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Dr. Ryan Holliday: We are going to go ahead and get started. Thank you for the introduction. Myself along with Lindsey Monteith are going to be talking a little bit today about Suicidal Self-Directed Violence among Women Veterans. We’re incredibly excited to discuss some of our recent work as well as some of our work which is hot off the press. Additionally before we jump in I do want to take a second and acknowledge that just like with all forms of research this was conducted using a team. And so even though there’s only two of us here today we’re going to try throughout to really acknowledge all the really awesome work of a lot of the people out here at the Rocky Mountain MIRECC who facilitated some of the great findings and great research we’re doing out here.

Okay. And if my slides don’t switch please let me know I’ll definitely try and make this presentation as seamless as possible. As this is a presentation in the VA we want to take a second and acknowledge that this work was supported in part by the VA, as well as the Rocky Mountain MIRECC for Veterans Suicide Prevention. However, the views expressed here today don’t necessarily express the view of the VA or the government. Additionally some of this work was funded by grant funding. And we will attempt to acknowledge that throughout as well.

So in terms of suicide among women Veterans we wanted to kind of lay a foundation about what we do know and what we really don’t know before we jump into talking about some of our work.

So in terms of what we do know, as I’m sure many of you are aware suicide remains a significant public health concern among Veterans. So not only is suicide a public health concern in general, it’s you know according to the CDC, it’s the tenth leading cause of death. We also know that when we look at age and sex adjusted rates, Veterans are about 1.5 times more likely to die by suicide relative to adult non-Veteran individuals. However, when we really focus specifically on women, we see that that rate is about 2.2 times greater. And as you can see we’ve really been pushing out a lot of really great initiatives here in the VA. However, suicide as you can see from this graph remains an issue that we are continuing to attempt to understand and mitigate.

However, one of the major concerns when it comes to suicide focused research, specific to women Veterans. Is that our research is largely explicitly focused almost entirely on those who are using VHA care. And really that makes sense, right? We have a lot more clinical data, we have a lot more understanding, we can track those rates better. And anytime that you’re attempting to use a lot of different data sets to understand risk, it becomes more and more complicated the more data sets that you’re attempting to merge. However, one of the major concerns with this is and one of the more recent suicide data reports which came out about a year and a half ago. They saw that over about a ten year period we only experienced an increase of suicide rates of about 18% among VHA using women Veterans. However, it was about 55% among non-VHA using Veterans. And why that’s so very disconcerting is that when we’re talking about non-VHA using Veterans, we’re talking about a population that might not be clinical, right? When we’re talking about VHA, we’re talking about people who are presenting for a service. We’re talking about people who might be seeking care for cardiovascular health or depression or other risk factors for suicide. However, we know that there’s a subset amongst the non-VHA population that’s likely experiencing that, and there’s probably a portion that isn’t. And in addition to this we also know that there’s a large portion of both male and female Veterans who aren’t coming into the VA.

So what this kinda resulted in, it was this really big push that we’re continuing to see in terms of really solidifying and enhancing the evidence base of what we understand about Veteran suicide and in particular women Veterans who die by suicide. And most recently we saw this result in a really interesting Call for Papers for a medical care supplement specific to advancing what we know about suicide risk and prevention among adult women with a large emphasis on military and Veteran population. I know both Lindsey and I as well as a lot of individuals in the VA are facilitating with this special issue. And I think we’re really excited to see the things that come out of it. Because I think it’s really going to result in an increased understanding of what we know about women Veterans suicide. And hopefully what we can do in our routine clinical practice.

And now I think Lindsey is going to talk about one of the first studies that we kind of thought would be a really great supplement to understanding suicide amongst VHA, non-VHA women Veterans.

Dr. Lindsey Monteith: Thanks so much Ryan. This is Lindsey Monteith. Can you guys hear me okay?

Dr. Ryan Holliday: I can hear you.

Dr. Lindsey Monteith: Hopefully you [unintelligible 0:05:32] okay, great. Thanks. First off just wanted to say we recognize there are so many others out there. Including probably some of you on today’s call who are also doing really phenomenal and groundbreaking work in this area. For today’s presentation we want to share with you some of our recent research focused on women Veterans. And specifically we’ll be focusing on results from four different studies that we recently have conducted in this area. Each of these is in a different phase of finalization. And for those that were recently published we’ve also included the publication information in case you want to find out more about our findings. Before we dive in, Ryan mentioned this but I also wanted to acknowledge that all the work we do takes a team based approach. It definitely wouldn’t be possible without our amazing collaborators and exceptional team members across these studies that include Jeri Forster, Claire Hoffmire, Nazanin Bahraini, Lisa Brenner, Alex Schneider, Christin Miller, Ali Smith [phonetic 0:06:38], and Joe Simonetti . So this first study is one that was funded by the Rocky Mountain MIRECC and which was published in the Journal of Affective Disorders in May. If we could go to the next slide.

