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Racial inequity in mental health care quality is influenced by many systems-level factors, 

as elucidated by critical race theory and other keystone frameworks.1 A growing body 

of literature also suggests provider-level bias to be a key driver.1–3 There is specific 

evidence that racism is an important driver of health inequities among youth4 and that it 

is mediated, in part, by provider-level processes related to diagnosis and treatment.2 For 

example, in child and adolescent psychiatry, youth who are Black, Indigenous, and People 

of Color (BIPOC) experience disproportionate rates of delayed diagnosis and treatment 

of autism spectrum disorder, overdiagnosis of conduct disorder, and underdiagnosis of 

attention-deficit/hyperactivity disorder.4 Black and multiracial adolescents are at highest risk 

of suicide,5 yet are least likely to receive preventive psychotherapy.4

Despite these findings, available evidence suggests a reluctance among mental health 

providers to acknowledge their role in perpetuating racialized disparities. A 2010 American 

Psychiatry Association (APA) survey found that only 12% of psychiatrists were familiar 
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with research on racial inequities in psychiatric care and that 60% believed that racial 

disparities were more likely to exist in other providers’ practices than in their own.6 More 

recently, a 2020 APA survey of more than 500 psychiatrists revealed that 43% did not 

believe that provider-level decisions in management reinforce racial disparities in quality 

of care.7 For these reasons, addressing racial bias among mental health care providers is a 

priority and undeniably long overdue.

As clinicians, we are dedicated to providing our patients with the highest level of care 

possible. Accomplishing this requires addressing unexamined racial bias by way of refining 

our clinical skills. Training clinicians offers an opportunity to minimize provider bias and 

reduce downstream effects on quality of care. Antiracist training is in high demand among 

child and adolescent psychiatry clinicians,8 indicating that trainings are likely to be well 

received.

Currently, there are few published educational models for teaching clinicians about racism 

and fewer designed for psychiatry. None of these models use evidence-based principles 

or target provider-level bias. Given the sensitivity of this issue, which involves asking 

providers to reflect on their own unique and potentially deeply rooted biases, individualized 

self-guided curricula hold promise. Further supporting this approach are study findings that 

self-discovery in a private context facilitates reflective processes crucial to addressing racial 

bias.3 Self-guided lessons have the potential to guide careful reflection on unexamined 

attitudes, cognitions, and behaviors that maintain racism. Core strategies might challenge 

maladaptive beliefs about race, mitigate feelings of defensiveness, and facilitate empathetic 

perspective-taking.1,3

Intervention delivery methods must be carefully considered, especially with regard to 

efficiency and effectiveness, given the high workload that child and adolescent psychiatry 

clinicians often face. Possibilities for self-guided programming include traditional 

workbook-style, web-based, and mobile phone–delivered modalities. It is important that 

the intervention be tailored to the needs of individual providers, as this is known to 

increase the likelihood of success.9 There is a growing literature base supporting the use 

of digital devices in the practice of medicine and public health.9 These methods might be 

most familiar to clinicians, such as devices that assist patients with managing their health 

conditions through habit tracking or wearable technology. In contrast to these patient-level 

interventions, digital public health efforts operate at all levels, such as at the provider 

or community level.9 This is primary prevention because it addresses upstream factors to 

reduce risk of disease development or negative outcomes. At the provider level, technology-

assisted education can be used to improve patient care.9 In fact, it has been successfully used 

to improve physician knowledge, clinical skills, and outcomes related to cancer, diabetes, 

and hypertension.9 In mental health care, digital coaching has been shown to improve 

shared decision making between clinicians and BIPOC adult patients.10 We envision a novel 

self-guided, interactive, learning module to be delivered to child and adolescent psychiatry 

providers through internet-capable devices.

