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Bridging the gap: a qualitative study i

of providers’' perceptions of a partnered
crisis follow-up program for suicidal patients
post-emergency department discharge

Patricia D. Soderlund'?’, Erick H. Cheung?® Madonna P. Cadiz*, Hafifa Siddig®®, Maria Yerstein’, Sae Lee®,
Kenneth Wells*>'%1" and MarySue V. Heilemann'%13

Abstract

Background Effective interventions are needed to address suicide risk following discharge from the hospital emer-
gency department or inpatient setting. Studies that examine follow-up contact methods show promise, but little

is known about how follow-up programs are implemented in the real world and who is benefitting. The purpose

of this formative evaluation and analysis was to gain insight about the usefulness and value of a partnered suicide
prevention follow-up program (academic medical center emergency department partnered with a regional suicide
prevention center) from the standpoint of psychiatry resident physicians providing direct care and suicide prevention
center crisis counselors making follow-up outreach telephone calls to patients.

Methods A qualitative thematic analysis was conducted with focus group data from a convenience sample of psy-
chiatry residents who performed consultations in the emergency department setting and counselors at the suicide
prevention center crisis follow-up program. Focus group sessions, using semi-structured question guides, were com-
pleted at each participant group’s workplace. Grounded theory techniques were used to guide coding and analytic
theme development.

Results Analyses resulted in four overarching themes: valuing the program's utility and benefit to patients, desir-

ing to understand what happens from emergency department discharge to program follow-up, having uncertainty
about which patients would benefit from the program, and brainstorming to improve the referral process. Psychiatry
residents appreciated the option of an “active” referral service (one that attempts to actively engage a patient after dis-
charge through outreach), while suicide prevention crisis counselors valued their ability to offer a free and immediate
service that had potential for fostering meaningful relationships. Both participant groups desired a better understand-
ing of their partner’s program operations, a uniform and smooth referral process, and awareness of who may or may
not benefit from program services.

Conclusion Results revealed the need for improved communication and implementation, such as expanded inter-
agency contacts, consistent provider training, more documentation of the requirements and rules, a consistent mes-
sage about program logistics for patients, and coordination between the program elements.
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Background

In the United States (U.S.), suicide is a leading cause of
death across the lifespan, accounting for nearly 46,000
deaths in 2020 [31]. The National Center for Health Sta-
tistics reported a 30% increase in the overall rate of sui-
cide between the years 2000 and 2020 [16]. Of particular
concern, individuals (of all ages) with suicidal ideation
and/or behaviors were found to be significantly at risk for
suicide following discharge from the emergency depart-
ment (ED) or psychiatric hospital [18, 20, 21, 27]. Based
on the American Association of Suicidology & Suicide
Prevention Resource Center (SPRC) report, it is esti-
mated that 70% of ED patients never follow through with
their out-patient care referrals, and the greatest risk for
suicide is within 30 days of leaving the ED or psychiatric
hospital [21, 32].

The high prevalence of suicide during this critical period
has created a demand for effective interventions follow-
ing hospital and ED discharge. A variety of interventions,
including ED-initiated follow-ups, have been proposed or
implemented in limited settings. Follow-up communica-
tion has included a variety of methods including phone
calls, postcards, in-person, apps, e-mail, and text messaging
[7, 8, 10, 23, 26, 35]. Studies generally indicate that repeated
outreach services and increased treatment engagement fol-
lowing discharge may help reduce the number of suicide
attempts [22, 23, 29]. Qualitative research results informed
improvements in the implementation and evaluation in
some interventions (such as counseling and restricting
youths’ access to firearms and primary care-based suicide
intervention), and data from various health professionals
were used to identify priorities for suicide prevention [36,
14, 24]. In recent years, the SPRC (the only federally sup-
ported resource center devoted to advancing the imple-
mentation of the National Strategy for Suicide Prevention,
funded by SAMHSA), produced a consensus guide endors-
ing ED collaboration with their local crisis center to provide
“caring contacts” with recently discharged patients [34, 33].
In light of known system-level implementation challenges,
further investigation is needed to understand how crisis
follow-up interventions are implemented and who benefits
from services [2].

Building on this approach, this article describes a forma-
tive, qualitative evaluation of an ongoing suicide preven-
tion partnership that was initiated in 2013. The partnership
was formed between an academic hospital ED and an
independent regional suicide prevention center (SPC),
which established a follow-up program for individuals at
high risk for suicide in 2010 through seed funding from the

US Department of Health and Human Services Substance
Abuse and Mental Health Services Agency (SAMHSA).
The goal of the partnership is to provide follow-up ser-
vices for patients who are at risk for suicidal ideation and/
or behaviors during the period following hospital or ED
discharge via telephone outreach from counselors at the
suicide prevention center’s crisis follow-up program (SPC
program). Figure 1 provides an overview of program com-
ponents. Hospital physicians and social workers refer dis-
charging patients (with their consent) to the SPC program
counselors. The SPC counselors then attempt to engage
the patient over a series of outreach telephone calls within
24-72 h of discharge, with the aim of providing an array of
services: ongoing suicide risk assessment; assistance with
safety planning, coping strategies, emotional support; and
assistance with establishing appropriate linkage to follow-
up care. This type of post-discharge follow-up has been
shown to reduce suicidal behaviors and increase engage-
ment in mental health services [17, 29, 30]. By comparison,
in the ED “discharge as usual” protocol patients are pro-
vided with referral information and are expected to initiate
their own follow-up [29, 30, 17].

The inter-agency (ED/Hospital and SPC) nature of this
partnership and the referral system is unique in compari-
son to prior studies. Several prior documented programs
have focused on follow-up programs that are owned and
operated with the hospital’s own staff. Potential benefits
of the inter-agency model include improved patient out-
comes due to being connected to specialty trained coun-
selors in the community based SPC program, decreased
hospital readmission rates, decreased programmatic
costs to hospitals, as well as knowledge to improve scal-
ability to other facilities. Potential risks include errors in
communication, lack of continuity of care, and challenges
in monitoring data and outcomes.