So Ryan described some of what we know about rates of suicide among women Veterans. But knowledge about rates of suicidal self-directed violence including suicidal ideation and suicide attempt among women Veterans has been much more limited. This has been for a variety of different reasons. For example measurement of suicidal ideation and attempt among women have been quite variable. With different studies using different definitions, measures, and timeframes. And the samples have varied quite a bit across studies too. You also might know that what we know about non-suicidal self-injury or NSSI, has been pretty limited. It hasn’t been studied much in women Veterans specifically. Even though we know that NSSI is a major risk factor for suicidal self-directed violence more broadly. And so all of these different limitations and knowledge were what motivated the current study. Our aims here, the first was to examine the presence of suicidal ideation, attempt and NSSI among women Veterans. And specifically in relation to their military service. We were interested in knowing to what extent do women Veterans experience ideation, attempt and NSSI and when. And given some of the recent findings regarding suicide deaths among VHA and non-VHA users, we were also interested in understanding whether current, past and never VHA users differed in regard to their lifetime experiences of suicidal ideation, attempt and NSSI.

So in 2018, and 2019 we conducted a survey of women Veterans. Our inclusion criteria were fairly broad, intentionally. Basically it comprised being a female Veteran, being age 18 to 89 and having enrolled in VA care. We initially obtained a stratified random sample of 3,000 female Veterans using data from CDW or Corporate Data Warehouse. And stratified based on age and VISN. We divided our initial sample equally into current VA users, or those who had used VA care in the past 365 days. Past VHA users or those who had used VA care prior to the past 365 days. And never VHA users, or those who had never used any VA care. We also recognized that some of the things that we were asking about within our survey were potentially sensitive. And we didn’t want that to get in the way of people honestly reporting their experiences. So we conducted this survey in an entirely anonymous format. And for the aims that I’ll be presenting here, we used an abbreviated version of the self-injury thoughts and behaviors in review for the study.

So, I tried to highlight some of our key findings and one thing that we were really struck by was the high lifetime rates in our sample, especially because we did not seek to survey women Veterans who would necessarily be at especially elevated risk. As you can see here, nearly half of our samples, 47.9% reported that they had experienced lifetime thoughts of suicide, 17% reported making a suicide attempt in their lifetime. And 13% reported that they had engaged in non-suicidal self-injury. We also examined that there was a period when women Veterans in our sample were most likely to experience each of these. So either prior to their military service, during their military service or following their separation. And we found that after controlling for time at risk, women Veterans were most likely to report experiencing both suicidal ideation and suicide attempt following separation. On the other hand there were no differences in regard to when they were more likely to report experiencing non-suicidal self-injury.

Go on. Thank you. We also examined when women Veterans were most likely to experience initial onset of these. So that is when they were most likely to first experience ideation, attempt or NSSI. As you can see from the figure here, women Veterans were most likely to report experiencing onset prior to their military service. And that was across all the different constructs we examined. Then we adjusted for time at risk and found that the results were actually fairly similar. So in particular women Veterans in or sample were more likely to experience first onset up to suicidal ideation, suicide attempt and non-suicidal self-injury prior to their military service rather than following separation.

And then finally we examined whether the prevalence of suicidal ideation, attempt and non-suicidal self-injury differed based on use of VHA care for those three VHA groups that I had mentioned before. And we found that adjusting for age, current and past VHA users were more likely to report having experienced lifetime suicidal ideation compared to never users. We didn’t see any significant differences in regards to suicide attempt or NSSI. And when we ran a sensitivity analysis with a post-separation, suicidal ideations are outcome instead of lifetime, results were not significant.

So just to recap, this study was one of the first studies, to my knowledge anyway, to document the prevalence of suicidal ideation, suicide attempt and non-suicidal self-injury among women Veterans. Our results suggest a fairly high prevalence of suicidal ideation and attempt among women Veterans and also then an initial onset of suicidal ideation attempt is more common for women Veterans prior to their military service compared to following it. And so suicidal ideation and attempt are both risk factors for experiencing those again later in life. That suggests that many women Veterans are already at risk for suicidal ideation and attempts upon entering the military. In addition, suicidal ideation and attempt were most prevalent following separation, which really underscores why we need to keep addressing suicidal thoughts and behaviors when working with women Veterans. It also hints at the importance of understanding drivers of women Veterans thoughts of suicide and attempts following separation. And for one way in which we tried to address that empirically I’ll actually turn it over to Ryan to describe our next study.

Dr. Ryan Holliday: Yeah, thanks Lindsey. And so kinda like Lindsey was saying, I think what really drove our first study with this data set was how often is this happening. Because we know a whole lot about the people in VHA just like we’ve been talking about and like Lindsey was discussing. And we just don’t know nearly as much about those outside. And then when we kind of looked at this and saw that rates were fairly high universally we wanted to know why this is happening. Both Lindsey and I are clinical psychologists, so we want to understand what’s a risk factor maybe driving this and how do we mitigate it.

And one thing we were thinking is as both Lindsey and I had worked a lot in PTSD clinics and residential treatment settings, where we were working a lot with both men and women Veterans. We were seeing that a lot of our women Veterans had fairly extensive histories of interpersonal violence. And similarly we also know that when we’re thinking about violence, after you’ve experienced it, it can really impact how you view yourself, the world and others. And so one of the driving tenants of this was we were trying to see well, is this one of these major factors? Is this something that we’re just kind of losing sight of? That we need to be examining and figuring out what’s going on and is it driving or perpetuating this risk?

