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Abstract:  83 

Objective: People with diabetes have an increased risk of depression, intentional self-injury and 84 
self-harm (ISI) and suicide compared with the general population. This study aimed to explore 85 
experiences and awareness of healthcare professionals (HCPs) regarding depression, ISI, and 86 
suicide, and understand resource use and needs among HCPs who care for persons with 87 
diabetes (PWD). 88 

Methods: HCPs who see children and/or adults with type 1 diabetes or type 2 diabetes 89 
anonymously completed an online survey about their experiences, opinions, barriers and needs 90 
surrounding identification and care of PWD with depression, ISI, and suicide. 91 

Results: One hundred twenty-nine HCPs participated. The majority were medical doctors (MDs) 92 
or advanced practice providers (APPs). Only a quarter of MDs and APPs felt very comfortable 93 
asking about ISI or suicidal ideation (SI), while 20% felt they had received appropriate training to 94 
support those with ISI or SI. The primary needs reported include more training on how to ask, 95 
respond, and support those expressing ISI and SI. HCPs reported wanting better access to 96 
resources for PWD.  97 
 98 

Discussion: HCPs tend to underestimate SI in the diabetes population and rates of training were 99 
low. Areas to address include providing education and training to HCPs to improve identification 100 
and management of ISI and suicide risk. These data can inform the development of mechanisms 101 
to improve discussions of depression and suicide and of resources to help HCPs support PWD. 102 
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Introduction:  118 

People with diabetes have an increased risk of depression and suicide compared with the general 119 

population [1,2]. The prevalence of depression is approximately three times higher for people with 120 

type 1 diabetes (T1D) and nearly twice as high for people with type 2 diabetes (T2D) compared 121 

to those without diabetes [3]. Depression is more common among suicide victims with diabetes 122 

compared to suicide victims without diabetes [4]. Furthermore, suicidal ideation (SI) and 123 

intentional self-injury or self-harm (ISI) are more prevalent among people with diabetes compared 124 

to those without diabetes [5-7].  125 

 126 

Depression has been associated with suboptimal glycemic levels among people with T1D and 127 

T2D [8-10]. Furthermore, worsening glycemic management, longer duration of diabetes, and use 128 

of insulin therapy have all been identified as clinical characteristics that are associated with an 129 

increased risk of SI and suicidal behaviors among people with diabetes [11,12]. Use of insulin 130 

therapy may increase suicide risk by providing access to a potentially lethal suicide method. 131 

Results from a population-based study of suicide victims indicated that nearly a quarter of those 132 

with T1D who committed suicide did so through the use of insulin as the suicide method [4]. 133 

However, intentional insulin overdoses are likely under-reported and may explain a significant 134 

proportion of people with diabetes who present to emergency departments with hypoglycemia of 135 

“unknown” etiology [13, 14]. There is reason to hypothesize that rates of suicide and ISI among 136 

people with diabetes are underestimated due to underreporting of acts of ISI and suicide attempts 137 

[15].  138 

 139 

Healthcare professionals (HCPs) who care for persons with diabetes (PWD) should be aware of 140 

the increased risk for ISI and suicide in this population. Screening for depression is recommended 141 

by international associations, including the American Diabetes Association and ISPAD [16,17]. 142 

Although studies have reported the implementation and use of depression screening in diabetes 143 

care [9, 18-20], many HCPs are hesitant to implement screening for depression and suicide if 144 

they feel unequipped to respond when their patients screen positively or feel they do not have the 145 

appropriate resources to provide patients when they report depressive symptoms, SI, or ISI. 146 

Primary care studies have evaluated HCPs opinions of mental health care and specifically suicide 147 

risk screening [21,22]. These studies found that HCPs felt screening was important but were 148 

concerned about poor access to mental health care, disruption to clinical flow when someone 149 



screened positive, and overall concern that patients would not attend when a referral was placed. 150 