Evaluation of the partnership began as a quality
improvement (QI) project using an inter-agency system
framework that combined QI and Exploration, Prepara-
tion, Implementation, and Sustainment (EPIS) to inform
implementation sciences and partnership of systems [1].
This study reports qualitative results from the mixed
methods evaluation of the partnership initiated by a qual-
ity improvement team associated with the hospital and
ED. The study team conducted a qualitative evaluation
using focus group data gathered from healthcare provid-
ers, on both sides of the partnership, about the process
and effectiveness of the program.
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pt consents

information

emotional support

Fig. 1 Discharge follow-up protocols

1:"SI/SIB": suicidal ideation or self injurious behavior

2:"Mental health resources” include but are not limited to psychiatrist, therapist, mental health clinic, partial hospital program, intensive outpatient
program, substance use disorder treatment, suicide prevention lifeline, and other community resources for social services, housing or treatment

3: SPC: Suicide Prevention Center

Methods

Study design

For this qualitative study, a six-phase thematic analysis
[5, 6] using Grounded Theory techniques [9] was con-
ducted with focus group data collected from members
of two partnered groups. One group included Psychiatry
Resident Physicians (psychiatry residents) who worked
in the EDs managing direct patient care, including dis-
charge aftercare. The other included Suicide Prevention
Center Counselors (counselors) who received specialized
training to participate as a staff member in the Extended
Crisis Follow-Up program (EFU program). Approval for
this study was obtained by the university’s Institutional
Review Board (IRB#19-001165), and all participants in
this study gave written informed consent. Focus group
questions centered on the usefulness and value of the sui-
cide EFU program from the perspective of both the psy-
chiatry residents and the SPC counselors. Open-ended
prompts were used to address, at a minimum, the follow-
ing domains of inquiry:

1) Whether or not services addressed specific popu-
lation needs,

2) How the inter-agency suicide prevention follow-
up program was implemented and suggestions for
improvement,

3) Exploration of program operations to inform
formative program evaluation and suggestions for
modifications.

Sampling and recruitment procedures

Purposeful sampling was used to recruit participants
for parallel focus group sessions including one series of
focus groups for psychiatry residents and another series
for SPC counselors. Psychiatry residents were eligible to
participate if they were working at the academic hospital
ED between 2017 and 2019 (recruitment ended October
2019), had been working there for at least 6 months, and
had managed at least 15 ED patients with suicidal idea-
tion and/or behaviors. The SPC counselors were eligible
to participate if they worked in the follow-up program for
at least 6 months between 2017 and 2020 (recruitment
ended February 2020) and had participated in at least
three ED follow-up cases.

Data collection

A semi-structured question guide was used in focus
group sessions that were conducted at each participant
group’s workplace. A total of 5 focus group sessions were
completed (2 sessions with psychiatric residents, and 3
sessions with SPC counselors). One of the 5 focus group
sessions included 3 SPC counselors and it extended to a
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second session, however, two new participants joined for
the second session. A total of 18 participants participated
overall in the focus group sessions. Each session was digi-
tally recorded and lasted approximately 60 min.

The semi-structured question guide included open-
ended questions that were designed to be exploratory to
gain each group’s perceptions about the value of services
offered, understanding of and experience with running
the program, and how program operations and ser-
vices could be improved. At the completion of each ses-
sion, individual participants received a US $25 gift card.
All digital recordings were uploaded to the university-
approved, secure, HIPAA-compliant cloud-based storage
service. Audio files were transcribed verbatim by a pro-
fessional and secure transcription service. The team veri-
fied accuracy and de-identified transcripts in preparation
for analysis.

Data analysis

Thematic analysis was employed in 6 phases (data famil-
iarization, initial coding, clustering of codes, initial
themes defined, theme refinement, and writing up find-
ings). First, the analysis team familiarized themselves
with the data by reading and re-reading the transcripts
while making notes about analytic ideas for poten-
tial themes. Line numbers were used on transcripts
to heighten organization of data and notes. In phase
2, every transcript was coded line-by-line [5, 6, 9] by 1
researcher. Subsequently, each coded transcript was
reviewed by at least 1 other researcher who added to the
coding when appropriate to identify and label action or
other details not already coded by the initial researcher
[5, 6]. Memos were written to identify early hunches and
aspects of themes identified during the coding process.
Coding was guided by the analytic approach described
by Saldafia [28], using strategies that included process
coding (using gerunds to focus on the actions of partici-
pants in the data), emotions coding (to highlight feelings

Table 1 Demographics
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expressed by participants in the data), and values-based
coding (to underscore data that indicated values held by
the participant) [28]. While coding, researchers made
analytic notes about potential themes based on the active
process of coding in the transcript margin to preserve the
location of the actual data. In phase 3, codes that showed
broader, shared meaning across transcripts were clus-
tered together. Examination of these clusters through
comparison of data with data and codes with codes [9,
11] allowed data to be classified into initial themes. In
phase 4, initial themes were defined and reviewed for
patterns across the entire data set. A chart of all themes
allowed for scrutiny so some themes could be combined
while others that were thin were discarded. In phase 5,
the remaining themes were refined, clarified, and named.
Phase six included writing up the findings [5, 6].

Results

Sample

A total of 9 psychiatry residents and 9 SPC counselors
consented and participated in the study. Psychiatry resi-
dents were between the ages of 28 and 35 years of age,
and SPC counselors were between the ages of 24 and
59 years of age. All focus group sessions included male
and female participants (Table 1).

Analytic overview

This analysis resulted in 4 themes: valuing the program
because it is useful and benefits patients, having a mutual
desire to understand what happens from the ED to

discharge to program follow-up, uncertainty about which
ED patients would benefit from program services, and
brainstorming to improve the referral process. See the
main themes and subthemes outlined in Table 2.

n Proportion (%) M SD Median Minimum Maximum

Age (years)

ED Psych Residents 30.89 2.26 30 28 35

SPC Counselors 37.89 11.54 38 24 59
Female

ED Psych Residents 6 66.6

SPC Counselors 5 555
Work Length (months)

ED Psych Residents 9 26 10.01 27 15 40

SPC Counselors 15.78 9.77 14 6 36
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Table 2 Main themes and subthemes that emerged from provider focus group sessions

Main theme 1: Valuing the program because it is useful and benefits patients

Subtheme 1 (Psychiatric Residents):

Valuing the program because of their belief in the potential effectiveness:
"An active referral that's actually going to work”

Subtheme 1 (SPC Counselors):
Valuing the program because it allows them to be a safe “bridge” for patients

Main theme 2: Having a mutual desire to understand what happens from the ED to discharge to program follow-up

Subtheme 2 (Psychiatric Residents):

More than checking off a“checklist”: Desiring to know “what actually hap-
pens in the program” after a referral is made

Subtheme 2 (SPC Counselors):

Fixing the disconnect: Desiring to know “what’s happening on the side of the
ED?

