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Dear Colleague,

The booklet of antibiotics brought out by IMA-AMS was well received and hence this attempt. Suicide accounts for 0.4- 0.9% of all deaths. It accounts for 0.3 - 1% of all casualty admissions. The numbers of suicide attempts are much high and it consumes a significant part of health care. Hence proper knowledge on this topic, which is very essential in everyday practice, is the need of the hour, in this era of ‘ enlightened consumerism’. This is not meant to be a holy book, but can be suitably modified based on clinical evidence, if one so desires, but there is no doubt it serve the clinician in the primary level management of suicide prevention. 

Your suggestion will help us to choose areas of interest, as topics for future publication. 

Dr. K. Venugopal                                                    Dr. P.N.Suresh Kumar

Chairman                                                                                       Secretary                                      

IMA Academy of Medical Specialities- Calicut Chapter

Preface

Suicide is the tragic and untimely loss of human life, all the more devastating and perplexing because it is a conscious and volitional act. Death is a tragedy and suicide is the ultimate tragedy.

There is no reason why a person commits suicide. For many it is a response to loss, separation and despair. For some it represents relief from helpless existence and hopeless future. For some it may be an impulsive act or a revenge for rejection. Suicide can be response to disordered thinking, a toxic state or cognitive distortion. It is also difficult to explain why certain people take this decision while other in similar or even worse situations do not. Suicide is the result of biological, genetic, psychological, social, cultural and environmental factors. 

Over one million people commit suicide every year the world over. More people are dying by suicide than in all armed conflicts around the world. It is estimated that by the year 2020, 1.53 million would die by suicide every year and suicide will represent the 2.4% total burden of disease.  Suicide and attempted suicide carry a huge social and economic cost for the individual, family, friends and society. Hence suicidal behavior is considered as a major public health problem in all countries. 

This book would be a valuable resource book for primary care givers whose primary responsibility is identification of suicide risk and prevention. All the chapters of this book are written by eminent clinicians who are experts in the concerned field. The emphasis is on the medical, social, cultural, economic and environmental factors affecting suicide across different sections of society and how it can be prevented. I am hopeful that this book will inspire more persons in the community to involve in the prevention of suicides.
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PSYCHOSOCIAL ASPECTS OF SUICIDE

George Joseph C.

Suicide is best understood as a multidimensional malaise. It occurs in an individual who experiences an unfulfilled need, which may be material, emotional, social or a combination of these. The person then defines an issue and its solution, which may not be considered a realistic definition by others. But in the prevailing state of mind, the person cannot think of other options, and his choice narrows down to suicide. This implies that suicide is the final pathway for different types of individuals with varying needs, faced with different issues. If suicide is best understood as a multidimensional malaise, then the individual, the society, and the type of issues form some of the dimensions, which influence the occurrence of suicide. The individual, his personality, the working of his brain and body all form dimensions, which are significant in every suicide. Society, including social support systems, culture, standards imposed by the society, and social institutions form other dimensions. 

As branches of science, psychology, sociology and biochemistry may first appear unrelated. But, when considering the subjectivity and complexity of human nature and individual reality, any attempt at a logical explanation of suicide would be lacking if it did not mark the interrelatedness of all three sciences which, only when viewed together, enable a comprehensive, educated look at humanity.

In such a complex scenario it is obvious that there are no simple explanations for the problem of suicide in general or a particular incident of suicide. However, let us now focus on the psychosocial aspects of suicide.

Sociology is the scientific study of the development and structure of society and social relationships. Sociologists contend the strong influence of social factors and relationships, as well as a complex, impersonal society, leads to self-destruction.

Before we go into the sociological aspects of suicide, let us see the evolution of attitudes towards suicide. Historically, most religions have considered suicide a sinful act, morally wrong and usually considered unpardonable. Another view has been that suicide is a criminal act, to be punished under the law. Many societies considered it a social crime, which was reflected in the social discrimination against survivors of suicide and even the families of suicide victims. Another view is that suicide is a weakness or madness, which is to be pitied or treated. Yet other cultures considered suicide a great death, like Sati in our country or Hara-kiri in Japan. In addition to all these approaches there are many people in all cultures who consider suicide to be a rational alternative to life in certain exceptional circumstances.

It is clear that all these considerations are based on moral attitudes or an individualistic approach to human problems. It is against this background that we must understand the sociological approach to suicide.

Most of the sociological views on suicide originated with the work of Emile Durkheim who published Le Suicide in 1897 in France. He proposed that suicide was not just a matter between individual and God; it was not just a moral issue. It was to be viewed as part of an overall pattern of self-destruction in any given society.

Sociologists base their study on group theory or the principle that human beings are social animals who create society and are subsequently influenced by the society. Human groups come in two different types, the primary group and the secondary group. Primary groups consist of family and friends. They are based on identification, emotion, and strong attachments which lead to personal growth and, moreover, development as a human being. Secondary groups are more impersonal and utilitarian, like classrooms or workplaces. In these groups people learn skills that will advance them in the ordered society around them, but they are not nurtured emotionally or identified with on a personal level.

Durkheim proposed that large-scale social dynamics determine the probability of suicide in a member of the group, and suggested two factors to be the major determinants – Social Integration and Cultural Solidarity.

Social Integration refers to the degree of integration each individual has with society, depending on the individual’s childhood upbringing, his family and the society.

Cultural Solidarity denotes the degree of cohesiveness or solidarity, which each culture has within itself.

A culture may have high or low solidarity, and an individual may have strong or weak integration with the culture or society. The interaction between the social integration and the degree of cultural solidarity is the crucial index for suicide. The cultural control over the individual will depend on these two factors. A disorganized culture has low solidarity and hence does not exert control over the individuals. Similarly, if the individual is weakly integrated with the culture, even a solid social structure can exert little control over the individual. Such situations of lowered group control increase the chances of suicide.

This happens in the case of individuals who do not have enough involvement with societal norms. Such individuals have a tendency to go their personal way until cultural constraints can no longer reach them. Similarly at times of social upheaval or social change, the cultural solidarity weakens and the culture can no longer exert adequate control over individuals. In both these situations, probability of suicide increases.

Paradoxically, too much control by society may also increase the chances of suicide. A strongly integrated person in a high solidarity culture is particularly vulnerable to this form of suicide. The Japanese Hara-kiri, and Indian Sati have already been mentioned as extreme examples of this.

External factors, which the individual cannot control, affect the character and shape the life of the individual. Groups, which have approved patterns of life, assert pressure on the individual. Education related suicides might be a reflection of such forces. The pressure schools and families place on students to achieve, coupled with the lack of personal attention, can lead to suicide (Haughurst).

Both these views are validated by modern sociologists who approach suicide by noting the collapse or nonexistence of integral interpersonal bonds or by seeing society as tending toward depersonalization and disorganization. Dublin feels isolation from friends, family, and socially accepted morals must all contribute to suicidal behavior. Jack Douglas, author of ‘The Social Meanings of Suicide’, believes the “social validation of self is an absolutely fundamental goal of human beings” which is apparently lacking when humans become isolated from one another. Another sociologist, Herbert Krauss, supports this belief. He holds that interpersonal ties are crucial to one’s sense of “personal and social meaning” and that disruption of such ties “spells catastrophe for the individual”. 

Almost all sociologists will agree destruction of a dyad, or two-person group, is often a cause for suicide. Dyads are characteristically fragile, though strongly emotional and personal in nature. Edwin Schneidman described the intense frustration felt when people invest so much of themselves in others, who are also human, only to be disappointed by destruction of the dyad. . Sociologists blame the low number of close, meaningful relationships on the growing depersonalization of society. Krauss asserts that cultures, which provide close, meaningful, and relatively conflict-free interactions among their members, have low rates of suicide.

 Benjamin Wolman, a sociologist who theorized on the “anticulture” of suicide, blamed estrangement and contemporary societal mechanization and alienation for growing suicide rates. Wolman sums up the sociological standpoint in his statement: “The estrangement inherent in our way of life; the decline of family ties; the depersonalization in human relations; and the loss of the individual in a mass society are probably the main, or at least the important, reasons why so many people now tend to hurt one another and to hurt themselves”. 
Society exists only in the minds of individuals, but, being more than the mind of any individual or even the minds of all individuals taken together, it exists almost entirely outside the individual and acts upon him as an external force would – even though this force can only exist internally.  
 This helps relate sociology and psychology, and also gives insight into the cause of suicide, which is often termed “tunnel vision”. Because people internalize all thoughts, emotions, and interpretations of society, and because these forces, external and internal, strongly act upon them, they feel there is no way to escape in a conscious, or even semi-conscious, state. The only choice for them then is suicide

We are irrevocably set on new paths of socio-economic development and change characterized by globalization. What are we aiming at through this development? We are aspiring to a standard and style of living that the developed countries enjoy, even though the gap between the rich and the poor continues to widen. This has led to what Paul Magnarella calls a ‘Culture of Discontent’. This new culture is characterized by a level of aspirations, which far exceeds the bounds of local opportunities. And as long this discontent persists, from a sociological point of view, the probability of suicide remains high. 

An important factor, which determines this high level of aspirations, is the consumerist culture we live in. The quality of life is measured by the level of consumption of goods and services. This encourages people to achieve higher and higher levels of consumption, which can never be satisfied since levels of consumption are relative and not need based.

Just as sociologists agree on the importance of sociological factors in the causation of suicide, modern mental health research has proven beyond doubt that the best insulation against stress is social support. Social support is provided by society to its individual members and is a major factor, which enhances social stability. Operationally, social support is usually delivered at the interpersonal level. Social support exists because society demands it of its members. The rules and demands of social support are codified in, and operate through the social institutions.

Martindale called social institutions “standardized solutions to collective problems”. They are essentially systems of social relationships with common values. Such shared values constitute foci around which life in the society revolves.

Religion and family are two of the oldest and most powerful social institutions. Though the influence of both these institutions have declined considerably in the recent past, they continue to have wide-reaching influence on the lives of members of all societies and cultures. Society still exists on the premise of the unity and continuity of the family.

However, in recent times other institutions like the government, educational system and economic organizations are taking on many of the functions of the family and religion. This has led to weakening of the traditional social institutions. An important function of social institutions is social control. They define acceptable modes of action and social relationship. If institutions are weakened, social control is weakened. The outcome is possible social disorganization. Social disorganization leads to increased probability of suicide.

Every stable society tries to protect its members through its institutions at times of physical danger or emotional stress. Our society is going through rapid change, without adequate time for consolidation of the changes. Such a society has not had time to devise protective systems to help its members. This factor adds to the chances of social instability or even social disorganization. In such a situation the group spirit can turn morose and self-destructive. The individuals may absorb the unpleasant mood of the larger society and may act it out with fatal results.

In conclusion, just as social factors are important in determining the probability of suicide, the protective influences available in the society are to be strengthened to support the individuals and to reduce the rising rates of suicide. 

BIOLOGY OF SUICIDE

K.PRAVEENLAL







Suicide is a behavior exclusive to human beings. It is intentional and there is an awareness of the possibility of self - inflicted death. It is an act performed by an unhappy, desperate or angry human being who perceives it as the only solution.


As suicide is not a disease, biological anomalies alone cannot cause it. Tolerance for the adversities, appreciation of desperate feelings, capacity to control impulses, ability to sit down and think at the time of crises and skill to construct solutions to the problems differ from individual to individual.


Several biological happenings are related to the phenomena where events act on a predisposed individual to cause certain cognition and effect, which lead to an act of suicide.





Genetic factors

Adoption studies


The Copenhagen adoption study found that independent of transmission of a major psychiatric disorder, the biological relatives of adoptee who committed suicide had a six fold higher rate of suicide than the biological relatives of matched adoptee who had not committed suicide (Schulsinger et al 1979). A study of old order Amish families showed that family loading for affective disorders alone was not predictive of completed suicide (Egeland and Sussex 1985). In another study on 71 adoptee. It was found more biological relatives of those who committed suicide had done the same act compared to biological relatives of matched controls (Roy et al 2000). 


All the adoption studies observed a familial transmission of suicide risk to offspring. It is further observed that the Transmission is independent of axis I and axis 11 psychiatric diagnosis (Brent et al 1988).

