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Abstract: Suicide is a major mental health problem, particularly during youth, when it is the second
leading cause of death. Since young people at risk of suicide are often cared for by the adult health
system, we sought to identify the specificities and similarities between suicidal youths and adults in
order to further inform the potential need for adaptations in taking care of suicidal youths. For this
study, we used the following data: mental disorders, treatments, previous hospitalization, and reasons
for current hospitalization, that were collected from November 2016 to October 2017 among people
hospitalized for a suicidal crisis in a specialized psychiatric unit. First, we compared the data from
the youth group with those from the adult group, and then we tried to determine if there were
any associations between variables. Analyses showed that youths were more similar to adults than
expected. In particular, we found comparable rates of personality disorders (especially borderline) and
relapse, and similar profiles of reasons for hospitalization in suicidal crisis. Remarkably, among youth,
neuroleptics appeared to be associated with fewer hospitalizations for behavioral than ideational
reasons, but with more relapses. Results of this study suggest that young people could benefit from
brief psychotherapeutic interventions implemented for adults.

Keywords: young; youth; suicide; suicidality; suicidal youth; borderline personality disorder;
psychiatric emergency; crisis

1. Introduction

“This is the end . . . and all the children are insane”.
In 1967, Jim Morrison with his incantatory voice sang these weird, disturbing lyrics, expressing

his perception of a termination process in a famous song of his rock band The Doors. Was he talking
about his own end, or the end of a community whose children were developing mental disorders?
It was not said. However, four years later, at the age of 27, he took his own life. Fifty years after,
youth is considered as the critical period of life for mental health [1], and the rate of mental disorders
in adolescents dying from suicide was estimated up to 98% [2]. Jim Morrison’s lyrical association
between suicide and mental health in youth appears to be supported by scientific evidence. Clinical
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and scientific interest in this association has been stimulated by the observation that, while research
on the other major causes of premature death and on psychopathology in childhood and adulthood
is common, studies linking mental health and suicide during the pivotal period of youth are less
frequent [3].

Suicide in young people is a critical issue for several reasons. It is the second leading cause of
death among youth after road injury [4], and its prevalence has increased by 30% from 2000 to 2016
in the US [3]. Suicidality is frequently associated with mental disorders, such as mood disorders,
schizophrenia, substance use disorder, anxiety, personality disorders [5–7], as well as with adverse
social and interpersonal conditions [5,6,8,9], making it a phenomenon that is difficult to predict and to
prevent [10]. Suicide attempts should be seen as the visible consequence of a psychological dynamic
rather than like a single self-contained behavior: the suicidal dynamic is sustained by interacting
psychological, life history, and social conditions and risk factors [3,11,12]. Furthermore, recent findings
suggest that protective factors such as emotional intelligence and regulation skills also contribute to
the suicidal dynamic [13–15].

Recent research has proposed to consider suicide attempts as the result of a three-phase process [16].
The first phase entails biological, environmental, and life-events as background factors (pre-motivational
phase). During the second phase, a combination of feelings drives the subject to form suicidal ideations
(ideation formation). At the third phase, volitional moderators enable the transition from ideas to
action and to suicide attempt (behavioral phase). According to personal factors, such as impulsivity or
acquired ability to overcome fear, the second phase can be bypassed to reach the behavioral phase
directly. When a suicide attempt fortunately fails, it can have lasting consequences on health [17],
particularly suicidal relapse, which means that a previous suicide attempt is the first risk factor of
subsequent death by suicide. From an empirically informed lifespan perspective, Slama et al. [5]
propose that the age of first suicide attempts is accurately modelled by a mixture of two Gaussian
distributions (a Gaussian distribution, also called normal distribution or “bell curve”, is a probability
distribution law, centered at its mean or average, and characterized by its variability, or standard
deviation): the first centered at age of 19.5 years with a standard deviation (SD) of 4.3 years, and the
second at age of 38.5 years with SD of 12.4 years. Remarkably, the probability density function of the
first peak is twice as high as that of the second peak (0.035 vs. 0.018), and the age limit between the
two subgroups of first-time suicide attempts is 26 years.

In the perspective of McGorry [18], this study considers youth as ranging from the end of childhood
until mid-twenties, i.e., roughly from 12 to 25. This period overlaps adolescence and young adulthood
and is crucial for mental health. As youth encompasses both initial suicide attempts and initial onset
of mental disorders, it appears warranted to frame suicidality within a developmental model of
psychopathology. Indeed, 75% of mental disorders appear before the age of 24 [1], and most syndromes
emerge during the transition from puberty to mid-twenties [18,19]. Taking into account the symptoms
and treating the disorders of youths with appropriate care may significantly reduce the detrimental
evolution of mental and somatic health, may prevent the impact on key areas such as education,
interpersonal relations, social and professional integration, and may divert them from developmental
trajectories that would increase the likelihood of premature death [18]. However, young people are
exposed to a break in the continuity of care because health services are often organized distinctively for
children/adolescents and for adults, with a threshold around the age of 18 [20], and when in suicidal
crisis, young people can be admitted to adult services.

This study takes place in a broader quality of care project of a psychiatric emergency department
taking in care patients aged 16 and above, and which goal is to improve clinical practice through a
better comprehension of their needs. It focuses on young patients, with aims to describe their clinical
characteristics in comparison with those of adults, and to identify their clinical needs in order to
inform potential adaptations to personalized interventions. The questions that we specifically address
in this study are: (1) what disorders do they present at admission in psychiatric emergency? (2) Which
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treatments were they taking prior to admission? (3) Have they already been hospitalized in a psychiatric
unit? (4) What are the reasons that justify the present hospitalization?

This study is theoretically and empirically framed on Sroufe and Rutter’s principles of
developmental psychopathology [21], on the results of Kessler [1] and Jones [22] regarding mental
disorders’ age of onset and development through life course, as well as on McGorry’s contemporary
perspective of needs for youth mental health [18]. Sroufe and Rutter’s principles of developmental
psychopathology [21] are especially relevant when considering age-related differences in mental
disorders. For instance, results from life course studies indicate that anxiety and conduct disorders
usually appear earlier in childhood [22,23], whilst mood, substance use, and personality disorders
appear later during adolescence and further develop between the 20s and 40s [1,24,25]. Across the
lifespan, suicidal behavior may represent a maladaptive coping strategy more likely activated in
stressful situations. This illustrates both homotypic and heterotypic continuity in a developmental
psychopathology framework.

As regards personality disorders (PDs), although studies indicate that they can be reliably
assessed in young people [25,26] and that they represent an important risk factor for suicidality [27,28],
most studies examining the repartition of mental disorders with age do not include diagnoses
of PD [1,19,29,30]. Indeed, research documents the reluctance of clinicians to give youths PD
diagnoses [23,31,32]. From the perspective of developmental studies that do report on PDs, it appears
that their prevalence increases from youth to adulthood [24].

Based on epidemiological and developmental psychology studies, this study’s expectations are
that PDs should be less frequently diagnosed in youths in comparison to adults presenting at emergency
psychiatric services. Furthermore, it is expected that anxiety disorder should be more frequent in youth,
whereas substance use disorders less frequent. Finally, it is expected that frequency of mood disorders
should be equivalent in youths and adults presenting at the psychiatric emergency service [29,30,33].

In terms of treatment, it is expected that youths would present at psychiatric emergency in
similar ratios of ongoing psychotherapeutic treatment in comparison to adults [34], and generally,
with less ongoing pharmacological treatments [35,36], in particular less neuroleptics [37,38] and less
antidepressants due to warnings on their iatrogenic effect in suicidal youths [39]. Concerning previous
hospitalizations, despite the logical fallacy that the older you are the more time you had to relapse, research
indicates that suicidal relapse is as frequent among young people as it is among adults [40,41]. Finally,
concerning reasons of hospitalization, higher prevalence of impulsivity and conduct disorders in
youths support the hypothesis that they would present at the psychiatric emergency more frequently for
suicidal behaviors rather than suicidal ideations, while adults would have a more balanced distribution
between behaviors and ideations [42].

Adoption of an age-comparative approach has been done in previous studies but, to our knowledge,
the set of variables we have chosen and the search for associations between them is unprecedented.

