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Abstract 

Background and Significance 

Suicide is one of three leading causes of death in the US and individuals with intellectual 

disabilities (ID) are at risk. However, suicide prevention can be complicated in ID populations 

living in group homes. 

Purpose and Objective 

The purpose of the project was to identify the group home staff’s self-efficacy and educational 

needs related to suicide prevention in the ID group home population. 

Theoretical Framework 

The Social Cognitive theory was used to underscore this study. This theory suggests that training 

can increase personal self-efficacy in relation to clinical issues. 

Project Methods and Design 

Group home staff and on call nurses participated in a focus group designed to determine their 

self-efficacy and needs for suicide prevention in group homes. A thematic analysis was used to 

identify these needs for their clinical setting. 

Results 

Six themes and six sub themes that affect suicide prevention in group homes were identified. The 

main theme was “What do I do?” The others that followed were suicide education, lethality 

knowledge, lethality assessment, lethality policy obstacles, and lethality policy amendment. 



                                                                                
 

 

              

              

    

     

                  

                

           

        

 

 

 

 

 

 

 

 

  

 

6 PREVENTING SUICIDE IN GROUP HOMES 

Conclusion 

Results were shared with management in order to influence change of the current policy to 

improve patient care. An updated protocol and short PowerPoint training were created and sent 

to management for review. 

Future Implications and Recommendations 

Once the new protocol is in place, the training will be accessible to staff on the agency intranet. 

After implementation, a study can be done to test the efficacy of the protocol and training. 

Keywords: suicide risk with intellectually disabled, group home suicide risk, suicide 

prevention training, suicide prevention in intellectually disabled adults 



                                                                                
 

              

                  

               

               

             

              

             

            

         

  

             

                

            

               

             

           

         

             

  

          

            

             

                

7 PREVENTING SUICIDE IN GROUP HOMES 

According to the Center for Disease Control and Prevention (CDC, 2018), suicide is the 

10th leading cause of death in the United States (US) and is one of three leading causes of death 

on the rise. In 2015, more than half a million people received medical care for suicide attempts 

(CDC, 2018). Furthermore, in 2016, almost 45,000 people ages 10 and older actually died by 

suicide (CDC, 2018). In Erie County, New York (NY) alone, the Department of Health indicated 

that the suicide rate in 2015 was 10.6 per 100,000 people (Erie County NY Department of 

Health, 2018). Suicide can be prevented. According to the Agency for Healthcare Research and 

Quality (AHRQ, 2018) evidence-based approaches to suicide prevention are available that can be 

implemented as standard care in a variety of healthcare settings. 

Background 

Roy and Dwivedi (2017) defined suicide as self-inflicted violence with a serious attempt 

to terminate one’s life that often leads to serious physical injuries. The cause of suicide is 

complex. Early childhood adversities and epigenetic mechanisms may explain some links of 

suicide risk, but it is still difficult for healthcare workers to accurately assess and treat (van 

Heeringen & Mann, 2014). Risk for suicide includes the following: (a) family history of suicide; 

(b) history of maltreatment/abuse; (c) previous attempts of suicide; (d) history of mental health 

disorders (especially depression and feeling hopeless); (f) impulsive or aggressive tendencies; (g) 

feelings of isolation; (h) loss; (i) physical disabilities; and (j) easy access to lethal methods 

(CDC, 2018). 

The American Association on Intellectual and Developmental Disabilities (2018) defined 

intellectual disability (ID) as a having “significant limitations in both intellectual functioning and 

in adaptive behavior, which covers many everyday social and practical skills” that “originates 

before the age of 18” (para. 1). ID is a lifelong condition characterized by physical disabilities, 



                                                                                
 

         

              

              

              

             

   

            

             

            

             

             

             

                 

            

              

            

       

              

               

             

                 

               

              

8 PREVENTING SUICIDE IN GROUP HOMES 

aggression, low frustration tolerance, and self-injurious behaviors (Temane, Simelane, 

Poggenpoel, & Myburgh, 2016). Individuals with IDs are not immune to the risk of suicide. 

According to Wark, McKay, Ryan, and Muller (2018), individuals with IDs are more likely to 

have been exposed to identified risk factors for suicide compared to the general population and 

are acknowledged to both be capable for intent and acting on intent for suicide. 

Significance in Practice 

Lethality and risk for suicide among adult ID populations remains insufficiently 

researched despite being a complex clinical concern for healthcare workers working with this 

vulnerable population (Luiselli, MaGee, Graham, Sperry, & Hauser, 2008). Individuals living 

with IDs are often highly dependent on others for care, have communication, emotional, and 

behavioral issues and problems, and may experience loss of family members and connection 

resulting in loneliness, all of which are considered suicide risk factors (Patja, Raitasuo, & 

Lonnqvist, 2001). The majority of research in this specialized area of interest is 10 years and 

older. The current lack of evidence based research results in a lack of healthcare provider 

knowledge and understanding regarding how to properly assess and address lethality and risk for 

suicide among ID populations, reiterating the critical need for suicide support practice models 

(Luiselli & Hurley, 2008). 

Management at an agency in charge of over 100 group homes in Western New York 

(WNY), caring for ID populations voiced a critical need to educate staff and nurses on how to 

properly assess and address lethality statements made by clients and the risk for suicide. 

