Q

SUICIDE ATTEMPTS: A RETROSPECTIVE STUDY

| FATIMA YASMIEN JEENAH
S ) MBChB (NATAL)

1
N
..
. e, .
* : \‘.5,.
A ‘
-"I-)‘.;f
] .:7 /
P
e
: '
IV
i o
‘I ‘e
Johannesburg :
September 191 B

tot

'_f- ..-( : "":'-I_' )
L A e
LI »
¥ _.' f"" T
¥




\", o L e
SR
SUICIDE ATTEMPTS: A RETROSPECTIVE STUDY .
N T
. N
FRATIMA YABHIEN JEENAR
MBChE (NATAL)
L
4 !
~
.,
L. 'k‘\ "L
* . ‘L‘.q-“
E: sk
F
4 —
S
! S
Loy o )
A Dissertation submitted to the Faculty of o~
Medicine, University of the Witwatersrand, '
Johannesburg, in part fulfilment of the .
requirements for the Dagrae of Master of Medicine : . :
in Psychiatry. : 1
: . .
,! fow
: Johanneshurg .
3 September 1991 e




DECLARATION
I declare that this dissertation is my own work. It
is being submitted for the degree of Master of  _" o
Medicine in Psychiatry to the University of the A
Witwatersrand, Johannesburg. It has not been .,
submltted before for any degree or examination to oo !
any other University, : T
References which I have used have been duly ,
acknowledged. o T
-~
e
*
- 5:,"
N
J ®
e,
E: .
: e & -
i _ .
T/
,V G
[ ] ‘
. .
' -
b H
1 | ‘ )
.5 |
; .
; F Y JEENAH e
"
September 1991 '
ot
o ) ;‘ '( .
f';..i i
- ” -t L - . .L" -
. T . € ]
< L S A ..._
. e .
- '."- F ..__. -" .
3 St
F ”




This work is dedicated to the people of Soweto
who made this study possible.

-
' .
-
S .
. i
a |
. B
B .
:J »
. '
t e
' i -
.
-
. R
" *
»
.
)
.
-
Dot
'q}.
EE \1
e e
- g
M ™

i .
W L
s
- .
H
T ' . ,
: H
i L e !
! . A
i .
b 4" .
. .
|
- !
. ,‘ - ’
-
y
L}
|
f n,_,}f'r
] :
.
i '
n b o
4
b




i

4

iv

ACKNOWLEDGENENTS

I wish to acknowledge the following people :-

Professor Hart, my supervisor, for his patience and
support through the long pericd it took to complets
this dissertation.

Plumpie Saiede and Connie Makoola, the nursing
sisters in the Psychiatric Department, for their

help in following up the patients after discharge.

Dr C. Allwoed, for permission to review the

paychiatric files.
My parents for taking care of my children.

To my husband, for his continuous support.

Oy -

R

T

L

i

cem g e




& ) . .
s , A
N
. v
TAB OF CONTENT
Page
Title Page 1 B
, _ Declaration ii T . v
| - Dedication 144 L
- Acknovwledgements iv "{“ s
_ Table of Contents v )
] . _ List of Tables viii ; .
| List of Diagrams ' x "
Abstract 1 '
objectives 3 o
CHAPTER 1: LITERATURE REVIEW 4 ‘ «,
1.1 Introduction 4 ‘\‘“nx
1.2 Terminology 5 ; T
1.3 Definition 6 -
1.4 Epidewiology 8 R
3 1.5 Explanatory Theories of Suicide 10 r:n . /
| attempt in ti.e Black Populationl 1;-nir’k"“}$i
‘ 1.6  Biology of Suicide and Suicide 16 1 ‘
Attempt SRR
1.7 psychological Aspects of Suicide 19 rﬁd
Attempt y ::-
g 1.8 Ritk Factors Associated with 23 E B
i Suicide Attempt : ’ '.,
‘ 1.8.1 Age and Sex 24 i v
1.8.2 Socio-Economic Charactaristics 28 ; X PN
1.8.3 Alcchol 30 v
1.9 ¢linical Aspects 32 ;_ - -
L J"i 1.9.1 Affective Disorders 33 _
. «':%é“;;i:. ' E ) ”& ,
: ke % Lo . L
. - L S
T~ T ..r-')
P - ’I.‘-_-.
K+ _;,»“FW.E
R




Eol

1.9.2
1.9.3
1.9.4
1.9.5

1.10

vi

Schizophrenia
Personality Disorders
Neuroses

Epilepsy

Treatment and Prevention

CHAPTER 2: THE STUDY

2.1

2.5

2.5.1
2.5,2
2.5.3
2.5.4

2-5.5

2.5.6
2.5.7
2.5.8
2.5.9
2.5.10
2.5.11
2.5.12
2.5,13

2.5.14

Design

Sample

Method

Information in Data Schedule
Statistical Analyses

The Results

Age and Sex

Month of Attempt

Method of Attempt

Agent Ingested

Pravious Suicide Attempt and Past
Psychiatric H.story

Fanily History

Probability of Discovery
Alcohol and Drugs
Precipitating Factors
Psychiatric Diagnoses
Pharmacological Treatment
Referral to Social Services

Follow-up

Re-evaluatien

35
37
38
39

40

43

43
43
44
45
46
47
47
48
49
54

B6

60
61
64
65
13
70
72
74
75

\
o -
[. ’ :
XN
Il
o’
., {
S
\.\‘\
.
. .
L] - \\-.‘ o
* . \".
ey e
LA
L #
vy, )
,/ﬁ .
. oA
e _.,“.p. . Ny
i, .
i , o
Y )
' ' g
1
] \
\ * J
. -
f: -
|~ -
¥




vii

CHAFTER 3: DISCUSSICN

CHAPTER 4: CONCLUSION

REFERENCES

APFENDIX I

s (I O e

78

86

89

99

1
»
=
4
[
;
L]
.
~
a M'h
" :
L #
-

e g
. .
by

!

\ .
'

) L2

-

Fe

......... -~
N
L
r
-

'

e R

[



TABLE

TABLE

TABLE

TABLE

TABLE

TABLE

TABLE

TABLE

TABLE

TABLE

viii

LIST OF TABLES

I: Relationship between Age and

Gender of Suicide Attempters

II: Seasonal Variation in Suicide

Attempters

ITI: Relationship between Method of
Attenpt and Gender and Mean. Age

IV: Relationship of Agent Ingested

48

49

BS

0y Freduancy, Gender and Mean Age

V: Relatlonship between Numbor of

Sulcide Attempts and Mean Age

YI: Relationship of Frobability of

59

63

Discovery to Gepnder and Mean Age

VII: The Relationshlp of Method of

Aq

Attempt to Probability of Discovery

VIII:The Relationship between

66

Precipitating Factors, Frequency

and Gender

IX: The Relationship of Diagnoses to 68

Gander and Mean Age

Xx: The Relationship of Diagnoses to 69

Method of Attempt

=f

ik




O -
ix
I_F} “
L TABLE XT: The Relationship of Diagnoses 70 _
l .
- to Past Psychiatric History
TABLE XII: The Relationship of 71 : ,f
Pharmagological Treatment to " .
o | Diagnoses o
{ l
AN
, '..' N .Alf
e 00Q==— L ‘
"-“ T)
i ,
.
R
' * : “\-.v‘_“
* ’ l&‘*."
, : o
te /
' - . M.—«-‘"‘.
' 4 aaiaaa, | LT
l y
I § h 3
b ]
- -‘\:
; . . : P
: ..
1 L v
i 1. L
1 ' HA]
' .
L
' taF
;u * an
ra ‘; . R ]




DIAGRAM

Diagram

Diagram

Diagram

Diagram

Diagram

Diagram

W

LIST OF DIAGRAMS

Method of Attempt and Their

Fraquency

Method of Attempt in Males

and Females

Number of Suicide Attempts and

Their Freguency

51

52

57

Freguency of Sulcior. Attempts in 58

Males and Femaler

Probability of Digcovery of

Suicide Attempt

: Referral to Social Services’

Re-evaluation of Suicide

Attemptors

e Y

62

73

77

R
~ .‘I
L J
LV -
-
*
L3
L
. . B
’. .
' w
3 ,
. Ll
b
.
T
“w
.
tM\
» e
. - . Nﬁ,
-
.
Ly
) i
i ’
[ T /
M
sty -
. K
b
L3
. -
H S
§ a
| @
H
i
p
ot
. - :
.- hd 1t
- [
i Y
= %*Rly-.
. *
T -
- n3 i
P SU




i | (USSP U ———

]

(=3 _ A descriptive study of 130 sulcide attempts seen
at the psychiatric department, Baragwanath LT

Hospital during the six month period 01/61/89 to '

VAT ey e
1, ; '

30/06/89 is presented. - f;; Pr.'.w

; = Demographic, ciinical znd psychosncial'dat; were

reviewed and discussed. A follow-up assesspent

was done six months after the suicide attempt.

The patients who had attempted suicide made up | e
10% of the patients seen at the psychiatric |
department. Seventy six percent of the patients | e 9
a : that attempted suicide were under the age of 30 ' ;ﬂ- : sg;

years. The male:female ratio was 1:2. The i - 'H;,» =
ingestion of chemicals (65%) was the predominant 14
nethod used. The major predisposing factor was e

interpersonal conflict (70%). ' Ef ‘r}ﬁ'

It was found that these patients were less
likely than whites to have previously self- ;ka

poiscned, have received previous psychiatric

treatment, or be suffering from depression or a : 1R

personality disorger.

i
Sixty nine parcent of the patients were given ! .; '3!
N )
follow-up appointments. There was a poor follow- l
1
]

up rate (25%).
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The principal objective of the study was to document
the various parameters that affect patients who had
made a suicide attempt in order teo Indicate those at
greatest risk of parasulcide. The study was carried
out at the psychiatric department of Baragwanath
Hospital between 01/01/89 and 30/06/89.

Information was obtained by reviewing the patients
hospital psychiatric files,

The parameters lookead at were age, sex, month cf
attempt, method of attempt and agent ingested in the
case of self polsoning, probability of discovery,
precipitating factors, previous sulcide attempt,
history of psychiatric dif srder, and a'history of

recent siubstance abuse.

A second objective was to review the dilagnoses given

and to compare this to that found in othar studies.

A third objective was to review the treatment
modalities offered to the patients who made a

sulcide attempt and to asseas the follow-up rate.