2. Materials and Methods

2.1. Study Population

Our sample consisted in the population who was admitted at Geneva University Hospital (HUG)
and taken into care by the team of the Unit for Investigation and Brief Treatment (UITB). HUG covers
the great Geneva urban area, with 500,000 inhabitants in 2018. It captures all psychiatric emergencies.
In a triage mode, patients who are at risk of suicide are oriented to the UITB, a psychiatric emergency
unit dedicated to the management of patients in suicidal crisis. Exceptions are for people with somatic
or psychiatric diseases that cannot be supported in this unit, namely: psychotic decompensation,
manic or hypomanic state, substance use/addiction and withdrawal demand, and severe psychomotor
agitation. The UITB welcomes between 350 and 400 people each year, with the mission to investigate
the disorders underlying suicidal crisis and to initiate remedial treatments in a brief stay with an
average length of 6 days. Patients must be 18 years of age or older to be admitted, but patients aged 16
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and 17 are admitted as long as it is possible to provide them with a single room. In practice, two thirds
of the patients admitted to UITB are addressed by health professionals or other HUG internal or
external services, while one third are brought after intervention of emergency medical service, or by
relatives, or present themselves spontaneously.

In our study, we have considered all patients admitted, without restriction, for a total of 357 patients
aged 16 to 74 years. In a cross-sectional approach and following literature on the critical period for
the onset of mental disorders, and on the age of first suicide attempts, we have considered two age
groups: patients aged 16 to 26 years, whom we called “youths”, and patients aged 27 years and above,
whom we called “adults”.

2.2. Data Collection and Management

Retrospective data from 1 November 2016 to 31 October 2017 was collected for each patient
hospitalized in the UITB for suicidal crisis: the principal and secondary psychiatric diagnoses,
the existence and type of ongoing pharmacological or psychotherapeutic treatments, the existence of
previous psychiatric hospitalization, and the reasons that justified the current hospitalization. Data
were anonymized when transmitted for research purposes.

Based on the collected raw data, we have considered the following four variables of interest:
Mental disorders: based on the main and secondary diagnoses evaluated by UITB psychiatrists.

After controlling data, we have grouped related diagnoses into 9 mental disorders: anxiety, depressive
disorder, bipolar disorder, borderline personality disorder (BPD), personality disorder other than
borderline (OPD), psychotic spectrum disorder (PSD), post-traumatic stress disorder (PTSD), eating
disorder, substance use disorder (SUD).

Ongoing treatments: at admission, patients were asked about the treatments they were undergoing
considering three types of medicated treatments: antidepressants, anxiolytics, and neuroleptics, as well
as psychotherapeutic treatments.

Previous psychiatric hospitalization (PPH): at admission, patients were asked if they had already
been hospitalized in a psychiatric unit. We were also informed by UITB administrative records of
patients with previous stay in this unit, i.e., with a previous psychiatric hospitalization for unambiguous
suicidal crisis.

Reasons that caused the current hospitalization: formulated by the psychiatrist who took decision
for admission. They were based on patient behaviors reported by her/him or those who brought the
patient to the emergency room, as well as on the ideas and intentions s/he expressed, and on the affective
and cognitive states s/he exhibited. These reasons were intended to capture the motives that led to
decide on hospitalization for suicidal crisis, and to express them in common terms. As Table 1 shows,
reasons for hospitalization collected from hospital records were numerous. In order to operationalize
these into a categorical variable useable for statistical analysis and consistent within a theoretical
framework [16], we classified them into 3 categories: (1) the presence of suicidal or self-destructive
behaviors, (2) the verbal expression of suicidal thoughts or intentions, and (3) the presence of symptoms
severe enough to justify hospitalization for risk of suicide but without explicit behaviors nor ideations.
On this basis, we defined a nominal variable ‘reason’, with 3 modalities: Behaviors (SB), Ideations
(SI), and Other acute signs (OAS) when there were no behaviors nor ideations, but the acute presence
of severe symptoms that warn for the risk of acting out (see Table 1). In practice, admission reports
frequently indicated more than one reason, for examples ‘depressive mood and suicidal ideas’ or
‘anxiety and depression’. Following the phased model of suicidality mentioned above [16], for a patient,
we retained the reason that was the closest to suicide attempt, going from risk factors (mainly affective or
dissociative symptoms) considered as other acute signs, to explicit ideations, and finally self-destructive
behaviors. In the examples above, we retained respectively “Ideations” and “Other acute signs”.

Rather than considering some of these variables as causes and others as consequences, we chose
to consider them as contributing simultaneously and possibly interacting in the complex process that
underlies suicidality. In other words, we regarded suicidal crisis as a possible result of interactions
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between these variables. Therefore, in a first step, we analyzed and described our variables of interests
for both age groups and looked for common features and differences between groups. In a second step,
we looked for associations between variables of interest in the two age groups and compared these
associations between groups. Figure 1 shows how we have organized and analyzed our variables and
their relationships.

Table 1. Conversion of clinical reasons that motivated hospitalization into modalities of a
standardized variable.

Clinical Reasons Modality of Variable Clinical Reasons Modality of Variable

defenestration Behavior anxiety Other acute signs
drowning Behavior auditory hallucination Other acute signs
drug abuse Behavior bipolar disorder Other acute signs
jump in front of a vehicle Behavior clastic crisis Other acute signs
jump off bridge Behavior derealization Other acute signs
substance overdose Behavior disorganization Other acute signs
scarification Behavior dissociative stupor Other acute signs
self-harm Behavior eating disorder Other acute signs
self-injury Behavior exhaustion Other acute signs
strangulation Behavior hallucination Other acute signs
substance abuse Behavior inadapted speech Other acute signs
suicide attempt Behavior manic Other acute signs
wrist slashing Behavior depression Other acute signs
dark thoughts Ideation mutism Other acute signs
suicidal ideas Ideation panic crisis Other acute signs
suicide ideation Ideation paranoid idea Other acute signs
PTSD (Post-Traumatic Stress Disorder) Other acute signs persecution idea Other acute signs
substance withdrawal Other acute signs psychotic crisis Other acute signs

psychotic decompensation Other acute signs

Figure 1. Organization of variables of interest and their associations.

2.3. Statistical Analysis

Our objective was to characterize profiles of suicidal patients according our variables of interest
(Figure 1), and to look for associations between those variables, with consideration of 2 age groups:
the youths aged 16 to 26, and the adults aged 27 and above.

Aligned with our variables of interests, we defined 9 binary variables for mental disorders, set at 1
or 0 according to disorders presence or absence. For treatments, we defined 4 binary variables, set at
1 or 0 according to patient exposure or not to treatments. Previous psychiatric hospitalization was
directly captured from admission interview (binary at 1 or 0). The variable ‘reason’ was nominal with
3 modalities: other acute signs, ideations, behaviors (Table 1).

In a first step, we aimed to describe our two groups through calculation of frequencies for all
variables within groups, with test of equifrequency when relevant, and test of independence between
groups. We used Pearson Khi2 for test independence or adjustment, and calculated odds ratio (OR)
and confidence interval at 95% (95% CI). Please note that in the following, the degree of freedom (df) is
1 except where specifically indicated.
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In a second step, we evaluated the existence of associations between variables within age groups.
For this, we calculated frequencies for 6 combinations of 2 variables (represented by the arrows in
Figure 1) and calculated the odds ratio at 95% confidence interval. We graphically summarized the
meaningful associations for each group to facilitate comparative analysis between groups.

All calculations were made using Excel Microsoft Office Professional Plus 2016, using statistic and
logarithmic functions.

3. Results

Prior to our planned analysis, we examined the number of patients admitted for suicidal crisis
according to age, and we inspected the relation between previous psychiatric hospitalization and
previous stay at UITB, i.e., of unambiguous previous suicidal crisis (Figure 2). The curve of the average
number of hospitalized patients per age range (grey) shows a pattern consistent with a previous
study [5], with a peak around 20 years old, then a plateau, before a decrease around 36 years old.
The same curves only for patients with previous psychiatric hospitalization (orange) or with previous
stay at UITB (blue) show a strong parallelism, suggesting that those two conditions are closely related.
Indeed, statistical tests indicated a strong association between previous psychiatric hospitalization and
previous stay at UITB: Khi2 = 217.6, p < 0.001, and OR = 305.7, 95% CI 71.9–1299.2.

Figure 2. Distribution of suicidal crisis cases per age range from 16 to 74.