Currently, there is no formal training on how to assess and treat lethality statements made in the 

group home. The current suicide assessment protocol directs staff to contact an on call registered 

nurse (RN) who then assesses and determines whether or not the client should be sent to the 



                                                                                
 

              

             

               

                

            

              

                

              

              

                

               

  

  

             

              

              

                

                

                

               

                 

            

             

9 PREVENTING SUICIDE IN GROUP HOMES 

psychiatric emergency room. However, some staff in the group homes are bypassing this step 

and sending clients to the psychiatric emergency room without first assessing the appropriateness 

before making this decision. Additionally, the on call RNs have expressed that they are not 

always confident in their decisions and often refer to the behavior department to help assess the 

client’s risk. Management in the group homes expressed concern that more than half of their 

client psychiatric emergency room visits are unnecessary. This not only costs the agency money, 

but also causes unneeded stress to the clients who wait to be evaluated in the psychiatric 

emergency rooms. Although a formal needs assessment with supporting data has not been 

conducted by the agency management team to date, a meeting with various department managers 

determined a need for both staff and nurse education training on suicide risk assessment and an 

updated protocol to increase the self-efficacy of staff and on call RNs in regards to suicide 

prevention. 

Statement of Purpose 

The purpose of this Doctor of Nursing Practice (DNP) project was to explore suicide risk 

assessment and suicide protocol needs among staff and on call RN’s working in WNY group 

homes caring for patients with IDs as a means to increase suicide prevention self-efficacy. The 

aims of this DNP project were as follows: a) to create an educational guideline for an online 

suicide prevention training for the group homes staff and on call RN’s working with ID adults in 

the WNY group homes to increase their self-efficacy in suicide prevention; and (b) to develop a 

visual suicide lethality risk assessment algorithm protocol to be used agency wide based on the 

needs voiced by the staff and on call RN’s working with ID adults in the WNY group homes. 

Having employees trained in suicide recognition and prevention impacts the whole institution 

where they work, both to manage suicidal residents and prevent suicide (Chauliac, Brochard, 



                                                                                
 

              

                

                

          

  

              

           

            

             

              

               

              

             

               

          

             

            

          

           

             

             

          

           

10 PREVENTING SUICIDE IN GROUP HOMES 

Payet, Duclos, & Terra, 2016). A reduction and/or suicide prevention depends on being able to 

identify and predict future risk (Mundt et al., 2013). The question guiding this DNP project was 

as follows: How do staff and on call RNs working in group homes with intellectually disabled 

adults perceive their needs to increase self-efficacy in suicide prevention? 

Theoretical Framework 

This project was guided by Bandura’s Social Cognitive Theory (SCT). According to 

Bandura (1994), self-efficacy is defined as perceived self-efficacy or “…people’s beliefs about 

their capabilities to produce designated levels of performance that exercise influence over events 

that affect their lives” (p. 2). Self-efficacy beliefs, according to Bandura (1994), determines 

“how people, feel, think, motivate themselves and behave” (p. 2). When individuals have a 

strong sense of self-efficacy, they are able to approach difficult tasks and challenges rather than 

avoid them (Bandura, 1994). When individuals have a weak sense of self-efficacy, they doubt 

their abilities, have low aspirations, have a low commitment to goal accomplishment, dwell on 

their personal deficiencies, and give up quickly in the face of difficulties, and are slow to recover 

a positive sense of self-efficacy following a failure or setback (Bandura, 1994). 

Bandura’s SCT is a theory with different assumptions and concepts for learning and 

behavior. In SCT, self-efficacy is developed by four main sources of influence: 1) mastery of 

experiences or resilience building by overcoming obstacles through perseverance; 2) having 

vicarious experiences or seeing others similar to yourself succeed by overcoming failures and 

obstacles; 3) social persuasion or verbal persuasion that one possesses what it takes to succeed; 

and 4) reducing stress reactions, enhancing positive mood, and altering negative somatic and 

emotional states. The theory encompasses four major psychological processes that are influenced 

by self-beliefs of efficacy that affect human behavior and functioning: cognitive processes, 
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motivational processes, affective processes, and selection processes (Bandura, 1994). With 

regard to cognitive process, people's thoughts affect the way they react. This means that those 

with higher self-efficacy visualize success scenarios and those with lower self-efficacy may 

visualize failure scenarios and have more self-doubt making it harder to achieve their goals 

(Bandura, 1994). Motivational processes is the belief that thoughts play a role in motivation. 

This means that self-efficacy is influenced by self-beliefs and that the preconceived beliefs 

influence what one thinks they can do (Bandura, 1994). Affective processes are the beliefs 

people hold in their coping abilities. It can affect how much stress they experience during 

difficult situations and their control over stressors therefore increasing or decreasing their 

perceived self-efficacy (Bandura, 1994). Finally, selection processes are that one’s environment 

can have an impact on self-efficacy. The thought is that the environment can influence what 

kinds of activities or situations one may choose to be around, such as avoiding situations they 

believe exceed their abilities (Bandura, 1994). 

Bandura’s SCT provided an excellent theoretical framework for this DNP project since 

the project purpose focused on exploring group home staff and on call RNs perceived self-

efficacy based on current of level of mastery experience, if vicarious experiences promoted 

comfort in decision making, if social persuasion was present among interprofessional healthcare 

team members to promote confidence in decision making, and if strategies to reduce stress 

reactions, enhance positive mood, and alter negative somatic and emotional states were in place. 

