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Abstract
Background Given that the majority of suicide decedents visit primary care in the year preceding death, primary 
care has been identified as a key setting in which to engage patients at risk for suicide in mental health services. The 
objective of this research was to identify barriers and facilitators to engagement in mental health services among 
primary care patients at risk for suicide to inform the development of strategies to increase engagement.

Methods Seventy-four semi-structured qualitative interviews were conducted with primary care patients (n = 20), 
primary care (n = 18) and behavioral health (n = 12) clinicians, mental health intake coordinators (n = 4), and health 
system and clinic leaders (n = 20). Patients who had been referred for mental health services from primary care and 
reported an elevated score (≥ 1) on item 9 on the Patient Health Questionnaire at the time of referral were eligible 
to participate. Eligible clinicians and leaders were employed in a primary care or behavioral health setting in a single 
large health system with an integrated mental health program. Interviews typically lasted 30–60 min, were completed 
over video conference or phone, and were coded by members of the research team using a rapid qualitative analysis 
procedure.

Results Participants were primarily female (64.9%), white (70.3%) and non-Hispanic/Latine (91.9%). The most 
identified barriers to mental health care engagement were waitlists, capacity limits, insurance, patient characteristics, 
communication, collaboration, and/or difficulties surrounding travel. The most commonly cited facilitators of 
engagement included telehealth, integrated care models, reminders, case management support, psychoeducation, 
motivational enhancement, and scheduling flexibility. Concrete suggestions for improving engagement in mental 
health services included increasing communication between providers, streamlining referral and intake processes, 
providing reminders and follow ups, and advocacy for increased reimbursement for suicide risk assessment.
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Background
Rates of suicide have increased in recent years, especially 
among certain historically marginalized and minoritized 
populations [1]. Primary care is an important setting for 
engaging those at risk for suicide in care. In the year pre-
ceding death, 65% of suicide decedents visited primary 
care which is more than any other setting, including spe-
cialty mental health [2]. Because of this, primary care is 
increasingly cited as a critical setting for identifying those 
at risk for suicide through routine screening [3]. How-
ever, many primary care clinicians feel unprepared or 
uncomfortable treating suicidal patients and frequently 
elect to refer at-risk patients to specialty mental health 
services instead [4, 5]. While specialty mental health 
settings are better equipped to deliver intensive evi-
dence-based suicide prevention practices like Cognitive 
Behavioral Therapy and Dialectical Behavior Therapy [6], 
many individuals at risk for suicide do not initiate men-
tal health services following a referral from primary care 
[7–9]. Collaborative care, or the integration of mental 
health services in medical settings such as primary care, 
can increase access to services for individuals at risk for 
suicide [10] and has been associated with improvements 
in suicidal ideation [11, 12], but strategies for increasing 
engagement in evidence-based care for this population 
are needed.

Implementation science recognizes the value of for-
mative evaluations and qualitative inquiry to inform the 
design of implementation strategies [13, 14]. Previous 
qualitative work and contextual inquiries have demon-
strated that primary care is often the first point of con-
tact with the health care system for individuals at risk of 
suicide, [15–17] and that primary care clinicians often 
play a critical role in providing resources and referrals for 
mental health care [15]. There is a clear need for primary 
care protocols to prevent at-risk patients from “falling 
through the cracks.” [18] It is critical that these proto-
cols include interventions and implementation supports 
designed in partnership with and centering the needs of 
the clinicians, patients, and leaders impacted by them.

The current qualitative study was conducted as part 
of a larger mixed methods study to develop strategies 
to increase mental health treatment engagement among 
primary care patients identified as at risk for suicide [19]. 
We conducted qualitative interviews with primary care 

and behavioral health clinicians, primary care patients 
with a documented recent history of suicidal ideation, 
mental health intake coordinators, and health system 
and clinical leaders to understand common barriers and 
facilitators to accessing mental health services following 
a positive suicide screen and subsequent referral to either 
in-house mental health services or external specialty 
mental health services. Understanding the needs and 
perspectives of various constituencies is a critical step 
toward identifying opportunities for developing and tai-
loring implementation strategies to most effectively meet 
the needs of patients and clinicians.

