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ABSTRACT 

Suicide is a major public health problem that affects people of all ages, including children. A child’s decision to 
commit suicide is influenced by many social and psychological factors, as well as mental illness and addiction. 
Aim of this paper is to discuss the large scale of suicidal behaviors among children and adolescents, to select 
the most common causes and methods of suicide and to present a practical approach to the problem. For 
this purpose comprehensive review of the literature has been conducted. The most common suicide methods 
among children and adolescents are: hanging, jumping from a height and poisoning. According to the existing 
studies, quick reaction in the event of a suicide attempt is essential. The key to life-saving moment is a proper 
guidance of the child in the emergency department. Children after suicide attempts require long-term care, in 
which many people are involved like doctors, nurses and parents.
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INTRODUCTION

Suicide is deliberately taking your own life. It is 
a serious public health problem that affects people 
of all ages. A suicide attempt is defined as an indepen-
dent, potentially lethal act with the intent to lead to its 
own death, which, however, eventually does not occur. 
The World Health Organization (WHO) reports that 
suicide is a multidimensional phenomenon, resulting 
from the interaction between genetic, biological, so-
ciological, psychological and environmental factors. 
Suicidal behaviors include thoughts of suicide, attempt-
ed suicide and death [1]. Suicides are divided into two 
basic groups: committed suicides resulting in killing 
oneself and unfinished (attempted), not resulting in 
suicides, due to the occurrence of circumstances that 
make it possible to rescue or carry out a plan in a way 
that ensures salvation. Suicidal behaviors also include 
the so-called attempted suicides, the number of which 

exceeds the committed suicides. It is often emphasized 
that attempted suicide is a cry for help.

The aim of the study is to discuss the large scale of sui-
cidal behaviors among children and adolescents, to select 
the most common causes and methods of suicide and to 
present a practical approach to the problem. The databas-
es Pubmed, Scopus, Web of Science and Google Scholar 
were reviewed and based on the keywords corresponding 
to those from the study, articles from the last five years 
on the issue of suicide attempts in children and adoles-
cents were selected from the journals with the objectively 
highest Impact Factor indices, resulting in a total of 89 
publications. Subsequently, all of them were read and ana-
lyzed, as well as the source articles constituting the factual 
basis of these texts. The most important books on child 
psychiatry published in Poland in the last ten years, as 
well as state legal acts were also read. Finally, the 45 most 
relevant publications about risk factors, frequency of sui-
cidal behavior among children and adolescents, suicide 
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methods and possible methods of suicide prevention were 
analyzed.

Suicide attempts by children and adolescents are cur-
rently a major problem in society. Childhood suicides, 
while statistically rarely compared to other age groups 
worldwide, have increased and caused a stir as it is seen 
as a more tragic event than an adult’s suicide [2, 3]. It also 
causes economic problems for the country given the re-
duced number of economically active young adults in 
the future [2]. Prevalence rates for suicidal ideation range 
between 19.8% and 24.0% among youth [4]. Suicide is re-
sponsible for 8.5% (range 15-29 years) of deaths among 
young people worldwide [5-7]. In 2013, the suicide rate 
for the 15-19 year old age group of the 28 European Union 
(EU) countries surveyed was 4.51 per 100,000 [7]. The re-
port of the Polish Police shows that in 2018 there were 
11,167 suicide attempts, including 772 children. In the age 
group 0 to 6, no suicide attempt was made, while in the age 
group 7 to 12, there were 26 of them. In the age group from 
13 to 18, as many as 746 teenagers committed suicide at-
tempt [8]. Actions that ended with death were mostly 
caused by hanging, jumping from a height, and throw-
ing himself under a moving vehicle. The most common 
confirmed reason for committing the suicide was a men-
tal illness or disorder and misunderstandings or domes-
tic violence [7-9]. However, it should be emphasized that 
the Police statistics include mainly the most extreme cases, 
meaning successful suicides or attempts which required 
the police intervention, so the real population of people 
that experienced a suicide attempt is certainly much high-
er. American data indicate that it should be expected that 
the number of suicide attempts is 50 to even 150 times 
greater than the number of committed suicides [10, 11].