(Bandura, 2001; Bandura, 1994). This theory was additionally helpful as a framework to guide 

the creation of the semi-structured interview questionnaire used for the focus group interview 

session implemented for the purpose of this DNP project, for acting as a framework to develop 

educational in-service, and as a framework for developing the visual ID client suicide lethality 
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risk assessment algorithm protocol for the staff and on call RNs working in the group homes. 

The theory supported determining best practice for understanding educational needs and for 

addressing how to approach developing strategies to address the educational needs. The online 

educational guidelines and algorithm protocol utilized Bandura’s cognitive processes related to 

providing positive guides to support job performance and a visual algorithm protocol to support 

success in real-life scenarios when the adult clients with ID threatened or voiced suicide 

(Bandura, 1994). 

Cognitive factors can determine what meaning and motivation can be used to influence 

and shape future anticipatory scenarios and events (Bandura, 2001; Bandura, 1994). A leading 

goal of teaching and education is to equip learners with a sense of increased self-efficacy so that 

they can understand their personal motivation and learning abilities for self-development and to 

provide intellectual tools and self-regulatory capabilities (Bandura, 2002). Once the staff and on 

call RNs have increased self-efficacy in suicide risk assessment and prevention strategies, it is 

assumed that this will prevent suicide and unnecessary visits to psychiatric emergency room for 

adults living with ID in group home settings. 

Review of Literature 

A review of the literature was conducted using key words independently and in various 

combinations: nurse, staff, registered nurses, RN’s, suicide, prevention, trainings, gatekeeper, 

group homes, developmentally disabled, intellectually disabled, self-efficacy, human services, 

and job confidence. Only studies conducted within the last five years were included to ensure 

that the current evidence based literature was reviewed and summarized for the purpose of this 

DNP project. Databases searched included Medline, CINAHL, and PsychInfo. A summary of the 

review of the literature is presented. 



                                                                                
 

    

              

              

              

           

               

            

               

              

             

                

             

       

            

              

             

            

              

             

             

               

            

           

13 PREVENTING SUICIDE IN GROUP HOMES 

Suicide Education and Training 

Lack of suicide specific training is a systematic problem in healthcare education and 

training among healthcare professionals (Shah et al., 2016). This makes suicide trainings a need 

in a majority of healthcare settings. In one particular study, it was noted that the majority of 

participants indicated a need for suicide training specifically in identification, assessment, and 

management of suicide (Shah et al., 2016). There were some noted limitations in this study. The 

study used convenience sampling which may have prevented the generalization of findings. 

There may have been self-report bias due to the sensitive nature of the topic and what 

participants may have perceived as expected answers (Shah et al., 2016). Nonetheless, it was 

determined that most healthcare workers will encounter suicidal patients at some point in their 

careers and that it would be beneficial for suicide training. Since suicide can be a complicated 

concern, prevention interventions need to be eclectic to address all the different components of 

potential suicides (Shah et al., 2016). 

Many studies mentioned gatekeeper training. Gatekeeper training is one way to teach 

suicide prevention. Gatekeepers are people who come into contact with those at risk for suicide 

and are trained to identify and refer suicidal persons during crisis to appropriate treatment 

(Shtivelband, Aloise-Young, & Chen, 2015). Gatekeeper trainings are designed for anyone to be 

able to learn the skills to identify suicidal thoughts and behaviors. One qualitative study 

suggested that these gatekeeper trainings are effective when first learned; learners report a higher 

understanding and knowledge of signs of suicide, skills to assess for suicide, referral to 

professionals, and self-efficacy to intervene (Shtivelband et al., 2015). It was also noted that the 

gains of the training decreased over time. It was recommended that feedback, reminders via 

phone applications, and web based interactive opportunities could help keep gatekeeper training 
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skills intact; however, these strategies have not been tested to assess effectiveness (Shtivelband 

et al., 2015). 

Numerous systematic reviews have identified that addressing suicide needs to be 

multifaceted with prevention attempts across all levels of society that address the following: 

raising awareness, reducing stigma, and help-seeking (Ferguson et al., 2018). A study conducted 

by Ferguson et al. (2018) used a one day suicide prevention program and then measured human 

service professionals’ attitude and confidence towards suicide prevention. This particular study 

developed and evaluated the suicide training, noting positive improvements in participant 

reported attitudes and confidence both immediately after training and at a four month follow up 

(Ferguson et al., 2018). However, a limitation to this study existed in that there was no control 

group. 

LoParo, Florez, Valentine, and Lamis (2018) conducted a study that examined whether 

behavioral health workers were more likely to implement evidence based practices when more 

confident in their abilities and whether some trainings were more helpful than others in 

increasing confidence. Different numbers of trainings were provided to the participants. Findings 

showed that those who attended greater numbers of trainings reported higher confidence (LoParo 

et al., 2018). Results from this study demonstrated that it may be critical to include numerous 

and various trainings when teaching suicide prevention. A study limitation included that there 

was no pre-test prior to training making it possible that changes in confidence and practices 

resulted from other factors and not the training alone (LoParo et al., 2018). 

Authors of another study found that suicide trainings should consist of clear cut routines 

that need to be known and understood by all individuals working with suicidal patients 

(Ramberg, Di Lucca, & Hadlaczky, 2016). This study investigated impacts on attitudes after 
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training. The authors specifically wanted to see what impact, if any, that age, gender, experience 

of working with suicidal individuals, and the perceived sufficient training had in regard to 

preventing and working with suicidal individuals (Ramberg et al., 2016). Different factors were 

found to affect attitudes and perception. The perception of being sufficiently trained was shown 

to impact attitudes the most. The authors mentioned that previous studies indicated that 

perception of being sufficiently trained for suicide prevention increased significantly after 

suicide prevention training, while this study showed that perception was the main predictor 

toward attitudes of clarity and confidence when working with suicidal individuals and preventing 

suicidal acts (Ranberg et al, 2016). 

