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Learning Objectives: (G MeLean mosrrma:

(1) To review the magnitude of the related but distinct
problems of youth suicide and non-suicidal self-injury
(NSSI, aka "self-cutting")

(2) To report data from a study of teens engaged in
NSSI and suicide

(3) What can be done to address youth suicide now?
How can better understanding of brain/behavior

mechanisms of NSSI be translated into better care in

the future?

Opinion

Why Are Young Americans
| Killing Themselves?

Suicide is now their second-leading cause of death.
By Richard A. Friedman
fl pReA e Jan 6, 2020
o

Teenagers and young adults in the United States are
bei ng ravaged by a nental health crisis —and we are
doi ng nothing about it. As of 2017, statistics show that
an al arm ng nunber of themare suffering from depression
and dying by suicide. In fact, suicide is now the second
| eadi ng cause of death anmpbng young peopl e, surpassed only
by acci dents.

After declining for nearly two decades, the suicide
rate among Anericans ages 10 to 24 junped 56
percent between 2007 and 2017, according to data fromthe
Centers for Disease Control and Prevention. And for the
first tine the gender gap in suicide has narrowed: Though
the nunmbers of suicides are greater in nales, the rates
of suicide for fenal e youths increased by 12.7 percent
each year, conpared with 7.1 percent for nmal e youths.
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https://www.cdc.gov/nchs/data/nvsr/nvsr68/nvsr68_06-508.pdf
https://www.cdc.gov/nchs/data/databriefs/db352-h.pdf
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2733430?utm_source=For_The_Media&utm_medium=referral&utm_campaign=ftm_links&utm_term=051719
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At the same tine, the rate of teen depression shot up
63 percent, an alarmng but not surprising trend given
the link between suicide and depression: In 2017, 13
percent of teens reported at |east one epi sode of
depression in the past year, conpared with 8 percent of
teens in 2007, according to the National Survey on Drug
Use and Heal t h.

How is it possible that so many of our young people
are suffering fromdepression and killing thensel ves when
we know perfectly well how to treat this illness? If
t housands of teens were dying froma new infectious
di sease or a heart ailnent, there would be a public
outcry and a national call to action.

e ey
Mechanisms Matter: A tale of 2 children... '
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https://www.pewresearch.org/fact-tank/2019/07/12/a-growing-number-of-american-teenagers-particularly-girls-are-facing-depression/

Mechanisms Matter: A tale of 2 children...
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Gabby 8yo "very moody”

Irritable/angry/destructive
Sad/sullen/wants to die
Hyper/silly/goofy

Therapy at 4 for anger and not

following directions

Treatment at 6 for anxiety with

SSRI + therapy led to
hospitalization for out of
control behavior.

Test to determine what diagnosis(es)?
..treatment?
..prognosis?
...risk for suicide?
...need for ER evaluation?
...need for inpatient psychiatric
hospitalization?

F™= Mol pan uncorrar

10 Leading Causes of Death by Age Group, United States - 2014

Age Groups

SIDS
1,545

<1 45-54 55-64 65+ Total
Congenital Unintentional ~ Unintentional  Unintentional  Unintentional Malignant Malignant Heart Heart
Anomalies i Injury Injury Injus Injus Ne lasms Disease Disease
4,746 750 11,836 17,357 16, 44834 115,282 489,722 614,348
Short Suicide Malignant Malignant
2 Gestation 6,560 la: Disease Neoplasms
4173 = 591,699
Matemal
3 Pregnancy Homicide
4,159
1574

Respiratony | gopcomia Cerebro- Cerebro- Diabetes " Cerebro- L i Influenza &
8 53 vascular vascular Mellitus 583 vascular e Pneumonia Pneumonia
460 45 43 181 1,745 44,836 65227
Circulatory Beni Chronic Low
ien Benign Influenza & Cerebro- Influenza & — it -
em i Respir HY : Septicemia Nephritis Nephiitis
9 e Neoplasms | Neoglasms | Pneumonia prtd el 1174 e 5,700 30,057 48,146
444 178 2
Neonatal N — Benign Cerebro- Influenza & Influenza & — Influenza & — "
10 Hemonhage P'"Ma‘smm Sewgnu Neoplasms vascular Pneumonia Pneumonia W“ Pneumonia su;:igzu
a1 38 177 549 1125 - 5,390 g -
Data Source: Ni .. . Comternbor Dl
reaucediy i SUicide=2"¢ leading cause of death 10-34yo 50 e
Prevention and Cortrel
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Rates of Completed Suicide in 15-19 year olds have NOT
changed 1975-2015
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Increase in completed suicide 2000-2016 I Melcanosmon
by age  source: cbcos/2018

