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Molly: So at this time I’d like to introduce our speaker today. We are privileged to have Dr. Paul Pfeiffer joining us. He is an investigator at the HSR&D Center of Innovation at VA Ann Arbor Healthcare System and also an assistant professor of the University of Michigan department of psychiatry and serious mental illness treatment resource and evaluation. We’re very grateful to have Dr. Pfeiffer joining us today. Paul, are you ready to share your screen at this time? 

Dr. Paul Pfeiffer:  I am. 

Molly: Excellent! There we go.

Dr. Paul Pfeiffer:    Okay. Thank you all for tuning in today. This is, I think, really a pretty interesting topic and it's one of those areas where there’s a lot going on in terms of people implementing these types of programs, peer support specialists in roles around suicide prevention and crisis management, and where the research really is probably needing to play a lot of catch-up. So I’m going to go over a bunch of that for that reason. It's kind of interesting to think about those intersections. 

Just to start off with, I have no financial conflicts of interest to disclose so there’s no issue there. In terms of the outline of the talk, broadly I’m going to start off just talking about some background on suicide research, background on peer support, and talk a little bit about the theoretical framework at least how I see how peer support might play a role in suicide prevention. I’m going to talk about some of the rudimentary evidence space that we have around that. Then I’m going to talk more about how peers that we see out in the field in our communities, not necessarily in VA are probably more so outside of VA are involved in crisis support and suicide prevention. Then, I’m going to talk a little bit at the very end, hopefully if we have time, about a research study that we’re just getting going with that is specifically looking at using peer support mentors as a suicide prevention tool. 

Okay. First I want to start just by getting a read of the audience so I know who I’m talking to. So this is the first poll question. I have two questions. The first one here is just what is your primary role? Are you somebody that provides peer support? Are you someone that’s involved in clinical care otherwise? Are you more in a leadership management position? Are you in research, evaluation, or other? So people can put that down. 

Molly: Thank you very much. So for our audience members, you do have that poll question up on your screen. Just click the circle that best represents your response. It looks like we’ve got a nice responsive crowd today. That’s great. We’ve already had 80 percent of our audience vote. So that’s very helpful for us to know who to gear the talk towards. These are anonymous responses and you’re not being graded. So that’s all the incentive to chime in. Alright. It looks like we’ve capped off at about 87 percent so I’m going to go ahead and close the poll now and share those results. Paul, you’re welcome to talk through them real quick, if you’d like. 

Dr. Paul Pfeiffer:   Okay. Yeah. It looks like we have a lot of folks that are peer support focused. So that’s great because that’s a big focus of the talk in clinical. There’s a little bit less in the management and research side of things. That’s good to know. It helps me to think through who we’re talking to. 

Molly: Thank you. I’ll go ahead and pull up the next poll question now. Do you want to read through that real quick?

Dr. Paul Pfeiffer:    Yeah. So do I have to share my screen? 

Molly:  No, I’m sorry. I have it up there already. 

Dr. Paul Pfeiffer:   Oh, okay. So I think I already know the answer to this based on the other one but this is how would you describe your background of expertise? Is it more peer support, recovery services? Two, is it suicide prevention? Three, is it both? Four, is it neither? 

Molly: Thank you. It looks like people are taking a little more time to think this one through. We understand that you may have a diverse background but we’re searching for just that primary background of expertise at the moment. Alright. It looks like we’ve got right around mid-80 percent response rate once again. So I’ll go ahead and close the poll out and share those results. 

Dr. Paul Pfeiffer:  Alright. So yeah, more and that’s what I expected based on the prior one. So it's more in the peer support recovery services, about half of you, and about 20 percent suicide prevention. So that’s good. Let me take back control. Okay. So I’ll just sort of frame the rest of the talk in the sense that I’m primarily a researcher and so there is going to be definitely a research angle to what I’m going over in terms of the theoretical framework as evidence-based, so. But hopefully that’s also why you’re all here is to kind of hear that aspect of it, so. I’m actually going to start with sort of the bottom line first just in case people have to get off the call or other things come up and people don’t want to miss the punch line. 

I’m actually going to start off with that and then I’m going to go through in much greater detail what I’m sort of using to base my thoughts on. So first, the bottom line is I think there are good theoretical reasons to believe peer support can reduce the likelihood of suicide. I’m going to go over that. Number two, there actually is a large national, or international movement to integrate peer specialists into the broad spectrum for crisis related purposes. I mean it's really a movement to integrate peer support specialists into all aspects of mental healthcare and not just crisis service but definitely including that. 

But there is some evidence that peer-run crisis services have good, high, customer satisfaction, can be cost saving alternatives, but there is very little research at this point that peer support services improves suicide-specific outcomes. A lot of it is just that research isn’t there yet. So there is some evidence in some parts of this and not in others. Now I’m going to go through that kind of in more detail. But that is basically the punch line and I’m going to come back to this again towards the end. 

So here is the background in theory. Actually, for those of you that aren’t the suicide expertise folks, this is a good overview, a very quick snapshot on what the research on suicide and the epidemiology of that is. So this is a slide I got off the World Health Organization’s recent report. It shows the total number of suicide deaths in 2012. It says 803,900. I put this slide up here just because it's such a large number and in our individual experiences, maybe suicide is rare. It can be rare to encounter. But when you look on a global, national perspective is a very large number of individuals that are dying by suicide each year. This graph is also interesting. It's a little beside the point of focusing on VA in sort of most of our work. But the majority of suicides occur in low, middle-income countries, and the age distribution is different in those places. It's much younger than it is sort of in a country like ours. 

The other thing is, just to put suicide in context; it's actually one of the leading causes of death. In this pie chart, it's the seventh leading cause of death. This is among men. So suicide is more of a cause of death among men in the US than it is among women. But again, in the VA population we’re dealing with mainly male populations. So this is sort of more representative of that. It's not on the top ten in women. So this kind of puts it here. When you do look at suicide actually and you take away sort of diseases of old age, so to speak, like heart disease and cancer as you get older, then suicide even becomes more prominent as a cause of death. 

Then here’s a slide that looks at the trends in the rate of suicide from 2000 – 2010. This is sort of hot off the presses work done within the VA. What you can see here is that among veterans the trend in suicide rate has crept up kind of slowly during that decade. Among non-veterans it's been almost completely flat. You don’t see a lot of fancy statistics to tell you that. There’s an interesting side note to this work. Actually among veterans who access VA care, the trend has not been increasing. That trend has largely been in the non-VA veterans. But the reason I put up this slide actually is mainly to demonstrate the flatness or the lack of improvement on the suicide rate that we’ve had over that decade and probably continuing through now. 