Within diabetes care, studies have shown in those with positive mental health screening 151 

who are referred to mental health care, approximately 50% attend a mental health care 152 

appointment [23,24]. Studies specifically within diabetes care have not explored HCP 153 

awareness, knowledge, comfort level, and resource needs in terms of depression and suicide 154 

risk in those with diabetes. Given that depression and suicide are more common in this 155 

population, it is imperative to determine from HCPs what the unmet needs are and how best to 156 

provide the education and resources so HCPs can intervene effectively when an individual reports 157 

depression, ISI, or SI.  158 

 159 

The aim of the current study was to understand HCP perspectives regarding depression and 160 

suicide among people with diabetes. Through a brief online survey, we sought to examine HCP 161 

awareness of the higher prevalence of depression, ISI, and SI in this population as well as HCP 162 

experiences encountering these concerns in clinical settings. Furthermore, we aimed to 163 

understand barriers to identification, access to resources, and other unmet needs. 164 

 165 

Methods 166 

The study was approved by the Colorado Multiple Institutional Review Board (COMIRB), the 167 

institution hosting the survey. A brief description of the study and an invitation to participate was 168 

sent via electronic mail to different diabetes centers and via social media platforms and the survey 169 

remained open for approximately 2 months. All HCPs involved in T1D or T2D care were eligible 170 

to complete the anonymous survey. Postcard consent was used, meaning that the consent was 171 

written at the beginning of the survey and it was noted that continuing onto the survey 172 

indicated the participant was providing consent to be part of the study. and provided at the 173 

beginning of the survey. Given the anonymous nature of the survey and how it was distributed, 174 

we were not able to calculate response rates.  175 

 176 

Measures 177 

The survey was administered by REDCap [25], a secure online research management platform, 178 

where data were also collected and stored.  The survey was critically reviewed by six HCPs who 179 

provided feedback and minor edits to wording of questions. Following revisions, the survey was 180 



disseminated globally to HCPs in May 2021 by outreach to multiple clinics by the co-authors 181 

of this study and a request to those clinics to further outreach to other clinics. Thus, it is 182 

unclear how many HCPs received the e-mail invitation to complete the survey. HCPs who 183 

opted to participate filled out the online survey taking approximately five minutes to complete.  184 

The survey included 10 demographic and practice characteristics questions and 22 survey 185 

questions (Supplemental Table 1). Questions included knowledge questions about rates of 186 

suicide, self-injurious behaviors, and depression in T1D and T2D, and questions surrounding HCP 187 

experiences and beliefs around mental health care in the clinic setting. Questions were Likert 188 

scale, multiple-choice, or free text. HCPs were able to submit the survey without completing all 189 

questions. 190 

 191 

Data Analysis 192 

HCPs who did not complete all questions were included in the analyses for only the questions to 193 

which they provided a response. Of the 16 participants who did not complete the survey, 7 only 194 

provided demographic data; 3 additionally answered type 1 diabetes estimates of rates 195 

questions (e.g., estimate of percentage of people with type 1 diabetes who have experienced 196 

depression); 4 answered the above and additionally answered type 2 diabetes estimates of 197 

rates questions; 1 answered the above and additionally answered whether they believed there 198 

was a correlation between glycemic control and SI or ISI, what activities relating to diabetes 199 

management are considered self-harm behaviors, and belief of professional responsibility to 200 

ask patients about depression, SI, ISI, or suicide attempt; and 1 answered the above and 201 

additionally answered questions surrounding comfort in asking patients specific questions 202 

and the question on whether they had received any post-graduate training on how to support 203 

patients engaged in ISI or suicidal acts. Any questions that were answered were used in 204 

analysis. Descriptive analyses were conducted in SPSS to analyze survey results. Free text 205 

responses were not formally coded, however were used to elicit further explanation for 206 

categorized response questions. 207 

 208 

Results 209 

One hundred twenty-nine HCPs participated in the survey, with 113 HCPs completing the full 210 

survey, and 16 completing part of the survey. Demographic data are presented in Table 1. 211 



Participants were a mean age of 45.8 years, majority female (87.6%), and majority identified as 212 