Methods
This project was approved by the University of Pennsyl-
vania Institutional Review Board. We recruited clinicians, 
leaders, and patients to participate in a one-time quali-
tative interview about barriers and facilitators patients 
at risk for suicide encounter related to engagement in 
mental health care following referral from primary care, 
as well as suggestions for increasing engagement. More 
information about the larger study these data were col-
lected within is available via a published study protocol 
[19]. 

Participants
We conducted semi-structured interviews (n = 74) 
between March 15th, 2022 and April 14th, 2023 with pri-
mary care clinicians (PCCs), behavioral health clinicians 
(BHCs), mental health intake coordinators (MHICs), 
health system and community mental health leaders 
and patients. Table  1 includes full details of participant 
demographics.

Our patient sample consisted of individuals referred 
from primary care practices in a single health system. All 
practices participated in the Collaborative Care Model 
[20]. The Collaborative Care team was comprised of a 
PCC, BHC, and psychiatric consultant that collabora-
tively treat common mental health concerns, utilize mea-
surement-based care, and monitor treatment response 
using patient registries. In the health system’s implemen-
tation of Collaborative Care, some patients are referred to 
behavioral health care integrated into the primary prac-
tices and other patients are referred to specialty men-
tal health services following a triage process described 

Conclusions Results underscore the myriad barriers patients at risk for suicide encounter when attempting to 
engage in mental health care in a primary care setting. Facilitators of engagement and suggestions for improving 
connections to care were also identified, which can inform the design of implementation strategies to improve 
engagement in mental health services among primary care patients at risk for suicide.

Trial registration ClinicalTrials.gov Identifier: NCT05021224 (Registered August 19, 2021).

Keywords Suicide, Implementation, Treatment engagement, Treatment initiation, Behavior change



Page 3 of 10Wolk et al. BMC Primary Care          (2024) 25:371 

elsewhere [21]. Patient inclusion criteria were: 18 years 
of age or older, able to communicate in English, able 
and willing to provide informed consent, and elevated 
suicidal ideation per item 9 of the Patient Health Ques-
tionnaire (PHQ-9; item score ≥ 1).1 Exclusion criteria 
included imminent risk of suicide (i.e., current plan with 
the method and intent to act), acute psychosis requiring 
emergency services, and cognitive impairment preclud-
ing the ability to provide informed consent. We invited a 
random subsample of all patients referred between Janu-
ary 2018 and November 2022, extracted from the elec-
tronic health record.

We identified PCCs who had referred one or more 
patient(s) with PHQ-9 item 9 scores ≥ 1 for mental health 
services in the past three months and randomly selected 
from a list of 393 eligible PCCs to invite to be inter-
viewed. We also invited all BHCs, Mental Health Intake 
Coordinators (MHICs), and leaders employed in relevant 
roles in the health system’s primary care practices and/or 
Collaborative Care team, as well as leaders from commu-
nity behavioral health organizations to which the Collab-
orative Care program refers. Inclusion/exclusion criteria 
were minimal: clinicians, leaders, and intake coordinators 
were required to be 18 years of age or older, able to com-
municate in English, able and willing to provide informed 
consent, and be employed in an appropriate primary care 
or behavioral health role.

Procedure
We developed semi-structured qualitative interview 
guides for each participant group to ensure uniform 
inclusion and sequencing of topics and to allow for valid 
comparison across interviews. Participants provided 
informed written or verbal consent prior to the inter-
view. Interviewers were trained and supervised by a study 

principal investigator (CBW) and included a bachelor’s-
level clinical research coordinator, a clinical psychology 
doctoral student, a postdoctoral fellow, and the study 
MPIs. On average, interviews lasted 30 to 60  min and 
were completed over video conference or by phone. Par-
ticipants received a $30 electronic gift card as a token of 
gratitude for their participation. Interviews were con-
ducted until thematic saturation was achieved and/or all 
individuals in eligible roles had been invited, whichever 
came first. Interviews were audio recorded with partici-
pant permission, transcribed, and de-identified by mem-
bers of the study team.

