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Abstract

Suicide is a complex and challenging topic to openly discuss with others, let alone discuss with

healthcare providers. It is often talked about in private or not at all. Suicide is a crucial topic that

is essential for healthcare providers and patients to talk through. A provider’s ability to readily

identify and treat patients considering suicide is a critical skill that is often overlooked.  This

project aimed to improve healthcare providers’ confidence and competence to readily identify

suicidal warning signs and ideations and increase the providers' knowledge on preventing their

patients from self-harm. The evidence-based educational tool utilized in this project was the QPR

Online Gatekeeper Training module. A logic model was used to guide the design and planning of

the project, and the John Hopkins, PET Management Guide, aided the implementation and

evaluation of this project. Participants completed an online educational module and a

pre/post-survey. The results from the post-survey were then compared to pre-survey results to

determine if the module successfully increased the knowledge regarding suicide prevention

amongst HCPs that participated in the training.
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Suicide Prevention in Primary Care

According to Moutier (2020), suicide is a leading cause of death globally with

devastating emotional and societal costs, yet it is generally preventable. Training all healthcare

workers in suicide assessment and prevention and investing in crisis support systems can help

decrease suicide rates (Risk factors, protective factors, and warning signs, 2019). Despite recent

slight declines in suicide mortality, rates in the United States have remained at their peak since

the early 1940s. There is concern about suicide trends in specific vulnerable groups, as defined

by geography, age, race and ethnicity, sexual and gender minority, military membership, and

incarceration (Martínez-Alés et al., 2021).

Three strategies stand out for their positive implications from a population-level suicide

prevention standpoint. The three strategies limit access to lethal means, social media coverage of

suicide death, and suicide prediction using novel research and clinical approaches

(Martínez-Alés et al., 2021). Previous studies have shown that Dutch suicides were unknown in

mental healthcare settings (Terpstra et al., 2018). Thus, this has demonstrated the importance of

identifying and assisting people with suicidal ideation in healthcare and community settings such

as social services (Terpstra et al., 2018).

Another Dutch organization, whose main goal was to decrease suicide prevention rates by

encouraging the realization of suicide prevention activities, undertook to disseminate gatekeeper

training in community settings (Terpstra et al., 2018). The results from this study have shown

that the movement was effective in all employment sectors and improved the participants’

knowledge of suicide and addressing suicidality. So, it increased their self-confidence to conduct

a dialogue on suicide and suicidal thoughts, and all participants benefitted from the training

(Terpstra et al., 2018).
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Background and Significance

Moutier (2020) described suicide prevention in the COVID-19 era requires addressing

the pandemic-specific suicide risk factors and pre-pandemic risk factors. Several risk factors

could increase the overall population risk for suicide and further affect an individual’s mental

and physical health. Without suicide surveillance and education regarding the effects of the

pandemic on one’s emotional health, further social disconnects, loneliness, and even harm to self

may occur. Despite the updated guidelines for suicide prevention training in psychology, social

work, and so forth, in the US, formal training in suicide risk assessment and management

remains limited (Melton & Coverdale, 2009).

Moutier (2020) notes that overall increases in help-seeking are associated with suicide

risk reduction and are an essential indicator of diminishing risk. However, stigma experienced

during a clinical encounter by patients is problematic because it can create barriers to accessing

adequate clinical care and compromise relationships, further marginalizing at-risk populations

(van Brakel et al., 2019).  A study done by Davidson (2021) investigated the implementation of

stigma-reducing training in primary care clinicians. It looked into the possible stigma

surrounding the care of individuals with serious mental health illnesses. It is possible that

reducing stigmatizing attitudes by primary care clinicians through educational training could

ultimately improve other aspects of care. Thus, standardized clinician training to reduce stigma

may have countless therapeutic effects, lead to patients receiving accurate diagnoses, and

increase empathy and compassion experienced during the clinical encounter (Davidson, 2021).

Problem Statement
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There is evidence that numerous programs, practices, and policies currently exist to

improve suicide prevention (Stone et al., 2017). Moutier (2020) explains that health care teams

and individual clinicians should provide suicide preventative care delivery. Health care teams

can do this with improved access, training in suicide prevention and culturally appropriate care,

and further support for health care staff (Moutier, 2020).  The goals for this Practice Inquiry

Project (PIP) included educating healthcare providers (HCP) on evidence-based suicide

prevention methods to identify suicidal warning signs and possible situations of stigma and feel

competent to care for patients at risk for suicide.

Project Goals

While conducting research, the student investigator found that various HCPs feel

unprepared to address patients at risk for suicide. So, this project’s goal was to raise

evidence-based suicide prevention knowledge and skills amongst HCPs. This project aimed to

educate HCPs on evidence-based suicide prevention methods to help participants feel better

prepared to identify suicide warning signs. This PIP assisted HCP in handling more competent

and confident in caring for patients at risk for suicide.

Specific Aims and Objectives

There were three aims for this project.

