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ABSTRACT

Adolescent suicide is a major public health problem, as suicide is one of the leading causes of death for adolescents.
Predicting and preventing suicide represent very difficult challenges for clinicians. Youth suicide might be prevented by
identifying risk factors for adolescent suicidal behavior. Diagnostic assessment involves identification of multiple factors
including gender differences, psychopathology, comorbidity, interpersonal problems, family discord, family psychopa-
thology, accessibility of lethal suicide methods, exposure to suicide, previous attempt, social support, life stressors, and
protective factors. The literature clearly indicates a need for suicide awareness and prevention programs and for early
identification of adolescents at risk for suicidal behaviors. However, many health care professionals who have frequent
contact with adolescents are not sufficiently trained in suicide evaluation techniques and approaches to adolescents with
suicidal behavior. Pediatricians and other health professionals involved in adolescents’ care need more in-depth informa-
tion about the characteristics and the warning signs for suicide.

(Cite this article as: Zartaloudi AE. Adolescent suicide: a major mental health issue in pediatric care. Minerva Pediatr
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Suicide means the act of a person intention-
ally causing his or her own death. The act of
suicide has been documented since antiquity. In
ancient Greece, Orphic and Pythagorean philos-
ophers condemned suicide as an act that defies
the will of God. Aristotle denounced suicide as
a crime committed against oneself and against
one’s country, as an act of cowardice in the face
of life’s adversities. In his Laws, Plato claimed
that suicide is disgraceful and its perpetrators
should be buried in unmarked graves. However,
Plato states that in certain cases, such as when
one is suffering from an extreme and unavoid-
able personal misfortune (e.g. a fatal illness) or
when the self-killing results from shame at hav-
ing participated in grossly unjust actions and
one’s honor or reputation has been severely af-
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flicted, the act of suicide can be regarded as justi-
fied and absolved of disgrace.!

Suicide is one of the leading causes of death
for children and adolescents.2 The World Health
Organization3 estimates that 62,000 adolescents
died in 2016 as a result of self-harm, which is the
third leading cause of death among those aged
15 to 19 years. Among European countries, in
the 5-year period (2014-2018), the suicide rate
among 15- to 19-year-olds in Sweden (6.9 per
100,000 people aged 15-19 years) was higher
than in Denmark (3.7) and Germany (4.7), but
lower than in Finland (8.6). The highest rates for
the same age group and period were reported in
Estonia (13.3) and Iceland (17.0), while Greece
had the lowest rate of 1.5.4

Adolescence is a crucial developmental period
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to examine suicidality, as it appears to gather sev-
eral risk factors of suicide.> Adolescents’ desire
and efforts to be independent from their family,
as well as the “identity crisis” they have to cope
with, constitute a risky framework, in which a
vulnerable teenager can turn into self-destructive
ways of coping and exhibit suicidal behaviors.
Adolescence and emerging adulthood are char-
acterized by increases in a number of suicide risk
factors such as substance abuse,® depression,’
sensation seeking and risky behaviors.8

Furthermore, the global crisis generated by the
COVID-19 pandemic is raising concerns about
the risk for increased suicide rates all over the
world.® Even if children are clinically less affect-
ed by COVID-19, they are over-exposed to the
indirect effects of the pandemic, such as separa-
tions, losses, disruption of school and social ser-
vices.!0 One recent USA study reported higher
rates of suicidal ideation and suicide attempts
among youth aged 11 to 21 years in a pediatric
emergency department during the first 6 months
of the COVID-19 pandemic compared with
the same period a year earlier.!! Psychiatrically
healthy adolescents may also have experienced
a sustained increase in depression and anxiety
symptoms at later stages of the COVID-19 pan-
demic, as well.12 The study of Cochran et al.12
provides good evidence of an exacerbation in
severe mental distress and resultant emergency
department presentations over the course of the
COVID-19 pandemic among children and ado-
lescents.

However, it should be noted that epidemio-
logical data may not reveal the magnitude of the
problem, because many incidents of suicide at-
tempt or death by suicide may be attributed to
accidents due to religious and social prejudices.
Suicide and suicide attempts may be highly stig-
matized acts. In addition, sometimes, it is diffi-
cult to determine whether an adolescent’s death
is intentional or unintentional, e.g. in the case of
an accident, drowning or fall.13

The current study aimed to raise awareness
of adolescent suicidal behavior by reviewing
the related literature and deepen knowledge by
examining the risk and protective factors asso-
ciated with adolescent suicidal behavior, as well
as the process of suicide risk screening among
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adolescents. Starting from a case study focusing
on a girl, named Christina, who committed sui-
cide at the age of 15 by hanging, a literature re-
view was performed using PubMed and Google
Scholar database to determine what factors may
lead adolescents to end their pain by choosing
death over life. The following case presentation
illustrates the difficulties faced by physicians
who work with adolescents.

Description of a case

Christina, a 15-year-old patient, was the last
child of a five-member family (in-vitro fertiliza-
tion, triplet pregnancy). Doctor had suggested
termination of the pregnancy because of signifi-
cantly less intrauterine development of the fetus.
Christina was vulnerable to death from intrauter-
ine life. She has been long-term emotionally and
sexually abused by her father, after her mother’s
death. Her mother died from ovarian cancer
when Christina was 9 years old. Christina lived
under miserable living conditions and neglect.
Her father’s attitude was that he owned her be-
cause it was him that had not allowed the ter-
mination of pregnancy. As a result, he believed
that Christina was alive thanks to him; so, she
had the obligation to serve him. Christina had
adopted the role of spouse and mother, by taking
care of her father and siblings, although she was
the least physically developed. She experienced
her first psychiatric hospitalization, lasting for 7
months, when she was 10 years old, diagnosed
with eating disorder. She, also, had a history of
substance and alcohol abuse.

As far as her current diagnosis, she had been
admitted involuntarily in psychiatric department
with the diagnosis of severe major depression and
active suicidal ideation. Referring to her clinical
status, she exhibited very intense and deep de-
pressive feelings, substance and alcohol abuse,
despair, memory loss, flashbacks and daily self-
destructive behavior by refusing to receive all
food and liquids for a long period of time (vol-
untary stopping of eating and drinking/electro-
lyte disturbances), by shallowing of objects and
chemicals and by causing head injuries. Chris-
tina had, also, exhibited aggressive and hostile
behavior by being physically violent and easily
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involved in quarrels. During the 8-month period
of her hospitalization, she made a serious suicide
attempt by hanging. After the suicide attempt,
Christina was unable to walk and speak, so she
was transferred to a physical rehabilitation cen-
ter, where she died by totally stopping of eating
and drinking. Christina was feeling ashamed and
was not talking easily about her sexual abuse.
She voluntarily stopped of eating and drinking in
order to destroy her “disgusting” body. She felt
relieved by using the wheelchair because no one
could abuse her.

