
screeningand 04%for ingi ¥ d3.6% for primary screenis

Health 2l settings
may faciltate identification of risk
among thase who may not be receiving
mental health treatment.

+ Editorial

2% in secondary screening for EDand UCC settings. Compared with veterans screened in
ambulatory care, those screened in the ED or UCC were more likely to endorse suicidal ideation with
intent (odds atio [OR], 4.55; 95% CI, 4.37-4.74; P < .001), specific plan (OR, 316; 95%C1, 3.04-2.29;
P <.001), and recent suicidal behavior (OR, 1.95; 95% Cl, 1.87-2.03; P < .001) during secondary
screening. Amon; iveda Ce Risk Evaluation, those in ED
or UCC settings wera more likely than those in ambulatory care settings to be at high acute risk
(341% vs 8.5%; P < .001).

CONCLUSIONS AND RELEVANCE I this cross-sectional study, population- based suiciderisk
i y cate and ED or UCC identify risk

+

Author affiiations and articl information are:
listed at the end of this artide.
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Table 1. Patient Demographics for Patients Who Received the Primary Suicide Risk Screen by Setting,

2018-2019*
Demographic Ambulatory care (n = 4101 685) ED or UCC (n = 1044 056)
Age, mean (SD), 62.3(16.4) 59.2(16.2)
Sex
Male 3771379(91.9) 932319 (89.3)
Female 330303 (8.0) 111736 (10.7)

Race/ethnicity
White
Black or African American

Native Hawaiian or Other Pacific Islander

Asian

American Indian or Alaska Native

Multirace
Missing

2996974 (73.1) 688559 (66.0)

695039 (17.0) 266708 (25.5)
34434 (0.8) 7960 (0.8)
46254 (1.1) 8326 (0.8)
30606 (0.8) 8576 (0.8)
35260 (0.9) 10436 (1.0)
263118 (6.4) 53491 (5.1)

Table 2. Prevalence of Positive and Negative Screening Results by Setting, 2018-2019

Result

No. (%) of unique patients with item 9 response

AC(n =4101685) ED or UCC® (n = 1 044 056)

Negative item 9

Positive item 9°

No C-SSRS Screener®
Negative C-SSRS Screener?
Positive C-SSRS Screener?

3959053 (96.5) 1025 175 (98.2)
142632 (3.5) 37761 (3.6)
45406 (1.1) 6958 (0.7)
80226 (2.0) 12977 (12)
17000 (0.4) 21909 (2.1)

Abbreviations: AC, ambulatory care; C-SSRS Screener, Columbia Suicide Severity Rating Scale Screener; ED, emergency

department; UCC, urgent care clinic.

2 In the ED or UCC cohort, categories are not mutually exclusive. For example, because unique individuals in the ED could
have multiple encounters, they could have been counted in multiple categories if screening results differed during these

encounters. In such cases, they would be counted only once in each category.

b Atotal of 22 569 unique people in the ED or UCC cohort had a positive item 9 response and negative item 9 response on

2 separate encounters.

< In the AC cohort, 1691 of those with no C-SSRS Screener result went from a positive item 9 response to a Comprehensive
Suicide Risk Evaluation; in the ED or UCC cohort, 2346 of those with no C-SSRS Screener result went from a positive item

9 response to a Comprehensive Suicide Risk Evaluation.
d Atotal of 2110 unique people in the ED or UCC cohort had a positive C-SSRS Screener result and a negative C-SSRS

Screener result on 2 separate encounters.

Abbreviations: ED, emergency department; UCC,
urgent care clinic.

2 Data are presented as number (percentage) of
patients unless otherwise indicated.
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RESULTS A total of 4 101 685 veterans in ambulatory care settings (mean [SD] age, 62.3 [16.4] years;
3 771 379 [91.9%] male; 2 996 974 [73.1%] White) and 1 044 056 veterans in ED or UCC settings
(mean [SD] age, 59.2 [16.2] years; 932 319 [89.3%] male; 688 559 [66.0%] White) received the
primary suicide screening. The prevalence of positive suicide screening results was 3.5%for primary
screening and 0.4%for secondary screening in ambulatory care and 3.6%for primary screening and
2.1% in secondary screening for ED and UCC settings. Compared with veterans screened in
ambulatory care, those screened in the ED or UCC were more likely to endorse suicidal ideation with
intent (odds ratio [OR], 4.55; 95%CI, 4.37-4.74; P < .001), specific plan (OR, 3.16; 95%CI, 3.04-3.29;
P < .001), and recent suicidal behavior (OR, 1.95; 95%CI, 1.87-2.03; P < .001) during secondary
screening. Among the patients who received a Comprehensive Suicide Risk Evaluation, those in ED
or UCC settings were more likely than those in ambulatory care settings to be at high acute risk
(34.1%vs 8.5%; P < .001).
CONCLUSIONS AND RELEVANCE In this cross-sectional study, population-based suicide risk
screening and evaluation in VHA ambulatory care and ED or UCC settings may help identify risk
among patients who may not be receiving mental health treatment. Higher acuity of risk among
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Abstract

