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Learning Objectives
1. Recognize the importance of suicide prevention in the
VBA C&P Contract Examination setting
2. Know the risk and protective factors for suicide
3. Know the warning signs for suicidal risk
4. Have a plan and tools for assessing and identifying
suicide risk
5. Know how to ensure safety
6. Understand warm-handoff options in suicide risk
management and prevention

2

Welcome to suicide awareness and prevention training. In this training, we’ll explore risks and
warning signs for suicide and discuss plans and tools for assessing and identifying suicide risk
and the ultimate goal of ensuring Veterans’ safety and welfare. The C&P disability examination
is not a treatment exam, therefore a warm-handoff for Veterans who are at high or imminent
risk or who may benefit from additional VA resources can be beneficial in the management of
suicide risk and prevention.
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Suicide Prevention
Suicide in the Veteran population is a significant and
growing problem and is often related to military
experiences and other social problems. VBA Contract
Disability Examiners may encounter someone who is
considering suicide or who demonstrates several
warning signs of potential suicide risk.
Suicide is preventable. Therefore, it is important
to recognize the warning signs of suicide and know
what action to take when encountering someone who
presents with suicidality or significant risk.

3

Suicide is a public health challenge that causes immeasurable pain among individuals, families,
and communities across the country. Suicide is also preventable. Veteran suicide is an urgent
issue that the U.S. Department of Veterans Affairs (VA), along with its stakeholders, partners,
and communities nationwide, must address. Suicide in the Veteran population is often related
to military experiences and other social problems. VBA Contract Disability Examiners may
encounter someone who is considering suicide or who demonstrates several warning signs of
potential suicide risk.
Suicide is preventable. Therefore, it is important to recognize the warning signs of suicide and
know what action to take when encountering someone who presents with suicidality or
significant risk.
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Suicide Statistics
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This data is from the VA National Strategy for Preventing Veteran Suicide based on 2017 data
made available from the Centers for Disease Control and Prevention’s National Death Index.
Seventeen Veterans, on average, died by suicide each day while 124 of non-Veteran Americans
died by suicide each day. Eleven out of the 17 Veterans were not under VHA care when they
committed suicide. In addition to the 17 Veterans, two to three National Guard and Reserve
members who were never Federally activated died by suicide each day.
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Veteran Suicide Statistics
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The suicide rate for Veterans is higher than the non-Veteran population for both males and
females. Male Veterans aged 18-34 have the highest rate of suicide and male Veterans 55 and
older have the highest suicide count. Most of the Veteran suicide deaths resulted from a firearm
injury.
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Bridging the Gap
The VBA Contract Disability Exams:
• take place in the community by VBA Contract
clinicians
• evaluation/benefits purposes, not treatment
• typically a one-time meeting with no clinical
follow-up.
• sometimes stressful and may bring difficult
memories and experiences to the surface
• inclusive of many individuals with mental health
disabilities regardless of exam type
6

In line with the VHA’s Suicide Prevention Program Priorities, the VBA is also committed to the
promotion of Mental Health Awareness and Treatment. VBA Contract Disability Exams are
unique for many reasons:
•

VBA exams take place in the community outside of the VHA hospital setting and are
completed by VBA Contract clinicians who don’t have readily available VHA resources in
their location.

•

These exams are for evaluation/benefits purposes, not treatment so they lack a patient
doctor relationship.

•

They are typically a one-time meeting with no clinical follow-up.

•

Because Veterans rely on the results for monetary compensation, they can sometimes
be stressful. The examination may also bring difficult memories and experiences to the
surface that have never been shared.

•

Many individuals will have mental health disabilities, regardless of exam type.
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VBA’s Goal: Bridging the Gap

