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Abstract

Introduction: Patients are at increased risk for death by suicide following a psychiatric 

hospitalization. There has been limited study of the association between patient engagement in 

follow-up care after psychiatric hospitalization and suicide risk. Understanding why psychiatric 

inpatients choose to engage in post-discharge care is important in developing effective suicide 

prevention strategies.

Materials and Methods: The theory of planned behavior (TPB) has been widely used to 

understand many health behaviors including healthcare utilization. Using the TPB, we developed 

an interview guide that assessed psychiatric inpatients’ attitudes and beliefs about the role of 

post-discharge care in addressing suicide risk. We also inquired about perception of future risk 

for suicide after discharge. We conducted semi-structured interviews prior to discharge and 

administered the Columbia-Suicide Severity Rating Scale (C-SSRS). We assessed healthcare 

utilization at 1 and 3 mo after discharge. We coded and grouped the transcribed data according to 

the three domains of the TPB model: attitudes, subjective norms, and perceived behavioral control.

Results: Sixteen individuals consented to enrollment. More than half (N = 10) believed that 

they were at no or low future suicide risk after discharge. Participants who felt that their 

future risk for suicide was low or none were significantly older (mean 59.3 yr, SD: 8.3) and 

reported significantly less severe suicidal ideation in the past month (mean CSSR-S 2.5, SD 2.1) 

compared to those participants who believed that their future risk was high (mean age 47.5, 

SD: 8.6; mean CSSR-S 4.7, SD 0.5, p < 0.05). However, all participants had a lifetime history 

of severe suicidal ideation (mean CSSR-S > 4.7). Many participants felt that peers facilitated 
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treatment engagement. However, participants expressed a tendency to avoid treatment if they 

experienced unwanted side effects, encountered stigma, or experienced poor-therapeutic alliance. 

Five participants experienced poor continuity of care after discharge. Of these participants, four 

reported at the time of discharge no or low perceived future risk of suicide and three were 

readmitted within 90 d after discharge.

Conclusions: Individuals may not appreciate that they are at heightened risk for suicide after 

hospitalization and this may negatively impact treatment engagement.

INTRODUCTION

Suicide is an important public health problem, with more than 800,000 people dying by 

suicide each year across the globe.1 Individuals are at particularly high risk for suicide in 

the year following psychiatric hospitalization,2–5 with the highest risk occurring in the first 

3 mo after discharge.6 Several factors may contribute to suicide risk including psychiatric 

comorbidity and history of suicidal behavior.3 An important, but understudied area, includes 

the association between patient engagement in follow-up care and the risk for suicide risk 

after psychiatric hospitalization.3,4 While several studies have found that patients with a 

history of suicidal behavior and suicidal ideation are more likely to be non-adherent to 

treatment,7–9 relatively little is known about the factors that may motivate or dissuade 

patients from partaking in treatment. Some studies have suggested that fear of stigma, 

concerns about side effects of medications and poor-therapeutic alliance may contribute to 

treatment non-adherence.10–13 It is unclear, however, whether a similar group of factors 

plays a role in poor patient engagement in follow-up care after psychiatric hospitalization.

Social and behavioral theories are commonly used to understand the behaviors of individuals 

and to develop effective health promotion interventions.14,15 The theory of planned behavior 

(TPB) has been widely used to understand many health behaviors including healthcare 

utilization.16 The TPB emphasizes that intention plays a key role in an individual’s decision 

to make a behavior change.17 Intention is also directly influenced by the individual’s 

attitudes about the effect of the behavior, subjective norms, and the individual’s perceived 

ability to control his/her behavior.17 The TPB model has been proven to predict an 

individual’s intention to participate in health promoting behaviors.18 The TPB model has 

also been used in the study of help seeking behaviors among individuals with mental 

health disorders.13,19–22 For example, in a study of patients with and without depression, 

