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Background: Suicide is a national public health concern and
veterans are a particularly vulnerable population. The Veterans
Health Administration (VHA) Office of Mental Health and Sui-
cide Prevention implemented a national, standardized process
for suicide risk screening in October 2018, which was insti-
tuted at the West Los Angeles Veterans Affairs Medical Center
Homeless Patient Aligned Care Team (HPACT) clinic.

Methods: This article examines the results of the screening ini-
tiative after implementation, describes difficulties faced in im-
plementation, and suggests strategies that might be used to
overcome those challenges.

Results: Over 1 fiscal year (October 1, 2018 to September
30, 2019) the HPACT clinic had 2932 unique veterans as-
signed to its care; 1876 (64%) received a primary screen of
suicide risk, 523 (18%) were not screened, and 533 (18%)

were exempt from screening by protocol. Of the 523 (18%)
unscreened patients, 331 (11%) patients had no HPACT
visit and 132 (5%) did not visit any VHA site during the pe-
riod. There were 192 (7%) patients who visited but were not
screened of which 19 (1%) declined screening.

Conclusions: Most missed screening opportunities were due
to patients being lost to follow-up. There were 5 challenges
identified for screening implementation, including health re-
cord factors, communication, clinician buy-in, system factors,
and patient factors. Thus, promoting interprofessional collab-
oration, visualizing effective process flows, establishing clear
lines of communication and roles for involved staff, and open-
ing avenues for continuous feedback and troubleshooting were
all effective in increasing comfort with suicide assessment and
screening rates.
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uicide is a national public health
concern that affects thousands of US
individuals and families, with repercus-
sions that reverberate through entire com-
munities. In 2019, there were 47,500 US
deaths by suicide, which accounted for
about 1 death every 11 minutes.' Suicide
remains the tenth leading cause of death in
the United States and has been part of the
top 12 leading causes of death since 1975.
Unfortunately, this trend has worsened;
suicide rates have increased by 35% from
1999 to 2018.2 One particularly vulnerable
population is US veterans who accounted
for 13.8% of all suicide deaths in 2018.*
Among veterans, the suicide death average
increased from 16.6 per day in 2005 to 17.6
in 2018.* Furthermore, veterans experienc-
ing homelessness are 5 times more likely to
attempt suicide and 2.5 times more likely to
have suicidal ideation compared with vet-
erans without a history of homelessness.*
Suicide is a significant issue among veter-
ans experiencing homelessness: Veterans
account for about 11% of the overall US
homeless population.®
Recent data suggest opportunities for
suicide risk assessment in the primary care
setting. A study from the Veterans Health
Administration (VHA) Office for Suicide
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Prevention found that in 2014 an average
of 20 veterans died by suicide every day and
6 of the 20 (30%) on average used VHA
services within the prior year.® Similarly,
a review of 40 studies on suicide found
that 45% of suicide victims had contact
with their primary care practitioner (PCP)
within 1 month of suicide, and 75% of vic-
tims had contact within the year of sui-
cide.” An analysis of depression screening in
2008/2009 using Patient Health Question-
naire-2 (PHQ-2) or Patient Health Ques-
tionnaire-9 (PHQ-9) at 3 large western US
Department of Veterans Affairs (VA) medi-
cal centers found that 55% were screened
for depression.® The VA has made suicide
prevention a top priority and supports the
established US goal of reducing annual sui-
cide deaths by 20% by 2025.° Given key op-
portunities for suicide risk assessment in
the primary care setting, the VHA Office of
Mental Health and Suicide Prevention im-
plemented a national, standardized process
for suicide risk assessment on October 1,
2018.1011

The VA approach to suicide screen-
ing, evaluation, and documentation has
evolved over time. Between October 2018
and December 2020, the process was aug-
mented to include 3 stages embedded into
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the electronic health record (EHR): a pri-
mary screen (PHQ-2 with Item 9 from the
PHQ-9 [PHQ-2+19]), a secondary screen
(Columbia-Suicide Severity Rating Scale
[C-SSRS]), and a tertiary screen (Compre-
hensive Suicide Risk Evaluation [CSRE]).
The primary screen consisted of the de-
pression screening using the PHQ-2 with
the addition of 19 asking about suicidal
ideation. The secondary screening, or C-
SSRS, included 8 questions to elaborate on
suicidal ideation, intent, plan, and any his-
tory of suicidal attempts or preparatory be-
haviors. The tertiary screen consisted of
the CSRE, a questionnaire developed inter-
nally by the VA in 2018 to further evaluate
the veteran’s suicidal thoughts, attempts,
warning signs, risk factors, protective fac-
tors, and reasons for living. The goal of the
screenings was to identify veterans at risk
of suicide, assess risk severity, and to in-
dividually tailor risk mitigation strategies
for safe disposition. These risk categories
were developed by the regional Mental IlI-
ness Research, Education and Clinical Cen-
ter, which suggested treatment strategies,
such as hospitalization or close outpatient
follow-up.'>1

