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ABSTRACT 

Introduction: Children with developmental disorders are more prone for mental disorders and suicidality. Suicidality 

often indicates a psychiatric emergency and it is crucial to have an understanding for more effective and efficient inter-

vention. However there is scant literature on the prevalence, risk factors and other characteristics associated with sui-

cidality in this population all over the world and especially in India. Content: In this article we highlight the factors 

related to suicidality in 3 children with developmental disabilities who were admitted to a tertiary care inpatient psychi-

atric facility (NIMHANS). Discussion; All three children had multiple psychiatric diagnoses and greater psychosocial 

adversities. Conclusion: there is a need for reliable screening instruments and routine screening and clinician awareness 

on this aspect of caring for children with DD 

INTRODUCTION  

The definition of the term suicidality ranges from occa-

sional thoughts of „not wanting to live‟ to serious sui-

cidal attempts. The prevalence of suicidality in youth 

with Intellectual Disability (ID) and psychiatric 

comorbidities has been estimated to be between 17-

60%
(1)

. Suicidal ideation or attempt was found to be 28 

times greater in children with Autism Spectrum Disor-

der (ASD) than in typical children
(2)

. A review article 

published in 2014 found only 40 publications related to 

ASD and suicide following a comprehensive search of 

databases. Most of these publications originated from 

the west and fewer were from Asian countries
(3)

. In this 

context, we present a case series of three children with 

developmental disabilities admitted to in-patient facili-

ty for children and adolescents, National Institute of 

Mental Health and Neurosciences, (NIMHANS), Ban-

galore.   

Case 1: 

L, a 13 yr. old female was brought with significant 

temper tantrums and difficulties in adjusting at school 

since the past 5 years. The parents reported that she 

had difficulty in social interactions, maintaining recip-

rocal conversation and in understanding nonverbal 

communication since childhood. She had been refusing 

to attend school and exhibited verbal and physical ag-

gression when her demands were not met over the last 

6 months. She had also been subjected to contact non-

penetrative sexual abuse once at 9 years of age by a 

stranger.  
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She was diagnosed as having Asperger‟s syndrome 

with comorbid ADHD and Depressive Disorder. She 

harbored suicidal ideations and threatened to kill 
i
her-

self whenever she was forced to attend school in the 

last 6 months. On exploration, she explained that she 

felt lonely at school as she did not have any friends and 

that she was having difficulties with academics.  

She was started on tablet .escitalopram 5 mg OD and 

social skills training was begun as part of behavioral 

management of ADHD. The treating team also liaised 

with the school to help her obtain services of a resource 

teacher to help with academics. Discussions about as-

pects of personal safety were done with the child and 

her parents. On follow up, child was reported to be 

going to school for a few hours every day, did not har-

bor any suicidal ideation and social skills training was 

ongoing. 

Case 2: 

B, a 14 yr. old male was brought with complaints of 

scholastic difficulties and aggressive behavior towards 

his parents since 3 years. Parents reported that he had a 

delay in attaining all developmental milestones, diffi-

culty in processing information and understanding con-

cepts. He was diagnosed to have mild intellectual disa-

bility  and depressive episode - moderate severity . On 

detailed assessment it was discovered that his father 

was not able to come to terms with his limitations and 

would physically and emotionally abuse him on ac-

count of his inability. B would express suicidal idea-

tion frequently as “I will kill you both (parents) and 

then kill myself as well”. On interview he said that he 

has been ruminating about death more frequently than 

he expressed. 
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The child and family were helped to understand the 

developmental nature of the problem and individual 

sessions were held with the father to help him come to 

terms with the child‟s impairment. Supportive therapy 

was done with the child. The family was provided with 

a perspective of how his strengths could be used and 

the supports that would help him. At the time of dis-

charge, 8 weeks after admission the B no longer quali-

fied for a diagnosis of depressive episode and did not 

express any suicidal ideation.  

Case 3: 

R, a 12 yr. old male was brought with complaints of 

repetitive behaviors and hyperactivity. His parents re-

ported extreme restlessness and impulsivity since 5 

years of age. He had delay in all developmental mile-

stones and difficulty in understanding concepts. Over 

the past year, he was defiant and he would do things 

over and over again despite their instructions. He often 

expressed thoughts about not wanting to live in the last 

1 year. His issues caused significant adjustment prob-

lems with peers and he was bullied in school. He was 

diagnosed to have mild intellectual disability, ADHD 

and Obsessive Compulsive Disorder (OCD).  

He was started on fluoxetine 20mg OD and atomoxe-

tine 18 mg OD for the psychiatric comorbidities. Social 

skills training was provided and the treating team li-

aised with the school to ensure implementation of anti-

bullying initiatives at school. On follow up, the child 

did not have suicidal ideation and was undergoing be-

havioral therapy for OCD and ADHD.  

DISCUSSION  

A Senior Resident and a Consultant Psychiatrist made 

the diagnosis in each case based on International Clas-

sification of Diseases -10. We found a dearth of screen-

ing instruments for suicide in developmental disorders. 

We devised a short screening questionnaire which 

asked the primary caregivers and the children about 1) 

any ideas expressed by the child about “death” or “not 

wanting to live” 2) potentially harmful behaviors sug-

gestive of an attempt like persistent refusal to eat or 

running towards a busy street saying that he/she wants 

to be dead 3) any suicidal attempts or self-injurious 

behavior. This questionnaire is self-developed for easy 

clinical use and has not been validated. If the parent or 

child answered in affirmative to any one of these ques-

tions then there was further in depth interviewing re-

garding instances of suicidality 

In terms of psychiatric diagnosis, these children had 

more than one psychiatric disorder and had both exter-

nalizing and internalizing disorders in the background 

of complex psychosocial adversities. It is interesting to 

note that the caregivers reported externalizing symp-

toms in all the 3 children. None of these three children 

had attempted suicide and the parents did not report 

suicidal ideation spontaneously. It was also not the 

primary reason for consultation. Similar observations 

have been reported in a previous study
(4)

. 

Suicidal ideations were uncovered only when specific 

questions were asked during the screening process. 

This helps us understand that even in these children 

who present with 
ii
externalizing disorders, it is vital to 

look for symptoms of internalizing problems and sui-

cidal ideation.  

It is well known that parents are usually better inform-

ants about symptoms that are tied to external behavior 

while children are better reporters of internal experi-

ences such as suicidal ideation
(5)

. 

Suicide risk assessments in children and adolescents 

with developmental disabilities pose special challenges 

due to deficits or delays in language skills, comprehen-

sion, poor clinician training and lack of reliable screen-

ing instruments
(6)

. Also taboos surrounding talking 

about suicide and it‟s association with physical and 

emotional abuse makes it all the more difficult.Like 

normally developing children, children with develop-

mental disabilities too exhibit suicidal ideations and 

actions, hence clinicians should be more aware of this 

phenomenon. 

CONCLUSIONS  

Children with developmental disorders are at risk of 

psychosocial adversities like abuse and bullying which 

can lead behavioral and emotional problems. These 

children are  also vulnerable to develop suicidal behav-

iour and may be unable to express unless specifically  
iii

elicited. Suicide screening should be a part of routine 

examination for these children, particularly for those 

who exhibit severe behavioral and emotional problems.  
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