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Suicide Prevention at Veterans Affairs Canada:  
Framework  

Executive Summary 
Suicide is a terrible tragedy, and an important public health problem among still-serving 
military and police personnel and Veterans, as it is for all Canadians. Particularly with 
increased tempo of operations in the 1990s, Canadian military personnel and RCMP 
members have been increasingly exposed to operational stresses which can lead to 
mental health problems and suicidality. The current wars in Iraq and Afghanistan have 
renewed public and media interest in suicide among serving and former military 
personnel in Canada and around the world. 
 
Like the Canadian Forces (CF) and Royal Canadian Mounted Police (RCMP), Veterans 
Affairs Canada (VAC) has long worked to prevent suicides. Suicide is complicated, and 
suicide prevention is challenging. In September 2009, CF Health Services (CFHS) 
convened an international expert panel to develop an evidence-based framework for 
suicide prevention and systematically review the CF’s suicide prevention activities. The 
CF expert panel modified a framework devised by a 15-nation panel of experts that met 
in Salzburg, Austria in 2004 (Mann et al 2005) to fit serving military personnel in the CF, 
and more recent evidence about preventing suicidality. 
 
The VAC working group convened in January 2010. The multidisciplinary team included 
a physician, a psychologist, a mental health rehabilitation professional, and a social 
worker. The working group was tasked with four objectives: 
 

1. Develop an evidence-based suicide prevention framework for VAC based on the 
Mann et al (2005) framework. 

2. Review VAC’s existing suicide prevention protocols and activities against the 
framework and identify strengths and gaps. 

3. Conduct a file review of selected VAC clients who died by suicide. 

4. Make recommendations to the Senior ADM PPP, on opportunities for VAC to 
strengthen existing protocols and activities for suicide prevention (this report). 

 
The VAC working group developed a suicide prevention framework modified for 
Canadian military and police Veterans1. The working group added a pathway to 
suicidality through physical and social health, supplementing the original pathways 
through stressful life events and mood and other psychiatric disorders. Although most 
who suicide have depression, VAC clients2 have physical as well as mental health 
conditions and related disabilities attributable to military service, not all who suicide have 
a prior psychiatric diagnosis, and there is strong evidence that certain chronic physical 
health problems including chronic pain are associated with a higher risk of suicide. The 
working group also emphasized the importance of addictions in suicide pathways, and 
noted evidence supporting the role of emotion regulation and social and occupational 
integration as moderators of suicidality.  

                                                
1 In this report, the term “Veterans” means former military and RCMP personnel. 
2 In this report, the term “VAC clients” means persons participating in VAC programs or in receipt 
of VAC benefits and services. 
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The working group identified these interventions for enhancing suicide prevention: 
 

A. Knowledge exchange: 
• Veterans, clients, families.       
• Peer support workers. 
• VAC front line staff. 
• Health care providers. 

B. Screening, Assessment and Crisis intervention. 
C. Social supports. 
D. Overcome barriers to care. 
E. Pharmacotherapy. 
F. Psychotherapy. 
G. Followup care for suicidality. 
H. Re-establishment and disability programs. 
I. Commemoration & remembrance 
J. Multiagency Participation. 
K. Restriction of access to lethal means. 
L. Media engagement. 
M. Systematic quality improvement. 

 
The framework accounts for the fact that many of the opportunities to apply suicide 
prevention interventions lie outside VAC’s direct sphere of influence, particularly for 
Veterans who are not VAC clients. Health care professionals who diagnose and treat 
VAC clients are licensed and regulated by the provinces, and guided by standards of 
their own professions and the institutions in which they practice. Other providers are 
similarly guided by standards outside VAC’s authorities. VAC only authorizes providers 
to provide services to VAC clients if they meet certain criteria such as membership in 
their respective regulatory body, having liability insurance and completing a criminal 
check. 
 
The VAC working group understands that, given current knowledge, suicide is not 
completely preventable. There is strong evidence and broad expert opinion that no one 
agency or group of providers can prevent suicides alone. Everyone and all agencies at 
all levels of government and in the community must engage in suicide prevention for 
Canadian military and police Veterans, including VAC clients. Optimal suicide prevention 
is an exercise in teamwork.  
 
The research literature on suicide prevention is rapidly evolving and maturing. It will be 
necessary to continue to monitor new discoveries and periodically review VAC’s suicide 
prevention activities accordingly. 
 
In developing this framework, it became clear to the VAC working group that the most 
promising interventions probably will be knowledge exchange among clients, families 
and staff; screening/assessment; overcoming barriers to accessing programs, benefits 
and services; and promoting best practices among health care practitioners caring for 
clients and families. VAC’s opportunities to enhance suicide prevention lie in VAC 
programs, benefits and services, and the eligibility of Veterans and families to access 
them. The VAC working group believes that the framework will be particularly useful in 
suicide prevention for clients with complex case presentations.  
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Cadre de prévention du suicide  
à Anciens Combattants Canada 

 

Résumé 
 
Événement tragique, le suicide constitue un problème de santé publique important chez 
les vétérans et le personnel policier et militaire toujours actif, de même que dans 
l’ensemble de la population canadienne. Le personnel militaire canadien et les membres 
de la Gendarmerie royale du Canada (GRC) ont été de plus en plus exposés au stress 
opérationnel, surtout en raison du rythme accru des opérations dans les années 1990, 
ce qui peut entraîner des problèmes de santé mentale et de suicidabilité. Les présentes 
guerres en Irak et en Afghanistan ont renouvelé l’intérêt du public et des médias pour la 
question du suicide chez les militaires toujours actifs et à la retraite au Canada et dans 
le monde.  
 
Comme les Forces canadiennes (FC) et la GRC, Anciens Combattants Canada (ACC) a 
depuis longtemps contribué à la prévention du suicide. Le suicide est complexe et la 
prévention du suicide constitue un défi. En septembre 2009, les Services de santé des 
FC (SSFC) ont réuni un comité d’experts internationaux afin de mettre au point un cadre 
de prévention du suicide fondé sur des données probantes et a procédé à un examen 
systématique des activités de prévention du suicide des FC. Le comité d’experts des FC 
a modifié un cadre élaboré par un comité d’experts de 15 pays qui s’était réuni à 
Salzburg, en Autriche, en 2004 (Mann et al, 2005), afin qu’il soit adapté au personnel 
militaire toujours actif des FC et aux plus récentes données sur la prévention du suicide. 
 
Le groupe de travail d’ACC s’est réuni en janvier 2010. L’équipe multidisciplinaire était 
composée d’un médecin, d’un psychologue, d’un spécialiste en réadaptation en santé 
mentale et d’un travailleur social. Le groupe de travail s’est vu confier les quatre objectifs 
suivants : 
 

5. élaborer un cadre de prévention du suicide fondé sur des données probantes à 
l’intention d’ACC et axé sur le cadre de Mann et al (2005); 

6. examiner les activités et les protocoles de prévention du suicide existants au sein 
d’ACC par rapport au cadre et déterminer les forces et les lacunes; 

7. procéder à un examen des dossiers de clients d’ACC sélectionnés et s’étant 
suicidés; 

8. présenter des recommandations au SMA principal, PPP, sur les possibilités pour 
ACC de renforcer les activités et les protocoles existants en matière de 
prévention du suicide (le présent rapport).  

 
Le groupe de travail d’ACC a mis au point un cadre de prévention de suicide qui a été 
modifié à l’intention des militaires et policiers du Canada3. Le groupe de travail a ajouté 
un facteur de suicidabilité touchant la santé sociale et physique. Ce facteur s’ajoute aux 
facteurs initiaux d’événements stressants de la vie, de l’humeur et d’autres troubles 
mentaux. Bien que la majorité des personnes qui se suicident souffrent de dépression, 

                                                
3 Dans le présent rapport, le termes « vétérans » désigne les anciens militaires et les anciens de 
la GRC.  
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les clients d’ACC4 souffrent de troubles mentaux et physiques et d’invalidités connexes 
attribuables au service militaire. Ce ne sont pas tous les suicidés qui souffrent de trouble 
psychiatrique et il existe des preuves solides démontrant que certains problèmes de 
santé chronique, notamment la douleur chronique, sont liés à un risque plus élevé de 
suicide. Le groupe de travail a également souligné l’importance de la toxicomanie dans 
les facteurs conduisant au suicide, et a constaté que la maîtrise des émotions et 
l’intégration au sein de la société et du milieu de travail ont pour effet de modérer la 
suicidabilité. 
 
Le groupe de travail a ciblé les interventions suivantes pour améliorer la prévention 
du suicide : 
 

N. échange des connaissances 
• vétérans, clients, familles 
• personnel de soutien par les pairs 
• personnel de première ligne d’ACC 
• fournisseurs de soins de santé 

O. dépistage, évaluation et intervention en situation de crise 
P. soutien social 
Q. surmonter les barrières aux soins 
R. pharmacothérapie 
S. psychothérapie 
T. suivi des personnes au comportement suicidaire 
U. programmes de réinsertion et d’invalidité 
V. activités de commémoration et du Souvenir 
W. participation de plusieurs ministères 
X. limitation de l’accès aux moyens permettant de mettre fin à ses jours 
Y. mobilisation des médias 
Z. amélioration systématique de la qualité des soins 

 
Dans le cadre, on tient compte du fait qu’un très grand nombre d’activités de 
présentation du suicide se passent à l’extérieur de la sphère d’influence directe d’ACC, 
surtout pour les vétérans qui ne sont pas des clients d’ACC. Les professionnels des 
soins de santé qui établissent des diagnostics pour les clients d’ACC et traitent ceux-ci 
sont contrôlés et autorisés par les provinces et régis par les normes de leurs professions 
et des établissements pour lesquels ils travaillent. D’autres fournisseurs sont régis de 
façon similaire par des normes à l’extérieur de l’autorité d’ACC. ACC autorise les 
fournisseurs à offrir des services aux clients d’ACC uniquement si ceux-ci respectent 
certains critères comme être membres de leur organisme de réglementation respectif, 
posséder une assurance de responsabilité civile et faire l’objet de vérifications 
judiciaires.  
 
Le groupe de travail d’ACC reconnaît que, compte tenu des connaissances actuelles, le 
suicide est difficile à prévenir. Il existe des preuves solides démontrant qu’aucun 
organisme ou groupe de fournisseurs ne peut prévenir le suicide à lui seul et l’opinion de 
la majorité des experts va dans ce sens. Toutes les personnes et tous les organismes à 
tous les échelons du gouvernement et de la collectivité doivent s’engager dans la 
prévention du suicide chez les anciens militaires et membres de la GRC, notamment 
                                                
4 Dans le présent rapport, le terme « clients d’ACC » désigne les personnes participant aux 
programmes d’ACC ou recevant des avantages et des services d’ACC.  
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auprès des clients d’ACC. Pour une prévention optimale du suicide, il faut travailler en 
équipe.  
 
La recherche sur la prévention du suicide évolue rapidement. Il faudra continuer à suivre 
de près les nouvelles découvertes et à revoir périodiquement les activités de prévention 
du suicide d’ACC en conséquence. 
 
Lors de l’élaboration de ce cadre, le groupe de travail d’ACC a constaté que l’échange 
des connaissances entre les clients, les familles et le personnel, l’examen et 
l’évaluation, les barrières à surmonter pour avoir accès aux programmes, aux avantages 
et aux services et la promotion des pratiques exemplaires parmi les professionnels de la 
santé qui prennent soin des clients et des familles constitueront les interventions les plus 
prometteuses. Les possibilités d’améliorer la prévention du suicide résident dans les 
programmes, les avantages et les services d’ACC et dans l’admissibilité des vétérans et 
de leurs familles afin d’y avoir accès. Le groupe de travail d’ACC estime que le cadre 
sera surtout utile dans la prévention du suicide chez les clients dont la situation est 
complexe.  
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Suicide Prevention at Veterans Affairs Canada:  
Framework  

Introduction 
 
As for all Canadians, suicide is a terrible tragedy, and an important public health problem 
among still-serving military personnel (CFHS 2009, Kuehn 2009), police officers (Miller 
2005) and Veterans5 (Lambert and Fowler 1997, Hampton 2007). Throughout the 20th 
century and particularly with the increased tempo of operations since the 1990s, 
Canadian military and police personnel have been exposed to operational stresses 
which can lead to health problems and suicidality that might impact later in their life 
courses. The current wars in Iraq and Afghanistan have triggered renewed public and 
media interest in suicide among serving and former military personnel. 
 
Suicide prevention remains a very challenging problem around the world (Hough 2010, 
Stuart 2008, Violanti 2008, Hampton 2007, Lambert and Fowler 1997, Hawton and van 
Heeringen 2009, Owens et al 2009, Pitman 2007). Suicide is complex, contradictory and 
typically solitary. Suicides occur even in the good care of expert clinicians, and in 
protected settings (Rives 1999, APA 2003, Kapur et al 2006).  Many who complete 
suicide escape detection. Research is still trying to untangle this difficult knot, but the 
evidence is incomplete and methodologically flawed (Violanti 2008, Stuart 2008). New 
research results are being published weekly.  
 
Veterans Affairs Canada (VAC) and the Canadian Forces (CF) integrate suicide 
prevention into their programs, services and practices. In 2006, VAC undertook a major 
review of suicide prevention, which lead to the Veterans Affairs Canada Suicide 
Awareness and Intervention Protocol (VAC 2007), and in 2009 provided Applied Suicide 
Intervention Skills Training (ASIST) to all VAC front line staff. Zamorski (2010) outlined 
the CF’s comprehensive suicide prevention activities. The task is so complex and new 
research is emerging so rapidly that periodic review of suicide prevention approaches is 
appropriate. 
 
In September 2009, CFHS convened an international Suicide Prevention Expert Panel in 
Halifax, Nova Scotia (Zamorski 2010). The panel considered an evidence-based suicide 
prevention model proposed by Mann et al (2005) and developed a version modified to 
serving military personnel as a basis for evaluating CF suicide prevention activities.  
 