Specific Aim 1: Assess the HCP’s knowledge regarding suicide causes and prevention

Objective: Conduct a survey to assess HCP baseline knowledge regarding suicide.

Specific Aim 2: Increase the HCP knowledge regarding suicide prevention.
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Objective: Provide evidence-based education to HCP to increase their knowledge and

confidence in recognizing suicide prevention.

Specific Aim 3: Assess for increased knowledge regarding suicide prevention among HCPs that

participated in training

Objective: Collect post-survey after the evidence-based training and compare the results

with the pre-survey

Chapter Two

Literature Review

Suicide Statistics

Suicide is a significant public health concern that takes an immeasurable amount of

human, societal, and economic toll on the family, friends, and communities (Wakai et al., 2020).

Death by suicide profoundly impacts society, affecting families and communities over

generations (Naghavi, 2019). Globally, suicide mortality has decreased over the last three

decades (Naghavi, 2019). People of any age, race, ethnicity, or sex can experience suicide risk.

Suicide is a complex phenomenon, influenced by an interaction between protective and risk

factors over time and development (Martínez-Alés et al., 2021). Understanding the causes of

suicide among the vulnerable groups described above is critical to suicide prevention

(Martínez-Alés et al., 2021). According to the Centers for Disease Control and Prevention

(2021), certain groups can have substantially higher rates of suicide when compared to the

general U.S. population. This includes veterans, people living in rural areas, sexual and gender

minorities, middle-aged adults, and tribal populations (CDC, 2021).
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Social Determinants of Mental Health

According to Jeste and Pender (2022), social determinants of health affect people with

serious mental illness and substance use disorders. Recommendations for research, training, and

practice suggest that mental health professionals need to be trained in recognizing and addressing

social determinants of mental health (SDoMHs) (Jeste & Pender, 2022). Thus, courses to

increase SDoMH competency among trainees and practitioners are necessary. Also, identifying

the social causes of health inequities in individual patients is needed to use targeted personalized

interventions (Jeste & Pender, 2022). For example, one study introduces how “social

prescribing” must link patients to social services to promote access to social support within their

communities, such as caregiver groups (Jeste & Pender, 2022).

The rise in public health as a distinct field has sparked interest in prevention (Jeste &

Pender, 2022). Primary prevention refers to treating risk factors to prevent diseases, and

primordial prevention refers to avoiding risk factors themselves. Thus, the health care system

should incorporate SDoMHs in all parts of its operation (Jeste & Pender, 2022).

Stigma in Healthcare

Knaak et al. (2017) discussed the topic of the mental illness-related stigma that exists in

the healthcare system and amongst HCPs. This creates serious barriers to access and quality care.

Stigma is a complex social process of labeling, othering, devaluation, and discrimination

involving the interconnection of cognitive, emotional, and behavioral components (Knaak et al.,

2017).  To reduce stigma in healthcare, dedication to taking a sustained, integrated approach to

target stigma is needed. This includes teaching skills that help HCPs know “what to say” and
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“what to do.” (Knaak et al., 2017). This approach has been shown to diminish anxiety, heighten

empathy, make personal connections, and improve understanding of recovery.

Strategies for Suicide Prevention

Suicide is defined as a death caused by self-directed injurious behavior with any intent to

die due to the behavior. A suicide attempt is defined as a non-fatal self-directed, potentially

dangerous behavior to die the behavior (Stone et al., 2017). Strategies to prevent suicide include

strengthening economic support, strengthening access to and delivery of suicide care, creating

protective environments, promoting connectedness, teaching coping and problem-solving skills,

and identifying and supporting people at risk (Stone et al., 2017).

While progress will continue to be made in the future, evidence for numerous programs,

practices, and policies currently exists, and many programs are ready to be implemented now

(Stone et al., 2017). One of the approaches that can be used to strengthen access and delivery of

suicide care includes reducing the provider shortage in underserved areas. There are various

ways to increase the number and distribution of practitioners in underserved areas, including

offering financial incentives through existing state and federal programs and expanding the reach

of health services through telephone, video, and web-based technologies (Stone et al., 2017).

These approaches can increase the likelihood that those in need will access affordable, quality

care for mental health problems, reducing the risk of suicide. Access to health and behavioral

health services is critical for people at risk for suicide. Specifically, care should occur in the

system that supports suicide prevention and patient safety through solid leadership, workforce

training, systematic identification and assessment of suicide risk, and continuous quality

improvement (Stone et al., 2017).
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Care and attention to those affected by suicide are of the utmost importance, and other

entities such as media use can worsen the effects (Stone et al., 2017). Some approaches that can

be used to lessen the harm of suicide include postvention and safe reporting and messaging

following a suicide. Post-intervention methods are made after the suicide has taken place and

may consist of debriefing sessions and counseling. This project aims to reach groups of surviving

friends, family members, and other close contacts. Several barriers have halted the needed

progress, including the stigma related to help-seeking, mental illness, being a survivor, and

widespread fear of asking the questions required regarding suicidal thoughts (Stone et al., 2017).