A digital approach to antiracism provider education has many advantages and is supported 

by a growing body of scholarly work.9,11 First, it offers a flexible delivery system, through 
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either web-based or mobile devices, to meet the diverse needs of providers. Web-based 

options are a possibility and may be preferred by clinicians who do not have access 

to a smartphone. Other providers, especially trainees, may find mobile device–accessible 

programming to be a better fit with their busy and variable workloads. Flexible content 

delivery can be especially important when addressing racism in real time. Digital tools 

can bolster a provider’s ability to practice new antiracist skills and self-monitor reactions 

to racism soon after it is encountered.9 Numerous digital antiracist applications outside of 

health care have harnessed this method in various ways. For example, Australia’s Welcome 

to Country application alerts users when entering Aboriginal land and provides real-time 

teaching about their racialized history.11 The American Civil Liberties Union applications 

Copwatch and Stop and Frisk provide self-monitoring and autonomous documentation of 

structural violence experienced or witnessed by users.11

Second, in contrast to passive learning through lectures, mandatory workshops, 

or PowerPoint presentations, web-based programming allows for customization and 

individualization of educational content to promote more active learning. As depicted 

in Figure 1, digital educational content may be personally tailored and interactive, well-

established predictors of behavioral intervention effectiveness.9–11 Configuration of rewards 

and individualized feedback are known to further promote engagement and effectiveness.9 

In addition, process measures can be collected digitally to allow for systemic, iterative, 

and ongoing monitoring and real-time adjustments to meet the needs of users. Finally, 

compared to in-person interventions, web-based programming can often be developed and 

disseminated more rapidly and at a lower cost.9

Design of any behavioral intervention must be firmly rooted in evidence. To date, a 

number of methods have shown effectiveness in reducing racial bias in laboratory and 

field studies.3 This includes the cognitive-behavioral strategies of structured self-monitoring, 

challenging problematic core beliefs, and building self-efficacy.3 Other strategies, such 

as bystander response training,12 careful induction of cognitive dissonance, perspective-

taking, and mindfulness-based practices, have also demonstrated effectiveness and have the 

potential to be incorporated within an interactive digitally delivered curriculum.3 Standard 

base curricula may be developed using these evidence-based principles and then further 

individualized using digital tools to meet the unique needs of individual providers. Table 1 

represents a base example of bystander response training content that might be presented 

to providers in digital format. Here, the goal is to promote self-efficacy to disrupt racism 

encountered in the workplace, which can be accomplished if providers avoid passivity and 

confront racism in the moment.12 Case vignettes depict common situations encountered 

in child and adolescent psychiatry that tend to involve provider-level bias and are broken 

down into antecedents, behaviors, and consequences. Passive provider behaviors maintain 

racism and lead to unfavorable consequences for patients. Conversely, active behaviors 

disrupt racism and create more favorable outcomes. Prior research has illuminated key 

factors that facilitate active bystander responses, 3 of which are taught in the cases: 

knowledge of what racism is, awareness of harm caused by racism, and desire to educate the 

perpetrator.12 For instance, in the context of overdiagnosis of conduct disorder among Black 

children, passively continuing inaccurate prior chart diagnoses can lead to inappropriate 

and ineffective patient care. Knowledge that this passivity contributes to racial disparities 
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may encourage more thoughtful mental health history-taking and may avoid harmful patient 

outcomes. Figure 1 depicts how the base educational content described in Table 1 can be 

integrated within a digital delivery system and personally tailored to the needs of individual 

providers. For example, users may input personally formulated potential responses to the 

case vignette antecedents to check for understanding. They may explore and document 

which key bystander factors might best motivate their own active antiracist behaviors 

or brainstorm in which situations in their own workplace they might be most likely to 

encounter racism and practice active bystander responses. Users may also engage in goal 

setting related to frequency of active responses they would like to practice, which may 

be tracked through data analytics. Designed with guidance from available literature on 

evidence-based techniques to address racial bias, the social-ecological model of behavior 

change, adult learning theory, and years of clinical expertise, such an intervention would aim 

to provide concrete solutions to seemingly complex problems, anchored within an emotional 

context to enhance retention.