Importance

Understanding the extent to which population-level suicide risk screening facilities follow-up
and engagement in mental health treatment is important as engaging at-risk individuals in
treatment is critical to reducing suicidal behaviors.

Objective

To evaluate mental health follow-up and treatment engagement in the Veterans Health
Administration (VHA) following administration of the Columbia-Suicide Severity Rating
Scale (C-SSRS) screen, a component of the VHA's universal suicide risk screening
program.

Design

This cross-sectional study used data from VA’s Corporate Data Warehouse.

Settings
140 VHA Medical Centers.

Participants
Patients who completed the C-SSRS screen in ambulatory care between October 1,2018—

Afais, requests for dataaccess can be madeto
VHAECHMIRECCAdmin@va.gov.

Funding: The Veterans Health Administration
Suicide Risk Identification Strategy was funded by

30, 2020.

Exposure
Standardized suicide risk screening.
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Fig 2. Probability of mental health after C-SSRS ing in fiscal year 2019. The gray bars represent
having received mental health treatment in past year. The white bars represent not having received mental health
treatment in the past year. Error bars represent standard error. C-SSRS = Columbia-Suicide Severity Rating Scale.
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Fig 2. Probability of mental health engagement after C-SSRS screening in fiscal year 2019. The gray bars represent
having received mental health treatment in past year. The white bars represent not having received mental health
treatment in the past year. Error bars represent standard error. C-SSRS = Columbia-Suicide Severity Rating Scale.

https://doi.org/10.1371/journal.pone.0265474.9002
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97,224 Veterans in Fiscal Year 2019 (FY19) (mean age 51.4 years; 86.8% male; 64.8%
white, 22.4% African-American) and 58,693 Veterans in FY20 (mean age 49.6 years;
85.5% male; 63.4% white, 21.9% African-American) received the C-SSRS screen. Across
FYs, a positive C-SSRS screen was associated with increased probability of mental health
follow-up and treatment engagement. Patients who were not seen in mental health in the
year prior to screening had the greatest increase in probability of mental health follow-up
and engagement following a positive screen (P<0.001). For FY19, a positive C-SSRS
screen in non-mental health connected patients was associated with an increased probability
of follow-up from 49.8% to 79.5% (relative risk = 1.60) and engagement from 39.5% to
63.6% (relative risk = 1.61). For mental health-connected patients, a positive C-SSRS
screen was associated with a smaller increase in probability of follow-up from 75.8% to
87.6% (relative risk = 1.16) and engagement from 63.3% to 76.4% (relative risk = 1.21).
Results for FY20 were similar.
Conclusions and relevance
Identification of suicide risk through population-level screening was associated with
increased mental health follow-up and engagement, particularly for non-mental health connected
patients. Findings support the use of a standardized, comprehensive suicide risk
screening program for managing elevated suicide risk in a large healthcare system
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Abstract

Importance

United States Veterans are at higher risk for suicide than non-! Vetelans Veterans in rural
areas are at higher risk than their urb: Th

risk factors for suicide, especially in rural areas.

Objective

Toexamine amlahons between Veterans Health Administration’s (VA's) universal suicide
risk d N ber 2020, and likelihood of Veterans being screened,
and receiving folle p as well as post suicidal behavior among

patients who used VA mental health services in 2019.

dentitying and sensiive patent information. All
elevant de-ientified data are included in the

Method:
VA's Suicide Risk |dentification Strategy (Fhsk D), lmpbemsnled October 2018, is a national,

manuscript. For investigator

authorizations within the Department of Veterans
Afairs, data are available inthe VA Corporate Data
. "

process for suicide risk and In 2020, VA
expanded Risk |D, requiring annual universal suicide screening. As such, we are evaluating
of interest before and after the start of the policy among Veterans who had =1 VA

‘evaluation data are available through the Program

mental health care visit in 2019 (n= 1,654,180; rural n = 485,592, urban n = 1,168,588).

