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Suicide in Children
The myth that children do not become clinically depressed,
only miserable, has been firmly squashed by a number of
recent observations.'-4 The misconception has survived until
now because depression in children and young people is often
expressed in indirect ways-feelings ofboredom, being fed-up,
finding nothing worthwhile to do, believing their appearance,
their selves, and the world to be all wrong-or it is cloaked by
aches and pains, dangerous excitement-seeking, or delinquency.

Children and young people do not only threaten suicide;
they may carry out their threats,5 as was highlighted by the
suicide ofa schoolgirl in Southampton.6 Shaffer made a careful
study7 of all suicides occurring under the age of 14 years
between 1962 and 1968 in England and Wales, surveying
information from school medical and social records, but he
did not talk to the families themselves-a humane limit
applied by the Registrar General. In all 31 children and young
people killed themselves during the period studied, an
incidence of 1 child in 800 000 ofthe population, only 0.08% of
all suicides ofwhatever age. No child under the age of 12 years
killed himself. More boys than girls committed suicide, and
the boys tended to use highly lethal methods such as shooting
and hanging, while girls took overdoses or used gas. Suicide
notes indicated intense feelings of anger and a wish to avoid
punishment or humiliation for disciplinary problems at school.
The age of onset at 12 years coincides with pubertal changes

with their associated adolescent turmoil,8 a maturing concept
of death, and less supervision giving more opportunity to
carry out suicidal acts. What factors should alert the practi-
tioner to think about the possibility of suicide ? Should threats
of suicide be taken seriously? Only 40% of the child suicides
had in fact made threats beforehand, while up to 10% of
referrals to child guidance clinics in one series9 had made
suicidal threats or gestures. However, it is salutory to note
that 30% of Shaffer's deaths were in children attending or
waiting to see a child psychiatrist, though very few because
of previous suicidal threats.

Suicidal threats should, then, be taken seriously as cries for
help, but they are not in fact predictive of suicide itself in
children and young people.

Personality profiles found commonly among suicides inclu-
ded solitary children ofsuperior intelligence attending grammar
schools, culturally distant from less well-educated parents;

often the mothers were mentally ill and the children depressed,
in conflict and withdrawn, having stolen or stayed away from
school. Another group were impetuous, aggressive, with
violent outbursts, suspicious and resentful of criticism and
again often in trouble at school. These are familiar clinical
patterns and there are additional factors which may give
suggestive pointers-disturbed family backgrounds and
divorce, and families where parents or siblings provide models
by having attempted or succeeded in committing suicide.
Access to means and the opportunity are the final factors,
and this can include literature describing ways of committing
suicide.
These children have met "failure" of emotional support in

their environment early in their lives, and as Winnicott stated' G
"it is the death that happened, but was not experienced, that
is sought . .. sending the body to death, which has already
happened in the psyche . . . suicide is no answer . . . it is a
despair gesture."
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Routine Chest Radiographs
in Hospital
The annual increase1 2 in the number of radiological examina-
tions is estimated to be of the order of 10%; and this is only
one aspect of the increasing cost of investigative departments.
As the numbers of examinations have increased so have their
complexity, and the trend is towards the introduction of more
completely new methods.

In the last ten years, isotope scanning, ultrasonography, and
more recently the E.M.I. scanner have been introduced to
hospital practice, and these methods are becoming a matter
of routine patient assessment in some centres. An awareness
of their increasing cost to hospitals has led not only adminis-
trators but doctors themselves to question some aspects of
current medical practice. This has occurred at the official
level,3 at the clinical level,4 and by means of reviews of the use
of particular investigations.5 6
While unnecessary or inappropriate laboratory investiga-

tions may be criticized on the basis of inconvenience to the
patient or cost to the N.H.S. the use ofx-rays carries the added
risk of radiation effects. Recently the benefits and risks ofmass
radiographic surveys, whether for tuberculosis or cancer, have
been the subject of comment.7 8 In a prospective study by
Sagel et al.9 the value of the routine chest radiograph was
assessed on the basis of 10 000 examinations obtained ex-
clusively because of hospital admission or scheduled surgery.
The results are of considerable interest. In the 521 patients
under the age of 20 no case was detected in which serious
abnormality was shown on the chest film. A serious abnor-
mality was suspected on the chest radiograph in 16.5% of all
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