Data collection measures and tools
Interview guides
The development of the semi-structured interview guides 
was informed by a behavioral science framework, EAST 
[22] which asserts that making a target behavior Easy, 
Attractive, Social, and Timely will increase the chances 
that the behavior occurs by reducing reliance on com-
mon cognitive biases and decision-making heuristics. In 
this case, engaging in mental health care was the target 
behavior. Consistent with an interpretive/constructive 
epistemological perspective [23], we queried participants 
about their general views of mental health services, per-
ceived barriers and facilitators of treatment initiation and 
attendance, and perceptions of what was appealing/satis-
factory and unappealing/unsatisfactory about connecting 
to mental health care to better understand their experi-
ences and perspectives. We asked clinicians and leaders 
to reflect on if and how these perceptions differed for 
patients at risk for suicide relative to those not at risk. We 
also asked clinicians and leaders about referral and tri-
age processes for connecting patients with unmet men-
tal health needs to care and suggestions for improving 

Table 1 Sociodemographic characteristics of participants (N = 74)
PCC BHC Leader MHIC Patient

Characteristic n (%) n (%) n (%) n (%) n (%)
Participants 18 12 20 4 20
Mean Age (SD) 40.3 (10.4) 32.2 (7.1) 42.2 (9.9) 47.3 (10.5) 46.5 (18.4)
Sex
 Female 12 (66.7) 9 (75) 14 (70) 4 (100) 9 (45)
 Male 6 (33.3) 3 (25) 6 (30) 0 (0.0) 11 (55)
Race
 White 15 (83.3) 9 (75) 18 (90) 1 (25) 9 (45)
 Black or African American 0 (0.0) 2 (16.7) 1 (5) 2 (50) 7 (35)
 Asian 2 (11.1) 1 (8.3) 1 (5) 1 (25) 2 (10)
 Other 1 (5.6) 0 (0.0) 0 (0.0) 0 (0.0) 2 (10)
Ethnicity
 Hispanic or Latine 2 (11.1) 0 (0.0) 0 (0.0) 0 (0.0) 3 (15)
 Not Hispanic or Latine 16 (88.9) 12 (100) 20 (100) 4 (100) 16 (80)
Unknown 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 1 (5)
Note. PCC = Primary care clinician; BHC = Behavioral health clinician; MHIC = Mental health intake coordinator
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patient engagement or access. Additionally, we asked 
patients to narrate the screening, referral, and appoint-
ment processes they encountered. If they had attended a 
mental health visit following referral from primary care, 
we asked them to describe any steps implemented or 
supports utilized to attend; if they had not attended, we 
asked about what got in the way of attending. The quali-
tative interview guides are included as Additional File 1.

Data analysis
Following each interview, the interviewer completed a 
brief, structured summary sheet based on the interview 
guide to capture the primary barriers, facilitators, and 
suggestions noted by the interviewee. Then, interview 
recordings were transcribed and a second team member 
reviewed each transcript to ensure all summary sheets 
were complete and accurate and to extract exemplar 
verbatim quotations. The interview summary sheet is 
included as Additional File 2.

We used a rapid qualitative analytic approach to facili-
tate timely development of implementation strategies. 
This approach produces results consistent with tradi-
tional, in-depth analysis [24–27]. The research team 
transferred content from the structured summary sheets 
to an Excel data matrix and organized it into relevant and 
recurring themes. Themes included those identified a 
priori (e.g., barriers, facilitators, and suggestions) as well 
as subcodes that were generated following a close review 
of the summary sheet data (e.g., to delineate organiza-
tional-level and individual-level characteristics). The data 
matrix was created and reviewed collectively by three 
members of the research team and agreement about rele-
vant themes was achieved through consensus discussion.

