
J A A C A P  C O N N E C T  Page   6    Page   6 J A A C A P  C O N N E C T  J A A C A P  C O N N E C T  Page   6    Page   6 J A A C A P  C O N N E C T  

 

A
 J
A
A
C
A
P

 
P

U
B

L
IC

A
T

IO
N

 

Volume 2, Issue 2, Spring 2015 — www.jaacap.com/content/connect 

     uicide attempts are unfortunately common in Ameri-
can adolescents, with an annual incidence of 8.8%.  Not 
all of these attempts come to the attention of the medical 
community;  between September 2012 and December 
2013, 2.7% of American adolescents reported having a su-
icide attempt requiring medical treatment in the past 
year.1 Adolescents with certain psychiatric diagnoses (e.g. 
depression, bipolar disorder, substance use disorders, 
and psychotic disorders) are at high risk for suicide. The 
incidence of suicide doubles when a patient with one of 
these diagnoses makes a suicide attempt or requires med-
ical attention.2  

The statistics about the rate of parental refusal of recom-
mended psychiatric hospitalization are not well known; 
however, most child and adolescent psychiatrists will ex-
perience several cases during their careers. These cases 
can be complex and challenging to navigate successfully. 
Parental refusal of inpatient psychiatric hospitalization 
may be prominent following a suicide attempt, particular-
ly in adolescent patients, for a number of reasons, includ-
ing misinformation (or lack of information) about psychi-
atric hospitalization, parental denial of the attempt and 
its significance, the stigma of mental illness, and/or 
strong parental fears of separation from their child. 

The benefits of psychiatric hospitalization following a sui-
cide attempt are numerous. Psychiatric hospitalization al-
lows for clarification of diagnosis, psychoeducation of the 
patient and family, treatment initiation for previously un-
recognized mental illness, and securing of outpatient 
treatment. Alternative approaches to inpatient hospitali-
zation include intensive outpatient treatment, day treat-
ment, or urgent “next day” child psychiatric evaluation. 
These are rarely available on an immediate basis and do 
not offer the same level of safety and intensity of thera-
peutic intervention that psychiatric hospitalization can 
provide.  

Although laws vary by state, physicians are often required 
to obtain consent from the family prior to important non-

emergent medical decisions regarding youth, including 
inpatient psychiatric admission for suicide attempt. Dur-
ing the consent process, families learn about available 
options for treatment and are given the opportunity to 
make choices consistent with their cultural, religious, and 
personal beliefs.4  When parents refuse clinical recom-
mendations to hospitalize their child after a suicide at-
tempt, clinicians may feel trapped between honoring pa-
rental wishes and the safety of the patients.  

This article provides an overview of parental refusal of 
transfer to psychiatric inpatient care setting from a medi-
cal inpatient hospital (or emergency room) after a child’s 
suicide attempt. First, we will review general communica-
tion principles clinicians can use in difficult clinical situa-
tions. We will then examine five common phenomenolo-
gies of parental inpatient hospitalization refusal after a 
pediatric suicide attempt. For each scenario, we offer 
strategies to ensure safety of the adolescent and high-
quality family–clinician rapport. 

General Communication Principles for Difficult 
Conversations 
It is useful for clinicians to think about a clinical encoun-
ter with parents who are opposed to hospitalization as 
similar to delivering other emotional or tragic news to 
parents (we will use the term “parents” to denote the wide 
variety of caregivers that pediatric patients may have). 
Having a child attempt suicide and/or be diagnosed with 
a severe mental illness can be a life-changing experience.  
Rabow and McPhee’s  “ABCDE” mnemonic5 can be used 
as a guide for careful and thoughtful communication in 
these circumstances. 
 
