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Behavioral Health Institute (BHI)

Training, Workforce and Policy Innovation Center

The Harborview Behavioral Health Institute (BHI) is a program of Harborview Medical Center that is
dedicated to advancing innovation, research and clinical practice to improve community mental
health and addiction treatment. The BHI also serves as a resource for the advancement of behavioral
health outcomes and policy, and supporting sustainable system change.

The BHI brings the expertise of Harborview Medical Center/UW Medicine and other university
partners together to address the challenges facing Washington’s behavioral health system, through
innovation and improving access to effective behavioral health care. BHI pillars include:
* Clinical Services
* Research and Program Evaluation
* Training, Policy and Workforce Development v
* Expanded Digital and Telehealth Services and Training Q QIR
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Northwest Regional Telehealth
Resource Center (NRTRC) @nrnc omuwser eoons

Telehealth Technical Assistance Center

The NRTRC delivers telehealth technical assistance and shares expertise through individual
consults, trainings, webinars, conference presentations and the web.

Their mission is to advance telehealth programs' development, implementation and
integration in rural and medically underserved communities.

The NRTRC aims to assist healthcare providers, organizations and networks in implementing
cost-effective telehealth programs to increase access and equity in rural and medically
underserved areas and populations.

2
These sessions were made possible in part by grant number U1UTH42531-03 from the Office for the Advancement of Telehealth, Q QIRM
Health Resources and Services Administration, DHHS. o
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DISCLAIMER

Please be aware that policy changes may take place after the original
date of this presentation.

Any information provided in today’s talk is not to be regarded as legal
advice. Today’s talk is purely for informational purposes.

Please consult with legal counsel, billing & coding experts, and
compliance professionals, as well as current legislative and regulatory
sources, for accurate and up-to-date information.
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Suicide Risk Assessment and Management in the
Age of Telehealth

Kate Comtois, PhD, MPH

Professor, Dept of Psychiatry and Behavioral Sciences
University of Washington

Clinical Psychologist, UWMC Outpatient Psychiatry Clinic
(formerly at Harborview Mental Health and Addiction Services)



BLUF: Pros of Choosing
In-Person vs. Telehealth with Suicidal Patients

In-Person Telehealth

1. Physical access to the patient if 1. Observe the patients’ living situation
they need to be transported to 2. Opportunity for visual inspection for
higher level of care lethal means counseling

2. Potentially greater engagement 3. Facilitate engagement with patients’

3. Increased behavioral activation in family
coming to the office 4. Increase attendance in treatment and

4. Privacy easier to achieve ability to reschedule

5. Crisis Response Planning more 5. Less chance of spreading respiratory
straightforward illness
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Overview

* Suicide risk screening
» Suicide risk assessment
 Management vs. Treatment

 Management by Telehealth
= Technology supports

e Discussion

Want to acknowledge Jeff Sung, MD,
with whom | developed many of
these perspectives and slides
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2011-2019 Suicide Prevention Standards Focused Increasingly on a “Suicide Care

Pathway”

Zero Suicide
Toolkit

The Toolkit uses research,

tools, and videos to walk
implementers through
putting the Zero Suicide

framework into practice.

Engage

all individuals at risk of
suicide using a suicide care
management plan

system-wide culture
change committed to
reducing suicides

Train

a competent, confident,
and caring workforce.

Identify

individuals with suicide risk
via comprehensive
screening and assessment

4
m JZ . The Joint Commission

Treat

suicidal thoughts and

behaviors using evidence-

based treatments

)

Transition

individuals through care
with warm hand-offs and
supportive contacts

Improve

policies and procedures
through continuous quality
improvement

Who We Are +

for
SUICIDE
PREVENTION

Series Contact

How can | learn
more?

-

%0

What are the
Recommendations?

/"

RECOMMENDATIONS

X ¥
Fy oyt
See all the Recommendations

Learn about CPGs

What We Offer + Our Priorities v Standards v

Home > Resources > Patient Safety Topics > Suicide Prevention

Suicide Prevention

The Suicide Prevention Portal is a resource for
organizations seeking to be in compliance

with NPSG 15.01.01 (changes effective July 1,
2019) and the Suicide Risk Recommendations
from the Suicide Risk Reduction Expert Panel:

S 4

-

Improving suicide care pathway =
Improved outcomes across the population

Get CEUs! Visit SRM
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Identification |

Initial detection
of suicide risk
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|ldentifying risk &
protective factors
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Integrating findings to
guide interventions
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Interventions Follow-up
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Recovery ~N

Short and intermediate-term
interventions to survive crises

]

Collaboration for self-
recognition & self-management

Life worth
living

J
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Standardized Screening

COLUMBIA-SUICIDE SEVERITY RATING SCALE
Screen with Triage Points for Emergency Department

