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Peter Britton:
I want to thank you all for your interest and for joining this presentation. Before I begin, I just want to say thanks to everybody who put this together. To Molly Kessner, who you just heard; and to Nasi Berain, Stephanie Gamble, and Liz Karris, who all putt this Cyberseminar together.  

What I am going to talk about today is obviously suicide among Veterans discharged from VHA psychiatric inpatient units from 2005 to 2010. Anybody who does this work knows that it cannot be accomplished by one person. Cathy Kane, and Brady Stephens, Kip Bohnert, and Mark Ilgen, and Ken Conner have all contributed to the work. I would like to thank them and acknowledge their contribution. But any mistakes are my responsibility and on me. 

This work is partially funded by our center here, the Center of Excellence and also by CSR&D who has funded me with a career development award. The affiliations of everybody involved has a VA and academic affiliation. The majority of us are affiliated with the Center of Excellence for Suicide Prevention here at Canandaigua and at the University of Rochester Medical Center. But Kip and Mark are also at Ann Arbor VA Medical Center and the University of Michigan. As ever, these views are mine and mine alone, and are not those of the Department of Veterans Affairs. 

Molly Kessner:
Thank you. For our audience members, we do have a poll question. I am going to go ahead and put that up on the screen right now. We would like to get an idea of what is your primary role in VA. We understand that a lot of you wear many different hats at the VA. But we would like to know what your primary role is. If you are selecting the option other, please note that at the end of this presentation, I will put up a feedback survey with a more extensive list of job titles. You may find your exact title there. 

It looks like we have got a nice responsive audience. We have already had 80 percent of our attendees vote. I will go ahead and close this poll out now and share the results. It looks like 6 percent of our respondents are students, trainees, or fellows; 35 percent clinicians, and 27 percent researchers, 6 percent manager or policymaker, and 27 percent, other. Thank you to our respondents. I will turn it back to you.

Peter Britton:
Thank you. I approach this work both as a clinician; and I do clinical research. The majority of my researchers are CT based research. Hopefully that this presentation – but I also think about the stuff from a policy perspective given that we are at the Center of Excellence. Hopefully, this presentation will address policy, a clinical and research perspectives. Please feel free to ask questions at the end about things that relate more specifically to your position.  

I really started thinking about doing this research when I started in the VA. I came in 2007, when we started the Center of Excellence in Suicide Prevention. I was looking for the bottlenecks within VA for high risk patients. The primary bottleneck I identified was acute inpatient units. When I looked, the research clearly pointed in this direction. In a study by Ronnie Desai that looked suicide rates in the year after discharge from 1994 to '98; they found that the suicide rate was 445 per a 100,000 person-years among Veterans discharged with schizophrenia, major depressive disorder, PTSD and bipolar disorder. 

In a following study conducted by Marcia Valenstein from Ann Arbor found that from 1999 to 2004, the suicide rate in the 12 weeks following discharge from VHA psychiatric inpatient units was over 550 per 100,000 among Veterans treated for depression. These two studies really identified this setting as a high risk setting. Yet, I started my research in 2007; and quickly realized that I basically had no idea of the suicide rate, the current suicide rate on acute inpatient units within VHA. There were a couple pretty obvious reasons why. As we all know, the VHA has really – as well as the media have really increased their focus on suicide prevention. 

The Joshua Omvig Suicide Prevention Act in 2007, Congress mandated that the VHA had to implement a comprehensive suicide prevention initiative. In 2008, a prevention strategy that was developed by _____ [00:06:16] Panel. It was implemented across VHA. The strategy was a multilevel or multitiered strategy. It addressed universal intervention. It included the implementation of universal interventions across the VA population as a whole. It identified interventions for those who may go on to be at high risk. It selected interventions for those who are known to be at high risk. 

When we think about suicide prevention work, although we here at the Center, we think about it from a public health perspective. We want to take a universal perspective – a universal approach. It is often – it is very hard to do that. Many of the interventions that we implement or implemented at the selected level such as Suicide Prevention Coordinators or the Crisis Line. Or the mandate of face to face visits with patients who were discharged from acute inpatient units. A lot of the interventions that were implemented, were implemented with this population in mind. 

There has been a number of critical gaps in the literature for VHA policymakers who were more likely to have some of the internal evaluation and research done with this population in mind. But clinicians and researchers within VA, I really do not have a lot of knowledge about the suicide rate in patients who were discharged from acute psychiatric units from 2004 onward. Moreover, there is very little knowledge about the suicide rate among all of the discharged Veterans; and not just those with schizophrenia, and major depression, and PTSD, or bipolar disorder for whom the research has focused on up to now. 

