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Abstract

Background: Peer specialists are hired, trained, and accredited to share their lived experience of psychiatric illness to support
other similar individuals through the recovery process. There are limited data on the role of peer specialists in suicide prevention,
including their role in intervention development.

Objective: To better understand peer specialists within the Veterans Health Administration (VHA), we followed partnership
community engagement and a formative research approach to intervention development to (1) identify barriers, facilitators, and
perceptions of VHA peer specialists delivering a suicide prevention service and (2) develop and refine an intervention curriculum
based on an evidence-informed preliminary intervention framework for veterans with serious mental illness (SMI).

Methods: Following the community engagement approach, VHA local and national peer support and mental health leaders,
veterans with SMI, and veteran peer specialists met to develop a preliminary intervention framework. Next, VHA peer specialist
advisors (n=5) and scientific advisors (n=6) participated in respective advisory boards and met every 2-4 months for more than
18 months via videoconferencing to address study objectives. The process used was a reflexive thematic analysis after each
advisory board meeting.

Results: The themes discussed included (1) the desire for suicide prevention training for peer specialists, (2) determining the
role of VHA peer specialists in suicide prevention, (3) integration of recovery themes in suicide prevention, and (4) difficulties
using safety plans during a crisis. There were no discrepancies in thematic content between advisory boards. Advisor input led
to the development of Suicide Prevention by Peers Offering Recovery Tactics (SUPPORT). SUPPORT includes training in
general suicide prevention and a peer specialist–delivered intervention for veterans with SMI at an increased suicide risk. This
training aims to increase the competence and confidence of peer specialists in suicide prevention and the intervention supports
veterans with SMI at an increased suicide risk through their recovery process.

Conclusions: This paper intends to document the procedures taken in suicide prevention intervention development, specifically
those led by peer specialists, and to be a source for future research developing and evaluating similar interventions.
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Introduction

Suicide prevention is the top priority for the US Department of
Veterans Affairs (VA). The 2023 National Veteran Suicide
Prevention Annual Report described increases in veteran
suicides between 2020 and 2021 [1]. Moreover, certain groups
remain at high risk for suicide. For example, veterans with
serious mental illness (SMI, eg, psychosis and bipolar disorders)
have more than twice the rate of suicide and death ideation
compared with nonveterans with SMI [2] and higher suicide
rates compared to the general US and veteran populations [3].
Among veterans who recently used Veterans Health
Administration (VHA) services, veterans with bipolar disorder
had increased rates of suicide deaths from 2001 to 2021 [1],
while those with schizophrenia had increased rates from 2019
to 2020 [4] but an overall decrease in suicide deaths from 2001
to 2021 [1]. All these individuals interacted with the VHA. As
such, the VHA may be an ideal space to intervene and prevent
future suicides.

There may be a limit to impact and usefulness of current suicide
prevention standards of care for those with SMI. In a review of
trials with suicide outcomes, researchers found that 61.7% of
all trials and 75% of psychotherapy trials excluded individuals
based on psychosis [5]. Relatedly, those with SMI are difficult
to engage in and retain in treatment [6], experience cognitive
impairments [7-11], and have limited social supports [12-15].
Therefore, veterans with SMI are an important high-risk group
to target for suicide prevention interventions tailored to their
unique needs.

An overarching emphasis for psychosocial treatments for SMI
in the VHA is “recovery,” a process of change in which
individuals strive to build a fulfilling life regardless of
challenges stemming from mental health conditions [16]. A
vital aspect of the recovery model is the importance of peer
support, a nonmanualized form of social support in which people
with similar challenges (eg, psychiatric and substance use
disorders) help one another by sharing information and
perspectives, helping develop problem-solving skills, and
serving as successful role models [17].

Peer specialists are individuals who are certified and trained to
use their own lived mental health experiences to support others
through the recovery process and are paid or unpaid employees
of the mental health system [18]. In VHA, peer specialists must
be veterans themselves, and the ~1400 currently employed
VA-wide are considered a vital part of VHA mental health
recovery services [19]. VHA peer specialists are available to
work with veterans once they are connected to care and provide
recovery-oriented support as an adjunctive service; peer
specialists may also provide outreach to veterans not enrolled

in VHA. VHA peer specialists’ scope of practice includes
modeling recovery and engendering hope, supporting active
engagement in treatment, providing step-down recovery support,
encouraging skill use, helping veterans advocate for themselves,
and connecting veterans to VA and community resources [19].
Recent reviews of peer support services both in and out of VHA
have documented a variety of positive outcomes for service
users with SMI (eg, reduced inpatient use and improved
recovery, hope, empowerment) [18,20], although some studies
found little to no impact on outcomes [18,20,21]. Conclusions
from these reviews highlight the need for increased
methodological rigor in studies including peers.