Ask questions that are bolded and underined. Il:){l.‘;il‘li:h Suicide Risk Assessment — ED to Inpatient
Continuous Readiness for Patient Safety — September 2019
Ask Questions 1 and 2 YES | NO Starting the second week of October 2013, the Emergency Department (ED) will begin using a different, validated
screening tool to screen patients for suicide risk. They will be using the Columbia — Suicide Severity Rating Scale (C-55RS),
1) Have you wished you were dead or wished you could go te sleep and not wake up? wihich will help identify patients who are at Low, Mederate and High risk for suicidal ideation (51). Here are instructions
for inpatient staff:
1. Confirm risk level when getting report from the ED
2) Have you actually had any thoughts of killing yourself? 3. HIGH risk — patient should have a 1-1 patient monitor, and staff should follow the Suicide Prevention Protocol.
b. Moderate or Low risk — no immediate actions are required. Interventions should be initiated in ED before the
. N - patient transfers to inpatient status.
If YES to 2, ask questions 3, 4, 5, and 6. If NO to 2, go directly to question 6. 2. Information from the ED sssessment will display on the Suicde Risk A page of the Inpatient Admission
3) Have you been thinking about how you might do this? _History Powerform: _ . _ _
If the C-55RS risk assessment was done in the ED: If the C-55RS risk assessment was MOT done in the ED:
E.g. "I thought about taking an overdose but I never made 3 specific plan as fo when a. Select C-S5RS previously completed in ED a. Complete the 4 question screening
where or how I would actually do it....and I would never go through with it." b. Do NOT complete the 4 question screening
Admission Hx (aduk] - IEATENT - e, stevedl =S
4) Have you had these thoughts and had some intention of acting on them? O EE e+ @E
As opposed to "I have the thoughts but I definitely will not do anything about them.” Pefomed e ggaone (DS um O Br: Mooy RN, Charles H
Adrst: Inloaretion =
5) Have you started to work out or worked out the details of how to kill yourself? :“‘::r Suicide Risk Assessment
_'%;LDO ou intend to carry out this plan? Evamts Frocacum To be done on patients 12 years and older.
6) Have you ever done anything, started to do anything, or prepared to do anything to | | ifetime :’:mm Lareiess tmimiiE ey Lo =
end your life? * Msden-kid W are required o ack all patients quesiions about suicide. It is our goal 1o keep our patents safe.
[CRCE |
Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note, o w; e e R
took out pills but didn't swallow any, he_‘,ld agun but changed your mlnd or it was grabbed = Tl R e D e T -
from your hand, went to the roof but didn't jump; or actually took pills, tried to shoot yourself, C-55RS Suicide Severty Ratrg: HGH SUICIDE RISK. (160611 1327:00)
- Past 3 & Euicide Risk Soreening: Siart "T-55AST (0S5 132700
cut yourself, tried to hang yourself, etc.
Months
If YES, ask: Was this within the past three months? 1. Wims hese a ime in your iife —_— _
when you atiempted wicide? = .
Tt yes—tollow listed recommendation: If the C-5SRS was completed in the ED,
Item 1 Behavioral Health Referral at Discharge . Pt ks o e i 1. Mark YES here, and Stop.
Ttem 2 Behavioral Health Refemal at Discharge [ Te s —— T I d h
Ttem 3 Behavioral Health Consult (Psychiatric Nurse/Social Worker) and consider Patient Safety Precautions ::r:e;"m"eg:; 5 :%:;;:T;I: e
Ttem 4 Immediate Notification of Physician and/or Behavioral Health and Patient Safety Precautions '
Item 5 Immediate Notification of Physician and//or Behavioral Health and Patient Safety Precautions — e g
Ttem 6 Over 3 months ago: Behavioral Haalth Consult (Psychiatric Nurse/Social Worker) and consider Patient Safety a T—
H‘xau‘hons :T_I?;ﬁ:::FDIE MEN, RN Glern Allan, BN, RN, CCRN
Ttem 6 3 months ago or less: Immediate Notification of Physician and/or Behavioral Health and Patient Safety Precautions Aszociste et Nursing Officer Operations Manazer for Reguiatory Affairs

Aszistant Administrator, Patient Care Services

Edalianue edu, 743-3425

proitz @ edu
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Assessment: Standardized Assessments (1)

Standard Measures

« Columbia Suicide Severity Rating Scale (full interview)
« Suicide and Self-Injury Interview

* Self-Harm Behavior Questionnaire

« Suicide Status Form (from CAMS)

« Reasons for Living Scale

The Center for SUICIDE CARE
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Assessment: Standardized Assessments (2)

TABLE 3. Response patterns for all suicide attempt measures

Self-Report Clinician Interview
Pattern Mexsures Mearures n o
BSS SBQ-R [\é.:‘;g C-SSRS SHBQ

1 B 439 | 44.6%
2 197 | 20.0%
3 1% 994 active duty service
: e members referred as being at
! 2% | 2.6% . . .
s 2 [ 20% some suicide risk:
7 TR «  45% denied any suicide
2 s T o attempt across all measures
3 8 0.8% o o
™ s Tomw « 20% reported a suicide
15 7 0.7%
16 T [om attempt across all measures
17 7% . .
s 5 | osw  35% responded inconsistently
20 4 0:4"/:
21 3 03%
22 3 0.3%
23 2 02%
24 1 0.1%
25 1 0.1%
26 1 0.1%
27 1 0.1%

rep:};f.g‘sﬁ 371(37.7%) | 306 (31.1%) | 487 (49.5%) | 394 (40.0%) | 430 (43.7%)