And so because of that, we decided to take that that same sample we had in our first study and look at how these different exposures to both physical as well sexual violence at differing time points may result in subsequent ideation or suicide attempt. So for example to kind of delineate the model, because obviously we only have so many slides and we wanted to include as much information as possible. For the military suicidal ideation and attempt models we would be looking at pre-military violence because then we can fully assert that that violence had to have occurred before the ideation and attempt. Similarly when looking at post-military ideation and attempt models we would only look at pre-military and during military violence exposure. Because of this we wouldn’t be able to look at aspects of pre-military ideation and attempt and nor would we be able to look at the impact of post-military violence exposure. However, this would give us additional information that we’re really not seeing a whole lot of out there in the research.

So even though like I said, we weren’t able to examine the role of post-military violence exposure. We were able to descriptively get the rates. And what we found is that across this national sample of VHA and non-VHA using women Veterans, rates of physical and sexual violence were very high. So nearly two thirds of women in our sample reported at least one experience of physical violence. And at least two thirds experienced one experience of sexual violence. We do want to note that the rates were highest in that pre-military timeframe. There’s several reasons for this. We do know that based on a lot of really great work that’s come out of Anne Sadler’s lab that a lot of women Veterans will enlist in the military as a means of escaping a childhood environment that might be chaotic. So there might be a self-selecting bias here. Additionally we also want to note that, that was a very long timeframe, right? At a bare minimum we’re talking about at least 16 to 17 years. And I say that simply because we did have people and we have had people in the past who have enlisted before the age of 18. However, for the most part those are a very small minority of people. And this is probably an extended timeframe that includes at least 20ish years. Conversely, fair fewer people served for 20 years. And since we’ve included OIF/OEF/OND Veterans we also might have people who have a much shorter time span for violence following separation. Nonetheless these rates are really high. And I think that’s the big thing we want to drive home.

Additionally when we looked at our models, we found that sexual violence was fairly pervasive and associated with both ideation and attempt. And I think for those of you who are probably working in mental health settings that will come as no surprise, that sexual violence would be such a strong correlate. However, one thing that I think is very interesting is that even though physical violence was associated with suicidal ideation in that post-military phase. It wasn’t a strong correlate in any of the other models. Additionally we found both pre-military and military factors were associated.

And I’ll talk a little bit more in the next few slides about why that’s so very important. And so to kinda summarize this, our findings similar to that first study reported that interpersonal violence both physical and sexual violence was unfortunately common amongst women Veterans. And that these factors may be correlated with risk for suicidal ideation and attempt at subsequent time points. Nonetheless we saw that sexual violence really was this important factor that we should be attending to during our routine clinical care. However, we really shouldn’t be focusing just on one timepoint. And so why I think that’s so very important is and a lot of my PTSD settings, I would often hear well we just need to be talking about childhood, or that’s really when this foundation was setup. And what this finding tells us is, while that’s very, very important we also need to be aware of how these other factors might be impacting our women Veterans we’re working with. So in particular it’s likely a combination of these factors of both childhood sexual abuse, as well as things like military sexual assault or intimate partner violence. That might be driving some of the risk that we’re talking about and seeing in our patient populations.

Dr. Lindsey Monteith: And I think that’s the one thing that_	

Dr. Ryan Holliday: And now we’re going to pivot a little, oh sorry go for it.

Dr. Lindsey Monteith: I’m sorry Ryan, go ahead.

Dr. Ryan Holliday: Oh, no. I was just going to lead in for you. So you go for it.

Dr. Lindsey Monteith: Thanks. I was just going to say I think of one theme you might be noticing across our presentation of these different studies that we’ve done is trying to take a broader look at what are these experiences across the lifespans to try to really take a broader understanding and potentially one that’s more inductive too. So we are going to pivot a bit for this third and then for the fourth and last study. This third one is one that we were actually conducting concurrently with a prior study, and albeit with really different methods and aims. The results of the study were published in March, in the Journal of Clinical Psychology if you want more information.

And if we move on to the next slide, so to reflect for a moment, study one focused on characterizing the extent to which women Veterans experience ideation, attempt and non-suicidal self-injury. Study two then focused on examining interpersonal violence at different life periods. But neither of those studies touched on how women Veterans engaged in suicidal self-directed violence. Yet, we know that that’s directly relevant to knowing how to prevent suicide among women Veterans, especially when we think about different frameworks and recent theories of suicide, which is ideation to action frameworks. Which really get at either the acquired capability component or methods specifically.

So you probably know that firearms is a leading method of suicide among male Veterans. And you may also know that firearms are the leading means of suicide among women Veterans. The proportion of women Veterans who have used a firearm as their method of suicide has actually increased since 2005. And that is a difference in non-Veteran adult women among whom poisoning is actually the leading method of suicide. So why is it that women Veterans are more likely to use a firearm to die by suicide than non-Veteran women.

Dr. Lindsey Monteith: And then_

Dr. Ryan Holliday: And when we say poisoning that includes overdose, sorry just throwing that out there.

Dr. Lindsey Monteith: Thank you. And what do we know about women Veterans experiences with firearms and their beliefs about firearms. When we were doing a review of the literature we actually couldn’t find much out there that had been published on firearms specifically with women Veterans. And we thought this was a pretty substantial gap and one that was worth pursuing and starting out with qualitatively. And so for this study we aim to broadly just kind of better understand women Veterans experiences and perceptions of firearms as well as their preferences for having conversations about firearm access. 