Gaps in Training

Despite updated guidelines for suicide prevention training in psychology, social work,

and other related professions, informal and formal suicide risk assessment, and management

training remains limited (Melton & Coverdale, 2009). Furthermore, there is a gap in clinical

“training as usual” that needs to be filled by evidence-based clinical approaches to identify,

monitor, and treat fluctuations in suicide risk (Melton & Coverdale, 2009). One example

explains that clinical guidelines have relied on “safety contracts” when patients sign contracts

stating they will not act on or reach out for help when experiencing suicidal urges (Melton &

Coverdale, 2020). For example, factors that increase suicide risk include demographics such as

male, Caucasian, aged 44 to 65 and 85+ and having a psychiatric diagnosis such as major

depression, bipolar disorder, schizophrenia, substance use, and mental health disorders (Brodsky

et al. et al.)

Population-Level Suicide Prevention Methods
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Blanco et al. (2021) discussed that many factors associated with suicidal behavior. One

way to continue to make progress in suicide prevention would be to incorporate a

population-based approach. Blanco et at. (2021) found that it is impossible to make accurate

predictions about individual suicide attempts. Existing etiologic and forecast models have

identified groups at heightened mean risk of suicide attempts, including those with psychiatric

disorders who have experienced certain life events such as financial hardships (García de la

Garza et al., 2021).

Acknowledging and accepting the limits of suicide prevention might reduce the

unnecessary use of treatment in overly restrictive settings and reorient care toward more

achievable patient-centered goals. Acknowledging and accepting the limitations of suicide

prevention was thus shown to be effective at an intervention level when focusing on risk

populations and educating primary care physicians in depression management (Blanco et al.,

2021). It may be more effective to train those in the clinical settings on existing evidence-based

interventions and assess and treat known risk factors that include psychiatric disorders,

emotional distress, impaired learning, and social determinants of health (Blanco et al., 2021).

García de la Garza et al.(2021) identified significant risk factors for future suicide

attempts in the general population. This was done by taking advantage of the richness of the

National Epidemiologic Survey on Alcohol and Related Conditions (NESARC) data set using an

explanatory machine learning model. They extended prior research in three critical directions,

which included an extensive assessment instrument that consists of a detailed evaluation of the

substance use, psychiatric disorders, and symptoms that are not always available in electronic
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health records or administrative data. One of the critical novel risk factors was socioeconomic

disadvantage (García de la Garza et al., 2021). Also, those experiencing a financial crisis last

year were among the ten most important variables of suicide risk. The conclusion of this study

showed the importance of finding the etiology of suicide attempts in adults and improving

suicidal behavior prediction by identifying new risk variables to guide clinical assessment and

development of suicide risk scales.

According to Kaholokula et al. (2020), possible solutions for this issue include

longer-term recovery plans that must consist of public policy changes to effectively address

racial and ethnic inequities in the social determinants of health. Also, the US healthcare system

should eliminate further social discrepancies (Kaholokula et al., 2020). In addition, Kaholokula

et al. (2020) recommend that suicide recovery plans need to address education, food insecurity,

housing, and other healthcare for the NHPI community.

Individual Level Suicide Prevention Strategies

Clinician Training

Various research studies demonstrate the positive effects of suicide prevention training

among clinical professionals. For example, Jacobson et al. (2012) explain how mental health

professionals reported continued improvements in knowledge, attitudes, confidence, and skills

four months after suicide prevention training. A project conducted by Wakai et al. (2020) found

that physical activity improves skills and confidence in caring for patients at risk for suicide.

Thus, respondents who received suicide prevention training expressed more excellent skills and

confidence in their abilities to identify and intervene with suicidal patients than untrained

respondents.
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There is considerable evidence that training can improve suicide prevention in mental

health services (Schmitz et al., 2012). Currently, mental health professionals receive only

minimal training on suicide prevention. Also, establishing suicide prevention as a priority will

require significant changes by health systems and mental health programs regarding policies,

protocols, and staff training (Schmitz et al., 2012).

Furthermore, Davidson (2021) says that stigma experienced during a clinical encounter

by patients undergoing mental health concerns is problematic because it can create barriers to

accessing adequate clinical care and compromise relationships and education. Clinicians can

potentially show stigmatizing attitudes toward patients with mental illness when these patients

seek primary care (Davidson, 2021). Decreasing stigmatizing attitudes of primary care clinicians

through educational training could ultimately improve other aspects of care (Davidson, 2021).

Therefore, standardized clinician training to reduce stigma may have therapeutic effects and

increase the likelihood of receiving accurate diagnoses.

Suicide Prevention Educational Tools

QPR Educational Tools

Suicide attempts or completions are frequently preceded by “warning signs” (suicidal

communications, threats, or behaviors) which can include statements such as “I can’t stand the

pain any longer, I want to end it all (Practical and Proven Suicide Prevention Training, 2019).

