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ABSTRACT

Globally, there are more than 700,000 suicide completions every year.
With the continued shortage of mental health professionals, people are
increasingly seeking care for mental health concerns in primary care
settings. With the expansion of telehealth since the COVID-19 pandemic,
more patients and providers are connecting virtually for appointments and
are increasingly familiar with asynchronous tools to connect outside of
appointments. Practitioners in primary care settings have an important role
in identifying and mitigating risk of suvicide regardless of the treatment
modality. Utilization of the Screening, Brief Intervention, and Referral to
Treatment (SBIRT) model for suicidal patients is both necessary and
feasible in the current hybrid healthcare environment. This manuscript
addresses the practical and procedural considerations for assessing for
suicide and developing effective safety planning interventions when using
telehealth as part of care.
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Introduction

Suicide remains a critical global health concern, ranking
as a leading cause of death worldwide!. This trend is
particularly pronounced in rural areas, where suicide
rates consistently surpass those in urban settings2. While
initial reports suggested decreased suicide rates during
the COVID-19 pandemic, lagged effects are now
contributing to an uptick in suvicide-related deaths in
recent years3. Globally, suicide stands as the third
leading cause of death among 15-29-year-olds, with
7 3% of suicide completions occurring in low- and middle-
income countries?.

Primary care settings play a critical role in suicide
prevention. Due to behavioral health provider shortages
and persistent stigma, general practitioners (GPs) often
encounter more patients with suicidality than psychiatrists
over the course of their careerss. Up to 75% of
individuals who die by suicide have contact with primary
care providers in the six months preceding their death®.
Luoma and colleagues report that 45% of individuals
who die by suicide have seen a medical provider other
than a psychiatrist within 30 days prior to their death’.
This positions GPs at the forefront of suicide prevention
efforts. However, a significant gap exists in current
practice: GPs typically do not assess suicidality8, and
patients rarely disclose suicidal thoughts without direct
inquiry®. This disconnect represents a critical missed
opportunity for life-saving interventions.

Despite their crucial role, many GPs feel ill-equipped to
assess and intervene in cases of suicidality 8. However,
evidence suggests that targeted training can significantly
improve outcomes. Training GPs to screen for and treat
depression has yielded positive results for patients and
contributed to reduced suicide rates5. Furthermore,
continuing education focused specifically on recognizing
and treating suicidality has been shown to increase
perceived competency and willingness to treat among
GPss.

To address these challenges, a multi-faceted approach is
necessary. In addition to enhanced training for GPs, there
is evidence supporting the integration of behavioral
health providers within primary care settings 8. This
integration can be facilitated through telehealth services,
which can help alleviate some of the strain caused by
provider shortages2. Recent research has demonstrated
that telehealth is an effective delivery method for
behavioral health care, with positive results in reducing
suicide reattempts and completions®. Even before the
COVID-19 pandemic, many GPs were using telehealth as
an effective means and alternative for patient
consultation and home visits'?, and due to the pandemic,
telehealth utilization was fast tracked and rapidly
adopted by GPs'!. Globally, we have seen telehealth
embedded and utilized since the pandemic, which offers
patients quality care from a distance with greater
convenience'2 . This creates a unique need for GPs to
utilize the evidence-based, and often reimbursable,
Screening, Brief Intervention, and Referral to Treatment
(SBIRT; SAMHSA, 2022) models for suicidal patients via
telehealth.

Screening, brief intervention, and referral to treatment
(SBIRT) is a model originally utilized with substance use

disorders’3. The SBIRT model has been utilized across
settings and is effective with suicidal patients and in
primary care settings'415. GPs can effectively screen for
suicide, utilize a brief safety planning intervention, and
refer to treatment with behavioral health providers. With
the increased utilization of telehealth, the following will
provide guidance through the SBIRT Model for suicide
prevention in primary care via telehealth.

This data highlights the urgent need for enhanced suicide
risk assessment and intervention strategies in primary
care settings, positioning GPs as key players in the global
effort to reduce suicide rates. By combining targeted
training, integrated care models, and innovative delivery
methods like telehealth, there is significant potential to
improve suicide prevention efforts in primary care.
This manuscript will explore practical and procedural
considerations for assessing for suvicide and developing
effective safety panning interventions through the SBIRT
model with remote patients via telehealth.

