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ABSTRACT 

The present study examines suicidal phenomenon and its 

assessment in children of latency- age ( 6-12 years). 

Suicidal behaviour in children, denied or minimized at one 

time, has gradually become recognized as being one of the 

most common symptoms among severely disturbed children. 

This study is a review of the research literature 

investigating children's suicidal behaviour as to 

definition, issues, incidence, and identification of 

specific risk factors associated with suicidal behaviour. 

The risk factors discussed include: ( a) depression, ( b) 

hopelessness, ( c) parental depression and suicide, ( d) 

deviant interactional patterns within the family system, ( e) 

family violence, ( f) loss and life stress, ( g) child 

variables ( such as aggression, impulsivity, intellligence 

and ego functioning), and ( h) preoccupation with and 

distorted concepts of death. 

The goal of this review is the development of an 

original assessment procedure known as the Child's 

Perceptions of Life and Death Interview (CPLDI). The focus 

of the CPLDI, based on the idiosyncratic perceptions of 

death reported among suicidal children in the research, is 

the assessment of these concepts and attitudes among 

children. To provide a framework from within which to view 

suicidal children's perceptions of death the developmental 

research investigating the formation of the concept of death 

is reviewed. 
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The CPLDI, a semi-structured projective interview, is 

described and presented in full as is the rating scale which 

was developed to quantify the data obtained in the 

interview. Proposals for field-testing the CPLDI, by means 

of an initial pilot study and subsequent control study are 

outlined. 
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1 

CHAPTER 1 

Suicidal Behaviour in Children: 
Definition, Issues, and Incidence 

The thought of a young child taking his or her own life 

or even of wishing for death because life is perceived as 

being too painful is so tragic that words fail to adequately 

describe the feelings which are evoked by it. And yet, this 

is a reality for more young children than was previously 

thought. Official Canadian statistics for 1984 record 28 

deaths by suicide among children between the ages of 5 and 

14 years ( see Table 1). 

Definition 

The focus of this study is children of latency—age (6 

to 12 years) who display suicidal behaviour. The definition 

of suicidal behaviour as it is used here is the one proposed 

by Pfeffer. She defines children's suicidal behaviour as 

"thoughts and/or actions that if fully carried out may lead 

to serious self— injury or death" ( 1981a, p. 154). She 

further describes a spectrum of suicidal behaviour which 

includes "nonsuicidal behavior, suicidal ideation, suicidal 

threats, suicide attempts, and completed suicide" (p. 154). 

This view of suicidal behaviour in children appears to have 

wide acceptance and is shared by a number of other 

researchers (Ackerly, 1967; Bender & Schilder, 1937; Brent, 

Kalas, Edelbrock, Costello, Dulcan & Conover, 1986; Bettes & 
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Walker, 1986; Carlson & Cantwell, 1982; Cohen-Sandier, 

Berman & King, 1982a; Joffe & Orford, 1983; Kazdin, French, 

Unis, Esveldt-Dawson & Sherick, 1983; Kosky, 1983; Paulson, 

Stone & Sposto, 1978; Orbach, 1980, 1984, 1986; Orbach, 

Carlson, Feshbach & 

Feshbach, Glaubman & 

1979a, 1979b; Orbach, 

Elienberg, 1984; 

Gross, 1983;Orbach 

Gross & Glaubmamn, 

Orbach, Carlson, 

& Glaubman, 1978, 

1981; Rosenthal & 

Rosenthal, 1984; Shearer, 1972; Tishier, 1980). 

Issues  

Until quite recently preadolescent children were 

believed to be incapable of suicidal actions. Their 

relative cognitive immaturity was seen as precluding a 

serious or realistic wish to die or intent to deliberately 

kill themselves. Their relative inability to plan and 

execute actions, their integration within a family support 

system and a presumed age- related lower incidence of 

depression and feelings of hopelessness have been cited as 

protective factors accounting for the rarity of suicide 

among children (Shaffer, 1974; Shaffer & Fisher, 1981). The 

view of suicidal behaviour in children as being primarily 

impulsive in nature (Despert, 1952; Cohen-Sandier & Berman, 

1980) and their alleged misconceptions regarding death 

(Gould, 1965; Shaffer, 1974) have mediated against the 

perception of children's suicidal behaviour as being 

intentional. Gould states " one generally has to understand 

a concept to handle it effectively. With his [ the child's] 

inability to think much about death or understand how it 



3 

occurs, he could hardly be expected to engage in behavior 

designed to bring about his own or anybody else's death" 

(1965, p. 231). Suicide statistics are not tabulated for 

children under ten years of age in the United States for 

much the same reason as described by Gould (Cohen-Sandier & 

Berman, 1980; Gardner, 1985) in the belief that suicide in 

children " is such a rare phenomenon that statistics need not 

be kept" (Pfeffer, 1980a, p. 11). 

Pfeffer ( 1980a) suggests that the validity of this 

"rationale can be seriously questioned" (p. 11). It seems 

that these views seriously underestimate, not only the 

child's capacity to understand death, but also his/her 

capacity to experience despair and unbearable pain to the 

point of deciding that life as he/she knows is not worth 

living. The body of research which has begun to accumulate 

investigating suicidal behavalour in children is leading to 

very different conclusions. As Orbach states " the phenomenon 

of self-destructive behaviour and suicide in young children 

is now evident and is no longer denied as it was just a few 

years ago" ( 1984, p. 37). In fact, research exists 

documenting suicidal behaviour displayed by children even 

younger than six years of age ( Kosky, 1983; Lourie, 1967; 

Matter & Matter, 1984; Paulson et al, 1978; Rosenthal & 

Rosenthal, 1984). Rosenthal and Rosenthal studied 16 

suicidal preschoolers, 13 of whom had made multiple 

attempts. 
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Carlson and Cantwell ( 1982) state that while the 

suicidal actions of the preadolescents in their study age 

= 10 years) were " poorly conceived and executed— the 

seriousness of the children describing their wish to die 

was impressive" Kosky ( 1983) observes similar serious 

intent and wish to die in the children he studied and states 

that " suicidal intent although rare can form and be acted 

upon at very young age" (p. 463). The youngest child in his 

sample was 5 years 2 months. 

Striking is the suicidal behaviour demonstrated by the 

children described by Lourie ( 1967). Two of his case study 

vignettes are quoted. 

Bill, 8, tried to hang himself to ' frighten my mother' 

because she hit him so much. His mother said he was 

wicked from the day he was born, and that he attacked 

her and his siblings with obvious intent to kill, such 

as by hurling nursing bottles when he was a baby. ' The 

only way to keep him from the electric chair by 15 

would be to kill him myself,' she said. Bill had also 

thought of killing himself by breaking a cup and 

pushing pieces into his heart. 

Peter, 10, had a helpless, ineffectual and 

overconcerned mother. He was passive, fear- ridden, and 

unable to cope with school, other children, games and 

other activities. He 

to hitch on a freight 

would be killed; the 

dreamed that some boys forced him 

train and deserted him so that he 

next morning he threw himself in 

front of a fire engine. Another suicidal attempt, by 
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cutting and holding live electric wires, was the result 

of an attack by a boy who stuck a pointed stick into 

Peter's arm." (Lourie, 1967, P. 61-62). 

Probably most poignant of all are the words of a five-year 

old who had run into traffic after telling his brother that 

he felt unwanted. Before he died, he whispered " it wasn't 

an accident. I figure if I died, it wouldn"t hurt as much 

as if I lived" (Turkington cited in Matter & Matter, 

1984,p. 265). 

The apparent impulsive nature of children's suicidal 

behaviour has been addressed by a number of people. Orbach 

and colleagues state that "while the final act of suicide 

may be impulsive or impulsivity may increase the likelihood 

of self-destruction, suicidal behaviour is related to long 

term psychological processes" (1981, p. 187). They go on to 

say that " suicide in children and adults alike is not merely 

a specific solution to a specific problem, but it requires a 

state of mind and a particular personality organization" (p. 

187). This view is consistent with that of others (Bender & 

Schilder, 1937; Joffe & Orford, 1983; Leurie, 1967; Shearer, 

1972; Shaffer, 1974). 

Childhood depression, for the most part, has only come 

to be recognised as a clinical entity since the 1960's. 

Until that time depression was not thought to be possible in 

children largely due to the influence of psychoanalytic 

thought with regard to the level of superego development in 

children. Since then considerable research activity has 
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been generated. Prevalence rates reported for childhood 

depression showed considerable variability ranging from less 

than 1% to over 50% (Lewis & Lewis, 1981). This variability 

is attributable to differences among studies regarding 

definition, diagnostic criteria and different settings and 

populations studied (Lewis & Lewis, 1981; Pfeffer, 1986). 

More recently, with the consolidation of diagnostic criteria 

and subsequently of definition, reported prevalence has 

begun to show consistency within specific settings (Pfeffer, 

1986). Pfeffer reviewed a number of recent studies of 

childhood depression, all of which used DSM-III diagnostic 

criteria for depression. Based on her review she observes 

that severe depression in the general population of children 

is relatively rare ( ranging from 0.0% to 1.9%) but is 

relatively common among children with serious 

psychopathology ( between 7.0% to 20.0% among psychiatric 

inpatients and outpatients) and children with serious life 

threatening medical illness ( 17.0% and 20.0%) children with 

cancer and orthopedic problems respectively). It seems 

therefore that the alleged age- related lower incidence of 

depression among children alluded to earlier as being a 

protective factor is not applicable to all populations of 

children. The relationship between depession and suicidal 

behaviour will be discussed further in Chapter 2. 

The role of children's concepts of death has come to be 

viewed differently also. Pfeffer ( 1986) observes that 

recent research has indicated that suicidal children, while 

not always believing in the finality of death, do have 
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distinct ideas about death. She further states that " it is 

the goal of achieving death that defines this child as 

suicidal .... it is not necessary for a child to have an 

understanding of the finality of death but it is necessary 

to have a concept of death regardless of how idiosyncratic 

it may be" ( 1986, p. 14). Cohen- Sandier and Berman write 

that even though " children may conceptualize death 

differently than adults.... their behavior still must be 

considered deliberately self-destructive" ( 1980, P. 57). 

Recent developmental research studying the acquisition 

of a concept of death in children, suggests that most 

children by 7 years of age have a fairly sophisticated 

concept of death and understand the irreversible, 

nonfunctional, and universal nature of death ( Speece & 

Brent, 1984). 

Incidence  

Fortunately completed suicide among latency- age 

children ( and younger) is relatively rare, especially in 

comparison with older age groups ( Kosky, 1983; Pfeffer, 

1986; Shaffer, 1974; Shaffer & Fisher, 1981). In one of the 

few existing studies of completed suicide among children and 

young adolescents, Shaffer found that suicide accounted for 

only 0.6% of all deaths among 12- to 14-year olds in England 

and Wales from 1962 to 1968. None were recorded for 

children under 12 years. ( Shaffer, 1974) 

The most recently available Canadian statistics 

indicate that in 1984, suicide was reported for 1 child in 
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the 5-9 year age group and for 27 children in the 10-14 year 

age group, representing 0.2% and 5.8% of all deaths in the 

two age groups respectively ( see Table 1). 

Table 1 

1984 Suicide Statistics for Canada  

Age Group 

Males 

Females 

Total 

1-4 5-9 10-14 15-19 

1 23 221 

- 4 32 

1 27 253 

Note. From Vital Statistics VIII. ( 1984). Mortalityj 

Summary List of Causes  

1985 suicide statistics for the province of Alberta 

report 1 death by suicide in the 5-9 age category and 3 in 

the 10-14 age group representing rates of 0.6 and 1.8 / 

100,000 population respectively ( see Table 2). 

Table 2 

1985 Suicide Statistics for Alberta  

Age Group 5-9 10-14 15-19 

Male 

Female 

Total 

1 

1 

2 

1 

3 

24 

7 

32* 

*Note 1 was listed as sex unknown. 

Note. From Office of Chief Medical Examiner, Province 

of Alberta. ( 1985). 1985 Preliminary Suicide Statistics. 
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Statistics for the United States indicate that suicidal 

deaths account for between 0.4 and 0.7 / l00000 population 

in the 5-14 age group ( see Table 3). 

Table 3 

Suicide Statistics for the United States 

(rate / 100,000 population) 

Age Group 5-14 15-24 

1984* 

1983* 

1982** 

1980** 

1979* 

0.7 

0.6 

0.6 

0.4 

0.4 

12.5 

11.9 

12.1 

12.3 

12.4 

*Note From National Center for Health Statistics. ( 1986). 

Monthly Vital Statistics Report. 

**N ote. From United States Dept. of Commerce. ( 1986). 

Statistical Abstracts 1986, ( 106th ed.), Bureau of the 

Census. 

The reported incidence of suicide in children may in 

fact be an underestimate due to underreporting and 

misreporting (Cohen-Sandier & Berman, 1980, 1982a; Gardner, 

1985; Gould, 1965; Toolan 1975, 1981; Kosky, 1983; Pfeffer, 

1981; Rosenthal & Rosenthal, 1983; McIntire, Angle & 

Schiicht, 1980). 

children under 10 

accidents in the 

Gardner observes that suicides among 

years are automatically classified as 

United States ( 1985). Rosenthal and 
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Rosenthal ( 1983) note the reluctance of some professionals 

to record the death of a child as suicide because of the 

stigma to parents. Toolan ( 1975) points out that suicide 

figures are underestimates for adults but even more so for 

children and adolescents. He cites the Suicide Prevention 

Center of Los Angeles as estimating that up to 50% of 

suicides are disguised as accidents. The methods used most 

commonly by children such as jumping from heights, ingestion 

of toxic substances, running into traffic and hanging 

(Cohen-Sandier, Berman & King, 1982a; Kosky, 1983; Pfeffer, 

1979; Pfeffer, Conte, Plutchik & Jerret, 1979) " lend 

themselves easily to misinterpretation or intentional 

concealment as accidents" (Cohen-Sandier & Berman, 1980, p. 