So again this is a qualitative study. We interviewed 16 women Veterans who were eligible to receive VA healthcare. And two reported that they had owned firearms or lived in a household with firearms present. Again the age range for the study was fairly broad. Some people had to be between the ages of 20 and 70 to participate. And the qualitative interviews focused a lot on women’s experiences with firearms across their lifetime. And so to facilitate that we had participants draw out a timeline of significant life events and where and how firearms fit in to those experiences within their lives. And we concluded in the interview by asking them about their preferences for if they were to have firearm related conversations, whom those would be with and what it would be like for them if a healthcare provider were to have those conversations with them.

We also conducted a parallel analysis with older male Veterans. And that was recently published in PLoS One and lead by Joe Simonetti. And the one thing that you’ll see here that I’ll just briefly talk about is that there were indeed some similarities in findings across men and women. So both men and women reported early exposure to firearms often beginning in childhood or adolescence. In addition both men and women described military service as a context for increasing their familiarity with firearms and exposure to different types of firearms. But there were also some really unique things that we saw that were specific to the women. And I’ll talk about those next. So the first ones that for many women they reported access to firearms through other household members. And that was typically through their partners or spouses. In some cases the women reported desiring those household firearms and there were also instances in which they actually didn’t want them in their houses. But nonetheless still had access to them. In addition, although we didn’t have any questions that specifically asked about trauma or interpersonal violence. Another theme that we kept hearing again, and again pertained to the role of interpersonal violence and firearm ownership and storage.

The women Veterans, if we move on to the next slide, thank you. They described using firearms as important for protecting themselves during their military service in which sexual harassment or assault were either threatened or actually experienced. And for the sake of time, I’m not going to go through all of the quotes here. But we’ve included some here that seem especially pertinent. So some women Veterans explicitly described having experienced or been threatened with sexual violence as a reason that motivated them to become really proficient and skilled at using firearms during their military service. After they separated, some women described also acquiring their own firearms to protect themselves from subsequent violence. As you can see this quote here, one woman stated, I mean everything that had happened previously especially with the assault and things like that, I felt like I never wanted to be put in those kinds a situations again. Like having something to be able to protect me, I think made me feel better, you know like about being future sexually assaulted or what not. And then women who had firearms for protection also describe storing their firearms in ways that were readily accessible so that they could be able to easily access them if they needed to, to protect themselves. This took different forms. Some women talked about storing their guns next to their beds. Others talked about doing so under their pillows and so forth. And this is important because we know that those storage behaviors are risk factors for suicide.

When we asked women Veterans whom they would prefer to speak to about their firearms, if there were concerns. The majority indicated that they would prefer for family members to have this conversation with them. And usually that was specific to their partners, or spouses. And they typically indicated that this was due to trust. On the other hand, only a few women spontaneously mentioned their healthcare providers. And the reaction to you know hypothetically a clinician having such conversations with them, seemed to really hinge upon the quality of that relationship and whether it was in the context of an established relationship with rapport and whether there was trust. So as you can see the bottom two quotes here, one woman stated, maybe I’d listen to them but I’d go home and maybe just kinda just do my own thing. Really sharply contrasting that, another participant stated, I have an amazing relationship with my primary care provider. And if he brought it up I believe I could be honest enough with him.

So these findings are important because they suggest a couple different things. One being that women Veterans’ household members likely play an important role in their access to firearms. In addition, these findings underscore the potential role of interpersonal violence in women Veterans’ firearm ownership as well as unsafe storage behaviors. And we know that access to guns including whether it’s through personally owned firearms or other firearms within the household have been found to be associated with increased risk for dying by suicide in quite a few other populations.

So last, we’ll move onto study four. This is the last study that we will be presenting today. And this really sought to build directly upon findings from study three. So part f the reason why we conducted the last study was also in the hopes of generating hypothesis that we could build upon and test in quantitative research with larger samples. I did want to mention that the overall manuscript for study four, we are currently writing it and finalizing it. But we definitely wanted to share some of our initial findings in case they're helpful to anyone tuning in today. And these findings are based on a pilot study lead by Claire Hoffmire in our MIRECC and generously funded by VA HSR&D.

So briefly our aims here were first to examine the extent to which women Veterans report having personal and household firearms, as well as engaging in specific firearm storage practices. And then also to examine the role of interpersonal factors in women Veterans personal and household firearm access and storage. And for these aims we focus specifically on women Veterans who were using the reproductive healthcare. And that was in part because in this broader study which really focused on understanding how can we leverage VA reproductive healthcare settings to a really novel opportunity to do more of this upstream suicide prevention. Because we know that so many women Veterans don’t initially present for care in more traditional mental health settings. And so kind of how do we take this alternate approach to suicide prevention.

These analysis were conducted as part of this broader survey that we conducted in 2018 and 2019. We surveyed 350 post-9/11 women Veterans. Who had used some form of VA reproductive healthcare in fiscal year 2018. And for the present analysis we used data from several different self-report measure that we listed here.