W 2000 W 2016 N 2000 W 2016

50

10 -

424

o
T
=
=
T

@
T

o

8

N
=3
T

-
T
Deaths per 100,000 in specified group

Deaths per 100,000 in specified group

~
T
3
T

& 10-14 15-24 25-44 45-84 65-74 75and over : 10-14 15-24 25-44 45-64 85-74 75and over
Age group Age group
Females Males

Suicide rates 1*30% >50% of US States since 1999
>54% who died by suicide had NO known mental health disorder
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Age-adjusted suicide rates among persons aged 10-24 years, by sex and
mechanism — United States, 1994-2012* (Sullivan EM MMWR 2015)
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2 - e e b oA gy e A AR .
i e = * Method of storing guns has NO
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a0 completers who used firearms
g Qverall
35 Female = =m= = Firearm
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Completed Suicide: The Tip of the Iceberg

+ Suicide 2" |leading cause of death
10-33yo

» Past year HS students:

* 17.2% serious SlI

* 13.6% made suicide plan

* 7.4% made suicide attempt (SA)

» 2.4% sought medical attention for
suicide attempt (SA)

Source: 2017 CDC YRBS
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Risk Factors for Suicidal Thoughts & Behaviors: A Meta—analy@oﬁéﬁe}(ﬁa&ﬁﬁI,
Research (Franklin JC Psychol Bull 2017) QT

Top 5 Broad Risk Factor Categories in terms of popularity
Pre-1985 1985-1994 1995-2004 2005-2014

Rank | Category % ES Category % ES Category % ES Category % ES

1 Demographics 29.73 | Internalizin | 29.89 Internalizing 28.26 Internalizing 22.81
g

2 Internalizing 14.86 | Prior STBs 13.88 Externalizing 14.67 Demographics | 19.14

3 Prior STBs 10.81 | Demograph | 11.03 Prior STBs 11.85 Externalizing 16.02
ics

4 Externalizing 9.46 Externalizin | 10.68 Demographics | 11.85 Prior STBs 11.52
g

5 Social Factors 5.41 Social 9.25 Social Factors | 8.37 Social Factors 9.61
Factors

Total 70.27 74.73 75.00 79.10

Take home: 50 yrs of research-> Same 5 factors-> Prediction little better than chance

14

Mechanisms Matter: Youth Suicide & Non-Suicidal Self-Injury

A 19- YEAR- QLD D ES BY SU C DE ONE YEAR AFTER
SURVI VI NG THE PARKLAND SCHOCOL SHOOTI NG March 22, 2019

Sydney Aiello, a survivor of the school shooting
in Parkland, Fla., killed herself |ast weekend,
according to famly nenbers and friends cited in
news reports.

Alello, 19, was a senior at Marjory Stoneman
Dougl as H gh School |ast year when a gunman killed
17 students and school staff.

“Cara said Sydney struggled to attend col |l ege
cl asses because she was afraid of being in a
cl assroom and was often sad recently but never asked
for help before she killed hersel f.”

15
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Nat’| Council Suicide Prevention & . d M%;an_ngsprm.
A e TP Grpa ©  Reduce suicide attempts & suicide

completions by 20% in 5 yrs & >40%

R Why do people become suicidal®
APrioritized Re'selarch 2) How can we better detect/predict
Agenda for Suicide risk?
e 3) What interventions or preventions
Bre\qentlon. : ) are effective?

Aol e les 4) What services are most effective for
treating suicidal behavior?
What non-health care centered
preventions/interventions work?
What new & existing research
infrastructure is needed to reduce
suicidal behavior?

Research Prioritization Task Force

i3 [T, Partnrship Advancing the Nationa Strategy

16

% McLean HosPITAL
NSSI: Non-Suicidal Self-Injury g ==

“deliberate destruction of one’s body in without intent to die”
» Self-cutting, also erasing, scratching, burning
* Arms, thighs, stomach
» “Suicidal gesture”: outdated term
* Not clear that there are sex differences
* No SES or ethno-racial differences
» Growing problem:
— 13-25% of adolescents (Rodham 2009)
— 25% 7-24yo seen in ED for self-harm (Olfson 2005)

— 4.3% (1990)>13.2% (2000) teens hospitalized for self-harm engaged
in NSSI (Olfson 2005)

17
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Relationship between NSSI & Suicide g Lo

+ NSSI: by definition no intent to die
» But...a risk factor for suicide attempt:
— TORDIA baseline NSSI predicts future SA better than baseline
hx of SA (HR=7.31 p<0.001; Asarnow 2011)
— Baseline NSSI predicted future SA among teens despite
controlling for past SA (OR=7.5, p=0.009, Cox 2012)
— History of NSSI A7 risk for SA in n=399 high school students
despite controlling for prior depression, SAs, and gender (Guan
2012)

» Problem: Insufficient understanding of the mechanisms of NSSI &
suicide

18

Learning Objectives: (G MeLeanzosrroas

(1) To review the magnitude of the related but distinct
problems of youth suicide and non-suicidal self-injury
(NSSI, aka "self-cutting")

(2) To report data from a study of teens engaged in
NSSI and suicide

(3) What can be done to address youth suicide now?
How can better understanding of brain/behavior

mechanisms of NSSI be translated into better care in
the future?