PLOS ONE | hitps://doi.org/10.1371/journal pone. 0283633 April 11,2023 1/16
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Rural (urban) cohort analyses not conditioned on positive C-SSRSs included 485,592 (1,168,588) Velerans and 9,711,840 (23,371,760) Veteran-monthly
observations. Rural (urban) cohort conditioned on positive C-SSRSs included 15,097 (42,576) Veterans and 21,040 (64,197) Veteran-monthly observations. All
modelsadjusted or Veterans'age, sex,sace, thicity, number of physical and mental health chronic conditions, dagroses of substance use disorder, pos-

traumatic stress disorder and depression, nosos score, VA pri

marital statu:

indicator, high suicide risk indicator,

cumulative monthly COVID-19 cases in the patient’s county. All models included indicators for patients’ closest facility to control for any time-invariant
facility characteristics. In sensitivity analyses, models also adjusted for broadband coverage in patients’ residential zip-codes.

https://doi.org/10.1371/journal.pone.0283633.9003
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12 months post-universal screening implementation, 1.3 million Veterans (80% of the study
cohort) were screened or evaluated for suicide risk, with 91% the sub-cohort who had at
least one mental health visit in the 12 months post-universal screening implementation
period were screened or evaluated. At least 20% of the study cohort was screened outside
of mental health care settings. Among Veterans with positive screens, 80% received followup
CSREs. Covariate-adjusted models indicated that an additional 89,160 Veterans were
screened per month via the C-SSRS and an additional 30,106 Veterans/month screened via
either C-SSRS or I-9 post-universal screening implementation. Compared to their urban
counterparts, 7,720 additional rural Veterans/month were screened via the C-SSRS and
9,226 additional rural Veterans/month were screened via either the C-SSRS or I-9.



Safety Planning in the Emergency Department (SPED)

Department of
Veterans Affairs

Memorandum

Date: SH: - E‘ma
From:  Assistant Deputy Under Secrets

Subl:  Suicide Prevention in Emergent
and Follow Up Interventions

To Network Directors (10N1-23)
VISN Mental Health Leads (10N

1. Suicide prevention is a key compon
Veterans Health Administration (VH
present to the Emergency Departm
were fewer suicidal behaviors and t
National Program Office for Emerge
Health and Suicide Prevention (OM
findings and enhance suicide preve

Department of Memorandum

Veterans Affairs

Date:

From

Subyg:

Te:

October 1, 2021

. Assistant Under Secretary for Health for Clinical Services/Chief Medical Officer
(CMO) (11)

Update to Safety Planning in the Emergency Department (ED): Suicide Safety
Planning and Follow-up Interventions (VIEWS 5957889)

Veterans Integrated Services Network (VISN) Director (10N1-23)

VISN CMOs (10N1-23)
VISN Chief Mental Health Officers (10N1-23)

1. On September 7, 2018, the National Program Office for Emergency Medicine
and the Office of Mental Health and Suicide Prevention implemented the "Suicide
Prevention in Emergency Department” Initiative. This initiative is based on a
2018 Veterans Health Administration (VYHA) study which demonstrated that
patients who presented to the ED and were identified as being at risk for suicide,
discharged with a Safety Plan, and had follow-up contacts, had 45% fewer
suicidal behaviors and increased engagement in mental health care (Stanley et
al. 2018).
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Presentation Notes
SPED was first required for implementation in Oct 2018. The most recent memo – released Oct 2021 – rescinded previous memos and clarified requirements. 
These are also available on our sharepoint site.


The Why: Best Available Evidence

Presentation to the ED is a suicide risk factor.

* ED patients presenting without self-harm or suicidal ideation
were 2x more likely to die by suicide than matched controls
(Goldman-Mellor et al., 2019).

* ED/UCCs can ID risk (via the C-SSRS), support
engagement in mental health care and potentially
minimize repeat ED/UCC visits.

g% g¢R U.S. Department
&5 of Veterans Affairs
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VA SPED Strategy Overview

Safety Planning in the Emergency Department (SPED) is an evidence-based
intervention offered to Veterans whose suicide risk was identified in a VHA
Emergency Department or Urgent Care Center (ED/UCC).

* Veterans at risk are identified and evaluated via Risk ID processes.

Veterans seen in the Emergency Department or Urgent Care Center AND...

Determined be at INTERMEDIATE or HIGH acute or chronic risk via the
CSRE AND...

