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Abstract

The U.S. Department of Veterans Affairs Home-Based Primary Care program (HBPC) serves 

Veterans with multiple comorbid physical and psychological conditions that can increase suicide 

risk. HBPC teams are uniquely able to implement suicide risk assessment and prevention 

practices, and the team’s mental health provider often trains other team members. An online 

suicide prevention toolkit was developed for HBPC mental health providers and their teams as part 

of a quality improvement project. Toolkit development was guided by a needs assessment 

consisting of first focus group and then data from surveys of HBPC program directors (n = 53) and 

HBPC mental health providers (n = 56). Needs identified by both groups included training specific 

to the HBPC patient population and more resources if mental health needs could not be fully 

managed by the HBPC team. HBPC mental health providers within integrated care teams play a 
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key role in clinical intervention, policy development, and interprofessional team education on 

suicide prevention. HBPC teams have specific learning and support needs around suicide 

prevention that can be addressed with a feasible, easily accessible clinical and training resource.

Suicide remains a leading cause of death in the United States, with older adults, especially 

men, having high rates of death by suicide compared with younger adults (Centers for 

Disease Control and Prevention, 2013). It is estimated that older white men aged 65 and up 

die by suicide at a rate of 48.7/100,000 people. With fewer suicide attempts by older men 

than younger people, it is likely that more lethal means are used (Conejero et al., 2018). 

Around 58.1% of Veteran suicides are by someone over the age of 55 (U.S. Department of 

Veterans Affairs [VA], 2018). The Veteran population had an adjusted suicide rate 2.1 times 

higher than non-Veterans in 2015, though the rate among older Veterans (75+) is lower than 

non-Veterans of the same age cohort (U.S. Department of VA). In light of these statistics, 

suicide prevention is a high priority both for community providers and within the VA (Karel 

et al., 2020; Sachs-Ericsson, 2019).

Factors that increase the risk of suicide in older adults include mental and physical illnesses, 

limited social connectedness (Fässberg et al., 2012), and stressful life events such as a loss 

or new illness (Rubenowitz et al., 2001). Although a diagnosis of major depression greatly 

increases risk (Conwell et al., 2011), physical illnesses have high base rates in older adults 

and may increase risk in aggregate or when the illness limits mobility, physical functioning, 

or interferes with completion of instrumental activities of daily living (Conwell et al., 2010). 

Older adults who died by suicide were more likely to be living alone (De Leo et al., 2013), 

whereas those connected with family reported less suicidal ideation (Purcell et al., 2012).

The suicide risk factors discussed above are common in medically complex older adults who 

often require care due to living alone and having difficulties with mobility or leaving the 

home, limiting access to outpatient care. Research suggests that suicidal ideation is high in 

this population, but many risk factors are treatable, highlighting the need for suicide 

prevention efforts (Raue et al., 2007). Transition to care from inpatient facilities to home is a 

particularly vulnerable time for such patients. One study showed that Veterans recently 

discharged from VA nursing homes back to home had an increased death by suicide rate 

within the first 6 months postdischarge, highlighting a need for follow-up and transitional 

care (McCarthy et al., 2013).

Home-Based Primary Care Model

One model providing comprehensive care to this population has been Home-Based Primary 

Care (HBPC). As implemented within the VA, HBPC is an integrated, interprofessional 

model of care provided in a patient’s home that typically includes primary care providers, 

nurses, social workers, mental health providers (typically psychologists), dietitians, 

pharmacists, and rehabilitation therapists who provide longitudinal primary care for older 

adults with complex chronic illnesses and functional impairments. HBPC program directors 

(commonly nurses or social workers) serve alongside the HBPC medical director to ensure 

that HBPC staff are providing timely quality care. Each HBPC program encompasses one or 

more teams, often based on geographical coverage areas in their regions. Although each 
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HBPC program has only one program director, they may have more than one mental health 

provider (covering distinct teams or geographic catchment areas within the program).

HBPC teams have several distinctions from community home-based primary care, namely 

mental health integration since 2007 and a funding structure that is independent of 

Medicare. Meanwhile, non-VA home-based primary care is growing and will likely continue 

to do so post-COVID, as recent studies have found improvements in patient quality of life 

and cost effectiveness (Cornwell, 2019; Schuchman et al., 2018). Non-VA models include 

Centers for Medicare & Medicaid Services’ Independence at Home Demonstration Project 

that demonstrated strong results in its first 2 years and continues to expand (Rotenberg et al., 

2018). Many models such as Medicare-funded temporary home care services do not often 

include a dedicated mental health provider, leading to trials of consult services for mental 

health needs (Reckrey et al., 2015) and training of physicians, nurses, or occupational 

therapists to assess for depression and then treat patients who evidence significant symptoms 

(Bruce et al., 2011).

