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Clinicians assessing for suicidality in the Emergency Department (ED) are aiming to manage risk while providing a 
therapeutic experience for the patient.  The assessment itself may contain psychotherapeutic properties that may 
contribute to positive. 

The assessment of a suicidal patient in the ED is arguably the most critical of a psychiatrist’s duties, and includes:
• Assessment and management of suicide risk
• Development of a treatment plan 
• Connection with appropriate mental health services 

The patient’s positive experience of the psychiatric consultation may:
• Reduce immediate distress
• Increase hope
• Influence the patient to engage in further mental health care.  

By improving our understanding of the critical competencies that make this encounter more meaningful and 
transformative to the patient we will help inform psychiatry residents’ training and psychiatric practice, with 
considerable potential to influence patient outcomes. 

A qualitative inquiry into psychiatrists’ perspectives using semi-structure interviews regarding the psychotherapeutic 
properties of ED suicide assessment was conducted. Interpretative phenomenological analysis will be used. Preliminary 
themes are presented. Nine (7F, 2M) psychiatrists working in the ED of Greater Vancouver were interviewed. The 
participants mean age was 50 years old with an average of 12 years of practice in ED.  

From our systematic review, we can conclude that scarce evidence exist to elicit therapeutic factors of the psychiatry consultation in the ED. Some findings suggest that interventions in the ED may reduce admission rate, increase 
follow-up presentation, decrease suicidal behaviours and change emotional state (increase calm, hopefulness and decrease burdensomness). 

A therapeutic consultation remains one of the psychiatrist’s most invaluable tools with suicidal patients in the ED.  The clinician’s empathy, ability to build rapport, responsiveness and flexibility may be primary therapeutic skills for 
reducing a patient’s distress, instilling hope, and fostering engagement in care.  Further research is needed to develop better understanding of the mechanisms by which psychotherapeutic skills and processes are integrated in this 
medicalized context. 
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A systematic review following PRISMA guidelines was conducted to identify studies focussed on the therapeutic value of the PA or other interventions for suicidal patients in the ED. Two reviewers independently screened articles 
identified using the key terms of suicide/self-harm, emergency room and assessment. Medline, Pubmed, Embase, Psycinfo, CINAHL and Central were searched from inception to August 2018. 
From 3230 abstracts screened, thirteen articles, representing seven studies (n=782), were included.

Fig. 1 PRISMA Flow chart First author 
(year)

Study design (n) Mean age 
(SD)

%M Ethicity Intervention Control Outcomes Measures Results Risk of 
Bias 

Bryan (2018-
A)

Observation 54 Unknown 83% 76%C, 
9%Af, 7%L, 
6%I, 2%O

Suicide risk 
assessment 
and crisis 
intervention

N/A Patient-rated emotional 
bond correlated with fo 
synchrony

Working Alliance 
Inventory, Short 
Revised version

Synchrony between arousal levels was positively associated 
with emotional bond during intervention phase (B =  0.07, SE  
= 0.09, p = 0.042)

N/A

Rozek (2018) RCT 64 25.94 
(5.47)

81% 81% C, 14% 
Af, 3% As, 
2% P, 8% I, 
3% O

Crisis 
intervention 
(CRP) +/-
reasons for 
living (E-CRP)

TAU Change in optimism 
following E-CRP

Life Orientation 
Test-Revised

E-CRP increased optimism for those low in optimism at 
baseline compared to S-CRP and TAU (β = .51, P = .02), 
which persisted at 1 month follow-up.

Low

Bryan (2018-
B)

RCT 97 26.1 (6.4) 78% 74% C, 18% 
Af, 4% As, 
3% P, 8% I, 
7% L

CS Patient mood Visual Mood 
Analog Scale 

Most negative emotional states yielded significantly larger 
changes than did the control arm. For two positive 
emotional states (calm and hopefulness) and for 
burdensomeness, the E-CRP showed significantly greater 
improvement than did the S-CRP and control.

