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Abstract

While guideline-based mental healthcare has demonstrated its potential to enhance patient outcomes and reduce suicide
rates, low adherence to these guidelines in mental healthcare settings remains a significant challenge. Clinical guidelines
for suicide prevention have existed in the Netherlands for over a decade, yet variability in guideline adherence persists.
Using a Systematic Approach to Suicide Prevention in mental healthcare based on implementation science, this study
aims to enhance the uptake of guideline-based care for suicide prevention in mental healthcare settings. Aligned with
the knowledge-to-action (KTA) framework, this study design incorporates the Consolidated Framework for Implementa-
tion Research (CFIR) and the Reach, Effectiveness, Adoption, Implementation, Maintenance (RE-AIM) model to create
a robust approach for improving the adoption of guideline-based care for suicide prevention. Each phase of the KTA
framework is outlined in the study protocol, offering a structured roadmap for implementing and evaluating the program.
The inclusion of CFIR allows for a nuanced exploration of contextual factors influencing implementation, while the RE-
AIM model facilitates a thorough evaluation of the project across multiple dimensions. The study takes a mixed-methods
approach to collecting data on patient level, professional level, and implementation level outcomes. This research repre-
sents a step towards bridging the gap between guideline development and practical application in mental healthcare, striv-
ing to make a meaningful impact on suicide prevention efforts. The integration of comprehensive implementation science
frameworks provides a systematic and evidence-based foundation for fostering sustainable improvements in guideline
adherence, ultimately contributing to a more effective and responsive mental healthcare system.

Keywords Mental health care - Suicide - Clinical guidelines - Guideline implementation - Suicide prevention - Mixed-
methods research

In the Netherlands, suicide rates (around 10.5 per 100.000
citizens) have been relatively stable for the last decade (Sta-
tistics Netherlands, 2021, 2023). Approximately 40% of the
people who die by suicide were registered within the mental
healthcare system (Huisman et al., 2009; Volksgezondheid,
2022a)) and many more patients attempt suicide. Aiming to
reduce suicide rates and improve quality of care for patients
with suicidal thoughts and behaviours, the Dutch multidis-
ciplinary guideline for diagnosis and treatment of suicidal
behaviour was developed in 2012 (Van Hemert et al., 2012).
The implementation of this guideline has received consider-
able attention since then. While some improvements have
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been noted (Mokkenstorm et al., 2018), there is still a con-
siderable degree of practice variation in the mental health
care for patients at risk of suicide (Setkowski et al., 2020),
and individual implementation strategies such as a single
training have proved unsuccessful (Beurs et al., 2016).
Based on research from the UK, a cumulation of more
service improvements lead to a larger decrease in suicide
rates in clinical populations (Kapur et al., 2016; While et
al., 2012). Therefore, a multi-faceted implementation of the
guideline may be more successful in improving guideline-
based care for suicide prevention. Moreover, grounding this
research within implementation science frameworks allows
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for a stronger base for implementation, both theoretical
and practical. In this article, we present the rationale for a
large-scale implementation study on improving the uptake
of guideline-based care for suicide prevention in mental
healthcare institutions, the implementation frameworks that
have shaped the study’s structure, and the outlines of the
research design.

Background

Enhancing the implementation of guidelines has a strong
base in the literature across healthcare domains, and the
positive influence of guideline-based mental healthcare has
been demonstrated internationally (Girlanda et al., 2017;
Setkowski et al., 2021). In the Netherlands, there was a high
degree of practice variation in the provided mental health
care for patients after a suicide attempt before the publica-
tion of the guideline (Verwey et al., 2007). Many mental
healthcare institutions (MHI) lacked adequate suicide pre-
vention strategies. Since publication of the guideline, several
implementation efforts have been undertaken to improve the
uptake of guideline-based care on suicidality. One project
employed an educational outreach approach to improve the
quality of their suicide prevention strategies (Mokkenstorm
et al., 2018). They found improvements on four out of ten
domains: the development of organisational suicide preven-
tion policies, monitoring of suicides, evaluations after sui-
cides and clinician training. However, the other six domains
did not improve, and there was significant practice variation
between MHIs. A second project employed a training mod-
ule aimed at professionals in psychiatric departments. How-
ever, they found no improvements on suicidal ideation for
the overall group of suicidal patients, and small effects for a
subgroup with comorbid depression (De Beurs et al., 2015;
Beurs et al., 2016). A third project, a network between six-
teen large MHIs who all collaborated on reducing suicides
(SUPRANET Care, see Setkowski et al., 2018) led to MHIs
better reporting on suicide attempts and more knowledge
about suicide and slightly better guideline adherence among
professionals (Setkowski, 2023). However, results were still
far from optimal, and from a survey in a subsample from
this project large differences between and within MHIs with
regard to guideline adherence were found (Setkowski et al.,
2020).

Barriers to implementation exist at the patient, profes-
sional, organisational, and societal level. Effective imple-
mentation programmes therefore need to address many of
these barriers all at once. Reviews of implementation studies
in healthcare have identified commonly reported barriers,
such as a lack of time and resources, a lack of knowledge,
low motivation to change, and negative attitudes towards
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the intervention (Correa et al., 2020; Wakida et al., 2018).
Common facilitators also exist, such as consistent leader-
ship and the application of technology (Correa et al., 2020).
Some barriers and facilitators may be context-specific to a
country or even to an individual MHI, thereby enforcing the
need for tailored strategies.

The Current Study

Guideline implementation is notoriously difficult (Grol &
Grimshaw, 2003). Compared to guidelines for specific ill-
nesses, guidelines for suicide prevention and self-harm
could likely be more complex to implement because they
are transdiagnostic features that need an integral imple-
mentation across all departments. The Dutch guideline
for suicidal behaviour consists of four parts, of which this
project focuses on implementing three of them. These are:
general principles in dealing with suicidality, the diagnostic
process, and treatment. General principles include aspects
such as assuring continuity of care and involving next-of-
kin throughout the process. The fourth part deals in what
to do after a suicide has occurred, and is therefore not a
focus of the current study, which focuses on the patient
journey. For this implementation study, we reached out to
the SUPRANET Care network of MHIs, which has contin-
ued as a unique foundation after the research programme
ended. From this network, five MHIs took the additional
step to engage in a more profound and guided collabora-
tion toward better guideline implementation. We will follow
these five large MHIs, in which multiple types of care are
represented (e.g. inpatient care, long-term residential care,
intensive outpatient care) for a period of two years, guiding
and monitoring their implementation of the guideline while
facilitating between-institution collaboration. These inde-
pendent institutions are taking on a pioneering role together
in the field of suicide prevention, allowing other MHIs in
the country to learn by example.

