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VA Evidence Synthesis Program overview
• Established in 2007 

• Provides tailored, timely, and accurate evidence syntheses of VA-relevant, Veteran-focused healthcare topics. 
These reports help: 

• Develop clinical policies informed by evidence;
• Implement effective services and support VA clinical practice guidelines and performance measures; and 
• Set the direction for future research to address gaps in clinical knowledge.

• Three ESP Centers across the US:
• Directors are VA clinicians, recognized leaders in the field of evidence synthesis, and have close ties to the AHRQ 

Evidence-based Practice Center Program and Cochrane Collaboration 

• ESP Coordinating Center in Portland:
• Manages national program operations and interfaces with stakeholders
• Produces rapid products to inform more urgent policy and program decisions

To ensure responsiveness to the needs of decision-makers, the program is governed by a Steering Committee 
comprised of health system leadership and researchers. 

The program solicits nominations for review topics several times a year via the program website. 

https://www.hsrd.research.va.gov/publications/esp/TopicNomination.cfm
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Background
• Preventing suicide is an important priority

• In 2018: 
• Suicide 10th leading cause of death in US
• 48,344 suicides
• Veterans comprised 8% US adults; accounted for 14% of suicide deaths 

• Multiple efforts by multiple offices have generated initiatives calling for a 
public health approach to prevent suicide 

• WHO
• US Office of Surgeon General
• VA 



Key questions

• KQ #1: What are the effects of population and community-based prevention 
interventions on suicide attempts and suicide deaths? 

• What are the key/common components of the most effective interventions? 

• What strategies have been used to deliver, sustain, and improve the quality of 
the most effective interventions?

• How do the effects vary by differences in community/setting and characteristics 
of individuals targeted?

• KQ #2: What are the potential unintended consequences of population and 
community-based prevention interventions?



Methods

• Literature search: 2010 to November 2020
• Identify studies meeting eligibility criteria

• Focused on community-based interventions so excluded health care 
settings and clinical interventions (eg, psychotherapy)

• Primary outcome: suicide deaths
• Assess risk of bias, did not analyze high risk of bias
• Rated overall certainty of evidence using GRADE



Inclusion Criteria
PICOTS
Population
Intervention
Comparison

Outcomes

Timing
Setting

Study Design

Inclusion Criteria
Veteran and non-Veteran populations of high school age or older
Population and community-based interventions to prevent suicide
1) Pre-intervention
2) Concurrent control group
Primary outcomes:
1) suicide attempts
2) suicide deaths

Possible unintended consequences:
1) stigma towards suicide
2) caregiver burden
3) switching suicide means
Any
1) Community-based settings (ie, schools, workplace, military settings, 

prisons, suicide hotspots, general community)
2) Countries with very high Human Development Index
1) RCTs
2) Observational study with pre-post data and/or concurrent control



Inclusion Criteria
PICOTS Inclusion Criteria
Population Veteran and non-Veteran populations of high school age or older

Intervention Population and community-based interventions to prevent suicide

Comparison 1) Pre-intervention
2) Concurrent control group

Outcomes Primary outcomes:
1) suicide attempts
2) suicide deaths

Possible unintended consequences:
1) stigma towards suicide
2) caregiver burden
3) switching suicide means

Timing Any

Setting 1) Community-based settings (ie, schools, workplace, military settings, 
prisons, suicide hotspots, general community)

2) Countries with very high Human Development Index
Study Design 1) RCTs

2) Observational study with pre-post data and/or concurrent control



Literature Flow Diagram

Ineligible articles N=623

No eligible outcomes (N=271)
Ineligible intervention (N=180)
Ineligible study design (N=119)
Ineligible population (N=39)
Ineligible setting (N=11)
Not published in English (N=3)
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Grouping Studies

Adapted from: CDC’s guidebook Preventing Suicide: A Technical Package of Policy, Programs, 
and Practices authored by Stone and colleagues in 2017

• Screening for at-risk (outside a clinic setting)
• Public awareness and education campaigns

Modified version of CDC framework



Example studies

Grouped as “reducing access to means”



Example studies

Grouped as “public awareness and 
education campaign”



What studies we found
Primary CDC 
Strategy Approach

Settings and Outcomes
Hot spots General 

Community Workplace High School Military or 
Veteran

Indigenous 
Community Prisons

S SA S SA S SA S SA S SA S SA S SA

Strengthen economic 
supports

Household financial security

Housing stabilization □ □

Create protective 
environments

Reduce access to lethal 
means

□□□
□□□
○○

□□ □□
○

Organizational policies and 
culture

□
○

○○

Community-based policies to 
reduce alcohol use

Promote 
connectedness

Peer norm programs

Community engagement

Teach coping and 
problem-solving skills

Social-emotional learning ◊ ◊ ◊◊

Parenting skills and family 
relationship approaches

◊=randomized controlled trial                     □=observational study with concurrent control
○=observational study with pre-post design; no concurrent control  _=reported both suicide deaths and suicide attempts