To me that says, as a researcher, that we need more interventions. We need to do something differently if we’re going to try to bring this rate down. My argument would be that we should focus our interventions on things that we know that address known risk factors for suicide. Ideally, given the large population that we likely need to administer the interventions to in order to have an effect that those interventions should have limited barriers to implementation. They should acceptable to recipients, affordable, and scalable. So you can see where I’m going with that in terms of arguing for peer support. I’m going to get there in a little bit. 

So what are the risk factors for suicide that we should be addressing? Well, this was a review I took from a paper by Van Orden and others. You can see here that there are a very large number of suicide risk factors. So when you think about how do you design an intervention, how do you try to prevent suicide, how do you address these risk factors, it can be a little bit overwhelming because there are just so many different risk factors out there. A lot of what researchers do in this field is sort of try to find new risk factors, what hasn’t been shown before, what are some new ones we can think of, and it starts to sort of add up to just a very large number. So what I have found helpful is actually by the same Van Orden and Thomas Joiner [ph] work is to think about kind of how we can condense these or collapse these into broader categories. 

So this is what has been called the interpersonal theory of suicide, this slide here. Basically they collapsed most of those risk factors from ______ [00:11:04] into three main categories. Those categories are thwarted belongingness, burdensomeness, and hopelessness. The idea behind this theory is that these three factors combine in a way that multiplies each other so that they really synergize in a way that when you have all three that’s really driving people to be more actively suicidal or thinking about suicide. 

So this is a theory and I found this theory particularly helpful to try to conceptualize the suicide risk in a different way, in kind of a simpler way. We actually have some evidence. Oh, I was just going to say the way you can also sort of think about these categories in more colloquial terms is the concept that thwarted belongingness is I am alone, burdensomeness is people would be better off without me, and hopelessness is it will never get better. So that kind of is a way to sort of even short cut it further to what the risk factors are. 

We did a study where we looked at data from one our randomized, controlled trials of depressed veterans. These are veterans who still had ongoing symptoms or functional impairment even as they had been receiving treatment. We looked at these factors that we generated at the bottom here; hopelessness, burdensomeness, and belongingness. We used the scale that we had obtained during that study to generate these factors. We found that consistent with the theory that as people were more hopeless they were more likely to have active suicidal ideation if they had more sense of burdensomeness, more active suicidal ideation, and lower sense of belongingness. Like, basically it's essentially the same thing as social support that they had more active suicidal ideation. 

So in terms of these as individual factors, we did find support that these individual factors are associated with more active suicidal ideation. And some of these, this is not new. Most of these actually, again, have already been shown in prior studies. We did not find that the multiplying or duplicative aspects to it held true that the theory proposed but at least independently they did so again, showing that these are things we should maybe consider addressing. 

So if you go back to the other theory slide, and then I’m going to be moving away from theory pretty soon, but peer support on this dash box is this is where when I was thinking through this theory based on my background and doing research in peer support, it really kind of hit me. The light bulb moment was like this is really what peer support is supposed to address, feelings of loneliness, I am alone, by sort of sharing one story, sharing a shared experience that that is intended to make people feel less alone in their experience and their struggles. 

It's the same with hopelessness is that peers are a living model of hope in that the theory is and the experience is that people, when they have someone in front of them who has recovered from feeling suicidal whatever their mental challenge may be, that that provides and instills some hope in the person that they’re working with. So to me, this was the theory that sort of drove some of our future research I’ll talk about later. I think it's a good theoretical model for why we think the role of peer support could be theoretically in terms of improving suicide risk. 

I just want to take a step back for the folks that maybe aren’t as versed in peer support and what that is. I just have a slide here that talks about peer support. Really there is a spectrum of what peer support is. On the one end, with peer support the one extreme, I guess you could say, is friendship, which is really different than what peer support is. Peer support isn’t just friendship at least in any of the context of helping people with mental health problems. On the other end is psychotherapy, which also really isn’t peer support. It's very unidirectional and structured. But in between these two ends of the extremes you see a gradient of what peer support is and how structured it is, how professionalized it is, how mutual the sharing or the support is. So that’s kind of what is one way of framing what peer support is. 

What we’ve sort of settled on in the VA, and I think largely outside the VA as well, is a model of what we call certified peer support specialists, which is a professionalized model. So its individuals that have had a lived experience with mental health challenges who are in recovery from those who then receive specific training and how to support other people. Usually it's about a weeklong training. There’s usually a certification test, and ongoing supervision. Then they are employed and paid and reimbursed for their services like other clinicians. Their goal is to support others and to help them through their mental health challenges 

Someone told me today that there’s over a thousand now. But as far as the last count, President Obama had ordered 800 certified peer support specialists across the VA. I know we met that goal. They’re really in the VA employed in a large number of contexts more so than I could even probably summarize in a minute. So there’s just various really some unique roles depending on the facility. Most of the places have at least three. Some have many more. So that’s the brief summary on kind of peer support in the VA. 

So now I’m going to shift. We’ve talked about the theory and we’ve talked about peer support and suicide rates. Now I’m going to talk about some of the evidence. I’m going to start with what is the evidence on the way peer support is done now, the leading peer support interventions or styles, if you will, what does evidence say about that addressing suicide risk factors? Then I’m going to talk about more crisis-specific stuff later. I’m talking about risk factors because there’s really nothing so far that’s looked at suicide outcomes. So we don’t really have any evidence in that whatsoever as far as I’m aware. Please correct me if I’m wrong if somebody knows of some. I’m going to talk about risk factors. 

So one of the more common roles for peer specialists in the VA is to deliver an intervention called WRAP, which is wellness recovery action planning. There’s then a randomized controlled trial of WRAP. If you look at the data and read the study carefully, it actually was. There was a statistically significant finding for WRAP improving hope. But when you look at the actual change in hope, which I have graphed here from the paper, you actually see a very modest, I would say, increase in the amount of hope from 21 to 22. Without even knowing the scale of it, when you’re up to 22 and you’re having a one point difference, that’s, I would say, a very modest effect. So I think the point of this is that you will actually see this study referenced as having significant effect on peer support improving hope. But I would just caution that with a little bit of thinking that I don't know if this is clinically significant. I’m happy to be told otherwise if I’m getting that wrong. 