Additionally, there is little information on the demographic characteristics and diagnoses among those who are discharged. That are associated with suicide risk among those discharged from acute psychiatric inpatient units. Our purpose was to fill these gaps to describe the suicide rate in the year following discharge from inpatient psychiatric units from 2005 to 2010; which at the time was all of the data that was available. I think that there will be. I have heard that there is going to be data available on suicide from 2011 to 2014, soon. But as far as I know, that is not available yet. We also wanted to identify demographic and diagnostic risk factors for suicide in this population. 

Our data sources were the VHA Corporate Data Warehouse, which houses administrative data within VHA. We use that to identify all Veterans who were discharged from acute inpatient facilities, and psychiatric facilities from 2005 until 2010. We linked that data with data from the Suicide Data Repository, which is a VHA database that is based on the National Death Index. 

The National Death Index is a collection of data from medical examiners' reports. It is basically known as the gold standard for death data in the United States. The Index stay was defined as the first acute inpatient stay of the target year. Patient could have one Index stay in a given year. If a patient was hospitalized in 2005, and rehospitalized the same year, we only counted the Index stay. At the same time, if a patient was hospitalized in 2005, and again hospitalized in 2008, we included both of those Index stays. 

The way we calculated suicide rates was pretty standard. We took the number of suicides and divided it by the number of person-years after accounting for death by any cause. The data we have from the National Death Index is not necessarily – is not limited to suicides. We also get data of death from any causes. We multiply that number by 100,000. We get this number of suicide per 100,000 person-years. 

Confidence intervals of race were derived using the Poisson distribution, which is pretty standard, and which is the standard strategy that has been used within VHA for suicide data. Bivariate analyses were used to describe the suicide and non-suicide groups. Among male Veterans, we also conducted adjusted proportional hazard progressions with 95 percent confidence intervals to estimate risk within one year following discharge from inpatient hospitalization among males. 

We will talk about why we did that among males and not among females as we go along. A small percentage of patients, specifically at 1.5 percent were directly transferred to another inpatient hospital setting. Their period of risk evaluation began once they were discharged from the subsequent hospitalization. I guess another thing to add is that as we are analyzing these we are making multiple decisions as are others who are doing this type of work. Some but not all of those decisions are included in descriptors of the analyses. 

There might be some differences in our analyses, in what we see, and what we get from what other people get. We are, of course, trying to minimize that. But there is always a risk of that. What we found was that approximately 350,000 VHA patients were discharged from acute inpatient settings between 2005 and 2010; 981 died by suicide within a year of discharge. It is less than one percent; still, even in this high risk population, a low base rate phenomenon. 

Just, I used throughout this talk kind of a color coding system whereby yellow indicative of high risk and green is indicative of low risk. What we have here is a basic table where we present suicide rates per 100,000 person-years, and the 95 percent confidence intervals by year. When we look at across the entire population, there is no significant difference between years for suicide rates. Now, we broke down the rates by gender. 

We did not include females in this table because of the low numbers and the small cell sizes. When we look at, for example, 2008, only five women died in the year among people discharged in 2008. Only five women died within a year. When we look at males, there was a significant difference. In 2005, the suicide rate among male Veterans who were discharged was 234 per 100,000 person-years. In 2008, it was 339 per 100,000 person-years, which marks a significant increase. 

We can tell by comparing the confidence intervals, the 95 percent confidence intervals. In 2005, the confidence interval is 192 to 281; and 2008, it is 298 to 392. I am a pretty visual person, so I would like to present it visually as well. We can see that in 2005 from 2008, the suicide rate was gradually increasing. After which, it started a subtle decline or a plateau, which is probably more accurate at this point. 

I was also interested to see how the increased attention on suicide prevention within VHA may be related to the suicide rates. In 2007, when the Joshua Omvig Act was passed, the suicide rate, after which the suicide rate continued to increase; the suicide prevention strategy was implemented in 2008. We see the plateau. It is important to note, these data are descriptive. We cannot say that the plateau is a result of the implementation of the suicide prevention strategy. Nevertheless, it is nice to see that the rate did not continue to climb after the implementation of the strategy. 

