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ABSTRACT

Background: Suicidal behavior and non-suicidal self-injury (NSSI) are significant
public health concerns among children and adol escents. Self-injury, often a precursor
to suicida behavior, can be influenced by psychological, socia, and developmental
factors. This study investigates the association between temperament, coping skills,
and self-injurious behavior in children and adolescents.

Objective: The primary objective of this study is to determine the relationship
between coping skills and temperament in children and adolescents with suicida
behavior or NSSI. The secondary objective is to assess the socio-demographic and
clinical profile of these individuals.

Methods. This cross-sectional observational study included 40 children and
adolescents diagnosed with suicidal behavior or NSSI as per DSM-5-TR criteria
Participants were assessed using standardized tools such as the Thomas and Chess
Temperament Questionnaire, the A-COPE, and the MINI-Kid, alongside demographic
and clinical data collection. Statistical analyses were performed to explore
correlations between coping strategies, temperament, and self-harm behaviours.
Results: The study found that a significant proportion of participants exhibited
maladaptive coping strategies, particularly avoidance and emotiona venting, which
correlated with self-injurious behavior. Negative emotionality and emotiona
dysregulation were identified as key temperament traits associated with NSSI. Family
conflicts and academic stress were the most common stressors reported. Maladaptive
coping mechanisms were significantly associated with higher numbers of self-harm
attempts, particularly in individuals using more violent methods such as hanging or

poisoning.



Conclusion: This study highlights the critical role of temperament and coping skills
in self-harm behaviours among children and adolescents. Interventions focused on
enhancing adaptive coping strategies and emotiona regulation could be effective in
reducing NSSI and preventing future suicidal behavior. Early identification of at-risk
individuals based on temperament traits and coping styles may facilitate timely

interventions and improve mental health outcomes in this vulnerable population.
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INTRODUCTION

Suicidal behaviour is defined in individuals who have engaged in potentially
self-injurious behaviour with at least some intent to die as a result of the act. Non-
suicidal self-injury is defined in individuals who have engaged in intentional self-
inflicted damage to the body of a sort likely to induce bleeding, bruising, or pain (e.g.,
cutting, burning, stabbing, hitting, excessive rubbing) in the absence of suicidal
intent.! It is one of the strongest antecedents of suicide in youth.? The psychiatric
morbidity is found in limited number of adolescents who self- harm. There could be
other factors related to psycho-socia development of child such as temperament and
poor coping skills which may contribute to self-harm in children and adolescents.
Coping specifically refers to the cognitive and behavioural activities used by a person
in an attempt to manage specific stressful situations and the emotions that these
situations generate.®> Temperament refers to such innate, deeply rooted building blocks
of personality, which, by definition, are the stable, biologically determined core of
personality, manifested from a relatively early age and remaining quite stable
throughout the life span, and determining its emotional domain and activity level and
related cognitions.*

Studies suggest that about one-fourth to three-fourths of deaths in the young
population in India could be due to suicides. In terms of suicide attempt 8% of
children and adolescents report life time suicide attempt and 3.5% report suicide
attempt in last 1 year.>®” With regards to psychiatric morbidity studies suggest that
only one third to half (30-52%) of the adolescents who present with attempted suicide
or deliberate self-harm have psychiatric morbidity.®° This indicates the possibility of
other contributing factors for self-injury in children and adolescents. Hence, by

correlating coping skills and temperament to non-suicidal self-injury in children and
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adolescents, it is possible to evaluate other possible causes for self-injury, as well as
better coping skills can be taught to such individuals to help reduce the instances of
self-injury.

Although suicida behaviour and non-suicidal self-injury is quite prevaent in
India, the availability of literature of children and adolescents is limited. This
observational study is being undertaken in our population as there are not many which
have investigated various aspects like coping skills, temperament, and stressors, for
suicidal behaviour and non-suicidal self-injury. This would help in understanding
suicidal behaviour and non-suicidal self-injury in the general population, which can

further refine treatment protocols and management.
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OBJECTIVES

Primary objective:

To determine association between coping skills and temperament in children
and adolescents with suicidal behaviour or non-suicidal self-injury.
Secondary objective:

To assess the socio-demographic and clinical profile of children and

adolescents with suicidal behaviour or non-suicidal self-injury.
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REVIEW OF LITERATURE

Review of literature is described under the follogvheadings.
1. Defining Self-harm
2. Etiology of Self-harm
3. Self-harm, temperament, and coping skills
4. Self-harm- Prevalence and epidemiology
5. Functions of Self-harm
6. Defining Temperament
7. Theories of Temperament
8. Biological Basis of Temperament
9. Temperament and Psychiatric Disorders
10. Temperamental Risk Factors for Self-harm
11. Defining Coping skills
12.Coping mechanisms
13. Adaptive vs Maladaptive coping