Results
Interviewees (N = 74) were primary care clinicians (PCCs, 
n = 18), behavioral health clinicians (BHCs, n = 12), men-
tal health intake coordinators (MHICs, n = 4), health sys-
tem and community mental health leaders (n = 20), and 
patients (n = 20). Participants were predominantly female 
(64.9%), white (70.3%), and non-Hispanic/Latine (91.9%). 
Table 1 includes full details of participant demographics. 
The results of qualitative interviews, organized by barri-
ers to connecting and engaging primary care patients at 
risk for suicide in mental health services, facilitators, and 
suggestions, are summarized below. Illustrative partici-
pant quotations are provided in Table 2.

Barriers
Barriers were described as they pertained to accessing 
and scheduling a mental health visit (either within or 
outside of their primary care office) as well as to attend-
ing a mental health visit once scheduled.

Barriers to scheduling a first mental health care appointment
Across participant groups, the main access barriers cited 
included long waitlists for mental health services, diffi-
culty finding in-network clinicians with availability, and 
patient characteristics and experiences that contributed 
to difficulty connecting to care.

Waitlists and Capacity Limits. Both clinicians and 
patients frequently cited lengthy waitlists and limited 
behavioral health clinician availability as the principal 
barriers to accessing care. Access issues were attributed 
both to current high demand for services and an insuf-
ficient number of clinicians to meet patient need. Sev-
eral clinicians and leaders suggested that the COVID-19 
pandemic was a driving factor that increased demand for 
mental health services.

Insurance. Leaders, clinicians, and patients frequently 
commented on insurance coverage in the U.S. as a barrier 
to accessing mental health care. Clinicians and patients 
described difficulties finding community mental health 
clinicians that accept specific insurance plans, especially 
Medicaid and Medicare.

Patient Factors: Characteristics, Stigma, and Pre-
vious Experiences with Mental Health Care. Partici-
pants identified several patient characteristics that may 
impact accessing mental health care, including negative 
prior experiences with similar services and stigma about 
accessing mental health care. Patient amotivation and/
or difficulty prioritizing mental health given competing 
demands and limited resources, and patient hesitation to 
discuss mental health symptoms during primary care vis-
its, were also cited as barriers. Some clinicians noted that 
they perceived some patients in need as being resistant to 
engaging in care.

Communication and Collaboration Breakdowns. 
Clinicians identified communication breakdowns (e.g., 
between PCCs and BHCs within and across systems) as 
a major barrier to connecting patients to the most appro-
priate level of care. Difficulty collaborating with commu-
nity mental health clinicians, crisis response centers, and 
emergency departments outside of the health system was 
described as particularly challenging from the perspec-
tive of those working in primary care.

BHCs and PCCs noted that patients rarely answer 
the phone or respond to messages, which can delay the 
referral and intake processes. This was noted to be espe-
cially problematic given current mental health staffing 
limitations; clinics may not have time or resources to do 
repeated outreach to patients, so if the patient does not 
answer an initial phone call or respond to a voicemail, 
further attempts may not be feasible.

PCCs and some leaders also noted that it is especially 
difficult to connect patients with more serious or com-
plex mental illness and/or those requiring highly special-
ized treatments (e.g., bipolar disorder, schizophrenia, 
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Domain Theme Participant
Group(s)1

Quotation

Barriers Waitlists & capacity 
limits

PCC
BHC
Pt
L

“When we are fully staffed, we’re getting to people very quickly. But we are seriously understaffed 
and there’s a huge need right now, so that’s just not the case. We are significantly backed up in our 
outreach to patients to screen them, engage them, and we lose people in that wait time.” (Behavioral 
Health Clinician)

Insurance PCC
BHC
Pt
L

“I find the majority of the patients who I encounter who, you know, come from a more turbulent situ-
ation, generally have less adequate insurance… So, I’ve had very great difficulty connecting some of 
the most high-need patients with appropriate care. And that’s a systemic issue that is very difficult for 
me to rectify on my end.” (Behavioral Health Clinician)