When we look at males and females, we see that….  When we look at demographic differences, we see that males account for approximately 95 percent of suicides in the year after discharge, which is not unexpected given our population. We also note that the suicide rate among males is significantly greater than the suicide rate among females in this population. Now, that is not to say as I am talking about these comparisons, it is really important to note that everybody in this group is high risk. 

When I am talking about groups being higher and lower, it is relative to each other. Everybody in this population is at high risk compared to the general population, but also to the VHA population. Males are at significantly greater risk than women. But for those of you who are familiar with suicide rates outside of the VHA, you can see that females are at a very high rate in comparison to females in general. When we look at the age groups, we see basically, to summarize the data, that males 18 to 39, which have a higher proportion of OEF – OEF – OIF – OND Veterans are at significantly greater risk for suicide than males, 40 to 49. Males 50 and older fall somewhere in between. 

When we look at bivariate comparisons between suicides and non-suicides, we see a couple of interesting patterns. Among the demographics, individuals who live in rural, living in a rural setting is more prevalent among suicides than non-suicides. Major depression and mood disorders such as major depression, other depression, and bipolar disorder are also more prevalent in suicide than non-suicides.  As are other anxiety disorders, which primary refer to Anxiety NOS, panic disorders, and general anxiety disorders; which some people might kind of put together with the mood disorders. 

However, surprisingly, we see variables that are associated with increased risk in the general population being associated with lower risk in this population. Homeless is not associated with lower risk, but it is more prevalent in non-suicide in this population. Homelessness, and schizophrenia diagnoses, and PTSD, and drug use disorder other than alcohol use and cannabis are more prevalent in non-suicides than suicides in this population. I also included dementia.  

The reason being is that I do my research on the inpatient unit.  I noticed a very small population of individuals with dementia did not seem to be at high risk. They were really hard to place. They tended to have really long stays. I was just kind of curious about what was going on with them. From the general suicide literature; the general suicide literature would suggest that they would be at lower risk at least regarding the bivariate analysis. It suggested they might be as well.  

There is no difference in sleep and pain.  I conferred with a colleague of mine, the Director of our Center, Will Pigeon, a well-known sleep researcher about this. He noted the low base rate, no – the low rate of sleep diagnoses in this population. Let me note that the deep diagnoses are discharge diagnoses. We wanted to kind of include…. We wanted to assess and use clinicians' kind of best assessment of what was going on. What needed to be addressed? We thought the discharge diagnoses was the best way to get at that. But sleep problems are, they are clearly rarely diagnosed in this population at about 2.5 percent of the total population. 

My guess is that more three – 2.5 percent of people on this call have sleep problems. That this is pretty clearly an under diagnoses. That is understandable given the setting. Sleep is not a priority of clinicians working on the setting. Interestingly, when we conduct the hazard ratios; and getting back into thinking about change over time, we see that the suicide rate was significantly elevated from 2006 to 2099. It dropped to a non-significant elevation in 2010. This is accounting for demographics and diagnoses, which provide some support for the notion that there really was not a change in practice and admitting practice during this time regarding the type of patient that was admitted. 

That implemented – that impacted the change in suicide rate over time. The suicide, from 2005 – from 2006 to 2009, the suicide rate was significantly higher. Or, the odds of suicide were significantly higher than they were for someone discharged in 2005. In 2010, it drops back to those general non-elevated levels. After accounting for demographics and diagnoses, there were no age-related differences.  

A rural setting was still associated with increased risk. Homelessness was still associated with lower risk. Major depression, and other depression, and bipolar disorder, and other anxiety disorders were still associated with increased risk. Schizophrenia and PTSD, and drug use disorder as well as dementia were associated with lower odds of suicide. There are hazard ratios. But it is easier to discuss using odds terminology. Other psychoses, alcohol use disorders did not have any relation with the odds of suicide. 

We also included the Gagne Index, which is a physical comorbidity index, which has been shown to be associated with risk for death among older individuals to control for physical comorbidities. We found that had no impact. It did not have an impact on the hazards or the odds of suicide. As one would expect from the bivariate analysis, sleep and pain were not associated with increased odds or decreased odds. Regarding the discussion, we thought these findings were quite interesting. 

I will discuss my basic understanding of them and what I gleaned from them. But we have a lot of clinicians, and researchers, and others on the call. It will be great to get your input as well and your thoughts. But the suicide rate ranged from 236 to 321 for 100,000 person years, which is higher than the rate observed across VHA; which from the latest data we see to be over that time period to be from about 28 per 100,000 person-years to lower 30s. But considerably lower than prior analyses among VHAs, psychiatric inpatients, which noted that the rate was 440 per 100,000 person years to 550 per 100,000 person-years. 