The HBPC teams systematically address co-occurring mental health disorders and 

implement strategies toward suicide prevention in some of the most vulnerable, medically 

complex older Veterans. The HBPC program addresses these issues through an integrated 

stepped-care model, in which all team members can help to recognize and manage Veterans’ 

mental health care needs, alongside psychologists and psychiatrists who provide more 

thorough home-based assessment and treatment. HBPC teams can contribute to suicide 

prevention efforts with older Veterans in many ways, including frequent in-home contact 

with at-risk Veterans, identifying ways to reduce lethal means, and offering in-home access 

to safety planning and mental health treatment. Although suicide prevention educational and 

clinical interventions for VA staff have previously been described (De Santis et al., 2015; 

Marshall et al., 2014; Matthieu et al., 2008), and a toolkit format has been developed to 

address emergency preparedness for HBPC teams (Wyte-Lake et al., 2017), there has not 

been prior literature on supporting HBPC staff in suicide prevention.

The aims of this quality improvement project were to: a) identify risk management and 

suicide prevention practices across VA HBPC teams nationally, b) illuminate strengths and 

barriers to effective suicide prevention strategies in HBPC, and c) create a resource 

repository of best practice clinical resources and educational/team development tools for 

providers in suicide prevention for Veterans served in HBPC. This toolkit was intended to 

augment existing VA trainings suicide prevention available to all VA providers.

Methods

This project was driven by a national quality improvement workgroup of five HBPC 

psychologists representing HBPC teams across the United States. A human-centered design 

approach, that is, one that draws on feedback from stakeholders and future users, was 

utilized to produce a provider-friendly toolkit (Altman et al., 2018).
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Needs Assessment

We conducted a needs assessment for HBPC teams assessing suicide prevention practices. 

Initial conception of the toolkit was driven by responses from six focus groups of HBPC 

staff from across the nation who responded to requests for participation posted on internal 

VA listserve groups of these occupations: two with HBPC program directors, two with 

mental health providers, and two with other team members (e.g., nursing, social work). 

Questions asked of participants centered on processes for evaluating and documenting 

suicide risk and managing care of Veterans identified to be at risk.

Two national quality improvement surveys were developed, implemented, and analyzed via 

SurveyMonkey to obtain information on current practices and future needs from two main 

stakeholder groups: HBPC program managers (a 9-item survey covering team service areas, 

challenges to team management of suicide risk, and perceived needs to improve suicide 

prevention) and HBPC mental health providers (a 51-item survey identifying step-by-step 

local processes for screening and management, barriers to addressing the special issues for 

HBPC suicide prevention such as comorbid dementia, palliative care, and areas for which 

they would like to provide further to their teams). Surveys received appropriate approval 

from VA leadership before respondents were recruited via the respective listserve for each 

group.

Results

Participants

Across the 435 HBPC teams in place at the time of the surveys, 53 program directors and 56 

mental health providers responded. The program directors represented a range of geographic 

areas (“Mostly Urban” 11.3%, “Mostly Rural” 28.3%, “Mixed” 60.4%), and oversaw 1 to 5 

or more teams in these areas. Although most program directors reported at least one full-

time dedicated HBPC mental provider, 11% of program managers said they had only part-

time (i.e., less than one full-time employee) dedicated to the mental health care of their 

Veterans. Mental health provider respondents covered teams or entire HBPC programs 

whose average daily census ranged from 30 to 305 Veterans.

Needs Assessment

Themes emerging from surveying program directors included discomfort by some team 

members in identifying and treating suicidal ideation, need for additional team training, 

limited suicide prevention resources (especially in rural areas), and limited access to 

psychiatry support (e.g., inpatient psychiatric beds in local communities). See Table 1.

Mental health providers provided feedback on the varied processes for triage and completion 

of both brief and more comprehensive suicide risk evaluations, which informed educational 

materials later developed for the toolkit (Table 2). In addition to further education around 

suicide in context of dementia and end-of-life needs, respondents also endorsed other areas 

for further education including assessing suicide in the context of late life depression and 

working with families and caregivers to prevent suicide. Although formal analysis of the 

free-text responses was beyond the scope of this project, many respondents described being 
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mindful of HBPC resources and endorsed competence in their ability to manage the 

psychiatric needs of patients admitted to their programs, for example, thinking of ways that 

outpatient providers or the family could partner to support Veterans with greater needs.

Development of the Toolkit

The workgroup developed new materials for the toolkit to address unmet needs identified by 

the surveys (Table 3). The workgroup created a 7-item training needs analysis tool served as 

a starting point for toolkit users, which directed them to resources based on their self-

assessed learning needs and those of their teams. Examples of HBPC suicide prevention 

policy documents were included as references for other programs to develop or enhance. A 

recommended reading list of relevant literature on late-life suicide prevention was included. 