The developmental “crisis”
of adolescence

Adolescence has been an age period character-
ized of experimentation and relative lack of criti-
cal thinking. That is to say, adolescents may not
be able to filter out the biases in their representa-
tions of the world and get their subjective repre-
sentations, not being able to see things objective-
ly. The system of critical thinking, determined
by prefrontal cortex matures slowly until first
adult life. On the contrary, the system of social-
emotional action, determined by amygdala is
fully functioning during adolescence. As a result,
there is clearly an imbalance between prefron-
tal cortex (which still develops) and amygdala
that is fully functioning in puberty. This means
that emotions prevail over logic and influence
negatively critical thinking and rational deci-
sions making, despite the fact that adolescents
may be knowledgeable of the risk. Teenagers are
extremely sensitive to environmental influences,
because the cognitive processes and functions
needed to filter out all received information are
not fully developed.!4

Adolescents, being attached to the present,
may not have a clear perspective of the future.
As a result, adolescents do not easily realize the
consequences of their actions in the future and
may consider that their present traumatic experi-
ences will last forever. They find it difficult to
recall in their memory happy moments of the
past or to imagine a future without problems. In
addition, they are prone to idealize their peers
(romantic partner, friends), while strongly ques-
tioning any type of power and above all their
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parents. Adolescent pathways make them realize
that their parents are vulnerable and human like
everyone else, on the one hand. One the other
hand, adolescents should gradually assume more
responsibilities and make decisions for their life.
The aforementioned changes may contribute to
the appearance of a subconscious mourning that
many teenagers externalize with various ways
(depressive symptomatology, anxiety, aggres-
sion, etc.). Additionally, adolescents may feel
external pressure from their peers, as being ac-
cepted from their peer groups and popular have
become the basic motivator that determine their
behavior.!4

Undoubtedly, adolescence is one of the most
difficult developmental periods. However, there
are some specific features in modern societies
that make adolescents’ lives even more difficult.
Family difficulties, poor family cohesion, im-
personal relationships, low peer connectedness,
bulling, extensive media and internet influences,
migration, multicultural societies, parents’ un-
employment or overworking and lack of parent-
child communication complicate even more the
already complicated reality of adolescence and
may lead to adolescents’ increase of depression,
hopelessness, anger and hostility.!5

Gender

Gender is one of the most important predictors
of suicide attempts and completed suicide. Find-
ings from a recent study suggested that female
adolescents were 2.16 times more likely to ex-
perience suicidal ideation than their male coun-
terparts.!6 Female youth with suicidal ideation is
also more likely to make an attempt!7 but adoles-
cent males are more likely to go on to complete
suicide.!® This gender paradox may be partially
explained by a finding that men engaging in self
injury were more likely to have intent to die,
whereas females were more likely to engage as
a means of communication. Additionally, boys
usually choose more violent and fatal methods
than girls to commit suicide, such as hanging,
firearms and explosives.!® Boys have a higher
incidence of suicide, referring to particular fea-
tures of their behavior, such as spontaneity and
aggression. Boys more often exhibit deviant be-
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havior, use alcohol, illicit drugs and psychiatric
medication with or without medical prescription.
In the last years, there has been a narrowing of
the gap between male and female suicide rates.
One likely reason for this change is that female
patients are now choosing more lethal methods,
such as hanging or suffocation.20 Adolescent
girls who died by suicide had a higher rate of de-
pressive symptoms and a history of self-injury
and suicide attempts, compared with adolescent
boys.2! This is exactly the case of Christina who
exhibited depressive symptoms and deviant be-
havior, consumed alcohol and other substances,
had a long history of self-injury and suicide at-
tempts and used the violent method of hanging
in order to commit suicide.

Suicide methods: availability
of lethal agents

Previous research has found that intentional over-
dose, wrist cutting, using firearms, hanging are
the most common methods of attempting suicide
in Western adolescent psychiatric inpatients.!9 20
Of course, as already mentioned, male and female
adolescents use different means and methods in
order to commit suicide. The vast majority of boys
who commit suicide usually choose firearms are
hanging, while girls usually choose less violent
methods, such as intentional overdose of drugs
and substances.!® Berman and Jobes!4 referred to
factors that influence the choice of method:

* availability of lethal agents: compared with
adolescent suicide attempters or non-suicidal ad-
olescent psychiatric patients, adolescent suicide
victims more frequently had firearms in their
homes.?2 The introduction of blister packaging
of paracetamol in the UK was associated with a
21% reduction in overdoses and a 64% reduction
in severe overdoses.23 These differences in meth-
ods of suicide between countries may be related
to the methods’ availability;

* knowledge, experience and intimacy: for
example, an adolescent living in a rural area is
more familiar with activities related to the use of
weapons, such as hunting;

* meaning, symbolism and culture impor-
tance: the method chosen to commit suicide
seems to be determined by culture.!!
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Means restriction counseling, conducted in
pediatric emergency settings, has been found to
result in parental behavior changes, focused on
removing dangerous items from the environment
and make it difficult for youth to access lethal
weapons, medications, or environments.24 Sui-
cide can often be an unpredictable and impulsive
act, and reducing access to immediate means of
suicide can reduce suicide rates.25 Furthermore,
adolescents often have inaccurate perceptions of
the risks associated with an attempt.2¢

Risk factors for suicide
among adolescents

Family background
Family relationships

Family structure and the relationships between
family members influence significantly both sui-
cidal thoughts and suicidal behavior. Research
underscores the importance of family conditions
and the negative impact of ongoing family quar-
rels, parents’ separation as well as adolescents’
abuse by family members. Four specific charac-
teristics of families, including broken homes, a
family history of psychiatric difficulties, a family
history of suicidal behavior, and childhood mal-
treatment have been identified as common fac-
tors in adolescent suicides.2” A family history of
parental separation or divorce and parental death
from external causes, especially when it occurs in
childhood, is strongly associated with increased
risks of suicide or attempted suicide.28 In our
case presentation, Christina experienced during
childhood the absence of maternal care, because
of her mother’s death. There are suggestions that
impaired parent-child relationships, poor fam-
ily communication styles and lack of perceived
parental support or availability is also associated
with adolescent attempted suicide. When parent—
child conflicts have become a chronic condition,
a greater suicide risk has been noted. A parental
bonding characterized by a low level of care and
affectionless control is consistently reported to
be associated with suicidal behavior among ado-
lescents. Alienation and lack of meaningful com-
munication between members are a common fea-
ture of many families with suicidal adolescents.?®
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Parents who are indifferent, cold and reluctant to
develop an honest and affective relationship with
their children, make them feel hopeless, isolated
and rejected, while at the same time these par-
ents have excessive expectations and require-
ments from their children. Because of the lack
of adequate parental support, adolescents of such
families feel helpless and desperate. They might
consider suicide as a way of escaping from un-
avoidable family conflicts.30

Suicidal ideation in adolescence is positively
associated with psychological control and harsh
control.3! Suicide risk in adolescents was in-
creased when their parents were more control-
ling and indifferent towards them, in a study con-
ducted in South Australia in 681 teens who were
suicidal or attempted suicide.32 Increased pa-
rental stress due to COVID-19 pandemic could
lead to the deterioration of family or parent-child
relationships, and consequently could cause con-
flicts and violence between family members.33