There are key patient factors increasing risk for
suicidality. While women are more likely to have thoughts
of suicide, men complete suicides at higher rates’e.
Women are also more likely to receive a diagnosis of
and treatment for depression 6. Additionally, individuals
with mental health and physical health complications are
also at higher risk for suicidality!7.8. There is also
substantial evidence for age effecting risk, such as
adolescents and older adults being at a higher risk 1719,

Adolescence is a unique time of development with higher
rates of impulsivity, the expansion of emotionality, and
exploration of identities. Youth today face additional
challenges and pressures related to mainstream and
social media, which can increase suicidality 9. Within the
adolescent population there are an estimated 50-100
attempts for every suicide completion2°. While youth may
engage in less lethal means allowing for attempt survival,
across the globe, suicide is a leading cause of death for
15-19-year-olds 9. When working with depressed or
suicidal youth, safety planning interventions are highly
effective due to vacillating suicidality and crises
commonly being shorter in duration?!.

In addition to gender and age, social determinants such
as relationship conflicts and unemployment can influence
suicidality. Education level historically has had an inverse
correlation with risk, which may be due to the higher
income being associated with higher education'”. Major
life stressors or multiple life stressors such as death of a
loved one, divorce, or job loss may also increase risk 6.
When patients have experienced significant changes
within their social belongingness, providers utilizing the
SBIRT model for suicide may prevent loss of life.

Applying Telehealth Models in Primary

Care

DEFINING TELEHEALTH

In conceptualizing risk and the processes involved in
managing safety via telehealth, it is important to consider
key terms and models. From the Greek root, “tele”-health,
most broadly means "health at a distance," and
encompasses a range of services and technologies that
are part of the healthcare experience “from a
distance”22. Definitions of telehealth continue to evolve to
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capture the impact of technology on our healthcare
experience with varied emphasis on the patient-provider
interaction (whether synchronous or asynchronous) versus
the use of technology to facilitate care23. The primary
focus of this manuscript is on synchronous, patient-
provider interactions that support the SBIRT model and its
utility for suicide prevention but does not exclude other
technological considerations for caring for patients
remotely.

An important distinction emerging in patient-provider
telehealth delivery models (influenced by technological
advancements and reimbursement policies) is between
the hub-and-spoke model and the direct-to-person
model. In the hub-and-spoke model, one organization
serves as the hub for providers, branching out to multiple
endpoints such as hospitals, schools, or community
agencies. The direct-to-person model allows patients to
access services via mobile devices from any location,
including their homes. Particular features of each model
as they relate to suicide prevention and safety planning
are described in subsequent sections.

TELE-SAFETY

Risk in telepractice can be conceptualized as a potential
for emergency in either physical health (e.g., seizure,
heart attack) or mental health (e.g., self-harm, substance
use) when patients are physically distant. The approach
to risk management varies based on the telehealth model
employed. A hub-and-spoke telehealth model may offer
additional supports for managing risk, depending on the
type of access point the patient uses. For example, a
remote GP might connect to a patient presenting at a
health facility in another location, such as a rural hospital
or clinic with medical staff on site, versus connecting to a
community center or school with few, if any, medically
trained personnel. Alternatively, direct-to-person services
could be utilized from one's home or car, resulting in
minimal availability of additional supports.

Safety in telepractice is determined by both personal
and environmental factors. Patients have personal risk
and protective factors, such as mental status and outlook
on the future, as well as environmental factors, including
interpersonal violence at home or access to means. Safety
plans should be created for every patient reporting any
suicidal thoughts2425,  Across disciplines, telehealth
practice guidelines (such as the Guidelines for the
Practice of Telepsychology produced by the American
Psychological Association2¢) reinforce that the same
ethical and professional practices conducted in-person
(i.e., routine safety planning) should be upheld in
telehealth encounters.

