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Molly:
I would like to introduce our speakers. Presenting the findings of the systematic review, we have Dr. Lauren Denneson. She is a Core Investigator at the HSR&D Center to Improve Veteran Involvement in Care, known as a CIVIC. That is located at the VA Portland Healthcare System. She is also an Assistant Professor in the Department of Psychiatry at Oregon Health & Science University. 

Joining her is Dr. Alan Teo. He is a Core Investigator also at CIVIC located in Portland, Oregon; and a staff psychiatrist at the VA Portland Healthcare System; and an Assistant Professor of Psychiatry also at Oregon Health & Science University. 

Finally, coming on as our operational partner and discussant, we have Dr. Terri Gleason. She is the Acting Director of Clinical Science Research & Development Service, CSR&D; and the Senior Program Manager for Point of Care Research and Clinical Trials in the Office of Research & Development. 

I am very thankful to our presenters for joining us today. At this time, Dr. Denneson, I will turn it over to you.

Lauren Denneson:
Thank you so much, Molly. Let me pull up the slides. Okay. Thank you all so much for joining us today. We are going to be presenting the systematic review that we completed recently. We would to like to first thank all of the team members who participated in the review with us and acknowledged that Dr. O'Neil's work was supported by a PCOR grant. Also, Dr. Teo's work was supported by a Career Development Award through HSR&D. We also would like to share that we do not have any conflicts of interest to disclose. 

I am also a little bit unsure about how familiar people are with the Evidence-based Synthesis Program here at the VA. I wanted to give a little bit of a background in that. This report came out of that work. There is a topic nominations process that is linked at the bottom of the slide. Usually, topics are directed towards things that are clinically important to help us develop_____ [00:02:17] policies, and clinical practice guidelines, and guides to future research. 

For the current report, our stakeholder was the Office of Research & Development. Terri Gleason is on the line with us today to help us discuss findings later on in the presentation. Primarily, we wanted to update the previous two reports that we did in 2012, in order to identify areas that would be important for directing future research efforts. 

You can find the full report on the HSR&D website. Today we are going to be giving you hopefully a more digestive version of the report. But, if you are interested in some of the specific details, definitely check it out. 

Alan Teo:
This is Alan Teo, now actually just sitting next to Dr. Denneson. We will do a little bit of a switch back and forth during today's talk. We just wanted to highlight briefly here the three basic learning objectives for today's session. First is going to be describing the accuracy of several different methods of suicide risk assessment. How they do in terms of detecting suicide or suicide attempts.

The second objective is to describe recent evidence for intervention aimed at reducing suicide in military and Veteran populations. Then finally, our third objective is to have some discussion around challenges for future work particularly in the realm of translating some of the suicide prevention research into routine clinical practice. 

Lauren Denneson:
Alright. I am assuming that many of you on the call today are interested in the topic of suicide prevention. Then you are very familiar with how high suicide rates are among Veterans currently. What I wanted to do was show this graph that I basically – well, I did not basically. I did list right out of Claire Hoffmire's recent publication that shows very dramatically the contrast of the suicide rates among Veterans versus non-Veterans. You can see the suicide rate among Veterans has been much higher than non-Veterans for some time. 

In fact, this publication has shown that the rate among Veterans is growing. VHA actually can play a pretty large role in suicide prevention among Veterans. One of the primary reasons is that clinicians are seeing Veterans shortly before suicide attempts. Very often, one of the recent reports that came out of the CoE and_____ [00:05:15] has shown that approximately 80 percent of Veterans who attempt suicide do get VHA care within four weeks of that attempt. 

This is data that was compiled for specifically years 2009 and 2012. If you look at within eight weeks of an attempt, that rate jumped to 90 percent. We have a fairly large capability there to intervene among Veterans who might attempt suicide. Some of those were non-fatal attempts that they were reporting. When we looked a while back at suicide success in the state of Oregon, we found that among Veterans who died by suicide, 43 percent were receiving mental health care during the year prior to that. Sixty-six percent had some contact with primary care during the year. 