Family history of suicidal behavior and psychopa-
thology

Among the most important and frequently report-
ed risk factors for suicide is a family history of
suicidal behavior, psychopathology or substance
use. In a study comparing parents of suicidal and
non-suicidal adolescents, Blumenthal34 found
that parents of suicidal adolescents were more
depressed, consumed more alcohol, had lower
self-esteem, were more anxious, and had more
suicidal ideation than parents of non-suicidal ad-
olescents. It is probable that adolescents whose
parents are suffering from emotional illness or
alcoholism perceive their families and them-
selves in a negative way. These perceptions may
lead to low self-esteem, anger, and a belief that
it is impossible to cope effectively with their life
events, which further diminish their self-esteem.
Children living in families with alcohol abusing
parents are more likely than other children to
have an unpredictable home life and to carry a
burden of secrecy as a result of their attempts to
hide the alcohol abuse from others. Parental sui-
cidal behavior is also a risk factor for adolescent
suicidal behavior, especially when the exposure
happens at a young age.35 Besides the inheritance
of biological vulnerability to impulsivity, aggres-

664

MINERVA PEDIATRICS

ADOLESCENT SUICIDE

sion and mood disorders, other mechanisms may
play arole in the familial transmission of suicidal
behavior, such as attachment features, modeling,
and imitation.3¢

Sexual, physical and emotional abuse from family
members

Child maltreatment including bullying in schools,
sexual, emotional and physical abuse within
families could cause trauma, which, in turn,
could worsen depression and suicidality. Child-
hood traumatic experiences including sexual,
physical and emotional abuse are associated with
subsequent suicide attempts,37 with sexual abuse
and emotional abuse playing an important role in
adolescent suicidal behavior.38 Adolescents who
report sexual abuse involving intercourse being
12 times more likely to make suicide attempts
than those who do not report such abuse. In our
case, Christina experienced long-term sexual and
emotional abuse by her father, repeatedly. Child
maltreatment is associated with increased post-
traumatic stress disorder, depression, suicide and
substance use. In particular, emotional abuse
tends to lead to major depressive disorder3® and
internalizing difficulties,*® whereas sexual abuse
tends to lead to post-traumatic stress disorder?!
and psychosis.#? Finally, rates of suicide attempt
appear to be elevated among young people and
adults exposed to childhood physical abuse.
Symptoms resulting from physical abuse are
more often associated with externalizing prob-
lems such as aggression, anger, and law-break-
ing behaviors.#> The fact that Christina carried
the burden of taking care of her father and her
three siblings and household completely on her
own without any help, although she was the least
physically developed, could be noted as a form
of physical neglect and maltreatment.

Psychopathology and suicidality

Mood disorders, especially major depressive and
bipolar disorders, disruptive/conduct disorders,
and substance abuse disorders involving alcohol
or drug abuse are the most common diagnoses
reported in adolescents who died from suicide.
Comorbidity, especially between affective and
substance use disorders, is associated with a
higher suicide risk.44
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Major depressive disorder

Major depressive disorder is the most common
psychopathology diagnosed among adolescents,
and it is associated with the greatest risk of sui-
cide attempts. A great number of suicide attempts
occur in the context of a depressive episode.!?
In a study of 173 New York adolescent suicide
victims, Shaffer4> concluded that males diag-
nosed with major depressive disorder were 8.6
times more likely to commit suicide than males
who were not, while depressed females were 4.9
times more likely to commit suicide than non-
depressed females. There was greater risk to
commit suicide in adolescents with depressive
disorder and suicidal ideation or whose fami-
lies were disorganized.4¢ Christina meets all the
above standards.

Psychotic symptoms

Youth with psychotic symptoms have an even
higher risk of suicidal ideation than those with-
out psychotic symptoms. Both depressed adoles-
cents and those with bipolar disorder are, also,
more likely to attempt suicide if they experience
psychotic symptoms.4” Another important risk
factor for suicidality is insight (awareness of na-
ture of illness, of needing treatment and of the
consequences of the disorder). Adolescent pa-
tients with better insight are more likely to be
depressed and suicidal .48

Substance and alcohol abuse

Fleischmann et al.4° found youth with substance
abuse disorders to be 5 tol0 times more likely
and youth with conduct disorder to be 6 to 11
times more likely to complete suicide than those
without the diagnoses. Christina had a history of
substance and alcohol abuse. Alcohol consump-
tion may be a predisposing factor for adoles-
cents’ suicidality. Alcohol is a central nervous
system depressant that can impair decision-mak-
ing skills and lower inhibitions.5® According to
several studies,5!-53 a great percentage of ado-
lescents attempting to commit suicide overuse
drugs or alcohol and in fact are under their influ-
ence during the suicide attempt. The adolescent
may overuse substances in order to draw courage
to perpetrate a contemplated suicide. Comorbid
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substance overuse/alcoholism and depression
are associated with increased suicidality. In-
teractions between substance abuse and manic
depression, anxiety, difficult social and intra-
family relationships and history of a previous
suicide attempt also increase adolescent suicide
risk. Consumption of alcohol or other hallucino-
gens could reduce adolescents’ ability to judge
and resist, increase impulsivity, cause difficulties
in their personal and social life, worsen mental
disorders and increase the likelihood of adopting
life-threatening behaviors.

Cannabis use has become more prevalent, es-
pecially among adolescents. There are concerns
about its impact on the developing brain, partic-
ularly regarding cognitive functions and mental
health. One significant concern is the increased
potency of contemporary cannabis products.
High-THC cannabis strains have been associ-
ated with greater risks, including mental health
problems and a potential association between
frequent cannabis use in adolescents and an in-
creased risk of suicidal ideation, planning, and
attempts.>*

The opioid epidemic has shown that misuse of
these substances, whether prescription or illicit
like heroin, is associated with an increased risk
of suicidal ideation, overdose (which can some-
times be a form of suicide attempt), and com-
pleted suicides.>s

It is crucial for healthcare providers, educa-
tors, and parents to understand these associations
to identify warning signs early and provide the
necessary interventions. However, it is worth
noting that the relationship between substance
use and suicidal behaviors is multifaceted. Other
factors, including underlying mental health con-
ditions, environmental factors, and personal his-
tories, play a significant role.