This report describes the suicide prevention update conducted by the VAC suicide 
prevention approach working group (VAC working group). The VAC working group 
adapted the Mann et al. (2005) model to develop an evidence-informed framework for 
suicide prevention for Canadian Veterans. The working group’s primary focus was 
suicide prevention in VAC clients, with comments on suicide prevention in the wider 
Canadian Veteran population. 
 
  

                                                
5 In this report, the term “Veterans” means former military and RCMP personnel. 
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Methods  

 
VAC Suicide Prevention Approach Working Group  
 
The VAC suicide prevention approach working group convened in January 2010 
(Appendix 1). The multidisciplinary team included a physician, a psychologist, a mental 
health rehabilitation professional, and a social worker. The working group was tasked 
with four objectives: 
 

1. Develop an evidence-based suicide prevention framework for VAC based on the 
Mann et al (2005) framework. 

2. Review VAC’s existing suicide prevention protocols and activities against the 
framework and identify strengths and gaps. 

3. Conduct a file review of selected VAC clients who died by suicide. 

4. Make recommendations to the Senior ADM PPP, on opportunities for VAC to 
strengthen existing protocols and activities for suicide prevention (this report). 

 
Literature Review 
 
The working group consulted a librarian at the W.K. Kellogg Health Sciences Library at 
Dalhousie University to conduct a literature search to update prior searches, with an 
additional focus on the Canadian Veteran context Thompson et al (2010). Databases 
searched were: PubMed, Canadian Business and Current Affairs (CBCA) via Proquest, 
Embase, PsycINFO, Web of Science, Cochrane Library, Sociological Abstracts and 
Social Services Abstracts. Three search strategies were used:  
 

1.  Suicide prevention, adults, past five years. The PubMed search strategy was:  
Suicide/prevention & control [Mesh heading] OR “suicide prevention” 
Limited to adult age group and last 5 years. 

 
2.  Suicide prevention, adults, all years, military Veterans. The PubMed search 

strategy was: 
Suicide/prevention & control [Mesh heading] OR “suicide prevention” 
AND 
Veteran OR military. 

 
3.  Suicide prevention, adults, all years, Police.  

PubMed search strategy: 
Suicide/prevention & control [Mesh heading] OR “suicide prevention” 
AND 
Police* OR police 
All years. 

 
One working group member reviewed all 1,545 abstracts from both PubMed searches, 
and all 243 abstracts from searches in the other databases, concentrating on peer-
reviewed references relating to Veteran suicide prevention, and suicide prevention 
strategies in general for the past 5 years. About a third was relevant to the VAC working 
group’s work, and there were many duplicates. The text does not cite all the references 
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used by the VAC working group in developing their conclusions and recommendations, 
but they are listed in the References (about 280). 
 
Strengths of Evidence 
 
Strengths of evidence for findings, conclusions and recommendations found in the 
literature were graded (Appendix 2). Strengths of evidence were determined by 
consensus among the working group. The scale conveys the working group’s sense of a 
body of health-related expert and scientific evidence, but the working group did not 
systematically grade all individual publications. Abstracts were used in most cases, 
although whole key papers were reviewed. 
 
Suicide Prevention Framework 
 
The working group developed an evidence-based suicide prevention framework 
appropriate to Canadian Veterans and VAC clients based on the Mann et al (2005) 
framework.  A framework is a conceptual structure used to solve or address complex 
issues. Core concepts in a framework are units of thought that connect ideas and 
evidence for the ideas. An ideal suicide prevention framework has the characteristics 
shown in Table 1. 
 
Table 1. Characteristics of an ideal suicide preven tion framework. 
 

• Captures sound biopsychosocial understanding of suicide behaviour, including 
causes, triggers and moderators. 

• Enables identification of targets for suicide prevention interventions. 
• Enables identification of interventions for mitigating suicide. 
• Based on evidence and expert opinion. 
• Broadly inclusive; does not exclude any potentially useful interventions.  
• Can be tested against the real world. 
• Can be revised as new evidence becomes available. 

 
The working group started with an evidence-based suicide prevention framework 
proposed by Mann et al (2005), which in turn was based on an evidence review 
conducted by a 15-nation expert panel assembled in Salzburg, Austria in 2004. 
Following Mann et al (2005), the core concepts considered were interventions for 
preventing suicide, and targets for those interventions. The Mann et al (2005) framework 
had been modified for still-serving Canadian Forces personnel by the CF expert panel 
on Suicide Prevention in Halifax in September, 2009 (Zamorski 2010), and considered 
by a team that identified evidence for suicide prevention best practices for the U.S. 
Veterans Administration (Shekelle et al 2009). By consensus, the VAC working group 
modified the framework further based on new evidence, and to fit suicide prevention in 
Canadian military and police Veterans and their families. 
 
In developing the framework, the working group was guided by inclusive concepts for 
health, disability and determinants of health, and a life course perspective (Table 2). 
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Table 2. Concepts of health, disability, determinan ts of health and life course used 
by the VAC working group. 

Health. “Health is a state of physical, mental and social well-being and not merely 
the absence of disease or infirmity” (WHO 1948). 

Disability. Disability can be viewed as the impact of a physical or mental 
impairment on functioning, including and those resulting from internal mental 
barriers, and barriers in the person’s social and physical environment (Thompson 
and MacLean 2009). 

Determinants of Health. “The determinants of health are the range of personal, 
social, economic and environmental factors that determine the health status of 
individuals or populations.” (WHO 1998, PHAC 2009). 
 

1. Income, social status 
2. Social support networks 
3. Education, literacy 
4. Employment/working conditions 
5. Physical environments 
6. Personal health practices 
7. Healthy childhood development 
8. Individual capacity and coping skills 
9. Biology and genetic endowment 
10. Health services 
11. Gender 
12. Culture 

 
Life Course. The life course perspective views a person’s current health and 
disability as fluctuating along a trajectory that is dependent on prior health, 
disability and determinants of health. 

 
Pre-publication review 
 
We are grateful to the following experts for pre-publication reviews of this report: 
 

• Dr. Mark Zamorski MD MHSA, Canadian Forces Health Services, Ottawa. 

• S/Sgt Jeff Morley PhD, Royal Canadian Mounted Police, Vancouver. 

• Dr. Jitender Sareen MD FRCPC, Consulting Psychiatrist, Deer Lodge 
Operational Stress Injury Clinic; Professor of Psychiatry, Department of 
Psychiatry, University of Manitoba, Winnipeg. 

• Dr. Charles Nelson PhD C. Psych, Clinical Psychologist, Operational Stress 
Injury Clinic Parkwood Hospital; adjunct position in clinical psychology at The 
University of Western Ontario, London. 
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Evidence Base 
 
There is a very large evidence base of scientific literature on suicide and suicide 
prevention, and the rate of publication has increased dramatically in recent years. In 
spite of this large volume of information, and owing to the complexity of suicide, the 
evidence is incomplete for many aspects of suicide prevention. Appendix 3 provides an 
overview of recent major reviews. Appendix 4 summarizes information on Veteran 
suicide rates.  
 
The evidence base for suicide prevention interventions and frameworks is characterized 
by highly variable strengths of evidence, drawing on lines of evidence that may include 
research, expert opinion and personal experiences. Definitions vary for key measures 
such as suicidal ideation and suicide attempts. In many areas of suicide prevention, 
there is evidence suggesting various interventions might be helpful, but little outcome 
research. Where there are outcome studies, followup terms often are short, measured in 
months, and methodological limitations are common. Expert opinion fills gaps where 
evidence is insufficient ranging in strength from strong to limited. Heterogeneity in 
evidence strength for suicide prevention is hardly surprising, given the complexity and 
heterogeneity of suicidality itself.  
 
Life courses leading to suicide vary by age and stage of life, culture, state of health, 
personality and many other factors. Although much is known about risk factors for 
suicide, there is still insufficient understanding of reasons why people with those risk 
factors are more likely to become suicidal, and how risk factors relate to each other. 
 
There is little evidence pertaining to directly to Canadian Veteran contexts. The majority 
of research on suicide prevention has been done on non-Veterans, or Veterans in other 
nations. There is clear evidence that, as for civilians, special populations of Veterans are 
at higher risk and require tailored solutions for suicide prevention, including Veterans 
with physical and mental health conditions, and homeless and incarcerated Veterans. 
 
There is much to learn about suicide, and the strength of evidence is still very low for 
many crucial aspects, particularly intervention effectiveness. Suicide prevention is a 
“work in progress”.  
 

Health Systems Context of Canadian Veteran Suicide Prevention 
 
It is important to consider Canada’s unique Veteran health care context when planning 
suicide prevention for Canadian Veterans. Veterans and their families obtain health care 
services from a variety of sources under a variety of legislation. The Canada Health Act 
excludes serving CF personnel and RCMP members, and excludes “any health services 
that a person is entitled to and eligible for under any other Act of Parliament”, which 
includes some aspects of Veterans’ health care. Since only 8% of Canada’s 94,000 still 
serving personnel and 592,000 Veterans who served after the Korean War are VAC 
clients (MacLean et al 2010), then the great majority of Canadian Veterans receive most 
or all their health care outside VAC’s authorities, as do VAC clients when their health 
needs are not related to conditions covered under VAC’s authorities. 
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During Military and RCMP Service 
 
While in military service, CF personnel receive comprehensive individual and population 
health care from CF Health Services and other elements of DND. Sometimes serving CF 
personnel access provincial and private health care services, for example in 
emergencies. Reserve Force CF personnel and families of CF personnel normally obtain 
health services from private and provincial health care providers when they are in home 
communities. Non-serving family members of serving CF personnel normally obtain 
health services from private and provincial health care services.  
 
After Leaving Service 
 
After leaving service, CF personnel and RCMP members join their families to access 
health care through provincial and private health services as Canadian citizens. Eligible 
Veterans and family members can access services and benefits through VAC, including 
case management; medical, psychosocial and vocational rehabilitation; financial 
benefits; group health insurance; career transition services; support to families; disability 
benefits; and access to and payment for various health services and home care 
services.  
 

Veteran Suicide Prevention Framework 
 
The working group considered both the original Mann et al (2005) framework and the 
modifications made by the CF (Zamorski et al 2010) (Appendix 3). The Mann et al 
(2005) framework was retained by SPAWG, as it was by the CF expert panel, but 
modified to take into account features specific to the context of suicide prevention for 
VAC and Canadian military and RCMP Veterans and their families (Figure 1). 
 
Targets for Suicide Prevention 
 
Figure 1 shows targets for suicide prevention identified by the VAC working group. The 
group kept the Mann et al (2005) targets of “mood and other psychiatric disorders”, 
“stressful life event”, “suicidal ideation”, “access to lethal means”, “imitation” and “suicidal 
act” without modification. The team adopted the CF Panel’s added barriers to care 
(Zamorski 2010), but as explained below amended delivery of effective care to effective 
care, and revised the CF Panel’s addition of “emotional dysregulation” to “emotion 
regulation”. The team added three new boxes: “eligibility to VAC client-centered 
programs, benefits and services”; “physical and social health conditions”; and “social and 
occupational integration”. 
  



VAC Suicide Prevention Framework                                                                 Page 16/73 

Figure 1. Suicide Prevention Framework for VAC Clie nts and Veterans*. 
 

*(The green box indicates that VAC programs, benefits and services can influence all aspects of 
suicidal behaviour, but that this influence is shared with the purple box representing health 
services and providers external to VAC’s direct influence.) 
 
Mood and Other Psychiatric Disorders 
 
There is strong evidence that “mood and other psychiatric disorders” play important roles 
in suicidality for most who suicide, particularly major depression. There is broad 
agreement in the literature that a significant proportion of those who suicide have mental 
health disorders, but considerable variation in the proportion. Mann et al (2005) cited the 
often-quoted number of 90%. Arria et al found that only 40% of first year college 
students with suicidal ideation were depressed, and that in the group reporting low levels 
of depressive symptoms, low social support and affective dysregulation were important 
predictors of suicidal ideation. Chan et al (2007) reviewed the literature to find a wide 
variation: 25-86% of those who attempted suicide had mood disorders.  
 
Depression is not the sole determinant of suicide. Most depressed individuals never 
become suicidal; other psychiatric disorders are also associated with suicide, particularly 
anxiety and substance abuse disorders, and an important minority who suicide have no 
prior psychiatric diagnosis. As will be discussed, there is also strong evidence that the 
role of personality factors and traits plays key roles in suicidality. Although mood and 
psychiatric disorders factor prominently in the pathways to suicide for most, this is not 
universal, and the roles of other suicide antecedents are important to consider. 
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Addictions 
 
The working group added “addictions” to the “mood or other psychiatric disorder” box. 
Mann et al. (2005) found evidence supporting the importance of treating alcohol use 
problems in suicide prevention, listing it under the psychotherapy intervention. The VAC 
working group was impressed by evidence for the role of addictions in suicidality, which 
is strong for alcohol and drug use disorders and problem gambling (Brooker et al 2009). 
There is limited evidence that recognizing and treating substance addiction plays a role 
in suicide prevention when addiction is present.  
 
There is strong evidence that recent alcohol ingestion plays a role in a significant 
number of suicides, even in the absence of prior alcohol use disorders. Awareness of 
the danger of alcohol-related disinhibition in those with suicidal feelings could help to 
prevent some suicides.  
 
A study of 102 consecutive suicides in New Brunswick found that two-thirds had a 
depressive disorder, and two-thirds had substance abuse, primarily alcohol (Lesage et al 
2008, Séguin et al 2006). In the prior year, only 5% had contact with addiction services, 
and only one-third had lifetime contact. In two studies in Manitoba and Ontario, Mann et 
al (2006, 2008) found that alcohol consumption was associated with increased suicide 
rates, the type of product varying between men and women; and membership in 
Alcoholics Anonymous was protective. These findings are consistent with a large body of 
research in other nations. 
 
