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ABSTRACT — Background and Objectives: The greatest predictor of eventual suicide is
parasuicide. The aim of this research was to identify the clinical features that can identify
people with high parasuicide purpose among a parasuicidal population.

Methods: A total of 48 persons who had commited a parasuicide episode 2-6 years
after, were interviewed and classified according Research Diagnostic Criteria. During the
interviews, socio-demographic data and psychopathological features were picked up
through several scales. Scores on Beck Depression Inventory (BDI), Beck Anxiety Inven-
tory (BAI), Beck Hopelessness Scale (BHS) and The Plutchick Impulsivity Scale (PI)
were measured. These persons were then followed-up for two years.

Results: At follow-up, eight persons (16,7%) had repeated at |east one parasuicide act.
On comparison of repeaters and no repeaters, a higher significant differences in the final
values reported in BHS was found but not significative differences were founded in the
BAI, BHS or Pl scores or in the proportion of the different mental illness (according
RDC). Aninteresting finding isthat in the repeaters group the average valuein the | P scale
tended to be lower than in the non-repeaters, although not significant.

A high percentage (72.8%) related the existence of negative vital events with their sui-
cide attempt, more often, relationship problems with the spouse (42.8%), with their par-
ents (17.1%) or the breakdown of an interpersonal relationship (14.2%).
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Conclusions: In persons who have a past history of previous parasuicides, a high value
in BHS is associated with the risk of repetition in the subsequent two years.
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Introduction

Suicideis a serious public health problem
that ranks among the top ten causes of death
for individuals in many countries. In spite of
this data, suicide is still not appropriately
registered by the official statistics!* and that
isalsothe case for parasuicide™ 8. It is admit-
ted that these behaviors are as the result of
complex interactions of genetic, psychologi-
cal, cultural and environmental factors’. The
studies, therefore, require the identification
of risk and protection factors to be able to
present ahigh prediction value to prevent the
behaviors with significant reduction in the
numbers of morbidity and mortality.

In the practice, some investigators have
suggested that the most appropriate way of
studying the genetic role in complex behav-
ioral syndromes such as suicide, is by focus-
ing on intermediate phenotype like impulsiv-
ity® °. During these last years, several studies
have proven that hopel essness'®1? and a past
history of parasuicide>16 represent other im-
portant factors of interest for the study of sui-
cidal behavior. These three factors are out-
standing in the historical study of suicidal
behavior. The negative vital events main-
tained in the time, of chronic nature, also act
as precipitant of this behavior'”.

The study of the impulsivity is very im-
portant too. Several works put in evidence
that many suicide attempts are impulsive

and not planned'®?’. Also, research has ob-
served that the suicide attempters with high
impulsive traits differ to those with low im-
pulsive traits in relation to more aggressive
behaviors®. Furthermore, these attempters,
have shown an higher incidence of alcohol
and drug abuse or dependence?.

Several theories and works have shown
that parasuicide and aggressiveness both
have similarities and usually are manifested
at the same time30-33, Also, early adverse
eventsin life, play an important role in the
development of an abnormal expression of
the impulsiveness in childhood that would
lead then to the manifestation of aggressive
behaviors and suicidal behaviors in adult-
hood3* 35,

Another very important factor in the study
of suicide is the presence of past history of
parasuicide. Suicide attempters, in fact, pre-
sent higher frequency of new episodes of
parasuicide (up to 20-30% in the 3-8 subse-
quent years) and death as a result of suicide
(up to 10-14%), with a risk 100 times more
elevated that the general population and 22-
36 times more elevated that the population
with depression. For this reason, at the mo-
ment, parasuicide is considered the parame-
ter that better predicts suicide.

The aim of this community study is to
identify the clinical features that can deci-
pher people with high parasuicide purpose
among a parasuicidal population.
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Material and method

Design: Descriptive longitudinal study
with two years follow-up.

Parasuicide definition: Non-fatal act in
wich an individual deliberately causes self
injury or takes a substance in excess of any
prescribed or generally recognised thera-
peutic dosage. The apparent purpose or mo-
tivation undelying the act is not taken in ac-
count. Individuals intoxicated with alcohol
alone are excluded.

Inclusion criteria: Persons ranged in age
18-64 years, of an defined geographical area
(north of Tenerifeisland), who had a history
of previous parasuicide (one or several) be-
tween 1992 and 1996. The study population
was derived from the Epidemiology of para-
suicide in Canary Islands®.