QPR stands for Question, Persuade, and Refer, which are three simple, evidence-based steps

healthcare providers can take to help save a life from suicide (Practical and Proven Suicide

Prevention Training, 2019). The QPR method includes questioning the individual’s desire or
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intent regarding suicide, persuading the person to seek and accept help, and referring the person

to the appropriate resources.

The QPR Institute (2019) specializes in training healthcare workers and other

professionals to recognize the warning signs of a suicide crisis, including questioning,

persuading, and referring someone. Appropriate trainees can include individuals who work with

veterans, first responders, school teachers, and even those not in inpatient care. The QPR’s

mission is to reduce suicidal behaviors and save lives by providing innovation. The QPR

Institute created a 16-question survey that has been validated to measure the knowledge and

skills of the healthcare professionals regarding suicide intervention and their intention to

intervene with someone who was suicidal (Aldrich et al., 2018).

A study was conducted to assess the effectiveness of Question, Persuade, and Refer

(QPR) gatekeeper suicide prevention training on individuals’ ability to recognize the warning

signs of suicide, intention to question someone they think is suicidal, persuade the suicidal

person to stay alive, and know-how and where to get help for the person (Aldrich et al., 2018).

The faculty, staff, and students at a regional campus in the Midwest completed two online

questionnaires (pre/post-test) based on planned behavior theory and were employed before and

after the face-to-face QPR training.  The participants also completed a 1-hour QPR gatekeeper

training event. The study found that the QPR training significantly improved attitudes, subjective

norms, and perceived behavioral control regarding suicide prevention and the intention to

Evidence. It also effectively increased attention to the question, persuading, and referring. Thus,

it was shown to be effective.
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Gatekeeper Training

According to Hawgood et al. (2021), gatekeeper training (GKT) is one of the most wildly

used suicide prevention strategies. It can involve individuals who are not necessarily clinicians to

identify people experiencing suicidality and refer them to appropriate services (Hawgood et al.,

2021). Also, research suggests that GKT improves people’s knowledge, skills, and confidence in

helping individuals who experience suicidal ideation and enhances positive beliefs about the

efficacy of suicide prevention.

According to the Centers for Disease Control and Prevention (2021), rural areas in states

such as North Carolina and Tennessee identify and support people at risk of suicide by

implementing GKT that teaches community members how to identify people at risk of suicide

and refer them to care (CDC, 2021). Vermont is working to reduce suicide disparities amongst

people with disabilities and create protective environments by training primary care providers in

suicide prevention measures (CDC, 2021). Lastly, Massachusetts, North Carolina, Louisiana, and

the University of Pittsburgh identify and support veterans at risk by implementing GKT (CDC,

2021). Specifically, the University of Pittsburgh will provide GKT targeted to their veteran

population to ensure that anyone likely to encounter a veteran at risk of suicide is educated on

the risk factors and warning signs for suicide (CDC, 2021).

Theoretical Framework

According to Dang et al. (2022), the 2017 John Hopkins Nursing Evidence-Based

Practice (JHNEBP) Model comprises a three-step process called PET: practice question,

evidence, and translation.  The goal of the model is to ensure that the latest research findings and

best practices are quickly and appropriately incorporated into patient care. It is specifically
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designed to meet the needs of the practicing nurse. The JHNEBP Model guided this project by

implementing evidence-based practice. See Figure 1 below.

Figure 1

John Hopkins Model

PET Management Guide

The JHNEBP PET Management Guide consists of three concepts: Practice Question,

Evidence, and Translation (Dang et al., 2022). Figure 2 shows a visual description of the model.

Figure 2
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PET Management Guide

Practice

The Practice concept includes six steps: recruiting a professional team, defining the

problem, developing and refining the EBP question, identifying stakeholders, determining

responsibility for project leadership, and scheduling team meetings (Dang et al., 2022). Guided

by these steps, the project includes recruiting a professional team.  The experienced group had a

principal investigator and a co-principal investigator. Next, defining the problem involved

defining HCP’s baseline knowledge of suicide prevention. In addition, identifying the

stakeholders involved in the project was completed.  The principal student investigator led the

project. Team meetings involved implementing the project, what suicide prevention training

would be adequate for use, and what type of guidelines were needed to finish the project.

Stakeholders. A well-planned, sustained effort with collaboration among all significant

stakeholders can transform today’s broken mental health care system into a model for the rest of

the world (Jeste & Pender, 2022). The definition of a stakeholder is “persons or groups that have

a vested interest in a clinical [or nonclinical] decision and the evidence that supports that
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decision. This includes responsibility, approval, consultation, and information (Stakeholder

Guide 2014, 2014). The project stakeholders included the nurse practitioners participating in the

project. The nurse practitioner stakeholders have different years of professional experience.