19



SA vs. NSSI: Dogma & Data g Yekeanzosmma

Similar theoretical models for youth suicide and NSSI
1. Inter-personal stress vs. intra-psychic conflict
2. Emotion generation/recognition
3. "“Cold cognition”: decision-making, reward,
impulsivity
4. “Emotion regulation” as final common pathway
Few studies of NSSI-only vs. SA-only youths

Few studies of brain/behavioral mechanisms
underlying use these theories

20

Photo source: http://www.asiaone.com/al media/health/03Mar08/images/self-cutting-runny-edit.jpg

20

NSSI-only vs. SA-only vs. TDC Youths ) Msiume

Participants:

1) NSSl-only: cutting in the past month with more
than 5 lifetime episodes, no SA

2) SA-only: suicide attempt in the past month, no
NSSI

3) HC: no mental health history in themselves of 15t
degree relatives

* 1Q >70; English fluency in the teenage participant
Outcomes:

» Psychopathology/demographics

» Behavioral task performance

21

21
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Sample Demographics R A
NSSI SA
(n=45) (n=45)

Age in Years (SD) 14.9+1.3 15.3+1.3 t(88)=-1.48, p=0.14
Females (n, %) 38 (84%) 28 (62%) Xx?=5.68, p=0.02
Males 7 (16%) 17 (38%)
Sl Onset 12.4y/o 13.8y/o p<0.01
Onset of Self-Injurious 13.2+1.8 14.8+1.4 F(1,84)=15.40 p<0.01
Behavior (NSS! or SA)
BSS Current S| 13.21+8.07 10.68+7.91 F(1,85)=2.17 p=0.14
Medications

None 6 (13) 17 (38)**

SSRI 34 (76) 23 (51)* oo 05 *m< o1

Sedatives 4(9) 0 (0)* pefoipss

22

Reason for Engaging in Self-Harm

a
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!g: McLean nosprtaL
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5 15
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Problems with ~ Problems with Family ~ To get atention To escape something Currentemononal
Relationships and orothers
Schod
. P 23
*#p < .01 Kim KL Sui Lifethreat Behav 2014
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Prisoner’s Dilemma Task:

exchange

defect/reject peer)

R M

Peer Acceitance & Rel'ection

« Simulates social situations using reciprocal economic

* (In English): Players win money depending on
whether they and the other player decide to
cooperate or not cooperate (“defect”)

« Each player’ s decision is revealed after every round
» Allows examination of players’:
— (a) Play (do they cooperate/work together vs.

24

24

Response

4600 msec

If both cooperate
If both don’ t cooperate
If player does, but co-player doesn’ t

If co-player does, but player doesn’t

Peer Acceptance vs Rejection

> -

2300-6900 ms

'g-‘ McLean nosprTaL

4600 msec

a Decision presentation b Player makes decision to coop ¢ Both players see results
1

Player Earns Co-Player Earns

$2
$1
$0

$3

$2
$1
$3

$0

25
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PD: Stress During Peer Acceptance/Rejection

Perceived Stress

25
20.19 F(2,72)=5.62 p<0.01
20
15 = NSSI
10.16 HSA
10
6.27 B TDC
5 .
0
NSSI SA TDC
Kim KL Psych Research 2015 26

26

Mechanisms Matter: Youth Suicide B Mt i
& Non-Suicidal Self-Injury QY i

PediMIND Solution: Define brain mechanisms of SA vs. NSSI

Unconscious Attitudes towards Suicide & NSSI:
Self-Injury Implicit Association Task

cutting not cutting
not me

suicide
not me

overdose

Bias To Something=Faster reaction time classifying
center object when top category paired with “me”  2007,2012

27

27
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N=7,015 adults
completing >1 IAT via
ImplicitMentalHealth.com