Schomerus et al23 found that attitudes about mental health treatment, as conceptualized by 

the TPB model, were strongly correlated with intention to seek treatment. Similarly, Stecker 

et al. (2012) used the TPB model in the design of an intervention which improved treatment 

engagement in Veterans with alcohol use disorder.24

Given that the TBP has been successfully applied to the field of mental health, the TBP may 

be useful in exploring the reasons why an individual with risk factors for suicide may choose 

to engage – or not engage – in mental health treatment after psychiatric hospitalization.25–27 

Therefore, using the framework of the TBP, we designed a mixed-methods study which was 

aimed at understanding psychiatric inpatients’ attitudes and beliefs about suicide risk and 

treatment after discharge. The results of our study will help to identify potential motivational 
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factors that may impact patient engagement in treatment after psychiatric hospitalization. 

This knowledge may be useful in the design of effective interventions to prevent death by 

suicide after psychiatric hospitalization.

METHODS

We carried out a mixed-methods study of participants who were hospitalized on a Veterans 

Affairs (VA) inpatient mental health unit and were deemed clinically fit to be discharged 

back to the outpatient setting. We conducted individual, open-ended, semi-structured 

interviews with participants around the time of discharge. We administered standardized 

assessment tools at baseline and collected data on healthcare utilization in the 3 mo 

following discharge. We conducted the study between January 1, 2017 and September 30, 

2017.

We used convenience sampling to identify eligible participants. We recruited participants 

regardless of the reason for their admission because the risk for suicide after hospitalization 

spans across psychiatric disorders.6 We obtained signed consent from all participants. None 

of the participants received compensation for participation in the study. The principle 

investigator (NR) conducted the semi-structured interviews. The Veteran’s institutional 

review board of Northern New England (VINNE) and the Research and Development 

Committee, White River Junction Veterans Affairs Medical Center (WRJ VAMC) approved 

this project after full committee review.

We developed an interview guide to facilitate the semi-structured interviews. The guide 

was designed to elicit information which addressed the TPB domains including: attitude, 

subjective norm, and perceived behavioral control.17 To assess attitudes about follow-up 

care, the interviewer asked participants to comment on the advantages and disadvantages of 

follow-up care. The interviewer also asked participants to comment specifically on whether 

they personally believed that they were at future risk for suicide at any time after discharge. 

To assess subjective norms, the interviewer asked participants to comment on what role 

(if any) others played in their decision to engage in follow-up care. To assess perceived 

behavioral control, the interviewer asked participants to comment on factors that would 

facilitate or hinder treatment engagement.

We used an iterative approach to ensure that the interview guide adequately reflected our 

variables of interest. We completed two initial interviews and debriefed these results as 

a team. We determined that minor modifications were necessary and after incorporating 

these changes and piloting them in two more participants, reached consensus that the 

interview guide was complete. This method of reflexivity, reflection, and adaptation helped 

to minimize the problem of measurement bias.

Enrolled participants were interviewed in private rooms on the inpatient unit on the day 

before (or day of) discharge. The conversations were audio recorded and results were 

later transcribed. Audio recordings were complemented by observational field notes. The 

interviews lasted approximately 60 min.
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We administered three standardized assessment tools at baseline including the Columbia-

Suicide Severity Rating Scale (C-SSRS)28 (a measure of suicidal ideation and behavior), 

the Interpersonal Needs Questionnaire (INQ),29,30 (a measure of perceived burdensomeness 

and thwarted belongingness), and the Dimensions of anger reactions (DAR-7)31 (a measure 

of anger). These instruments are applicable to individuals with a variety of diagnostic 

conditions and have been found to be associated with suicide risk.29,30,32 Higher scores on 

each of these scales indicate more severe symptom burden.

We used the medical record to collect baseline diagnostic information (discharge diagnosis, 

gender and age) and to measure continuity of mental healthcare within the first 3 mo after 

discharge. We abstracted these data through chart review in the VA electronic medical record 

(VistA). Measures of post-hospitalization continuity of care included intensity of outpatient 

mental health treatment (total number of visits between the time of discharge and the first 3 

mo after discharge), regularity of outpatient mental health treatment (number of consecutive 

months in the first 3 mo after discharge in which the participant had at least one mental 

health visit; range, zero to three), and continuity of mental health treatment across intra-

organizational boundaries (whether or not the participant received any outpatient mental 

health treatment within the first month after discharge).33 We evaluated whether participants 

had lower or higher values on one or more these continuity of care measures because 

higher continuity of care has been associated with superior mental health outcomes.33 We 

defined least continuity of care as zero to two outpatient mental health visits, zero months of 

continuous outpatient mental health treatment and/or no outpatient mental health treatment 

within 1 mo of discharge.