White (84.5%). Medical doctors or advance practice providers were the largest professional 213 

representation (40.3%), with other survey respondents including certified diabetes care and 214 

education specialists (CDCES, formerly called certified diabetes educators), psychologists and 215 

other professionals. Respondents worked a mean of 13.9 years in diabetes care.  The majority 216 

worked in secondary specialist centers (22.5% at Adult center and 51.2% at Pediatric centers), 217 

and at either a public (28.7%) or private (21.7%) academic medical centers that saw >200 patients 218 

with diabetes (84.9%). Almost all respondents practiced in the United States (81.7%) or United 219 

Kingdom (14.3%).  220 

 221 

Awareness of Depression, ISI, and Suicide Risk among People with Diabetes 222 

Based on their clinical experiences, HCPs were asked to estimate the percentage of people with 223 

T1D and T2D that have experienced depression, had SI, deliberately injured themselves, and 224 

attempted suicide (Table 2). HCPs suspected higher prevalence of depression among people 225 

with T2D compared to people with T1D. When asked about what percent of individuals with T1D 226 

have had SI, deliberately injured themselves, or attempted suicide, the majority of HCPs 227 

estimated prevalence at less than 10%.  Results were similar for those with T2D (Table 2). In a 228 

multi-select question, HCPs were asked which behaviors relating to diabetes management they 229 

thought should be categorized as ISI for people with T1D. The following are listed in order from 230 

most to least frequently recognized by HCPs as self-harm (ISI) behaviors: 1) Insulin omission 231 

(96.3%); 2) Over-bolusing (80.7%); 3) Binge eating to purposefully increase blood sugars 232 

(61.5%); 4) “rage bolusing," defined at bolusing multiple times in short succession to bring 233 

elevated blood sugars down into range (47.7%); 5) Other (12.8%). Other behaviors which HCPs 234 

described as ISI among people with T1D included intentional hypoglycemia, self-injurious 235 

behaviors with diabetes supplies (e.g., needles), and purposefully not wearing medical devices 236 

or not checking blood glucose levels. 237 

 238 

Asking PWD seen in Clinic about ISI and SI 239 

The majority (94.7%) of HCPs believed it was their professional responsibility to ask patients 240 

about depression, ISI, or suicide. When asked whether a routine visit is an appropriate place for 241 

discussions regarding depression or SI, 41.6% responded that it was appropriate to have these 242 



discussions at every visit while 52.2% believed it was appropriate at some visits. Only 2.7% felt 243 

these conversations were not appropriate at routine diabetes visits, while the remaining 3.5% 244 

stated they did not know. Among HCPs who felt it was appropriate at some visits, many elaborated 245 

in free text responses that they believed the frequency should vary depending on individual 246 

characteristics, such as history of depression or if the patient shows indications of depression. 247 

One commented: “I only discuss depression initially and if a person shows indications, which is 248 

probably not frequent enough,” while another mentioned a more structured process with the use 249 

of depression screening: “At our center we screen starting at age 12. Subsequent frequency is 250 

dependent upon score on PHQ-9. Low- annually; Moderate- 6 months; High- repeat at next visit 251 

in 3 months.” 252 

 253 

More HCPs felt moderately comfortable (48.2%) asking patients about whether they have 254 

conducted any acts of ISI, and moderately comfortable (43.0%) asking patients whether they have 255 

had thoughts of killing themselves. Only 20% of medical doctors or advanced practice providers 256 

felt very comfortable asking about ISI, while 26% felt very comfortable asking if patients have had 257 

thoughts of killing themselves. Dieticians and CDEs were more likely to feel moderately or very 258 

uncomfortable asking either question. Those with fewer years of experience in diabetes care were 259 

more likely to report feeling very comfortable asking about ISI and SI compared to HCPs with 260 

more years of experience working in diabetes care.  261 

 262 

HCPs who felt moderately uncomfortable or very uncomfortable asking patients about ISI or SI 263 

were asked to describe in free-text responses why they felt uncomfortable. Responses included 264 

feeling that ISI/SI questions are difficult or intrusive to ask, that they did not know how to respond 265 

if individuals report concerns, and that they lacked the resources needed to respond. HCPs who 266 

felt moderately uncomfortable or very uncomfortable asking about ISI or SI were further prompted 267 

to describe what would help them become more comfortable. Several HCPs expressed a desire 268 

for more training or guidance on how to provide support. Several HCPs wrote about needing more 269 

resources, including referral pathways or access to mental health professionals. 270 