Zygosity studies


In a study of 171 twin pairs conducted in 1991, it was observed that both in the pair committed suicide in 11.3% of M z twins, while it was 1.8% among DZ twins. In a similar study of 35 twin pairs of which one twin had committed suicide, 10 of the living co-twin had attempted suicide. All of them were MZ twins. A meta analysis of 399 twin pairs demonstrated a significantly greater concordance for in MZ than in DZ twins (Roy etal 1993).


All the Zygosity studies demonstrated that MZ pairs show significantly greater concordance for both suicide and attempted suicide.

Molecular Genetics studies


Tryptophan hydroxylase (TPH) enzyme is involved in the biosynthesis of serotonin from amino Acid Tryptophan. A polymorphism in the human TPH gene with two alleles - U and L -has been identified. 


In a study of alcoholics with low 5 - HIAA, it was observed that presence of L allele was associated with an increased risk of suicide attempts (Nielsen et al 1994) and most multiple suicide attempts were found in subjects with the LL genotype while it was lesser in UL genotype.


The presence of one TPH.L allele may indicate a reduced capacity to hydroxylate tryptophan to 5- hydroxytryptophan in the syntheses of serotonin, producing low central serotonin turnover and thus low concentrations of 5- HIAA in CSF.





Neurotransmitter studies

1.   Serotonin


Decrease of 5 HT is demonstrated in the brain stem of suicide victims. However other regions show no difference in levels of 5 HT. 


A robust prolactin response to fenfluramine challenge reflects an active 5-HT system (Oquendo and Mann 1999). Depressive patients have a blunted prolactin response to fenfluramine challenge (Mann 1995) .The blunting is greater in those with history of suicide attempt and still greater if attempt was highly lethal (Malone etal 1996).


Low 5-HIAA in lumber cerebrospinal fluid is associated with suicide behaviour. Postmortem studies also showed modest decrease in serotonin metabolite in brain stem of frontal cortex of suicide victims. The Karolinska group demonstrated that suicide risk in the subgroup (with below the median concentrations of 5-HIAA in CSF) was 17% as compared with 7% among those with above the median concentrations (Nordstrom et al 1994).


7 out of 17 studies have reported a decrease in serotonin Transporter Binding in the frontal cortex (Arango 1997). They demonstrated that specific SERT binding was not altered in the dorsal PFC, but significant decrease occurred in the ventrolateral PFC.


A high level of serotonin activity is associated with lesser instances of offensive attack among rats, cats and monkeys. 5-HT inhibitors in cats cause instances of uncontrollable range including nursing mother’s making their young ones to death. Animals exhibiting Seligman’s learned helplessness (animal model for depression) were shown to have lower levels of 5-HIAA in CSF.


An increase in the number of 5-HTIA receptors in discrete areas of suicide brains was demonstrated. These findings are more consistent in ventral PFC (Arango etal 1997, Under wood etal 1998). An increase in number of 5-HT 2A receptor in PFC also is demonstrated, but its relationship with suicide is not conclusive (Oquendo and Mann 2000). But the platelet 5- HT2A receptors have been found to be increased proportionate to the lethality of suicide attempt in depressed subjects (Mann 1998).

2. Dopamine


Association of suicide with low levels of HVA in CSF is suggested. However an independent abnormality is difficult to prove (Roy et al 1989).


A smaller growth hormone response to apomorphine -a dopaminergic agonist in depressed patients with a history of suicide attempt has been demonstrated. Still smaller responses were observed in those who committed suicide later (Pitchatetal 2000). These observations confirm the role of dopamine in the biology of suicide in depression.

3. Non adrenaline


In suicide victims, total number of NE neurons in the rostral portion of locus ceruleus is reduced. Increased alpha 2 adrenergic receptor number and increased levels of tyrosine hydroxylate are demonstrated. However, whether the difference in NE activity in association with suicidal behavior beyond a stress related increase is unclear (Oquendo and Mann 2000). No significant difference was observed between suicide attempters and nonattempters for GH response to clonidine- an alpha 2 adrenergic agonist -and to the degree of lethality of the attempt (pitchot et al 2000 b). 


Results of these studies refute a major role for NE in the biology of suicidal behavior.

An Integrated Model


Aggression and depression have particularly strong relations to both suicide and serotonin.  Suicide risk would increase as either depression or aggression is increased. Suicide risk would peak where high levels of depression and aggression coincide. Aggression and depression stem from the same biological syndrome and that aggression is simply more primitive. Under low 5- HT, brain stem activity is aggression and frontal cortical activity is depression.

Conclusions


In a condition where the cause is multifactorial and scope for intervention is limited, understanding of the final common path way is important where approaches to modification can be attempted. Studying the phenomena of suicide from biological point of view is hence significant. Research of yester years had given important insights and of future appears promising.

Suicide In Children And Adolescents
Suicide In Children And Adolescents
A. Arun Kishore
Suicide is a rare entity among adolescents and children. This is true the world over. Suicide statistics in our state prove this point.

Suicide In Kerala

Age

Male %
Female %

Total

0-14
0-89

2.43


1.35

15-29
18.31

30.25


21.89


30-44
35.59

30.50


34.07


It is this phenomenon, which needs to be evaluated and studied.

Among children suicide attempts are unusual too. Data analysis from Norway and the United States show that the rate of suicide among children of age 10-15 has increased marginally (Groholt et al, 1998) 


In children and adolescents, the question that needs to be asked is – why are they protected from suicide and suicidal attempts, what accounts for their resilience and not, why do they commit suicide. In asking the former question of protection against death we may be able to find answers about prevention, increasing buffers against suicide. We will come back to this question again at the end of this article.

RISK FACTORS

The age of 15-45 is universally the range where most suicides occur. Both sexes are equally implicated. The female preponderance of suicide attempters and male preponderance for completers does not hold true for children between the ages of 10-15 years.


The other psychological risk factors such as divorce, death, separation, and financial instability are irrelevant in this context. There is some data to show that children are less exposed to psychological risks and that their resilience is greater. There is an indication that psychiatric disorders such as major depressive disorder occur earlier in age. Studies show that persons born in the later part of the 20th century are at a greater risk of depressive mood disorder. This may account for the increase in number of adolescent suicides. This problem was addressed in two large studies and found a negative correlation that is the children who complete suicide do not have higher rate of affective disorders. There is some indication that rather than affective disorders, it may be that children and adolescents have “emotional turmoil” due to their age, brain immaturity, thinking patterns and the hormonal changes occurring in adolescence. It would be worthwhile analyzing this from a developmental perspective.  


Children are cognitively less mature and may be protected from suicide by their   incapability to plan and carry out suicide acts.  So well planned completed suicides are rare. This exposes them to another risk in that due to their cognitive inability to plan and foresee the consequences of acts, they may be impulsive and may indulge in risky behaviour, which appears playful and experimental.


Young adolescents (as compared to older adolescents) have a lesser risk as they are more integrated into the family, less exposed to alcohol and drugs and the drive for individualization may just have begun.


Older adolescents are at the highest risk. The biological, psychological and social changes accelerate in them. They have a greater need for individuation, a move, which brings them into conflict with authorities (parents, teachers and the law). These conflicts are charged with emotions. They are self conscious due to the rapid physical and psychological changes that occur. Each change (for e.g. the sexual drive with its associated thoughts and desires) can be a source of stress. They are more exposed to alcohol and drugs, which increase impulsivity. They are more exposed to divorce and marital conflicts between parents. They also have a perception of themselves as being isolated, misunderstood and lacking support. In children, and adolescents suicide is often precipitated by a “disciplinary crises”.

If one takes the above factors into consideration, suicide in the young becomes understandable. Psychiatric disorders are uncommon in children, however rates of affective disorders are increasing. Their prevalence is less among the younger children as compared to older adolescents. 

Suicide Attempters


As with adults, suicide attempters differ from completers. In adolescents repeated suicidal attempts occur in 14-50 % of attempters, 4 % of them complete the attempt (completers). Among those adolescents who have made one suicidal attempt 1% complete.


These adolescents who make repeated attempts have been identified to have chronic, ongoing risk factors. These are dysphoria, hostility, criminality, substance abuse, impulsivity and greater suicidal intent. These suicidal attempters have also been shown to have a greater correlation with the negative affects of anxiety, depression, suicidality, aggression and impulsivity.

PREVENTIVE STRATEGIES

Suicide prevention is every body’s business and cannot be left to certain groups alone. However the mental health component inherent in all these programmes needs to be emphasized. Preventive strategies are broadly divided into two:

A)
General population strategies (those applied to the entire population such as awareness programmes)

B)
High risk strategies (those aimed at persons at high risk such as depressed individuals). 

The centers for Disease Control and Prevention 1992 have identified eight broad categories of suicide prevention programmes.

1)
School gatekeeper training: teachers or other responsible individuals are given brief training in identifying and helping children who may attempt suicide.

2)
Community gatekeepers training: similar individuals are trained within the community to detect and refer high-risk individuals.

3)
General suicide awareness programmes

4)     Crisis centers and hotlines

5)
Peer support programmes

6)
Screening and referral programmes

7)
Restriction of access to lethal means

8)
Intervention after suicide

Among these 1, 5, and 7 are highly relevant in prevention of suicides among children and adolescents.


The media easily influences children. A few studies have highlighted the effects of the media in portraying suicidal attempts, which are copied by other adolescents.

 As a part of a movement against suicide various organizations such as Maithri (Thrissur, Kochi), Thanal (Calicut) are formed under the broad umbrella of Befrienders India in Kerala. One of its activities was to attempt a dialogue with the media in “reporting suicide”. As a result of serious dialogues a certain amount of change was observed in reporting of suicides.

In the west especially in the USA firearms have been freely available and are used by youth in their suicidal attempts. Restricting the licensing of firearms has been one of the public health methods to reduce suicide among youth.

In Kerala a large number of family suicides occur where children are passive victims and are often unable to express their minds. Targeting these families through public education and through the media was a method adopted by these organizations.

Examination failures or getting lower marks than expected was one of the major anxieties of children who had completed their 10th Std. Fearing parental wrath these children often attempt suicide. Maithri in Thrissur and Kochi and Thanal in Calicut are the hotline centers, which function continuously for 72 hours around the time of declaration of results. Over the past 4 years these centers were inundated with phone calls from distressed children

CONCLUSION

Suicide in children is a phenomenon, which needs study. The question of what protects these children remains. Various theories have been put forward and three general explanations for the lower rate of suicide in early compared to late adolescence can be suggested.

1)
Lesser stress: children by virtue of their age and stage in life are exposed to less stress. Their theory has been validated in a number of studies 

2)
More resilience: Children are exposed to stress but have a higher threshold to them and are thus protected from the effects of stress. It should be noted that (1) and (2) are not mutually exclusive. This theory has not been adequately studied.

3)
Immaturity:  The planning and acting out of suicide may require a maturity not yet reached by these children. It has been observed that youth suicide completers to be unusually precocious. This factor has not been adequately studied either.

Suicide at either ends of the spectrum is puzzling and remains so to this day. Further studies are awaited to bring clarity to this problem.

SUICIDE IN WOMEN

K.S.Prabhavathy

Suicide is a preventable event although at times its occurrence is as unpredictable as is human nature. It is a tragedy that causes tremendous pain to patients & families. Suicidal behaviour includes suicidal ideation, attempts and completed suicide.

One of the major issues in women’s mental health is suicide. Although many effective treatments exist for the underlying causes of suicide – psychiatric disorders and psychosocial issues – suicide in women remains much under recognized, under diagnosed and under treated problem.

Suicide rates are consistently higher in males than the rates in females all over the world except in rural china. Ratio of male to female suicides ranges from 4:1 to 10:1. Suicidal attempts are 3 – 4 times higher in female. Female suicides are increasing in number nowadays especially in young. High suicide rate after 60 years as in males is not seen in females. 

Prevalence

In US suicide is the 8th leading cause of death. Men complete suicides (18.6/1 Lakh) four times than females (4.4/ 1 Lakh) and females attempt 3 –4 times more than males. One female commit suicide at every 90 minutes and one female attempt suicide at every 78 seconds as reported from US. Divorce increases suicidal rate in male but not in female. Marital status is unrelated to female suicides. This difference is due to support from larger social network to female.

In England suicide rates in young female is increasing. 

Suicide from developing countries during the last few decades have shown that suicidal rate is increasing in females. High suicidal rate in Asian females are reported. In India & Kerala female suicide completers is increasing. 50 – 75% of all deaths in adolescent girls are by suicide. Community survey from Vellore (Tamil Nadu) showed higher suicidal rate in females than in males.