A fourth objective was to follow-up the patlents for
a minimum period of six months after thelr sulcide

attempt to establish the recurrence rate.
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CHAPTER . '
!
s
LITERATURE REVIEW . T
, ) . _:~€
1.1 INTRODUCTION SR J
N
Suicide like behaviour has become a major public b ’ 'éé
health issue in recent years. Patients who take : " |
overdoses or deliberately injure themselves pose . _  5::; 7[
considerable demands on busy medical and psychiatric E
services ln genersl hospitals. A large number of o te é
these patients are admitted to hospital beds which o B
are barely sufficient in number toe cope with *N,:‘ '
patients admitted for other medical conditions. The | _{ fﬁ“x;h.
social and psychiatrie problems of people who , f “;H_.  m‘j
attempt suicide require the attention of i 7 E;i .ﬂﬂi
psychiatrists, psychologists, social workers, and ?;g "
other staff who should assess these patients and ET l;ff ;
provide help afte. discharge. i” ”‘frhﬁ L
Hassanyeh et al (1981) felt that because overdoses i ;- ';
make such demands on health services it constitutes o .
i . a major challenge iu prophylaxis, } ; o :
; ~
3 .o J
R
i
;
CoT “(. :

.
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-

e E e




1.2 TERMINOLOGY

The major problem that arises in t*»- discussion of
non-fatal self-destructive behaviour is that of
terminology. Traditionally the term
tattempted~suicide" has been used, This has lead to
a great deal of confusion amongst professionals and
health workers since most patients are net in fact
"attempting suicide” in the literal sense of tryine
to kill themselves. As such it is therefore a
misnomer. '

Saveral other terms have been introduced as
alternatives. These include, for exauwple,
"parasuicide", Ypseudocide", "deliberate self-harm",
Pfailed suicide", "conpleted sulcide® and
"accidental suicide”, All have their drawbacks
!"parasuicide” because it also implies suicidal
intentiong; "pseudocida" begause it suggests mimicry
of suicide; and "deliberate self~harm" because it
implies that physical harm always occurs; "failed
suicide" there is always a doubt whether the attempt
was attention seeking, accidental or premeditated
and should be confined to those with intent to kill
themselvea; “completed suicide” because it does not
dlfferentiate planned suicides from accidental
suicides; and "acecidental suicide" because one can
not be sure if the act was deliberate or an error.

Generally their are no strong feelings about the use

of one term as opposed to another.




1.3 DEFINITICGHN

various definitions of suicide have been postulated.

\

Baechler (1979) ¢ 'otes a number of definitions. - L

DURKHEIM in 1951: "The term suicide is applied to : ‘:?
all cases of death resulting directly or indirectly
from a pogitive or negative act of the victim

himsalf, which he knows will produce this resulth.

| This definition has its restrictions because 1t does
not include attempted suicides or cases where the

person who committed suicide dies by another hand o o
e.g. the person who goes to war searching for death é ? ﬁ}

undertakes a task knowing it is fatal.. .

HALBWACH in 1930: By suicide cne means every case of

death that results from an act undertaken by the ; iqré

victim himself with the intention, or with a view .
to, killing himself, and which is not a sacrifice. E’. e

This definltion alsec excludes attenpted suicides and e T -
suicide by another hand. It is distinct from

Durkheim's in that it excludes sacrificial suicide. oo

Yo
4

1




DR ACHILLE-DEIMAS in 1932: Suicide is the act by
which a fully competent man kills hilmself; he is

able to live but he chooses, without any moral

obligation, to die. This definition eliminates
anything tentative (kills himself}. It also excludes '
suicidal persons who are demented and aceidental ' f;i'

sulcides that result from errors (fully competent).

BAECHLER (197%): Suicide denotes all behaviour that

f seeks and finds the solution to an existential v !
problem by making an attempt on the life of <he \ I' "gg;
gubject." T

In the analysis of this definitilon one looks at o .
three aespects i.a. behaviour, existential problemw .

and solution. R,
Behaviour: Baechler points out that using the word o o .o
Wpehaviour * instead of “act " to refer to the {-: )
incident of suicide is more appropriaté. Sujicide is _;
only rarely circumscribed by the precise moment when r 'é}’
i it is accomplished. The fatal result of suicide is }“-ﬂﬂf; R
in fact preceded by an evolution that cau ke traced : : P
back to jits first beginnings and various appearances ';AJ '

eg, depression, mental troubles, aberrant conduct

-
3

etec., which neither foreshadows nor determines the
suicide but are alternative solutions to a

fundamental problem and less injurious to the

subject. In contrast the word Yact" tends to

objectify suicide and detaches it from the one who

commits it.

N
N
w }
L
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Existential problem: Suicidal behaviour is a
response to a problem which may be either internal
or external. It concerns the whole of the subjects
situation.

Solution: For the subject the problem provided no
altarnative solution at that point, otherwise he
would not attempt to kill himself.

Attempt on the life: The ways by which a suicide can

be accomplished are extremely variabla.

KREITMAN (1988) referred to "parasuicide" as any act
deliberately undertaken by a patient who mimics the
act of suicide but which does not result in a fatal
outcome. It is then a self initiated and deliberate
act in which the -3tient injures himself or takes a
subgstance in a guantity which exceeds the
therapeutic dose (if any) or his habitual level of
consunption, and wnich he believes to be
pharmacologically active. This definition excludes
accldental suiclde (does not result in a fatal

outcora) .

1.4 EPIDEMIOLOGY

In the USA 1 person commits sulcide every twenty
minutes. Pedersen et al {1973) in a study in Monroe
County, MNew York, found a suicide attempt rate of

160 per 100 000 per year for non-whitescompared with

§3 per 100 000 per year for whites and a overall

i
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ratlo of attempted to completed suicidaes of 5.5:1.
In the total country population non-whites have a
suicide rate 0f 8.98 per 100 040 per year while the
rate for whites is 10.51 per 100 000 per year. The
rate of completed suicide was higher among the white

group as compared to the non-white group.

Few recent studies have been done in this country
{South Africa) but little effort has been mada to
study attempted suicide in it's own right especially
in the black community. Breetzke (1588) found the
incidence of suicide in the black population of Cape
Town to ba 0.7 per 100 000 compared to 14 per 100
000 among whites and 3 per 100 000 amoﬁg coloureds.
Lester (1989) found the overall rate to be 3 per 100
000 in South Afyxican blacks, Peiser and Cberholzer
(1987) in their study at GaRankuwa hospital found
the rate of attempted suicide to be approximately 11
per 100 000 population. This figure is very low

compared with those of more developed counttries,.

To attempt to take one's life is still an illegal
act in many African and Third World Countries.
German (1982) found the frequencies of suicide per
100,000 population to be as follows: Léss than 1 in

West Africa, 1 in Nlgerla and £.5 in Busoga in

Uganda.

n =
.
L -
L]
- N
o,
T,
-~ -
Ly,
N TN
- . .‘\‘.‘
. S
. #
-
; . {,«
o
.:“\-- e
'-“""““Q‘ L
) L
. ‘. ks i
/ .
'u"’

i



. 72 -

10

Mengech et al (1984) reviewed the literature on
suicide in sub-Saharan African countries and o
reported on Prince's study in Nljeria which

confirmed the general view that suicide was uncommon

in Africa . ' ¢_; SN

] -
1.5 EXPLANATORY THEORIES OF SUICIDE ATTEMPT IN THE '
BLACK POPULATION EP
The act of suicide ie a wvery complex one. Many e

theoriee have been expounded to explain this act. No

one theory completely explains suicide, as a result -
the many theories still exist and complement and
contradict one another. Whatever the patient's ‘- ' =,
motivation most parasuicides occur in an 5 -QW"”€;”~

interpersonal context, and as such will only be

understandable if viewed from a socio-cultural as k_",//

wall as an individual viewpoint. S

Griffith et al (1989) in his review states that in /
one of the earliest articles regarding suicide
amongst blacks, Prudhomme in 1938 suggested that : ;

blacks' relatively low suicide rates w:re explained

e e

by their primitive culture, poor education, habitual
] outward emotional expressiveness, and racist
oppression. ? L
Hendin (1969) alse emphasized that amongst young,

urban, black men, there was a direct relationship, vy

and not an inverse one, between suicide and

&l r——r




11
honicide.

Other authors have tried tc introduce the "black
1 reality perspective" into the formulation of  '.Jf " .
theories that wnuld explain black suicide. ' ':,.I .‘\
In the review by Griffith et al (1989' it is stated _a,. |
that King in 1982 suggested that it is the racist |
conditions in which blacks live that may account for ) ';“«
1 the malignant sense of helplessness th§t leads to |
suicide. He explained that the helplessness arose : .
from feelings that blacks could not create economic

and political change in their lives and environment. -
This theory would suggest a highar suicide rate in R
blacks than in whites which is not true. But, the e e
New York City figures showed surprising information . D
that amongst blacks of both saxes between tine ages | o

of 20 and 35 years, (usually the politically active ;'-ff/

age group), suicide is decidedly more of a problem . "Mmff‘
than it is in the white population of the same age. . _ 4
It is only after the age of 45 among whites that the ‘
suicide rate becomas so much greater tﬁan that of

blacks of the same age. It is thie that causes the Q .
white suicide rate to rise to a total level higher ) ""b”*";

than that for the black. s

Bush (1976) also acknowledged the negative effects a o -
;? of white racism on black lives. However, he thought B

that the internal cohesion of the black group was a

powerful force that allowed blacks to contend with : il. nad

the daily experience of racism. When that was




lacking, character depreclation resulted, identity
confusion increased, and suicide becamé a potential
result. Griffith et al (1589) felt that these
arguments do not explain why white males, who are
aconomically superior and presumably show . :__“ \ﬁ
substantial competitivenese, have the highest male s
suicide rate. ' f.‘ “

South Africa has been invelved in sccial unrest in

recent years as a result of growing external and : _' .

internal opposition to its pclicy of apartheid. In a

A .

review by Lester (1989) it is stated that Henry and “

Short in 1954 proposed a theory of suicide and e l
homicide. They stated that, when people in a society b o “g;
i have a clear external source to blame for their =uﬁ““ﬂ‘~4 """
conflicte, then anger and violent behaviour |

(including homicide) become more likely. In ¥ */k/

contrast, when there is no clear external éource to Q_ﬂq,
blame for problems, then depression and suicide |
becoms more common. Lester (198%) further argues

that whites in South Africa and the USA, being the
oppressors have no clear external source to bhlame : ; Vo
for their unhappiness and so should have higher L R
E rates of suicide., Blacks in both countries, being |
i the oppressed, have ¢lear external sources of blame : :;. S
for their misery and should have higher rates of '

homicide than suicide. The data of the 1960's which

were reviewed by Lester lends support to these C < aF

jideas,
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A study done by Breetzke (1988) in Cape Town showed
that whites in the study area were twenty times more
likely to commit suicide than blacks. He postulates

sevaeral reasons:

Different sat of expectations or a different world
view., Whites in Scuth Africa grow up as members of a
privileged ruling group. They enjoy high standards
of education and living and generally have high
expectations of life. They expect life to treat them
well. Thus when frustrated by trouble interpersonal
relationships or depression they are unable to cope
and see suicide as a way of solving their problems.
Whites appear to lack the resilience of blacks who

grow up expecting life to be harcsh.

Different ways of expreseing aggrrssion. The inverse
relationship between aggression turned outwards and
that directed cgalnst the self has often been noted.
Amongst black and coloured people there is a higher
inciderice of stabbing and assaults ie. aggression

turned outwards, than amcngst whites,

Black people have a propensity for expressing their
emotions in somatic symptoms. There seems to be an
association between lower sccial class and poor
education, and the scomatic expression of unpleasant
emotions. A person is less likely to cémmit guicide

if his emctions are expressed as somatic symptoms.
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Ancther factor is the much longer life expectancy of
whites than blacks. Whites become old and sick and
o o with it depression which is the chief reason for

suiclde.