Low

Bryan (2017) Occurrence of SA 
during follow-up

Suicide Attempt 
Self-Injury 
Interview

CRP resulted in a trend toward fewer suicidal behaviour 
compared to control, after controlling for baseline SI -
Hazard ratio 0.29 (0.06-1.18), p = 0.068.

Low

Stanley 
(2016)

Feasibility 100 44.9 (13.9) 89% 45% C, 44% 
Af, 11% O

Safety 
Planning + 
F/up 

N/A Structured interview Acceptability
Usefulness
Helpfulness 

97%
96%
99%

N/A

Stanley 
(2015)

Cohort study 96 > 35 86% 66% C, 
34%O

TAU MH Service Utilization Rate of utilization 
at follow-up

Increased prevalence and incidence of outpatient mental 
health service visits compared to previous ED visit without 
intervention.

N/A

Wharff
(2017)

RCT 142 15.5 (1.4) 28% 66% C, 6% 
Af, 9% L, 3% 
As, 18% O

Family 
intervention

TAU Suicidality Reasons for Living 
Inventory for 
Adolescents

No statistically significant differences between group on 
post-test or at 1 month follow-up 

Low

Wharff
(2012)

Controlled 
trial

67 15.6 (1.45) 24% 65% C, 16% 
Af, 11% L, 
6% O, 2% As

TAU Rates of psychiatric 
admissions

Incidents of 
psychiatry 
admissions

Reduced requirement for psychiatric hospitalization (35% for 
FBCI compared to 55% in TAU)

Low

Hughes 
(2013)

RCT 181 14.7 (2.0) 31% 45% L, 33% 
C, 13% Af, 
9% O

Family 
intervention

TAU Feasibility Proportion of 
successful delivery

Successfully delivered in ED (72 out of 89), on ward (11 out 
of 89), outpatient in-person (3 out of 89), telephone (2 out 
of 89), unknown (1 out of 89)

Low

Asarnow
(2011)

Linkage to outpatient 
mental health 
treatment

Service Assessment 
for Children and 
Adolescents 

Any MH treatment: 
Parent Report OR 6.0, p = 0.002
Youth Report OR 4.5, p = 0.006

Low

Rotheram-
Borus (1996)

Controlled 
trial

140 15 (2) 0% 88% L, 12% 
O

Family 
intervention & 
Educational 
video

TAU Treatment adherence Attendance to 
follow-up

Significantly more initial attendance Tmt 95.4% vs Ctrl 
82.7%, p = 0.018

N/A

Ougrin 
(2013)

RCT 70 15.6 (1.5) 20% 53% C, 20% 
Af, 11% As, 
16% O

Psychosocial 
assessment

TAU >1 presentation to ED Incidents of ED 
presentations

No difference between group (Intervention OR = 0.69, p = 
0.53)

Low

Sumoninen 
(2003)

Observation 53 36.4 (12.1) 43% Unknown None N/A Perceived usefulness Correlated with perceived appropriateness of timing, r = -
0.30, p <0.05; perceived influence on aftercare, r - 0.34, 
p<0.05 ; prior attitude toward psychiatric consultation, r = 
0.47, p<0.01

N/A

Legend: Af= Afro-american, As = Asian,C= Caucasian, I= Indigenous, L=Latino, P= Pacific Islanders, O= other
TAU = Treatment as usual, f/up= follow-up, SA= Suicide attempt, CS = Contract for Safety

Table 1. Summary of included studies

From our systematic review, we can conclude that there is a scarcity of good quality 
research on the therapeutic properties of the psychiatric assessment in the ED. Most 
included studies focus on specific subsets of the population, such as suicidal teens (6 
articles), or veterans (6 articles). The method and measures used by the included
studies present a high heterogeneity which doesn’t allow comparison of findings. Most 
interventions are added to the actual psychiatric consultation (TAU); therefore it is hard 
to derive which factors of the usual psychiatric consultation is most beneficial. And 
even though these added interventions appear to provide some benefits in most 
studies, the generalizability of these findings is limited in a publicly funded health-care 
setting. 

