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Abstract

Background: Emergency orders of detention (EOD) are used to
hold potential suicidal individuals against their will. The COVID-19
pandemic altered the way these evaluations are conducted as virtual
telehealth conferences became more frequently utilized. The purpose
of'this review is to identify screening practices of telehealth providers,
describe assessment discrepancies used in telehealth versus in-person
visits, and identify variance in EOD hospital admission rates.

Methods: A systematic review of literature was conducted utilizing
the PRISMA model. Five electronic databases were searched for
articles related to suicide, EOD, and telehealth spanning from 2001
to 2021. Of the eight (n=8) articles returned by the search, three (n=3)
met inclusion criteria.

Results: Findings of this review reveal that there is virtually no
research on standardized suicide screening tools used to make EOD
determinations. Additionally, the research does not comment on
discrepancies between suicide evaluations via telehealth or in-person.
Research on telehealth evaluation and involuntary hospitalization
rates is limited.

Discussion: Little is described in the current research about the types
of assessment tools used in the EOD process when conducted via
telehealth. Overall, this review found that protecting citizens by
telehealth EOD is noticeably under-researched.

Keywords: Emergency orders of detention (EOD), Telehealth
suicide assessment, Involuntary hospitalization, Telehealth suicide
evaluations

Introduction

Suicide is a major public health problem in the United States,
claiming the lives of 47,511 people in 2019 [1]. Suicide is the second
leading cause of death for people between the ages 10 and 34, and
the fourth leading cause of death for those between ages 35 and 44
[2]. Additionally, 1.38 million Americans attempted suicide and
4.8% of adults reported serious thoughts of suicide in 2019 [2,3].
People living with a mental health diagnosis and history of suicidal
behaviors are at increased risk for suicide [4]. Additionally, research
has found that one in 10 people who died by suicide had visited the
emergency room in the two months prior to their death [5]. Studies
have also found that 57% of people who died by suicide had a history
of contact with a mental health professional in the past, with 31%

having contact in the 12 months prior to their death [6]. Medical
doctors and licensed social workers regularly encounter people at
risk and can play an important role in suicide prevention efforts.
One commonly used effort to address suicide is the emergency order
of detention (EOD) process. EODs involve clinical assessment of
risk, legal procedures, and involuntary detainment of an individual
who presents as a danger of harm to self or others [7]. EODs are
increasingly being issued via telehealth, especially during the
pandemic; however, research is limited on both the use of telehealth
in the EOD process and the types of clinical instruments that are used
to assess for suicidality during this process.

The EOD process is centered around two key ideas: parens
patriea and civil commitment. Parens patriea, Latin for “parent of
his country,” is a legal concept that describes a governing body’s
responsibility to protect a person who is a potential danger to
themselves or others and hold them against their will [8]. When a
person is detained under parens patria, further evaluation occurs
to determine if longer detention is needed for mitigation of risk. If
further detention is deemed necessary and the person is admitted
to a higher level of care, this is referred to as civil commitment.
Depending on geographic location, this process may also be referred
to as an emergency petition (EP), emergency hold, involuntary
commitment, or a mental health warrant. In this article, the process
will be referred to as emergency order of detention (EOD).

EODs aim to identify patients who are at the highest risk for
attempting suicide to further assess their mental health and determine
the appropriateness of additional intervention or treatment [9].
Through an EOD, a patient who is deemed a danger to themselves
can be held at a facility against their will and provided treatment with
the overall goal of preserving the physical safety of the individual.
EODs are meant to be short term, with the length of allowable
involuntary commitment varying across states from two days to two
weeks [10]. Although the exact number of involuntarily commitments
issued each year in the United States remains unclear due to lack
of reporting and differing EOD procedures across states [11], one
recent study estimated that incidences of involuntarily commitment
have increased 33-fold across 25 states between 2011 and 2018 [12].
EODs are issued during in-person encounters at emergency rooms
and remotely via telehealth programs.