Design and implementation of any complex educational intervention, regardless of delivery 

method, requires significant investment of time and funds, which are often in short supply in 

racial disparities research. Nonetheless, research in this area, including pilot, feasibility, and 

acceptability studies, is needed to assess aspects of safety, privacy, and cost-effectiveness 

and to further develop evidence-based techniques for combating racism in child and 

adolescent psychiatry. Investigation of which educational frameworks and strategies are 

most effective to be delivered in digital format will also be important. These interventions 

warrant more research, but provide a promising arena for testing how the scenarios depicted 

in Table 1 can be transformed into personally tailored digital content to meet the unique 

needs of child and adolescent psychiatry providers.
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FIGURE 1. 
Digital Technology–based Implementation Schematic for Child and Adolescent Psychiatry 

Provider Antiracism Education

Jansen et al. Page 6

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2023 February 27.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Jansen et al. Page 7

TA
B

L
E

 1

L
es

so
n 

C
on

fr
on

tin
g 

Su
sp

ec
te

d 
R

ac
is

m
 in

 th
e 

M
om

en
t a

s 
a 

B
ys

ta
nd

er

C
as

e 
1:

 O
ve

rd
ia

gn
os

is
 o

f 
co

nd
uc

t 
di

so
rd

er
 in

 B
la

ck
 b

oy
s

A
nt

ec
ed

en
t

P
ot

en
ti

al
 p

as
si

ve
 

be
ha

vi
or

P
ot

en
ti

al
 c

on
se

qu
en

ce
s:

 R
ac

is
m

 
m

ai
nt

ai
ne

d

P
ot

en
ti

al
 a

ct
iv

e 
be

ha
vi

or
: 

F
ac

ili
ta

te
d 

by
 k

no
w

le
dg

e 
of

 
w

ha
t 

ra
ci

sm
 is

P
ot

en
ti

al
 c

on
se

qu
en

ce
: 

A
nt

ir
ac

is
m

 in
it

ia
te

d

A
 1

2-
ye

ar
-o

ld
 B

la
ck

 b
oy

 w
ith

 a
 

hi
st

or
y 

of
 e

ar
ly

 c
hi

ld
ho

od
 a

bu
se

 
pr

es
en

ts
 to

 a
 c

hi
ld

 p
sy

ch
ia

tr
y 

cl
in

ic
 

fo
r 

in
ta

ke
 w

ith
 a

 c
ha

rt
 d

ia
gn

os
is

 
of

 C
D

 m
ad

e 
by

 h
is

 p
ed

ia
tr

ic
ia

n.
 

H
is

 te
ac

he
rs

 r
ep

or
t f

re
qu

en
t v

er
ba

l 
ou

tb
ur

st
s.

 H
is

 p
ri

or
 p

sy
ch

ia
tr

is
t 

no
te

d 
th

at
 h

is
 f

ai
lin

g 
gr

ad
es

 a
re

 
at

tr
ib

ut
ab

le
 to

 “
vi

ol
en

t b
eh

av
io

r 
in

 
th

e 
cl

as
sr

oo
m

.”
 T

he
re

 is
 n

o 
pr

io
r 

w
or

ku
p 

or
 e

va
lu

at
io

n 
fo

r 
A

D
H

D
, 

in
te

lle
ct

ua
l d

is
ab

ili
ty

, P
T

SD
, o

r 
an

xi
et

y.

K
ee

p 
C

D
 a

t t
he

 to
p 

of
 

th
e 

di
ff

er
en

tia
l d

ia
gn

os
is

 
an

d 
st

ar
t o

n 
ri

sp
er

id
on

e 
da

ily
 w

hi
le

 p
la

nn
in

g 
to

 
ob

ta
in

 s
om

e 
in

fo
rm

at
io

n 
to

 e
va

lu
at

e 
fo

r 
A

D
H

D
.

T
he

 p
at

ie
nt

 a
nd

 h
is

 f
am

ily
 m

is
s 

th
e 

ne
xt

 2
 a

pp
oi

nt
m

en
ts

 a
nd

 th
e 

pa
tie

nt
 g

ai
ns

 2
5 

lb
 in

 2
 m

on
th

s.
 

H
is

 te
ac

he
r 

ex
pr

es
se

s 
co

nc
er

n 
th

at
 

he
 is

 f
al

lin
g 

as
le

ep
 in

 c
la

ss
 a

nd
 

fa
ili

ng
 te

st
s.