MNote. Black tile: reported a suicide attempt; B55: Beck Scale for Suicide Ideation; C-55RS: Columbia-Suicide Severity

Rating Scale; MSRC CDEs: Military Suicide Research Consortium Common Data Elements; SA: suicide attempt; /
SBQ-R: Suicidal Behaviors Questionnaire-Revised; SHBQ: Self-Harm Behavior Questionnaire (SHBQ); White tile: “ C S PAR
denied a suicide attempt ) e Conter for SUICIDE CARE

and Recovery RESEARCH CENTER



Assessment: Risk Assessment (1)

UNCERTAINTIES

Can we usefully stratify patients according to suicide
risk?

Matthew Michael Large conjoint professor', Christopher James Ryan clinical associate professor®,
Gregory Carter conjoint professor’, Nav Kapur professor*

'School of Psychiatry, University of New South Wales, NSW, Australia; ?Discipline of Psychiatry, Westmead Clinical School and Sydney Health

Ethics, University of Sydney, Australia; *Centre for Brain and Mental Health, Faculty of Health and Medicine, University of Newcastle,; *Centre for
Suicide Prevention, Manchester Academic Health. Science Centre, University of Manchester, & Greater Manchester Mental Health NHS Foundation

Trust, Manchester, UK
What you need to know

- Despite the ubiguity of advice to use suicide risk assessment in clinical practice, there is no evidence that these assessments can
usefully guide decision making

« All patients presenting with a mental health problem require a thorough and sympathetic assessment with the aim of negotiating an
individualised treatment plan

« All patients with suicidal thoughts or behaviours should be offered evidence based therapies for the treatable problems associated
with suicide, such as substance misuse disorder and depression

« The overwhelming majority of people who might be viewed as at high risk of suicide will not die by suicide, and about half of all suicides

will occur among people who would be viewed as low risk
((CSPAR 0 iﬁ‘
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Assessment: Risk Assessment (2)

Box 2: How to approach a patient who you think might be suicidal

Conduct a respectful, thorough, and sympathetic assessment using active listening

Keep a focus on the content and nature of the doctor-patient interaction

Try to understand and address the individual circumstances that are distressing the patient
Identify the patient’s current treatment needs, including common modifiable social and clinical factors for suicide
Do not attempt to stratify patients into high and low risk categories

Do not simply rely on the patient's expression or non-expression of suicide plans and ideas
Never dismiss any patient who raises your concern about suicide as low risk

Talk with the patient’s family or friends

Ask about firearms and other lethal methods of methods of suicide

Involuntary hospitalisation should be used sparingly and with great care

Negotiate a management plan with every patient

Document your assessment, reasoning, and treatment plan

Large et al, 2017, British Medical Journal

(( CSPAR
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Assessment: Culturally Based Assessment (1)

Cultural Assessment of Risk for Suicide (CARS)

Family conflict
« There is conflict between myself and members of my family

Social support

« | am accepted and valued by others (scored in reverse)
« | feel connected to, like | am a part of, a community (scored in reverse)

Sexual minority stress
« The decision to hide or reveal my sexual or gender orientation to others causes me

significant distress
« Because of my sexual or gender orientation, no one understands my pain or distress

Acculturative stress
« Adjusting to America has been difficult for me

Chu et al, 2013, Psychological Assessment

{l CSPAR m
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Assessment: Culturally Based Assessment (2)

Cultural Assessment of Risk for Suicide (CARS) (continued)

Non-specific minority stress
« People treat me unfairly because of my ethnicity, sexual, or gender identity

ldioms of distress (emotional/somatic)

 When | get angry at something or someone, it takes me a long time to get over it
« Sometimes | feel so tired | do not want to get up/wake up

« There is something in my life | feel ashamed about

ldioms of distress (suicidal actions)

* | have access to a method of suicide other than a gun that | have previously thought
to use (like a weapon, a rope, poison, or medication overdose)

* | have, without anyone’s knowledge, thought of suicide in the past

Cultural sanctions
« Suicide would bring shame to my family (scored in reverse)
* | consider suicide to be morally wrong (scored in reverse)

eeeeeeeeeeee SUICIDE CARE
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Assessment: Culturally Based Assessment (3)

Reason for Life — A Strengths Based Assessment of Protective Factors

Efficacy Over Life Problems

1. | believed | can help others fix their problems.

2. | believed | can make things work out for the best even when life gets difficult.
7. | believed | can fix my problems.

11. | had the courage to face life’s hardest moments.

Cultural and Spiritual Beliefs

4. No matter how hard things got, | believed God wanted me to live.
6. My Yup’ik Elders taught me that my life is valuable.

8. | believed | must live to be an Elder.