Rural china is an exception for high suicidal rate in male. Here female suicides outnumber male suicide. Ie; 30.4 / 1 Lakh in female and 23.8/1 Lakh in male. Female suicide is highest in rural china than anywhere in the world. 56% of all female suicides occur in China (ie. 500/day). Suicides are three times higher in countryside than in urban area. China is the only country where more country females die as a result of suicide. This is especially high in young women.

Men often complete suicide as they use more lethal methods compared to the methods used by women.

There are difference in methods used in developing & developed countries. Females in western countries use methods like drug overdose and wrist slashing. In rural India women opt for hanging, poisoning and self-immolation.

Causes

Studies have shown that majority of suicides (75 to 98%) were suffering from psychiatric disorders at the time of death. Certain mental disorders with high suicidal risk e.g. Depression is more common in women than in men. Other frequently seen psychiatric disorders in women with high suicidal risk are seasonal affective disorder, dysthymia and eating disorders.

At certain stages of life women are more prone to develop psychiatric disorders with high suicidal risk. For e.g. Depression is more common during postpartum. So also after abortion suicidal behavior is found to be higher especially in young female and those who undergo abortion after unwanted pregnancy. Perimenopausal period is also a high risk period for suicide. Psychological and physical distress during premenstrual days often leads to suicidal behavior. All these shows role of biological factors in suicidal behavior. Hormonal factors and neurotransmitters in pregnancy protect from suicide and change in level of these during postpartum often-precipitate depression, increasing suicidal rate. Hormonal cycles may also protect from suicide. Cyclicity of estrogen, progesterone and other female reproductive hormone may destabilize or sensitize neurochemical and biological clock mechanism setting the stage for cyclic mood disorder.

Estrogen may regulate neurotransmitters, which play an important role in pathogenesis of psychiatric disorders. Low cholesterol may be a yet another significant factor.

Women are at high risk for abuse -physical, sexual, emotional – in our society. Sex role stereotypes, gender role expectation, alienation from culture, family conflicts, conflicts over dowry, domestic violence especially from husband, alcoholism in husband are the common psychosocial issues underlying suicide.

Different coping strategies by female may account for the difference in suicidal rate and deliberate self-harm who injure themselves using less lethal methods. Although some stresses are common to both genders the change in the role of young female may have enhanced their self-esteem thus giving them relative protection in relation to suicide. Young female may also have better coping skills such as the use of supportive social network. Over life time female maintain stronger emotions with more people. Intimate ties with friends, colleagues and neighbours offer social support and defer loneliness. These may act as a buffer for disease and suicide. 

Women react to disrupting life events and upsets in more benign ways. They turn to other people and to doctors (as they often somatise for relief where as men opt for quiet brooding & resort to alcohol, cigarettes and illicit drugs.


The most popular reason offered for greater female distress concerns women’s social role in traditional culture. Homemaker of this era are thought to feel unchallenged, bored, undervalued where as employed females are believed to have excessive demand on their time and attention. Since they relinquish few responsibilities for childcare or home management when they work they have more stressed lives than male no matter what they do. 25% of suicides are found to have physical problems e.g. Chronic pain. Women who have children are less suicidal than those who don’t have issues.


The reasons for female using less lethal methods are different. One of them is most of the female are not dare enough to use dreadful methods. Their attempt often have the intention to modify the environment i.e. to set help for medical, psychological or social problems. Often attempts are to reach a transient drowsy or unconscious state in order to relax or forget mental agonies.


Good social support, hopefulness, obtaining treatment for psysical and mental illness without delay and having a safer environment with restricted access to highly lethal methods act as protective factors in women.

Prevention


Often suicides and attempted suicides are underreported due to under recognition, stigma and fear of legal consequences. So strategies to prevent suicide should start with awareness campaign. The following steps may be beneficial.

· Measures to identify the correct statistics

· Creating awareness about the cause & prevention to public, starting from schools, colleges, universities, offices as well as health care professional

· Public health education through mass media

· Identifying the risk group, teaching them coping skills, treating them and following them up

· Creation of crisis intervention centers

· Self help groups attached to women’s organizations

· Pressuring at the state and central government level to implement this

In conclusion a lot more has to be done by scientific understanding and preventive measures to prevent this engulfing disaster.

Suicide in the elderly

Smitha Ramdas & Shaji.K.S


Suicide is a leading cause of premature death. Elderly people have a higher risk of completed suicide than any other age group worldwide. Despite this, suicide in elderly people receives relatively little attention. Males over 75 years of age in almost all countries are the group with the highest suicide rate. Rates for older women are less than their male counterparts. Rates of completed suicide in elderly people vary between cultures, but pooled international data published by the World Health Organization show a steady rise in prevalence of completed suicide with age. For men, the rate increases from 19.2 per 100 000 in the 15-24 year age group to 55.7 per 100 000 in the 75 plus age group. For women, the respective rates are 5.6 per 100 000 and 18.8 per 100 000. The male to female ratio for completed suicide in the elderly is 3 or 4:1, similar to that of other age groups. A study from a rural south India found suicide rates to be highest in the age group 75 years and above followed by the age group between 65-74 years. 
              The prevalence of suicidal feelings in mentally healthy elderly people has been reported to be as low as 4%. These findings are therefore contrary to the ageist assumption that hopelessness and suicidal thoughts are natural and understandable consequences of the ageing process. We need to differentiate between fleeting ideas that life is not worth living and serious suicidal thoughts and intents in the elderly, which are strongly associated with mental disorders.

Risk Factors:

There are several interacting risk factors, which associated with suicide in this age group.  Socio-demographic variables like male gender, older age, low social and educational status, being unmarried, separated, divorced or widowed are considered as risk factors.

Social isolation, loneliness, living alone, retirement, unresolved grief usually after death of spouse, are all risk factors.  

Depression and Suicide in the elderly:

                       According to a comprehensive review of psychological autopsy studies, 71-95% of elderly people who completed suicide had a psychiatric illness, most commonly depression. Major depressive disorder has been found to be more common in completed suicides among older people than among younger counterparts and may affect as many as 83% of elderly people who die as a result of suicide. The prevalence of completed suicide is, however, relatively low among elderly people with primary psychotic illnesses, personality disorders, anxiety disorders, and alcohol and other substance use disorders. 
Relation to other illnesses:

                          The effects of physical health factors on suicide in elderly people are generally mediated by mental health factors, most notably depression. Physical health and disability seem to be associated independently of depression, with the "wish to die."
Physical disorders associated with an increased risk of suicide, are HIV/AIDS, Huntington's disease, multiple sclerosis, peptic ulcer, renal disease, spinal cord injury, and systemic lupus erythematosus. Serious physical illness may be a stronger risk factor for suicide in men than in women, implying that elderly males may be more vulnerable to the effects of physical health problems. These findings have important implications for the detection and management of suicide in elderly people, highlighting the importance of psychiatric evaluation in people with physical disorders.

Identification of people at risk:

                       Screening for suicidal ideation should be done as and when  high risk subgroups  could be identified  based on our knowledge of psychological, physical, and social factors. High-risk subgroups include those with depressive illnesses, previous suicide attempts, or physical illnesses, and those who are socially isolated. Elderly people with multiple such factors warrant special attention and assessment for presence of suicidal ideation. Those who have attempted suicide are at high risk of a subsequent completed suicide. A combination of risk factors like male gender, features of depression, social isolation and recent bereavement increases the risk many times.

                             Older people are less likely to volunteer that they are experiencing suicidal feelings. Moreover, these feelings may be present in patients with few depressive symptoms, and feelings might not be manifest unless asked about directly. Healthcare professionals should be trained and encouraged to ask such questions directly. The presence of suicidal feelings in depressed patients also predicts need for intensive treatment and such patients may need secondary referral.

  Management:  

                     Although treatment of depression is vital in combating suicide in elderly people, preventive measures at an individual and population level are also essential. Improved physical and emotional health, exercise, and modification of lifestyle should promote successful ageing and lead to a decrease in the incidence of suicidal feelings.              

Interventions at population level that improve social contact, support, and integration in the community are also likely to be effective. Limiting access to the means of suicide (for example, over the counter medicines) or decreasing the chance of completed suicide have been shown to have benefits for the general population and are also likely to affect suicide rates in elderly people, particularly considering the increased use of lethal means by older people.
                                                    An appropriate strategy for the prevention of suicide might be the introduction of opportunistic screening for hopelessness and suicidal feelings in elderly people who visit their general practitioner. A study of depression in primary care highlighted the importance of increasing doctors' awareness of depression and suicide in elderly patients. There should be no reluctance to question patients on suicide, since there is no evidence that such questions increase the likelihood of suicidal behavior.

Management of depression in the elderly:

              Multimodal management (pharmacological, psychological, social) is important. Depression in the elderly should be treated intensively. As depressive symptoms are common in the elderly, the clinician should specifically look for clinically identifiable “syndrome of depression”. Presence of depressed mood or pervasive loss of interest lasting for more than two weeks is essential for the diagnosis of depression in elderly also.  Look for significant insomnia, loss of appetite leading at times to loss of weight and pessimistic, self-depreciatory ideation. Look for guilt feelings, suicidal ideas and evidence of delusional   thinking, which also may rarely be present. When there are more than four depressive symptoms, we could consider the person as suffering from depressive syndrome. 

Pharmacological treatment is the main stay in the management of depressive disorder especially when there are features suggestive of major depressive disorder. Side effects and prospect of drug interactions are a matter of concern as depression in elderly is usually a co-morbid disorder. Clinician should have a good understanding about the medical problems of the patient and its treatment. Antidepressant drugs, which are known as Selective Serotonin Re-uptake Inhibitors (SSRI), are useful in the management. Drugs like Citalopram and Sertraline has less potential for drug interactions when compared to other drugs in this group. Some times SSRIs can cause hyponaetremia in the elderly. Long acting benzodiazepines and other drugs, which cause daytime drowsiness, should be avoided in the elderly. Problems like daytime drowsiness, postural hypotension along with anticholinergic side effects have made tricyclic antidepressants less preferred choice in the management of depression in the elderly. There is a strong case for the use of newer antidepressants in the treatment of elderly.

Psychological support should be offered throughout the treatment period and clinician should take the initiative of involving other family members in the treatment program. This is to ensure adequate social support and treatment compliance. Whenever the person has suicidal ideation, this information will have to be shared with significant others in the family and the relatives should be alerted about the possibility of a suicidal risk. They should be instructed to take necessary steps to reduce its occurrence. Severe depression with suicidal ideation needs to be referred for psychiatric evaluation and advice regarding management. Treatment will have to be continued at least for a period of six months if there is evidence for depression. Some may require treatment for longer periods of time.
SUICIDE AMONG DOCTORS -TOWARD   PREVENTION

P.N.Suresh Kumar

No one talks about suicide – especially in the medical community. When Carla Fine’s husband, a prominent New York physician, killed himself, his colleagues reacted to his unexpected death with extreme discomfort and collective silence regarding the circumstances. Her initial reaction was to cover up her husband’s death in order to ‘protect’ his medical reputation and preserve his legacy as a healer and fixer, and this placed a huge burden on her emotional state. 

Ms.Fine’s husband, who was in private practice and on the staff of several hospitals, used his medical expertise to prescribe and self-administer a lethal overdose of intravenous thiopental. His devastation concerning the death of both of his parents within a short period of time never appeared to interfere with his practice of medicine or his functioning as a physician, and his devotion to his work confused her as to his true state of mind. 

The medical community rejected Ms. Fine outright, despite a long history of both professional collaborations and social interactions with her and her husband. In her book No Time to Say Goodbye: Surviving the Suicide of a Loved One, she describes similar experiences of immediate ‘banishment’ by the medical community of other spouses of doctors who killed themselves, which serves to increase and reinforce the survivor’s feelings of guilt, shame, and isolation.

In addition, while many suicide survivors of doctors recount how their loved ones were visibly depressed or impaired in the months and days preceding their deaths, they express amazement and resentment that this behavior was tolerated and/or ignored by the medical community. There is widespread agreement about an immediate need for increased discussion and preventive measures for doctors about the topic of suicide, beginning in medical school and continuing through their entire professional career.

