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uicide is the second most common cause of death
among children, adolescents, and young adults in the
United States. In 2016, over 6,000 children and youth
5 to 24 years of age succumbed to suicide, thus re-
flecting a mortality rate nearly three times higher than deaths
from malignancies and 28 times higher than deaths from sep-
sis in this age group.' Suicidal ideation and suicide attempts
are even more common, with 17% of high school students re-
porting seriously considering suicide and 8% reporting suicide
attempts in the previous 12 months.? These tragic statistics are
reflected in our health system use, emergency department (ED)
utilization for suicide attempts and suicidal ideation is growing
at a tremendous rate, and over 50% of the children seen in EDs
are subsequently admitted to the hospital for ongoing care.3*
In this issue of Journal of Hospital Medicine, Doupnik and
colleagues present an analysis of pediatric hospitalizations for
suicide attempts and suicidal ideation at acute care hospitals
contained within the 2013 and 2014 National Readmissions
Dataset.® This dataset reflects a nationally representative sam-
ple of pediatric hospitalizations, weighted to allow for national
estimates. Although their focus was on hospital readmission,
their analysis yielded additional valuable data about suicide
attempts and suicidal ideation in American youth. The investi-
gators identified 181,575 pediatric acute care hospitalizations
for suicide attempts and suicidal ideation over the two-year
study period, accounting for 9.5% of all acute care hospitaliza-
tions among children and adolescents 6 to 17 years of age na-
tionally. This number exceeds the biennial number of pediatric
hospitalizations for cellulitis, dehydration, and urinary tract in-
fections, all of which are generally considered the “bread and
butter” of pediatric hospital medicine.®
Doupnik and colleagues rightly pointed out that hospital re-
admission is not a nationally endorsed measure to evaluate the
quality of pediatric mental health hospitalizations. At the same
time, their work highlights that acute care hospitals need strat-
egies to measure the quality of pediatric hospitalizations for
suicide attempts and suicidal ideation. Beyond readmissions,
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how should the quality of these hospital stays be evaluated? A
recent review of 15 national quality measure sets identified 257
unique measures to evaluate pediatric quality of care.” Of these,
only one focused on mental health hospitalization. This measure,
which was endorsed by the National Quality Forum, determines
the percentage of discharges for patients six years of age and
older who were hospitalized for mental health diagnoses and
who had a follow-up visit with a mental health practitioner with-
in seven and 30 days of hospital discharge.® Given Doupnik et
al.’s finding that one-third of all 30-day hospital readmissions oc-
curred within seven days of hospital discharge, early follow-up
visits with mental health practitioners is arguably essential.

Although evidence-based quality measures to evaluate hos-
pital-based mental healthcare are limited, quality measure de-
velopment is ongoing, facilitated by recent federal health policy
and associated research efforts. Four newly developed measures
focus on the quality of inpatient care for suicidality, including
two evaluated using data from health records and two derived
from caregiver surveys. The first medical records-based measure
identifies whether caregivers of patients admitted to hospital for
dangerous self-harm or suicidality have documentation that they
were counseled on how to restrict their child's or adolescent’s
access to potentially lethal means of suicide before discharge.
The second record-based measure evaluates documentation in
the medical record of discussion between the hospital provider
and the patient’s outpatient provider regarding the plan for fol-
low-up.” The two survey-based measures ask caregivers wheth-
er they were counseled on how to restrict access to potentially
lethal means of suicide, and, for children and adolescents start-
ed on a new antidepressant medication or dose, whether they
were counseled regarding the potential benefits and risks of the
medication.'® All measures were field-tested at children’s hospi-
tals to ensure feasibility in data collection. However, as shown
by Doupnik et al., only 7.4% of acute care hospitalizations for
suicide attempts and suicidal ideation occurred at freestanding
children’s hospitals; most occurred at urban nonteaching cen-
ters. Evaluation of these new quality measures across structurally
diverse hospitals is an important next step.

Beyond the healthcare constructs evaluated by these quality
measures, many foundational questions about what constitutes
high quality inpatient healthcare for suicide attempts and suicidal
ideation remain. An American Academy of Child and Adolescent
Psychiatry (AACAP) practice parameter, which was published in
2001, established minimal standards for the assessment and
treatment of children and adolescents with suicidal behavior."
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This guideline recommends inpatient treatment until the mental
state or level of suicidality has stabilized, with discharge consid-
ered only when the clinician is satisfied that adequate supervi-
sion and support will be available and when a responsible adult
has agreed to secure or dispose of potentially lethal medications
and firearms. It further recommends that the clinician treating the
child or adolescent during the days following a suicide attempt
be available to the patient and family—for example, to receive
and make telephone calls outside of regular clinic hours. Recog-
nizing the growing prevalence of suicidality in American children
and youth, coupled with critical shortages in pediatric psychia-
trists and fragmentation of inpatient and outpatient care, these
minimal standards may be difficult to implement across the many
settings where children receive their mental healthcare *'2'3

The large number of children and adolescents being hospi-
talized for suicide attempts and suicidal ideation at acute care
hospitals demands that we take stock of how we manage this
vulnerable population. Although Doupnik and colleagues sug-
gest that exclusion of specialty psychiatric hospitals from their
dataset is a limitation, their presentation of suicide attempts
and suicidal ideation epidemiology at acute care hospitals
provides valuable data for pediatric hospitalists. Given the
presence of pediatric hospitalists at many acute care hospitals,
comanagement by hospital medicine and psychiatry services
may prove both efficient and effective while breaking down the
silos that traditionally separate these specialties. Alternatively,
extending the role of collaborative care teams, which are in-
creasingly embedded in pediatric primary care, into inpatient
settings may enable continuity of care and improve healthcare
quality.™ Finally, nearly 20 years have passed since the AACAP
published its practice parameter for the assessment and treat-
ment of children and adolescents with suicidal behavior. An
update to reflect contemporary suicide attempts and suicidal
ideation statistics and evidence-based practices is needed,
and collaboration between professional pediatric and psychi-
atric organizations in the creation of this update would recog-
nize the growing role of pediatricians, including hospitalists, in
the provision of mental healthcare for children.

Updated guidelines must take into account the transitions
of care experienced by children and adolescents throughout
their hospital stay: at admission, at discharge, and during their
hospitalization if they move from medical to psychiatric care.
Research is needed to determine what proportion of children
and adolescents receive evidence-based mental health thera-
pies while in hospital and how many are connected with wrap-
around mental health services before hospital discharge.’
Doupnik et al. excluded children and adolescents who were
transferred to other hospitals, which included over 18,000
youth. How long did these patients spend “boarding,” and did
they receive any mental health assessment or treatment during
this period? Although the Joint Commission recommends that
holding times for patients awaiting bed placement should not
exceed four hours, hospitals have described average pediatric
inpatient boarding times of two to three days while awaiting
inpatient psychiatric care.'®" In one study of children and ado-
lescents awaiting transfer for inpatient psychiatric care, mental
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health counseling was received by only 6%, which reflects lost
time that could have been spent treating this highly vulnerable
population.'® Multidisciplinary collaboration is needed to ad-
dress these issues and inform best practices.

Although mortality is a rare outcome for most conditions we treat
in pediatric hospital medicine, mortality following suicide attempts
is all too common. The data presented by Doupnik and colleagues
provide a powerful call to improve healthcare quality across the di-
verse settings where children with suicidality receive their care.
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