Evidence,

The Evidence concept includes conducting external searches for evidence, appraising the

level and quality of each piece of evidence, summarizing the individual evidence, synthesizing

the overall strength, and developing recommendations for change based on evidence synthesis

(Dang et al., 2022).  Guided by these steps, the project included evidence-based research

explaining the effectiveness of the EBP educational tool.  The investigators of this project

completed a literature review and thorough research process to learn more about the topic,

including various evidence-based educational tools.

Figure 3

Identify the level and quality of evidence to start the synthesis process.

Translation
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Lastly, Translation includes steps that determine the fit, feasibility, and appropriateness of

recommendations, creating an action plan, securing support and resources to implement an action

plan, implementing the action plan, evaluating outcomes, reporting outcomes to stakeholders,

and identifying the following steps and disseminating findings. Guided by these steps, the project

specifically included implementing the chosen EBP tool at a family medicine clinic and

evaluating the project’s effectiveness amongst the stakeholders. Then, identifying the needed

next steps will be made. Implementing the project found that the EBP tool did increase the HCP

knowledge regarding suicide prevention training, as shown in the post-implementation survey.

Conceptual Framework

By implementing the QPR Gatekeeper Training, this project aimed to increase the HCP's

comfort level and expertise regarding suicide prevention. See Figure 4 for the concept map. The

project design included pre-and post-survey answers that were compared and analyzed to assess

the effectiveness of the educational program at improving participants’ suicide prevention

knowledge and skills

Figure 4

Concept Map
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Chapter Three

Project Design and Evaluation Plan

This project was implemented in Spring 2022 at a family medicine primary care clinic in

Waipahu, Hawaii. The clinic is staffed by nurse practitioners who provide a wide variety of

primary care and dermatologic services. The clinic serves a vast population from the west side of

Oahu, including Nanakuli, Waipahu, Makakilo, Kapolei, and Waianae.  The West Oahu

population generally suffers from many social determinants that negatively impact health and

increase the risk for suicide (Kaholokula et al., 2020).

There are roughly 1,000-4,000 individuals living in homeless tent communities on the

beaches of the Waianae coast (Yamane et al., 2010). The health status of the Native Hawaiian

people is one of the poorest nationwide, with those suffering from high rates of hypertension, CV

disease, cancers, diabetes, obstructive lung diseases such as emphysema, chronic kidney disease,
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metabolic syndrome, and obesity (Yamane et al., 2010). Thus, Native Hawaiians are also

expected to have a lower life expectancy and a higher rate of cardiovascular and diabetes-related

mortality compared to other ethnic groups (Yamane et al., 2010).

Hawai‘i has one of the longest life expectancies in the United States, making addressing

the social factors among older adults in the state particularly critical (Wu et al., 2020). Access to

quality health care for Native Hawaiians is a significant concern because many cannot afford

health insurance coverage (Kaholokula et al., 2020).

Project Methods

The project was divided into three parts to accomplish the overarching project goal. The

three parts included the pre-implementation survey, implementation of an evidence-based

educational tool, and post-implementation survey.

There were three aims for the project.

Specific Aim 1: Assess the HCP’s knowledge regarding suicide causes and prevention

Objectives. Conducts a baseline survey to assess HCP knowledge regarding suicide.

Methods. The 16-question QPR Institute survey was used.  The QPR Institute survey

has been validated to measure the knowledge and skills of the healthcare professionals regarding

suicide intervention and their intention to intervene with someone who was suicidal (Aldrich et

al., 2018). See Appendix A for a copy of the QPR survey.

Specific Aim 2: Increase the HCP knowledge regarding suicide prevention.

Objective. Provide evidence-based education to HCP to increase knowledge regarding

suicide prevention. The student investigator compared the pre-and post-survey answers. Then,
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the participant’s answers were evaluated to determine a positive difference in the educational

program’s scores and effectiveness. The evidence-based educational tool implemented will

consist of the QPR Institute Gatekeeper training. The HCP who participated in the project also

received a certificate of completion.

Methods. The QPR Gatekeeper module was used as the EBP tool to educate the HCP

regarding suicide prevention. The QPR gatekeeper training program has become the most

widely-distributed gatekeeper training program globally (Litteken & Sale, 2017). Results have

shown a short and long-term positive impact on knowledge and self-efficacy, thus supporting

QPR use (Litteken & Sale, 2017).

Specific Aim 3: Assess the increased knowledge regarding suicide prevention among HCPs that

participated in training

Objective. Collect the post-survey after the evidence-based training and compare the

results with the pre-survey. The post-survey consisted of the same questions as the pre-survey.

Results were dispersed to participants after completing the educational tool.

Methods. Three questions from the post-survey were done after implementing the EBP

tool. Question #6 asked, “If you did attempt an intervention, please indicate how you felt while

handling the crisis.”  A Likert scale was used with numbers one through five, with one being

very comfortable and competent and five being the least comfortable and incompetent. Question

#7 asked, “Overall, I believe my knowledge of suicide, its causes, and prevention is:” with

choices poor, fair, sound, and excellent. An open-ended suggestion survey question was also

asked. This measured the qualitative data and aimed to assess the participants’ perceptions of the
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presentation and the professional use of the evidence-based information. This question was asked

to measure the efficacy of the EBP tool.