When not in the same physical space as the patient, the
provider cannot respond to a physical emergency such as
a heart attack or seizure. Additionally, providers may
have less control (or perceive having less control) over
responding to a psychiatric emergency. To date, there
are no studies or available data indicating if patients are
more likely to disengage from safety planning via
telehealth versus in-person appointments?’. Providers
may also be at risk of witnessing traumatic events (e.g.,
live suicide attempt) and inappropriate sexual exposures
and should be empowered to disconnect calls if severe
boundary violations like these occur?8,

THE IN-PERSON /TELEHEALTH FALSE DICHOTOMY
While there are unique considerations for maintaining a
safe, ethical practice via telehealth, the distinction
between telepractice and in-person practice is often
overstated. Providers practicing in-person are not
immune to having to handle crises from a distance. Across
all medical practices, patients experience risk of crisis
outside of their scheduled appointment time, and they
may reach out to their provider by phone while in
imminent danger. Many in-person providers can recount
times when a patient has contacted them outside of an
appointment and reported adverse health effects
requiring medical attention through emergency
departments or urgent care.

A common concern with managing risk via telehealth is the
worry related to the lack of control over a patient
disconnecting a tele-appointment while in crisis. However,
even when in-person, patients may get up and leave the
room or clinic despite the provider's verbal urgings. A
patient may transition from engaging in safety planning
or complying with moving to a greater level of care, such
as hospitalization, to being afraid of this next step. This
can be even more common in an in-person setting where
a resident steps out to consult with a preceptor and a
patient who is left unattended for a few minutes decides
to leave.

Practicing appropriate precautions and engaging in
thorough planning recommended for telehealth practice
can reduce the risk for these concerns. By implementing
appropriate protocols and leveraging the strengths of
each telehealth model, providers can effectively manage
risk and ensure patient safety in remote settings.
Understanding the nuances of telehealth models and risk
conceptualization is crucial for effective safety planning,
recognizing that while telehealth presents unique
challenges, many risk management strategies apply to
both in-person and remote care.

Screen, Brief Intervention, and Referral to
Treatment for Svuicidal Patients via

Telehealth

ESTABLISHING SAFETY FOR PATIENTS VIA TELEHEALTH
Planning for safety for patients served via telehealth
should occur from the initiation of the clinic or agency
before the first patient appointment ever occurs. Planning
for safety includes the policies and procedures for various
situations to ensure the safety of the patient and those on
the care team. These policies and procedures may need
to be reviewed and enhanced prior to initiating SBIRT for
suicidality and are often specific to the agency based on
the population served and the laws of the region and
ethical guidelines of professional practice and licensure
boards.

Providers and organizations can mitigate risk and
improve quality of care by gathering and documenting
the patient location. Prior to the first appointment,
obtaining the patient’s address provides an opportunity
to ensure the provider is licensed or credentialed to serve
the individual via telehealth as well as gather crucial
information about mental health resources and crisis
response agencies. If a provider calls 911 (or 112 etc.) it
will typically connect them to the emergency dispatch
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physically closest to the provider, which is not necessarily
the emergency dispatch closest to the patient. Local
emergency numbers, local hospitals, and other local
mental health resources could be documented in the
patient file for easier access in a crisis. This step is
particularly important for providers serving patients
outside their immediate community, such as those
practicing across state lines with multiple licenses or an
approved interjurisdictional credential. In addition to
planning before the first appointment, the patient’s
location should be obtained at the start of every
telehealth visit because patients do not always log in
from their home address and providers should be ready
to dispatch emergency services to the correct location
when the situation calls for that level of intervention.

While patients suvitable for outpatient services are
generally appropriate for telehealth treatment,
determining eligibility should be unique to each provider
or agency's policies and available resources to manage
emergencies. Factors to consider may include symptom
severity, current risk level, access to a secure internet
connection, and an appropriate location for
appointments.

