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Editorial
An estimated 800,000 committed suicide in 2015 according to WHO and suicide is the third
commonest cause of death in adolescent age [1]. Compared to that, conditions such as malaria cause
fewer deaths in the world (429,000 in 2015) [2]. In fact deaths due to suicide have increased while
deaths due to infections have dropped over the years [2]. Despite such increase, suicide continues
to receive less attention as a major cause of death and suffering to the family. The main reason for
public apathy is the stigma towards mental illness and suicide.
Added to this is the attitude that the person who commits suicide is responsible for his
death [3]. This is based on the Western concept of autonomy, just like the homeless alcoholic is
responsible for his dissipation. Szaz even derided psychiatry for making suicide a mental illness
[4]. The official definition of suicide itself does not help. Suicide is defined as a death due to a
deliberate attempt by the individual, thus contributing to the view that suicide is a choice made by
the individual and not an outcome of severe distress. Thus suicide suffers the same isolation as the
homeless alcoholic who plans for a dollar but receives the same scornful look from the public. The
intolerable stresses, the depression, the substance dependence, the abuse that proceed are almost
never highlighted. The media and mental health profession too have failed to address major causes
of suicide such as depression and substance abuse. Instead the emphasis has remained on social
causes such as unemployment. The finding that treatment of depression with antidepressants is the
only intervention that achieves the level 1A in evidence based practice whereas almost all ecological
interventions such as public education, including screening of populations for suicide risk, remain
at level of 2C shows the need to give priority to treatment of depression in the prevention of suicide.
Even the treatment of depression in primary care achieved a level of 1B [5-8].
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Returning to the problem of adolescent suicide, Nock reported in a face to face interview with
adolescents, that 12% adolescents reported having suicidal ideation and of them 33% had plans [9].
Subsequently 33.9% of those with suicide ideation went on to attempt suicide. Significantly 60.8%
of the suicide ideators with plans went on to attempt suicide. Major Depressive Disorder (MDD)
and dysthymia figured prominently at all stages: 56.8% suicide ideators had MDD/Dysthymia while
76% of those with plans and 74% of those who attempted had MDD/Dysthymia. The significance of
Nock’s findings must be considered in the background of findings that National Survey on Drug Use
and Health (NSDUH) found that 12.8% of the US adolescents in the age group 12-17, were suffering
from depression. Only 40% received treatment [10]. The figures are no better in the rest of the world,
with studies in New Zealand and China reporting 11.8% and 13.2% respectively [11,12].
As we have seen above, treatment of depression at the point of suicide attempt is the most
effective way to prevent suicide. However we are left with the medical and legal requirement of
making an accurate prediction of suicide risk in such attempters. In this task most assessments
starting from clinical interviews to well-known suicide risk assessment scales have not been effective.
As early as 1991 Goldstein did a stepwise multiple logistic regression to develop a statistical model
to predict suicidal behavior in a group of 1906 patients with mood disorders. But the model failed
to identify any of the patients who completed suicide. He concluded that it is not possible to predict
suicide even in a group of high risk patients [13]. Clinical interview for suicide risk assessment has
been shown to be of less reliable. We have looked at 3 meta-analyses that were published recently.
Chan et al reported that in their meta-analysis, the four significant features, namely previous
attempts, suicide intent, physical health issues and male gender, were too common to be used as
predictors [14]. Further Beck Hopelessness Scale, Suicide Intent Scale (SIS) and Scale for Suicide
Ideation had a Positive Predictive Value (PPV) of 1.3% to 16.7% for suicide. The next meta-analysis
by Large et al., [15] found that those who were categorized as high risk and low risk had 5.5% and
0.9% suicide events after 63 months follow up. However the high risk category showed a publication
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bias and they reach the pessimistic conclusion that “A statistically
strong and reliable method to usefully distinguish patients with
a high-risk of suicide remains elusive” [15].The most recent metaanalysis of 16 studies that used 13 instruments by Bo Runeson et al.,
[16] reported that none of the instruments reached the bench mark
of 80% sensitivity and 50% specificity for both suicide and attempted
suicide. The positive predictive value for suicide was low at 1% to 13%
while PPV for suicide was attempts were 7% to 40%.

anger and communication of suicide intent. Contextual factors
considered are recent losses, access to lethal methods and lack of
family support. Protective factors are current treatment and reasons
for living [20].
As we have pointed out above as reliance on self-report fails
to show adequate PPV, we believe it is the objective assessment of
multiple risk factors that relate to suicide attempts that will prove
useful in the future. Towards this we have validated ASAP-20 to suit
an Asian culture and we propose to carry out a validation study over
60 years.

We hypothesize that one of the main reasons for such poor
predictive values for subsequent suicide is that both clinical
evaluations as well as most existing scales depend on self-reports
coming from the patients. Suicide attempters’ wish to avoid stigma
and compulsory admission affect their answers in these assessments
[17]. In the case of adolescents too there is evidence that self-reports
are not valid. Brink et al., [18] in their Cochrane analysis showed that
as much as 49% of the adolescents refused to fill the questionnaires
that were given to them after attempted suicide. Another factor
that seems not to apply to adolescents is that of lethality of suicide
attempt, which fails to correspond to subsequent suicide. It is likely
that adolescents are unwaring of the lethality of the methods when
attempting suicide.
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We would therefore like to propose that an ideal instrument to
assess suicide attempt would have the following features:
1.

Detects the extent of distress and suicidality

2.

Detects depression and hopelessness

3.

Detects substance abuse

4.

Notes availability of lethal methods

5.

Looks for impulsivity
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Adolescent Suicide Assessment Protocol-20
(ASAP-20)
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good predictor of future violence. It takes into account risk factors
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together with protective factors [21]. This type of analysis is of utmost
significance when assessing the child and adolescent age group in
terms of risks.
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