The Homeless Patient Aligned Care
Team (HPACT) clinic at the West Los An-
geles VA Medical Center (WLAVAMC) in
California, one of the largest VA home-
less clinics in the country and 1 of 7 na-
tional VA Office of Academic Affiliation
Centers of Excellence in Primary Care Ed-
ucation training programs implemented the
standardized tools for suicide risk screen-
ing and quality improvement (QI). The
HPACT clinic is an interprofessional team,
including primary care, mental health, so-
cial work, pharmacy, and peer support, that
is adjacent to the WLAVAMC general pri-
mary care clinics. The team collaboratively
addresses both medical and psychosocial
needs of veterans with a focus on the Hous-
ing First Model, an approach that priori-
tizes ending homelessness while addressing
all factors associated with veterans' health
and well-being. After 1 year of stable hous-
ing, veterans graduate to the WLAVAMC
general primary care clinics.

Given the vulnerability of veterans ex-
periencing homelessness, the clinic leader-
ship identified suicide risk screening as a
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FIGURE 1 Suicide Risk Screening Process
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high priority initiative and created a task-
force to oversee effective implementation of
clinic screening efforts. An interprofessional
team of nurse practitioners (NPs), phar-
macists, physicians, psychologists, social
workers (SWs), and trainees formed to im-
prove screening efforts and use the QI prin-
ciples to guide analysis and intervention.
The team wrote the following SMART (Spe-
cific, Measurable, Achievable, Relevant, and
Time-bound) Aim statements: (1) ensure
> 90% of eligible patients receive a primary
screen; (2) ensure > 90% of positive pri-
mary 19 screens receive subsequent screen-
ings within 24 hours; and (3) increase staff
comfort and familiarity using the screen-
ing tools. This article examines the results
of the screening initiative 1-year postimple-
mentation, describes difficulties faced, and
suggests strategies that might be used to
overcome those challenges.

METHODS

This QI analysis was exempt from institu-
tional review board review. Prior to the stan-
dardized national suicide risk assessment
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FIGURE 2 Suicide Risk Screening of HPACT Empaneled Veterans
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the tertiary screen.

The HPACT clinic serves
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ees divided into 2 teams.
LVNs and RNs were tasked
to conduct the primary
screen as part of their initial
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Abbreviations: HPACT, Homeless Patient Aligned Care Team; VA, US Department of Veterans Affairs.
aReasons for exemption: prior depression diagnosis, cognitive or global deterioration scale dementia, or life
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rollout of October 1, 2018, the QI team
met to review and understand the work-
flow to be implemented into the HPACT
clinic. To describe the initial screening pro-
cess, the new suicide risk assessment con-
sisted of primary, secondary, and tertiary
screens that would warrant subsequent in-
tervention by clinicians if positive (Fig-
ure 1). The primary screen included the
PHQ-2+I9 questionnaire (PHQ-2 for de-
pression and 19 for suicidal ideation). If
either were positive, follow-up question-
naires were required. Of note, patients
with a prior depression diagnosis, cogni-
tive impairment defined at a severity of
moderate or greater based on clinician eval-
uation and judgement, or life expectancy
< 6 months were exempt from screening
because, by definition, they had theoreti-
cally already been screened and classified as
under surveillance.

A positive 19 response prompted a sec-
ondary screen using C-SSRS. A positive sec-
ondary screen prompted a tertiary screen
using CSRE. If the PHQ-2 screening was
positive but 19 was negative, the standard
follow-up depression clinical reminder
was used. Any clinical staff member could
perform the primary screen, including li-
censed vocational nurses (LVNs), registered
nurses (RNs), and SWs in any setting (eg,
emergency department, primary care, inpa-
tient services). The secondary and tertiary
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conducted a primary screen
and, if positive, a second-
ary screen. If the secondary
screen was positive, a tertiary screen was
performed by mental health practitioners
or SWs, or PCPs if the former were unavail-
able. SWs, mental health practitioners, and
PCPs were colocated in the clinic, which al-
lowed for safe and convenient warm hand-
offs between clinicians.