From the above studies, it would be sufficient to deduce that suicide prevention trainings 

are important. This review revealed that suicide trainings increase people’s confidence and 

attitudes in working with individuals with suicidal ideation and behaviors. Thus, suicide trainings 

can increase the confidence level of the learners who will then be more apt to having the self-

efficacy to assess and intervene for suicidal behavior. This is important in justifying the need for 

such a project in group homes for staff and on-call RNs who work with adult clients with IDs 

who are suicidal. 



                                                                                
 

 

 

                         

               

                

              

       

    

                    

                 

               

               

         

               

                

            

             

               

             

               

              

16 PREVENTING SUICIDE IN GROUP HOMES 

Method 

Project Design 

This project was a qualitative descriptive study. Using a qualitative research design helps 

to ensure a logical line of reasoning for practice knowledge (Thorne, Stephens, & Truant, 2016). 

A focus group interview session was implemented to explore how staff and on call RNs working 

with adults with IDs in group home settings perceive self-efficacy related to suicide risk 

assessment, prevention, and lethality protocol. 

Participants, Setting, and Recruitment Strategy 

Focus group participants were selected by convenience sampling. This was completed via 

an email sent to the supervisors of selected group homes and to the on call RN supervisor. The 

email included the purpose of the project and expected outcomes. It also included a request for 

the supervisors to share this information with the staff by printing and posting the information 

with instructions on who to call to participate. 

The focus group interview session was conducted in a boardroom in one of the main 

WNY agency office buildings for the group homes that work with adult ID clients. The DNP 

project investigator reserved the boardroom for the focus group interview session. Twelve 

individuals voluntarily responded to the emails sent for recruitment. Three were unable to agree 

to attend due to prior obligations with work or school. Nine people agreed to participate. Seven 

individuals actually attended and participated in the focus group interview session. This included 

four group home staff and three on call RNs. The participants ranged in age from 31-64. There 

was one male participant and six female participants. Employment ranged in one month of 



                                                                                
 

                 

               

          

                 

              

          

              

             

              

            

   

            

              

            

                

              

            

              

               

            

           

     

17 PREVENTING SUICIDE IN GROUP HOMES 

service to 14 years of service. The goal for the focus group interview session was to include both 

group home staff and on call RNs to promote an inter-collaborative environment and team. 

Inclusion criteria for staff included both of the following: (a) staff that specifically work 

in sites with adult ID clients that have made suicide lethality statements; and (b) staff that have 

not worked with adult ID clients that have made suicide lethality statements. Exclusion criteria 

for staff included the following: (a) staff working in respite houses; (b) staff working in 

intermediate care facilities (ICFs); and (c) staff working in houses where the adult ID clients are 

predominantly non-verbal. Inclusion criteria for the on call RNs included that they worked triage 

in the on call office. Exclusion criteria included residential nurses and day habilitation program 

nurses working in group home settings with adult ID clients. 

Data Collection 

A brief literature review was completed which informed and guided the semi-structured 

interview questionnaire utilized for the focus group interview session. Focus groups can be used 

in qualitative studies for program improvement and organizational development using a set of 

discussion questions to facilitate a guided discussion of a topic with the opinions of the group 

members (Leung & Savithri, 2009). The focus group interview session lasted approximately one 

hour and five minutes and included participant arrival, focus group welcome, focus group 

introduction, a review of the project purpose, a review of participant rights to withdraw from 

project participation at any time during the interview, a review of participant rights to not answer 

any question, a review that project participation was voluntary, obtaining signed written 

participant consent, completion of the focus group interview session, and thanking the 

participants for project participation. 



                                                                                
 

            

             

              

             

              

             

                  

              

              

                

              

                

               

                

                 

              

             

             

            

            

 

 

18 PREVENTING SUICIDE IN GROUP HOMES 

After obtaining written consent from all project participants, the DNP project investigator 

utilized a semi-structured interview questionnaire to guide the focus group interview and to 

ensure that participants stayed on topic. The interview session was audiotaped and the DNP 

project investigator took field notes during the focus group interview to document non-verbal 

cues at various times and probing questions utilized to elicit deeper understanding of the topic 

being discussed. The questions for the focus group interview session included the following: (a) 

What do you know about suicide in the ID population?; (b) What are some ways a client in the 

group home may carry out suicide?; (c) What are some warning signs of suicide?; (d) How do 

you feel about our current lethality policy?; (e) What is the protocol when someone makes a 

lethality statement? For, example, what steps are we to take after a client makes a lethality 

statement (such as I want to kill myself!)?; (f) Do you feel the self-efficacy or confidence to 

assess for suicidal ideation, to determine if a client is at imminent risk for suicide, or has the 

means to carry out a plan? Please explain; (g) Do you feel the self-efficacy or confidence to 

intervene if a client is at imminent risk for suicide? Please explain; and (h) What are some things 

you would want to see as part of a suicide prevention training to feel confident to recognize signs 

of suicidal ideation and to prevent this with the clients in your group homes? 