Main theme 3: Uncertainty about which ED Patients would benefit from program services

Subtheme 3 (Psychiatric Residents):
Struggling to know which patients are “good fits"for the program

Main them 4: Brainstorming to improve the referral process
Subtheme 4 (Psychiatric Residents):
Envisioning a more streamlined, efficient referral process

Subtheme 3 (SPC Counselors):

Wrestling with uneven realities: “first timers”and those with “many diagnoses”
can potentially both benefit

Subtheme 4 (SPC Counselors):

Having a wish list that includes getting key contextual and accurate referral
information

THEME #1: Valuing the program because it is useful
and benefits patients

Psychiatry residents valued the program because of their
belief in the potential effectiveness: “An active referral
that’s actually going to work”

Psychiatry residents optimistically regarded the EFU
program as an ‘active” referral service meaning it was
provider initiated instead of patient initiated (refer to
Fig. 1). Their appreciation for the program stemmed
from a belief that if clinicians take the first step, post-
discharge follow-up would be more likely to occur than
if it was left to the patient. For example, the traditional
discharge resources would typically include a set of
county agency and private provider contacts that the
patient would be advised to call. The program seemed
to be actionable specifically because it was designed
so post-discharge follow-up would occur by phone
with clients when at their place of residence over an
extended period. Since feedback about clients’ use of
referral services had never before been available, psy-
chiatry residents speculated that patients were more
likely to follow-through since it was an active referral to
a real program. One resident stated:

Most people you're sending out into the wild, you
know. It's an active referral that’s actually going to
get back to them. Whereas like those community
referrals that we give them are just, you know, its
a low probability that that’s going to work out. But
this actually happens, it’s really you know, it's kind
of cool.

One psychiatry resident referred to the efficacy of
an extended follow-up research study on clients with
suicidal ideation and how that study showed promise.
He emphasized the importance of outreach and stated,
“They were able to show a reduction in ... attempts and
ideation in this group that had the most robust outreach
after visiting an ED for suicidal ideation”. Reflecting on
that research study prompted the resident to consider
the ease of the process of referrals to the EFU program
services, and how all eligible clients could benefit, even
those with established psychiatric care:

I usually still offer it [for clients with established
mental health care] because that’s still, like, for
them to go to the therapist, relies on them to
some degree, that they have to put in more effort,
whereas [receiving] the call is a very minimal effort
on their part.

EFU program services were also viewed as a safeguard
when discharge options were suboptimal. One psychiatry
resident participant explained, “In the absence of some
other enriched discharge plan or support program this is
a safety net in a way” Another resident described it as an
additional layer of emotional support:

Maybe promote kind-of a safety approach in show-
ing the patient that there’s more support there for
them, in this time of need. I think that could have
some proven benefit, if that’s the case, even if it’s just
a phone call.
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SPC Counselors valued the program because it allows
them to be a safe “bridge” for patients

SPC counselors highlighted the ability to develop a
meaningful relationship with patients over an extended
period of time as a distinct and valuable aspect of the
EFU program. They appreciated the unique oppor-
tunity to learn more about participants’ life histories
and be with them long enough to bear witness to par-
ticipants’ progress, as well as potential regressions in
terms of their treatment.

I think the ability to build a connection for—whether
it be six weeks, eight weeks, which we don’t really get,
you know, on the other side of the crisis line. To be able
to build those connections and kind of hear someone’s
story—whether it be we hear the progress or a decline
in some cases—being able to literally follow up and
hear those stories and be that support system for those
weeks is very different than what we normally do.

Another SPC counselor recalled a time when they were
able to follow a patient’s initial and ongoing reactions
to their medication regimen. They recalled the patient
sharing that the medication was initially efficacious, but
later on stopped working and led to their hospitalization.
Commenting on the value of an ongoing relationship
with this patient, they stated, “.. that’s the kind of insight
that you get when you talk to the people for prolonged
periods of time, you know?” Similarly, another SPC coun-
selor described a patient who willingly admitted to hav-
ing continued thoughts of suicidality; the counselor then
tied this to feedback regarding the EFU program.

I was that person who she felt safe with, to be able to
admit like, "Hey, things aren’t better. Just because I went
to the hospital, and I've been doing this program for
two weeks doesn’t mean I'm suddenly better.” So, I think
a big goal is to be that space for people to admit that
maybe it’s not going to always be perfect every time.

SPC counselors identified some key factors that allowed
them to create a safe space for patients. They pointed
out the fact that EFU program services were “free” and
“immediate” which made them much more convenient
and accessible than other types of therapeutic services.

I think that because we're free, it’s a free service, I
think it really helps people to kind of plug into—you
know, be a part of it. And then also that it's so imme-
diate because we call within 24 hours of getting the
call from the doctor. And that it’s almost like...it’s not
like they're seeking a therapist and it takes a couple
weeks or several days to find someone. It’s sort of

like..., there’s someone there calling me, wanting to
talk.
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SPC Counselors also noted the benefits of the EFU
program being a “bridge” for patients between discharge
from the hospital and beginning formal mental health
therapy. Thus, it functioned like a transition service. They
saw it as a crucial period for maintaining engagement
with patients.

The people I've dealt with seem to appreciate the
extra support while they’re waiting to get into some
kind of ongoing help. They might have to wait a week
or two for an appointment and then we can speak to
them during that time and offer support. I feel like
that’s important.

Multiple SPC counselors highlighted the importance of
anonymity in allowing patients to confide in counselors
more honestly compared to mental health therapists or
other service providers.

I think that they still feel a little bit anonymous,
where maybe sometimes it’s hard to—even when you
have a therapist, you know, you're in the same room
with that person, you're looking at that person in
the face. So maybe you don’t want to say, "I'm homi-
cidal,” ... in fear of “I'm going to get arrested” or “I'm
going to get put back in the hospital,” where that’s not
really what they want or need. They're just — they
want to express themselves. And I mean, obviously
they’re expressing themselves, they're trying to keep
themselves from intrusive thoughts, right? So, I think
that the whole — like the phone conversation gives
them that anonymous feeling. Like we don’t know
what they look like, we don’t have any judgment, it's
judgment-free. And they don’t know what we look
like, either, because it works both ways, right?