9. My religion taught me that my life is valuable.

Others Assessment

3. People saw me do good things to help others.

5. People saw that | am strong and care about others.
10. People saw | live my life in a good way.

Allen et al, 2019, Assessment

{l CSPAR m
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VA/DoD Clinical
Practice Guidelines

Suicide Risk Assessment and Management

VA Suicide Risk Management (SRM) Consultation Program

Providing care for Veterans at risk of suicide may feel like a daunting responsibility.
Why worry alone? The Rocky Mountain MIRECC offers free, one-on-one
consultation for any provider (community as well as VA) who works with Veterans.
Visit the SRM website to learn more and access our lecture series with free CEUs.
Tools + Support + Evidence-based Knowledge = Better Outcomes

Clinical Practice Guideline (CPG) for Suicide Prevention

The VA/DoD Clinical Practice Guideline (CPG) for Patients at Risk for

Suicide uses evidence-based information to guide health care providers in CPG for
screening, treatment and case management. This user-friendly website SUICIDE PREVENTION
shares the twenty-two recommendations and accompanying resources in Webinar Series

a centralized hub for easy access by mental health professionals. Visit our
CPG website to learn more and to access our CPG webinars with free
CEUs.

Therapeutic Risk Management (TRM) with Patients at Risk for Suicide

The Rocky Mountain MIRECC model of Therapeutic Risk Management
with Patients at Risk for Suicide is a clinically and medicolegally informed
model for suicide risk assessment and management. Our Risk
Stratification Table is a helpful tool designed to help providers accurately
stratify risk and identify associated risk mitigation strategies. To order free
copies for your team, visit our online order form .

tE
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https://www.mirecc.va.gov/visn19/trm/table.asp

ACUTE Risk for Suicide

CHRONIC Risk for Suicide

HIGH ACUTE RISK

HIGH CHRONIC RISK

e Suicidal ideation with intent
to die by suicide

* Inability to maintain safety
independently w/o external
support/help

* Typically requires psychiatric
hospitalization (vol. or invol.) to
maintain safety and target
modifiable factors

INTERMEDIATE ACUTE RISK

* Suicidal ideation to die by
suicide (lack of intent)

* Ability to maintain safety,
independent of external
support/help

* Consider hospitalization

* OP mgt. with frequent contact, re-
assessment of risk,
development/update of safety plan,
LMS

Common warning sign:
Chronic SI

Common risk factors:
Chronic SM, PD, SUD,
previous suicide attempts,
medical illness or pain,
limited coping skills, unstable
psychosocial status, limited
reasons for living

Chronic risk of becoming
acutely suicidal

Typically requires

e Routine MH f/u
» Safety plan

* Means safety

* Risk screening
* Coping skills

INTERMEDIATE CHRONICR

ISK

LOW ACUTE RISK

May have S| — but with ALL of:

* No current suicidal intent

* No specific & current plan

* No preparatory behavior

* Collective high confidence in
the ability of the pt. to
independently maintain safety

Focus on mitigating chronic risk by
addressing risk and protective factors

Consider upstream suicide prevention,
health promotion interventions,
applicable resources

OP MH treatment if SI and psychiatric
conditions are co-occurring

Similar to high chronic risk
WITH protective factors,
coping skills, psychosocial
stability

Typically requires

* Routine MH f/u

e Safety plan with means
safety

LOW CHRONIC RISK

Little in the way of MH or
SUD — or MH and SUD
problems with abundant
strengths/resources

Mental health care on an as-
needed basis, potentially in

primary care

SUICIDE CARE
RESEARCH CENTER




VA/DoD Clinical
Practice Guidelines

Risk Stratification Table

Notice: The HTML, electronic PDF, and laminated print versions of the updated TRM
Risk Stratification Table are all available for immediate use at the links below.

The Risk Stratification Table is a tool designed to:

1. help providers make determinations regarding suicide risk levels with respect to severity and temporality
2. aid in suicide risk management clinical decision making.

Download the accessible PDF version of the TRM Risk Stratification Table (Updated: June 2024)

Order multiple laminated print copies for free from our Order Form.

Related Webinars

« Suicide Risk Assessment Matters presented by Drs. Hal Wortzel & Bridget Matarazzo
« Suicide Risk Stratification and Documentation presented by Dr. Hal Wortzel
« Safety Planning- Basics and Beyond presented by Drs. Megan Harvey & Suzanne McGarity

« Evidence-Based Practice in Suicide Risk Screening and Evaluation: Why, What, How, and When? presented
by Dr. Nazanin Bahraini

Using Chain Analysis to Assess and Intervene on Suicidal Ideation and Behavior presented by Drs. Sean
Barnes & Lauren Borges

* Welfare Checks and Therapeutic Risk Management presented by Drs. Hal Wortzel & Edgar Villareal

Lethal Means Safety: Evidence Base, Current Practices and Next Steps presented by Dr. Joseph Simonetti See
links in Training section

« Perspectives on Firearm-Related Conversations in Clinical Settings presented by Dr. Joseph Simonetti

* A Patient-Centered Approach to Lethal Means Safety with Veterans presented by Drs. Ryan Holliday & Lindsey
Monteith