Harris et al (1979) found increased risk of suicidality among US Veterans abusing drugs, 
noting them to be significantly more depressed, angry, insecure and anxious than drug 
abusers who had not attempted suicide. Studying a moderately large combined sample 
of Veterans with substance use disorder, Ilgen et al (2004) found that 7% had reported a 
suicide attempt in the 3 months prior to starting treatment. Although that group had more 
severe patterns of alcoholic use and elevated psychiatric symptoms, they showed 
significant improvements at discharge from residential treatment that persisted at 1- and 
5-year followups, and suicidal patients were not more likely to leave treatment 
prematurely, although they received slightly longer and more individualized treatment. In 
a moderately large sample of US VA general medical outpatients, 7.3% screened 
positive for suicidal ideation, and the highest risk groups were white and younger, or had 
poor perceived physical or mental health, or had mental health disorders (Lish et al 
1996). They recommended screening for anxiety disorders and substance abuse to 
assist in identifying those with suicidal ideation. 
 
Although the connection between substance addictions and suicidality is clear, causal 
mechanisms remain unclear. Richardson-Veilgaard et al (2009) studied 521 patients 
with mood disorders with and without alcohol use disorders (AUDs). Those with AUDs 
had different attitudes to suicide, but the causal mechanisms were not understood. 
 
Stressful Life Event 
 
The role of “stressful life events” in precipitating suicidal ideation and suicidal behaviour 
is strongly supported by evidence (Mann et al 2005, Zadravec et al 2006). In a 
consecutive series of 102 suicide cases in New Brunswick, Séguin et al (2005) found 
that 17% had no known risk or adversity factors, but that real or perceived humiliation 
and significant relationship loss played a role in many of those cases. In a large US 
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study, suicides were precipitated primarily by or a crisis in the preceding two weeks, 
intimate partner problems, or mental or physical health problems, (Karch et al 2006). 
Pridmore and McArthur (2008) studied 15 cases of suicide in Australia where there was 
no evidence of mental health disorder in those who suicided soon after suffering actual 
or threatened reputation damage.  
 
Physical and Social Health Conditions 
 
The working group added “physical and social health conditions” to the targets for 
suicide prevention interventions to account for the roles of physical and social health 
states in the pathways to suicidality. There is strong evidence that certain physical health 
conditions and associated disability are associated with an elevated risk of suicide, and 
that suicidal patients often present with physical or somatic complaints (Tang and Crane 
2006, Lambert and Fowler 1997, Karch et al 2009, Bogdanovic et al 2007, Copsey et al 
2007, Karch 2009, APA 2003, Chan et al 2007, Harwood et al 2006, Heisel 2006, Pfaff 
and Almeida 2005, Pan et al 2009, Raue et al 2007, Russell et al 2009, Sundararaman 
et al 2008,  Dennis et al 2009, Russell et al 2009). Social health states are also strongly 
associated with suicidality (Appendix 5). The majority of service-related diagnoses for 
which Veterans apply for disability benefits has been and continues to be physical 
conditions. While it is not clear to what degree effects of physical and social health 
states on suicidality are mediated by mental health states, it was the consensus of the 
VAC working group that by mitigating physical and social health conditions and their 
impacts on functionality (disability), VAC’s programs, services and benefits can play 
roles in suicide prevention.  
 
Chronic pain is a common problem for VAC clients entitled for disability benefits as it is 
for all military Veterans, and chronic pain is associated with suicidality (Tang and Crane 
2006, Edwards et al 2006). Edwards et al (2006) found that 32% of patients seeking 
treatment for chronic pain reported some form of suicidal ideation, and that the most 
consistent predictors of suicidal ideation were degree of depressive symptoms and pain-
related catastrophizing, which is a maladaptive pain coping strategy. Tang and Crane 
(2006) found in a literature review that the prevalence of suicidal ideation was about 
20% and of suicide attempts ranged 5% - 14%. They identified eight risk factors for 
suicidality in chronic pain (type, intensity and duration of pain and sleep-onset insomnia 
co-occurring with pain, which appeared to be pain-specific), and relevant psychological 
processes (helplessness and hopelessness about pain, the desire for escape from pain, 
pain catastrophizing and avoidance, and problem-solving deficits). They called for urgent 
research to investigate the role of both general and pain-specific risk factors for 
suicidality, to examine how the psychological processes mentioned above mediate or 
exacerbate suicidality, and to develop enhanced interventions for pain patients at risk. 
 
There is strong evidence that social health conditions such as bereavement, relationship 
losses, loneliness, social disconnectedness, and interpersonal problems contribute to 
suicidality for many (examples: Karch et al 2009, Harwood et al 2006). 
 
There is strong evidence that physical health and social states affect mental health and 
vice-versa.  For example, in a case report Krahn et al (2008) described a depressed 
patient whose sleep had so been disrupted by sleep apnea that he had developed 
suicidal depression which promptly resolved when he was treated for sleep apnea with 
continuous positive airway pressure. Sleep difficulty is considered a warning sign for 
suicide by the American Association of Suicidology (Rudd et al 2006). Interactions 
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between life stresses and physical, mental and social health can lead to suicidality in 
susceptible people.  
 
Compared to mental disorders, there is much less research evidence on the impact of 
treating physical disorders and disability on suicide prevention. While the degree to 
which supporting physical and social health contributes to preventing suicidality relative 
to providing effective mental health care alone remains unclear, the working group was 
of the opinion supporting all three is likely to have the greatest impact in preventing 
suicides in VAC clients.  
 
Suicidal Ideation 
 
“Suicidal ideation” means thinking about suicide. The evidence base for suicide 
prevention is complicated by variable definitions for suicidal ideation, but it there is 
strong evidence that thinking about suicide precedes the act by a few minutes in some 
cases, and years in others. Detecting and responding appropriately to suicidal ideation 
are necessary steps in preventing suicide attempts. 
 
Barriers to Care 
 
The CF expert panel added a box for “barriers to care” to their version of the Mann et al 
(2005) framework (Figure 1), emphasizing the importance of indentifying and reducing 
barriers to receiving effective mental health care in suicide prevention.  The VAC 
working group retained this modification. There is strong evidence that many with mental 
health problems or suicidality do not perceive a need to seek care or do not engage with 
care, and there is strong evidence that when they do, many do not receive effective care 
for a variety of reasons. 
 
Barriers to care can occur throughout the suicide prevention framework shown in Figure 
1 in addition to effective mental health care and suicidality treatment (Table 1). The 
Canadian Senate report Out of the Shadows at Last gave considerable anecdotal 
evidence on the potency of stigma as a barrier to seeking care for psychosocial 
problems (Canada 2008). Difficulties accessing provincial and private health care 
services owing to waiting times and availability of health professionals are well 
documented in Canada. Applicants for eligibility to VAC services can encounter various 
administrative barriers in the application and approval process which anecdotally create 
considerable stress for some and potentially prevent them from obtaining assistance. 
Barriers to social and occupational integration are also thought to play a role in suicidal 
behaviour. 
 
Table 3. Examples of barriers to care in suicide pr evention. 
 

• Individual:  
o Recognizing need to seek help. 
o Willingness to seek help. 
o Coping and problem-solving.  
o Compliance with treatments. 

• Community: 
o Knowledge and attitudes to mental health and suicidality. 
o Geographic distance and transportation problems. 
o Effective access to socioeconomic determinants of health. 
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• Health care system: 
o Insufficient access to health professionals. 
o Access to appropriate recognition, diagnosis and treatment. 
o Access to appropriate care settings. 
o Access to specialized mental health care when required. 
o Inadequate technical or collaborative care competencies (knowledge, 

skills and attitudes) contributing to  
� Lack of effective communication and collaboration between health 

professionals. 
� Fragmentation of care: inadequate continuity of care among 

providers. 
• Administrative barriers: 

o Enabling legislation and policy. 
o Access to programs, services and benefits. 
o Appropriate implementation of programs and services. 
o Inadequate collaborative care competencies (knowledge, skills and 

attitudes) in administrative staff, contributing to 
� Lack of effective communication and collaboration between 

administrative staff and health professionals. 
� Fragmentation of care: inadequate coordination and continuity of 

client care. 
o Design of infrastructure and programs. 
o Notification of claim denials and management of appeals process. 

 
Social and Occupational Integration 
 
The VAC working group added “social and occupational integration” as a mediator of 
suicidality and target for suicide prevention. Mann (2002) noted that the multidimensional 
nature of stress-diathesis6 models in suicide prevention includes social as well as 
genetic and biological factors. There is moderate evidence that issues with social 
determinants of health contribute to suicidality. Lambert and Fowler (1997) argued for 
improving psychosocial support for US Veterans. Becker et al (2009) studied risk of 
suicide among Florida Medicaid beneficiaries, finding that unassisted high expenditures 
for physical health medications were one of the strongest predictors of suicide. Evidence 
for the importance of social determinants of health in suicide is cross-cultural, 
demonstrating relationships with adverse social backgrounds, disrupted interpersonal 
socioeconomic status, unemployment, financial insecurity, indebtedness, being single, 
relationship losses, difficulties with problem-solving, and having inadequate social 
support that in some cases contribute to suicide risk independently of psychiatric 
diagnoses. 
 
Clarke et al (2008) examined social pathways to suicide in Canada using Canadian 
Community Health Survey data, finding that disadvantages in income, income and 
education, and the combined effect of income with depression and alcohol 
dependence/abuse led to high rates even among the low-risk visible minority group, 
although pathways varied between cultural groups. While aboriginals were the most 

                                                
6 “Diathesis” is a condition of the body or mind that makes the person react in certain ways to 
certain external stimuli so as to be unusually susceptible to certain physical or mental disorders or 
states. Stress-diathesis models are used to explain why some persons exposed to certain 
stressors develop associated physical or mental health disorders while others do not. 
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disadvantaged, their strong sense of community belonging was protective across 
pathways.  
 
Effective Care 
 
The CF expert panel added a box for “delivery of effective care” to their version of the 
Mann et al (2005) framework (Figure 3), reflecting expert opinion favouring the 
importance of effective mental health care in suicide prevention. There is strong 
evidence that treatment can be effective for psychiatric disorders (depression in 
particular) and suicidality (Mann et al 2005, Cougnard et al 2009, Kessing et al 2005). 
There is also strong evidence that there are opportunities to improve treatment of 
persons with depression (Keks et al 2009, Sundararaman et al 2008, Mann et al 2005).  
 
The VAC working group changed the title to “effective care” (Figure 1), emphasizing the 
need for effective care when treating the physical, mental and social health conditions 
connected to suicidality, recognizing that much of the care Veterans receive lies outside 
VAC’s direct sphere of influence. 
 
Emotion Regulation 
 
There is moderate evidence that personality factors and styles of coping play important 
roles in mediating suicidality. “Impulsivity” and “hopeless/pessimism” were identified by 
Mann (2002) as independent mediators of suicidal behaviour and later used by Mann et 
al (2005) in their prevention framework as separate factors that can interact with 
stressors or mental health problems to mediate suicidal behavior. In 2009, the CF expert 
panel collapsed these mediators to a single box and added “emotional dysregulation”.  
Recent literature strengthens the evidence that individual differences in terms of 
normally distributed personality traits, experiences, and appraisals interact with stressors 
to either protect against or lead to suicidal behaviour, so the VAC working group 
changed this mediator to “emotion regulation”. 
 
Gross and Thompson (2007) define “emotion regulation” as "a series of processes that 
can be both automatic and voluntary, which may occur either before or after the 
activation of an emotion and which may serve to amplify, maintain or diminish its 
intensity" (Gross 2007, p 525). There is growing consensus that emotion regulation and 
dysregulation play important roles in suicidal behaviour. There are many important 
implications of this finding, including improved screening and diagnosis of suicidality, 
and opportunities to intervene.  
 
Mann (2002) reviewed the literature to develop a model for suicidal behaviour which 
accounted for the fact that most persons with psychiatric conditions never attempt 
suicide, finding evidence for a range of clinical correlates of suicide completion, and 
found that within these populations, more subjective depression and hopelessness and 
fewer perceived reasons for living differentiated suicide attempters from non-attempters. 
The evidence showed that while one stressor was often the onset or acute worsening of 
a psychiatric disorder, other stressors such as psychosocial crises also contributed.  In 
reviewing neurobiological theory and findings, Mann (2002) highlight ed “the importance 
of distinguishing among the neurobiological changes associated with a primary 
psychiatric disorder, such as major depression or psychosis, the neurobiological 
abnormalities related to the diathesis for suicidal behavior, and the neurobiological 
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manifestations of excessive stress, which many patients experience in the period leading 
up to their suicide.” 
 
Since the publication of Mann’s papers, there is growing evidence that hopelessness 
and impulsivity are members of a greater class of “emotion regulation” (ER) factors 
(Chan et al 2007). Emotion regulation factors include personality traits such as 
aggressive impulsiveness, cognitive styles such as hopelessness and pessimism, and 
emotion regulation strategies such as avoidance and appraisal that are difficult to 
disentangle from psychopathology (Calati et al, 2008). The evidence is increasingly clear 
that some of these factors predispose individuals to develop psychopathology (e.g., 
Beauchaine et al, 2009: Tarter, 2004, Chan et al 2007). In other persons, these factors 
might be dimensions of “normal” personalities that can predispose to suicidal behaviour 
at times of extreme stress.  
 
While research into some emotion regulation factors has been plagued by 
methodological problems and yielded inconsistent results (O’Connor, 2007; Morrison 
and O’Connor, 2008), others, such as personality traits, have fared better. One broad 
trait (compulsivity) and one narrow one (anxiousness) were found to distinguish between 
single and repeat suicide attempters (Brrezo et al, 2008). Of particular interest to the 
VAC Working Group, trait impulsive aggression has been can differentiate those who 
suicide from other depressed patients (McGirr et al, 2009, Brent 2009), a finding that 
might provide an important link to understanding the relationship between childhood 
abuse and suicide (Braquehais et al 2010, McGirr et al, 2009). 
  