Six brief interprofessional training modules were developed addressing special HBPC 

population needs with regard to suicide prevention: geriatric depression, needs of Veterans in 

rural areas, pain, sleep disturbance, dementia, and end-of-life issues. These special 

consideration training modules were PowerPoint slide decks developed for HBPC mental 

health providers to provide team in-services, either as-is for brief trainings, or as a starting 

point for further development of a more comprehensive training. Additional training 

materials developed included role plays to encourage HBPC staff to practice assessing 

suicide risk and determining follow-up plans. Finally, these and other VA (e.g., safety 

planning materials) and non-VA materials (e.g., links to geropsychology clinical resources, 

support for gender and ethnic minority older adults, and resources for families and 

caregivers) were collated into the toolkit itself via hyperlinks to ensure easy access for busy 

providers who are often on the road making home visits. The toolkit is embedded in an 

online internal VA SharePoint site accessible to all VA HBPC staff nationwide.

Following creation of the toolkit, five HBPC mental health providers provided initial pilot 

feedback on feasibility and utility of toolkit items. Pilot testers self-rated how confident they 

were in various aspects of suicide prevention before and after testing the toolkit over a 2-

week period. Across respondents, confidence improved in all aspects surveyed (e.g., 

assessing and managing suicide risk, creating local suicide prevention policies, and engaging 

in harm reduction strategies). Qualitative feedback indicated the toolkit was “largely 

complete,” and contained valuable and comprehensive information for the HBPC 

population. Next, the toolkit link was sent to experts and stakeholders in late-life suicide/

Veteran suicide prevention (both VA and non-VA) who suggested additional resources and 

provided input into the final toolkit makeup.

A month after release of the toolkit, a brief survey was sent to HBPC mental health 

providers to assess how they had implemented the toolkit within their teams. Though the 

response rate was low (n = 15), providers who had used the toolkit indicated they had 

reviewed most of the modules, vignettes, and role plays and were talking more with their 

teams and with patients about suicide. A follow-up outcome evaluation will be conducted in 

2 years to further assess use of the toolkit, ease of navigation, implementation of resources 

by HBPC teams, and necessary changes to resources.
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Discussion

The aim of this project was to create and disseminate a suicide prevention toolkit for HBPC 

mental health providers to use for team training in suicide risk and prevention for the 

population of medically complex older Veterans served by HBPC. Feedback from the initial 

needs assessment of HBPC program directors and mental health providers highlighted 

suicide prevention issues unique to HBPC programs, including staff training needs relevant 

to the challenges facing Veterans in the program, procedure guidelines, and accessing care 

partners and resources particularly in rural areas.

Future plans include continually updating toolkit content to remain responsive and relevant 

to the community, as well as continued dissemination to other geriatric mental health 

providers within VA so that resources can be broadly accessible to those working in similar 

venues such as Community Living Centers (e.g., nursing homes) and geriatric primary care/

geriatric mental health settings. Effectiveness of the toolkit will be re-evaluated more 

broadly in 2 years after mental health providers have had more time to implement training 

and establish policies consistent with recent updates to VA suicide prevention goals.

Future Research

Future research on specific suicide assessment and intervention in the population served by 

HBPC teams is needed. Although understanding suicide risk and prevention in geriatric 

populations is a broad area of need, the following specific areas of investigation are 

recommended. First, having VA and non-VA base rate suicide data for homebound older 

adults is critical to larger suicide prevention strategies in this area. Secondly, we encourage 

evaluation of mechanisms by which geriatric care teams, such as HBPC, can prevent suicide. 

For other HBPC clinicians who may not have the resources to undertake larger research 

studies, case studies or qualitative articles around suicide education and prevention strategies 

will provide ground-level insights that can drive bigger projects. Because caregivers play 

such a key role in the care of homebound older Veterans, we encourage the development of 

projects that describe their role in suicide prevention. This toolkit was not designed to 

address more systemic issues around suicide prevention for this population, including mental 

health staffing shortages or vacancies, collaboration of care with outpatient mental health 

providers, technological barriers (e.g., limited cell phone connectivity for patients and staff 

especially in rural areas), and accessibility of higher levels of mental health care like 

inpatient psychiatric beds. Finally, systems or community-level studies of how HBPC 

patients can obtain mental health care (particularly in rural areas) would add to an 

understanding of how programs can support Veterans in these areas.