What about vet-to-vet? That’s another form of peer support. That’s actually before more certified peer support specialists that were employed. I believe that was an option provided by volunteers. So it's a little bit of maybe a different entity than certified peer support specialists in some cases. But there was a randomized controlled trial that ______ [00:19:37] in the VA. And that’s saw no overall effect on social support, hope, or mental health symptoms compared to usual care. It did find a dose effect for some of the outcomes. But those outcomes were actually more for improvement in symptoms and not for social support for hope. So again, here was sort of a null finding, I would say, in terms of not finding a lot of effect in terms of the evidence for peers improving suicide risk factors. 

Then I have one more study. I know this is not a systematic review here. I’m a little bit cherry picking but I think these are generally representative of the sort of recent findings. But the effect of RCT done by Chinman that studied what were the effects adding a peer support specialist onto a VA MHICM team? They found no overall effect on symptoms, quality of life, or measures of recovery. Although, they did find an improvement in activation so engaged people were in their care. That I’m not you know. But overall I didn’t see a lot of evidence here. It was largely a null finding that this was improving symptoms, things we wouldn’t think would necessarily be associated with suicide. 

So there’s some caveats to all this work particularly in the VA in what I would say is that a lot of when you’re studying adding a peer support specialist into an existing service or adding vet-to-vet to people that are already getting VA care, it's sometimes probably hard to find in effect because of all the care that people might already be getting. I think that’s sort of the anecdotal or the interpretation of some of these findings is that these folks are also engaged in a high degree of care already with seeing a psychiatrist or a therapist and a case manager, and whatever else they have going on. That might be harder to show in effect than in other cases. 

In terms of peer support for depression, depression is a risk factor for suicide. This has been largely the focus of our work in Ann Arbor is looking at peer support and depression. We had some very positive findings when we did a metaanalysis as reviewing the existing data on controlled trials. We found when you look at the studies that were out there at the time we did this review, we just find that peer was more effective than usual care for improving symptoms of depression. So that was a positive finding. Now we also did complete a randomized, controlled trial where we used peer support in a mutual form. 

So again, this is not certified peer support specialist. These are where patients that were basically supporting each other with somewhat limited or very limited training of a few hours. We basically asked people to support each other. The idea was that it was more on one end of the spectrum I showed where there was more mutual and closer to friendship almost in the sense of sharing or giving one to another and not having one person be more trained or incentivized through being paid.. In any case, we didn’t find that that had any effect on our measures of depression, hopelessness, or suicidal ideation. So again, that was a bit of a null finding. And that was a different model than we use today. 

So the summary is in terms of these general peer support studies that are out there so far, we haven’t found that peer support really improves suicide risk factors. So that is a bit of the take home there. Now I’m going to sort of focus more on what about services that are more specific to addressing crisis or specifically addressing people that are at-risk for suicide. The bottom line there is we just really don’t know. There just really hasn’t been any studies looking at this yet where they’ve looked at the suicide risk factors or suicide outcomes. We don’t have a lot of really patient outcome data to say one-way or the other what affect these services are having. Most of what I could find in reviewing the literature. What I’ve seen reported in other presentations are evaluations that look at, and I’m going to get to this for the next chunk of the talk I’m going to go over this, but these are just sort of very preliminary findings that are not randomized, controlled trials. They’re not particularly rigorous. They don’t even really look at suicide or even suicide risk factors as outcomes. But I’m go ahead and talk about them anyway and talk about what we do know about them. Basically, the bottom line is we need more research. I’ll say that probably a couple more times.

So how are peers being involved in crisis services? So here is the list on this slide. They’re really involved in a large number in a variety of ways. I’m going to go through most of these in more specific detail. So I’m not going to read all of these here. But what you can see is that there’s a spectrum. One way to conceptualize it is almost peers can be involved really at every stage. So whether it be pre-crisis and people that are sort of veering up towards crisis. If things are starting to not go well and they think they might be headed towards crisis, then peers can play a role. Peers can play a role in crisis whether it be part of an alternative to the ED. It can be part of the ED or inpatient unit or alternative to those, and then also in post crisis support. Then I’m going to talk about after hospitalization. So those hospitalized for a crisis, now it's after the fact. What can we do to provide peer support and prevent another crisis? 

So there’s lots of different ways that peers can be involved. I don’t have on this slide involvement in suicide prevention teams, which I’m aware of at least one person now who is involved and may be on a suicide prevention team as a peer. That’s something that’s pretty unique to VA and I’m interested to learn more about that today. I didn’t include that here. 

So I’m going to take actually two minutes to get on a little bit of a soapbox here. So the question is a lot of our research is focused on suicide as the outcome. I said that suicide has not been the outcome and that’s probably because that’s not what’s driving the movement. The movement in peer support and involving peer support specialists in crisis services is probably less to do with whether they prevented suicide or not and whether they prevented the traumatic experience that many individuals with a lot of health problems experience as they go through our current crisis oriented services. 

This is the list I have here of what many individual consumers, people with mental health problems or patients in VA report as experiencing when they go to an ER in a suicidal crisis, when they get hospitalized in a suicidal crisis. These are traumatizing for many individuals. It's a real issue. I think this is what is driving more of the movement to embed peers into crisis services more so than whether they prevented suicide. I would even go on to say that probably the research world needs to adopt this as well in terms of maybe our research shouldn’t all be focused on suicide as the outcome ad we should be researching to what extent do peer services reduce these traumatic experiences. That should be maybe more of our outcome. So that’s my sort of soapbox slide here. 

Then actually I’ll make one other point to that because I think the other thing is that in my own review of the literature and the slides they just already presented, one could say, “Well, peers shouldn’t be involved in crisis services because there’s no evidence that that’s effective for preventing a suicide.” But the same thing could actually be said about most of what we do in psychiatry and mental health as it is. There’s not a lot of evidence to say that hospitalizing people also prevents suicide. There just isn’t randomized, controlled trial data that I’m aware of to show that. So the same arguments could be made for existing payer services in terms of the lack of evidence. So that’s another comment I will make. 

Okay. So now let’s go onto how is the movement taking form, how are peers being integrated in peer support services, and what do we know about that? So the first thing is warm lines. So warm lines are basically the term warm line means it's not a hot line. It's not like the National Suicide Prevention crisis line. It's sort of a step before that ideally is that when people are not necessarily in crisis but they are not doing well and they need someone to talk to and they could use some more help. Then they can call a warm line. So these are staff operated by peers. Sometimes they’re done in more of an after-hours kind of model as in the assumption that people can get support throughout the day from their existing whether it be professional treatment providers or their typical peer support person. But after-hours it's much harder to get some support. That’s when the warm lines kick in. 