According to psychiatrists, the stigma attached to mental illness is greater in the house of medicine than in the general public. Stigma, a pernicious force, reinforces denial in doctors that they might fall ill, contributes to their delay in getting medical care, compounds suffering, confuses and frustrates doctors’ families, drives self-medicating and dangerously heightens the risk of death by suicide. And when doctors do kill themselves, the conspiracy of silence surrounding their deaths may aggravate feelings of isolation and shame in their survivors – and thwart our public health efforts at prevention.

The psychiatric disorders most associated with suicide in doctors are: major depression, bipolar illness, alcohol and other drug abuse and dependence, anxiety disorders, and some personality disorders (especially borderline personality). Doctors with a dual diagnosis of a mood disorder and substance use are most at risk. The profile of a doctor at high risk of suicide includes these variables; male or female; age 45+ (female doctors) or 50+ (male doctors) years; divorced, separated, or single; alcohol or other drug abuse, workaholic, gambler, risk taker, thrill seeker, psychiatric symptoms of depression and anxiety; physical symptoms of chronic pain or chronic debilitating illness; change in (or threat to) status – autonomy, security, financial stability, recent losses, increased work demands, access to lethal medications; and access to firearms.

Empirical research about the epidemiology of depression in doctors and anecdotal reports document that doctors are vulnerable to mood disorders. Several factors have been postulated. Many doctors are ‘wounded healers’ – their personal experience with loss, abuse, trauma and family conflict while growing up has attracted them to a helping profession. Some are genetically predisposed because there is mental illness in their families. Some doctors have suffered psychiatric illness in adolescence, college or medical school – they may have another episode later. Many doctors are hard-working and driven perfectionists who don’t cut themselves much slack – they are prone to undue guilt, self-recriminations, and despondency. Medical work is often rigorous – long and / or irregular hours, frequent on-call time, night and emergency work, sleep interruption and loss, and tending to very sick and dying patients can take a toll on health and a positive outlook on life. And a high percentage of doctors have alcoholism in their family histories – whether it is genes or modeled behavior or both, doctors have to watch for chemical dependency in themselves.

Because doctors are notorious at avoiding getting help when they are ill, mental health professionals who treat doctors must respond quickly when a doctor calls. The doctor may already be very symptomatic, weak, despairing and suicidal. A thorough biopsychosocial assessment is imperative (preferably with collaborative information from a loved one) and is essential in instituting an immediate short-term and longer-term treatment plan. Assessment for imminent suicide is no different from assessment for lay people; if hospitalization is necessary, including involuntarily, this must be done. Concerns for the doctor’s privacy, confidentiality, and reputation are to be respected, but safety must never be compromised. The treating professional should always remember that the patient is a suffering individual first, an individual who just happens to be a doctor.

Too often, doctors’ families feel left out of the loop. They are essential to provide much needed information to the treatment team (given doctor’s tendency to deny, minimize, rationalize and sometimes ‘outsmart’ the professionals). They need and deserve medical information and explanations. They warrant compassionate support. Not uncommonly, the doctor’s spouse and/or child or children may themselves need an assessment or treatment. They can often benefit from support groups that may be available in the community (Indian Medical Association).   

If a doctor dies by suicide, it is recommended that the treating professional meet, with the family. Respecting confidentiality, these meetings can be very helpful and therapeutic for all parties. Many therapists attend the funeral or memorial service. If the doctor was in a hospital at the time of his/her death or died shortly after discharge, critical incident debriefing is essential for the staff. And so are psychological autopsies or presentations at Morbidity and Mortality Rounds. And the therapist should reach out for personal help – whatever form that might take. How else do we heal? How else do we learn?

Enormous advocacy work needs to be done – beginning with orientation programs for first year medical students. They need to know that they are precious and are cared about. In addition to education and making health services available to them and to doctors, we need to keep fighting the culture of medicine that rewards punishing work, harassment in our medical centers, inappropriate self-sacrifice, neglect of our families, and eschewing of our responsibility to each other as brothers and sisters in medicine. We need to laud doctors who ‘come out of the closet’ and tell their personal stories of living with psychiatric illness. We need to listen to the stories of husbands, wives, and children of doctors. We need to fight stigma, in word and deed, until it is completely eradicated from our society.

Suicide in Physical and Psychiatric Disorders-Special Focus on Depression

Late Dr. Suraraj Mani

Suicide accounts for about 10% of deaths among psychiatric patients, and life-threatening attempts are much more common than fatalities. Suicide is a major public health challenge. It is the third leading cause of death among juveniles and young adults, and ranks eighth for all ages. In addition to its   impact on survivors, suicide is not only distressing to clinicians caring for persons at risk but it is also a significant liability risk. Despite progress in defining risk rates and predictive factors, knowledge on which to base sound clinical and public policies regarding suicide prevention and treatment remains remarkably limited. 

Accumulating data suggests that one of the major reasons for   escalating suicide rate is that a significant proportion of patients presenting with depressive disorders in primary care setting are either unrecognized or under treated. It has also been documented that 70% of suicides see their primary care physicians within six weeks of suicide. These figures have several implications. First, in clinical practice we need to identify those individuals who are at imminent risk. Second we have to be prepared to treat suicidal behavior when we are treating these patients. Third, we need to have strategies to reduce the long-term risk of suicide in this disorder.

Suicide process model

Heikkinen,et al (1993) suggested applying  a systematic approach  to suicide. They suggested precipitating or triggering factors such as adverse life events and other psychosocial stressors occur provoking an outburst of suicidal intent. However, counteracting these factors, protective factors, such as strong social support system, operate at different phases during the process. It is important that the equilibrium between protective and risk factors varies form time to time. Lack of protective factors may indicate more vulnerability.

Suicide Process Model









Risk Factors

Determining the stressors that may place a person at risk of suicide is almost impossible. Each adult has developed a coping pattern for the difficulties they have already experienced. The way adults cope up will often depend on the modeling they have received from parents, or the support they have received from family and friends. 

Stressors, which occur for people, are factors over which they have no control. They may have no remedy in their complement of coping strategies to manage a particular stressor. The feeling of being ‘out of control’ is often significant indicator that the person may be suicidal.  

The risk   factors are divided in to changes and loses a person may experience, which they may find difficult to cope with and therefore are placed at risk, especially if there is an accumulation of losses.

A detailed discussion of all the risk   factors will be out of the scope of this article. This article is focussing on risk factors involved in the physical and psychiatric illnesses   with special emphasis on depression.

Table 1

Pooled Standard Mortality Ratios (SMR) for Suicide in Psychiatric disorders

	Psychiatric disorders
	No.of Studies
	Standard Mortality Ratio

	Previous attempt
	9
	38.4

	Eating disorders
	15
	23

	Major depression 
	24
	23.1

	Sedative abuse
	
	

	Opiod abuse
	
	

	Dysthymia
	9
	12.1

	Panic disorder
	3 
	10

	Schizophrenia
	38
	8.45

	Personality disorders
	5
	7.08

	Alcohol abuse
	35
	5.86


Table 2

Pooled Standard Mortality Ratios (SMR) for Suicide in Neurological Illnesses

	Neurological Illness
	No.of Studies
	Standard Mortality Ratio

	AIDS
	1
	6.08

	Epilepsy
	12
	5.1

	Spinal cord injury
	3
	3.82

	Brain injury
	5
	3.50

	Cancer 
	1
	1.80

	Huntington’s chorea
	4
	2.90

	Mental retardation
	5
	0.88


Suicide and Depression

Depression is one of the key warning signs when determining a person’s suicidality. Depression is an emotion that is universally experienced by virtually everyone at some time in their lives. Distinguishing the normal emotion of depression from an illness requiring medical treatment is often problematic for those who are not trained in mental health sciences. To determine accurately, if a person is depressed, requires the skill of a mental health professional. Many factors may bring about depression. The purpose of this article is not to look at various types of depression, or to provide an in-depth overview of depression. However it is important that other professionals, friends, family and neighbors be able to determine whether a person is depressed in general sense.

Depression as a clinical syndrome

Clinical depression is characterized by a cluster of symptoms one of    which is the depressed mood. In addition there are vegetative symptoms such as decrease or change in sleep, weight, appetite and sex drive.; cognitive features such as attention span, frustration  tolerance, memory and negative feelings.; impulse control such as suicide and homicide; behavioral features such as lack of motivation, pleasure, interests, and fatigability and physical symptoms such as head ache stomachache and muscle tension. Lester  (1989) makes the important point that depression is an ambiguous term and usually signifies a type of mood in which a person feels guilty, worthless and hopeless

Depression and suicide –important observations

All the definitions of major depression highlight suicidal ideation, recurrent thoughts of death or suicide attempts as a criterion symptom of the disorder and 70% of all suicides have depressive illness. It is estimated that 20-40% of patients with major depression   exhibit nonfatal suicidal behavior, including thoughts of suicide. It has also been observed that one out of seven persons with recurrent depressive illness commit suicide. It has also been documented that 70% of suicides see their primary care physicians within six weeks of suicide. Hence the primary care physicians have to play a pivotal role in preventing suicides by recognizing and treating depressive illness.

Recognizing depression 

Signals of depression 

1. Feeling sad

2. Change in appetite

3. Change in sleep pattern

4. Apathy

5. Loss of interest

6. Feeling helpless and hopeless

7. Unable to concentrate

8. Aggressive and negative behavior

9. Increased physical symptoms such as-aches and pains 

10. Indecisive

11. Blaming oneself

12. Small attention span

At times depression can be open or masked. This is often pronounced with adolescents. Their masked depression may be exhibited in aggressiveness or negative behavior, being overly agitated, and their academic performance dropping. Poor academic performance could be brought about by poor attention span and lack of ability to concentrate, which are other indicators of depression. Other situational factors may bring about depression include death of someone close, divorce and difficulties with children. Being engrossed in work and not having sufficient time for oneself or having financial difficulties can lead to depression.

A person who is feeling very sad may well be experiencing great psychological pain which could cause them to consider suicide.  If the psychological pain remains high they may not be able see any other option but suicide. Three surest indicators of depression are disturbances in appetite, sleep and energy Clayton  (1990) calls these paradoxical because their manifestation are either too extreme (diminished or excessive). The direction of their expression is not predictable. If a person has three of these indicators of depression, they should be seen by a professional who has    skills to determine the extent of their depression and what should be done about it.

Sudden improvement after depression

A person    who is depressed, even if they are receiving professional help will usually will take some time to feel better. If a person shows too rapid improvement following depression or appears to be quite peaceful following a difficult suicidal period, this needs to be monitored closely. It may be that the person has made up his mind to complete suicide. If this is the case, asking questions about their suicidal intention is not enough. They try to “fool the carer”. And often do.  Sudden improvement following depression is not usual and suicidal person need to be watched carefully.

Suicide and depression- the suicide windows

The following illustration “The suicide windows” Clayton 1990 identifies the most likely times a person may consider suicide when they are depressed.  The suicide windows diagram illustrates   the periods of typical depression. “A” indicates a normal mood state, “B” the beginning of depression and “C” the lowest pint in depression “D” the beginning of recovery form depression and “E” return to normal mood.

The space between the parallel lines above point  “C” (“1” and “2”) are the acute suicidal phases of depression. These phases typically lasts from 24 to 72 hours.  There is a difference between first and second suicide window. Persons who experience frequent and severe depression often become suicidal during the first suicidal window. They have experienced depression before and do not want to do so again. Instead they opt out to avoid via suicide.

Most persons attempt suicide during the second suicide window. It is at this stage when people may begin to take care of their appearance, make plans for the future., be more energetic, be better able to concentrate and feel more hopeful. And significant persons in their lives begin to let their guard down. What is happened in this stage is that the suicidal persons have become peaceful. Because they have decided to end their psychological pain by killing themselves.

The second window is a critical stage for helpers and family. They need to be aware of this situation, and continue suicidal precautions until the improvement is significant and has been maintained for an extended period of time.

The Suicide Windows
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Physical and other psychiatric disorder and suicide

A decline in health status as a result of   mental or physical illness, or perceived illness   can increase the vulnerability of the person for suicide the following ways:

Loss of heath: A person who is not well, either through mental illness or physical illness, in pain, or unable to cope, may consider suicide as an option. A person   who has an illness, which is seen as life long, may feel the effort to live with, and try control the illness and enjoy life, is impossible. People also become anxious when they think they may have illness, and for instance may complete suicide when they are awaiting cancer test results.

