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Cohen Veterans Network

is a not-for profit organization with a mission to
improve the quality of life for post-9/11 veterans,
service members, and their families by providing low
to no cost, high-quality, accessible, and integrated
mental health care. Through a network of outpatient
mental health clinics, trained clinicians deliver
holistic evidence-based care to treat mental
health conditions, while working to destigmatize
mental health treatment.

accessible

Almost 50% of our 59.5% of veterans
clients are family members served report enrollment in
of military or veterans or receipt of VA care

@ in-Person & Telenealth Available () Telehealth Available



Presenter
Presentation Notes
The Cohen Veterans Network, is a a not-for-profit  organization created to serve post 9/11 veterans, active duty service members and their families by providing high-quality, accessible, and integrated mental health care.

Our services include:
Individual, Couples, Family, and Group Therapy, case management, and
Community Groups and Activities

Services are for:
Veterans (of any discharge status- more than 2% of the veterans we serve have other than honorable discharges)
Active Duty Military
Partners/Spouses
Families 
Teens
Children
Its notable that our services do not need to be tied to a veteran or service member being engaged in care as well - if you are a military family member and need or want care, we are here to serve you.


Almost 75% of our clients are NOT receiving care at VA

Of our veteran clients, % enrolled in VA care (%):
Yes 59.5%
No 23.6%
Null/Unknown/Misc. 16.9%
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Biopsychosocial
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(BPSA)
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C-SSRS Screener (Recent)

If elevated: Client entered
into Elevated Risk Pathway

Full scale C-SSRS
(Lifetime/Recent)

All Individual Adults:
PHQ-9 at each session

If Elevated Risk Pathway:
C-SSRS Screener (Since
Last Visit) at each session
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Presentation Notes
Although CVN also serves children, today we will focus entirely on adults to reflect suicide risk prevention in relation to veterans.  I will overview our policies, practices and trainings to support suicide prevention in our network.  Our work is informed by the VA/DoD Clinical Practice Guidelines for the Assessment and Management of Patients at Risk for Suicide, our Scientific Advisory Board, and the latest research, as well as our learnings as a learning health system.

We’ll start with our policies related to screening.  At CVN, all new clients have the opportunity to receive an initial referral screener within 24 of reaching out to our clinics. During this touchpoint, all adult clients are screened for risk of suicide utilizing the Columbia Suicide Severity Rating Scale or CSSRS- Screener-Recent. 

If a client is deemed high or intermediate-risk during their initial screener, further assessment and safety planning is completed by a licensed provider within the clinic and an immediate appointment/ crisis resources are initiated. 

At their biopsychosocial assessment, all clients receive the full scale CSSRS lifetime recent to provide a comprehensive current and historical assessment of their suicide risk.  In subsequent sessions, all clients receive a PHQ9 as part of our MBC initiative and those on our elevated risk pathway receive the CSSSRS screener since last visit at each session.


« Safety Planning
« Monthly review and update of Safety Plan

 Lethal Means counseling
* Weekly CSSRS Screener - Since Last Visit
» Targeted treatment goals around suicidality

* Increased follow-up and monitoring around no-showed
appointments
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Utilizing a constellation of data (CSSRS scores, PHQ-9 scores, symptom checklist that includes pain and sleep, psychiatric and substance use history) a risk determination is made using the VA/Dod Risk Stratification Table. Those at elevated risk for suicide, that require a higher level of care or crisis services are connected through a warm handoff by CVN clinic staff.  Those at elevated risk but still appropriate for outpatient targeted treatment enter the Elevated Risk Pathway, which has additional care requirements to support clinicians in engaging in best practices.

They will:

collaboratively develop a Stanley Brown safety plan, reviewed at least monthly
Engage in lethal means counseling as part of the safety planning process
and repeat the CSSRS screener since last visit at each subsequent therapy session. 
Have a treatment plans on file that reflect suicide-specific treatment focus
Receive increased follow up and monitoring around no-showed appointments



 Collect and analyze data reported by healthcare providers
* Improve patient safety and healthcare quality

* Learning health system environment
* legal protections for collected information.
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CVN has a federally-listed Patient Safety Organization, Cohen Clinical Quality Institute. meaning that we can collect and analyze data voluntarily reported by healthcare providers to help improve patient safety and healthcare quality with some legal protections for collected information.  This allows us to engage im a learning health system perspective and helps clinicians feel safe to raise concerns.
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Was the risk level assigned by the clinician indicated based on the documented Was a safety plan completed when client screened as high-risk? *
assessment of risk factors? * B B

— . - L) Yes ) No L) MN/A
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Was each of the 6 steps of the safety plan completed, or if not, was there a rationale?