  271 

Training and Resources to Support Individuals Reporting ISI and SI 272 



About one-quarter (24.6%) of HCPs reported that they had received specific postgraduate training 273 

on how to support patients who may be engaged in ISI or suicidal acts. Approximately half of 274 

these were social workers or psychologists. The remaining professions were less likely to have 275 

had training.  276 

 277 

Table 3 reports whether HCPs feel they have the resources needed to provide support to those 278 

who report depression or SI. About three-fourths of HCPs felt they have the resources needed if 279 

someone reports concerns about depression during their visit. A similar proportion (74.3%) felt 280 

they have the resources needed if someone reports SI during their visit. In the USA, 77.7% felt 281 

they had the resources needed to provide support for individuals reporting depression, while 282 

75.5% felt they had the resources needed to provide support for individuals reporting SI. In 283 

comparison, the rates in the UK who felt they had the resources needed were lower (53.8% 284 

depression; 53.8% SI). Of all professions surveyed, CDCESs were most likely to report not having 285 

the resources needed if someone reported depression (56.3%), and nurses were most likely to 286 

report not having the resources needed if someone reports SI (57.1%). More HCPs working in 287 

secondary care specialist centers for pediatrics felt they had the resources needed if someone 288 

reports depression (85.0%) or SI (83.3%) compared to HCPs practicing in secondary care 289 

specialist centers for adults (60.0% and 52%, respectively). The vast majority (95.0%) of HCPs 290 

practicing in secondary care specialist centers for pediatrics had access to social workers 291 

compared to less than half (44.0%) of HCPs practicing in secondary care specialist centers for 292 

adults. Furthermore, a greater proportion of HCPs practicing in secondary care specialist centers 293 

for pediatrics reported access to psychologists compared to HCPs practicing in secondary care 294 

specialist centers for adults (60.0% vs. 32.0%). 295 

 296 

HCPs who felt they did not have the resources needed to provide support if someone reports 297 

depression were prompted to specify what resources would be helpful. Referrals or access to 298 

mental health professionals were frequently mentioned in free-text responses (77% of those who 299 

provided a free-text response). Furthermore, HCPs who reported they did not have resources 300 

to address SI felt that on-site or timely access to mental health professionals would be helpful 301 

(67% of those who provided a free-text response). When specifically asked which 302 

resources respondents felt they needed to adequately help patients who report ISI or SI 303 

during their visit, 75% answered “mental health resources,” 71% “community support 304 



options,” 70% “social work in the office/within service”, and 70% “psychologist in the 305 

office/within service.”  306 

 307 

Discussion:  308 

This is the first study to date to investigate HCPs’ opinions on depression, SI, ISI, and suicide 309 

specifically in diabetes clinics and barriers to care. Previous studies that note mental health care 310 

concerns in primary care [21,22] are echoed here by diabetes HCPs, including difficultly referring 311 

to mental health providers, lack of access, and lack of confidence in asking about mental health 312 

concerns. Similar to primary care studies, the majority of diabetes HCPs found that it is important 313 

to ask about depression and suicide and want to have more training on how to ask appropriate 314 

questions, how to quickly assess risk in clinic, and what to do after an individual reports 315 

depression or SI. In primary care settings, suicide related training and education has been 316 

associated with improved knowledge and attitudes in working with patients with SI and a 317 

perception of greater skill and self-efficacy with working with suicidal individuals [26-28], which is 318 

promising for expansion of this work to diabetes HCPs, especially given that PWD often visit 319 

diabetes clinics with more frequency than their primary care providers.  320 

 321 

HCP estimates of the prevalence of depression, SI, and suicide attempts in people with diabetes 322 

differed from what has been reported in the literature. Many HCPs believed the proportion who 323 

experienced depression to be higher than figures reported in published research, particularly for 324 