Loss of mobility: This can be caused by loss of limb or reduced general mobility through illness.  It may refer to a person who is unable to drive due to poor eyesight or other disability or a person    who is confined to a wheel chair, who previously led an active life.  An elderly person who is unable to   walk, not being able to do so unaided and requiring assistance for the most basic requirements may find this loss of mobility difficult to cope with. People sustaining back injuries, who are experiencing pain, or people   who have difficulties with heath can feel it is impossible to continue.

Loss of independence: The loss of independence, particularly when a person is older is often seen as intolerable and unable to be suffered. This could be through loss of mobility, income or general health. Income loss can make a person dependent on other person, which may be perceived as intolerable.

Physical illness has been implicated in about a quarter of suicides, including persons with a delusional conviction about having an incurable disease Malignancies are especially   associated with suicide; both cancer and AIDS are associated with approximately a 20-fold greater risk of suicide than in the general population.[31] Medically ill persons, particularly the elderly, frequently suffer from undiagnosed and untreated depression that can contribute to a consideration of suicide. In the majority of such patients, suicidal thinking can be ameliorated with antidepressant treatment or emotional support

Depression: Suicidality is the essential feature of depressive disorder that currently poses substantial risk of mortality in the disease whereas 4% to 5% current prevalence rate of major depression exists in community samples, symptoms of depression are found in 12% to 36% of patients with a general medical condition.

Depression and general medical conditions

 The Depression Guideline Panel included four possible relationships between depression and a general medical condition: 1) depression is biologically caused by the general medical condition; 2) an individual who carries a genetic vulnerability to MDD manifests the onset of depression triggered by the general medical condition. 3) Depression is psychologically caused by the general medical condition; and 4) no causal relationship exists between the general medical condition and the mood disorder. The first two cases warrant initial treatment directed at the general medical disorder. Treatment is advocated for persistent depression on stabilization of the general medical condition. When the general medical condition causes depression, specific treatment for the former condition is optimized; psychiatric management, education, education, and antidepressant medication are administered to treat the depression. In cases in which the two conditions are not etiologically related, appropriate treatment is indicated for each disorder.

The rate of depression may be higher in patients with a specific medical condition. Major depression is identified as an independent condition and calls for specific treatment when it occurs in the presence of a general medical condition. The co-morbidity pattern of depressive illness in various specific general medical conditions as shown in table 3

Table 3

	General Medical Condition
	Prevalence   of Co morbid depression %

	Stroke
	20-30%

	Dementia
	40-60%

	Parkinson’s disease
	50%

	Diabetes
	10-29%

	Coronary artery disease
	40-65%

	Cancer
	25%

	Chronic Fatigue syndrome
	46-75%


Depression Due to Medications

Major Depression caused by medications remains an important diagnostic issue. Medications reported to be associated with major depression include several drugs from the associated groups. .Reserpine, an  antihypertensive used during the 1950s was associated with a 5% to 20 % risk of depression. (-Adrenergic blockers have been studied regarding the risk of depression. No significant differences are found between individuals treated with (-blockers and those treated with other antihypertensives in the propensity for depressive symptoms to develop. Lethargy is the most common side effect reported. No significant depressive complications are reported with calcium channel blockers or angiotensin- converting enzyme inhibitors.

Hormonal treatments, such as corticosteroids and anabolic steroids, can elicit depression, mania, or psychosis. Oral contraceptives require monitoring for the possible precipitation of depressive symptoms. 
Early use of histamine H2  receptor blockers, both cimetidine and ranitidine, was associated with psychiatric complications of confusion, mood disorder and psychosis.

Co-morbidity Patterns: Other Clinical Psychiatric Disorders

More than 40% of patients with major depression meet criteria during their lifetime for one or more non-mood psychiatric disorders. The presence of a comorbid non-mood psychiatric disorder may alter the course of major disorder in a dramatic fashion and is identified as a primary risk factor for poor treatment response. The co-morbidity pattern of major depression in various specific Psychiatric conditions as shown in table 4

Table 4

	Psychiatric disorders
	Prevalence of Co-morbid depression %

	Alcoholism
	10-30%

	Panic Disorder
	20%

	Generalized Anxiety Disorder
	30-40%

	Agoraphobia 
	91%

	Obsessive compulsive disorder
	10-30%

	Somatoform disorder
	30-40%

	Eating disorder
	33-50%

	Personality disorder
	30-40%


Managing a depressed Suicidal patient

Wide range of problems are faced by subjects who harm themselves and hence a variety of different treatment strategies are available. The assessment will divide the patients into four groups:

1. Those who are with very high risk of suicide or with severe psychiatric disorders or both 

2. Patients with long standing and often complex past histories, who often present with repeated suicide attempts

3. Those present with overdose in response to temporary problems and who have    few other problems

4. Subjects who are being detected in the primary care setting with suicide risk

Initial management

The first am is to reduce the risk of   self- harm. Common   strategies to be followed are:

· Show concern and care

· Be prepared to help the person by listening to them. Reflect and accept feelings and offer transfusion of hope .Do not   negate the depth of their   feelings.

· Ask about suicide. Be direct and not keeping the suicidal plans confidential

· Assess the lethality and perturbation (level of distress)

· Involve family members in the intervention.

Steps in handling suicidal crisis

1. Establish   rapport: The counselor should be patient, interested and empathic, allowing the client to narrate their problems and share their pain 

2. Identify and clarify the problem: A suicidal person is often confused and disorganized. They may need help to recognize the central problem

3. Evaluate lethality and perturbation: At this stage both the lethality –the likely hood of person taking his own life, and the perturbation – the degree of distress the individual is suffering need to be assessed.

4. Explore possible solutions: It is important to clarify how the client has coped previously and to explore the possible solutions to the current problems

5. Develop an action plan: Family and friends need to mobilized and encouraged to support the  suicidal person during the crisis.

6. Follow up: The last component of crisis work involves setting up a procedure to monitor progress.

Antidepressant Medication 

Presence of the symptom cluster of clinical depression is an indication for starting the subject on antidepressant therapy. Tricycles may be avoided mainly because of the risk   involved    in overdose and unfavorable side effect profile. Selective serotonin reuptake inhibitors are recommended as the first antidepressant drugs due to their better side effect profile and safety in overdose. Electro convulsive therapy is always an option. When depression is associated with suicide risk, long-term maintenance of antidepressant medication is strongly indicated. Dosage schedule of the newer antidepressants are shown in the Table 5


Risk of Suicide in Schizophrenia

Schizophrenia and schizophrenic patients have special issues and risk factors that distinguish from patients with other psychiatric disorders. At least 10% of the schizophrenic patients will die of suicide. Suicide completion (10%). attempts (33-56%) and ideation (60-80%) are very common in schizophrenia. These figures have several implications. We need to identify those individuals who are at imminent risk within   the   baseline high-risk population of high-risk schizophrenic patients and we need to assess and develop strategies to reduce the long-term risk of suicide in this disorder.

Warning signs in mental status examination

· Any new onset of    suicidal behavior

· Change in physical appearance

· Paranoid delusions that influence behavior, such as to escape from imagined persecutors

· Uncontrollable akathisia

· Loss of insight into the need for treatment

· Severe cognitive disorganization

· Despair and hopelessness concerning future especially for high functioning individuals

Steps to be taken 

· For compliant patient consider atypical neuroleptics like clozapine resperidone or olanzepine

· For noncompliant patient consider long acting depot medication

· Aggressively treat extra-pyramidal side effects

· Optimizing medications

· Involving family and psycho-education and ensure regular follow up 

· Warn the family about the risk of suicide

· Encourage rapid reporting and help seeking

MANAGEMENT OF SUICIDAL BEHAVIOUR

C.J.JOHN

   Studies state that 20% of persons who attempt or complete suicide visited their doctor on the same day as their suicide, 40% within 1 week   70% within 1 month. They come to the specialists or physicians with suicidal feeling hidden under the complaint of aches and pains or other vague complaints.

Some of them wanted to share their depression with you. Had you looked into their eyes you would have spotted the agony there. Had you asked what bothered them, they would have opened up their feelings. Quite often this not asked.

Those who attempt suicide will also be brought for medical attention. Life saving in these situations is not merely managing the medical problems due to the attempt. The clinicians will have to go beyond this and manage the emotional state that has pushed the client to suicidal intent. Those who attempt once has a risk of doing this again, if such a support is not given. Hence they form a group who are a readily identifiable high-risk group. Studies have shown that interventions in this group bring down the further risk.

 The suicidal client may provoke lot of unpleasant emotions such as hate, restlessness, and hostility in the evaluating clinician that may interfere with the ability in establishing rapport. As a result inquiries regarding suicidal ideation may be rushed, put off or not ventured at all. It is essential to undo all negative feelings and to show compassion so that the suicidal person experiences the clinician as an ally to guide him to life and not as an enemy .It is also important to cultivate a sort of detachment and non judgmental attitude so that the clinician is not overwhelmed by his or her own attitudes. Suicide is generally regarded as a cry for help or cry in distress. It is communications send seeking emotional support.

Specific enquiries in attempted Suicide

The interview should address five areas

1. What were the patient's intentions when he harmed himself? Was the act planned or carried out on impulse? Were precautions taken against being found? Did the patient seek help after the attempt? Was the method dangerous? Was there a 'final act ‘such as writing a suicide note or making a will? By making a review of answers to the questions one can make an assessment of the seriousness of the intent.

2. Does the patient now intend to die? If he has a post attempt indifference to help given, that indicates probability of repeating attempt.

3. What are his current problems?

4. Is there a psychiatric disorder?

5. What are the patient's resources? These include his capacity to solve problems; his social support systems that can be mobilized in crisis.

Planning in advance, precautions to avoid discovery, no attempts to obtain help afterwards, dangerous methods lack of social support and final acts suggest high suicide intent.

 Medical Aspects of Management 

Having assessed the suicidal risk the clinician should make a treatment plan and try to persuade the patient to accept this. The first step is to decide if the patient should be in the hospital or treated as out patient. This decision depends on the intensity of suicidal intentions, the severity of any psychiatric illness, and the availability of social support systems outside the hospital. If out patient treatment is chosen, the patient should have telephone number of help lines or persons with whom he can get in touch, if he feels worse. If suicide risk is judged to be significant, in patient treatment and mental health consultation is essential. Out patient care in such situations can be thought only if reliable relatives are available who are willing to keep adequate vigilance.

 

Patients in the hospital set up need to be kept under close vigilance. Potentially dangerous objects like scissors/blade etc are to be kept away. Antidepressants and other medications that can be used for overdose are to be kept out of reach. Patients admitted at multistoried hospitals should not get free access to unprotected areas. The intensive supervision need to be given till the risk is over. It is essential to do an assessment to detect any psychiatric condition. It is important that patients with depressive disorder are put on adequate dosage of antidepressants. One should not forget that there is a latent period of around three weeks for response to antidepressant medications. Hence the patient has the risk during this period, even though he is on medication. Electro convulsive therapy is indicated in patients with high risk of suicide. Patients who have depression or anxiety due to stress and strain of life, and have severe sleep disturbance or other biological problems need to be put on short-term anxiolytics like Alprazolam or antidepressants. The safer antidepressants in general practice are S.S.R.Is like Fluoxetine, Sertraline.Citalopram, Escitalopram and Paroxetine as their lethality due to over dosage is less. Approximately 10% of persons who attempt suicide will need immediate Psychiatric care. Others will need some form of psychological or social support. They need to be initiated to such interventions.  If you have time it will be rewarding to intervene. If you do not have the time, it is essential to motivate the person to get in touch with voluntary organizations that deal with persons in distress or with mental health professionals. The discussion that is to follow gives you an idea on broad strategies of identifying a suicidal person among those who seek consultation with you and guidelines for psychological intervention.

HOW TO IDENTIFY? 

Watch out for the high-risk category

Suicide risk is greater when there is recent loss or the break up of close relationship, current or anticipated change in health or circumstances (e.g. Retirement / financial), painful and or disabling illness, heavy use of or dependency on alcohol or drugs, history of earlier suicidal behavior, history of suicide in family, and depression. It is important to look for depression and suicidal feeling in persons going through adverse life events.