Once initial eligibility is established, a consultation
appointment with a medical assistant or other trained
staff member can be beneficial. This appointment, though
likely not reimbursable, is valuable for early risk
management and saves time during the clinical intake.
Guidelines for in person risk assessment can inform
telehealth specific tasks?®. Topics to cover in this
consultation include:

1. Procedures for handling disconnected calls at any
time during the appointment (non-emergency)

2. Procedures for handling situations where a patient
reports self-harm intent to the provider and then
disconnects from the appointment (emergency)

3. Policies regarding self-harm or substance use during
appointments

4. Protocols for requesting the patient's location at the
start of each appointment

5. Policies for contacting providers or the organization
for emergencies (e.g. consider platforms like patient
portals and social media as well as contacts made
outside of business hours)

When working with minors, it's crucial to discuss safety
procedures and circumstances under which a parent or
guardian will be informed of potential self-harm or harm
to others. This pre-work allows for smoother crisis
management if needed, as patients who are minors will
know what to expect.

It's important to note that some patients may feel
uncomfortable disclosing their location due to factors such
as citizenship status or belonging to a marginalized
group. Providers should collaborate with patients to find
safe solutions, such as obtaining emergency contact
information or allowing patients to join appointments
from public locations with verifiable addresses. Welfare
checks should be used only as a last resort.

SCREENING FOR SUICIDE RISK IN TELEHEALTH SETTINGS
Suicide risk screenings can be highly effective even when
brief. In one study, 338 patients were screened with a

20-item measure after their appointment with their GP,
and while the GPs identified suicidality in 7 patients, the
20-item measure identified 42 patients with suicidality3°,
However, even single-question screenings enhance
detection without significantly impacting appointment
time constraints3!.

The Columbia Suicide Severity Rating Scale-Screen (C-
SSRS-S), a validated 6-item verbal tool, has shown strong
evidence of effectiveness across various populations,
including children, adolescents, and adults3233, |ts
versatility makes it suitable for use in diverse settings,
from hospitals and clinics to schools and correctional
facilities, and its verbal format adapts well to telehealth
applications. Another widely used tool is the Patient
Health Questionnaire-9 (PHQ-9), which assesses
depressive symptoms based on DSM-IV criteria34. It
includes one item specifically addressing suicidal
ideation. An adolescent version, the PHQ-A, is available
for ages 12-1835. Both versions are easily administered
via telehealth using fillable PDFs, virtual whiteboards, or
smart forms, and are often integrated into electronic
health records.

When designing suicide prevention strategies, it's crucial
to respect and adapt to the diverse beliefs, practices,
and cultural and linguistic needs of different groups.
While race and ethnicity are important factors, a
comprehensive approach must also consider age,
education, physical and mental health status, gender
identity, sexual orientation, occupation, religion, and
other individual characteristics. This holistic consideration
allows for more culturally sensitive and effective
prevention efforts3¢,

When conducting screenings via telehealth, providers
should prioritize patient privacy and relationship-
building at the start of each appointment. It's advisable
to perform suicide risk screenings with enough time
remaining to develop a safety plan if necessary.
Healthcare agencies should establish protocols for warm
handoffs in situations where the primary care provider
cannot complete the entire SBIRT model, such as during
medical emergencies with other patients.

DEVELOPING A SAFETY PLAN FROM A DISTANCE
Planning for safe telehealth practice as described above,
is foundational for remote applications of safety planning
for suicide prevention. Safety planning in telehealth
should begin before the first appointment with the patient
2425 Safety planning is a widely utilized and effective
brief intervention strategy for suicide prevention3’. An
agency may choose to initiate risk assessment during a
phone screening or patient eligibility check, though
response protocols should be in place with immediate
access to a provider if the patient discloses suicidal
ideations in the screening.

A comprehensive safety plan should include the patient's
warning signs, coping strategies, reasons to live, social
support, places and activities for distraction, and
emergency numbers383°, Means restriction is a crucial
part of effective safety planning5. When providing
direct-to-person telehealth, the provider can watch as the
patient disposes of pills or disassembles their gun and
places it in a lock box with the bullets stored separately
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in another area of the home. In a hub-and-spoke model,
patients can be provided with paper copies of a blank
safety plan. However, many telehealth providers prefer
electronic alternatives, such as smartphone applications
like "MoodTools - Depression Aid app"2?°. These apps
allow patients to create individualized safety plans and
store them on their mobile devices at no cost. Regardless
of the modality used, providers should document the final
plan in the patient's chart for future reference and
continued care.