» Suicide Postvention presented by Dr. Sarra Nazem

TRM Featured in National Suicide Prevention Guidance

Several national bodies, including VA/DoD and the Joint Commission, recommend therapeutic risk management:

VA/DoD Clinical Practice Guideline for the Assessment and Management of Patients at Risk for Suicide (2024)

Joint Commission National Patient Safety Goals (see NPSG.15.01.01 EP3) (Updated November, 2019) b
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Management of Suicide Risk

Collaborative

management

L\

Clinician

& client
J

I

Collaborative
management

The clinician
and client work
together as a
team

~

( .. .
Focus on suicide risk

Short- and
intermediate-term

~

interventions intended

to help the client
survive crises

G

Clinician client Suicide

J

\ risk
- ‘ - : ~
. (" s
Non-collaborative Feasibility
Management is optimally - Multiple clinician,
though not necessarily - client and

collaborative. Interventions
might be unilateral or

independent of pt. involvement)

organizational factors
might facilitate or
hinder collaboration

g J

<?C5Eﬁ5 A,
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Psychotherapeutic Expert Model of Suicide Care

Core Principles

1. The clinician’s task is to reach, together with the patient,
a shared understanding of the patient’s suicidality.

2. The clinician should be aware that most suicidal patients
suffer from a state of mental pain or anguish and a total
loss of self-respect.

3. The interviewer’s attitude should be non-judgmental and
supportive.

Building a

4. The interview should start with the patient’s narrative. Theraputic Allance

With the Suicidal Patient

5. The ultimate goal must be to engage the patient in a
therapeutic relationship.

eeeeeeeeeeeeeeeeeeeee
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Treatment of Suicide Risk

%tlinli'da? Clinician client Suicil:Ie SUiCil:je
clien ris ris
\_Behient
I J . )
\
g N ( N ( N N ~
Collaborative Focus on Therapeutic Self-recognition & Recovery
relationship suicide risk stance management The pt. resolves
Treatment is Suicide-specific The clinician’s Over time, the client is drivers of suicide
necessaril care focuses on role is empowered to self- +/- learns effective
collab orati\S//e direct drivers of consultative & recognize and self- self-management
suicide risk collaborative manage suicide risk of chronic SI
\_ J L J J J

<‘< CSPAR 5@@5
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So, what drives people to attempt or die by suicide?

~—~—y

“Indirect drivers” of

B | |
ey e =t Financial
suicidality b

problems

Depression
Homelessness Relationship problems

(1 CSPAR m
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Minority and Cultural Risk and Protective Drivers

MICROAGGRESSIONS
6 - Minority — [ERGEEES
“ Stress

MNon-Acculturated

You're a much better
pesa o Aoch':t:"r:}:ed/ driver than | expected.
dominant Bi-lingual dominant
respondents

respondents

Acculturation

~

Familism Religiosity

((CSPAR m
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The most effective treatments focus on the unique problems of suicidal people that
prevent them from solving their risk factors.

I feel like I bother
|

people just by

-

being alive.

2 Tara)

Stress & Intense emotion 7
Agitation dysregulation or pain Burdensomeness

Lack of social
connection

0000

Attentional

e ee fixation on suicide

LS,

s SUICIDE CARE
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Evidence Based Treatments for Suicidality: A'Story
for Another Day

Most intensive DBT

Cognitive Therapy for Suicide
Prevention (CT-SP)

Brief Cognitive Behavior
Therapy (BCBT)

Collaborative Assessment and
Management of Suicidality (CAMS)

Attempted Suicide Short

Intervention Program (ASSIP) Caring Contacts

Least intensive

eeeeeeeeeeeeeeeeeeeeeeeeeeeeee
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Centering your Client’s Story

"THERE IS NO
GREATER AGONY
THAN BEARING AN

UNTOLD STORY
INSIDE YOU."

MAYA ANGELOU

W hat’s

* The patient’s story of suicidality is
central to many evidence-based
treatments for suicide risk

= DBT
= CAMS
» Brief Cognitive Behavior Therapy

= Cognitive Therapy for Suicide
Prevention

= Attempted Suicide Short Intervention
Program

* Surprisingly, suicidal patients rarely get
to tell the story of their suicidality

eeeeeeeeeeee
eeeeeeeeeeeeeeeee
and Recovery
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Centering your Client’s Story

 Patients caught up in their suicidality

cannot see the forest for the trees “
e We do not learn

5 from experience
~...we [earn from

» Offer clients the opportunity to .
reflect on their suicidality via telling
their story and they often gain

perspective that can flact .
» Reduce their risk in itself Egllect g ! "
= Help them see alternatives experience.”
= Help them see suicidal thinking as ~-John Dewey

temporary

eeeeeeeeeeeeeeeeeeeeeee
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Centering your Client’s Story

* Many of the questions we ask matter to us not to the
client

* Many of the questions we ask are the most threatening to
the client

=0 «@n

 You can learn most of what you need from the story
* Ask what else you need to know afterward

“Let’s start with you telling me the story of how you
came to be thinking of suicide/make a suicide attempt.