The VHA has implemented a number of suicide prevention activities. Hopefully, some of these look very familiar to you. Primarily, we have two basic activities that we do. One is identifying people who may be at risk and documenting that risk. Then, once we have identified those who are at risk, we find some way to intervene, or to provide follow-up, or referrals. 

Some of the ways that we used to identify Veterans may be suicidal ideation assessments that were recently implemented as clinical reminders. Then providing suicide behavioral reports to the suicide prevention and application network. Then, some of the interventions that have been recently implemented are safety planning and_____ [00:07:01] suicide prevention coordinators.

For this report, we wanted to identify some promising areas of_____ [00:07:14] future research in both risk assessment and intervention topics. The first question focused on that risk assessment piece. We are specifically trying to understand if there are some accurate methods to identify Veterans who would be at risk for suicide. If that accuracy varies by various things like settings, delivery modes, populations, et cetera?

For our second key question, we looked both at individual interventions, which would be applied to Veterans who are identified as higher risk. But also, some population level interventions, which would be applied to Veterans who may not necessarily be identified at risk. But those are applied to more broader groups of Veterans. This key question was looking at the efficacy and the effectiveness of the_____ [00:08:07], and adverse effects of these interventions; looking both at populations and the individuals.

Finally, our third question and sort of the thrust of the report was trying to identify whether there were promising areas that we could promote for future investigation. Or, whether there were certain gaps that the field was not currently covering but maybe should be. This provides us a brief overview of the literature that we reviewed. For all intents and purposes, we have conducted our search for a literature that was published between January of 2008 and September of 2016. 

That yielded us approximately 8,000 references. We excluded the majority of those. We were really focused on looking at interventions and risk assessments. Work that was conducted with populations that were similar to Veterans, if not Veteran in military populations. Things that were published in non-English speaking countries, and adolescents, and things like that, we excluded. 

We ended up with 19 studies looking at risk assessment and 18 studies looking at interventions. 

Alan Teo:
Now, we will move on to the first set of results on risk assessment methods. As Lauren was just alluding to, we ended up with 19 studies that evaluated risk assessment methods. In particular, one of the, you might say important results was that there were 19 different approaches, or 19 different risk assessment methods. Each study was evaluating a different method in terms of our included studies during this period from 2008 to 2016. You could think of that as both a good and a bad in a sense. The good in the sense that there were a variety of different methods that are being empirically tested. 

The flip side to that is that apparently again; it is at least in the studies that were included in our review, methods are not being retested or reassessed. When you break down those 19 studies on what type of approach was used to identify suicide risk. Again, suicide risk here is both, or either, or death by suicide; or things like suicide attempts that are referred to as suicidal self-directed violence. 

When we broke those studies apart, the majority fell into this category of approaches using either clinician rated or self-report instruments, tools, and scales. The smaller set of studies but a notable minority of fixed studies used more of what we will call a database or a big data types of approaches. 

There was one study that used both or compared these two different methods. When we then started to parse apart some of these studies and how they performed in terms of accuracy. What we are talking about here in terms of accuracy is classifying the individuals, the sample into the groups that have the study outcome versus death by suicide and those that do not. Those that do not have suicide or die by other causes.

When we look at accuracy, many of you will be familiar. This will be a brief review, if it is not fresh in your mind. But diagnostic accuracy, we have different ways of looking at this. One of the ways is sensitivity. We really focused on sensitivity in this report with the sense that we wanted to really identify true positives. Of course, the higher you push sensitivity, the more there is a sacrifice in terms of its specificity. 

But again, our priority was focusing on making sure we would catch cases of true positives. Again, those are defined as the proportion of patients who have the unfortunate outcomes such as suicide; and also had a method or a test that showed a positive result. The 80 percent is the threshold that we were using in this report for fair or better accuracy. The other approach that you may be familiar with is not sensitive – is not affected, or influenced by the basal rate. Things that are uncommon such as suicide; you can use another measure. The AUC, which can be helpful in getting a broader picture of diagnostic accuracy. 