Keeping children mentally healthy is important because 
many people who have ever considered or attempted sui-
cide in adulthood had suicidal thoughts for the first time 

in childhood or before the age of 25 [12]. The problems 
that can lead to a suicide decision are completely different 
for each age group. Events and situations that would not 
be treated as problems by an adult may not be solvable for 
young people. In 2007, WHO lists among the most com-
mon causes of suicide in children and adolescents popula-
tion the following elements: family problems, separation 
from friends or sympathy, death of a loved one, breaking 
a love relationship, conflicts with the law, peer pressure, 
bullying, disappointment with academic performance, 
high level of school requirements, poor family financial 
situation, unwanted pregnancy, serious physical illness 
or infection with a sexually transmitted disease. Many 
comorbid factors contribute to a suicide decision [13]. 
The evidence underscores the complexity of suicides and 
points to an interaction of factors contributing to suicidal 
behavior. Factors that determine suicidal behavior among 
children and adolescents can be divided into three types: 
social factors, psychological factors, also mental diseases 
and addictions [8] (Fig. 1).

Family. There are three groups of factors whose oc-
currence in the family increases the risk of committing 
suicide: not enough love, conflicts between parents and 
possessive love. The rejection and neglect of a child may 
lead to a suicide attempt in the future. Stressful situations 
in the family may be the fact of raising a child by one par-
ent who is overprotective of the child or devotes too little 
attention to the child. Parents’ divorce is also a big prob-
lem, because the child in this situation feels confused, 
anxious and fearful, which results in aggressive behav-
ior. Physical or psychological violence at home, whether 
against a child or another family member, also adversely 
affects the mental state of a young person [14]. Psycho-
logical abuse is the most common type of violence against 
children and destroys his image. Psychological violence is 
considered to be a humiliation in front of others, slander, 

FIGURE 1. Risk factors of suicidal behavior
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discrimination, intimidation, treating a child as inferior, 
ridiculing, rejecting as well as other forms of negative 
treatment [15]. Violence against a child, although less fre-
quently, may also manifest itself in sexual abuse by family 
members or people from their immediate vicinity [1].

School. Going to school affects your child’s physical, 
mental and social development. Among the circumstanc-
es that may influence the formation of suicidal behavior, 
the following should be mentioned: conflicts with peers, 
difficulties with acquiring knowledge, the threat of im-
proving the class, school results too low in relation to 
the child’s ambitions or parents’ expectations. Such chil-
dren often show an aversion to school.

Traumatic events. The risk of attempting suicide in-
creases with the number of adverse life experiences in 
childhood, such as violence against the mother, divorce 
or separation of parents, addictions and mental illness 
in the family, the death of one of the parents, especially 
the mother, imprisonment of a family member and other 
types of psychological and physical harm. Many adoles-
cents experience sexual harassment which, as a highly 
traumatic event, increases the risk of children’s well-be-
ing and appropriate health behavior. Sexual harassment 
significantly increases the incidence of suicidal thoughts 
in children [16].

Psychopathological symptoms. Psychological fac-
tors that appear to increase the risk of suicide include 
depression, anxiety, drug and alcohol use, and other co-
morbidities and personality traits (such as neuroticism 
and impulsivity) [14]. Emphasizing extreme opinions and 
judgments by young people can contribute to rejection 
and the feeling of being incomprehensible. Excessive hos-
tility and aggression as well as impulsiveness of behavior 
and irritability are also associated with a high risk of sui-
cide. The 2019 study on Austrian adults suggests that au-
tism may be related to an increased risk of suicidal behav-
ior [17]. Falgares et al. in their work from 2018 showed 
that the combined influence of certain forms of dysfunc-
tional parenting behavior during childhood and the de-
velopment of rigid and dysfunctional negative personality 
traits may increase the risk of suicidal thoughts and be-
havior in adulthood [18].

Life skills. According to WHO, life skills are the abil-
ity to behave positively and to adapt, which allows a per-
son to cope with his challenges. Life skills include: critical 
thinking, the ability to solve problems and make decisions, 
deal with stress and your emotions and communicate ef-
fectively with others. Fail to develop life skills in children 
and adolescents can lead to many misunderstandings and 
problems, which may result in suicide attempts.