While all implementation studies aim to reduce the
research-practice gap, guideline implementation has a
unique position in this field, due to the guideline itself
being a document created to summarise research and put
this knowledge into practice. Knowledge translation (KT)
is therefore an integral process to improve guideline-based
care. Selecting a theoretical framework or model for imple-
mentation can be helpful in facilitating KT and may increase
the likelihood of successful implementation (Davies et al.,
2010; Rycroft-Malone & Bucknall, 2010). The follow-
ing section describes the selection process of a theoretical
framework for the current study and how this was used to
inform the design process.
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Implementation Research
Selecting a Theoretical Framework

We studied the various categories of implementation frame-
works created by Nilsen (2015) to determine what type of
implementation framework would be most suitable. There
is a plethora of different frameworks, each designed for spe-
cific purposes and this can leave researchers struggling to
select an appropriate framework for their implementation
project (Strifler et al., 2018). Once a framework has been
selected, there is marked variation on how this framework is
used, with many studies simply referencing the model with-
out describing how it influenced the study (Field etal., 2014).
A survey among 223 implementation researchers suggested
that theory selection is often haphazard and driven by sim-
ple processes, such as prior exposure to a model, rather than
sophisticated selection criteria (Birken et al., 2017). Ulti-
mately, we chose the process model ‘knowledge-to-action’
(KTA) framework (Graham et al., 2006; Graham & Tetroe,
2010). A process model describes and guides the process
of translating knowledge into practice, which we believe is
well suited for guideline implementation research. These
models offer practical guidance for KT and outline steps to
be taken in the implementation process (Nilsen, 2015). The
KTA framework consists of two processes: the knowledge
creation process and the action cycle (Graham et al., 2006).
In our situation, the guideline creation would fall under the
knowledge inquiry and synthesis, and the main focus for
our implementation project will be on the action cycle. The
action cycle consists of seven phases which interact with
each other and do not follow a linear trajectory (see Fig. 1).

Some phases in the KTA framework overlap with other
theoretical approaches to implementation science, and
allow for integration with other frameworks to expand on
phases as needed. The assessment of barriers and facilita-
tors to knowledge use can be very well complemented by
a determinant framework (Nilsen, 2015). In this study, the
Consolidated Framework for Implementation Research
(CFIR) will be used to study the barriers and facilitators
(Damschroder et al., 2009, 2022). The CFIR is composed
of five domains: intervention characteristics, outer setting,
inner setting, characteristics of the individuals involved, and
the process of implementation. We chose the CFIR specifi-
cally as a determinant framework because it was designed
with the purpose of complementing process theories (Dam-
schroder et al., 2009). The CFIR also guides a comprehen-
sive evaluation of the implementation, which leads to the
introduction of the second framework we have added to
complement the KTA framework. To evaluate the outcomes,
we will use the RE-AIM (Reach, Effectiveness, Adoption,
Implementation, Maintenance) model as a base (Glasgow

et al., 1999). The RE-AIM model was designed with KT in
mind, suggesting that an evaluation framework with a focus
beyond effectiveness would be more effective in bridging
the knowledge-practice gap (Glasgow et al., 2019).

The KTA Framework Applied

Figure 1 shows an adaptation of the KTA framework by
Graham and colleagues (2006), supplemented with the
CFIR and the RE-AIM model and where they fit into the
action cycle. The sections below outline each step in the
KTA framework and how this maps onto designing, imple-
menting, and evaluating our study.

Knowledge Synthesis and Tools

The Dutch guideline for suicidal behaviour (Van Hemert
et al., 2012) is at the core of the current intervention. This
guideline offers a synthesis of suicide research and suggests
best practices for diagnostics and treatment for suicidal
clients. An updated version of this guideline is expected
in 2025. In order to facilitate adoption of these guidelines
into mental healthcare, we have developed a user-friendly
interactive online guideline dissemination toolkit (113.nl/
toolkit). The tool was designed to help healthcare profes-
sionals with screening, diagnostic interviewing, and clinical
decision-making. The toolkit contains example questions,
questionnaires, and a clinical decision-making tool. The
decision-making tool summarises conclusions and recom-
mendations from the guideline as well as recent scientific
evidence into tailored advice with regard to treatment based
on specific characteristics such as age group and diagnostic
group(s). This tool has already successfully been piloted in
various MHIs both within and outside of the SUPRANET
Care network.

Identify Problem

As mentioned in the introduction, there is a high level of
practice variation and sub-optimal guideline adherence in
the Netherlands, (Setkowski, 2023; Setkowski et al., 2020).
However, in research from the UK a reduction was found in
the number of suicides within institutions who were more
successful in implementing guideline-based care (Kapur et
al., 2016; While et al., 2012). Adopting 7 or more recom-
mendations was associated with lower suicide rates than
those adopting fewer. This suggests that an integrated form
of guideline-based care at all levels of an organisation is
necessary to create (sustainable) change.

@ Springer
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Fig. 1 Knowledge to Action Framework, Adapted from Graham et al., (2006)

Adapt Knowledge To Local Context

Most mental healthcare institutions (MHIs) already have
protocols and systems in place on the topic of suicide pre-
vention. Participating MHIs are also part of the SUPRANET
Care network, through which they have developed their
own suicide prevention strategies. Having learned from the
previous projects to improve utilisation of the guideline,
the MHIs have written comprehensive plans on their sui-
cide prevention policies. During the current implementa-
tion project, we aim to help them execute these plans most
effectively, using the knowledge about barriers and facilita-
tors from the literature and previous efforts. Since the cur-
rent state of the implementation of their suicide prevention
strategies differs between MHIs, the best way to improve
their uptake of guideline-based care will be tailored to their
situation.

Assess Barriers/Facilitators To Knowledge Use

Assessing barriers and facilitators will happen in two
stages. Before the start of the guided implementation, a
team of implementation experts will support the participat-
ing MHIs in selecting and tailoring their own implementa-
tion interventions (as discussed in more detail in the next
section). During this process, examples of barriers and
facilitators from the literature will be used to guide them
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in their decision-making, along with their prior experiences
of potential barriers and facilitators within their institution.
Examples of common determinants in mental healthcare
are: attitudes toward the guideline, (lack of) social pressure,
workload, or organisational culture (Fischer et al., 2016;
van Dijk et al., 2012). This will help them decide the timeli-
ness of the changes they plan to introduce, as well as deter-
mine effective strategies to communicate and integrate these
changes into daily practice.

The second stage of assessing barriers and facilitators
will happen post-implementation. Here, we will use the
CFIR to explore what factors influenced the implementation
success as measured in the outcome evaluation (Damschro-
der et al., 2009, 2022). Interviews with mental healthcare
professionals will be conducted to investigate their expe-
riences with the implementation interventions and the bar-
riers and facilitators they experienced in this regard. The
interview questions will address the five domains of the
CFIR (the intervention, inner and outer setting, the individ-
uals involved, and the implementation process). Due to time
constraints, it was not possible to adopt this method for the
pre-implementation phase as well, which is why determi-
nants will be taken from the known literature.
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Select, Tailor, Implement Interventions

In order to promote guideline-based care in the participat-
ing MHIs, a wide range of implementation strategies will be
available during the project. Some of these will be kept con-
stant across MHIs, while some may be tailored based on the
preferences within each MHI. Much is already known about
effective implementation strategies, with studies suggesting
that multifaceted implementation is most effective (Fischer
et al., 2016; Peters et al., 2020; Prior et al., 2008). Prede-
termined strategies in this study include appointing active
project leaders and/or ‘champions’ who will engage team
members within an MHI. Often, these are people who are
already active in the suicide prevention committees or who
work in departments related to policy or quality assessment.
We will host monthly meetings with the project leaders of
all MHIs to monitor their progress and allow them to offer
advice to each other. Moreover, we will organise trimonthly
meetings with project leaders, the external project group,
and occasionally directors or managers, to discuss specific
topics from the guideline. data-driven feedback on imple-
mentation success, as well as regular meetings with all par-
ticipating MHIs, where they can exchange their experiences
and foster knowledge sharing.