Peer specialists are a potentially promising but untested adjunct
to clinician-delivered suicide prevention. A recent review of
peer specialist–based suicide prevention approaches concluded
that they are feasible, including no major negative effects [22].
Peer specialists can address hopelessness, shame,
burdensomeness, and social isolation, all psychosocial factors
associated with suicide risk according to the interpersonal theory
of suicide [23]. VHA peer specialists can screen for suicide but
are not permitted to conduct comprehensive risk assessments.
Furthermore, in VHA, peer specialists are already often working
with individuals at high risk for suicide [24]. For example, data
from a recent review of all services provided by all VHA peer
specialists showed that 8% of the veterans they work with had
a “high-risk suicide flag” on their medical record [25].
Qualitative data from peer specialists and clinicians working in
a civilian suicide aftercare program indicate that peer specialists
positively value working in suicide prevention [26]. Therefore,
there is a need to improve the methodological rigor of peer
support for SMI as well as systematically develop peer-delivered
interventions to decrease suicide risk.

To create a peer-delivered suicide prevention intervention, we
applied a formative research approach to intervention
development [27]. The primary focus was including veteran
peer specialists’ input to allow for equal decision-making with
academic researchers in the intervention development [28,29].
We focused on potential role challenges that VHA peer
specialists may experience in suicide prevention, including the
recovery model of mental health and the intersection with other
suicide prevention best practices. In this paper, we describe the
results of a series of advisory meetings with the aims to (1)
identify barriers, facilitators, and perceptions of VHA peer
specialists delivering a suicide prevention service and (2)
develop and refine an intervention curriculum based on an
evidence-informed preliminary intervention framework.
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Methods

Study Design
This overall study design is a combination intervention

development approach [27] with a specific focus on a
partnership through community engagement [29]. Figure 1
displays the methodological process of this study and is in
chronological order unless otherwise specified as part of an
iterative process.

Figure 1. Methodological process of community-engaged partnership intervention development approach. VHA: Veterans Health Administration.

Ethical Considerations
The VA San Diego institutional review board (IRB approval
H210132) approved the larger research trial in which this paper
reports on the initial phase (ClinicalTrials.gov NCT05537376).
All advisors provided verbal informed consent. No monetary
compensation was provided for participation.

Preliminary Research—Knowledge Building

Developed Knowledge of VHA Suicide Prevention
Priorities and VHA Peers Specialists’ Role
In this approach, we first identified gaps in current suicide
prevention interventions and standards of care, including
understanding the current state of the literature (as documented
in the Introduction section), intervention development
methodology among those with lived experience [30-32], and
community-engaged research to inform intervention
development [29,32]. Next, the principal investigator (PI, SAC)
held a series of informal discussions with various VHA local
and national peer support and mental health leaders, which
highlighted encouraging support for VHA peer specialists to
be involved in suicide prevention efforts while remaining inside
their scope of practice. Simultaneously, the PI sought out and
established relationships with scientific experts in suicide
prevention, SMI, peer support services, and intervention design.
These experts were identified as leaders in their fields by
recommendations by others the PI spoke with and some were
previously known to the PI. Experts in all areas echoed the same
message as VHA leaders. SMI experts specifically emphasized

considering cognition when tailoring interventions for
individuals with SMI or anyone in an emotional or suicidal
crisis. To date, compensatory cognitive strategies [33,34] have
not been used to improve learning and recall in the context of
suicide prevention interventions but may be crucial as cognitive
impairments may limit the ability to recall and engage in
preventive behaviors and intervention strategies.

Defined the Problem
Preliminary research, based on the new knowledge acquired,
was then conducted. This research focused on further
understanding the important role of safety planning (ie, a 6-step
plan collaboratively completed with a provider and a veteran
to identify when the veteran is becoming suicidal and what
specifically the veteran can do next [35,36]) as a suicide
prevention intervention standard of care given the calls for future
research on safety planning [37] and that many trials with
suicide-related outcomes exclude individuals on the basis of
psychosis [5]. This preliminary research found that increased
social support is needed during a suicidal crisis [38,39], that
veterans welcome the use of peers in suicide prevention care
[40,41], and that improved ability to remember and use one’s
safety plan is needed [42-44]. Further conversations were needed
to determine whether peers could enhance safety planning.