We also checked gender distribution and examined comorbidity. Women were more represented
than men in both groups: 77.1% for youth (Khi2 = 30.9, p < 0.001) and 68.7% for adults (Khi2 = 35.1,
p < 0.001), and sex ratios were similar between the groups (Khi2 = 2.60, p = 0.107). Considering
comorbidity for patients with more than one disorder, we found no difference between age groups:
among youth, 39% had more than one disorder and 48.4% of adults (Khi2 = 2.62, p = 0.106). We observed
an interaction between age and comorbidity with regards to previous psychiatric hospitalization:
while youth with previous psychiatric hospitalization were 37.5% more likely to have more than one
disorder, this rate rose to 63% for adults (Khi2 = 6.30, p = 0.01, OR = 2.84, 95% CI 1.24–6.53).

3.1. Observed Frequencies of Variables of Interest per Age Group

Table 2 summarizes frequencies of disorders, treatments, previous psychiatric hospitalization,
and reasons for hospitalization observed in our population. The dominant disorder observed in
both groups was depression (Figure 3), which was more frequent in adults (67.1%) than in youth
(51.4%, Khi2 = 7.73, p = 0.005). It was followed by personality disorders (18.1% in youth, 21% in
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adults), especially borderline (17.1% and 13.5%) with no difference between age groups (respectively
Khi2 = 0.397, p = 0.529, and Khi2 = 0.794, p = 0.373). The third most frequent disorder was
Post-Traumatic Stress Disorder (PTSD), higher in the youth group (29.5%) than in the adult one
(16.3%, Khi2 = 8.09, p = 0.004). Substance use disorder was tendentially higher for adults (13.1%) than
for youths (6.7%, Khi2 = 3.08, p = 0.079).

Table 2. Frequencies of variables of interests, test of independence, and odds ratio (OR) between
age-group (-: no statistical significance).

Variables of
Interest

Disorders Youth n Adults n df Khi2 p OR 95% CI p
Eating 1.0% 1 2.0% 5 - - - - - -

Anxiety 7.6% 8 4.0% 10 1 2.06 0.151 0.50 0.19–1.31 0.158
Bipolar 2.9% 3 4.8% 12 - - - - - -

BPD 17.1% 18 13.5% 34 1 0.794 0.373 0.75 0.40–1.41 0.374
Depressive 51.4% 54 67.1% 169 1 7.73 0.005 1.92 1.21–3.06 0.006

OPD 18.1% 19 21.0% 53 1 0.397 0.529 1.21 0.67–2.16 0.529
PSD 2.9% 3 3.2% 8 - - - - - -

PTSD 29.5% 31 16.3% 41 1 8.09 0.004 0.46 0.27–0.79 0.005
Substance Use 6.7% 7 13.1% 33 1 3.08 0.079 2.11 0.90–4.93 0.085

Treatments Prior
to Admission Youth n Adults n df Khi2 p OR 95% CI p

Antidepressants 28.6% 30 54.8% 138 1 10.8 0.001 3.03 1.85–4.94 0.000
Neuroleptics 32.4% 34 30.2% 76 1 0.119 0.730 0.90 0.55–1.47 0.679
Anxiolytics 64.8% 68 82.1% 207 1 2.91 0.088 2.50 1.50–4.19 0.000

Psychotherapy 61.9% 65 63.1% 159 1 0.017 0.897 1.05 0.66–1.68 0.832

Previous
Psychiatric

Hospitalization
Youth n Adults n df Khi2 p OR 95%CI p

30.5% 32 36.5% 92 1 1.19 0.275 1.31 0.80–2.14 0.276

Reasons for
Hospitalization Youth n Adults n df Khi2 p OR 95% CI p

Other acute signs 21.0% 22 22.2% 56
2 0.170 0.919

1.08 0.62–1.88 0.791
Ideations 50.5% 53 51.2% 129 1.03 0.65–1.62 0.902
Behaviors 28.6% 30 26.6% 67 0.91 0.55–1.50 0.701

BPD = Borderline Personality Disorder, OPD = Other than borderline Personality Disorder, PSD = Psychotic
Spectrum Disorder, PTSD = Post-Traumatic Stress Disorder.

Figure 3. Disorders per age group.

The most frequent treatment reported was anxiolytics (Figure 4), then psychotherapy, and at last
antidepressants and neuroleptics. Psychotherapy (youth 61.9% and adults 63.1%) and neuroleptics
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(32.4% and 30.2%) were equally observed in both groups (Khi2 = 0.017, p = 0.897, and Khi2 = 0.119,
p = 0.73). Antidepressants were more frequent in adults (54.8%) than in youths (28.6%, Khi2 = 10.8,
p = 0.001). Anxiolytics were tendentially more frequent in adults (82.1%) than in youths (64.8%,
Khi2 = 2.91, p = 0.088). Within groups, frequencies of treatments were different (for youth, Khi2 = 24.4,
df = 3, p < 0.001, for adults Khi2 = 61.0, df = 3, p < 0.001).

Figure 4. Treatments per age group.

Frequency of previous psychiatric hospitalization was 30.5% for youths, and 36.5% for adults,
with no difference between groups (Khi2 = 1.19, p = 0.275).

In both groups, the main reason for hospitalization (Figure 5) was ideations (50.5% in youth, 51.2%
in adults), followed by behaviors (28.6% and 26.6%), and lastly other acute signs (21.0% and 22.2%).
Within groups, frequencies per reason were different (for youths Khi2 = 14.8, df = 2, p < 0.001, for adults
Khi2 = 36.9, df = 2, p < 0.001), but their distributions were similar between groups, i.e., reasons for
hospitalization were independent of the age (Khi2 = 0.17, df = 2, p = 0.919).

Figure 5. Reasons for hospitalization in suicidal crisis per age group.

3.2. Associations between Variables of Interest

3.2.1. Associations between Disorders and Treatments

Table 3 gives the frequencies of disorders per treatment exposure and odds ratio within age group.
For the youth group, patients with antidepressants showed more depression (70% vs. 40%, OR 3.50,
95% CI: 1.4–8.74, p = 0.007), those taking anxiolytics less Other Personality Disorders than Borderline
(OPD, 11.8% vs. 34.4%, OR 0.255, 95% CI: 0.09–0.72, p = 0.01), while neuroleptics were more frequently
associated with BPD (35.3% vs. 8.8%, OR 5.64, 95% CI: 1.89–16.8, p = 0.002), and psychotherapy with
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OPD (24.6% vs. 7.7%, OR = 3.92, 95% CI: 1.06–14.5, p = 0.04) and tendentially with BPD (23.1% vs. 7.7%,
OR 3.6, 95% CI: 0.97–13.4, p = 0.056).

Table 3. Frequencies of disorder per treatment exposure and odds ratio per age group
(-: no statistical significance).

Youth Adults

Antidepressants No Yes OR p 95% CI No Yes OR p 95% CI

Disorder
Eating 1.4% 0.0% - - - 1.9% 2.2% 1.16 0.87 1.90–7.04

Anxiety 4.3% 16.7% 4.47 0.051 0.99–20.8 3.8% 4.3% 1.16 0.82 0.32–4.22
Bipolar 2.9% 3.3% - - - 4.7% 5.1% 1.08 0.9 0.33–3.50

BPD 17.1% 20.0% 1.21 0.73 0.41–3.59 14.2% 12.3% 0.85 0.67 0.40–1.80
Depressive 40.0% 70.0% 3.50 0.007 1.4–8.74 50.0% 81.2% 4.31 0.000 2.43–7.63

OPD 17.1% 23.3% 1.47 0.47 0.51–4.20 20.8% 21.7% 1.06 0.85 0.57–1.97
PSD 4.3% 0.0% - - - 4.7% 2.2% 0.45 0.28 0.10–1.92

PTSD 35.7% 20.0% 0.45 0.125 0.16–1.25 26.4% 8.7% 0.26 0.000 0.13–0.55
Substance Use 8.6% 0.0% - - - 15.1% 12.3% 0.79 0.53 0.38–1.65

Anxiolytics No Yes OR p 95% CI No Yes OR p 95% CI

Disorder
Eating 0.0% 1.5% - - - 0.0% 2.4% - - -

Anxiety 9.4% 7.4% 0.77 0.73 0.17–3.43 0.0% 4.8% - - -
Bipolar 6.3% 1.5% - - - 5.1% 4.8% 0.94 0.94 0.20–4.46