T2D. In a large systematic review of observational studies, the prevalence of depression in people 325 

with T2D was estimated at 28% [29]. However, over half of HCPs believed the percentage of 326 

people with T2D who have experienced depression to be 40% or greater. Moreover, many HCPs 327 

underestimated the frequency of SI or suicide attempts, particularly among people with T1D. 328 

Studies from the literature have estimated the prevalence of SI for people with T1D to be around 329 

15% [5,30]. Yet, nearly half of HCPs believed that less than 10% of people with T1D had 330 

experienced SI. Furthermore, while a study of African Americans with T1D found that 13.3% had 331 

attempted suicide [31], three-fourths of HCPs believed that less than 10% of people with T1D 332 

have attempted suicide. Overall, HCPs seemed to overestimate the prevalence of depression and 333 

underestimate the prevalence of SI and suicide attempts among people with diabetes.  334 

Individuals may also choose not to disclose SI with their healthcare team for various reasons, 335 

which may lead to HCP underestimation of its prevalence. Stigma and fear of judgment may 336 



prevent individuals experiencing SI from speaking with their healthcare providers about these 337 

feelings. Stigma toward SI or behaviors can make it difficult for individuals to tell others about 338 

suicidal thoughts [32]. Previous experiences receiving negative or judgmental reactions when 339 

disclosing SI or behaviors to professionals may undermine willingness to seek help for current 340 

concerns [32]. Moreover, people with diabetes who are experiencing SI might not discuss this 341 

with their HCPs if they are not aware of the resources that HCPs have available to help them. 342 

Overall, the relatively low estimates of SI and suicide attempts reported by HCPs compared with 343 

what has been published in the literature highlight the importance of ensuring that HCPs not only 344 

have resources available but are also able to identify those in need of support. 345 

HCPs noted at a high rate (74.3%) that they felt they had the resources needed if someone 346 

reports SI during the visit. Further review shows that this was driven moreso by pediatric 347 

secondary care center respondents (60% of those who felt they had resources). Pediatric 348 

secondary care centers also had the highest report of having access to social workers 349 

(95% of centers) and psychologists (60%) of centers, compared to other healthcare setting 350 

respondents. Many (N=79) respondents also noted the resources they felt necessary to 351 

help patients included presence of social workers and psychologists in the office or within 352 

their service. This may be one of the reasons behind why respondents felt they had the 353 

resources to treat SI and ISI. HCPs are reporting a clear need for the presence of behavioral 354 

health care specialists (e.g., licensed social workers, psychologists) that can be easily 355 

accessible or within the clinic setting to provide the appropriate follow-up care needed 356 

after positive screening. The presence of integrated behavioral health care within diabetes 357 

clinics can help patients who are screening positive for mental health co-morbidities, 358 

including depression, SI and ISI. In order to do this, there needs to policy changes and 359 

insurance changes to increase the number of trained behavioral health care specialists 360 

and improve reimbursement for behavioral health care in countries that have poor 361 

coverage for this type of care. 362 

Most HCPs outside of behavioral health disciplines report not having sufficient training in mental 363 

health, which is likely a contributing factor to the discomfort HCPs feel in discussing ISI and 364 

suicide with their patients. Those who did feel comfortable had fewer years of experience in 365 

diabetes care, which may point towards an increase emphasis more recently on mental 366 

health care education as part of health care education. This can be a key area of emphasis 367 

for improving identification of ISI and SI in patients by providing mental health care education 368 

(e.g., CME) to health care providers throughout their training. Additionally, HCPs described 369 



lack of mental health support as a barrier in discussing ISI and suicide with their patients. The 370 