14.Coping skills and self-harm

Defining Self-harm

Self-harm is described under different terms sichedf-harm behaviour, self-
injurious behaviour, deliberate self-harm (DSH)lf-sautilatory behaviour (SMB)
and suicidal behaviour. However, based on intenig¢pit can broadly be divided into
suicidal behaviour and non-suicidal self-injury @I

Suicidal behaviour is defined by individuals engagin actions that may lead
to self-inflicted harm with a clear intention ofding their own life as a result of these

actions?> While non-suicidal self-injury is defined by indivals who intentionally

Page 4



Review Of Literature

inflict harm upon their own bodies in a manner tlsatikely to result in bleeding,
bruising, or pain (such as cutting, burning, stagbstriking, or excessive abrasion)

without any suicidal intent.

Episode of Self-Injury

’

o Yes
Suicide Resulted in Death?
‘ No
R Yes -
Conscious Suicidal L 5 Suicide Attempt
Intent?
‘ No
< chamically Yes
Biochemically Psychosis? OR

Driven Behavior

Organic Impairment?
l No

Deliberate Self-Harm

Figure 1: What is Deliber ate self-harm?

Etiology of Self-harm

Although not consistently associated with suicitdl@bughts, self-injurious
behaviour exhibits a strong link to psychologic@tability and has been recognized
as a predictor of subsequent suicide atterfothie adolescent phase is a significant
developmental period noted for its extensive bimlaly cognitive, and social
alterations, which create unique challenges in &mal regulation and the formation
of identity. Throughout this developmental phassigaificant number of individuals
face profound emotional turmoil and social obstckehich may lead some to engage
in self-harming behaviours as a maladaptive mednsgoping. ! Grasping the

elements that contribute to self-harming behavi@eum®ng adolescents is crucial for
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prompt intervention. Two constructs—coping strategand temperament—have been
increasingly recognized as significant in influencself-harm vulnerability.
Self-harm, temperament, and coping skills

Temperament, a fundamentally biological componéngessonality, includes
variations in emotional reactivity, self-regulatjaand behavioural inclinatiort.t is
believed to remain fairly stable throughout anwmtlial's lifetime and is evident from
the early years of childhood. Temperamental traweh as increased negative
affectivity (i.e., frequent feelings of anxietyritability, or sadness), reduced effortful
control (i.e., difficulties in inhibiting impulsesand heightened emotional sensitivity
have been associated with a higher risk of engaugingglf-injurious behaviours.
Young individuals exhibiting these temperamentadrabteristics may face greater
challenges in managing distressing emotions ortadppo stressful circumstances,
making them more likely to turn to maladaptive epmechanisms like self-harm.

Coping mechanisms refer to the cognitive and behmal strategies
employed to manage both internal and external sires These strategies are
typically divided into adaptive approaches, suchpasblem-solving and seeking
social support, and maladaptive approaches, inojudivoidance, denial, and self-
injury.}* Research shows that adolescents engaged in ncdasiself-injury (NSSI)
are more likely to use maladaptive coping mechasismd demonstrate a limited
ability to access adaptive emotional regulatioatsgies'® The ability to effectively
manage emotional distress is a crucial developrhemtastone during adolescence,
and deficiencies in coping skills can increase tikelihood of self-injurious
behaviours. Adolescents lacking in these skills maug to NSSI as a way to express
or cope with difficult emotions when more construetoptions are unavailable or

underdevelopedf
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Moreover, temperament and coping mechanisms aselglintertwined. The
characteristics linked to temperament not onlyui@fice a child's reaction to stressful
situations but also shape the coping strategies dhe likely to adopt. For instance,
teenagers displaying increased emotional reactimitly prefer avoidance or emotion-
focused coping techniques rather than problem-sglvimethods! Similarly,
individuals with lower effortful control may strulgy to utilize more adaptive
responses in emotionally intense situations, thaseasing the chances of impulsive
or harmful behaviours, such as non-suicidal sgifrin(NSSI)* These connections
highlight the complex interactions between innaigpaksitional traits and learned
behaviours that influence psychological outcomesuthout development.

The role of temperament and coping strategies éndéwvelopment of self-
harming behaviours holds significant consequenams early intervention and
preventive approaches. Notably, certain temperarnraiis may act as markers for
identifying at-risk youth before self-injurious kmhours become apparent. In these
contexts, interventions focused on improving emmwloregulation, cultivating self-
awareness, and advancing adaptive coping strategpedd act as protective
mechanisms. Efforts targeted at enhancing copinghar@ésms in school settings, for
instance, have proven effective in alleviating d@oval dysregulation and associated
behaviours? Moreover, interventions tailored to fit an indiu@l's temperament are
likely to be more effective in promoting lastingha&ioural and emotional changes.

