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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

• Expanded Digital and Telehealth Services and Training



Northwest Regional Telehealth 
Resource Center (NRTRC)

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.

These sessions were made possible in part by grant number U1UTH42531-03 from the Office for the Advancement of Telehealth, 
Health Resources and Services Administration, DHHS.
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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)
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BLUF: Pros of Choosing
In-Person vs. Telehealth with Suicidal Patients

In-Person
1. Physical access to the patient if 

they need to be transported to 

higher level of care

2. Potentially greater engagement 

3. Increased behavioral activation in 

coming to the office

4. Privacy easier to achieve

5. 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
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Overview

• Suicide risk screening

• Suicide risk assessment

• Management vs. Treatment

• Management by Telehealth
▪ Technology supports

• Discussion

Want to acknowledge Jeff Sung, MD, 

with whom I developed many of 

these perspectives and slides
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2011-2019 Suicide Prevention Standards Focused Increasingly on a “Suicide Care 
Pathway” 

Improving suicide care pathway = 

Improved outcomes across the population



© University of Washington Center for Suicide Prevention and Recovery and Suicide Care Research Center 2025

Recovery

Life worth 

living

Formulation

Integrating findings to 

guide interventions

Assessment

Identifying risk & 

protective factors

?

Treatment

Collaboration for self-

recognition & self-management

Suicide 
risk

??

Clinician client

Identification

Initial detection 

of suicide risk

Interventions
Follow-up

Management

Short and intermediate-term 

interventions to survive crises

ASSESSMENT: HOW TO STRUCTURE AN ASSESSMENT INTERVIEW; CONTINUITY OF CARE
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Standardized Screening
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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
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Assessment: Standardized Assessments (2)

994 active duty service 

members referred as being at 

some suicide risk:

• 45% denied any suicide 

attempt across all measures

• 20% reported a suicide 

attempt across all measures 

• 35% responded inconsistently

Hom et al, 2019
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Assessment: Risk Assessment (1)



© University of Washington Center for Suicide Prevention and Recovery and Suicide Care Research Center 2025

Assessment: Risk Assessment (2)

Large et al, 2017, British Medical Journal
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Assessment: Culturally Based Assessment (1)

Chu et al, 2013, Psychological Assessment

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

Social support
• I am accepted and valued by others (scored in reverse) 

• I feel connected to, like I 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

Cultural Assessment of Risk for Suicide (CARS)
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Assessment: Culturally Based Assessment (2)

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

Idioms of distress (emotional/somatic)
• When I get angry at something or someone, it takes me a long time to get over it 

• Sometimes I feel so tired I do not want to get up/wake up 

• There is something in my life I feel ashamed about 

Idioms of distress (suicidal actions)
• I have access to a method of suicide other than a gun that I have previously thought 

to use (like a weapon, a rope, poison, or medication overdose)

• I have, without anyone’s knowledge, thought of suicide in the past 

Cultural sanctions
• Suicide would bring shame to my family (scored in reverse) 

• I consider suicide to be morally wrong (scored in reverse)

Cultural Assessment of Risk for Suicide (CARS) (continued)
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Reason for Life – A Strengths Based Assessment of Protective Factors

Efficacy Over Life Problems
1. I believed I can help others fix their problems.

2. I believed I can make things work out for the best even when life gets difficult.

7. I believed I can fix my problems.

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

Cultural and Spiritual Beliefs
4. No matter how hard things got, I believed God wanted me to live.

6. My Yup’ik Elders taught me that my life is valuable.

8. I believed I 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 I am strong and care about others.

10.  People saw I live my life in a good way.

Assessment: Culturally Based Assessment (3)

Allen et al, 2019, Assessment
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VA/DoD Clinical 
Practice Guidelines 

https://www.mirecc.

va.gov/visn19/trm/ta

ble.asp

https://www.mirecc.va.gov/visn19/trm/table.asp
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ACUTE Risk for Suicide

HIGH ACUTE RISK

• 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

LOW ACUTE RISK

May have SI – 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

CHRONIC Risk for Suicide

HIGH CHRONIC RISK

Common warning sign: 
Chronic SI

Common risk factors: 
Chronic SMI, 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
• Routine MH f/u
• Safety plan
• Means safety
• Risk screening
• Coping skills

INTERMEDIATE CHRONIC RISK

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

Typically requires
• Routine MH f/u
• 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

ASSESSMENT: HOW TO UNDERSTAND THE LEVEL OF RISK; APPROPRIATE ACTIONS FOR DIFFERENT LEVELS OF RISK; VETERANS: POPULATION-SPECIFIC INTERVENTION 

STRATEGIES (5 MIN)
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VA/DoD Clinical 
Practice Guidelines 

https://www.mirecc.

va.gov/visn19/trm/

https://www.mirecc.va.gov/visn19/trm/
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Management vs. 