Again, this is often felt as more of a pre-crisis alternative. The idea is that generally that the peers will provide sort of general peer support in terms of listening to the person and trying to understand what they’re struggling, providing peer support in terms of sharing, what’s worked with them, offering resources, linking the resources, and those sorts of things. Most of the time this would include some training and communication skills and most importantly how to recognize a crisis that needs to be escalated whether they be going to the National Crisis Line or to some other more emergency sort of support service, or when somebody needs to go to the emergency room, or something like that, or to a peer alternative I guess. 

So what I can find in terms of the evidence or the evaluation work on warm lines, there was one study that I could find in literature that surveyed 400 callers to a statewide warm line. This was done in the northeastern states of the United States. They didn’t specify which state. What they found was actually very promising results in terms of what the survey respondents were telling them. So 89 – 90 percent reported satisfaction with the survey. They actually showed reductions in the use of ED and crisis calls after implementing this service. So they found a good reduction in the use of alternative or other crisis services. They also reported the warm line helped them with a number of things, their coping skills, and sense of wellbeing, empowerment, and personal recovery. 

Then they’ve just noted in this paper a few of the complaints. It didn’t seem like it was a lot of them but of the complaints they did get some people commented that they didn’t feel personally connected to their current specialist. That’s something that is sort of inherent in peer support work, that in any really helping profession that two people just aren’t going to click whether it be personality-wise or something else. So that’s not too surprising. You’re going to get some of that no matter what. Then other people complain that sometimes they were feeling rushed on the call or they had to wait a long time to be on the call. So that’s probably a staffing issue. Again, it seems like something that could be surmounted pretty easily. 

Many times we have mobile crisis teams. So mobile crisis teams, I think, are more common in the community mental health sector than in the DA. I could be wrong in that. But these are teams that go and often can go to a patient’s home, go into the community, and meet with an individual who’s in crisis rather than that person having to go to the ER so they can meet with that individual and get them help, work through a crisis, do safety planning, and get them into resources. So there’s a number of things that a crisis team can do. Generally, these are typically probably staffed by social workers, mental health professionals, and in that context clinicians but there are some people experimenting with using peers and having peer-run global crisis teams. In one paper that I’ll reference next that was describing that they would get referrals to the mobile crisis team through various sources. They actually had a lot of referrals coming from law enforcement. They actually worked with law enforcement on who to send to us, who is a good person for you to be aware of that, might be good for our services. So that’s another way peers have been involved. Again, they provide general support and link to resources and there’s a good amount of training that goes with in terms of crisis intervention training, WRAP, trauma-informed care. This was one basic example that was in the literature of the training that they had. 

Then this study, this was a presentation by Jim Hajny. This is who I believe is one of the peers in the crisis mobile team or the director of it. I believe he’s a peer specialist himself but I’m not totally sure on that. In any case, he presented this work at another cyber seminar that occurred in another context. This is the data he shared. So they have a one-year pilot study done in Montana and two counties. They have two embedded peer support specialists working the crisis teams. They had 90 referrals with 749 contacts. What they reported is that they estimated they saved a 132 thousand in the ED or hospital stays. At that point in time when they ran the numbers they were anticipating it’d be more around 200 thousand by the end of the year. Whereas the program cost was about 118 thousand. So what they were really trying to show for the most part is the cost savings aspect of this program. That’s important for these types of programs that are receiving funding and done through public funding dollars and then whether they’re considering whether to continue these programs or not. So that was why they showed that. They did show that they saved money. 

The next thing I’m going to talk about is alternative EDs or psychiatric emergency rooms or medical emergency rooms. This was another study where they described a program called the living room. This is done in Skokie, Illinois. Basically what it is it's basically a crisis center that’s attached to their community mental health clinic? But the crisis center is a very patient-friendly, family sort of home-like environment. Actually, I’ll just show you the picture of it here. Here’s a picture of it. They made it up with a coach and a coffee table and a TV. There’s a couple places to sit. This is it from another angle. There’s a social worker or case manager that works off of this desk. You can see there’s another chair there in the back for them to do assessments and sort of talk to people over there too. So it's intended to be a more friendly, less medicalized model of welcoming a home-like environment for people when they’re in crisis to have a place where it’d be more relaxing. 

They did a qualitative study. Qualitative studies are a little bit harder to summarize than the quantitative ones. But they came up with these themes that were generally positive that the patients using this service reported it felt like a safe harbor to them and that is was more of a helping judgment zone. This is somewhere where they felt more comfortable expressing whatever problems that they’re dealing with without feeling that there was going to be immediate repercussions or judgment or actions taken against them in some way. So that’s the basic of the qualitative findings. They did note in terms of what were the problems with this model. One thing they did note is that it did seem like perhaps some individuals were using this service as an alternative to their usual care providers even when they weren’t particularly in crisis and then there was some disagreement about whether they were in crisis or not that the patients felt like they were, the identified patient. Whereas the peers actually didn’t think that they were, and that caused some problems there. So that’s an issue to just be aware of. 

Okay. Another study was done with embedding. Here are the two emergency department teams. So in a more traditional emergency, mental health setting. They described having two peer specialists on duty at any time. It almost seemed like they would just alternate being on duty as well. Someone would take a break and the other person would be kind of in the ER working with patients there. They did a really wide range of things with the patients in the ER. A lot of it was things with the orientation and explaining to them, walking through the procedures, kind of letting them know what to expect, how things work, providing general peer support again. Then they also would provide snacks or food to help them be more comfortable. Sometimes they would even just be companionship playing cards just to distract them, keep them occupied, and have a more enjoyable experience in the ER. 

Really, this has very little evidence to back it up. It was mainly a description of how they did this. I’ll reference a slide at the end for those. I think you can download this and see all the references there. So they just had some sense from some not very well-controlled data that patient satisfaction had improved. They did notice some challenges that some of the peers working in this model were experiencing stress related to working with individuals in crisis and having other people’s experiences trigger their own difficulties. Also, there was some incidences they describe where the peer specialist ended up in crisis and ended up in the emergency department as a patient and then what that caused in terms of the subsequent dynamics in terms of working then coming back and working in the ER again after having been a patient. That was something that they had to work through. That was also ______ [00:40:03]. 