Mental diseases and disorders. Most suicides in 
the world can be caused by mental illness. Among them, 
the most common diseases that increase the risk of sui-
cide are depression, psychosis, anxiety disorders, per-
sonality disorders, eating disorders and trauma. Organic 
mental disorders also significantly increase the risk of sui-

cidal behavior compared to the general population [19]. 
Eating disorders are also a big problem. Suicide attempts 
in people with anorexia or bulimia are not uncommon.

Addiction. Addiction is a common phenomenon 
in the modern world that can lead to suicidal behavior. 
The most frequently consumed psychoactive substance is 
alcohol. Drugs are also a big problem, with their diversity 
and the many methods of consuming them. The drugs 
taken by adolescents include marijuana, sedatives and 
hypnotics, designer drugs and various inhalants. In 2019, 
an analysis of 9 independent studies on the use of the In-
ternet and social media and suicide attempts in children 
and adolescents was published [20]. An analysis of these 
studies showed that there is a direct correlation between 
internet and social media use and an increased risk of sui-
cide attempt.

METHODS AND PROCEDURES

According to the Polish Police data from 2014, 
the most popular suicidal method is jumping from 
heights and the second place on the list is taking sleep-
ing pills. Ways of committing suicide can be divided into 
soft and hard. Soft ways are those that are less likely to 
be fatal, like poisoning. Ways such as hanging, shooting 
with a firearm or jumping from a height are hard. By an-
alyzing the ways of committing a suicide attack by young 
people much more often girls reach after soft suicide. 
This is because girls are more likely to attempt suicide, 
which usually does not end in death. Boys deciding to 
commit suicide usually choose the method that causes 
certain death. That is why the majority of suicide victims 
are boys (Fig. 2).

For many patients, after a suicide attempt, the hos-
pital emergency department (ED) becomes the only 
place of care, therefore the development of appropriate 
standards of management in ED conditions will reduce 
the number of complications and deaths related to suicide 
attempts [22, 23]. The triage process plays an important 
role in dealing with the child after a suicide attempt. It 
is performed in Anglo-Saxon countries by specialized 
nurses, called ‘triage nurses’, but in Poland – particular-
ly by paramedics, less often by nurses. Polish regulations 
also allow doctors to conduct the triage, which is an ex-
ception among other countries [24]. The knowledge and 
skills of pediatric emergency department employees are 
particularly useful in prioritization of patients due to 
their healthcare needs, according to the severity of their 
injuries and the type of the treatment they require. Rapid 
identification of a young patient after a suicide attempt in 
the emergency room allows to implement the appropriate 
medical procedures at the right time and save his life [25]. 
Paramedics or nurses involved in the triage process take 
a brief history of the patient and make the superficial 
assessment to identify any immediate requirement for 
care [26]. Another key task of the triage is to ensure 
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the safety, not only for the child, but also for people 
around him, and to prevent him from continuing suicidal 
actions. Patient should be placed in a monitored position 
and deprived of any dangerous tools and toxic substances. 
What is more, the triage procedure gives an opportunity 
to talk to the child and his family and provide the ad-
vice on preventing suicidal behaviors, if medical staff is 
not limited in terms of time [27]. According to the Man-
chester Triage System, children after suicide attempts are 
divided into four groups (not five like in other patient’s 
problems), depending on the order of receiving special-
ist help. Patients marked in red are necessarily to obtain 
the help immediately. They are followed by those marked 
in orange, which are characterized especially by the high 
risk of further harm, manifested in patient’s behavior or 
significant history of self-harm. Subsequently the help is 
received by the yellow group – the patients with marked 
anxiety, presence and history of psychiatric illness, in-
appropriate history of the current situation or moderate 
risk of further self-harm (among children without history 
of self-harm, who are not actively trying to harm them-
selves, but who claim to have such desires), and finally by 
the green group, without blue group [28]. 

Hanging is the most common method of commit-
ting suicide [21]. In the case of a person trying to hang 
himself, the airway should be cleared after the patient is 
cut off quickly. Depending on the symptoms, all possible 
life saving measures should be performed on the patient. 
The second most frequent type of suicide is a jump from 
height, which very often ends in death, but sometimes 

the person survives. These patients most often have 
a damaged spine and multi-fragment bone fractures. 
They may also experience spinal shock as a consequence 
of a complete disruption of the spine.