Always Ensure SAFETY FIRST
Offer VHA follow-up resources

WARM-HANDOFF

7

Given what we know about the Suicide Statistics and our VBA Contract Exam process, we must
be prepared to properly care for any Veteran or Service Member who presents with significant
suicide risk.
VBA’s goal is to always ensure SAFETY FIRST. In the highest risk/imminent situations this may
involve a WARM-HANDOFF to 911/local authorities to pursue the involuntary hospitalization
process in accordance with the examiner’s state ethical/licensing requirements and vendor
protocols.
Additionally, given the non-treatment role of the VBA Contract Exam, it is also appropriate to
inform any Veteran about VHA follow-up resources (i.e. VCL, local VAMC treatment programs) as
a means of mental health care promotion and suicide prevention. It is considered a WARMHANDOFF to encourage the use of additional VA resources after the C&P exam. While this
might not necessarily be an in-person warm-handoff, it allows contract examiners to facilitate
these connections to VHA services when appropriate to maximize care and prevention.
To achieve these goals, it is important that the examiner can identify which individuals may
require or benefit from the warm-handoff options. This is done by properly assessing for suicide
risk.
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RISK FACTORS
•
•
•
•
•

Any prior suicide attempt
Current suicidal ideation
Recent psychosocial stressors
Availability of firearms
Prior psychiatric
hospitalization
• Psychiatric conditions (e.g.,
mood disorders, substance
use disorders) or symptoms
(e.g., hopelessness, insomnia,
agitation)
• Chronic pain or other physical
health conditions
8

First, let’s look at some of the known risk factors for suicide.
VA/DoD Clinical Practice Guidelines highlight several known suicidal risk factors.
However, these risk factors are not necessarily closely related in time to the onset of suicidal
behaviors – nor does any risk factor alone increase or decrease risk. Population-based research
suggests that the risk for suicide increases with an increase in the number of risk factors
present. When more risk factors are present at any one time, they more likely indicate an
increased risk for suicidal behaviors at that time.
Known factors that may increase the risk for suicide include:
•
•
•
•
•
•
•

Any prior suicide attempts
Current suicidal ideation
Recent psychosocial stressors
Availability of firearms
Prior psychiatric hospitalization
Psychiatric conditions (e.g., mood disorders, substance use disorders) or symptoms
(e.g., hopelessness, insomnia, agitation)
Chronic pain or other physical health conditions

A history of a suicide attempt is the strongest predictor of future suicide attempts and death by
suicide. Intentional self-harm (i.e., intentional self-injury without the expressed intent to die) is
also associated with long-term risk for repeated attempts as well as death by suicide.
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Psychiatric RISK FACTORS
• Major Depressive Disorders
• Bipolar and Related Disorders
• Schizophrenia Spectrum and
Other Psychotic Disorders
• PTSD, Trauma, and Stressor
Related Disorders
• Substance Use Disorders
• Personality Disorders
• Co-Morbidity (more than one
disorder)

9

Suicidal thoughts and behaviors are commonly found at increased rates among individuals with
psychiatric disorders, especially major depressive disorder, bipolar disorders, schizophrenia,
PTSD, anxiety, chemical dependency, and personality disorders.
Psychiatric co-morbidity increases risk for suicide, especially when substance abuse or
depressive symptoms coexist with another psychiatric disorder or condition.
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Psychosocial RISK FACTORS
• Recent life events such as losses
(employment, career, finances,
housing, marital or other
relationship, physical health)
resulting in a lost sense of
future.
• Chronic or long-term problems
such as relationship difficulties,
unemployment, and legal
problems.
• Psychological states of acute or extreme distress (rejection,
humiliation, despair, guilt and shame).
10