This is impacted by a number of variables. One being different years. The second being different periods of risk. The third being different diagnostic categories. We erred on the side – or these analyses erred on the side of overinclusiveness. I just wanted to see what was going on in this population. How should we be cutting it off and not _____ [00:26:57] with an a priori assumptions about how we should cut it off. Males accounted for 95 percent of the suicides and were at greater risk than female Veterans. 

That is expected given VHA data. Among males, the suicide rate was significantly elevated from 2006 to 2009. Just, for example, in 2008, where the rate peaked, those who were discharged in 2008 were had 45 percent greater odds of dying by suicide than those who were discharged in 2005. But the elevation dropped to a non-significant level in 2010. It looks like it is heading in the right direction. But, of course, more research is needed to fully understand that. Then the findings regarding bivariate analysis, and more in particular, the adjusted hazard regressions I found really interesting. 

For me, I have an association with the Center for Study and Prevention of Suicide and the University of Rochester where Eric Caine is. Eric talks about the suicide mosaic where to fully understand risk and to develop a comprehensive suicide prevention strategy, we need to understand the mosaic of risk. What that means is that studying a full mosaic tells us, the full image, it tells us little about the different tiles and the different sections of a mosaic. 

We need to do both. We need to understand the full picture. But we also need to understand the tiles and the small sections. What it means to me is that the data that we know; up to this point regarding risk in the full VHA population does not tell us much about risk in this high risk population. In some cases, it may be misleading. As a clinician, previously I would…. I am pretty much a pragmatist. I would apply the knowledge that we have to the high risk population. What this data suggests is that is a problem. 

Much like we see in the general population of Veterans, rural residents was associated with 80 percent higher odds of suicide then urban residents. However, homeless Veterans have 44 percent lower odds of suicide than non-homeless Veterans. This was surprising to me. Eyesight being 20/20, it makes sense. It highlights that we need to think about a couple of things when we think about risk in high risk populations and in high risk settings. 

We need to think about both why people come to inpatient units. But also, what treatments we have that we can – the treatments that are available. How they relate to the reasons people come to inpatient units. Patients that are homeless are likely coming to inpatient units because they do not have a home. They need to get a home. Any distress they are experiencing; or a significant proportion of the distress that they are experiencing as a result of their homelessness. 

Now being admitted to an inpatient unit is a good treatment for homelessness. They get a bed. They get a place to live at least for the time that they are on the unit. But the VA has a lot of homelessness resources. We are unlikely to discharge patients. We have places where we can discharge patients. We have connections where we can provide patients with home for at least the short period of time. 

What this suggests is that may lower their odds of suicide. Interestingly, mood disorders were associated with higher odds of suicide. Major depression, other depression, bipolar disorders, and other anxiety disorders; which is more of these generalized Anxiety NOS, distress related anxiety diagnoses are associated with increased odds of dying by suicide in the year after discharge. We often think about…. The VA does a great and is a leader in the U.S. I do not think I am pushing it too far by saying in the world in treating PTSD and combat related disorders. 

This finding highlights that we also really need to, if we want to address suicide, we also need to address mood disorders, particularly major depression and other distress disorders such as Anxiety NOS. most other psychiatric disorders were associated with lower odds of suicide; dementia as we would imagine and schizophrenia. However, some diagnoses that we would not imagine are associated with lower odds, such as schizophrenia, drug use disorders, and PTSD. It is again – please remember that is lower odds relative to others in this high risk population. These people are not at low risk for suicide. They are high risk for suicide. But they have lower odds relative to those without these diagnoses. 

Again, we want to think about both why they are coming to inpatient units and what treatments are available. Patients with drug use disorders, may be less likely to come to inpatient units for suicide related risk than patients with major depressive disorder. What are the limitations? A major limitation is I hated excluded women from these analyses – from the multivariate analyses. But I felt that because the numbers are small and because women are such a specific population, that it would be a mistake to apply the same analyses that we did to men to women's. 

First, there are about 50 women who died by suicide over that time period, probably 50 to 60. We have to be very thoughtful about the variables we include as potential predictors. Variables such as military sexual trauma, diagnoses of borderline personality disorder; these things – these diagnoses that may be more important in women than they are in male Veterans, and for multiple reasons. I did not want to just apply the same analyses, and think that we actually knew something about suicide in women. That needs a specific analyses that are carefully thought through with aggregate data. 