Telehealth is the practice of providing clinical services such as
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medical, mental health, and substance use counseling to patients using
telephonic and web-based applications [13]. The use of telehealth has
increased with the onset of COVID-19 due to its ability to connect
patients to treatment while maintaining social distancing [14]. Recent
studies indicate that 87% of behavioral health providers, including
social workers, in the U.S. use telehealth to deliver services to their
patients [15]. In addition to the benefit of social distancing, telehealth
has the potential to remove barriers to treatment by connecting
patients to services that are otherwise inaccessible to them, especially
those living in rural and tribal areas [16,17]. Telehealth also allows
for remote assessment of an individual prior to issuing an EOD and
ambulance transport to a hospital where further observation may be
provided [18].

Programs aimed at reducing suicidality using telehealth have
demonstrated promising results [19-22]. However, there is concern
among social workers and other mental health professionals
regarding the accuracy of suicide risk assessments administered via
telehealth. A 2019 study conducted by Gilmore & Ward-Ciesielski
that surveyed 52 mental health providers across 26 states found that
providers believed that it was not possible to conduct a thorough
suicide assessment over telehealth due to their inability to read body
language and non-verbal cues [23].

To contend with the country’s rising suicide risk, provider
apprehensions related to accuracy of suicide assessment via
telehealth during the EOD process must be addressed. Accurate
suicide assessment during the EOD process is paramount to ensuring
the safety of the suicidal individual. The consequence of error in
this screening could lead to the consumer’s prolonged suffering at
minimum and death at maximum. Additionally, ifa low-risk individual
is inaccurately screened, the wrongful detention of this person under
an EOD would be a violation of their right to self-determination
and a misuse of already sparse high-intensity resources. Inaccurate
assessment carries serious ethical implications for clinicians and
hospital systems, as well as suffering for individuals and families
involved.

To ensure proper suicide assessment, the use of standardized
suicide risk assessments in hospital emergency rooms and inpatient
settings has become a well-established practice of suicide prevention
efforts and the EOD process [24]. Several tools have been developed
to assist providers in accurately assessing for suicide risk with the
goal of early detection, intervention, and the determination of need
for longer detention [25]. Such instruments are backed by research
evidence as valid measures that reliably predict suicidality. These
instruments include the Patient Health Questionnaire-9 (PHQ9),
the Columbia-Suicide Severity Rating Scale (C-SSRS), and
Collaborative Assessment and Management of Suicidality (CAMS)
[26, 27, 28]. It is unclear if standardized instruments are being used
by psychiatrists and social workers during the EOD process via
telehealth, as research is scant in this area. Furthermore, it is unclear
if suicide assessments conducted via telehealth produce fewer or
more involuntary holds versus assessments conducted in person.
The purpose of this systematic review is to (1) identify the suicide
assessment instruments used to evaluate suicidality by telehealth
providers during the EOD process, (2) describe the consistency or
discrepancy between suicide assessment instruments used in-person
as opposed to telehealth during the EOD process, and (3) determine
if there is a difference in the number of EOD involuntary holds and
hospital admissions rates among patients assessed via telehealth
compared to in-person.

Materials and Methods

A systematic literature review was conducted utilizing the
PRISMA framework. Five electronic databases (PsycINFO,
MEDLINE, CINAHL, SocINDEX, and Academic Search Complete)
were searched across 20 years between January 1, 2001, through
December 31, 2021, to identify studies that reported quantitative or

qualitative data on the use of standardized instruments during the
EOD process via telehealth. Our search occurred between November
15, 2021, and November 27" 2021. The Boolean search strategy
matched the following criteria: (1) suicid* and civil commitment
or involuntary commitment or mental health warrant or emergency
order of protection or emergency detention or parens patriea (2)
telehealth or telemedicine or telemonitoring or telepractice or
telenursing or telecare and, (3) published as peer reviewed. Exclusion
criteria included: (1) studies that did not specifically include suicide,
civil commitment, or involuntary commitment or mental health
warrant or emergency order of protection or emergency detention or
parens patriea (2) studies that did not specifically include telehealth
or telemedicine or telemonitoring or telepractice or telenursing or
telecare (3) review articles (4) theoretical articles, and (5) letters to
the editor.