ADA Mental Health Provider Diabetes Education Program [33] has developed a provider directory 371 

list of mental health providers with diabetes knowledge. A certificate program has also been 372 

created for mental health providers to provide education and guidance on treating PWD, which 373 

can help them identify mental health providers who also understand the challenges of managing 374 

diabetes [33].  375 

There are clear inequalities amongst people with diabetes in terms of access to healthcare 376 

therapies and technologies [34,35]. No data exists on prevalence of ISI or suicide in relation to 377 

these inequities in diabetes; greater understanding of these complex issues is crucial in order to 378 

effectively support individuals across all ethnicities, socioeconomic status and education level and 379 

should be a focus of future research. Future research should focus on qualitative investigation 380 

into the experiences of HCPs and how that has potentially impacted their care delivery.  Novel 381 

interventions to aid identification and provide appropriate and timely support to people with 382 

diabetes at risk should also be developed. 383 

A key strength of the current study is the range of perspectives obtained, as HCPs from various 384 

professions and practice settings participated. This study also addresses an important issue in 385 

diabetes care from a healthcare perspective and identifies important areas where intervention can 386 

improve identification and support for people with diabetes.  There are limitations to the study as 387 

well. While efforts were made to distribute the survey via existing networks internationally, the 388 

study is limited by the online survey and recruitment methods used, as it may have limited 389 

participation by a larger number of HCPs who do not routinely access the internet for information 390 

such as this. Additionally, selection bias is possible as HCPs could choose whether or not 391 

to complete the survey. The respondents are a convenience sample, with more female 392 

health providers (88%) and white providers (85%) taking the survey. This could affect the 393 

generalizability of the results. The survey design may have limited participants’ ability to provide 394 

more detailed or nuanced responses, despite free-text options being available for some 395 

questions.  Respondents were also more likely to be working in an academic center or with 396 

National Health Services, so the results may not be as generalizable to those in private practice.  397 

 398 

Conclusion 399 

This is the first study to date to investigate HCPs’ perspective on mental health care in their 400 

patients with diabetes, specifically focused on experiences and barriers to care in depression, SI, 401 



ISI, and suicide risk in diabetes clinics. The results show that many HCPs believe that these 402 

topics should be asked and discussed in their clinical settings, and desire increased knowledge 403 

and resources. We are currently conducting a survey of people with diabetes to better understand 404 

experiences and to determine unmet support needs from HCPs during routine care. This data, in 405 

conjunction with data from the HCP survey will be used to develop interventions and training 406 

materials, such as continuing education courses, to better identify and support incidences of 407 

depression, ISI and suicide amongst this population. 408 

 409 

Author Contributions:  SM wrote and edited the manuscript. SM and KBK designed the survey 410 
and all authors edited and provided input on the survey questions. All authors reviewed, 411 
critically revised, and approved the manuscript.  412 

 413 

 414 

 415 

 416 

 417 

 418 

 419 

 420 

 421 

 422 

 423 

 424 

 425 

 426 

 427 

 428 

 429 

 430 

 431 

 432 



References:  433 

1. Pompili M, Forte A, Lester D, Erbuto D, Rovedi F, Innamorati M et al. Suicide risk in type 1 434 
diabetes mellitus: A systematic review. J Psychosom Res 2014;76(5):352-60. 435 

2. Wang B, An X, Shi X, Zhang JA. Management of Endocrine Disease: Suicide risk in patients 436 
with diabetes: a systematic review and meta-analysis. Eur J Endocrinol 2017;177(4):R169-437 
R181. 438 

3. Roy T, Lloyd CE. Epidemiology of depression and diabetes: a systematic review. J Affect 439 
Disord 2012;142 Suppl:S8-21. 440 

4. Löfman S, Hakko H, Mainio A, Timonen M, Räsänen P. Characteristics of suicide among 441 
diabetes patients: a population based study of suicide victims in Northern Finland. J 442 
Psychosom Res 2012;73(4):268-71. 443 

5. Fuller-Thomson E, Sawyer JL. Lifetime prevalence of suicidal ideation in a representative 444 
sample of Canadians with type 1 diabetes. Diabetes Res Clin Pract 2009;83(1):e9-11. 445 

6. Tabb KM, Perez-Flores N, Wang Y, Huang H. The burden of suicidal ideation among 446 
persons with type II diabetes: A scoping review. J Psychosom Res 2017;103:113-118. 447 