Conduct disorder: oppositional defiant disorder

According to our case description, Christina ex-
hibited aggressive and hostile behavior, became
physically violent and was easily involved in
quarrels. Frequent disputes with adults, non-
compliance with requests, violent outbursts,
and displays of spitefulness or irritability may
indicate oppositional defiant disorder. Conduct
disorder may include aggression, destruction of
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property, deceitfulness, theft, or violations of so-
cial and cultural sanctions. Suicide completers
showed a higher number of the above symptoms
compared to non-completers. In adolescents with
conduct disorder symptoms and substance abuse,
legal and disciplinary problems are common pre-
cipitants for suicidal behavior and suicide. The
contribution of impulsivity, aggression, and sub-
stance use to suicidal risk increase is noted for
one more time.5¢

Eating disorder

Christina experienced her first psychiatric hospi-
talization lasting for 7 months when she was 10
years old, diagnosed with eating disorder. Across
studies, approximately 20% to 40% of deaths in
anorexia nervosa are thought to result from sui-
cide.57. 58 Individuals with anorexia nervosa may
be more physically compromised, more physi-
cally vulnerable and perhaps, as a result, more
reconciled with the idea of doing physical harm
to themselves. Additionally, they may make se-
vere and lethal suicide attempts, due to underly-
ing personality traits or axis I or II comorbidity.
People with anorexia nervosa often experience
poor quality of life, social isolation, loneliness
and emptiness, which may confer suicide.5’ It
should be noted that anorexia nervosa is a chron-
ic condition associated with impulsive and anx-
ious personality traits or childhood trauma, such
as sexual abuse. These features are linked with
increased vulnerability to suicidal behavior in
general.58

Sleep disturbances

Sleep disturbances, which can range from in-
somnia to hypersomnia to nightmares, have
long been associated with various mental health
conditions. Anxiety, depression, post-traumatic
stress disorder (PTSD), and bipolar disorder,
among others, can present with disturbed sleep
patterns.>® Sleep problems could predict suicidal
ideation and attempts. Insomnia and nightmares,
in particular, have been shown to be linked to a
heightened risk for suicidal ideation and behav-
iors.%0 Adolescence is a critical period where both
sleep disturbances and risky behaviors, including
suicidal behaviors, become more prominent. The
potential effects of sleep disturbances during this
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life stage can be especially concerning given the
myriad of other challenges adolescents face, such
as hormonal changes, academic pressures, and
social stressors. Given the association between
sleep disturbances and dangerous behaviors, it is
essential for pediatricians and other healthcare
providers to screen for these disturbances. By
identifying and addressing sleep problems early
on, it may be possible to reduce the risk of asso-
ciated dangerous behaviors, including self-harm
and suicide attempts.6!

Belonging to gender and sexual minority who iden-
tify as lesbian, gay, bisexexual, transgender and
queer (LGBTQ)

Individuals who identify as LGBTQ have been
consistently shown to have a higher risk of sui-
cidal ideation, suicide attempts, and completed
suicides compared to their heterosexual and cis-
gender counterparts. This elevated risk is espe-
cially pronounced during adolescence and young
adulthood.62

One of the primary frameworks used to ex-
plain these disparities is the minority stress
theory. This theory suggests that members of
stigmatized minority groups experience unique
stressors related to their marginalized status. For
LGBTQ individuals, these stressors include ex-
periences of discrimination, rejection, internal-
ized homophobia, and concealment of identity.
These stressors can compound over time, lead-
ing to adverse mental health outcomes, including
suicidal behaviors.®3 Positive family acceptance
and support, school safety, and being connected
to LGBTQ communities or organizations can be
protective against suicidal behaviors for LGBTQ
individuals.64 65

Personality and cognitive characteristics
Personality disorders

Adolescent self-harm, non-suicidal self-injury
and suicidal behaviors have been associated with
borderline personality disorder traits includ-
ing identity problems, frequent questioning of
other peoples’ loyalty, insecure attachment, self-
reports of feelings of emptiness, emotional and
relational instability, instability in interpersonal
relationships, oppositional behavior, and inap-

October 2024



This document is protected by international copyright laws. No additional reproduction is authorized. It is permitted for personal use to download and save only one file and print only one copy of this Article. It is not permitted to make additional copies (either sporadically

or systematically, either printed or electronic) of the Article for any purpose. It is not permitted to distribute the electronic copy of the article through online internet and/or intranet file sharing systems, electronic mailing or any other means which may allow access

to the Article. The use of all or any part of the Article for any Commercial Use is not permitted. The creation of derivative works from the Article is not permitted. The production of reprints for personal or commercial use is not permitted. It is not permitted to remove,

cover, overlay, obscure, block, or change any copyright notices or terms of use which the Publisher may post on the Article. It is not permitted to frame or use framing techniques to enclose any trademark, logo, or other proprietary information of the Publisher.

COPYRIGHT© 2024 EDIZIONI MINERVA MEDICA

ADOLESCENT SUICIDE

propriate displays of anger or impulsivity. Bor-
derline personality disorder patients are known
to suffer from an enhanced emotional reactivity
to stressful events that may provoke suicide at-
tempts. The diagnosis of personality disorder
traits should impact the mental health profes-
sional’s assessment of suicide risk.o¢

Impulsivity

Impulsivity is conceived as a relative inability
to control one’s behavior. Impulsivity can mani-
fest as physical aggression, fights at school, and
risk-taking activities. An impulsive teen might act
quickly on suicidal thoughts. Completed suicide
is more likely among teens who act impulsively.
Several studies reveal an association between im-
pulsivity and adolescent suicidal behavior. Ado-
lescents display more impulsivity overall. More-
over, substance use can impair judgment and exac-
erbate impulsivity. Chronic and acute use of alco-
hol, stimulants (e.g., cocaine, methamphetamine),
benzodiazepines, hallucinogens (e.g., LSD, PCP),
cannabis, opioids is known to impair judgment
and exacerbate impulsivity, especially combined
with borderline personality disorder.¢7. 68

Impulsive aggression

Impulsive aggression, defined as a tendency to
react to frustration or provocation with hostility
or aggression, is a psychological trait that has
been shown to be associated with an increased
risk for suicide especially in young people.®®

Hopelessness

Hopelessness, has been found to be highly pre-
dictive of adolescent suicide risk’® and depres-
sion.”! When hope is absent, suicide is often
viewed by adolescents as an acceptable escape.
Lack of positive expectations for one’s future
predispose for suicidal behavior among adoles-
cents.”2

Loneliness

Research has also shown that loneliness is di-
rectly linked to suicide ideation even when con-
trolling for depression. Those who think about
suicide often feel very lonely and social con-
nectedness should be a focus of suicide preven-
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tion efforts, but also depression prevention ef-
forts.” During adolescence, people become less
reliant on parents and more reliant on their self
and peers. Moreover, adolescents seem to need
more their peers’ acceptance and understanding
and become more sensitive as far as their social
relationships is concerned. Therefore, it is more
likely to experience loneliness.”

Emotion dysregulation

Emotion dysregulation is the inability to respond
flexibly to, and control, emotions. Among 407
Hungarian children and young adolescents with
major depressive disorder, it was found that mal-
adaptive emotion regulation predicted suicidal
behaviors.”s In addition, emotional dysregulation
seems to be involved in several risk factors such
as impulsivity7¢ and substance abuse.?”

Impaired problem-solving ability

Low levels of functional problem-solving ability
and impaired decision-making has been found
in both adult and adolescent suicide attempters.
Suicidal patients are often unable to differentiate
between important and unimportant sources of
distress and thus have difficulty finding practical
solutions to the stressors in everyday life. Living
in families with high emotional instability makes
extremely difficult for adolescents to improve
their coping skills to manage their challenging
interpersonal problems.’