56). Kosky ( 1983) suggests that a proportion of traffic 

fatalities among children may be misclassified as accidents 

when in fact they were suicidally motivated. McIntire and 

colleagues observe that any self-poisoning in children over 

the age of 5 years should be " considered to have a major 

element of intent" ( 1980, p. 73). 

In Canada in 1984 selected accidents ( i.e. those 

paralleling methods commonly used by children) accounted for 

137, 106 and 92 deaths in the 1-4, 5-9 and 10-14 age groups 

respectively ( see Table 4). 
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Table 4 

Selected Accident Statistics for Canada 1984  

Age Group 1-4 5-9 10-14 

Traffic accident 15 32 13 M 
involving pedestrians 16 14 12 F 

31 46 25 T 

Accidental Poisoning 

Accidental falls from 
one level to another 

1 
1 
2 

8 
3 

11 

1 

1 

4 

4 

2 M 
1 F 
3 T 

2 M 
- F 
2 T 

Other accidents ( i.e. 63 39 50 M 
drowning, suffocation, 30 16 12 F 
etc.) 93 55 62 T 

Total 137 106 92 

Note. From Vital Statistics VIII. ( 1984) Mortality: Summary 

List of Causes. 

In the United States accidents were reported as the number 1 

leading cause of death among children aged 1 to 14 years 

old in 1980 (Suicide Information and Education Center[SIEC], 

1985) and in 1981 ( Pfeffer, 1986). 

Shaffer and Fisher ( 1981) in their epidemiological 

study of suicide in children and young adolescents consider 

the problems of underreporting and misclassification. They 

conclude that even with these factors taken into account 

suicide in the 9-14 year age group is still uncommon, 

representing less than 1% of all suicides reported during 

the period under study. 
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While completed suicide among latency-age children is 

relatively rare, the incidence of suicidal behavior 

(excluding completed suicide) is not ( Shaffer, 1974). A 

number of studies investigating suicidal behavior in various 

populations of children have been conducted ( see Table 5). 

Table 5 

Reported Incidence of Suicidal Behaviour 

Study Incidence Children Studied 

*cohenSandler et al, 
1982a 

Green, 1978 

Kazdin et al, 1983 

Pfeffer & Lomoriaco 
(cited in Pfeffer et 
al, 1979) 

Pfeffer, 1979 

Pfeffer et al, 1979 

Pfeffer et al, 1980 

Pfeffer, Plutchik & 
Mizruchi, 1983 

Pfeffer, Solomon, 
Plutchik, Mizruchi & 
Weiner, 1982 

Pfeffer, Zuckerman, 
Plutchik & Mizruchi, 
1984 

26% Discharged psychiatric 
inpatients 

40.6% Abused children 
17.2% Neglected children 

33.4% 

33% Children referred for 
psychiatric admission 

45% 

72% 

33% 

57.8% 

Psychiatric inpatients 

Psychiatric 

Psychiatric 

Psychiatric 

inpatients 

inpatients 

outpatients 

Psychiatric inpatients 
and outpatients 

78.5% Psychiatric inpatients 

11.9% Normal school children 

*Note. Suicidal behaviour is defined more stringently 

including only attempts with verbalized intent. 
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These findings tend to support Pfeffer and colleagues' 

conclusion that " suicidal behavior is one of the most common 

symptoms among severely disturbed latency- age children" 

(1979, P. 691). Suicidal behaviour among well-adjusted 

children is highly unusual, therefore when it is manifested, 

it demands immediate attention (Joffe and Orford, 1983; 

Pfeffer et al, 1984). 

In addition to the tragic loss of life, no matter how 

low the actual incidence, a number of other factors point to 

the urgent need to develop reliable methods of indentifying 

children at risk for suicidal behavior. 

(a) The reported prevalence of suicidal behavior among 

children. 

(b) The increased risk for suicide associated with a 

past history of attempts ( Shaffer, 1974; Shearer, 1972). 

Shaffer (1974) noted that 46% (a figure which he feels may 

be an underestimate) of the compieters he studied had 

attempted or threatened suicide previously. 

(c) The increased risk of completing suicide as these 

children mature and enter adolescence (Carlson and Cantwell, 

1982; Cohen-Sandier & Berman, 1980; Cohen-Sandier et al, 

1982a). Cohen-Sandier and colleagues note that " untreated 

and/or unrecognized, these children have an increased risk 

of both subsequent attempt and completion as they mature" 

(1982a, p. 178). Suicide rates for adolescents and young 

adults support this view. 1984 Canadian Mortality Statistics 

record 253 suicide deaths among 15- to 19 year olds ( see 

Table 1). Alberta statistics for 1985 for the same age 
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group record 32 suicide deaths representing a rate of 17.1 

/100,000 population ( see Table 2). In the United States in 

1980 suicide was reported as the 3rd leading cause of death 

accounting for 12.7% of all deaths in the 15-24 year 

category ( SIEC, 1985). ( See Table 3 for a comparison of 

rates between the two age groups over a 5 year period.) 

(d) The growing belief that adolescent and adult 

suicidal behavior is rooted in suicidal tendencies 

established in early childhood ( Berman & Carroll, 1984; 

Orbach et al, 1984; Orbach et al, 1981; Lourie, 1967; 

Shearer, 1972). Orbach and associates state that " suicide in 

children and adults alike is not merely a specific solution 

to a specific problem, but it requires a state of mind and a 

particular personality organization." ( 1981, p. 187) and 

"is related to long term psychological processes" ( 1981, p. 

187). Lourie observes that " it is no surprise that the 

multiple determinants of suicidal efforts include basic 

components representing patterns of thinking and 

relationships which originate in the first few years of 

life" ( 1967, p. 63). 

(e) Reported positive responses to therapeutic 

intervention among suicidal children in curbing suicidal 

behavior ( Paulson, Stone & Sposto, 1978; Cohen-Sandier, 

Berman & King, 1982b). Paulson and associates ( 1978) report 

favourable responses to intervention by the majority of 

their follow-up children and none had committed suicide. 

Cohen-Sandier and colleagues ( 1982b) were cautiously 
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optimistic regarding subsequent social adjustment since, at 

'' follow-up, 60% of the children studied were functioning in 

the normal or above- average range for overall social 

competence and behavioural problems. Only 20% continued to 

be suicidal and these were noted as being older ( age = 13 

years, 6 months vs ! age = 11 years, 1 month), repeaters and 

non- repeaters respectively. 

These combined factors strongly point to the need for 

early identification of children at risk for suicidal 

behavior as an obvious prerequisite to intervention. Such 

early intervention could conceivably not only reduce 

suicidal phenomenon among children but also in time among 

adolescents and adults. 

The present study intends to examine variables 

identified in the research literature as signalling 

potential suicide risk in latency-age children with a view 

to developing a suicide assessment procedure for this age 

group. 
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CHAPTER 2 

Factors Associated with Suicide Risk in Children 

Cohen-Sandier and colleagues observe that in the 

suicidal children they studied " suicidal behavior typically 

occurred in a context of intensely stressful, chaotic and 

unpredictable family events" ( 1982b, p. 398). They took the 

view that suicidal behaviour for these children was a 

"powerful--but unhealthy--coping strategy" (p. 402) in a 

situation in which they felt helpless. Their behaviour did 

in fact result in various beneficial changes taking place in 

their lives ranging from hospitalization to long term 

placement in more stable and supportive environments. 

Shearer ( 1972) observed similiar changes directly resulting 

from the suicidal actions of the children he studies. This 

view of suicidal behavior has also been noted in relation to 

adult suicide attempters (Cohen-Sandler et al, 1982b). 

What variables impinge so tremendously on the life of a 

child as to drive him/her to consider suicide? As Pfeffer 

and associates observe " Many variables have been cited in 

relation to child suicidal behavior, but little firm 

evidence exists about the relative significance of these 

factors" (1979, p. 680). Some factors cited as being suicide 

risk indicators, have been found in controlled studies 

investigating these factors not to discriminate between 

suicidal and non- suicidal disturbed children ( Berman & 

Cohen-Sandler, 1982; Kosky, 1983; Pfeffer et al ; 1979). As 
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a result of their study using non- suicidal psychiatric 

inpatiants as controls, Pfeffer and colleagues delineate two 

sets of risk factors, one set consisting of non-specific 

risk factors associated with psychopathology in general and 

a second set of risk factors specifically related to 

suicidal behavior (Pfeffer et al, 1979). Findings such as 

theirs have demonstrated the importance of using control or 

comparison groups in an attempt to ensure that variables 

identified as risk indicators for suicide are in fact 

specific to suicidal risk rather than descriptive of a 

number of different populations ( Berman & Cohen-Sandler, 

1982; Kosky, 1983; Pfeffer et al, 1979). Given the 

importance of controlled studies, for purposes of this study 

I have elected to include primarily studies which have used 

controls ( see Table 6). Studies referred to which have not 

used controls will be indicated hereafter by an * preceding 

the publication date. 

Table 6 

Control Studies Reviewed 

Study N Ages Comparison Group 

*Brent et al, 1986. 231 6-18 Psychiatric children. 

Carlson & Cantwell, 102 
1982. 

Cohen-Sandler et al, 
1982a 

10-16 Psychiatric children 
-nonsuic idal 
-moderately and 
severely suicidal 

76 5-14 Discharged inpatients 
-depressed 
-psychiatric 
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Study N Ages Comparison Group 

Green, 1978 120 5-13 

Kazdin et al, 1983 66 

Kosky, 1983 70 

Orbach & Glaubman, 21 
1978 

Orbach & Glaubman, 21 
1979a 

Orbach et al, 1983 60 

Orbach et al, 1984 64 

Pfeffer, 1979 

Pfeffer 

Pfeffer 

Pfeffer 

et al, 1979 

et al, 1980 

et al, 1983 

Pfeffer et al, 1982 65 

Pfeffer et al, 1984 101 

Rosenthal & 
Rosenthal, 1983 

*Santostefano, 
Reider & Berk, 1984 

Abused children 
Neglected children 
Normal children 

8-13 Psychiatric inpatients 

5-14 Psychiatric children 

10-12 Aggressive and 
normal children 

10-12 Aggressive and 
normal children 

6-12 Normal children 

6-12 Chronically ill and 
normal children 

146 6-12 Psychiatric inpatients 

58 6-12 Psychiatric inpatients 

39 6-12 Psychiatric outpatient 

102 6-12 Psychiatric inpatients 
and outpatients 

6-12 Psychiatric inpatients 

6-12 Normal school children 

32 2.5-5 Preschoolers with 
behaviour problems 

123 8-16 Normal school children 
and psychiatric 
inpatients 

*Note. Separate analyses conducted for different age groups. 

Similarities between children, adolescents and adults 

with regard to risk indicators are reported in the research 

'literature (Brent et al, 1986; Kazdin et al, 1983; Orbach, 

1984, 1986; Orbach et al; 1981; Pfeffer, 1981; Pfeffer et 

al, 1979). A number of studies combine children with 
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adolescents as their focus of investigation. 

Developmentally, these children are very different from each 

other and although similarities do exist, important 

differences may be potentially confounded rather than 

clarified by this grouping together. It seems reasonable 

and necessary to study each group separately in order to 

best understand the dynamics underlying their respective 

suicidal behaviors. Pfeffer suggests that a developmental 

approach be applied to research in this area using groupings 

of five years as a maximum (1981a). In this study, as much 

as possible the research reviewed either focuses exclusively 

on latency—age children, or includes children several years 

younger or older than this target group or conducts separate 

analyses for different age groupings. 

Recent research has identified a number of variables 

found to be associated with suicidal behavior which seem to 

have potential as suicide risk indicators. For the sake of 

clarity each category of risk variables will be discussed 

separately. 

Demographics  

Little systematic study of demographic variables has 

been conducted and is necessary (Pfeffer, 1981; Pfeffer et 

al, 1982). Studies in which the demographic characteristics 

of the sample have been examined generally report no 

differences between suicidal children and comparison groups 

Cohen—Sandier et al, 1982; Kazdin et al, 1983; Kosky, 

1983; Pfeffer et al, 1979; Pfeffer et al, 1984). Kosky 
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observed that while suicidal behaviour was not found to be 

the "perogative of a particular social class" a proportion 

of the families he studied appeared to be at high risk for 

poverty ( 1983, p. 466). Pfeffer and associates ( 1982) in one 

of the few systematic studies of demographic variables 

reported that social status was not found to be a 

significant factor influencing risk. 

One variable reported on more frequently than others is 

the proportion of males to females manifesting suicidal 

behaviour and here findings are quite varied (see Table 7). 

Table 7 

Proportion of males to Females Displaying Suicidal Behaviour  

Study Ratio (M:F) Suicidal Behaviour 

Ackerly, 1967 

Kosky, 1983 

Lourie, 1967 

Paulson et al, 
1978 

Pfeffer, 1977 

no difference 
3:1 

3:1 

5:1 

2:1 

4:1 

attempts 
threats 

attempts 

attempts 

unspecified 

unspecified 

Pfeffer, 1979 no difference attempts 
5:1 threats 

Pfeffer, 1985 no difference attempts and 
threats 

Pfeffer et al, 7:1 not specified 
1979 

Shaffer, 1974 2.3:1* completed 

*Note. Incidence is similar to that reported for adults. 
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Based on this data it would seem that males generally are at 

greater risk for all types of suicidal behaviour than are 

females. 

Depression 

Depression, long viewed as a major risk factor in adult 

suicidal behavior, has also been found to be significantly 

correlated with suicidal behaviour in children ( Brent et al, 

1986; Carlson and Cantwell, 1982; Pfeffer et al, 1979; 

Pfeffer et al, 1982; Pfeffer et al, 1984). Rosenthal and 

Rosenthal ( 1984) in their study of preschoolers report a 

higher incidence of depressive symptoms among their suicidal 

children. 