BPD 12.5% 20.6% 1.81 0.33 0.55–6.03 10.3% 14.0% 1.43 0.53 0.47–4.31
Depressive 43.8% 51.5% 1.36 0.47 0.59–3.17 64.1% 68.6% 1.22 0.58 0.60–2.51

OPD 34.4% 11.8% 0.25 0.01 0.09–0.72 25.6% 20.8% 0.76 0.50 0.34–1.68
PSD 3.1% 2.9% - - - 2.6% 3.4% 1.33 0.79 0.16–11.1

PTSD 34.4% 29.4% 0.79 0.62 0.32–1.95 33.3% 13.0% 0.30 0.002 0.14–0.65
Substance Use 3.1% 7.4% 2.46 0.42 0.28–22.0 10.3% 14.0% 1.43 0.53 0.47–4.31

Neuroleptics No Yes OR p 95% CI No Yes OR p 95% CI

Disorder
Eating 1.5% 0.0% - - - 0.6% 5.3% 9.28 0.05 1.02–84.5

Anxiety 5.9% 11.8% 2.13 0.31 0.50–9.11 4.2% 3.9% 0.94 0.94 0.24–3.76
Bipolar 0.0% 8.8% - - - 1.8% 11.8% 7.39 0.003 1.94–28.1

BPD 8.8% 35.3% 5.64 0.002 1.89–16.8 9.5% 22.4% 2.74 0.008 1.3–5.77
Depressive 55.9% 38.2% 0.49 0.095 0.21–1.13 70.8% 60.5% 0.63 0.11 0.36–1.11

OPD 19.1% 17.6% 0.91 0.86 0.31–2.64 20.8% 21.1% 1.01 0.97 0.52–1.97
PSD 1.5% 5.9% - - - 1.8% 6.6% 3.97 0.069 0.90–16.6

PTSD 32.4% 26.5% 0.75 0.54 0.30–1.88 17.9% 13.2% 0.70 0.36 0.32–1.51
Substance Use 5.9% 5.9% 1.00 1.00 0.17–5.75 15.5% 9.2% 0.55 0.19 0.23–1.34

Psychotherapy No Yes OR p 95% CI No Yes OR p 95% CI

Disorder
Eating 0.0% 1.5% - - - 0.0% 3.1% - - -

Anxiety 7.7% 7.7% 1.00 1.00 0.43–4.44 3.3% 4.4% 1.34 0.68 0.34–5.30
Bipolar 0.0% 4.6% - - - 3.3% 5.7% 1.74 0.42 0.46–6.60

BPD 7.7% 23.1% 3.60 0.056 0.97–13.4 4.4% 18.9% 5.00 0.003 1.7–14.7
Depressive 51.3% 50.8% 0.98 0.96 0.44–2.17 60.0% 70.4% 1.59 0.09 0.92–2.73

OPD 7.7% 24.6% 3.92 0.040 1.06–14.5 16.7% 23.9% 1.57 0.18 0.81–3.05
PSD 2.6% 3.1% - - - 2.2% 3.1% 1.43 0.67 0.27–7.52

PTSD 38.5% 24.6% 0.52 0.14 0.22–1.23 25.6% 1.3% 0.37 0.004 0.19–0.74
Substance Use 10.3% 4.6% 0.42 0.28 0.09–2.00 20.0% 9.4% 0.42 0.021 0.20–0.87

BPD = Borderline Personality Disorder, OPD = Other than borderline Personality Disorder, PSD = Psychotic
Spectrum Disorder, PTSD = Post-Traumatic Stress Disorder.

For the group of adults, patients under antidepressants showed more depression (81.2% vs. 50.0%,
OR 4.31, 95% CI: 2.43–7.63, p < 0.001) and less PTSD (8.7% vs. 26.4%, OR 0.265, 95% CI: 0.13–0.55,
p < 0.001), PTSD was less frequent for patients taking anxiolytics (13% vs. 33.3%, OR 0.30, 95% CI:
0.14–0.65, p = 0.002), neuroleptics was associated with more frequent Bipolar disorder and BPD
(11.8% vs. 1.8%, OR 7.39, 95% CI: 1.94–28.1, p = 0.003 and 22.4% vs. 9.5%, OR 2.74, 95% CI: 1.3–5.77,
p = 0.008), and psychotherapy was associated with more BPD (18.9% vs. 4.4%, OR 5.0, 95% CI: 1.7–14.7,
p = 0.003) and less substance use disorder (9.4% vs. 20.0%, OR 0.417, 95% CI: 0.20–0.87, p = 0.021).
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3.2.2. Associations between Disorders and Previous Psychiatric Hospitalization

Table 4 shows that in the group of youths, previous psychiatric hospitalization was associated
only with BPD (OR = 3.69, 95% CI: 1.3–10.5, p = 0.015). In the group of adults, previous psychiatric
hospitalization was associated with BPD (OR = 6.26, 95% CI: 2.77–14.1, p < 0.001), negatively with
PTSD (OR = 0.31, 95% CI: 0.13–0.72, p = 0.007), and tendentially with substance use disorder (OR = 2.04,
95% CI: 0.98–4.27, p = 0.058).

Table 4. Frequencies of disorder per previous psychiatric hospitalization (PPH) and odds ratio per age
group (-: no statistical significance).

Youth Adults

PPH No Yes OR p 95%CI No Yes OR p 95%CI

Disorder
Anxiety 5.5% 12.5% 2.46 0.224 0.58–10.55 4.4% 3.3% 0.74 0.664 0.19–2.92
Bipolar 2.7% 3.1% - - - 4.4% 5.4% 1.26 0.704 0.39–4.08

BPD 11.0% 31.3% 3.69 0.015 1.3–10.5 5.6% 27.2% 6.26 0.000 2.77–14.14
Depressive 52.1% 50.0% 0.92 0.846 0.4–2.12 67.5% 66.3% 0.95 0.846 0.55–1.63

OPD 21.9% 9.4% 0.37 0.136 0.1–1.37 18.8% 25.0% 1.44 0.243 0.78–2.68
PSD 2.7% 3.1% - - - 3.1% 3.3% 1.04 0.953 0.24–4.48

PTSD 34.2% 18.8% 0.44 0.114 0.16–1.22 21.3% 7.6% 0.31 0.007 0.13–0.72
Substance Use 6.8% 6.3% 0.91 0.910 0.17–4.94 10.0% 18.5% 2.04 0.058 0.98–4.27

BPD = Borderline Personality Disorder, OPD = Other than borderline Personality Disorder, PSD = Psychotic
Spectrum Disorder, PTSD = Post-Traumatic Stress Disorder.

3.2.3. Associations between Disorders and Reasons for Hospitalization

Due to small subgroups size, we could only assess associations of reasons for hospitalization with
depression and PTSD for youth, as well as with BPD, OPD, and substance user disorders for adults.
The results shown in Table 5 suggest no association between disorders and reasons for hospitalization
in both age groups. This is consistent with the independence of the reasons for hospitalization in
suicidal crisis and mental disorders.

Table 5. Frequencies of disorder per hospitalization reason, and adjustment Khi2 within age group
(-: no statistical significance).

Youth Adults

Reason OAS SI SB Khi2 p OAS SI SB Khi2 p

Disorder
BPD - - - - - 8.9% 14.0% 16.4% 1.31 0.52

Depressive 45.5% 47.2% 63.3% 0.73 0.69 69.6% 65.9% 67.2% 0.97 0.62
OPD - - - - - 10.7% 27.1% 17.9% 3.87 0.14
PTSD 36.4% 32.1% 20.0 1.79 0.41 16.1% 19.4% 10.4% 1.47 0.48

Substance Use - - - - - 8.9% 16.3% 10.4% 1.29 0.52

OAS = Other acute signs, SI = Suicidal Ideations, SB = Suicidal Behaviors, BPD = Borderline Personality Disorder,
OPD = Other than borderline Personality Disorder, PTSD = Post-Traumatic Stress Disorder.