Early Phase Research—Consultation

Discussions With Community Members
Valuing veteran peer specialists’ perspectives on their potential
role in suicide prevention, the PI first met with a group of 5
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veteran peer specialists across the country interested in providing
input as identified by a community liaison expert. Then, the PI
joined the monthly meeting of the 9 local VHA peer specialists
via invitation from the local recovery coordinator. Across
meetings, a major discussion point was “recovery planning,”
the prime example being the Wellness Recovery Action Plan
(WRAP) [45]. WRAP is a peer-delivered, evidence-based
intervention for those with SMI. WRAP centers on identifying
broad warning signs of mental illness, developing wellness or
coping tools for functional independence, planning for
day-to-day effective living within one’s community, and
building a crisis and postcrisis plan. WRAP focuses broadly on
mental health and shares aspects with suicide safety planning.
Although no formal protocols have been tested to adapt recovery
planning for suicidal crises, veteran peer specialists informally
shared that they have successfully used WRAP with individuals
who are suicidal. Given the added benefit of interventions that
directly target suicidal ideation and behaviors [46,47], a
suicide-focused, WRAP-inspired plan delivered by peer
specialists would allow for a recovery-oriented approach to
enhance safety planning for veterans with SMI.

Designed and Sought Feedback on Preliminary
Intervention Curriculum Framework
Following these conversations, a preliminary intervention
curriculum framework was designed. Core concepts included
valuing recovery, using wellness tools broadly and when
suicidal, setting recovery goals, daily planning development,
and learning (ie, cognitive training) strategy identification. This
first iteration was reviewed by a VHA peer specialist, and, with
verbal consent, the VHA peer specialist then explored the core
concepts with 3 veterans with SMI. Both the VHA peer
specialist and the veterans with SMI shared that the core
concepts were relevant and acceptable to discuss in a peer
support appointment. Notably, the VHA peer specialist
expressed increased comfort, competence, and confidence in
suicide prevention care following review of this intervention
framework. Local and national VHA leadership provided
feedback on the intervention framework and study design in
one-on-one meetings over the study planning period. Leadership
feedback remained centered on keeping the service within a
VHA peer specialist’s scope of practice.

Full Partnership

Established VHA Peer Specialist Advisory Board and a
Scientific Advisory Board
Five of the 9 locally employed peer specialists approached
agreed to formally participate on a peer specialist advisory
board. These advisors were provided with an informational
sheet and provided verbal consent for their participation. All
advisors on this board were peer specialists employed by the
VHA and provided peer support services in mental
health–related clinics and outreach teams. Peer specialist
advisors attended eight, 30- to 60-minute meetings via
videoconferencing to discuss the 3 themes in aim 1.

Of the scientific experts who provided input in the knowledge
development phase, 6 scientific advisors were approached based
on the sustained relationship with the PI and the unique area of

expertise they championed. They all agreed to participate on
the scientific advisory board. The scientific advisors included
experts in suicide prevention, SMI, VHA peer support services
and implementation, and intervention design and development.
The scientific advisors attended one-on-one meetings with the
PI and met regularly in small breakout groups every 3-4 months
via videoconferencing. Each meeting focused on questions
pertaining to the scientific advisors’ expertise area to best use
that expertise to enhance the intervention and subsequent
implementation.

Advisory Board Meetings
The PI moderated all advisory board meetings. Before each
meeting, advisory board members reviewed the current
intervention material. They could provide written feedback in
addition to providing their verbal feedback during the meeting.
Discussion questions were posed in the following predetermined
key areas in each meeting: (1) scope of practice (eg, how would
this intervention change or enhance a peer specialist’s duties?);
(2) content (eg, what do you think about a person thinking about
suicide setting long-term recovery goals?); (3) intervention
design (eg, how many appointments should be provided to cover
the material?); (4) suicide prevention interventions (eg, what
role should safety planning play in the intervention?); (5)
training (eg, how much background suicide prevention
information should be provided?); and (6) study design (eg,
what role do the peer specialists delivering the intervention play
in relation to the research team?). Meetings were audio-recorded
with verbal consent. Advisors were not given compensation
due to the nature of funding available.