Research has also indicated that not all suicidal 

children are necessarily depressed. Carlson and Cantwell 

(1982) report that while 63% of depressed children were 

suicidal and suicidal behaviour correlated with severe 

depression ( especially in the adolescents studied), 34% were 

suicidal but not depressed: ' a proportion which they felt 

was clinically significant. Carlson and Orbach ( cited in 

Orbach, 1984) found that " suicidal ideation was equally 

shared by depressed and non-depressed children and that 

suicidal ideators were not more depressed than non-ideators" 

(p.38). Cohen-Sandler and colleagues observed that although 

suicidal behavior and depression overlapped in their sample, 

it was possible to differentiate between the two groups. 

They report that 65%' of those who were suicidal were 

depressed and 38% of those who were depressed were suicidal. 
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(1982a). Pfeffer and associates also observed that not all 

suicidal children were predominantly depressed. Some 

children they found showed little depression but 

demonstrated very intense aggression ( 1983). In an earlier 

study, Pfeffer and associates reported that depression, 

feelings of hopelessness and worthlessness distinguished 

suicidal from non-suicidal inpatients but that recent and 

past depression did not significantly correlate with the 

spectrum of suicidal behavior (1979). In their 1982 study 

of inpatients, Pfeffer and colleagues found that all 

depressed children were suicidal and that depression did 

correlate significantly with the spectrum of suicidal 

behaviour. In their study of outpatients Pfeffer and 

associates ( 1980) reported no difference regarding 

depression between suicidal and non suicidal outpatients. 

It is quite apparent that considerably mixed results 

have been reported regarding the relative signifance of 

depression in the etiology of suicidal behaviour. This 

variability is also evident in the reported findings of non-

control studies (Ackerly, * 1967 ; Despert, * 1952 ; Lourie, 

*1967 ; Shearer * 1972 ; Shaffer, *1974). 

Recent research findings have brought to light the 

possible existence of a number of subgroups among suicidal 

children, each displaying markedly different 

characteristics. These may to some extent, account for some 

of the variability in the research literature (Brent et al, 

1986). Brent and associates ( 1986) describe two such 
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possible groups: ( a) " a dysphoric, hopeless group, whose 

attempts are planned and of high intent" (p.666); and, ( b) 

"an impulsive, externalizing group whose attempts are of 

variable intent" (p.666). Pfeffer and associates ( 1983) did 

identify two suicidal subgroups-- one displaying suicidal 

tendencies alone and a second described as having suicidal 

and assaultive tendencies. While affective disorders were 

common in the former group, intense aggression but little 

depression characterized the latter. Bettes and Walker 

(1986) note that a large number of the younger boys in 

their sample showed no conventional depressive symptoms but 

did display "externalized, conduct-disordered behaviours" 

(p.602). These findings point to the need for further 

research in this area in order to develop assessment 

criteria which will cover all types of children at risk. 

Hopelessness  

Kazdin and associates ( 1983) studied the relationship 

between suicidal behaviour, depression and hopelessness in 

children. They found that the relationship between suicidal 

behaviour and depression was not significant when 

hopelessness was statistically controlled, whereas the 

relationship betweean suicidal behaviour and hopelessness 

remained relatively constant whether or not depression was 

controlled. These results led them to observe that the 

"correlation of suicide and depression is apparently 

accounted for by their common association with hopelessness" 

(p.509). Further, they consider hopelessness to be a 
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clinically useful risk factor stating " that hopelessness may 

predict subsequent suicidal behaviour" even though other 

variables may determine whether suicide is actually 

attempted. Similar findings have been reported for adults 

(Kazdin et al, 1983). 

Carlson and Cantwell ( 1982) also examined feelings of 

hopelessness in their study. They found that hopelessness 

did not differentiate suicidal and non-suicidal children and 

fewer suicidal children expressed feelings of hopelessness 

than they had expected. They qualified their findings by 

suggesting that these may have been different had they 

studied hopelessness using a more elaborate assessment 

instrument. They assessed feelings of hopelessness using a 

single item regarding the child's perceptions of the future 

as being bright or hopeful and the resolvability of his 

problems. Kazdin and associates ( 1983) on the other hand, 

used a 17- item scale investigating positive and negative 

expectancies about the future regarding such things as 

prospects for happiness, attainability of goals, 

satisfaction of needs, and personal effectiveness. 

Family Factors  

Family dysfunction and pathology have long been 

implicated in the etiology of psychopathology including 

suicidal behavior. It has become increasingly apparent that 

this general category of variable ( i.e. family dysfunction, 
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broken homes, family disorganization, etc.) is not specific 

enough to differentiate between suicidal and non- suicidal 

psychiatrically distrubed children ( Cohen-Sandier et al, 

1982a; Pfeffer et al, 1979; Pfeffer et al, 1982). Recent 

research has begun to identify family factors which are more 

specifically related to suicidal tendencies and which appear 

to have considerable potential as suicide risk indicators. 

These include parental depression and suicide, deviant 

interactional patterns within the family system, family 

violence, and loss and life stress. 

Parental Depression and Suicide  

The incidence of depression and suicidal behaviour in 

the parents of suicidal children have been identified as 

variables differentiating them from non-suicidal psychiatric 

children (Pfeffer et al, 1979; Pfeffer et al 1980; Pfeffer 

et al, 1983; Pfeffer et al 1984). Pfeffer and associates 

(1979) reported a significant connection between parental 

depression and suicidal tendencies and the degree of 

dangerousness of the suicidal behaviour exhibited by the 

child. Having suicidal and depressed parents is also 

frequently reported as being a 

children in a number of other 

Paulson et al, *1978; Orbach et 

characteristic of suicidal 

studies ( Ackerly, * 1967 ; 

al, 1981). Shaffer (* 1974) 

noted a high incidence of depression and suicidal behaviour 

in the immediate families of the completed suicides which he 

studied. A relatively higher frequency of depressive and 

suicidal behaviour has been reported for mothers compared to 
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fathers of suicidal children (Ackerly, * 1967 ; Pfeffer et al, 

1979; Pfeffer et al, 1984; Orbach et al, 1981). Of all the 

studies reviewed, only two, Kosky ( 1983) and Pfeffer and 

colleagues ( 1982) reported parental suicide as not being a 

significant factor. Pfeffer and associates ( 1982) suggest 

that this finding may be an artifact of the population 

studied since subjects were very secretive regarding 

disclosure of parental suicidal impulses. 

The apparent relationship between suicidal behaviour in 

parents and the subsequent suicidal acting out of children 

has been considered in several ways. A child's familiarity 

with the phenomenon of suicide , especially one who is at 

psychiatric risk, has in itself been suggested to be an 

important factor (Shaffer, * 1974). 

Pfeffer and associates ( 1979) suggest that the child 

may identify with parental suicidal modes of coping raising 

the possibility of using similar coping methods. 

Identification with parental suicidal behaviour was also 

observed by Ackerly ( *1967) • Orbach ( 1984) describes three 

hypothetical processes which may account for this apparent 

link between parent— child suicidal behaviour: "( a) 

Identification with a suicidal parent in a symbiotic 

relationship; ( b) Introjection of a parent's hatred and 

anger toward the child; and, ( c) Learning that suicide is a 

way to cope with difficulties" (p.42). 

Pfeffer ( 1981b) describes the "organizing influence" of 

parental suicide in the development of children, 

particularly during latency. As this period of development 
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is characterized by maturation of ego functioning and 

development of superego, " parental suicide has a profound 

organizing influence on the child's ego development and 

character formation" ( p. 49). Children particularly 

vulnerable to this process are those who have not resolved 

earlier issues of separation and individuation and who are 

symbiotically attached to a suicidal parent. Parental moods 

and behaviours are identified with by the symbiotically 

attached child. Suicidal behaviour ( completed and 

attempted) fosters confusion in the child regarding his/her 

role in parental behaviours. 

Pynoos, Gilmore, and Shapiro (cited in Pfeffer, 1986) 

studied the effects of witnessing parental suicide attempts 

among children. Among their findings, they observed that 

some children, in play, imitated parental suicidal feelings 

and unhappiness, and spoke of their own suicidal ideas. 

Many sought to be reassured that it wouldn't happen again 

and fantasized how they were expected to intervene and 

prevent subsequent episodes. 

Deviant Interactional Patterns within the Family System 

Deviant interactional patterns, specifically symbiosis 

and the insolvable problem, have been found to characterize 

the families of suicidal children. While these have not 

been identified as specific variables by controlled studies 

per se their existence has been implicated. As they appear 

to have value in signaling potentially suicidal children 

they are included here. 
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mbiosis. The role of symbiotic relationships in the 

etiology of suicide was alluded to earlier (Orbach, 1984; 

Pfeffer, 1981b; Pfeffer et al, 1979, 1980). Symbiosis, as 

defined by Richman ( 1978), is " a certain kind of 

relationship in which the uniqueness or individuality of one 

member is seen as a threat and is, therefore, denied or 

disconfirmed" (p. 141). It is seen as occupying a central 

role in the genesis of suicidal behaviour in adults and in 

children. Richman views symbiosis as being a three-

generational process in which the current relationship 

repeats the earlier pathological relationship patterns of 

the parents with their families of origin. Pfeffer ( 1985b) 

suggests that symbiotic parent-child interactions may impact 

on the development of the child's ego functioning resulting 

in deficits which may render him/her more vulnerable to 

suicidal acting-out. Pfeffer (1982) identifies four other 

features in addition to the existence of a symbiotic parent-

child relationship ( usually with the mother) which have been 

observed in the family systems of suicidal children: ( a) 

inhibition of change, ( b) lack of definition of generational 

boundaries, ( c) severe spousal conflict--often one parent is 

overtly depressed and suicidal, ( d) projection of 

inappropriate parental feelings ( i.e. hostility, dependency 

and ambivalence) onto the child. 

The insolvable problem. Orbach and colleagues (1981) 

observed that almost all of the suicidal children which they 

studied were forced to participate in major family crises 
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usually at the expense of their own unmet needs. 

Furthermore their participation created strong unresolvable 

conflicts since the demands made of them by the significant 

people in their lives were beyond either their control or 

abilities. Failure to comply resulted in punishment, 

withdrawal of love or the arousal of guilt feelings. In 

elaborating this concept of the insolvable problem, Orbach 

(1986) states that " the insolvable problem can be 

characterized as a phenomenological state of mind which 

reflects the child's experience of being trapped and 

incapacitated...it has definite situational correlates that 

can be defined and operational ized" (p. 511). 

The insolvable problem involves the entire family and 

poses a threat to the basic identity or psychological 

security of the child. Additionally, the child is alone, 

without any support systems available to him/her in coping 

with family demands and pressures. Orbach describes several 

characteristics of the insolvable problem. ( a) It is beyond 

the child's ability to resolve being very complex 

psychologically and deeply rooted in the functioning of the 

entire family. ( b) Alternatives are limited by the parents 

either creating a double bind situation or allowing only one 

possible alternative usually undesirable to the child. ( c) 

The resolution of each problem creates a new problem. 

Consequently the child is faced with an unending series of 

problems and conflicts to deal with. (d) A family problem 

exists which is well disguised. Orbach suggests that the 

dynamics generated by the insolvable problem can lead to the 
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development of feelings of depression, hopelessness, 

helplessness, despair, guilt, rigidity, idealization of 

death and isolation due to insufficient or non-existant 

support systems, all of which have been implicated as risk 

factors for suicide. 

Family Violence  

While Pfeffer and colleagues ( 1979, 1980) reported that 

abusive home situations did not distinguish between suicidal 

and non-suicidal inpatients and outpatients, Green (1978) 

reported a significantly higher incidence of self-

destructive behaviour (40.6%) among abused children, than 

among neglected children ( 17.2%) and normal controls ( 6.7%). 

The difference between neglected and normal children was 

also found to be significant. Kosky ( 1983) reported that 

60% of the suicidal children studied were victims of 

physical abuse by parents. He noted that violence was rare 

in the families of the non-suicidal psychiatric controls and 

suggested that suicidal behaviour should be added to the 

last of sequelae of child abuse. Rosenthal and Rosenthal 

(1984) reported a greater prevalence of abuse and neglect 

among their suicidal preschoolers than among controls and 

found a large portion of these children to be unwanted by 

their parents. 

Sabbath, based on his case analayses of suicidal 

adolescents, proposed the concept of the expendable child 

which "presumes a parental wish, conscious or unconscious, 
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spoken or unspoken, that the child interprets as their 

desire to be rid of him, for him to diet' ( 1969, p.273). The 

roots of expendibility may even predate the child's birth or 

conception. The child, aware of his/her expendable status, 

seems to unconsciously respond to it as evidenced by 

subsequent suicidal behaviour. While Sabbath was discussing 

primarily adolescent suicide, given the long standing nature 

of the parent- child interaction it seems reasonable to 

suggest that its impact may not await the onset of 

adolescence. 

The witnessing of family violence ( not necessarily 

directed at the child) has also been found to be associated 

with suicidal behaviour in children. Kosky ( 1983) reported 

that 60% of the suicidal children studied had witnessed 

parental violence, a finding that significantly 

differentiated these children from non-suicidal controls. 

Pfeffer and associates ( 1983) found that the subgroup of 

suicidal children which they described as suicidal-

assaultive were uniquely characterized by the co-existence 

of parental assaultive and suicidal behaviours. Exposure to 

family violence was also noted by Paulson et al (* 1978) and 

Shearer (*1972). 

