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Suicide Risk ID Requirements
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On 11/23/22 a memorandum was 
released to update the field on Risk ID 
requirements:

• Ensure compliance with Joint 
Commission Requirements

• Screen ALL Veterans at least annually

• Widen the breadth of providers and 
staff that can conduct suicide risk 
screening.

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

• 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.

• 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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Presenter
Presentation Notes
“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. 
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2019 National Veteran Suicide Prevention Annual Report
Admedani et al. 2021, Bahraini et al. 2021

Presenter
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



Risk ID Requirements: Two-Stage Process 
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C-SSRS Screener
VA Comprehensive 

Suicide Risk 
Evaluation

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

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

*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

Presenter
Presentation Notes
CSRE helps determines appropriate interventions/risk mitigation strategies, it’s not just about admission/discharge



C-SSRS: Columbia Suicide Severity Rating Scale
• Offers structured, standardized and specific method of suicide risk 

screening.
• 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

7Columbia 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 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) 
• Chronic risk (weeks, months…longer-term) 

• Identify individually-tailored risk mitigation strategies that map onto 
these levels of risk. 

Comprehensive Suicide Risk Evaluation (CSRE)
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Presentation Notes
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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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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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)
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Presenter
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 
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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. 



VA SPED Strategy Overview
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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. 

Presenter
Presentation Notes
We have additional interventions with Risk ID in the ED process identifies at risk Veterans. This intervention is SPED.



• 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
• 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

152018

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?

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



Monitoring Performance
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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



Supporting 
the Field
• Weekly Community of 

Practice Calls

• National Technical Assistance 
Team

• Regional and Facility Site 
Visits

• External Facilitation – QUERI 
Grant

• SharePoint with training, 
orientation, and guidance 
documents

• Provide data feedback for 
performance improvement

• Maintain clinical decision 
support tools
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Until recently, suicide prevention research with Veterans had largely taken a 
gender-neutral approach, despite the need for tailored intervention.  

“The epidemiologic trends 
in rates, use of firearms, 
and risk over time 
observed among women 
Veterans suggest that we 
must incorporate gender 
into suicide prevention 
work to rapidly increase 
our knowledge of suicide 
risk and resilience across 
the life course, as well as 
strategies to tailor 
firearm safety efforts, for 
women Veterans.

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 

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. h ttps://doi.org/10.1002/jclp .22952

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


VA Suicide Risk Clinical Training Tools & Resources
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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/ 

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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