Using Atlas.ti software (Version 7.5.16), we coded and grouped the transcribed data 

according to the domains of the TPB model (attitudes, subjective norms, and perceived 

behavioral control). Within each domain, we then sub-categorized the coded data into 

related sub-domains. Furthermore, we classified sub-domains based on whether the sub-

domain could be considered to be a facilitator or barrier to treatment engagement. Because 

our interview guide included one question that did not map onto the TPB model (i.e., 

participant’s perceived future risk for suicide at any time after discharge), we created a 

separate category for this domain. We coded participant’s responses as “perceived low or no 

future risk” if the participant explicitly stated that he was at no future risk or he expressed 

that he believed it was very unlikely that his suicidal ideation would re-emerge or worsen 

again. Conversely, we coded participant’s responses as “perceived high future suicide risk” 

if the participant reported that he felt very strongly that it was likely that his suicidal ideation 

could worsen again in the future. We involved two analysts (NR and BS) in coding the 

qualitative data because this is considered a more rigorous approach to qualitative analysis 

and permits multiple perspectives and resolution of discrepancies through consensus.34

We used simple descriptive statistics to describe the results of scales, baseline diagnostic 

information, and continuity of care after discharge. For continuous measures, we used the 

student t-test to evaluate for significant differences between the means of participants who 

perceived their future risk for suicide was low or none versus high. For dichotomous 

outcomes, we evaluated for significant differences between proportions using the chi-
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squared test. We conducted these analyses using STATA version 14 (StataCorp). We 

considered a p-value <0.05 to be significant.

RESULTS

Among 22 eligible participants, 16 participants consented to enrollment and participated in 

a semi-structured interview prior to hospital discharge. As shown in Table I, all participants 

were men. More than half of the participants (N = 10) believed that their future risk for 

suicide was low or none. Participants who felt that their future risk for suicide was low 

or none were significantly older (mean 59.3 yr, SD: 8.3) and reported significantly less 

severe suicidal ideation in the past month (mean CSSR-S 2.5, SD 2.1) compared to those 

participants who believed that their future risk was high (mean age 47.5, SD: 8.6; mean 

CSSR-S 4.7, SD 0.5, p < 0.05). All participants had a lifetime history of severe suicidal 

ideation (mean CSSR-S > 4.7). Finally, 30% (3/10) of participants who believed that their 

future risk of suicide was low or none and 50% (3/6) of participants who believed that 

their future risk of suicide was high had a clinical alert (“flag”) in their medical record, 

identifying them as acutely at elevated risk for suicide. This clinical alert system is standard 

practice in the VA.

Figure 1 outlines how participants’ attitudes and beliefs about the role of post-discharge care 

in addressing their future risk for suicide mapped onto the TBP framework. Table II includes 

quotes that mapped onto the three TBP constructs as well as quotes that mapped onto the 

theme of perceived risk.

Perception of Suicide Risk

Many participants did not perceive that follow-up care plays a critical role in addressing 

suicide risk. In fact, more than half of participants (N = 10) believed that they were at 

low or no future risk for suicide because the current hospitalization had completely (or 

nearly completely) addressed this risk. Yet, a few participants (N = 6) felt acutely aware 

of their risk for suicide and believed that follow-up care was necessary to mitigate this 

risk. Participants typically came to this conclusion because they had a history of severe 

suicidal ideation, had been hospitalized multiple times or had been told about the risk by 

their provider.