Despite the growing body of academic researchgifsiant gap remains in
understanding how temperament and coping strategtesact to influence self-
harming behaviours in children and adolescentsighificant portion of available
studies largely address coping strategies or tesnpemt independently, or it

emphasizes older adolescents and young adults. rékigcted perspective hinders
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our ability to fully explain the developmental cearof non-suicidal self-injury

(NSSI) and to comprehend the relationship betweersgmal predispositions and
environmental stressors in younger age groupshéurore, a substantial share of the
research completed so far has mainly concentratedWestern populations,

neglecting the cultural, familial, or contextualemlents that might impact the
development of temperament and coping strategies.

Considering the profound developmental consequemdesmotional and
behavioural regulation during the crucial stageshifdhood and adolescence, it is
crucial to examine these factors concurrently latien to self-harm. This study seeks
to examine the relationship between self-harminigalbmurs, coping strategies, and
temperament in children and adolescents. Spedjficdl aims to identify which
temperamental traits and coping styles show thet muimist correlation with self-
injurious behaviour, and how these connections nmégrm the development of
targeted interventions. Through a comprehensivecagh, this research has the
capacity to deepen the understanding of the psggieal mechanisms that underlie
self-harm and support the development of preversivaegies tailored to individual

differences.

Self-harm- Prevalence and epidemiology:

Self-harm behaviour is prevalent across various adgaphic and socio-
economic divisions within society, but it is padiarly notable among adolescents.
The root causes and prevalence of self-harm ineadehts exhibit significant
differences both within a country and among difféneations, influenced by a variety
of socio-economic factors. Numerous studies haslieated that the rate of self-harm

behaviours falls within the range of 3.2% to 4.50érathe past year. The incidence of
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self-harm differs based on gender, socio-econonmaus, and environmental
influences?®
Risk factors:
* Psychological: Difficulty in expressing feelinggnkliness, aggression, low
self-esteem, academic disturbances, substance, atmpsession, anxiety:?°
» Social: Negative peer influence, self-harming beéhav in peers,
bullying/violence at school, lack of close friergtszial support, relationship
problems, social conflict®#°
» Familial: History of suicide in family, violence d&ome, parental neglect,

marital discord between parents, authoritarianrtarg style 12

Functions of Self-Harm:

The functions associated with self-harm can begoaieed into two primary
groups: intrapersonal-self-focused (such as emaltioregulation and self-
punishment) and interpersonal-other-focused (fa@taimce, changing how others
perceive them). The principal aim is to providensiant relief from severe negative
emotional states. Prior to committing acts of &elfm, people commonly find
themselves overwhelmed by intensified negative amst and self-injury generally
serves to alleviate these painful feelings, whigoanstilling a sense of calm and
relief. Additionally, individuals have reported tithey resort to self-harm as a way to
express self-directed anger or as a form of sefighument, indicating a link between
self-criticism and self-harming behaviours [Nockaét Glassman et al., and Hooley
and St Germain]. Furthermore, non-self-harm mayesether functions, such as a
desire to influence others or to produce a physiepresentation of emotional
distress; however, these objectives pertain sdlelg small fraction of those who

exhibit self-injurious behaviours.
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ATTRIBUTES:
Self-harm in the absence
of:

¢ Fatal Outcome.

¢ Suicidal Intent.

¢ Psychosis.

¢ Organic, Intellectual
Impairment.

DELIBERATE
SELF-HARM

ANTECEDENTS:
¢ Tension/Anxiety.

¢ Feelings of
depersonalization or
derealization.

¢ History of Childhood
Abuse.

¢ Hostility/Impulsivity.

{

Review Of Literature

ATTRIBUTES:
Self-harm in the presence of:
¢ Repetitive Episodes.
¢ Addictive Behavior.
¢ Contagious Effects.
¢ Borderline or Other
Personality Disorders and
Traits.
¢ Dissociative Disorder.
¢ Other Co-morbidities.

CONSEQUENCES:
¢ Relief of Tension.
¢ Communication of
Emotional Pain.
¢ Paradoxical
Disengagement from Care
Givers.