In addition, we intend to offer the MHIs a ‘toolbox’
with implementation strategies they can apply to their own
suicide prevention strategy. This toolbox is grouped into
themes and includes strategies such as creating dashboards
to monitor progress, setting up a committee with profes-
sionals dedicated to suicide prevention, and starting inter-
nal communication campaigns to increase awareness about
the project. A full list of these themes and strategies can be
found in Table 1. This is one aspect where variation across
the five MHIs is visible, as some MHIs have already under-
taken some of these activities on their own, whereas others
are further behind. During the current project, we will record
their plans for how they will use these tools in their planned
changes in an implementation plan. Then, we will document
how this has been executed in order to report on the imple-
mentation process and for the purpose of evaluation.

Monitor Knowledge Use

The monitoring phase contains most of the data collection
for the project. Here, service- and patient-level parameters
are collected every six months in order to assess whether
guideline-based care improves over time. A list of all param-
eters that will be collected during the study can be found in
Table 2. Moreover, yearly questionnaires will be sent out
to mental healthcare professionals, assessing their perceived
knowledge of and adherence to the guidelines. This moni-
toring will be used for data-driven feedback to the MHI.

This approach is based on the SUPRANET Care approach
(Setkowski et al., 2018), and will allow MHIs to adjust their
implementation strategies based on their results throughout
the project.

Evaluate Outcomes

In the evaluation phase, the RE-AIM framework will be
used to assess the outcomes (Glasgow et al., 1999). Based
on the length of the study, maintenance will not be part of
our evaluation outcomes, as we cannot assess any sustained
use beyond the implementation intervention. However,
we will be assessing their intention for continued use, as
mentioned below in Sustain knowledge use. An overview
of how the outcomes map onto the RE-AIM domains can
be found in Table 2. For example, the staff questionnaire
includes explanatory variables such as years of experience,
discipline and role, which we will use to evaluate whether
they explain potential differences in guideline adherence
and self-efficacy.

Sustain Knowledge Use

Nearing the end of the project, stakeholder meetings will
be held with each of the participating MHIs to discuss their
progress as well as to investigate their vision going forward
after the project ends. Furthermore, accumulating all the
knowledge from the current project, we aim to develop a
best-practices document for the implementation of guide-
line-based care in mental healthcare. This document will be
freely available to participating and nonparticipating MHIs,
thereby allowing them to learn from our process when insti-
gating their own implementation process.

Study Design

For this project, a project team was brought together with
experts from various fields. The team consists of repre-
sentatives from the national network of mental healthcare
providers, a mental health advocacy organisation focusing
on client’s rights, a foundation focused on care for next-
of-kin, a suicide prevention centre focusing on people with
lived experience, the national suicide prevention centre, and
a consultancy agency known for its hands-on approach to
guide the implementation. Various people in this team have
lived experience. The team comes together monthly to dis-
cuss the design, implementation, and evaluation of the entire
project. Specific expertise and perspectives from members
are called upon throughout the project when needed. The
project consists of three main areas of focus, all of which
are outlined below. The first focus is on the implementation

@ Springer
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Table 1 List of potential implementation strategies

Theme Strategy
Gaining insight * Organise a baseline assessment to facilitate conversation
Goals: * Speak with members of various teams about their experiences

— Determine a starting point

— Gain information about current state of affairs

— Reflect on performances

Policy and management

Goals:

— Develop a multi-year strategy on the topic

— Achieve a shared understanding and purpose
within the management layer

— Involve other relevant stakeholders (e.g. a client
council)

Visible leadership

Goals:

— Involve both formal and informal leaders

— Create more support through visible actions rather
than words

Preconditions

Goals:

— Facilitate necessary tools and materials for
professionals

— Organise adequate training for professionals

— Improve registration in electronic health records

Starting an internal campaign

Goals:

— Increase visibility within the organisation

— Selecting a fitting message that inspires profes-
sionals to change

Clarify objectives and goals

Goals:

— Formulate SMART goals on suicide prevention
— Communicate goals within organisation
Working with external partners

Goals:
— Strengthen partnerships with other organisations
— Improve patient journey

Team-based approach

Goals:

— Create lasting change within teams

— Offer personalised interventions to different teams
— Increase awareness and involvement within teams

Monitoring and evaluating

» Compare performances between teams or organisations

* Set up a committee dedicated to suicide prevention
* Write a multi-year suicide prevention strategy or critically evaluate the current strategy

* Incorporate relevant proposals on communication and training in the multi-year
strategy

* Put suicide prevention on the agenda at relevant stakeholder meetings

* Ask the board of directors to share the importance of suicide prevention publicly

* Involve at least two directors and managers who are passionate about suicide
prevention

* Assess which professionals are passionate about suicide prevention and connect them
to each other (‘champions’)

* Discuss how these informal champions feel comfortable sharing their involvement in
the project

» Make changes to the electronic health records as needed

* Improve the availability of training modules for suicide prevention

* Determine which training modules should be mandatory and for who

* Discuss proposed changes with professionals and assess further needs

* Involve selected professionals in determining the target group and scale of the
campaign

» Formulate a clear message with involved professionals who are passionate about
suicide prevention

« Involve employees from the communication department to address how to launch the
campaign

* Determine whether process based goals (e.g. percentage professionals trained) or result
based goals (e.g. X% fewer suicide attempts) are preferred within the organisation
 Connect informal leaders with management to formulate fitting goals together

« Stimulate professionals to formulate smaller goals within teams

* Determine which aspects of the suicide prevention plan need coordination with exter-
nal partners

* Assess which external partners are crucial to an optimal workflow in the organisation
(e.g. emergency departments, schools, councils)

* Determine how to share information about suicide prevention in a way that patients can
find their way to help

» Formulate a plan with external partners when patients are involved in multiple
organisations

* Determine which teams can be targeted first

* Allow teams who start to be an example to others by facilitating meetings or sharing of
examples

* Organise meetings within teams to discuss team-based goals and what their needs are
* Develop modules that teams can use as needed (e.g. for specific treatment options)

* Involve next-of-kin and people with lived experience to share their knowledge and
needs with the teams

* Develop a dashboard or monitoring system teams can use to track their progress
* Put monitoring and sharing of experiences on the agenda in team meetings

* Develop a best-practices document with protocols and suggestions based on teams who
have done well