The Committee oh Cuitural Psychiatry of the Group L

for the Advancement of Paychiatry has used the
conaept of acculturation te sv gest an additional
axplanatory theory of black sulclde (Griffith et al
(1989)). Acoculturation can be defined as the
adeption of a culture other than the traditional one
by virtue of the prowimity of a minority group
living within the bounds of a majority group the c

p cultural norms of which are at variance with the v E x.‘t
minority group. This usually applies when the f' RSt
minority grouvp ls less sophisticated or developed. - ‘: |
Blacks, however, already have a traditional culture L

% an¢ the influence of urbanization in the Western LT M

context represents a deviation from ox loss of
identification with their basic culture. This could
be regarded as deculturation. Culture deviance is
seen as a conseguence of deculturation. Cultural .
deviance in turn, invelves a certain acquisition of . ‘

nay cultural patterns, l.e, acculturation, and in

L el ARl

the urbanization process, probably the accuisition

o kil

of the rather amorphous norms of urban culture, \ Bz

Acculturation describes the interaction of any

dominant and ncn dominant group, and this would be Lo ot

as applicable to whites and blacks in South Africa

4 A ————
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E
as it is in the United States. AJulturation is
still subject to individual psychology, economics, 3
and politics. The committee suggest that it is the
interaction of the two groups, the degree of S
Ty
confliet between them, and the eventual style of '
adaptation of the non dominant group that determines | . -
the group'’s use of suicide. !
L
Cheetham et al (1983) found that amongst the Indian
group in South Africa deviation from cultural norms L
by younger persons and the concomitant disapproval
of relatives and/or the community appear to play a -
significant role in precipitating parasuicidal S .
Y B * .
behaviour. T T e
‘1 .
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1.6 BIOLOGY OF SUICIDE AND SUICIDE ATTEMPT

i ; ';- Roy et al (1988) in his review of the literature
quotes Cohen, "If to the psychological factors now
employed we can add relevant bilological factors and ",_: AN
their interxactions with psychosocial factors, we may -:.
be aule to davelop the causal models necessary for

the understanding, prediction, and prevention of

suicida.n

Studies of the biology of parasuicide parallel
similar studies amongst completed sulcides. Studies
have tended to focus on serotonin and its metabolite Cot
5-hydroxyindoleacetic acld (5-HIAA). Abnoymally low . AN
levels of cerebhro-spinal fluid (C8F) serotonin and
_J 5~HIAA have been correlated with suicidal behaviocur, | {
including violent completad suicide (Asherg et al b ",ff
(1976)). Brown et al (1982) in two studles of | ~

personality disordered individuals, also found that , ' : | h
patients with history of suicidal behaviour had r
gignificantly lower levels of CSF 5~HIAA. Traskman
et al (1981) reported that CSF 5-HIAA levels were i :
eignificantly lower among those patients who made

[ viclent suicide attempt (hanging, drowning,
shooting, gassing, saveral deep cuts). Marazziti st
al (1989) studied the 3H-imipramine binding o 78

paramekers (Bmax and Kd) in platelets and thelr

results supported the hypothesis that decreasad c vt

serotonin function may play a role in suicidal

y
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behaviour. Stanley et al (1989) emphasised that it
is unclear whether the abnormally low cerebral
serctonin levels related directly to sulcidal
behaviour, aggressiveness or to the severilty of
depression. However, Cheetham et al (1989) measured
5 hydroxy-tryptamine (5-HT) and 5-HIAA
goncentrations and 5-HT turnover (5-HIAA/5-HT) in 6
different brain regions and found no support for the
view that 5~HT turnover ls reduced in depressed
subjects who committed suicide. If in the future,
cerebral serctonin getivity could be easily measured
by blood sampling, a remote possibllity exists of a

bioclogical marker of suicide risk.

Disturbances of the hypothalamic-pituitary adrenal
axls have also been hypothesized, probably asz a
result of a well public .zed association of abnormal
dexamethasone supprassion and major dspression.
Dorovini- %is and Zis (1587) took a diffarant
approach to studying such abnormalities. They
welghed the adrenal glands taken at autopsy from 16
suicides and 10 gontrels who dled suddenly. Thae
adrenal weight was significantly higher in completed
sulcides than controls., Ayuso-Gutierrez el al (1%87)
were unable to associate post-daxamethasone cortisol

or dexamethasone suppression test results to

parasuicide.

£
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Korner et al (1287) were unable to find that a
blunted response to TRH correlated with later
completed suicides, confirming an earlier study.
Korpi et al (1987) were unable to correlate gamma
aminobutyric acid (GABA) conce~‘*rations in the

forebrain regions to completed suicide.

Some studies have also reported lower CSF levels of
the dopamine metabolite homovanillic acid {HVA)
among patients who have attempted suicide. Traskman
et al (1981) reported that both violent and
non-violent suicide attempts were associated with
significantly lewer levels of both CSF 5~HIAA and
CSF homovanlllie acid (HVA). Agren {1983) concluded
that CSF HVA levels were even stronger than CSF
BHIAZA levels in predicting suicidal behavicur. In
axplaining past suicide behaviour in depressed
patients Montgomery and Montgomery (1982) also found
that there was a highly significant relationship

between CSF HVA and a history of attempting suicide.

Thorell (1987) believes that electrodermal
hyporesponsivity among depressed patients might be
characteristic of the suicidal process, He studied
electrodermal activity in 25 suicidal and 34
non-suicidal depressed patients, and 59 healthy
controls. He linked extreme hyporesponsitivity to

wit
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~
suiclde attempts, regardless of whether the attempt
had been made previously or during the current

episode,
1.7 PSYCHO OGICAL ASPECTS OF SUICIDE ATTEMPT
Kreitman (1988) feels that there are strong grounds

to conclude that a substantial number, if not the

majority, of overdose patients have no formal

- psychiatric illness and for these patients a

psycholegical approach would be more appropriate.
Parker (1981) felt that although it was open to
dispute as to whether attempted suicide
{parasulcide) 1s a psychological problem rather than
a psychiatric one, it was clear that a purely
psychologiral approach can contribute much to the
understanding of the process involved. He concluded
that a substantial number if not the majority of
ovardose patients have no formal psychlatrie
illness. This substantiates RKreitman's viewpoint.
Parker (1281) supports his argument by guoting the
situation in Edinburgh where, whether due to the
vagaries of diagnosis or a change in clientele,
thare has been a steady decline in the number of
patients diagnosed psychiatrically ill attending the

Regional Peoisoning Treatment Centre (RPTC),

Edinburgh.
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Although a lot has been written concerning thie
subject, the main dlfficulty is that after the act
wany patients cannot describe clearly what their
intentions really were. This confusion of motive is
itself an important characteristic of the majority I~_:_ : \;
of patients. Sh m%

Kreitman has recognised a number of themes:

Seeking Y"interruption" in an unendurable state of
tension (Shneidman). Patients dascribe a klind ) P
reaction in which some immediate velief from a

stressful situation has been sought. a“

A "ory for help" as described by Stengel and Cook in e ﬁhg
1958. Such a reaction is commonly seen in patients . . mf"f
A with marital difficulties or other kinds of family
crises or when experiencing conflict with w ‘ff/
authorities. The explanation given by the patient is ﬁa;*t
that they were trying to secure the atktention and '
solicitude of other people in their immediate

environment, cften after more conventional means of

doing =o had falled. . _ -

There are those patients for whom the act has bheen a ; * K
means of making others around them feel anzious or ._.;. o .
: guilty, and towards whom they may express aggressive I
fealings. Sometimes this hostility is reflected by

the patient's family and friends, who may react Z o L

angrily, especially 1f the parasuicidal act is a

m’
¥ e
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repetition.

Ancther motive sometimes adduced, though often not

very explieitly, is that of testing the benevolence _
of fate. Here the patient is replicating a primitive _ "“: . -‘g
ngrial by ordeal™ in which he stakes his life in a AT i
hazardous enterprise, interpreting survival as |
evidence that destiny intended him to live. This is
sonetimes iinked with the individual's wishing teo

test his capacity for taking desperate action, ., j
rather analogous to the dangerous pranks of the

adolescent. ;‘ ' - !

Sometimes it seems that the patient intended to kill A TN
himself but was prevented either by his own : T
ignorance of the required dosage or by chance |
intervention by others.More commonly patients will LS

report an indifference as to whether or not they ‘m.,f's"mmlji
gurvive, rather than a clear decision to end their

E lives.

Kreitman emphasises that it is possible to desnribe

e -
L 13

a variety of motives underlying parasulcide, hut it
3 would be mistaken to think that most patients show

only one of the list just enumerated. In most

mutually contradictory - hence, a marked

nambivalence" to the act, usually an ambivalence L

i
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parasuicides the motives are multiple, and may be ; i ﬁ
|

|

|

between the wish to live and the wish to die. This !
|
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may be useful in deseribing the mental state of
those who actually kill themselves, since there is
evidence that many suicides had some wish to survive
even if the death wish proved the stroﬁger. Xreltman
makes it clear that the psychiatrist should have : . f: - \;
some awareness of the norms and values of the group Q.g | |
from which the individual comes and should have an

understanding of the dynamies of the patients ':;;-

psychosocial situation.

Accoriing to Mengech et al (1984) the courts in _
Kenya take a liberal attitude towards suicide P
attempters, often placing them on probation e e
following such an attempt. Hawton and Catalan (1987) j- o o
state that individuals who harm themselves should f: T ey
not ganerally be considered to be psychilatrically
ill because of their behavicur, but rather should be v '"/k/

geen as people made vulnerable by personal and ; ’@wwjj'
sonial difficulties, and remain responsible for : _ _ p
their actions.The dangers inherent in adopting a
medical attitude to attempted suicide are as great

as those involved in the opposite extreme. : :
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1.8 RISK FACTORS ASSOCIATED WITH SUICIDE ATTEMPT

one of the most demanding tésks for a psychiatrist
is the ability to assess the risk of patients who
attempt to take their lives. While suiecide risk
factors -y be useful in identifying high risk ..
groups of individuals, such criteria are far less .
useful when it comes to predicting risk in the o E
individual patient. Most of the risk factors for |
suicide are bhased on examining the risk in the long . ..“
tarm, which 1s very different from predicting short

tern risk factors. Hence the major problem that a -
clinician faces is whether or not a patient is IR
likely to commit suicide during the next few hours, <
days or weeks. Another problem with long term risk ;' -
factors is that one cannot predict future life |

events, which can alter the risk status, eg. a 15

months lose his job, start drinking heavily and

hecome divorced. A history of suicide attempt is one
of the most powerful predictors of subsequent death
by suicide. According to lmerican gtatistics of | ;
1 persons who make wisuccessful suicide attempts ‘
; approximately 1% commit suiclde each year during the : e
10 years after the attempt. Hawton (1987) feels that

this 1s a false positive rate. _ Coh

Retrospactive studies have been done on completed

suicides and ths general impression is that there is

happily married man with a good job might in a few P
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Lo a very high prevalence of veriousepsychiatgic n ,'g ' ~
disorders among these people.