Figure 2: Attributes, antecedents and consequences of self-harm

Defining Temperament

Temperament comprises of relatively stable and domehtal tendencies
inherent to the individual, which shape and modultte expressions of activity,
reactivity, emotionality, and social interactiol&®y aspects of temperament emerge
early in life, and these aspects are likely sigaifitly shaped by biological factors. As

development advances, the expression of temperabeeoimes progressively more

influenced by experiential factors and contextuiumstances?
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Theories of Temperament

Multiple theories have been proposed for descrit@rgperament over time,
the key ones being (1) The Thomas and Chess ApprgcThe Buss and Plomin
Approach (3) The Rothbart Approach (4) The Goldemipproach

The Thomas and Chess Approdéh:

In 1987, Chess and Thomas pioneered naturalistidies on childhood
temperament and its applications. They focused erawioural styles characterized
by nine distinct dimensions: activity level, regithg approach-withdrawal,
adaptability, threshold of responsiveness, intgnsit reaction, quality of mood,
attention span/persistence, and distractibifityThey categorized children into three
types: easy, difficult, and slow to warm. Theirgasch influenced the understanding
that children exhibit biological variations affewi social interaction and adjustment.
22 Furthermore, Chess and Thomas proposed the comdefgoodness of fit,’
indicating that favourable developmental outcomesmore likely when the child’s
temperament aligns closely with the requirementgicipations, and opportunities
presented by the environment (a good fit). In @msttira misalignment between
temperament and environmental characteristics i€ rikely to result in maladaptive
outcomes?

The Buss and Plomin Approadh:

Buss and Plomin (1975) developed a theoretical maideed at behavioural
genetics, suggesting that temperament featuresapmaely in life, are inherited,
confer evolutionary advantages, can be seen inutoah species, maintain a level of
stability throughout development, and predict bétag that follow.?* They
identified three principal dimensions: emotional{fy), activity (A), and sociability

(S), each of which is quantified using the EAS Temment Survey (Buss and
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Plomin, 1984)%? The methodology implemented twin studies to araly® genetic

contributions to individual variability in temperamt traits (Buss and Plomin, 1984).
Pairs of monozygotic twins exhibited markedly higleerrelations within all three

EAS dimensions relative to dizygotic twins. Considg that monozygotic twins

share twice the genetic similarity of dizygotic ms&j the pronounced phenotypic
resemblance seen in monozygotic twins implies Sgmt genetic influences on
variability of traits ?

The Rothbart Approack?

The Rothbart model (Rothbart and Derryberry, 198igrs a comprehensive
framework for understanding temperament, charaateyiit as biologically grounded
individual variations in reactivity and self-regtitan within emotional, activational,
and attentional domairté. Reactivity signifies the degree of biological asal
provoked by variations in internal and externamsti, expressed as dimensions of
negative affect and surgency. Self-regulation idekithe mechanisms that regulate
reactivity and is demonstrated through the temperandimension of effortful
control. As effortful control progresses during ttueldlerhood, it has a regulatory
influence on unchecked negative emotionality andombehaviours (Rothbart and
Derryberry, 2002), enhancing children’s abilitiee tdapt to environmental
challenges. Longitudinal studies indicate thateéased emotional clarity is linked to a
reduction in negative emotional arougalAs described in Rothbart and colleagues’
age-specific instruments, the general dimensionsntaia a level of stability;
however, the traits that characterize each dimenatapt over different age cohorts.
The assessment of emotional competence during iedalycy occurs via involuntary
attention orienting. With the incorporation of axtal regulatory mechanisms,

markers of emotional competence begin to integatiemtion shifting and focusingy.
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The Rothbart model is distinctive in its emphasis self-regulation as an
integral aspect of temperament. Findings deriveamfrcomputerized cognitive
assessments indicate that effortful control, susheaor detection and conflict
resolution, first emerge by the end of the firstuyef life and continue to develop
throughout late childhood and into the adolescasary. The ongoing dynamic and
reciprocal interactions between temperamental inggcand regulation contribute to
the differences in the expression of temperamerdsacdimensions. At the neural
level, the capacity for regulating reactivity isgroved through the interaction of
prefrontal cortex (regulation) and amygdala, am@tstm (reactivity). Neuroimaging
investigations indicate that the evolution of effiar control is supported by the
executive attention network, a neural system prisnassociated with the prefrontal

cortex.?

The Goldsmith Approaci?