Preliminary 
themes

Quotations illustrating the themes

Building 
rapport

“align ourselves with them, and then together walk to maybe 180º” (P01); “to be able to collect that information, you need to be able to build rapport with 
the patient” (P01) “our work is 99% of rapport building and the rest is only 1%” (P01) “the whole attitude and rapport may collapse” (P01); “ that's really 
important that the person feels understood and listened” (P03); “ getting rapport is really highly important for getting a good history but also for having a 
good outcome” (P03); “ if they hate you, they're not gonna follow through” (P03); “ validating all of the things that that person has done really well or at 
least validating the effort” (P04); “ a lack of rapport is because I'm not understanding what the patient is wanting out of the interaction” (P04)
“ if we're not empathetic, the patients also know that they can feel that” (P04); “empathy is key” (P05)

Being humane

“people respond well to being told that they are the priority” (P02); “ treating people as humans when they're in distress is the most caring thing we can 
do.” (P02)“ value of a warm blanket and a sandwich; it's underrated in emerge” (P02); “ they feel dignified “ (P03); “ the first step for comfort” (P04); “ it's so 
scary to be in the hospital“ (P04); “ it's a relief to be able to talk about suicide and suicidality with a nonjudgmental, accepting person.”(P04); “ Because to 
me it's like you treat everyone the same”(P06)

Being flexible “So I have an angle that I go to, but I don't stick to my angle” (P01); “I don't need to be right, I can change my mind.” (P02); “ more flexible and less dramatic” 
(P03); “ knowing when what you're doing is not working or making things worse and being able to adjust” (P04)

Giving time “the pleasure of time” (P03); “ it's always appropriate to give them time” (P04);“you take the time to try and understand where they're coming from” (P05)

Collaborator
“I think that if we can convey to them that we are here, we are one team, we are here to work together, then it makes it easier” (P01); “ I think if you can 
collaborate with the patient, I think their risk goes down (P02); “ I really like giving people some feeling of power” (P03); “ ideal is always a collaborative 
approach” (P04)

Personalized 
plan

“personalize the intervention and make it, actually, actionable” (P01) “you get the lead from them, you process it, you feed it back to them, you get their 
approval.” (P01); “ it should be more individualized” (P03); “ really try and accommodate that piece” (P04)

Changes to 
distress

“by the end, they are more on board. They feel less suicidal” (P01) “they calm down, and they can, you know, make a meaningful safety plan” (P01)
“that's an indication of a change, right, of the process” (P01); “ changes in their perspective and understanding (P02); “ may get more hopeful a little bit 
because you make a plan but they're still probably at the same level of suicide risk” (P03); “I would say that maybe about half the cases, I think people's 
actual distress is less. But some people stress goes way up (…)” (P03); “ some presentations of suicidality that improved just by virtue of having contact and 
validation, and therapeutic alliance, and a supportive environment” (P04)

Barriers 

“You need to have some allies to build that safety approach that you want in the community” (P01); “the administration and the nursing and everyone 
values you and rewards you for discharging people cause they're no longer the hospital problem.”(P02); “usually the emerge environment's horrible” (P02); 
“it's like the physical environment that prohibits us from doing a good job.”(P03) “seeing them in a stretcher, seeing them in a place where other people 
could hear” (P03); “ I think the availability of resources at discharge would make a huge difference” (P03); “you need more staff and you need a bigger 
physical, you need a better physical space” (P03); “ biggest barriers are external factors, like wait times, physical environment, lack of timely and effective 
follow-up resources” (P03); “ I hate when a patient is coming for help and I know what they need and I cannot provide it” (P04); “Our emergency 
department anyway is not therapeutic at all” (P05);“Very hostile environment for patients, right. It's like being in a war zone” (P05); “this is really a terrible 
setting.” (P06)