Thank you. And a note, so over half or 54% of women Veterans in our study reported having access to firearms, currently. So the majority of women Veterans who reported current firearm access, that was actually through both household and personally owned firearms. On the other hand pretty similar percentages reported having firearm access only through personal or household firearms. So again this is fairly consistent with results from our prior study in which we found that for many women Veterans household access is really a key driver of this.

And then if we move on to the next slide. We asked women Veterans who said they had firearms stored in or around their homes, how those were stored. Forty percent mentioned that some or all of their firearms were stored loaded. And 36% reported that some or none were stored locked. And just take a moment to kind of reflect on those. Those are pretty sizable. And it suggests that a decent proportion of women Veterans in this sample were storing their firearms in ways that could be considered to increase their overall risk for suicide, especially if they were concurrently experiencing thoughts of suicide during these times.

It means that they would have more easy access to the firearm. And then finally we found that women Veterans who reported that they were currently married, currently had parenting responsibilities and who reported a history of military sexual harassment were more likely to report that they had firearms within their households. We didn’t find that any factors were significantly associated with personal firearm ownership. But we did look at factors that were unrelated to safe firearm storage behaviors. So again, keeping one’s firearm loaded or unlocked. And we found that women who had experienced suicidal ideation either in their lifetime or specific to the past month were more likely to report that they kept their firearms loaded. And that is concerning because those are exactly precisely the women that we would want to actually be targeting in firearm related lethal means safety efforts.

So what are the implications of these findings from this last study? So again, consistent with our qualitative findings they underscore the role of household members in women Veterans access to firearms. And that’s important for a few reasons. The first, it defers from what we tend to hear from male Veterans among whom their firearm access is often through firearms that they personally own. And it might mean as well that our conversations about how to address this with women might differ in some ways. It means that we likely need to be thinking more about how to include women Veterans household members in firearm related lethal means safety efforts. And given the results that Ryan presented earlier about the high prevalence of interpersonal violence among women Veterans I think we really need research to understand what are the best ways of doing this. In addition our findings suggest there’s an ongoing need to increase safe firearm storage behaviors among women Veterans. Especially those who have either previously or are currently experiencing suicidal thoughts. And when you consider a qualitative finding in which many women Veterans who store their firearms in unsafe ways reported that they did so specifically for protection following interpersonal violence, that may be especially challenging. So I just wanted to end my portion by saying I’m really excited to share we’re currently planning to address a lot of these questions through an upcoming study that we will do. A pilot study that’s specific to women Veterans, that’s currently undergoing the Just In Time process with HSR&D. And with that I will turn it over to Ryan, thank you.

Dr. Ryan Holliday: Awesome. Thanks Lindsey. So we wanted to spend these last few minutes of the presentation synthesizing all the information we just talked about.

So in particular we feel like when we look across these studies we can really see that women Veterans report high rates of not only suicidal ideation and self-directed violence such as suicide attempts. But also high rates of exposure to interpersonal violence throughout the lifespan as well as firearm access. And what some of these findings really tell us is that even though we’ve spent so much time really trying to narrow things down and it takes this one factor that’s driving things. I think really a lot of our findings suggest that there’s a lot of nuance and complexity here. For example, these individuals may experience intimate partner violence or sexual violence with high rates which result in heightened likelihood of acquiring a firearm, which then in turn is exacerbated in terms of their suicide risk because they might be having thoughts about suicide due to the development of a diagnosis of PTSD. And in particular we also want to really cement that our results continue to suggest the import of looking across things in a lifespan trajectory aspect. I think for so very long we’ve really attempted to focus in on one time point and suggest that might be the critical timepoint. And I think what our results continue to suggest over and over again is it really is the amalgamation of a lot of these factors and really how they culminate in driving risk for a lot of the Veterans that we work with.

In terms of how we can really translate that into our clinical practice, I think one major component is to consider that women Veterans may inherently differ in their function of why they continue to maintain access to firearms either through personal ownership or a household access and ownership from male Veterans. And while there maybe some universal components. Aspects such as personal safety may be a driving factor. And for anyone who’s done trauma focused treatments, even though we know not all trauma results in PTSD. We do know that you’re going to want to really mitigate those safety behaviors because many times they inadvertently increase risk for self and other directed violence and also often interfere with our treatment. So for instance if we know that safety behaviors can impact in vivo exposures, similarly we also know safety behaviors can impact the process of really our cognitive reframing work during CPT and getting in the way of maybe the safety module. So it really suggests how we can integrate these different aspects into our treatment is really an important next step. And I think that really speaks to thinking about how we can start to do these things within an evidence based framework rather than viewing things in silos. So in particular we know lethal means safety is important, we also know evidence based treatment for a lot of our psychiatric diagnosis is important. So I think a logical next step is considering how we can synthesize these two aspects to make sure that we’re applying our evidence based treatment with fidelity while maintaining safety appropriately.