ABCDE Mnemonic: 

 Advance Preparation is important.  When clini-
cians meet families for the first time in a medical set-
ting, it is important to make sure the medical team 
has prepared the family for psychiatric consultation 

“I’M TAKING HER HOME!”  
FIVE COMMON SCENARIOS OF PARENTAL PSYCHIATRIC HOSPITALIZATION  

REFUSAL AFTER A CHILD’S SUICIDE ATTEMPT 
T. Eric Spiegel, MD, and Anne L. Glowinski, MD, MPE 

S  

Case: A 14-year-old female patient is admitted to a children’s hospital after a suicide attempt. She ingested 40 tablets 
of acetaminophen 500mg and initially required N-acetylcysteine and observation in the pediatric intensive care unit. 
She admits to having made another suicide attempt in the past, which her parents did not know about. The patient is 
later moved to the general pediatrics floor, where her mother repeatedly states she is “ready to take her daughter 
home now.” When the consulting child psychiatrist, who is meeting the family and the patient for the first time, arrives 
to conduct an evaluation, the patient’s mother is waiting at the door with her arms crossed, and states immediately: 
“We’re not going anywhere but home.”  
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and clarified why the psychiatrist will be joining the 
treatment team. Clinicians can talk to the medical 
team in advance to preview the family’s wishes. Ideal-
ly, he or she should try to secure a private and undis-
turbed space to speak with the patient and the family. 
If the conversation occurs in an outpatient setting, it 
is important to schedule enough time so that pressure 
to end the conversation prematurely is minimized. 
Even experienced clinicians vary in their capacity to 
handle difficult conversations. Mindfulness of one’s 
own mental state, reactions, and attitudes will help 
child psychiatrists with advance preparation as well 
as with the management of their own stress.6 

 Build a Therapeutic Relationship with the child 
and the family. Clinicians should let the family know, 
without ambiguity, that the priority is to help, and 
that they care about the patient and the family and re-
spect their values and viewpoints.  

 Clear Communication:  Begin with open-ended 
questions.  Clinicians should listen to parent con-
cerns. When giving recommendations, be straightfor-
ward about the nature of the suicide attempt, the 
child’s suspected diagnosis, and the treatment team’s 
recommendations. Clear and concise language is im-
portant. For example, if parents ask if their child real-
ly needs a psychiatric hospitalization, reply with a 
simple “yes” before launching into any deconstruction 
of the recommendation. Allow some time for quiet 
contemplation and do not elaborate right away.  This 
information may take time to sink in. In place of elab-
orating or explaining details, you may ask the family 
to repeat their understanding of the news.  

 Deal With Any Type of Child and Family Reac-
tion: Assess exactly how the news is being handled. 
Use the technique of active listening. Listen to the 
family’s concerns and ask them to reflect or re-state 
in their own words what they have been told, to con-
firm they heard accurately, and to facilitate under-
standing between clinician and parents.  

 Encourage and Validate Emotions of the child 
and family. Use cognitive-behavioral therapeutic 
techniques to identify and gently guide the correction 
of any cognitive distortions that they may have. At the 
same time, validate emotions that the child and par-
ents have related to the current situation. 

Common Refusal Scenarios 
The following section describes five common scenarios of 
parental refusal of psychiatric hospitalization, as well as 
suggested approaches to facilitate communication and 
improve health outcomes for the child in the context of 

each scenario. We chose the most common scenarios of 
parental psychiatric hospitalization refusals based on our 
consult-liaison experience.  

Scenario 1 – Unfamiliarity:  Parents don’t recognize 
or understand the need for intensive psychiatric treat-
ment and safety monitoring.   

“She’s fine now.  Why would she need to go to a psychiat-
ric hospital?”   

After a life-threatening suicide attempt, the focus of criti-
cal care treatment in the hospital is likely to be medical 
stabilization. For example, after a medication overdose, a 
patient may be intubated, may be on cardiac telemetry, or 
on medications to spare their liver or kidneys. The psychi-
atric evaluation may often occur near the end of the medi-
cal stabilization. When the consultant begins to discuss 
the case with the family, parents may be feeling relieved 
that treatment is almost over. The primary medical team 
may already have spoken about discharge or “medical 
clearance” and parents may have interpreted this as read-
iness to take their child home. Many parents may also be 
confused about the need for psychiatric hospitalization 
simply because this is the first time they are encountering 
the mental health system.   