Our threshold here was above 0.7 where 0.5 would be the same as a coin flip; and 1.0 would be absolutely perfect accuracy. When we looked at these again, 19 studies; and determined which ones had fair or better accuracy, the good news is that most of the methods identified in the included studies did have fair or better accuracy according to this criteria that I just outlined. They were able to discriminate patients that had suicide or other self-directed violent such as suicide attempts. Here you can see a whole listing of those different methods. 

Most of these methods that you see listed here were new to this review. There was a systematic review, it was in part an update to an earlier review in 2012, by the same evidenced synthesis program that Lauren spoke of earlier. Many of these methods were not included in that earlier review. If you take more of a graphical approach to how these various studies performed, for the studies that again included data on sensitivity, there were a number of studies that simply were not included in our systematic review. Because they did not report this type of diagnostic accuracy and information that we were looking for; sensitivity and AUC. 

For those that have reported sensitivity data, you can see this plotted. The upper right-hand corner of the graph would be moving towards a more perfectly accurate tool. In this report today, again, the full report has descriptions of all of these methods. We have chosen to highlight one that we will show in an upcoming slide. Not that this particular study is the be all and an end all of diagnostic_____ [00:15:27] the efficiency of today's presentation. 

We will be talking about this study momentarily. Then again, if you looked at studies that included AUC information, this is how they plotted on our graph here. Again, higher up on the Y axis would be higher levels of accuracy. That yellow– I am sorry – red line in the middle would be no better than_____ [00:15:51]. Again, for today's purpose, we have chosen to highlight a couple of particular studies.

Here are those three studies that we will spend just a few minutes on _____ [00:16:08 to 00:16:10] first_____ [00:16:12] they demonstrate diagnostic accuracy that we had spoken about. We also had rated them as having a lower risk of bias using criteria that had been established by some of Heidi Nelson's, the lead author's previous work. We also focused on them because their study outcome looked at suicide deaths. 

Then finally, we feel they have some applicability to again our military Veteran population. The first study that we will highlight briefly here, it comes from Steeg and colleagues out of the U.K. actually. Their risk assessment method is called the ReACT Self Harm Rule. They developed this rule using first a derivation data set. Then they subsequently tested that. Approximately 20,000 patient, these were patients that were presenting with self-harm. That could have been – it all had to be intentional self-harm whether it was motivated…. Whether it was sort of a non-suicidal self-injury or other form of self-harm. All of those types were included. 

They were presenting to five different Emergency Departments in several different locations in England. What they found with this tool were four different items that could compose this self-harm rule. You essentially would get a score based on whether you had for instance, self-harm in the last year living whether you were living alone or homeless. Or whether you had cutting behavior as your form of self-harm. Or, whether you were currently in treatment for a psychiatric disorder. 

Using that four items tool, they found a diagnostic accuracy, you might say, or a sensitivity of 88 percent in their validation data set. Of course, a lower level of specificity because the focus again here was on sensitivity. They evaluated that. It is always important when we are thinking of risk assessment to think about what time frame are dealing with? Is this predicting the outcome over one month or one year? In this case it was suicide within six months. 

Again, the ratings for risk of bias again based on study methods for this study was deemed low. We felt that the applicability to our patient populations here in the VA is moderate. Of course, the data are coming from a separate or a different country. One that does have a national health system. Of course, in the VA, there are many different Emergency Room type settings where you might imagine something like this being tested or deployed. 

The second study that we will highlight is also highlighted in the news. It was an important and large study by Ron Kessler and many other colleagues. This risk assessment approach is called – or we are calling the Army STARRS model. It comes from the Army STARRS data set. They focus beginning with a high risk group. This high risk group were soldiers, Army soldiers who had been hospitalized with a major psychiatric diagnosis. That ended up being for their data, about 40,000 soldiers; and something like fifty-some thousand hospitalizations. That represented about a little bit less than one percent of soldiers in any given year. 

They followed them in the sense of following their administrative data for 12 months to see what happens. They were able to develop a machine learning risk algorithm using a complex set of many different administrative data systems. All together, they produced models varying from 20 to 421 predictor variables that went into those models. In this data set, they ended up 68 suicides that they evaluated. The diagnostic accuracy in terms of the area under the curve ranged. But it was as high as 0.89 with those outcome for this study being again suicide, or death by suicide within one year. With a low rating of risk for bias. A high applicability to our patient populations, we believe. 