Discharged home from the ED/UCC

ST
@SR U.S. Department
@8,/ of Veterans Affairs
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Presenter
Presentation Notes
We have additional interventions with Risk ID in the ED process identifies at risk Veterans. This intervention is SPED.


JAMA Psychiatry | Original Investigation

Comparison of the Safety Planning Intervention
With Follow-up vs Usual Care of Suicidal Patients Treated
in the Emergency Department

Barbara Stanley, PhD; Gregory K. Brown, PhD; Lisa A. Brenner, PhD; Hanga C. Galfalvy, PhD; Glenn W. Currier, MD;
Kerry L. Knox, PhD; Sadia R. Chaudhury, PhD; Ashley L. Bush, MMA; Kelly L. Green, PhD

* 1640 patients seen in a VA Emergency Department for a suicide-related
concern and were not hospitalized (5 intervention and 4 control sites)

* 454 in comparison group and 1186 in intervention group

* Intervention: Safety Planning Intervention + telephone follow-up

e Telephone follow-up consisted of at least 2 contacts to monitor suicide
risk, review and revise the SPI, and support treatment engagement

* Outcomes (6 mo. follow-up period)
* Intervention associated with 45% fewer suicidal behaviors
 Double the odds of attending at least 1 outpatient MH visit

N US. Department
of Veterans Affairs

- _________________________________________________________________
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Presenter
Presentation Notes
The Safety Planning in the Emergency Department intervention is based on this study by Stanley and colleagues that came out in 2018. This study was conducted in VA at 5 intervention and 4 control sites. Patients identified to be at moderate risk for suicide received a safety plan in the ED and then telephone follow-up which included at least 2 contacts until the Veteran was engaged in care. Stanley and colleagues found that the intervention as associated with a 45% reduction in suicidal behavior and double the odds of engaging in care in the 6 mo following the ED visit. This important work is what led to the Safety Planning in the Emergency Department intervention being required in VA. 


How is SPED Implemented?

ED Triage RNs identify Veterans at increased risk for suicide via the C-55RS
Following a positive C-SSRS, CSRE and Safety Plan completed before Veteran
discharges home

Assigned ED staff notifies outpatient mental health provider/team of required SPED
follow-up contacts

Identified provider completes at least weekly contact until engaged in MH care
(e.g., outpatient, residential, etc.)

Identified provider documents outreach attempts and treatment engagement via
the SRM FU Note Template

» Effective SPED implementation requires collaboration between Emergency
Department and Outpatient Mental Health

Ny "“ U.S. Department
@978 of Veterans Affairs




Monitoring Performance

Annual Suicide Risk Screen Adherence: eCSSRS1

Description: % of Patients with timely completion of the C-SSRS Annual Suicide Risk Screen
(i.e., during an encounter in which it is due)

Timely CSRE after Annual Suicide Risk Screen: eCSRE1

Description: % of Patients with timely completion of the CSRE following a positive C-SSRS
Annual Suicide Risk Screen (C-SSRS Annual Screen)

Timely CSRE in the ED: EDSR1

Description: Number of ED/UC visits where a Veteran completed a new CSRE or updated an
existing CSRE within 24 hours after a positive C-SSRS.

SPED Safety Plan Attempted: SPED1

Description: Number of visits where a patient attempted (completed a new safety plan,
reviewed an existing plan or declined to complete) a Suicide Prevention Safety Plan within +/-
24 hours of the ED/UCC visit time in/time out

U.S. Department
of Veterans Affairs
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Supporting
the Field

*  Weekly Community of
Practice Calls

¢ National Technical Assistance
Team

* Regional and Facility Site
Visits

e External Facilitation — QUERI
Grant

* SharePoint with training,
orientation, and guidance
documents

* Provide data feedback for
performance improvement

¢ Maintain clinical decision
support tools

@ Suicide Risk ldentification and Management

Mo o [ Sand by amal Page datsie

Suicide Risk Identification and Management

uicide Risk |denti ion k1 afety Planning in th I
Department (SPED)

Visit the SPED Resource Page

Visit the Risk ID Resource Page

Suicide Risk Identification and Management

As part of its focus on suicide prevention, the Veterans Health Administration (VHA) has developed a strategy for standardized, evidence-based
screening for the risk of suicide, and structured methods for the subseguent evaluation of those who screen positive for suicide risk. Historically,
WHA has not had a consistent approach for screening. evaluation, or documentation of suicide riskc

The Veterans Heaith Adminiss
implement 2 national, standan

on (WHA) Office of Mental Health and Suicide Prevention (OMHSF) has launched an effort to develop and
ed process for suicde risk soreening and evaluation, using high-guality, evidence-based tools and practices.