Method of Approach: It is important to bring up the 
psychiatric care of the patient with the family early in the 
course of the hospitalization. The medical team can dis-
cuss this aspect of care as being an important portion of 
treatment of the patient at the early stages of medical 
hospitalization. This way, the family will understand that 
psychiatric care is integral to their child’s health. Even if 
the patient is medically ill and unable to be interviewed, 
psychoeducation with parents can begin. Parents need to 
be educated about the basic epidemiology of suicidal be-
havior, including risk factors. The consultant can gradual-
ly guide the parents’ focus from acute medical procedures 
to the underlying problems that caused the suicide at-
tempt and what to expect from addressing these prob-
lems. The child psychiatrist should appreciate this pro-
cess and be attuned to parental receptivity. Meet the par-
ents where they are and help guide them through the pro-
cess ahead.  

Parents should know that individuals who attempt suicide 
are four times more likely to die by suicide than non-
attempters. Moreover, there is a 5-15% risk of repeat sui-
cide attempt per year with the greatest risk in the first 
twelve months following initial attempt.7 Parents need to 
understand that the risk of repeat attempt remains high 
for years after an attempt. Risk factors for repeat suicide 
attempt and for suicide can be cited,8 and the clinician 
can emphasize in particular modifiable risk factors 
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(including environmental and psychiatric comorbid fac-
tors - see Figure 1)  that are found in the child they are 
evaluating. These will be the targets of treatment in inpa-
tient psychiatric hospitalization.    

When hospitalization is the next step, help the family un-
derstand why hospitalization is the proper course.  For 
example, one must help parents understand that contin-
ued suicide risk is imminent or that a less restrictive 
treatment environment is currently unavailable for their 
child.  It is important that psychiatrists emphasize that 
they are obliged to pick the least restrictive treatment en-
vironment and that inpatient treatment is not recom-
mended unless it is the proper medical decision for an in-
dividual child.   

Scenario 2 – Denial: The parents are in denial about 
the suicide attempt and its significance as a life-
threatening event. 

 “But she has cheerleading practice tomorrow!”  

Denial presents in different ways. Parents may appear an-
gry with the consultant. They may overly focus on minor 

life events that the patient has to get back home to. They 
may minimize the patient’s symptoms or the significance 
of those symptoms. A form that denial may take is excep-
tionalism, i.e., for a parent to claim their child differs 
from all other suicide attempters. Parents may state that 
their child is “different than the other children you send 
to inpatient units.” Some families may flatly reject that 
there was any suicidal intent at all, and that it was simply 
some sort of accident, attention-seeking behavior, or mis-
understanding, despite evidence to the contrary.  

Methods of Approach: Returning to the ABCDE mne-
monic, it is important to be tolerant of any and all emo-
tional reactions and never argue the validity of these emo-
tions. Deal with family reaction, and Encourage and vali-
date the emotions behind the denial. A useful approach is 
to actively validate the parents using Linehan’s10 Dialecti-
cal Behavioral Therapy (DBT) technique of uncovering 
the validity inherent in their emotional response to these 
events. For example, a useful response to the above cheer-
leading argument might be, “I understand how disrup-
tive this is and how distressing it must be for you and 
your family.” Then stop and listen for their response. 

Figure 1. Risk Factors for Suicide. Originally published in Beautrais AL. Risk factors for suicide and attempted suicide 

among young people. Aust N Z J Psychiatry. 2000;34(3):420-436.8 Copyright © 2000 by Aust N Z J Psychiatry. 

Reprinted with Permission of SAGE.8 
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This technique also works well when evaluating and inter-
acting with the patient. By focusing on emotions that fam-
ily members are feeling, clinicians can align with the fam-
ily, as opposed to creating an adversarial relationship. 
Another technique is to describe and reflect the emotion 
inherent in their statements back to them. Demonstrate 
empathy, and remember that the families are going 
through a tragedy. Acceptance of such life-changing 
events can be difficult. Grief  is a multi-step phenome-
non11  that often includes denial. Clinicians should antici-
pate and be ready to help the family with the emergence 
of other grief elements, particularly anger, depression, 
and bargaining (e.g., “If only we had noticed her symp-
toms earlier”) when the family moves beyond denial.  