Loss and Life Stress  

Cohen- Sandler and associates ( 1982a) found that 

suicidal children experienced relatively greater and 

increasing amounts of stress as they matured, especially 

during the year prior to their hospitalization. Specific 
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life events were also found to differentiate between the 

suicidal children and depressed and psychiatric controls. 

These occurred at specific stages of development as well as 

throughout the entire lifespan. Most notable among these 

was the "disproportionate number of losses of all kinds" 

(1982a, p. 184) experienced by suicidal children from just 

prior to admission dating back to their entry into school. 

These losses included " real losses" such as those resulting 

from death, parental separation and divorce ( parents of 

suicidal children were found to marry and separate earlier 

and more frequently) and parental hospitalization, as well 

as, "perceived losses--of people, of ' only child' status, of 

a sense of security" ( p.184). In spite of the losses 

sustained, suicidal children were found to remain in the 

parental home, intensely involved with family members, in 

contrast to the other children who were withdrawn and more 

frequently separated from parents. Their involvement with 

family was often expressed as rage with nearly two—thirds of 

these children displaying some degree of homicidal 

behaviour. Cohen—Sandier and associates view their suicidal 

behaviour as a means of " interpersonal coercion or 

retaliation" in a situation which they felt themselves 

otherwise incapable of making an impact. 

Similar life events were noted by Kosky ( 1983). 80% of 

the suicidal children he studied had sustained losses 

throughout their lives compared to 20% of non-. suicidal 

controls. Thirty percent of them had experienced multiple 
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losses and 60% had experienced a loss within a year of their 

attempt. He also noted a high incidence of marital 

disintegration--- 62% of the suicidal children were living 

with a single parent compared to 82% of controls which had 

intact families. Pfeffer and associates ( 1984) also found 

parental separation to be a significant factor in their 

study comparing school children and inpatients. 

Paulson et al (* 1978) reported that perceived or 

imagined parental abandonment or rejection were common 

precipitants of suicidal behaviour in the young children 

they studied. They also noted a significant association 

between " violence in the ideational processes, the 

mutilating assault on the body and the extreme 

disorganized state of the family" (p.233). 

It should be noted that not all of the studies 

identified parental separation as a differentiating 

for suicide ( Pfeffer et al, 1979, 1980). 

Child Variables 

chaotic, 

reviewed 

variable 

Aggression  

Shaffer (* 1974) in his study of completed suicide noted 

that antisocial behaviour, including aggression, was 

reported in most of the children before their deaths. 

Aggression has been observed in a number of studies as 

differentiating suicidal from non-suicidal children. Rage 

and serious assaultive behaviours were found to distinguish 

suicidal-assaultive children from other the children studied 

with the exception of assaultive children (Pfeffer et al, 
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1983). In another study, Pfeffer and associates ( 1984) 

noted that increased recent aggression differentiated 

suicidal and non-suicidal children. Threatening people was 

found to be a particularly good discriminator of suicidal 

behaviour by Cohen-Sandier and colleagues. Fifty percent of 

suicidal children were reported to have threatened people 

compared with 10% of depressed children and 11% of 

psychiatric controls. (Cohen-Sandler et al, 1982a). 

Impulsivity  

Impulsivity has long been considered an adjunct to 

suicidal behaviour in children, sometimes to the detriment 

of its being viewed as intentional behaviour (Cohen-Sandier 

and Berman, 1980; Despert, 1952). Few controlled studies 

have identified impulsivity as a specific suicide risk 

variable; however, 

suicidal children 

*1967 ; Pfeffer, 

other studies have noted its presence in 

(Despert cited in Orbach, *1984; Lourie; 

1979). Cohen-Sandier and associates 

observed that parents of suicidal children seemed to "model 

and foster the use of impulsive, ineffective coping styles 

in their children" ( 1982b, p. 398). Leurie (* 1967) also 

noted that the majority of suicidal children studied, came 

from environments which encouraged, even stimulated 

impulsiveness. 

Intelligence 

Shaffer reported a disproportionate number of children 

with above-average intelligence among the completed suicides 
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he studied ( 1974). Similar overrepresentation of above 

average intelligence in suicidal children has been reported 

elsewhere (Kosky, 1983; Pfeffer et al, 1982). 

Ego Functioning  

Some controversy exists regarding the state of ego 

functions in suicidal children. Ackerly (* 1967) states that 

suicidal behaviour represents a major break with reality and 

regression to a psychotic state. Orbach (1984) on the other 

hand maintains that suicidal children are not necessarily 

psychotically regressed. 

Research specifically examining ego functioning in 

suicidal children has, for the most part, not found deficits 

in ego functioning to discriminate suicidal from non-

suicidal psychiatrically distrubed children (Pfeffer et al, 

1979, 1980). Differences in the degree of ego functioning 

deficits have been observed in suicidal inpatients and 

suicidal outpatients--greater in the former (Pfeffer et al 

1980); and, in suicidal-assaultive and suicidal children--

also greater in the former ( Pfeffer et al, 1983). 

Introjection ( incorporation of views or personal qualities 

of others into one's own personality) as an ego defense was 

observed to be a significant factor in suicidal school 

children and inpatients ( Pfeffer et al, 1984) while 

compensation ( overdevelopment in one area to compensate for 

inability or inadequacy in another) as an ego defense was 

noted as being significant among suicidal-assaultive 

children (Pfeffer et al, 1983). 
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It is readily apparent that findings in this area are 

diverse and quite inconsistent. While acknowledging this, 

Pfeffer ( 1985)suggests that " suicidal behaviour is a 

prototype of acting-out behaviour and that some aspects of 

ego functioning are important to the evolution of this form 

of acting-out" ( p.39). She observes that ego defenses such 

as regression, primitive identification and ego splitting 

are important in the assessmnt of suicidal behaviour, if 

not as a differentiating variable, then as an explanatory 

model of the mechanisms underlying risk factors which have 

been found to be specific to suicidal acting-out. 

Diagnosis  

Several researchers have examined the relationship 

between suicidal behaviour and psychiatric diagnosis. Once 

again reported findings are inconclusive. Cohen-Sandler and 

associates ( 1982a) observed that suicidal children had 

frequently more borderline personality discharge diagnosis 

(70%) than either depressed children ( 33%) or psychiatric 

controls ( 29%). Pfeffer and associates ( 1983) reported that 

suicidal children had affective disorders as their most 

frequent diagnosis while borderline personality disorder was 

most common among suicidal-assaultive children. In their 

1982 study, Pfeffer and associates, concluded that although 

they found some correlations between diagnosis and suicidal 

behaviour it was too small to have significant predictive 

value. In a later study, Pfeffer et al ( 1984) found no 

relation between diagnosis and suicidal behaviour. 



37 

Cognitive Rigidity  

Orbach, Rosenbaum and nary ( cited in Orbach, 1984) 

found that suicidal children were more cognitively rigid 

than either normal or chronically ill children. Cognitive 

rigidity, is described as a " mediational process between 

intensive negative life stress and feelings of hopelessness 

which in turn hasten the solution of suicide" ( p.39). It 

results in a tendency to see things as black or white and an 

inability to adapt to new solutions. " Once the idea of 

death settles in as a solution for life problems it is 

enhanced as the only possible solution" (p.39). Cognitive 

rigidity was found to characterize suicidal adults in 

earlier studies (Orbach , 1984). 

Hypermotoric Behaviour 

Pfeffer and colleagues ( 1980) found increased 

hypermotoric behaviour to be a risk indicator of suicide 

potential. They suggest that motor expression is a coping 

mechanism for painful affect ( also Pfeffer, 1979), and that 

increased motor activity could be indicative of increasing 

potential for suicidal acting-out among at risk children. 

Fantasied Movement  

Santostefano, Reider and Berk ( 1984) examined the 

structure of fantasied movement in the Rorschach responses 

of children. They found that suicidal children used 

"atypical ingredients to fantasy motions" ( p.14). 
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Developmental differences were noted between latency-age 

children and adolescents. Use of the scale devised to 

assess imagined motion--Santostefano Fantasy - Motion Scale 

(FM Scale)--successfully predicted 75% of the suicidal group 

and 70% of the non-suicidal group. 

Epilepsy  

Brent ( 1986) found that children with epilepsy were 

overrepresented in a series of suicide attempts which he 

studied---15.8 times what would be expected by chance. He 

reported tentative support of the following three hypotheses 

by his findings: ( a) children with epilepsy are at increased 

risk for suicide ( not shown for other chronically ill 

children); (b) children with epilepsy make more medically 

serious attempts with a higher degree of intent; and, ( c) 

suicidal behaviour mainifested by children with epilepsy is 

associated with the use of phenobarbital. All of the above 

have been observed in suicidal adults with epilepsy. 

Play Themes  

Based on her study of play of suicidal and non- suicidal 

latency inpatients, Pfeffer ( 1979) reported a number of 

aspects of play which could serve a indicators of suicide 

potential. ( a) Revived and reelaborated developmental 

issues of separation, loss and 

reckless and dangerous behaviour. 

destruction ( of toys, people). 

autonomy. ( b) Repeated 

(c) Repeated misuse and 

(d) Life- endangering, 
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unrealistic, repetitive acting out of omnipotent fantasies. 

Preoccupation with and Distorted Concepts of Death 

As this category of variables is the one upon which 

this study and the proposed assessment format is focussed, 

it will be the topic of discussion in chapter three. 

It is quite apparent that, while a considerable amount 

of research has been generated investigating suicidal 

behaviour in children, much more is required in order to 

better identify and clarify the dynamics involved for 

purposes of assessment, prediction and intervention. 

Individually, each of the variables reviewed may have little 

predictive merit; however, taken together they can, as 

Pfeffer and associates suggest, "be considered an index of 

the seriousness of the suicidal risk when suicidal thoughts 

are detected in a child. The greater the number of these 

variables that apply to a child, the greater the child's 

risk for suicidal behaviour" (1984, p.422). 

Pfeffer also points to the necessity of discussisng 

suicidal tendencies with children. She says that it " is 

clear that children are capable of talking about suicidal 

tendencies" (1985, p.83) and dispels the myth of triggering 

suicidal behaviour in stating that " such discussion, in 

itself, will not provoke a youngster's suicidal action" 

(1984, p.60). It might have the opposite effect as noted by 

Steiner ( 1965) of relieving related anxiety. 
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CHAPTER 3 

Concepts of Death 

Concepts of Death: A Developmental Overview 

In order to understand the significance of suicidal 

children's concepts of and attitudes to death, it is 

necessary to consider them within a developmental context. 

It is not within the scope of the present study to attempt a 

detailed review of the developmental research literature in 

this area. However, as background, a brief overview of 

cognitive development thought to characterize latency 

children is presented followed by a survey of the research 

investigating the development of the concept of death in 

children. Research findings relevant to the present study 

are highlighted. 

Cognitive Development  

The latency period ( 6-12 years) is characterized 

by significant changes in cognitive functioning. This is 

especially true of the first few years, referred to as the 

"5- to-7 shift" ( Berger, 1980, p.397). Berger states that 

"there is change not only in the complexity of thought but 

also in the way children think during these years" (p.397). 

Seven year olds tend to use more complex reasoning and are 

able to make long term plans in constrast to five-year olds 

who show little or no planning and use only simple 

reasoning. 

Developments in cognitive functioning observed to occur 
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during this period include: ( a) inceased selective attention 

(ability to focus concentration and screen out 

distractions); ( b) improved use of inner speech to 

facilitate thinking; (c) improved memory skills, especially 

short term memory, and metamemory ( use of strategies to 

facilitate remembering); and ( d) increased ability to 

understand another's point of view (Berger, 1980). 

To present a somewhat more detailed view of cognitive 

functioning during the latency period, relevant aspects of 

Piaget's theory of cognitive development will be briefly 

reviewed. Piaget's theory has been selected because of ( a) 

the comprehensive nature of his theory, ( b) its profound 

impact on the conceptualization of children's cognitive 

abilities, and (C) its frequent use as a variable in studies 

investigating the development of children's concepts of 

death. 

The latency period spans Piaget's intuitive phase of 

preoperational thought ( 4-7 years) and the stage of concrete 

operations ( 6-12 years). It should be noted that while 

Piaget's theory assumes an invariant sequence in the 

development of cognitive abilities, the age levels associated 

with the various stages are not absolute and may vary. Age 

differences regarding abilities within a stage, referred to 

as horizontal decalage, have also been observed. ( Berger, 

1980, Hetherington & Parke, 1977) 

The preoperational child, capable of symbolic 

representation and thought but relatively limited in logical 

abilities, is able to deal with past, present and future 
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orientations. Characteristics of preoperationaal thought 

include (a) centration ( focussing of attention on only one 

dimension of a situation to the exclusion of all others), 

(b) ego-centrism, and ( c) animism ( attribution of life to 

inanimate objects). The preoperational child has difficulty 

understanding changes being attuned to static states rather 

than dynamic transformations. During this stage the child 

also demonstrates an inability to conserve. During the 

intuitive phase of preoperational ( 4-7 years), considered to 

be a transitional period, the child may demonstrate certain 

mental operations such as conservation, but is unable to 

explain or give reasons for the performance of these 

operations. (Berger, 1980; Hetherington & Parke, 1977) 

During the stage of concrete operational thought (7-12 

years) " the child begins to appreciate the dynamic changing 

aspects of objects and to understand the relations between 

different attributes of objects" ( Hetherington & Parke, 

1977, p. 270). He/she can identify with and understand the 

perceptions, cognitions and feelings of others. In 

addition, seriation and numbers, cause and effect, time and 

distance concepts, and conservation are understood. As 

Berger writes " the years from 8 to 10 are usually a time 

when children can reason about almost anything they 

perceive" ( 1980, p. 399). However, they still have 

difficulty with considering several logical operations 

simultaneously and have not yet reached the level of 

abstraction characteristic of the formal operations stage 
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which follows in adolescence. The adolescent further 

differs from the child at the concrete operations stage in 

his/her " flexibility, mental hypothesis testing and 

appreciation of the many possibilities in a situation, as 

well as in the awareness of the complexity of problems" 

(Hetherington & Parke, 1977, p. 269). 