Patient factors PCC
BHC
Pt
L

“…We have plenty of folks that are struggling with psychosis, or, um, substance use, that just- they’ve 
already been to the same two places, and they had- they say they had bad experiences. They’re 
perceiving they had bad experiences, or they did have a bad experience, and they don’t want to go 
back there.” (Behavioral Health Clinician)
“I just mentally am so drained, and exhausted, and frustrated where I just don’t even feel like talking 
to anyone… Sometimes, I can just shut down. When I shut down, I will not go to the appointment, 
I will not make the phone call or take the call because I just don’t…I’m not able to physically and 
mentally handle it.” (Patient)
“Sometimes people are struggling with so many different problems, like [psychotherapy] doesn’t feel 
as relevant as trying to work and put money on the table.” (Community Mental Health Leader)

Communication 
& collaboration 
breakdowns

PCC
BHC
Pt
L

“I’ve had patients who I’ve lost contact with during the course of like, following up.” (Behavioral 
Health Clinician)
“…when it’s that difficult to get an appointment, and it’s not life or death, I think patients will just give 
up on it if it’s too difficult.” (Patient)
“But I think we sometimes lose the momentum when in that moment I have them, they’re interested, 
they’re agreeable, and then there’s this step to saying, ‘well, you have to call, and there might be a fee.’ 
And I think those two things kind of deter people.” (Primary Care Clinician)
“Sometimes, you know, patients are admitted to the hospital for a suicide attempt or see their mental 
health provider and there’s not as much communication that happens.” (Primary Care Clinician)

Facilitators Telehealth PCC
BHC
L

“It’s allowed us to service a population that we may not have reached before, because they couldn’t 
come in between nine to five.” (Leader)

Integrated care PCC
BHC
Pt
L

“Part of why I do this integrated care work is because I do feel like we can improve access, right? 
Just by simply having a human on-site when [patients are] seeing their pediatrician. Just saying [to 
patients], “Gosh, we have somebody here in the building, would you like to meet them?” And even if 
I can’t meet them, having that relationship with the doctors, with the providers, to say, “Hey, I have a 
kid that needs care.” Instead of putting in a referral– like, it’s stuck in a queue somewhere.” (Leader)

Scheduling 
assistance and 
flexibility

PCC
BHC
Pt

“One of the things overall that works really well is the fact that we have a lot of reserve for same day 
and next-day appointments.” (Primary Care Clinician)
“I think evening– more evening hours would be helpful, now that I think about it, for availability 
for people. Um, weekends. I think that’s a huge piece, as far as– and in an ideal world, availability.” 
(Behavioral Health Clinician)

Psychoeducation 
and motivational 
enhancement

PCC
BHC
Pt

“And so, I try to provide a lot of psychoeducation about how to find a good therapist, and you 
know- therapy is a tool, and you can- you don’t have to be in therapy for the rest of your life, you can 
go to therapy, you can find someone who knows about the specific thing you’re going through.” 
(Behavioral Health Clinician)
“A lot of times it is kind of just explaining where I’m coming from, why I’m asking the questions (about 
suicide risk), um, that is really helpful.” (Leader, speaking from their clinical experience)

Reminders and 
support

PCC
BHC

“If I have [a patient] in a high-risk episode, then I will continue to follow up with them… I call them, 
and say, “Have you been able to contact this person? Why or why not?” (Behavioral Health Clinician)
“Having people that are kind of there every step of the way to you know, say, ‘Hey, you’ve got an ap-
pointment coming up, here’s a reminder.’ A week ahead, the day before, so on and so forth. Just kind 
of checking in, ‘Do you have a plan to get there? Do you know how you’re going to get there? Do you 
have money to get bus fare if that’s how you’re getting there or if you’re driving? Or however you’re 
getting a ride.’ And helping kind of problem solve every step of the way.” (Behavioral Health Clinician)

Table 2 Illustrative quotations from participant interviews
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eating disorders) to mental health care in the community 
(see also Patient Factors section above). This was con-
sidered to be particularly problematic given that PCCs 
expressed hesitancy treating these mental health con-
cerns in primary care given lack of specialized expertise 
and limited access to psychiatric consultation.

Barriers to attending a first mental health appointment
The most frequently noted barriers precluding patients 
from attending their first scheduled mental health 
appointment following referral from primary care 
included difficulties with transportation (e.g., limited 
access to and costs associated with public transportation, 
the long travel distance to some clinics, and difficulty 
using public transportation due to mobility concerns) 
as well as lack of childcare. Some clinicians also cited 
patient forgetfulness and amotivation as other factors 
affecting attendance.