 H
e 

is
 s

ub
se

qu
en

tly
 

lo
st

 to
 f

ol
lo

w
-u

p,
 m

ai
nt

ai
ns

 a
 

ch
ar

t C
D

 d
ia

gn
os

is
 th

ro
ug

ho
ut

 h
is

 
ad

ol
es

ce
nc

e,
 la

te
r 

dr
op

pi
ng

 o
ut

 o
f 

sc
ho

ol
 a

nd
 e

ve
nt

ua
lly

 b
ec

om
in

g 
in

st
itu

tio
na

liz
ed

 in
 th

e 
ju

ve
ni

le
 

ju
st

ic
e 

sy
st

em
.

R
e-

ev
al

ua
te

 th
e 

pa
tie

nt
 a

nd
 

fa
m

ily
, p

ro
bi

ng
 f

or
 a

lte
rn

at
iv

e 
ex

pl
an

at
io

ns
 f

or
 th

e 
pr

es
en

ta
tio

n 
w

ith
 s

en
si

tiv
ity

 to
 th

e 
ov

er
di

ag
no

si
s 

of
 C

D
 in

 
bl

ac
k 

bo
ys

. O
bt

ai
n 

ne
ce

ss
ar

y 
in

fo
rm

at
io

n 
be

fo
re

 in
iti

at
in

g 
ap

pr
op

ri
at

e 
tr

ea
tm

en
t.

O
n 

fu
rt

he
r 

ev
al

ua
tio

n,
 y

ou
 f

in
d 

th
at

 th
e 

pa
tie

nt
 is

 
ex

pe
ri

en
ci

ng
 h

yp
er

ar
ou

sa
l s

te
m

m
in

g 
fr

om
 P

T
SD

, 
ex

ac
er

ba
te

d 
by

 u
nt

re
at

ed
 A

D
H

D
. A

n 
in

ta
ke

 f
or

 
ps

yc
ho

th
er

ap
y 

is
 a

rr
an

ge
d.

 P
la

ns
 to

 ta
rg

et
 P

T
SD

 
an

d 
A

D
H

D
 w

ith
 e

vi
de

nc
e-

ba
se

d 
ps

yc
ho

ph
ar

m
ac

ol
og

y 
ar

e 
de

ve
lo

pe
d 

in
 c

ol
la

bo
ra

tio
n 

w
ith

 th
e 

pa
tie

nt
 a

nd
 

pa
re

nt
s.

 P
sy

ch
oe

du
ca

tio
n 

is
 g

iv
en

 to
 th

e 
fa

m
ily

 a
nd

 
pa

tie
nt

. A
 le

tte
r 

is
 w

ri
tte

n 
to

 h
is

 s
ch

oo
l t

o 
ad

vo
ca

te
 f

or
 

an
 I

E
P.

 W
ith

 m
ed

ic
at

io
n 

ch
an

ge
s 

an
d 

ac
ce

ss
 to

 o
n-

si
te

 
le

ar
ni

ng
 th

er
ap

is
ts

, t
he

 p
at

ie
nt

 b
eg

in
s 

to
 im

pr
ov

e 
hi

s 
sc

ho
ol

 p
er

fo
rm

an
ce

. H
is

 te
m

pe
r 

ou
tb

ur
st

s 
ce

as
e.

 H
e 

re
ce

iv
es

 a
ll 

A
s 

an
d 

B
s 

on
 h

is
 r

ep
or

t c
ar

d 
an

d 
fe

el
s 

ho
pe

fu
l i

n 
hi

s 
in

te
lli

ge
nc

e 
an

d 
ab

ili
tie

s 
fo

r 
th

e 
fi

rs
t 

tim
e 

in
 h

is
 li

fe
.

C
as

e 
2:

 D
el

ay
 in

 d
ia

gn
os

is
 o

f 
au

ti
sm

 s
pe

ct
ru

m
 d

is
or

de
r

A
nt

ec
ed

en
t

P
ot

en
ti

al
 p

as
si

ve
 

be
ha

vi
or

P
ot

en
ti

al
 c

on
se

qu
en

ce
s:

 R
ac

is
m

 
m

ai
nt

ai
ne

d

P
ot

en
ti

al
 a

ct
iv

e 
be

ha
vi

or
: 

F
ac

ili
ta

te
d 

by
 a

w
ar

en
es

s 
of

 
ha

rm
 c

au
se

d 
by

 r
ac

is
m

P
ot

en
ti

al
 c

on
se

qu
en

ce
: 