1.2.1 AGE AND SEX

Mengech (1984} in his study on parasuicide in . L
Nairobi found the male:female ratio to be 1:1.3. -
Efrayeka (1984) in his study in Nigeria feound the ] .;ﬁ*.'
male:female ratioc to be 1:1.2. Peiger et al (1987)

at Medunsa hospital found a ratio of 1:1.4. In his

article Peiser quotes that Kehce and Aﬁbot in Canada

reported a male:female ratio of 1:4 and that ‘\;
Bancroft et al in England (Oxford) found a ' .,. e
male:female ratio of 1:2, and O'Brien a ratio of 1:2 o =,
in the United States fBoston). Hence it appears that . '.glfﬂkug
in all countries there is a preponderance of females ;s
vver mnales, In developed countries this ratio is b 4/f/
greater. In a study done by Merril at al (1987) in ;, ‘r-g
Birmingham they compared relf poisoniang between the . 4
‘] West Indian and white population groups and reported : |
a similar ratio amongst the whites of 1:1,5 and

amongst the West Indians to be 1:2.7. o

-

Pederson et al (1973) in his study in Monroe County,
j New York, compared white and non-white suicide . P
attempters and reported the male:female ratio i A

amony, t the whitea to be 1:3 and amongst the i

non-whites to be 1:6. :'-\' ok
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.2 s _ £ In the Nairobi study minety percent of the patjents ';' "j‘ﬁj i;‘
- . were below the age of 40 years, with 76% betwean ’ :
- - 16=-3C vears. The youngest patient was a 14 year old
‘l:!.;. girl, Peiser (1987) in his study concluded that the C ’.;"”

) age distribution fluctuated between 11 and 15 vears, '  .;_ L
.q with an average of 22,4 years. The highest . | 1
perc-tage of both male and females was between the R

ages of 15 and 19 years. Minnaar et al (1980} found

the male:female to be 1:3 and that the peak age

anong South African whites was betwean 20 and 29 . .

Ry

years. Pederson recorded that 82% of whites and 94%

of non-whites were in the 15-44 Year age range. .;n

VAR

Merrill et al (1987) found that while the mean age P

of males and females in the West Indian group was o . .HQ
equal {15 to 19 years),lt was different in the white

group (males 25 to 29 years and females 15 to 19

e a1 i a B

g =

picture in Oxford City were the highest rates for

»
W
F
years). Hawton and Catalan (1987} found a similar b ’-/fa
it
. |
males was in the 30-34 year age group and for

I3
) L
"k 4

females in the 15-19 year age group.
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“quicifie g¥¥Pypt has become a major problem amongst

teenagers in whom self poisoning is most common.
Hawton (1987} found a higher‘praponderanca of female
attempters among adclescents than adults. He has put

forward three possibilities for this:

Glirls may mature and face problems of adulthood,
gsuch as brokoen relationships with hoyfriends,
earlier than boys. These are the problems which most

commonly precipitate attempts by teenagers.

Self-polsoning may be & more acceptable coping
atrategy for girls than for boys. Thus, boys only
seem to resort to suicidal behaviour in the face of

extreme difficulties.

Boys may have better access to alternative outlets
for dealing with distress, such as aggfaasiva

behaviour or alcohol abuse.

Suicide attempt is relatively rare under the age of
12 years and there have only been a few isolated
cases in a younger age group. However it should be
remembered that attempts by children are far nore

llkely to go unrecognised than those by adults

{Hawton (1587)).
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Some postulations have been nade as to why suicide
attempts become increasingly common after the age of

12 years:

one important factor may be that the concept of
death develops late in childhood, with full
awareness of the implications of death not being
gained until sarly adolescence {Plaget (1960)).
Possibly, serious impulses towards sulcidal
behavicur do net ocour until the concept of death

nas developed,

Other factors which have heen suggested by Hawton
(1987) ineclude the rarity of depression in children,
their close integratioh within the fanily, and the
necessity for a marked degree of cognitivas
maturation before a child can develop feelings such
as despalr and hopelessnsss, However, thils can
hardly be true for a lot of children especially

among the black community of South Africa.

«f
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1.8.2 SOCIO~ECONOMIC CHARACTERISTICS

Membership of the lower socilo-economic classes has
been long recognised as one of the factors inversely
correlated to completed suilclde (Breetzke (1988)),.
He found in Cape Town that even though the majority
of completed suicldes were from the lower social
claszes, the suiclde rates were lower in those
racial groups with a preponderance of people in the
lower social strata. In Oxford in 1980 to 1982, the
rate in seoclal Class V was more than eight times
that in soclal classes I and IX, while in Edinburgh
there was a twelve fold difference in the rate

(Platt et al (1988)).

Although there is substantial evidence that the risk
of completed suicide is increased among unemployed
men, and to a lesser extent among unemployed women
{Platt (1%84))}, it is unclear to what extent
unemployment itself contributes to sujicide riek.
Platt et al (1984) speculata that the unemployed
individual considers himself less soclally
stigmatised and personally deviant in social
gituations or contexts of high unemployment than in
situations of low unemployment. Consequently, the
paycheleogical impact of unemployment may be
significantly less marked in high rate unemployment

areas, 1ln years of economnic recession, and in age

groups and soclal glasses where unenployment is
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a relatively common experience.

Prolonged unemployment may be a significant
predisposing factor in suicidal behaviour bacause it
leads to an increase in family tensions, arguments
and violence; more depression and hopelessness;
increasing igolation from others; changes in role
gtructure within the Ffamily; financial hardship and
naterial deprivation; loss of self esteem and self
confidencea, feelings of reduced self worth; or any
gonb pation . 7 these sequelaa, A provoking agent
(e.g. argument with spouse) would be more likely to
Jead to parasuicide in the presence of unemployment,

than in its absence (Platt {1986)).

Hawton et al (19286) in their discussion of the
research ev:dernce from Oxford and Edinburgh,
vonaider the possibility of an indirect causal link
whereby unempioyment may precipitate or exacerbate
factors known ta increase the risk of suicidal
behaviour, such as social and interpersonal
diffloulties, poverty and psychiatric disorders. The
findings of a higher prevalence of paychiatric
treatment and alcooholism among unemployed and higher
risks of parasuicide in the long terxrm unemployed
would be pradicted by such an indirect causal link.

Another explaration ¢ould be that both unemployment

and parasuicide are causally related to a third
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factor namely, the "psycholoqisglly vulnerable®,
aince psychiatric illness seemed to be responsible
for both unemployment and sulcide in most cases.
However, in some individuals, unemnloyment may also
have exacerbated a pre-existing psychiatric
condition and thereby increasing the risk of
suicide.

Mevertheless, unemployment is a risk factor for
suicide among individuals with psychia?ric
disorders, irrespective of the nature of this

association (Roy (1982)).
1.8.3 ALCOHCL

The association between alcohol abuse and suicidal
behaviour has long been recognised. The associatlon
between aleoholism and completed suicide has been

particularly well documented (Hawton et al (1989%).

In Oxford in 1984, alcohol was consumed during ﬁhe
Kact? in approximately 25% of attempts; and in more
of those made by men than by women. Alcochol is often
consuned shortly bafore an attempt (dawton ard
catalan (1987)). Hawton et al (158%) state that
while it is recognised that alcohol depandence is
comnon among sulcide attemwpters, rather less
attention has been pald to the nature of the

assooiation between attempted sulcide, alcchol use

and abuse.
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According to Kreitman (1988), the risk of eventual
death by sulcide among alcoholics hasz been variably
gquoted by different workers using different
definitions of alocholism, but & figure of 5 to 10
% over a five year follow up period for nmale
alccholice treated by a paychiatrist appearz to be a
modest estimate. The maximum risk appears to be
within the first few years following contact with

psychiatric services,

Hawton et al (1589), in their study found a higher
rate of repetiticon of suicide attempts amongst
alcoholics than non alecoholics. This finding is in
keeping with other studies and is particularly
significant because thare ls increased risk of
eventual death in those who repeat attempts (Hawton

(1987)) .

A marked associatlon between unemployment and
alcoholism among suicide attempters has been found
but it is not possible to say, for example, whether
unemployment increases the risk of alccholism, and
hence of suicide attempts, or whether high rates of
alocholism and attempted suicide among.the
unemployed is a reflection of tlie fact that people
with emotional and psychiatric problems (including
alcohol abuse) are more likely to become unemployed

(Hawton et al (1989)).
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1.9 CLINICAL ASPECTS

Kreitman (1988) concludes that an appreciable
ninority of patients show no evident psychopathology
apart from their parasuicidal behaviour, and these
people are basically normal individuals subjected to
acute situational stresses. The psychiatric
abnormalities that he found were adolescent turmoil,
minor reactive depressions being particularly common
amonyg young people, personality disorders and
alccholism. Epllepsy and mental defect were
represented more commonly than among the population

at large.

Hawton and Catalan (1987) found that only 5 to 8% of
attempted suicide patients suffered from severe
psychiatric illnesses. Although many pgtients who
take overdoses have recently experienced situational
disturbances, for nost of these patients the
reactions are mild and mostly take the form of
*depression". The disturbances were usually
relativaly transient and secondary to the types of

diffioulty experienced in their lives.

People suffering from a psychiatric illlness are more
likely to kill themnselves.
Retreospective studies, both British and American,

suggest that over 50% of conmpletad auiéides have
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suffered from a dlagnosable mental illness at =some
time, but this was often not recognised or was
inadequately treated. Barraclough et al (1974) in
their study of a series of 100 individuals who
killed themselves found 70% were thought to have
been suffering from depression, 15% from alcoholism,

3% from schizophrenia and 5% from other conditions.

1.9.1 AFFECTIVE DISORDERS

The most replicable risk factor for suicide is
depression. Patients treatsd by psychiatrists for a
primary affective disorder have approximately 30
times the risk of dying by suicide than the given
population and if these cases are followed up for
tha rest of their lives, then 15% will die by
suicide (Guze et al (1970)). In short~term follow-up
the incidence varies considerably. The risk of
completed suicide is highest relatively early in the
course of the disorder and that, unsurprisingly,

suicides usually occur during episodes of depresalon

rather than during ramission.
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Barraclough et al (1975) compared &4 suicides
diagnosed retrospectively as having depression with
128 living depressed individuals and found the
following characteristics more common: male sex,
older age (in females), single status, living alone,

and having a history of suicide attempts.

In a study of 1593 patients with unipolar and
bipolar affective disorders, Black et al (1988)
found that primary, secondary and bipolar
depressions carry similar risk for suicide, and that
patients with psychotiec affective diso;ders have a
ginilar suicide risk to those with non-pgychotic
affective disorders. They also found a lower sulcide
risk among bipolar manic patients, while depressed
bipolar patients have a suicide rate similar to that

of unipolar patients.

In contrast to Black et al's findings Roose &t al
{1983) reported the risk for sulcide in delusional
depression to be 5,3 times as high as in
nondelusional depression. Their finding was based on
a retrospective study of patients who committed
suicide in a New York hospital over a 55 year
pericd. Of the 14 patients with unipolar endogenous
depression who committed suicide, 10 were
delusional. They further concluded that delusions
ware among the most powearful predictors of sulcide

in patients with endogenous depression. Based,
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in part, on previous research suggesting that
delusional depression 1s a distinct clinical
syndrome, the investigators hypothesized that the
higher rate of suicide may be an intrinsic part of
the delusional depressive syndrome. However,
evidence for a delusional depressive syndrome is

poor.