Additionally, to manage risk for Vieterans identified to be at risk after evaluation in Emergency Departments (ED) or Ungent Care Centers (UCC),
VHA has launched the Safety Planning in Emergency Departmaents (SPED) Program. Vieterans who are assessed o be at risk and discharged home
afer an EDVUICC wisit will complete 3 Safety Plan and receive post-dischange follow-up cutreach to facilitate engagement in outpatient mental

Sexial Astice s Community Trauma hasoscas

CSAE 2.0 Rale Play Video

Connect with Others

Use the distribution groups 1o connect with
llow champions, share ideas, and ask

Questions? Contact Us!

The Risk ID FAQ and SPED FAQ documents
may address many of your questions. You
can find these documents on the Risk ID and
SPED Resource Pages. I you can't find what
you're looking for in those documents, we'd
wilcoma the opponunity to help you

Additional questions about Risk ID can be
forearded to the
VHAECHRiskiDSupport@va.gov and
questions about SPED can be sentto
VHASPED@va.gov. The Technizal Assistance
Teams that recefve these emails are available
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Until recently, suicide prevention research with Veterans had largely taken a
gender-neutral approach, despite the need for tailored intervention.

FORUM

translating research into quality healthcare for Veterans

Suicide Prevention Spring 2018

» Back to Table of Contents

Research Highlight

Concerning Trends in Suicide Among
Women Veterans Point to Need for More
Research on Tailored Interventions

Claire A. Hoffmire, PhD, Rocky Mountain Mental lliness Research, Education and Clinical Center (MIRECC) for Suicide Preventfion, Denver,
Colorado, and Lauren M. Denneson, PhD, Center to Improve Veteran Involvement in Care, VA Portiand Health Care System, Portland,
Oregon

8 U.S. Department
Q&g of Veterans Affairs

Forum Spring 2018



https://www.hsrd.research.va.gov/publications/forum/spring18/default.cfm?ForumMenu=Spring18-5
https://www.hsrd.research.va.gov/publications/forum/spring18/default.cfm?ForumMenu=Spring18-5

Qualitative Study of Women Veterans’ Firearm-Related
Experiences and Perspectives across the Life course

Eliciting Female Veterans’ Unique Perspectives about Firearms

Since 2005... .

Suicide rates for female Veterans
J more rapidly than for:

. 2 Veterans

- n non-Veterans

Firearms

are the leading method of
@ é suicide for Female Veterans g
Themes:
+ Initial firearm exposure as :‘-from older males

Clinically:
Important to

+ identify & attend to contextual background (ex.,

) exposure from military experience,
history of interpersonal violence)

firearm seenas important for survival & protection

* Provide trauma-informed care ‘;2’
+  Self-protection motivates ownership & ?‘
storage practices Potentially helpful techniques -
+ Trust mostessential to firearm discussions, = Motivational interviewing;

U.S. Department
of Veterans Affairs

Monteith, L. L., Holliday, R., Dorsey Holliman, B. A, Brenner, L. A., & Simonetti, J. A. (2020). Understanding female veterans' experiences and
perspectives of firearms. Journal of Clinical Psychology, 76(9), 1736-1753._https://doi.org/10.1002/jclp.22952



https://doi.org/10.1002/jclp.22952

VA Suicide Risk Clinical Training Tools & Resources

Clinical Practice Guideline (CPG) for Suicide Prevention Resources
https://www.mirecc.va.gov/visn19/cpg/

Lethal Means Safety Website
https://www.mirecc.va.gov/visn19/lethalmeanssafety/

Self Directed Violence (SDV) Classification System, Clinical Toolkit &
Nomenclature Website
https://www.mirecc.va.gov/visn19/clinical/nomenclature.asp

Suicide Risk Management Consultation Program Website
https://www.mirecc.va.gov/visn19/consult/

Therapeutic Risk Management (TRM) of the Suicidal Patient Website
https://www.mirecc.va.gov/visn19/trm/

A U.S. Department
R&i7g of Veterans Affairs
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https://www.mirecc.va.gov/visn19/cpg/
https://www.mirecc.va.gov/visn19/lethalmeanssafety/
https://www.mirecc.va.gov/visn19/clinical/nomenclature.asp
https://www.mirecc.va.gov/visn19/consult/
https://www.mirecc.va.gov/visn19/trm/
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