Development of the Concept of Death  

Research in this area is found to be quite varied in 

purpose, methodology and analyses. Methods of inquiry 

include the use of questionnnaires ( Florian, 1985; Hoffman & 

Strauss, 1985; Orbach, Gross, Glaubman & Berman, 1986); 

interviews of various types (Gartley & Bernasconi, 1967; 

Kane, 1979; Koocher, 1973, 1974; Reilly, Hasazi & Bond, 

1983; Swain, 1979); pictures ( Safier, 1964; Schilder & 

Wechsler, 1934; Tallmer, Formanek & Talimer, 1974); drawings 

(Lonetto, 1980; Nagy, 1948; Wenestam, 1984); hypothetical 

death situations (Bolduc, 1972); narratives ( Menig-Peterson 

& McCabe, 1978); and play situations ( Weininger, 1979). It 

is not surprisisng then that inconsistencies exist with 

regard to reported content, attitudes, and the age of 

acquisition of the various developmental forms of a concept 

of death. Different methodologies elicit different types of 

responses. For example, Weininger ( 1979), based on findings 

obtained from play situations and discussion, found 

discrepancies to exist between play and verbal expressions 

of children's understanding of death, especially among 6 to 

7 year olds. Play tended to indicate a more complete 
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understanding of death than was expressed verbally. 

A mature concept of death is generally considered to be 

one in which the irreversibility, universality and 

nonfunctionality ( cessation of all life-defining functions) 

of death are comprehended. Speece and Brent ( 1984) based on 

their review of research, state that before such a mature 

concept of death is acquired, death is seen as being 

reversible and temporary, like sleep or a trip; as being 

avoidable or not universally applicable; and as being 

somewhat different from life either lacking certain 

functional capabilities øf living things or having 

diminished capacity for specific functions. 

Considerable variability exists regarding the specific 

nature of the concepts held and the relative ages at which 

the various developmental forms of the concept of death are 

attained. For example, Gartley and Bernasconi ( 1967) 

observe that the 5 1/2 year old children in their study 

believed in their own death, in spite of placing it in the 

remote future, and in the irreversible nature of death as 

did the older children. Childers and Wimmer ( 1971), on the 

other hand, note that the cognitive point for understanding 

universality was established as being 9 years and older and 

that the understanding of irreversibility was not 

systematically established by age 10 which was the upper age 

limit of their sample. In spite of these differences there 

appears to be general recognition of a developmental 

sequence leading to the attainment of a mature concept of 

death. 
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A necessary initial step in the development of a 

concept of death is the awareness of death. This appears to 

be evident in preschoolers. Furman ( 1965) states that " one 

can expect that between two and three years of age .... ego 

functions will have matured sufficientlty so that the child 

can comprehend the meaning of death" (p.325). A number of 

researchers report the existence of concepts of death among 

children as young as 3 years. ( Florian, 1985; Furman, 1964; 

Hoffman & Strauss, 1985; Kane, 1979, Kastenbaum, 1967; 

Lonetto, 1980; Lourie, 1967; Nasy, 1948; Rochlin, 1965, 

1967; Swain, 1979) These concepts are quite variable and 

may range from awareness of death as the end of life 

(Furman, 1964; Kane, 1979; Rochlin, 1965, 1967) to death 

viewed as sleep, a departure, or a continued form of life 

(Nagy, 1948). Speece & Brent ( 1984) suggest that children 

as young as 18 months appear to have some concept of death. 

My son at 24 months was able to identify and alert us to 

the presence of " died" fish in the aquarium. He also 

recalled an earlier explanation given him regarding a 

funeral observed on television when he asked whether his 

dead grandfather had also been put in a " box" ( coffin). 

Steiner (1965) reports that 4 and 5 year olds, while denying 

thoughts of death, admitted to play and dreams about death. 

On the other hand, Menig-Peterson and McCabe ( 1978) observes 

that children under 5 1/2 years seldom discussed death in 

their narratives. 

Following awareness, the next general trend identified 

consists of death being viewed as temporary and reversible, 
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as living under changed circumstances or as a separation or 

departure. It is subsequently externalized (attributed to 

external agents) and made concrete. Universality of death 

begins to be comprehended and death as a personal reality 

begins to be considered. In the final stages death is 

internalized ( attributed to internal physiological 

processes) and is understood as being universal and 

irreversible. ( Childers & Wimmer, 1971; Florian, 1985; 

Gartley & Bernasconi, 1967; Hoffman & Strauss, 1985; Kane, 

1979; Kastenbaum, 1967; Koocher, 1973, 1974b; Lonetto, 1980; 

Melear, 1973; Nagy, 1948; Reilly et al, 1983; Safier, 1964; 

Speece & Brent, 1984; Steiner, 1979; Swain, 1979; Tallmer et 

al, 1974; Weininger, 1979) 

Research has shown that the concept of death is not a 

single concept, but is multifaceted, consisting of a number 

of components. Kane ( 1979) for instance, identified nine 

such components: ( a) realization (awareness), by 3 years; ( b) 

separation ( of location of the dead), by 5 years; ( c) 

immobility, by 5 years; ( d) irrevocability, by 6 years; 

(e) causality, by 6 years; ( f) dysfunctionality, by 6 

years; (g) universality, by 6 years; ( h) insensitivity, 

by 8 years; and ( i) appearance, by 12 years. 

Several recent research studies have focussed on 

specific components of the concept of death as opposed to 

the more global concept of death which was the focal point 

of many earlier studies. Hoffman and Strauss ( 1985) report 

that the " subconcepts of death do not develop in a piece" 
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(p. 480). The five subconcepts which they studied were 

found to be acquired in a particular sequence. First 

acquired was universality; followed by irreversibility, 

causality , and cessation together; and finally, necessity 

(inevitability). This pattern of acquisition is similar to 

that reported by Kane and reflects the finding that these 

subconcepts vary in their level of difficulty. 

Considerable variability exists in the reported age of 

acquisition of the various developmental forms of concepts 

and subconcepts of death. Speece and Brent ( 1984) 

standardized the reported findings of approximately forty 

studies in an attempt to compare and draw conclusions about 

the age of acquisition of three of these components 

irreversibility, nonfunctionality and universality. Based 

on their analysis of the research data they conclude that 

"all three components are understood at about the same 

time--between age 5 and 7" (p. 1679). 

Lonetto states that " adults are hampered in their 

arguments against childhood suicide when it comes to 9 to 12 

year olds because these children are aware of death in 

biological and universal terms [ manifesting] a maturity of 

concepts similar to those held by adults" ( 1980, p. 141). 

It seems that his statement could be conservatively altered 

to read 7 to 12 year olds. 

Variables Influencing the Development of the Concept of Death 

A number of factors have been observed to influence the 

development of the concept of death. These include: ( a) age 
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(Bolduc, 1972; Childers & Wimmer, 1971; Kane, 1979; Orbach 

et al, 1986; Swain, 1979; Falimer et al, 1983), ( b) 

cognitive development (Florian, 1985; Kane, 1979; 

1973a, 1974b; Safier, 1964; Speece & Brent, 1984; 

level of 

Koocher, 

Steiner, 

1965; Reilly et al, 1983; Talimer et al, 1974), ( c) death-

related experiences ( Bolduc, 1972; Gartley & Bernasconi, 

1967; Kane, 1979; Reilly et al, 1983); ( d) religious 

instruction (Bolduc, 1972; Gartley & Bernasconi, 1967); ( e) 

intelligence (Orbach et al, 1986; ( f) anxiety (Orbach et al, 

1986); and, (g) socio-economic status (Tallmer et al, 1974). 

Several of these variables require further elaboration. 

Cognitive development is one variable which has 

received considerable research attention and support. 

Piaget's stages of cognitive development are generally 

reported as affecting the level of concept attainment. The 

stage of concrete operational thought is seen as paralleling 

a more mature understanding of the concept of death. Reilly 

and associates ( 1983) report a "strong relation between our 

awareness of personal mortality and cognitive functioning at 

concrete- operations" ( p.23). Kane ( 1979) observes that a 

number of subconcepts are acquired at approximately age 6, 

considered to be the onset of concrete operational thought. 

Speece and Brent ( 1984) in their review note a 

consistency in the research regarding the importance of 

cognitive development; however, they also point out a number 

of weaknesses inherent in the studies examined. First of 

these is the general confounding of cognitive development 
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with age. They refer to a study by Hornblum ( cited in 

Speece and Brent, 1984) who was the only investigator to 

partial out age effects. When this was done cognitive 

development was no longer found to be related to an 

understanding of the various components of the death 

concept. Secondly, even when individual abilities such as 

conservation or time concepts are assessed and observed, 

the achievement of concrete operations in general cannot be 

assumed. They also observe that what is missing from these 

studies is a "detailed description of the specific cognitive 

abilities that are logically implicit in a ' mature' 

understanding of each individual component of a death 

concept, and that are, therefore, logically necessary for 

the achievement of that understanding" (p. 1683). For an 

elaboration of their findings and a proposed model of 

inquiry the reader is referred to their article. 

Death- related experiences were found to accelerate the 

level of concept attainment in children aged 6 and younger 

(Kane, 1979; Reilly et al, 1983). The level of 

conceptualization was i'iot seen to be affected in older 

children. This seems reasonable in view of the findings 

that children over 6 years already have a relatively well-

developed understanding of death ( Speece & Brent), 1984). 

It should be noted that Tallmer and associates found that 

experiences with death were not significantly related to the 

adequacy of death concepts in their study. They did 

however, observe significant differences in the level of 

awareness of death among children of lower and middle socio-
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economic status. They speculate that the greater awareness 

of death found among children from lower socio-economic 

levels is attributable to the nature of their urban ghetto 

life experiences, for instance greater exposure to violence. 

Orbach and associates ( 1986) report that the three 

variables they studied--age, intelligence and anxiety --were 

found to differentially affect the subconcepts of causality, 

finality, irreversibility, and universality and old age. 

(Factor analysis of the questionnaire used by Orbach and 

associates indicated that old age, originally a separate 

factor, and universality constituted a single factor and so 

were combined.) Age was observed to significantly affect all 

four subconcepts; however, different patterns of effect 

emerged in the various age groups. Intelligence affected 

finality, irreversibility, and universality. Anxiety was 

found to significantly affect universality and old age, and 

interacted with age and intelligence with regard to 

finality. Orbach and associates suggest that this may mean 

that at some ages the heightened emotional reactivity can 

overshadow intellectual functioning in regard to 

understanding death" (p. 125). 

Causality was found by Orbach and associates 

most difficult subconcept to understand. It 

to be the 

was most 

affected by age, visible progress on this dimension being 

made in the fifth grade. Finality was most influenced by 

intelligence and age. More intelligent children performed 

better and comprehension progressed with age. An 
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interaction between anxiety, intelligence, and age was also 

observed. Among first grades (6-7 years) and fifth ( 10-li 

years) graders high intelligence facilitated understanding 

provided that anxiety was 

on very anxious children. 

low. 

Among 

an inverse pattern was observed. 

Intelligence had no effect 

third graders ( 8-9 years) 

Irreversibility, found to 

be relatively easy to understand, was affected by 

intelligence. An interaction between age, intelligence, and 

object of death (human vs. animal) was also observed. Among 

first graders high intelligence facilitated understanding of 

irreversibility among humans. Among third and fifth graders 

irreversibility among humans was understood by all. 

Universality and old age was affected by intelligence and 

age and was the only subconcept to have anxiety as a main 

effect. Low anxiety children performed better than high 

anxiety children. An interaction between intelligence and 

anxiety was observed. Even when intellectually capable, 

children's performance was affected by their anxiety level. 

Affective Responses to Death 

Several researchers have examined or considered the 

nature of children's affective responses to death. 

Alexander and Adlerstein ( 1958) report that while 

children in the three age groups studied ( 5-8, 9-12, and 

16) showed increased affective response to death words, 

9-12 age group showed lower affective responses than 

all 

13-

the 

did 

the other two groups. Melear (1973) in his study of 3 to 12 

year olds, reports' that 75% of the children who believed 
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death to be final displayed some degree of death anxiety. 

Koocher and associates found senior high school students 

(!age = 16.3) significantly more anxious, depressed and 

worried about death than junior high students ( age = 13.8) 

and adults (!age = 30.5). 

Gartley and Bernasconi ( 1967) and Swain ( 1979) note 

that even though personal death was anticipated, children 

showed little anxiety about it. Gartley and Bernasconi 

suggest that the fear of death is acquired by observing 

adult responses to death. Koocher ( 1973, 1974a, 1974b) and 

Steiner ( 1965) observe that the children they interviewed 

were not overly anxious as a result of their discussions 

about death. Steiner notes that only two children displayed 

overt anxiety. One was a child with a congenital deformity 

who expected to die each time he was hospitalized and the 

other was a girl whose cat had been killed that morning. 

She also observes that the child was glad of the opportunity 

to discuss this recent death. She reports that several 

adolescents, one with suicidal preoccupations, indicated 

that the interviews relieved anxious feelings which they had 

about death. This appears to contradict the popularly held 

notion that discussion of death with children is taboo since 

this is too anxiety producing. Possibly this is true for 

the adults concerned but apparently not for the children. 

Death appears to be a topic that can be readily discussed 

with children (Swain, 1979) and one which they want to talk 

about (Koocher, 1974a). 
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Honest and open discussion of death is as necessary as 

discussion of the other aspects of life. Begun early, using 

nonthreatening examples, such discussion can help the child 

become familiar with the notions of death before, rather 

than after, the death of significant others is encountered. 