Look for the Common Warning signals

There can be suicide threats. These could be writing about suicide. Direct threats that I am going to kill myself may be voiced. It may be indirect (I might as well be dead, I see the end of the tunnel)
The client may have shown an increased preoccupation with death. Making final arrangements, giving away prized possessions, talking about death, reading or writing about death, creating artwork about death, or even ruminating about a dead person could be a manifestation of suicide intent. 

A person may be suicidal if he/she shows drastic changes in behavior, withdraws from friends and social activities, loses interest in hobbies / work, prepares for death by making out a will, takes unnecessary risks, has had recent severe losses, loses interest in their personal appearance, or increases use of alcohol or drugs. Abrupt changes in appearance, recent weight or appetite change, sleeplessness or sleepiness

Lethargy or exhaustion may be evident. 

Be aware of feeling

Do they communicate? 

Majority does! They send out signals, and communicate their desire to die.

A suicidal person may not always say that “I am suicidal” or “I want to commit suicide”. He or she may use idioms of distress that may indicate the desire for self-harm. The following patterns can be the patterns expressions of the inner turmoil.

 I can’t

·   Think properly

·   Make decisions

·   See any way out

·   Get out of depression

·   Stop pain

·   Make sadness go away

·   See a future without pain

·   See themselves worthwhile

·   Get someone’s attention

·   Seem to get control

You can add many more to the list.

INTERVIEWING 

Requisites

·          Suitable place – calm & quiet 

·          Privacy

·          Allocation of necessary time

·          Active listening

·          Art of interviewing 

                            - Show warmth and concern

                            - Give a sense of competence

                            - Open questions to start with

                            - Closed questions later

Approaches

1. Assure confidentiality

2. Be direct.  Talk openly and matter of tacitly about suicide

3. Be willing to listen.  Allow expressions of feelings.  Accept feelings.

4. Be non judgmental.  Don’t debate about if suicide is right or wrong, feelings good or bad.  Do not lecture over value of life.

5. Become available.  Show interest and support.

6. Don’t act shocked.  This will put distance between you and client.

7. Offer hope that alternatives are available.

8. Get help from persons or agencies that offer crisis intervention

STEPS OF INTERVENTION

 Task One: ENGAGE the person in conversation that focuses on the feelings about known or suspected disruptive life events and reactions to these events.

Ask: How are you feeling about the things that have happened to you?

Engage the person at risk in a personal way. Explore the individual’s situation from his point of view by encouraging open expression of his personal concerns. Show him that you are concerned about understanding his feelings. A focus on things or events that have happened may come first. But the events by themselves usually don’t bring on life threatening crisis. Crises generally come from the feelings and the meanings attached to these events. The distance between you and the person at risk of suicide can quickly narrow when the person can express his feelings without inhibition. Always use attending skills. Maintain culturally appropriate eye contact and display facial expressions appropriate to what the person is saying- to demonstrate that you are really interested. Adopt an attentive body posture, leaning slightly forward. It is important that you do not display impatience or a feeling that you are in a hurry by looking into watch. Also show empathy. A statement that “I can understand the intensity of your feelings” is an empathic response.

There are two objectives of this task.

1) Give the individual a sense of acceptance and support

2) Look for signs that suicidal intentions might be connected to feelings and events happenings in his life

Task two: IDENTIFY if the person is thinking about suicide. There is always a confusion regarding when to ask? One can ask when the person feels understood, when the person is comfortable to share, and when they talk about helplessness, hopelessness and worthlessness. As you establish and maintain the relationship, you may steer the conversation towards the question of suicide. You need to find out what the person wants to do about solving the situation. Be sensitive, but be clear and specific. Indirect, round about or unclear questions are unlikely to provide anything. After establishing an empathic non-judgmental relationship, there is no harm in making suicide an issue that can be talked about. Most people thinking about suicide will be only willing to share these thoughts with someone they can trust.

Task three: INQUIRE about the reasons for and against suicide at this point in time. At this point you must be willing to let the person at risk vent whatever feelings he has about his immediate problems and to talk openly about his thoughts of death.   It sounds confusing to state that in one way to help a person at risk is to allow and even to encourage talking about suicide. It provides a release for the at risk individual and often allows him to recognize that there are other ways of looking at the situation. It is important to use reflective skills to clarify your perceptions and to reassure the person at risk that he is being understood. Restate in your own words what you believe the person at risk has said and meant. A summary can provide perspective and clarify the situation for both you and the person you are trying to help. Moreover he feels understood. There is always a debate in the mind of majority of persons who nurture suicidal feelings. There is part in them that makes a feel that suicide is the only answer, but another part wants to find some other answer. It is important that they speak about it so that it creates a background for looking for alternative ways to handle the crisis.

Task four: ASSESS the level of risk for suicide and check if the person agrees with your assessment. When you want to know about current plans of suicide ask: 1) how he plans to do it? 2) How prepared he is? 3) How soon he intends to do this?

When you want to know about prior suicidal behavior ask: 1) directly about this    2) how it has happened? 3) When this happened? 4) Whether others close to him have tried to kill themselves or have killed themselves?

If you have completed the earlier tasks well, the person will not show any inhibition in sharing this information with you. You can cross check your assessment with client.

For this ask: I see the risk of harming yourself as (High, Medium, or low) right now. Does that fit with how you are feeling?

Task Five: CONTRACT to reduce the immediate risk by getting the person’s agreement with a plan of action, which includes a no self-harm contract. At this point one has to be realistic. Do not make false promises or do not resort to “it will be alright” platitudes. Stress may not be always removable always. One has to work on coping strategies. There may be available alternatives to cope with the crisis. However this may be submerged in the intense negative mood filled with ideas of self-harm. It is important to dispel this and bring in hope. Hope is generated from the presence of somebody who is willing to listen and that is you. A systematic process of intervention may bring to light specific action plans. Perhaps you can motivate him to work on this within a time frame wherein he will agree that he will not contemplate self-harm.

Task Six: FOLLOW THROUGH to see that he or she is proceeding on the alternative lines. It is important to give a feeling to client that a person who is willing to listen in distress is always available. 

Some Action suggestions 

For high risk groups

As a practicing medical practioner one cannot go beyond a point. So it is important that one need to mobilize other support systems, after doing the interventions suggested. It is better to contact family or friends with the persons consent. The physician has to motivate the individual to give consent for this especially if the risk is high. Some times the person need to be taken care in environments free of potential lethal objects under one to one supervision. If you consider the possibility of mental disorders like depression, the person is to be initiated into appropriate psychiatric treatment.

  Check list of things to do

· Listen, show empathy and be calm

· Be supportive and caring

· Take the situation seriously and assess the degree of risk

· Ask about previous attempts

· Explore possibilities other than suicide

· Ask about suicide plan

· Buy time – make a contract

· Identify other supports 

· Motivate for Psychiatric treatment, when needed

· Remove the means, if possible

· Take action, tell others, get help

If the risk is high, stay with the person till somebody come

 Check list of things not to do

· Ignore the situation

· Be shocked or embarrassed and panic

· Say that everything will be alright

· Challenge the person to go ahead

· Make the problem appear trivial

· Give false assurances

· Leave the person alone

SUICIDES IN KERALA

P.N.Suresh Kumar
Suicide is a global tragedy. It accounts for 0.4- 0.9% of all deaths. Each and every year at least 5,00,000 people die by suicide. Estimates run as high as 1 million, because suicide is seriously under reported in all countries. Suicide is not only a problem of highly industrialized affluent societies in the northern hemisphere. It is a problem in both hemispheres in developing and developed countries and it occurs among all age groups and social classes. In fact certain countries are those with highest suicide rates in the world today. Suicidal behavior statistics show that in addition to the number of suicides, at least twenty times as many persons make non-fatal suicide attempts serious enough to require medical attention, often resulting in irreversible disability. In many countries suicide attempts are one of the main reasons for hospital emergency admissions and treatment of young people, putting a heavy burden on their health care systems. The majority of suicide attempters tend to be adolescents and young adults, and together form a pool from which suicides emerge. 

In addition to the many millions of persons, who for reasons of social and emotional suffering and loss of hope, commit or attempt suicide, there are innumerable others, such as family members, friends, colleagues and care givers, whose lives are profoundly affected. Given that for every suicide and suicide attempt there are at least 5 live persons related to the individual in question. Each year many millions of survivors are added to the tens of millions of persons already struggling, often for many years, to cope with the impact of a suicide tragedy on their life and well-being. 

Apart from the economic costs involved in providing a range of services to those who exhibit suicidal behavior and the persons around them, there is also the fact that, these individuals no longer contributing to the social and economic functioning of their communities. One measure of this is the calculation of the years of productive life lost. It has been estimated that at a global level economic losses from suicidal behaviors amount to about 2.5% of the total economic burden due to diseases. 

Increasing suicide rate has become an important public health problem in Kerala in recent years. In the print media, visual media as well as in seminars and conferences this problem has been discussed widely. Our state contributes 10.1 percent of all the suicides occurring in India, while our population forms only 3.4 percent of the nation’s populace.  During the period 1991-2004 suicides peaked in the year 1999 (30.6), 2001(30.1) and 2002 (30.8). According to latest reports (State Crime Record Bureau, 2004) Kerala ranks first in its rate of suicide (28.2 per 1 Lakh), which is almost three times the national average (10.6 per 1 Lakh- NCRB, 2001). Kerala stands first in the rate of suicide among the other states for the 8th time. The annual global suicidal rate is about 14.5 per 1 Lakh population or one suicidal death about every 40 seconds.

On an average, there are 8,900 plus suicides in the state each year.  In Kerala, on an average 25 people are committing suicides per day. Majority of suicide victims are between the ages of 15 to 45 years (50%).  In western countries suicide is more common in older age groups. On a closer analysis it is clear that the proportion of young people committing suicide is increasing in Kerala over the years. Younger age for suicide victims has been reported by many studies from Kerala.  It could be due to the difficulties in securing stable jobs, financial problems and problems arising out of marriages (suicide is high among the married in Kerala), which take place increasingly during the early phase of life, might have enhanced the suicidal risk in younger age group.

The male to female ratio in suicide in this state is 7: 3. The dominance of male in suicide shown in western literature is not seen in Kerala. The diminishing gender difference in Keralite is quite interesting. For the last few years many studies from Kerala, India as well as from other developing countries have also reported an increasing female proportion in suicide. 

Suicide statistics is based on data compiled in National Crime Record Bureau (NCRB) and State Crime Record Bureau (SCRB).  Crime Record Bureau data on suicide is based on the information collected from police records. It is possible that there are many suicides that do not get included in the police records leading to gross under reporting. Social stigma, fear of legal actions and scandals, embarrassment etc. will contribute to the tendency of people to keep suicide a confidential matter and to avoid reporting it.  Like wise, there is no way of knowing the number of people who attempt suicide but do not succumb to it. Studies show that the number of people who attempt suicide is about eight to ten times the number of people who actually succeeds in their attempt. By applying this ratio there would be 226-282 per 1 lakh population attempting suicide in Kerala every year. In absolute terms it is approximately 72,424 to 90,530 individuals in a year.

Another phenomenon that has attracted public attention in Kerala is increasing family suicide in which often husband and wife commit or attempt suicide after killing their children. Kerala also ranks first in the rate of family suicides. As many as 17 family suicides were reported in the State in the year 2004 claiming the life of 53 indivuduals. Trivandrum, Kollam and Kasargodu district had 3 family suicides each in the last year. The despair and hopelessness related to family life arising out of severe financial crisis is reported and projected as the reason. The concern towards the children may be making the parents wish that their children should not suffer after their exit from the world. It may also be that their act would gain completion only if children also join in it. Though suicide attempt originates as a purely personal idea, it gains the status of a family act in these cases. Mental health experts, social activists and others blame growing consumerism for this trend. 

District wise break up

In the year 2004, Idukki district (42.1) had the highest suicide rate (per 1 Lakh population) followed by Wayanad (37.3), Thiruvananthapuram (35.6), Palakkad  (33.0), Kollam (32.7) etc. For the last 10 years Idukki, Wayanad, Kollam, Palakkad and Thrissur have reported higher suicide rates (above 30 per 1 Lakh). Interestingly in Thiruvananthapuram district the suicide rate had a steep increase from 17.2 in 1995 to 35.6 in 2004. In Pathanamthitta suicide rate was 23.5 in 1995, which rose sharply to 32.4 in 2004. Like wise there is a sharp rise in suicide rate in Kollam from 32.0 in 1995 to 43.1 in 2003. Similar hike is noticed in Alapuzha also (19.9) in 1999 to 22.3 in 2004. Some of the districts like Malappuram (12.0 in 1999 and 13.1 in 2004) and Kasargode (22.0 in 1999 and 23.0 in 2000) the suicide rate is more or less constant over the years. 