Deliberate self-poisoning is generally observed in old-
er children and adolescents [29]. Girls are more likely to 
suffer from intentional poisoning, which is related to their 
tendency to choose less lethal methods of suicide [30]. 
This process usually occurs in the group of patients be-
tween 14 and 18 years of age and most cases of acute 
deliberate self-poisoning include psychoactive substanc-
es and drugs. According to the 10-year study period, in 
the United States between 2004 and 2013, in the children 
population the most common ingested substances were 
acetaminophen (10.9%), ibuprofen (9%), selective sero-
tonin reuptake inhibitors (7.7%), atypical antipsychotics 
(6%) and antihistamines (5%) [29]. Easy access to vari-
ous types of intoxicants and the popularity of the topic 
in the Internet and social media are important factors 
influencing the size of this problem [20, 30].

Toxic substances can affect all tissues of the body, in-
cluding the nervous system. The action of certain toxins 
on its structures can lead to the development of a com-
plex of specific clinical symptoms called toxidrome. 
The key goal is to determine the correct toxidrome so as 
to find the likely cause of the poisoning. Emergency de-
partment employees should also enquire about the dos-
age and timing of overdose [31, 32]. Combining drugs 
with alcohol, and sometimes also with another suicide 
method is a grave medical problem. Specialists who work 
in the pediatrician emergency department rarely deal 
with poisoning with only one substance, most often there 
are mixtures of drugs [22, 33]. Those situations lead to 
overlapping somatic symptoms and difficulty in selecting 
a treatment method, especially when the interview with 
the patient is impossible to collect or unreliable [14]. 
The mortality rate is also essential in assessing the degree 
of risk of individual chemical substances. The highest 
mortality rate is recorded in poisoning with alcohol, or-
ganophosphates, tricyclic antidepressants, as well as car-
diovascular drugs and narcotics. This risk increases when 
alcohol poisoning is used additionally. The management 
of a patient who has ingested a substance in a poisonous 
dose is based on three elements: supporting life func-
tions, effective elimination of the toxic compound and, 
if possible, administration of specific antidotes. Life sup-
port process is aimed at prevention, early diagnosis and 
symptomatic treatment of the consequences of exposure 
to the poisonous compound [23].

MANAGEMENT OF THE YOUTH EXPERIENCING 
SUICIDAL IDEATION 

The first step in treating a child after a suicide attempt 
is a control of the vital signs of the patient. The priority is 
to reverse the life-threatening condition, and then to treat 

Boys and girls 10-19 years old
1. Hanging

2. Jumping from height
3. Poisioning

Boys 10-19 years old
1. Hanging

2. Jumping from height
3. Poisioning

Girls 10-19 years old
1. Hanging

2. Poisioning
3. Jumping from height

Boys 10-14 years old
1. Hanging

2. Jumping from height
3. Drowning

Boys 15-19 years old
1. Hanging

2. Jumping from height
3. Poisioning

Girls 10-14 years old
1. Hanging

2. Jumping from height
3. Crashing by a motor 

vehicle

Girls 15-19 years old
1. Hanging

2. Poisioning 
3. Jumping from height

FIGURE 2. The most frequent suicidal methods depending on a gen-
der and age, based on Napieralska E. “Epidemiology of children and 
adolescent suicides in Poland in 1999-2006” [19]
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the disease, taking into consideration its probable cause. 
Choice of the first aid method and appropriate man-
agement during the initial steps of stabilization of vital 
functions in the emergency department are essential for 
the results of treatment [23]. Consultation of a psychia-
try specialist should be ordered when the somatic state 
of the patient allows for direct contact with him.