Concepts of Death: The Suicidal Child 

Of particular promise in the area of suicide assessment 

in the apparent relationship between concepts of and 

attitudes to death in adults (Kovacs &Beck, 1977; Neuringer, 

1970) and in children. The prevalence of loss and parental 

modelling of suicidal behaviour, as well as the significant 

role of hopelessness, potentially combine to considerably 

impact upon the developing child's concepts of and attitudes 

towards life and death. Orbach and associates suggest that 

the analysis of children's concepts of and attitudes towards 

life and death are not only useful in identifying children 

at risk for suicidal behaviour, but are also key issues to 

be addressed in the therapy of these children ( Orbach & 

Glaubman, 1979a; Orbach et al, 1984; Orbach et al, 1983). 

Specific differences in concepts of and attitudes to death 

distinguishing suicidal from non-suicidal children have been 

identified: ( a) preoccupations with death, ( b) distorted 

perceptions of death, ( c) different concepts regarding 

personal and impersonal death, and (d) attraction to death. 
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Preoccupations with Death  

Pfeffer suggests that "death preoccupations may be the 

first clinical signs of children's suicidal impulses" ( 1984, 

p.57). Pfeffer and associates report significantly greater 

preoccupation with death among suicidal inpatients (Pfeffer 

et al, 1979); among suicidal outpatients ( Pfeffer et al, 

1980); and among suicidal inpatients and suicidal school 

children (Pfeffer et al, 1984) than among control children. 

They report that preoccupation with death was found to 

significantly correlate with the degree of dangerousness of 

suicidal behaviour ( Pfeffer et al, 1979; Pfeffer et al, 

1982) and appears to have a linear relationship with the 

degree of suicide potential (Pfeffer et al, 1982). Suicidal 

children were noted as being significantly more worried 

about family members dying and more upset by the death of 

someone important to them (Pfeffer et al, 1979). The 

expressed wish to die is also seen as being a specific risk 

variable (Pfeffer et al, 1979, 1980). 

Distorted Concepts of and Fantasies about Death  

Orbach and Glaubman ( 1978) found that idiosyncratic 

perceptions of death as a pleasurable or need fulfilling 

state distinguished suicidal children from aggressive and 

normal comparison groups. Pfeffer and associates ( 1979) 

report a significant correlation between the belief that 

death is a pleasant state and the lethality of suicidal 

behaviour displayed by latency children. In their 1980 

study, they observe that " Fantasies of escape were 
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prevalent, and death was considered a means of eliminating 

stress and attaining peace" (p. 709). Orbach and associates 

(*1981) suggest that the unique problems and specific need 

deprivations experienced by the child are reflected in 

his/her fantasies of death. At the same time, analysis of 

children's death fantasies revealed four characteristics 

they all had in common. ( a) There is a "belief that death 

is some form of continuation of life, usually an improved 

and more satisfying life experience" ( p. 185). Orbach and 

associates observe that although the various fantasies 

reflect differences in cognitive level ( some being more 

abstract and others more concrete), " all contain the idea 

that life and death are continuous" (p. 186). (b) They all 

"consist of feelings of deprivation of important needs" (p. 

186) in particular the lack of satisfying relationships. 

(c) Death is perceived as an attractive state. This 

perception may coexist with a more realistic perception of 

death (Orbach & Glaubman, 1979b) usually in association with 

severe anxiety and may fluctuate depending upon the child's 

situation. ( d) The fantasies and views of death are " not 

isolated responses, but are a reflection of their [ suicidal 

children's] general personalities, life styles and their 

states of mind" (p. 186). Orbach and associates also note 

that these beliefs are different from those of normal 

children. (Orbach et al, * 1981) 

Pfeffer and colleagues report that suicidal children 

(inpatients) differed from non-suicidal children in their 
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belief that death is temporary ( Pfeffer et al, 1979). 

However, they found no differences regarding death as being 

permanent or temporary, or being pleasant or unpleasant 

among outpatients (Pffefer et al 1980). 

The distortions in perceptions of death observed in 

suicidal children have been reported to be independent of 

cognitive functioning attributable to defensive processes 

rather than differences in or inferiority of cognitive 

abilities ( Orbach & Glaubman, 1978, 1979a). Pfeffer 

suggests that ego constriction, resulting from a regression 

in ego functioning due to overwhelming stress, can impair 

cognitive functioning producing fluctuations in otherwise 

realistic perceptions of death. A child, who acknowledges 

the finality of death, may, when severely stressed view it 

as being temporary and reversible. (Pfeffer, 1985a, 1986). 

Orbach and Glaubman (1979a) present a similar view to 

that of Pfeffer. They suggest that the threat inherent in 

thinking about death affects the child's rather fluid 

cognitive structure in the direction of distortion and 

wishful thinking about death" (p. 673). Unlike some who 

view such distortions as indicative of a major break with 

reality (Ackerly, 1967), Orbach and Glaubman suggest 

instead, that they are the result of a defensive process 

mediating against the intense fear and anxiety generated by 

thoughts of one's own death ( 1978, 1979a, 1979b). The 

existence of such a defensive process against the threat of 

death was previously suggested by Furman ( 1964) and Rochlin 

(1965, 1967). 
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Defensive processes have been found to exist in studies 

of death concepts among normal children. Tailmer and 

associates ( 1974) note the use of denial as a defense 

against anxiety while Menig-Peterson and McCabe ( 1978) 

describe a possible "distance phenomenon" in which affective 

responses to death are screened out by children. If normal 

children resort to such defensive strategies, it is not 

surprising that suicidal children may adopt even more 

drastic defenses. 

The role of distorted perceptions of death has been 

noted as a potential catalyst for subsequent suicidal 

behaviour ( Orbach & Glaubman, 1979a; Pfeffer, 1985b). 

Orbach and Glaubman state that a " child who contemplates 

suicide must either accept the terror of the finality of 

death or accept life with its anguish unless he is in a 

state of mind that facilitates self-destruction" ( 1979b, 

676) 

p. 

Rosenthal and Rosenthal ( 1983) in their study of 

preschoolers found that suicidal preschoolers differed in 

their concepts of death depending upon the motivation for 

their suicidal behaviour. Four categories of " proximate 

causes" of suicidal behaviour were identified: ( a) self-

punishment, ( b) escape, ( c) reunion with a nurturing figure, 

and ( d) rectification of an unbearable life situation. 

Suicidal preschoolers belonging in the reunion and 

rectification groups believed death to be reversible, while 

those in the self-punishment and escape groups believed it 

to be irreversible. (Rosenthal & Rosenthal, 1983). These 
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findings are particularly noteworthy, given the young age of 

the subjects. 

Discrepant Concepts of Personal and Impersonal Death  

The possible existence of a split in the concept of 

death--distortions coexisting with realistic perceptions--

has already been alluded to (Orbach & Glaubman, 1978, 1979a, 

1979b; Orbach et al * 1981) Orbach and Glaubman 

investigated children's concepts of personal and impersonal 

death in suicidal, aggressive, and normal children and 

observed such a split among suicidal children. ( Orbach & 

Glaubman, 1978). Each of the three groups of children were 

found to present distinctly different views of death. 

Normal children viewed death as being primarily caused by 

illness and old age, and that death was final and 

irreversible. They showed the greatest balance between 

concepts of personal and impersonal death. Aggressive 

children viewed aggression ( murder and various forms of 

brutality) as the cause of both categories of death and saw 

death as being final and irreversible. The few responses of 

this group that indicated that self—destruction was 

impersonal, only indirectly referred to suicide. Suicidal 

children, unlike the other two groups, named suicide as a 

cause of personal death. They attributed life qualities to 

personal death and expressed a belief in the reversibility 

of personal death. At the same time, their perception of 

impersonal death was considerably more realistic in nature. 
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Attitudes to Life and Death 

Research with suicidal adults has indicated that 

attitudes to life and especially to death are important 

factors in suicidal behaviour (Kovacs & Beck, 1977; 

Neuringer, 1970). Neuringer, in -his study of suicide 

attempters, observes that the " attitude towards death seems 

to be the crucial aspect of the suicidal ' decision' " (1970, 

p. 308). He further suggests that the risk for suicide is 

greatest when death becomes less fearful and is viewed by 

the individual as a " condition of powerfully attractive 

quiescence" ( p. 308). It is noted that as the individual 

begins to recover death "grows more abhorrent" (p. 308). 

Kovacs and Beck report that the " extent to which an 

individual wants to die is the significant contributor to 

suicidal intent" (1977, p. 364). Suicidal intent was found 

to be highest when the individual experienced a strong wish 

to die and a weak wish to live. 

Recently, research investigating children's attitudes 

to life and death and their relationship to suicidal 

behaviour have been undertaken. Orbach, Glaubman, and Gross 

(cited in Orbach, 1980) observed in suicidal children 

"motivational tendencies regarding life and death which 

operated simultaneously" (p. 78). Although they wished to 

die and displayed suicidal behaviour, they also showed 

strong motivations to live. Their attitude toward death was 

equally paradoxical. They fantasized death as being a need 

fulfilling state, one in which unmet needs could be 
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actualized; however, they also perceived death as 

"frightening and repulsive" (p. 78). 

Orbach ( 1980) proposes a model for the description and 

diagnosis of suicidal children based on these observed 

conflicting attitudes which he classified along four 

dimensions. Each of these consists of a " cluster of 

cognitive, emotional, and motivational aspects concerning 

life and death" (p. 80). He suggests that a " special 

constellation of the four dimensions and their intensities 

can lead to suicidal behaviour in children" ( p.80). The 

four dimensions he described are: ( a) attraction to life, 

(b) repulsion by life, ( c) attraction to death, and ( d) 

repulsion by death (Orbach, 1980; Orbach, Carlson, Feshbach 

& Ellenberg, 1984; Orbach, Carlson, Feshbach, Glaubman & 

Gross, 1983). 

Attraction to life is viewed as the positive 

motivational force for living, reflecting the degree to 

which life is perceived as satisfying and enjoyable. 

Repulsion by life is seen as being the motivational force 

against living, consisting of painful psychological and 

physical experiences. Attraction to death consists of 

distorted concepts and fantasies of death which can serve 

as a motivational force for dying and subsequent suicidal 

behaviour. Repulsion by death refers to the degree to which 

fear and anxiety are aroused by death and is seen as being a 

deterent to suicidal behaviour. 

Orbach and associates conducted two studies examining 

these four dimensions. In the first, suicidal children were 
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compared with normal children ( Orbach et al, 1983). The 

response profiles of these two groups were found to be 

significantly different. Suicidal children displayed 

significantly greater repulsion by life and attraction to 

death and significantly lower attraction to life and 

repulsion by death than the normal children. Further 

attraction to death was found to be most sensitive to 

changes in suicidal behaviour. 

The second study compared suicidal children with normal 

and chronically ill children (Orbach et al, 1984). Each of 

the three groups studied presented a unique profile. The 

response profiles of the suicidal and normal children were 

strikingly similar to those reported in the 1983 study. 

Only one difference was noted. Attraction to life was 

found to be similar for both groups in the 1984 study. 

Orbach and associates indicate that, even in the 1983 

study, differences on this dimension were the smallest 

reported. Chronically ill children were intermediate 

between suicidal and normal children. They were similar to 

the other two on attraction to life, but presented the 

highest repulsion by life. On attraction to death they were 

higher than normal children but lower than suicidal children 

and on repulsion by death scored higher than suicidal 

children but lower than normal children. 

Based on these findings, Orbach and associates conclude 

that their " model introduces the patterns of attitudes 

toward life and death as a descriptive and predictive tool 
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for the diagnosis of suicidal tendencies in young children" 

(1984, p. 1026). 

Chapters 2 and 3 highlight research findings regarding 

specific risk factors associated with suicide potential in 

latency-age children. These risk factors cover a broad 

range of areas including not only individual functioning 

(depression/hopelessness, concepts of death, and a number of 

other child variables) but also the child's social 

environment, more specifically his/her family. Death, long 

a taboo subject for children, has recently become the focus 

of more intense study and has yielded some very interesting, 

and for some, surprising results. The commonly held belief 

that children are not capable of understanding the nature of 

death has been dispelled. Quite the opposite has been 

discovered and children, as young as 5 or 6 appear to have a 

fairly sophisticated understanding of death. Recent 

research findings indicating suicidal children's 

idiosyncratic concepts of and attitudes to death show 

particular promise in the clinical assessment of suicidal 

potential in children. It is this area of research which I 

have found particularly interesting and exciting. Chapter 4 

presents the Children's Perceptions of Life and Death 

Interview ( CPLDI) which I have developed. The CPLDI 

attempts to study latency-age children's perceptions of life 

and death with the objective of assessing suicide potential 

in these children. 
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CHAPTER 4 

Children's Perceptions of Life and Death Interview: 
A Proposed Suicide Assessment Procedure 

Rationale  

Kastenbaum states that " thoughts about death are 

intertwined with the total patterns of personality 

development right from the beginning, influencing and being 

influenced by all the child's experiences" ( 1967, p. 106). 

Orbach expands upon this " already known notion" ( 1980, p. 

77) of the entwining of an individual's approach to death 

and patterns of living with each other. He suggests that 

"one's attitude towards death can help shed light on one's 

psychological make-up [ being] grounded in his entire 

personality and indicative of his identity as a human being" 

(p. 77). These notions coupled with the research findings 

regarding the significance of children's concepts of death 

and attitudes to life and death as discriminators of 

suicidal behaviour point to the viability of examining these 

concepts and attitudes as a means of assessing suicide 

potential in children. 