Reflexive Thematic Analysis Process
Observational notes were collected in real time by 2 research
staff members who were in attendance and directly after the
meetings by the PI. Audio recordings of the meeting discussions
were transcribed. A reflexive thematic analysis process was
used after each meeting [48,49]. One research staff member and
the PI read a transcript to familiarize themselves with the data.
Then initial codes of the first meeting’s transcripts for each
advisory board were generated noting these codes using Word’s
(Microsoft Corp) comment function. Discrepancies were
addressed and then codes were collaboratively determined for
the remaining meetings. Codes were added into Excel (Microsoft
Corp) and organized by potential theme. Themes were then
finalized. Intervention material revisions by the research staff
included all feedback and were provided to advisors to review
1 month prior to the next meeting. This process was iterative
and discussed with the full research team. The process for each
subsequent meeting was repeated.

Results

VHA Peer Specialist Advisory Board Contributions

Overview
VHA Peer Specialist Advisory Board themes included (1) the
desire for suicide prevention training for peer specialists, (2)
determining the role of VHA peer specialists in suicide
prevention, (3) integration of recovery themes in suicide
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prevention, and (4) difficulties using a suicide safety plan during
a crisis.

Desire for Suicide Prevention Training for Peer
Specialists
Peer specialist advisors were unclear what they are “allowed”
to do when working with an individual at high risk for suicide,
specifically when that individual was already known to be at a
higher risk; they desired training to address these uncertainties.
The peer specialist advisors believed that they did not have the
confidence and competence to work with someone who is at a
high risk for suicide (eg, “I’m worried I won’t know what to
do or say [when someone says they are suicidal].”).

Determining the Role of VHA Peer Specialists in Suicide
Prevention
The peer specialist advisors were unclear of the role of their
direct clinical supervisor when a veteran is already identified
to be at an increased risk of suicide (compared with whether
the risk was newly identified by the peer specialist, eg, “I’ve
been told to just bring my supervisor in at any mention of
suicide.”). At the same time, peer specialist advisors indicated
that they felt that they could do more for a veteran at an
increased risk for suicide instead of immediately bringing in a
licensed provider (eg, their clinical supervisor) to address the
risk (eg, via a comprehensive suicide risk assessment [48]) if
they had the necessary training (eg, “I feel like I can do more
for suicidal veterans, but I’m not sure what I am allowed to
do.”). Peer specialist advisors believed that they should have
more autonomy when it comes to working with veterans at risk
for suicide (eg, “We can adapt to what is needed in the moment
… that’s what we’re best at.”). These advisors expressed interest
in continued participation in future phases of study, including
providing informed consent to deliver the intervention and to
share their experiences.

Integration of Recovery Themes in Suicide Prevention
Unique skills peer specialists bring to a suicidal crisis are
discussions of recovery and recovery planning (eg, “…I’ve been
there and, even if I don’t have the exact same experience, I can
still share my story to show that recovery is possible…”). A
suicide-focused recovery plan was welcomed by advisors (paired
with the appropriate suicide prevention training) as it (1) is
within their scope of practice to complete a recovery plan with
a veteran and (2) would provide them an intervention that is
focused on suicide when they encounter a veteran at an increased
suicide risk. Advisors agreed that this type of plan would be
useful for veterans before and after a suicidal crisis, suggesting
that this intervention could be for veterans at varying risk levels.
Establishing rapport at the beginning of the interaction with
veterans, focusing on strengths (eg, “specifically, reasons for
living”), and modeling effective communication of suicidal
thoughts were desired components to include in this intervention.

Relatedly, in developing the design of this intervention, advisors
made a series of requests based on the recovery model. First,
they asked for the intervention to follow a similar order as other
recovery-oriented interventions they deliver in VHA, such as
Whole Health. They stated that the general format should start
with psychoeducation, move into inspiring hope, and then focus

on recovery goals and social connection through daily action
planning. Advisors noted that they liked “the option to have
multiple versions” of certain materials. For example, the veteran
could choose what format they prefer to use for their learning
strategies (eg, post-it notes and mobile phone calendar). Finally,
the advisors recommended a “triage approach” of what
intervention material to focus on first (ie, asking about suicide)
and then a hierarchy of recovery topics to target next in each
appointment.