In order to be able to make a proper scheme of effec-
tive treatment for a child after a suicide attempt, it is nec-
essary to assess the degree of risk of next suicide attempt 
and identify the factors that contributed to it [14, 30].  
This process requires an interview with the child and its 
parents or guardians [31]. It is necessary to ask about 
history of suicide attempts and mental disorders in 
the family and also about any other family problems, 
especially depression, substance abuse, parental divorce 
or separation and poor communication between chil-
dren and parents [34, 35]. However, the young patient 
should be interviewed separately from the parent, be-
cause this space could encourage him to share important 
information in the parent’s absence. Unfortunately, it is 
not always possible, because in accordance with the ap-
plicable legal regulations, all actions taken with regards 
to young patients require parental approval [36]. The cir-
cumstances of the doctor’s interview with the child must 
be agreed with the parents, and in some cases they may 
not allow to leave the child alone as they have the right 
and duty to know what is happening to him in every 
second of his staying in the emergency room [37]. It is 
worth noting that despite the fact that such a possibility 
is guaranteed by law, legal guardians not leaving the ex-
amination room upon an explicit request of the doctor, 
may be interpreted as a sign of disturbed family relations 
and violent phenomena: neglect, physical and psycholog-
ical aggression or sexual abuse. A parent using violence 
against a child in such a situation will try to hide the real 
reason for the child’s suicidal behaviour in order to avoid 
criminal responsibility, so the interview may turn out to 
be misleading and incomplete. Another “red flag” indi-
cating family problems may also be a significant change 
in the child’s behaviour in the presence of the parent 
and once the parent leaves the room. Initially apathetic 
or shaken, the child calms down after the parent leaves 
the examination room [38]. 

The inquiry should include the characteristics 
of a present suicide attempt, current and past suicidal 
behavior, assessment of the mental state, psychological 
portrait of the child, assessment of relates between family 
members and question about sexual orientation [30]. Ac-
cording to researches lesbian, gay, bisexual, transgender 
and questioning (LGBTQ) children and adolescents are 
in higher risk of developing suicidal ideation than hetero-
sexual [1]. The interview should also determine whether 
the child’s environment is not a threat to him, for exam-
ple because of the poor parental supervision, mental ill-
ness or addiction of parents or the availability of drugs, 

poisons and weapons. The characteristic of a suicide at-
tempt requires gathering information about the circum-
stances of the incident, risk assessment of the method 
and knowledge how serious he or she has felt about dy-
ing [30]. Questions about suicide are not claimed to be 
an acceleration factor in terms of the suicidal behavior 
even to high-risk children [33]. Patient’s history might 
be helpful while assessing intensity of suicidal intentions, 
one of the useful indicators for clinical intervention [39]. 
The following circumstances indicate the seriousness 
of the situation: acting in isolation, at a deliberately cho-
sen time, in conditions that make it difficult to intervene 
from outside, earlier preparations [9].

The risk of suicidal behavior grows with an increasing 
number of risk factors, some of which are at greater risk 
than others, such as psychiatric and mood disorders, spe-
cific personality characteristics, genetic disorders along 
with family processes in combination with triggering psy-
chosocial stressors and mostly: previous suicide attempts 
and history of self-harm [34, 35]. Therefore, an import-
ant role is played by mental status testing, which aims to 
assess the risk of a repeated suicide attempt (whether it 
is a current or distant risk) and to determine the factors 
preceding and triggering suicidal behavior. It is neces-
sary to extract the subgroups of children, including those 
with a history of multiple episodes of suicide attempts and 
those with a single or only few episodes [39]. The child is 
also investigated in terms of coexisting mental disorders, 
mainly depression, borderline, schizophrenia, anxiety and 
psychotic states, bulimia, anorexia nervosa or other per-
sonality and behavior disorders [30, 34]. 

A number of diagnostic tools are used to identi-
fy children and adolescents at high risk of suicidal be-
havior, but the gold standard procedure, which could 
be helpful in evaluation of young patients experiencing 
suicidal ideation, is a Columbia-Suicide Severity Rating 
Scale (C-SSRS) [40]. The assessment is based especially 
on patient responses to screening questions, but also on 
information collected from their family, healthcare pro-
fessionals and medical records and it helps to divide them 
into categories of low, moderate or high suicidal risk [41]. 
The scale was designed mainly to distinguish suicidal 
ideation and suicidal behavior. The questions relate to 
four aspects: severity of ideation (which include desire 
to be dead, nonspecific active suicidal thoughts, suicidal 
thoughts with methods, suicidal intent and suicidal in-
tent with plan), the intensity of ideation (frequency, du-
ration, controllability, deterrents and reasons for thoughts 
are assessed), characteristics of suicidal behavior (actual, 
interrupted and aborted attempts, as well as preparatory 
acts or behavior) and finally the lethality, actual and po-
tential [42]. 

