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Veterans are twice as likely as
nonveterans to die by suicide
(1), and each year as many as

5,000 veterans take their own lives
(2). Research has indicated that a
considerable proportion of individu-
als who complete suicide make con-
tact with health care clinicians before
death. A review of 40 studies of con-
tact with clinicians before suicide
found that approximately 45% of in-
dividuals made contact in the month
before death with primary care clini-
cians and 19% made contact with
mental health care clinicians (3). Old-
er individuals more commonly made
contact with primary care; an average
of 58% of adults over age 55 contact-
ed primary care clinicians in the
month before death, and 11% con-
tacted mental health clinicians. As a
result, increased attention has been
given to the role that clinicians can
play in suicide prevention (4–6).

However, very little is known
about the content of health care vis-
its that occur proximal to veterans’
suicides and what opportunities exist
for intervention. Specifically, among
veterans who subsequently complete
suicide, almost nothing is known
about how often clinicians assess for
psychiatric disorders that place vet-
erans at higher risk of suicide, in-
cluding depression, posttraumatic
stress disorder (PTSD), and sub-
stance use disorders (7–10). Further,
it is not known how often high-risk
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Objective: This study described health care contacts at a Department of
Veterans Affairs (VA) medical center in Oregon in the year before death
of veterans who completed suicide. Methods: Oregon Violent Death Re-
porting System (OVDRS) data and VA administrative data were linked
to identify the 112 veterans who completed suicide in Oregon between
2000 and 2005 and who had contact with a single VA medical center in
the year before death. Medical records were reviewed to collect data
on clinician assessment of suicide risk and reasons for the last contact.
Results: In the year before death, 54 veterans (48%) had one or more
mental health contacts and 71 (63%) had one or more primary care con-
tacts. The mean age was 57; common diagnoses included mood disor-
ders (38%) and cardiovascular disease (38%). The median number of
days between the last contact and date of death was 42 (range=0–358).
Thirty-six last contacts (32%) were patient initiated for new or exacer-
bated medical concerns, and 76 (68%) were follow-ups for ongoing
problems. Clinicians noted that 41 patients (37%) were experiencing
emotional distress at the last contact. Thirteen of the 18 patients (72%)
who were assessed for suicidal ideation at their last contact denied such
thoughts. Conclusions: During their last contact, most veterans were
seen for routine medical care and few endorsed thoughts of suicide. Re-
sults underscore challenges that clinicians face in identifying and caring
for veterans at risk of suicide in health care settings. Additional re-
search is indicated to identify better ways to facilitate communication of
suicidal thoughts when they are present. (Psychiatric Services 61:1192–
1197, 2010)



veteran patients endorse thoughts of
suicide when clinicians inquire about
suicidal ideation or to what extent
these patients visit clinicians asking
for help or demonstrating emotional
distress. Because general medical ill-
ness has been shown to be associated
with suicide risk (1,4,11), it may be
that many patients contact their clini-
cians before suicide as part of routine
care for general medical problems.

This retrospective study sought to
further our understanding of the
clinical care experience of veterans
before suicide by describing their
health care contacts in the year be-
fore their death. Specifically, we
linked death certificate data from
the Oregon Violent Death Reporting
System (OVDRS) to health care data
available from the Veterans Integrat-
ed Service Network 20 (VISN 20)
Data Warehouse to identify all veter-
ans aged 18 and older who complet-
ed suicide in Oregon between 2000
and 2005 and who had one or more
health care–related contacts with a
single Department of Veterans Af-
fairs Medical Center (VAMC) in the
12 months before death. We present
demographic, utilization, and diag-
nostic data for the sample and de-
scribe clinicians’ documentation of
whether they explored for the pres-
ence of psychiatric features associat-
ed with suicide risk and reasons for
each veteran’s last contact.

Methods
This study was a retrospective med-
ical record review of veteran dece-
dents identified by county medical
examiners as having completed sui-
cide in the state of Oregon between
2000 and 2005. Approvals for this
study were obtained from the local
VAMC institutional review board (ex-
empt status) and from the Oregon
Public Health Division.

Data sources and population
OVDRS provided death certificate
data for decedents aged 18 and over
who completed suicide in Oregon
between 2000 and 2005. OVDRS
data included the last four digits of
each decedent’s Social Security num-
ber, name, date of birth, date of
death, cause of death, veteran status,
sex, race-ethnicity, highest level of

education, and marital status. The
OVDRS defines suicide death by
ICD-10 codes X60–X84, and Y87.0 as
the underlying cause of death on
death certificates. In a previous na-
tionwide comparison of Vietnam-era
veteran death certificates and med-
ical review data, death certificate
recording of suicide was 90% sensi-
tive and specific (12).