Goldsmith and Campos (1982) described temperamsntha individual
variations in the predisposition to demonstrate exgerience fundamental emotions
(such as joy, anger, and fear). Individual differesin temperament are illustrated by
variations in the intensive and temporal charasties of behaviour, incorporating
facial expressions, gestures, along with vocal mdor activities. The definition is
narrowed to infant temperament in order to realaecomparatively ‘pure’
conceptualization of temperament expressions tieati@void of socialization impacts
and cognitive processésCurrent revisions of the model include emotionutation
as a fundamental aspect, given that the displaymraamthgement of emotions may not
be clearly differentiated, even in infancy (Cammbsal., 2004). Goldsmith and his
associates created the Toddler Behaviour Assess@asastionnaire (Goldsmith,

1996), as well as the age-appropriate Laboratorppeeament Assessment Battery
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(Lab TAB; Goldsmith and Rothbart, 1993). The LabB Affers a collection of
standardized behavioural tasks and coding framewthnlt evaluate temperament
dimensions during emotion-eliciting scenarios ithbaboratory and home settings. It
highlights the critical need for contextualizing hbeior in the assessment of
temperament, considering that the eliciting corgegtay a pivotal role in the
expression of temperament dimensions (GoldsmithGaghe, 2012¥2

Expanding upon their foundational conceptualizatio@oldsmith and
colleagues concentrated on the psychobiologicahar@ems that underlie emotional
reactivity and regulation. Buss et al. (2004) iné¢gd both Lab-TAB and
physiological assessments, revealing that incredsadulness in a moderately
threatening context correlated with elevated basedympathetic reactivity one week
later. This suggests a potential link between téamperament and diminished
physiological regulatior?
Biological Basis of Temperament

Research involving twin studies, in early childhpgatovides compelling
evidence supporting the role of genetic factorstémperament. These studies
consistently demonstrate that monozygotic twinglekla higher degree of similarity
compared to dizygotic twins across an extensivgeast temperament traits, such as
emotional reactivity, activity levels, introversiogociability, attentional persistence,
approach behaviour, adaptability, distress tolexangositive emotionality, and
negative emotionality. Although heritability estitea may vary, they typically range
from .20 to .60, indicating that genetic varian@song individuals contribute to
approximately 20% to 60% of the observed temperameanability within a given

population. With few notable exceptions (sooth&piind rhythmicity, which exhibit
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minimal genetic influence), there remains no cdesispattern regarding heritability
across different temperament dimensibhs.

Research findings from adoption studies reveal @eneontributions to
temperament, indicating that nonadoptive siblingsare similarities in their
temperamental profiles, in contrast to adoptivdirgis. The heritability estimates
obtained from adoption and twin studies that ass$esgperament objectively are
similar.?3

The environment also plays a crucial role in shggamperament; however,
findings from behavioural genetics research ingidhat the environmental factors
typically thought to affect child behaviour may rfonction as presumed. Studies
involving twins and adoption consistently reveattthe shared family environment
contributes only a minor fraction of the varialyliin most dimensions of
temperament. The environmental influences thatfstgntly impact temperament are
those that are specific to individual family menmbére., nonshared environmental
influences). Research implies that rather than eoimating on environmental
elements that vary between families, it may be mbemeficial to investigate
environmental factors that differ within familiese.q§., differential parenting
practices)?®
Temperament and Psychiatric Disorders

A variety of potential mechanisms have been sugdesb explain the
relationship between temperament and psychopatholbg most frequently cited
being the risk model, spectrum model, and scacettfe

The risk model suggests that temperament and ppgtihaogy are
fundamentally different constructs, and that specifimensions of temperament,

either independently or in combination, increase fiobability of developing a
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particular psychiatric disorder. Further supporttfis hypothesis has been provided
by research identifying significant mediating anddarating factors linking a
temperament dimension to an associated psychéisieder?*

In children characterized by substantial negatin®teénality and a craving
for novelty, alongside weakened effortful conttbkre is a likely trajectory leading to
the onset of substance abuse and externalizingvioeins, supported by lower
competence, a stronger association with peers wissgss similar views, and
increased tensions within parent-child relationshipn the context of anxiety
disorders, a tendency towards increased focus asilgle threats may act as a
mediator between anxiety symptoms and temperamaitd tike negative affectivity
and effortful control. These mechanisms may couatelio an individual's difficulty in
emotion regulation, a characteristic likely asstadawith temperamental tendencies
and various forms of psychopatholods.

Temperamental Risk Factorsfor Self-harm

Emotional Dysrequlation and Negative Affect:

Components of emotional dysregulation consist tefralency for emotions to
intensify uncontrollably, alter rapidly, expressiiense and unfiltered ways, and/or
overwhelm both coping strategies and cognitivearms)?® Developmental research
suggests that these impairments in self-regulagamerge from an interplay of
temperamental and biological factors, along witkemal disruptions resulting from
stressful childhood experiences, particularly nealtment and maladaptive
attachments with caregivers. This framework suggesdtat children with a
predisposition to negative affectivity and/or ircsed emotional reactivity are at a
higher risk for emotional dysregulation in chaotitsruptive environments and in

case of various adverse childhood experiences. a&gseciation between adverse
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childhood experiences and a diverse range of adeittal illnesses (e.g., depression,
suicidal ideation, substance misuse) may, to somtent be explained by the

predisposition to inadequate emotional regulatroohildren who have faced multiple

adverse childhood experiencés.