3.2.4. Association between Treatments and Previous Psychiatric Hospitalization

Table 6 shows that in our group of youths, previous psychiatric hospitalization was associated
with more anxiolytics (OR = 3.14, 95% CI: 1.07–9.19, p = 0.037), neuroleptics (OR = 3.86, 95% CI:
1.58–9.42, p = 0.003), and psychotherapy (OR = 4.53, 95% CI: 1.57–13.1, p = 0.005). In the group of
adults, previous psychiatric hospitalization was associated with neuroleptics (OR = 1.95, 95% CI:
1.12–3.40, p = 0.018) and with psychotherapy (OR = 3.48, 95% CI: 1.9–6.37, p < 0.001).
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Table 6. Frequencies of treatment per previous psychiatric hospitalization (PPH) and odds ratio per
age group.

Youth Adults

PPH No Yes OR p 95% CI No Yes OR p 95% CI

Treatments
Antidepressants 28.6% 33.3% 1.25 0.634 0.5–3.13 37.7% 35.5% 0.908 0.720 0.54–1.54

Anxiolytics 15.6% 36.8% 3.14 0.037 1.07–9.19 33.3% 37.2% 1.18 0.646 0.57–2.44
Neuroleptics 20.6% 50.0% 3.86 0.003 1.58–9.42 31.5% 47.4% 1.95 0.018 1.12–3.4

Psychotherapy 12.8% 40.0% 4.53 0.005 1.57–13.1 20.0% 46.5% 3.48 0.000 1.9–6.37

3.2.5. Association between Treatments and Reasons for Hospitalization

Tests of adjustment shown in Table 7 indicated associations between treatments and reasons for
hospitalization in two conditions. First, while the average frequency of neuroleptics in the youth group
(32.4%) is similar to what is observed in the group of adults (30.2%, Khi2 = 0.16, p = 0.69), there is a
significantly lower rate of suicidal behaviors in youth with neuroleptics: only 13.3% were hospitalized
for suicidal behaviors against 42% for ideations and 40.9% due to warning signs (Khi2 = 7.66, df = 2,
p = 0.02). Second, antidepressants were taken by 49.2% of adult patients with ideations, 60.9% of
those with behaviors, and 68.5% of those hospitalized due to suicidal other acute signs (Khi2 = 6.42,
df = 2, p = 0.04).

Table 7. Frequencies of treatment per hospitalization reason and adjustment Khi2 within age group.

Youth Adults

Reason OAS SI SB Khi2 df p OAS SI SB Khi2 df p

Treatment
Antidepressants 28.6% 26.5% 36.7% 0.94 2 0.63 68.5% 49.2% 60.9% 6.42 2 0.04

Anxiolytics 66.7% 67.3% 70.0% 0.08 2 0.96 87.3% 81.0% 87.7% 1.98 2 0.37
Neuroleptics 40.9% 42.0% 13.3% 7.66 2 0.02 30.9% 35.2% 23.4% 2.73 2 0.25

Psychotherapeutic 63.6% 57.7% 70.0% 1.24 2 0.54 70.9% 62.0% 61.5% 1.53 2 0.47

OAS = Other acute signs, SI = Suicidal Ideations, SB = Suicidal Behaviors.

In the youth group, complementary odds ratio calculation indicated that neuroleptics were
associated with both more ideations and other acute signs than behaviors (OR = 4.7, 95% CI 1.73–12.8,
p = 0.011 and OR = 4.5, 95% CI 1.45–14.0, p = 0.029), and conversely less behaviors than ideations
and other acute signs (OR = 0.21, 95% CI 0.08–0.57, p = 0.009). This is consistent with the existence
of an association between neuroleptics and reason for hospitalization for youth in suicidal crisis in
the population of our study. The use of neuroleptics is associated with lower rate of hospitalization
motivated by suicidal behaviors.

In the group of adults with antidepressants, odds ratio indicated no difference between other
acute signs and behaviors (OR = 0.72, 95% CI 0.38–1.36, p = 0.39), but a difference between other
acute signs and ideations (OR = 0.44, 95% CI 0.25–0.78, p = 0.018). This is partially consistent with an
association between antidepressants and less verbalized symptoms of suicidal risks.

3.2.6. Association between Reasons for Hospitalization and Previous Psychiatric Hospitalization

Table 8 gives the frequencies of reasons for hospitalization for patients with previous psychiatric
hospitalization. In both age groups, among people with previous psychiatric hospitalization, reasons
for hospitalization were unevenly distributed (Figure 6a,b): suicidal ideations came first (50.0% for
youth, 47.8% for adults), suicidal behaviors second (respectively 37.5% and 31.5%), and other acute
signs third (12.5% and 20.7%). Reasons for current hospitalization did not vary according to age nor to
previous hospitalization.
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Table 8. Frequencies of reason for hospitalization for people with previous psychiatric hospitalization,
OR between age groups, and adjustment Khi2 within age group.

Reason Youth Adults OR p 95% CI

Other acute signs 12.5% 20.7% 0.433 0.177 0.16–1.20
Ideation 50.0% 47.8% 0.835 0.610 0.74–1.49
Behavior 37.5% 31.5% 0.874 0.762 0.42–1.82

Khi2 7.00 10.3
Df 2 2
p 0.030 0.006

Figure 6. Frequencies of reasons for hospitalization according to previous psychiatric hospitalization
(PPH), (a) for youth; (b) for adults.

Figure 7a (youth) and b (adults) illustrates our findings regarding associations between variables
for both groups. Associations are not directional, arrows in the legends indicate in which direction
the odds ratios play, e.g., in the youth group, there is an association between disorder and previous
psychiatric hospitalization, namely, BPD was found associated with an OR of 3.7 with previous
psychiatric hospitalization, i.e., we observed in our study that youth with BPD had 3.7 more chance to
have had previous psychiatric hospitalization.

Figure 7. Relevant associations between variables of interest, especially in bold those with borderline
personality disorder and neuroleptics. (a) in youth and (b) adults AD: Antidepressants, AX: Anxiolytics,
Bip.: Bipolar Disorder, BPD: Borderline Personality Disorder, Dep.: Depression, NL: Neuroleptics,
OAS: Other acute signs, OPD: Other Personality Disorders than BPD, Psy: Psychotherapy, PPH:
Previous Psychiatric Hospitalization, PTSD: Post-Traumatic Stress Disorder, SB: Suicidal Behaviors,
SUD: Substance Use Disorder.
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4. Discussion

In this study, we investigated the characteristics of suicidal patients in terms of mental disorders,
pharmacological and psychotherapeutic treatments, previous psychiatric hospitalization, and reasons
leading to their hospitalization. Our goal was to compare the profile of young people aged 16 to
26 years to adults aged 27 and more. We also examined associations between variables to contribute to
the understanding of suicidality in youth and investigate their needs for care in comparison with adults.

Across our cohort of 357 patients, we observed a higher prevalence of hospitalized women vs. men
(77.1% in youth, 68.7% in adults), making an average female to male ratio of 2.4, which is the inverse of
the death by suicide reported ratio of 2.2 men for 1 woman observed in Switzerland [35]. This “gender
paradox” has already been described in studies on adults and youths [43,44], which propose that
factors out of the scope of this study are involved: socio-economical context and life events for women,
and access to means and impulsivity for men.

In accordance with our hypotheses, depression was the most frequent disorder in youths and
adults, and substance use disorder was tendentially less present among youths. With regards to
treatments, antidepressants were less frequent in youths, while psychotherapy was equally present in
both groups. Rates of previous psychiatric hospitalization were similar in both groups. Of note, PTSD
was frequent in both groups, remarkably in youths with almost 30% prevalence, while it is seldom or
only indirectly mentioned in other studies, and at much lower rates [16,27]. This suggests personal
histories of trauma, which could be related to adverse childhood conditions or traumatic life-events.

Opposite to expectations, depression prevalence was lower in youths than in adults, whereas
personality disorders were similar in both groups. With regards to prescription of psychopharmacological
treatments before hospitalization, neuroleptics prescription in youths appeared equivalent as in adults,
while it was expected to be lower. Regarding the distribution of the reasons for hospitalization (suicidal
behaviors versus suicidal ideas), these were comparable between youths and adults, while youths
were expected to exhibit more behaviors than ideas. While not confirming predictions, these findings
may be consistent with research indicating that suicidality is transdiagnostic in both youths and
adults: in our population, it appears related with different mental disorders, which are addressed
with different types of pharmacological or psychotherapeutic treatments. The average number of
hospitalizations per age range observed in our population (Figure 2) is consistent with an onset of
suicidality during youth. A rate of rehospitalization around 30% is consistent with a substantial
chronicity. This chronicity is especially marked for patients with a diagnosis of borderline personality
disorder [45], who have, respectively among youths and adults, a 3 and 6 odds ratio of rehospitalization
in comparison with those without this diagnosis. Taken together, our observations highlight that
suicidal youths exhibit clear clinical needs. In particular, they exhibit equally frequent personality
disorders (especially borderline), receive neuroleptics prescriptions just as frequently, and experience
equivalent rehospitalizations. Furthermore, the results yield clinical specificities of youths: higher
frequency of PTSD, less diagnosed depression, and less prescribed antidepressants, which argue for
further research into this population consulting in emergency psychiatry settings.