We matched OVDRS data to ad-
ministrative data from the VISN 20
Data Warehouse using the last four
digits of the Social Security number,
name, and date of birth. The VISN
20 Data Warehouse contains data ex-
tracted from the electronic patient
record files of regional VA facilities;
it is updated monthly, and reliability
checks are performed regularly. The
VISN 20 Data Warehouse has been
used in previous studies of utilization
of services and medications (13,14).
Veteran status was assigned if the
decedent was designated as a veter-
an by either VISN 20 or OVDRS
data. A national comparison between
death certificates and the U.S. Cen-
sus Bureau’s Population Survey indi-
cated that the designation of veteran
status on death certificates agrees
95% of the time with baseline veter-
an status (15). On the basis of utiliza-
tion data extracted from the VISN 20
Data Warehouse, we identified 114
veterans who had received health
care services at any of the programs
or clinics belonging to the VAMC
system in the 12 months before
death. Receipt of services was de-
fined as any contact, including
phone, prescription refill, inpatient
stay, and outpatient visit. Using med-
ical record review, we then identified
the 112 veterans who had one or
more phone or in-person contacts
with health care personnel charac-
terized by two-way communication
between the patient and health care
personnel. These did not include
phone messages, letters, or requests
for prescription refills. This group
(N=112) constituted the sample for
this study.

We manually reviewed patient
medical records for the 112 vet-
erans to determine whether any
clinician assessed the veteran for
symptoms of depression, a sub-
stance use disorder, PTSD, or

suicidal ideation. These psychi-
atric features were chosen on the
basis of evidence of association
with suicide risk (7–10). Assess-
ment was defined as any clini-
cian-documented exploration of
these risk factors, ranging from
use of formal, templated screen-
ing tools to narrative in progress
notes. Although screening tools
were in use during the time frame
of this study for depression, sub-
stance use, and PTSD, formal
screening tools for suicidal ide-
ation were not. For each of these
risk factors, we recorded the as-
sessment (if any) most proximal
to the date of death. We also re-
port whether this assessment oc-
curred within 30 days before
death and whether it occurred
during the contact most proximal
to the date of death (last contact).

When the patient record docu-
mented current suicidal ideation, we
also recorded whether the clinician
documented assessment of additional
suicide risk and protective factors
(16), either that day or within 30 days.
This included discussion of previous
attempts; determination of passive
versus active suicidal ideation; docu-
mentation of hopelessness, impulsivi-
ty, recent losses or stressors, access to
lethal means, and social support; and
arrangement for clinical follow-up.
Passive suicidal ideation was defined
as having thoughts about suicide or
about being better off dead but no
specific ideation about methods or in-
tent to harm oneself. Active suicidal
ideation included expressing a desire
to die, identifying a possible method,
or specific planning or intent.

For each veteran’s last contact, we
recorded clinician-documented rea-
sons for the contact (either a routine
follow-up or a patient-initiated con-
tact for a new or exacerbated medical
concern) and whether the clinician
noted any emotional distress. Last
contacts were considered to be fol-
low-ups if the patient and clinician
discussed conditions previously known
to the clinician and if the visit was not
clearly initiated by the patient’s con-
cern over exacerbation of a known
problem. Emotional distress was indi-
cated by documentation of distress
over a particular general medical or
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mental health concern (diagnoses
were not sufficient) or difficulty cop-
ing with stressful life events. We also
recorded whether the patient had re-
ceived non-VA health care during the
year before death, as indicated by
outside medical records embedded in
the VA electronic record or VA clini-
cian notation in progress notes.

After initial testing and subsequent
refinement of a medical record re-

view checklist and development of a
codebook, two trained reviewers
(LMD and MCC) reviewed each pa-
tient’s chart. When there were dis-
agreements, a third reviewer (SKD or
KCD) arbitrated.

Demographic data were extracted
from OVDRS data, and ICD-9-CM
diagnostic and utilization data for the
year before death were extracted
from the VISN 20 Data Warehouse.