» Make real-time data accessible to professionals to target the interventions more directly

@ Springer
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Table 1 (continued)

Theme

Strategy

Goals:

— Develop a clear structure for evaluating and
monitoring in the organisation

— Make evaluations available to a wider audience
within the organisation

* Share results from evaluations organisation-wide so everyone can learn from them

» Make use of dashboards to monitor progress and determine the course of action

Table 2 List of parameters to be measured during the study

Pillar Parameter

Data Source

Associated RE-AIM questions

Record Question-naires Interviews
data
Long term goals
Suicides Fatal suicides (number) X
Suicide attempts ~ Patients who attempt suicide X
(number)
Guideline Reach:
General principles Involvement of next-of-kin X X * To what extent do patient characteristics
(yes/no) explain differences between those who did and
Continuity of care (yes/no) X X did SOt receive all elements of guideline-based
Diagnostic process Suicidality assessed at intake X X care™? ..
(yes/no) *To v.vhat. extent do .staﬂ’ chgracterlstlcg
. .. . explain differences in perceived guideline
Diagnostic interview con- X X adherence?
ducted (yes/no) Effectiveness:
Diathesis-stress Structural diagnosis formu- X X « Did the proportion of eligible clients receiv-
model lated (yes/no) ing guideline-based care* increase over time?
First interventions  Safety plan (yes/no) X X
Long term Treatment offered for suicid- X X
interventions ality (yes/no)
Preconditions Adoption:
* How representative are the institutions taking
part in the study for MHIs in the Netherlands?
* To what extent did the organisations sup-
port their employees in participation in the
program?
Stability Staff turnover (%) X
Perceived stability (scale) X
Self-employed staff (%) X
Training Perceived knowledge about X Effectiveness:
guideline (scale) « Did perceived knowledge about the guideline
Self-efficacy (scale) X among professionals increase over time?
* Did self-efficacy among professionals
increase over time?
Implementation Implementation:
process « Is there variation in adoption across the
Implementation ~ Perceived implementation X organisation? (i.e. to what extent did MHIs
success success (qua]itative) succeed in implementing the intervention
Participation in implementa- X across departments/teams?) )
tion efforts (e.g. training) : Are tbe 1mplemeqtat10n strategles outlined
(yes/no) in the implementation plan delivered as
Factors affecting ~ Barriers to implementation X intended? If not, what was changed and why?
implementation (qualitative)
Facilitators to implementa- X

tion (qualitative)

Parameters are grouped in pillars, each associated with RE-AIM questions. Data sources where the parameter will be collected from are also
noted. *Guideline-based care is composed of the 7 parameters listed under Guideline and will be assessed separately
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of the guideline. Using a baseline assessment to determine
adherence to the guideline in each MHI, tailored implemen-
tation plans will be developed. The level of implementa-
tion and the quality of care indicators will be continuously
monitored throughout the project. This monitoring will
then be fed back to the MHIs to help them guide the imple-
mentation process. Guided by the MHIs own needs, they
may implement the guideline-based approach in a stepwise
fashion, gradually scaling up to the entire institution, or a
combination of organisation-level changes and team-level
interventions.

The second focus is on improving knowledge and self-
efficacy among healthcare professionals. Since common
barriers to implementation are a lack of knowledge and self-
efficacy (Fischer et al., 2016), improving these is essential in
order to yield better implementation outcomes. Vice versa,
more focus on the implementation of the guideline within
teams may improve knowledge through this increased atten-
tion to suicide prevention. We will assess the knowledge,
self-efficacy, and perceived guideline adherence of profes-
sionals at baseline, and at the end of the study. The base-
line assessment will be used to give detailed feedback to the
MHI on areas that may need focus during the project.

The third focus is to assess context-specific barriers and
facilitators to implementation. Forty healthcare profession-
als from different teams across the participating MHIs (8 per
MHI) will be interviewed using semi-structured interviews,
assessing their experiences with the implementation pro-
cess retrospectively. At least one project leader from each
MHI will be interviewed since they have an overview of all
conducted activities. Other professionals will be asked in
collaboration with the project leader or directors to ensure
a varied sample in terms of disciplines and roles. Interview-
ing employees from various disciplines allows us to gage
to what extent the activities reached the entire organisa-
tion. The interview guide will be based on the five CFIR
domains: intervention characteristics, outer setting, inner
setting, characteristics of the individuals involved, and the
process of implementation, following a similar method as
a study on the implementation of guidelines in emergency
departments in Ireland (O’Connell et al., 2024). This will
inform best practices in how to implement this systematic
approach to suicide prevention in the future. The results
of the interviews will be combined in a mixed-method
approach with the results from the guideline implementa-
tion success evaluation, whereby the implementation suc-
cess on the indicators will be compared with the perceived
success and its associated determinants.

@ Springer

Data Collection

Five large mental healthcare institutions will be recruited,
who together treat an estimated 100,000 patients yearly
and employ around 10,000 mental healthcare profession-
als. Based on the number of suicides registered in MHIs
between 2019 and 2021, the five participating MHIs would
account for around 15% of those suicides (Volksgezondheid,
2022b). By selecting diverse MHIs, we aim to improve the
generalisability of the findings and ensure they are relevant
across varying organisational contexts within the mental
healthcare sector. However, this means that the five MHIs
have various differences — including treatment approaches,
geographical location, resource allocation, and patient
demographics. Moreover, while all five MHIs are part of
the SUPRANET Care network, there are differences in their
progress with regard to suicide prevention policies, treat-
ment, and training opportunities. All of these differences
will be taken into account when interpreting (potential dif-
ferences in) the results.

Pseudonymised quality of care parameters at the cli-
ent level will be collected from Electronic Health Records
every 6 months in an automated fashion, together with basic
demographic features (sex, age group, primary diagnosis)
that reduce the chance of data being potentially traceable
to an individual client. Parameters that are more sensitive,
such as (fatal) suicide attempts, will only be collected at an
institutional level to prevent data from being traceable to
individuals.

All healthcare professionals working with patients
older than 12 within a participating MHI will be invited
to complete the questionnaires. The questionnaires will be
distributed via local project leaders in each institution. Par-
ticipating professionals will provide informed consent elec-
tronically before the questionnaire starts. A reminder will be
sent after two weeks to encourage participants to take part.
For the interviews, the local project leader will be invited
to take part, as well as selected professionals from various
teams and disciplines, to ensure a varied sample. Interviews
will be conducted online or live depending on availability..

Outcomes
Quality of Care

Our main outcome of interest is quality of care, and we
have operationalised this into different measurable param-
eters. An overview of these parameters can be found in
Table 2, with operationalisations for each parameter listed
in Appendix A. The parameters reflect relevant sections
from the guideline that focus on the patient journey. With
these parameters we will be able to assess whether patients
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received care of the quality that is recommended in the
guideline. All parameters will be collected at the patient-
level. This data can then be grouped within teams or a dif-
ferent aggregate group, depending on each individual MHI,
with these groups nested within an MHI in order to compare
across all MHIs.