Analyses were also descriptive. We cannot say anything about causality. There are more sophisticated approaches available. They need to be applied to understanding suicide risk in this population, both the time trends as well as risk associated with certain demographics and certain diagnoses. We cannot account for misclassified deaths. Any of you who have worked in this population know that people die in the year after discharge a lot, relatively a lot. But it is not uncommon. 

It is not uncommon for somebody to be discharged – somebody who is identified at high risk being discharged but dying by a heart attack or by a car accident within the first three months of discharge; and within six months. It is hard to say that some of those deaths are or are not suicides. We cannot really account for those given the data that we have. That is a limitation. That being said, the NDI is the gold standard that is currently available. 

Another limitation is that analyses were based on administrative data from the CDW. That by definition does not include hospitalizations outside of VHA. These analyses, these findings are only applicable to Veterans who are discharged from acute VHA inpatient units. That is a limitation particularly given…. Also, we do not have data on the two-thirds of Veterans who do not receive care within VHA. There are some very real limitations. This is also more data. We have not had these results available before. It should not take away from what the information the results provide. 

At this point, I want to highlight the references that are available in the last slide. These are kind of just the basic VA suicide big data references that informed both these analyses, but also, the interpretation of the analyses. I guess I want to highlight two findings and then close on that. The one finding being that the suicide rate was significantly elevated from 2006 to 2009, in comparison to what it was among those discharged in 2005. But in 2010, it returned to non-significant levels. Just the importance of addressing risk and treating depression in this population as well as general distress; there that is an area that we could potentially get better at with potential implications for suicide in this population. With that, I would like to stop and open up the phone line for questions, I guess. 

Molly Kessner:
Excellent.

Peter Britton:
There is also my e-mail address. Anybody either does not get a chance to ask a question or wants to follow-up offline can do so.

Molly Kessner:
Wonderful, thank you so much. We do have some good pending questions. For our audience members that joined us after the top of the hour to submit your question or a comment, use the question section of the GoToWebinar control panel on the right-hand side of your page. Just click the plus sign next to the word questions. That will open up the dialogue box. You can then submit it there. The first question we have – and you may have gone over this later in the presentation. It came in pretty early. How did the VA's suicide rates differ from suicide rates of civilians after hospitalizations for the same diagnoses?

Peter Britton:
That is a really good question. I unfortunately have not done that comparison yet. Part of the issue is that it is really hard to get that data within the U.S., the best data available. I have to do a little homework to find out what those rates are specifically, in comparison specific diagnoses. The best data that we have is from Scandinavian countries. It is really hard to know given the differences between their central support systems, and healthcare systems, and other things. How our data our U.S. data compares to that? I have to do some homework on that. I do not have that yet.

Molly Kessner:
Thank you. The next question, what about rates by race?

Peter Britton:
That is a really good question. Traditionally, the VA data on race has been problematic. There is concern about the validity of that data and the usage of it. I do not have that data for these analyses. There is often a lot of missing data I guess is the problem with that. To include all of the data, I excluded that. There could be some sub-analyses where we take a look at the race and ethnicity issue.

Molly Kessner:
Thank you. On the analyses finding higher risk for depression, did that necessarily exclude depression with comorbid PTSD?

Peter Britton:
What these analyses do is they hold all other variables constant. What that does is that holds PTSD constant. It controls for PTSD. PTSD absent – a part from the association of PTSD, major depression was associated with higher odds. That being said, I think we have done some…. We started to do some sensitivity analyses. As these questions have come in, some of them refer to sensitivity analyses that we just have not conducted yet. 

We are starting to look at PTSD. If I understand correctly, some of the prior data; it shows that PTSD is not associated with higher risk. But it is when there is depression present. We do not know about that with this data. The other thing that is challenging to account for in VA data and this data in particular is that PTSD is often associated with high rates of service connection. 

PTSD is not PTSD in a vacuum. It is PTSD within the VA where that is a diagnosis that may people have service connections for. The PTSD question is complicated. But the major depression is on top of anything PTSD, and making sure it can contribute to risk, depression, or to a protective – protected depression. It was associated with higher odds.

Molly Kessner:
Thank you. This is a question along those same lines. Forgive me, if you have already addressed it. They are wondering about schizophrenics, alcoholics, and drug addicts being included among the depressed or other depressed groups.