Impulsivity and Emotional Modulation:

Impulsivity, commonly considered a symptom assedatvith numerous
psychiatric and neurological conditions, additibpakpresents a feature present in
the personalities of mentally healthy individudtsdenotes a tendency for immediate,
unplanned actions prompted by both external aretnat stimuli, typically occurring
without assessment of the possible adverse effadted to such behavioufs.
Dickman differentiated between ‘'functional impuisiy which reflects the
advantages of spontaneous actions, and 'dysfuattionpulsivity,” which is a
maladaptive trait. He emphasized that making halggisions regarding trivial
matters (for instance, 'what should | eat for dmnmenight?') can be helpful.
Spontaneous behaviours allow individuals to seigpodunities and acquire new
experiences that enrich their lives. Additionallgdividuals exhibiting impulsive
tendencies tend to outperform their less impulsiganterparts in scenarios where
limited time is allocated for decision-makiff.

Impulsivity has been proposed as a significant oladnh self-injurious
behaviour. Both theoretical models and empiricatlence indicate that the main
objective of self-harm is to adjust affect; notghdylolescents commonly engage in
self-injury to cope with their emotions, particjato ease negative emotional states
(emotional modulation). Urgency Theory suggestd ttertain individuals, when
confronted with intensified negative affect, exhil@ greater tendency to act

impulsively for relief from adverse emotional statdhis may prompt impulsive
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actions aimed at achieving immediate gratificatiofien at the expense of longer-
term goals. As a result, impulsivity may increase iadividual's vulnerability to
engage in immediately accessible yet maladaptiy@ngostrategies, such as self-
harm, to regulate their emotional state. The Mdidreal-Volitional (IMV) model
outlines a tripartite diathesis-stress framewoidt texplains the association between
background stressors, the development of ideatioth iatent, and the shift of
cognitive processes into self-harming behavigdrs.
Defining Coping Skills

Coping is characterized as the conscious and \emynémployment of
cognitive and behavioural resources aimed at adimhgdoth internal and external
stressful stimuli. These strategies aid individualseducing or coping with stress,
anxiety, and other unfavourable emotional condgjand can be skilfully utilized for
stress regulation or to confront diverse difficed®
Coping M echanisms

Coping mechanisms are classified into two main gyeoactive coping and
reactive coping. Proactive coping is an effort taldwith an ongoing stressful
encounter or one that has already happened (RaMv&@ezer). Individuals initiate
strategies to prevent potential stressors. Indalgluwith proactive coping
mechanisms typically succeed in stable environmbatause of their well-defined
and inflexible nature, which reduces their sustdfifi to stressors?® Reactive
coping is an effort to deal with imminent threaatttwill occur in the near future.
Individuals respond to stressors after occurremeactive coping strategies often

perform optimally in less predictable environmefits.
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Four Coping Perspectives as a Function
of Timing and Certainty

cerfcin

A
reactive coping
anticipatory coping
proactive coping
=
past harm/losses future threats & challenges

preventive coping

Y

uncertain

Figure 3: Coping asa function of timing and certainty

Coping is broadly categorised into four primaryecgtries2®

1) Problem-focused: Tackles the core issues tlet te distress: Examples of this
approach comprise active coping, strategic planniegtrained coping, and the
inhibition of competing activities.
2) Emotion-focused: Seeks to alleviate the negatmetional effects of the problem:
Examples of this approach include positive reframimacceptance, reliance on
spirituality, and humour.
3) Meaning-focused: The individual makes use ofntidge approaches to develop
and control the meaning of the event.
4) Social coping (support-seeking): The individledsens stress through the pursuit
of emotional or practical support from their sogiatwork 2
Adaptive vs maladaptive coping:

Adaptive coping?® Characterized by an individual managing strestomigh
the pursuit of personal growth, cultivating an opstic perspective, employing

solution-focused approaches, showcasing ingenusityd exhibiting flexibility.
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Different coping approaches used include probletisg, reaching out for support
(active), changing our expectations to better fie tsituation (accommodative),
regulating stress-related emotions (emotional)athiag techniques to reduce stress
(behavioural), changing the way we think aboutsginessor (cognitive§®