The emotion regulation literature has lead to several evidence-informed theories to 
explain processes underlying suicide. One, the Interpersonal Psychological Theory of 
Suicide (IPTS, Joiner, 2005), has been used to develop tools for assessing suicidality in 
military populations, physicians and medical trainees (Naderim et al 2010, Selby et al 
2009, Bryan et al 2010, Cornette, 2008, Brown et al, 2000). The IPTS proposes that 
three factors are necessary to complete suicide. Two pertain to appraisals made by the 
individual and the third is acquired through learning experiences:  
 

1. Disconnectedness: The perception that that one does not belong with other 
people; 

2. Burdensomeness: That one is a burden on others or society;  
3. Learned experiences: prior suicide attempts, experiences of physical or 

psychological trauma) that work to undermine and overcome the fear and pain 
initially associated with the notion of suicide.  

 
Suicidal ideation is viewed as the product of the interaction of the two self-appraisals 
(disconnectedness and burdensomeness), and suicidal acts occur when ideation meets 
acquired capacity.  
 
The IPTS model stood up to 20 direct empirical tests of its predictions and is stimulating 
ongoing research (Van Ornen et al 2008, Brown et al 2000, Davidson et al, 2009, Beck 
et al 2006: Brown et al 2000, Selby 2009, Ribero and Joiner 2009). The IPTS could be 
very useful in explaining key aspects of suicidality in military and police Veterans, and 
could prove valuable in producing instruments for better discriminating suicidal risk in 
individuals. The IPTS is consistent with VAC’s suicide prevention framework and could 
explain how VAC’s biopsychosocial, determinants of health approach to programs, 
benefits, and services might contribute to suicide prevention. 
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Much remains to be learned about broader psychological factors that lead to suicide and 
the degree to which emotion regulation/dysregulation states and traits play a role in 
suicidality. It is likely that this line of research will produce new ways to enhance suicide 
detection, treatment and prevention.  
 
Access to Lethal Means 
 
The VAC working group retained “access to lethal means” as a suicide prevention target. 
There is at least moderate evidence that availability of lethal means can play a mediating 
role in suicide, and that restricting access to lethal means can contribute to suicide 
prevention or at least shift means in both at population health and individual levels. More 
research is required to clarify how to implement restrictions most effectively (Klieve 
2009). 
 
Eligibility to VAC Programs, Benefits and Services 
 
Given the multifactorial origins of suicide in all three dimensions of health (physical, 
psychological and social) the VAC working group held the opinion that supports for 
health in all three are likely to be beneficial, and added “eligibility to VAC programs, 
benefits and services” to the framework. VAC’s services are biopsychosocial, client-
centered, enhance access to multiple determinants of health, and operate across the life 
course for eligible clients. By assisting clients and families with the antecedents of 
suicidality, VAC’s services reduce risk factors for suicidality and enhance protective 
factors. The evidence for the effectiveness of modifying determinants of health in suicide 
prevention is preliminary and unclear (eg, Mäki and Martikainen 2009). 
 
The working group felt that VAC’s emphasis on individualized service delivery is a good 
approach, since suicidality is so dependent on factors that vary from person to person. 
 
Suicide Prevention External to VAC 
 
The framework (Figure 1) emphasizes that many opportunities for suicide prevention 
intervention lie with agencies and individuals external to VAC’s direct influence. The 
diagram demonstrates this with the purple box representing health services and 
agencies “external to VAC”, including CF and RCMP health services for serving 
personnel, and provincial and private health services for Veterans and families. This is 
the usual situation in suicide prevention, and is not unique to VAC: No single agency can 
deliver all the suicide interventions necessary to deal with a multifactorial problem like 
suicide. In considering targets and interventions for suicide prevention, the working 
group distinguished between opportunities within and external to VAC’s direct sphere of 
influence.  
 
Suicide Prevention Interventions 
 
The working group retained the interventions proposed by Mann et al (2005), considered 
those developed for serving military personnel by the CF expert panel (Appendix 3) and 
modified the list for relevance to VAC and Canadian Veterans (Figure 1).   
 
VAC suicide prevention activities take place at both the individual level (preventing 
suicide for an individual Veteran client) and the population health level (helping to 
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prevent suicides among groups such as VAC clients or Canadian Veterans in general). 
VAC exercises many options for helping to prevent suicides at the individual and 
population levels among Veteran clients. VAC’s options for suicide prevention among 
Veterans who are not clients are largely limited to contributing to multiagency population 
health interventions.  
  
As noted by the CF expert panel and others (Zamorski 2010, APA 2003), there are many 
reasons why all suicides cannot be prevented, given the complex nature of suicide and 
current limitations in evidence for effective recognition, risk estimation and interventions. 
Even the best and most highly skilled clinicians lose patients to suicide (APA 2003). 
Suicide can occur within 10 minutes of the last episode of suicidal ideation 
(Deisenhammer et al 2009), and in some cases even retrospective investigations after 
suicide do not find clear risk factors.  
 
Notwithstanding these grim realities, there are opportunities to strengthen suicide 
prevention capabilities in many systems, particularly as new knowledge emerges from 
ongoing research. This section outlines VAC’s suicide prevention activities, the evidence 
for these activities and recommendations to strengthen suicide prevention among 
Veterans. 
 
Knowledge Exchange 
 
The working group revised the original Mann et al (2005) intervention renamed by the 
CF Expert Panel as “education and awareness programs” to “knowledge exchange”.  
The word “education” can imply a top-down or one-way flow of information. Knowledge 
exchange acknowledges that information flows in both directions. There is strong 
evidence that both the general public and health care professionals benefit from ongoing 
exchange of new information about this complex topic, both by heightening awareness 
and by sharing effective approaches (Hough et al 2010, Isaac et al 2009). Most experts 
recommend ongoing periodic retraining in suicide prevention to maintain knowledge and 
skills. On the other hand, everyone has some knowledge of suicide, either through 
experience or formal training.  
 
Knowledge exchange for suicide prevention takes place at two levels: population and 
individual. Suicide prevention education and awareness efforts develop five main areas 
of knowledge and skills:  
 

• Recognition of suicidality and the antecedents  of suicidality;  
• Skills in helping affected persons seek and stay in treatment;   
• Providing effective treatment for suicidality and its risk factors;  
• Promoting protective factors; and 
• Coordination of assessments and care. 

 
Knowledge exchange about mental health conditions also is important, because these 
conditions often contribute to suicidality.  
 
Veterans, Clients and Families 
 
There is moderate evidence that laypersons can improve their skills and knowledge in 
suicide prevention (Owens et al 2005, Owens et al 2009, MacDonald 2007, Goldney and 
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Fisher 2008), however the effectiveness and persistence of this training is unclear. 
There is moderate evidence that knowledge and skills degrade with time, particularly for 
those who do not deal with suicidality regularly.  
 
Health Care Providers and Facilities 
 
Mann et al (2005) and the CF expert panel (Zamorski 2010) highlighted the importance 
of effective recognition and treatment of mood and psychiatric disorders and suicidality. 
There is strong evidence that around the world both are not as complete as they could 
be.  
 
Although all health professionals receive training in mental health conditions, particularly 
depression and suicidality, there is at least moderate evidence that some in all groups of 
front line clinicians and other providers including primary care physicians (family 
physicians and general practitioners), psychiatrists, other physicians, psychologists, 
nurses, social workers, occupational therapists, rehabilitation staff, police and others 
benefit from knowledge exchange to develop and refine their knowledge and skills in the 
recognition and treatment of suicidality and its antecedents (Blackmore et al 2008, 
Luoma et al 2010, Hough et al 2010, Chan et al 2008, Hawgood et al 2008, Feldman 
and Freedenthal 2006, Feldman et al 2007, Palmieri et al 2008, Page and King 2008, 
Simpson et al 2007, Brunero et al 2008, Vermette et al 2005, Cetuk 2006).  
 
Blackmore et al (2208) analyzed the 2002 Canadian Community Health Mental Health 
and Well-being Survey, finding that 26% of those who reported a suicide attempt said 
they had consulted a professional about suicidal feelings in the 12 months prior. Social 
workers were most commonly reported (51%), followed by family doctors (39%) and 
psychiatrists (40%), as well as others. A recent Canadian urban study found that 83% of 
psychiatrists, psychologists, nurses, social workers, and occupational therapists use no-
suicide agreements (suicide contracts), but only 43% had formal training in their use, 
and 31% reported having had at least one patient suicide while an agreement was in 
place (Page and King 2008). Nonmedical therapists were more likely to use no-suicide 
agreements.  
 
Possible opportunities for enhanced knowledge and skill among some health 
professionals only partially explains acknowledged deficiencies in the recognition and 
treatment of depression and suicidality by health care providers and facilities. Other 
factors documented in the literature include lack of insight and perceived need for care in 
those who are depressed and suicidal; reluctance of patients to disclose; stigma; 
recognition by family, friends and colleagues; oblique presentations of psychiatric 
disorders with somatic symptoms; practical difficulties instituting formal screening in 
busy practices; limited access to collaborative timely specialized assessment; and 
limited options for shared care of patients with specialized mental health providers.  
 
Owing to fragmentation in primary care in recent years, a very broad array of health care 
providers, both regulated and unregulated, must be able to detect and effectively 
manage suicidality, particularly those in gatekeeper roles. The VAC working group is of 
the opinion that the ability of case managers and formal or informal health care teams to 
communicate and interact effectively with the full spectrum of mental health 
professionals and interdisciplinary teams  is essential in ensuring optimum outcomes, 
particularly for clients with complex physical, mental and social health care issues.  
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Screening, Assessment, Crisis Intervention 
 
There is strong evidence that many who suicide contact primary care physicians, police, 
and other health care providers in the weeks and months prior, which lead to the 
recommendation that appropriate screening is an important way to enhance suicide 
prevention.  

 “Screening” detects the possibility that a person has depression, PTSD, 
addiction or suicidality, but this is only the preliminary step. There is consensus 
that screening for mental health conditions and suicidality must include 
mechanisms to appropriately assess persons who screen either positive or false 
negative, since screening is not diagnostic (MacMillan et al 2005). 

“Assessment” is the diagnostic process of ruling out other explanations including 
physical health conditions, confirming a psychiatric condition and suicidality, and 
determining the best way to manage the problem.  

“Crisis Intervention” takes place when a person is thought to be acutely suicidal.  
 
Screening  
 
There are compelling arguments for doing more screening than is usually done in many 
settings, and moderate evidence that properly conducted screening can improve 
detection and effective treatment of these conditions in appropriate settings. Most 
authors recommend that high risk groups be screened for suicidality (MacMillan et al 
2005).  MacMillan et al (2005) provided guidelines for screening for depression in 
primary care in Canada. 
 
Although widely advocated, screening for suicidality and its antecedents (particularly 
depression) is not straight-forward (Marquet et al 2005, MacMillan et al 2005). Screening 
can take a variety of forms, ranging from universal screening (every patient visiting a 
health facility or every client contacting an agency) to targeted screening of risk groups; 
and from formal screening instruments to clinicians asking appropriate questions and 
remaining mentally alert to risk factors and warning signs while talking to or about 
patients. Screening places a burden on patients and administrators, requires followup of 
positive screens for diagnosis, and use of existing screening procedures carries risks of 
both false positives and false negatives (MacMillan et al 2005, APA 2003, Mann et al 
2005, Shekelle et al 2009).  
 
There is general consensus that population-based screening and assessment for 
suicidality are not perfect, and research is ongoing to improve tools for detecting and 
estimating risk of suicidality. Shekelle et al (2009) quoted Gaynes et al (2004) who made 
reasonable assumptions about sensitivity and specificity to demonstrate that a suicide 
screening test would have a positive predictive value of only 0.3% and generate an 
overwhelming number of false positives. This is because suicide is a relatively rare 
event, few with suicidal ideation go on to suicide, and suicidal ideation fluctuates over 
time in individuals. On the other hand, ongoing monitoring of warning signs for suicide in 
the context of an ongoing therapeutic relationship with at-risk clients is recognized as a 
recommended practice in civilian (Rudd et al 2006) and Veteran (Guiterrez et al 2009) 
populations. 
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Screening can identify people with previously unrecognized psychiatric disorders and 
engage them in timely assessment and treatment (Dobscha et al 2001). Whether this 
translates into effective suicide prevention remains unclear (Gaynes et al, 2004).  In 
general, screening tends to be targeted at-risk groups in appropriate clinical settings by 
qualified screeners, and requires appropriate infrastructure to manage positive findings 
and minimize over-reliance on negative screening (MacMillan et al 2005, APA 2003). 
 
CIHI (2010) found that 44% of in residential care residents had a diagnosis of 
depression or depression symptoms, reinforcing the need to screen for and diagnose 
depression in such populations. 
 
Owing to their key gatekeeper roles in Canadian primary care, family physicians and 
general practitioners are important partners in preventing Veteran suicides. Family 
physicians and general practitioners in Canada encounter mental health problems 
regularly and have long been trained in the detection, diagnosis and treatment of mental 
health conditions (McWhinney 1969, CFPC 2009). MacMillan et al (2005). MacMillan et 
al (2005) provided guidelines for screening for depression in primary care in Canada.  
 
Assessment  
 
Expert opinion consistently advises that screening for mental health disorders and 
suicidality must be backed up by adequate procedures to ensure timely assessment and 
treatment by appropriate health care providers when clients screen positive, and that 
systems be in place to catch false negative screens. The CF expert panel recommended 
the American Psychiatric Association (APA 2003) guidelines (Zamorski 2010). These 
guidelines are now 7 years old and have not yet been updated with more recent new 
research findings, although they provide a substantial and professionally accepted basis. 
Jacobs and Brewer (2006) described application of the practice guidelines (APA 2003) 
for assessing suicidality in clinical practice. 
 