Facilitators
Integrated Care. Most clinicians and some leaders 
emphasized that integrated behavioral health increased 
their patients’ access to care, particularly when there 
is active communication between BHCs, PCCs, and 
MHICs.

Telehealth. Across patient and clinician participant 
groups, providing telehealth options was cited as a major 

facilitator to care because telehealth was noted to lessen 
commonly encountered barriers related to transportation 
or childcare.

Scheduling Assistance and Flexibility. For connecting 
patients to care in the community, three-way phone calls 
were described as a helpful way for the primary care team 
to provide direct assistance to patients in calling commu-
nity mental health clinicians to schedule an appointment. 
Many patients stated that because they worked between 
9 AM and 5 PM, they appreciated flexible appointment 
scheduling options (e.g., evening appointments).

Psychoeducation and Motivational Enhancement. 
Some clinicians noted that it can be helpful to provide 
patients with psychoeducation about mental health 
services (e.g., how to schedule, what to expect). Some 
patients reported that having a PCC who was skilled in 
discussing mental health concerns had been helpful. Cli-
nicians described the processes of conducing risk assess-
ments and engaging in safety planning as sometimes 
facilitating or increasing patient motivation to engage in 
care.

Reminders and Support. Appointment reminders, 
sent electronically or by phone, were also described as an 
important tool in increasing patient attendance. When 
working with patients at risk for suicide in particular, cli-
nicians frequently discussed the importance of regularly 
checking in with patients throughout the referral process 

Domain Theme Participant
Group(s)1

Quotation

Suggestions Increase com-
munication and 
collaboration 
between primary 
care and mental 
health

PCC
BHC
Pt
L

“I think shared communication, or documents, or charts or something between primary care thera-
pist and psychiatrist…so that they would easily be able to pull up the same information. I wouldn’t 
have to like explain things over again” (Patient)
“Let’s say we needed to access, like, a higher level of care. Then ideally, I would love for that to be built 
into the system, right? So then it’s kind of a warm handoff to that next level of care, they don’t have to 
go through an intake process again…we [would] have a direct referral process to that.” (Community 
Mental Health Leader)
“It would be great to have more of a network of other providers in the city, to be able to… be more in 
tune with different agencies.” (Behavioral Health Clinician)

Streamline 
referral and intake 
processes

PCC
BHC
L

“It would be really great if there was a system in place that allowed there to be some type of affilia-
tion agreement where we can get those families to that next level, [to] be able to identify who those 
folks are in the community, um, and have kind of a more streamlined referral process.” (Community 
Mental Health Leader)

Reminders and 
Follow-Up

PCC
BHC
Pt

“It would be really great to have like…because I know [the health system] does this for some things, 
but like sending out reminders and to be able to customize them would be pretty cool. I can say if I 
need to know an hour in advance that I need another reminder a half an hour in advance or some-
thing like that or even a third reminder one day in advance because for me all of those reminders 
make the best chance that I’ll actually show up at an appointment.” (Patient)

Advocacy L “We need to improve reimbursement rates so that we can do a better job recruiting and retaining 
highly trained providers to provide care.” (Leader)
“We are responding to a CMS request for information right now, which is specific to potentially un-
derutilized Medicare services, including behavioral health integration. So, we are advocating to CMS 
for a few reasons. We think they need to address the reimbursement for collaborative care codes… 
just reimburse for uncompensated costs… what’s very hard though is the implementation costs, the 
programmatic oversight, and the financial investment in the technology, just to keep collaborative 
care afloat… It’s so complicated with the service components to even meet the codes.” (Leader)

1 PCC = Primary care clinician; BHC = Behavioral health clinician; Pt = Patient; L = Leader

Table 2 (continued) 
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(i.e., from the time that a PCC recommends a mental 
health referral through the patient attending a first men-
tal health visit) and believed that doing so was helpful in 
keeping patients engaged. Engaging family members or 
other support persons to help the patient get connected 
to care and attend appointments was also suggested as a 
helpful strategy for high-risk patient groups.