After the completion of the focus group interview session, the DNP project investigator 

transcribed the audio recording verbatim onto paper. To ensure transcription accuracy and to 

promote data immersion, the DNP project investigator read and re-read the transcription several 

times while listening to the recorded audio of the focus group interview session. 



                                                                                
 

  

             

              

               

              

    

              

               

             

               

              

              

                

                  

              

                  

              

                 

             

               

                  

               

                

19 PREVENTING SUICIDE IN GROUP HOMES 

Data Analysis 

A thematic analysis was then completed with the transcribed data using Braun and 

Clarke’s (2006) thematic analysis method. A thematic analysis can be used in qualitative data to 

identify, analyze, and report the patterns/themes in rich detail (Braun & Clarke, 2006). The DNP 

project investigator also consulted with a UB School of Nursing faculty member who is a 

qualitative methods expert. 

There are six phases to for the Braun and Clarke (2006) thematic analysis method. It 

starts with phase one in familiarizing oneself with the data, then generating codes, searching for 

themes, reviewing themes, defining and naming themes, and producing the report (Braun & 

Clarke, 2006). In phase one, the project investigator was immersed in the data. The project 

investigator created the questionnaire which was used in the focus group, facilitated the focus 

group, and took notes during the focus group. The project investigator then transcribed the verbal 

data while listening and re-listening to the audio several times to ensure accuracy. In phase two, 

the project investigator generated initial codes by coming up with a list of ideas about the data by 

picking out the words or ideas from the transcript. In phase three the project investigator 

reviewed all the codes and ideas that were underlined in the audio text. Then the code words and 

ideas were sorted into potential themes. Here the names of themes were listed individually with 

supporting words or quotes as a way to be more of a visual map for the project investigator. 

Next, in phase four the project investigator refined the themes and created sub themes. A 

thematic map was also created to organize the data visually (Figure 1). The themes were 

reviewed and the project investigator was able to tell an overall story with the data. In phase five 

the project investigator met with a qualitative expert to define and name the themes. The 

qualitative expert and the project investigator were in agreement with the themes with only a few 
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variances of the names. Here once the themes were named the project investigator created a 

theme table (see table 1) to show supporting quotes with each theme and the sub themes. Finally, 

Phase six entailed generating a report based on the interpretation of data analysis findings to 

describe and identify gaps in the current suicide risk assessment process and needed algorithm 

protocol and to understand how to increase suicide assessment and prevention self-efficacy 

among staff and on call RNs working in group home settings with adult ID clients. 

[Insert figure 1 about here] 

After the analysis, four out of the seven participants were available to participate in 

member checking. The DNP project investigator revealed the findings of the analysis by showing 

a copy of the thematic map. All four project participants agreed that the themes supported what 

they were conveying in the focus group interview session. 

[Insert table 1 about here] 

Ethical Considerations 

Project participation was voluntary and no compensation was received for participating. 

The project did not identify any patient information. Participants were given a written consent 

form explaining participant confidentiality, as all information would be unidentified then coded, 

and that the focus group discussion would be audio recorded. Consent had to be signed in order 

to participate in the focus group. Each participant was given a unique numeric code in order to 

omit personal identifiable information for the reason of storing data and demographic 

information. Principles of confidentiality remained throughout, including the audio recording and 

transcribed data being kept on the project investigator’s personal laptop and password protected 

then deleted two weeks after the transcription. Permission for the study was sought by and 
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granted by the University at Buffalo’s (UB’s) Institutional Review Board (IRB). The DNP 

project investigator did not anticipate any conflicts of interest in this study nor did any develop. 

Findings 

As previously stated, the data analysis was conducted using the Braun and Clarke (2006) 

thematic analysis method. The process of thematic analysis identified six themes with supporting 

subthemes. A central theme emerged and was identified by the DNP project investigator that 

linked all the themes together to represent the main theme of the project. Quotes from the focus 

group interview session were used to support data analysis findings (Appendix B). The main 

theme that emerged from the data was “What do I do?” The other five themes that emerged from 

the data were: (a) Suicide Education; (b) Lethality Knowledge (three subthemes of risk factors, 

warning signs, and methods); (c) Lethality Assessment (two subthemes of barriers and 

facilitators); (d) Lethality Policy Obstacles (one subtheme of barriers); and (e) Lethality Policy 

Amendment. 

Main Theme: What do I do? 

“What do I do?” was a recurring theme throughout the entire focus group interview 

session. The participants voiced that they are unsure of what to do when an adult client with ID 

threatens suicide and there was a sense that the participants did not know much about suicide risk 

assessment and prevention for this population. The first interview question asked, “What do you 

know about suicide in the ID population?” Participant Six answered, “Nothing” and Participant 

Four answered, “I don’t know a whole bunch.” Participant Two, giving an example of what they 

would do in a suicidal threat situation reported, 

And sometimes that threat is benign, in them saying, oh I feel I could die right now. And 

other times like with me, when I go to pick up an individual at their grandmother’s 
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apartment and was standing in her kitchen with a knife at his own throat threatening to 

kill himself. That’s an extremely clear threat. And in that case I called 911 and I was 

correct, but it’s not always that cut and dry. 

In response to the example given above, Participant One who was being supportive 

stated, “But, you at least thought of it. There are people who would freeze, and because no one 

told them what to do, they wouldn’t know what to do.” 

Participant One then chimed in and said, “Yeah, it’s one of those things where you go 

from not knowing anything... to you also have to go to the whole plan.” 