Afterward, | will likely have a few questions.”

eeeeeeeeeeeeeeeeeeeeeee
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Telehealth Practice/Agency Plans (1)

Lead Telehealth Sessions with Contact Information

* Where is the person located for your call/session?
« At what phone number can you reach them?

« If you are going to have an ongoing relationship with the patient, establish who
their emergency contact is and explain you will reach out to that person if
« You are concerned they are at imminent risk and ____ what____ ? (conditions
where you would act against the patient’s confidentiality and autonomy)

« Engage family where possible and patient is willing

REMEMBER -
you cannot control their behavior and are responsible for your behavior not theirs
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Telehealth Practice/Agency Plans (2)

Agree on Policy and Procedures

Up front, when no one patient is at risk, decide on how you want to approach high risk
situations on telehealth

Include the right players from clinicians up through leadership and risk management
(or a colleague, attorney, or ethics consult with your professional organization, if solo
practice)

Have written P&P ready to share with any attorney or reviewer who request records
after a bad outcome
Adapt informed consent documents, as needed

REMEMBER -
you cannot control their behavior and are responsible for your behavior not theirs

wwwwwwwwwwwwwwwwwww SUICIDE CARE
eeeeeeeeeee RESEARCH CENTER



Telehealth Options for Risk Assessment (1)

Online Surveys

« PHQ-9 in EPIC can be conducted online ahead of
session

* PsychSurveys

2 Download on the

Home | Login | Contact | Sign Up @& AppStore > Google Play
PsychSurveys b :

We offer 65 pre-configured surveys:

e Anxiety: ASQ-2, DASS-21, DOCS, GAD-7, HAI-18, LSAS, Mini-SPIN, OASIS, OCI-R, OBQ-44, PTCI, PCL-5, PCL-Child, PDSS-
SR, PSWQ, SIAS, Y-BOCS

* Borderline Personality Disorder: BEST, BSL-23, DBT-WCCL, ISAS, LPI, MSI-BPD

* Relationship Satisfaction: CSI

¢ Mood Disorders: ATQ-B, BADS-SF, BRFL-12, BRFL-A, CORE-10, DAS-SF1, DAS-SF2, DASS-21, MDQ, PHQ-9, PHQ-A QIDS-
SR16, RRS-SF-10, USSIS, WSAS

e Eating Disorders: EDE-Q, EDE-QS

* Emotion Dysregulation: AAQ-2, ASRM, DERS, DERS-18

* Substance Abuse: AUDIT, DrinC, InDUC-M, SDS, SIP-R

o Therapeutic Relationship: CALPAS-P, CHS, HAg-Il, MHCS

» Others: 6-PAQ, B-MEAQ, Brief COPE, BRS, CFQ, FFMQ-15, MHC-SF, PSS, PTQ, SAPAS, SCS, UPPS-P

5 How it Works

You set up each patient's account by selecting applicable surveys and designating how often each

survey should be completed. You can also create diary cards or tracking sheets for your patients.
Completed: 12242017 Your patients can use the mobile app or their PC to complete the surveys and diary cards. The

D A R AR mobile app will alert patients when surveys and diary cards are due. If patients prefer not to use the

app, they can receive email alerts which contain links to complete the surveys.

When patients complete their surveys and diary cards, their results are automatically scored and you
will be able to instantly view the results in our mobile app or our web site. PsychSurveys also tracks
poipss patient progress over time, which is beneficial for evidence-based treatments. Reminders are sent

S el S o o e b for overdue surveys at a frequency you select and survey completion reports allow you to quickly

okowng praems?

o S o and easily view which patients have overdue surveys.

Faol

Other self-monitoring
apps

Select Mood

THEY TALK ABOUT US
Forbes  Gilliiian
lifehacker

What have you been up to?

How are you? -

[/

[/
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Telehealth Options for Risk Assessment (2)

Safety Plan and Crisis Management Apps

MSUICIDE SAFE

SUICIDE SAFE
RAINING TOOL FOR HEALTHCARE PROVIDERS TO REDUCE PATIENT:SUI
RISK USING THE SAFE-T ABBROACH

SAFE-T: LEARN THE FIVE STEPS l

CASE STUDIES CONVERSATION STARTERS
See examples of the SAFE-T in action.
le language for

patient interaction

LEON
24 yoar-old African

American veteran

BEHAVIORAL HEALTH TRAINING AND RESOURCES
TREATMENT SERVICES
LOCATOR

m FIND TRAINING AND RESOURCES
Reisterstown

_iberty @5 ‘

CRISIS LINES

<]

MORE CRISIS LINES

> Waming Signs

« Urges to drink
« Arguing with family

\ " Coping Strategies

« Exercise
- Meditate

Reasons to Live

« My friends
« My family

Contacts

- Kelsey
» Nancy
- Eddie

F- Places for Distraction

« Laura's apartment

Other

Icandoit!