The drastic fall in the price of agricultural products might be the reason for high rate of suicides in the farmers dominated districts. Ever increasing rate of alcohol dependence is another reason for this alarming rate. Another reason could be the increasing rate of mental illnesses particularly depression and the influence of migration of Keralite to the Middle East. Almost every second family with a relative in the Gulf has a history of mental illness. The worst victims seem to be women between 15 and 25 years of age. It could be the incompatibility with in-laws that leads to most women developing mental problems. 

During the last ten years, lowest suicide rate was reported from Malappuram (13.1 in 2004).  Islam clearly forbids suicide, encouraging submission to God’s will in suffering and sickness. As a consequence Muslim patients do not readily talk about suicide. Often one finds in clinical practice, depressed Muslim patients, who divulge their suicidal ideas, quickly go on to state that they would not carry out their act because it is against their religion. It takes that much more for a Muslim to cross the bridge and therefore if a Muslim patient mentions suicidal plans he should be taken seriously.   

Employment status

According to the recent SCRB report (2004), majority of suicide victims were house wives (16.7%) followed by unemployed (14.0%), farmers (10.0%), businessmen (4.3%), students (3.7%), private sector employees (2.7%), etc. An alarming finding is that in the last few year housewives have occupied number one position in Kerala suicides. The proportion of farmers committing suicides is also very high in Kerala. Unemployment is another important factor in Kerala suicides. Kerala accounts for only 3.4% of India’s population but has nearly 16% of the unemployment status among the Indian States. Kerala has the highest rate of unemployment of the educated. It could be the frustrated, educated, unemployed youths who resort to suicide.   

Married people (72.9%) out numbered unmarried (27.17) among the suicide victims in Kerala. In Western countries, suicide is more common in unmarried and separated individuals.  India in general as well as in Kerala marriage is a social obligation and is performed by elderly irrespective of the individual’s fitness for it. Further, marriage is believed to be part of the treatment for mental illness and the mentally ill more likely to get married that is sooner than the mentally healthy. Hence there could be several adjustment problems among the married mentally ill in India. In the West on the other hand, marriage is believed to be a measure of emotional stability and married people have lower rate of mental illness  

Suicides more common among married and housewives have been reported by previous Indian studies also. Suicides more common among women below 30 of Indian origin have been reported from Malaysia and Fiji. It is held that females in India are submissive, docile and non-assertive and these traits have built into their psyche with the result that they find themselves unable to deal with their negative feelings adequately. Among the stresses the marital ones appear to be most frequent in women.  Amidst the hostile environment of the families with problems of a difficult husband and dowry demanding in laws, they feel helpless with the threat of loosing their husband’s sympathies with none to turn to. This results in the choice of suicide as a way out from psychological pain, anguish and suffering. This calls for measures to cultivate and improve their coping styles to face the domestic conflicts and dowry related problems.

Educational break up

In the recent statistics (2004) 58.8% were primary and middle class educated, 30.5% were matriculate and intermediate, 2.5 % were graduates or diploma holders and 0.2% were postgraduates and above. Only 8.0% were illiterates. 

Mode of attempt                            

2004 data shows that majority of suicide victims including males and females took their lives by hanging (48%), followed by consuming insecticides and other poisons (24%). Another note worthy point is that a significant proportion of females committed suicide by self- immolation (12.3%) and drowning (10.8%).

Factors like feasibility, accessibility, credibility and rapidity of action and degree of suicide intent could be behind the choice of method for committing suicide. The availability of methods becomes more important when the suicidal act is impulsive in nature. In our state, majority of males are being farmers, they have an easy accessibility to insecticides. Similarly for females because of limited mobility outside home as majority are housewives they have more accessibility to native poisons, medicines, corrosives, kerosene etc. However in both genders stronger suicidal intention might have led them to choose more lethal method like handing as sure means to commit suicide. It has been revealed in Indian studies that domestic burns as a method of completing suicide by young women and most lethal one with a promise of a high degree of success. Burns in general have reported more in younger women.  

CAUSES

The causes or the factors that are reported for suicidal attempts differ in police records and in clinical experience. In the clinical situation various problems in the family such as marital problems, difficulties in social life, love affairs, failure in examinations, financial difficulties etc. emerge as the reasons in that order. 

According to SCRB data (2004), 22.4% of suicides were caused by family problems, 16% mental illnesses, 16% physical illnesses and 10% financial problems. Factors like unemployment, love failure, failure in exams and professional/career problems etc have contributed only to lesser extent in Kerala suicides. 

Mental illness is identified as an important cause, accounting for 16% of suicides in Kerala, which is far higher than the all-India average of 5%. Among the behavioral disorders depression, alcoholism and schizophrenia score top in the percentage of suicide.  Taken together physical and mental illnesses constitute 32% of total suicides in Kerala.   

 
However, on a closer scrutiny it would be observed that mild and moderate difficulties, lack of competence in handling them and the emotional difficulties arising from it are responsible for majority of suicides. This is the real background of many suicides where financial difficulties are projected as the causal factor. More than the gravity of the financial difficulties and genuine problems in looking after the family, it is the incompetence and lack of confidence in handling these difficulties and the feeling of helplessness emerging from it that are setting the stage for the suicidal behavior. The influence of consumerism, the increasing prevalence of alcoholism, the ruthless and competitive life style, all collaborate to set the tragedy of the individual in the contemporary Kerala society. Aspirations and needs are quite high for an average Keralite but resources are limited. Many tend to buy things through installments. Migration adds to this. People who go abroad (especially to the Gulf) try to inculcate the same living standards and culture here. Moreover, the pampered child rearing practices, geographical over protection of the state from natural calamities, all have made a typical Keralite an individual without much fortitude or frustration tolerance and emotional immunity.

Media reporting and portrayals have been identified as having an important influence on suicides in Kerala especially copycat suicides. Young people and elderly people appear more vulnerable than those in their middles years to the media related suicide contagion. In adults, a form of social contagion may be operative whereby someone is more likely to harm himself/herself if exposed to someone who has done so. A crucial issue in the social contagion hypothesis is the influence of media. There is a steady and constant exposure to suicide in the television and cinema – often giving tasteless and lurid details of the actual process. The print media often highlights and justifies or even glorifies acts of suicide. Epidemics of suicide following sensational reporting of suicide in the media have been noticed in many parts of the world. Perhaps teenagers are more vulnerable and impressionable than adults in the face of media influences.  

Prevention 

Currently available data show that suicidal phenomena, which occur in Kerala, are different from the west in a variety of ways. Second and third decade seems to be the most susceptible for Kerala suicides. The gender difference in suicide is diminishing. Noteworthy are the important causative factors such as maladjustment with significant family members and domestic strife. Further more the event of marriage in our culture appears to augment the proneness for suicidal behavior.  The commonly observed modes of suicide in our country which are hanging, poisoning, drowning, burning indicate that apart from the credibility and rapidity of action, the availability and accessibility of particular method is also vital. 

It is important for our state to develop locally and culturally relevant and feasible strategies for suicide prevention that can be implemented along with other state health, education, and welfare programmes. Some of the principles on which suicide prevention strategies are developed are as follows:

1. Detection and treatment of depression and other mental disorders including alcohol and drug abuse.

2. Enhanced access to mental health services

3. Intervention aimed at psychological reaction to physical illness. 

4. Assessment and intervention for those who attempt suicide with close liaison with other specialties

5. Intervention after a suicide – postvention

6. Interventions for high risk and special groups

7. Training – health / education / welfare personal

8. Restrict availability of means such as insecticides and medications

9. Training for acute care management of poisoning and establishment of such facility in every community health centers 

School based interventions

a) Life skills education (improve self esteem and problem solving skills)

b) School based counseling

c) Training for teachers

d) Close liaison with mental health services

e) Include mental health in curriculum 

Crisis intervention

a) Telephone help line

b) Samaritans, Befrienders

c) Suicide prevention centers

10. Public education

11. Collaboration with media for responsible reporting

12. Sensitization of policy makers regarding sustainable development, employment.

Conclusion

Beyond arithmetic and the analysis of data, some of the factors behind the scene of suicide have been presented here. The solution to prevent the alarming suicide rate in Kerala lies both at the individual and at the society level. The individual should make his life more pragmatic and energetic; and the society should contain the socio-economic and socio-cultural forces pulling it in different directions and trying to threaten its stability. The various behavioral disorders like depression, alcoholism, and psychoses should be detected at the earliest and treated before it progresses to an advanced stage. The emotional disturbances in family life should be handled through empathy, understanding and humility. If they grow beyond the level of being handled and ameliorated with individual or intra-familial initiatives, attempt should be made to avail counseling. Systematic and scientific counseling in a practical and affordable manner is very effective for the prevention of suicide. Establish suicide prevention center in each hospital. Further, the easy availability means to commit suicide such as organophosphorous compounds and medications without prescriptions should be restricted legally.

Trend of suicides in Kerala

Suicide rate per 1 lakh population in Kerala (1991 – 2004)
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District wise suicide rate per 1 lakh population (1995 – 2004)

	DISTRICT
	1995
	1996
	1997
	1998
	1999
	2000
	2001
	2002
	2003
	2004

	IDUKKI
	48.6
	41.1
	43.3
	43
	43
	41.5
	49.2
	49.7
	51
	42.1

	KOLLAM
	32.0
	33.5
	32.1
	31.2
	33.4
	33.2
	33.9
	43.6
	43.1
	32.7

	WAYANAD
	44.4
	39.1
	38.6
	39.4
	51.7
	48.4
	39.8
	40.6
	45
	37.3

	THIRUVANANTHAPURAM
	17.2
	33.2
	40.6
	41.3
	39.8
	41.4
	41.4
	38.5
	32.7
	35.6

	PATHANAMTHITTA
	23.5
	19.8
	21.1
	27.4
	29.4
	22.6
	32.5
	38.2
	32.6
	32.4

	THRISSUR
	37.5
	33.1
	35.1
	35.3
	37.1
	34.0
	34.3
	34.5
	33.7
	31.0

	PALAKKAD
	32.3
	32.7
	33.4
	33.2
	34.1
	34.4
	33.1
	32.9
	33.1
	33.0

	KANNUR
	27.7
	29.3
	29.2
	30.1
	27.5
	26.7
	32.3
	32.2
	29.5
	27.0

	ERNAMKULAM
	26.0
	23.0
	27.5
	26.4
	26.4
	24.7
	25.9
	27.8
	24
	23.0

	KASARGODE
	24.8
	22.0
	24.1
	22.5
	24.0
	19.0
	22.1
	26.1
	23.5
	23.0

	KOTTAYAM
	23.5
	20.8
	23.1
	25.1
	24.4
	21.8
	24.6
	25.4
	26
	22.4

	ALAPPUZHA
	19.9
	19.3
	20.4
	23.6
	33.2
	22.9
	22.9
	25.3
	25.1
	22.3

	KOZHIKODE
	22.0
	21.4
	24.5
	24.6
	24.8
	23.7
	25.5
	24.3
	22.7
	21.4

	MALAPPURAM
	12.0
	10.1
	14.6
	14.2
	13.5
	14.7
	11.7
	11.8
	12.9
	13.1
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Occupational Status