*  N=2,332 self-injury
* N=2,298 death
« N=2,385 suicide

Glenn JJ J Abn Psych 2017

Implicit Associations in 7,015 Adults Robustly Map onto
Self-Harm
A B
. v N N vt o _
04 mNSSI 04 | | Attempter
0.2 0.2
£ 2
H
S 00 g 00
Q
s -0.2 = -0.2 1
= 2
04 04
-0.6 -0.6
0.8 -0.8 -
Self-Injury Death Suicide Self-Injury Death Suicide
IAT IAT IAT IAT IAT IAT
C D
o ONo NSS! 06 aNo attempt
04 B Lifetime NSSI 04 @ Lifetime attempt
g @ Past year NSSI X W Past year attempt.
W Past week NSSI
0.2 0.2
: :
3 00 £ oo
S 02 202
= <
0.4 0.4
0.6 t T -0.6
0.8 08
Self-Injury Death Suicide Self-Injury Death Suicide
IAT IAT IAT IA IAT IAT

NSSI teens have stronger unconscious bias

0.3 - F2133)=3.12 F(2,133)=183 __ F(2,133)=6.88
2 7 p<0.05 3 p<0.01 p<0.01

to “cutting” or “suicide/death” vs. SA or Controls

0.2

0.1

N HOSPITAL

0 -
-0.1 A
-0.2 ~

B NSSI
mSA
ETDC

®
K2

-0.3
-0.4

L)

-0.5

Dickstein DP et al. J Child
Psychol Psychiat 2015
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. r”-‘ M('!.gar}}gosp_l'l'Al.
Summary: NSSI vs. Suicide Attempters =~

* NSSI is a serious problem associated with
— Earlier onset of self-harm behavior
— Greater implicit association with cutting & death/suicide (SI-IAT)

— Greater self-reported stress during inter-personal
collaboration/conflict (Prisoner’s Dilemma)

* Why haven’t these NSSI-only youths tried to kill themselves (yet)?
* What is the neural mechanism underlying NSSI-only/itself?

«  What is the mechanism NSSI-only = 15t suicide attempt (vs.
continuing with NSSI-only or remitting?

30

30

Learning Objectives: [ McLeannoserma:

(1) To review the magnitude of the related but distinct
problems of youth suicide and non-suicidal self-injury
(NSSI, aka "self-cutting")

(2) To report data from a study of teens engaged in
NSSI and suicide

(3) What can be done to address youth suicide now?

How can better understanding of brain/behavior
mechanisms of NSSI be translated into better care in
the future?

31

31
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ZEROSuicide

N HEALTH AND BEHAVIORAL HEALTH CARE A FOCUS ON PATIENT SAFETY AND ERROR REDUCTION

THE TOOLS OF ZERO SUICIDE FILL THE GAPS o
* Continuity

* Treat Suicidal of Care
Thoughts and
* Collaborative Behavior

* Screening Safety Plan — . o ‘ ]
* Assessment
* Risk Formulation

N\
W s | Avoid Serious
e N ] _ Injury or Death

. -
sw!m/,’e .

PERSON

Adapted from James Reason’s “Swiss Cheese” Model Of Accidents

32

32

- Tyler M. Maore, PhD,® Ran Barzilay, MD, PhD.+® Tami D. Benton, MD.* Raquel £ Gur, MD, PhO® -
Pediatrics 2019

Parent-Adolescent Agreement About
Adolescents’ Suicidal Thoughts

Jason D. Jones, PhD,* Rhonda C. Boyd, PhD,*® Monica E. Calkins, PhD,® Annisa Ahmed, BA *

N HOSPITAL

L BEHOK APFRIATE

osJectives: To examine agreement between parent and adolescent reports of adolescents’
suicidal thoughts and explore demographic and clinical factors associated with agreement
in alarge community sample.

meTHoos: Participants included 5137 adolescents 11 to 17 years old (52.1% girls; 43.0% racial
minority) and a collateral informant (97.2% parent or stepparent) from the Philadelphia
Neurodevelopmental Cohort. Families were recruited from a large pediatric health care
network. Adolescents and parents completed a clinical interview that included questions
about adolescents’ lifetime suicidal thoughts.

resuirs: Agreement was moderate for thoughts of killing self (x = 0.466) and low for thoughts
of death or dying (x = 0.171). Discrepancies stemmed from both parental unawareness

of suicidal thoughts reported by adolescents and adolescent denial of suicidal thoughts
reported by parents. Fifty percent of parents were unaware of adolescents’ thoughts of
killing themselves, and 75.6% of parents were unaware of adolescents’ recurrent thoughts
of death. Forty-eight percent of adolescents denied thoughts of killing themselves, and
67.5% of adolescents denied thoughts of death reported by parents. Several demographic
(eg, age) and clinical (eg, treatment history) characteristics were associated with
agreement.

concusions: Early identification and intervention hinge on reliable and valid assessment of
suicide risk. The high prevalence of parental unawareness and adolescent denial of suicidal
thoughts found in this study suggests that many adolescents at risk for suicide may go
undetected. These findings have important clinical implications for pediatric settings,
including the need for a multi-informant approach to suicide screening and a personalized
approach to assessment based on empirically derived risk factors for unawareness and
denial.