SPC counselors sensed that patients appreciated the
lack of judgment coming from fellow counselors overall,
noting that patients also had less fear. They saw this as
being unlike the approach typically taken by therapists
when working with suicidal patients.

THEME #2: Having a mutual desire to understand what
happens from the ED to discharge to program follow-up

More than performing a “checklist”: Psychiatry residents
desired to know “what actually happens in the program”
after a referral is made

All psychiatry residents in our sample reported using
follow-up services for their ED patients. While enthusi-
astic about the idea of a linkage service, residents lacked
knowledge and understanding about the program’s fun-
damental features. One responded with an optimistic but
speculative response:
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One of the nice things is supposedly the people who
call the patient will help to make sure they're linked
to services, so it's more than just like, “Hey, are you
okay?” It’s like, “Hey, like, do you have a follow-up
appointment?” And, like, apparently some help link-
ing people..”

Psychiatry residents lacked information about the
operations of the EFU program and its overall effective-
ness or outcomes. Consequently, residents varied in
their readiness to make a referral and the actual number
of referrals they made to the program. One resident had
been referring all discharged clients who were ‘at risk
for persistent suicidal ideation” He concluded that the
program could only benefit patients because, by nature,
it was a minimal risk follow-up telephonic program. He
could not see any potential harms:

The risk is essentially zero. That’s like, I hear if you
get that phone call and you're not interested or you
don’t take it, like, that’s it. That’s the downside. I
mean, it’s a waste of that person’s time who reached
out, but I would actually argue that it’s still valu-
able.

Yet, other residents voiced doubts about the potential
benefits of the program. One resident stated, “If I had
knowledge that these phone calls were effective and that
patients were actually picking up, then I probably would
be referring more”.

All psychiatry residents in our sample emphasized the
need for a more in-depth understanding of the quality
and extent of the services rendered by the program. They
lacked knowledge about the quality and extent of services
offered and desired to learn more. One resident posed
the following questions:

I would want to know how long that they stayed
in the program or how many phone calls they had
afterward. Like, if there was any change in their sui-
cidal thoughts, and if theyd started any sort of men-
tal health treatment, [that] would be interesting to
know, too.

Another psychiatry resident recommended that
a SPC counselor should lead an in-service for new
incoming residents. He wished he had received an in-
service session early on that would have included first-
hand information about case accounts along with a
description of program operations. He believed such an
in-service could positively impact residents’ attitudes
and improve their practice of referring patients into the
program.
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1 think it would be nice if they came during our-like
intern orientation or any point someone from [Com-
munity Mental Health Center] and explain like,
‘Hey, this is what we do on the backside when you
make this referral; so we have a better understand-
ing of that. “Here’s some vignettes of patients and
experiences we've had, and these are the outcomes
we saw. Thank you for making that referral because
you provided a benefit in X, Y, and Z ways’. I think
it would be great and doing that early on in the
residency rather than later just to change our kind-
of frame of mind when we are making this consult,
rather than it just being part of our checklist.

Fixing the disconnect: SPC counselors desired to know
“what’s happening on the side of the ED?”

Several SPC counselors reported a lack of clarity regard-
ing how the program worked for the psychiatry resi-
dents on the ED end. SPC counselors who did have
some understanding of the ED’s services relied on their
own previous experiences with the program or with
emergency medical services in general. For instance, in
response to a question related to ED services, 1 program
counselor stated, “I did [know] only from life experience
and other jobs. But I don’t know that they specifically
trained me at what goes on, on [the ED] side of things.
Similarly, another SPC counselor indicated it was only
after working in the EFU program for a while that they
learned the basics of what ED physicians do:

I think, at least for me, knowing what's happen-
ing on the side of the ED. Because we're told this is
what could be happening. This is what you're sup-
posed to—someone’s going to the ER and this is
maybe what's happening. But we don’t really know
necessarily what the ED is doing. I think now I know
because I've been here long enough to figure out that
a resident or someone gives this person a consent
and asks them, “Do you want to participate?”

SPC Counselors believed the primary role of ED psy-
chiatrists was to inform patients of the EFU program and
obtain consent. Thus, SPC counselors expected psychiatry
residents to provide clear, detailed information about the
program to patients and instruct them to expect a call from
a SPC counselor. They hoped such sharing of instructions
would reduce the confusion counselors sometimes encoun-
tered when they called patients for the first time:

I've been told that in theory they’re supposed — the
doctors are supposed to explain the program to
them. And then someone would call, we're sup-
posed to assume they've already given consent to be
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called and that, so it’s okay to leave a voicemail and
that kind of thing. But yes, sometimes, half the time
they're like, “Oh, yeah. Hi” And then the other half
they’re like, “What? Who? What?” they have no idea
what it is.

SPC counselors estimated that only about “fifty-fifty”
or “half the time” their patients reported their psy-
chiatry residents informed them of the program. They
appreciated when the psychiatry residents did inform
patients about the program but postulated that psy-
chiatry residents needed to be more consistent in ade-
quately preparing patients for the program. One SPC
counselor suggested that increased monitoring would
help improve the ED side of the program.

1 think, if you wanted to track that, you would need
to add the protocol question when we talk to them:
Did the hospital explain to you the program? And
then we would check yes or no. And then you would
follow up tracking it, would be the only scientific
way to go about it.

Finally, 1 SPC counselor expressed the potential ben-
efits of conducting an in-service training so that psychia-
try residents and counselors could meet each other and
get to know each other’s roles in the program.

So, if there is a way we could meet some of these resi-
dents or some of the people that are in charge. And
just, here at our organization we're very big on doing
like in-services and learning our partnerships. So, we
do things with two-on-one, we do things with county
child and family services, in order for our counselors
to be able to see who they’re working with or who
they're referring to. So, in the same manner, I would
want our follow-up team to have that experience of
going to go see the ED and meet some of these doc-
tors or residents. And they, too, to meet us so that
they also feel more comfortable ...