Previous suicidal behavior

Christina had several previous suicide attempts
and self-harm incidents. The predictive power
of a previous suicide attempt is supported by a
number of research studies.?: 80 Furthermore,
adolescents, who have made multiple past at-
tempts, are significantly more likely to make a
future attempt in comparison to adolescents with
one past attempt or only suicidal ideation.8! Sui-
cide attempters, who make attempts of high le-
thality (e.g., hanging, shooting, or jumping), are
at extremely high risk for completed suicide.82. 83

Stressful life events and poor social relationships

Level of social support and recent loss of a loved
one were found to be the two variables that
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most distinguished adolescent attempters from
non-attempters displaying similar levels of de-
pression.®4 D’Attilio et al.35 noted that the ado-
lescent’s perception of relationship quality and
support is a more predictive factor in assessing
suicidal behavior than is the actual number of so-
cial supports.

Direct forms of bullying include aggressive
behaviors that occur in the presence of the victim,
including physical force and harmful communi-
cation targeting the victim. Indirect bullying iso-
lates the victim through rumors or social exclu-
sion. Cyberbullying, often perpetrated through
email or social media, may be viewed as indirect
bullying. Adolescents victims become isolated,
anxious, frightened, insecure and lonely. These
feelings may persist for years, even after adult-
hood. They may experience psychosomatic dis-
turbances (such as abdominal pain, headaches,
etc.), depressive symptoms, and even self-de-
structive behavior. Longitudinal analyses show a
bi-directional association between different types
of bullying victimization and suicide ideation and
attempts.86. 87 This underscores the importance of
early use of anti-bullying programs.

Exposure to suicidal behavior
Family history of suicidal behavior

Suicidal behavior is transmitted within fami-
lies. Family studies have shown that individu-
als who have a family member (especially a
first-degree relative) who died by suicide are at
a higher risk of dying by suicide themselves.
Exposure to parental suicide seems to be a
risk factor for adolescents who may imitate or
mimic the act, by using even the same suicide
method.35. 3¢ In families where one member has
died by suicide, other family members might be
exposed to similar environmental risk factors
such as familial conflict, abuse, or parental psy-
chopathology.8¢ Children of parents who have
made a suicide attempt have a significantly
higher risk of depression, anxiety, and suicide
attempts compared to children of parents with
no history of suicide attempts.8? Additionally,
adolescent and parent who live in the same
household are exposed to the same accessible
lethal suicide agents; therefore, they are likely
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to use the same method of suicide. Restricting
access to lethal suicide methods has been pro-
posed as one of the most effective suicide pre-
vention strategies.?0

Internet and media influences

As internet is an increasingly popular source of
information, concerns have been raised about
the existence of sites that promote suicide as
well as suicide sites claimed to have facilitated
suicide pacts among strangers.”! Adolescents
with suicidal ideation have access to informa-
tion related to suicide and self-harm methods.
Additionally, adolescents being motivated to
commit suicide by strangers in a chat room have
been reported. In some cases, adolescents an-
nounce their intentions to commit suicide on-
line (e.g. by chatting in a chat room or posting
suicide notes). Celebrity suicides that generated
massive public reaction on social media (e.g.,
Twitter) could subsequently increase suicides
compared to those covered by traditional media.
The amount of publicity about suicide, whether
through newspaper, social network accounts or
television news reports could increase the likeli-
hood of imitation.%?

Protective factors for suicide
among adolescents

Across cultures, strong interpersonal relation-
ships are protective. Family cohesion, family
and social connectedness, which include per-
ceived caring, support, and quality of communi-
cation, are described as a major protective factor
against suicide, considering that social isola-
tion and loneliness can be reduced and suicidal
thoughts and behavior among children and ado-
lescents can be mediated.®> Adolescents who are
involved in school activities, who have intimate
relationships with classmates and teachers, and
feel accepted, are more likely to seek out friends
and confidants in the school environment. In
addition, adolescents having a trusting relation-
ship with parents and teachers are more likely
to turn to them for help when they have a prob-
lem. Some families might develop strong con-
nections, cohesion, and social support between
members by spending more time together. These
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positive influences can reduce risk of suicide in
adolescents.%4

Adolescent’s personality is an important factor
that protect against suicidal behavior. It should
be noted that when an adolescent has confidence
in oneself and abilities, can identify and manage
emotions, has developed effective social skills,
asks for help and advice when facing difficulties
or when important decisions should be made, has
stable relationships, stable lifestyle, goals for the
future and is not easily disappointed when facing
difficulties, may be more protected from suicidal
ideation.

Healthy coping strategies are protective. Youth
with more problem-solving skills and better con-
flict resolution skills may be more protected
from suicidal thoughts.95 One temperament trait,
namely, cooperativeness, indicates how well the
individual is able to get along with other people
in a fair and flexible manner and was associated
with a lower risk of suicidal behavior. Lower
scores of cooperativeness have been found in
personality and mood disorders.%

Positive self-esteem also acts as a protective
factor, especially when the interaction with per-
ceived social support is considered.®” Hard work
and achievement is a productive coping skill and
refers to the adolescent’s work and, more spe-
cifically, to schoolwork and study achievement.
Success at school continues to be a protective
factor.!5 Religious and cultural beliefs may be
protective as well. These beliefs often discour-
age suicide and support the principle of preser-
vation of life. It is possible that because religion
promotes increased social cohesion and morally
prohibits suicide, could function as a protective
factor.13

Treatment and prevention

Adolescent suicide prevention is a priority for
many countries around the world. The strategies
and recommendations may vary based on cul-
tural, social, and healthcare infrastructure dif-
ferences. Here is an overview of what various
European and non-European countries have im-
plemented, as well as a brief look at the Ameri-
can Academy of Pediatrics’ (AAP) recommen-
dations.
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The United Kingdom

The UK’s National Health Service (NHS) offer
guidelines on identifying and managing depres-
sion in children and young people, with a focus
on early intervention. The Child and Adolescent
Mental Health Services (CAMHS) provide dedi-
cated services for young individuals who have
attempted suicide or display other mental health
concerns. Multi-agency self-harm protocols have
been established in many regions, ensuring a
consistent approach to care and support for ado-
lescents who self-harm.%8

Norway

The Norwegian Directorate of Health has estab-
lished guidelines for the prevention of suicide,
emphasizing early identification of mental health
disorders in adolescents. The government has
also promoted school-based educational pro-
grams to teach adolescents coping skills and re-
silience.%

France

France has implemented a national suicide pre-
vention strategy that includes setting up a nation-
al observatory of suicide, promoting research,
and ensuring early detection and appropriate care
for young people at risk.100

Germany

Network for Early Help (NeTZ) is an initiative
that provides rapid assistance to children and
adolescents with suicidal tendencies by bringing
together a network of outpatient therapists, clin-
ics, and pediatricians.!0!