33

33
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2017
Suicide Prevention in an Emergency Department Population

The ED-SAFE Study

Ivan W. Miller, PhD; Carlos A. Camargo Jr, MD, DrPH; Sarah A. Arias, PhD; Ashley F. Sullivan, MS, MPH;
Michael H. Allen, MD; Amy B. Goldstein, PhD; Anne P. Manton, PhD, APRN; Janice A. Espinola, MPH;

JAMA Psychiatry | Original Investigation

Richard Jones, ScD; Kohei Hasegawa, MD, MPH; Edwin D. Boudreaux, PhD; for the ED-SAFE Investigators

IMPORTANCE Suicide is a leading cause of deaths in the United States. Although the
emgwmydepxmm((ED)smoppoﬂmsenngfunmngmodepmvemmeﬁm JOSPITAL

% ArRIATE

ED-i d suicide p inter D

OBJECTIVE To determine whether an ED-initiated intervention reduces subsequent suicidal

DESIGN, SETTING, AND PARTICIPANTS This multicenter study of 8 EDs in the United States

enrolled adults with a recent suicide attempt or ideation and was composed of 3 sequential
phases: (1) a treatment as usual (TAU) phase from August 2010 to December 2011, (2) a
umvasal screening (screenwg) phase from Septerd:er 2011 to December 2012, and (3) a

1) phase from July 2012 to November 2013

INTERVENTIONS 8 d J ekt rick Thel
phase consi f universal screening plus an i ion, which inciud o
risk screening by the ED| d post-ED telephone calls focused
on reducing suicide risk.

MAIN OUTCOMES AND MEASURES The primary was suicide -

fatal) over the 52-week follow-up period. ﬂ\tpmpormna\d(otainumbaofmanmswere
analyzed.

RESULTS A total of 1376 participants were recruited, including 769 females (55.9%) with a
median (interquartile range) age of 37 (26-47) years. A total of 288 participants (20.9%)
made at least | suicide attempt, and there were 548 total suicide attempts among
participants. Th«emmwlfmdtﬁuemesmrbkredmbetmmnuwd

screening phases (23% vs 22%, resp However, IIMMTMMHI.
TEmcans e 5‘ ooy ST

(23% vs 18%), with a rela uction of 20%. Partic b on ph:

had 30% fewer total suicids h the TAU phase. Negative binomial

regression analysis indicated that the participants in the intervention phase had significantly
fewer total suicide attempts than participants in the TAU phase (incidence rate ratio, 0.72;
95% Cl, 0.52-1.00; P = .05) but no differences between the TAU and screening phases
(incidence rate ratio, 1.00; 95% Cl, 0.71-1.41; P = 99).

CONCLUSIONS AND RELEVANCE Among at-risk patients in the ED, a combination of brief
interventions administered both during and after the ED visit decreased post-ED suicidal 34
behavior.

34

NIMH Suicide

NIMH TOOLKIT
as Suicide Risk Screening Tool

(Ask Suicide-Screening W uestions )

Ask the patient
1. In the past few weeks, have you wished you were dead? OvYes JNo I

2.In the past few weeks, have you felt that you or your family
would be better off if you were dead? OYes ONo

3. In the past week, have you been having thoughts.
about killing yourself? OvYes QNo

4. Have you ever tried to kill yourself? OYes QNo
1f yes, how?

When?

If the patient answers Yes to any of the above, ask the following acuity question:
5. Are you having thoughts of killing yourself right now? OvYes ONo
If yes, please describe:

Next steps:
o W patient answers “NO” 10 #l Questions | IWOUEh 4 KTeering i complete (not necessary to 35k queston #3)
No mtervention s recessary (*Note: el hrdgment cam ahaays overnie 4 negative Wreen)
. Yer o they
oI crwen, Ask question #510 awess culy:
0 “Yes" 10 guesion #5.« ocute posltive screen (immnent rik idertfied)

Patient caneot leave untd evakuted for safety
* Kewp patiert in sght. Remove sl dangeroun obyects fremm rocm. Alert iy scsan o deician
repormible doe patient’s care.
O-we" steritited)

Pationt Carres e sve untB evahsated for safety
* Alert physician o clinkian responebie for patient's care.

Provide resources to all pafients
247 National Suicide Prevention Ufeline 1-800273 TALK (8255) En Espafiok 1-888-6289454
| » 24/7 Crisis Text Line: Text “HOME" to 741741

NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) ¢ (D v )

35
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NIMH Suicide

but what about

access to quality
child psychiatric
services...especially

affordable

outpatient care?