Treatment of Suicide Risk
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Management of Suicide Risk

Collaborative 

management

Suicide 

risk

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

Non-collaborative 

management

Feasibility

Multiple clinician, 

client and 

organizational factors 

might facilitate or 

hinder collaboration

Clinician
Clinician 

& client

Non-collaborative

Management is optimally –

though not necessarily –

collaborative.  Interventions 

might be unilateral or 

independent of pt. involvement

Suicide 

risk
client

TREATMENT & MANAGEMENT: AVAILABLE EVIDENCE-BASED TREATMENTS
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Psychotherapeutic Expert Model of Suicide Care

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.

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

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

therapeutic relationship.

Core Principles
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Treatment of Suicide Risk
Treatment 

process

Suicide 

risk
Clinician client 

Therapeutic 

stance

The clinician’s 

role is 

consultative & 

collaborative

Self-recognition & 

management 

Over time, the client is 

empowered to self-

recognize and self-

manage suicide risk

Treatment 

outcome

Suicide 

risk
client 

Recovery

The pt. resolves 

drivers of suicide 

+/- learns effective 

self-management 

of chronic SI

Treatment of 

suicide risk

Suicide 

risk

Collaborative 

relationship

Treatment is 

necessarily 

collaborative

Focus on 

suicide risk

Suicide-specific 

care focuses on 

direct drivers of 

suicide risk

Clinician 

& client

TREATMENT & MANAGEMENT: AVAILABLE EVIDENCE-BASED TREATMENTS
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So, what drives people to attempt or die by suicide?

“Indirect drivers” of 
suicidality

Depression
Relationship problems

Financial 
problems 

Homelessness
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Historical Trauma Religiosity

Acculturation

Familism

Minority and Cultural Risk and Protective Drivers

Minority 
Stress
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Intense emotion 
dysregulation or pain

Stress & 
Agitation Burdensomeness

Attentional 
fixation on suicide

Lack of social 
connection

The most effective treatments focus on the unique problems of suicidal people that 
prevent them from solving their risk factors.
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Evidence Based Treatments for Suicidality: A Story 
for Another Day

Most intensive

Least 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
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Centering your Client’s Story
• 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
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Centering your Client’s Story

• Patients caught up in their suicidality 
cannot see the forest for the trees

• Offer clients the opportunity to 
reflect on their suicidality via telling 
their story and they often gain 
perspective that can

▪ Reduce their risk in itself

▪ Help them see alternatives

▪ Help them see suicidal thinking as 
temporary
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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

• 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, I will likely have a few questions.”



© University of Washington Center for Suicide Prevention and Recovery and Suicide Care Research Center 2025

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
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Telehealth Options for Risk Assessment (1)

Online Surveys

• PHQ-9 in EPIC can be conducted online ahead of 

session

• PsychSurveys

• Other self-monitoring 

apps
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Safety Plan and Crisis Management Apps

Telehealth Options for Risk Assessment (2)
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App Options for Coping Skills
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VA Free Telehealth and Suicide Resources
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Let’s come back now with a discussion: 
In-Person vs. Telehealth with Suicidal Patients

In-Person
1. Physical access to the patient if 

they need to be transported to 

higher level of care

2. Potentially greater engagement 

3. Increased behavioral activation in 

coming to the office

4. Privacy easier to achieve

5. 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
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Questions?  Thoughts?  Concerns?

I still don’t see how…

Well, what about when…

I 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…



Looking for Health Equity & Ethics Training? 

Cultural Humility In Behavioral 
Health Care 

• Free two-hour module

• On-demand & self-paced

• Meets Health Equity training 
requirements in WA State

Empowering Recovery: Ethics & 
Collaborative Decision-Making in 
Behavioral Health

• Free two-hour module

• On-demand & self-paced

• Meets Law & Ethics training 
requirements in WA State

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

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


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
uwcolab.org/tmh-guides

https://uwcolab.org/tmh-guides


*No cost

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

Additional Free Resources for Washington State 
Behavioral Health Providers

Post-TBI Depression –
Jesse Fann MD MPH

TODAY 
12-1.30pm