Plan

Suicide Safety Plan [z
Stay safe during a crisis
Eddie Liu

49,17 Ratings

Free

<©@> Overview
Coping

Recovering

=<—>L_'4 Q)

Safety Plan
Suicide Prevention
Making Environment Safe

Resources

Guide
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App Options for Coping Skills

CALM HARM MindShift CBT

The urge to self-harm is like a wave. It feels
the most powerful when you start wanting
todoit.

Learn to surf the wave by using the Five
Minute Rule or Fifteen Minute Rule with
these activities.

Once you surf the wave the urge will fade.

RIDE THE WAVE

Q FIND A MISSION ;

ﬁ) SEE ALL MISSIONS - & - & STUP' BREATHE
R THINK KIDS

(cspar  HU0H
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VA Free Telehealth and Suicide Resources

itabase National Center for
Self-Help
. Theseappspmvide POSTTRAUMATIC STRESS DISORDER
\ g = support and @?U
A : 5 guidance in living i
M I R E C C \ : PTSD Coach  PTSD Family = Mindfulness VetChange
Y . cio et e Mt Coach Coach
C ' ' Py : T t
Consultation Program ooreatmen
ompanions CPT \ T,
FOR PROVIDERS WHO SERVE VETERANS N —— @ \PE
additional help for h
— p—— PTSD treatments.
About SSSMOVINGFOWAFT™" Favortes CPT Coach PE Coach CBT-i Coach  ACT Coach
il Nl NN T’ ll;(::;relr\nbgz:ving
| BROADCASTING v
2w ' . Assessment
@rmirecc Related
&
5

f,t,fxna"d Slow These apps help n A "

with related issues ) — -
v affecting people with Bl *
.'.;!T Solve My Problems PTSD. =

COVID Insomnia Mood Coach Concussion
Get Support Coach Coach Coach

FORWAR
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Let’s come back now with a discussion:
In-Person vs. Telehealth with Suicidal Patients

In-Person

1.

W

U1

Physical access to the patient if
they need to be transported to
higher level of care

Potentially greater engagement
Increased behavioral activation in
coming to the office

Privacy easier to achieve

Crisis Response Planning more
straightforward

Telehealth

1. Observe the patients’ living situation

2. Opportunity for visual inspection for
lethal means counseling

3. Facilitate engagement with patients’
family

4. Increase attendance in treatment and
ability to reschedule

5. Less chance of spreading respiratory
illness

wwwwwwwwwwwwwwwwwwww
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Questions? Thoughts? Concerns?

| still don’t see how...

Well, what about when...

| had a patient once who...

I’m not sure this would work with...
This would help so much with...

So are you saying that...

How would this work with...

eeeeeeeeeeeeeeeeeeeeeeeee
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UW Medicine | Harborview Medical Center | Behavioral Health Institute

Looking for Health Equity & Ethics Training?

Cultural Humility In Behavioral Empowering Recovery: Ethics &
Health Care Collaborative Decision-Making in
Behavioral Health

* Free two-hour module * Free two-hour module

* On-demand & self-paced e On-demand & self-paced

* Meets Health Equity training * Meets Law & Ethics training
requirements in WA State requirements in WA State

Learn more at: https://bhinstitute.uw.edu/learn-online

HARBORVIEW
MEDICAL CENTER

UW Medicine King County


https://bhinstitute.uw.edu/learn-online

UW Medicine | Harborview Medical Center | Behavioral Health Institute

TeleMental Health Guides for Infancy to Young Adults

Guides (8)

Infancy and Toddlers
Pre-schoolers

Elementary School Children
Middle School Youth

High School Teens

Young Adults

Neuropsychological Testing

Suicidality

DEFINING ELEMENTARY-SCHOOL CHILDREN (GRADES 1- 5)

Elereniury-School Childie IES; gioes 1511a 5] vary greally by gender and age in heit pubertol divelopment and cognilivs mohuiiy
and resources. lor example, a |5t grade bay may sil be learning to canfval impulies and cooperatian in the classroam while a Sth grade
gifl mary be fully puberel and aware of societal xpectations. Thus, tre elnician must oe Fexible in consdering the engagement and

iractman of E5 childran through TeleMantal Haa t (T services. Typically, ES children raadtly sngage with technology, sspecially sesing

Thermselves ar TV

TIP: timit chidren's usa of elecirasios during sassivns
urless the clinician and gerents/cere g vers reed tme
o talk without inerruptions

SAFETY AND PRIVACY

Establi ivacy depan
™™

n the
H services, If lacated a1 o

SAFETY AND PRIVACY
CONT.

