SUICIDE AND PARASUICIDE IN CHILDHOOD AND ADOLESCENCE

What is normally meant by suicide is intentional self-killing and by parasuicide is deliberate self harm that does not result in death but that would carry the possibility of it being performed with such intent.  What is known about the relation between the two types of behaviour in adults is not entirely true for children and adolescents. The motives for parasuicide, for example, are almost entirely different in children from those in adults.

Epidemiology

Social views about suicidal behaviour in children and the stigma that it carries are believed to have lead to a degree of under-reporting. Despite that, there seems to be a general agreement that it is a rare phenomenon in children under the age of 12. However, it remains true that threats of suicide are not uncommon in children. The concept of death seems to not fully developed in such children

especially the younger ones.

Incidence: 

Suicide accounts for about 0.5% of all deaths at the age range of 10-14. About 8% of all parasuicide are under the age of 14.

Deliberate self harm (DSH) has risen rapidly in the past twenty years to about 100,000 adolescents per year needing admission to hospital.

 Age:  

Suicide and parasuicide are rare before puberty. Between 1975 and 1980 only ten deaths by suicide were reported below the age of 13, but there were 26 suicides at the age of 14 during the same period. After that age the number of suicides rises

Sharply. On the other hand the incidence of DSH was at its highest levels between the ages of 15 and 19.

Gender:  

Suicide is more associated with boys. About 70% of all suicides in the age group 10-14 are boys. However, the rate for girls rises above this age. The rate is highest among married teenagers. DSH is more common in girls and accounts for 80-90%

of all  DSH cases in children. Girls much more commonly poison than injure themselves.

All social classes are represented.

 Season:  

There seems to be a peak in the incidence of self-destructive behaviour in the early part of the year. The significance of this is not yet understood. It is also more common around anniversaries and occasions.

  Aetiological Factors  

It is difficult to give a list of aetiological factors for juvenile self-destructive behaviour. However, it might help to look at a group of associated features in the family, in the child, and in the environment, in  trying to establish why a child attempts suicide. In general, these factors could be divided into two groups, psychodynamic and family factors. The psychodynamic factors include factors related to the child's early emotional state, the issue of deprivation, his role within the family and any sexual difficulties he or she might face. The family factors include the issues of loss of a parent, relationship problems, psychiatric disorder in a close relative, alcohol abuse or drug abuse in a parent and extremes of parental control.

It has also been found that there is a close relationship between suicidal behaviour and being a victim of abuse. Up to 20-30% of DSH cases report being a victim of physical or sexual abuse. There is evidence to associate self-destructive behaviour in children with  poor schooling and academic progress, poor peer  relationships, physical ill-health, antisocial behaviour and substance abuse. About 25% of such children are chronic school refusers, 25% have seen their general practitioner the week before an attempted suicide, and about 30% have had some involvement with the police. Children with self destructive behaviour are more likely to show:

a. Disturbed family background.

b. A degree of conceptual and physical maturity.

c. Access to means of suicide.  

d. A close encounter with suicidal behaviour.

e. A precipitating event or situation.

 Associated Features  

Most DSH cases are drug overdoses. Psychotropic drugs, analgesics and antipyretics account for about 75% of overdoses. Suicides used drugs less, the more common methods being violent. The use of drugs as a method is more associated with female suicidal behaviour. Violent methods usually indicate a more serious intent. Suicide and parasuicide usually follow an event or a situation such as impending discipline, a quarrel with a parent or a 'girlfriend'.  About  one third of suicides get into 'trouble' before killing themselves.

On the other hand  parasuicide are a way of communicating and in most instances the behaviour is used to get relief from  stress, get back at others, or to show how desperate  they are. About 10-30% of adolescent parasuicide regret not having died.

Psychiatric illness in the form of emotional or behavioural disturbances is found in 20 50% of cases of  parasuicide. Depression tops the list while schizophrenia and personality disorder are rarely encountered.

Management    
Assessment of Parasuicide (DSH)  

Attending to the physical state of the child takes precedence.

All children should be admitted following an overdose. The assessment should be done as soon as possible and should include aspects related to the child and the family as well as the social background. Close liaison with the general practitioner is crucial.
The assessment of psychological and social factors can begin immediately but cannot be completed until the patient is fully conscious. A neutral, non judgemental attitude is essential whereby the doctor is interested in obtaining the facts.

 Interviewing other family members (in the presence of the patient or without him/her) is very valuable. The following areas need to be investigated to assess the suitability for discharge to the parents/guardians care:

1. Circumstances at the time of the incident such as time and place of the incident, the actions and feelings of the patient and those around him/her, how it was discovered and the adolescent's actions before it occurred such as suicide  notes, phone calls to friends etc...It is useful to establish the

degree of planning  that preceded the incident as it gives an indication of the seriousness of suicidal intent. It is also useful to try to have a clear account of the 24-48 hours preceding the incident. An assessment of the adolescent's movements, social contacts and feelings as well as events at

school, out of school and in the family. is very useful.

Apparently trivial events may have a deep personal

significance.

The adolescent's past psychological history, school progress and drug or alcohol abuse should be investigated. Family relationships and parental or sibling's health (psychological and physical) may have some relevance to the incident.

It is also vital to assess the adolescent's mental state

including:

1. Mood and further suicidal intent.

2. Attitude to the incident.

3. Wish for change in him/herself, in the family, school etc..

4. The presence of mental illness such as schizophrenia.

It is often useful to carry out a careful search for the presence of 'secrets', especially of a sexual nature, such as pregnancy, sexual abuse, homosexuality, and sexual assault. Such factors may have much relevance to the self destructive behaviour.

About one third of these children can be discharged afterwards to the care of the general  practitioner. Early involvement of the family doctor is therefore useful. Very few children need psychiatric inpatient treatment. The decision to do  that should take into account the child's mental state  and the parents resources of coping.

Treatment  

About 20% of cases show no psychiatric disorder in the adolescent and the incident follows a relatively isolated event such as an argument with a parent or a break up of a relationship. Often a single family interview would help the family sort out the problems that led to the incident.

In about 60% there is evidence of a mild psychiatric disorder.

There is usually chronic family or marital disharmony that would require further help from health or social services professionals.

About 20% of cases show a definite psychiatric disorder, usually conduct disorder, with severe adverse family relationships and school problems. This group requires further help, usually of a multi agency nature. About half of this group repeat the incident within a year.

Further help could  take one or a combination of different ways such as  family therapy, individual psychotherapy, or pharmacotherapy. The  likelihood of returning for treatment seems to depend on  the parents attitude and on the presence of  affective  symptoms in the child.

 Prognosis  

The short-trem prognosis of parasuicide is good, but 10-14% repeat the attempt within on year. Long-term studies show a high mortality rate as about 4% of the cases eventually kill themselves, most of them within the  first two years. There is also a higher than expected rate of future marital and social maladjustment.

Prevention

Since the use of drug overdose is the most common method of suicidal behaviour, then it is only logical to try to reduce  the availability of such drugs. It is easy to say that but the difficulty is that most analgesics and antipyretics can be bought off the counter at any  supermarket. Using the mass  media and education of the  young has been proposed as an  alternative. A potentially useful mean of prevention is perhaps primary prevention.  Detecting and identifying those at risk has a better  chance of success since many  of  the  children seem to have seen the family doctor shortly  before 
suicide or an attempted suicide. 
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