Okay. So the next thing I want to talk about is residential crisis peer services as an alternative to hospitalization. For this I’m using work that’s been reported. I saw a recent presentation on this focusing on what’s called the Rose House model operated by a group called PEOPLe Inc., which is based in New York. They have now several Rose Houses. I think the have four at least. These are just small, residential services. They’re essentially cabins. So I’ll give you the picture of one of them. So this is basically a cabin in the woods. So it's a residential place where they have up to four guests can stay. It has four beds. It's completely voluntary. They don’t do any involuntarily hospitalizations. People can leave whenever they want. There’s no forcing people to stay or anything like that. People tend to stay one to five days at these places. One of the things that they do though is they require people to have stable housing. So they don’t take homeless individuals. I think that’s probably for obvious reasons. I mean I think they argue that the challenges of working with the homeless individual exceeds the challenges that they can handle in their model. I think also it's just difficult discharging someone or having someone leave to not have anywhere else to go. So that’s one of the caveats they do have. 

In their residential service, they offer a number of peer support services. They offer group services and some established programs like WRAP or 12-step. Then one of the things that’s been kind of neat about the way they’ve set this up is they actually embed and staff the warm line and also a mobile crisis service as part of this residential service. So the individual staffing, the residential service also answers phones, and do the warm line, and go can out into the community and use people as part of a mobile crisis team. So it's a little bit of a broader spectrum of services that they offer. 

So they’ve presented some of their evaluation of their work. This was for 2014 data that they presented. They had a 128 guests stay at their homes. 506 residents stayed. So yeah, it looks like about three or four days, maybe a little bit more, that people stay. A large number of calls and mobile crisis visits, they estimated their operating costs at 249 thousand. I don't know if that’s just for one house or more than one. But they estimated that that would have cost 809 thousand if they had been admitted instead. So it's a very large, dramatic, cost savings through this type of a program. They also reported their readmissions following their stay there and they found that about 11 percent were admitted to an inpatient, psychiatric hospital in 30 days. That’s actually a pretty good number. That’s about what we see with any patient stay to begin with. So that’s pretty good. That’s comparable. It may be even better. Then there’s very high rates of satisfaction. People seem better and are more socially connect. That’s very high on that. 

There was a randomized controlled trial. I’ll just quickly go through this where actually they randomize people to residential crisis service that also included assertive community treatment versus being in a locked-in patient psychiatric unit. They found that actually the measures of psychopathology symptom levels were actually better in the people that got the consumer managed residential treatment plus assertive community treatment. That group did better than the people that only got the locked-in patient psychiatric facility. Although they did have slightly longer stays and more readmissions. Quality of life and costs were similar but they did have better symptom outcomes. Now the caveat to this study obviously would be that the consumer group also got the ACT. So that’s a caveat there. 

Okay. So I’m going to take a quick poll question actually. Then we’re going to run out of time. So actually I’m going to skip that Molly, if that’s okay. 

Molly: Yeah. I think that’s okay. 

Dr. Paul Pfeiffer:   I’ll save these questions for the end because I want to leave time for questions. 

Molly: Yep. We’ve got lots of good, pending ones so we’ll skip the poll. 

Dr. Paul Pfeiffer:   Okay. Good. So I’m just going to finish with this portion and I’m hopefully going to try to get done in the next five minutes so we have at least 10 minutes for questions. So the first crisis report, this is following the hospitalization. For that, there’s mixed evidence. There’s a randomized, controlled trial, which found that peer support, specialist support, reduced readmissions, and subsequent hospital days. Although, another study, a more recent study that was done in the UK found really no effect on recovery outcomes such as hopelessness. Though they felt like there was a trend for less hopelessness, it wasn’t statistically significant. So that was more of a null finding. So we have a positive finding in terms of reducing subsequent service use, and a bit of null finding for the outcomes that we think are particular risk factors for suicide. 

Then this slide is based on our work that we did here in Ann Arbor where we gave people both the option of working with a peer specialist or a family member. They had weekly peer support for six months and they chose the peer support specialist. We found in this model that people with depression and anxiety symptoms improved over time. There was no control group. Actually I put an asterisk by the depression because according to one measure, the ______ [00:46:24] did get better but it wasn’t statistically significant according to another depression measure ______ [00:46:28] depression inventory. So it's a little bit mixed but we did find some positive findings there. But we actually found no change in people’s levels of suicidal ideation, hopelessness, social support, activation, or functioning, and some of those are suicide risk factors. We didn’t find a whole lot of effect there. So in this sort of specific model to dealing with high-risk individuals, we couldn’t really test the peer support effect itself because we didn’t have the controlled condition. But we didn’t find overall that these individuals had improvement in those domains. 

Okay. So that’s a bit of a null. I guess what I would say from that is we’ve taken from that that we need to perhaps do more structured training around crisis intervention and addressing those first four risk factors. I’m going to talk about that after this slide. So I wanted to put up one slide because people may be wondering about what are the training options out there for peer support specialist that want to get more training in crisis services. Just kind of skimming through what I’ve been made aware of and what’s out there a little bit in the literature, these are the three programs that I’m aware of. There may be others out there. The ASIST training is probably what has the most evidence for it, I would say. They report training over a million individuals. These are the folks that they’ve done a study with the National Suicide Prevention Life Line and actually showed good outcomes for the callers, that there was improved outcomes for the callers, those that had the ASIST training. The callers were less suicidal, less overwhelmed, less depressed, and more hopeful. So there’s generally good, positive findings for that training. 

Emotional CPR is another program that’s probably a little bit more recovery oriented, maybe a little bit peer oriented. But I couldn’t find any evidence around that. Then mental health first aid is for more broader populations. They have some evidence that this increases people’s knowledge of incompetence with mental health. This is a little bit more broader of training; I think more about mental health in general rather than in crisis specific. So those are training options and I think I have a link to ASIST later on. 

So basically my summary here, evidence suggests peer-run services have high consumer satisfaction are probably cost saving alternative psychiatric hospitalization or ER visits. Although the effect on suicide-specific outcomes we just don’t know. We need more research in that area. So that is what we’re trying to do here and so we’ve just started this process with a pilot study. We’re calling this the PREVAIL study. This is a non-VA study. It's funded by NIMH. It's happening at the University of Michigan inpatient psychiatric unit, those that are discharged from there following admission for suicide risk. We’re going to have these individuals supported with one-to-one peer support by a certified peer support specialist. We’ve developed a training program for these peer specialists. It's a three-day training program that’s in addition to their standard training to become a certified peer support specialist. We really focus on these risk factors going back to the original theoretical model focusing on what are some skills that we can train individuals on improving hope and belongingness other than these things that come innately from working with a peer specialist. 