Maladaptive coping?® Individuals cope with stressors by employing styés
that provide temporary relief, however, these apphes do not effectively resolve
the underlying issues. This behaviour is markeddndencies toward denial, self-
criticism, and a lack of assertiveness. Differenping approaches used include
substance use, rumination, physical escape, mestape (dissociation, numbing,
daydreaming), procrastination, self-injury, bingati®eg, avoidance, risk-taking
behaviour?®
Coping Skillsand Self-Harm:

Maladaptive Coping and Self-Harfh:

Affective regulation is generally understood asracpss directed towards
achieving specific goals that are influenced by #omal motives and objectives. This
process involves recognizing a goal (such as matdrecement) and subsequently
choosing strategies from the existing options, eteg those strategies, and assessing
the results to shape future expectations and in&urbsequent actions (Gross, 2015).
Strategies that yield positive outcomes tend toeld&@orced, while those that result in
negative consequences are less likely to be refiefatehermore, when actions are
associated with emotional feedback, reinforcemeearning becomes more
pronounced (Marinier, Laird, & Marinier Ill, 2008} herefore, if Non-Suicidal Self-
Injury (NSSI) can effectively reduce emotional paind is readily achievable with

accessible resources, individuals may prefer N8t other methods deemed more
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expensive or less likely to yield similar advantgenportantly, this decision-making
process is influenced by the individual's past @me$ent emotional stafé.
Adaptive Coping as Protective factdft:

Adaptive coping is linked to the enhancement ofitp@s emotions and
psychological health, promoting emotional regulatimd a constructive outlook even
during challenging times. Individuals who utilizeg strategy face stressors directly,
engaging in a thorough examination of the problend dormulating effective
solutions. This proactive method not only tackles immediate obstacles but also
enables individuals to cultivate a sense of conbrar their situation. It frequently
entails acknowledging the significance of socidtienships such as pursuing social
support, whether from friends, family, or supparups, enables individuals to share
the impact of stressors, gain insight, and acdes®inotional and practical assistance
of others. The collaborative aspect of seekingad@ipport reinforces the notion that
effective coping transcends individual efforts. Mmer essential adaptive coping
technique is positive reframing, in which individsi@ognitively reinterpret stressors
in a more favourable manner. Research has shovrthtbse who engage in active
problem-solving, seek social support, and pracpositive reframing experience

lower levels of psychological distress and enharmasall well-being®°
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Lifetime self-injury
rates in European
adolescents up to 39%

Suicidal ideation and
attempts reported in
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adolescents

Adolescent self-harm is
a strong predictor of
future suicidal
behaviou

Diogo F Guerreiro,
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cross-sectional

Sample size was
24,702 subjects

met criteria for DSH

Included community
s and clinical samples

Community samples
were predominant, 10
out of 18 studies

4,177 subjects (16.9%)
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—
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Poorer attachment
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Invalidating childhood
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v
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D Tamas, and Agnes behaviours and their

Vetr6*® (2018)
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temperament and
emotion regulation
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Sample size for
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emotion regulation:
407 youths
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high rates of suicidal
behaviour
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attempted suicide
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Research focused on
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suicide attempts

Sample size: 118
adolescents
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suicide attempt
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with suicide attempts
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g

Elena Predescu an
Roxana Sipd$
(2023)

] Retrospective, cross-
sectional study design

Data collected from
patients' medical

Sample of 194 patient
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After applying criteria,
95 patients were
included in the study

Study found a strong

association between
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attempts
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were linked to
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environment
Fiona McNicholas, Retrospective, Sample size was 231 DSH is a significant

John Fagan, Brid
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Overdose was the most
common method c
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experienced stress
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Risk assessments shoy
include psychosocial
characteristics and self
harm histor

Mert Sekmen and
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were identified for self-

harm risk
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Repeated self-harm is @

k
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includes younger male
with mood and
developmental disorde

(2013)
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Self-harm (SH) is a
almajor health problem i
adolescents

Lifetime SH prevalence
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Subho Chakrabarti,
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common in females
from nuclear families

Common self-harm
method is ingestion of
insecticides

Self-harm behaviour
often linked to family
interpersonal problems

Study highlights need
for clear insecticide
policy and safe stora
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predicted self-injury
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Mental health
vulnerabilities were
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Emma Diggins,
Rachael Kelley and
other4® (2016)

Observational study

Analyses self-harm
episodes in emergency
departments

Data was collected fron
existing hospital record
of Leeds ED
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The study spans from
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Sample size was 3782 High self-harm rates ar

self-harm episodes
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Self-injury increases
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Need for Study

Self-harming behaviours in children and adolesc@atse a significant and
growing public health issue. Recent findings suggiest self-injury is beginning at
increasingly younger ages, with a notable proportd adolescents admitting to at
least one episode of non-suicidal self-injury (NS@&lring their formative yearS.
Although self-harm frequently indicates underlyipgychological distress, it is not
limited to clinical populations. Numerous youngiwiduals who engage in self-injury
do so without any formal mental health assistahiglighting the necessity for early

detection and preventive measures based on psygbaloisk factors?