And to that accord one thing that I know both Lindsey and I are passionate about is not suggesting all these things and then not providing appropriate resources. So in particular Lindsey along with myself and some other individuals wrote a paper about how best to implement safety planning and including aspects of lethal means safety into current evidence based practice for PTSD. Which you can find a little snapshot of it there. Lindsey and I also just did a presentation last week as part of the SRM webinar series discussing patient centered approaches to lethal means safety with a big portion of that focusing on contextual factors when working with women Veterans. And finally we always want to give a shout out to our awesome suicide risk management consultation program out here at the Rocky Mountain MIRECC. This is a really great resource that can be used both by providers inside as well as outside of VA. And we can discuss not only clinical cases you might want to discuss in terms of how to navigate this in an empirically supported fashion but also discussing how you might be able to navigate things in terms of procedures as well as postvention. And so please feel free to reach out to that service as well as Lindsey or I depending if you have any questions for SRM consultation or about what content we presented today. So we’d like to thank everyone for joining us and I think we have some time for questions.

Maria: Hi, this is Maria from CIDER. Heidi’s having some audio difficulties so I’m going to ask you some of the questions. Okay.

Dr. Ryan Holliday: Awesome.

Maria: So question one, should women applying to join the military be questioned about previous diagnosis of abuse, suicidal ideation et cetera?

Dr. Ryan Holliday: Well, you know this is a very difficult question and to be honest this has come up a lot. And I think the thing is, and I’ll just share in my experience. Whenever I’m asking about individuals history of suicidal ideation or attempt. I think about how am I going to use this clinically and what’s the function of it, right? And so for me when I’m asking those questions, it’s so I can ensure the safety of my patient. And I think in terms of why other people might be asking might have a different function and I think it’s always important to remember that even though many people think about suicide and many people attempt. Very few people who think about suicide go onto attempt. And very few who attempt go on to die. And so I think those are all important facets to consider. I also wanted to give Lindsey time and space to answer that too. Because I only share one side of that from my lens.

Dr. Lindsey Monteith: Yeah. I was thinking I think in a very similar way to Ryan. So in particular how would that information be used and is there any evidence to suggest that women who have experienced suicidal ideation or attempt prior to their military service that they would not be able to successfully perform their duties within their service. And I’m not aware of any research that’s looked at that specifically. And so I think that’s kind of where I would leave it while also acknowledging that potentially women who have experienced those things prior might be more at risk or potentially benefit from some additional resources. Given what we know as well about high rates of military sexual trauma and other experiencing during military service that can further impact people’s risk for suicide.

Dr. Ryan Holliday: Yeah. And I think that’s a great point Lindsey and I_

Maria: Thank you. Thanks_

Dr. Ryan Holliday: I was also going to add too, I think there’s also something to be said that the military provides a lot of positive aspects that might help someone who has a history of those things, including increased access to education, structure and more financial stability too. So just want to throw that out there too.

Maria: Okay. And the next question, research studies that do not engage with findings or methods of colleague researchers indicate that research in suicidology will remain pretty irrelevant regarding agreed ways to support those at risk to avoid self- destruction. It’s as if the research was done to satisfy the needs of the researcher rather than towards addressing the big question, for example suicide reduction. Can you please comment?

Dr. Lindsey Monteith: Yeah. Maria I was having a little bit of a hard time hearing the very first part of the question.

Maria: Okay. I’ll_

Dr. Lindsey Monteith: Could you_

Maria: I’ll sure. Research studies that do not engage with findings or methods of colleague researchers indicate that research in suicidology will remain pretty irrelevant regarding agreed ways to support those at risk to avoid self-destruction. It’s as if the research was done to satisfy the needs of the researcher rather than towards addressing the big question, for example suicide reduction. And they're asking for comments please. Thank you.

Dr. Lindsey Monteith: Yeah. Thank you so much. I’m not sure I totally understand the initial part, I heard it. But I certainly hope that’s not the case. You know many of us not just specific to Ryan and I but, many, many others nationally and internationally are working tirelessly to try to address this. And I do think it’s really crucial to be getting Veterans’ perspectives, to be hearing Veterans’ voices to be incorporating all of those things into the research we’re doing to make sure it’s relevant and pertinent, and ultimately both patient centered and feasible to actually addressing the problems. And one thing that we do that we didn’t necessarily talk about today to that point is we have Veterans’ engagement boards that we present to often when we’re crossing initial studies. And in the question to make sure that are we asking the right questions are we doing these in ways that they care about. And then two, as Ryan mentioned we’re both clinical psychologists so we are constantly thinking about how do we use these findings to actually try and make change. Because at the end of the day if it doesn’t result in change it’s not as important. Ryan, I don't know if you have anything that you wanted to add as well.

Dr. Ryan Holliday: Yeah, you know I agree with Lindsey. I’m not entirely a hundred percent sure I fully understand the question so I hope I answer it. I think one major aspect that’s very difficult when it comes to suicide is we’re working in a very different capacity than a lot of other mental health researchers. And what I mean by that is we’re working in a capacity in which we’re attempting to prevent someone from dying and often we don’t have a lot of information about the people who do die. And moreover the number of people who die is an incredibly low base rate by comparison to those who think about wanting to die and those who attempt without dying. And so what we often end up doing is having to result on these proxies, right? Suicidal ideation and suicide attempt. And while we know that when we look at the machine learning algorithm research, which I think there was an article in JAMA recently that found the predictive validity of simply asking about ideation and attempt wasn’t necessarily comprehensive to risk. We do know that those remain among the best predictors. And often outweigh a lot of our other components and correlates. And I also want to add too that I think one thing that we also carefully consider is utilizing measures that really are being used throughout the field. You know unfortunately when it comes to for looking at like depression, right? We have a whole lot more research on something like the PHQ9 versus suicidal ideation or suicide risk fields. But we have come a long way in the last couple decades. And we always attempt to use the most parsimonious measures. So I hope that answers the question.