The final study that I will highlight here in terms of just risk assessment approach is to give you a sampling again of the most recent data. It comes from John McCarthy, Rob Bossarte, and Ira Katz, and many other important VA colleagues who published this paper last year in the American Journal of Public Health. This data source was a little bit different than the Kessler study that I just mentioned in terms of using a data set, including all active patients in the VA Healthcare System; and not necessarily ones that were at high risk from hospitalization, or so on, and so forth. 

Using this large data set coming from VHA data; and using_____ [00:21:49], their approach was to create a prediction model; again using a large set of predictor variables. Their approach was really to create different strata and different levels of risk concentration with tiers of higher and higher predicted probability for suicide; and dividing the sample into those that were cases that died by suicide. Then also controls who did not die by suicide. With this approach, the accuracy measured by the AUC was a very respectable 0.6 – 0.76, excuse me – with this outcome being suicide within the last year. A low risk of bias; and again, coming directly from active VA users, the applicability to our work is probably the highest of all in this study. 

Lauren Denneson:
Okay. For the population level interventions, we found eight population level studies. Primarily these studies implemented various multifaceted approaches. They included things like education, awareness, enhanced screening, treatments, and engaging stakeholders at multiple levels. As you can imagine, it was sometimes very difficult to understand what was actually happening? What were the actual activities? How were these pieces disseminated? How were they defined – things like that?

But, what we did see was that there was a lot of engaging stakeholders and individuals within the system or organization at different levels. In the military setting of commanders, and soldiers; and people were all working together to…. There was a sort of like shared understanding of what the progress – the protocol was. What we found was that there were six of the interventions that had an observed post lower suicide rates. But some of these were very minimal. Like, for example, one suicide versus none, and things like that; so, it was very difficult for us to sort of assess what was effective and not effective. 

We found some considerable risk of bias in these interventions. As I was sort of explaining this, it was difficult to understand really what was happening. The comparison groups in some cases were not adequate. The interventions were not randomized. Obviously, there were several cofounders that were not considered.

We rated this as having a low evidence grade for the suicide outcome. None of these interventions evaluated suicide attempts. We did not grade that. 

There were ten individual level studies. These were mostly studies of psychotherapy and things that most of us are familiar with like cognitive behavioral therapy, DBT, personal construct psychotherapy, and problem-solving therapy. There is also a study of CAMS. There is one study that was not quite a psychotherapy. But it was more like a day hospital program. 

We found two of the trials had statistically different differences between their treatment and usual care groups. The first one was an outpatient active duty intervention using brief cognitive behavioral therapy. We found that – or they found that 13 percent versus 40 percent had suicide attempts. They were looking at attempts_____ [00:26:05] outcome. The second study was women with borderline personality disorder receiving DBT. The intervention and control comparison looking for attempts. Again, they were looking at attempts per 23 percent to 43 percent. 

We found some risk of bias in these studies as well. Risk of bias is assessing the whole group and not just the couple of studies that I am highlighting here. There were some allocation concealment, and unclear, or lack of outcome measures. We graded this evidence as insufficient _____ [00:26:50] suicide outcome and low for attempt. 

Alan Teo:
This has been again a somewhat selective and purposely selective review of some of the results here. But we can start to put together some take home points and messages, and hopefully generate some interesting discussion with our group today. I think one of the lessons – I would like to think in threes. We are going to have three different lessons to try and put together some of these results. 

The first lesson, I think is that we are finding empirical studies that are testing new methods and finding ways to identify patients that have suicide attempts or death by suicide. It is exciting. It is exciting to find that these methods are showing the reasonable levels of accuracy. But, there is a caveat to this, too, which is that generally these results are not being replicated or extended to additional clinical contexts. Again, I was personally somewhat surprised when I sort of went back to look at the previous systematic review in 2012 done by the evidence synthesis program here. I found that some of the most promising scales or measures that were used there did not seem to be found again in our updated systematic review. 