The information collected in the interview is used to 
develop a therapeutic strategy. Treatment of a patient who 
reveals suicidal behavior should always be adjusted to 
his individual characteristics, age, psychopathology and 
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his and his family’s problems. The following options are 
considered: brief crisis intervention, observation during 
hospitalization in a pediatric department, transfer to 
a psychiatric department for children and adolescents or 
referral to a mental health clinic after discharging from 
the pediatric department [22]. Brief crisis intervention is 
implemented when the patient is hospitalized in the pe-
diatric department, after discharge from the emergency 
department and before transfer to a psychiatric hospital. 
It is a series of interdisciplinary actions, mainly psycho-
logical or, less frequently, social or legal assistance, aimed 
at providing the child with emotional support and an op-
portunity to relieve tension, as well as at restoring the pa-
tient’s mental balance and ability to cope with the current 
problem independently, and learning the skills to over-
come suicidal thoughts and tendencies in the future. Such 
actions may also concern the patient’s relatives and serve 
then to mobilize the family to restore the child’s sense 
of security and strengthen family ties in order to prevent 
further suicidal behaviour [1, 43]. The decision to treat 
at the clinic should be made when the specialist consul-
tation has clarified the reasons for a suicide attempt and 
ruled out the presence of domestic violence. In many cas-
es, a stay in a psychiatric ward is not absolutely necessary 
and the patient may be treated on an outpatient basis. It is 
possible when there is no current risk of the next try and 
the family has engaged in solving the child’s problems. 
An important element of the therapy is intervention in 
the child’s school environment [7]. Outpatient care in-
cludes family psychoeducation on suicidal behavior and 
psychotherapy, group-based or individual. Ougrin et al. 
in their study from 2015 revealed that the most effective 
psychological therapeutic interventions are cognitive-be-
havioral therapy, dialectal behavior therapy and mental-
ization-based therapy [44]. In addition to the non-phar-
macological treatment of accompanying mental disorders, 
sometimes appropriate drugs (like antidepressants, 
antipsychotics or mood stabilizers) should also be or-
dered. Pharmacological therapy is particularly important 
when the patient has been diagnosed with psychiatric 
disorders [30, 39]. Another possible stage of treatment 
of a child after a suicide attempt is a psychiatric hospital-
ization. It could help to develop the diagnosis and estab-
lish a treatment plan. Patients’ stay in the hospital may be 
also related to the isolation from the possible factors that 
could cause suicidal behavior [31].

PREVENTION

Wide prophylaxis of risky behaviors play an extremely 
important role in suicide prevention among children and 
adolescents [22]. The family, school, health care system, 
police and national administration should be involved in 
preventive activities [8]. The effectiveness of this process 
depends mostly on the group of recipients which are sup-
ported [9]. Strategy of the prevention of suicide consists 

of five steps. The first level is related to the whole society. 
It is focused on learning people how to accept their life 
and acquiring antisuicidal attitudes, and also developing 
problem-solving skills. Those population-based actions 
should include mental health promotion and education 
programs, awareness by campaigns on mental resilience, 
limiting the physical availability of means of committing 
suicide and careful media coverage [34]. At second level 
it is necessary to make an impact in the population that 
may potentially be at risk of suicidal attitudes. The third 
level is to help a child who has been identified as having 
a high risk of committing suicide. At level four there is 
acting in a suicidal situation that serves to restore the in-
dividual who committed the suicide attack to motivation 
for further life. And finally, at level five: post-suicidal in-
fluence involves the suicidal patient and his family [1, 8].