Exclusion criteria: Persons with lack of a
phone contact, alcoholism, serious drugs ad-
diction, mental retardation, acute or chronic
psychosis, serious personality dysfunction or
serious organic pathology were excluded.

Subjects: 48 subjects, 8 male and 40 fe-
male. 265 cases suited the inclusion ap-
proaches but there was only possible to con-
tact 203 people telephonically while 128
declined to be interviewed and the reasons
were as follows: no illness (n = 9), unwill-
ingness to review that particular period in
their life or not time (n = 92), illness (n = 7)
and the remaining 30, accepted but they did
not turn up at the appointments. Twenty
seven were excluded after the initial inter-
view because of exclusion criteriaasfollows:
psychoses (n = 13), substance or alcohol
abuse (n = 4), borderline personality (n = 3),
organic disease (n = 5), didn’'t a parasuicide
(n = 1), declined (n = 1) and the other one
had died for cancer. The remaining 48
(18,11%) accepted and were included.

Follow up period: The persons were in-
cluded in the study and interviewed in the
Mental Health Unitsin 1999 and were then
followed for two years (untill 2001) and it
was observed how many subjects had at-
tempted parasuicide another time.

Procedure: All the participants were in-
terviewed in a Community Mental Health
Unit in 1999 after having read and signed
the informed consent. The participant’s
socio-demographic data was documented
and each person was interviewed to verify if
they completed the Research Diagnostic
Criteria(RDC) reported intablel. A table of
vital events was executed at home and they
returned it by prepaid mail. The followed
scales were applied:

— The Beck Anxiety Inventory (BAI) pro-
videsaquick measure of thelevels of the
patient’s anxiety (36). The fina value
obtained with the 21 items describing
the somatic, subjective and panic-related
symptoms referred by the patient.

— The Beck Depression Inventory (BDI)
is consgtituted by a series of questions
developed to measure the intensity, the
severity and the graveness of the depres-
sion in patients with psychiatric diagno-
sis®’. The longer version is composed
by 21 questions, each one directed to the
value of common specific symptoms in
people with depression.

— The Beck Hopelessness Scale (BHS)
was designed to study the negative atti-
tude about the future expectations®. It
is constituted by 20 items that measure
the 3 main aspects of the hopel essness:
feelings about the future, loss of moti-
vation and expectations.

— The Plutchick Impulsivity Scale (Pl)
was used to study the features of im-
pulsive personality3%-43, This scale con-
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Tablel

Number and percentage of subjects with the different RDC

Research diagnostic criteria (RCD) Tota  Non-repeatersn=40 Repeatersn=8 2>  p-vaue
Never mental illness 0 0 0 - -
Not mental illness at present 16 15(37%) 1(12.5%) 0.919 0.240
Major depression at present 5 4(10%) 1(12.5%) 0.045 0.833
Previous major depression 13 10(25%) 3(37.5%) 0.527 0.664
Minor depression at present 6 4(10%) 2(25%) 1371 0.258
Previous minor depression 18 15(37.5%) 3(37.5%) 0 1
Intermittent depression 11 8(20%) 3(37.5%) 1.156 0.361
Panic disorder at present 1 1(2.5%) 0 0.204 0.833
Previous panic disorder 1 1(2.5%) 0 0.204 0.833
Generalized anxiety at present 0 0 0 - -
Previous generalized anxiety 0 0 0 - -
Ciclotimyc personality 0 0 0 - -
Labile personality 10 10(25%) 0 2526 0.177
Antisocia personality 0 0 0 - -
Alcoholismus 0 0 0 - -
Previous a coholism 2 2 (5%) 0 0417 0.691
Drug addiction at present 0 0 0 - -
Previous drug addiction 0 0 0 - -

sist of 15items, with afinal value from
0to 3, being able to reach afinal value
included between 0 and 45.

— The Scale for Suicidal Ideation (SSI)
was designated to measure intensity,
pervasiveness and characteristics of the
suicidal ideation*. The 21-item scale
includes 5 screening items that reduce
the length and intrusiveness of the in-
strument for non-suicidal individuals.

— Mincher Alkoholismus Test (MALT)
was used in order to assess the severity
of the alcoholism?. The test is consti-
tuted by 31 questions, 7 answered by
the interviewer and 24 by the subject.