Australia

Headspace is a significant initiative offering re-
sources, counseling, and support for adolescents
dealing with depression, anxiety, and suicidal
thoughts. Headspace provides early interven-
tion mental health services to 12-25-year-olds.
The service has centers across Australia for ado-
lescents and young adults facing mental health
challenges, including following suicide at-
tempts.!02 ReachOut is an online mental health
organization for young people and their parents,
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offering resources and support for those who
have attempted or are at risk of attempting sui-
cide.103 The country has a National Suicide Pre-
vention Strategy, emphasizing community-based
interventions and support for vulnerable groups,
including adolescents.104

Canada

The Canadian Association for Suicide Preven-
tion (CASP) provides guidelines and resources
for communities to develop their suicide pre-
vention programs. Many provinces have their
strategies emphasizing early intervention, access
to mental health care, and public education.!05
Crisis intervention services are available across
provinces, often linked with hospitals to ad-
dress immediate concerns post-suicide attempt.
Integrated community services give emphasis
on creating a community network of services,
including school-based interventions, outpatient
therapy, and family-based interventions.!06

Japan

Japan has implemented school-based programs
aimed at promoting mental health and reducing
stigma associated with seeking help. Initiatives
at schools, including counseling services and
peer-support clubs, help address the emotional
challenges faced by students. There is also a na-
tional emphasis on gatekeeper training to help
teachers, community leaders, and others identify
and support at-risk individuals. For acute cases,
hospitalization and psychiatric evaluations are
prioritized, followed by community-based sup-
port upon discharge.107

The American Academy of Pediatrics (AAP)
recommend routine suicide risk screening as well
as mental health screening among adolescents in
all medical settings. Screening should be a rou-
tine part of care to prevent suicide. This point of
view highlights the critical role of health care
providers in identifying at risk youth and suicide
prevention. Efforts to prevent suicide in adoles-
cence focus on identifying high-risk adolescents
and their repeated monitoring for signs of sui-
cidal ideation. Providing training to health care
professionals, establishing suicide risk screening
as a routine part of the clinic visit, and improving
coordination between pediatricians and mental
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health professionals (such as child psychiatrists,
psychiatric nurses, psychologists, social work-
ers, etc.) are important parameters in order to
overcome many barriers to screening for suicide
risk, and provide appropriate guidance and refer-
ral to specialized mental help, when it is neces-
sary. The importance of interdisciplinary team
collaboration should be emphasized. The AAP
emphasizes the need for pediatricians to screen
for risk factors associated with suicide during
routine health maintenance visits and for acute
warning signs when seeing patients with urgent
mental health concerns. The AAP encourages pe-
diatricians to educate families about the risks and
benefits of media, including social media, and to
promote media literacy. They also recommend
safe storage and reduction of access to lethal
means, such as firearms and medications.!08

All health professionals, especially pediatri-
cians should be appropriately trained and must
be knowledgeable of the suicide risk factors, as
outlined in Table I to ensure that they are able to
recognize potentially high-risk adolescents.

Risk assessment of suicidal behavior

Health professionals should be able to assess
adolescents’ risk to commit suicide. Clinician
should be initially informed about psychiatric
and family history. As mentioned above, several
studies indicate that the suicide risk is increased
when adolescents have made a previous attempt
or have expressed their intention to commit sui-
cide. Examination of adolescents’ emotional and
cognitive state as well as their parents’ mental
state should be evaluated. Attention should be
given to behaviors of misconduct, substance
abuse, sexual abuse, serious delinquent behav-
ior, interpersonal isolation, academic decline,
impaired communication, and signs of impaired
judgement. An early identification of psycho-
pathological symptoms is of key importance in
youth suicide prevention, especially when con-
sidering that even subthreshold symptomatology
may confer an increased suicide risk.!% In partic-
ular, since mood disorders are an important fac-
tor of early onset suicidal behavior among youth,
prevention and treatment of mood disorders to
avoid suicide are warranted. This assessment
is probably the most difficult part of the treat-

October 2024



cover, overlay, obscure, block, or change any copyright notices or terms of use which the Publisher may post on the Article. It is not permitted to frame or use framing techniques to enclose any trademark, logo, or other proprietary information of the Publisher.

or systematically, either printed or electronic) of the Article for any purpose. It is not permitted to distribute the electronic copy of the article through online internet and/or intranet file sharing systems, electronic mailing or any other means which may allow access
to the Article. The use of all or any part of the Article for any Commercial Use is not permitted. The creation of derivative works from the Article is not permitted. The production of reprints for personal or commercial use is not permitted. It is not permitted to remove,

This document is protected by international copyright laws. No additional reproduction is authorized. It is permitted for personal use to download and save only one file and print only one copy of this Article. It is not permitted to make additional copies (either sporadically

COPYRIGHT© 2024 EDIZIONI MINERVA MEDICA

ADOLESCENT SUICIDE

TABLE L.—Risk factors of suicidal behavior.
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Category

Risk factor

Demographics

» Age (late adolescence is a higher risk period)

 Gender (although males die by suicide more often, females attempt suicide more frequently)

* LGBTQ+ identity

* Specific ethnic or cultural groups (some groups may be at higher risk due to stigmatization or other

factors)
Clinical factors

* Previous suicide attempts or self-harming behavior

* Mental health disorders (e.g., depression, anxiety, conduct disorder, psychosis)

 Substance use and abuse

* Chronic medical illness or disability

 Family history of suicide or psychiatric disorders

Psychosocial factors

» Exposure to suicidal behavior of others (peers, family, media)

 Recent loss (death, relationship, parental separation/divorce)
» History of abuse (physical, sexual, emotional)
« Lack of social support or social isolation

* Poor family relationships or conflict

* School problems (bullying, academic issues)

Behavioral factors
» Reckless or impulsive behaviors
» Giving away prized possessions

* Recent or severe interpersonal conflicts

» Writing or talking about death and dying

* Decline in academic performance
Environmental factors

 Access to lethal means (e.g., firearms, medications, poisons)

» Unstable living situation or homelessness

* Incarceration or legal problems
» Hopelessness

* Low self-esteem or self-worth
* Rigid/problem-solving skills

Cognitive factors

Warning signs

 Verbal or written threats of suicide

» Expressions of hopelessness or worthlessness

* Dramatic mood swings
* Preoccupation with death

ment process. Clinicians’ information could be
proved misleading when suicidal patients wish to
hide their intentions. That is the reason why ob-
servations made within a clinical interview and
reports from third-party individuals are so essen-
tial. Distressed, depressed and suicidal adoles-
cents frequently report physical symptoms and
do not tell clinicians about their emotional state.
Potentially high-risk adolescents who present
with non-psychological complaints should, also,
be recognized. Regardless adolescents’ initial re-
quest for pediatrician’s examination, exploratory
questions about mental difficulties and suicide
ideation should be asked in the context of each
adolescent’s holistic approach.!10

Pediatricians are undoubtedly close to family
and adolescent and their sensitivity to psycho-
social issues is crucial while taking care of ado-
lescents’ health. Essential information related to
psychosocial history and emotional state can be
obtained using the HEEADSSS method of inter-