As discussed in Appendix 1, it is impossible to predict suicide for an individual on the 
basis of risk factors alone or in combination (Rives 1999, Pokorny 1983, APA 2003). 
When suicidality is recognized as a potential concern, there is no universally accepted 
approach to managing patients or clients in a way that prevents all suicides. Most 
authorities recommend specialized collaborative assessment. Gutierrez et al (2009) 
describe a collaborative team approach to suicide assessment used in a US VA medical 
center.  
 
The VAC working group noted the importance of assessing physical health when 
evaluating a person’s psychological state, since physical health can cause or aggravate 
unstable emotional and behavioural states such as suicidality.  “Medical clearance” is a 
routine process in clinical care of ensuring that a patient in psychiatric crisis is physically 
stable and that an undiagnosed physical condition is not contributing to their mental 
state. In North American emergency departments, the trend has been toward combined 
assessment by the emergency physician and a mental health nurse or psychologist (and 
social worker where available) backed up by a psychiatrist on call.  
 
Crisis Intervention 
 
Crisis intervention is “everyone’s business”, a process of achieving rapid resolution of 
the crisis to prevent further deterioration, reaching at least a pre-crisis level of 
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functioning, promoting growth and effective problem-solving, and recognizing danger 
signs to prevent negative outcomes (RNAO 2002, 2006). Crisis intervention for 
suicidality begins in many ways. The suicidal person might call a crisis hot line. Family, 
friends and others might realize that a person is suicidal and convince them to go to 
hospital or seek other help from other agencies.   
 
As the suicide prevention framework indicates, life stress crises are central to suicidal 
pathways, and research has shown that suicidal feelings typically fluctuate. 
Deisenhammer et al (2009) found in one study that persons who attempted suicide 
reported a mean time of only 10 minutes between the beginning of the last period of 
suicidal ideation to the attempt, emphasizing the importance of recognizing and assisting 
people in suicidal crisis in any setting, such as between visits to their usual health care 
providers. 
 
Research into the efficacy and safety of crisis phone lines is slowly developing. There is 
yet limited evidence of efficacy, however phone lines are widely deployed.  
     
Social Supports 
 
The VAC working group added “social supports” to the list of suicide prevention 
interventions. There is strong evidence that social issues contribute to suicidal behaviour 
and that social support can be protective. Several studies have demonstrated that those 
who attempt suicide report feelings of disconnectedness, social worthlessness or 
burdensomeness. Providing social supports could convert these risk states into 
protective ones, but there is limited evidence that enhancing social supports might play a 
role in suicide prevention 
 
There are few studies of social support as an intervention for suicide prevention in 
Veterans. Thoresen et al (2006) studied Norwegian peacekeepers who suicided, finding 
that mental health problems were the most important factor, but that living alone and the 
breakup of a love relationship contributed uniquely to suicide risk after controlling for 
mental health. They advocated social support, firearms control and improved detection. 
Houle et al (2005) compared men hospitalized after attempted suicide with a control 
group who had never attempted suicide in Quebec, finding that those who attempted 
suicide perceived they had less support after the most stressful life event in the past 
year. The authors concluded that social support might be protective against suicidal 
behaviours. Cooper et al (2006) found that provision of a minimum safety net of mental 
health treatment, crisis treatment and case management in a Colorado county was 
associated with a significant reduction in suicidal behaviour persisting at least one year 
after an attempt, although it was not clear to what extent case management contributed. 
Crawford et al (2007) conducted a metanalysis of 18 studies of suicides and did not find 
that adding additional psychosocial interventions to usual care had a marked effect on 
the risk of suicide following an episode of self harm. Kapur et al (2008) studied 
psychosocial assessments following self-harm in a hospital setting, finding that 
assessments were protective in one hospital but associated with an increased risk of 
repetition in another, and that only 60% had specialized psychosocial assessment. This 
is not evidence that psychosocial supports are not effective, but the finding does raise 
caution about how best to deliver and study social interventions.  
 
The protective role of spiritualism and religiosity in suicidality is unclear. Rasic et al 
(2009) analyzed data from the Canadian Community Health Survey, finding that religious 
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attendance was associated with decreased suicide attempts in the general population, 
and among those with mental illness. This association was independent of social 
supports. Suicidal ideation was not associated with religious attendance after adjusting 
for social supports. On the other hand, Robins and Fiske (2009) studied 454 
undergraduate students, finding that involvement in public but not private religious 
practices was associated with lower levels of both suicidal ideation and history of suicide 
attempts, but that social support mediated the associations, not religious beliefs. In any 
case, there is evidence that for some, religious participation is somehow protective. 
 
Overcome Barriers to Care 
 
Like the CF expert panel, the VAC working group identified “overcoming barriers to care” 
as an important target for mediating suicidality among clients and Veterans. There is 
strong evidence for effective care for mental health disorders and suicidality, and strong 
evidence for the importance of identifying and reducing barriers to the recognition and 
treatment of mental health conditions. Many do not seek or access help for their distress 
and, when they do, recognition and treatment can be insufficient or untimely for a variety 
of complex reasons.  
 
A large Canadian study using data from the Canadian Community Health Survey found 
that many who have mental health disorders and/or suicidal ideation and behaviours do 
not seek or perceive need for help in the prior year: 48% of those reporting suicidal 
ideation and 24% of those reporting a suicide attempt (Pagura et al 2009). This signals 
the presence of barriers, but it is not clear what they are, and the authors called for 
clarifying research. 
 
Discontinuity or fragmentation of care can be considered a barrier to effective care. The 
VAC working group is of the opinion that promoting effective communication and 
collaboration between case managers and health care practitioners is important in 
ensuring optimum outcomes, particularly for clients with complex physical, mental and 
social health issues.  
 
In the US, a new law grounded in the experience of US Veterans of the Iraq war requires 
that 24-hour mental health care to be available to Veterans at risk, and calls for the 
development of outreach and education programs for Veterans and their families to help 
them cope with readjustment problems and maintain good mental health (Hampton 
2007). A large US study of suicide in 807,694 Veterans being treated for depression 
found that those with depression and comorbid PTSD had lower suicide rates than older 
depressed Veterans with PTSD, perhaps because those with PTSD were accessing 
more intensive care through VA PTSD clinics (Zivin et al 2007, Hampton 2007). 
 
Canada’s geography creates significant barriers to care. Telemental health can 
overcome geographic barriers to make specialized mental health care more accessible. 
Godelski et al (2008) reviewed the role of telehealth in suicide prevention in the US VA 
system and world literature, finding that while telemental health care can be equivalent 
to face-to-face treatment in suicide assessment, there were complex legal, licensing and 
procedural issues to consider. This mirrors Canada’s experience with telehealth.  
 
The working group notes that younger Veterans are increasingly familiar with the 
Internet. There is insufficient evidence that Internet solutions are effective and safe in 
managing suicidality (Winkel et al 2005, Feigelman et al 2008, Harris et al 2009, Baker 
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and Fortune 2008). Those who used the Internet reported feeling greater stigmatization 
from their families and other face-to-face contacts, and reported feeling less alienated. 
Although the Internet was not preferred by some, it might be useful in helping others who 
find it harder to disclose feelings face to face prior to openly acknowledging mental 
health problems and feelings of suicidality. Harris et al (2009) advised designing 
websites allowing both peer to peer and anonymous professional support.  
 
Pharmacotherapy and Psychotherapy 
 
The working group retained the evidence-based treatment interventions 
“pharmacotherapy” and “psychotherapy” listed by Mann et al (2005). There is strong 
evidence that appropriate use of both can be effective in treating mood and other 
psychiatric disorders, and limited evidence of efficacy for suicidal ideation and behaviour 
(Hall and Lucke 2006, Kapusta et al 2009, Tarrier et al 2008).  
 
There is moderate evidence that some persons with depression and suicidality benefit 
from assistance in navigating care and remaining engaged with treatment and clinical 
follow-up. Several authors emphasized the importance of a depression care manager or 
case manager in assisting management of patients being treated for depression (Gretton 
1968, Unutzer et al 2006, Szanto et al 2007, Schulberg et al 2004).  
 
Canada’s 28,000 family physicians and general practitioners (FP/GPs) can follow 
Veterans who present to them with mental health problems. FPs/GPs diagnose and treat 
mental health conditions, and refer patients to providers specializing in mental health 
care, and manage comorbid physical health conditions. FPs/GPs both initiate 
pharmacotherapy and monitor and prescribe pharmacotherapy initiated by psychiatrists. 
Some FPs/GPs provide psychotherapy, generally in uncomplicated cases. In a growing 
number of Canadian communities, collaborative models have been developed that allow 
FPs/GPs to effectively share care of mental health patients in formal or informal teams.  
 
Followup Care for Suicidality 
 
The working group changed “followup care for suicide attempts” to “followup care for 
suicidality” to emphasize the importance of care after onset of suicidal ideation or 
behaviour. There is evidence that suicide is more likely after an attempt in a person is 
who has experienced significant suicidal ideation. There is strong evidence that followup 
provides opportunities to diagnose and treat precipitating health problems and 
suicidality, improve access to determinants of health, and reinforce protective factors 
such as coping skills (Valenstein et al 2009, Christiansen et al 2007, Hover et al 2009, 
Valente 2004, Hvid and Wang 2009, Valenstein et al 2009, Termansen and Bywater 
1975).  
 
While there is only limited evidence that providing followup for those bereaved by suicide 
is beneficial (Schmid et al 2008, McDaid et al 2008), the VAC working group was of the 
opinion that such outreach can be beneficial. 
 
Eligibility to VAC Programs, Benefits and Services 
 
The VAC working group included “eligibility to VAC programs, benefits and services” in 
the list of suicide prevention interventions. These programs, the services and benefits 
accessible to eligible clients through them, and the client-centered approach used to 
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deliver them are designed to mitigate the effects of service-related physical, mental and 
social health problems and related disabilities. By supporting health and access to the 
determinants of health, all of VAC’s programs, services and benefits at least indirectly 
help to prevent suicidality. The programs operate on a variety of suicide behavioural 
targets and mediating factors (Figure 1). 
 
Commemoration and Remembrance 
 
Anecdotally, it is thought that a healthy Veteran identity could: help former military 
personnel to feel better connected to their community; contribute to the physical, mental 
and social health of Veterans and their families; and perhaps promote the type of self-
esteem and social connectedness that reinforces against suicide. There is insufficient 
evidence to evaluate this hypothesis, and further research is encouraged.  
 
Multiagency Participation 
 
The VAC working group added “multiagency participation” to the list of evidence-based 
interventions. There is broad expert consensus and strong evidence that suicide 
prevention requires multiple approaches by multiple agencies and individuals: no one 
agency or profession can solve the problem alone (CASP 2009, Mann et al 2005, 
Shekelle 2009, CASP 2009, US DHHS 2001, Szanto et al 2007, Linsley et al 2007, 
Bellanger et al 2007, Hegerl et al 2006, Morrell et al 2007, Szanto et al 2007). VAC 
shares care of eligible Veterans with other federal agencies, and with provincial and 
private health care systems. Many opportunities to prevent suicide therefore lie external 
to VAC’s sphere of direct influence, particularly for non-client Veterans. Although VAC 
has many partners in the care of its clients, there are many other actors who cannot 
practically be influenced directly by VAC. VAC can directly influence suicide prevention 
activities by clinicians working in its OSI clinic network or contracted by VAC to deliver 
care in the Rehabilitation Program, but cannot direct care provided to both non-clients 
and clients for other health problems.  
 
Lesage et al (2008) found missed opportunities for interagency collaboration after 
reviewing 102 consecutive suicides in New Brunswick. In a Canadian literature review, 
Heisel (2006) found few randomized treatment trials in managing older adults at risk of 
suicide, calling for research on clinical assessment and resiliency, and suggesting 
collaborative outreach strategies. Heisel (2006) found in a literature review that older 
Canadians (≥ 65 yrs) who suicide are more likely to be have medical illnesses, losses, 
poor social supports, functional impairment and low resiliency; these and other features 
are also reported in the literature for younger adults who suicide. VAC alone cannot 
provide the full range of interventions necessary to prevent suicides among clients when 
so many factors contribute.  
 
Owens et al (2009) noted that the slogan “Suicide prevention is everyone’s business” 
has been used worldwide in recent years to emphasize the importance of engaging all 
individuals and agencies in suicide prevention. Owing to fragmentation in primary care in 
recent years, a very broad array of health care providers, both regulated and 
unregulated, must now be able to detect and effectively manage suicidality, and 
communication between providers caring for patients to ensure continuity of care has 
become a significant challenge. 
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The National Framework for Action to Reduce the Harms Associated with Alcohol and 
Other Drugs and Substances in Canada has developed a comprehensive approach to 
dealing with fragmentation in care for addictions (NTSWG 2008). They propose an 
inclusive tiered approach which recognizes the competencies of various professions and 
other players in dealing with addictions. A similar approach could also be useful in 
developing an approach to suicide prevention. 
 
At the population level, agencies can share information and coordinate strategies and 
approaches, setting the stage for suicide prevention at the individual level. At the 
individual level, suicide prevention can probably be optimized when a client’s health care 
and service providers collaborate effectively to deliver effective care for conditions that 
predispose to suicide. 
 
Restriction of Access to Lethal Means 
 
At the population level, there is limited to moderate evidence that “restriction of access to 
lethal means” can reduce suicide rates, or at least reduce rates for the restricted means. 
At the individual level, there is clear consensus among experts that restricted access to 
lethal means is necessary when a person is suicidal, for example surrendering guns to 
police care. Suicide rates are higher among gun-owners or those living in a house with a 
gun-owner (eg, Sorenson and Vittes 2008). Veterans tend to be more likely to own guns, 
and more prone to suicide by firearms (Lambert and Fowler 1997, Freeman et al 2003, 
Thoresen et al 2003).  
 