The search returned eight articles, two articles in PsycINFO
and six articles in MEDLINE. The abstracts of the eight articles
were reviewed by each member of the four-person research team
to determine if the article met inclusion criteria. Following each
member’s individual review, the team met collectively to determine
which articles met inclusion criteria and which articles to exclude.
Inclusion criteria included: (1) articles were required to incorporate
suicide assessment, (2) telehealth, and (3) the emergency order of
detention process. Articles that did not address all three of these
areas were excluded from the review. Articles with a primary focus
on the pediatric population were also excluded due to the uniqueness
of pediatric mental health assessment. Following evaluation of
inclusion and exclusion criteria, three articles (n=3) were included
in the systematic review. The three articles that met inclusion criteria
were independently coded by each member of the team. Coding was
completed using a data abstraction form, developed to synthesize
findings from all three articles. That data abstraction form was used to
systematically extract core study components including (1) the types
of suicide assessment instruments used to evaluate suicidality during
the EOD process via telehealth, (2) the consistency or discrepancy
between suicide assessment instruments used in-person versus in
telehealth EOD process, and (3) rates of hospitalization for in-person
versus telehealth visits. Each study was coded for demographics (i.e.
population, sample size, age, gender) and study characteristics (i.e.
methods). In addition, studies were coded for suicide instruments,
consistency/discrepancy of evaluation methods, and hospitalization
rates.

Results

A total of three studies were included in the systematic review
(see Table 1). One study (33%) was published in the 2008, one
(33%) in the 2019, and one (33%) in 2020. Two out of three studies
were conducted in rural areas. Methodologically, two studies used
quantitative research methods and one was a narrative summary of
the VA’s practices related to suicide assessment. Vakkalanka et al.
[29] collected data from administrative claims, telemedicine provider
logs, and chart reviews of hospital records. Fairchild et al. [30]
collected data from hospital patient records and analyzed the data
using independent t-test, ANOVA, and logistic regression. Godleski
etal. [31] summarized the U. S. Department of Veterans Affairs’ (VA)
current practices of conducting suicide assessments via telehealth.

Only two studies (66 %) reported clear sample details and all
studies (100%) reported gender demographics. The outcomes across
studies varied, with one study focused on emergency department
length of stay among patients who received telemedicine, another
on characteristics of patients who received a tele-mental health
intervention, and the third reported on the VA’s best practices of
remote telehealth suicide assessments. None of the studies reported
on specific instruments used during suicide assessments via telehealth
or in-person patient evaluations, nor did they describe consistency
or discrepancy between suicide assessments used. One of the three
studies reported on hospitalization rates of telehealth versus in-
person patient assessments.
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Author Population | Method Urban/ | N Female | Age Suicide Consistency Rate of
Rural (%) Assessment | or discrepancy | Hospitalization for
Instrument | between telehealth
telehealth
and in-person
assessments
Fairchild et | Youth 2.5-year Rural 531 |493% | 6-65+ | -- -- A total of 531 patients
al., and program were assessed via
2020 Adults evaluation telehealth in the study.
A total of 455 out of
531 MH patients in the
sample were assessed as
not needing IC or to be
hospitalized.
Godleski et | Veterans Narrative -- -- -- -- VA standard | -- -
al., report decision tree
2008 of best and VA
pratices Suicide
Assessment
Cards
Vakkalanka | Adults Secondary | Rural 1273 | 90% -- -- -- Hospital admission
etal., data were 2.35 times
2019 analysis (95%CI11.10 to
5.00) greater among
TM+( Telemedicine
consultation) patients
compared with TM-
(no telemedicine
consultation) patients.
k Table 1. Studies Included in the systematic review J
J Ment Health Soc Behav
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Godleski et al. [31] reviewed the U. S. Department of Veterans
Affairs’ (VA) best practices in evaluating suicide risk via remote
telehealth assessment. The VA operates one of the largest telehealth
networks in the country, utilizing remote sites for videoconferencing,
in-home videophone, and in-home messaging devices. The article
provided information on the VA’s remote care model and suicide
prevention efforts, identified best practices in assessment via
telehealth, and discussed legal concerns associated with detaining
patients with suicidal or homicidal ideation via involuntary
commitment. The authors aimed to establish better access to care
for veterans and liability reduction for providers by identifying
procedures for clinical assessment via telehealth. The authors
identified four main best practices (1) practicing telehealth within
local legal regulations and policies, (2) using clinical judgement
to guide patient selection for remote video suicide assessments,
(3) utilizing accepted suicide assessments and procedures, and (4)
establishing contingency strategies during remote suicide assessment
including plans for equipment failure and police back-up in the event
involuntary commitment is warranted. The article reported on the
standardized decision tree used by the VA for suicide assessments
conducted via telehealth, however it did not elaborate on what types
of instruments are utilized in this tree. VA Suicide Assessment Cards,
based on the American Psychiatric Association’s Practice Guidelines
for Assessment and Treatment of Patients with Suicidal Behaviors
and the work of Rudd et al. [32], were mentioned. However, it unclear
if these VA Suicide Assessment Cards are used in the assessment of
patients presenting in-person and via telehealth, as the articled stated
that the cards are not specific to telehealth practice.