7. Singhal A, Ross J, Seminog O, Hawton K, Goldacre MJ. Risk of self-harm and suicide in 448 
people with specific psychiatric and physical disorders: comparisons between disorders 449 
using English national record linkage. J R Soc Med 2014;107(5):194-204. 450 

8. Bot M, Pouwer F, de Jonge P, Tack CJ, Geelhoed-Duijvestijn PH, Snoek FJ. Differential 451 
associations between depressive symptoms and glycaemic control in outpatients with 452 
diabetes. Diabet Med 2013;30(3):e115-22. 453 

9. Corathers SD, Kichler J, Jones NH, Houchen A, Jolly M, Morwessel N et al. Improving 454 
depression screening for adolescents with type 1 diabetes. Pediatrics 2013;132(5):e1395-455 
402. 456 

10. Lustman PJ, Anderson RJ, Freedland KE, de Groot M, Carney RM, Clouse RE. Depression 457 
and poor glycemic control: a meta-analytic review of the literature. Diabetes Care 458 
2000;23(7):934-42. 459 

11. Conti C, Mennitto C, Di Francesco G, Fraticelli F, Vitacolonna E, Fulcheri M. Clinical 460 
Characteristics of Diabetes Mellitus and Suicide Risk. Front Psychiatry 2017;8:40. 461 

12. Lee HY, Hahm MI, Lee SG. Risk of suicidal ideation in diabetes varies by diabetes regimen, 462 
diabetes duration, and HbA1c level. J Psychosom Res 2014;76(4):275-9. 463 

13. Russell KS, Stevens JR, Stern TA. Insulin overdose among patients with diabetes: a readily 464 
available means of suicide. Prim Care Companion J Clin Psychiatry 2009;11(5):258-62. 465 

14. von Mach MA, Meyer S, Omogbehin B, Kann PH, Weilemann LS. Epidemiological 466 
assessment of 160 cases of insulin overdose recorded in a regional poisons unit. Int J Clin 467 
Pharmacol Ther 2004;42(5):277-80. 468 

15. Barnard-Kelly KD, Naranjo D, Majidi S, Akturk HK, Breton M, Courtet P et al. An Intolerable 469 
Burden: Suicide, Intended Self-Injury and Diabetes. Can J Diabetes 2020;44(6):541-544. 470 

16. Young-Hyman D, de Groot M, Hill-Briggs F, Gonzalez JS, Hood K, Peyrot M. Psychosocial 471 
Care for People with Diabetes: A Position Statement of the American Diabetes Association. 472 
Diabetes Care 2016;39(12):2126-40.  473 

17. Delamater AM, de Wit M, McDarby V, Malik JA, Hilliard, Northam E et al. ISPAD Clinical 474 
Practice Guidelines 2018: Psychological Care of Children and Adolescents with Type 1 475 
Diabetes. Pediatric Diabetes 2018;19(27):237-49. 476 

18. Majidi S, O’Donnell HK, Stanek K, Youngkin E, Gomer T, Driscoll KA. Suicide Risk 477 
Assessment in Youth and Young Adults with Type 1 Diabetes. Diabetes Care 478 
2020;43(2):343-8.  479 

19. Mulvaney SA, Mara CA, Kichler JC, Majidi S, Driscoll KA, Western SC et al. A Retrospective 480 
Multisite Examination of Depression Screening Practices, Scores, and Correlates in 481 
Pediatric Diabetes Care. Trasl Behav Med 2021;11(1):122-31.  482 



20. Marker AM, Patton SR, McDonough RJ, Feingold H, Simon L, Clements MA. Implementing 483 
Clinic-wide Depression Screening for Pediatric Diabetes: An Initiative to Improve Healthcare 484 
Processes. Pediatr Diabetes 2019;20(7): 964-73. 485 

21. Younes N, Gasquet I, Gaudebout P, Chaillet MP, Kovess V, Falissard B et al. General 486 
Practitioners’ Opinions on Their Practice in Mental Health and Their Collaboration with 487 
Mental Health Professionals. BMC Fam Pract 2005;6(1):18-25. 488 