A
nt

ir
ac

is
m

 in
it

ia
te

d

A
 1

7-
ye

ar
-o

ld
 B

la
ck

 g
ir

l p
re

se
nt

s 
to

 th
e 

E
D

 f
or

 e
va

lu
at

io
n 

of
 

im
pu

ls
iv

e 
se

lf
in

ju
ri

ou
s 

be
ha

vi
or

s 
(c

ut
tin

g,
 h

ea
d 

ba
ng

in
g)

 in
 th

e 
se

tti
ng

 
of

 d
ep

re
ss

io
n 

pr
ec

ip
ita

te
d 

by
 a

 
br

ea
k-

up
. S

he
 is

 h
ig

hl
y 

ir
ri

ta
bl

e 
on

 in
te

rv
ie

w
 a

nd
 e

nd
or

se
s 

th
at

 h
er

 
sy

m
pt

om
s 

w
ill

 “
ne

ve
r”

 g
et

 b
et

te
r 

an
d 

ha
s 

si
gn

if
ic

an
t d

if
fi

cu
lty

 p
ro

ce
ss

in
g 

pr
ec

ip
ita

nt
s 

of
 h

er
 d

is
tr

es
s.

 S
he

 w
as

 
re

ce
nt

ly
 e

va
lu

at
ed

 b
y 

a 
th

er
ap

is
t 

fo
r 

lif
el

on
g 

in
te

rp
er

so
na

l d
if

fi
cu

lti
es

 
an

d 
w

as
 d

ia
gn

os
ed

 w
ith

 b
or

de
rl

in
e 

pe
rs

on
al

ity
 d

is
or

de
r. 

O
n 

ex
am

in
at

io
n,

 
yo

u 
no

tic
e 

th
e 

pa
tie

nt
’s

 c
og

ni
tiv

e 
ri

gi
di

ty
, b

la
ck

 a
nd

 w
hi

te
 th

in
ki

ng
, 

an
d 

si
gn

if
ic

an
t d

if
fi

cu
lty

 n
av

ig
at

in
g 

so
ci

al
 s

tr
es

so
rs

.

In
te

rp
re

t y
ou

r 
ex

am
in

at
io

n 
as

 f
ur

th
er

 
co

ng
ru

en
cy

 w
ith

 
bo

rd
er

lin
e 

pe
rs

on
al

ity
 

di
so

rd
er

 a
nd

 m
ak

e 
a 

re
fe

rr
al

 to
 a

 D
B

T
 

pr
og

ra
m

.

T
he

 p
at

ie
nt

 is
 p

ro
m

pt
ly

 d
is

ch
ar

ge
d 

fr
om

 th
e 

D
B

T
 p

ro
gr

am
 f

or
 

“t
re

at
m

en
t-

in
te

rf
er

in
g 

be
ha

vi
or

s”
 

re
la

te
d 

to
 p

oo
r 

at
te

nd
an

ce
 

an
d 

ve
rb

al
 a

lte
rc

at
io

ns
 w

ith
 

co
-a

tte
nd

ee
s.

 S
he

 b
ec

om
es

 
pr

og
re

ss
iv

el
y 

m
or

e 
is

ol
at

ed
 a

nd
 

de
pr

es
se

d,
 c

ul
m

in
at

in
g 

in
 a

 s
ui

ci
de

 
at

te
m

pt
.

Y
ou

 a
re

 a
w

ar
e 

th
at

 g
ir

ls
 

w
ith

 a
ut

is
m

 c
an

 p
re

se
nt

 w
ith

 
sy

m
pt

om
s 

th
at

 r
es

em
bl

e 
cl

us
te

r 
B

 tr
ai

ts
. Y

ou
 a

re
 a

ls
o 

aw
ar

e 
th

at
 

B
la

ck
 y

ou
th

 a
re

 a
t h

ig
h 

ri
sk

 
of

 m
is

di
ag

no
si

s 
w

ith
 r

eg
ar

d 
to

 
au

tis
m

. W
ith

 a
w

ar
en

es
s 

of
 a

nd
 

se
ns

iti
vi

ty
 to

 th
es

e 
is

su
es

, y
ou

 
ob

ta
in

 a
 d

et
ai

le
d 

hi
st

or
y 

an
d 

ex
am

in
at

io
n.