At the population level, the evidence for restricting access to lethal means is 
inconsistent. Some studies have demonstrated success at lowering overall suicide rates 
through restrictive legislation or placing barriers, but reducing access to certain lethal 
means can shift suicide to other methods (Shekelle 2009).  In a Quebec study, Caron 
(2004) found that following the 1992 Candian Firearms Act to ensure safe storage of 
firearms, firearm suicides decreased in both genders, but methods shifted to hanging 
and self-poisoning.  
 
Media Engagement 
 
The VAC working group, like the CF expert panel, changed the Mann et al (2005) 
intervention “media reporting guidelines for suicide” to “media engagement”.  Although 
guidelines exist for media, (eg CASP 2010), the working group felt that it would be 
insufficient to rely on passive media guidelines, and that active engagement of media is 
necessary for the complex task of reducing suicides in Veterans. There is yet insufficient 
evidence to demonstrate whether such engagement is likely to be effective. 
 
There is strong evidence that certain types of media reporting can adversely affect 
suicide rates by what appear to be copycat mechanisms, particularly for celebrity 
suicides, and limited evidence that other types of reporting might contribute to reduction 
in suicide rates (Mann et al 2005, Nepon et al 2008, Cheng et al 2007a,b, Stack 2005).  
 
Scientific journal editors Barbour et al (2009), concerned about copycat suicide, wrote an 
editorial explaining why they decided to publish a study finding that young men leaving 
the UK armed forces were at higher risk of suicide in the first two years after release 
than men in the general population or active service, and that there had been a low rate 
of contact with mental health specialists in the year prior to death (Kapur et al 2009). The 
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editors concluded that since this was an epidemiology study, it would have low risk of 
triggering copycatting, depending on how the publication was handled by media reports. 
To be on the safe side, they provided guidance to media about suicide reporting when 
they published the paper.  
 
Barbour et al (2009) noted that dramatic media portrayals of suicide in Canadian soldiers 
during or after UN deployments in Bosnia had eventually been countered by a case-
control study which found that in fact there had been no increased risk of suicide in 
Canadian peacekeepers (Wong et al 2001). Similarly O'Hara and Violanti (2009) felt that 
circulation of exaggerated police suicide rate figures might have impeded meaningful 
development of health promotion programs. 
 
Daigle et al (2006) pointed out that while celebrity suicides usually attract intense media 
interest, their a telephone survey following suicide a prevention campaign in Quebec did 
not did not influence attitudes or intentions to seek help. They were not surprised, 
considering the low media intensity of the campaign, and recommended that campaigns 
aimed at changing suicidal behaviors must be intensive.  
 
Systematic Quality Improvement 
 
Suicides are sufficiently rare and suicide prevention so complicated that experts 
recommend reviewing suicide cases to learn from them. Like the CF expert panel, the 
VAC working group added an intervention for review and surveillance, adopting the term 
“systematic quality improvement” with reference to client service. 
 
At the individual level, reviews of client suicides provide opportunities for the 
organization to learn how to refine the safety net. It is important to recognize that the 
impact of a client or patient suicide on staff engaged with that person is very significant. 
It bears reiterating that people can suicide even in the care of the most expert clinicians 
and while in facilities specialized for psychiatric care. Suicidality is difficult to detect and 
protect against.  
 
At the population level, suicide rate surveillance has provided researchers and public 
health managers with valuable information in some cases, but simply opened up more 
questions in others. Suicide rate data is limited by uncertainty about causes of death, 
and the rarity of suicide. Fluctuations from year to year can seem significant until they 
are viewed over a period of years, revealing only random variation. Suicide rates for CF 
Veterans will be available for the first time late in 2010.  
 

Discussion 
 
Based on an extension of prior literature reviews and expert opinion to fill gaps, the VAC 
suicide prevention working group modified an evidence-informed framework for 
evaluating suicide prevention for VAC clients and Canadian Veterans. VAC’s 
opportunities to enhance suicide prevention lie in VAC programs, benefits and services, 
and the eligibility of Veterans and families to access them. In developing this framework, 
it became clear to the VAC working group that the most promising interventions probably 
will be knowledge exchange among clients, families and staff; screening/assessment; 
overcoming barriers to accessing programs, benefits and services; the effective 
coordination of services delivered by multiple providers, and promoting best practices 
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among health care practitioners caring for clients and families. The VAC working group 
emphasizes the importance of effective collaboration and communication among case 
managers and health care providers 
 
This evidence-informed framework will be used to conduct a review of VAC’s suicide 
prevention activities. Recommendations to strengthen suicide prevention will be 
developed by consultation throughout VAC.  
 
Strengths and Limitations of this Analysis 
 
Strengths. This analysis of suicide prevention for Veterans was derived from an 
evidence-informed framework developed by an international expert panel (Mann et al 
2005), and a version modified for still-serving military personnel by a Canadian Forces 
expert panel of the (Zamorski 2010). In the past few years, there has been an increase 
in the volume of scientific evidence and expert opinion on suicide prevention. The VAC 
working group gathered and analyzed more recent literature using to adapt the 
framework for particular VAC Veteran clients and families. The VAC working group was 
multidisciplinary, clinically focussed and very familiar with both VAC Veterans’ services 
and the biopsychosocial issues that can challenge Veterans and their families. 
 
Limitations. Although there are thousands of scientific publications and many published 
expert opinions on suicide prevention, the evidence base is characterized by 
inconsistent quantity, quality and consistency. The VAC working group was unable to 
systematically assess this large, complex body of evidence and instead used 
impressions of the evidence in narrative synthesis. The working group members were 
not suicide prevention researchers, although they were clinicians experienced in the 
assessment and management of suicidality. There were no data on suicide prevention 
intervention outcomes for VAC clients. The working group did not assess the evidence 
for cost evaluation of suicide prevention interventions. 
 
Further Research 
 
This review identified a number of themes for further research in suicide prevention for 
Canadian CF and RCMP Veterans. Little is known about suicide among Canadian 
military and police Veterans. It is not clear how applicable research findings are from 
other cultures, nations and the general public to suicide prevention in Canadian 
Veterans. The role of chronic pain and other physical health issues in suicidality is 
known but imperfectly understood. Evidence for the efficacy and safety of the broad 
range of interventions indentified by the VAC working group remains inconsistent and 
incomplete. 
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Appendix 2. System used to characterize the strengt h of health-related expert and 
scientific evidence (HRESE). 
  

Score 
Strength of 
Evidence 

Nature of Evidence 

3 
Strong 

Strong balance 
of evidence in 
favour 

Quality: Multiple research studies using strong designs with sufficient 
control for chance, bias and confounding; Critical reviews of evidence 
using strong methodologies to characterize strength of evidence; 
Expert opinion formulated by panels formally convened and using 
strong methodologies for developing opinion statements; Evidence 
pertains to population of interest.  
Quantity: Multiple reports and lines of evidence in favour. 
Consistency: Most lines of evidence in favour and only very limited 
evidence against; clear and consistent findings completing nullifying 
evidence against; High confidence that the finding, conclusion or 
recommendation will not later be disproven. 

2 
Moderate 

Moderate 
balance of 
evidence in 
favour 

Quality and Quantity: One or two research studies with good designs; 
A larger number of more limited studies or types of expert evidence 
together with a small number of strong types of evidence; multiple 
lines of evidence. 
Consistency: Some inconsistency present but evidence favouring is 
stronger than evidence against; Reason to believe that the evidence 
can be translated to population of interest; Some possibility that the 
finding, conclusion or recommendation  might later be disproven 

1 
Limited 

Weak balance of 
evidence in 
favour 

Quality: Limited research study methodologies and expert opinions; 
Low effect sizes in epidemiological research; trends not statistically 
significant in controlled trials; limited control of chance, bias and 
confounding; better pilot studies and case reports; unconfirmed and 
limited qualitative research findings. 
Quantity: No high or moderate quality types of evidence,  
Consistency: Inconsistency; evidence for is marginally stronger than 
evidence against; At least moderate possibility that the finding, 
conclusion or recommendation might later be disproven. 

0 
Equipoise 

Unable to 
determine 
whether 
evidence is in 
favour or against 

Quality: Might range from strong to limited. 
Quantity: Might range from few to many.  
Consistency: Very inconsistent: equally for and against. 

Insufficient  Insufficient 
evidence to 
make a 
determination 

Quality: Very limited types such as pilot studies and case reports; 
reports not subjected to blinded, independent pre-publication review; 
reports authored by persons who are not content experts. 
Quantity: No or small number of very limited pieces of evidence 
available, 
Consistency: The body of evidence is very inconsistent, or might be 
consistent but too few reports and of very limited quality. 
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Nature of Evidence 
 
A body of HRESE available for policy development can be evaluated based on three key 
characteristics: quality, consistency and quantity. A strong body of evidence contains a 
sufficient quantity of high quality pieces and lines of evidence that consistently support 
the same finding or conclusion such that it is unlikely that in future new evidence will 
overturn the finding, conclusion and recommendations. The validity of a limited body of 
evidence is less certain, but this does not preclude decision-makers from accepting a 
limited body of knowledge to make a recommendation when all other factors are 
considered. 
 
Quality. To assess quality, the reviewer must evaluate technical factors unique to each 
line of evidence which can limit the strength of each piece of evidence, and therefore the 
body as a whole. Control for bias, chance and confounding are particularly important.  
 
Consistency. A body of evidence is consistent when the various pieces of evidence and 
lines of evidence in a body of evidence produce the same findings or support the same 
conclusion or recommendation. 
 
Quantity. Quality refers to the number of pieces of evidence available in a body of 
evidence. A large number of limited research studies and limited expert opinions might, 
for example, consistently support the same conclusion or recommendation. A small 
number of very strong research studies which yielded findings consistent with a larger 
number of more limited types of evidence not countered by more than a small number of 
pieces of contrary evidence is also considered stronger evidence. 
 
Lines and Types of Evidence 
 
A body of evidence usually contains more than one line of evidence. There are many 
ways to categorize lines of HRESE. We considered three: scientific, expert opinion and 
public opinion. Within each, there are various types of evidence, some generally 
stronger than others.  
 
Scientific. Evidence from methodical data collection, whether or not a hypothesis is 
tested. Within each type, the strength of methodologies ranges from stronger to more 
limited owing to research design and conduct strength, method of developing an expert 
opinion, and whether studies and opinions had been objectively peer reviewed and 
published in journals, or published in less rigorous forms. 
  
Evidence reviews. Evidence reviews range from stronger critical analytical reviews and 
metanalyses to more limited narrative reviews and essays. Reviews of evidence might 
use either strong or more limited methods for evidence searches, analysis and 
synthesis. Strong reviews of strong evidence provide the best type of evidence, if their 
findings can be applied to the issue. 
 
Quantitative. Examples include randomized controlled trials, non-random trials, trials 
with and without control groups, prospective or retrospective longitudinal or cross-
sectional population surveys (panel studies), cohort studies and case series. 
 
Clinical Observations. Examples include case reports. 
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Qualitative. Examples include researchers’ interpretation of data collected during 
observations or interviews. Stronger qualitative research has more rigorous 
methodology, more reproducible designs, better documentation, and control for bias and 
other limiting factors. 
 
Animal. Examples of relevant animal research include studies of animal physiology, 
medication effects or behaviour using models that might be applicable to humans. 
Animal research is more limited than human research when applied to humans. 
 
Biological plausibility. Knowledge of human biology or behaviour is used to create 
arguments supporting hypotheses, but on its own does not normally constitute proof of 
hypotheses. Biological plausibility is a more limited line of evidence, but can 
considerable strengthen other lines of evidence. Arguments for biological plausibility can 
be stronger or more limited, depending on the expertise of the authors and the scientific 
evidence available to them for a topic. 
  
Expert Opinion. Experts are individuals with recognized professional qualifications and 
competency in knowledge and skills for a certain field. Expert opinion includes those of 
individual experts, or formally convened panels of experts. Strength of expert opinion is 
affected by the training, practice and experience of the expert; Whether single experts 
were working alone or in formally convened panels of experts; Control for bias; and The 
types of evidence available to the experts. Expert opinions include clinical practice 
guidelines, which vary in strength depending on methods used to develop them.  Expert 
opinions also include “experience”-based opinions, which tend to be more limited than 
consensus opinions of formally convened expert panels that use formal methods for 
combining experience with published evidence.  
  
Public Opinion. Examples include individual expressions of lived lives, public opinion 
surveys, media reports, letters to editors, and statements from groups representing 
sectors of society. Public opinion might or might not be informed by stronger or more 
limited types of scientific evidence and expert opinion, and varies in strength from strong 
to limited.  
 
Publication Type 
 
Reports published by credible, independent publishers and subjected to blinded, 
independent pre-publication review tend to be strongest type, depending on the quality 
of the study or expert opinion. Reports in professional journals and some textbooks fit 
this type. Publications are usually more limited in strength when authored and published 
by the same agencies that make use of the information, or are not subjected to blinded, 
independent pre-publication review. Government reports often fit this type, again 
depending on the quality of research or expert opinion they contain. More limited 
publications are written by authors who are not content experts, and not subjected to the 
rigors of pre-publication professional review by content experts. Media reports and blog 
entries tend to fit this type. 
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Appendix 3. Overview of Major Reports. 
 
The following reports are briefly summarized in chronological order of publication. 
 
1997: US VA Review of Suicide Prevention (Lambert and Fowler 1997) 
 
Lambert and Fowler (1997) conducted a comprehensive review of US VA suicide 
prevention activities and challenges at a time when VA mental health care was 
transitioning from inpatient to outpatient. They noted that suicide risk factors were 
prevalent in Veterans, and in caring for more than half a million Veterans with mental 
health and substance abuse disorders annually, the US VA probably conducted more 
suicide assessments than any other health care organization. They identified among 
Veterans the same risk factors found in civilian populations. They identified challenges in 
suicide prevention (including inadequate review of Veteran suicides, insufficient 
knowledge and skills among staff, and political volatility of suicide) and key opportunities 
for improvement (Table 4). 
 