Suggestions for improving engagement in mental health 
services
Interviewers elicited recommendations and suggestions 
about how the process for connecting patients at risk for 
suicide to mental health care could be improved, made 
easier, or made more attractive to patients.

Increase Communication between Primary Care and 
Mental Health. Clinicians and leaders suggested that 
establishing more formal affiliations or relationships with 
community mental health clinics in the area, increasing 
direct communication and care coordination across clin-
ics, and expanding clinic resources for case management 
(e.g., care coordinator, nurse manager) would be helpful. 
Similarly, patients expressed a desire for increased care 
coordination between their primary care and behavioral 
health clinicians once care was established. Clinicians 
suggested it would be worthwhile for clinics to develop 
and maintain an up-to-date database of area mental 
health clinicians accepting new patients, including the 
insurance plans they accept and current wait time for an 
appointment.

Streamline Referral and Intake Processes. Primary 
care clinicians preferred the option of facilitating a 
warm handoff to a mental health clinician when risk of 
suicide was identified. Health system leaders suggested 
that options for patients to complete routine referral 
and intake paperwork electronically would be helpful 
for some, but not all, patients. Additional suggestions 
included developing patient-facing informational materi-
als and videos about mental health services to clarify or 
demystify the process of connecting with mental health 
care.

Many clinicians also recommended streamlining the 
referral process to community care, noting that some-
times patients who need long-term mental health sup-
ports are first referred to less intensive services like 
Collaborative Care in the primary care office. These 
patients, it was noted, often need a referral to specialty 
care in the community given the time limited nature of 
Collaborative Care. Opportunities to streamline intakes, 
improve triaging patients to the right level of care from 
the outset, and increase transparency and help patients 
forecast out-of-pocket costs for mental health care were 
also desired.

Reminders and Follow-Up. Patients indicated that 
multiple check-ins from PCCs as they connected to 

mental health care following a referral would motivate 
them throughout each stage of the referral process (i.e., 
completing the intake, calling mental health clinicians 
in the community, and/or attending their first scheduled 
appointment). They also recommended the use of mul-
tiple automated reminders (either by text or phone, with 
the potential for customization) to increase likelihood of 
appointment attendance.

Several clinicians stated that a follow-up message (e.g., 
through the electronic health record messaging system or 
by phone) from the primary care office to the patient fol-
lowing a mental health referral would be useful in inquir-
ing if the patient had been successful in connecting to 
care and offering assistance.

Advocacy. Leaders discussed the need to advocate for 
increased reimbursement for clinicians when they must 
engage in suicide risk assessment and interventions 
because of the added time needed to properly conduct 
these activities, and for greater coverage of care manage-
ment activities to support patients at risk for suicide.

Discussion
The present study sought to better understand barri-
ers and facilitators encountered by patients at risk for 
suicide during the period between a referral for men-
tal health services and actual engagement in those ser-
vices, incorporating the perspectives of primary care and 
behavioral health clinicians, primary care patients with a 
documented recent history of suicidal ideation, mental 
health intake coordinators, and health system and clini-
cal leaders. The voices of these multiple constituencies 
are rarely solicited in a single study in the engagement 
or primary care literature, despite how important these 
multiple perspectives may be in identifying opportunities 
to increase engagement in mental health care for those 
at risk for suicide. While perspectives across constituen-
cies were largely convergent, leaders and clinicians were 
more likely to discuss advocacy/policy and collaboration 
between primary care and behavioral health, respectively, 
and to attribute at least some patients as not engaging in 
mental health care because of resistance or amotivation. 
Patients more often noted logistical barriers and difficul-
ties finding mental health care in the community, even 
when offered referral support from the Collaborative 
Care team.

The most common barriers to mental health care 
engagement cited by our participants pertained to 
waitlists, capacity limits, insurance, patient character-
istics, communication, collaboration, and difficulties 
surrounding travel. Overall, these themes highlight the 
difficulties patients encounter connecting with care and 
attending visits once connected. In short, patients have 
trouble finding clinicians with availability who take their 
insurance and offer appointments that are convenient 
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to attend, experience the mental health and primary 
care systems as siloed, and need more support and/or 
resources to receive care. Scaling up Collaborative Care 
has the potential to mitigate many of these challenges.