C
lo

se
r 

ev
al

ua
tio

n 
re

ve
al

s 
a 

lo
ng

-t
er

m
 h

is
to

ry
 o

f 
so

ci
al

/
em

ot
io

na
l i

m
pa

ir
m

en
ts

, h
ig

hl
y 

re
st

ri
ct

ed
 in

te
re

st
s,

 
an

d 
be

ha
vi

or
s 

fo
cu

se
d 

on
 s

am
en

es
s 

an
d 

se
ns

or
y 

av
oi

da
nc

e.
 Y

ou
 r

ev
ie

w
 th

is
 in

fo
rm

at
io

n 
w

ith
 th

e 
pa

tie
nt

 a
nd

 h
er

 f
am

ily
 a

nd
 p

ro
po

se
 th

at
 a

ut
is

m
 m

ay
 

be
tte

r 
ex

pl
ai

n 
he

r 
pr

es
en

ta
tio

n 
th

an
 c

lu
st

er
 B

 tr
ai

ts
. 

Y
ou

 e
xp

la
in

 th
at

 th
is

 d
es

ig
na

tio
n 

is
 im

po
rt

an
t t

o 
en

su
re

 a
pp

ro
pr

ia
te

 m
an

ag
em

en
t. 

Y
ou

 p
ro

vi
de

 th
e 

fa
m

ily
 a

nd
 p

at
ie

nt
 w

ith
 e

du
ca

tio
na

l m
at

er
ia

ls
 o

n 
au

tis
m

 a
nd

 r
ef

er
 th

em
 to

 o
ut

pa
tie

nt
 s

pe
ci

al
is

ts
 in

 A
SD

.
T

he
 p

at
ie

nt
 b

eg
in

s 
in

te
ns

iv
e 

ps
yc

ho
th

er
ap

y 
w

ith
 a

n 
A

SD
 s

pe
ci

al
is

t. 
Sh

e 
be

gi
ns

 to
 r

ec
og

ni
ze

 c
on

ne
ct

io
ns

 
be

tw
ee

n 
co

gn
iti

ve
 r

ig
id

ity
 s

te
m

m
in

g 
fr

om
 u

nd
er

ly
in

g 
A

SD
, s

ym
pt

om
s 

of
 d

ep
re

ss
io

n,
 a

nd
 d

if
fi

cu
lty

 w
ith

 
pr

ob
le

m
 s

ol
vi

ng
. S

he
 g

ra
du

al
ly

 a
ch

ie
ve

s 
re

m
is

si
on

 
in

 h
er

 M
D

D
 s

ym
pt

om
s 

an
d 

em
br

ac
es

 h
er

 d
if

fe
re

nc
e 

th
an

ks
 to

 c
om

m
un

ity
 a

nd
 o

nl
in

e 
re

so
ur

ce
s.

C
as

e 
3:

 S
ui

ci
de

 r
is

k 
as

se
ss

m
en

t 
in

 m
ul

ti
ra

ci
al

 y
ou

th

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2023 February 27.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Jansen et al. Page 8

A
nt

ec
ed

en
t

P
ot

en
ti

al
 p

as
si

ve
 

be
ha

vi
or

P
ot

en
ti

al
 c

on
se

qu
en

ce
: 

R
ac

is
m

 
m

ai
nt

ai
ne

d

P
ot

en
ti

al
 a

ct
iv

e 
be

ha
vi

or
: 

F
ac

ili
ta

te
d 

by
 d

es
ir

e 
to

 e
du

ca
te

 
pe

rp
et

ra
to

r
P

ot
en

ti
al

 c
on

se
qu

en
ce

: 
A

nt
ir

ac
is

m
 in

it
ia

te
d

Y
ou

 a
re

 w
or

ki
ng

 in
 th

e 
E

D
 w

ith
 a

 
w

hi
te

 c
ol

le
ag

ue
. T

he
y 

ar
e 

di
sc

us
si

ng
 

th
e 

m
os

t r
ec

en
t p

at
ie

nt
 th

ey
 s

aw
, a

 
“B

la
ck

” 
16

-y
ea

r-
ol

d 
gi

rl
 th

ey
 w

er
e 

pl
an

ni
ng

 to
 d

is
ch

ar
ge

 f
ro

m
 th

e 
E

D
. 