Was client designated high-risk? * *

@ Yes (O No O N/A () Yes ) No ) N/A
Was the CSSRS - Since Last Visit done at each session? * Was the safety plan reviewed/updated monthly? *

Oves OnNo O NA

(Oves (ONo (O N/A

" : &
Was the risk assessment documented in each therapy note? Were crisis resources & urgent appointments offered? *

Jyes  LNo  LJN/A Oves OnNo O NA

If moderate/high risk was assessed was an alert entered and kept on record for the ) .
entire EOC? * Was lethal means/safety counseling documented?
[:] Yes [:] No [:] N/A L) Yes ) No L NSA

If the client no-showed, was outreach documented? *

Oves ONo O NA
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At the CVN Central Office, we work to support our clinicians through a structured quality assurance and quality improvement process.  Our QA teams attend to a number of areas that support high quality care and risk prevention to include hands on tracking and support related to: 
timely clinic access
risk/safety policy utilization
documentation standards 
and identify needs and trends for clinical training support.

Through our PSO, our QA team oversees a quarterly peer review process, as well as a semi-annual qualitative review completed by our QA team. These reviews are discussed with each location, with aggregate scores across the network informing areas for additional training and support. 
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Policy: Sentinel Event Review and Support’,”

“eae aunee - Network

P Support
Sentinel Event Reporting Form and * Postvention with TAPS or
Clinical Record Review

CONFIDENTIAL: Patient Safety Work Product (PSWP) This form is for the

VA Rocky Mountain
MIRECC

reporting of sentinel events. A sentinel event is defined as an unexpected ReVieW

occurrence involving death or serious physical or psychological injury. For the

purposes of CCQIl and this reporting form, a sentinel event means the death ¢ Ove ra” assessment Of
by suicide of an individual actively receiving services or a suicide attempt . .

from a current client that resulted in serious harm or injury. A sentinel event Su ICIde ”Sk

also includes client-involved homicide, whether as perpetrator or victim. If you : :

have questions about this form or reporting processes please contact COm pl lance Wlth CVN
PSO@CohenVeteransNetwork.org . elevated risk protocols

NOTE: Upon becoming aware of a sentinel event, immediately notify CVN
Chief Clinical Officer Dr. Tracy Neal-Walden of event details via phone at

If you are unable to reach Tracy, please immediately reach out to | Train , SUPPO rt, remediate

your Clinical Programs QA Manager.

Please ensure CVN has been notified prior to completing this form.
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In the unfortunate event of a sentinel event at a CVN clinic, we immediate encourage the clinic to seek postvention support.  We have a relationship with TAPS as well as the Rocky Mountain MIRECC who have provided amazing services in the few instances we have needed it.

Next, a full case review is completed by clinic leadership and CVN quality assurance staff under the guidance of our Chief Clinical Officer. Once the case has been reviewed, support and any necessary process recommendations are discussed.  Sentinel events are reported to our Board of Directors.

Using the findings from the review, if there are any areas for improvement, CVN Central Office works with clinic leadership to develop a plan to address any care improvements.


Individual

Intervention
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All of the aforementioned policies are in place to support our clinicians in providing the best clinical practices.

As a field we understand the importance of thinking holistically when working to prevent suicide. Our goal of course is not just to keep clients alive but to help them create a life worth living. In service of this we at CVN work to provide comprehensive support for our veteran clients.

To that end, in addition to evidence-based psychotherapy and medication management in the format preferred by the client (in person vs telehealth), we offer case management services to reduce barriers to care and support social determinants of health.

Further, we focus on supporting the entire military family and community through individual therapy for military family members as well as couple and family counseling.  We also support our local community through group therapy, parenting workshop, psychoeducation classes and fun activities designed to support healthy community engagement.


Training to
Suicide

Prevention

Suicide Prevention Foundations
 Assessment

 Risk Stratification

« Safety planning

* Lethal means counseling
Lethal Means Counseling with
Veterans

Cognitive Behavioral Therapy for
Suicide Prevention

Collaborative Assessment and
Management of Suicidality (CAMS)
Monthly suicide prevention
consultation calls
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One of the most important ways we support suicide prevention at CVN is through our training program.  CVN has a robust training program that focuses on serving the particular needs of the military, veteran, and veteran family member population with a special focus on suicide prevention

Each clinician must complete our Suicide Prevention Foundations Training within 90 days of starting at Cohen Veterans Network.  This training was developed collaboratively by a team of internal and external experts and is trained by selected clinic staff using a train-the-trainer model.  It covers suicide risk assessment and stratification, safety planning and lethal means counseling among other topics.  I’ll dig more into what makes this training unique in a moment.

Further, we offer a more specific stand alone training on lethal means counseling with veterans to ensure that clients engage in this essential conversation with an informed, culturally humble, and most importantly, effective approach. This has proven to be a particularly important training offering as lethal means counseling can be especially nuanced with this population and requires practice and confidence. 

We also offer training in Cognitive Behavioral Therapy for Suicide Prevention and Collaborative Assessment and Management of Suicidality (CAMS) and require that each clinic can offer these treatments to their clients.

Additionally, in partnership with the VA Rocky Mountain MIRECC, we have their experts host a monthly consultation call for our clinicians, where any clinician in the network can attend and get support from a leading national expert.