Self-efficacy

For the questionnaires, we will be using an adapted version
of a questionnaire that has previously been used to study
knowledge, self-efficacy and guideline adherence for sui-
cide prevention (Beurs et al., 2016; Setkowski et al., 2020;
Terpstra et al., 2018). The questionnaire includes questions
on current knowledge (e.g. “How much do you know about
behaviours associated with suicidality?”), self-efficacy (e.g.
“I hesitate to ask clients if they have suicidal thoughts”
[reverse scored]), and perceived guideline adherence (e.g.
“How likely is it that you involve next of kin when treating
suicidal clients?”).

Suicide Deaths and Attempts

Based on international evidence, guideline-based care
should lead to a reduction in suicide attempts and suicides.
However, based on previous experience within SUPRA-
NET Care, it was found that registration of suicide attempts
was incredibly difficult. Thence, our focus will instead be on
improving the systematic registration of suicide attempts,
and we expect an increase in registered attempters during
the study period through increased awareness of proper
reporting. We will collect these statistics every six months at
the institutional level. The health inspection service requires
MHISs to report any patient suicides, so this data is routinely
collected and checked.

Implementation Success

Specific outcomes for implementation success following
the RE-AIM dimensions have already been discussed under
Evaluate outcomes in the action cycle description. This will
be augmented with the interview data on the implementa-
tion process, focusing on barriers and facilitators following
the CFIR domains.

Data Analysis
Guideline Implementation
Quality of care indicators will be collected at the individual

level. This allows us to investigate correlations and pat-
terns between different indicators at a descriptive level. For

formal analyses, the indicators will be aggregated to per-
centages within a subgroup based on the structure within an
MHI. A second-order latent growth model will be used to
study the changes in the quality of care indicators over time
(see e.g. Kohli & Harring, 2013; Sayer & Cumsille, 2001).
Quality of care will be considered a higher order latent vari-
able, with the indicators mapped onto this latent variable.
This factor model approach will allow us to study which
indicators influence quality of care the most at each time
point, as well as to see changes in the latent construct. The
approach also allows us to look at differences both between
and within MHIs, using a nested structure.

Self-Efficacy

Sum scores will be computed for each of the three domains
(current knowledge, self-efficacy and perceived guideline
adherence). Multilevel analyses will be used to study the
change in scores on the three domains over time, with scores
nested within teams and organisations.

Implementation Success

If the data allows, we will conduct interrupted time series
designs for specific implementation strategies within MHIs
to examine how they relate to the change in the quality of
care indicators. If formal analyses are not possible, we aim
to provide descriptive analyses to visualise the change in the
indicators over time, with the timing of the implementation
strategies overlayed.

Barriers and Facilitators

A qualitative approach will be taken, following the prin-
ciples for thematic analysis (Silverman, 2020). A crude list
of codes will be made based on the interview topics, where-
after inductive coding will be used to identify new themes.
The emerging themes will be compared with results from
the guideline indicators in an attempt to explain the imple-
mentation success rates. Where possible, quantitative data
will be used to add to the qualitative themes and strengthen
the evidence.

Discussion

This paper presents a research design for an implementation
study of guideline-based care for suicide prevention in men-
tal healthcare institutions. We believe the strong base in the
implementation science literature makes this a strong concep-
tual design, where we will be able to longitudinally follow five
large organisations focusing on the uptake of guideline-based

@ Springer
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care, self-efficacy of professionals, and the implementation
process to use this to support other organisations trying to
implement guideline-based care. This allows future research-
ers or implementers to use this design as a base for their own
implementation projects, simply by adapting elements to their
own context. It is important to note that the five participating
MHIs have already made considerable efforts with regard to
suicide prevention, so their improvements may be smaller than
in organisation who have not yet implemented prevention strat-
egies. However, studying these frontrunners does give ample
opportunity to investigate effective implementation within
large institutions on various domains of prevention. Suicide
prevention works best as a multi-faceted approach targeting all
three levels of prevention: universal, selective, and indicated.
Our study focuses on the latter, targeting those with suicidality
who are in mental healthcare. Furthermore, our focus is not
only on preventing suicides, but also on improving quality of
care and increasing staff knowledge and self-efficacy more
broadly. Especially because the low base rate of suicides and
suicide attempts combined with the short duration of the proj-
ect, seeing decreases in these outcomes is challenging. Since
studies show that offering guideline-based care also improves
other patient outcomes (Setkowski et al., 2021), we believe that
the impact of improved quality of care can benefit many more
than simply those at risk of suicide. Lastly, with a focus on
assessing determining factors for implementation success, this
study adds valuable knowledge for successful implementation
processes in mental healthcare.

Supplementary Information The online  version  contains
supplementary material available at https://doi.org/10.1007/s43477-0
25-00202-5.

Acknowledgements We want to thank the SUPRANET Care institu-
tions for paving the way for this follow-up project and for their enthu-
siasm when it comes to implementing better suicide prevention poli-
cies.

Author Contributions Conceptualisation: Nikki L. van Eijk, Lizanne
J. S. Schweren, Marjolein Veerbeek, and Navneet Kapur; Funding ac-
quisition: Lizanne J. S. Schweren and Marjolein Veerbeek; Methodol-
ogy: Nikki L. van Eijk and Lizanne J. S. Schweren; Project administra-
tion: Nikki L. van Eijk; Supervision: Lizanne J. S. Schweren, Daan H.
M. Creemers, Wouter van Ballegooijen, and Renske Gilissen; Writing
— original draft: Nikki L. van Eijk; Writing - review & editing: Nikki
L. van Eijk, Lizanne J. S. Schweren, Daan H. M. Creemers, Wouter
van Ballegooijen, Marjolein Veerbeek, Remco de Winter, Nicole Luijs,
Maartje Schoorl, Karin Janssen, Inge Lucassen, Navneet Kapur, and
Renske Gilissen.

Funding This study was funded by the Ministry of Health, Welfare
and Sport. The funder has no role in the design or execution of the
current study.

Data Availability No datasets were generated or analysed during the
current study.

@ Springer

Declarations
Competing Interests The authors declare no competing interests.

Ethics Approval and Consent To Participate This study has been ap-
proved by the Medical Ethics Review Committee of Amsterdam Uni-
versity Medical Centers [2023.0821].

Consent for Publication All authors have agreed to publication of the
manuscript.

Open Access This article is licensed under a Creative Commons
Attribution-NonCommercial-NoDerivatives 4.0 International License,
which permits any non-commercial use, sharing, distribution and
reproduction in any medium or format, as long as you give appropri-
ate credit to the original author(s) and the source, provide a link to the
Creative Commons licence, and indicate if you modified the licensed
material. You do not have permission under this licence to share
adapted material derived from this article or parts of it. The images or
other third party material in this article are included in the article’s Cre-
ative Commons licence, unless indicated otherwise in a credit line to
the material. If material is not included in the article’s Creative Com-
mons licence and your intended use is not permitted by statutory regu-
lation or exceeds the permitted use, you will need to obtain permission
directly from the copyright holder. To view a copy of this licence, visit
http://creativecommons.org/licenses/by-nc-nd/4.0/.