Even in a state of denial, the family may remain sensitive 
to their child’s safety. Parents should be involved in all as-
pects of the safety planning process. They can be a part of 
your assessment of the youth’s resources, coping skills, 
and relative suicide risk. Parents participating in the crea-
tion of a safety plan are focusing on the most important 
issue at hand – the safety of their child. An effective safety 
plan includes several components, listed in Table 1. Often, 
the act of creating this safety plan allows children to un-
cover strengths that they didn’t know they had in such 
crises. However, if a child is incapable of participating 
successfully in a safety planning process, this is an indica-
tor of the need for inpatient hospitalization. Parents who 
have witnessed their child’s inability to plan for their own 
safety may more readily accept the need for hospitaliza-
tion.    

Scenario 3 – Stigma: Perception of mental illness is in-
fluencing the parents’ decision  

 “Her life will be ruined if she goes to a psychiatric hospi-
tal!”    

Resistance to psychiatric hospitalization can sometimes 
be traced to the strong stigma that mental illness still car-
ries in society. Parents may express fear of stigma in their 
concern that someone will “find out” what has happened. 
Patients and parents that speak of “the looney bin” or 
“padded walls” at the psychiatric facility may also be ex-
pressing their view of the stigma attached to psychiatric 
facilities and diagnoses.    

 Lack of familiarity with modern psychiatric treatment, 
coupled with misinformation from multiple sources, re-
sults in misconceptions about what will occur during in-
patient treatment. Parents may think the hospitalization 
will be quite long, when in reality, the average youth hos-
pitalization is around six days.13 Parents may fear the ex-
perience will be traumatic or worry that their child will 
learn “bad habits” from other patients in the hospital. 

They may fear that their child will be viewed differently 
by family and friends as a result of the hospitalization. 

Methods of Approach: Use open-ended questions to 
understand the origin of the child’s and the parents’ fears. 
Does the family know someone who they believe was stig-
matized for mental illness or mistreated by the medical or 
mental health system? Has a parent or close relative been 
psychiatrically hospitalized? Are they very focused on 
what others will think of them after the hospitalization? 
Are they afraid their child will be called “crazy” or that 
they will be labelled bad parents?      

If the parents or child describes a form of stigma, help by 
defining stigma for the family. Explain that stigma causes 
people not to talk openly about their suicide attempts or 
of having been psychiatrically hospitalized. This is prob-
lematic because if no one talks about mental health is-
sues, they may not be seen as health problems with solu-
tions. Elicit fears related to stigma. Try to allay fears while 
gently noting that these types of fears can lead away from 
addressing suicidality and can increase risk for the pa-
tient. Affirm that the child and family are entitled to con-
fidentiality. Share with parents that inpatient treatment 
can help their child decrease suicidal risk by learning dis-
tress tolerance and other coping skills quickly, because 
risk of repeat attempt is particularly high7 in the wake of a 
recent suicide attempt. 

Scenario 4 – Separation fears: Parents are upset by 
the idea of separating from their child in the midst of a 
crisis. 

“I don’t want her to go if I can’t be there with her.”   

In a crisis, parents may understandably be more likely to 
want to check on their child to provide care and support.  
When a pediatric patient is hospitalized, togetherness is 
typically allowed and fostered, and one or both parents 
often have full access to their children and the medical fa-
cility. They also have direct input into the clinical deci-
sions being made. Psychiatric hospitalizations may be jar-
ring and pull the child from his or her usual parental en-

Table 1: Components of an Effective Safety Plan12 
 Recognition of warning signs that immediately precede a 

suicidal crisis 
 Internal coping strategies (without the assistance of anoth-

er person)  
 Socialization strategies for distraction and support 
 Social contacts for assistance in resolving suicidal crises 
 Professional and agency contacts to help resolve suicidal 

crises 
 Means restriction  
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vironment.   

Methods of Approach: It is important to emphasize 
the integral role the family will play in treatment for their 
child. 