Setting
The VAMC is a general medical and
surgical teaching facility with five pri-
mary care clinics, which served ap-
proximately 42,000 veterans enrolled
during the study period (2000–2005).
Two primary care clinics located in a
metropolitan area served approxi-
mately 28,000 patients during this pe-
riod. Clinics were also located in an-
other medium-sized city (serving
6,000 patients) and two rural locations
(serving 1,000 and 4,000, respective-
ly). Since 1998, all inpatient and out-
patient progress notes, prescription re-
fills, and phone contacts have been
maintained in a systemwide electronic
patient record system.

Analysis
Basic frequencies and other descrip-
tive statistics were used to describe
the sample, health care utilization,
and content of clinician assessments.
Results are presented for the year be-
fore death, the 30 days before death,
and the last contact before death. All
analyses were conducted using SPSS,
version 16 or 17.

Results
Sample characteristics
Table 1 presents selected characteris-
tics of the 112 veterans in the sample.
Ages ranged from 23 to 85 years, with
a mean age of 57. Of note, common di-
agnoses were mood disorders (38%)
and cardiovascular disease (38%).
Medical records indicated that almost
half of the veterans (N=53, 47%) had
accessed health care outside the VA
system in the year before death.

VAMC care experiences in 
the 12 months before death
In the year before death, almost half of
the veterans (N=54, 48%) had at least
one mental health contact at the
VAMC, including nine (8%) who had
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Characteristics of 112 veterans who
completed suicide in Oregon between
2000 and 2005 and who had contact
with a Department of Veterans Affairs
medical center in the year before
deatha

Characteristic N %

Sex
Male 108 96
Female 4 4

Age (M±SD)b 57±15
Race-ethnicity

Non-Hispanic white 109 97
Non-Hispanic black 1 1
Native Indian, Alaska Native 1 1
Hispanic 1 1

Education
Less than high school 13 12
High school graduate or GED 48 43
Some college 34 30
Bachelor’s degree or higher 15 13
Unknown 2 2

Marital status
Single 22 20
Married 37 33
Widowed 8 7
Divorced 43 38
Unknown 2 2

Service-connected disabilityc 48 43
Diagnosisd

Posttraumatic stress disorder 17 15
Other anxiety disorder 9 8
Mood disorder 43 38
Psychotic disorder 10 9
Cognitive disorder 4 4
Hepatitis C 7 6
Hypertension 34 30
Diabetes 16 14
Cardiovascular disease 42 38
Cancer 14 13
Substance use disorder 22 20

a A contact was defined as a live, two-way com-
munication between the patient and the
medical center, either in person or over the
phone (not including prescription refill re-
quests, letters, or messages).

b Median=55; range=23–85
c Received benefits in connection with a serv-

ice-related disability
d Diagnosis received at least once in the year

before death

TTaabbllee  22  

Veterans who were assessed for suicide risk at a Department of Veterans Affairs
medical center in the year before completing suicide, by location and timing of
assessmenta

In past 12 months In past 30 days
(N=112) (N=61)

Risk factor and locationb N % N %

Depression 76 68 23 38
Primary care 26 34 4 17
Mental health 37 49 14 61
Other 13 17 5 22

Substance use disorder 91 81 26 43
Primary care 26 29 4 15
Mental health 31 34 13 50
Other 34 37 9 35

Posttraumatic stress disorder 52 46 11 18
Primary care 26 50 3 27
Mental health 23 44 7 64
Other 3 6 1 9

Suicidal ideation 46 41 18 30
Patient denied suicidal ideation 34 74 12 67
Primary care 4 9 3 17
Mental health 35 76 13 72
Other 7 15 5 28

a Assessments were any clinician documentation of exploration for these risk factors and ranged
from use of formal, templated screens to narrative documentation in progress notes. Only assess-
ments most proximal to the date of death were recorded for each assessment type. Location per-
centages are based on the number of veterans assessed for each risk factor.

b Locations labeled “other” included any specialty clinic or emergency department.



at least one substance abuse treatment
program contact. Seventy-one (63%)
had at least one primary care contact,
and 62 (55%) had at least one emer-
gency department contact. Table 2
presents data on the number of veter-
ans assessed for selected risk factors
during the 12 months before death. All
11 of the veterans who endorsed suici-
dal ideation received further assess-
ment of suicide risk and protective fac-
tors within 30 days of the endorse-
ment, including discussion of previous
attempts, passive versus active suicidal
ideation, hopelessness, impulsivity, re-
cent losses or stressors, access to lethal
means, and social support and ar-
rangement for clinical follow-up. For
four of the 11 veterans, active suicidal
ideation was documented.