Hopelessness or negative expectations about the
future, has long been emphasized as one of the most
important factors leading to sulcide in depressed
individuals. Beck et al (1985} state that according
to Back's formulation, hopeleesness is a core
characteristic of depression and serves as the link
betweer depression and suicide. Furthermore,
hopelessness associated with other peyshiatric
disorders also predispeses the patient to sulcidal

behaviour.
1.9.2 SCHIZOPHRENIA

The risk of suicide among individuals with
schizophrenia is uncertain because of varying
diagnostic criteria used. Miles (1977) reviewed a
series of follow-up studies, most of which used
different dizgnestic eriteria, and estimated that
10% of schizophrenios died by sulcide: The risk of

suicide was particularly high during the early years

of the illnaess.
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Drake et a. (1984) found that all of a series of
schizophrenic é&icides occurred during a relatively - .1 ',
non- psychotie phase of the illness. Most of the e 57
suicides hiad attained a relatively high level of Lot “

educational status prior to the illness, were living o r;f

alone and had previously expressed suicldal intent. Y
They tended to have high non-delusional expectations o
of themsalves, were largely aware cf the effects of
their illness and its consequencas for their future

functicning and tended to bhe depressed, particularly . ,."

T RS U SR

with feelings of inadequacy, hopelessness and

suicidal ideas, rather than blological features of
depression. They found three variables that were : -~
especially important in predicting suilcide i.e. _ L

namely fears of mental disintegration, suicidal -~

threats and hopelessness. Salama (1988) did a study PR
in Illinois and also found a high premorbid -

achievement and high expectations among h.s - _,f{

patients. Because of their illness they felt . .

inadequate and were frightened about further ' ; f..
deterioration, dependence on families and possible - "
lifelong institutionalization. This resulted in ' " -

depression.

tao

These findings emphasise the need for schizophrenic i

Y

patients to receive long-term support and also .

careful surveillance during semission as well as . o

during relapse.
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’ s 1.9.3 PERSONALITY DISORI

» [, § ]
Little is known about the risk of smuicide in people
with abnormal personalities because in the few
studies that hzve been done the results are
conflicting. A likely reason for the paucity of
studies in this area is the issue of personality
assessment in this population. The unreliahility of
this group in providing objective information was
one of the constraints upon such an inquiry (Casey
(1989} ).
Barraclough et al (1574) found personality disorders

] to be relatively common among completed suicides.

i

ovenstone et al (1974) concluded that 10% of
completed suicides suffer from sociopathic
disorders. and that 52% of men and 44% of women who

committed suiclde had a personality disorder of some

type.

Borderline personality disorder is frequently
concurrent with other psychiatric disordexrs, and
gome preliminary studies have suggested that its
comorbidity with affective disorder and substance
abuse increases the lethality and frequency of

suicide attempts (Fyer et al (1988}).

Ross et al (1989) found that patients with multiple

personality digorders who attempted suicide

experienced more physical abuse and rape than those
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who did not attemgp suicide. They alse received more
r ” " » ”
other perychiatric diagnoses, more inpatient
treatment and more psychotropic medlcation. They
spend twice as long in the mental health eystem
prior to diagnoses and have twice as many identified

personality disorders.

Ingividuals most at risk are probably those who show
marked lability of mood, aggressiveness, impulsivity
and those who have become alienated from their
peers, aspecially if this picture is complicated by
alcohoel or drug abuse (Hawten (1987)).

1.9.4 NEUROSES

Neurosis is often regarded as a prolonged and
irritating condition which ocours independent of or
alongside somatic illhess and makes management more
diffionit. It 1ls ususally a benign condition and
thought to bo a very rave gause of death. Sims et al
(1978) in reviewing the lilterature and also in their
study demonstrated that a variety of neurotic
conditions had an increased risk of suicide. They
found the relative risk in comparison with the
genaral population to be 1..7:1 l.e. for accldental
death the relative risk to be 5.4:1 and that for

suiolde in particular to b 6.1:L.
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Weiseman et al (1989) found the risk of attempted
suicide among panic disecrders to be about 20% but
Coryell (198l) found the rate in obgessive
cempulsive disorder to be much lower. Unfortunately,
further information is lacking regarding the
specific characteristice of patients with neurcses

who are at particular risk for suicide.
1.9.5 EPILEPSY

Mendez et al (1989) found the risk of completed
suicide among epileptics to be 4 or 5 times greater
than among non-~epileptics. According to Parraclough
{1987) temporal lobe epilepsy (TLE) and severe
epilepsy or epllepsy with handicap carrled a greatly
increased risk of suicide, 25 times in tha cvase of
TLE and 5 times for severe epllepsy.

The reasons for this inoreased risk are not olear
and Mendez et al (1989) in reviewing the literature
found the following reasons glven: Paychological
influences such as social stigmatization and
increased job and marital difficulties; Seizure
variables such as fregquent poorly controlled
selzures * 1d the presence of frightening or
affective auras; Anticonvulsant factors such as
medication induced cognitive changes and the easy
avallabllity of potentially lethal drugs. Sulcides

may rasult from the higher prevalence of specific
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psychopathologic factors, such as psychoses
personality disorders and endogenous depression.
But Mendez et al (1989) from their study
hypothesised that suicide attempts in epileptics
occurred as a symptom of inter-ictal
psychopathologic factors and not primarily as a
reaction to the chronlc psychosocial stressors of
having epllepsy, speclfic seizure factors, or tha

o :gnitive effects of anticonvulsant medication.

1.10 TREATMENT AND PREVENTION

Prevention of sulcide is the ultimate goal of
treatment. Most patients who take overdoses or
injure themselves do not reguire psychiatric
inpatient care because they are able to take
responsibility for themselves or have sufficlent
suppert avallable. Howevar, these patients should be
offerad further help of one kind or another. Most
self~polasoning patients are reacting to crises in
interpersonal relationzhips and f£ind it diffiouit to
sort out their life problems in a clear way. Crisis
interventinrn in these cases appeavs to be the most
effective form of treatment especially if the
approach is a clear and simple one.

Ideally, the aims of treatment are to help the
patient obtain resolution of the crisis which
preciplitated the overdose, alleviation of social and

personal problems and a grsater ability to cope with
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gimilayr situations in the future.

In the management of self-poisoning patients it is
seldom necessary to introduce psychotrépic drugs,
More often than not it is necessary to conasider
stopping psychotropie drugs already pregcribed. Suzh
drugs have often been inappropriately prescribed and
also have been used in the overdose. Psychotropic
drugs should only be presoribed for spacific reasons
a.g. in the evidence of significant depression which
is severely liwmiting coping ability. When
antidepressants are prescribed, the amount given
should be restricted to a minimum with the
prescription reviewed, at say weekly intervals,
during the acute stage. The question of prescribing
psychotropics to those with personality disorders
and especially to those who have previously taken an
overdase, should be carefully considered. Problems
in personal relationships are unlikely to be altered
directlf by medication unless such problems are
sacondary to a mood disturbance, There are few
indications for tranguillizers in people who are
experiencing personal and interpexrsonal problens.
Nonetheless, brief counselling is said to be at
least as effective as medication in most people

facing such problems (Hawton & catalan’ (1987)).
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Beck et al (1985) felt that the therapeutic i TR

interventions that reduced hopelessness most rapildly

¥
. SN SRR TN

may alsc lower suicidal potential. He found evidence

in the literature that cognitive therapy helped in

lowering hopelessness faster than did B S
pharmacotherapy. That the «ffact of cognitive
therapy may be relatively enduring and. thus provide e ' :ﬂ:
a more prolonged protection against suicide is T ‘
supported by studiles that show a lower relapse rata _ e

among patisnts treated wltu cognitive therapy than -

with antidepressant treatmwent (Kovacs et al (1%81)). ‘ T' ' 1
-
Hassanyeh et al (1981) in their opinion feel that it N
is unlikely that all the help avallable will reduce N nmﬁéuan
the overdose rate to below a certain level. Taking 5 ' !:“f_%__:
an overdose 1o /adays, seemg to be less unaccepta! .e  _- ,‘ﬂ% :ﬁ. l
than it used to be. | :‘ o \~
. L. \ﬂing
Nonetheless, it is important that the following . nw*{ e
features should alert the physician or health wurker ] s 'ﬁ
when aswsessing a sulcidal patient: age 45 years ox !r”* y E
more; male sex; unemployed or retired; separated, . o i
divorced or widowed; living alone; poor physical . th R
health; received medical treatment within six 5 oo
months; psychiatric disorder including depressed % . - .
nood aleoholism and a history of a previous suiclde ; RPN

attempt. ; : |
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THE STURY

2.1 DESIGN

This is a retrospective, prospactive, descriptive
study. Data were obtained by reviewing psychiatric
records of hospital patients and interviewing these
patients after a minimum peried of six montha post

hospitalisation.

2.2 SAMPLE

All cases of attempted sulcide seen in the
peychiatric department at Baragwanath Hospital over
the six month perieod [January - June 1989] were

included in the sample,

Baragwanath hospital is a teaching centre attached
to the University of Witwatersrand, It has
approximately 3700 bheds and is the only provincilal
hoopital serving the Black population of Soweto of
approximately. 3 million people. The psychiatric
department at this hospital is a relatively new one
with a full time psychiatrist and one registrar
present only from the latter part of 158%. At the
tilme of the study there was no psychlatric ward and

the service was on a consultative bases only.
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2t this hospital, patients who make a suicide,

uttempt are first seen by ilne casualty officer and S

then, are either discharged with or without a ;"; S

referral to psychiatry or admitted to a medical or : .=‘ ; . _._&
o

gurgical ward. Deperding on the discretion of the S

ward doctors some of these patients are then
referred to the psychiatric clinic for assessment b o E :
and management. All patients were not necessarily ' -

E

1
referred and also patients seen by private A : %
practitioners were not included in the study. . , 5 ]
' !

1

|

i

2.3 METHOD ,
-
) \“\. - H
A data schedule (appendix I) was drawn up and v N
< : ‘I"l_
information was obtained from the psychiatric files . fﬁ
LT T ey
of patients. An attempt was made to contact these " Lo
people at least six months after the sulcide |- | | j
: attempt. All information was collected by the © S 3j
: M
author. ;fnhﬂf i
: 4
; f . - S
' :




2,3.1 Retrospective information on the following
clinical variasbles was recorded in the data schedule
by the author.

a) The age of the patient.

b) The gender

¢) The month of attempt

d} The different methods of suicide atﬁempt e.g.
ingestion, hanging, burning, cutting, and other.

e) The agent ingested.

£f) Whether previous suicide attempts had been made.
g) Family history of suicide attempt.

h) The preobability of discovery of the suicide
attempt ranging from a high probability, to medium,
to low, teo unknown.

i} Precipitating factors involved, such as
interpersonal dispute, financial problems,problems
related to work or school, medical or drug problems.
j3) A history cf alcohol ingestion pricf to the
attenmpt.

k) Past history of psychiatric problems.

1) Present psychiatric diagnoses, if any, such as
psychoses, depression, personality traits/disorders,
or just a transient situational disorder.

n) Pharmacologlcal tyeatment given,if any.

n) Referral to social services, if any, such as
psychologist, social worker or occcupational
therapist.

©) Any follow up appointment given and 1f this was

kept.
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The follow up of patients after a minimum of six
months to establish if they had reattempted suicide
or not, constituted the prospective aspect of the

study.
2.4 STATISTICAL ANALYSES

Descriptive statistics in the form of frequency
distributions were computed.'on interval and ratio
data means and standard deviations were calculated.
On continuous data t tests were used to compare
means of groups. Chi-square analyses were computed
for the relationships between the categorical

! variables. Where cell frequencies were low, i.e.
2.: less than 5, appropriate categories were combined.
: E In the case of 2 X 2 contingency tables with low
cell freguencies the Fisher's Exact Test was used.
; The coefficient of contingency was calculated to

1 show the magnitude of the significant relationships.