In addition to participating in the creation of a safety 
plan, parents can also help with finding outpatient pro-
viders, encourage adherence, and actively participate in 
family therapy, among other important roles. Empathize 
with the child that this will be a different environment for 
them and that it may be stressful to be separated from 
their friends and family.  

Returning to the ABCDE mnemonic,5 clear Communica-
tion regarding any of the separation events is helpful. Psy-
chiatric hospitalization separates the child from their usu-
al environment for good reason – in order to make them 
as safe as possible. Psychosocial stressors, which can 
sometimes include the parents, are removed from the mi-
lieu in order to clarify diagnosis and enhance safety. Ex-
plain the other therapeutic effects of the inpatient envi-
ronment and of inpatient group therapy, which has been 
shown to reduce deliberate self-harm.14  

Scenario 5 – Alternative options: They are right and 
hospitalization may not be necessary at this point. 

“Actually, I think we have a better plan.”   

A family may decline psychiatric hospitalization for ap-
propriate reasons that are aligned with patient treatment 
and safety. Patients who already have outpatient services 
(therapy, psychiatry, pediatrics, etc.) may have access to 
plans as effective as hospitalizations. After you have spo-
ken with the child alone and verified that they have solid 
therapeutic relationships with these providers, you may 
agree that there may be a safe alternative to hospitaliza-
tion.   

Methods of Approach: Obtain consent to discuss the 
patient with outpatient providers. Contact the therapist, 
psychiatrist, pediatrician, and any other providers who 
know the patient well and will be a part of the follow-up 
plan.  Often times, it may be helpful for the family to learn 
that their other, well-known providers agree with the rec-
ommendations (e.g., their pediatrician, outpatient thera-
pist, or outpatient psychiatrist).  Alternatives to inpatient 
hospitalization, such as intensive outpatient and partial-
day treatment, may also be appropriate in some cases. If, 
after discussing the case with the outpatient providers, 
you determine the child can receive a safe and high level 
of outpatient care, you may incorporating this new infor-
mation and adjust your formulation of risk.   

All efforts should be made to reach consensus on the 
treatment plan. However, there are times when the par-

ents and physicians simply cannot agree on a treatment 
plan for the patient. If you feel the patient is in serious 
danger if discharged (either due to their mental illness, 
parental mental illness, or parental abuse of the child), 
you may need to consult with a colleague. Rarely, the 
team may consider temporarily taking custody of the pa-
tient in order to protect him or her from immediate harm. 
It is imperative that physicians know local, state, and fed-
eral rules governing protection from risk and mandating 
treatment. In this situation, it is important to involve the 
primary medical team, social work, risk management, 
child protective services, and any other appropriate ser-
vices and resources. These cases typically go to judicial re-
view and judges are on call for such circumstances.4 Phy-
sicians must make every effort to clarify to both parents 
and child exactly why these steps are being taken for the 
child’s safety. Taking custody of a child should always be 
viewed as an intervention of last resort, since children de-
pend on parents for adherence to treatment, and the risk 
of alienating parents and child should be weighed careful-
ly.  

Conclusion 
It is not uncommon for some families to initially resist or 
outright refuse transfer of their children to inpatient psy-
chiatric services, even in the wake of a serious suicide at-
tempt. The reasons for this refusal are varied. An empa-
thetic and well-prepared clinician who is able to address 
both the logistical issues in treatment planning and the 
emotional reasons for refusal with families is more likely 
to achieve a safe clinical outcome for patients, as well as 
pave the way for long-term adherence to mental health 
treatments. Safety of the patient should take priority over 
any other factor in this situation. Consultants should un-
derstand that creating and maintaining good therapeutic 
rapport with patients and their families is a significant 
part of safety planning. Power struggles should be avoid-
ed, as both parent and clinician are likely, in the end, to 
have the same goals for the patient’s long-term mental 
health. 

Take Home Summary  

Families may be resistant to inpatient psychiatric hospitali-
zation for their children, even following suicide attempt. To 
ensure the safety of the child and future engagement with 
mental health treatment, child and adolescent psychiatrists 
should be able to identify and understand the reasons for 
parental resistance in order to involve the parents in treat-
ment during this critical time.     
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