In a hub-and-spoke model, providers can leverage the
support of staff and other providers to coordinate higher
levels of care when necessary. For direct-to-person
models, it's recommended that providers stay on the call
with patients while using other means of communication to
consult with clinical team members or reach out to
emergency contacts. In cases requiring involuntary
hospitalization, providers should call local mobile crisis
response teams or emergency services for patient
transport.

EVALUATING AND MODIFYING THE SAFETY PLAN
Monitoring safety plan effectiveness is crucial, especially
for patients with suicidal thoughts and behaviors.
Between appointments, providers should engage in
verbal check-ins to promote wellbeing and encourage the
use of coping skills outlined in the safety plan.
Standardized measures such as the Patient Health
Questionnaire-9 (PHQ-9) and the Columbia-Suicide
Severity Rating Scale (C-SSRS) can provide valuable
information about the patient's recent experiences with
depressive symptoms and suicidal thoughts or
behaviors34:33,

The safety plan should be viewed as a dynamic
document, improving gradually as treatment progresses
and the patient learns new coping skills and strategies.
Regular updates to the safety plan not only maintain the
safety focus but also serve as a meaningful way to
process growth and improvement. When interventions
prove ineffective in reducing suicidal thoughts and
behaviors, it may be more ethically responsible to
transfer a patient to in-person services, reassessing the
mode of therapy as needed.

Safety planning in telehealth settings requires careful
consideration of the unique challenges and opportunities
presented by remote care. By implementing
comprehensive  assessment procedures, leveraging
technology for safety plan development and
modification, and maintaining open communication with
patients, providers can effectively manage risk and
promote patient safety in telehealth environments. As
telehealth continues to evolve, ongoing evaluation and
refinement of safety planning practices will be essential
to ensure the highest quality of care for patients at risk
of self-harm or suicide.

REFERRAL TO TREATMENT IN TELEHEALTH CONTEXTS

Effective suicide prevention in healthcare settings hinges
on a multifaceted approach that begins with
comprehensive knowledge of local referral resources. By
establishing inter-agency relationships proactively, care
coordination with local mental health services can be
significantly streamlined. This preparatory work extends

to the appointment process itself; when feasible,
conducting pre-appointment consultations or technology
tests allows support staff to assess patients' interest in
behavioral health referrals. Such a proactive approach
equips primary care physicians with curated resource lists
before conducting suicide screenings, enhancing the
efficiency and effectiveness of these critical interventions.

The integration of behavioral health or collaborative
care models within healthcare institutions represents a
significant advancement in this field. Research
demonstrates that general practitioners report increased
competence in utilizing the Screening, Brief Intervention,
and Referral to Treatment (SBIRT) model with suicidal
patients when working alongside behavioral health
providers ¢. These integrated settings facilitate seamless
warm handoffs between primary care and behavioral
health services during the SBIRT process. Furthermore,
Candon and colleagues found that most patients with
suicidality engage in behavioral health treatment when it
is co-located within primary care settings, ensuring
continuity of care, and addressing concerns about follow-
up treatment adherence40,

However, recognizing that integrated models may not be
feasible for all healthcare providers, alternative solutions
have emerged4!. Partnerships with universities offering
behavioral health services present a valuable option.
Implementing fee-for-service or block models, where
healthcare agencies purchase session blocks from
behavioral health providers, offers a cost-effective
solution, particularly beneficial for medical clinics with
insufficient patient volume to justify full-time behavioral
health staff. In the context of a global shortage of
behavioral health care providers, these innovative
agreements, especially when leveraging telehealth
capabilities, can significantly improve access to
treatment, addressing a critical gap in care delivery42.

By adopting these strategies — from comprehensive
resource knowledge and inter-agency collaboration to
integrated care models and innovative partnerships —
healthcare providers can significantly enhance their
capacity to address suicide risk effectively, ensuring that
patients receive timely, appropriate, and coordinated
care.

PRACTICAL CONSIDERATIONS

Comprehensive provider training in telehealth suicide
assessment is a crucial component of suicide prevention in
primary care settings 8. While many healthcare
professionals receive initial training during medical school
or residency, evidence suggests that regular, ongoing
training for all clinic staff and providers every few years
is effective in reducing suicide ratess. Furthermore,
research indicates that general practitioners are more
likely to engage in Screening, Brief Intervention, and
Referral to Treatment (SBIRT) when patients proactively
inquire about depression and suicidality 8. This finding
underscores the importance of implementing social
messaging campaigns in both physical and virtual waiting
rooms to encourage patients to discuss suicidal thoughts
with their healthcare providers.