	Occupation
	1998
	1999
	2000
	2001
	2002
	2003
	2004

	Unemployed
	17.3
	19.6
	22
	21.9
	19.8
	11.6
	14.0

	Farmers
	15.4
	14.6
	13.9
	10.8
	15.6
	16.8
	10.0

	House wife
	14.7
	15.5
	16.6
	14.7
	14.8
	15.2
	16.7

	Business
	6.1
	5.0
	4.4
	5.2
	6.6
	4.2
	4.3

	Private
	6.3
	6.0
	5.4
	5.9
	4.8
	3.9
	2.7

	Professionals
	2.2
	1.4
	2.4
	2.9
	3.2
	1.6
	1.7

	Govt. & Public Sector
	1.9
	4.0
	3.8
	4.4
	3.0
	1.9
	1.4

	Student
	3.3
	2.4
	2.8
	2.9
	2.9
	3.3
	3.7

	Retired
	1.8
	1.0
	1.0
	1.2
	1.4
	0.9
	1.0

	Others
	31.0
	30.5
	27.6
	30.6
	27.9
	40.6
	44.5




Causes of attempting suicide

	Causes
	1998
	1999
	2000
	2001
	2002
	2003
	2004

	Family Problems
	23.2
	24.2
	21.5
	18.7
	23.4
	21.5
	22.4

	Physical Illness
	14.4
	14.5
	16.2
	15.7
	15.3
	14.7
	15.7

	Mental Illness
	8
	8.8
	8.7
	10.8
	12.2
	10.8
	16.1

	Financial Problems
	15.4
	13
	14.2
	15.2
	11.6
	16
	9.9

	Unemployment
	3.14
	3.1
	1.9
	2
	1
	1.4
	2.4

	Failure in examination
	0.58
	0.6
	0.8
	0.9
	0.9
	0.3
	0.78

	Love failure
	1.5
	1.5
	1.4
	1.6
	0.9
	0.9
	1.0

	Job related problems
	1.84
	1.8
	1.8
	2.1
	0.7
	1.1
	0.2

	Others
	32.1
	32.4
	33.4
	33
	33.9
	33.2
	31.3


Methods Adopted

	Method
	1998
	1999
	2000
	2001
	2002
	2003
	2004

	Hanging
	38.4
	40
	41.8
	41.9
	43.7
	43.2
	47.6

	Poisoning
	40.5
	39.9
	37.5
	38.8
	35.7
	39.4
	24.0

	Drowning
	10.2
	8.9
	6.7
	6.7
	7.2
	6.3
	6.2

	Self immolation
	4.6
	5.6
	6.8
	6.2
	4.8
	4.6
	4.6

	Jumping off/ coming down moving vehicle
	2.6
	2.4
	3.2
	3
	3.5
	2.8
	3.5

	Self inflicted injury
	0.4
	0.4
	0.2
	0.4
	2.2
	0.1
	0.2

	Medicine overdose
	0.5
	0.5
	0.8
	0.8
	0.2
	0.3
	0.2

	Others
	2.7
	2.2
	3.2
	2.1
	2.4
	3.2
	2.6


ASSESSMENT OF PATIENTS WITH SUICIDAL BEHAVIOURS





















4. 44. Estimate suicide risk

Identify factors that may increase or decrease the patient’s level of risk.

· The presence of a psychi9atric disorder 

· Medical illnesses
























































































Factors associated with protective effects for suicide 

· Children in the home

· Sense of responsibility to family

· Pregnancy

· Religiosity

· Life satisfaction

· Reality testing ability

· Positive coping skills

· Positive problem-solving skills

· Positive social support

· Positive therapeutic relationship
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1. Conduct a thorough psychiatric evaluation





Identify psychiatric signs and symptoms


Determine the presence or absence of signs and symptoms associated with specific psychiatric diagnoses.


Identify specific psychiatric symptoms that may influence suicide risk, including aggression, violence toward others, impulsiveness, hopelessness, agitation, psychic anxiety, anhedonia, global insomnia and panic attacks. 





Assess past suicidal behaviour, including intent of self-injurious acts.


For each attempt, obtain details about the precipitants, timing, intent, consequences and medical severity.


Ascertain if alcohol and drugs were consumed before the attempt.


Delineate interpersonal aspects of the attempt in order to understand issues that culminated in the attempt (e.g. Persons present at the time of attempt or to whom the attempt was communicated. 


Determine the patient’s thoughts about the attempt (e.g. perception of potential lethality, ambivalence towards living, visualisation of death, degree of premeditation, persistence of suicidal ideation, and reaction to the attempt).





Review past treatment history and treatment relationships.


Review psychiatric history (e.g. previous and comorbid diagnoses, prior hospitalizations and other treatment, past suicidal ideation).


Review history of medical treatment (e.g. identify medically serious suicide attempts and past or current medical diagnoses).


Gauge the strength and stability of current and past therapeutic relationships. 





Identify family history of suicide, mental illness, and dysfunction.


Inquire about family history of suicide and suicide attempts and psychiatric hospitalizations or mental illness, including substance use disorders.


Determine the circumstances of suicides in first-degree relatives, including the patient’s involvement and the patient’s and relative’s ages at the time.


Determine childhood and current family milieu, including history of family conflict or separation, parental legal trouble, family substance use, domestic violence, and physical and /or sexual abuse.  





Identify current psychosocial situation and nature of crisis.


Consider acute psychosocial crises or chronic psychosocial stressors that may augment suicide risk (e.g. financial or legal difficulties; interpersonal conflicts or losses; stressors in gay, lesbian, or bisexual youths; housing problems; job loss; educational failure). 





Appreciate psychological strengths and vulnerabilities of the individual patient.


Consider how coping skills, personality traits, thinking style, and developmental and psychological needs may affect the patient’s suicide risk and the formulation of the treatment plan. 





2. Specifically inquire about suicidal thoughts, plans and behaviours 





Elicit the presence or absence of suicidal ideation.


Address the patient’s feelings about living with questions such as “How does life seem to you at this point?” or “Have you ever felt that life was not worth living?” or “Did you ever wish you could go to sleep and just not wake up?”


Focus on the nature, frequency, extent, and timing of suicidal thoughts, and consider their interpersonal, situational and symptomatic context.


Speak with family members or friends to determine whether they have observed behaviour (e.g. recent purchase of a gun) or have been privy to thoughts that suggest suicidal ideation.


If the patient is intoxicated and alcohol or other substances when initially interviewed, the patient’s suicidality will need to be reassessed at a later time. 





Elicit the presence or absence of a suicide plan. 


Probe for detailed information about specific plans for suicide and any steps that have been taken forward enacting those plans.


Determine the patient’s belief about the lethality of the method, which may be as important as the actual lethality of the method.


Determine the conditions under which the patient would consider suicide (e.g. divorce, going to jail, housing loss) and estimate the likelihood that such a plan will be formed or acted on the near future. 


Inquire about the presence of a firearm in the home or workplace. If a firearm is present, discuss with the patient or a significant other the importance of restricting access to, securing, or removing this and other weapons. 





Assess the patient’s degree of suicidality, including suicidal intent and lethality of plan.


Determine motivation for suicide, seriousness and extent of the patient’s aim to die, associated behaviours or planning for suicide, and lethality of the method.  





Assess the patient’s baseline and current levels of functioning.





Record psychosocial stressors, which may be either acute or chronic. Consider the perceived importance of the life event for the individual patient.





Identify physical illnesses, since such diagnoses may also be associated with an increased risk of suicide.





Note all current or past psychiatric diagnoses, including those that may currently be in remission.





3. Establish a multiaxial diagnosis





Recognize that suicide assessment scales have very low predictive values and do not provide reliable estimates of suicide risk.


Nonetheless, they may be useful in developing a thorough line of questioning about suicide or in opening communication with the patient. 





4. Estimate suicide risk





Identify factors that may increase or decrease the patient’s level of risk.


The presence of psychiatric disorder is the most significant risk factor.


Medical illness is also associated with increased likelihood of suicide, for specific medical conditions that have been associated with increased risk.


For additional factors that increase risk and for protective effects.


Almost all psychiatric disorders have been shown to increase suicide risk. 





1. Establish and maintain a therapeutic alliance





Suicidal ideation and behaviours can be explored and addressed within the context of a cooperative doctor-patient relationship, with the ultimate goal of reducing suicide risk.


Taking responsibility for a patient’s care is not the same as taking responsibility for the patient’s life.





2. Attend to the patients safety





For patients in emergency or inpatient settings, consider ordering observation on a one-to-one basis or by continuous closed circuit television monitoring until an assessment of risk can be completed or if the patient is deemed to be at significant suicide risk.





Remove potentially hazardous items from the patient’s room (if inpatient) and secure the patient’s belongings.





Consider screening patients for potentially dangerous items by searching patients or scanning them with metal detector. 





3. Determine a treatment setting 





Treatment in the setting that is least restrictive yet most likely to prove safe and effective. 





Take into consideration the estimated suicide risk and the potential for dangerousness to others. 





Revaluate the optimal treatment setting and the patient’s ability to benefit from a different level of care on an ongoing basis throughout the course of treatment.





4. Develop a plan of treatment





Consider potential beneficial and adverse effects of each option along with information about the patient’s preferences.





Address substance use disorders.





Provide more intense follow-up in the early stages of treatment to provide support and to rapidly institute treatment.





Review with outpatients guidelines for managing exacerbations of suicidal tendencies or other symptoms that may occur between scheduled sessions.





5. Coordinate care and collaborate with other clinicians





Establish clear role definitions, regular communication among team members, and advance planning for management of crises.





Communicate with other caregivers, including other physicians providing treatment for significant general medical conditions or other mental health professionals who may be providing therapy. Establish guidelines for contact in the event of a significant clinical change.





6. Promote adherence to the treatment plan





Establish a positive physician-patient relationship.





Create an atmosphere in which the patient feels free to discuss positive or negative aspects of the treatment process. 





7. Provide education to the patient and family 





8. Reassess safety and suicide risk 





Repeat suicide assessment over time, because of the waxing and waning nature of suicidality.





Repeat suicide assessments in inpatient settings at critical stages of treatment (e.g. with a change in level of privilege, abrupt change in mental state and before discharge). 





Reassess suicidality if the patient was intoxicated with alcohol or other substances when initially interviewed. 





9. Monitor psychiatric status and response to treatment 





Monitoring is especially important during the early phases of treatment, since some medications may take several weeks to provide therapeutic benefit. 


An early increase in suicide risk may occur as depressive symptoms begin to lift but before they are fully resolved. 








10. Obtain consultation, if indicated








Consultation may be of help in monitoring and addressing countertransference issues.


Consultation may be important in affirming the appropriateness of the treatment plan or suggesting other possible therapeutic approaches.








SPECIFIC TREATMENT MODALITIES





1. Somatic therapies





The strong association between depressive disorders and suicide supports the use of antidepressants.





Long-term maintenance treatment with lithium salts in patients with recurring bipolar disorder and major depressive disorder is associated with substantial reductions in risk of both suicide and suicide attempts. 





There is no established evidence of a reduced risk of suicidal behaviour with any other “mood-stabilizing” anticonvulsant agents”. 





Reductions in the rates of suicide attempts and suicide have been reported in specific students of patients with schizophrenia treated with clozapine. Other first and second-generation antipsychotics may also reduce suicide risk, particularly in highly agitated patients. 





Because anxiety is a significant and  modifiable risk factor for suicide, use of antianxiety agents may have the potential to decrease this risk. However, benzodiazepines occasionally disinhibit aggressive and dangerous behaviours and enhance impulsivity, particularly in patients with borderline personality disorder. 





ECT may reduce suicidal ideation, at least in the short term.





2. Psychotherapies





Clinical consensus suggests that psychosocial interventions and specific psychotherapeutic approaches are of benefit.





DOCUMENTATION AND RISK MANAGEMENT





1. General issues specific to suicide





It is crucial for the suicide risk assessment to be documented in the medical record.


General risk management consideration.





2. Suicide prevention controls





Reliance on a suicide prevention contract may falsely lower clinical vigilance without altering the patient’s suicidal state.


If a suicide prevention contract is used, a patient’s unwillingness to commit to the contract mandates reassessment of the therapeutic alliance and the patient’s level of suicide risk. 


Suicide prevention contracts are not recommended in emergency settings; with newly admitted and unknown inpatients; with agitated, psychotic, or impulsive patients; or when the patient is under the influence of an intoxicating substance. 





3. Communication with significant others 





If a patient is (or is likely to become) dangerous to him or herself or to others and will not consent to interventions intended to reduce those risks, the psychiatrist is justified in attenuating confidentiality to the extent needed to address the safety of the patient and others.





4. Management of suicide in one’s practice





If a patient dies by suicide, ensure that his or her records are complete.


Conversions with family members can be appropriate and can allay grief and assist devastated family members in obtaining help. 


In seeking with survivors, care must be exercised not a reveal confidential information about the patient and not to make self-incriminating or self-exonerating statements. 





5. Mental health interventions for surviving family and friends after a suicide 





Suggest psychiatric intervention to family members and friends shortly after the death to reduce their risk for psychiatric impairment.





Consider referring surviving family members and friends to a survivor support group.
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