Attitudes About Post-discharge Treatment

Almost all participants (N = 15) believed that post-discharge care is important in managing 

general mental health symptoms such as depression. Yet, most participants (N = 12) raised 

concerns that in some cases, the treatment may cause more harm than good. For example, 

three participants suggested that behavioral interventions could “trigger” post-traumatic 

stress disorder symptoms. One participant mentioned, “I could be inundated with questions 

and get stirred up.” Eleven participants highlighted that there is a high likelihood that 

medications could cause substantial side effects.
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Subjective Norms and Post-discharge Treatment

Many participants (N = 9) emphasized that peers were critical in supporting them through 

their treatment. For example, one participant described that his “vet group” was important 

because “we keep track of each other and that keeps us stable.” In fact, he mentioned 

that prior to this admission he told his “vet group” about recently purchasing a gun. The 

group pointed out to him that this was a warning sign for suicide and helped him to seek 

re admission. A few participants (N = 6) suggested that it was helpful to receive support 

from family. Six participants, however, raised concerns that fear of stigma prevented them 

from seeking treatment. In addition, four participants mentioned that if their peers or family 

expressed negative opinions about treatment, they would turn down the treatment.

Perceived Behavioral Control and Post-discharge Treatment – Facilitators

Fifteen participants felt more favorable about treatment when it was delivered face–

face because they believed that this modality was more personal and therapeutic. Five 

participants described that they would be more open to group-based interventions, especially 

if they included Veterans. One participant was particularly interested in working with a 

peer support specialist, saying that it was helpful because “they can relate and they are not 

judging you.”

Perceived Behavioral Control and Post-discharge Treatment – Barriers

Seven participants expressed that an important barrier to engaging in treatment included 

the perception that the provider was not invested in their personal well-being. Participants 

described avoiding treatment when they felt that they were being “forced” or “pushed” into 

treatment to fulfill the provider’s agenda. One participant described that he would get upset 

if he felt that a provider was deciding the frequency of follow-up visits without considering 

his needs. The participant raised this concern in the context of the clinical process whereby 

some patients are “flagged” as high risk in the medical record and thus, require a set number 

of appointments. The participant reported, “I don’t like that. It feels like a ball and chain. 

The only goal is you want to do everything to take the red flag off my record, so I fake the 

funk. I say something to make it ok for them. I don’t see the team working to my advantage 

so I have taken things in my own hands.” Participants also believed they would turn down 

treatment if they perceived no benefit (N = 7) or the treatment interfered with their life (N = 

7).

Finally, six participants mentioned that if their mental health symptoms became too severe, 

they would disengage from care. Many of these six participants were also unsure about how 

to handle this rapid decline in their mental health symptoms. For example, one participant 

mentioned, “Now I can recognize when I am headed there, but I don’t have all the tools 

to stop it when I am heading there.” Yet, one participant felt confident that because he had 

involved his family in his treatment, he would be able to get necessary care even if the 

severity of his symptoms precluded engagement. He stated, “It has helped to have my family 

look for the cues and let me know.”
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Continuity of Care After Discharge

Table III outlines continuity of care in the first 3 mo after hospitalization and their in-person 

interview. Most of the participants who believed that their future risk for suicide was high 

experienced greater continuity of care after discharge. Conversely, there was more variation 

in the degree of continuity of care experienced by participants who believed that their future 

suicide risk was low or none. Finally, none of the 16 participants in this study received 

non-VA mental healthcare after hospital discharge.

Participants with Poor Continuity of Care

Three of the five participants who had the least continuity of care after psychiatric 

hospitalization were readmitted within 3 mo post-discharge. All three had reported that 

they felt that they were at low or no future risk for suicide. In the first case, the participant 

attended the first outpatient visit, but did not show up for subsequent appointments including 

missing a scheduled injection of a psychotropic agent. By the time, the participant re-

engaged with care, his suicidal symptoms were so severe that he required readmission. In 

the second case, the participant received no outpatient mental health treatment due to a 

breakdown in communication between patient and providers. The participant was readmitted 

due to a worsening of his mental health symptoms. In the third case, the participant canceled 

the initial outpatient appointment and due to breakdowns in communication between the 

participant and outpatient treaters, a follow-up appointment was not rescheduled until 40 d 

after discharge. In the interim, the participant’s mental health symptoms worsened and he 

was eventually readmitted due to safety concerns.