THEME #3: Uncertainty about which ED patients would
benefit from program services

Psychiatry residents struggling to know which patients are
“good fits” for the program

Although the program was designed to help patients,
psychiatry residents lacked clarity about the type of
patients who would and would not benefit from follow-
up services. Opinions about who should be referred
were speculatory and based on psychiatric diagnoses,
personality traits, social support status, and presence of
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long-term psychiatric care. One resident claimed that all
eligible participants were potentially worthy candidates,

1 feel like the only people who I would think aren’t
good fits is if they’re not consenting or if they don’t
have a phone number that they can be contacted

by....

Other psychiatry residents narrowed it down to more
specific inclusion and exclusion criteria based on their
assumptions. One resident described a model candidate
saying:

I think an ideal patient for this is a lonely patient,
an isolated patient, somebody that really benefits
from conversation and outreach. The more robust
their social network, the less I would—maybe the less
they need this.

When considering who to exclude, psychiatry resi-
dents relied on contextual factors and considered
them across different patient population groups. One
resident regarded positive “caretaker status” as a rea-
sonable exclusion criterion for the EFU program, say-
ing, “Cognitively impaired with caretakers’ kind of thing.
We see autistic people who want to kill themselves. 1
don’t know. I doubt I'd refer them. This resident raised
other concerns that made criteria of who to refer less
clear. They pointed out the ramifications of referring a
suicidal patient with a personality disorder, saying:

Much of the time in borderline personality disor-
der those are like—you know, they’re instrumental,
right? They’re saying, "I'm suicidal,” or gesturing or
whatever it is they’re doing in order to get some-
thing else. Giving some patients the opportunity to
escalate on the phone could be problematic. Part
of it might just be my like counter-transference and
I don’t want to subject the person [SPC counselor]
to that.

To determine appropriate candidates for the program,
psychiatry residents recognized a more granular need
to understand the EFU program’s goals. One resident
revealed confusion about the motives of the clinic spon-
soring the program. He reported:

I also wonder what [name of mental health clinic|’s
goal is in this process. I mean, certainly, it’s a nice,
shared goal to have improved triaging services and
step down or acute crisis management, sub-acute
crisis management. But if their goal is to transi-
tion from phone calls to outpatient services, this is
a referral mechanism for [name of mental health
clinic] to have more patients in care, maybe they’re
okay with dysregulated character pathology. And
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certainly, that phone call might be a little...rich. But
maybe—I don’t know, you know, maybe it’s still an
access point.

Even though child and adolescent patients were eligi-
ble to participate in the follow-up program, when asked
about the utility of referring younger populations, psy-
chiatry residents were admittedly unclear about the
program’s age requirement. One resident said, “Well,
now I don’t remember the age cutoff for the program,
does anyone know?” Another responded with a ques-
tion saying, “Sixteen maybe, I'm not sure, or twelve, 1
don’t know?’, and a third added, “I actually thought it
was only adults”. For 1 resident participant, the focus
group discussion resulted in doubts about their own
referral practices for adolescent patients. They reas-
sessed their own actions, saying: “Now I'm not sure if
that was appropriate”.

When considering the referral of younger patients into
the program, residents established the circumstances
of younger populations as fundamentally different say-
ing, “they’re never isolated” and when discharged home,
“there’s always a caregiver”. These considerations ulti-
mately redefined their perceptions of the referral process.
One resident posed questions that revealed the complex-
ity of making a referral from their point of view:

Or is it helpful to think about the patient with his or
her family as the unit of referral? I mean, assuming
there’s still some driver of chaos or destabilization in
their life that may be leading to suicidality or inter-
personal problems. If I'm thinking about this refer-
ral also as like a temporizing measure to get to an
appoint—you know, you have an appointment com-
ing up in a month, what are we going to do?

Despite the questions of who should be referred, there
were some success stories. One resident was optimistic
about their experience with a “family referral”. Nonethe-
less, they expressed lack of certainty:

And they [parents] were really onboard with the
follow-up services, and were really adamant that,
“You need to answer this phone call when it comes to
you.” And they were really encouraged to have some-
thing there. So, I don’t know. It seemed like a positive
thing to be able to give them.

SPC counselors wrestling with uneven realities: “First
timers” and those with “many diagnoses” can potentially
both benefit

SPC counselors expressed varied opinions regarding the
type of person who would benefit most or least from pro-
gram services. However, most agreed that patients who
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were self-motivated and eager were much more likely to
benefit from services.

I was blessed with the ones that they were really
willing to help themselves and they were eager. And
so this program was wonderful for them. And it
worked and they were so happy and we really had a
good bond. And it was like the last call was like a lot
of crying and, you know. So, it was a very good, good,
useful program for them.

SPC counselors identified a few specific factors that
may make it more likely for patients to express such
eagerness. First, patients with little to no previous experi-
ence with hospitalization, therapy, or other types of treat-
ment related to suicidality tend to approach the program
more openly and with excitement.

But I mean it’s really exciting when you get someone
that’s never done a safety plan, that looks at that
safety plan and is all excited about identifying trig-
gers and coping skills. I mean, it's just there’s a lot
of energy for that when it’s brand-new for somebody,
really, really helpful, a tool that they’ll use ...

SPC counselors reported that the services they offered
were almost like a revelation to these patients, a solution
that they had never considered or been presented with
before. Thus, the counselor thought they may be more
eager and motivated to try something new to help them
with their suicidality. Similarly, several counselors indi-
cated that young patients seem to benefit more from pro-
gram services.

Yeah, I definitely feel like it’s usually the ... first
attempt or first hospitalization and they'’re usu-
ally younger and just have a little more to look
forward to in life. I don’t know, at least that’s what
I've gathered just from like certain EFU clients that
if you go through the whole program with them, by
the end they’re like—you know, they have a new
job or they're starting fresh on a lot of things and
really taking it seriously. Because it’s scary for them,
because they're really young and it’s affected their
family. They’re still connected with all these people
in their community, so there’s a lot hanging in the
balance. And I think that’s why they take it more
seriously.

Like those who have minimal experiences with hos-
pitalization or treatment, SPC counselors found that
younger patients were more compliant with the program,
or at least motivated to try EFU services; this allowed
them to see positive changes in their lives and attribute
the improvements to their engagement in the program.
In contrast, SPC counselors saw patients who were older,
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those with more complex mental health diagnoses or
histories, or those with more experience with hospitali-
zations or treatment as less likely to benefit from their
services.