Y
ou

r 
co

lle
ag

ue
 te

lls
 y

ou
 th

at
 s

he
 

ca
m

e 
in

 w
ith

 S
I 

bu
t t

ha
t “

th
e 

ki
d 

se
em

ed
 f

in
e.

” 
A

dm
its

 th
at

 th
e 

gi
rl

 
w

as
 n

ot
 g

iv
in

g 
m

uc
h 

in
fo

rm
at

io
n 

in
 

th
e 

in
te

rv
ie

w
 a

nd
 s

ee
m

ed
 p

re
tty

 s
hu

t 
do

w
n,

 b
ut

 th
ey

 w
er

e 
ab

le
 to

 d
ev

el
op

 
a 

sa
fe

ty
 p

la
n 

w
ith

 h
er

 a
nd

 h
er

 m
om

.

Y
ou

 r
ea

liz
e 

th
at

 y
ou

r 
co

lle
ag

ue
 w

as
 u

nl
ik

el
y 

to
 h

av
e 

sc
re

en
ed

 
fo

r 
m

ul
tir

ac
ia

l i
de

nt
ity

 
an

d 
re

la
te

d 
su

ic
id

e 
ri

sk
 f

ac
to

rs
, s

uc
h 

as
 

se
ns

e 
of

 c
on

ne
ct

ed
ne

ss
 

to
 c

om
m

un
ity

 a
nd

 
be

lo
ng

in
g.

 Y
ou

 a
re

 
w

or
ri

ed
 th

ey
 m

ay
 b

e 
m

is
ca

lc
ul

at
in

g 
su

ic
id

e 
ri

sk
, b

ut
 a

re
 n

ot
 s

ur
e 

ho
w

 
to

 b
ri

ng
 it

 u
p 

an
d 

th
in

k 
th

at
 it

 w
ill

 p
ro

ba
bl

y 
be

 
ok

ay
.

T
he

 p
at

ie
nt

 is
 d

is
ch

ar
ge

d 
fr

om
 

th
e 

E
D

. F
iv

e 
da

ys
 la

te
r, 

th
e 

pa
re

nt
s 

fi
nd

 a
 s

ui
ci

de
 n

ot
e 

on
 

he
r 

be
d 

an
d 

sh
e 

do
es

 n
ot

 r
et

ur
n 

ho
m

e 
fr

om
 s

ch
oo

l o
n 

Fr
id

ay
. 

H
er

 s
ui

ci
de

 n
ot

e 
de

sc
ri

be
s 

in
te

ns
e 

fe
el

in
gs

 o
f 

lo
ne

lin
es

s 
an

d 
fe

el
in

g 
lik

e 
sh

e 
“d

oe
sn

’t
 f

it 
an

yw
he

re
."

 
Sh

e 
de

sc
ri

be
s 

th
e 

di
ff

ic
ul

ty
 o

f 
no

t 
ha

vi
ng

 a
 s

en
se

 o
f 

co
m

m
un

ity
 a

t 
sc

ho
ol

.
Sh

e 
is

 e
ve

nt
ua

lly
 f

ou
nd

 
un

re
sp

on
si

ve
 in

 a
 n

ea
rb

y 
pa

rk
 a

nd
 

br
ou

gh
t t

o 
th

e 
E

D
 f

or
 r

es
us

ci
ta

tio
n 

ow
in

g 
to

 a
n 

in
te

nt
io

na
l o

ve
rd

os
e 

on
 

al
co

ho
l.

Y
ou

 r
ec

og
ni

ze
 th

is
 in

te
ra

ct
io

n 
as

 a
n 

op
po

rt
un

ity
 to

 p
ro

vi
de

 
ed

uc
at

io
n 

on
 s

ui
ci

de
 r

is
k 

as
se

ss
m

en
t i

n 
m

ul
tir

ac
ia

l y
ou

th
.