The Children's Perception of Life and Death Interview 

(CPLDI) attempts to integrate and incorporate aspects of 

concepts of death and attitudes to life and death which have 

been identified in the research. Specifically, these are 

(a) concepts of personal and impersonal death, ( b) death 

preoccupations, and ( c) attitudes to life and death along 
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the dimensions of attraction and repulsion. The range of 

demonstrated suicidal behaviour as well as the child's 

perceptions of suicide are examined. While not the focus of 

the interview, affect ( specifically hopelessness and 

depression), and the availability of support systems as 

perceived by the child are also considered. 

The CPLDI can best be described as a semi-structured 

projective interview. It utilizes pictures as a stimulus in 

eliciting responses regarding death concepts and attitudes 

to life and death within the context of an interview. 

Pictures have been used in earlier research in this area 

(Schilder & Wechsler, 1934; Talimer et al, 1974). Schilder 

and Wechsler ( 1934) used a series of rather graphic pictures 

as part of their investigation. These included one woman 

shooting another and spies hanging from the gallows. 

Talimer and associates ( 1974) used three TAT ( Thematic 

Apperception Test) cards eliciting death or death- related 

themes in their study. 

The pictures used in the CPLDI are original pencil 

sketches drawn by Mr. Wilfrid Bork according to my 

specifications as to content, form, and overall appearance. 

They are deliberately drawn to be as ambiguous as possible 

without completely obscuring the underlying themes. This 

was done to maximize their potential as a projective 

stimulus. 

Obrzut and Boliek ( 1986) observe that any picture can 

be used as a thematic technique. They state that insofar as 

the child can " relate to the picture as a psychological or 
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social- emotional stimulus, the potential for eliciting 

responses that provide insight and understanding of that 

individual exists" (p. 184). They suggest that in 

structuring ambiguous stimuli ( characteristic of projective 

approaches) the individual " will ' project' ( or reflect) his 

or her needs, desires and or conflicts" (p. 175) thereby 

revealing " underlying personality structures, motives, 

conflicts, needs, values, and attitudes toward self and 

others" (p. 186). The use of a projective thematic approach 

appears to be a particularly appropriate method of 

investigating children's perceptions of life and death. 

The use of a thematic approach at ' the very beginning of 

the interview is seen as having potential benefits in 

establishing rapport and in introducing subject matter. It 

is felt that storytelling, enjoyed by most children, in 

combination with the relatively non-threatening stimulus 

pictures may facilitate the development of rapport while 

gently introducing topics which are potentially anxiety 

arousing. 

The CPLDI in becoming progressively more focussed and 

direct in subsequent portions of the interview, attempts to 

combine the unique features characterizing projective 

techniques and structured interviews. This is done with a 

view to obtaining a fuller scope of data than would be 

possible by either method alone and to corroborating the 

different levels of data obtained. 

Projective techniques, as noted earlier, force the 
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individual to impose structure on relatively ambiguous 

stimuli without any real awareness of the purpose of the 

tasks at hand (Rabin, 1968). The resulting structures 

reflect what is relevant and of importance to that 

individual. In the case of the structured interview, 

structure is imposed and relevance is determined by someone 

else. The purpose of the interview questions is readily 

apparent and does not bypass the individual's awareness or 

resistance as is believed to occur in projective approaches 

(Korner, 1963). At the same time, inquiry, in being more 

focussed, elicits information directly relevant to the 

assessment process. 

Inherent in the use of projctive thematic approaches 

is the problem of " relating latent thematic data to overt 

behaviour" ( Obrzut & Boliek, p. 186). It cannot be assumed 

that the specific content of a child's story represents 

actual manifested behaviour or such future behaviour. Data 

obtained in the structured portions of the interview can be 

used as a reality check on latent thematic content. At the 

same time thematic content may be used to elaborate themes 

which emerge in the structured interview. Thus the rich 

ideographic data obtained by projective means ( Obrzut & 

Boliek, 1986) complements and supplements the more 

objective, quantifiable data of the structured interview 

(Edeibrock & Costello, 1984) and vice versa. 

Interview items used in the CPLDI have been developed 

based on the research findings reviewed in this area. 

Several approaches which have been used in the assessment of 



67 

suicide potential in children were influential in the 

development of the CPLDI. These include the Child Suicide 

Potential Scales developed by Pfeffer and associates, the 

research instruments used by Orbach and associates, and the 

Suicidality Scale developed by Brent and associates. 

The Child Suicide Potential Scales ( Pfeffer et al, 

1979; Pfeffer, 1986) consists of ten scales each assessing a 

different area of functioning. These scales provide a 

comprehensive assessment evaluating: ( a) spectrum of 

suicidal behaviour, (b) spectrum of assaultive behaviour, 

(c) precipitating events, ( d) recent general 

psychopathology, ( e) past general psychopathology, ( f) 

family backround, ( g) concept of death, ( h) current ego 

functions, ( i) ego defenses, and (j) diagnostic impressions. 

The main contribution of the Child Suicide Potential Scales 

to the CPLDI, resides in the adoption of a modified form of 

the spectrum of suicidal behaviour and the inclusion of 

items querying preoccupations with the death of others. 

Brent and associates ( 1986) empirically and clinically 

derived a Suicidality Scale indicating a hierarchy of 

suicidal ideation in children. The scale classifies 

suicidal ideation as none, nonspecific ( thoughts of death 

without suicidal intent), specific ( ideation with intent) 

and actual suicidal activity. Their scale also influenced 

the evaluation of suicidal behaviour in the CPLDI. 

The two instruments used by Orbach and associates in 

their respective research were influential in 
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conceptualizing the focus of the CPLDI---concepts of personal 

and impersonal death and attitudes to life and death. 

(Orbach, 1980; Orbach & Glaubman, 1978; Orbach et al, 1984; 

Orbach et al 1986). In their study of the split in suicidal 

children's concepts of personal and impersonal death, Orbach 

and Glaubman ( 1978) used six questions--- three for each 

category of concept. A number of these have been included 

with modifications in the CPLDI. They are identified in the 

interview schedule by an * before the question. In their 

study of attitudes to life and death, Orbach and associates 

(1984, 1983) used a projective story technique to assess the 

four attitudinal dimensions proposed in their model. In the 

CPLDI their theoretical model has been adopted and new items 

developed to fit their definitions of the four attitudinal 

dimensions. 

Finally, the influence of Kovacs and associates ( 1974) 

on the conceptualization of the CPLDI rating scale must be 

acknowledged. Item responses are ranked 0 to 2 as in their 

Suicide Intent Scale. As well, their ranking of responses 

regarding suicidal motivations guided that found in the 

CPLDI rating scale. 

Description of the CPLDI  

The CPLDI is conducted in three separate parts. All 

responses are recorded verbatim for later evaluation. In 

Part I the child is shown three pictures and is asked to 

tell a story about each one. As noted earlier, the pictures 

are original pencil sketches drawn to be as ambiguous as 
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possible. Each is drawn to suggest a theme and is presented 

to the child in a specific order. The first picture to be 

shown is that of a child deep in thought or reverie ( see 

Picture 1). The second is that of a child looking at a dead 

bird ( see Picture 2). The last is of a child who is visibly 

sad or upset ( see Picture 3). Minimal instructions are 

given to the child in this portion of the interview. 

Questions for purposes of clarification of the stories may 

be required. These should be minimal and of a non-leading 

nature and are left to the clinical judgement of the 

interviewer. 

In Part II the child is once again shown the pictures 

individually and is asked a number of questions about them 

with regard to the child in the pictures. Specific 

objectives of Part II are: ( a) To obtain information 

regarding the child's attitudes to life (Picture # 1). ( b) To 

obtain information regarding the child's perceptions of 

impersonal death and familiarity with the death of others 

(Picture # 2). ( c) To obtain information regarding the 

child's negative attitudes to or experiences with life 

(Picture # 3). 

Since some questions may not apply, a skip structure is 

in place whereby certain items may be omitted. Throughout 

the interview the interviewer should be sensitive to 

hesitation or anxiety on the part of the child in responding 

to questions. Should this occur, it should be discussed and 

the child reassured that any questions that he/she feels 
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he/she cannot or does not want to answer may be omitted. 

This is not included in the initial set of instructions 

given to the child so as not to unnecessarily arouse anxiety 

or suggest a set for not responding. 

In Part III the child is questioned directly about 

his/her perceptions about life and death without reference 

to the pictures. The specific objectives of this portion of 

the interview are: ( a) To obtain information regarding the 

child's own attitudes to life--positive and negative. ( b) To 

obtain information regarding the child's perceptions of 

personal death and familiarity with the death of others. ( c) 

To obtain information regarding the child's perceptionss of 

suicide as a feasible method of coping with life problems, 

as well as the extent to which suicidal ideation is present 

and at what level of lethality. 

In Parts II and III, the interviewer may find it 

necessary to query the child's responses for clarification 

and/or elaboration. As in Part I, questioning is left to 

the discretion of the interviewer but should be minimal and 

should not be suggestive in nature. 

The CPLDI schedule follows. Instructions and items for 

each part of the interview are included. The subject of 

inquiry is indicated next to each item in parentheses. 
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Children's Perceptions of Life and Death: A Semi-structured 

Projective Interview 

PART I 

INSTRUCTIONS TO THE CHILD 

" I have some pictures to show you and I would like you to 

make up a story for each one. " 

"Tell me a story about this picture." 

PART II 

INSTRUCTIONS TO THE CHILD 

"I would like to ask you some questions about the pictures I 

have shown you." 

NOTE: Use the same gender as identified by the child. 

QUESTIONS FOR PICTURE #1 

1) What makes this child happy? (Positive attitudes to 

life) 

2) What makes him/her unhappy? (Negative attitudes to 

life) 

3) How does he/she get along with his/her family? 

(Support systems) 

4) How does he/she feel most of the time? Why? (Affects) 

QUESTIONS FOR PICTURE 12 

1) Do all things die? ( Universality) 

2) *How do things die? ( Causality) 

3) *What happens to them when they die? (Nonfunctionality) 

4) *Can dead things come back to life? ( Irreversibility) 
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QUESTIONS FOR PICTURE 13 

1) How is this child feeling? (Affect) 

2) What is making him/her feel this way? 

3) Who can he/she talk to about what is making him/her 

feel this way? (Support systems) 

4) How does he/she feel most of the time? (Affect) 

5) Does this child ever feel so bad that he/she wishes 

he/she was dead? (Wish to die) 

If yes, then 16; if no, then 11. 

6) What would things be like if he/she was dead? 

(Fantasies about death) 

7) Would he/she ever try to kill him/herself? ( Suicidal 

behaviour) 

If yes, then 18; if no, then 111. 

8) Why would he/she do it? (Motivation) 

9) How would he/she do it? Would that make him/her die? 

(Lethality) 

10) What would happen to him/her then? (Fantasies about 

death) 

11) What does he/she do about problems that he/she has? 

(Alternate coping strategies) 

PART III 

INSTRUCTIONS TO THE CHILD 

"Now I'd like to ask you about your ideas on some things." 

QUESTIONS 

1) What makes you happy? (Attitudes to life) 
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2) What makes you sad? (Attitudes to life) 

3) How do you get along with your, family? (Attitudes to 

life/Support systems) 

4) Can you talk to them about things that bother you? 

Do they listen and help you out? ( Support systems) 

5) How do you get along with friends? (Attitudes to 

life/Support systems) 

6) How do you feel most of the time? Why? (Attitudes to 

life) 

7) Do you ever think about dying? (Preoccupation with 

death) 

8) How does that make you feel? (Attitudes to death) 

9) Do you think that one day you will die? When? 

(Universality/Personal mortality) 

10) *How do you think you will die? ( Causality) 

11) *What will happen to you when you die? (Nonfunctionality) 

12) *Can you come back to life after you die? ( Irreversibility) 

13) Do you worry about other people dying? Who? 

(Preoccupation with death) 

14) Do you know anyone who has died? Tell me about it. 

(Attitudes to death) 

15) Do you feel sad very often? How often? (Affect) 

16) When you feel sad do you think things will ever get 

better? Why? 

If yes, then #17; if no, then t18. 

17) Do you feel this way often? How often? (Hopelessless) 

18) When you are feeling very sad is there anyone you can 

to talk to? Who? 



77 

If yes, then 119; if no, then 120. 

19) How does he/she ( do they) help you to feel better? 

(Support systems) 

20) When you feel sad do you wish you were dead? 

(Attitudes to death/Wish to die) 

21) Do you ever think about killing yourself? 

(Suicidal behaviour) 

If yes, then 122; if no, then # 34. 

22) Do you think about this very often? How often? 

(Suicidal preoccupation) 

23) What goes through your mind? ( Fantasies about death) 

24) Why would you want to kill yourself? (Suicidal 

motivations) 

25) Is thinking about killing yourself scary? Why or why 

not? ( Affective responses to suicidal preoccupation) 

26) What do you think it would be like if you were dead? 

(Fantasies about death) 

27) Have you ever tried to kill yourself? 

If yes, then, 128; if no, then # 34. 

28) When? How many times? ( History of attempts) 

29) What did you do? ( Lethality) 

30) Did you really want to die? ( Lethality) 

31) Why did you try to kill yourself? 

(Suicidal motivation) 

32) What did you think it would be like if you were dead? 

(Fantasies about death) 

33) Do you know anyone who tried to kill themselves? 

Tell me about it. ( Familiarity with suicide) 
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34) What do you do when you have problems? 

(Alternate coping strategies) 

Evaluation of Data  

Stories obtained from Part I are analyzed qualitatively 

for themes, attitudes, conflicts and needs using the 

inspection technique recommended by obrzut and Boliek 

(1986). Stories are treated as "meaningful psychological 

communication" and "data that seem significant, specific, or 

unique [ are noted]" (p.180) and are analyzed in relation to 

the child's responses in Part II and III. To quantify data 

obtained from Parts I, II and III of the CPLDI, a rating 

scale has been developed. The scale is based on the 

variables which have been identified in the research 

literature and which have been incorporated into the CPLDI. 