Mario: Okay. Next question, are there any programs where Veterans could voluntarily surrender their firearms during a mental health episode?

Dr. Ryan Holliday: You know it’s interesting this gets brought up. Lindsey and I were just on a lethal means safety workgroup last Friday. And this was a point of discussion. And I know this comes up so very often on our risk management consultation service. And so there are a few programs that are coming out. The difficulty is states differ in their law surrounding lethal means safety. So for instance in one state it might be A-Okay for you to surrender your firearm to a friend or one of these organizations. Conversely in another state that might be considered a felony. And so one thing that we always want to think about is not just what programs are available but also what are options within the ethical statutes I have to maintain for my license. So based on that we always encourage providers not only to review what their state laws are but also if you’re feeling lost to reach out to our consultation program because we deal with that a lot.

Maria: Okay. And we’re ready for the next question? Have you been able_

Dr. Ryan Holliday: Yep.

Maria: _to assess the impact of moral injury on suicide rates among your women Veterans?

Dr. Ryan Holliday: So we, you know one of the difficulties with surveys is, and I’d love to hear Lindsey’s thought on this after. Is that you only have so many measures you can give. And so you know we always think about what the purpose of our surveys are and attempt to design them in that capacity. And so we unfortunately didn’t administer a moral injury questionnaire as part of this. And then I think a part of that was driven by the fact that when we look at moral injury assessment the overall majority of the measures that were developed were actually exposure to moral injury. And actual functional impairment has only started to be studied as it relates to moral injury. So basically the EMIS versus the MIES. However, one thing I do want to say is we have a great researcher out here, Dr. Lauren Borges who’s doing a lot of great work in this domain. And we work very closely with her and we’re hoping to continue that collaboration to better understand how some of these events may fit into impacting the women Veterans we see.

Dr. Lindsey Monteith: Yeah. And I wanted to briefly definitely echo Dr. Lauren Borges phenomenal work, including on moral injury. We also did assess institutional betrayal perceptions specifically, which we know moral injury can evolve a component of the betrayal too. And that’s something that we have or will continue to kind of look at as well. But definitely haven’t looked at moral injury specifically in our samples for the reasons Ryan mentioned.

Maria: Okay. I’m not sure if you guys answered this question. Was there information gathered on single female Veterans and the prevalence of firearm access?

Dr. Lindsey Monteith: We have some of that data. I clearly didn’t present it today for the sake of time. But with the manuscript that we’re working on we do have that information and we’ll be able to report it descriptively.

Maria: Okay.

Dr. Lindsey Monteith: I wish I could pull_

Maria: What do we know_

Dr. Lindsey Monteith: _it up right now, but I don’t have it right now, right in front of me.

Maria: Okay. What do we know about women Veterans who do not use the VA, do they differ from VA users in important ways?

Dr. Lindsey Monteith: Yeah. So we know kind of broadly quite a bit about this. And I think there have been totally separate talks on different aspects of this too. So I probably won’t be able to do it full justice here. But we know that there are a lot of different reasons why some women do not use the VA and other subsets of the women Veteran population who delay VA care. And that some of those reasons might in some circumstance relate to their overall suicide risk. We also know that in 2017 I believe, suicide rates among women Veterans in VA care and not using VA care were actually really similar to one another, despite historically women Veterans who use VA care being at greater risk. And then also just wanted to very briefly mention that our team in the Rocky Mountain MIRECC actually just started a new HSR&D merit study in June of this year that will look at this further. So it’s lead by Claire Hoffmire and I and Ryan and several others are coinvestigators. And we’ll be specifically comparing VHA users and non-users across gender on several different things to try to better understand how to prevent suicides.

Dr. Ryan Holliday: Yeah. And I just wanted to add that I think it’s also so very difficult to narrow this down just to one aspect, kinda like Lindsey was saying. When we’re talking about non-VHA users, right? We have a portion of that population that’s clinical, a portions not clinical. We also know that people sometimes choose not to access that care at the same time. People sometimes just don’t want to go to VA but don’t have an alternative. And then I think the final component is, we’re not actually entirely sure the type of treatment people are receiving outside of VA, which I think is problematic because we’ve had so many pushes for evidence based practices here in the VA. Which I know Lemli’s [phonetic 0:55:47] done some great work on that. So really thinking about the fact that we screen for ideation and attempt, we attempt to refer into evidence based practice like cognitive behavioral therapy and safety planning, which people might not be getting outside the VA. So I think those are all components across different socioecological levels that we’re attempting to think about in these next projects.

Maria: It’s the top of the hour. Do you guys have a few minutes to stay for a few more questions?

Dr. Ryan Holliday: I know I’m free.

Dr. Lindsey Monteith: Yeah. That sounds fine.

Dr. Ryan Holliday: I don't know about you Lindsey.

Dr. Lindsey Monteith: Yeah.

