I From thoughts to actions: Examining the prevalence and correlates of
suicide planning and attempts among individuals with suicidal ideation
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Figure: Prevalence of suicide planning and suicide attempt among
individuals with suicidal ideation

R esearch has shown that suicides are preceded by suicidality, which
consists of suicide ideation, suicide planning and suicide attempt.
Previous studies have examined suicidality as an outcome, however,
recent literature has shown that analyzing the three components
separately may be more informative. Firstly, not all individuals with
suicidal ideation will plan or attempt suicide. Secondly, the process of
developing suicidal ideation is different from the transition from ideation
to planning and action. Although several studies have examined the
epidemiology of suicides in Singapore, limited studies have investigated
the transition from suicide ideation to planning and attempt. Hence, our
study examined the prevalence of suicide planning and attempt among
individuals with suicidal ideation, as well as the correlates of suicide
planning and attempt.
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We utilized the dataset from the 2016 Singapore Mental Health Study,
which was a nationwide survey conducted between 2016 to 2018.
Due to missing responses, the sample sizes for analyzing suicide
planning (n=411) and suicide attempt (=365) were different. Among
individuals who endorsed suicide ideation, 17.7% planned
for suicide and 10.6% attempted suicide. Among those who
planned for suicide, 80.4% did so within a year of suicidal ideation.

For suicide attempt, 10.6% of individuals who endorsed it did so within
a year of suicidal ideation. Suicide planning was more likely among
individuals with mood disorders. Suicide attempt was more
likely among individuals with prior suicide planning, history
of anxiety disorder, history of emotional neglect and
parental separation, divorce, or death of a parent.

Our results suggest that suicide attempts can be prevented with timely
and appropriate intervention, especially for those with prior suicide
planning. Moreover, efforts to identify and support children with a
background of emotional neglect or a dysfunctional family can help to
prevent suicide later in life.
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llluminating the Mind:
Unravelling Cognitive Changes in

Schizophrenia with
Electroconvulsive Therapy I
We carried out a comprehensive investigation into the cognitive

effects of Electroconvulsive Therapy (ECT) on patients with
schizophrenia. The study aimed to identify key factors influencing
cognitive changes with ECT.

Electroconvulsive Therapy is a well-established treatment for
schizophrenia, yet concerns about potential cognitive side effects

have persisted. \We conducted a retrospective study of patients with
Schizophrenia who underwent ECT. Over the course of the study,

we evaluated various cognitive domains using standardised cognitive
assessment tools such as the Montreal Cognitive Assessment (MoCA)
and Brief ECT Cognition Scale (BECS), and monitored changes in
these areas before, during, and after ECT treatment.

Our findings yielded crucial insights into predictors of cognitive
changes in patients with schizophrenia undergoing ECT. Nearly half
the patients (48.3%) who were initially unable to complete
MoCA pre-ECT were able to complete MoCA post-ECT.
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The analysis revealed that the severity of cognitive
impairments before ECT significantly influenced the extent
of cognitive improvement following the therapy. Patients
with more pronounced cognitive deficits at the outset
experienced substantial cognitive gains post-treatment.
Interestingly, patients who experienced cognitive deterioration were
found to have a greater burden of negative symptoms, which warrants
further study. Furthermore, we identified certain clinical characteristics
associated with better cognitive recovery. Younger age, female gender
and involuntary admission were correlated with improved cognitive
outcomes post-ECT.