Vakkalanka et al. [29] examined the impact of telemedicine in
relation to clinical management and outcomes of patients with suicide
attempts or suicidal ideation presenting in rural emergency rooms.
The study population included patients who presented with a suicide
attempt or suicidal ideation at 13 rural emergency departments
utilizing a telemedicine network. The primary outcome of interest was
emergency department length-of-stay among patients who received
telemedicine assessment and intervention in comparison to patients
who did not receive telemedicine. The secondary outcomes of interest
included admission proportion, use of chemical or physical restraint,
30-day emergency departments return, involuntary detention orders,
treatment/follow-up plan, and 6-month mortality. The study results
suggested that telemedicine did not have any influence on the mean
length of stay for clients in emergency departments. The study found
that hospital admissions was 2.35 times greater among in-person
patients than those who receive telemedicine. Furthermore, there
were less involuntary holds issued for the patients who received
telemedicine, than patients who did not receive telemedicine (ratio of
(aOR): 0.48; 95% CI 0.23 t0 0.97).

Fairchild et al. [30] conducted a 2.5-year observational evaluation
of telemental health programs in Indiana that provided assessment
and diagnosis of psychiatric conditions by rural emergency room
providers from September 2017 to April 2020. The study population
included adults (n=532) and children (n=115) who presented to
participating rural emergency rooms for psychiatric assessment and
treatment. The telemental health intervention received by participants
involved one-on-one patient and psychiatric specialist evaluation
using live video telehealth in a private examination room. Primary
outcomes of interest were characteristics of patients who received
the telemental health intervention, the number of involuntary
commitments non-involuntary — commitments,
disposition upon discharge, and length of stay. Secondary outcomes
of interest included cost, primary payor of services, and payor
reimbursement related to involuntary commitment status, major
diagnostics group, and disposition. The study found that patients
that were voluntarily admitted into the emergency department

issued versus

(86%, n=455) were categorized into the following groups based on
presentation: (1) depression, anxiety, or other mental illness (35%),
(2) substance abuse (33%), or (3) suicide risk (32%). Among those
patients who voluntarily admitted to the ED, 47% were admitted to
inpatient hospitalization, 47% referred to outpatient, and 6% admitted
to critical access hospitals. Approximately 14% (n=76/531) of the
patients included in this study were involuntarily admitted to the
emergency room and 67% of these patients found to need further
involuntarily inpatient commitment. The patients who were admitted
had longer lengths of stay in the emergency room than those who were
referred to outpatient treatment. Mean total payor reimbursements
for emergency department mental health care was significantly lower
than actual emergency department costs.