((Ask Suicide-Screening @ uestions )

What to do when a pediatric patient
screens positive for svicide risk:

Praise paﬁen' for discussing their thoughts

“Ym here to follow up on your responses to the risk
screening questions. These are hard things to talk shout
‘Thank you for telling us. | need to ask you a few more questions.”

i possble, ssss patntalone
Assess the patient iz
Review pallnts responses from the 45

Freq y of g

Detamine  and hew often the patientis hving sl thoughts

Ask he pafient: “In the past few weeks, have you been thinking about kiling
ol yen sk o SR ot ot o v s s 5
o e e oty

thas youtavig houghts o g yousekrht o
(i g ol

Suicide plan

s e paent s sukideplan,rgardes of o ey rsponde oy
other questions (ask about method and access to means).

“Doyounave apanto il yoursef Flesse desolbe o pla, sk o0
were going to kill yourself, how would you

Note: If the patient has a very detailed plun this is more
cencemmgmamﬂhcy aven' though t hrough n great deta. f the

to use pill pills),
Shis i a reason for, greatef oncer and emovig or secunng dangerous.
items (medications, guns, ropes, etc.

Past behavior (strongest predictor of future attempts)

intent). Ask the paties

tried to kil )wrsev . Nyas, ash

[method] would kill you?” “Did you wantto die (for youth, intent s as important as.
ity sl 01 :

Symptoms

Depression: “In the past few weeks, have: yuu 0:\( 50 sad or depressed that it

makesithard to do the things you would ke to

Anxiet hard to

ot thngs you Would ke to do or that you feel constantly agtatedjonedge?”

thinking?”

Hopelessness: “Inthe past few weeks, have you felt hopeless, ike things would

never getbetter?”

Initability: , have you

grouchler than usual”

Substance and alcohol use: “In the p: 3

Have youever i o hurt yoursef?” “Have youever

Brief Suicide Safety Assessmen

+ Use affer a patient (10 - 24 years) screens posive forsuicide risk on fhe asQ
« Assesiment guide for mental heallh cinicians, MDs, NPs,or PAS

« Prompis help delermine diposfion

When? Why?” and assess intent: “Did you think

. patient and
Interview paenguardin
together |

patients 2 18, ask patient’s permission for parent to oir

m

Say to the parent: “After speaking with
your child, I have some concerns abou hisfher
safety. We are glad your child spoke up as this
an be a dificult topic to talk about. We would
nowlike to get your perspective.”

* “Your child said (reference positive
responses on the asQ). s this something hel
she shared with you
« “Does your child have a istory of suicidal
thoughts or behaviors that you're aware of?”
If yes, say: “Please explain.”

« “Does your child seem sad or depressed?
Withcrawn? Anous? impulie? Hopeless?
Irritable? Reckles:

+ Uheevou comiananle keeping your chid
 safeat home?”

“How will you secure or remove potentially
dangemux items (guns, medications, ropes,

- s here amyhing you wou e totllme
in

o Determine
disposition

After completing the assessment, choose the

appropriate disposition.

Q Emergency psychiatiic evaluation:
Patient is at imminent risk for suicide
(current suicidal thoughts). Urgent/STAT
page psychiatry; keep patient safe in ED

Q Futher evaluation ofrisk is necessary:
Request full mental healthjsafety
evaluation n the £

Q No further evaluation in the ED:

Create safety plan for managing potential
future suicidal thoughts and discuss
securing or removing potentially dangerou
items (medications, guns, ropes, etc.)

O send home with mental health referral
or

alcohol2” fyes, ask: “What? How much?”
Other concerns: “Recentl how you
are thinking or feeling?”

Support & Safety

Support network: “Is there avus\ed aduhyou can talk to? Who? Have you ever
seen a therapisticounselor?” If yes, as

Safety question: “Do you think you nzedhelp tokeep yourself safe?” (A “no”
response does not ndicate tha the patient is sate, but  “yes” is  reason to act
immediately to ensure safety.)

Reasons for living: “What are some of the reasons you would NOT ill yourself?”

his time
Proviae resources
to all patients

+ 24J7 National Suicide Prevention

o 24f7 Crisis Text Line:
Text “HOME” to 741741

NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) ¢/

36

% of All Encounters With Sl and SA

Hospitalization for Suicide Ideation

or Attempt 2008-2015 pediatrics 2018

Gregory Plemmons, MD,? Matthew Hall, PhD,” Stephanie Doupnik, MD,® James Gay, MD, MMHC,2
Charlotte Brown, MD,? Whitney Browning, MD,? Robert Casey, MD,? Katherine Freundlich, MD,2
David P. Johnson, MD,? Carrie Lind, MD,? Kris Rehm, MD,? Susan Thomas, MD,? Derek Williams, MD, MPH?