Data analysis: Was carried out by a de-
scriptive analysis of all the subjects and
comparative analysis inter-groups (non-re-
peaters vs repeaters) and intra-groups (mul-
tiple previous acts or one previous act). The
results are shown in tables with the size
sample, the percentages, the average and
with their corresponding standard deviation
and 95% confidence interval. Student’s t-

test was used for the comparison of continu-
ous variables and the 2 test (tables 2x2
with correction for continuity of Yates and
exact statistic of Fisher) for the comparison
of categorical variables. Datawere analyzed
using SPSS/version 15 and Statistical/ver-
sion 5 software packages.

Results

At the end of the study, in 2001, eight
persons had committed 12 new parasuicides
acts. For the data analysis, we divided the
persons into these groups:

a) Patients not committing parasuicides
during the follow-up period (n = 40;
non-repeaters group).

b) Patients committing parasuicide in the
foll ow-up period (n = 8; repeatersgroup).
Of the 48 persons included in the fol-
low-up study in 1999.
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c) Fifty per cent (n = 24) had attempted
parasuicide at |east twice at the time of
the interview (multiple previous acts

group).

d) Fifty per cent had attempted parasuicide
once only (one previous act group).

Table | showsthe psychiatric diagnosis of
the patients (RDC) in both groups (non-re-
peaters and repeaters) and no significative
differencies were found, but the diagnosis
of absence of current mental illness was
37.5% in the repeaters group vs 12.5% in
non-repeaters group.

Table 11 shows socio-demographics char-
acteristics in the six months that preceded
the interview. When comparing them appear
as factors of risk for parasuicide the femae
sex (83.3%; y? = 21.33; p < 0.001) and the
medium-low education class level (89.5%;
x? = 30.08; p < 0.001).

Women have the tendency to attempt
parasuicide younger than men (33,1 years
vs 41,8 years; t = 2.242; p = 0.030). To be
single (OR = 1.859) and the low education
class level (OR = 2.257) tended more often
to be associated with repeated attempts in
the future, although they aren’t significant.

No significative differences in the Anxi-
ety, Depression or Impulsivity psychomet-
rics scal es values between the non repeaters
and repeaters parasuicides subgroups were
found (table I11). On the other hand the dif-
ferences in the final values reported in the
scale of Hopelessness are significant (t =
2.497, p=0.016).

In the subgroup with only one previous
act, (table 1V) the average value in Hope-
lessness scale was higher in repeaters than
in non repeaters (12,33 vs 5,62; t = 2.306; p
= 0.031). No other significant differences
were found between these subgroups. Asis
shown in table V, in the subgroup of multi-

ple previous parasuicides not significant dif-
ferences were found between non repeaters
and repeaters groups.

A high parasuiciders percentage (72.8%)
related the existence of one or more nega-
tive vital events with their suicide attempt.
The more frequents vital events related
were: the relationship problems with the
spouse (42.8%), with their parents (17.1%),
the breakdown of an interpersonal relation-
ship (14.2%) and the problems in the work
place (11.4%).

Discussion

Not only in sheer numbers, but also in
terms of human suffering, the phenomenon
of parasuicide is a public health problem of
primordial importance, particularly among
adolescents and young adults. The suicidal
thought shows a complex relationship among
internal genetic-psychopathological factors
and external environmental-cultural factors’,
and for thisreason, it is fundamental to study
asample that should be the most typical rep-
resentative of the general population, not of
specialized hospital services, and that should
not be influenced by other variables.