Peter Britton:
Yes, I mean, again this controls for those variables. This is major depression. What major depression contributes when drug use disorders, PTSD, and schizophrenia, and other things are held constant? 

Molly Kessner:
Thank you. Let us see, the next one. I might have missed it earlier. I think you touched on this one. Did you compare data to a male non-VA population? But you already addressed that one. 

Peter Britton:
Yeah, I mean, it is interesting. We are doing some sensitivity analyses with the general population. We do not have the VHA, the full VHA data. We would much rather compare it to VHA Veterans who are not hospitalized. But suffice it to say that both male and female Veterans are at considerably high risk compared to the general population. 

The exact numbers we are working on right now. But they are at quite elevated risks, which is what – so are males who are psychiatrically hospitalized outside of the VHA. But our data – my understanding of the data that is available in the United States, our knowledge of that is limited.

Molly Kessner:
Thank you. Do you plan on doing a follow-up study for 2010 to present? 

Peter Britton:
We plan on doing a lot of follow-up studies depending on how funding comes in. I think some of the analyses that we want to run really need more data. I am not sure that we would limit to 2010 to present. I think we would probably, depending on the question that we want to ask such as if we want to ask about change in time. We would add the data that we have. Some of the questions that we are asking and that we are interested in are going to be additive where the data adds. But as we get more data, we want to look. 

We will see whether we need to separate the data from 2010 to separate from that previously. I think part of that is also really looking at the strategies that were implemented in 2008; and see if we can account for some of the variance that those strategies accounted for in risk in this population over that time period. There is still a lot of work that needs to be done to find out why things have changed and do we have the data to figure that out? 

But yes, the idea is to make this a regular analysis. As we get more data, we can see how things are changing. Hopefully this informs policy at some point. Hopefully we see the hazard ratio in depressed patients go down. As we go on, we see that as research and as clinical attention to mood disorders, for instance in this population increases. 

Is treating somebody who is depressed…? Are treatment for individuals with depression as effective as – with that population as they are with people with depression and PTSD? Those types of questions that are relevant within our Veteran population. I guess that is a long winded answer. But yes, we are planning on looking at 2010 to the current and when that data is available. But it also depends on the question that we want to ask.

Molly Kessner:
Thank you. The next question, can you explain again how you defined high risk?

Peter Britton:
This is a survival analysis. High risk is defined as – basically one way of looking at high risk – sorry – is to look at the confidence interval. A 95 percent confidence interval. Major depression for instance has a hazard ratio of 1.58, which roughly indicates 58 percent higher odds of dying by suicide among those diagnosed with major depression compared to those without a major depression diagnosis. 

What we see in this confidence interval, this 95 percent confidence interval is that it does not include one. Confidence intervals that do not include one are indicative of higher risk. We could also report the p value. But this is basically a p value of less than 0.05. 

Molly Kessner:
Thank you. Do you think you would see any differences in the results if you compared Veteran suicides to an age and gender matched sample that was still living at the end of the observation period instead of using Veterans who died of other causes as a comparison sample?

Peter Britton:
We did not use Veterans who died by other causes as the comparison sample. We used Veterans who were living as the comparison sample. We used the other causes to calculate the person-years. But we did not. We accounted for them in person-years. But the comparison group was the living.

Molly Kessner:
Thank you. Do you know if the discharge suicide rates are worse of the West Coast or the East Coast? Or, do we need to have a discharge plan that works best for each Veteran?

Peter Britton:
I do not know the solution. I guess there are two questions there. The first one is we did not look at region. If I remember correctly, Ronnie Desai's paper looked at facility level variables. They did not find anything. We did not look at region. Although, there is some data to suggest that suicide differs by region with the Rocky Mountain areas having higher suicide rates. That might not be a bad idea to include _____ [00:51:59]. 

Regarding the patient specific plan, I mean, I sure do not know the answer to it at this point. I think that is an empirical question. I think there is a lot of variability. The patient level plan depends on the patient and the clinician. There is a lot of variability there. Some clinicians may do a great job. Some clinicians may do a worse job. 

Moreover, there is no…. You can have a great plan. Somebody can still die by suicide. We just do not know the impact that has on suicide after discharge. Ideally, a plan will be specified to the factors that may be associated with that individual's risk level. Ideally that is a good plan. But what that exactly means and the impact that has, we really do not know. 