Other people have been in and out of the hospital
so many times that it’s—you know, when you talk
about coping skills, "Oh, I know all that. I've done
all that. I have a million safety plans.” So it feels less
helpful maybe, maybe even a little more hopeless
for me as a counselor. Like what can I even offer this
person? They have 10 different diagnoses and they’ve
been to 20 different therapists in their life, so it can
be challenging.

Patients who had been through multiple hospitaliza-
tions or treatment experiences, according to SPC coun-
selors, already knew the interventions presented by the
EFU program. Although safety planning or other services
may have worked for them in the past, there was noth-
ing new or revelatory that they felt they could offer at
this point, thus leaving the counselors feeling generally
defeated and unable to help these particular patients.
However, these characterizations were not absolute, as
exemplified by a SPC counselor who described a patient
with multiple diagnoses and a complex history who ulti-
mately benefited from the program.

. now, the person that popped in my mind when
you asked that was someone that was not a first-
timer, that was a 40-something woman with many
diagnoses and self-harm and struggling in and out
of therapy. Most of our calls were just about the self-
harm issue and just baby steps, like she would keep
her sharps in her nightstand and pills. She would
overdose, like overmedicate. So, I got her to put them
in her closet in a bag. So little baby steps that were
really hard for her but she did it.

This SPC counselor felt they made a difference by gain-
ing a deep understanding of what the patient needed and
taking the “baby steps” necessary for the patient to make
progress. Thus, for this SPC counselor, it seemed that the
effectiveness of the program depended largely on their
ability to learn about each patient’s specific needs and tai-
loring services to those needs.

THEME #4 Brainstorming to improve the referral process

Psychiatry residents envisioned a more streamlined,
efficient referral process

Psychiatry residents described the EFU referral process
as potentially burdensome and emphasized the work of

Page 10 of 16

“another step” in a busy ED environment. One resident
explained:

It’s just another step, another phone call to make in
the evening when you may have already tried to call
a therapist, call a family member, call someone else
and when you're trying to wrap up the rest of the
work, and this is one more step.

Another resident commiserated saying,

So, yeah, so it usually means that you have to go
talk to the patient again, which sometimes it’s a sig-
nificant amount of work when we're really busy if we
have a lot of patients backing up.

Nonetheless, psychiatry residents discussed strategies
and welcomed ideas that could potentially help stream-
line the process. While considering the delegation of
referral activities, a resident expressed uncertainty about
who could initiate the referral saying, “I'm wondering,
I don’t know when I was told about this service, if I was
ever clearly instructed that it had to be an M.D” One
resident contemplated this saying, “they make us think
we have to do that” and “I don’t know, maybe there’s a
good reason?” While some residents wondered why the
referral process had not been delegated to other health
professionals, others were encouraged by the idea of a
practical interdisciplinary process that might involve
“the nurse that's sitting right there next to them [patient]”
and “social workers”

Psychiatry residents also believed that technology
could be used to help leverage the EFU referral process.
They engaged in problem solving in the focus group,
seeking a way to integrate EFU referrals into the elec-
tronic health record (EHR) system so it would be smooth
and time saving. One resident suggested:

... just put it in [the EHR system]. I mean, I'm happy
to sign it when I put it in. I don’t think it’s about
shirking work. It's about making it more efficient. If
you did that, I'm sure they [EFU program] would see
the volume of consults go up too, if that’s what they
want.

Another resident agreed saying:

A hundred percent. It should be an order in [EHR
System]. If that were a possibility, that’s like an
obvious improvement to this. Because I remember
recently the [EFU program] number changed, and
then you're just like...so if you could search your
email—I mean, we are slammed busy in this ED.
This is not something you want to be wasting time
on, and itd be really nice if it was part of the dis-
charge order set or something.
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SPC counselors’ wish list includes getting key contextual
and accurate referral information

SPC counselors indicated their desire for more compre-
hensive contact information from psychiatry residents
so they could discuss pertinent questions regarding their
patients. One counselor offered a potential solution in
having a list of ED doctors’ names and callback numbers
available at the call center:

I don’t know, if we had a list here we could at least
put it together and have the right spelling and have
the right contact number. Because we often don’t get
callback numbers, either. So, if we had questions for
the doctor about the patient, we don’t know how to
get in touch with them. I mean, we know they’re with
the hospital, but we don’t—it would make it easier if
we had a number.

Relatedly, several SPC counselors lamented a lack of
uniformity in the amount or types of patient informa-
tion physicians left in their voicemail messages. They dis-
cussed a need for vital patient information, including “the
basics like name, age” and “discharge time”. Further, they
wanted to hear about patients’ relevant psychological his-
tory. One emphasized the practical value of this infor-
mation saying, “.. it would help to know if the person has
been previously diagnosed with any kind of mental dis-
order and if they're receiving treatment for that, because
that gears our conversation” Another wished they could
know a physicians’ appraisal of how receptive a patient
might be to the EFU program:

I mean, I would also argue the presentation of the
person, of the patient. Because if we know, okay,
patient is hesitant towards program, we may
approach how we speak to them for the first time
differently versus someone who's eager to—even that
little tidbit of information would be able to gear our
first contact and how our voice tone ... is, how many
times potentially we go ahead and try to make con-
tact, as well.

Finally, SPC counselors emphasized the importance
of being informed if the patient actually consented to
the referral. They wished referring psychiatry residents
would give more context when they provided alternate
contact numbers for a patient. Counselors admitted
it was at times difficult to navigate conversations and
maintain confidentiality when they were unable to speak
directly with the patient on a follow-up call.
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Discussion

This qualitative exploration describes how healthcare
providers perceived the process and effectiveness of a
real-world suicide prevention telephone follow-up pro-
gram that was formed jointly between an academic
ED and a regional suicide prevention center. The 4
key themes that emerged indicate ED psychiatry resi-
dents and SPC counselors regarded the EFU program
as valuable, desired to understand how the “other” side
of the program operates, felt uncertain about which ED
patients would benefit, and embraced ideas for improv-
ing the referral process. Within each theme, findings
uncovered the nuanced experiences and perspectives
of both the psychiatry residents making referrals to the
EFU program and the SPC counselors making the out-
reach follow-up calls to patients. Application of the EPIS
framework to this analysis highlighted that while there
was enthusiasm for the EFU program, there was a need
for improving communication, collaboration, and sys-
tem effectiveness within and between agencies to inform
the sustainment phase of the process [1]. For example,
the EPIS framework emphasizes “inner and outer” con-
text (within and across systems) and acknowledges the
diversity of patient/family experience and context, which
suggests tailoring communication for different age/cul-
tural groups as well as promoting system collaboration to
implement the EFU program [1]. Our emphasis on part-
nership development and communication is consistent
with a “partnered” or “engaged” approach to implementa-
tion [19].