What studies we found (cont.)
Primary CDC 
Strategy Approach

Settings and Outcomes
Hot spots General 

Community Workplace High School Military or 
Veteran

Indigenous 
Community Prisons

S SA S SA S SA S SA S SA S SA S SA

Strengthen economic 
supports

Household financial security

Housing stabilization □ □

Create protective 
environments

Reduce access to lethal 
means

□□□
□□□
○○

□□ □□
○

Organizational policies and 
culture

□
○

○○

Community-based policies to 
reduce alcohol use

Promote 
connectedness

Peer norm programs

Community engagement

Teach coping and 
problem-solving skills

Social-emotional learning ◊ ◊ ◊◊

Parenting skills and family 
relationship approaches

◊=randomized controlled trial                     □=observational study with concurrent control
○=observational study with pre-post design; no concurrent control  _=reported both suicide deaths and suicide attempts



What studies we found (cont.)
Primary CDC 
Strategy Approach

Settings and Outcomes
Hot spots General 

Community Workplace High School Military or 
Veteran

Indigenous 
Community Prisons

S SA S SA S SA S SA S SA S SA S SA

Identify and Support 
At-Risk
Individuals

Gatekeeper training □ □ ◊ ◊ ◊ ◊
Crisis intervention ○
Public awareness and 
education campaigns

□
○

Screening for at-risk (not in 
clinic setting)

□□ ◊ ◊ □

◊=randomized controlled trial                     □=observational study with concurrent control
○=observational study with pre-post design; no concurrent control  _=reported both suicide deaths and suicide attempts



Single-strategies that may work
• Reducing access to lethal means
Barriers at bridges and railway stations
Reducing access to purchasing charcoal in Asian countries

• Organizational policies and culture in police workplace settings
“Together for Life” program in Montreal police

• Screening for depression in the community
Based on 2 studies in Japan



Single-strategies with unclear evidence
• Housing stabilization programs

1 observational study in US Veterans

• Blue LED lights on railway platforms
1 unique observational study in Japan

• Organizational policies & culture in construction workplace & military settings
1 observational study in Australian construction workers (“Mates in Construction”)
2 observational studies in military settings (US Air Force and Israeli Defense Forces)

• Social-emotional learning programs
1 cluster RCT (SEYLE) in European high schools

• Crisis intervention (crisis phone)
1 observational study on a US non-pedestrian bridge



Single-strategies with unclear evidence
• Gatekeeper training

1 cluster RCT (SEYLE) in European high schools
1 RCT in Indigenous community in Canada
1 unique observational study (Garrett Lee Smith) in US for youths and young adults

• Public awareness & education campaigns
2 observational studies (one in Austria and one in Japan)

• Screening in high schools & prisons
1 cluster RCT (SEYLE) in European high schools
1 observational study in a German prison 

Rated very low certainty usually due to:
• study limitations 
• imprecise results (no events or non-significant) 



Multi-strategy

15 studies

Components varied
Examples:
National prevention programs
Services provided by suicide prevention centers
An “Alliance Against Depression”
Comprehensive intervention at a suicide hotspot

We stratified results by the region they were implemented



Multi-strategy examples



Multi-strategy findings

Region Studies Components Certainty What happens

Europe 4 observational 
studies

European Alliance Against Depression:
1) Education for physicians
2) Public relations campaign
3) Training of community facilitators
4) Support for high-risk
5) Restrict access to means

⨁⨁◯◯
LOW

May decrease 
suicides

• multi-strategy in Australia and Asia: unclear evidence, 
often related to study limitations and imprecision

New Zealand 1 cluster RCT 1) Gatekeeper training
2) Work w/media to report suicide using 

best practices
3) Distribution of resources
4) Workshops
5) Other community events

⨁⨁◯◯
LOW

May increase 
suicides



Limitations

• Challenging literature to synthesize
• Suicide outcome reported in different ways
• Some interventions were poorly described
• Mostly non-randomized studies
• A lot of potential confounding variables so hard to isolate effect of intervention
• Some not adequately powered and/or short follow-up

• Certainty of evidence mostly very low or low



Conclusions
• Select community-based interventions may reduce suicides (low COE):

• Reducing access to lethal means
• Implementing organizational policies in workplace settings
• Screening for depression in the community

• It is uncertain if other single strategy interventions are effective
• Evidence was inconsistent for multi-strategy interventions

• Future studies using randomized designs or observational studies with 
controls and appropriate adjustment are needed



Comments and questions

1) Discussant comments
2) General Q & A



If you have further questions, please feel free to contact:

Eric Linskens eric.linskens@va.gov
Shahnaz Sultan ssultan@umn.edu

Timothy Wilt tim.wilt@va.gov

Full-length report and cyberseminar will be available on ESP website:

http://www.hsrd.research.va.gov/publications/esp/

http://www.hsrd.research.va.gov/publications/esp/
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