"g‘ M lean HOSPITAL

Non-Hispanic white
Other

Non-Hispanic African American

Hispanic

349

% of All Encounters With Sl and SA

— Girl

- Boy
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COVID Does Not Universally Increase ED Visits yr viclean sosprrar
For Suicide (Yard E. MMWR 2021) Y i

ED Visits Adults 12-17

ED Visits Adults 18-25

Feb-March 2021

1 3.7% boys

-
PENSSLN
FaravaN

1 50.6% girls w,

e of weenty 10 vty
3 9 ¥ 4 ¥

5

38

COVID has decreased primary care visits—decreasing screening for

. . L . . o JiT: McLean nosprtaL
depression-—possibly contributing to increases in suicide %‘ AR WO RGO WA
(Mayne SL Pediatrics 2021)

* CHOP 29 practices 300,00 pts
» Data June 2019->Dec 2020

» | Depression screening in primary care from 77.6%

to 75.8%

* 1 +Depression screens 5.0%>6.2% (esp female,
non-Hispanic Black, and non-Hispanic White

* 1 +Suicide screens 6.1%>7.1% (1 34% female

adolescents)

¢ Conclusion: Underscores need for consistent

depression & suicide screening

39

39
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What can we do NOW? Make a safety plan
Jii? McLean nosprTaL
JAMA Psychiatry | Original Investigation # s ——
Comparison of the Safety Planning Intervention

. With Follow-up vs Usual Care of Suicidal Patients Treated _

in the Emergency Department

Barbara Stanley, PhD; Gregory K. Brown, PhD; Lisa A. Brenner, PhD; Hanga C. Galfalvy, PhD; Glenn W. Currier, MD; JAM A PSVC h iat I‘V 20 18
Kerry L. Knox, PhD; Sadia R. Chaudhury, PhD; Ashley L. Bush, MMA; Kelly L. Green, PhD

* Adults in 9 Eds 2010-2015 n=1640 pts

» Safety plan=prioritized list of coping strategies
& skills vs. Tx As Usual (TAU)

» Safety plan group=

— suicidal behavior (3.03% vs. 5.29% TAU-->45% fewer
suicidal behaviors during 6 month follow up)

— Double rate of keeping at least 1 outpatient follow up

(OR 2.06)
40
40
. M 'L SPI'] 2
Make a Safety Plan: @ Mecannom

YOUR SAFETY PLAN

¥ 1.MY WARNING SIGNS £0IT
¥ 2. MY COPING STRATEGIES £oIT
¥ 3. MY DISTRACTIONS £DIT
v 4. MY NETWORK EDIT

¥ 5. KEEPING MYSELF SAFE EDIT

© CALL9N

¥ 6. MY REASON TO LIVE EDIT

EMAIL SAFETY PLAN

41
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Self-Cutting: What can we do now? i Mcleanuosema

* Ask....don’t assume:
— Have you ever cut yourself on purpose?
— When?
- Why?
» Assess for suicide (which may be separate prob)

» Don't reflexively send them to the ER (if possible
depending on your setting)

* Don't reflexively assume this is a personality
disorder

» Substitution: Ice bath? Etc.

42

42

What can we do NOW?

M(l €an HOSPITAL

PediMIND Program Research (www.PEDIMIND. org)‘g"

Families receive copies of research-grade child psychiatric evals
that may help guide care.

Families compen$ated for time spent, and kids get cool brain pix
To learn more, visit: www.PEDIMIND.org

Following the example of childhood leukemia—where better understanding of
biological mechanisms has transformed childhood leukemia from fatal for all kids, to
now 5-year survival over 95%

PediMIND Program seeks to improve our understanding of brain/behavior
mechanisms underlying youth suicide, non-suicidal self-injury (NSSI, ie self-cutting),
and irritability—that could ultimately improve how we diagnose and treat these most
important child mental health issues.

PediMIND program values partnership with clinicians (nurses/NP/PA, SW, MDs,
PhDs), families, teachers/schools & community organizations.