Our study’s conclusions shed valuable light on the cognitive

effects of ECT in patients with schizophrenia. Most importantly,

we conclude that poor baseline cognition should not be a reason to
exclude schizophrenia patients from ECT treatment. Furthermore, by
identifying predictors of cognitive changes, we can better tailor ECT
treatments to optimise cognitive benefits while mitigating potential
risks. This research offers promising prospects for refining ECT's
therapeutic approach, ultimately enhancing patient care and overall
treatment outcomes for individuals with schizophrenia.
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Table 1 - Predictors of MOCA deterioration in ECT
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Crude Adjusted
Outcome Risk predictor " - 95% CI for OR P value B OR 95% CI for OR P value
Lower Upper Lower
Bound Bound Bound Unpper:Boun]
Age >65years | 072 | 206 052 8.10 0302 | 213 | 842 113 62 54 0.037"
= b5 years ref.
No. ECT 011 | 089 075 1.06 0183 | 022 | 080 058 1.10 0172
MoCA pre-ECT 005 | 096 088 1.03 0265 | 002 | 102 091 113 0769
GAF pre-ECT 007 | 093 086 1.02 0111 | 004 | 096 084 1.11 061
BPRS pre-ECT 002 | 102 098 1.07 0375 | 000 | 100 092 108 0923
< Female 098 | 267 1.00 7.16 0051 | 137 | 393 095 16.34 0.060
i Male Ref.
: 5 Involuntary | -099 | 037 013 | 105 [ oost | 187015 o003 | o079 | o0.025
Admission status
Voluntary Ref.
By others | 085 | 233 061 | 889 | 0214 | 124 [346] o036 | 3348 | 0285
Consent
MOCA By self Ref.
deterioration | YES 031 | 073 027 | 201 [ os46 | 034071 ][ o011 | 439 | o711
vs MOGA Antidepressants
NO Ref.
no change
N YES 129 | 028 003 | 280 [ o216 | 283J006] o000 | 161 | 0093
Lithium
NO Ref.
L 022 [ 125 048 | 325 [ 0647 | 135 [38] o091 | 1648 | 0068
Benzodiazepines
NO Ref.
_ YES 114 | 032 009 | 117 | oos4 | -036[070] o009 | 576 | 0740
Anticonvulsants
NO Ref.
YES - with
no/minimal | 034 | 140 039 5.03 0606 | 112 | 305 040 2314 0280
response
Clozapine YES - with
partial 029 | 133 027 661 0725 | -054 | 058 0.05 6.20 0655
response
NO Ref.

Abbreviations: ECT — Electroconvulsive Therapy, GAF — Generalized Assessment of Function, BPRS — Brief Psychiatric
Rating Scale, MoCA — Montreal Cognitive Assessment

*P<0.05

Table 2 - Predictors of MoCA improvement in ECT

Crude Adjusted
S— T 95% CI for OR 95% Cl for OR
B OR Lower Upper | Pvalue B OR Lower Upper P value
Bound | Bound Bound | Bound
Age > 55 years 131 372 092 | 1500 | 0065 | o094 256 034 | 1928 | 0362
< b5 years Ref.
No. ECT -0.04 0.96 0.82 112 [ o619 | 019 | o083 0.62 110 | o191
MoCA pre-ECT -0.16 0.85 0.79 092 [<0001~| 015 | o086 0.78 094 | 0.002
GAF pre-ECT -0.07 0.93 0.86 101 | 0081 | 012 [ o089 0.78 1.01 0.079
BPRS pre-ECT 0.03 1.03 0.99 108 | 0139 | o005 1.05 0.97 113 | 0243
5 Female 142 414 165 | 1037 | o002 | 275 | 1567 | 261 | 9410 [ 0.00%
ex
Male
- Involuntary 0.22 125 | 045 | 348 [ oes9 | 026 | 077 | 012 | 490 | o784
Admission status
Voluntary Ref.
By others 0.87 238 | o072 | 787 | 0155 | 082 | o044 | o004 | 514 | 0512
Consent
MOCA By self
improvement Ref.
vSMOCAmo [ o LYES -0.81 044 | 017 | 116 | 0097 | 014 | 115 [ o020 [ 674 | oers
nuaepressants
change P NO Ref
- YES 0.13 114 | o026 | 480 [ 083 | 064 | 053 | o005 | 509 | o581
Lithium
NO Ref.
 |ves 0.32 137 | o058 | 328 [ 0473 | 032 | 137 | 030 | 618 | 0682
Benzodiazepines
NO Ref.
_ YES -0.38 o6e | 025 | 18 | 0452 | o085 | 233 [ 037 [ 1475 | o036
Anticonvulsants
NO Ref.
YES - with
no/minimal 0.33 139 0.43 450 | 0583 | 152 459 062 | 3372 | 0134
response
Clozapine YES - with
partial 052 168 0.41 698 | 0472 | o058 179 023 | 1403 | 0578
response
NO Ref.

Abbreviations: ECT — Electroconvulsive Therapy, GAF — Generalized Assessment of Function, BPRS — Brief Psychiatric
Rating Scale, MoCA — Montreal Cognitive Assessment

*P<0.05
** P<0.001
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