Items are rated 0, 1 and 2 and a cumulative score is 

obtained. Items a) and b) are not included in the 

cumulative score. They are included only to aid in 

summarizing perceptions of personal and impersonal death. It 

is assumed that the higher the total score the greater the 

risk for suicidal behaviour. The actual relationship between 

scores and suicide potential must await empirical testing. 
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CPLDI Rating Scale  

A. Concepts of Death: 

a) Developmental level of personal concept of death. 

Perceived as: 

universal   

irreversible   

nonfunctional   

internal process   

b) Developmental level of impersonal concept of death. 

Perceived as: 

universal 

irreversible   

nonfunctional   

internal process   

1) Personal death viewed as being caused by: 

o internal processes 

1 external agent 

2 suicide 

2) Personal death viewed as: 

o final and irreversible 

1 a continued form of life 

2 temporary and reversible 

3) Fantasies of Personal death: 

() does not apply 

o negatively connoted/realistic 

1 aspects of 0 and 2 

2 positively connoted/distorted 

Describe. 
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4 

5 

Concepts of personal death compared with impersonal 

death: 

0 both realistic 

1 some distortion evident in both 

2 distorted personal death and realistic 

impersonal death 

Preoccupation with the death of others: 

0 none 

1 moderate 

2 intense 

Who? Specify  

6) Expressed wish to die: 

0 none 

1 moderate 

2 intense 

B. Suicidal Behaviour 

7) Frequency of suicidal preoccupation: 

0 none 

1 infrequent 

2 frequent 

8) Affective response to suicidal preoccupation: 

0 fear 

1 ambivalence 

2 relief 
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9) Suicidal behaviour displayed: 

() does not apply 

1 suicidal ideation 

2 suicidal threat 

3 suicide attempt 

10) Lethality of suicidal behaviour as perceived by the 

child: 

0 none 

1 moderate 

2 severe 

11) History of suicidal attempts: 

0 none 

1 single previous attempt 

2 multiple previous attempts 

12) Suicide used as a coping strategy for life's problems: 

0 no ( alternate strategies available) 

1 occasionally 

2 yes 

13) Motivation for suicidal behaviour: 

0 none 

1 to change or manipulate environment 

2 to die or escape through death 

Describe 
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14) Familiarity with suicide: 

o none 

1 friends or relatives excluding parents 

2 parents 

Who? Specify 

C. Attitudes to Life and Death 

15) Attraction to Life--extent to which life is experienced 

satisfying 

o high 

1 moderate 

2 low 

16) Repulsion by Life--extent to which life is experienced 

as painful 

o low 

1 moderate 

2 high 

17) Attraction to Death--evidence of distortions and 

fantasies: 

o low 

1 moderate 

2 high 

18) Repulsion by Death--amount of anxiety and fear aroused 

by death: 

o high 

1 moderate 

2 low 
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D. Affect 

19) Evidence of hopelessness: 

o none 

1 moderate 

2 intense 

20) Evidence of sadness/depression: 

0 none 

1 moderate 

2 intense 

E. Support Systems 

21) Relationships with family perceived by the child as: 

0 supportive 

1 non-supportive 

2 rejecting 

22) Relationships with others ( excluding immediate family) 

perceived by the child as: 

0 supportive 

1 non-supportive 

2 rejecting 

23) Access to supportive person(s) 

0 good 

1 minimal 

2 none 
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CHAPTER 5 

Discussion and Implications 

A number of variables associated with risk for suicide 

in children have been reported in the research literature 

investigating this phenomenon. To provide a comprehensive 

background regarding risk factors for children's suicidal 

behaviour, the major variables identified in the research 

literature have been reviewed and discussed in the present 

study ( i.e. Chapter 2). However, consistent with the goal 

of developing a suicide assessment procedure examining 

children's concepts of and attitudes to death, the focus of 

this study has been research regarding suicidal children's 

perceptions of death ( i.e. Chapter 3). The variables 

identified in this body of research have been incorporated 

into the Children's Perceptions of Life and Death Interview 

(CPLDI). It should be noted that the CPLDI does not attempt 

to assess all of the variables reviewed in Chapter 2. 

Consequently, with the exceptions of depression, 

hopelessness, familiarity with suicide ( especially parental 

suicidal behaviour), and perceptions of family functioning, 

the majority of variables discussed are not 

the CPLDI. 

The CPLDI is an attempt to integrate the 

represented in 

major research 

findings regarding suicidal and non- suicidal latency- age 

children's concepts of death and attitudes to life and death 

as a means of assessing suicide potential in this age group. 
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While existing assessment procedures focus on one or more 

aspects of this topic, none to the best of my knowledge 

comprehensively examine this topic. Another relatively 

unique feature of the CPLDI is the combined use of a 

thematic projective technique and a structured interview 

within the same assessment procedure. 

The CPLDI incorporates features of two major trends 

identified by Edeibrock and Costello (1984) as marking the 

development of structured psychiatric interviews for 

children and adolescents. They are ( a) the increased use of 

structure in and specialization of interview procedures with 

regard to purpose and age group, and ( b) the use of the 

child as informant. The CPLDI has been specifically 

developed to assess suicide potential in latency-age 

children. The interview and rating scale is designed with 

the perceptions of the child in mind. For instance, in 

evaluating the lethality of suicidal behaviour, it is the 

child's perception of the lethality of the suicide attempt 

that is considered to be relevant in assessing the 

seriousness of the child's intent. 

Test construction is an ongoing process extending well 

beyond the initial development of the test (Golden, Sawicki 

& Franzen, 1984). The CPLDI as presented here, is very much 

in the initial stages of development, requiring considerable 

refinement and extensive empirical testing before its 

usefulness can be established. As a first step in 

initiating this process, the CPLDI was submitted to a number 
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of mental health professionals for their scrutiny 

establishing, at a minimum, face validity. 

The CPLDI was also submitted to a number of elementary 

school teachers ( all involved with 6 to 12 year olds) for 

their evaluation. Their response to the CPLDI was positive. 

They felt that Parts I and II as presented would be readily 

understood by even the youngest child in the specified age 

group. A number of items in Part III (# 1, 2, 6, 8, 16, 20, 

26, 32, and 34) were identified as being potentially too 

difficult for 6 year olds to understand and effectively 

respond to. These have been subsequently modified based on 

the teachers' recommendations. The school's guidance 

counsellor was also involved and indicated that he felt 

considerable information could be obtained using the CPLDI. 

Based on this feedback, it is suggested that the CPLDI can 

be comprehended by and is suitable for use with 6 to 12 year 

olds. This statement is made tentatively awaiting 

confirmation on the basis of empirical testing. A time 

estimate for the administration of the CPLDI is 

approximately 30 to 45 minutes depending upon whether or not 

all questions are responded to and the amount of querying 

required. This too requires confirmation through empirical 

testing. 

It is not within the scope of the present study to 

empirically test the CPLDI; however, a plan is proposed for 

future field-testing. In order to assess the suitability of 

the CPLDI for use with latency-age children, a pilot study 

would first be conducted using a sample of 6 to 12 year 
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olds. The subjects for this pilot study would be randomly 

selected from two separate populations-- psychiatric 

inpatients and outpatients and normal school children. 

These two groups are selected since they are the populations 

to which findings regarding suitability of the CPLDI would 

be generalized. Psychiatric inpatients are included because 

they are the obvious candidates for use with the CPLDI given 

the high incidence of suicidal behaviour observed in this 

group ( see Table 5). Normal school children are included 

because they would constitute one of the comparison/control 

groups to be used in subsequent field-testing of the CPLDI's 

clinical usefulness and psychometric properties. 

Using the data obtained in the pilot study the CPLDI 

would be evaluated as to ( a) age-appropriateness of the 

language used, ( b) age- appropriateness of the level of 

comprehension required, ( c) phrasing and clarity of the 

questions, ( d) children's overall response to the interview, 

and ( e) effectiveness of the interview items in eliciting 

the type of data required for purposes of assessment. 

Modifications to the CPLDI would then be made based on the 

pilot study's findings guided by the five criteria 

enumerated above. Items found to be inappropriate for use 

with 6 to 12 year olds or ineffective in eliciting the 

necessary information would be modified or deleted. As 

well, items consistently found to require additional 

questioning for purposes of clarification and/or elaboration 

would either be reworded or expanded to include these 

additional questions. 
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In order to determine the clinical usefulness of the 

CPLDI in differentiating suicidal from non-suicidal children 

and to investigate its psychometric properties, a controlled 

study would then be undertaken. Subjects for this study 

would consist of suicidal ( as defined in this study) and 

non- suicidal psychiatric inpatients and/or outpatients, and 

normal children all of latency age. Suicidal and non-

suicidal inpatients and/or outpatients would consist of 

hospital admission and/or referrals to outpatient clinics 

during a specified period, following the precedent of other 

studies ( Cohen-Sandler et al, 1982a; Pfeffer, 1979; Pfeffer 

et al, 1979; Pfeffer et al, 1980; Pfeffer et al, 1982; 

Pfeffer et al, 1983). Normal children, to be used as 

controls, would be selected by stratified random sampling 

from a school system roster to match these children for sex, 

age, and race/ethnicity with the psychiatric inpatient and 

outpatient sample ( Pfeffer, 1984; Pfeffer et al, 1984). 

The preferred size of the sample for this study would be 

between 90 to 120 children; however, the actual sample size 

would necessarily be determined by the number of psychiatric 

inpatients and outpatients which were available for study. 

The CPLDI would be used in conjunction with the Child 

Suicide Potential Scales as well as data from other sources 

such as case histories. Interviewers would be unaware of 

the status of each child in order to avoid criterion 

contamination (Anastasi, 1982). 

In order to evaluate the usefulness of the CPLDI, data 

would be subjected to several types of statistical analysis. 
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(a) One-way analysis of variance would be used to determine 

whether differences exist between groups ( i.e. suicidal 

psychiatric, non- suicidal psychiatric, and school children) 

and to get a rough estimate of the strength of association 

between variables ( i.e. eta squared). ( b) Correlation 

analysis would be used to determine the nature of the 

relationship between CPLDI scores and Child Suicide 

Potential Scale scores, and between CPLDI scores and the 

type of suicidal behaviour displayed. 

Relevant to the evaluation of the clinical usefulnes 

of the CPLDI would be an indication of its sensitivity, 

percentage of true positives identified as positive; and 

specificity, percentage of true negatives identified as 

negative (Edelbrock & Costello, 1984). Concurrent validity 

is seen by Anastasi ( 1982) as being particularly relevant to 

procedures attempting to diagnose existing states which is 

the case with the CPLDI. Concurrent validity would be 

assessed using the method of comparing the performance of 

contrasted groups and correlation with the Child Suicide 

Potential Scales. 

Construct validity would be determined using the 

procedure outlined by Cronbach ( 1960) in which hypotheses 

are generated regarding the construct under consideration 

and are empirically tested. Three such hypotheses relevant 

to the CPLDI would include: a) fantasies regarding personal 

death ( item 3) would show a significant positive correlation 

with suicide risk as measured by the overall CPLDI score and 
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CSPS score; b) distortion in the concept of personal death 

(item 4) would show a positive correlation with suicide risk 

as measured by overall CPLDI and CSPS scores; and c) 

attraction to death ( item 17) would show similar positive 

correlations with overall scores. Cronbach ( 1960) and 

Anastasi ( 1982) indicate that methods establishing 

criterion- related validity and internal consistency are 

often used in construct validation and so would further 

reflect the construct validity of the CPLDI. 

Several measures of reliability would be examined. 

These include: ( a) Split-half reliability which would be 

assessed using Cronbach's coeffeicent alpha. Split-half 

reliability seems to be the most appropriate measure for the 

CPLDI since an alternate form does not exist and several of 

the variables assessed ( distortions in the concept of 

personal death and attraction to death) have been observed 

to fluctuate, making use of a test- retest procedure 

unfeasible. ( b) Inter- rater reliability determined by the 

correlation between scores of two examiners simultaneously 

observing and scoring the same subject. 

Internal consistency would be assessed using item- test 

correlations. These correlations would also be used to 

further refine the CPLDI by helping to identify items to be 

retained or deleted. Split-half reliability, providing a 

measure of consistency, would also reflect the internal 

consistency of the CPLDI. 

Hopefully, such testing of the CPLDI will determine its 

clinical usefulness in assessing suicide potential in 
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children. Study findings would guide further modifications 

to and refinements of the CPLDI. These could include such 

things as deletions of and additions to interview items, 

revision of the rating scale, and changes in procedures. 

The relationship of scores to the degree of suicide risk 

would be established empirically. Further empirical testing 

would then be undertaken for purposes of cross-validation 

and replication. 

The anticipated applications of the CPLDI are seen as 

being primarily within a clinical setting to be used by 

trained clinicians. The CPLDI, while potentially providing 

relevant data for purposes of assessment and treatment 

planning, is not designed to be used independently of other 

clinical procedures. Rather, it is seen as being used 

within the context of a comprehensive assessment utilizing a 

variety of methods and instruments in order to determine 

suicide risk. 

The phenomenon of suicidal behaviour has finally begun 

to receive the recognition and the attention of mental 

health professionals that such a serious situation merits. 

It is hoped that this present study, and the CPLDI in 

particular, has made some small contribution to research in 

this area. 

While preparing this study, a number of people asked me 

about the topic. When told, most were visibly taken aback 

never having considered suicide to be a problem existing 

within the realms of childhood. Now that professionals have 

become cognizant of the existence and scope of the problem, 
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it seems timely that public awareness be developed also. It 

would seem appropriate that education programs, such as 

exist regarding adolescent suicide, be put in place 

concerning childhood suicide as well. As is apparent from 

the rather brief research history in this area, suicidal 

behaviour in children can only be identified and dealt with 

if its existence in this age group is recognized and 

accepted. 
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