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22 Recommendations

• Strength of the recommendations follows the level of evidence
• 4 domains used to determine strength and direction of the evidence

• Relative strength (Strong or Weak)
• Direction (For or Against)

• In many cases, sufficient research has yet to be conducted; 
thereby highlighting an opportunity to engage in continued rigorous 
efforts to evaluate practices to augment the existing evidence-base 



Evidence-Based Process

• VA and DoD Experts
• Multi-disciplinary

• Key Questions 
• 12 Key Questions

• Example: “For patients identified as being 
at risk for suicide, what are the most 
effective treatment approaches? (Who, 
Where, and When)”

• Followed the PICOTS Framework

• Systematic Review of the Evidence
• Conducted by independent third party

P 
Patients, 
Population, 
or Problem 

A description of the patients of interest. It includes the 
condition(s), populations or sub-populations, disease 
severity or stage, co-occurring conditions, and other 
patient characteristics or demographics. 

I 
Intervention 
or 
Exposure 

Refers to the specific treatments or approaches used 
with the patient or population. It includes doses, 
frequency, methods of administering treatments, etc. 

C Comparison 
Describes the interventions or care that is being 
compared with the intervention(s) of interest described 
above. It includes alternatives such as placebo, drugs, 
surgery, lifestyle changes, standard of care, etc. 

O Outcome 
Describes the specific results of interest. Outcomes can 
include short, intermediate, and long-term outcomes, or 
specific results such as quality of life, complications, 
mortality, morbidity, etc. 

(T) Timing, if 
applicable 

Describes the duration of time that is of interest for the 
particular patient intervention and outcome, benefit, or 
harm to occur (or not occur). 

(S) Setting, if 
applicable 

Describes the setting or context of interest. Setting can 
be a location (such as primary, specialty, or inpatient 
care). 

 


		P

		Patients, Population, or Problem

		A description of the patients of interest. It includes the condition(s), populations or sub-populations, disease severity or stage, co-occurring conditions, and other patient characteristics or demographics.



		I

		Intervention or Exposure

		Refers to the specific treatments or approaches used with the patient or population. It includes doses, frequency, methods of administering treatments, etc.



		C

		Comparison

		Describes the interventions or care that is being compared with the intervention(s) of interest described above. It includes alternatives such as placebo, drugs, surgery, lifestyle changes, standard of care, etc.



		O

		Outcome

		Describes the specific results of interest. Outcomes can include short, intermediate, and long-term outcomes, or specific results such as quality of life, complications, mortality, morbidity, etc.



		(T)

		Timing, if applicable

		Describes the duration of time that is of interest for the particular patient intervention and outcome, benefit, or harm to occur (or not occur).



		(S)

		Setting, if applicable

		Describes the setting or context of interest. Setting can be a location (such as primary, specialty, or inpatient care).









Organization of the Recommendations

• Screening and Evaluation - 5
• Risk Management and Treatment - 12

• Non-Pharmacologic - 4
• Pharmacologic – 3
• Post-Acute Care – 3
• Technology-Based Modalities - 2

• Other Management Modalities – 5
• Population & Community-Based Interventions



Example of Recommendation Table 

  # Recommendation Strength* Category† 
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 1.  W ith regard to universal screening, we suggest the use of a 

validated screening tool to identify individuals at risk for 
suicide-related behavior. 

W eak for Reviewed, 
New-added 

2.  W ith regard to selecting a universal screening tool, we 
suggest the use of the Patient Health Questionnaire-9 item 
9, to identify suicide risk. 

W eak for Reviewed, 
New-added 
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3.  W e recommend an assessment of risk factors as part of a 
comprehensive evaluation of suicide risk, including but not 
limited to: current suicidal ideation, prior suicide attempt(s), 
current psychiatric conditions (e.g ., mood disorders, 
substance use disorders) or symptoms (e.g., hopelessness, 
insomnia, agitation), prior psychiatric hospitalization, recent 
bio-psychosocial stressors, and the availability of firearms. 

Strong for Reviewed, 
New-replaced 

4.  W hen evaluating suicide risk, we suggest against the use of 
a single instrument or method (e.g., structured clinical 
interview, self-report measures, or predictive analytic 
models). 

W eak against Reviewed, 
Amended 

5.  W hile it is an expected standard of care, there is insufficient 
evidence to recommend for or against the use of risk 
stratification to determine the level of suicide risk. 

Neither for 
nor against 

Reviewed, 
New-replaced 

 


		

		

		#

		Recommendation

		Strength*

		Category†



		Screening and Evaluation

		a. Screening

		1. 

		With regard to universal screening, we suggest the use of a validated screening tool to identify individuals at risk for suicide-related behavior.

		Weak for

		Reviewed, New-added



		

		

		2. 