Graphical representations of relevant distribution

and relationships were presented.
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"

o : _ 2.5 THE RESULTS

'

: A total of 1377 patients were seen at the o .

F _ psychiatric department in this time period. One > B ,  ;;

b : hundred ané thirty patients were suitable for the . {;1- - f
study. L -_\w

I ; i Lo it j
2.5.1 AGE AND SEX . X \

The age range for the total populatiosn-was 13 years L
to 50 years. Thirtv nine (30%) of the patients were

in the age group 12-19 years, 60 (46%) between 20-29

years, 24 (18%) between 30-39 years, and 8 (6%) were ‘\JK“ i
40 years and over. Table I shows the relationship of : { ﬂkﬂ“{h 5
age to gender. There were 41 males and 8% females, a 1'* ;ﬁmﬂf; “3%

! ratio of 1:2.2. Highest age specific rates among ?; Ifth o

I females occurred in the 20-29 vear olds, and f-? "

i declined markedly thereafter, whereas for malas the L. \i,ff j
peak rates were in the 20-29 and 30-39 year age ;; ”‘V,ﬁ **** ;:i%
groups with a marked decline after the age of 40 E ; 5' _{

_4 vears., The mean age of the men was 26.85 years, ;ga {

compared with 23.6 years for women. Although the L
males tended to be clder than the femalzs the age i
difference is not significant (t = 1,16 ; df = 128 ;

p >0,05). Co

ol
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TABLE I: RELATIONSHIP BETWEEN AGE AND GENDER
IN SUICIDE ATTEMPTERS
AGE FREQ PERCENT MALES FEMALES
12-19 YRS 39 30% 11 (28%) | 28 (72%)
20-29 YRS 59 46% 14 (24%) | 45 (76%)
30-39¥RS 24 18% 13 (54%) 11 (46%)
40 YRS & 8 6% 3 (37,5%) |5 (62,5%)
OVER
MEAN AGH 26.85 . 3.60 H
j
2.5.2 MOMTH OF ATTEMPT
1
4
} Table II shows the fluctuations of attempted
suicide in the six month pericd. The largest
1
. percentage occurred in January (21%) with a slow
‘1 decline towards June (11%).
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3 _ S TABLE IX: SEASONAL VARIATION IN StlJ'ICIDE ATTEMPTS e .

MONTH FREQUEKRCY PERCENTAGE

- o JANUARY 27 21

FEBRUARY 21 16

rn
L
, gﬂfq; A

P O o

]
Ny

MARCH 24 18.5 S R

i APRIL 23 17.5

MAY 21 16

JUNE 14 i1

M. j 2.5.3 METHOD OF ATTEMPT

2As ghown in Diagram 1 self-poisoning was the

gli _ 3 predoeminant. method used in the suicide attempt e
| 4 (83%) . More females (77%) than males (23%) used this
methed of suleclde attempt. Although 5% (6 patiznts)

used cutting as a method, in nome of these cases was

it the typical wrist cutting seen amongst people
r .- wlth personality problems. In the 2 cases listed as . .
% other in the diagram, the one ran in front ¢. a car

and the other was found on the roof of a house. Of

[

4 ] the males in the study, 61% used lngestion as a
method and 39% used the other methods (Diagram 2a) : B O
whersas, 93% of the females ingested a substance and

only 7% used the other methods (Diagram 2b).
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- signﬁgiqaptly mgﬁsnﬁales than females (73%), used
mathods othar than self-poisoning (chi sgquare =20.8;
df=1; p<0,08). The total mean ages as well as that
for males and females for each of the methods is
shown in Table TII. The pecple that self-poisoned
themselves tended to be younger with a mean age of
24,14 years (S.D. 7.66). The males tonded to be
older in each of the categories except for hanging,

although not significantly so (p > 0.085).

i
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DIAGRAM 2
METHOD OF ATTEMPT
IN MALES AND FEMALES
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TABLE IXII: RELATIONSHIP BETWEEN METHOD OF ATTEMPT
BY GENDER AND MEAN AGE
METHOD OF MEAN AGE | MEAN AGE TOTAL MEAN
ATTEMPT MALES FEMALES AGE & S5.D.
INGESTION 26,44 23.45 24.14 (7.¢6)
HANGING 25,50 24 00 24.86 (9.51)
BURNING 30.40 26.50 29.29 (9.50)
CUTTING 27.00 29.00 27.33 (6.77)
OTHER 25.50 —— 25.50 (0.71)
¥ ':.a--""-..'f.'
. . u*
]
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2.5.4 AGENT INGESTED : "‘h‘ '

Pahte IV shows the freguency of the different .
sukutances ingested and its relationship to gender. S ..
Seventy (65%) of the patients used substances that ="ffi

were readily available in the environment, these
being cleaning materials (jik, javel, bleach,
paraffin), pesticides, corrosive substances {battery
acid and thinners). Females made up 81% of this
group. No patients in this study used alcohol as a
self-poisoning substance. Thirty eight (33%) of

patients took prescription, over the counter and

street drugs. Of these, 9 took non-narcotic : “w;w
analgesics; 1 took a benzodiazepine (BZD); 2 _— ?H“x;u
overdosed on mandrax and 7 ingested more than one , ) ., L
drug. Of the remaining 15 patients, 5 took a : Wi
solution for external use, 4 took ' '.*T ,_
anti-inflammatories, 3 took multivitamine and 3 ;f ',ff_
ground glass (included as other in Table IV). Males - e
made up 32% of this o1 up. i ;
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TABLE IV: RELATIONSHIP OF AGENT TNGESTED BY
FREQUENCY, GENDER AND MEAN AGE.

AGENT FREQ MALE FEMALE MEAN AGE
HOUSEHOLD | 45 (42%) | 6 (13%) |39 (87%) | 22.89(5.5)
PESTICIDE |12 {11%) | 3 fzs%) 9 (75%) | 26.42(9.7)
CORROSIVE |13 (12%) |4 (318) |o (eo%) |28.15(8.8)
ALCOHOL - - - o

NON NARC o (8%) 1 (11%) 8 (89%) 21.44(8.3)
ANXIOLYT |1 (1%) |1 (100%) - 44,00
ANTIDEER 2 (2%) — 4 (100%) 20.00(2.8)
ANTICONV |4 (4%) - 4 (100%) | 26.75(1.5)
OTHER 165(14%) |7 (47%) |8 (53%) |26.53(8.7)
MULTIPLE |5 (4%) |1 (20%) |4 (80%) |21.60(4.4)
MANDRAX 2 (2%) |2 (2008) [ ~-- 22.00(9.9)
TOTAL 108 25 83

NOTE: NON NARC = NON NARCOTICS.

ANXIOLYT = ANXIOLYTIC

ANTICONV = ANTICONVULSANTS

ANTIDEP = ANTIDEPRESSANT.
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The cne patient who overdosed on a benzodiazepine
w2s a 44 year old male wyhereas the two that took an ;. ' ;i:
antidepressant were both females with a mean age .- ' -
20,00 years (S.D. 2.83). The 4 patients that took I
anticonvulsants were all young females - mean age i i;}"
16.75 years (5D 1.5).The group that toock corrosive

} : . substances had the highest mean age, 28.15 years (SD
8.82). Ko significant difference (p > 0.05) was
found betwean the mean ages of those who used

i readily available substances (mean age 24.47 S.D.
7.25) and those that took prescribed drugs (mean age

23.53 §.D. 8.42)

2.5.5 PREVIOUS SUICIDE ATTEMPTS AND PAST v N
PSYCHIATRIC HISTORY .

...........

i

LY

DIAGRAM 3 shows the frequency of suicide attempts.  b7 _

For 116 (89%) of the people thisz was their first ?T ‘//f '
X attempt. Of the 14 (11%) patients who had made i”””“fﬁ& -
previoue suicide attempts, for 9 (7%) this was their :
2nd attempt, for 2 (1.5%) patients this was their ';hﬁ
3rd attempt, for another 2 (1.5%) it was their 4th :

attempt and 1 (1%) patient made more than 4

'
+ -

’!;

attempts.

L

Diagram 4a & b show the frequency of aﬁtempts in

males and females respectively. Although a female ',
preponderance of 69% was found among first time

attempters this was not significant ( p > 0.1).
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DIAGRAM 3
NUMBER OF SUICIDE ATTEMPTS
AND THEIR FREQUENCY

2ND ATTEMPT 7%

......

8RAD ATTEMPT 2% B
4TH ATTEMPT 2% 3§

>4 ATTEMPTS 1%
18T ATTEMPT 89%

| LSRN - 2 .
- ?' f "!’ .‘ ..
f" | ?i‘ .'...
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D) FEMALES

DIAGRAM 4
FREQUENCY OF SUICIDE ATTEMPTS

IN MALES AND FEMALES

a) MALES
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TABLE V: RELATIONSHIP BETWEEN NUMBER OF

SUICIDE ATTEMPTS BY MEAN AGES.

NUMBER OF

SUICIDE MEAN AGE IN YEARS

ATTEMPTS MATE FEMALE TOTAL(S.D. )
1 25.97(8.34) zs.dz(?;43) 24.49(7.75)
2 30.33(4.16) | 24.17(5.34) |26.22(5.63)
3 -— 17.00(1.41) | 17.00(1.41)
4 31.00 15,00 23,00(11.3)
>4 4i.00 — 44.00

The patients that made more than one suicide attempt
ranged from 13 years to 50 years with a mean age of
23,82 years (S.D. 7.43) for females and 25.97 years
{8.D. 8,34) for males. The total mean age was 24.49
years [SD 7.75). The patients that made more than
one suicide attempt ranged between 15 years and 45
years with a mean age of 21.56 years for females and
33.20 years for males. However, it is important to
note that there is a significant reaction between
re-attempt and gender on age i.e. the association of
re~attempt and age depends on gender (p < 0.5).
TABLE V shows the mean ages for males ané females

according to the number of attempts. Whereas those

males that made wmore than one attempt tend to be
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older than those who made first attempts. Faqqiqf
that made meore than one attempt tend to be younger

than those that attempt only once.

Although 83% of first attempters and 86% of “hose
patients who made more than onae ohtempt used
ingestion as a methorl. The difference was not

gignificant (p > 0.5).

Twalve (9%) patients had some contact previously
with psychiatric services. No sexual preponderance
was found. A significant number (33%) of the
patients who had psychlatrie treatment had made more

than cne suicide attempt (p < 0.05).

2.5.6 FAMILY HISTORY

In only 3% »f the cases wasr a positive family
history of suicide attempt established. Their ages
ranged between 16 years and 30 years with a mean age
of 24.25 years (5D 6.02). In 2% of patients no

information concerning family history was availakle,

at
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2.5.7 PROBABILITY OF DISCOVERY

Diagram & shows the probabilities of discovery. In
63 (49%) of the cases it was highly probab:e that
the attempt would ba discovered. The patient either

told cthers of the attempt immediately or soon after

an cverdose was taker, or it had actual.y been done
in front of others, or the patient's suicidal
beshaviour had been noticeable to others, In 31 (24%)
of the cases a signifi~ant person (a spouse, a
relative or a friend) had been in the immediate
vicinity (generally elsewhere in the house) at the
time of the attempt. In 15 (12%) of the cases it was
considered highly improbable that the attempt would
be discovered. The patient usually made sure that neo
one would be avound and it was only by accident that
he or sha had been found. In 20 (15%) of the cases
the probability of discovery by others could not be

ascertained as information was inadequate.
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was not significant (p > 0.05}.