Difficulties Using a Suicide Safety Plan During a Crisis
In discussing the current standards of care for suicide prevention,
the advisors reported potential difficulties with using suicide
safety plans during a crisis based on their own lived experience
of using a safety plan. Advisors expressed needing something
shorter (eg, “a reminder of just my main reason for living and
whom I am going to call”), instead of a 1-page or longer
document when in a crisis. Advisors also suggested that this
shorter plan should be recovery- and strengths-focused as well
as “pocket-sized.” Wallet-sized hard copies and digital phone
backgrounds with the pertinent information were discussed to
have options to meet the needs of varying veteran preferences.
Advisors expressed that while veteran patient treatment manuals
are helpful for some, the option of translating any curriculum
to memorable subelements may be beneficial especially when
in a suicidal crisis. Relatedly, they suggested strategies for
reminding a veteran to engage with their plan (eg, “Have you
ever thought about the use of cell phones or alarms to help
people with their daily goals? It’s something I try to use because
I’m really good at getting lost in my mind.”). Ultimately, they
requested to not have safety planning play a direct role in the
intervention except for reviewing the veteran’s safety plan with
them if they indicated that they were at higher suicide risk
following VHA mandates.

Scientific Advisory Board Contributions
The scientific advisors’ recommendations were consistent in
many respects to the VHA Peer Specialist Advisory Board’s
contributions. They echoed the desire for peer specialists to
play a valued role in suicide prevention and supported suicide
prevention and intervention training for peer specialists within
VHA (ie, theme 1). The scientific advisors focused on the peer
specialists’ scope of practice within suicide prevention (ie,
theme 2), which shaped the overall study design and outcomes
as well as the intervention curriculum. There were no
discrepancies between the advisory board’s feedback on the
intervention.

In determining the role of peer specialists within suicide
prevention (ie, theme 2), scientific advisors discussed the
boundaries of VHA peer specialists’ scope of practice to address
suicide risk (eg, promoting hope but not providing
comprehensive suicide evaluations) and concerns from national
advisors regarding the protection of peer specialists in this work.
Possible iatrogenic effects to the peer specialists were considered
paramount. Scientific advisors suggested peer specialists already
hired at VHA as part of the Mental Health Care Line to serve
as the peer specialists delivering the intervention in the study.
The basis of this suggestion was made on funding availability
as well as to further illuminate VHA peer specialists’ roles on
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site, clinic feasibility, and future broader implementation needs.
However, including peer specialists as participants in the study
was an ongoing point of debate. Some scientific advisors
believed that peer specialists should be treated as any other
member of the research team—and therefore not participants
in the study. Other advisors as well as the local IRB requested
peer specialists delivering the intervention to be considered
participants (ie, provide informed consent and data) to better
learn about potential iatrogenic effects of peer specialists
delivering a suicide prevention intervention. To settle this, both
sides of the argument were presented to the VHA Peer Specialist
Advisory Board, and it was agreed that peer specialists already
hired within VHA will be consented participants as part of the
study design and documentation of their roles will be pertinent
outcomes to the overall study.

In terms of intervention materials and navigating challenges of
current standards of care in suicide prevention (ie, themes 3 and
4), scientific advisors focused primarily on the need for
compensatory cognitive strategies to increase salience and recall
of intervention materials. Similarly, they provided formatting
recommendations for the veteran workbook.

Preliminary Curriculum

Overview
Based on the input from both advisory boards, we developed
Suicide Prevention by Peers Offering Recovery Tactics
(SUPPORT). The aims of SUPPORT are two-fold: (1) increase
competence and confidence of peer specialists in suicide
prevention and (2) assist veterans with SMI at increased suicide
risk through the recovery process.

Training
The request for suicide prevention training by advisors led to
the development of a training manual tailored to VHA peer
specialists including two main sections: (1) a general suicide
prevention training that can be a stand-alone training for any
peer and (2) a training for VHA peer specialists in how to deliver
a recovery-oriented, evidence-informed intervention for veterans
with SMI at an increased suicide risk (Multimedia Appendix
1). The complete SUPPORT training includes two 4-hour
training days. Adapting from other suicide prevention models
for peer specialists [49], Figure 2 demonstrates the procedure
in which peer specialists can ask directly about suicidal thoughts
and an algorithm for when to incorporate intervention by a
licensed provider.

Figure 2. Peer specialist protocol for directly asking about suicidal thoughts and what to do next. PI: principal investigator.

Supervision and Consultation
As part of ongoing training, a study consultation group is also
provided biweekly (timing based on the peer specialists’ request)
after the complete SUPPORT training. The consultation group,
comprising the peer specialists delivering SUPPORT, research
staff, and a licensed clinical psychologist, serves as a dedicated
time to discuss immediate concerns; receive feedback on
SUPPORT appointments; discuss and process general concerns,

fears, and questions; and discuss implementation or other
administrative topics.