VAMC care experiences in 
the 30 days before death
In the 30 days before death, 61 (54%)
of the veterans had at least one
VAMC health care contact. Twenty-
three (21%) had at least one mental
health contact, including five (4%)
who had at least one substance abuse
program contact. Seventeen (15%)
had at least one primary care contact,
and 15 (13%) had at least one emer-
gency department contact. Table 2
presents data on the number of veter-
ans assessed for selected risk factors
during the 30 days before death. All
six who endorsed suicidal ideation
during this period received further
suicide risk assessment within 30 days
of the endorsement. Of those, three
endorsed active suicidal ideation.

VAMC care experiences 
during the last contact
The median number of days between
patients’ last VAMC contact and the
date of death was 42 (range=0–358).
Twenty-six (23%) of the 112 veterans
received care in a mental health set-
ting during their final contact, which
includes four (4%) who were seen in
a substance abuse treatment pro-
gram. Twenty-two (20%) of the veter-
ans received care in primary care, and
13 (12%) were seen in the emergency
department. The remaining 51 (46%)
had their last contact with other spe-
cialty services. Eighteen (16%) were
assessed for suicidal ideation, but al-
most three-quarters of those who

were assessed (N=13, 72%) denied
suicidal ideation at that time (Table
3). All five who endorsed suicidal
ideation received further suicide risk
assessment within 30 days. Of those,
two endorsed active suicidal ideation.

Of the 26 veterans whose final con-
tacts were in a mental health setting,
20 (77%) were assessed on that day
for depression, a substance use disor-
der, or PTSD, and 14 (54%) were as-
sessed for suicidal ideation. Of the 22
veterans whose final contacts were
with primary care, ten (45%) were as-
sessed for depression, a substance
use disorder, or PTSD, and two (9%)
were assessed for suicidal ideation on
that day. Of the 64 veterans whose fi-
nal contacts were with emergency or
other specialty services, 23 (36%)
were assessed on that day for depres-
sion, a substance use disorder, or
PTSD, and two (3%) were assessed
for suicidal ideation. Thirty-six (32%)
of the 112 veterans’ last contacts
were patient initiated for a new or ex-
acerbated medical concern, and 76
(68%) were follow-ups for an ongo-
ing medical concern. Eight (7%)
were seen in a group educational or
treatment setting. During 41 (37%)
of the last contacts, clinicians noted
that the patient was experiencing
emotional distress.

Discussion
Of the 112 veterans aged 18 and over
who completed suicide in Oregon be-
tween 2000 and 2005 and who had
contact with the VAMC in the year
before death, 63% received primary
health care and almost half received
mental health care during the year.
Just over half of the veterans received
care in the 30 days before death, with
21% receiving mental health care and
15% receiving primary care. Forty-
one percent of these patients were as-
sessed for suicidal ideation during the
year before death, and 16% were as-
sessed during their last contact. How-
ever, most of these patients (68%) re-
ceived care under fairly routine cir-
cumstances at their last contact.
About three-quarters of patients who
were asked about thoughts of suicide
denied such thoughts; however, when
patients endorsed suicidal ideation,
clinicians consistently documented
follow-up for it.

More than half of the patients who
received care in a mental health set-
ting at their last contact were as-
sessed for suicidal ideation, whereas
only 9% of those whose last contact
was in a primary care setting were
assessed for suicidal ideation. These
results are consistent with a study of
British suicide victims, which found
that only two of 61 patients who had
been seen by their general practi-
tioner were assessed for suicide risk
during their final appointment (17).
However, in the study reported here,
some veterans had been assessed for
thoughts of suicide during the past
year; clinicians may not have ad-
dressed suicide in the last contact if
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Veterans who were assessed for suicide
risk during their last contact with a
Department of Veterans Affairs 
medical center before completing 
suicide, by location of contacta

Risk factor and locationb N %c

Depression 31 28
Primary care 8 26
Mental health 17 55
Other 6 19

Substance use disorder 40 36
Primary care 9 23
Mental health 12 30
Other 19 48

Posttraumatic stress disorder 18 16
Primary care 6 33
Mental health 10 56
Other 2 11

Suicidal ideation 18 16
Patient denied suicidal 

ideation 13 72
Primary care 2 11
Mental health 14 78
Other 2 11

a The last contact was the one most proximal to
the date of death. A contact was defined as a
live, two-way communication between the
patient and the medical center, either in per-
son or over the phone (not including pre-
scription refill requests, letters, or message).
The median number of days between last
contact date and date of death was 42
(range=0–358). Assessments were any clini-
cian documentation of exploration for these
risk factors and ranged from use of formal,
templated screens to narrative documenta-
tion in progress notes. Only assessments most
proximal to the date of death were recorded
for each assessment type.

b Locations labeled “other” included any spe-
cialty clinic or emergency department.

c Location percentages are based on number
of veterans assessed for each risk factor.



the veteran had previously respond-
ed negatively to questions about sui-
cidal ideation. Indeed, nine of the 26
veterans whose last contact was with
mental health had been previously
assessed for thoughts of suicide dur-
ing the past year, whereas only two of
the 22 whose last contact was with
primary care had been previously as-
sessed for thoughts of suicide during
the year.