Table 4. Opportunities for US VA suicide prevention  improvement identified by 
Lambert and Fowler (1997). 
 

• Encourage continuity of care models (case management, primary care teams). 
• Extend eligibility reforms. 
• Develop crisis intervention services. 
• Improve access to substance treatment, domiciliary care, and supported housing. 
• Develop accurate suicide tracking systems. 
• Expand the use of computerized records and care plans. 
• Educate and support clinical staff. 
• Inform the public, press, and politicians. 

 
2001: United States National Strategy for Suicide Prevention7 
 
The U.S. Department of Health and Human Services developed a National Strategy for 
Suicide Prevention (US DHHS 2001). The report used a narrative literature review 
approach and did not specify how evidence was developed, or give strengths of 
evidence for its conclusions and recommendations. The authors emphasized the need 
for rigorous testing of interventions, but that program planners have to incorporate 
promising interventions before evidence is fully available. They described an ideal 
intervention as one that is evidence-based and demonstrated to be safe, effective, 
feasible and ethical.  
 
The action goals and objectives were similar to the proposed approach for Canada 
(CASP 2009). In particular, they noted the importance of strategies to reduce stigma 
associated with mental health, substance abuse and suicide. 
 
2003: Health Canada 
 
White (2004) conducted a literature review to provide background for a workshop on 
suicide-related research held in Montreal in February 2003. She noted a steady rise in 

                                                
7http://mentalhealth.samhsa.gov/SuicidePrevention/ accessed 17 February 2010. 
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suicide-related research in Canada over 25 years. She found that Canadians had made 
large contributions to the suicide research literature, particularly with respect to risk 
factors, antecedent conditions and pathways to suicide. White noted that bias inherent in 
the retrospective nature of the studies might have over-sensitized researchers to mental 
health problems and psychopathology. There were few Canadian studies investigating 
suicide prevention interventions, which ranged from large multinational trials to smaller 
qualitative studies to single case studies. There was a need to broaden the scope and 
nature of suicide prevention research to uncover effective interventions. 
 
2004: World Health Organization 
 
The World Health Organization Regional Office for Europe’s Health Evidence Network 
(HEN) conducted a literature review of suicide prevention effectiveness (WHO 2004). 
They noted that there is insufficient evidence for clinical outcome effectiveness for many 
of the broad array of interventions in use around the world. They evaluated 30 types of 
interventions, finding that “Limited evidence indicates that no single intervention 
appeared to be effective in reducing the suicide rate. Evidence from systematic reviews 
(rated as “good” in relation to their methodological quality) indicated that some 
interventions targeting at-risk individuals appeared promising.” They concluded that a 
broad array of interventions is required in suicide prevention, that there was evidence for 
a range of types of interventions including pharmacotherapy, psychotherapy, social 
supports, and education. They found that, owing to limitations, the evidence base did not 
support certain types of interventions over others. 
 
2005: Salzburg/Mann 
 
Mann (2002) conducted a literature review to identify a framework for suicide behaviour 
that both accommodated suicide heterogeneity and allowed for effective targeting of 
suicide prevention interventions. Later, Mann et al (2005) reported on the outcome of a 
15-nation, 5-day expert panel held in Salzburg, Austria in August 2004 to review the 
literature further (see Thompson et al 2010 for a description of their search strategy). 
This work yielded a framework for suicidal behaviour used to identify targets for 
prevention interventions (Error! Reference source not found. ). The framework is 
based on two core concepts: 
 
1. Suicide prevention is multifactorial. The flowchart on the left side of Error! 

Reference source not found.  identifies targets for suicide prevention interventions 
derived from understanding suicidal behaviour. The model reflects strong evidence 
that most have a mental health disorder, and tend to have increased suicidality when 
a life stress occurs. There is moderate evidence that suicidal ideation is mediated by 
at least impulsivity, hopelessness and/or pessimism, access to lethal means, and 
imitation or awareness of others who have suicided.  

 
2. Suicide prevention emphasizes attention to mental health. The box on the right side 

of the figure lists suicide prevention interventions supported by evidence and 
consensus expert opinion. Labelling in the figure identifies where the interventions 
should be applied in the behavioural target model to prevent suicide. 

 
Their main findings were: “Education of physicians and restricting access to lethal 
means were found to prevent suicide. Other methods including public education, 
screening programs, and media education need more testing.” (Mann et al 2005). They 
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did not provide statements regarding the strength of evidence for their findings and 
conclusions. 
 
Figure 2. Mann et al (2005) framework for identifyi ng behavioural targets for 
suicide prevention interventions. 

 
2006: Kirby Report: Out of the Shadows at Last  
 
“Out of the Shadows at Last -- Transforming Mental Health, Mental Illness and Addiction 
Services in Canada” (Canada 2006) by the Standing Senate Committee on Social 
Affairs, Science and Technology, also known as “the Kirby report” was a Canadian 
milestone in mental health and  suicide prevention and reduction. The report laid out a 
vision for overhauling Canada’s mental health care attitudes and systems. The 
Committee noted VAC’s mental health activities and quoted Senior Assistant Deputy 
Minister Brian Ferguson: “… good mental health is important for re-establishment, good 
re-establishment programming is important for mental health”. This important principle 
emphasizes the importance of all VAC’s services in promoting good health and 
preventing suicidality among VAC’s Veteran clients. 
 
The report noted that “Unlike serving members of the Canadian Forces, Veterans are 
considered to be ‘insured persons’ under the Canada Health Act with respect to mental 
(and other) health services. For most veterans, Veterans Affairs Canada (VAC) does not 
provide health insurance to cover services above and beyond those offered by the 
provinces or territories, although income-qualified veterans may get some additional 
assistance. Veterans with disability pensions do receive financial coverage for treatment 
of their pensioned condition.”  
 
2008: Review for the U.S. Congress (Sundararaman et al (2008) 
 
Sundararaman et al (2008) in the U.S. Congressional Research Service conducted a 
limited narrative literature review of suicide prevention among Veterans. Their methods 
for gathering, analyzing and synthesizing lines of evidence were not provided. The report 
includes a brief overview of data systems for tracking suicide, and suicide rates in the 
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general and Veteran population. The report listed some suicide risk and protective 
factors from a few studies, and reviewed U.S. Congressional Actions that had been 
taken. 
 
2009: Canadian Association for Suicide Prevention (CASP) 
 
The Canadian Association for Suicide Prevention (CASP) put forward a comprehensive 
“blueprint” for suicide prevention in Canada (CASP 2009). CASP has been developing 
the blueprint systematically since 2004 in broad consultation across Canada. Their 
report does not provide information about how evidence was gathered and analyzed, 
and strengths of evidence are not provided for recommendations. The goal of the 
blueprint is to unite communities, governments, organizations and resources in Canada 
to prevent suicide. CASP notes that “Suicide-related behaviour is an action, not an 
illness, which can have a fatal outcome. It doesn’t result from a single cause. Suicide-
related behaviour (resulting in fatal and non-fatal outcomes) is the result of an interaction 
of complex biopsychosocial factors that include mental health issues and other 
conditions of risk such as social isolation, biological vulnerability, trauma, stress, family 
violence, illness, and substance abuse...” CASP listed detailed goals under four 
headings: Awareness and understanding; Prevention, intervention and postvention; 
Knowledge development and transfer; and Funding and support. 
 
2009: Evidence Review for US Veterans Administration  
 
The US Department of Veterans Affairs contracted the Greater Los Angeles Veterans 
Affairs Healthcare System and Southern California Evidence-based Practice Center 
(EPC) under contract to conduct a literature review of suicide prevention with a Veteran 
focus. The review was guided by three key questions: 
 

1. What are the new or improved suicide prevention strategies (e.g. hotlines, 
outreach programs, peer counseling, treatment coordination programs, and new 
counseling approaches) that show promise for Veterans? 

2. What solid evidence base supports the most promising strategies? 
3. What evidence is still needed to establish various strategies as the most 

promising (framed as research questions to guide and focus continued research 
to expand knowledge regarding the effectiveness of suicide prevention 
approaches)? 

 
Shekelle et al (2009) extended the evidence search by Mann et al (2005), adding a 
military Veteran focus. They used the GRADE system to determine and communicate 
strength of evidence. Their findings are summarized in  
Table 5. 
 
Table 5. Summary of findings by Shekelle et al (200 9). 
 

• “Multicomponent interventions in military personnel probably reduce the risk of 
suicide. (GRADE quality of evidence = Low, meaning further research is very 
likely to have an important impact on our confidence in the estimate of effect and 
is likely to change the estimate).  Multifaceted interventions are supported by 
consistent evidence, although of very mixed quality.  
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• “There are insufficient studies of suicide prevention programs specifically in 
veterans to draw conclusions (GRADE quality of evidence = Very Low, meaning 
any estimate of effect is uncertain) 

• “Psychosocial interventions following a suicide attempt are, at the very best, only 
minimally effective (GRADE quality of evidence = Moderate, meaning further 
research is likely to have an important impact on our confidence in the estimate 
of the effect and might change the estimate). 

• “There are insufficient data to reach conclusions about Community-based 
Suicide Prevention Centers (GRADE quality of evidence = Very Low , meaning 
any estimate of effect is uncertain) 

• “We found no studies that assessed the specific effectiveness of any of hotlines, 
outreach programs as primary prevention interventions, peer counseling, 
treatment coordination programs, and new counseling programs. 

• “Restriction of access to lethal means probably has an effect on cause-specific 
suicides, although its effect on total suicides is less clear (GRADE quality of 
evidence = Low, meaning further research is very likely to have an important 
impact on our confidence in the estimate of effect and is likely to change the 
estimate).” 

 
2010: CF expert panel on Suicide Prevention 
 
Canadian Forces Health Services (CFHS) convened an international expert panel in 
Halifax during September 2009 to consider suicide prevention from a serving military 
personnel perspective (Zamorski 2010). The CF expert panel modified the Mann et al 
(2005) framework, considered published and unpublished evidence and expert opinion, 
and identified interventions suitable to suicide prevention for still-serving CF personnel. 
Two VAC working group members attended this expert panel (Dr. Jim Thompson and 
Dr. David Ross).  
 
The CF expert panel identified additional targets to prevent or modify suicidal behaviour: 
leadership and operational factors, barriers to care (including stigma), and delivery of 
effective care (Figure 3). They also identified four additional types of interventions: 
organizational ones to mitigate stress and strain; selection, resilience training and risk 
factor modification; overcoming barriers to care, and systematic clinical quality 
improvement efforts. 
 
The expert panel noted that the CF has a strong, comprehensive, multifaceted suicide 
prevention program, and made a number of recommendations based on three 
cornerstones: excellence in mental health care, effective leadership, and aware and 
engaged personnel. The VAC working group believes that the recent increased focus on 
mental health and suicide prevention in the CF will equip Veterans and their families to 
prevent, recognize and deal with suicidality later in their life courses, after leaving 
service. 
 
  



VAC Suicide Prevention Framework                                                                 Page 66/73 

Figure 3. CF expert panel modifications to the Mann  et al (2005) framework for 
suicide prevention. 
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Appendix 4. Veteran Suicide Rates. 
 
According to the World Health Organization, “the world-wide suicide rate is 16/100,000 
persons ... suicide is among the three leading causes of death among those aged 15-44 
years in some countries and the second leading cause of death in the 10-24 years age 
group... these figures do not include suicide attempts which are up to 20 times more 
frequent than completed suicide ... Mental disorders (particularly depression and alcohol 
use disorders) are a major risk factor for suicide in Europe and North America; however, 
in Asian countries impulsiveness plays an important role. Suicide is complex with 
psychological, social, biological, cultural and environmental factors involved.”8 
 
Rate estimates and comparisons between them are limited by sample heterogeneity and 
varying definitions and methodologies. 
 
Suicidal Ideation and Attempts 
 
Suicidal ideation is considerably more common than suicide attempts, which in turn are 
much more common that completed suicide.  
 

• In the general US population, one study estimated 5.6% ideation, 0.7% attempts 
and 0.01% suicides (10.7/100,000) per year (APA 2003).  

• In a major European study, the lifetime prevalence was 7.8% for ideation and 
1.3% for attempts (Bernal et al 2007).  

• In a large, 17-nation interview study of 84,850 adults, Nock et al (2008) found 
that the lifetime prevalence of suicidal ideation, plans and attempts was 9.2%, 
and that 60% of transitions from ideation to plan and attempt occurred in the first 
year after ideation onset.  

• In Italy, the lifetime prevalence of suicide ideation, plans, and attempts was 3.0%, 
0.7%, and 0.5%, respectively (Scocco et al 2008).  

 
Military Veteran Suicide Rates in Other Nations 
 
In the United States, Kuehn (2009) noted that suicide rates were rising in the US military, 
and that intensive research efforts were under way to better understand and prevent 
suicides. Kang and Bullman (2009) reviewed the literature to find that rates of suicide 
had not been elevated in US Veterans of the Vietnam War or 1991 Gulf War. They noted 
that the recent increase in suicide rates among Veterans of Iraq and Afghanistan were 
elevated compared to the general US population, but the elevations were not statistically 
significant. 
 

• Farberow et al (1990) found that military service was not associated with suicide 
among Vietnam Veterans. Kaplan et al (2009) found, based on self-reported 
Veteran status that suicide rate was higher among those who self-identified as 
Veterans (27.4/100,000) than the general population (19.2/100,000).  

• A study by Kaplan et al (2007) found that Veterans self-reporting prior U.S. 
military service were twice as likely to die by suicide.  