I mean some of that comes inherently we think in the process. But how can we really bolster those things so we can really demonstrate an effect? That’s the question and that’s what we struggle with in terms of how far can we push that, how far can we direct what the peer specialist does, and give them tools. But at the same time we’re not scripting too much of the interactions to the point that it becomes to feel more like a therapist and less like a peer specialist. So we’re in that spectrum and we’re constantly trying to figure out where we can try to get the best of both worlds. 

So I put here just some of the components of the training. We’re going to just do 60 patients to start out with. Again, this is a pilot study. It's really feasibility. Can we run this study? Can we hopefully demonstrate? It's not going to be statistically significant but can we get some signal in there that we’re making an improvement or at least that this is something promising to go further with? So the next goal would then be to do a larger, more definitive trial. 

So we’re just getting going with that. We’re hopefully starting to recruit individuals into the study this month actually if our IRB will get back to us. Then we will be going. So stay tuned. I would like to bring this to the VA at some point. It's just a matter of sort of timing and funding and all of that. But I would like to. Hopefully we can benefit mutually back and forth between the university and NIMH world and the VA world in terms of trying to kind of leapfrog innovation on this topic. 

So that is end of my talk. There are some references. Again, these are for you to download and look at if you want to look up anything. Then here are some resources. There is actually a great peer webinar that was held that some of this data I took from that webinar and I referenced it. So you can watch that webinar yourself if you want. It goes through several of the programs I already talked about. That’s the link there. I put some links to some other things on there. If you want to develop a VA residential program, more power to you. There’s a manual that I linked here, peer-run residential program, that Rose House people have put together a manual for doing. Then there’s the ASIST training there. 

So that’s it. I’m open for questions. 

Molly: Great! Thank you so much. So we’ve got lots of good, pending questions. If you joined us after the top of the house then to just submit your question or comments simply use the question section of your go-to webinar dashboard. We’ll get to it in the order that it was received. This first one came I believe during your first slide. Is the high-income population over represented compared to the percentage of the population? So this was about the global suicide rate. So is high income over representative compared to their percentage of the population? 

Dr. Paul Pfeiffer:  That’s an easy one to answer because I don't know the answer to that. So I don't know. I think basically what you’re asking is are the high-income people more at-risk? I just don’t know factually what the answer to that is off the top of my head. 

Molly: No problem. 

Dr. Paul Pfeiffer:  The World Health Organization I referenced, that is the first reference on my slide, hopefully they can answer that in there. 

Molly: Thank you. The next question, I see you make a distinction of paid peers. Do you have a count of volunteer peers? 

Dr. Paul Pfeiffer:   No, I do not have a count of volunteer peers. I don’t even know if that is counted because I don’t think that the program office for peer support services keeps a count of that. But no, I don't know the count. 

Molly: Thank you. 

Dr. Paul Pfeiffer:    ______ [00:54:18]

Molly: Yeah, right. This is a comment that came in. The clinical process of how peer support is used is key to it's effectiveness with outcomes pre and post crisis. 
	
Dr. Paul Pfeiffer:   I’m sorry. Is that a question or is that a statement?

Molly: No, just a comment. Yep. 

Dr. Paul Pfeiffer:   Okay. 

Molly: This one is a question. WRAP has been identified as evidence-based. How does that square with your finding of effectiveness of peer support regarding hope? How do you measure hope? 

Dr. Paul Pfeiffer:   So I think that, first of all, when you say evidence-based there’s lots of different outcomes, right. So it depends on the outcome you’re talking about. So WRAP may be effective for certain outcomes like decreasing the need for further mental health treatment but not evidence-based for other outcomes. I use hope as an example. I think you could say it's evidence-based for that in the sense that as discussed it's statistically significant. But I don't know if it's clinically significant in the sense that it's just a very small effect and probably not large enough to effect the risk of suicide in a meaningful way. That’s what I’m sort of wondering and sort of pausing with that. You can measure hope a couple of different ways. There is a hope scale. It's called the hope scale. There’s also a hopelessness scale. It's the Beck Hopelessness scale. But I’m sure there’s other measures of hope as well. Those are the two that were included in our study. 

Molly: Thank you for that reply. The next question, can you comment on the results of the COSP trials from the 90s and early 2000s? It was consumer operated programs, multisite, and multiyear. I recall it having some very specific outcomes in terms of satisfaction with life, the longing to decrease need for hospitalization. I’m not sure if you’re aware of these trials. 

Dr. Paul Pfeiffer:    Yeah. I’m not. So I’m not aware of that study in particular. What I will say though is that the early peer support studies that looked at evaluation of things like Recovery Inc. and other services like that, that they were largely observational. What they would tend to do is sort of look at people’s patterns of hospitalization and then people would join these peer organizations, consumer-run, peer organizations, and then they would see that the risk of subsequent hospitalization decreased. The problem with that observational type of a study is you don’t know whether with the effect of that, joining that organization that caused them to be less likely to be hospitalized or whether it's some other factor. So in other words, these weren’t randomized, controlled trials that I’m aware of. The cost study I will write that down and look at that. I think that there are studies. I’ve presented one, the SLEDGE [ph] study that found peer support did reduce the risk of hospitalizations, or did reduce subsequent hospitalization. There’s been other studies that have looked at this that are more observational where they’ve tried to match individuals and have somewhat of a control group. Those studies are equivocal. I think some generally show that they really ______ [00:57:54] and some show that they don’t. So just a general comment is hospitalization. I didn’t focus on that as an outcome as a suicide risk factor. Although perhaps I should have because we tend to think of that’s why people generally get hospitalized. But I guess I would say the findings are all mixed. I’ll look up the cost studies and I thank you for the suggestion. 

Molly: Thank you very much. The next question, I am on the VAMC Martinsburg Suicide Prevention team and doing group twice a week on our inpatient psych unit. Veterans are finding peer group very helpful when admitted. So not a question, a comment, but we thank you for that. 

Dr. Paul Pfeiffer:   Yeah and I think that’s great. I think that is one of probably most universal findings with peer support is that patients really like it. So I think that’s consistent with that and I think that’s one of the positive things about it. If we can harness that aspect of peer support that patients really like it and they’re able to engage in it, and if we can prove that this actually moves the needle in terms of having effects on other outcomes that are important to us then that would be great as well. 

Molly: Thank you. Paul, are you able to stay on and answer the remaining questions? 

Dr. Paul Pfeiffer:    Yeah. I can stay on. 

Molly: Great! We just want to capture the recording. 

Dr. Paul Pfeiffer:      How many more do we have? 

Molly: At least half a dozen. 

Dr. Paul Pfeiffer:      Okay. 