Dr. Ryan Holliday: Okay.

Maria: Okay. And for the audience, if you have to leave when you close out please make sure you fill out the feedback form. But we just had a handful of questions that people have been asking here. Let’s see here. Susceptibility and trauma are risk factors for re-trauma according to what I’ve read. Those questions should be asked of both men and women. Can you comment?

Dr. Ryan Holliday: Yeah. 

Dr. Lindsey Monteith: [Unintelligible 0:56:49]_

Dr. Ryan Holliday: Yeah. I agree. I mean my background before coming out to Denver was conducting evidence based treatment for both men and women exposed to sexual violence. And I know that’s one thing that Lindsey are both passionate about. The reason why we kinda honed this presentation into a focus on women is simply because that was the focus of this talk. But I couldn’t agree more that it’s important to apply all of our understandings to both men and women. And I think similar to stratify our understandings and not view them in a universal capacity.

Dr. Lindsey Monteith: Yep. I wholeheartedly agree.

Maria: Okay. We_

Dr. Lindsey Monteith: We’ve done some research on male MST survivors too and often have reported additional stigma and different concerns I think are so important to address.

Maria: We have an attendee here that’s from Northern Ireland and comments, guns are available to police and rarely on license. Farmers have shotguns and annual license. It’s amazing how matter of fact speakers are regarding access to guns by Vets in the US. It’s no surprise surely that most suicide Vets have easy access to self-destruction. And I guess there was no question about it. But did you guys want to comment on that?

Dr. Lindsey Monteith: Sure.

Dr. Ryan Holliday: Yeah. I’m not entirely sure the question. But I think all I can add to that is that, I think Mike Anestis has done a lot a really great work discussing that you know our states vary in terms of firearm access. I mean I grew up in California and then I did training out in Texas and let me tell you, there are very different laws in the United States when it comes to firearm access. And I think he’s done some really great work in that regard of how some of those laws may serve to be related to risk.

Dr. Lindsey Monteith: Yeah. And that’s kind of the crux of some of the research that we were presenting on firearms today is really so much based on knowing that access to lethal means and especially means that are highly lethal such as firearms are a major suicide risk factor. And so how do you try to change that for people whom are at risk whether it’s kind of these individual level, interventions like lethal means safety or kind of a more public health or policy related things. Which some of those are kinda beyond the scope of what we do.

Maria: Okay. And then we have, are ACEs studies taken into consideration when doing these studies?

Dr. Ryan Holliday: So we actually administered the ACEs during the trauma or violence exposure study. The reason we didn’t administer the whole ACEs though is because we wanted to be able to compare aspects of violence. And I think one of the difficulties with the ACEs, is it’s a very beautiful instrument and it really conceptualizes all of these different factors. However, some of those factors aren’t as applicable across adulthood. So for instance neglect in childhood is going to be much more impactful versus there actually isn’t a super great evidence base for neglect in early adulthood. And then we start to see it come back as a potential correlate again during older age ranges. And so it really prevented us from doing more longitudinal research. But what I will say is I know a lot of people have done a lot of really great ACEs work in these populations. Nonetheless we work in the VA. And where I’m going with this is, I don’t see individuals during their childhood so there’s very little I can do during that aspect. So I think a lot of how I view the ACEs is, really thinking about what are factors that I should be assessing and then at the end of the day translating it into evidence based practices that I can utilize within an adult population.

Maria: Okay. And this is the last question that I have. Are there comparable data on history of abuse SI and attempts in women who have not served in the military.

Dr. Lindsey Monteith: I know that_

Dr. Ryan Holliday: I think there’s more.

Dr. Lindsey Monteith: Go ahead Ryan.

Dr. Ryan Holliday: Oh, no. Sorry you go for it.

Dr. Lindsey Monteith: I was going to say I know there are some national studies that have been conducted in the United Sates with comparing adults who’ve served in the military and those who haven’t on things like suicidal ideation and suicide attempt. And I think at least one study that did so on non-suicidal self-injury with college students. But I think many of those surveys, they’ve had so many different things that they’ve been interested in understanding with suicidal self-directed violence. It would be one very small part of it. That sometimes they’ve had to rely on pretty brief measure to look at those things. But there are a couple of those studies out there.

Dr. Ryan Holliday: And just to add to what Lindsey said. I think there’s a few studies definitely out there. But like she said, most have really focused on college samples, because you know we have very few organizations that have large scale hospital focuses or patient population focuses. Although I think Kaiser might be doing some similar work with ACEs although I will say that again you’re going to be focusing on a clinical sample with that as well.

Dr. Lindsey Monteith: Yeah. I’m sorry. I just wanted to add one last_

Maria: Well thank you very much.

Dr. Lindsey Monteith: Sorry. Sorry, can I add one last thing real quick?

Maria: Yes. Yes.

Dr. Lindsey Monteith: I just wanted to mention that I think the ways in which gender has been addressed, gender or sex in some of those prior studies has been kind of variable and limited with sometimes just very different approaches in terms of like stratification or actual comparison. But I do think Claire Hoffmire in our MIRECC has been doing some really cool and very new research in this area. So maybe keep an eye out for some of the work coming out from here, if that’s an area of interest.

[ END OF AUDIO ]