The SPRC produced a consensus guide for emergency
departments in caring for adult patients with suicide risk,
which included a recommendation that EDs “consider
establishing an agreement with a local crisis center that
allows its staff to make caring contacts with recently dis-
charged patients” [4, 25, 33]. These contacts are intended
to facilitate adherence to the discharge plan and promote
a feeling of connectedness by demonstrating continued
interest in the patient [3, 17, 13]. However, according to
the 988 Suicide and Crisis Lifeline (formally known as
National Suicide Prevention Lifeline) website, only 38%
of local Lifeline centers in the US have formal relation-
ships with one or more EDs [15]. It has been anecdotally
reported that some hospitals found that contracting with
a crisis center, such as a 988 Suicide and Crisis Lifeline
local center, has been effective in supporting patients
through follow-up calls, re-assessing suicide risk, and
maintaining a connection until patients are seen in out-
patient care; however, there are few studies on these
partnerships [25]. Systems for extending caring contacts
require scrutiny and ongoing quality improvement to
assure that the people in need are effectively connected
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with appropriate follow-up care [12]. Since there may be
significant costs associated with employing personnel
to engage in such outreach to patients, funding for pro-
grams that foster authentic, appropriate, and effective
connections is crucial to develop and sustain such ser-
vices [12].

Our findings suggest that partnerships between EDs
and suicide prevention centers that specialize in sui-
cide risk screening, assessment, triage, and manage-
ment, may potentially benefit patients, communities,
and health systems if efforts are invested to assure that
the system collaboration is patent. Psychiatry residents
valued the EFU program since it was an active referral,
having an advantage over standard of care passive refer-
rals that require patients to initiate follow-up. This feature
could be crucial for high-risk patients who may not have
the capacity or desire to make contact. SPC counselors
embraced the role of being a transitional facilitator and
saw themselves as well suited to their role, viewing their
anonymity as an advantage. Phone, versus in-person ser-
vices, helped counselors feel they could build trust within
a judgment-free space, as well as foster honest interac-
tions. The insights provided by psychiatry residents and
SPC counselors indicate features of the EFU program that
may be key to its efficacy.

While interventions are needed to address suicide risk
following discharge from an ED or hospital setting, our
qualitative findings indicate that gaps in communication
between partners may have negative consequences for
providers and patients. Psychiatry residents considered
the EFU program to be a “safety net” that may greatly
benefit patients at risk for suicide after discharge. How-
ever, fluid communication between partners, timely
referral, and reliable follow-up is needed to help those
most in need of follow-up. SPC counselors in this study
reported challenges with the enrollment process, stating
some patients failed to understand what the EFU pro-
gram was, making their extended follow-up services feel
more like a “cold call” It is not immediately clear whether
this communication gap is due to hand off between agen-
cies (via a recorded phone message), and whether this
problem would persist even in an in-house program
operated by the hospital/ED. Efforts to determine how to
fortify the existing system or eradicate this communica-
tion gap may benefit from additional studies focused on
patient perspectives on the flow from the ED to the EFU.

The findings of this study suggest that EFU provid-
ers may question the worthiness or utility of the EFU
program for different types of patients, as opposed to
simply referring all patients who meet the criteria regard-
less of diagnosis or condition. In particular, psychiatry
residents questioned the motives (whether conscious
or unconscious) of patients with borderline personality
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disorder who may articulate suicidal ideation as instru-
mental or for secondary gain (such as emotional reward,
attention from others). While they voiced awareness
of their own countertransference, they simultaneously
expressed concern about the re-enactment of patients’
transference, attention-seeking, or maladaptive behav-
ioral patterns with the SPC counselors. Similarly, coun-
selors suggested a nuanced view of some patients
potentially benefitting more than others. For exam-
ple, they suggested that patients range from those with
no previous experience creating a safety plan, to those
who are chronically suicidal, and that interest in creat-
ing a meaningful safety plan and/or the program may be
higher for patients with new-onset suicidality but lower
for those who are chronically suicidal or chronically
relapsing patients (whether associated with borderline
personality disorder or not). Thus, the recognition and
understanding of the needs and desires of the range of
suicidal patients who may present to the ED, warrants
not only the attention of clinicians, but from researchers
too. More evidence-based insight is needed on whether it
is important to differentiate within suicidal populations,
and whether specialized approaches, training, or sup-
port systems may be useful within the 988 Lifeline system
[15].

When psychiatry consultants in busy and often over-
crowded EDs have an established relationship with a
patient, curating a referral to an outside system can be
time consuming for providers and patients/families.
Streamlining procedures to allow follow-up referrals by
interdisciplinary care providers, and leveraging technol-
ogy such as websites, may have potential to reduce bar-
riers and expedite referrals. Training providers on ED
teams, such as social workers and nurses, could help
foster a more seamless referral process across the inter-
agency partnership. Furthermore, embedding follow-up
referral activities within an existing and well-established
ED electronic health record (EHR) system increases like-
lihood of implementation, documentation and potential
success [1]. This was identified by residents as a poten-
tially high yield way to reduce work burden and ensure
fidelity of the program. This standardization of referral
activities within the EHR system could also improve trust
and communications across systems, serving as a signal
of reassurance that consistent and adequate referral prac-
tices are followed [1].