Several psychosocial factors are also associated with risk for suicide and suicide attempts. These
include recent life events such as a loss of employment, career, finances, housing, marital
relationship, physical health and other loses that result in a lost sense of a future. Chronic or
long-term problems such as relationship difficulties, unemployment, and problems with the
legal authorities (legal charges) are psychosocial risk factors as well as psychological states of
acute or extreme distress such as humiliation, despair, guilt and shame. These are often present
in association with suicidal ideation, planning and attempts.
While not uniformly predictive of suicidal ideation and behavior, they are warning signs of
psychological vulnerability and may indicate a need for mental health evaluation to minimize
immediate discomfort and to evaluate suicide risk. This would be a good example of when a
VBA Contract examiner, given the limited nature of the C&P exam, might provide the individual
with local VHA information or VA Crisis Line resources to facilitate a warm-handoff and
encourage follow-up care.
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Physical Health RISK FACTORS
• Diseases of the central nervous system (epilepsy,
tumors, Huntington’s Chorea, Alzheimer’s Disease,
Multiple Sclerosis, spinal cord injuries, and traumatic
brain injury)
• Cancers
• Autoimmune diseases
• Renal disease
• HIV/AIDS
• Chronic pain syndromes
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Certain physical disorders are associated with an increased risk for suicide including diseases of
the central nervous system, cancers, autoimmune diseases, renal disease, and HIV/AIDS.
Chronic pain syndromes can contribute substantially to increased suicide risk in affected
individuals. And Veterans with traumatic brain injuries may be at increased risk for suicide.
In comparison to the general population, TBI survivors are at increased risk for suicide ideation
according to a study by Simpson and Tate in 2002, increased risk for suicide attempts according
to Silver et al. 2001, and increased risk for suicide completions according to a study by Teasdale
and Engberg in 2001. TBI-related sequelae can be enduring and may include motor
disturbances, sensory deficits, and psychiatric symptoms such as depression, anxiety, psychosis,
personality changes, and cognitive dysfunction. Cognitive impairments include impaired
attention, concentration, processing speed, memory, language and communication, problem
solving, concept formation, judgment, and initiation. Another important TBI sequelae that
contributes to suicidal risk is the frequent increase in impulsivity.
These impairments may lead to a life-long increased suicide risk that requires constant
attention. If these are present, take the opportunity to inquire about current treatment
participation and encourage the use of VHA resources as a warm-handoff mechanism to followup care.
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PROTECTIVE FACTORS
Factors that may decrease the risk for suicide:
• Positive social support
• Sense of responsibility to family
• Children in the home, pregnancy
• Spirituality
• Positive therapeutic relationship
• Reality testing ability
• Positive coping skills
• Positive problemsolving skills
• Life satisfaction
12

Just as there are factors that increase risk for suicide, there are also factors that decrease the
risk for suicide and serve to protect the individual from mental health deterioration. When
assessing the level of suicide risk, it is important to consider both risk and protective factors.
Factors that may decrease the risk for suicide include a positive social support system, having a
faith or spirituality, and feeling responsible for family or children in the home. Individuals who
are satisfied with their life, possess the ability to test reality, and who have positive coping and
problem-solving skills have a decreased risk for suicide. And, individuals who have a positive
therapeutic relationship also have a decreased risk.
While we can’t force participation in mental health treatment, we can ensure that individuals
have the information and resources needed to initiate contact with their local VHA or the VA
Crisis Line to maximize protective factors.
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WARNING SIGNS
• Hopelessness
• Rage, anger, seeking revenge
• Acting reckless or engaging in risky
activities
• Feeling trapped – like there’s no
way out
• Increased alcohol or drug use
• No sense of purpose in life
• Withdrawing from friends, family or society
• Anxiety, agitation, dramatic changes in mood
• Unable to sleep or sleeping all the time
• Stating “they will understand or miss me when I am gone.”
13

In addition to risk and protective factors, in many cases there are overt warning signs that can
indicate that an individual is at risk for suicide.
Examples of warning signs include but are not limited to:
•
•
•
•
•
•
•
•
•
•

Hopelessness
Rage, anger, seeking revenge
Acting reckless or engaging in risky activities
Feeling trapped – like there’s no way out
Increased alcohol or drug use
Withdrawing from friends, family or society
Anxiety, agitation, dramatic changes in mood
Unable to sleep or sleeping all the time
No sense of purpose in life
Making statements like “they will understand or miss me when I am gone.”
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ACUTE WARNING SIGNS
1. Threatening to harm oneself
or end life (Ideation).
2. Looking for the
method/means to harm
oneself or end life; seeking
access to pills, weapons or
other means (Means).
3. Talking or writing about
death, dying, or suicide;
developing or thinking about
a plan to harm oneself or
end life (Planning).
14

In some cases, there are more Acute (current/serious) warning signs related to suicide that
should alert the clinician that precautions may be needed IMMEDIATELY to ensure the
individual’s safety, stability and security. These warning signs typically appear in a sequential
order.
1.

Threatening to harm oneself or end life is (Ideation).

2.

Looking for the method/means to harm oneself or end life such as seeking access to
pills or weapons substantiates (Means).

3.