Intervention Content
The SUPPORT intervention is designed to promote enhanced
personal recovery, quality of life, and connectedness to foster
effective management of veterans’ suicidal thoughts and
behaviors (Figure 3). As is typical with other peer support
services, the SUPPORT intervention augments and complements
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ongoing care (eg, case management, individual therapy, and
psychiatric medication appointments).

After completing a comprehensive mental health evaluation
with a licensed VHA provider, the veteran will meet with their
peer specialist for approximately four 50-minute appointments
to discuss and mutually share elements of value-based living,
recovery and action planning, and compensatory cognitive (ie,
learning) strategies. Including learning strategies as part of the

SUPPORT intervention may improve learning of concepts,
memory for intervention elements, prospective memory for
symptom self-evaluations, review of intervention material, and
promote general functional and social recovery. The final result
is pocket-sized hard copy or digital set of 4 reminders for living
(ie, the veteran’s main reason for living, what the veteran is
most hopeful about, the veteran’s recovery goal, and who the
veteran is going to call in a suicidal crisis).

Figure 3. Suicide Prevention by Peers Offering Recovery Tactics intervention preliminary intervention curriculum.

Discussion

Principal Findings
Over 18 months, the research team built trust and relationships
with peer specialists and scientific advisors across the United
States to design a suicide prevention intervention for veterans
with SMI using the recovery model. Partnership engagement
consisted of contacting potential partners via email to determine
interest, building relationships with potential partners, creating
2 separate advisory boards, and meeting separately with both
advisory boards to include their input and equal decision-making
in the intervention development process. A peer
specialist–delivered suicide prevention intervention and a suicide
prevention training for VHA peer specialists were developed.
This work adds to the literature of lived experience–driven
intervention design and development in suicide prevention
[30,31]. The steps reported here are intended to document the
procedures taken in suicide prevention intervention
development, specifically those led by peer specialists, and to
be a source for future research developing and evaluating similar
interventions.

Lessons Learned
This research paper depicts lessons learned, but 3 additional
lessons are worthy of discussion. The first focuses on staffing.

Peer specialists, clinical supervisors, and leadership changes
are necessary considerations in VHA training and intervention
development work. This study saw turnover of local leadership,
leading to delays in the community engagement process due to
the uncertain structure of local peer support services. This
process will continue to be carefully documented to support
related work throughout the remainder of the study. Second,
the research funding for this project precludes compensation of
VHA employees for study activities. That is, peer specialists
employed by VHA—the target population of advisors and
deliverers of the intervention—were not eligible for study
compensation. Other than monetary compensation, such as time
off, should be considered. Third, limited models for advisor
engagement exist [50], especially in suicide prevention
intervention development [30,51]. Although there are relevant
models to draw from in other areas [28,32,52], some of which
focus on important diverse and underserved populations [53],
and there is a need for clear documentation of partnership
engagement in this intersection.

Limitations
While this study adds to the community engagement literature
in suicide prevention intervention development studies, it has
limitations. The advisory boards included a small number of
individuals who were self-selected and, therefore, may differ
from the larger population the study aims to serve. Due to IRB
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constraints, the advisory board excluded veterans who were not
peer specialists. To rectify this, veterans recruited as participants
in the implementation phase will participate in qualitative
interviews to include their perspectives in refining the
intervention. Moreover, while initial advisors included veteran
peer specialists outside of VHA, the final advisory board is
made up of only VHA-employed peer specialists. Therefore,
these findings may not generalize to other community or clinical
settings where peer specialists are less common or may have
different roles and levels of interaction with patients.

Conclusions
As Watling et al [30] suggested, a combined methodology is
presented here. To further refine these materials, a 2-phase study

design that continues to involve these advisory boards is
underway. In the remaining portion of phase 1, the research
team will train VHA peer specialists via an open pilot trial and
continue to monitor the role of the peer specialists as research
team members and study participants. Individual semistructured
qualitative interviews of the peer specialist and veteran
participants will be conducted, and materials will be revised
based on these interviews and ongoing input from both advisory
boards. The open pilot trial of phase 1 is actively recruiting as
of August 2023. This partnership approach to intervention
development champions the crucial elements of including voices
with lived experience of suicidal thoughts and behaviors in
research design, testing, and implementation.
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Abbreviations
IRB: institutional review board
PI: principal investigator
SMI: serious mental illness
SUPPORT: Suicide Prevention by Peers Offering Recovery Tactics
VA: Veterans Affairs
VHA: Veterans Health Administration
WRAP: Wellness Recovery Action Plan
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