TO GENDER AND MEAN AGE.

Table VI tabulates the probability of discovery by

gender and wmean ages. In the high probability group
the age ranged between 15 and 45 years and that for
the low probability hetween 16 to 50 yaars. The

relationship of probability of discovery to gender

TABLE VI: RELATIONSHIP OF PROBABILITY OF DISCOVERY

PROBABILITY | F EQ MALE FEMALE | MEAN AGE
HIGH 63(49%) | 16(25%) | 47(75%) | 24.97
MEDIUM 31(24%) | 12(39%) | 19(61%) | 24.40
Low 16(12%) | 5(31%) | 11(e9%) | 24.50
UNKNOWN 20(15%) | 8(40%) | 12(60%) | 23.95

discoveary.

i

Table VII presents the method of attempt by

probability of discovery of the suicide attempt.
Ingestion was as common in the lower probabllities

of discovery as in the higher probabilities of

Loas

F N
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TABLE VII: THE RELATIONSHIP OF METHOD OF ATTEMPY
BY PROBABILITY OF DISCOVERY. R

PROBABILITY L '
B P |
METHOD | FREQ N
HIGH MEDIUM LOW TUNEKNOWN .
INGEST 108 56(52%) | 23(21%) | 33(12%) | 16(15%) fo S
HANGING 7 3(43%) | 1(14%) | 1(14%) | 2(29%) '%“
BURNING 7 3(43%) | 3(43%) - 1(14%)
CUTTING 6 1(37%) | 3(50%) | 2(33%) - '
OTHER 2 - 1(50%) - 1(50%) L~
. "‘*.H\
< Mx“;.
2.5,8 ALCOHOL AND DRUGS - [,
Thirty (23%) of the patients had taken alcohol prior - /‘
to the auvicide attempt. Signiflcantly more males et & ST
{67%) were under the influence of alcchol at the ‘, .. -
A
time of the attempt (p < 0.901). 'The mean age of s
those patients under the influence of alcohol at the x
time of attempt was 28 years fur malas and 29 years S
for females,
- 0’
)
§
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2.5.9 PRECIPITATING FACTORS

Table VIIX tabulates the precipitating factors, its
frequency and its relationship to gender. Ninety-one
(70%) gave interpersonal dispute as the
precipitating factor. In 47 (36%) the conflict was
with a spouse, a close relative or a membar of the
extended family, and in 44 {34%) cases the conflict
involved a lover or romantic attachment. Five
percent of the patients experienced financial
problems, 3% could not cope with problems at work on
schocl, 9% had madical problems which they could not
accept or could not cope with and in 9% it was
related to mubstance abuse. Included in the 5% of
cases (listed as other in the table), a 16 year old
girl was almost raped, a 22 year old female
couplained of primary infertility, one patient had
accommodation problems, one made the suiecide attempt
after the accidental death of a friend and 2
patients attempted sulcide because of unwanted

pregnancies.

Significantly more females (87%) than males {34%)

made a suicide attempt because of interpersonal

dispute {p < 0.001).
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TABLE VIII: THE RELATTONSHIP BETWEEN PRECIPITATING

FACTORS, FREQUENCY AND GENDER.

PRECIPITANT FREQ MALE FEMALE I
I ;
INTERPFRSONAL \\
GROUP I 47 (36%) 7 {15%) 40 (85%)
GROUP II 44 {34%) 7 (16%) 37 (B4%) _ '
FINANCIAL 6 (5%) 6 (100%) —— "
' y
SCHOOL/WORK 4 (3%) 3 (75%) 1 (25%) :
MEDICAL 11 (8.5%) 7 (64%) 4 (36%) .
. ~.
SUBST. ABUSE 11 (8.5%) g (82%) 2 (18%) S~
: -.
% S
OTHER 7 (5%) 2 (29%) 5 (71%) © L T
' F
NOTE: GROUP ONE = Extended Family, Spouse, Relative. .
GROUP TWO = Lover, Romantlc Attachment. . /
SUBST.ABUSE = Substance Abuse o T
;! '
2.5.10 PSYCHIATRIC DIAGNOSES. o
A substantial number of patients dld not suffer from ‘e
a clear cut mental illness and were diagnosed as=
'O r
having a transient situational disturbance. Table IX : g
C o
shows the frequency of distribution to the principle b .
diagnoses by gender and mean age. The majority of 3 4
patients (77%) were given a diagnoses of transient !
i
‘l R .
: .
V.
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sltuational disturbance, whereas 9% were diagnosed
as suffering from a psychoses, 9% from depression
and 5% as having a personality disorder or traits of
a perscnélity disorder. Of the 9% diagnosed as
suffering from depression three r.tients had a major
depression, and the other eight had a "reactive®
depression. Significantly more patients had a
diagnoses of transient situational disturbance than
the other diagnoses combined. The females tended to
show a significantly higher percentage.-of transient

situational disturbance (p < 0.005);

The patiehts with a transjent szituational
disturbance had a mean age of 23.99 years (SD 7.66),
the depressives had a mean age of 27.43 years (SD

6.27) and those with a psychoses a mean age of 29,50

years (SD 8.13). No significant difference is found

in the mean ages in the different diagnostic

categories (p > 0.5).

*H
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TABLE IX: THE RELATIONSHIP OF DIAGNOSES TO
GENDER AND MEAN AGE. N

DIAGNOSES FREQ MALE | FEMALE | MEAN AGE S

: | _
T,8.D. 100(77%) | 25(25%) | 75(75%) | 23.99(7.7) S h
PSYCHOSES 12(9%) |10(83%) | 2(17%) | 29.50(8.1)
DEPRESSION 11(9%) 5(45%) { 6(55%) {27.18(6.3) S
PERSONALITY 7 (5%) 1(14%) | 6(86%) | 23.43(8.9)

NOTE: T.8.D. = Transient Situational Disturbance.

PERSUHALITY = Personality disorder or Traits. "‘m,‘
.‘. ' h.k;"a..
Table X shows the method of attempt by diagnoses. \} ,
Significantly more patients (88%) diagnosed as R e
having a transient situational disturbance used -
ingestion as a method of attempt (p < ¢.01),. f gf{,
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TABLE X: THE RETATIONSHIP OF DIAGNOSES
TC METHOD OF AITEMPT.

DIAGNOSES INGESTION - OTHER METHODS

TSD 88 (88%) 12 (12%)

PSYCHIATRIC 20 (67%) 10 (33%)
PSYCHOSES 5 (42%) .7 (58%)
DEPRESSION 8 (73%) 3 (27%)
PERSONALITY 7 (100%) —

In 51% of the patients with a diagnoses of transient
eituational disturbance it was highly probable that

the suicide attempt would have been discovered,

There is a signiticant relationship between past
psychiatric treatment and current diagnoses of a
transient situational disturbance and othex
diagneses (p < 0.001)}. Of the 12 patients that had
previocusly been treated for peychiatric illness.
None wera currently diagnosed as having a transient
gituational disturbance; they were elther diagnosed
as depression, psychosesa or personality disorder.
Fifteen percent of the patients who had no previous
psychiatric history had were now diagnosed as having

a psychiatric illness (8ee Table XI).

i
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TABLE XI: THE RELATIONSHIP CF DIAGNOSES TO

PAST PSYCHIATRIC HISTORY.

PAST PSYCHIATRIC HISTORY
DIAGNOSES

YES NO
T.8,D. ——— 100 (100%)
PSYCH DIAGNOSES 12 (40%) 18 (60%)
PSYCHOSES 7 (58%) 5 (42%)
DEPRESSION 3 (27%) 8 (73%)
PERSONALITY 2 (29%) 5 (71%)

2.5.11 PHARMACOLOGICAL TREATMENT

Az shown in Table XII &69% of the patients recelved
no pharmacological treatment, 13% were given an
antidepressant, 7% an antipsychotic, 4% an
anxiolytic, 5% were prescribed more than one of the
above, and 2% were treataed with other medication

such az anticonvulsants or antidiabetic drugs.
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THE RELATIONSHIP OF PHARMACOLOGICAL

TREATMENT TO DIAGNOSEE

TREATMENT

TUSCD.

PSYCHOSES

DEFPRES .

PERSONALITY

NIL

80(89%)

1(1%)

3(3%)

6({7%)

ANTIDEP.

8(47%)

8(47%)

1(6%)

ANTIPSY.

2(22%)

7(78%)

ANXIOLYT.

4(80%)

1(20%)

MULTIPLE

4(67%)

2(33%)

OTHER

2(67%)

1(33%)

NOTE: ANTIDEP.
ANTIPSY.

= ANTIDEPRESESANT.

= ANTIPSYCHOTIC.

ANXIOLYT. = ANXIOLYTIC
PERSONALITY = PERSONALITY DISORDER -

Although there 1s a significant relationship ?_ R
(p < 0.001) between diagnoses and treatment three '
important issues emerge. Firstly, of the 100 cases .
diagnosed as having a transient situational . sy
disturbance, 80% received no pharmacological o
treatment, 18% were treated with psychotropic
medication and 2% were treated with other .
medication. Secondly, of the 11 cases that were A

diagnosed as depressed 27% were not given any

medication.
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Thixdly, 8% of patients who were diagnosed as being

psychotic were not pharmacologically treatead. R b

2.5.12 REFERRAL TO SOCIAL SERVICES

piagram 6 shows the frequency of referrals to social .
services. Fourty five percent of the patients were Lo ' f‘
referred to a psychologist, 10% to a social worker, R
2% to a occupational therapist, and 11% of the -
patients were referred to more than one service. .
Thirty one percent of the patients were not referred "
to any service. . )
",
Twenty nine percent of the patients who made moxe S~
than one suilcide attempt were not referred to any of f_ ﬁwka
the social services available. ' o mg_miiwmw
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f ' RN 2,.5.13 FOLLOW UP

Fifty six (43%) of the patiants were not given any

follow-up appointment after their initial interview

with a member of the psychlatric team. 0Of the 74 L K \
i patients that were given a follow-up appeintment o
¥ ' - either by the paychiatris*, psychologist, social ; o {f
worker or occupational therapisi only 19 (25%) kept T
thejir appointments. ;
Of the 40 patients that were treated
pharmacologically, 28 (70%) were given follow-up , )
-
appointments. The dafault rate of this group was Ry
’ ..‘Q'A.
75%. . D =
Of the 30 patients that were diognosed as ' -!jmi]_m
psychiatrically ill, 72% were given follow-up rf_ ;'n“
appointments. Seventy one percent of this group -’7, ’f”
dstaulted. e
T vy I
| 0f the patients that had made more than one suicide I ‘
attempt, 62% were given follow-ups, and 88% of this ?ﬁa
» group defaulted. v
¥~ .
.'i s
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2.5,14 RE~-EVALUATION

The author attempted to contact all patients in thigs
study after a minluum period of six months. The
period varied from six months to a year due to
proklems in locating the person. Those that could
not be located had either moved with no forwarding
address or the wrong address had bzen given on
admission to hospital. Contact was made either by
telephone or a home visit by the author and a
nursing sister and in a few cases by the nursing
sister herself. Generally, .the home vigit was
welcomed. The patients as well as their families
appreciated the concern shown especially when they
were informed that they could return to the c¢linie
vhenever a crisis arose. A number of patients who
had defaulted gava financial problems as a reason
for tha default., There were a fair number of
patients who felt that they needed some help and
support but had not come in for help because they
thought they would be turned away.