Talking or writing about death, dying, or suicide and developing or thinking about a
plan to harm oneself or end life constitutes (Planning), the highest risk.
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ACUTE WARNING SIGNS

15

The Acute Warning Signs are seen here in the form of a progression towards Suicide. There is
often a transition that takes place along the continuum from ideation to means to planning and
then to suicide attempt or suicide.
In most cases, suicidal ideation is believed to precede the onset of suicidal planning and action.
Suicidal ideation can be associated with a desire or wish to die (intent) and a reason or rationale
for wanting to die (motivation). Hence, it is essential to explore the presence or absence of
ideation – currently, in the recent past, and concurrent with any change in physical health or
other major psychosocial life stress.
Many individuals will initially deny the presence of suicidal ideation for a variety of reasons.
Even if denied, certain observable cues (affective and behavioral) should prompt the clinician to
remain alert to the possible presence of suicidal ideation. Asking about suicidal ideation and
intent does not increase the likelihood of someone thinking about suicide for the first time or
engaging in such behaviors. In fact, most individuals report a sense of relief and support when a
caring, concerned clinician non-judgmentally expresses interest in exploring and understanding
their current psychological pain and distress that leads them to consider suicide or other selfinjurious behaviors.
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ASSESSING FOR SUICIDE RISK
Introductory statements that lead
into the questions, set the stage,
to ensure an informative and
smooth dialogue.
For example:
I understand how difficult these
symptoms/conditions have been
for you. Other people with similar
symptoms/conditions have told
me that they have thought about
ending their life. I wonder if you
have had similar thoughts?
16

Not all examinations have a component that will elicit questions regarding suicidal ideation, and
many may never lead to assessing suicide risk. Mental Health examinations most often lead to
this assessment as the mental health history and symptomology may identify warning signs to
be explored further during the examination. However, any examination may lead to the Veteran
disclosing how ongoing pain or traumatic memories effect his or her daily functioning and the
impact on daily life. If the Veteran begins to share information that becomes emotional or
expresses thoughts (warning signs) that lead you to be concerned, then asking questions to
assess risk may be prudent in ensuring the Veteran’s safety.
Introductory statements can help open the conversation and set the stage for risk assessment
questions and make them a natural part of the examination and overall assessment of the
current problem. A great deal depends upon the clinician’s familiarity with the key screening
questions and his or her comfort with the topic and asking the questions. Introductory
statements that lead into the questions set the stage to ensure an informative and smooth
dialogue for assessing suicide risk. The slide shows one example, but you may develop other
approaches that work for you. It is important to ask screening questions whenever clinically
appropriate; however, asking Veterans how they’re doing in any exam is good clinical practice.
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ASSESSING FOR SUICIDE RISK
• Be informed – learn the risk factors and warning
signs for suicide
• Be direct – talk openly and matter-of-factly about
suicide, what you have observed, and what your
concerns are regarding his/her well-being
• Be non-judgmental – don’t debate whether suicide is
right or wrong or whether the person’s feelings are good
or bad; don’t give a lecture on the value of life
• Be available and listen – show interest,
understanding, and support; allow expression of
feelings, accept the feelings, and be patient
17

Assessing for suicide risk requires you to be informed of the risk factors and warning signs for
suicide. It’s important to be direct and talk openly and matter-of-factly about suicide, what you
have observed, and what your concerns are regarding his/her well-being.
Be non-judgmental – don’t debate whether suicide is right or wrong or whether the person’s
feelings are good or bad; don’t give a lecture on the value of life
Be available and listen – show interest, understanding, and support; allow expression of
feelings, accept the feelings, and be patient.
All of these will allow you to most accurately gauge the risk level and actions needed to ensure
safety.
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ASSESSING FOR SUICIDE RISK cont.
• Don’t act shocked
• Don’t ask “why”
• Don’t be sworn to secrecyDO NO HARM ETHICS
• Offer hope that alternatives
are available – but don’t offer
reassurances or promises that
any one alternative will turn
things around in the near future.
• Use Clinical Judgement in your assessment of current
suicide risk; consider all sources of data available (i.e. selfreport, treatment records, clinical assessment, claims file).
18

It’s important to be aware of your responses when assessing for suicide risk.
Don’t act shocked
Don’t ask “why”
Don’t be sworn to secrecy- DO NO HARM ETHICS
Offer hope that alternatives are available – but don’t offer reassurances or promises that any
one alternative will turn things around in the near future.
Use Clinical Judgement in your assessment of CURRENT suicide risk and consider all sources of
data available to you (i.e. self-report, treatment records, clinical assessment, claims file).
All suicidal ideations and suicidal threats need to be taken seriously.
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SUICIDE RISK Questions
• Are you feeling hopeless about the present/future?
• Have you had thoughts about ending your life (ideation)?
• Are you currently thinking about ending your life
(ideation)?
• How would you end your life (means)?
• Do you have a plan to end your life (plan)?
• Have you ever had a suicide attempt? When?
• What are the individual’s risk factors?
• What are the individual’s protective factors?
• What are the warning signs?