Molly: For our attendees it is at the top of the hour so we understand if you need to exit. Like I said, we are going to record the rest of the Q&A and that will be available in the online archive catalog. If you do exit the meeting please wait just a moment while the feedback survey populates on your screen and that way we can get your feedback. We do look closely at it and it helps us guide the program. So thank you in advance. Alright, next question. I’m sorry. This is a comment as well. Lots of comments today. Peers at the VA are committed to sit with veterans that are in a quiet room setting. We communicate with physician assistant nurses and psychiatric doctors documenting in CPRS our online patient records. 

Dr. Paul Pfeiffer:      Okay. 

Unidentified Female: Thank you. Okay. So a VA study without control, how can you make any conclusions? So many people don’t have any support at all. I recognize that ideally professional peer support should be superior but numbers are small that are designed. Larger studies would be helpful. 

Dr. Paul Pfeiffer:      I agree. Yeah. These ______ [01:00:50] studies are generally meant to be sort of feasibility studies. So we’re not really making any definitive conclusions about that, about the effect of peer support. So the study I presented we did find that it was feasible and acceptable. A large number of people agreed to be in the study and they stayed with the study. What ideally you hope for is to demonstrate some change over time and then you later want to show, okay, was that change in time better than the usual care or just better than some controlled condition? We did not find any change over time. So now you could argue, well, the people that hadn’t gotten the peer support they would have done worse over time in that we gave them peer support so they stayed the same over time. You could make that argument. And I can’t prove you wrong. But when I look at that data and say look, people did not get better over time even though they were getting weekly peer support even though small numbers that’s inspiring in me a lot that we should just do this in a larger study on change, I would probably not. I personally wouldn’t feel I should do that and I don’t feel reviewers would feel we should do that. So that’s why we’re doing basically more pilot work to try to get some signal that is worth going to a larger trial. 

Unidentified Female: Thank you for that reply. Can I ask you to go back up into full screen mode real quick Paul? 

Dr. Paul Pfeiffer:     Yeah. 

Unidentified Female: Great! Thank you. The next question we have, there’s a lot of comments and questions mixed in there. Are there specific trainings for crisis peer support, anything about those, like NYAPRS, New York State, California Justice project, others? 

Dr. Paul Pfeiffer:    I’m not aware of them. So it sounds like someone just suggested a few that might be worth reading again. But those are kind of new to me. 

Molly: Okay. Not a problem.

Dr. Paul Pfeiffer:     I’m in Michigan. I do most of my work in Michigan in the current work that we’re doing, and I’ve presented this work to the Michigan state peers. So maybe it's something that’s more done locally. But I’m not aware of any here. 

Molly: Thank you. This person writes they are a CPSS at the VA Hospital in Portland. Since there’s no funding for training and WRAP certification is very expensive Mary Ellen Copeland, who is the author of WRAP, collaborated with SAMHSA, we love our acronyms, and there’s a publication that is available for download, which is in every way WRAP except for it, does not require certification to facilitate. So again, you can just Google Mary Ellen Copeland, author of WRAP, and then look up SAMHSA. So thank you to the person who wrote in that information. It's very helpful. Has there been a correlation established between hope and purpose? 

Dr. Paul Pfeiffer:    I’m not aware of a study that has looked at that in the sense that I don’t know what the measure of purpose would be in order to do that correlation. So I guess my answer is that I’m not aware of that literature. I’m not aware of how purpose has been operationalized in a way that you could run that correlation. That’s not to say it hasn’t been done. I’m just not aware of it. 

Molly: Okay. Thank you. Do you know the percentage of suicides involving substance abuse issues? 

Dr. Paul Pfeiffer:    I’m sorry. Could you repeat that? 

Molly: They’re looking for the percentage of suicide involving substance abuse issues?

Dr. Paul Pfeiffer:    Yeah. I don’t have that percentage in front of me. So of the risk factors for suicide, substance use is not particularly greater than other mental health problems. And so my sense of it is that it's not going to be that much larger than the percentage of patients that have substance abuse issues as it is. I think they’re probably generally representative of the suicide population as they are in the patient population. That would be my sort of general sense of it. But I don’t have like an exact number. 

Molly: Thank you. Why wasn’t some of the research done with a VASARRTP? I work there and much of your information is off base. We all know that if you get them off the dope and alcohol their chances of successful recovery is far greater when combating mental health issues and many suicides, if I’m not mistaken, than they when on a drug or alcohol. So I guess they’re wondering if your research works well with VASARRTP. I’m guessing substance abuse rehab. 

Dr. Paul Pfeiffer:     Right. Yep. No, I think the answer for that would be I think that’s a great thing to study. And I sort of would be excited for other people to do that. My focus has been more in depression and not in substance use. But I think that’s needed to be studied as well. So I would be in favor of that. I think the more research the better. It's just there’s a certain limit on what any one person can do. But I think that would be great for someone else to do that. 

Molly: Thank you. Do you know or have available the percentage of suicide with the homeless? 

Dr. Paul Pfeiffer:    No. I don’t have that specific information. I should have brought my epidemiology of suicide cheat sheet. No, I don't know the number of homeless. I believe that, again, all of these things are risk factors. So if you look at substance use, if you look at homelessness, these are risk factors for suicide. But I don't know the exact numbers to put to those. 

Molly: No problem. Not everybody has it standing right beside them. That acronym, by the way, they wrote in a chance for substance abuse residential rehabilitation and treatment programs. So thank you for writing that in. I probably should have mentioned that at the beginning to avoid acronyms if at all possible because I don't know many of them. Okay. I would be interested in the PREVAIL training and I’m a WRAP facilitator and registered ASIST trainer. How can I become involved? 

Dr. Paul Pfeiffer:    Well, I guess I would say if you can email me what I can do is create a file for future reference when we start to do more work in the VA. But at this point in time the PREVAIL training was for the people involved in the current, non-VA study. And so we’re not doing the training outside of that. But in the future, and I’m talking like a year or two or something like that from now, I mean it's not going to be any time immediately soon. Then it would be good to know if people are still around if they’re still in the VA because eventually we’d like to get that to a wider audience, so. So you can email me. It's a long shot. But basically the short of it is that’s not really available outside of the current study. 

Molly: Thank you. We do have several people that have written in thanking you for this excellent presentation and helpful information, and they’re excited to share the slides with their colleagues. 

Dr. Paul Pfeiffer:     Okay, good. Thank you. 

Molly: I’ve been skipping over some of those. I apologize. 

Dr. Paul Pfeiffer:      That’s okay. 