Vol. 76 - No. 5

viewing adolescents. The HEEADSSS interview
focuses on assessment of the Home environment,
Education and employment, Eating, peer-related
Activities, Drugs, Sexuality, Suicide/depression,
and Safety from injury and violence (Table II).
The HEEADSSS psychosocial interview for
adolescents related to Suicide/ depression and
Safety is illustrated in Table I11.110 Positive attri-
butes obtained by using the HEEADSSS method
suggest the presence of resilience in adolescents
(Table 1V),!10 while negative attributes create
suspicions for the presence of vulnerability in
adolescents, which need further evaluation re-
garding depression and suicide risk.110
Screening for depression often involves ad-
ministering questions about suicide risk. One of
the more commonly used screening methods is
the Patient Health Questionnaire-9 (PHQ-9).!1!
The American Academy of Child and Adolescent
Psychiatry has a PHQ-9 that has been modified
for teen use. One example of an additional screen-
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TABLE Il.—Screening HEEADSSS. The HEEADSSS interview is a widely recognized psychosocial assessment tool
for adolescents. It allows healthcare professionals, including pediatricians, to gather information in a structured yet
conversational manner, focusing on the major domains of an adolescent s life.
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Acronym

Questionnaire

H - Home * Who lives with you at home?

» How do you get along with your family members?
« Are there any recent or significant changes in the household?

* Do you feel safe at home?
E - Education and

* How is school going? Any recent changes in grades?

Employment » How do you feel about school?
* Are you involved in any extracurricular activities?
* Do you have a job? If yes, what do you do?
E - Eating * How do you feel about your weight and body shape?

» Have there been any significant changes in your appetite or weight?
* Do you have any eating restrictions or diets?
» Have you ever forced yourself to vomit, used laxatives, or restricted your eating?

A - Activities

* What do you like to do in your free time?

* Are you involved in any clubs, teams, or organizations?

* Do you have close friends?

* How do you usually spend time with your friends?

D - Drugs

* Do you smoke or have you ever tried cigarettes/vaping?

* Do you drink alcohol? If so, how often and how much?
* Have you ever tried or regularly use recreational or prescription drugs?
» Have family or friends ever expressed concern about your substance use?

S - Sexuality

» Have you ever been sexually active?

Do you use protection? If so, what kind?

« Have you ever been tested for STIs?

* How do you identify in terms of sexual orientation? (Ask this sensitively, ensuring the
adolescent feels safe and comfortable)

S - Suicide and Depression

» Have you ever felt down, depressed, or hopeless in the past few weeks?

» Have you lost interest or pleasure in things you used to enjoy?
» Have you ever thought about or attempted to hurt yourself?
* Do you have a family history of depression or suicide?

S - Safety

* Do you always wear seatbelts in cars?

* Do you have access to guns or other weapons at home or elsewhere?
» Have you ever been bullied or bullied someone else?
« Have you ever been in a situation where you felt you might get hurt?

er would be the Ask Suicide Screening Questions
(ASQ),!2 which is validated screening tool for
patients aged 10-24 years and the Columbia-Sui-
cide Severity Rating Scale (CSSRS),!13 which
has also shown reasonably good psychometric
properties for the prediction of adolescents’ vis-
its for suicide-related complaints.

The PHQ-9 is a 9-item questionnaire used to
assess the presence and severity of depressive
symptoms. The ninth question specifically ad-
dresses suicidal or self-harm ideation: “Thoughts
that you would be better off dead, or of hurting
yourself.” Routine administration of the PHQ-9
in primary care can help in identifying individu-
als at risk. Its widespread adoption can therefore
lead to timely intervention and potentially reduce
adverse outcomes.!!!

The ASQ is a brief instrument designed to iden-

672 MINERVA PEDIATRICS

tify young individuals at higher risk for suicide. It
consists of four questions aimed at determining if
a more in-depth assessment is necessary. In emer-
gency departments, the ASQ has been demonstrat-
ed as effective in identifying individuals at high
risk of suicide, enabling timely intervention.!12

The Columbia-Suicide Severity Rating Scale
(C-SSRS) is a widely used and validated tool
for the assessment of the full range of evidence-
based suicidal ideation including any wishes to
be dead, non-specific active suicidal thoughts,
active suicidal ideation with methods but without
intent to act, active suicidal ideation with some
intent to act but without a specific plan, and ac-
tive suicidal ideation with a specific plan and in-
tent as well as suicidal behavior, such as suicide
attempts, interrupted attempts, aborted attempts,
and preparatory acts or behaviors.!13

October 2024



cover, overlay, obscure, block, or change any copyright notices or terms of use which the Publisher may post on the Article. It is not permitted to frame or use framing techniques to enclose any trademark, logo, or other proprietary information of the Publisher.

or systematically, either printed or electronic) of the Article for any purpose. It is not permitted to distribute the electronic copy of the article through online internet and/or intranet file sharing systems, electronic mailing or any other means which may allow access
to the Article. The use of all or any part of the Article for any Commercial Use is not permitted. The creation of derivative works from the Article is not permitted. The production of reprints for personal or commercial use is not permitted. It is not permitted to remove,

This document is protected by international copyright laws. No additional reproduction is authorized. It is permitted for personal use to download and save only one file and print only one copy of this Article. It is not permitted to make additional copies (either sporadically

COPYRIGHT© 2024 EDIZIONI MINERVA MEDICA

ADOLESCENT SUICIDE

ZARTALOUDI

TABLE lI.—The HEEADSSS psychosocial interview for adolescents related to suicide/depression and safety (modi-

fied from Goldenring et al.).110

Category Potential first-line questions Questions if time permits or if situation warrants exploration
Suicide/depression ¢ Do you feel “stressed” or anxious more * Tell me about a time when you felt sad while using
than usual (or more than you prefer to social media sites like Facebook.
feel)? * Does it seem that you’ve lost interest in things that you
* Do you feel sad or down more than usual? used to really enjoy?
* Are you “bored” much of the time? * Do you find yourself spending less time with friends?
* Are you having trouble getting to sleep? » Would you rather just be by yourself most of the time?
» Have you thought a lot about hurting  Have you ever tried to kill yourself?
yourself or someone else? » Have you ever had to hurt yourself (by cutting yourself,
« Tell me about a time when someone picked  for example) to calm down or feel better?
on you or made you feel uncomfortable  Have you started using alcohol or drugs to help you
online. relax, calm down, or feel better?
Safety » Have you ever been seriously injured? * Do you use safety equipment for sports and/or other

(How?) How about anyone else you know?
* Do you always wear a seatbelt in the car?

* Have you ever met in person (or plan
to meet) with anyone whom you first
encountered online?

* When was the last time you sent a text
message while driving?

« Tell me about a time when you have ridden

with a driver who was drunk or high.
When? How often?

* Is there a lot of violence at your home or

school? In your neighborhood? Among
your friends?

physical activities (for example, helmets for biking or
skateboarding)?

» Have you ever been in a car or motorcycle accident?
(What happened?)

» Have you ever been picked on or bullied? Is that still a
problem?

» Have you gotten into physical fights in school or your
neighborhood? Are you still getting into fights?