During this process, the interprofessional
team overseeing the suicide screening im-
plementation efforts in the HPACT clinic
met in-person biweekly beginning 1 month
prior to the October 1, 2018 implementa-
tion. QI tools, including flowcharts and root
cause analyses, were used to analyze feed-
back on efficient workflow and optimize
staff responsibilities. A survey assessed staff
comfort and familiarity using the suicide
screening tools. Informal interviews were
conducted with a representative from each
stage of patient care to facilitate interprofes-
sional participation and to troubleshoot any
issues. Process flowcharts that clearly de-
lineated staff roles based on current clinic
workflow and the recommendations set
forth by the new process were distributed
at an initial staff meeting. The process flow-
chart was updated after staff feedback and
distributed again along with a review of the
C-SSRS and CSRE at an all-staff meeting
in February 2019. The QI team continued
to meet to formally evaluate their SMART
Aims and to identify factors driving the suc-
cess and failure of the implementation.
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The VA Informatics and Computing Infra-
structure (VINCI) provided project data after
a formal request was submitted for this anal-
ysis. At the direction of the local QI team,
the VINCI team provided aggregate patient
counts derived from individual patient data
in the VA Corporate Data Warehouse. The
data analyzed are frequencies and propor-
tions; no bivariate or multivariate statistics
were performed.

RESULTS

During the project year, the HPACT clinic
had 2932 unique patients assigned to pri-
mary care. Of those veterans, 533 (18%)
were exempt from screening by proto-
col. Of the remainder, staff screened 1876
(64%) of eligible veterans for suicide risk
(Figure 2), which did not meet the SMART
Aim of screening > 90% of eligible veterans.
For the follow-up screens, using a QI dash-
board designed for reviewing 19 and C-SSRS
results, the QI team reviewed a convenience
sample of 5 provider panels and identi-
fied 34 positive 19 screens. Twenty of those
34 patients (59%) received a C-SSRS within
24 hours of the positive 19, which did not
meet the SMART Aim of ensuring > 90% of
primary 19 screens had subsequent C-SSRS
screening within 24 hours.

Of the veterans screened, 1,271 (43%)
had their screening performed outside of
the HPACT primary care team assigned,
while 605 (21%) patients had their screen-
ing performed by an HPACT member. Most
of the screening that occurred outside of
the assigned primary care team occurred in
other physical settings, including other VA
facilities.

Of the 523 (18%) patients who were
not screened, 331 (11%) patients had no
visit to the HPACT clinic and 132 (5%)
empaneled patients did not visit any VA
site within the 1-year period. There were
192 (7%) patients who were not screened
that had a visit to HPACT while 19 (1%) of
those patients declined screening. A total
of 184 (6%) patients were not screened and
thus were considered true missed opportu-
nities. This group of patients were eligible
for screening but did not undergo screen-
ing in the HPACT clinic or any other VA
setting despite visiting the VA.

The QI team created a fishbone diagram
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to identify opportunities to improve screen-
ing rates and patient care (Figure 3). Using
the fishbone tool, the QI team identified
5 main categories limiting complete uptake
of suicide risk assessment at the HPACT
clinic: health record factors, communica-
tion, clinician buy-in, system factors, and
patient factors. Among the most salient bar-
riers to use of the screening tool, the EHR
system needed to be refreshed after a pos-
itive screen to be reminded of the next
step, requiring close communication dur-
ing patient handoffs. Handoff was confus-
ing as there was no dedicated process to
communicate positive screen information.
Clinicians were concerned that completing
the process, especially the tertiary screen,
would be time consuming and burdensome
in an already busy clinic; some clinicians
were uncomfortable discussing the topic
of suicide as they did not feel they had the
expertise to address a positive screen. In
addition, some patients were reluctant to
answer the screen honestly due to past hos-
pitalizations or concerns about stigma.