Diagram 7 shows the distribution of the patients
that were re-evaluated. Ten percent of the patients
could not be contacted. Of the remaining 117
patients 5 (4%) had made another suiclde attempt,
with 3 ingesting a substance (2 had taken a

household substance and one a corrosive substance),
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", 1 attempted to cut himself and the other had run in
front of a car. .
The mean age of those who made another attempt was
25 yeare (S.D. 7.62). Sixty percent of this group ' {_-.
were females.
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: : GHAPTER 3
DIBCUSSION,

A limltation of the study is that it is restricted f;
to hospital based patients. The study also relled on
i : patients being referred to the psychiatric clinie at oo oy
| the hospital. P '

A second problem that arises out of this study is f .
that, bsing a retrospactive analysis, the study
depended on information from case notes.
Consedquently, a number of important categories such e

as employment status, social class and marital A
status could not be analysed. In addition, in this -§-~

§ population group, marital status is sometimes !f P

difficult to ascertain because traditional marriages

are not recognised by the la-, - ’}:;\_“

A third limitation was the lack of collateral Yyt
information which is very important to fully assess -
a suicide attempt. Often the information received ' v

from these patients tend to be unreliable.

Although one cannot comment on the rate of attempted P

3 suicide in the black community of Soweto, attempted

FEN

suicide constitutes 10% of the patients seen at the ?
psychiatric clinic, Baragwanath Hospital. j




79

Bean (1974) stated that self-poisoning accounted for
10% of all hospital admissions and about 20% oo

hozpital emergencies in the United Kingdom.

In common with other studies this sample included
F significar “1y more females than males. Parasuicide .

was often used for secondary gain as a highly ;
effective way of influencing others. The inference, o fﬁh
as suggested by Stengel (1977}, can thus be made |
1 that women use suicidal acts as an appeal to their
environment for emotional support more frequently
than men as it is a more acceptable strategy for

them. There may, however, be other reasons for the T

preponderance of 2.2:1 found in this study is in

keeping with the ratics quoted in European studies.

»
s
s
However, in Third World countries there appears to ', I',k’
ba an egual male to female ratic and even sometimes — ~
a male predominance., The male : female ratlos quoted
by Peiser et al (1987) for Nigeria is 1:1.2 to 1:2, / f

that for Lagos is 1:1.5, and 1:1.3 for New Guinea. g P

The age group at greatest risk would appear to be
betwaen 20-29 years of age, as also demonstirated by ; f; “

Minnaar et al (1980} in their study at'Addington | *

Hospltal. The peak age amongst females was found in - 10;
the 20-29 year group which corresponded with !
Minnaars findings but is older than that found in

Buropean countries. Hawton & Catalan (1987) in

at
\‘x N

differences in the sex distribution. The female v ~
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oxford found the peak to be in the 1§19 year group.
The peak age amongst males was in the 20-29 years - ";
and 30-39 year age dgroup. This peak is in keeping o oo
with that found amongst Oxford men.

The differences in the peaks could be explained by ' '{f;'

the fact that men have better access to alternative

b ' outlets for dealing with distre=za, such as 1 --  _' .
; aggressive behaviour, alcchol an/or drug abuse. It o 1‘ m o
is when these outlets no longer help that they

resort to suiclde attempts. .

In this study, a rapid decline in suicide attempts
was found after the age of 39 years. Hendin (1969) S
supported the view that suicide and parasuicide is }  T
rare amongst elderly blacks. The presumption guoted ' nivpj _____

by Griffith et al (1989), that American blacks s

reaching the advanced years are most likely toc be 'éﬁ :

those who have adapted to the stress of daily life ?f )ff
and grown accustomed to the deprivation that i
characterises blacks status in comparison with ;

whites, could be applicable to blacks in South f*’

Africa. o

F R
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The relationship of attempted suicide to seasonal
fluctuation is atill very debatable. According to
Lester (1971) there is some evidence that more
attempts occur in the unconfortable warm months of
the year, where posslbly the increased temperatures
may lead to instability. The decline in suicide
attempts towards June {cvooler months) was also found
by Minpnaar. No inferences can be made from this

study as it was only over a six month period.

The avallability of a suitable method and also the
preference of women for non~viclent methods is an
influencing factor in the method of atiempt
employed. Ingestion was by far the commonest method
of attempt. In accordance with Minnaar et al (1980)
and Peiser (3987), this study shows a significant
preference, espaclially among females, for
non-vioclent methods. The easy availability of
household detergents such as jik, javel and other
cleaning agents as well as chemical substances like
thinners, rat poison and battery acid made these the
commonest choice. Gelfand (1976} reported that the
Rhodesian african female took any poisonous agsent
close at hand. The differances in the substances
ingested found in this study and the study by
Minnaar et al among South African whites could be
explained by the fact that Soweto is largely a
Third World society with poor and inadeguate medical

fapllities. Hence, substances like benzodiazepines,

NI
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antidepreszants and analgesics are not readily
available.

With the improvement of medical facilitiea the rise
in the incidence of benzodiazepine use can be

foreseen.

For the majority of patients (89%) in this study,
this was their Ffirst attempt. This is in keeping
with Merrill et al (1987) findings amongst West
Indian residents in the United kingdom but Minnaar
et al (1980) in thelr study among South African
whites reported a higher incidence of previous
suicide attempts (36%). Platt et al (1988) found the
incidence to be between 40 and 46% in Oxford and
Edinburgh. As in this study, they too did not find
the difference in gender te¢ he significant. The
small percentage {5%) of cases with pefsonality
problems could account for the low incidence of

previous suicide attempts.

In a large number of cases it was either definite or
highly probable that the suicide attempt would come
to the notice of others. The attempt was an appeal
to others to bring about changes in a situation the
patient regarded, at the time, as intolerable.

Stengel (1977) pointed out that most sulcidal acts

were potentially discoverable,

S
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The major precipltating factor was interperscnal
conflict with either a spouse, lover or parent. This :: _;;_
trend has been reported in many studies - Pillay et ot 1 4
al (1987} in Pietermaritzburg, Bdwards et al (1981) B ‘-‘L~%
in Durban, and Stengel (19%77) in the United Kingdom. B R ':F;

The f£ivding of alecohol or drug consumption prior to ’ "  ' e
the attempt in 23% of cases is in keeping with the SR o
oxford figure of 25% guoted by Hawton and Catalan . ’ ‘f_
(1987). There were also significantly more males - '.)‘ ’

than femalss in this group.

The diagnoszes of a transient situaticnal disturbance g

in the majority of cases is in keeping with other f i %m“zyﬂ
studieg on suicide attempt. In a large proportion of ; -ilmJL;d;j
those parasuicides dlagnosed as having a transient af_ ,*th
situational disturbance the attempt did not appear ':5_.

to be premeditated. These patients tend to be Vo fj::ﬁpﬂﬁ
slightly younger than those who had a mental éf mﬁf= ‘m;
disorder. The patients diagnosed as having a mental ; V2 i
illness tended to use ingestion more than violent ,ﬁqﬂ .
metheds, . :'
Eighteen percent of the patients diagnosed as having 5 .‘-'.ﬁ- ‘
a transient situational disturbance were prescribed % . _ .
a peychotropic or anxiolytie and yet 27% of the P ,if
patients diagnosed as having a depression were given E

no medication. There obviously seems to be a problem

in the prescribing of medication. v
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Thle erratic prescriptions could lead to the change

in pattern of substances used in self~poisoning.

Little use was made of social services although the
facilities were available. In majority of the cases
the precipitating factor was an interpersocnal
dispute and these patients could have banafited from
geeing a psychologist or social worker.

Approximately half of the cases wera given a follow
up appolintment. Seventy five percent of these
patients defaulted. The major reason given for
defaulting was the crisis had rasolved'or they could
now cope with the situation. Kreitman (1979)
reported that up to one-half of patients given out-
patient appointments one week after a parasuicide
attempt fajil to attend. They gave a number of
possible explanations for this. Firstly, parasuicide
is often the result of a crisis which may have
resolved (albeit temporarily) by the end of a
further week. Secondly, someone in a state of
heightened tension may find one week teco long to
wait, and may resort to other strategies to deal
witr his problems. Thirdly, many parasﬁicides nay
find a psychiatriec label unacceptable in the context
of their problems, and fourthly, an appocintment made
for A fixed hour may not fit the need for immediate
action which the patients subculture bhad inculcated

in him as a habit pattern. In this population group
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it is found that a person will only seek psychiatric
help in severe circumstances because of label ‘ }]

attached to psychiatry.

The reattempt rate, in this study, after a minimum ' i
pericd of six monthe was 4% with a male : female
ratio of 1:1.5. This ratio is in keeping with

stuuies done on blacks in other countries.
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CHAPTER 4
CONCIUSION

There is a great need for epidemiological studies in
this Field and especially comparitive studies

bhelween the different race groups in this country.

The results are similar to those =ztudy from other
cultural groups with regard to method employed, the
higher percentage of cases in females, the act
occurring near help, the relative absence of severe
psychiatric disorder with transient situational
disturbance being by far the commeonest diagnosis and
precipitating factor most commonly being

interpersonal dispute.

With regard to age, uhe females in this study tended
to be slightly older than in Buropean studies. The
rapld decline after the age of 40 yearﬁ is in
kaeping with the theories that the eldexly black
very rarely attempt suicide.

The majority of patients in this study had made only
one sulcide attempt. This is in keeping with studles
done in Africa and amongst blacks in America. It

differs from studies on Amerisan and Buropean whites

where the recurrence rate of sulcide attempt is nuch

higher.
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The drug most commonly ingested was a substance that
was most easily obtainable. No patients in this
study had overdozed on alcoheol. This is surprising
as alcohol 1s so easily obtalnable in this
community. It could be that the suicide attempt
where aléohol wag ingested as the means of attempt
was actvally missed. The patient regarded as having
had too much to drink, both by family as well as
casualty officers. The lack of knowledge, in this
community, of ill effects of aleohol could be

responsible,

Tha decline in prescribing psychotropics in the
Unlted Kingdom was followed by a decline in
self-poisoning. Hawton and Catalan (1987), emphasize
that statistical associations do not, of course,
demonstrate causal connections. It could be argued
that it is an important factor especially when such
drugs are prescribed inappropriately. The liberal
praescribing of psychotropics and anxiolytics is very
worrying znd could lead to 2 change in pattern of
substonce ingested in self-poigoning. Thera should

be strict guidelines regarding the prescribing of

medication in this group of patients.

)
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It is well recognised that bevause of the eyxtent of
the problem of attempted suicide, psychiatrist
cannot meet all the needs of these patients. The
involvement of psychologists, social workers,
occupational therapists and nurses in management
programmes where they work in cellaboration with
psychiatrists 1s an important development in the
wanagement of suicide attempt. There is a great lack
of social workers, psycholeogists and cccupational
therapists in this area. However, in this situation

these facilitiee were readily available but grossly

under utilised by the psychiatric docters.

o
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