19

These are some common questions that can be asked to further assess suicide risk. For
example: Are you feeling hopeless about the present/future? Have you had thoughts about
taking your life (ideation)? How would you do it (means)? Do you have a plan to take your life
(plan)?
For each of these questions, you should ensure the Veteran’s immediate safety and formulate
what action is clinically appropriate to address the suicide risk.
Keep in mind that suicide can be understood as an attempt by the individual to solve a problem,
one that they find overwhelming. It can be much easier for the clinician to be nonjudgmental
when he/she keeps this perspective in mind.
Hopelessness – about the present and the future – has been found to be a very strong predictor
of suicidal ideation and self-destructive behaviors. Feelings of helplessness, worthlessness, and
despair are associated with hopelessness. Although often found in depressed patients, these
affective states can be present in many disorders – both psychiatric and physical. When these
are present, it is important to explore these feelings with the individual to better assess for the
development or expression of suicidal behaviors. Some clinicians are not comfortable asking
these questions, yet they are very important in risk identification and suicide prevention.
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Levels of ACUTE Suicide Risk
Risk Level for Suicide
High Acute
Risk
Intermediate
Acute Risk
Low Acute
Risk
Not at Elevated Acute Risk

20

Now that you understand the Risk Factors, Protective Factors, Warning Signs, and tools for
Assessing Suicide Risk, it is important to synthesize that data to identify the LEVEL OF ACUTE
RISK that may be present during the VBA Contact C&P exam process.
These levels of risk are from the VA/DoD Clinical Practice Guideline for the Assessment and
Management of Patients at Risk for Suicide and can be a helpful tool for examiners. Ultimately,
the VBA Contract examiner should identify if there is an acute risk of suicide during the
examination or indicate that no risk was present if applicable. It is important to note that
suicidality is not exclusive to Mental Health examinations; therefore, all examiners should be
well equipped to effectively identify and manage risk when present in a C&P examination.
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LEVEL OF
RISK

ESSENTIAL FEATURES

High Acute Risk

High Acute Risk Level

• Suicidal ideation with intent to die by suicide
• Inability to maintain safety, independent of
external support/help
Common warning signs:
• A plan for suicide
• Recent attempt and/or ongoing preparatory
behaviors
• Acute major mental illness (e.g., major
depressive episode, acute mania, acute
psychosis, recent/current drug relapse)
• Exacerbation of personality disorder (e.g.,
increased borderline symptomatology)
21

These next few slides will give you a snapshot of each level of suicide risk based on the VA/DoD
Clinical Practice Guideline for the Assessment and Management of Patients at Risk for Suicide.
This information can be gathered in your clinical assessment and records review while also
taking into consideration the risk factors, warning signs, and protective factors.
The High Acute Risk indicates that the essential features at this risk level include suicidal
ideation with the intent to die by suicide and/or an inability to maintain safety, independent of
external support/help. The High Acute Risk level is determined when one or both of these
essential features are present.
Common warning signs include:
•
•
•
•

A plan for suicide
Recent attempt and/or ongoing preparatory behaviors
Acute major mental illness (e.g., major depressive episode, acute mania, acute
psychosis, recent/current drug relapse)
Exacerbation of personality disorder (e.g., increased borderline symptomatology)

Both immediate and careful action is needed to ensure safety and a warm-handoff. If the
individual is at the High Acute Risk level for Suicide, it is important to maintain direct
observation of the individual, limit access to lethal means, and to pursue hospitalization in
accordance with the state/local, ethical/licensing and contractor protocols.
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Intermediate Acute Risk Level

Intermediate Acute Risk

LEVEL OF
RISK

ESSENTIAL FEATURES
• Suicidal ideation to die by suicide
• Ability to maintain safety, independent of
external support/help
These individuals may present similarly to those
at high acute risk, sharing many of the features.
The only difference may be lack of intent, based
upon an identified reason for living (e.g.,
children), and ability to abide by a safety plan
and maintain their own safety. Preparatory
behaviors are likely to be absent.