		With regard to selecting a universal screening tool, we suggest the use of the Patient Health Questionnaire-9 item 9, to identify suicide risk.

		Weak for

		Reviewed, New-added



		

		b. Evaluation

		3. 

		We recommend an assessment of risk factors as part of a comprehensive evaluation of suicide risk, including but not limited to: current suicidal ideation, prior suicide attempt(s), current psychiatric conditions (e.g., mood disorders, substance use disorders) or symptoms (e.g., hopelessness, insomnia, agitation), prior psychiatric hospitalization, recent bio-psychosocial stressors, and the availability of firearms.

		Strong for

		Reviewed, New-replaced



		

		

		4. 

		When evaluating suicide risk, we suggest against the use of a single instrument or method (e.g., structured clinical interview, self-report measures, or predictive analytic models).

		Weak against

		Reviewed, Amended



		

		

		5. 

		While it is an expected standard of care, there is insufficient evidence to recommend for or against the use of risk stratification to determine the level of suicide risk.

		Neither for nor against

		Reviewed, New-replaced









Exemplar Recommendations by Area



Screening and Evaluation 

• We recommend an assessment of risk factors as part of a 
comprehensive evaluation of suicide risk, including but not limited 
to: current suicidal ideation, prior suicide attempt(s), current 
psychiatric conditions (e.g., mood disorders, substance use 
disorders) or symptoms (e.g., hopelessness, insomnia, agitation), 
prior psychiatric hospitalization, recent bio-psychosocial stressors, 
and the availability of firearms.

• Strong For



Screening and Evaluation 

• We recommend an assessment of risk factors as part of a 
comprehensive evaluation of suicide risk, including but not limited 
to: current suicidal ideation, prior suicide attempt(s), current 
psychiatric conditions (e.g., mood disorders, substance use 
disorders) or symptoms (e.g., hopelessness, insomnia, agitation), 
prior psychiatric hospitalization, recent bio-psychosocial stressors, 
and the availability of firearms.

• Strong For





Risk Management and Treatment
Non-Pharmacologic

• We recommend using cognitive behavioral therapy-based 
interventions focused on suicide prevention for patients with a 
recent history of self-directed violence to reduce incidents of 
future self-directed violence.

• Strong For

• We suggest offering Dialectical Behavioral Therapy to 
individuals with borderline personality disorder and recent self-
directed violence.

• Weak For



Risk Management and Treatment
Non-Pharmacologic

• We suggest offering problem-solving based psychotherapies 
to:

• Patients with a history of more than one incident of self-directed 
violence to reduce repeat incidents of such behaviors

• Patients with a history of recent self-directed violence to reduce 
suicidal ideation

• Patients with hopelessness and a history of moderate to severe 
traumatic brain injury 

• Weak For



Risk Management and Treatment
Non-Pharmacologic

• We suggest completing a crisis response plan for 
individuals with suicidal ideation and/or a lifetime 
history of suicide attempts.

• Weak For



Crisis Response Planning vs. Safety Planning





Risk Management and Treatment
Pharmacologic Treatments

• In patients with the presence of suicidal ideation and major depressive 
disorder, we suggest offering ketamine infusion as an adjunctive treatment 
for short-term reduction in suicidal ideation.

• Work For

• We suggest offering lithium alone (among patients with bipolar disorder) or 
in combination with another psychotropic agent (among patients with 
unipolar depression or bipolar disorder) to decrease the risk of death by 
suicide in patients with mood disorders.

• Weak For

• We suggest offering clozapine to decrease the risk of death by suicide in 
patients with schizophrenia or schizoaffective disorder and either suicidal 
ideation or a history of suicide attempt(s).

• Weak For



Risk Management and Treatment
Post-Acute Care

• We suggest sending periodic caring communications (e.g., postcards) for 12-24 months in 
addition to usual care after psychiatric hospitalization for suicidal ideation or a suicide attempt.

• Weak For

• We suggest offering a home visit to support reengagement in outpatient care among patients 
not presenting for outpatient care following hospitalization for a suicide attempt.

• Weak For

• We suggest offering the World Health Organization Brief Intervention and Contact treatment 
modality following presentation to the emergency department for suicide attempt, in addition to 
standard care. 

• Weak For



Technology-Based Modalities

• Behavioral health treatment 
modalities for suicidal ideation

• Insufficient Evidence
• Neither for nor against

• Technology-based adjuncts
• Insufficient Evidence

• Neither for nor against

•Lower cost: Some apps are free or cost less 
than traditional care.
•Service to more people: Technology can help 
mental health providers offer treatment to 
people in remote areas or to many people in 
times of sudden need (e.g., following a natural 
disaster or terror attack)



https://www.mirecc.va.gov/visn19/cpg/index.asp
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