Although it is reasonable to expect
that mental health clinicians would
be more likely than other clinicians
to discuss mental health concerns
with patients, our results suggest that
primary care clinicians have more
opportunities to talk with patients
about suicide, given the larger num-
ber of veterans seen in primary care.
However, competing demands on
time and other barriers, such as com-
fort level with the topic, may make it
challenging for providers to discuss
suicide risk with their patients (4).
Our results also suggest that there
are often few clinical indicators to
trigger discussion of suicide risk with
patients.

Indeed, recognizing when to ask
patients about suicide is extraordinar-
ily complex. Our finding that nearly
two-thirds of the veterans’ last con-
tacts were part of planned follow-up
care suggests that most patients who
visit their care clinician in the year
before completing suicide see their
clinicians under relatively routine cir-
cumstances. Further, in only about
one-third of the patients’ last visits
did clinicians note emotional distress.
These circumstances underscore the
difficulty of distinguishing patients at
risk from those participating in rou-
tine care.

Unfortunately, we also found little
evidence to suggest that inquiring
about suicide will successfully iden-
tify the veterans most at risk of sui-
cide. Three-quarters of those who
were asked about thoughts of suicide
in the year before death denied such
thoughts. Fear of stigma or appear-
ing weak might prevent many veter-
ans from disclosing thoughts of sui-
cide, especially among those most in
need of mental health services
(18,19). Alternatively, some of these
veterans may not have had suicidal
thoughts at the time of clinician as-

sessment. This finding suggests that
screening for suicidal ideation may
have limited value for identifying
such thoughts. Recent reviews of
suicide prevention strategies have
noted the lack of evidence to support
routine screening for identifying and
preventing suicide for most patients
(6,20,21), and our findings further
emphasize the need for more knowl-
edge of how to best facilitate patient-
clinician communication about suici-
dal thoughts.

Several limitations should be con-
sidered in interpreting these results.
Most important, data gathered
through manual record review are
limited by what a clinician docu-
ments for each visit. If the clinician
received a negative response to in-
quiries about depression or suicide,
for example, he or she might not
have noted this in the chart. We did
not rate clinicians’ attention to other
potentially important factors, such as
functional decline or increased social
withdrawal, because we have found
these constructs too difficult to code
reliably in medical record review
studies. Another limitation is that we
reviewed suicides by veterans who
had been seen at only a single
VAMC. Our results do not include
those who may have received care in
other VA facilities or the three-quar-
ters of veterans who do not receive
VA health care (22). However, a pre-
vious study of veterans who complet-
ed suicide showed few demographic
differences between veterans who
received VA health care and those
who did not (Basham C, Denneson
LM, Millet L, et al., unpublished
manuscript, 2009). Furthermore,
the VA health system has consider-
ably enhanced suicide prevention ef-
forts since 2005, including provision
of new staff education programs, im-
plementation of formal screening for
suicidal ideation, and emphasis on
conducting suicide risk assessment
for at-risk patients (23). Our results
should be interpreted as reflective of
the time frame during which the
data were collected. However, we
note that because many veterans in
our study denied suicidal ideation,
implementation of formal screening
processes would likely have had lim-
ited impact.

Conclusions
This study highlights the complexity
of addressing suicidal ideation and as-
sociated risk factors in health care set-
tings. Most of the veterans who com-
pleted suicide were seen for routine
medical care and did not have appar-
ent signs of emotional distress at their
last clinical contact. Thus there was
limited obvious indication for further
exploration of suicide risk factors or
suicidal ideation. Further, a number
of veterans who went on to complete
suicide either did not have thoughts
of suicide at the time of their last con-
tact with clinicians or denied such
thoughts, even when questioned by
clinicians. Effective health care–
based suicide prevention strategies
would benefit from additional re-
search to identify better ways to en-
hance communication of suicidal
thoughts when they are present.
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