That is one take home lesson. The way I think about this is that, of course, it is important to develop new methods and to test them. But then, the ones that seem to be the most promising or might be the most amenable to implementation, and testing in different healthcare systems, and so on, we would encourage. Or, we would love to see more extension of that work. 

The second piece here or lesson has to do with prediction models, direct and developed, or derived from these large patient or other administrative databases. We were excited to find, I think in the systematic review that big data approaches are increasingly being tested. They have not been identified so much in previous systematic reviews. But we did find several of them that again met our inclusion criteria. I expect there will be more of these to come in future years. It is an exciting area. 

At the same time, it is early. There is much work that really remains to be done in thinking through how will these approaches be applied to clinical practice? There is sort of a proof of concept or a feasibility in developing them. But approaching or implementing them in clinical settings is more unclear. Just to use one example for instance from the Army STARRS risk algorithm that we highlighted. Again, this method that was developed incorporated information from 38 different administrative databases. Of course, that information was obtained retrospectively. There was a lot of difficulty in how that would be switched or changed to be obtained prospectively. Or, whether that sort of information would be available in real-time to clinicians or other healthcare providers that would be able to then use it to inform their management of patients at risk for suicide.

The last lesson that we will highlight in terms of how we have thought about these data has to do with the suicide prevention intervention. Specifically that there is, I think some sense a disappointment that are the studies we identified were inconclusive. At the same time, we recognize that this field of research is perhaps one of the most challenging of all areas of research. One of the many challenges is that there is a low incidence of suicide on a population level. The number of suicides of course, that we are dealing with in the U.S., approximately 30,000 deaths by suicide a year is a tragedy. Many of these are Veterans. 

But at the same time when you look at rates or risks, it is quite low. That low risk makes it difficult to conduct research. It also makes it difficult when you think about again of taking some of these study results and applying them to other settings. For instance, with the ReACT Self Harm Rule that we mentioned in the data set that was used for the study, it had a sensitivity of 88 percent and a lower specificity of 24 percent. If you look at the current suicide rates in the VA population, this is approximately 28 suicides per 100,000. You translate that to positive predictive value, you would end up with approximately three suicides. 

That raises questions of what would we do on a practical level with the many false positives that would arise? Ninety-seven out of 100 in this example, and how would we manage that? What do we do with choices about involuntary hospitalization, and adverse effects, and harms of screening, and other interventions that were not assessed in these studies? I think it just raises some questions about what we might do with this information. With that, it sort of segways into some reflections on future directions for research. One, I just alluded to, which is that we would encourage future studies. We found this both in terms of risk assessment methods and the intervention studies that the potential adverse effects were not examined. Including that sort of assessment would be helpful. 

A second suggestion has to do with building on the existing base of risk assessment methods. We take some of those most promising approaches and continue to push them and the refine them further. The third suggestion here is about refining some the previously studied interventions. Again, we have separated them into ones that are based on population level approaches. For a population level study, some study designs that we suggest would be robust but also practical when you are dealing with an observational data set. These would be things like interrupted time series analysis and more quasi experimental_____ [00:34:22]. 

Some of those approaches could be helpful for refining these intervention studies in subsequent work. For studies such as the psychotherapy based studies that are more at the individual level, some improvements in terms of sample selection and replication with larger randomized control trials would be helpful. 

Then the final suggestion or area that we wanted to highlight for today had to do with exploring and promising, but very novel approaches. These would include things such as the computer based or computer administered implicit association tests. Some of this work for instance was just highlighted a few days ago in The Wall Street Journal and uses approaches that include focusing on biases and intention. Intentional bias and how that bias – people that are at risk may pay more attention to words that have to do with suicide. 

There are other approaches in the biological realm that were not included in this review in terms of their current state of evidence. But certainly biological marker approaches that use objective biomarkers are important. Then also intervention, in the intervention realm; technological or mobile health approaches that might augment intervention strategies; as well as interventions that would focus on promoting positive or protective factors. The CDC for instance has highlighted how social connectedness and social integration is one approach to reducing suicide. We are encouraging interventions that might focus on some of those protective factors.