Suicide Education 

Currently, no formal suicide risk assessment or prevention training is in place at the 

group home agency. Participants who were familiar with suicide risk assessment and prevention 

reported that they were familiar for various reasons. Two participants stated their education 

stemmed from prior personal experience but did not elaborate on that. Participant One reported 

that they had researched the topic of suicide prevention for required paper in nursing school, 

stating, “Nursing school, I did a whole paper on it.” 

Participant Five reported being trained at their previous place of employment as an RN 

since the job entailed working with suicidal patients, stating, “I think my only experience is from 

my other job.” 

Lethality Knowledge 

Participants were asked if they knew risk factors, warning signs, and methods of suicide. 

Although the majority of participants reported that they did not know a lot about suicide risk 

assessment and prevention, all participants gave correct information about suicide risk factors, 

warning signs, and methods. Participants reported that they knew that the ID population can 
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carry out suicide and that they carry the same risks that other populations do, but are not taken 

seriously. Participant Two reports, 

I feel like how we question and observe an individual with, you know, any intellectual or 

behavioral issues is different from how you would do a person otherwise. Because, for 

example, we go by whether someone has a plan or not. And the buck stops there. They 

might not know that yet, or they might not have words to formulate it, or explain it to us. 

And we might not take them seriously. 

Participants were also able to describe examples of methods. Participant Seven said, “Taking 

pills...yeah, ‘od’ing,’ maybe cutting, jumping off a roof.” Participant Three said, “Wrapping 

cloths around their neck.” Participant Two said, “Jumping into traffic.” Participant Five 

mentioned “starving oneself.” 

Participants were also able to list warning signs for suicide. Participant One reports that 

individuals may show signs by “saying it.” Participant Four reports, “Isolating, withdrawing, 

violence, being passive.” Participant Three said, “A change in their behavior. A change in their 

personality. Participant Six reports, “Well, if someone starts giving away all their stuff, their few 

possessions, all of a sudden. Might have a plan.” 

Lethality Assessment 

The participants revealed that in the adult ID population, there are lethality assessment 

barriers. They believed that the ID population is treated differently and that they are treated more 

like children and taken less seriously so their suicide plan may not be believed as mentioned 

previously. Participant Two states, 
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I mean part of that is the fantasization that sometimes occurs with this population that 

they are treated like children who make these threats and people don’t believe they will 

actually follow through on it or they don’t believe that they understand what that means. 

Participants also believed that because of this, clients are often watched more carefully in their 

day to day activities because of their proximity to direct care staff. Participants stated that 

because of this, staff was able to notice any apparent changes in personality or behavior with an 

adult client with ID which can lead them to better assessment confidence if they know them. 

Participant Three states, “Because you have the close proximity of people taking care of them, I 

think you might pick up on some changes.” 

An issue noted by the participants was awareness of a high turnover of staff or relief staff 

who fill in at the group home sites. Participants believed that these direct care staff may not 

know the individual well enough to properly assess suicide lethality which could pose a problem 

with being able to identify client changes or even being aware if a client has a current plan in 

place. Participant Three reports, 

As a staff, I feel like that is an extremely difficult question to answer for the staff 

members. Because I've been at sites where there are eight staff total that work for the 

house and they've all been there for ten years and they know the individuals really well. 

There are other sites where you're lucky if anyone's been there for more than a three 

months. You know? 

Participants fear the turnover and young, untrained staff may be a reason for some of the 911 

calls. Participant Five mentions, 

And, I think that's a detriment to the agency because, you know, like everyone said. Some 

of these staff members are 18 year olds, coming out of high school, who don't really have 
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a lot of life experience themselves and we're expecting them to make huge decisions and 

judgment calls. You know, on a daily basis. A lot of our individuals have very severe 

behavioral needs that they don't understand. They haven't really been fully trained. Just 

because you read the behavior plan, it doesn't mean you truly understand all of this. 

Lethality Policy Obstacles 

A major concern among the participants was the inaccessibility of a suicide lethality 

protocol. Four participants commented that employees who have worked at the group home the 

longest have all seen a suicide lethality protocol or have had access to one at some point in time. 

Partipant One said, 

I have recently looked for it for a house and… then I went back through my 

behavior specialist I used to work with and said send me a copy of that because it doesn't 

exist anymore. 

Three participants stated that they did not know that a suicide lethality protocol existed. 

Participant Four reports, “I don’t know nothing about it.” Participant Six reports, “Don’t know 

what it is.” 

Although four participants stated that they had seen a suicide lethality protocol, they 

reported that they were unable to find it on the agency intranet. This left the participants with the 

task of having to rely on themselves for guidance or trying to find old copies of a suicide 

protocol. Participant One responded, “You cannot find it on the intranet if you look for it. I have 

once gotten my hands on it through a behavior specialist and then you go back and look for it 

and can’t find it.” Participant Three reported, “And I was told that it had been taken off the 

intranet. And I am like that’s not good because if you have somebody that has never had 

behavior involved and now they’re making threats and it’s like ‘I don’t know.’” Participant 
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Seven then reported, “We are really not exactly sure one hundred percent what's on this protocol. 

We know some parts of it. So we're all kind of like putting the pieces together.” 