Before implementing telehealth services, it is imperative
for providers to thoroughly review the legal and ethical
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considerations specific to both their location and the
region they are serving. Given that laws and ethical
codes vary across jurisdictions and professions and are
subject to frequent updates, it is recommended that
providers conduct annual reviews of these guidelines to
ensure compliance and best practices.

Technological challenges are an inherent aspect of
telehealth services. These issues can range from varying
levels of technological literacy among patients and
providers to service outages and system failures. To
mitigate these risks, healthcare organizations should
establish comprehensive policies and procedures to
address technological disruptions, particularly during
SBIRT for suicide risk assessment. Contingency plans may
include transitioning to telephone appointments,
contacting the patient's emergency contact, or engaging
local mobile crisis units. By anticipating and preparing for
these potential challenges, providers can ensure
continuity of care and maintain the integrity of suicide risk
assessments in telehealth settings.

Future Directions and Research Needs for

Telehealth and Suicide Prevention

Digital health offers diverse approaches to support and
intervene with suicidal patients. These range from web-
based safety planning applications to mobile
applications and chatbots37:43.18, While these emerging
technologies present promising avenues for patient
support, current evidence for their efficacy and
adherence to clinical guidelines remains limited.

Healthcare providers should consider these digital tools
as potential supplementary resources for patients under
their care. However, it is crucial that practitioners
thoroughly evaluate these technologies, including any
crisis contact information provided, to ensure the accuracy
and reliability of the information.

The field of digital health for suicide prevention is still in
its nascent stages. With further research, including
rigorous randomized controlled trials, these technologies
have the potential to evolve into effective tools for suicide
prevention. As the field progresses, ongoing assessment
and integration of these digital solutions into
comprehensive care plans will be essential to maximize
their impact on patient outcomes.

Conclusion
General Practitioners (GPs) occupy a pivotal position in
addressing the global suicide crisis. This critical role is

underscored by the fact that a substantial proportion of
individuals who die by suicide have contact with a
medical provider in the year preceding their death, with
many accessing care within the final month of their lives.
By implementing the Screening, Brief Intervention, and
Referral to Treatment (SBIRT) model for suicidality, GPs
can effectively identify at-risk patients, provide timely
support, and facilitate connections to specialized
behavioral health services.

The integration of telehealth services presents a
promising avenue to enhance access to care for patients
at risk of suicide. These platforms enable the delivery of
high-quality care while mitigating fime constraints and
financial burdens associated with traditional in-person
visits. This increased accessibility is particularly beneficial
for individuals in remote or underserved areas, as well as
those with mobility limitations or demanding schedules. By
leveraging these strategies and technologies, GPs can
make significant contributions to suicide prevention
efforts. The synergy of proactive screening, timely
interventions, and improved access to care through
telehealth has the potential to reduce suicide rates and
enhance overall mental health outcomes on a global
scale. As the field of digital health for suicide prevention
continues to evolve, ongoing research, assessment, and
integration of these innovative solutions into
comprehensive care plans will be essential to maximize
their impact on patient outcomes.

The implementation of these approaches, however,
requires careful consideration of practical aspects.
Comprehensive and ongoing training for healthcare
professionals in telehealth suvicide assessment is crucial.
Additionally, the development of social messaging
campaigns to encourage patient-initiated discussions
about mental health can significantly enhance the
effectiveness of screening efforts.  Furthermore,
healthcare providers must remain vigilant in addressing
the legal, ethical, and technological challenges inherent
in telehealth service delivery.

As we move forward, it is imperative that the healthcare
community continues to evaluate and refine these
strategies, ensuring that they remain responsive to the
evolving needs of patients and the capabilities of
emerging technologies. By doing so, we can work
towards a future where accessible, effective suicide
prevention is an integral part of primary care,
contributing to a significant reduction in global suicide
rates.
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