Protection of Human Subjects

Project Participants

Participants were fully informed of the project and what it entailed before participating to

minimize potential risks. The targeted population was nurse practitioners and medical staff at a

West Oahu's primary family medicine clinic. The nurse practitioner participants provide a wide

variety of primary care and dermatologic care services at the clinic. A project recruitment flyer

was distributed (see Appendix E). Before participation, a project consent document was provided

to each participant (see Appendix F). Participants were informed that participating in the project,

including collecting baseline data, implementing the EBP tool, and completing all online surveys

and evaluation forms, would be considered their consent to participate. Participants were also

informed that all the data obtained from the project would remain confidential and that no

personally identifiable information would be used when reporting the project results. Participants

were only asked to provide their first names and email addresses. No other personal data was

collected. All of the participants were notified again before the start of the project that their

participation was voluntary and that they had the right to stop their participation at any time. All

information was kept in strict privacy and confidentiality at every data collection point. All

participants and their subsequent responses were anonymous.

The student investigator completed collaborative Institutional Training Initiative (CITI)

certification on March 13, 2021 (see Appendix D), per the University of Hawaii requirements.

The pilot project was also submitted to the UH Institutional Review Board (IRB) for review and
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approval before project implementation. The University of Hawaii at Hilo had a pre-existing

Memorandum of Understanding (MOU) with the project clinic.

The teaching of the tool will be conducted in person and electronically. After completing

the pre-survey, evidence-based QPR Gatekeeper training, and post-completion survey,

participants were compensated with a $10 gift card emailed to them. Participants who withdrew

from the study before the start of the project were not paid.

Project

Resource Qty Projected

Cost

Funding Source Justification

Recruitment

Flyers

x10 $5 Funded by student

investigator

Project Consent

Form

x10 $5 Funded by student

investigator

Printed Copies of

Pre & Post

Survey

x10 $5 Funded by student

investigator

Black and Color

Ink

x1 $39.00 Funded by student

investigator

Printing the recruitment

flyers, consent forms and

surveys
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QPR Gatekeeper

Training

x1 $31.46 Funded by student

investigator

Individual and completed

prior to project

implementation

All Patients Safe:

Hope and

Recovery for

Everyone:

Cultural Factors

in Suicide Care

x1 Free Funded by student

investigator

Individual. Achieved prior

to project implementation

Venue Free

Travel Costs $30 Funded by student

investigator

Gas expenses from driving

to and from site

Educational Tool

- QPR

Gatekeeper

Training

x5 $19.95 per

person with

educational

discount

Funded by student

investigator

Gift Card for

participants

x5 $10 per

person

Funded by student

investigator

Total $265.46

Data Collection Tools and Analysis
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Quantitative data gathered included the number of participants who successfully viewed

the entire educational presentation and the pre/post-survey scores (see Appendix A).   The

pre/post surveys consisted of 16 questions from the QPR Institute (see Appendix A).  As

described above under Aim 1 and Aim 3, the pre-survey was distributed at the beginning of the

QPR Gatekeeper training to measure participants’ baseline suicide prevention knowledge and

skills and then again to follow the activity to evaluate for a change in the survey measures. The

survey measures suicide prevention knowledge.

Qualitative data was also collected through the post-survey (see Appendix A). The

post-survey assessed the participants’ perceptions of the presentation and their professional

opinion on the potential usefulness of the evidence-based information. Data collected from the

pre-survey was analyzed using descriptive statistics to determine the participant’s baseline

knowledge regarding suicide prevention. The baseline and post-survey data were summarized

using descriptive statistics to measure and compare knowledge and skills changes. Descriptive

statistics were used for questions using a Likert scale and a qualitative summary was done for the

open-ended questions.  The results are discussed below.

Chapter 4

Results

Data Collection

UH Manoa IRB approval was granted on April 6, 2022, and immediate project

implementation began. Due to time constraints of the quick roll-out and the availability of

providers, most communication with the project participants was done electronically.
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Electronically which included email and through the online QPR training. A total of 10 pre and

post-surveys and recruitment flyers were printed. Five participants were recruited and finished

the pre-survey, and four were able to complete the post-survey. The pre-survey and post-survey

were distributed in person directly to the participants and, upon completion, were stored in a

locked file cabinet at the clinic site. No one had access to that cabinet beside the clinic medical

director and the student investigator.

Results

Specific Aim 1: Assess the HCP’s knowledge regarding suicide causes and prevention

Objective. Conduct a baseline survey to assess HCP knowledge regarding suicide.

Quantitative data was collected through the QPR Institute pre-survey. The QPR Institute

survey has been validated to measure the knowledge and skills of the healthcare professionals

regarding suicide prevention, and they intended to intervene with someone who is suicidal.  The

survey also collected age, sex, and professional demographic data.  Demographic data results

showed that five or (100%) were female, 0 (0%) were male with an age range between 20 to 60,

and two out of five (40%) were nurse practitioners. Five participants finished the pre-survey.