This is not to mention the 13 other EBPs we provide training in to alleviate PTSD, Insomnia, family distress, childhood mental health issues and other areas.  While these trainings are not suicide-specific, they function to alleviate some of the related stressors and disorders and provide support to the entire family, increasing protective factors for suicide.




Core Assumptions About Providers:

1.
2.
3.

Clinicians can only influence, not control, client suicide
The clinician is not the only expert in the room

Understanding clinician limitations is important for conducting suicide
assessment; there’s a lot we can’t know

Like clients, clinicians are doing the best we can, given both our history
and our current resources

And we need to actively work to strengthen our resources, learn more, and
do even better
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One of the most unique aspects of our Suicide Prevention Foundation trainings is that it honors the dialectic that is suicide prevention work.  We want to enable the best practices possible, while also acknowledging the limitations of current best practices.  Essentially, you may do everything by the book and to the best of your abilities, and your client may still die by suicide.  This slide is pulled directly from our training and highlight how we talk about the realities of the role of the clinician while empowering them to embrace strategies and work towards improving their skills.

We make the following points:

Clinicians can only influence, not control, client suicide .
Ultimately, the decision is not up to us, no matter how expert and effective we are
Understanding/clarifying this role for ourselves can be a source of support
The clinician is not the only expert in the room .
While we bring clinical expertise, the client brings expertise of lived experience. While this may seem obvious to many of you, it’s important to realize this hasn’t always been how suicide prevention work was approached, and it won’t always be the assumption the client is walking in with. Part of our role may be about empowerment for the client.
Understanding clinician limitations is important for conducting suicide assessment; there’s a lot we can’t know.
Not only do we have limited control, we have limited information. This may vary by client and by session, but there are certain factors (e.g., client internal experience, preparatory behaviors they decide not to share) that we may never know
Like clients, clinicians are doing the best we can, given both our history and our current resources
And we need to actively work to strengthen our resources, learn more, and do even better. 
More experience does not always make us better. Must actively work to improve. Can include both skill based learning, consultation, deliberate practice, as well as strengthening resources beyond professional development 

We make these points because this is the reality of the situation and providers who lose clients to suicide tend to internalize and take it personally.  Research shows us that the mental health practitioner's response to suicide is somewhat uniquely so among health practitioners who lose clients.

Mental health clinicians tend to: 
•          Have traumatic reactions 
•          Have an affective response 
•          Feel defensive
•          Avoid high risk clients and situations moving forward.

This response can be detrimental to the clinician, cause burn out and have impact on the other clients the clinician is serving.  Our training works from a trauma informed approach to have this conversation in a realistic, empowering way.






* The cost of quality
* QA team members
 Training costs

* Indirect costs: clinician time away from clients to engage in
training, enhanced interventions are not reimbursed

« Access to SAB and other expert consultation
* Billing/payment challenges
e Clinician drive to “CYA”
* EHR integration
* The established best practices are still missing the mark
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Our comprehensive suicide risk assessment and prevention strategies are not without challenges.  High-quality care is higher cost.  We fund a full QA team, and hiring the experts needed for our training program is expensive.  Additionally, the time it takes clinicians for comprehensive training and the additional care required for clients at elevated risk is generally not reimbursable, to include check in calls, additional documentation time to enter in added screeners/assessments and document review of safety plans, time to complete ROIs with other involved providers etc.   Relatedly, access to SAB and other expert consultation may come with costs that are not generally accessible to many organizations.

I talk about cost and funding because I want to make this point strongly in advance of tomorrow’s meeting.  There are many amazing practices to implement among those in the community serving veterans, and I think this presentation proves that I very strongly believe in these practices, but it would be ineffective to talk about expecting more of providers without addressing the challenges related to cost.

There are challenges with billing and payment.  We are an IVC provider with VA and it is an often very complex system and the burden can end up on the veteran to get the appropriate referral for the care they prefer.  Rather than make our clients wait for the care they need, we will cover their care through our charity fund  for their initial sessions while waiting for the referral from VA to go through.  We are proud to leverage the funding our founder has given us to do this, but this is not something most organizations can do, which means wait times or unreimbursed services.

Many clinicians have been trained to “CYA” and therefore decision making based on fear of “mistakes” vs using critical thinking and creative use of clinical skills to engage in best practices

Technology often limits us- many of us end up having to adapt processes to fit the limitations of the technology of an EHR

And finally, the most significant challenge is that even our best practices aren’t good enough to identify who will die by suicide.  We know more every day, but we’re not there yet.

While there are many challenges in this work we are so proud of the amazing work our clinics are doing to prevent suicide in veterans, military and military families.  I appreciate your attention and will be here today and tomorrow if you have any questions.  Thank you!


Questions?

Stephanie Renno, LCSW, DSW

Sr. Director, Clinical Practice and
Training
Stephanie.Renno@cohenveteransnetwork.org

Special thank you to: Claire Lawless, Dr. Alisa
Breetz & Nicole Meek for your work on this
presentation
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