» Have you ever felt that you had to carry a knife, gun, or
other weapon to protect yourself? Do you still feel that
way?

» Have you ever been incarcerated?

TABLE IV.—Characteristics of resilient teenagers
(modified from Goldenring et al.).110

Category

Characteristics

Suicidality * No personal history of attempted suicide

 No family history of attempted or
accomplished suicide

» Access to a confidant

* Successful coping skills

* Substance-free

* Seat belt and helmet use

« Conflict resolution skills

* Substance-free

* Refusal to ride in cars with potentially
intoxicated driver

Safety

Direct questioning of adolescents about suicid-
ality

From the beginning, clinicians should try to de-
velop a warm atmosphere and a trusting relation-
ship with the adolescent based on acceptance
and understanding, which may facilitate link-
ing adolescents to needed treatments.!!4 At this
stage, heath providers should not hesitate to ask
adolescents directly about suicidality. Adoles-
cents often respond with honesty and admit sui-
cidal thoughts when asked directly from a health
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provider they trust. In the past, there was a false
belief that by asking there is the possibility of
“guiding” an already vulnerable adolescent to
exhibit suicidal behavior. Nowadays, however,
it has become clear that this is not the case. On
the contrary, direct questions may lead to early
detection and intervention in order to avoid
committing suicide. Screening for suicide risk
include standard questions such as: “Have you
ever felt that life is not worth living?” and “Have
you ever felt like you wanted to kill yourself?”.
Assessment of ideation, intent, and plan could
determine the effectiveness of assessing adoles-
cent risk for suicide. Assessment includes a thor-
ough examination of adolescents and their fam-
ily, as reports from third-party individuals could
supplement health professionals’ evaluation of
suicide risk. Ideation can be assessed by asking
directly, “Are you thinking about hurting your-
self?” and “Are you in so much pain that ending
your life seems to be the only thing left for you to
do to change how you feel?”” Affirmative answers
to these questions call for further assessment of
the frequency, duration, and intensity of these
ideations. Suicidal intent can be assessed by us-
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ing questions as “Do you believe that you will
try to kill yourself?”” and “If you felt like killing
yourself would you try to stop yourself or ask
someone to help you?” Perhaps the most effec-
tive method of measuring client determination is
to provide the adolescent with a rating scale of
intent and to ask them to place themselves at a
point on that scale or continuum. Further assess-
ment of the degree of suicide risk is conducted
through questioning regarding the adolescent’s
plan. Specific questions include “How do you
plan to kill yourself?”, “Have you taken any steps
according to your plan?”, “Do you have access to
the things that you would need to kill yourself?”,
and “Do you have a date planned for your suicide
(if, so when)?” It is important to assess underly-
ing reasons for suicidal intent (i.e. to escape life,
to enact revenge on significant others, to evoke
guilt, or to cry for help) as they may provide in-
sight as to the severity of the intent. If the youth
responds affirmatively to questions about previ-
ous attempts, the specific attempt(s) should be
assessed to determine both the actual lethality
and perceived lethality of each attempt.!10. 114-116

Hospitalization

Immediate therapeutic intervention is recom-
mended when adolescents appear to have or-
ganized a specific suicidal plan. High risk of
repeating suicidal behavior and absence of ad-
equate family support constitute indicators of ad-
olescents’ urgent psychiatric hospitalization. The
risk assessment needs to be repeated until the
risk of committing suicide attempt is minimized.

In-patient hospitalization is a frequently cho-
sen treatment option for suicidal adolescents.
Presence of intense anxiety, anger, panic and un-
controllably violent behavior, treatment refusal
and especially absence of a support network
from the family or friendly environment are indi-
cators for adolescent hospitalization. Those with
repeated suicide attempts and those with mood
disorders were at increased risk of post-hospital-
ization suicidal behavior. Treatment of the under-
lying psychiatric disorder, provision of a struc-
tured and safe environment that will minimize
the immediate risk of recurrence, training family
to understand adolescents’ problems, treatment
of parental psychopathology and appropriate
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choice of adolescents’ support network are ben-
efits that may result from hospitalization. Other
benefits, that may result from hospitalization,
may be quality in-patient care, and establishment
of a therapeutic alliance, which may improve fu-
ture adherence to management plans and mini-
mize negative beliefs about psychiatry.!17

Pharmacological treatment and potential link to
suicidal ideation/attempts

The topic of pharmacological treatments, par-
ticularly selective serotonin reuptake inhibitors
(SSRIs), and their potential links to suicidal ide-
ation and attempts, especially in adolescents, is
complex and has been debated extensively in the
medical and psychiatric communities.

Initial concerns

In the early 2000s, concerns arose regarding a po-
tential association between SSRIs and increased
risk of suicidal ideation and attempts, especially
among children and adolescents. This led to the
FDA issuing a black box warning on SSRI pre-
scriptions for people under the age of 25.118

Clinical implications

Following the black box warning, there was a
notable decline in SSRI prescriptions for chil-
dren and adolescents. Some studies suggested
that this decline might have led to increases in
suicide rates due to untreated depression.!19

Balancing risks and benefits

While the concerns about SSRIs and suicidal ide-
ation cannot be entirely dismissed, the majority of
research indicates that the benefits of treating major
depressive disorder (MDD) in adolescents with SS-
RIs outweigh the potential risks. Untreated depres-
sion itself'is a significant risk factor for suicide.!20

Monitoring is crucial

One consensus from the medical community is
the necessity of close monitoring of children and
adolescents initiated on SSRIs, particularly in the
early stages of treatment. Regular check-ups can
help identify any increase in suicidal ideation or
other side effects.!!”

The topic of SSRIs and their potential link to
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suicidal behaviors in adolescents is a prime ex-
ample of the complexities involved in psychi-
atric pharmacology. On one hand, there is the
concern about the safety of these medications in
this age group, but on the other hand, untreated
depression poses its own severe risks, including
a heightened risk of suicide. The key is to ensure
that patients and their families are informed about
the potential risks and benefits, and that those on
treatment are monitored closely, especially dur-
ing the initial stages of therapy. The decision to
start, continue, or stop medication should always
be made collaboratively with a healthcare pro-
fessional, considering the unique circumstances
and needs of each individual.

Conclusions

Adolescent suicide remains an important clini-
cal problem and a major cause of death in young
people. When we, as a society, have taken con-
structive action on these issues that are related
to adolescents’ suicide risk factors, then a firm
foundation will be developed on which torment-
ed souls like Christina can flourish. Preventing
suicide among adolescents is contingent on iden-
tifying early warning signs and intervening to-
wards the minimizing suicide risk factors among
adolescents. Health professionals in general and
more particularly pediatricians have a key role in
identifying, diagnosing, treating, and referring
adolescents with mental health concerns and sui-
cidal behavior. Early detection of self-destructive
behavior and appropriate intervention could de-
termine their quality of life during adulthood.
Improving adolescents’ mental health is a prereq-
uisite for development and progress of society.
For these reasons, pediatricians should provide
adequate care to adolescents in order to ensure
their resilience and quality of life in adulthood.
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