In
 a

 n
on

ju
dg

m
en

ta
l t

on
e,

 y
ou

 a
sk

 
yo

ur
 c

ol
le

ag
ue

 a
bo

ut
 th

e 
ca

se
, 

un
co

ve
ri

ng
 th

e 
as

su
m

pt
io

n 
ab

ou
t 

th
e 

pa
tie

nt
’s

 r
ac

e 
an

d 
m

is
si

ng
 

as
pe

ct
s 

of
 a

 c
om

pr
eh

en
si

ve
 

su
ic

id
e 

ri
sk

 a
ss

es
sm

en
t. 

Y
ou

 
st

at
e 

th
e 

im
po

rt
an

ce
 o

f 
th

es
e 

m
ea

su
re

s 
an

d 
as

k 
th

em
 to

 c
la

ri
fy

 
an

d 
re

pe
at

 th
ei

r 
re

as
on

in
g 

fo
r 

di
sc

ha
rg

in
g 

th
e 

pa
tie

nt
 w

ith
ou

t 
m

or
e 

w
or

ku
p.

Y
ou

r 
co

lle
ag

ue
 in

iti
al

ly
 s

ee
m

s 
ag

gr
av

at
ed

, b
ut

 g
oe

s 
to

 
re

ev
al

ua
te

 th
e 

pa
tie

nt
. T

he
y 

ap
ol

og
iz

e 
to

 th
e 

pa
tie

nt
 

fo
r 

m
ak

in
g 

as
su

m
pt

io
ns

 a
bo

ut
 th

ei
r 

ra
ce

 a
nd

 f
in

ds
 th

at
 

sh
e 

is
 m

uc
h 

m
or

e 
op

en
 th

an
 b

ef
or

e.
 S

he
 r

ev
ea

ls
 h

er
 

pl
an

 to
 o

ve
rd

os
e 

at
 s

ch
oo

l o
n 

Fr
id

ay
 a

nd
 th

ey
 b

ot
h 

ag
re

e 
th

at
 s

he
 w

ou
ld

 b
en

ef
it 

fr
om

 a
dm

is
si

on
 a

t t
ha

t 
tim

e.
Fo

llo
w

in
g 

in
pa

tie
nt

 s
ta

bi
liz

at
io

n 
an

d 
re

ve
al

in
g 

di
ff

ic
ul

ty
 w

ith
 r

ac
ia

l i
de

nt
ity

 f
or

m
at

io
n,

 th
e 

pa
tie

nt
’s

 
m

ot
he

r 
is

 e
nc

ou
ra

ge
d 

to
 a

rr
an

ge
 th

er
ap

y 
w

ith
 a

 
ps

yc
ho

th
er

ap
is

t s
pe

ci
al

iz
in

g 
in

 r
ac

e 
co

nf
lic

t. 
T

hi
s 

w
or

k 
bu

ild
s 

se
lf

-e
st

ee
m

 a
nd

 h
el

ps
 to

 s
ta

bi
liz

e 
he

r 
dy

sr
eg

ul
at

io
n.

N
ot

e:
 A

D
H

D
 =

 a
tte

nt
io

n-
de

fi
ci

t/h
yp

er
ac

tiv
ity

 d
is

or
de

r;
 A

SD
 =

 a
ut

is
m

 s
pe

ct
ru

m
 d

is
or

de
r;

 C
D

 =
 c

on
du

ct
 d

is
or

de
r;

 D
B

T
 =

 d
ia

le
ct

ic
al

 b
eh

av
io

ra
l t

he
ra

py
; E

D
 =

 e
m

er
ge

nc
y 

de
pa

rt
m

en
t; 

IE
P 

=
 I

nd
iv

id
ua

liz
ed

 
E

du
ca

tio
n 

Pr
og

ra
m

; M
D

D
 =

 m
aj

or
 d

ep
re

ss
iv

e 
di

so
rd

er
; P

T
SD

 =
 p

os
ttr

au
m

at
ic

 s
tr

es
s 

di
so

rd
er

; S
I 

=
 s

ui
ci

da
l i

de
at

io
n.

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2023 February 27.


	References
	FIGURE 1
	TABLE 1