The higher prevalence of BPD diagnosis in youths suggests that the clinicians in the current study
were more inclined to use this diagnosis with youths in comparison to practices reported elsewhere [31].
The higher rate of neuroleptics may result from a shift in the prescription of antidepressants to
neuroleptics in an attempt to reduce the severity of presenting symptoms [46,47]. Findings from
the present study suggest that neuroleptics prescription is associated in youths to less frequent
hospitalization due to suicidal behavior in comparison with ideations and other acute signs, while this
is not the case in adults. Yet, it is not clear that neuroleptics may have reduced suicidal behavior in
itself, and this hypothesis would need specific research designs to be tested.

When considering associations between rehospitalization and treatments, one can note that
rehospitalization is associated with prescription of neuroleptics and psychotherapy. This observation
questions the efficiency of these treatments on the underlying distal causes that drive the suicidal
process. Further research should help to better understand the effects of such treatments on
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suicidal behavior vs. ideations. In order to bring some understanding on the complex suicidal
mechanisms, future research could make distinctions between the types of neuroleptics, and between
psychotherapeutic approaches with different targets.

Interestingly, we found that 70% of young people taking antidepressants are diagnosed with
depression, while only 38% of those with neuroleptics receive this diagnosis. Following Kessing’s
results [48] showing that suicidal relapse is correlated with the severity of the depressive symptoms,
and suggesting an association with personality disorders, it is conceivable that in the presence
of borderline personality disorder, an episode of major depression may foster suicidal intent.
This hypothesis should attract further detailed scrutiny in future research.

Linking back to clinical practice, this hypothesis would bolster the importance of an accurate
evaluation, without the fear of diagnosing personality disorders (which looks already acquired),
and with clear identification and distinction of depressive symptoms, as depression remains the disorder
most associated with suicidal crisis (Table 2) and its relapse (Table 4). In terms of treatment, given the
difficulties to treat suicidality in youths with pharmacological means [38], and the fact that emotional
dysregulation is an etiological factor in both depression and BPD [15,41,49], the implementation of
psychotherapeutic interventions specifically targeting emotional regulation skills, with evidence-based
results in adults [50], should be considered in young people.

5. Conclusions

5.1. Conclusions

In terms of mental disorders, previous psychiatric hospitalization, and reasons for hospitalization,
the profiles of youth and adults of this study looked more similar than dissimilar. Nevertheless,
some differences in medication have raised questions. Results show that the practice of diagnosing
personality disorders in young patients is performed in the adult psychiatric emergency department
examined in this study. The diagnosis of borderline personality disorder appears to be specifically
associated with previous hospitalization. Concerning previous treatments, results suggest the need
to better understand the mechanisms of pharmacological treatments in suicidal youth, given their
association with a pattern of multiple hospitalizations. We also notice that, since depression and BPD
seem to be entangled in suicidal populations rehospitalized in emergency, it might be interesting to
further examine their common underlying etiological psychological processes. Indeed, evidence-based
results of specialized psychotherapies indicate that different types of therapies target common,
psychological, transdiagnostic processes such as emotion regulation, leading to significant reduction in
suicidality [50].

5.2. Limitations

A limitation of our study is related to its exploratory approach: in some analyses on associations
of variables, we sometimes arrived at subgroups too small for statistical significance, which is difficult
to resolve other than with a larger cohort. The granularity of our data was sufficient to bring together
the concepts of reasons for hospitalization, treatments, and rehospitalization, which made it possible
to highlight the association, among young people, of the use of neuroleptics with a decrease in suicidal
behaviors and an increase in rehospitalization. Nevertheless, one might have expected to see more
associations between mental disorders and reasons, and one would be very interested in finding
out what rehospitalization is associated with, for the usefulness this may have in the prevention of
relapse. Therefore, it would be appropriate to deal with finer data in terms of psychiatric evaluations,
i.e., dimensional symptoms rather than binary diagnoses, as well as of treatments. This would
also enable to better assess associations between variables, e.g., with distinction of antidepressants
types, or between first and second generations of neuroleptics, and to include mood stabilizers.
Another limitation lies in the investigation of comorbidity which appeared significant but that we
could hardly analyze with the statistical methods we have chosen in this study. Further factorial
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analysis might be interesting to perform, as a converging group of studies shows that this method
reveals that a latent general factor of psychopathology might explain comorbidity as well as homotypic
and heterotypic continuity of psychopathology. To further study suicidality, we could also work out a
definition of ‘reasons of suicidal crisis’ that would take into account a wider scope of elements such
as feelings, exposure, access to means, familial and social history and conditions, or the existence
of a recent personal life event that may have triggered the crisis by exceeding patients’ capacities
for affective and cognitive regulation and could explain the high frequency of PTSD we observed.
Another limitation is the cross-sectional design of our study because it gave us no direct access to the
relations between disorders, relapse, reasons for hospitalization, and treatments. If our findings suggest
an association in youth between neuroleptics, relapse, and reasons, knowing what the reasons and the
disorders at previous hospitalizations were would be necessary to describe the effect of treatments on
changes in reasons and on evolutions in disorders.

Our findings are encouraging, and given the above limitations, replication studies with larger
cohorts and multicentric design would be welcome to better understand the multifactorial process of
suicidality, and to better care for young people in psychological and existential crisis.

Author Contributions: Conceptualization, M.D., P.P. and V.B.; methodology, P.P., M.D. and V.B.; software, V.B.;
validation, M.D., C.G. and P.P.; formal analysis, M.D., P.P., C.G., C.M. and E.P.; investigation, M.D., P.P. and V.B.;
resources, M.D., P.P. and E.P.; data curation, V.B.; writing—original draft preparation, V.B.; writing—review and
editing, V.B., M.M., P.P., C.G., C.M., E.P., M.D.N., L.G., J.A. and N.P.; visualization, V.B.; supervision, M.D. and P.P.;
project administration, P.P. and M.D. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Kessler, R.C.; Berglund, P.; Demler, O.; Jin, R.; Merikangas, K.R.; Walters, E.E. Lifetime prevalence
and age-of-onset distribution of DSM-IV disorders in the national comorbidity survey replication.
Arch. Gen. Psychiatry 2005, 62, 593–602. [CrossRef] [PubMed]

2. Marttunen, M.J.; Aro, H.M.; Henriksson, M.M.; Lönnqvist, J.K. Mental disorders in adolescents’ suicide.
Arch. Gen. Psychiatry 1991, 48, 834–839. [CrossRef] [PubMed]

3. Nugent, A.C.; Ballard, E.D.; Park, L.T.; Zarate, C.A. Research on the pathophysiology, treatment,
and prevention of suicide: Practical and ethical issues. BMC Psychiatry 2019, 19, 332. [CrossRef] [PubMed]

4. World Health Organization. Suicide. Available online: www.who.int/mediacentre/factsheets/fs398/en/

(accessed on 12 May 2020).
5. Slama, F.; Courtet, P.; Golmard, J.L.; Mathieu, F.; Guillaume, S.; Yon, L.; Jollant, F.; Misson, H.; Jaussent, I.;

Leboyer, M.; et al. Admixture analysis of age at first suicide attempt. J. Psychiatr. Res. 2009, 43, 895–900.
[CrossRef] [PubMed]

6. Seguin, M.; Renaud, J.; Lesage, A.; Robert, M.; Turecki, G. Youth and young adult suicide: A study of life
trajectory. J. Psychiatr. Res. 2011, 45, 863–870. [CrossRef] [PubMed]

7. Chabrol, H.; Chassagne, J.; Henry, L.; Raynal, P. Influence of cannabis use disorder symptoms on suicidal
ideation in college students. Int. J. Ment. Health Addict. 2020. [CrossRef]

8. Dendup, T.; Zhao, Y.; Dorji, T.; Phuntsho, S. Risk factors associated with suicidal ideation and suicide
attempts in Bhutan: An analysis of the 2014 Bhutan STEPS Survey data. PLoS ONE 2020, 15, e0225888.
[CrossRef]

9. Wang, Y.R.; Sun, J.W.; Lin, P.Z.; Zhang, H.H.; Mu, G.X.; Cao, F.L. Suicidality among young adults: Unique
and cumulative roles of 14 different adverse childhood experiences. Child Abus. Negl. 2019, 98, 104183.
[CrossRef]

10. Albury, E.A. Examining Factors Influencing the Differential Reporting of Suicide Attempt History among
Undergraduates at Elevated Suicidal Risk. Master’s Thesis, Florida State University, Tallahassee, FL, USA,
11 March 2019.