References

Birken, S. A., Powell, B. J., Shea, C. M., Haines, E. R., Alexis Kirk,
M., Leeman, J., Rohweder, C., Damschroder, L., & Presseau, J.
(2017). Criteria for selecting implementation science theories and
frameworks: Results from an international survey. Implementa-
tion Science : IS, 12, Article 124. https://doi.org/10.1186/s1301
2-017-0656-y

Correa, V. C., Lugo-Agudelo, L. H., Aguirre-Acevedo, D. C., Contre-
ras, J. A. P, Borrero, A. M. P., Patifio-Lugo, D. F., & Valencia,
D. A. C. (2020). Individual, health system, and contextual bar-
riers and facilitators for the implementation of clinical practice
guidelines: A systematic metareview. Health Research Policy and
Systems, 18(1), 74. https://doi.org/10.1186/s12961-020-00588-8

Damschroder, L. J., Aron, D. C., Keith, R. E., Kirsh, S. R., Alexander,
J. A., & Lowery, J. C. (2009). Fostering implementation of health
services research findings into practice: A consolidated frame-
work for advancing implementation science. Implementation Sci-
ence, 4, 50. https://doi.org/10.1186/1748-5908-4-50

Damschroder, L. J., Reardon, C. M., Widerquist, M. A. O., & Lowery,
J. (2022). The updated consolidated framework for implementa-
tion research based on user feedback. Implementation Science,
17(1), 75. https://doi.org/10.1186/s13012-022-01245-0

Davies, P., Walker, A. E., & Grimshaw, J. M. (2010). A systematic
review of the use of theory in the design of guideline dissemi-
nation and implementation strategies and interpretation of the
results of rigorous evaluations. Implementation Science, 5(1), 14.
https://doi.org/10.1186/1748-5908-5-14

de Beurs, D. P, Bosmans, J. E., de Groot, M. H., de Keijser, J., van
Duijn, E., de Winter, R. F. P., Kerkhof, A. J. F., & M. (2015).
Training mental health professionals in suicide practice guideline
adherence: Cost-effectiveness analysis alongside a randomized
controlled trial. Journal of Affective Disorders, 186, 203-210. htt
ps://doi.org/10.1016/j.jad.2015.07.028

De Beurs, D. P., De Groot, M. H., De Keijser, J., Van Duijn, E., De
Winter, R. F. P., & Kerkhof, A. J. F. M. (2016). Evaluation of


http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1186/s13012-017-0656-y
https://doi.org/10.1186/s13012-017-0656-y
https://doi.org/10.1186/s12961-020-00588-8
https://doi.org/10.1186/1748-5908-4-50
https://doi.org/10.1186/s13012-022-01245-0
https://doi.org/10.1186/1748-5908-5-14
https://doi.org/10.1186/1748-5908-5-14
https://doi.org/10.1016/j.jad.2015.07.028
https://doi.org/10.1016/j.jad.2015.07.028
https://doi.org/10.1007/s43477-025-00202-5
https://doi.org/10.1007/s43477-025-00202-5

Global Implementation Research and Applications

benefit to patients of training mental health professionals in sui-
cide guidelines: Cluster randomised trial. British Journal of Psy-
chiatry, 208(5), 477—483. https://doi.org/10.1192/bjp.bp.114.156
208

Field, B., Booth, A., llott, 1., & Gerrish, K. (2014). Using the knowl-
edge to action framework in practice: A citation analysis and sys-
tematic review. Implementation Science, 9(1), 172. https://doi.org
/10.1186/s13012-014-0172-2

Fischer, F., Lange, K., Klose, K., Greiner, W., & Kraemer, A. (2016).
Barriers and strategies in guideline implementation—A scoping
review. Healthcare, 4(3), Article 3. https://doi.org/10.3390/heal
thcare4030036

Girlanda, F., Fiedler, 1., Becker, T., Barbui, C., & Koesters, M. (2017).
The evidence—practice gap in specialist mental healthcare: Sys-
tematic review and meta-analysis of guideline implementation
studies. The British Journal of Psychiatry, 210(1), 24-30. https://
doi.org/10.1192/bjp.bp.115.179093

Glasgow, R. E., Harden, S. M., Gaglio, B., Rabin, B., Smith, M. L.,
Porter, G. C., Ory, M. G., & Estabrooks, P. A. (2019). RE-AIM
planning and evaluation framework: Adapting to new science and
practice with a 20-year review. Frontiers in Public Health. https:
//doi.org/10.3389/fpubh.2019.00064

Glasgow, R. E., Vogt, T. M., & Boles, S. M. (1999). Evaluating the
public health impact of health promotion interventions: The RE-
AIM framework. American Journal of Public Health, 89(9),
1322-1327.

Graham, 1. D., & Tetroe, J. M. (2010). The knowledge to action
framework. Models and frameworks for implementing evidence-
based practice: Linking evidence to action (Vol. 207, p. 222).
Wiley-Blackwell.

Graham, I. D., Logan, J., Harrison, M. B., Straus, S. E., Tetroe, J., Cas-
well, W., & Robinson, N. (2006). Lost in knowledge translation:
Time for a map? Journal of Continuing Education in the Health
Professions, 26(1), 13-24. https://doi.org/10.1002/chp.47

Grol, R., & Grimshaw, J. (2003). From best evidence to best practice:
Effective implementation of change in patients’ care. The Lancet,
362(9391), 1225-1230. https://doi.org/10.1016/S0140-6736(03)
14546-1

Huisman, A., Robben, P. B. M., & Kerkhof, A. J. F. M. (2009). An
examination of the Dutch health care inspectorate’s supervision
system for suicides of mental health care users. Psychiatric Ser-
vices, 60(1), 80-85. https://doi.org/10.1176/ps.2009.60.1.80

Kapur, N., Ibrahim, S., While, D., Baird, A., Rodway, C., Hunt, 1.
M., Windfuhr, K., Moreton, A., Shaw, J., & Appleby, L. (2016).
Mental health service changes, organisational factors, and patient
suicide in England in 1997-2012: A before-and-after study. The
Lancet Psychiatry, 3(6), 526-534. https://doi.org/10.1016/S221
5-0366(16)00063-8

Kohli, N., & Harring, J. R. (2013). Modeling growth in latent variables
using a piecewise function. Multivariate Behavioral Research,
48(3), 370-397. https://doi.org/10.1080/00273171.2013.778191

Mokkenstorm, J., Franx, G., Gilissen, R., Kerkhof, A., & Smit, J. H.
(2018). Suicide prevention guideline implementation in specialist
mental healthcare institutions in The Netherlands. International
Journal of Environmental Research and Public Health, 15(5),
Article 5. https://doi.org/10.3390/ijerph15050910

Nilsen, P. (2015). Making sense of implementation theories, models
and frameworks. Implementation Science, 10, 53. https://doi.org/
10.1186/s13012-015-0242-0

O’Connell, S., Cully, G., McHugh, S., Maxwell, M., Jeffers, A.,
Kavalidou, K., Lovejoy, S., Jennings, R., Russell, V., Arensman,
E., & Griffin, E. (2024). Factors affecting implementation of a
National clinical programme for self-harm in hospital emergency
departments: A qualitative study. BMJ Quality. https://doi.org/10.
1136/bmjqs-2024-017415. bmjqs-2024-017415Safety.