Four participants finished the post-survey, while one participant did not complete the

post-survey.

Question #1asked “In your role as a professional, have you ever suspected and

intercepted a suicidal communication or seen one or more warning signs in someone you were

providing service to?”.  Three out of five participants or 60% answered yes, and two out of five

participants, or 40% answered no.



SUICIDE PREVENTION IN PRIMARY CARE 29

Question #1a asked “If yes, how many suicidal persons have you identified/encountered

in 12 months?” four out of five participants, or 80% answered n/a, and one out of five

participants  answered 4-6 persons. Question #1b asked “Did any of them attempt suicide? Yes

or no. If so, how many?” Four out of five, or 80% answered n/a and one out of five participants

answered yes, and one person attempted suicide.

Question #2 on the survey asked, “In your role as a citizen (non-professional life), have

you ever suspected and or intercepted a suicidal communication or seen one or more warning

signs of suicide?” four out of five participants or 100% answered yes.

Question # 3 on the survey asked “As a professional, have you been involved in the

assessment of someone who made a suicide attempt? Yes, or no? If yes, how many in the past 12

months?” three out of five or 80% of participants answered yes, and two out of five participants

answered no.

Question #5 on the survey was “When confronted with a potentially suicidal consumer of

your services, did you make some attempt to intervene?”  two out of five participants or 40% of

participants answered yes, two out of five or 40% answered no, and one out of five participants

or 20% declined to answer.

Specific Aim 2: Increase the HCP knowledge regarding suicide prevention.

Objective. Provide evidence-based education to HCP to increase knowledge regarding

suicide prevention.

After the completion of the pre-survey, the participants were able to view and complete

the QPR Gatekeeper training on their own electronic devices. The presentation along with the



SUICIDE PREVENTION IN PRIMARY CARE 30

supplemental materials was emailed to the participating provider to successfully implement the

QPR training as described in the Methods section in the chapter above.

Specific Aim 3: Assess the increased knowledge regarding suicide prevention among HCPs that

participated in training

Objective. Collect the post-survey after the evidence-based training and compare the

results with the pre-survey.

Question #6 used a Likert scale with numbers one through five, with one being very

comfortable and very competent and five being the least pleased and very incompetent.

Pre-survey results showed that 60% or three out of five participants answered three or neutral,

while 40% or two out of five participants answered one or very comfortable. In the post-survey,

25% (one out of four) answered four or slightly incompetent, while 75% (three out of four HCPs)

answered one or very comfortable. See Figure 5 and Figure 6 below comparing pre- to

post-survey results.

Figure 5
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Q6 Pre-Survey Results

Figure 6

Q6 Post-Survey Results
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In response to Question #7, “Overall, I believe my knowledge of suicide, its causes, and

prevention is:” with choices poor, fair, sound, and excellent, pre-survey results showed that 60%

or three out of five answered good and 40% or two out of five answered OK. In the post-survey,

75% or three out of four answered good, and 25% or one out of four responded excellently. See

Figure 7 and Figure 8 below comparing pre- to post-survey results.

Figure 7
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Q7 Pre-survey Results

Figure 8

Q7 Post-survey Results
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Pre-survey results from Question #9 “How many hours of training have you had on the

topic of suicide prevention, intervention, or assessment (course, seminar, CME, etc.)?” showed

that 80% or four out of five participants had received less than five hours. About 20% or one out

of five participants answered for more than 10 hours. See Figure 9 below.

Figure 9

Q9 Pre-survey Results
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Qualitative data was collected through the post-survey and aimed to assess the

participants’ perceptions of the presentation and the professional use of the evidence-based

information provided. One of the suggestions from the post-survey included being able to have a

live, interactive presentation on their own devices. The second suggestion was for the QPR

Gatekeeper training module to be more technology-friendly. The module could not be viewed

from the individual participant’s own devices, making the tool more difficult to view and finish.

While “time” and “money” were still noted as factors in their decision-making at the post-test,

the participants also noted the value of suicide prevention training and the ability to strengthen

their own skills as positive outcomes.

Chapter 5

Recommendations and Conclusions

Discussion of Results
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The literature review showed the need for suicide prevention training in the healthcare

setting, especially in primary care settings. As mentioned previously, there is considerable

evidence that training can improve suicide prevention in mental health services (Schmitz et al.,

2012). Currently, mental health professionals receive only minimal training on suicide

prevention. Also, establishing suicide prevention as a priority will require significant changes by

health systems and mental health programs regarding policies, protocols, and staff training

(Schmitz et al., 2012). The overarching goal of this project was to educate HCP on

evidence-based suicide prevention methods, which led participants to feel more prepared to

identify additional warning signs. The baseline data from the primary care clinic demonstrated a

need for education regarding suicide prevention measures. After implementing the QPR,

Gatekeeper Training showed an increase of 16.67% in knowledge regarding suicide prevention.