Molly Kessner:
Okay, thank you. Three more questions and this one is kind of a comment/question. I wonder how the recession contributed to the peak of suicides around 2008. That was likely the worst year of the recession.

Peter Britton:
I wonder too. It's a good question. I think that there is a – Kaplan just published a paper looking at the recession and alcohol related deaths. I think noting an increase, this is all very fuzzy. But we have not looked at that with this data yet. It is a good question. I do not know. 

Molly Kessner:
Thank you, pardon me, thank you. I found it interesting that mood disorders were associated with higher odds of suicide and PTSD was not. Do you know what types of treatment were involved with these individuals, behavioral therapy, EMDR?

Peter Britton:
Yeah, I mean, that is the next step. It is to really look at what the type of treatment these people are getting and the type of treatment that impact risk. For me, that is really the next step. I mean, we do know that people with PTSD are more likely to have service connection. We can guess that. We can hypothesize that is part of the reason why they have lower risk. But we do not know. That is next steps. That is exactly where at least I am thinking the next paper – the area of the next paper heads into.

Molly Kessner:
Thank you. Did you do a comorbidity for socioeconomic status? If the individual has challenges associated with income?

Peter Britton:
We did not. Part of that is just the limitations of our database. I do not think we have a really good indicator of SES in the CDW. That being said, that is a question. That is maybe something we look into. I literally do not know that we have a good proxy. Maybe we do have some sort of proxy for SES available that we can put in. I think that is a good comment. Yeah, I would like to do that. That also might kind of address the other question regarding the changes in the recession. That is a good thought.

Molly Kessner:
Thank you. And the final question as a follow-up to the previous one. They also wanted to know if there was a comorbidity associated with TBI?

Peter Britton:
We did not include TBI as a variable. I am not sure how often that is diagnosed on inpatient units. That might be something to look into. That being said, one thing that we find in the literature in general is that…. Using _____ [00:57:28], we ran a prior study looking at – we were interested in comorbidity looking at the effect of an added – for somebody who has depression or alcohol use disorder, what is the effect of comorbid depression on alcohol use disorders. 

What we found is that if you have a depressive disorder, depression is really the driver. If you add an alcohol use disorder, it has little effect on risk and on additive risk. The comorbidity data regarding risk has not really shown a huge impact. But that does not mean, of comorbid psychiatric disorders that does not mean that there could not be some particular interaction with TBI and something else. But, that is clearly dangerous. I guess I am not sure that we would see something. But we did not account for TBI. Maybe that is something we could look into.

Molly Kessner:
Thank you. The person went on to write in that they strongly feel there likely is not an association to TBI and mental health and thus comorbidity to potential suicide. Thank you to that respondent. One last question squeezed in here. How do you think this study informs those researchers who are trying to look at biomarkers for major depressive disorder, bipolar or PTSD in terms of trying to prevent suicide in these populations?

Peter Britton:
That is a really good question. That is actually one that I have not thought about. I do not really have a good prepared answer. I really just do not know that literature well enough to comment on it. I guess a word of caution is that I do not think we can take – we can separate regarding PTSD kind of seeming to be protective and major depression being a risk factor. I do not know that we can really say that PTSD is protective and we should look for differential biomarkers and major depression, and PTSD, and that sort of thing. 

I do not know that we can separate the kind of protection, the seeming protection provided by PTSD to this population from the treatment that is provided. I do not know that it says much about it. But it does highlight the importance of finding biomarkers and depression. I do not know in that association.  

I mean, I support that research for sure. But, I do not think it minimizes the research on PTSD and biomarkers of that, particularly given the association with other anxiety disorders. I do not know if the differential effect? It may just be effect of the treatment that is provided with PTSD, and for PTSD in VHA. I do not know that it says much, honestly.

Molly Kessner:
Okay, thank you. That is the final pending question. Do you have any concluding comments you would like to make before we wrap up?

Peter Britton:
No, thanks everybody for participating. Please follow-up with questions that you have, if you have any. Thank you for participating. This was enjoyable and helpful for me as well.

Molly Kessner:
Excellent, well thank you so much for coming on and lending your expertise to the field. Of course, thank you to our attendees for joining us. I am going to close out this session momentarily. Please wait just a second while the feedback survey populates on your screen. It is just a few questions. But we do look very closely at your responses. It helps to generate new ideas for future sessions to support. Thank you once again, Dr. Britton. Everybody have a great rest of the day. 

[END OF TAPE] 
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