22

This is the Intermediate Level of Acute Risk for Suicide. The essential features include current
suicidal ideations to die by suicide. Though these individuals may present similarly to those at
high acute rise and share many of the same features, they lack intent, usually based on their
identified reason for living and their ability to maintain safety independent of external
support/help. The Intermediate level is still significant because any change in risk or protective
factors could lead the individual to being at the high risk level. However, with additional
support and resources, the individual’s level of risk can also improve.
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Low Acute Risk Level

Low Acute Risk

LEVEL OF
RISK

ESSENTIAL FEATURES
•
•
•
•

No current suicidal intent AND
No specific and current suicidal plan AND
No recent preparatory behaviors AND
Collective high confidence (e.g., patient, care
provider, family member) in the ability of the patient
to independently maintain safety

Individuals may have suicidal ideation, but it will be with
little or no intent or specific current plan. If a plan is present,
the plan is general and/or vague, and without any associated
preparatory behaviors (e.g., “I’d shoot myself if things got bad
enough, but I don’t have a gun”). These patients will be
capable of engaging appropriate coping strategies, and willing
and able to utilize a safety plan in a crisis situation.
23

This is the Low Acute Risk Level for Suicide. The essential features indicate that there is NO
current suicide intent, NO specific and current suicidal plan, NO recent preparatory behaviors,
and there is collective high confidence in the ability to independently maintain safety. However,
there may still be suicide ideation. These individuals are capable of engaging appropriate coping
strategies and are willing and able to utilize a safety plan in a crisis situation.
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Not at Elevated Acute Risk Level
LEVEL OF RISK

Not at
Elevated Acute
Risk

ESSENTIAL FEATURES
Persons who do not report suicidal ideation,
or who do not fall within one of the acute risk
levels above.

24

Hopefully, most Veterans and Service Members seen in our VBA contract examinations will fit
this description of Not at Elevated Acute Risk. These individuals do not report suicidal ideation
and/or do not fit within any other risk level. They, therefore, are Not at Elevated Acute Risk for
Suicide an no action is warranted.
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Ensuring Safety: WARM-HANDOFF

25

If you recall from a previous slide on suicide statistics, of the 17 Veterans per day that die by
suicide, 11 are not in VHA care. Therefore, to maximize safety and suicide prevention, our VBA
Contract examiners must ensure safety and recognize the importance of the warm handoff.
This warm handoff may include utilizing 911/local authorities to maximize safety and ensure
transfer to an emergency hospitalization setting in extreme cases but must always include the
Veterans Crisis Line. It is also very important to encourage and facilitate the use of VHA
resources for future use in crisis management/prevention. For example, providing the Veterans
Crisis Line information, informing Veterans about treatment options at their local VA hospital, or
encouraging that they reach out to their local VA to see what services are available can help
connect individuals to VA resources. Though it is ultimately up to the individual to accept and/or
utilize these resources, a show of concern and support and sharing resources can make a
difference in preventing suicide. Always be sure to follow your vendor’s guidance for handling
situations involving Veterans with suicidality.
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Dedication
To Veterans who have lost their lives by suicide,
to Veterans who have thoughts of suicide,
to Veterans who have made an attempt on their lives,
to those caring for a Veteran,
to those left behind after a death by suicide,
to Veterans in recovery, and
to all those who work tirelessly to prevent Veteran
suicide and suicide attempts in our nation.
We believe that we can and will make a
difference.
VA National Strategy for Preventing Veteran Suicide 2018–2028
26

Everyone has a role to play in Suicide Prevention. We believe that you can and will make a
difference. Thank you for all you do to help promote Mental Health Awareness, Safety, and
Suicide Prevention for Veterans and Service Members!
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Primary Resource
1. VHA Suicide Risk Assessment Guide retrieved April 17, 2019
2. Suicide Risk Level chart
3. VA National Strategy for Preventing Veteran Suicide 2018-2028
4. 2019 National Veteran Suicide Prevention Annual Report

27
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Not all References provided were used
in developing this presentation but are
included as resources
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