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Twenty years ago Canetti observed that "drug resistance is a
function of the quality of chemotherapy which can be
applied . . . it is a problem of drug activity and drug accept-
ability. For many nations it is also a problem of cost."15 The
same is true today.

Pyle MM. Relative numbers of resistant tubercle bacilli in sputa of patients
before and during treatment with streptomycin. Mayo Clin Proc 1947;
22:465-73.

2 Mitchinson DA. Basic mechanisms of chemotherapy. Chest 1979;76,
suppl :771-81.

3 Aswapokee P, Aswapokee N, Neu CO, Ellner PD, Neu HC. Drug-
resistant tuberculosis: serious problem. NY State J7 Med 1980;80:
1541-5.

4 Kleeberg HH, Boshoff MS. A world atlas of initial drug resistance. Paris:
Scientific Committee on Bacteriology and Immunology of the Inter-
national Union Against Tuberculosis, 1980.

Horne NW. Drug-resistant tuberculosis: a review of the world situation.
Tubercle 1969 ;50, suppl :2-12.

6 Anonymous. Primary resistance to anti-tuberculosis drugs-United
States. Center for Disease Control. Morbidity and mortality weekly report
1980;29 :345-6.

Scottish Mycobacteria Reference Laboratory. Annual report. Scottish
Mycobacteria Reference Laboratory, 1979.

8 Medical Research Council Tuberculosis and Chest Diseases Unit.
National survey of tuberculosis notifications in England and Wales,
1978-9. Br MedJ7 1980;281 :895-8.

9Hong Kong Tuberculosis Treatment Services/British Medical Research
Council Investigation. A study in Hong Kong to evaluate the role of
pretreatment susceptibility tests in the selection of regimens of chemo-
therapy for pulmonary tuberculosis. Am Rev Respir Dis 1972 ;106:1-22.

50 Hong Kong Tuberculosis Treatment Services/British Medical Research
Council Investigation. A study in Hong Kong to evaluate the role of
pretreatment susceptibility tests in the selection of regimens of chemo-
therapy for pulmonary tuberculosis-second report. Tubercle 1974;55:
169-92.

1 East African and British Medical Research Councils. Controlled clinical
trial of five short-course (four month) chemotherapy regimens in
pulmonary tuberculosis. First report of fourth study. Lancet 1978;ii:
334-8.

12 Singapore Tuberculosis Service/British Medical Research Council.
Clinical trial of six-month and four-month regimens of chemotherapy in
the treatment of pulmonary tuberculosis. Am Rev Respir Dis 1979 ;1 19:
579-85.

13 Fox W. The modern management and therapy of pulmonary tuberculosis.
Proc R Soc Med 1977;70:4-15.

14 Leff AR, Leff DR, Brewin A. Tuberculosis chemotherapy practices in
major metropolitan health departments in the United States. Am Rev
Respir Dis 1981 ;123:176-80.

15 Canetti G. The eradication of tuberculosis: theoretical problems and
practical solutions. Tubercle 1962;43 :301-21.

Children and parasuicide
Prepubertal children rarely kill themselves,1 though between a
tenth and a third of children under 13 years referred to
psychiatric outpatient services2 3 admit to self-destructive
thoughts, threats, or actions ("parasuicide").4 Furthermore,
some children admitted to hospital because of accidental
poisoning may have deliberately taken the poison themselves.5
The incidence of parasuicide rises steeply in adolescence. In
the United States suicide is the third most common cause of
death in men between 15 and 24 years,6 and the rates are rising
sharply among adolescents in Britain,7 though they are falling
in other age groups.
The suicide rates for girls are much lower and have risen

less, but self-destructive actions in girls outnumber those in
boys by at least three to one. Around 10% ofboys who attempt
suicide eventually kill themselves8 and Shaffer found that at
least 40% of the dead children had made previous threats.'
Parasuicidal behaviour in children must be taken seriously by
clinicians.

Children who kill themselves come from disturbed back-

grounds, are depressed, have close experience of suicidal
behaviour in others, have access to effective means and an
opportunity to use them, and have a degree of conceptual
maturity which enables them to plan ahead.' Parasuicidal
behaviour, in contrast, is an impulsive act in a child who shares
many of the features of the person who is successful in
committing suicide but who is less likely to be depressed and
more likely to come from a broken home. She may feel angry
and resentful towards parents who have not met her basic
needs for emotional care9 or have been abusive or rejecting.'0
Children's concepts of death develop slowly, and some
children harming themselves may possibly have the idea that
death is temporary and "a pleasant state of pain cessation."9
What are the causes of suicidal behaviour in prepubertal

children? The two major adult groups identified by factor
analysis hold good for children too." Undoubtedly a few
children have a depressive disorder, though child psychiatrists
disagree about the nature and manifestations of prepubertal
depression.'213 For far more children the action is likely to be
a distorted and angry communication to a poorly functioning
family. In adults parasuicide is recognised as both communi-
cative and imitative'4: in children the same is true. In one
study one-third of children taking overdoses knew of a
relative or friend who had deliberately harmed himself.'5 Other,
non-specific, indicators of social stress are common (absent
fathers, large families, low incomes, and delinquency). The
threatened or actual loss of a parent may distinguish suicidal
from non-suicidal adolescents.'6
How can the incidence of parasuicide in prepubertal