The fourth participant initially was engaged in outpatient treatment (i.e., attending outpatient 

appointments) in the first month after discharge, but remained disengaged in the second and 

third month after discharge (i.e., no-showing or canceling appointments). This participant 

had reported that he believed that he was at low or no future risk for suicide. While the 

health status of this participant was unclear based on available medical records, there was no 

evidence to suggest that the participant had been readmitted to a VA facility within the first 3 

mo after discharge.

The fifth participant had expressed at the time of discharge a heightened awareness of his 

high future risk for suicide. Accordingly, he was initially engaged in outpatient treatment in 

the first month after discharge, but he disengaged from care in the second and third month 

after discharge (i.e., no-showing or canceling appointments). Again, there was no evidence 

in his medical record to suggest that he had been readmitted to a VA facility within the first 

3 mo after discharge.

There were no cases of psychiatric readmission or other adverse outcomes among the 

remaining eleven interviewed participants.

DISCUSSION

Our findings suggest that individuals who are psychiatrically discharged may be unaware of 

their future risk for suicide. This lack of knowledge may play a role in poor engagement 

in follow-up care. Concerns about the stigma from being psychiatrically hospitalized and 
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having mental illness may serve as a barrier to treatment. When individuals experience 

worsening symptoms of mental illness after discharge, they may also be more likely to 

isolate from others including providers. Conversely, family and peers may play a critical role 

in helping individuals to engage in follow-up care. However, if an individual perceives that 

family or peers do not value treatment, the individual may turn down treatment. Individuals 

may also disengage from treatment if they perceive that providers are not invested in their 

personal well-being.

Many participants did not appreciate that they were at heightened risk for suicide after 

discharge. This is notable given that regardless of the reason for admission, a psychiatric 

hospitalization is a well-known risk factor for suicide.6 To the best of our knowledge, no 

prior studies have assessed psychiatric inpatients’ awareness of future suicide risk after 

discharge. Our findings, however, are somewhat similar to those of Qurashi et al who found 

that psychiatric inpatients with lower insight scores at the time of discharge were more 

prone to be non-compliant with medications.7 These authors did not address whether insight 

scores measured awareness of suicide risk.7 Several studies have proposed that patients who 

make a suicide attempt may experience brief catharsis after the attempt.35–37 Van Praag and 

Plutchik36 found that patients who were hospitalized after a suicide attempt had a significant 

decrease in depression within a few days of hospitalization compared to patients who were 

depressed, but not suicidal. While brief catharsis may explain why hospitalized patients 

might have poor insight into their future suicide risk, other studies have found no evidence to 

support this hypothesis.38,39 In our study, patients who believed that their future suicide risk 

was low or none reported less severe suicidal ideation in the past month compared to those 

participants who believed that their future suicide risk was high. Perhaps, because patients 

felt less suicidal recently, they concluded that their suicide risk was low or none. Patients 

may want to be hopeful about the future and not consider the possibility that their symptoms 

might worsen.

Given these findings, targeted educational interventions at the time of discharge may play 

an important role in suicide prevention. For example, the World Health Organization’s Brief 

Intervention and Contact Program (WHO BIC) is a brief education and follow-up strategy 

which teaches patients about their suicide risk after discharge and helps them to remain 

engaged in post-discharge treatment. The WHO BIC has been shown to significantly lower 

the odds of suicide after discharge.40

Using the TBP framework, we identified several factors that may motivate patients to 

engage in treatment after discharge. Similar to other studies, patients were motivated to 

seek out care because they believed that treatment could address their general mental health 

symptoms. For example, in a study of National Guard Soldiers, Stecker et al13 used the TPB 

framework to demonstrate that patients felt an important benefit of treatment included the 

ability to manage symptoms. In our study, family and peers were identified as critical factors 

in the decision to pursue treatment. Alonzo et al also reported that family plays an important 

role in keeping individuals with suicidal ideation engaged in treatment.41

We uncovered several factors that may dissuade individuals from engaging in follow-up 

care. Patients were more inclined to refuse care if they experienced unwanted side effects 
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or encountered stigma. Other studies have raised similar concerns that fear of stigma and 

adverse side effects contribute to treatment non-adherence.10,11,42,11,13 In addition, a few 

patients in our study suggested that symptom severity leads to treatment non-adherence. 