Lethality Policy Amendment 

All seven participants agreed that they would like to have short training sessions that 

focus on suicide risk assessment and prevention with some kind of visual algorithm protocol for 

instances when the adult clients with ID threatened self-harm. Participant Two reports, “And I 

really think it needs to be visual and like very easy to understand.” The participants also voiced 

concern that they lacked the confidence to make decisions and would like training and 

guidelines. The participants stressed that a short, one page protocol or algorithm flow chart 

would be beneficial to guide them on what to do. Participant Three mentioned, “And I’m sorry 

when you look at the lethality packet, it’s a packet. I mean we need something that’s just like a 

one page flow chart with, ‘this is what you do.’” 

Participants responded that they want guidance on what to do in a situation with a 

lethality statement or suicide attempt. Participant Two reported, “I want things like how to 

respond, how much time, when to call 911.” Participant Four said, “I want to know things to say, 

the right things.” 

Lastly, the consensus among the participants supported the need for training on suicide 

prevention upon new employee orientation then either an annual or bi-annual in-service training. 

Participant Two said, “Right, I think it should be part of orientation.” Participant Five said, “It 

should come up periodically.” Participant Two responded, “ 

At least once a year, if not twice a year because if you don't have the individuals in the 

house threatening it, it's going to go away. You're not going to think about it. You'll lose 

what you were taught. 
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The Doctor of Nursing Essentials 

This DNP project meets the following American Association of Colleges of Nursing 

(AACN, 2006) DNP Essentials. Essential I: Scientific Underpinnings for Practice and Essential 

III: Clinical Scholarship and Analytical Methods for Evidence-Based Practice - this project 

utilized scientific underpinnings for practice, clinical scholarship, and analytical methods 

through the implementation of a quality improvement project; Essential IV: Information 

Systems/Technology and Patient Care Technology for the Improvement and Transformation of 

Health Care – findings from this project resulted in the creation of a suicide risk assessment and 

prevention on-line and in-person educational in-service guideline for group home staff and on 

call RNs working with ID adults in the WNY group homes; Essential V: Health Care Policy for 

Advocacy in Health Care – the purpose of this project was to develop a suicide risk assessment 

and prevention educational guideline and a visual suicide lethality risk assessment algorithm to 

facilitate the delivery of safe and quality health care services for clients with ID in a group home 

setting; Essential VI: Interprofessional Collaboration for Improving Patient and Population 

Outcomes – this project explored suicide risk assessment and prevention educational needs 

among interprofessional team members working in the group; and Essential VIII: Advanced 

Nursing Practice (APN) – this project showcased the ability of APNs to make significant 

contribution to clinical practice that address clinical and patient care gaps. 

Discussion 

Findings resulting from this project yielded a blend of perspectives that emerged right 

from the voices of the participants. Inter-collaboration between direct care staff and on call RN 

participants was evident throughout the focus group interviews. Themes emerged from the focus 

group interview that revolved around and supported, the main theme, “What do I do?” Major 
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issues identified by the participants included a lack of suicide risk assessment and prevention 

training and the inaccessibility of a current suicide lethality protocol for adult clients with IDs. 

These findings contributed greatly to perceived weak self-efficacy regarding suicide risk 

assessment and prevention confidence among employees that was poignantly described not 

knowing what to do when the adult clients with IDs threaten suicide. Many participants were 

quick to respond in that they did not know what to do or that they lacked knowledge. This was 

despite the finding that the participants were able to easily and quickly list suicide risk factors, 

warning signs, and methods that the group home clients may use. Findings resulting from this 

project also supported that although the participants actually knew more than they thought they 

knew about suicide risk factors, they lacked the confidence to intervene appropriately. All 

participants suggested that a written algorithm protocol and brief training sessions would 

increase their suicide risk assessment and prevention self-efficacy in group home settings. 

Finally, findings resulting from the project may be utilized to improve costs for the 

group home agency with regard to preventing unnecessary client trips to the psychiatric 

emergency room. As previously mentioned, management at the group home agency expressed 

concern that more than half of their client psychiatric emergency room visits are unnecessary. If 

the staff and on call RNs were trained to feel more confident in their decision making, they 

could properly intervene and eliminate unnecessary client psychiatric emergency room visits. 

Project Strengths and Limitations 

Arguments can be made regarding the limitations of validity and reliability with focus 

groups which may pose some limitations to this project. Despite these arguments, however, there 

are ways to improve both validity and reliability such as ensuring accuracy in focus group 
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transcription, member checking, and using direct quotes to support findings resulting from the 

analysis of data (Jayasekara, 2012). 

Project Strengths 

Project strengths included a mix of participants with staff and on call RNs, supporting 

focus group inter-collaboration. Also, the DNP project investigator was immersed in the data that 

started with the DNP project investigator conducting the focus group interviews and continued 

with the taking of field notes, transcribing the audiotaped interview session verbatim then 

reading and re-reading the transcripts, using direct participant quotes to support data analysis 

findings, working with a qualitative methods expert, and member checking project findings to 

ensure credibility and dependability. It should also be noted that the DNP project investigator is 

an employee of the group home agency and therefore was more likely to understand what the 

participants were referring to. 

Project Limitations 

This project only utilized one focus group interview session due to time restraints. The 

sample size was small (seven participants) making it difficult to generalize the project’s findings. 

A larger sample would have helped determine if the issues identified were shared by more staff 

and on call RN’s or if they were unique to the group that participated in the project. There were 

areas in audiotape that were inaudible due to the participants speaking over each other, resulting 

in the DNP project investigator missing pieces of the discussion for transcription purposes. The 

interpretation of findings by the DNP project investigator may not have captured the intention 

the participants wanted conveyed. Furthermore, thematic analysis may be disadvantaged when 

compared to other data analysis methods, as it does not allow a researcher to make claims about 

language use (Braun & Clarke, 2006). Lastly, a final consideration included that the DNP project 

https://journals.sagepub.com/doi/full/10.1177/1609406917733847
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investigator was known personally to all of the participants as a current employee at the agency. 