The present study examined the relatio-
ships of clinical variables (as hopelessnes,
depression, anxiety or impulsivity) with pa-
rasuicide repetition. We explored this prob-
lem by dividing the clinical sampleinto per-
sons who, in the two years follow up,
repeated a parasuicide act and those who
don’t repeat it. A characteristic of this study,
is that was carried out with recruitment of
subjects in the community environment and
also, several years after the parasuicide. A
well-known difficulty, is the recruitment of
people for clinica studies but these charac-
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Tablell
Socio-demographic charactheristics
Tota (n=48) Non repeaters Repeaters
(n=40) (n=8)
Sex Male 8 (16.7%) 6 (15%) 2 (25%)
Female 40 (83.3%) 34 (85%) 6 (75%)
Average age Total 34.5 (£3.06)* 34.25 (£3.25)* 36.18 (£9.75)*
Male 41.8 (£8.24)* 40.35 (£10.62)*  46.50 (+9.53)*
Female 33.1 (£3.24)* 33.17 (+3.58)* 32.73 (£11.8)*
Marital status Single 18 (37.5%) 14 (35%) 4 (50%)
Married 21 (43.8%) 18 (45%) 3(37.5%)
Separated 5 (10.4%) 4 (10%) 1 (12.5%)
Divorced 4 (8.3%) 4 (10%) 0
Family composition Living alone 4 (8.3%) 3 (7.5%) 1(12.5%)
Parents/Brothers 15 (31.2%) 13 (32.5%) 2 (25%)
Partner 6 (12.4%) 5 (12.5%) 1 (12.5%)
Partner/sons 17 (35.4%) 15 (37.5%) 2 (25%)
Other 6 (12.4%) 4 (10%) 2 (25%)
Level educational class Low 22 (45.8%) 17 (42.5%) 5 (62.5%)
Medium 21 (43.7%) 19 (47.5%) 2 (25%)
High 5 (10.4%) 4 (10%) 1(12.5%)
Sector of work Primary 3 (6.2%) 1(2.5%) 2 (25%)
Secondary 1(2.5%) 1(2.5%) 0
Tertiary (services) 29 (60.4%) 26 (65%) 3 (37.5%)
Student 5 (10.4%) 4 (10%) 1(12.5%)
Housewife 10 (20.8%) 8 (20%) 2 (25%)
Work status Employed 21 (43.7%) 11 (22.9%) 16 (33.3%)
Active/lunemployed 18 (45%) 10 (25%) 12 (30%)
Unemployed 3(37.5%) 1(12.5%) 4 (25%)
Modification work status Yes 6 (12.5%) 6 (15%) 0
(past 6 months) No 42 (87.5%) 34 (85%) 8 (100%)
Modification marital status Yes 3(6.3%) 2 (5%) 1(12.5%)
(past 6 months) No 45 (93.8%) 38 (95%) 7 (87.5%)
* £95% Confidence Index.
Tablelll
Average final value of the BAI, BDI, BHS and Pl scale
Scales Group N Average value Standard deviation
Anxiety Repeaters 8 24,38 12,118
Non-repeaters 40 22,90 15,500
Depression Repeaters 8 27,38 10,663
Non-repeaters 40 17,90 13,551
Hopel essness Repeaters 8 13,25 4,234
Non-repeaters 40 7,68 5,997
Impulsivity Repeaters 8 17,75 7,106
Non-repeaters 40 21,73 6,139
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Table IV
Average final valuein the BAI, BDI, BHS and Pl in the subgroup with only a previous parasuicide episode
Scales Group with only
aprevious parasuicide
episode N Average value Standard deviation
Anxiety Repeaters 3 16 7
Non-repeaters 21 19 12,598
Depression Repeaters 3 19 10,440
Non-repeaters 21 13,67 10,052
Hopelessness Repeaters 3 12,33 3,786
Non-repeaters 21 5,62 4,801
Impulsivity Repeaters 3 16,67 9,504
Non-repeaters 21 19,71 5,632
TableV
Average final valuein the BAI, BDI, BHS and Pl scale in the subgroup with multiple previous parasuicides
episodes
Scaes Group with multiple
previous parasuicide
episodes N Average value Standard deviation
Anxiety Repeaters 5 29,40 12,178
Non-repeaters 19 27,21 17,517
Depression Repeaters 5 32,40 7,765
Non-repeaters 19 22,58 15,543
Hopelessness Repeaters 5 13,80 4,817
Non-repeaters 19 9,95 6,476
Impulsivity Repeaters 5 18,40 6,465
Non-repeaters 19 23,95 6,041

teristics represent an added methodological
difficulty. Indeed, most of the studies on
parasuicide are carried out in the hospital en-
vironment, where everyone can obtain a
wider sample. In this case, the sample, al-
though smaller, it has the advantage of being
representative of the general population
more so than the samples of other works
which recruit amongst hospitalized patients.
In spite of these difficulties and limitations,
this study is in agreement with the findings
of Welch®, where the female sex and medi-
um-low educational classlevel represent risk
factors for parasuicide and aso that women

have the tendency to attempt parasuicide
younger than men. Studying the evolution of
parasuicidal behavior in the time following
the parasuicide it is observed that the aver-
age age of the women decreases and that of
the men increases, while single marriage sta-
tus and low educational class level seem to
be the main characteristics of the subject that
repeat a parasuicide act.