Suicide Assessment Instruments

Several main findings emerged from this systematic review.
First, studies identifying suicide assessment instruments used to
evaluate suicidality by telehealth providers during the EOD process
are extremely limited in number. Of the three articles included in
this review, only one article referenced use of a suicide assessment
instrument in the EOD process via telehealth. Godleski et al. [31]
stated that the VA utilizes a standard decision tree and VA Suicide
Assessment Cards to assess for suicidality in the EOD process via
telehealth. However, the authors’ description of these two tools was
vague. Thus, it is difficult to determine if the screening tools used
by the VA are standardized, valid, or reliable in predicting suicide
risk. Additionally, Godleski et al. [31] stated that clinicians at the VA
use their clinician judgement to decide which patients will receive
telehealth suicide assessment as opposed to being screened in-person.
It was unclear if a standardized protocol is used in this process, or
if clinician judgement is completely relied upon to make such a
determination. The two other articles included in this review made no
reference to the types of assessment instrument used. Vakkalanka et
al. [29] referred to the assessment conducted by providers in the EOD
process as “telemedicine evaluation” or “telemedicine consultation,”
but did not specify what assessment instruments were used during
these encounters with patients. Similarly, Fairchild et al. [30] did
not name the type of instrument used and referred to the assessment
as “telehealth visit.” The ambiguity of suicide assessment tools in
these articles make it difficult to determine which specific suicide
screening tools have been used by providers in the EOD process via
telehealth.

Consistency or Discrepancy Between Telehealth and In-Person
Assessments

None of the articles included in this systematic review incorporated
a discussion about the types of assessment instruments used in-
person versus those utilized by telehealth providers. Therefore, the
authors of this articles are unable to determine if telehealth providers
are using the same assessment instruments as providers conducting
assessments in-person during the EOD process.

Rate of Hospitalization for Telehealth

One article did provide information about the number of EOD
involuntary holds and hospital admissions rates among patients
assessed via telehealth compared to patients assessed in-person.
Vakkalanka et al. [29] found that hospital admissions were 2.35 times
greater among patients who did not receive telemedicine than patients
who did receive telemedicine at emergency departments. The authors
also found less involuntary holds issued for the patients who received
telemedicine, than patients who did not receive telemedicine. The
other two articles included in this review did not include information
about admission rates.

Discussion

Despite the rise in the use of telehealth to assess for suicidality, the
findings of this systematic review suggest that the use of standardized
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suicide assessments during the EOD process has received little
attention in research. Only one of the three articles included in this
review referred to the types of suicide assessment tools used during
the EOD process. Furthermore, although Godleski et al. [31] made
mention oftools used by the VA, due to the vague description provided
in the article, the authors of this review were unable to determine if the
assessments used by the VA are reliable and valid suicide screening
instruments. Reliable and valid standardized suicide assessments are
critical in providing care for those experiencing suicidal thoughts
and behaviors [33,34]. The EOD process is in place across the
United States to protect individuals who are at risk for suicide and to
provide them with necessary treatment aimed at preventing suicide
[35]. Studies have suggested that mental health professionals do not
feel adequately trained to assess for suicide and lack awareness of
the tools that are available for the assessment of risk [36, 37]. To
ensure that professionals and facilities issuing EODs are effective at
assessing risk via telehealth, further research on assessment practices
and education efforts are needed to increase use of standardized
assessment tools.