11. Siddique, M.P.; Hanif, R. Experience of loneliness and suicidal ideation among young adults: The moderating
role of gender. JIIMC 2019, 14, 126–130.

http://dx.doi.org/10.1001/archpsyc.62.6.593
http://www.ncbi.nlm.nih.gov/pubmed/15939837
http://dx.doi.org/10.1001/archpsyc.1991.01810330058009
http://www.ncbi.nlm.nih.gov/pubmed/1929774
http://dx.doi.org/10.1186/s12888-019-2301-6
http://www.ncbi.nlm.nih.gov/pubmed/31675949
www.who.int/mediacentre/factsheets/fs398/en/
http://dx.doi.org/10.1016/j.jpsychires.2009.01.007
http://www.ncbi.nlm.nih.gov/pubmed/19232417
http://dx.doi.org/10.1016/j.jpsychires.2011.05.005
http://www.ncbi.nlm.nih.gov/pubmed/21636096
http://dx.doi.org/10.1007/s11469-019-00201-2
http://dx.doi.org/10.1371/journal.pone.0225888
http://dx.doi.org/10.1016/j.chiabu.2019.104183


Int. J. Environ. Res. Public Health 2020, 17, 8733 16 of 17

12. De Beurs, D.; Fried, E.I.; Wetherall, K.; Cleare, S.; O’Connor, D.B.; Ferguson, E.; O’Carroll, R.E.; O’Connor, R.C.
Exploring the psychology of suicidal ideation: A theory driven network analysis. Behav. Res. Ther. 2019,
120, 103419. [CrossRef]

13. Domínguez-García, E.; Fernández-Berrocal, P. The Association between Emotional Intelligence and Suicidal
Behavior: A Systematic Review. Front. Psychol. 2018, 9, 2380. [CrossRef] [PubMed]

14. Mikolajczak, M.; Petrides, K.V.; Hurry, J. Adolescents choosing self-harm as an emotion regulation strategy:
The protective role of trait emotional intelligence. Br. J. Clin. Psychol. 2009, 48, 181–193. [CrossRef] [PubMed]

15. Bateman, A.; Fonagy, P. Effectiveness of partial hospitalization in the treatment of borderline personality
disorder: A randomized control trial. Am. J. Psychiatry 1999, 156, 1563–1569. [CrossRef] [PubMed]

16. O’Connor, R.C.; Kirtley, O.J. The integrated motivational-volitional model of suicidal behaviour. Philos. Trans.
R. Soc. B 2018, 373, 20170268. [CrossRef]

17. Eckhoff, C.; Sorvold, M.T.; Kvernmo, S. Adolescent self-harm and suicidal behavior and young adults’
outcomes in indigenous and non-indigenous people. Eur. Child Adolesc. Psychiatry 2019, 29, 917–927.
[CrossRef]

18. McGorry, P. Building the momentum and blueprint for reform in youth mental health. Lancet Psychiatry 2019,
6, 459–461. [CrossRef]

19. Fusar-Poli, P. Integrated Mental Health Services for the Developmental Period (0 to 25 Years): A Critical
Review of the Evidence. Front. Psychiatry 2019, 10, 355. [CrossRef]

20. Broad, K.L.; Sandhu, V.K.; Sunderji, N.; Charach, A. Youth experiences of transition from child mental health
services to adult mental health services: A qualitative thematic synthesis. BMC Psychiatry 2017, 17, 380.
[CrossRef]

21. Sroufe, A.; Rutter, M. The Domain of Developmental Psychopathology. Child Dev. 1984, 55, 17–29. [CrossRef]
22. Jones, P.B. Adult mental health disorders and their age at onset. Br. J. Psychiatry 2013, 202, s5–s10. [CrossRef]
23. Newton-Howes, G.; Clark, L.A.; Chanen, A. Personality disorder across the life course. Lancet 2015, 385,

727–734. [CrossRef]
24. Johnson, J.G.; Cohen, P.; Kasen, S.; Skodol, A.E.; Oldham, J.M. Cumulative prevalence of personality disorders

between adolescence and adulthood. Acta Psychiatr. Scand. 2008, 118, 410–413. [CrossRef] [PubMed]
25. Chanen, A.M.; McCutcheon, L. Prevention and early intervention for borderline personality disorder: Current

status and recent evidence. Br. J. Psychiatry 2013, 202, s24–s29. [CrossRef] [PubMed]
26. Grilo, C.M.; McGlashan, T.H.; Quinlan, D.M.; Walker, M.L.; Greenfeld, D.G.; Edell, W.S. Frequency of

Personality Disorders in Two Age Cohorts of Psychiatric Inpatients. Am. J. Psychiatry 1998, 155, 140–142.
[CrossRef]

27. Chesney, E.; Goodwin, G.M.; Fazel, S. Risks of all-cause and suicide mortality in mental disorders: A meta
review. World Psychiatry 2014, 13, 153–160. [CrossRef]

28. Besch, V.; Debbané, M.; Greiner, C.; Magnin, C.; De Néris, M.; Ambrosetti, J.; Perroud, N.; Poulet, E.; Prada, P.
Emergency psychiatric management of borderline personality disorder: Towards an articulation of modalities
for personalised integrative care. L’encéphale 2020. [CrossRef]

29. Alonso, J.; Angermeyer, M.C.; Bernert, S.; Bruffaerts, R.; Brugha, T.S.; Bryson, H.; de Girolamo, G.; de Graaf, R.;
Demyttenaere, K.; Gasquet, I.; et al. Prevalence of mental disorders in Europe: Results from the European
Study of the Epidemiology of Mental Disorders (ESEMeD) project. Acta Psychiatr. Scand. 2004, 109, 21–27.
[CrossRef]

30. Bridge, J.A.; Goldstein, T.R.; Brent, D.A. Adolescent suicide and suicidal behavior. J. Child Psychol. Psychiatry
2006, 47, 372–394. [CrossRef]

31. Laurenssen, E.M.P.; Hutsebaut, J.; Feenstra, D.J.; Van Busschbach, J.J.; Luyten, P. Diagnosis of personality
disorders in adolescents: A study among psychologists. Child Adolesc. Psychiatry Ment. Health 2013, 7, 3.
[CrossRef]

32. Biskin, R.S. Treatment of Borderline Personality Disorder in Youth. J. Can. Acad. Child Adolesc. Psychiatry
2013, 22, 230–234.