Molly: I just want to mention that although I’m not a researcher I’m very interested in data to support peers in all areas. Years ago in the early 2000s a local mental health crisis center locally switched leadership. The first thing they did was to add peer support and it helped greatly. So thank you for that. 

Dr. Paul Pfeiffer:    So that was a good experience… Yeah. 

Molly: I’m a doctoral student and veteran in Houston and I’m interested in the outcomes of peer support groups that are available in the community and outside the VA. What aspect of this form of support could be investigated through research to add to the body of research, hope, connectedness to the community, access to more services, through VA, depression, etc.? So I guess they’re wondering about groups available in the community or outside the VA if you know of any. 

Dr. Paul Pfeiffer:    Well, I almost got the sense they’re asking about what outcomes they should look at. Is that what it was? 

Unidentified Female: Perhaps you are correct, yes. So I’m interested in the outcomes of peer support groups that are available in the community, so what aspects of this form could be investigated in the body of research, hope, connectedness to community, access to more services through VA, depression, the study outcomes of peer support?

Dr. Paul Pfeiffer:     Right. I mean I guess the short answer would be sort of like all of the above in the sense that that’s kind of what we’ve been doing so far is measuring a number of different domains and then seeing where peer support has an effect. That’s where we’re sort of a ______ [01:11:57] right now is where is peer support having an impact. What domain is it? Is it the theoretical domains that we expect in terms of hope, increasing hope, or sense of social support? I guess if I were going to recommend something would be maybe we’re using the wrong measures in terms of how we measure social support or hope even maybe. So maybe trying out some new measures that are out there that haven’t been already published in the literature and seeing whether this is perhaps a bit of a measurement issue that we’re not capturing the exact way that peers do improve a sense of feeling supported or feeling hopeful. If there’s another way of measuring it that would be more accurate then that would be great. I don’t have a specific measure to try instead of what we’re doing. But I think as an exciting research thing would be to try that, to try out new measures. The other thing would be to look at what the support group is intending to do, what’s the intent of the framework, the conceptual aspects of the group that you’re running. What do you think is changing and to measure that. 

Molly: Thank you. In my experience, wellness and nutrition has always been a big component of a recovery. How can we shine more light on this matter and not only for our veterans but also our peer supports? 

Dr. Paul Pfeiffer:    I think that’s a good point. My immediate thought to that is another movement I think that is out there is integrating peers more into primary care and to getting peers involved in working with individuals whether it be sort of as a health coach. I mean there’s health coaching as well. But I know that that is another big area where peers could have a role in addressing overall nutrition, wellness, in a primary care setting. There’s perhaps the thought that that might be suicide prevention as well. So Lauren Denison, we work with her out in Portland. She is interested in this model of wellness and coaching and how that could be an early suicide prevention tool. So I guess that’s what I would say is maybe it needs to be more in primary care. The nutrition aspect, I don't know how much that is empathized in mental health settings in terms of recovery, peer support models. I guess for that I would need to have a little bit more evidence to go on in terms of suicide, evidence that that’s a suicide risk factor for nutrition is something that we really need to address specific to suicide in order to empathize that more. 

Unidentified Female: Thank you. The next question, I’m just going to say this out loud because we’ve had about ten people write in. If you would like a certificate of attendance for attending this webinar, please email cyberseminar@va.gov just reference today’s date and the title of this session and I will happily send you a certificate of attendance. So again, if you need a certificate of attendance email cyberseminar@va.gov and I’ll happily send you one. We do not offer credits at this time so please do not look for that application for credits because it doesn’t exist. Back to the questions… Here’s a comment. If you cannot obtain WRAP certification, pursue SAMSA wellness recovery program. It's free, adaptable, and can be individualized. So again, that’s SAMSA wellness recovery program. Thank you everybody for passing along these great resources. There is also a program called WHAM that addresses the issues, WHAM, so thank you. 

Dr. Paul Pfeiffer:      That is, I think, the Whole Health program. If you want to spell out the acronym but that’s my impression that’s more of a general wellness health model. So I think that’s responding to the prior question about emphasizing nutrition and wellness. 

Molly: Excellent! Thank you. For those of you that need to write in any more questions please use complete sentences. Thank you. Okay. So a lot of people saying thank you. It’s wonderful. And the correction was instead that that acronym should SAMHSA. So thank you again to everybody. I think you can Google those and you’ll find all the resources. Well, that was a great presentation and a lively Q&A. Dr. Pfeiffer, I want to give you the opportunity to make any concluding comments that you’d like to make. 

Dr. Paul Pfeiffer:     No, I’d just like to thank everyone for their attention. I put my contact information on the slide so I can try to address other people’s questions if they want to email them to me. I’m particularly interested in hearing from folks that are involved in suicide prevention activities in the VA just to learn more about what’s going on in the VA and maybe down the road as someone we could connect with for future research or evaluations. So if people are in suicide prevention or on any kind of crisis team, and you want to just touch base real quick then I’d be happy to hear about what you’re doing and just kind of be aware of what’s going on out there. I do think this is a movement that’s happening and again, I want to say going back to this. I think suicide is not the only outcome that should be important even though that’s been the focus of the talk there’s other aspects to our care that we can improve besides the suicide outcomes. So I think that’s also something to keep in mind, so. Thank you. 

Molly: Thank you so much for lending your expertise to the field and for presenting your research. And of course, I want to thank our attendees for joining us today. As I mentioned earlier, as I close out this session in just a moment you will be directed to a feedback survey and we do appreciate you answering those few questions. It just helps us improve presentations we’ve already given as well as select topics for future cyber seminars. Just so you know a suicide prevention cyber seminar is held every month on the second Tuesday at 3:00 pm Eastern so please look to our registration catalog to sign up for next months. And I’m just going to say this one more time, if you need a certificate of attendance please email cyberseminar@VA.gov. So thank you once again so much Dr. Pfeiffer and of course to our audience members. This does conclude today’s HSR&D cyber seminar presentation. Have a great day.





Page 1 of 1

st

Pt
S Sp vk

T —
e e, o e i ot s e
e L T U

Nl S e 41k e o ke W et o O P
B ingn s ke e IRAAD o vt A o A
TS, B e vy S
s e e e et 3 o We e B e
T i o P, ey = o e

RS —

D PP Ok Tk ol i i oy, T ik, s ety
e S L T
g oo stk e ki ok ot .

e e b gt ot i et o
ek arondcepr gt i 3 e o el Pk

ey ey o b e o o
g Bk B e T s 4 e e

S ——
e T D
SR

O A —————————

i o Tt e e e o Bt f o S e

Paeton)