As is shown in table I, all the subjects
have had a diagnosis of mental illness in
their personal history. In particular, several
studies verify that parasuicide is associated
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with depression, anxiety and dysfunctions
of personality*”%. Our findings replicate
those data: up to 42 parasuiciders (87.5%)
completed the diagnostic criteria for previ-
ous or intermittent depression and, also, a
high percentage of subjects completed the
diagnostic criteria for current depression
(45.8%). We didn’t observe drug addictions
and diagnoses of alcoholism, which are typ-
ically associated with parasuicide because
they were part of the exclusion approaches.

Between non-repeaters and repeaters
groups, the final values of the psychometri-
cal scales don't show significant differences
in BDI, BAI and Pl. We found, however, that
the final value in the Beck Hopelessness
Scale (BHS) was significantly higher in the
repeaters group (figure 1). It is evident that
the repeaters group and persons who had
committed multiple previous parasuicide
have higher levels of hopelessness than that
of the non-repeaters group or those with
only aprevious parasuicide act. Even though
the size of the sampleis small, those subjects
with strong purpose show significantly high-

er levels of hopelessness. This group ex-
hibits negative perceptions and expectations
about themselves, about the environment
and about the future. This data are in agree-
ment with the studies that suggests that a
negative cognitive, emotional and existential
state is the parameter that can better predict
the risk of repetition of parasuicidel®12,

On the other hand, an important aspect of
the results, is the value of |P scale. Several
studies have evidence to suggest that thisfea-
tureisrelated to the parasuicidal risk!827 and
this work also demonstrated that the average
final values of the Plutchick Impulsivity
Scale was higher than 21. This fact confirms
that a correlation between the impulsivity
level and parasuicide exists.

In addition, the analysis shows avariation
of the tendency with time. In fact, we have
observed that final value in the repeaters
group tended to be less than that of the non-
repeaters group (althogh not significant; dif-
ference = 3.975; p-value = 0,11). Among the
group with multiple previous acts the de-
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Figure 1 (A) shows that the average value of Beck Hopelessness (+ 1 standard error) is higher in patients with multiple
previous acts in comparison with patients with only a previous act. In figure 1 (B) is shown that the average
value is higher in the patients of the repeaters group in comparisson with non-repeaters group.
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crease in the average final value of the IP
scaleisalmost significant if we compare the
subj ects repeaters to the non-repeaters (dif-
ference = 5.547; p value = 0.085) while in
the group with only a previous parasuicide
act that tendency was less marked (differ-
ence = 3.048; p value = 0.426). Thisdata, is
partly in agreement with other studies*® %0
and a possible explanation is that the impul-
sive attempts would be associated with “mo-
tor” impulsivity?* and this, after the same at-
tempt, would decrease (asif the subject was
not aware that heisat threat of dying, while,
after having survived, he learns how to con-
trol his impulsivity). We can explain this
tendency by considering that the subjects
that commited parasuicide impulsively, with
time, learned how to control themselves and
they didn't attempt it again, while only
those with strong intent in this group (with
relatively lower impulsivity levels and with
higher hopel essness levels) had retried.

Often, the environmental factors, such as
the negative and chronic vital events, can act
asfactorsthat contribute in a significant way
to suicidal behaviors’. The interview, in-
deed, proved that 55% of the cases referred
to have had some negative relationship vital
events in the last 5 years and up to 77% re-
lated some relationship problems with their
spouse, parents or persona relationship
breakup as reason of the parasuicide. Other
types of vital events that present a connec-
tion with parasuicide are considerable lessin
proportion sensibly inferior (11.1% VE of
health and 11.1% labor). This would leave
usto think that the people would benefit from
confrontation strategies to resolve problems
in their interpersonal relationship.

Limitations. There are severa limitations
that should be considererd in evaluating the
present study. Firstly, the small size of the
sample: although statistical significance is
evident, it limits the capacity to identify

possible variables of confusion. Secondly,
the recruitment and follow-up of the sub-
jects in the community environment and
years after the parasuicide attempt, repre-
sent amethodological difficulty and apossi-
ble cause of recall bias. Also, the compila-
tion of the table of vital elements at home
although, on one hand anonymity is guaran-
teed, it can also result in the concealment of
data and loss of information.

In conclusion, the major findings of this
study is that, in the persons who have a past
history of previous parasuicides, a high fina
value in BHS is strongly associated with the
risk of parasuicide repetition in the subsequent
two years, and they have lower levels of im-
pulsivity, althogh not significant. Further stud-
ies, will be required to replicate these resullts.
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