Currently seeking referrals:

«  Study #1: 8-15 year olds with ANY amount of irritability (none to tons) N\ec\\amsms Mah‘e,-

+ Study #2: 10-17 year olds who EITHER cut themselves but have not
made a suicide attempt OR controls with no mental health problems
themselves or their parents

+ Study #3: 10-14 year olds who EITHER have attempted suicide OR
controls

PediMIND.org

43
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http://www.pedimind.org/

ROIMH110379 Non-suicidal Self-Injury in Children: Jifi McLean soserrar
Brain Behavior Mechanisms & Risk for Suicidal Behavior

10-17 year olds who EITHER cut themselves but have not made a
suicide attempt OR controls with no mental health problems
themselves or their parents

-Detailed multi-informant assessments (interviews, questionnaires, and smart
phone app)

-MRI brain scan & special computer games to define mechanisms of peer
acceptance/rejection & implicit attitudes about suicide/NSSI

-Brief follow ups at 3, 6, 9, 12, 15, & 18 months

-$680/family
1) What brain/behavior mechanisms differentiate 11-16yo’s engaged

in NSSI vs. control youth?

2) Which mechanisms predict subsequent 15-onset suicide attempt

(18 months of follow up)? PediMIND

00 BOONOD
~
Mood, Imaging, & NeuroDevelopment
www.PEDIMIND.org 44

PEDIMIND@partners.org

44

Charles H. Hood Foundation Major Grant 2020 W McLean rospimaL
Brain Mechanisms Underlying Irritability & Suicide e

10-14 year olds who EITHER have attempted suicide OR

controls
-Detailed multi-informant assessments (interviews, questionnaires,
and smart phone app)
-MRI brain scan & special computer games to define mechanisms of
peer acceptance/rejection & implicit attitudes about suicide/NSSI
-Brief follow ups at 3 & 6 months
-$310/family
1) What are brain/behavior mechanisms underlying youth
suicide & irritability?
2) Which mechanisms predict repeat suicide attempt?

PediMIND

folol) 00 [Too
~
Mood, Imaging, & NeuroDevelopment

www.PEDIMIND.org "

PEDIMIND@partners.org

45
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Every referral gets us closer to better care for rg McLean HOSPITAL
youth suicide & NSSI ‘

Mechanisms matter
1) Mechanism-based prediction of NSSI and suicide
2) Mechanism-based treatment for NSSI and suicide

3) Computer assisted cognitive remediation—aka “retraining the
brain”—for children with bipolar disorder

4) Targeted/novel medications

5) Improved/targeted therapy
ﬂ\ec“a“isms Ma”e,-

PediMIND.org 4

Cognitive Remediation: Brain Re-Training M Ycheansostme

» Approach:
1. Identify cognitive/emotional deficit in patient group

Design remediation/retraining—often using “drill and practice”
learning theory to repeatedly expose person to skill

3. Can you improve the deficit?

4. Can you make a difference in their illness?

+  Potential Advantages:
1. Scalable—overcomes 1:1 therapist:patient ratio
2. Current treatments (meds, therapy, both) leave lots to be desired
(few remissions, many side effects, cost, access, fidelity)
3. Quantifiable (treatment and brain/behavior outcome)

+ Evidence:
» Schizophrenia-> working memory
» Anxiety------- -> attention bias
» Bipolar disorder in children->cognitive flexibility? 47

47
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Therapeutic Evaluative Conditioning (TEC): Mobile Intervention o~
for Self-Injurious Thoughts & Behavior ‘

» Targets: 1 aversion to NSSl/self-harm & | aversion to self
» 3 studies adults randomized to TEC vs control app 1 month
(N=114, 131, 163)

Ak

* Results:

— TEC reductions in NSSI (32-40%), suicide plans (21-59%),
suicidal behaviors (33-77%)—no reduction in S

— 2 of 3 studies showed TEC impacted targets

— Not maintained at 1 month follow up

48

48

Summary & Future Directions: ) Vet

* NSSI=self-injury without intent to die (suggesting that not all NSSI youth need the
ER/inpatient care). But, it places children at 7x increased risk of a suicide attempt

* NSSIis a growing & serious problem associated with

— Earlier onset of self-harm behavior
— Greater implicit association with cutting & death/suicide (SI-IAT)
— Greater self-reported stress during inter-personal collaboration/conflict (Prisoner’s Dilemma)

»  Critical role of screening & safety planning b/c never enough ED or inpatient beds

» Key question #1: What is the neural mechanism underlying NSSl-only/itself?

» Key question #2: What is the mechanism NSSI-only - 1st suicide attempt (vs.
continuing with NSSI-only or remitting?

» Key question #3: What is the mechanism of repeat suicide attempt?

» Together, we can make a powerful difference—just like as has been done in childhood
cancer—when providers, families, researchers work together—to conduct mechanism-
oriented research....for a precision medicine approach to diagnosis, treatment,
predition, & ultimately prevention—of NSSI & suicide.

49

49
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other families & providers:
www.PEDIMIND.org

617-855-3900

Together—we can make a
powerful difference.

'%"-‘ McLean HosprTAL

To learn more—or to share with

Facebook/Instagram Pedi MIND

50
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