Peters, S., Bussicres, A., Depreitere, B., Vanholle, S., Cristens, J., Ver-
mandere, M., & Thomas, A. (2020). Facilitating guideline imple-
mentation in primary health care practices. Journal of Primary
Care & Community Health, 11,2150132720916263. https://doi.o
rg/10.1177/2150132720916263

Prior, M., Guerin, M., & Grimmer-Somers, K. (2008). The effective-
ness of clinical guideline implementation strategies — a synthesis
of systematic review findings. Journal of Evaluation in Clinical
Practice, 14(5), 888—-897. https://doi.org/10.1111/j.1365-2753.20
08.01014.x

Rycroft-Malone, J., & Bucknall, T. (2010). Using theory and frame-
works to facilitate the implementation of evidence into practice.
Worldviews on Evidence-Based Nursing, 7(2), 57-58.

Sayer, A. G., & Cumsille, P. E. (2001). Second-order latent growth
models. New methods for the analysis of change (pp. 179-200).
American Psychological Association. https://doi.org/10.1037/10
409-006

Setkowski, K. (2023). When people fall through the cracks of despair
- it is time to make a net of hope: The effectiveness and feasibility
of a suicide prevention action network (supranet) in Dutch mental
health care. [Thesis]. https://doi.org/10.5463/thesis.83

Setkowski, K., Boogert, K., Hoogendoorn, A. W., Gilissen, R., & van
Balkom, A.J. L. M. (2021). Guidelines improve patient outcomes
in specialised mental health care: A systematic review and meta-
analysis. Acta Psychiatrica Scandinavica, 144(3), 246-258. https
://doi.org/10.1111/acps.13332

Setkowski, K., Gilissen, R., Franx, G., & Mokkenstorm, J. K. (2020).
Praktijkvariatie op Het Gebied Van suicidepreventie in de neder-
landse Ggz. TIUDSCHRIFT VOOR PSYCHIATRIE.

Setkowski, K., Mokkenstorm, J., van Balkom, A. J., Franx, G., van
Noord, 1., Dongelmans, D. A., Eikelenboom, M., & Gilissen, R.
(2018). Feasibility and impact of data-driven learning within the
suicide prevention action network of thirteen specialist mental
healthcare institutions (SUPRANET Care) in the Netherlands: A
study protocol. BMJ Open, 8(8), Article €024398. https://doi.org/
10.1136/bmjopen-2018-024398

Silverman, D. (2020). Collecting qualitative data during a pandemic.
Communication and Medicine, 17(1), 76-84. https://doi.org/10.1
558/cam.19256

Statistics Netherlands (2021). augustus 17). Zelfdoding in Nederland:
Een overzicht vanaf 1950 [Webpage]. Centraal Bureau voor de
Statistiek. https://www.cbs.nl/nl-nl/longread/statistische-trends/2
021/zelfdoding-in-nederland-een-overzicht-vanaf-1950

Statistics Netherlands (2023). Overledenen; zelfdoding (inwoners),
diverse kenmerken [Dataset]. https://opendata.cbs.nl/statline/#/C
BS/nl/dataset/7022gza/table?ts=1705324973521

Strifler, L., Cardoso, R., McGowan, J., Cogo, E., Nincic, V., Khan,
P. A., Scott, A., Ghassemi, M., MacDonald, H., Lai, Y., Treister,
V., Tricco, A. C., & Straus, S. E. (2018). Scoping review identi-
fies significant number of knowledge translation theories, models,
and frameworks with limited use. Journal of Clinical Epidemiol-
ogy, 100, 92-102. https://doi.org/10.1016/j.jclinepi.2018.04.008

Terpstra, S., Beekman, A., Abbing, J., Jaken, S., Steendam, M., &
Gilissen, R. (2018). Suicide prevention gatekeeper training in the
Netherlands improves gatekeepers’ knowledge of suicide preven-
tion and their confidence to discuss suicidality, an observational
study. BMC Public Health, 18(1), 637. https://doi.org/10.1186/s1
2889-018-5512-8

van Dijk, M. K., Verbraak, M. J., Oosterbaan, D. B., & van Balkom,
A.J. (2012). Implementing practice guidelines for anxiety disor-
ders in secondary mental health care: A case study. International
Journal of Mental Health Systems, 6, 20. https://doi.org/10.1186
/1752-4458-6-20

Van Hemert, A., Kerkhof, A. J. F. M., De Keijser, B., Verwey, C., Van
Boven, J., Hummelen, J., De Groot, M. H., Lucassen, P., Meerdin-
kveldboom, J. S. M., & Steendam, M. (2012). Multidisciplinaire

@ Springer


https://doi.org/10.1177/2150132720916263
https://doi.org/10.1177/2150132720916263
https://doi.org/10.1111/j.1365-2753.2008.01014.x
https://doi.org/10.1111/j.1365-2753.2008.01014.x
https://doi.org/10.1037/10409-006
https://doi.org/10.1037/10409-006
https://doi.org/10.5463/thesis.83
https://doi.org/10.1111/acps.13332
https://doi.org/10.1111/acps.13332
https://doi.org/10.1136/bmjopen-2018-024398
https://doi.org/10.1136/bmjopen-2018-024398
https://doi.org/10.1558/cam.19256
https://doi.org/10.1558/cam.19256
https://www.cbs.nl/nl-nl/longread/statistische-trends/2021/zelfdoding-in-nederland-een-overzicht-vanaf-1950
https://www.cbs.nl/nl-nl/longread/statistische-trends/2021/zelfdoding-in-nederland-een-overzicht-vanaf-1950
https://opendata.cbs.nl/statline/#/CBS/nl/dataset/7022gza/table?ts=1705324973521
https://opendata.cbs.nl/statline/#/CBS/nl/dataset/7022gza/table?ts=1705324973521
https://doi.org/10.1016/j.jclinepi.2018.04.008
https://doi.org/10.1186/s12889-018-5512-8
https://doi.org/10.1186/s12889-018-5512-8
https://doi.org/10.1186/1752-4458-6-20
https://doi.org/10.1186/1752-4458-6-20
https://doi.org/10.1192/bjp.bp.114.156208
https://doi.org/10.1192/bjp.bp.114.156208
https://doi.org/10.1186/s13012-014-0172-2
https://doi.org/10.1186/s13012-014-0172-2
https://doi.org/10.3390/healthcare4030036
https://doi.org/10.3390/healthcare4030036
https://doi.org/10.1192/bjp.bp.115.179093
https://doi.org/10.1192/bjp.bp.115.179093
https://doi.org/10.3389/fpubh.2019.00064
https://doi.org/10.3389/fpubh.2019.00064
https://doi.org/10.1002/chp.47
https://doi.org/10.1016/S0140-6736(03)14546-1
https://doi.org/10.1016/S0140-6736(03)14546-1
https://doi.org/10.1176/ps.2009.60.1.80
https://doi.org/10.1016/S2215-0366(16)00063-8
https://doi.org/10.1016/S2215-0366(16)00063-8
https://doi.org/10.1080/00273171.2013.778191
https://doi.org/10.3390/ijerph15050910
https://doi.org/10.1186/s13012-015-0242-0
https://doi.org/10.1186/s13012-015-0242-0
https://doi.org/10.1136/bmjqs-2024-017415
https://doi.org/10.1136/bmjqs-2024-017415