• Kang (2008) reported on the risk of suicide among U.S. Veterans after returning 
from the wars in Iraq and Afghanistan. A database linkage study enabled them to 

                                                
8 http://www.who.int/mental_health/prevention/suicide/suicideprevent/en/ accessed 11 February 
2010. 
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connect the deployment records of 490,346 Veterans with U.S. Veterans Affairs 
health care records (US VA provides direct treatment). The overall suicide risk 
was not elevated. Suicide risk was increased (by 33%) for former active duty 
Veterans (i.e. not Reserve or National Guard), and for those with a diagnosed 
mental disorder (by 77%). Suicide risk was not increased for Reserve or National 
Guard Veterans.  

• Miller et al (2009) studied suicide rates in 0.5 million male participants of a 
cancer prevention program, finding lower rates among U.S. Veterans 
(21.7/100,000 person-years) than non-Veterans. They concluded that Veteran 
suicide prevention strategies should focus on factors other than Veteran status.  

• McCarthy et al (2009) found a higher suicide rate among male U.S. Veterans 
Health Administration patients (43.1/100,000 crude rate) and an elevated 
standardized mortality rate (1.66 CI 1.58-1.74) than the general population 
(23.2/100,000). This is not surprising, given that VHA patients are more likely to 
have health problems than the general population, and persons with health 
problems have higher suicide rates.  

• For example, Zivin et al (2007) found that a very large sample of US VA patients 
being treated for depression had a suicide rate of 89.6/100,000 person years.  

• Bullman and Kang (1996) found that U.S. Veterans who had been wounded in 
Vietnam had suicide rates significantly higher than U.S. Veterans in the general 
population, and that rates were higher among that group if they had been 
hospitalized more often with their wounds, or had two or more wounds.  

• Desai et al (2007) linked U.S. VA and U.S. National Death Index databases to 
find a decreasing trend in suicide rates over time for U.S. VA mental health 
outpatients over the period when there were extensive bed closures and system-
wide reorganization: 13.2/10,000 person-years in 1995, 11.4 in 1997 and 10.3 in 
2001.  

 
In the UK, Kapur et al (2009) and Fear et al (2009; DASA 2010) found that suicide rates 
overall were not higher among former UK military personnel than the general population, 
but the rate of men younger than age 24 years who had left service was greater than 
those still serving and in the general public, and rates of contact with specialized mental 
health services were lowest in the age groups at greatest risk of suicide.  
 
In Australia, Harrex et al (2003), in a followup mortality study half a century after the 
Korean War, found that the suicide death rate for male Australian Korean War Veterans 
was 53% greater than males in the general Australian population. However, those who 
completed their Korean War service prior to the end of the offensive in 1952 had 
significantly lower suicide death rates than the general population, however the rate for 
those who served in Korea after 1952 was higher than the general population. 
 
In Norway, Thoresen et al (2003, 2006) studied suicide in Norwegian peacekeeping 
Veterans, finding no difference from the general population when adjusted for marital 
status. Suicide was associated with deployment and negative life experiences. 
 
Police Veteran Suicides 
 
Hem et al (2001) conducted a critical review of published evidence on suicide rates in 
police, finding that recent national studies had not found elevated suicide rates in police 
personnel, but noting considerable methodological shortcomings in research evidence. 
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O’Hara and Violanti (2009) attempted to resolve some of the inconsistency by gathering 
data from all fifty US states for 2008. Police personnel are subject to physical and 
psychological trauma similar to that encountered by military personnel, and can 
experience adverse reactions including PTSD, which increase the risk of suicidality for 
those individuals (Violanti 2004, Maia et al 2007, Bar et al 2004, Marshall 2004). Police 
are on the front line in investigating suicides and callouts for people exhibiting suicidal 
behaviour (Matheson et al 2005), and imitation is a known mediator of suicidality.  
 
Stuart (2008), a researcher at Queen’s University in Canada, conducted a literature 
review, finding that research into police suicide largely emphasized only workplace 
trauma as a determinant of post traumatic stress reactions and organizational stressors 
as determinants of job stress, but not personality and styles of coping. Stuart noted that 
prevention strategies in serving police tended to focus on psychological debriefing and 
organizational change.  
 
We found only two references to suicides but not suicide rates in retired police officers 
(Cass and Gaska 1980, Hicks and Wood 2009) and none for civilian police officers who 
were Veterans of service in conflict deployments.  
 
Canadian Suicide Rates 
 
Suicide is among the top ten causes of death in the Canadian population and the second 
most common cause of death for Canadians aged 14-34 following accidents9, but it is 
still a statistically rare event. In the general Canadian population, there were 3,743 
suicide deaths in Canada during 2005, or 11.6/100,000 Canadians10. During 2001-05, 
more men (17.3-18.6/100,000) than women (5.0-5.4/100,000) completed suicide11, 
although women are more likely than men to attempt suicide (Langlois and Morrison 
2002).  
 
Suicide rates vary in certain regions of the country: 12.9/100,000 in Ontario and 
26.6/100,000 in Québec in 200312. Suicidal ideation is much more common than suicide 
attempts, which occur many times more often than suicide deaths. Suicide rates are 
much higher in certain populations such as aboriginal people, in whom psychiatric 
conditions were less common, but cultural stresses were high13. The suicide rate for 
aboriginal people in Nunavut during 1992-97 was 88/100,000 compared to 15/100,000 
for all persons living in the Western Arctic, and 13/100,000 for all of Canada at the 
time14. In 1997, the Canadian suicide rate was 12.3/100,000 overall, but was elevated at 
30/100,000 for both men aged 20-29 years and elderly men aged 75 and older (Weir 
2001). Suicide rates in the general population are higher among those with certain 
health problems.  
 

                                                
9 Statistics Canada. Leading Causes of Death in Canada – 2000 to 2004. Catalogue no. 84-215X. 
10 http://www40.statcan.gc.ca/l01/cst01/hlth66e-eng.htm accessed 11 February 2010. 
11 http://www40.statcan.gc.ca/l01/cst01/hlth66f-eng.htm accessed 11 February 2010. 
12 http://dsp-psd.pwgsc.gc.ca/Collection/Statcan/84F0209X/84F0209XIE2003000.pdf accessed 
11 February 2010. 
13 Suicide among Aboriginal People: Royal Commission Report.   
http://www.parl.gc.ca/information/library/prbpubs/mr131-e.htm accessed 11 February 2010. 
14 www.suicide info.ca/csp/assets/alert52.pdf accessed 11 February 2010. 
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Tien et al (2010) retrospectively determined causes of death for 91% (1,710) of 1,889 
active duty CF members who died during 1983-2007. They found that most died of 
physical injuries and illness. Thirteen percent (289) died of suicide, and few died of 
combat injuries (<5%). Other than suicide, none were recorded as dying from a mental 
health condition, although comorbid physical, mental and social health conditions were 
not determined, a usual limitation in retrospective cause-of-death reviews. A third of the 
deaths (35%) were attributed to individual behaviours, predominantly tobacco use, 
alcohol use and suicide, although as the authors point out this proportion might have 
been underestimated owing to study limitations. 
 
Canadian Forces Health Services examined mortality rates in serving personnel for 
1995-2008 (CFHS 2009). The rates for male CF personnel at 19.8, 19.0 and 17.8 for 
each five-year period were lower than the age and gender-adjusted rates for general 
Canadian population. Years were grouped owing to the small number of suicides. Rates 
could not be calculated for female personnel because there were so few (five in 15 
years).  
 
Wong et al (2001) examined suicide rates in Canadian UN Peacekeepers who had 
served in Bosnia. The overall adjusted rate was lower than the general population: 
12.6/100,000 for CF male personnel and 26.2/100,000 for civilians.  
 
A Canadian study of mortality in Gulf War Veterans found that the overall risk of suicide 
in both the deployed and non-deployed military cohorts was not different from the risk of 
suicide in the general population (Statistics Canada 2005). Kang and Bullman (1996) 
found lower suicide rates for U.S. Gulf War Veterans (16/100,000) than among those 
who had not deployed (17,100,000). Macfarlane et al (2000) found no significant 
difference in suicide rates for UK Gulf War Veterans versus those who had not deployed. 
 
Belik et al (2009) used data from the CF Mental Health Supplement to the Canadian 
Community Health Survey to study suicide attempts. They found the prevalence of 
lifetime suicide attempts for currently active Canadian military men and women was 
2.2% and 5.6%. They found that sexual and other interpersonal traumas were 
significantly associated with suicide attempts in both and women after adjusting for 
sociodemographics and mental disorders, and the number of traumatic events was 
positively associated with increased risk of suicide attempts. 
 
Suicide rates are not yet available for former Canadian Forces personnel (Veterans) 
living in the general population, or for VAC Veteran clients. Death certification falls within 
Provincial jurisdiction. Operating under legislative authorization, Statistics Canada 
collects cause of death data annually from the Provinces and collates it in a national 
death database15. Since the Provinces do not collect or submit information about 
whether citizens were former personnel of the Canadian Forces, then it is not possible to 
identify Veterans in the Canadian vital statistics system. Similarly, VAC cannot collect 
death data on  To make such identification requires linking CF data on who served in the 
CF with the death data submitted to Statistics Canada by the Provinces, and VAC data 
to identify VAC clients. This type of data linkage is sophisticated, complicated work and 
was not technically possible until recent years. In 2010, the Canadian Forces Mortality 

                                                
15 http://www.statcan.gc.ca/cgi-
bin/imdb/p2SV.pl?Function=getSurvey&SDDS=3233&lang=en&db=imdb&adm=8&dis=2 
accessed 11 February 2010. 
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and Cancer Study was launched by the Department of National Defence in collaboration 
with VAC. As of the writing of this report, Statistics Canada was working on the data 
linkage. Results for suicide rates are anticipated to be available in late 2010. 
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Appendix 5. Suicide Risks, Warnings and Protective Factors. 
 
Beginning in the late 19th century, research and suicide prevention was focussed on 
identifying risk factors, using the prevalence of suicidality in groups of people relative to 
other groups (US DHSS 2001). Risk factor research yielded useful information for 
population health efforts to decrease suicide rates, but is less useful in caring for 
individuals clinically.  The American Psychiatric Association guidelines (APA 2003) point 
out that, owing to the statistical rarity of suicide, it is impossible to predict suicide for an 
individual on the basis of risk factors alone or in combination. Pokorny (1983) studied 
suicides among 4,800 Veterans admitted to a US VA inpatient psychiatric service, 
finding that attempts using retrospective survey and other clinical data failed to predict 
who would suicide.  
 
There is still value in studying risk factors, but suicide also occurs in those with no 
apparent risk factors, which complicates matters for both public health policy at the 
population health level, and for clinicians assessing individuals. More recent research 
emphasizes warning signs and protective factors, in addition to risk factors, and seeks to 
explain causal relationships between all these factors. 

Risk factors alert families, friends, associates, gatekeepers, and clinicians to the 
possibility that a patient or client might be suicidal, and provide system managers 
with targets for population health interventions to reduce suicidality.  

Warning signs alert people around a suicidal person that suicidality might be 
present or imminent.  

Protective factors help to prevent a person from suiciding. Evidence for various 
factors is highly variable, ranging from strong to equipoise (strengths of evidence 
3, 2, 1 and 0). There is considerable commonality among cultures for risk factors, 
although details can vary. 

 
Research and experience with these factors is much more common for civilians than 
military or police personnel or Veterans. More research is required to understand suicide 
risk, warning and protective factors for Canadian military and RCMP Veterans. 
 
Appendix Table_. Suicide risk factors (adapted from APA 2003). 
 

• Mood and other psychiatric disorders (particularly major depression), including 
certain operational stress injuries such as PTSD, depression and anxiety. 

• Alcohol use and other substance disorders. 
• Certain chronic physical health problems particularly neurological, chronic pain, 

and cancer. 
• Male gender. 
• Disability, functional limitations. 
• Relationship difficulties, particularly intimate, and including therapeutic.  
• Loss of, or insufficient social supports, including living alone and homelessness. 
• Bereavement, separation, and divorce. 
• Elderly. 
• Insufficient social determinants of health, for example loss of or low income, 

indebtedness, unemployment and job loss, loss of social supports and 
relationships. 

• Certain personality traits. 
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• Family history of suicide, mental illness and substance use disorders. 
• Access to lethal means, gun ownership. 
• Certain cultural and racial groups. 
• Suicidal attempts. 
• Suicidal ideation. 
• Difficulty coping with stressful life events. 
• Reputation damage, threatened or ongoing disciplinary or criminal actions. 
• Incarceration. 
• Adverse childhood, prior abuse. 
• Shift work. 

 
Appendix Table_. Suicide warning signs (adapted from APA 2003 and Rudd 2008). 
 

• Withdrawal from family and other social activities. 
• Giving away possessions. 
• New interest in potentially lethal methods. 
• Suicidal ideation. 
• Suicidal intent. 
• Lethal plan. 
• Hopelessness, psychic pain, increased or unremitting anxiety. 
• Shame or humiliation. 
• Impulsiveness, aggression, agitation. 
• Certain cognitive states. 
• Discordance between statements and behaviours. 

 
Appendix Table_. Protective factors against suicide (adapted from APA 2003). 
 

• Effective treatment for mood and other psychiatric disorders. 
• Effective treatment for physical health problems. 
• Effective treatment for addictions. 
• Effective treatment for social problems. 
• Effective management of disabilities. 
• Practical safety plan for suicidal feelings. 
• Access to health care providers. 
• Abstinence from or responsible use of alcohol and drugs. 
• Participation in Alcoholics Anonymous. 
• Restricted access to lethal means. 
• Children at home except in mood disorder. 
• Sense of family responsibility. 
• Sense of belonging and usefulness. 
• Access to the social determinants of health, particularly financial. 
• Pregnancy (except post pregnancy with mood disorder). 
• Religiosity. 
• Satisfaction with life. 
• Social supports. 
• Problem solving skills and coping with life stresses. 
• Insight to personality traits that contribute to vulnerability. 
• Good therapeutic relationship. 