I think with that; that is a fairly quick run through. But we have our contact information up here. Again, this the full set of references are in the report in the Intranet. Again, we have just selected a few highlights for today's purposes. But these are some of the references we have mentioned for today. I think with that, Lauren_____ [00:36:59].

Lauren Denneson:
Molly, should we open it up for questions?

Molly:
Let us turn it over to Dr. Gleason for some operational partner comments.

Alan Teo:
Okay.

Theresa Gleason:
Yes, hello, thank you. This is Terri Gleason. I sit in the Office of Research & Development in Washington, D.C. I am not out in Portland with Alan and Lauren. But I would surely like to thank the presenters today walking us through the results and this important report. You will of course, recognize that our efforts on this specific topic of suicide prevention by_____ [00:37:39 to 00:37:40] any of the expert project team; Heidi, Allison, Brian, Maya, Devan, together with the presenters; also, Molly for her coordination in putting the finishing touches on the Cyberseminar. I appreciate everybody's time and energy on this.

The VA's evidence synthesis program is really a unique resource. I think this project may be the first time another service other than Health Services asked to make use of it directly to address our programmatic needs. I just want to say they were extraordinarily responsive to our request to complete the report as quickly as they could. I personally believe there is no more urgent question for VA research than to increase the evidence supporting successful effective means of reducing Veterans death by suicide. I would say a full stop there, period. 

I think it is just a critical need of the VA research community and the VA Healthcare System. It is uniquely positioned to really make a difference in this. I think everyone who is involved in working in this particular area; whether it is clinical practice and in the research efforts as well. The questions themselves that were asked in this evidence synthesis arose really in a variety of directions. There are large efforts focusing on federal resource and suicide prevention. VA works closely with DoD, HHS, NIH, and specifically NIMH regarding suicide prevention research. 

In 2013, we were tasked by the White House to develop a national research plan of action to be focused on suicide prevention research along with PTSD and TBI. This ESP – or the SPI idea then was generated as we looked more closely at the state of our knowledge regarding interventions specifically; and also considered the challenges inherent in suicide prevention research, kind of to update our thinking about the state of our evidence overall. We hope that this and other related efforts can begin to point the community to fruitful and productive research questions to really affect change; which is the bottom line goal of all of this. 

We see in this specific report that was produced, some potential avenues to pursue. I really appreciate Alan's kind of direction and potential lessons learned. It also points to potential areas that researchers could explore to advance treatment and prevention. The area I am particularly concerned about in which you heard the authors' caveats relates to inconclusive evidence from treatment trials. In VA, we are really excited about a large cooperative studies program underway, a clinical trial exploring the potential benefit of lithium medication for suicidality. Our community overall, clearly has to think about ways to improve the evidence-based in order to significantly prevent the outcome of suicide in the Veteran population. 

Some of the things that we heard about today and we recognized are issues that are common to all clinical trials. I mean, Alan brings up well, in the prior report, we heard about some interventions. But going back and doing this next version, we did not really see forward movement. We did not see replication. That is a concern, I think for clinical intervention studies in general. But we also have to deal with other challenges such as the event rate and the challenges that presents to the community. I think efforts like this help to coalesce understanding; but also, it should be driving us to think about how we overcome the challenges as a community and address this issue. 

While we and the Office of Research & Development are making use of this report, I really hope listeners will be compelled to think about how to ask next needed set of research questions. Focus on improving prevention and also considering the challenges that were presented today. While Alan and Lauren presented their contact information; I hope you call us here in the Office of Research & Development and talk about your research ideas. 

Talk with your colleagues and others about really pushing the research agenda forward so that maybe the next time, we get together with an evidence synthesis result, we are able to talk in a more complete way about sufficient evidence of intervention. I think the challenges are out there for everyone. Maybe this just leads the way to a better and more broad communication and discussion about the challenges that we face. I think I would like to stop and leave the opportunity for questions. Again, Lauren and Alan, thank you.