DISCUSSION

Though the QI project failed to meet the
SMART Aim of ensuring > 90% of eligible
patients received a primary screen for sui-
cide risk and > 90% of positive primary
19 screens received subsequent screen-
ings within 24 hours, the results highlight
effective practices and barriers for im-
plementation of wide-scale EHR-based in-
terventions for suicide assessment. Most
missed screening opportunities were due
to patients being lost to follow-up over the
duration of the project, which is a chal-
lenge faced in this patient population. A re-
cent analysis of the national rollout of this
screening program found that 95% of eli-
gible veterans with a visit to the VA in the
first year of the program received screen-
ing.'* In a post hoc analysis using the
same eligibility criteria, the rate of screen-
ing for this project was 83%. Reflecting on
the data from this national cohort com-
pared with the HPACT clinic, this brings
to light potential circumstances that may
be unique to veterans experiencing home-
lessness compared with the general vet-
eran population, for instance, the level of
engagement may be lower among veterans
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FIGURE 3 Fishbone Diagram Demonstrating Initial Barriers to Implementation
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experiencing homelessness, though this is
beyond the scope of this article. Nonethe-
less, promoting interprofessional collabo-
ration, visualizing effective process flows,
establishing clear lines of communication
and roles for involved staff, and opening
avenues for continuous feedback and trou-
bleshooting are all potentially effective in-
terventions to improve suicide screening
rates within the veteran population.

This HPACT clinic initiative aimed to
determine how a new screening process
would be implemented while identifying
potential areas for improvement. Surpris-
ingly, 43% of patients who were screened
had their screening performed outside of
the HPACT clinic, most often in the inpa-
tient setting at other WLAVAMC clinics or
other VA systems. It is possible that due to
the nature of the patient population that the
HPACT clinic serves with intensive service
needs, these patients have wider geographic
and clinical location use than most clinic
populations due to the transient nature of
patients with housing insecurity. What is
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encouraging, however, is that through this
systemwide initiative, there is an impetus to
screen veterans, regardless of who performs
the screening. This is particularly meaning-
ful given that rates of depression screening
may be as low as 4% among PCPs."> Dur-
ing implementation, the QI team learned
that nearly 18% of the empaneled HPACT
patients were exempt from screening. The
exempt patients do not have an active clin-
ical reminder for depression screens. In-
stead, these patients are receiving mental
health surveillance and specialty treatment,
during which continuous monitoring and
assessment for suicidal ideation and risk
of suicide are performed. Additionally, an
EHR-based factor that also may limit ap-
propriate follow-up and contribute to
missed opportunities is that secondary and
tertiary screens do not populate until the
EHR was refreshed after positive primary
screens, which introduces human error in a
process that could be automated. Both RNs
and PCPs may occasionally miss secondary
and tertiary screens due to this issue, which
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continues to be a barrier. Given the high
risk HPACT clinic population, the QI team
encouraged staff members to frequently
screen patients for suicidal ideation regard-
less of clinical reminders. A consideration
for the future would be to identify optimal
frequency for screening and to continue to
validate assessment methods.

Finally, while the percentage of patients
who were considered missed opportuni-
ties (visited the HPACT clinic but were not
screened) was relatively small at 6% of the
total panel of patients, this number theo-
retically should be zero. Though this proj-
ect was not designed to identify the specific
causes for missed opportunities, future QI
efforts may consider evaluating for other
potential reasons. These may include dif-
fering process flows for various encounters
(same-day care visits, scheduled primary
care visit, RN-only visit), screening not ac-
tivating at time of visit, time constraints, or
other unseen reasons. Another important
population is the 11% of patients who were
otherwise eligible for screening but did not
visit the HPACT clinic, and in some cases,
no other VA location. There are a few ex-
planatory reasons centered on the mobility
of this population between health systems.
However, this patient population also may
be among the most vulnerable and at risk:
62% of veteran suicides in 2017 had not
had a VA encounter that year.!> While
there is no requirement that the veteran
visit the HPACT clinic annually, future ef-
forts may focus on increasing engagement
through other means of outreach, includ-
ing site visits and community care involve-
ment, knowing the nature of the sporadic
follow-up patterns in this patient popula-
tion. Future work may also involve exam-
ining suicide rates by primary care clinic
and triage patterns between interprofes-
sional staff.

Limitations

Due to the limited sample size, findings
cannot be generalized to all VA sites. The
QI team used retrospective, administrative
data. Additionally, since this is a primary
care clinic focused on a specialized popu-
lation, this result may not be generalizable
to all primary care settings, other primary
care populations, or even other homeless
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primary care clinics, though it may estab-
lish a benchmark when other clinics inter-
nally examine their data and processes.

CONCLUSIONS

Improving screening protocols can lead to
identification of at-risk individuals who
would not have otherwise been identified.'®"
As the US continues to grapple with mental
health and suicide, efforts toward addressing
this important issue among veterans remains
a top priority.
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