33. Gore, F.M.; Bloem, P.J.N.; Patton, G.C.; Ferguson, J.; Joseph, V.; Coffey, C.; Sawyer, S.M.; Mathers, C.D. Global
burden of disease in young people aged 10–24 years: A systematic analysis. Lancet 2011, 377, 2093–2102.
[CrossRef]

34. Turecki, G.; Brent, D.A. Suicide and suicidal behaviour. Lancet 2016, 387, 1227–1239. [CrossRef]
35. Varnik, P. Suicide in the World. Int. J. Environ. Res. Public Health 2012, 9, 760–771. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/j.brat.2019.103419
http://dx.doi.org/10.3389/fpsyg.2018.02380
http://www.ncbi.nlm.nih.gov/pubmed/30555393
http://dx.doi.org/10.1348/014466508X386027
http://www.ncbi.nlm.nih.gov/pubmed/19054434
http://dx.doi.org/10.1176/ajp.156.10.1563
http://www.ncbi.nlm.nih.gov/pubmed/10518167
http://dx.doi.org/10.1098/rstb.2017.0268
http://dx.doi.org/10.1007/s00787-019-01406-5
http://dx.doi.org/10.1016/S2215-0366(19)30050-1
http://dx.doi.org/10.3389/fpsyt.2019.00355
http://dx.doi.org/10.1186/s12888-017-1538-1
http://dx.doi.org/10.2307/1129832
http://dx.doi.org/10.1192/bjp.bp.112.119164
http://dx.doi.org/10.1016/S0140-6736(14)61283-6
http://dx.doi.org/10.1111/j.1600-0447.2008.01231.x
http://www.ncbi.nlm.nih.gov/pubmed/18644003
http://dx.doi.org/10.1192/bjp.bp.112.119180
http://www.ncbi.nlm.nih.gov/pubmed/23288497
http://dx.doi.org/10.1176/ajp.155.1.140
http://dx.doi.org/10.1002/wps.20128
http://dx.doi.org/10.1016/j.encep.2020.04.013
http://dx.doi.org/10.1111/j.1600-0047.2004.00325.x
http://dx.doi.org/10.1111/j.1469-7610.2006.01615.x
http://dx.doi.org/10.1186/1753-2000-7-3
http://dx.doi.org/10.1016/S0140-6736(11)60512-6
http://dx.doi.org/10.1016/S0140-6736(15)00234-2
http://dx.doi.org/10.3390/ijerph9030760
http://www.ncbi.nlm.nih.gov/pubmed/22690161


Int. J. Environ. Res. Public Health 2020, 17, 8733 17 of 17

36. Viswanathan, M.; Kennedy, S.M.; McKeeman, J.; Christian, R.; Coker-Schwimmer, M.; Cook Middleton, J.;
Bann, C.; Lux, L.; Randolph, C.; Forman-Hoffman, V. Treatment of Depression in Children and Adolescents:
A Systematic Review. Comp. Eff. Rev. 2020, 224, 2–9.

37. Olfson, M.; Blanco, C.; Liu, S.M.; Wang, S.; Correll, C.U. National Trends in the Office-Based Treatment
of Children, Adolescents, and Adults with Antipsychotics. Arch. Gen. Psychiatry 2012, 69, 1247–1256.
[CrossRef] [PubMed]

38. Katz, C.; Randall, J.R.; Leong, C.; Sareen, J.; Bolton, J.M. Psychotropic medication use before and after suicidal
presentations to the emergency department: A longitudinal analysis. Gen. Hosp. Psychiatry 2020, 63, 68–75.
[CrossRef] [PubMed]

39. Spielmans, G.I.; Spence-Sing, T.; Parry, P. Duty to Warn: Antidepressant Black Box Suicidality Warning Is
Empirically Justified. Front. Psychiatry 2020, 11, 18. [CrossRef]

40. Hawton, K.; Bergen, H.; Kapur, N.; Cooper, J.; Steeg, S.; Ness, J.; Waters, K. Repetition of self-harm and
suicide following self-harm in children and adolescents: Findings from the Multicentre Study of Self-harm
in England. J. Child Psychol. Psychiatry 2012, 53, 1212–1219. [CrossRef]

41. Cha, C.B.; Franz, P.J.; Guzman, E.M.; Glenn, C.R.; Kleiman, E.M.; Nock, M.K. Annual Research Review:
Suicide among youth—Epidemiology, (potential) etiology, and treatment. J. Child Psychol. Psychiatry 2018,
59, 460–482. [CrossRef]

42. Cripps, R.L.; Hayes, J.F.; Pitman, A.L.; Osborn, D.P.J.; Werbeloff, N. Characteristics and risk of repeat
suicidal ideation and self-harm in patients who present to Emergency Departments with suicidal ideation or
self-harm: A prospective cohort study. J. Affect. Disord. 2020, 273, 358–363. [CrossRef]

43. Schrijvers, D.L.; Bollen, J.; Sabbe, B.C.G. The gender paradox in suicidal behavior and its impact on the
suicidal process. J. Affect. Disord. 2012, 138, 19–26. [CrossRef] [PubMed]

44. Miranda-Mendizabal, A.; Castellvi, P.; Pare’s-Badell, O.; Alayo, I.; Almenara, J.; Alonso, I.; Blasco, M.J.;
Cebria, A.; Gabilondo, A.; Gili, M.; et al. Gender differences in suicidal behavior in adolescents and young
adults: Systematic review and meta-analysis of longitudinal studies. Int. J. Public Health 2019, 64, 265–283.
[CrossRef] [PubMed]

45. Rodante, D.E.; Grendas, L.N.; Puppo, S.; Vidjen, P.; Portela, A.; Rojas, S.M.; Chiapella, L.C.; Daray, F.M.
Predictors of short- and long-term recurrence of suicidal behavior in borderline personality disorder.
Acta Psychiatr. Scand. 2019, 140, 158–168. [CrossRef] [PubMed]

46. Olfson, M.; Blanco, C.; Moreno, C.; Laje, G. National trends in the outpatient treatment of children and
adolescents with antipsychotic drugs. Arch. Gen. Psychiatry 2006, 63, 679–685. [CrossRef] [PubMed]

47. Edelsohn, G.A.; Karpov, I.; Parthasarathy, M.; Hutchison, S.L.; Castelnovo, K.; Ghuman, J.; Schuster, J.M.
Trends in Antipsychotic Prescribing in Medicaid-Eligible Youth. J. Am. Acad. Child Adolesc. Psychiatry 2017,
56, 59–66. [CrossRef] [PubMed]

48. Kessing, L.V. Severity of depressive episodes according to ICD 10: Prediction of risk of relapse and suicide.
Br. J. Psychiatry 2004, 184, 153–156. [CrossRef]

49. Hutsebaut, J.; Debbané, M.; Sharp, C. Designing a range of mentalizing interventions for young people
using a clinical staging approach to borderline pathology. Bord. Personal. Disord. Emot. Dysregul. 2020, 7, 6.
[CrossRef]

50. Storebo, O.J.; Stoffers-Winterling, J.M.; Völlm, B.A.; Kongerslev, M.T.; Mattivi, J.T.; Jorgensen, M.S.;
Faltinsen, E.; Todorovac, A.; Sales, C.P.; Callesen, H.E.; et al. Psychological therapies for people with
borderline personality disorder. Cochrane Database Syst. Rev. 2020, 5, 1465–1858. [CrossRef]

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1001/archgenpsychiatry.2012.647
http://www.ncbi.nlm.nih.gov/pubmed/22868273
http://dx.doi.org/10.1016/j.genhosppsych.2018.10.003
http://www.ncbi.nlm.nih.gov/pubmed/32250247
http://dx.doi.org/10.3389/fpsyt.2020.00018
http://dx.doi.org/10.1111/j.1469-7610.2012.02559.x
http://dx.doi.org/10.1111/jcpp.12831
http://dx.doi.org/10.1016/j.jad.2020.03.130
http://dx.doi.org/10.1016/j.jad.2011.03.050
http://www.ncbi.nlm.nih.gov/pubmed/21529962
http://dx.doi.org/10.1007/s00038-018-1196-1
http://www.ncbi.nlm.nih.gov/pubmed/30635683
http://dx.doi.org/10.1111/acps.13058
http://www.ncbi.nlm.nih.gov/pubmed/31155713
http://dx.doi.org/10.1001/archpsyc.63.6.679
http://www.ncbi.nlm.nih.gov/pubmed/16754841
http://dx.doi.org/10.1016/j.jaac.2016.10.005
http://www.ncbi.nlm.nih.gov/pubmed/27993230
http://dx.doi.org/10.1192/bjp.184.2.153
http://dx.doi.org/10.1186/s40479-020-0121-4
http://dx.doi.org/10.1002/14651858.CD012955
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Study Population 
	Data Collection and Management 
	Statistical Analysis 

	Results 
	Observed Frequencies of Variables of Interest per Age Group 
	Associations between Variables of Interest 
	Associations between Disorders and Treatments 
	Associations between Disorders and Previous Psychiatric Hospitalization 
	Associations between Disorders and Reasons for Hospitalization 
	Association between Treatments and Previous Psychiatric Hospitalization 
	Association between Treatments and Reasons for Hospitalization 
	Association between Reasons for Hospitalization and Previous Psychiatric Hospitalization 


	Discussion 
	Conclusions 
	Conclusions 
	Limitations 

	References