This is somewhat similar to the findings of Carlton and Deane43 who reported that patients 

with more severe suicidal ideation were less likely to seek help. Akin to prior studies, 

we found that patients were less inclined to pursue care if they perceived no benefit from 

treatment or experienced poor-therapeutic alliance.44 Poor-therapeutic alliance is known to 

be associated with higher rates of treatment dropout.12 Finally, some patients suggested that 

it was important that their provider involve them more directly in treatment decisions. This 

aligns with available evidence supporting a role for shared decision making in mental health 

treatment.44

A unique strength of our study includes the fact that to the best of our knowledge, this is 

the first study to use the TBP to identify the attitudes and beliefs of individuals about the 

role of post-discharge care in mitigating future suicide risk. Given that the TPB model can 

predict an individual’s intention to participate in health promoting behaviors,18 it would be 

important to confirm our findings using a more robust study design. If the variables that 

we identified in our study are meaningful contributors to a patient’s decision to engage in 

follow-up care, this knowledge could be leveraged to design more effective post-discharge, 

suicide prevention interventions.

Our study has several limitations. This was a small, qualitative study limited to the Veteran 

population. Veterans carry unique risk factors for suicide which may influence treatment 

engagement. Unlike the private sector, the VA system is well resourced and this may explain 

why patients did not cite the lack of access to treatment as a barrier.45 Our study was 

comprised solely of male participants. Women have distinctive risk factors for suicide and 

face important challenges in accessing mental healthcare in the VA setting.46–49 Hoffmire 

et al50 also found that compared to nonveterans, female Veterans are at markedly higher 

risk for suicide than male Veterans. Our sample included a limited number of participants 

with co-occurring substance use disorders. Substance use disorder is an important risk 

factor for suicide after hospitalization and patients with substance use disorder are more 

likely to disengage from treatment.51,52 Our study was not designed to validate the TPB 

domains. It is possible that if we had used an alternative model, we would have identified 

different factors that influence an individual’s decision to engage in treatment. We did not 

use a formal scale to quantify degree of risk awareness and therefore, we may have missed 

nuanced differences across patients. While we collected information on treatment utilization 

after discharge, we were not powered to evaluate for significant differences in treatment 

engagement over time or adjust for confounders. We were unable to explore whether an 

association exists between attitudes and beliefs about follow-up care and behavior choices 

after discharge. Because the interviews occurred close to discharge, patients may have 

focused on their hope for the future and overemphasized the positive aspects of follow-up 

care. Yet, asking participants about their attitudes about follow-up care at a time when 

they are faced with similar decisions may provide better insight into their attitudes about 

follow-up care.
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In summary, individuals who are discharged from an inpatient mental health unit may be 

unaware of their future risk for suicide. Larger, more robust studies are needed to confirm 

our findings and to evaluate whether these knowledge deficits (if present) negatively impact 

treatment engagement. If an individual’s decision to engage in treatment after discharge 

is influenced by the degree of insight they have about future suicide risk, then targeted 

educational interventions may be beneficial. Our results lend credence to the importance of 

designing prevention strategies which incorporate peers, family and provider’s investment 

in the patient’s care and well-being. Integrating shared decision making into discharge 

planning for psychiatrically hospitalized patients may also be helpful. Finally, because 

symptom severity may preclude individuals from participating in care, closer follow-up may 

be warranted.
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FIGURE 1. 
Application of the TPB framework to the evaluation of inpatient mental health patients’ 

attitudes and beliefs about the role of post-discharge care in addressing suicide risk. MH, 

mental health; Sxs, symptoms. *Figure is adapted from the TPB Model developed by 

Ajzen.17
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