On the other hand, systems of automatic referral that
foster efficiency may have the downside of hampering
the transmission of some critical information. To this
point, SPC counselors desired greater context for the
referral, for example, more awareness of the patient’s
level of interest vs. hesitancy towards the program
which could help the counselor to tailor their approach
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when contacting the patient. Challenges with handoffs
between agencies is likely a product of the structure
of 24/7 referrals that are transmitted telephonically in
voicemail rather than live telephonic contact between
the psychiatry resident and SPC counselor. This mode of
information transmission supports a 24/7 function and is
efficient but may fail in providing enough data, especially
given the complexity of many patients with suicidal idea-
tion or behaviors. Efficiency of referrals could perhaps
be supported by electronic messaging between agencies
with more information on patient/family context. This
could include mutually agreed upon data-sharing infor-
mation that could help maximize SPC counselors’ ability
to engage and assist patients with increased suicide risk
following discharge.

Since SPC counselors had concerns about maintaining
confidentiality when they were unable to reach a patient
directly on a follow-up call, further work is needed to
optimize balance between efficiency of making inter-
agency referrals on a 24/7 basis, with the need for more
detailed patient data and context. Hospitals or ED’s that
operate their own caring contact program may have an
advantage with greater ease of access to electronic health
information, with the trade-offs of needing to train their
own SPC counselors and manage the costs of the EFU
program, an important issue for future research and
quality improvement.

Nevertheless, there was a disconnect experienced by
both agencies, concerning inadequate knowledge of the
other, absence of feedback on referral outcomes, and feel-
ing challenged about lack of a clean handoff between the
ED and follow-up services. Enhanced technology for the
program and deeper investment in the development of
the structured partnership will require more rather than
less effort in the future from both partners. Specifically,
the desire for residents and SPC counselors to know each
other could potentially be addressed by more regular
recurring meetings or in-services between EFU program
leadership and/or providers.

Partners on both sides of the EFU program lacked sub-
stantive feedback about program outcomes and effec-
tiveness. SPC counselors had anecdotal evidence that
patients appreciated their extra support while waiting
for linkage to ongoing mental health care. However, psy-
chiatry residents lacked any feedback, keeping them in
the dark about services used and whether or not the EFU
program improves patient outcomes. This lack of a feed-
back loop bred skepticism among residents, which led to
the reluctance of referring patients into the program, and
calls for efforts to provide detailed information to both
partners. Innovative approaches to enhance communica-
tion are warranted such as collaborative quarterly virtual
meetings, the making and sharing of videos about each
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site, or a website with photos and descriptions that is
made for the staff of the ED and the program that pro-
vides needed details about each partner and the program
process.

The 988 Suicide and Crisis Lifeline offers best practice
guidelines for follow-up programs [15]. Recommenda-
tions include the use of easy reporting tools for electronic
tracking of key program outcomes and user satisfaction
surveys. However, the adoption of new inter-agency
practices first requires one partner to establish proper
communication channels, then to frame new practices in
terms of benefits and risk reduction [1]. If appropriately
adapted to the context of systems and patient needs, the
implementation of an electronic reporting mechanism
has the potential to improve program operations and
therefore validate the need for continued services.

Limitations

Qualitative data were from the perspective of provid-
ers involved in a partnered suicide EFU program for an
academic institution and community outreach program.
Therefore, results from the study are limited to this inter-
agency partnership and not generalizable to other suicide
prevention programs. Furthermore, we recruited a con-
venience sample of psychiatry residents and SPC counse-
lors who were currently working in the ED and regional
suicide center. Future exploration of the perspectives
of other ED providers (supervising psychiatrists, nurse
practitioners, physician assistants, registered nurses,
and social workers), other suicide prevention program
employees (supervisor or director), and patients/families
could broaden understanding of program benefits and
operations. Finally, patients discharged from the inpa-
tient psychiatric setting were also offered follow-up ser-
vices. Future investigation should explore perspectives
of inpatient psychiatrists and other providers, since dif-
ferences in EFU program referral practices, such as time
available to prepare and refer patients, could vary greatly
between ED and inpatient psychiatrists.

Conclusion

Programs for reducing risk of suicide or self-harm fol-
lowing discharge from the emergency department are
critically important. “Caring contacts” are brief but
highly valuable communications with patients after dis-
charge from the ED or hospital, and have been endorsed
by multiple agencies, including AHRQ, SAMHSA, and
the Suicide Lifeline. Partnerships between hospitals and
local suicide prevention centers have many potential ben-
efits for patients and the healthcare system alike, how-
ever these programs require careful study to assure that
the people in need are effectively getting connected with
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follow-up care and not falling through the cracks, so that
the system is operating as efficiently as possible. Careful
analysis is also needed to document and appropriately
justify the costs of such programs.

This study provides a qualitative appraisal of such a
program. The results demonstrated that there are ben-
efits to this community partnership that effectively pro-
vide a “caring contact” hand-off. Psychiatry residents in
our sample appreciated how such referrals reduced the
burden of patient responsibility and was an improvement
above the typical standard of care of providing a list of
referrals that otherwise require the patient to act upon
and initiate their own follow-up. SPC counselors appre-
ciated the ability to develop meaningful relationships
with patients over an extended period of time and valued
their role as a facilitator of transition of care from the ED
discharge.

However, this study identified a number of important
challenges and areas of opportunity for future work. The
results highlight the need for improvement in the qual-
ity of information transmitted between the ED and the
SPC, which would enable the counselors to approach the
patient in a more sensitive and fine-tuned manner. Addi-
tionally, further study is needed regarding the potential
for difference in patients with chronic and/or recurrent
suicidal ideation compared to new-onset suicidal idea-
tion. It remains unclear if the program benefits certain
populations more than others, or if specialized training
based on these differences would be beneficial.

While efficacy of workflows was highly valued by the
ED team, including recommendations to develop auto-
mated transmission of the referral to the Suicide Pre-
vention team through the electronic health record, such
efforts would need to keep in mind that counselors val-
ued more thorough patient information and clinical con-
text. Both psychiatry residents and counselors desired
to have a better connection or awareness of the other,
as well as more formal feedback on the success or fail-
ure of the referral to the outreach team. This may further
inform if the outreach should be internal or external to
the ED system, another important future research effort.

Overall, this study provides qualitative evidence that
this partnered program is valued as a whole. Improved
communication, implementation, consistent provider
training, efficient and accurate outcome reporting
mechanisms, and coordination between partner systems
would likely lead to a better provider and patient experi-
ence. Such a program is potentially sustainable, particu-
larly with consistent funding for ongoing collaboration.
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