Molly:
Excellent, well, thanks_____ [00:43:27]. Thank you all. We do have time for some questions. For those of you looking to submit a question or a comment, please use the question section of the GoToWebinar control panel on the right-hand side of your screen. Just click the plus sign next to the word questions. That will open up the dialogue box. You can submit them there. The first question we have. You mentioned CAMS, Collaborative Assessment and Management of Suicidality. Any data on the accuracy of CAMS at predicting suicidality?

Lauren Denneson:
It is not used to predict suicidality that I am aware of. Let me pull up….

Molly:
Were you referring to complementary alternative medicines or a collaborative assessment and management?

Lauren Denneson:
A collaborative assessment and management, yeah….

Alan Teo:
I do not believe. We could come back to that, if we do not have it in front of us. 

Molly:
No problem, your contact info is on the screen. If people want to contact you offline, if you need some time to gather that. They could do so. Okay, the next question, have you looked whether the suicide assessments are given by trained assessors and without bias?

Alan Teo:
Yeah. I think that was exactly one of the important features in terms of evaluation of risk of bias. Of course, the self-report tool are by definition designed not by any trained individuals. It is by the patient. For the clinician administered tools, we evaluated who that clinician was. Or, who – what sort of background they had.

Molly:
Thank you. We did have somebody write in a comment regarding the CAMS question. There is an assessment form as part of CAMS, the suicide status form. But it is intended to be used to inform clinical work. Thank you for that clarification. The next question – I wonder if or how VA is tapping into the talent of the suicide prevention coordinators, theoretically, our hands on experts to develop effective interventions? 

Lauren Denneson:
Yeah. I am not aware of anything ongoing. I know that we here at the Portland VA, the suicide prevention coordinators often do in-service presentations for clinicians, and researchers, and for the healthcare system as a whole to talk about suicide prevention, and awareness, and_____ [00:46:26], and warning signs. But at a sort of larger scale use or implementation, or harnessing of the information that they have, I am not aware of anything.

Alan Teo:
Yes. I agree. I think that is a great point. It sort of accentuates the point made by Terri in terms of how can we have a dialogue that really incorporates all of the different members of our community. Because I think they all have important roles. The suicide prevention coordinators have their feet on the ground and pulse on sort of the raw clinical experience probably more than many other clinicians. How can we tap into that? Again, not a single site or sort of one-off level; but how could we more systematically tap into that, or use that information, or design intervention for instance? I think those are fantastic thoughts.

Molly:
Thank you. The next question we have. You mentioned the low prevalence of suicide, including 97 false positives out of every 100 assessments. Yet the assessment tools were supposedly highly accurate. Can you clarify these two points and how they relate?

Alan Teo:
Yes. I can try and clarify. Others can chime in too. I think this is again sort of this fundamental difficulty where at some level, these tools need to be developed. Or, are often developed in more high risk populations and a more risk concentrated pool such as people that have had…. 

We highlighted, for example, the folks that had been presenting to the Emergency Department with self-harm. But when you apply them across the broad population again, across the entire VA population for instance, you then end up with the situation where there are many cases that end up being ultimately false positives. Now, there is the caveat here that false positive; you have to think about what we mean by that. 

If you look at there are other negative outcomes besides death by suicide of course. That is sort of the ultimate negative outcome. But even when you look at those populations, those individuals who do not die by suicide, there are other for instance hospitalizations or other outcomes that could be targeted. But because the rate of suicide at a population level is low per person or person years; it is often measured. That results in these many cases ultimately that do not lead to the outcome. 

Lauren Denneson:
Yeah. I mean, just to summarize a little bit what Alan is getting at is that they are fairly accurate when you are looking at a very specific high risk population. But for clinical use, if you were to take and hand it to a primary care clinician and have them screen. Use it to screen all of their patients – we would end up with a lot of people who screen positive who may never attempt suicide. Those are false positives. That is sort of – that is how it measures high accuracy in the study itself; but potentially not applicable to a broader clinical setting.

Molly:
Thank you, and the next question. Do these findings get published in any journals outside of the VA?

Lauren Denneson:
I'm sorry, say that again.

Alan Teo:
Yeah. Could you repeat that Molly?

Lauren Denneson:
Will this report be published anywhere outside of the VA or distributed widely?