As stated previously, Jacobson et al. (2012) explain how mental health professionals

reported continued improvements in knowledge, attitudes, confidence, and skills four months

after suicide prevention training. This question in particular showed an additional knowledge gap

in HCP suicide training and how future projects may further benefit from investigating this

knowledge gap. Results from the pre-survey Q9 “How many hours of training have you had on

the topic of suicide prevention, intervention, or assessment (course, seminar, CME, etc.)?”

indicated that about 75% (three out of four) of HCP received less than five hours of training

compared to 25% (one out of four).

Blanco et al. (2021) discussed that many factors associated with suicidal behavior. One

way to continue to make progress in suicide prevention would be to incorporate a

population-based approach. These overall findings reflect the project's success by achieving the

overarching goalof educating HCP on evidence-based suicide prevention methods, which led



SUICIDE PREVENTION IN PRIMARY CARE 37

participants to feel more prepared to identify additional warning signs. So, this PIP project

assisted HCP to feel more competent in caring for patients at risk for suicide.

Strengths and Limitations

The initial goal for this project was to increase providers’ knowledge regarding suicide

prevention at a family practice clinic. This QPR Gatekeeper training tool was intended to teach

the providers more about suicide prevention care. One of the significant project limitations was

the small number of participants, which may have been due to the short timeframe of the project

implementation period. The project ran for about one month. More time would have allowed this

project to recruit more HCPs. This PIP project required the participants to use their limited free

time to complete the project.

Another issue was the COVID-19 pandemic restrictions which may have impacted the

availability of the participants. The pandemic was a time still filled with uncertainty and stress.

So, participants may not have been interested in completing the project with their limited

available time.

Another measure of the effectiveness of this project could have been to measure the

satisfaction amongst the providers who took the training. However, this measure would require

more time, support, and IRB approval, which was unavailable for this project.

Project strengths included improving HCP’s knowledge regarding suicide prevention

training. Also, the project was able to be rolled out by following the current social distancing

guidelines during the COVID-19 pandemic and was able to still be successful.

Implications for Practice

Primary care providers are often highly trusted by individuals and families and someone

they look to for guidance with their health. So, when the topic of suicide does arise, ongoing
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evidence-based education on suicide prevention and skill-building can make primary care

providers feel more comfortable discussing the issue. Awareness is the first step toward

removing bias and creating a safer environment. Hopefully, this project will encourage other

healthcare professionals and clinics to assist their providers in learning more about suicide

prevention and emphasize the importance of ongoing provider training.

Hogan and Grumet (2016) mentioned that the HCP role is now more ongoing than a

visit-oriented role in suicide prevention and managing other chronic health conditions. It was

found that many individuals who died by suicide were engaged in care for and or had recent

contact with HCPs (Hogan & Grumet, 2016). Recent actions to promote suicide safety care by

the Joint Commission and federal agencies will establish suicide prevention as a priority in

healthcare (Hogan & Grumet, 2016).

Because this pilot project demonstrated positive results, it would be beneficial to

implement this HCP suicide training in other clinics on the west side of Oahu. Implementing the

QPR training on a broader scale to include in-person and follow-up visits will provide a more

comprehensible guide for this project. Also, further legislation requiring training in the

assessment and treatment of suicide has been implemented in several states and was shown to be

effective (Hogan & Grumet, 2016).

Another study conducted by Solin et al. (2021) aimed to report the outcomes of suicide

prevention training by the self-perceived impact on the participants. So, a three-hour training was

done with HCPs, public health nurses, and social workers. Education was done in areas of risk

and protective factors, screening and evaluating suicide risk, raising concerns and confronting

suicidal patients, and further treating suicidal ideation in primary care and referring as needed

(Solin et al., 2021). After the suicide prevention training, all participants self-perceived increased
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competence in all training areas. The most significant increase in general practitioners was in

risk and protective factors.

Project Dissemination Plans

The project findings were shared with the HCPs at the primary care clinic and should be

distributed to other clinics to show the importance of suicide prevention training in primary care.

Publishing the results of this project will also highlight the prevalence of mental health issues in

Hawaii and the essential mental health care that should be readily available. Also, the final

manuscript of this project will be submitted for future reference to HOKU, the University of

Hawaii at Hilo institutional repository.

Conclusion and Recommendations

Suicide is often unseen and untreated despite its widespread prevalence and devastating

consequences. This project demonstrated that the QPR Gatekeeper training intervention

successfully increased the HCP participants’ knowledge about suicide prevention. Thus,

increasing HCP’s comfort level with working with patients at risk for suicide. Growing the

identification of individuals at risk for suicide at the primary care level improved the HCP’s

knowledge and helped to address the issue of HCP training in this issue. In closing, this project

raised awareness of the prevalence of the population of Hawaii’s adults at risk for suicide.
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