The family is key in a proper development of a child 
and the prevention of inadequate attitudes. The risky be-
haviors that are manifested by adolescents begin at a very 
young age. A reaction at an early stage of a child’s growth 
gives a good chance of stopping difficulties [8]. Parents 
should be focused on children’s issues, talk to them and 
try to solve the child’s problem together. As long as they 
are careful observers, they can find specialist help for 
their child in an appropriate moment. School also plays 
an essential role in preventing suicide in children and ad-
olescents. Teachers should be trained in how to recognize 
the needs and problems of children, create a safe school 
environment and raise students’ self-confidence, as well 
as identify people to whom they can turn to for advice 
and help. Suicide prevention strategies at school include: 
universal programs addressed to all of the students which 
aim to educate them about risk, selective prevention 
strategies countering a risk factor shared within a spe-
cific groups of children (students with health, economic 
and family problems or presenting the learning difficul-
ties) and indicated prevention interventions addressed to 
students from extremely high-risk groups, who are not 
formally diagnosed or in-treatment, but have the history 
of suicide attempts or take psychoactive substances [1]. 
Post-suicidal help, for example preventing recurrence 
of suicide behaviors in children who have attempted sui-
cide in the past, should be focused on the person who 
tried to take their own life, as well as on their family. They 
all should have easy access to therapy and psychological 
support guaranteed [8, 19].

Not only psychiatry specialists, but also nurses and 
pediatricians should pay special attention to patients with 
potential suicidal tendencies. In children and adolescents 
serious mood disorders may be presented in several ways. 
They can suffer from similar syndromes to adults such 
as sad, guilty or worthless feelings most of the time, 
crying spells, diminished interest or pleasure in most 
activities, increase or decrease in appetite, insomnia or 
hypersomnia, fatigue or significant weight loss. Irritabil-
ity rather than depressed mood could be considered as 
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a main symptom of a mental disorder for some adoles-
cents. Other children can suffer from somatic symptoms, 
such as chest and abdominal pain, lethargy, weight loss, 
headache, dizziness and syncope or other nonspecific 
symptoms. It suggests that symptoms of depression or 
other psychiatric disorders are not immediately obvious 
and nurses and pediatricians should be extremely careful 
in observations, diagnosis and management with young 
patients [30].

Moreover, examination of a child at the emergen-
cy department gives the opportunity to recognize that 
the child is a victim of violence [15]. Prevention of such 
attitude is truly essential due to the fact that adolescent 
victims are more likely to experience suicidal thoughts 
and attempts [16, 35]. Early identification of symptoms 
of violence against a child can save the child’s life. Pedi-
atricians should not struggle with diagnosing the mus-
culo-skeletal injuries, especially bone fractures that do 
not typically occur in the age of a patient. Bloody streaks 
on the child’s body, torn auricles, nose deformities, hair 
loss, blunt or cut skin wounds may also be presented [26]. 
The liver, spleen and kidneys can be injured due to kick-
ing or hitting. When the physical signs of violence are 
not observed, changes in the child’s behavior may be sug-
gestive. Children can react with apathy or depression or 
may be hyperactive, emotionally unstable and display be-
havioral disturbances, aggression towards other children, 
adults or themselves. However, all these behaviors are not 
very specific and should be interpreted very carefully, es-
pecially in the lack of evidence in a physical examination. 
It should be remembered that in case of suspicion of child 
abusement, examination of the veins in the eyes, com-
puted tomography of the central nervous system and ab-
dominal ultrasound can be ordered [15, 18]. In Poland, in 
the case of a justified suspicion of violence against a child 
by a family member, under the Act on Counteracting 
Family Violence of 29 July 2005, health care professionals 
have the possibility to initiate the ‘Blue Card’ procedure 
or to ask the Family Court to review the family’s situ-
ation. In addition, they should also provide the person 
suspected of being a victim of violence with information 
about the possibility of obtaining assistance and the right 
to a forensic examination [15, 45].

CONCLUSIONS

A child’s suicide attempt is a decision that involves 
many factors. It is rarely based on a single impulse. Most-
ly, it is the result of the long-term build-up of problems 
and fears. Early noticing the problems of children and 
adolescents and quick help are very important in reduc-
ing the number of suicide attempts. Restricting access to 
the most common suicide methods and common risk fac-
tors (e.g. alcohol, drugs, the Internet) can be an import-
ant suicide prevention strategy. Adequate childcare after 
an attempted suicide is just as important as preventing 

suicidal behavior. The problem of suicides among chil-
dren is an interdisciplinary issue, the effective solution 
of which should be addressed by many people (this ap-
plies, among others, to nurses, pediatricians, psycholo-
gists, teachers, child psychiatrists and parents).
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