In addition to inadequate training, research has suggested that
some practitioners avoid the use of standardized suicide assessments
due to an overreliance and confidence in their clinical judgement
and interviewing skills [38]. The findings of this study also suggest
that clinicians rely heavily on clinical judgement during the EOD
process via telehealth. Godleski et al. [31] stated that the VA relies
on providers’ clinical judgement to identify patients who will receive
suicide assessment via telehealth. The use of clinical judgment alone
without the use of a research-supported tool could raise concerns
about patients not being appropriately screened and treated for
suicide risk. As there is variation in providers’ clinical judgement,
this may be an area for further research to identify how providers
determine which patients are appropriate for suicide assessment
via telehealth in the EOD process versus patients who should be
evaluated in-person. Clinical judgment can be influenced by many
provider-specific factors as well. A study conducted by Berman et al.
[39] found that gender, marital status, and religious affiliation were all
predictors of suicide risk and that male providers were more likely to
recommend hospitalization than female providers. Additional studies
are needed that compare the use of standardized assessment tools via
telehealth and the use of clinical judgement alone via telehealth in
the EOD process to determine if one method of assessment is more
effective than the other.

Godleski etal. [31] also listed several other variables in the telehealth
EOD process that were not addressed by the authors of the other two
articles, including licensing, local regulations on telehealth, and
liability. More research is needed to determine how these variables
impact the EOD process when delivered via telehealth. Hesitancy
to utilize standardized assessment tools has the potential to place
patients at increased risk and could delay necessary treatment when
risk is not detected in a timely manner [40].

Additionally, the findings of this review suggest that further
research is needed on the differences in hospital admission rates
between patients assessed during the EOD process via telehealth
compared to those assessed in person, as one study included in the
review found a considerable difference between these two groups
with patients who did not receive telemedicine assessment [29]. The
type of assessment used may or may not account for this difference,
especially if dissimilar types of assessment tools were used between
the two groups. A recent study conducted by Fasshauer et al. [41]
found a significant increase in involuntary psychiatric admissions
during the first year of the COVID-19 pandemic (2020) as compared
to involuntary admission rates during 2018 and 2019. Therefore,
further studies are needed to determine if telehealth can reduce
unnecessary hospitalizations and involuntary commitments for
patients or if telehealth prevents patients from accessing inpatient
care that they need.

A secondary finding of this review is that research appears to
be limited in the types of medical and mental health providers
conducting suicide assessments via telehealth. The articles focused
on psychiatrists, registered nurses (RN), and MDs. The articles found
by the authors of this review do not include a focus on other mental
health professionals such as Licensed Social Workers, Licensed
Mental Health Counselors, or psychiatric nurse practitioners who
also deliver suicide assessment via telehealth [42,43]. Research is
needed on the work of these providers, as the type of provider may
or may not have an impact on the EOD evaluation process when
delivered via telehealth.

Our review had one major limitation, which was that only three
published articles were identified and included in this review. Two
of the three articles were research studies that collected and analyzed
data, while the third article was a narrative report of procedures based
on best practice experience at the VA. A strength of the review is
the rigorous search strategy utilized by the researchers, including
the use of the PRISMA framework. Four researchers independently
reviewed the article abstracts, the full text of the articles, compared
the results, and arrived at consensus for inclusion.

In the absence of studies that identify the types of instruments being
used by telehealth providers, it is difficult to determine which suicide
assessment instruments are being used by telehealth providers during
the EOD process. Lack of studies in this area raises major ethical
implications for telehealth EOD practice, as lack of standardization
raises concerns about accuracy of the assessment of suicidality. The
emergency order of detention process can temporarily detain an
individual against their will and therefore an accurate assessment
is essential to preserve the dignity of patients, as well as accurately
screen patients who present as a risk to themselves or others.
Therefore, further research on the types of assessments being used
by telehealth providers is needed to evaluate the effectiveness
of these assessments and to ensure that valid and reliable tools
are being utilized. Additionally, it is unknown if providers who
conduct assessments in-person are using the same assessment tools
as providers delivering services over telehealth. Further research
is needed to identify the instruments being used by providers and
to ensure continuity between in-person and telehealth assessments
in the EOD process. There is also a need to develop a standardized
measure to determine the reliability and validity of clinical decision
making related to emergency orders of detention. Lack of continuity,
reliability, and validity of assessment tools has the potential to lead to
inaccurate assessment of patients, which could cost lives.
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