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BACKGROUND

 Vermont's suicide rate > U.S. rate for the last
15 years through 20241

« >50% of suicide deaths in Vermont are by
firearm: 40% of firearms deaths and 46% of
all suicide deaths involved visit to an ED
within a year'2

« 2022: Vermont Program for Quality in
Healthcare (VPQHC) quality improvement
project focused on suicide care and lethal
means safety with 14 ED's began

» Lethal means safety counseling in EDs
should be considered a priority.

» EDs can significantly decrease suicide
behaviors by increasing screening and
implementing safety planning?

METHODS

Mixed-methods study assessing attitudes and
practices related to suicide care and lethal
means safety

* |nterviews were conducted with ED personnel
involved in lethal means safety in
three participating EDs during fall 2025

* Virtual interviews were conducted by two
Larner College of Medicine students,
then recorded, transcribed, de-identified

* Interviews analyzed and coded, thematic
analysis conducted following Braun and

Clarke’s framework (2008).

« Zero Suicide Organizational Self-Study
assessments from twelve participating
hospitals were reviewed to supplement
interviews.

/ “We're always having new \
changes thrown at us, so it's a lot
of overload for staff ... figuring
out where the priorities are and
what's important in the moment ...

\ we're juggling so many things” /

Nathaniel Roeder!, Andrew Root’, Nick Nichols?, Thomas Delaney, PhD

'Larner College of Medicine at the University of Vermont, 2Vermont Department of Health

RESULTS

Resource Limitations and Operational Pressures

High patient volume, limited staffing and psychiatric coverage, competing priorities, and
emotional strain reduce capacity for suicide prevention practices.

» Likert mean rating of 2.6 for adequate funding
Ambiguity Iin Roles and Responsibilities

Unclear responsibility in suicide screening, lethal means counseling, safety planning,
documentation, family communication, and coordination across teams including VPQHC.

» Likert scores show high adoption of the statewide initiative and well-defined roles (Means:
4.8-5.0), while interviews reveal unclear responsibilities amid complex care pathways.

System Complexity and Fragmentation

Fragmented workflows, multiple documentation platforms, legal requirements, and interagency
coordination challenges limit consistent implementation.

Varied Perspectives on Suicide Prevention

Mixed confidence in the relevance, feasibility, and effectiveness of standardized suicide
prevention and questioned the ED as an appropriate setting.

s N
“We just need more mental health services in general. More inpatient facilities,

more outpatient help, more care managers out in the community.”
N Y

Staff members have well-defined roles and responsibilities in suicide prevention efforts.

o

Our hospital/ED has effectively adopted Vermont’s Suicide Prevention in Emergency
Departments Quality Improvement Initiative.

Our emergency department has clear, standardized protocols for lethal means safety
counseling.
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Since implementing the statewide initiative, we have observed measurable improvements in
suicide prevention care.
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Staff resistance or lack of buy-in has been a significant barrier to implementing lethal means
safety interventions.

Time constraints and logistical challenges (e.g., access to gun locks or medication
lockboxes/bags) limit our ability to provide effective lethal means counseling.

W
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Our ED staff receives regular training on suicide prevention and lethal means safety.

w
N

Funding and resources for lethal means safety interventions and suicide prevention efforts
are sufficientin our ED.

N
fp

Figure 1. Average ratings for scaled items (N = 5). Strongly disagree: 1. Disagree: 2. Neutral: 3. Agree: 4. Strongly agree: 5.

Plans included in collaborative safety planning

document 83.3

Staff training on lethal means safety 83.3

Training for staff on means restriction on both
logistics and counseling skills

66.7

58.3

Written policy for lethal means safety 58.3 Process includes confirmation of removal of means

Policy includes plans for review of means restriction
with individual in care

EHR integration for lethal means safety 33.3

Policies identify minimum actions required to

- 25
document and ensure menas restriction

% Respondents Yes % Respondents Yes

Figure 3. Clinical Processes and Policies for Means Restriction
Implementation.

Figure 2. Hospital implementation of lethal means safety
practices.
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DISCUSSION

Despite variation in staff perspectives on the
effectiveness of suicide care practices, they were
broadly considered worthwhile.

Perceived challenges included staffing and
resource allocation.

Thematic analysis revealed confusion among
care teams concerning roles and responsibilities
of those involved.

Considerable variation across ED's in approach
to suicide care and lethal means safety and
community mental health center engagement

RECOMMENDATIONS

Effective ED lethal means safety should
emphasize training for core staff and clear
designation of roles

Development of additional tools and/or the
guidance on use of legal procedures for the
removal of firearms

Further study comparing perceptions of
enhanced screening utility with availability of
psychiatric resources at emergency departments

In resource limited settings, relationships with
external community mental health programs
should be prioritized

Additional mental health resources and services
are needed at all levels of care
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