Consider sessions in a dinic or schaol, if other
ild‘s Ireatment plan
ifely Planning To
the Iniradu Children may stray fram the dinician’s view
documentat ha are hyperactive,
IF poient o
docvment the nea afely, and the o
fallowing the chi
jan’s office ta the child and parents/careg
to demensirate that no one else is in the room
obsarving the session, Alsa, assura them that tha
ne u

 Consider avirtual tour of the ch
home 1o ensure that na uhseen part
ning fo the

: Secure the equipment if sessions are done in a dinic
S B iy e

o Explain that recording of the se:

Tum off secial madia and ac:
by any thid pa

range of others, u
ms radic or

N e, Also, be aware tha calling 911 m

ather cammunities. Refer o the PSP Toal as
Consider non-tradi

(T HEALT GUIDE 7R ELEMENTARY-SCHOOL CHILDREN

N

Case Example

Abdulis & 10 v/ Afghani relugee boy whe presenied with his moiher due 10 the schaol's coneerm with his inaitention
and disractibilily in elass, restessness and difficully siaying scated, yeling eul answers impulsively, and folling behind
academically. The Mothar nated similar dificultias in he hame, espacially regarding homework. Both parents warked
and lived in an urban neighborheod with poor Fonspartation aptions, sa they agresd ta home-bossd THMH. The family
used their smoriphone for the sessions, with adequote, but not optimel, cell reception. Sessicns were held in the porent’s
bedroam, for privacy. An older sister warched the siblings in cnother ream or taok them for a walk.

Abdul was recdily engaged over the smariphone and feld of his faverite videogame, his love of Leges, and his best
friend ar schaol, s well as the injustices of his siblings. The clinician canducted the interview by alfemoating between the
mother's history and the chiles inpul.

Even with the spatty connectivity, the: clinician apprecicted Abdul’s good verbel skills, intellect, <harming personality, os
well his Tmpulsive intrusiveness and mild mid-facial and guttural lic. To ssess his gross moter sklls, the clinician esked
Abdulte do soma mevaments, including seme danea movements. He was awkward and had ditfeulry cooling dewn
ance wound up. To nssass his fine mofor skills, and fo keep him oceupiad in order o obtain the mether’s hisory, Abdu
was asked te draw g picture of his favoriie animal. He impulsively scribbled something and quickly returned fo the
smartphone to show his artwork: not en animal, but he enthusiastically teld of its mecning, demonsirating his creativity
and knowledge

The clinician then asked Abdul 1o play with his Hot Wheels in front of his mether, allowing more fime with the mother
‘while monitoring Abdul. He did sa, fairly quietly for o while, then become increasingly louder, and then disrupiive. At
waious limes, Abdul’s moither guietly lipped the smartphene’s camere 1o allow chservation of Abdul's play without his
knowledge. He did show symbolic play, chhough semewher aggressive with the Het Wheels bracking off sama whesls.

Then, the elinician sent an ADHD raling scale and an anxiety refing scale 1o the elder daughters ieblet so that the mother
could complete thase behevior reports in enother raom while the elinician spent seme individual fime with Abdul. The
mothar also loggad into tha school's wabsita to check Abdul's grodes, missing assignmants, and fha rsachar's recant
comments. Meanwhile, the clinicion observed Abdul's ploy and engoged him verbally regording his Hot Wheels, The
linician asked Abdul fo frace his fovorite Hat Whee! car and write the name of it along with his nome on top of the
paper. He showed some diffulies with tracing and penmanship but hod corred spelling, He showed increased ic
movemenls while engaged in this lask.

The clinician mode o dingnosis of ADHD with o concern about o fine meter disebility and fies. They wiofe  trestment
plan on the "White Board” that included: o) the clinician requesting complefion of behavier rafing scales from selecled
tecchers, 1o be uplooded into the dlinician’s websile ponal; ] making the child & “Fecus of Concern” under Public
Low 94-142 for further school evoluation and passibly sp
plan for homework inchuding turring it in raliobly; and d) the mother reviewing the reatment plon on the website and
reading irformotion obout ADHD trestment, including using behavior chorts, As the fomily did not hove o printer, the
dlinician also sent o hard copy of the frectment plan and recdings. They made o plon for the mother o meet alone with
+he clinicianin a week o set up o behavior program and discuss the relevance of o medication frial, consistert with
evidence-based Irectment for ADHD,

| education services, and c] developing o sruchiredt

if needed fo

TIP. Determine eerly the faesibilty of ant parent/
caregiver's comfort ragarding infaricwing e chid
alune, and whather the child posas any patarial risk ta
iha aquipment ar the roor.

Considler the impast of nen-traditienal setings
the child's presentalion, ¢.., less molor aclivily in
e backyard, more depressed at

e/

uwcolab.org/tmh-guides
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Additional Free Resources for Washington State
Behavioral Health Providers

EDUCATIONAL SERIES:

UW Traumatic Brain Injury — Behavioral Health ECHO - = -
UW Psychiatry & Addictions Case Conference ECHO
UW TelePain series

PROVIDER CONSULTATION LINES

UW Pain & Opioid Provider Consultation Hotline
Psychiatry Consultation Line

Partnership Access Line (pediatric psychiatry)
Perinatal Psychiatry Consultation Line

UW Medicine Washington State

DEPARTMENT OF PSYCHIATRY :
AND BEHAVIORAL SCIENCES Health Care /tuthority

Post-TBI Depression —
Jesse Fann MD MPH

TODAY
12-1.30pm

@ @gm

RTHWEST REGIONAL
TELEHEALTH RESOURCE CENTER

HARBORVIEW
MEDICAL CENTER
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