Telehealth, integrated care, reminders, case manage-
ment support, psychoeducation, motivational enhance-
ment, and scheduling flexibility were all identified as 
facilitators of engagement by our study participants. Par-
ticipants also provided concrete suggestions for improv-
ing connection to mental health services and increasing 
treatment engagement, including improving communica-
tion between primary care and mental health clinicians, 
streamlining referral and intake processes, providing 
reminders and follow ups, and advocacy for increased 
reimbursement for suicide risk assessment. These results 
are consistent with literature that demonstrates that 
strategies such as reminder calls and texts, motivational 
and informational interventions, and case management 
have small to moderate effects at improving engagement 
in care [28]. However, even when these strategies are 
implemented, 40% of patients do not initiate treatment. 
This suggests that while these strategies can be helpful, 
they are not sufficient for many patients [28]. 

Behavior science frameworks, such as EAST, provide 
guidance for reducing identified barriers and imple-
menting suggestions [22]. Two principles from the EAST 
framework may be particularly relevant based on our 
results. First, there is a clear need to reduce the ‘hassle 
factor’ of connecting with and attending mental health 
visits. Strategies for reducing the effort required to 
schedule and attend mental health visits following refer-
ral are needed, particularly for high-risk populations. 
Second, it will be important for clinicians and programs 
to simplify messages about referrals and provide guid-
ance to patients about navigating the mental health sys-
tem. Making messages clear may increase the probability 
that patients will respond in the desired way. It also will 
be important to identify how a complex goal, like engag-
ing in mental health care, can be broken down into sim-
pler, easier actions.

The study is strengthened by the inclusion of perspec-
tives from multiple constituencies and the sufficient 
sample size. Several limitations should also be noted. 
First, we recruited participants from a single large, well-
resourced health system. Some of the recommendations 
that emerged from participant interviews may be chal-
lenging to implement elsewhere, particularly in contexts 
with fewer resources. Second, we determined suicide risk 
using item 9 of the PHQ-9, an imperfect assessment of 
suicide risk [29]. Third, we relied on clinician, leader, and 
patient perceptions and recollections about experiences 
with referrals and connections to care; future studies 
that also utilize observational paradigms to understand 
patient journeys would be valuable. Fourth, we did not 

query patients about their current treatment status at the 
time of their interview, as the focus was on initiation of 
treatment following referral. Patients’ current treatment 
experiences could have biased responses. Finally, while 
rapid analysis procedures have important strengths, most 
notably facilitating quick integration of research findings 
into clinical practice, this approach may lack some of the 
depth of a more traditional qualitative coding approach.

Conclusions
Qualitative interviews with 74 primary care clinicians, 
behavioral health clinicians, mental health intake coor-
dinators, health system and community mental health 
leaders, and patients highlighted the many barriers to 
engaging in mental health care that patients at risk for 
suicide encounter. We also identified important facilita-
tors of engagement and suggestions for improving con-
nections to care. This formative data can be used to 
inform the development of implementation strategies to 
help those at risk for suicide receive mental health care; 
given that engagement in mental health care is associated 
with reduced suicide risk, such work has the potential to 
save lives.

This work underscores the need to make it easier for 
patients at risk for suicide to connect with mental health 
care and attend mental health visits once scheduled. Our 
team is currently integrating these qualitative results with 
quantitative data and piloting implementation strategies 
to facilitate treatment engagement. This has the potential 
to bridge the gap between referrals from primary care 
and engagement with mental health services, which is 
critical because individuals are less likely to die by suicide 
if they engage in services [30]. Policy and reimbursement 
changes, such as enhanced reimbursement rates for man-
aging complex patients in primary care through models 
like Collaborative Care and for implementing evidence-
based suicide prevention practices (e.g., the Stanley-
Brown Safety Planning Intervention [31]) are needed.
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