22. LeCloux M, Aguinaldo LD, Lanzillo EC, Horowitz LM. PCP Opinions of Universal Suicide 489 
Risk Screening in Rural Primary Care: Current Challenges and Strategies for Successful 490 
Implementation. J Rural Health 2021;37(3):554-64. 491 

23. Watson SE, Spurling SE, Fieldhouse AM, Montgomery VL, Wintergerst KA. Depression and 492 
Anxiety Screening in Adolescents with Diabetes Clin Pediatr 2020;59(4-5):445-449.  493 

24. Wigglesworth KRS, Vigers T, Pyle L, Youngkin EM, Fay-Itzkowitz E, Tilden J et al. Follow-up 494 
Mental Health Care in Youth and Young Adults with Type 1 Diabetes After Positive 495 
Depression Screen and/or Suicidal Ideation Clin Diabetes 2003;40(4):449-457. 496 

25. Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG. Research Electronic Data 497 
Capture (REDCap) – A Metadata-driven Methodology and Workflow Process for Providing 498 
Translational Research Informatics Support. J Biomed Inform 2009 42(2):377-81. 499 

26. Oordt MS, Jobes DA, Fonseca VP, Schmidt SM. Training mental health professionals to 500 
assess and manage suicidal behavior: Can provider confidence and practice behaviors be 501 
altered? Suicide and Life-Threatening Behavior 2009;39:21–32. 502 

27. Ferguson MS, Reis JA, Rabbetts L, Ashby HJ, Bayes M, McCracken T et al. The 503 
effectiveness of suicide prevention education programs for nurses: A systematic review. 504 
Crisis 2018;39: 96–109. 505 

28. Mitchell SM, Taylor NJ, Jahn DR, Roush JF, Brown SL, Ries R et al. Suicide-Related 506 
Training, Self-Efficacy, and Mental Health Care Providers’ Reactions Towards Suicidal 507 
Individuals. Crisis 2020;41(5):359-66. 508 

29. Khaledi M, Haghighatdoost F, Feizi A, Aminorroaya A. The prevalence of comorbid 509 
depression in patients with type 2 diabetes: an updated systematic review and meta-510 
analysis on huge number of observational studies. Acta Diabetol 2019;56(6):631-650. 511 

30. Handley TE, Ventura AD, Browne JL, Rich J, Attia JR, Reddy P et al. Suicidal ideation 512 
reported by adults with Type 1 or Type 2 diabetes: results from Diabetes MILES-Australia. 513 
Diabet Med 2016;33(11):1582-1589. 514 

31. Roy A, Roy M, Janal M. Suicide attempts and ideation in African-American type 1 diabetic 515 
patients. Psychiatry Res 2010;179(1):53-6. 516 

32. Maple M, Frey LM, McKay K, Coker S, Grey S. "Nobody Hears a Silent Cry for Help": 517 
Suicide Attempt Survivors' Experiences of Disclosing During and After a Crisis. Arch Suicide 518 
Res 2020;24(4):498-516. 519 

33. The American Diabetes Association Mental Health Provider Diabetes Education Program. 520 
https://professional.diabetes.org/meeting/other/mental-health-provider-diabetes-education-521 
program (Accessed 11/1/2022) 522 

34. Majidi S, Ebekozien O, Noor N, Lyons SK, McDonough R, Gandhi K, et al. Inequities in 523 
Health Outcomes in Children and Adults With Type 1 Diabetes: Data From the T1D 524 
Exchange Quality Improvement Collaborative. Clin Diabetes 2021 39(3):278-283. 525 

35. Hill-Briggs F, Adler NE, Berkowitz SA, Chin MH, Gary-Webb TL, Navas-Acien A et al. Social 526 
Determinants of Health and Diabetes: A Scientific Review. Diabetes Care 44(1);258-79.  527 

 528 

 529 

https://professional.diabetes.org/meeting/other/mental-health-provider-diabetes-education-program
https://professional.diabetes.org/meeting/other/mental-health-provider-diabetes-education-program

	Methods