Although, the DNP project investigator explained the need for privacy and confidentiality for 

project participation inclusion and that there would be no consequences to answers provided, it is 

difficult to determine if the connection may have influenced the authenticity of the participant’s 

responses. 

Future Implications 

A review of the literature revealed that there is a lack of evidence-based research 

exploring suicide risk assessment and prevention among intellectually disabled populations, 

therefore more studies and DNP projects need to be conducted. In this particular setting, this was 

the first focus group of its kind. The next stage would be to implement and evaluate the 

recommended in-service training PowerPoint and new algorithm protocol created as a result of 

this project’s findings by examining if trips to the emergency psychiatric hospital were reduced 

for the adults clients with IDs, to evaluate if the protocol promoted decision making confidence 

for the group home staff and on call RNS, and to evaluate if reduction in unnecessary hospital 

visits resulted in cost savings for the agency. 

Conclusion 

Suicide can be prevented and there are approaches to suicide prevention that can be 

taught and implemented as a standard of care in a variety of healthcare settings. The findings 

from this project revealed obstacles and barriers that prevented self-efficacy among staff and on 

call RNs related to assessing suicide risk and preventing suicide among adults with IDs in group 

home settings located in WNY. Project findings also provided a case to influence the current 

policies and procedures at the institutional level of this agency to improve patient care by 

developing an online suicide educational in-service guideline as well as a visual suicide 
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algorithm protocol. Feedback from the focus group participants was incorporated into 

developing a visual suicide algorithm protocol (Appendix C) as well as developing guidelines for 

an online PowerPoint presentation that will can be used in the future for training staff and on call 

RNs working at the agency (Appendix D). The protocol includes what the difference is between 

a lethality statement and suicide attempt, what to do immediately and when to call 911, what to 

do while waiting for a response from the on call RN, what staff should be able to answer for 

management and the on call RN, and what staff and the on call RN can do to distract the 

individual while they wait. The suicide training guidelines will include the former as well as an 

overview of the difference of suicide and suicidal statements, statistics, and risk factors. It will 

also include where to find the protocol and where to find behavior support plans if applicable. 

This is all in an effort to improve the current policy and to improve the self-efficacy of staff. 

Finally, findings resulting from this project suggest that there are necessary 

considerations to be taken for educating staff and nursing personal regarding suicide risk 

assessment and prevention who work in group home settings with adult ID clients. In order to 

assist in increasing the self-efficacy of staff and the on call RNs, it was critically important to 

hear and understand their perceived needs. This provided a favorable step to making the group 

homes a safer environment that promoted quality client care. 
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Figure 1: Thematic Map 
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ask 

 No tool to 
use 

 Un- prepared 

 Lack of 

cultural 

awareness 

Barriers: 

 Poor staff or patient reports 

 Insufficient patient history 

 Unbelievable plan or threat 

 Staff perception of patients as attention 

seeking 

 Patients treated like children and 

threats taken less serious 

Facilitators: 

 Direct care staff- day to day 

observations, ease of noting 
changes, knowing the patient 

 On call nurses- give direction to 

staff 

Lethality Policy Amendment: 

 Visual- simple algorithm or 

flowchart 

 One page- short 

 Mandatory training during 
orientation 

 Mandatory in services 

 Assessment tools 

 Personalized and updated 

patient plans 
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Table 1 

Themes and Supporting Quotes 

Themes Quotes 

Main 

What do I do? “In the meantime, you’ve got this person 
threatening, going, ‘What do I do?’” 
“We have to do something.” 
“Everybody is in panic mode then, right? Because 
they just did not know what to do.” 

Other Themes 

Suicide Education “I think my only experience is from my other 
job.” 
“Nursing school, I did a whole paper on it.” 

Lethality Knowledge “Taking pills.” “Maybe cutting, jumping off a 
roof.” “A change in their behavior. A change in  Risk factors 
their personality.”  Warning signs 

 Methods 

“I mean part of that is the fantasization that Lethality Assessment 
sometimes occurs with this population that they  Barriers 
are treated like children who make these threats  Facilitators 
and people don’t believe they will actually follow 
through on it or they don’t believe that they 
understand what that means.” 
“Because you have the close proximity of people 
taking care of them, I think you might pick up on 
some changes.” 

“Don’t know what it is.” 
“So basically we’re saying, it’s not accessible, we Lethality Policy Obstacles 
don’t even know where to find it.”  Barriers 

“Right, I think it should be part of orientation.” 
“It should come up periodically.” Lethality Policy Amendment 
“And when you look at the lethality packet, it’s a 
packet. I mean we need something that’s just like 
a one page flow chart with, ‘this is what you do.’ 
And I really think it needs to be visual and like 
very easy to understand.” 
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Appendix A 

IRB Approval Form 



                                                                                
 

  

 

39 PREVENTING SUICIDE IN GROUP HOMES 

Appendix A 
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Appendix B 

Project Defense 
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Appendix B 
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Appendix C 

Project Deliverable 1- Suicide Prevention Protocol 
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Appendix C 
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Appendix D 

Project Deliverable 2- Training PowerPoint 
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Appendix D 
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