This project demonstrates that clinician-driven quality improvement projects can be part of 

larger suicide prevention efforts within a national hospital system, particularly in a relatively 

new and growing area of gerontological practice like home-based primary care. For frontline 

clinicians who may not have time or resources to conduct research, outcomes of this project 

suggest quality improvement initiatives to address unmet needs are feasible. Local medical 

center leadership at each of the authors’ locations were also instrumental in supporting this 

project.
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For home care providers outside the VA, we would suspect similar issues in assessing and 

treating suicide in this population would be present, including poor provider cell phone 

coverage and limited access to psychiatric emergency services particularly in rural areas. 

Although those systems issues can be challenging, home care providers have a unique 

vantage point to connect with older adults in a meaningful way, in their homes. VA teams 

rely heavily on embedded mental health providers for team training and patient care, but 

non-VA models do not often include this dedicated role. Ensuring clear policies and 

procedures around suicide prevention can help provide consistent direction for providers 

who are often on their own on the road. Collaborative safety planning with patients at risk of 

suicide can help empower them and inform care planning interventions (Conti et al., 2020). 

As suicide prevention is the responsibility of all providers, taking time to practice suicide 

risk assessment conversations can help build comfort and confidence. Finally, although this 

suicide prevention toolkit described in this manuscript is internal to VA, resources for 

suicide prevention and other mental health needs for non-VA providers are available in the 

Community Provider Toolkit: https://www.mentalhealth.va.gov/community-providers/

index.asp.

In this report, we addressed the need for suicide prevention in medically complex 

homebound older Veterans through creation and dissemination of an online repository of 

evidence-based resources to assist HBPC mental health providers and their teams with 

assessment and intervention for at-risk patients. Creation of the toolkit was guided by a 

needs assessment from HBPC program directors, mental health providers, and late-life 

suicide prevention experts, and will continue to be updated with further resources as 

guidelines change with further research. As future research investigates the utility of the 

toolkit for HBPC teams, we have provided areas of need for potential research in suicide 

prevention for patients served by HBPC programs.
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Clinical Implications

• VA HBPC programs are uniquely positioned to provide suicide prevention 

strategies to a vulnerable at-risk group of older adults.

• VA HBPC mental health providers (and more broadly, psychologists in 

integrated care teams) play a key role in direct clinical intervention, policy 

development, and interprofessional team education in suicide prevention.

• VA HBPC programs have specific learning and support needs around suicide 

prevention that can be addressed with a feasible, easily accessible educational 

resource.
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Table 1.

HBPC Program Director Needs Assessment Responses (n = 53)

Suicide prevention strategies that work very well Team communication 82.0%

Documentation of suicide risk 75.0%

HBPC psychologist on staff 74.0%

Suicide prevention strategies that do not work well Collaboration with outpatient psychiatry 24.4%

Support from mental health case managers 37.5%

Challenges to addressing suicide prevention Veterans refusing MH services 59.0%

Poor cell phone coverage 52.0%

MH needs too great 46.0%

Needs for inclusion in suicide prevention toolkit Sample policy documents 53.0%

Treatment plan documentation 48.0%

Education modules for staff on managing/assessing risk 53.0%

Note. % refers to participant endorsement of strategies and challenges

Home Healthc Now. Author manuscript; available in PMC 2021 March 03.



V
A

 A
uthor M

anuscript
V

A
 A

uthor M
anuscript

V
A

 A
uthor M

anuscript

Mlinac et al. Page 12

Table 2.

HBPC Mental Health Provider Needs Assessment Responses (n = 56)

Challenges to addressing suicide prevention Veterans refusing MH services 86.0%

MH needs too great 76.0%

Low community psychiatric hospitals or beds 60.0%

Suicide prevention education needs End of life/Death with dignity 65.0%

Late-life depression 59.0%

Working with families/caregivers to reduce risk 58.0%

Collaboration with local VA Suicide Prevention Coordinators Yes 82.0%

Note. % refers to participant endorsement of challenges and needs
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Table 3.

Toolkit Components

Toolkit Section Sample Contents

Overview Introduction to Toolkit
Team Needs Assessment Tool
User How-To
Reading List
Quick links to Internal and External
Suicide Prevention Resources

Assessment Tools Measures required by VA for as part of routine screening
Supplemental local tools shared by HBPC MH providers

Safety Planning Resources for Safety Planning for Older Adults

Psychotherapy Interventions Treatment Planning Resources
Suicide Prevention Presentations provided by VA expert

Policy/Procedures Sample Local HBPC Team Suicide Risk Management Procedures
National Policy Resources and Administrative Documents

Training Materials Role Plays for Team-Based Suicide Prevention
Basic Starter Presentations for Adaptation by HBPC MH providers
Rural Healthcare
Pain & Suicide
Dementia
End-of-Life Care & Suicide
Geriatric Depression
Sleep & Suicide

Resources for Families/Caregivers Suicide Prevention Guide for Veteran Families
Suicide Postvention Resources
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