Global Implementation Research and Applications

richtlijn Diagnostiek en Behandeling van Suicidaal Gedrag
[Multidisciplinary guideline Diagnostics and Treatment of Sui-
cidal Behavior]. De Tijdstroom. https://psychiatrieweb.nl/pw.sp
oed/files/docs/suicidaal%20gedrag/richtlijn/120801_MDR_DBS
G.pdf

van Ministerie, W. (2022a, juli 8). en S. Suicides en suicidepogingen
binnen de ggz—Geestelijke gezondheidszorg—Inspectie Gezond-
heidszorg en Jeugd [Webpage]. Ministerie van Volksgezondheid,
Welzijn en Sport. https://www.igj.nl/zorgsectoren/geestelijke-gez
ondheidszorg/suicidemeldingen-en-suicidepreventie

van Ministerie, W. (2022b). en S. Overzicht suicidecijfers per instel-
ling 2019-2021—Publicatie—Inspectie Gezondheidszorg en
Jeugd [Publication]. Ministerie van Volksgezondheid, Welzijn en
Sport. https://www.igj.nl/publicaties/publicaties/2022/11/02/over
zicht-suicidecijfers-per-instelling-2019-2021

Authors and Affiliations

Verwey, B., Van Waarde, J. A., Van Rooij, I. A. L. M., Gerritsen, G.,
& Zitman, F. G. (2007). Richtlijnen voor de opvang van suicide-
pogers in Nederlandse ggz-instellingen. TI/DSCHRIFT VOOR
PSYCHIATRIE, 2007/3, 157-165.

Wakida, E. K., Talib, Z. M., Akena, D., Okello, E. S., Kinengyere, A.,
Mindra, A., & Obua, C. (2018). Barriers and facilitators to the
integration of mental health services into primary health care: A
systematic review. Systematic Reviews, 7(1), 211. https://doi.org/
10.1186/s13643-018-0882-7

While, D., Bickley, H., Roscoe, A., Windfuhr, K., Rahman, S., Shaw,
J., Appleby, L., & Kapur, N. (2012). Implementation of mental
health service recommendations in England and Wales and sui-
cide rates, 1997-2006: A cross-sectional and before-and-after
observational study. The Lancet, 379(9820), 1005-1012. https:/
/doi.org/10.1016/S0140-6736(11)61712-1

Nikki L. van Eijk'®. Lizanne J. S. Schweren' - Marjolein Veerbeek’ - Daan H. M. Creemers>> -
Wouter van Ballegooijen*- Remco F. P.de Winter>® - Nicole Luijs” - Karin Janssen? - Inge Lucassen®-

Maartje Schoorl® - Navneet Kapur® - Renske Gilissen'®

D4 Nikki L. van Eijk
n.L.van.eijk@fsw.leidenuniv.nl

Lizanne J. S. Schweren
l.schweren@]113.nl

Marjolein Veerbeek
m.veerbeek@113.nl

Daan H. M. Creemers
dhm.creemers@ggzoostbrabant.nl

Wouter van Ballegooijen
w.van.ballegooijen@vu.nl

Remco F. P. de Winter
R.deWinter@rivierduinen.nl

Nicole Luijs
Nicole.Luijs@arkin.nl

Karin Janssen
pltmk.Janssen@ggzoostbrabant.nl

Inge Lucassen
GM.Lucassen@ggzoostbrabant.nl

@ Springer

Maartje Schoorl
m.schoorl@fsw.leidenuniv.nl

Navneet Kapur
nav.kapur@manchester.ac.uk

Renske Gilissen
r.gilissen@113.nl
113 Suicide Prevention, Amsterdam, The Netherlands

Radboud Universiteit, Nijmegen, The Netherlands

3 GGZ-Oost-Brabant, Oss, The Netherlands

Vrije Universiteit Amsterdam, Amsterdam, the Netherlands

5 GGZ Rivierduinen, Leiden, The Netherlands

Maastricht University, Maastricht, Netherlands

7 Arkin, Amsterdam, The Netherlands

Leiden University, Leiden, The Netherlands
Manchester University, Manchester, UK


https://doi.org/10.1186/s13643-018-0882-7
https://doi.org/10.1186/s13643-018-0882-7
https://doi.org/10.1016/S0140-6736(11)61712-1
https://doi.org/10.1016/S0140-6736(11)61712-1
https://psychiatrieweb.nl/pw.spoed/files/docs/suicidaal%20gedrag/richtlijn/120801_MDR_DBSG.pdf
https://psychiatrieweb.nl/pw.spoed/files/docs/suicidaal%20gedrag/richtlijn/120801_MDR_DBSG.pdf
https://psychiatrieweb.nl/pw.spoed/files/docs/suicidaal%20gedrag/richtlijn/120801_MDR_DBSG.pdf
https://www.igj.nl/zorgsectoren/geestelijke-gezondheidszorg/suicidemeldingen-en-suicidepreventie
https://www.igj.nl/zorgsectoren/geestelijke-gezondheidszorg/suicidemeldingen-en-suicidepreventie
https://www.igj.nl/publicaties/publicaties/2022/11/02/overzicht-suicidecijfers-per-instelling-2019-2021
https://www.igj.nl/publicaties/publicaties/2022/11/02/overzicht-suicidecijfers-per-instelling-2019-2021

	﻿Improving Guideline-Based Care for Suicide Prevention in Mental Healthcare: An Empirical Implementation Protocol
	﻿Abstract
	﻿Background
	﻿The Current Study

	﻿Implementation Research
	﻿Selecting a Theoretical Framework
	﻿The KTA Framework Applied
	﻿Knowledge Synthesis and Tools
	﻿Identify Problem
	﻿Adapt Knowledge To Local Context
	﻿Assess Barriers/Facilitators To Knowledge Use
	﻿Select, Tailor, Implement Interventions
	﻿Monitor Knowledge Use
	﻿Evaluate Outcomes
	﻿Sustain Knowledge Use


	﻿Study Design
	﻿Data Collection
	﻿Outcomes
	﻿Quality of Care
	﻿Self-efficacy
	﻿Suicide Deaths and Attempts
	﻿Implementation Success


	﻿Data Analysis
	﻿Guideline Implementation
	﻿Self-Efficacy