Alan Teo:
Okay. Yeah. I just was not sure, if they were referring to this report or the evidence that we have reviewed. Yeah, this report is currently under peer review. Our goal is certainly to share the results with a variety of different audiences today as well as other forums, too. The peer review medical literature, absolutely, that is part of the plan.

Molly:
Thank you. The term administrative data was used for both the Army and VA studies. How much of this is actual clinical symptoms; hopelessness, loss of purpose, feeling trapped, et cetera?

Lauren Denneson:
Very little – so the administrative data that we are talking about or that they are talking about are things that are captured in the_____ [00:51:25] and other hospital data that_____ [00:51:30]. It is nothing that is like written up in medical notes, _____ [00:51:34] diagnoses, visits, prescriptions. It is not really getting at some of those more symptomatic levels and kinds of data. Alan, do you want to _____ [00:51:48]?

Alan Teo:
Yeah. We think generally – again, there is a large number of variables. Even some of the variables were sort of what you would call interaction terms. Variables that multiply across other variables. It does get somewhat abstract or statistically complex. But for the McCarthy study that we mentioned, it was using electronic medical records data, but again, not_____ [00:52:15]. I think if questioner was wondering more about things that would come in clinician notes? 

There are other studies that have been done and are being done that again, were not included in our review. But there are some studies that are looking at pulling. This has to do with natural language processing and pulling words, texts from clinician notes. Off the top of my head, I can only recall one by_____ [00:52:41] and colleagues, I believe, and_____ [00:52:43]. There are some approaches that are taking that tact of looking at notes; not so much from what was included in this report. 

Molly:
Thank you for that reply. The next question – did you come across any interventions that were delivered by the peers? If so, what were they? If not, can you see some of the interventions being delivered by peers?

Lauren Denneson:
Yeah. We did not find, I do not think. I cannot remember. I do not think we found any studies of peer delivered intervention. But we know that there are a couple, at least one ongoing study that Paul Seifert is working on. It is looking at a peer based model; which is why it has ended up in our…. I believe it ended up in our report as a sort of like future direction. Yeah. Do you remember any others…?

Alan Teo:
Yeah, no, exactly, yeah. But most of the therapy interventions; and I think all of the therapy interventions again in sort of our systematic review here were psychotherapies delivered by more of a traditional clinician. 

Lauren Denneson:
Check out, if you are interested in the topic; Paul Seifert is currently working on_____ [00:54:10] project.

Molly:
Thank you. It looks like that is our final pending question at this time. Would either of you like to give any concluding comments?

Alan Teo:
I would just reiterate I think what Terri brought up, which is we appreciate this as an opportunity to sort of begin a dialogue. I can also perceive from the review. The position of being a systematic review where you are in a sense a little bit of a coach telling people to jump higher or run faster. I have been on both sides of conducting the research myself and also being involved, and having the privilege to be involved with this. 

Recognize that it is the challenge then, of course, for the athlete as it were to actually do the running faster and jumping higher. But I think we are a great point right now, and a lot of energy, and excitement; and just devotion to these topics. I just really would give a shout out to all of those researchers and clinicians that are working on these issues.

Lauren Denneson:
Yeah. I would just add that while we recognize as well that there is quite a lot of really great research that is happening right now in the suicide prevention field that do not quite make it into our algorithm of the review; or sort of as a part of the methods of our systematic review. They do not really get the acknowledgement that it deserves. I just wanted to make that a point_____ [00:55:37].

Molly:
Thank you both. Dr. Gleason, did you want to give any concluding comments?

Theresa Gleason:
I would just reiterate my thanks to everyone working in the area. Again, if you have questions of research, please do direct them over to us. 

Molly:
_____ [00:56:00 to 00:56:01] your expertise to the field. Of course, thank you to our attendees for joining us. I am going to close out the session now. Please wait just a moment while a feedback survey populates on your screen. Take just a second to fill out those few questions, we do love to look closely at your responses. Also, it helps us to generate ideas for new sessions to support. Thank you once again, everybody. This does conclude today's HSR&D Cyberseminar. Have a great day.

[END OF TAPE] 
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