children be reduced? Primary prevention includes general
measures to improve the wellbeing of children, including
social support to poorly functioning families and improvement
in the diagnosis and treatment of depression and other
psychiatric disorders in childhood. Postgraduate tutors should
increase the number of child psychiatric seminars in their
programmes for general practitioners and hospital and
community paediatricians. Courses for parents, teachers, and
social workers would increase awareness in the community.
Secondary prevention includes effective assessment and treat-
ment for children presenting with parasuicidal behaviour and
their families. All parasuicidal children should be admitted to
the paediatric ward. The child psychiatric team should be
available in every district general hospital to see a child of 16
or under within 48 hours of admission in order to use the
crisis of admission therapeutically. Assessment must always
include the whole family or other adults legally in charge ofthe
patient. With training and consultant support non-medical
members of the child psychiatric team can probably do much
of the preliminary assessment, as is feasible in adults.17

Alternative treatment and management strategies in para-
suicidal children have been little evaluated. Clinicians find that
few patients need transfer to a child psychiatric ward; most
can be managed on a paediatric ward for a few days and then
as outpatients. Indications for transfer are the persistence of
suicidal ideation or acts or the presence of florid psychotic
symptoms. The treatment of choice is probably conjoint
family therapy, focusing on the maladaptive family communi-
cation patterns and using techniques to promote change in the
family system.18

Should psychotropic drugs be prescribed for depressed
children? The vast increase in drug overdoses in adolescents
has been mainly due to the ingestion of prescribed drugs,
though not always drugs prescribed for the adolescent.
General practitioners should rarely give psychotropic drugs to
children without a specialist opinion, and drugs should be
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given into the care of a responsible adult with a warning of their
dangers.
Any measures which help reduce adult parasuicidal behaviour

are likely to help children too. Parental distress is still the
cause of most child psychiatric disorder. Child psychiatrists
must work more closely with their colleagues in adult psy-
chiatry and paediatrics in order to identify and treat para-
suicidal children and their parents.
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Why treat cirrhosis?
Cirrhosis of the liver is still relatively rare in Britain but two-
thirds of patients already have complications by the time they
come to medical attention.' The main features of this "decom-
pensation" are jaundice, ascites, gastrointestinal haemorrhage,
and liver failure. Each can be treated in several different ways,
many ofthem expensive and time consuming, and a few heroic.

Fluid retention will usually respond to combinations of salt
restriction, diuretics, and salt-free albumin, but the response
may be slow; occasionally fluid may need to be diverted from
the abdominal cavity into the general circulation by devices
such as the LeVeen shunt.2 Short-term measures for gastro-
intestinal bleeding include trying to reverse the clotting
abnormalities with vitamin K, platelet transfusion, fresh-
frozen plasma, and blood transfusion. Drugs such as cimeti-

dine, pitressin, and more recently propranolol3 have been
used in attempts to prevent or control bleeding. If it recurs the
Sengstaken tube may be used, and endoscopic injection ofvarices
is popular at present.4 As a final resort laparotomy may be
undertaken on the grounds that not all bleeding is due to
varices; inevitably, operation places a heavy strain on a
patient whose liver function is already compromised. Liver
failure itself may improve if a cause can be found; excessive
alcohol intake, infections, anaemia, hypokalaemia, constipa-
tion, and overenthusiastic use of drugs are the most common.
Otherwise the physician must rely on restriction of protein and
plenty of carbohydrate and the use of lactulose or neomycin to
remove the nitrogenous substances which are thought to be
the cause ofthe encephalopathy.

All these regimens give only short-lived benefits and do not
affect long-term survival.' The treatment of ascites has made
no advance in the past 50 years. Most patients with bleeding
varices are dead within five. Only abstention from alcohol has
any benefit-and, of course, only in alcoholic cirrhosis. Little5
has calculated the cost at 1978 figures in Australia of treating
a single patient with bleeding from cirrhosis at just under
A$4000 (roughly C2350); if only those with a successful
outcome are considered the cost is doubled, and in alcoholic
cirrhosis the figure rises above A$11000 (about £6500). He
compares these with A $1000 for an appendicectomy and
something under A $1 1 000 for "worthwhile" major operations
such as cardiac surgery. Though national comparisons
are apt to be misleading because of the different criteria used
for costing, a British team6 put a figure ofabout £1800 (at 1977
prices) on aortic valve replacement.
Can high costs be justified for what is essentially palliation

when there are waiting lists for more cost-effective operations ?
Would it be better, for example, to treat bleeding varices from
cirrhosis with limited transfusion and sedation ? After all, the
chances of immediate survival fall dramatically once a patient
has been transfused 10 units or more,5 and such quantities are
not uncommonly given. This somewhat negativistic attitude
will no doubt be attacked on the ground that treatment is being
withheld from alcoholics because of their self-destructive
urge; the answer is that the prognosis for cryptogenic cirrhosis
is, if anything, worse. And there are precedents for not
employing drastic therapeutic measures: Little points out that
surgical textbooks used to be explicit in their instructions
about patients who should not be treated. The money saved
could perhaps be better used to find ways of detecting patients
at risk of developing cirrhosis at a time when it may still be
possible to do something.
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