While many studies have investigated the prevalenoethods, and
psychological factors associated with self-harm,stmioave focused on adults or
young adults with adolescents, leaving considehddren and adolescents less
frequently for such studies. Furthermore, currezgearch frequently focuses on
isolated psychological factors, such as emotiongsrebulation or depressive
symptoms, instead of adopting a comprehensive petisp on the developmental
and dispositional elements that may interact topehthe onset of self-harming
behaviours. In particular, the combined influenteaping skills and temperament—
both crucial for emotional development—has not badequately explored in the

context of self-harm among younger populatighs.

Temperament, defined as a biologically rooted iitigl difference in
reactivity and self-regulation, has been associati¢d a range of internalizing and
externalizing behaviours, including emotional dgsiation and impulsivity® In the
meantime, coping skills play a vital role in medigt how individuals cope with

emotional distress. Adolescents lacking effectiopicg skills are more inclined to
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resort to maladaptive behaviours like self-injuoy dlleviate psychological patffi.
However, there is a paucity of research investigatiow particular temperament
traits might affect the development or choice oping strategies, especially among

individuals who engage in self-harm.

Gaining insight into the interplay between tempesat and coping
mechanisms that impact self-harming behaviours hildien and adolescents can
address a significant gap in existing researchs Thderstanding would facilitate the
creation of refined, temperament-sensitive intetiogis that not only aim to diminish
self-injury but also seek to enhance adaptive ematiand behavioural responses
prior to the emergence of harmful actions. Foransg, children exhibiting high
emotional reactivity might find early training inmetional regulation beneficial,
whereas those demonstrating low effortful controhynrequire assistance with

impulse managemeht.

Further, recognizing at-risk profiles through thgmsychological traits may
improve early identification and intervention ségies within educational institutions,
paediatric environments, and mental health serviBesventative approaches that
consider the unique aspects of individual temperdrard coping abilities could play
a crucial role in alleviating long-term psycholaglicdamage and decreasing the

chances of chronic self-harm or the developmesudafidal thoughts?

Given the increasing incidence of self-harm amoraung people, the
emotional and social ramifications linked to suchians, along with the absence of
integrative developmental studies, there is a rstyes investigate the relationship
between self-harming behaviours, coping mechanisnasid temperament

characteristics in children and teenagers. Thigareh seeks to fill this void by
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examining these factors collectively to enhancdyemtervention approaches and

contribute to a more thorough understanding of -is@liry within younger

demographics.
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MATERIALSAND METHODS

The study was designed as a cross-sectional oltisgralestudy, to analyse the

clinical profile and correlation between clinicaistory, temperament and coping

skills in children and adolescents. It was condiligtethe Department of Psychiatry

over a period of one year froni' March 2023 to 29 February 2024. The Source of

samples were patients under the age of 18 whodaitethe outpatient department of

the department of psychiatry and child developneentre (CDC), and those admitted

to psychiatry and paediatric ward.

Objectives:

1.

To determine association between coping skills t@ngperament in children
and adolescents with suicidal behaviour or nonidaiself-injury.
To assess the socio-demographic and clinical pro6f children and

adolescents with suicidal behaviour or non-suicsddi-injury.

Inclusion Criteria:

Children and adolescents presenting with suicidgialiour or non-suicidal self-

injury in present or past, as defined by DSM-5:tTR

Exclusion Criteria:

1.

2.

Patients with severe Autism Spectrum Disorder.
Patients with self-injurious or stereotypical belbav of Intellectual
Developmental Disorder, Autism Spectrum Disorder.

Patients with severe Intellectual Disability.
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Ethical Considerations:

Prior to commencement, ethical clearance was addafinrom Institutional
Ethics Committee, Jawaharlal Nehru Medical Colledgelagavi with Ethical
Clearance number MDC/IJNMCIEC/244. Informed consgas obtained from the
parents of patients who fulfilled the inclusionteria and assent was obtained from

the participants.

Sample Size:

Calculation of sample size using standard formuées wot possible as data
available was only related to prevalence-basediefud\s we were conducting an
observational association-based study, we took fdata our hospital. Looking at the
chart review of the previous 2 years, the averageber of cases with suicidal
behaviour or non-suicidal self-injury were foundlte 40 per year. Hence, we took

the sample size as N=40.

Following tools were used:

1. Thomas and Chess Temperament Questionnaire fodreftf!

It is a structured psychological assessment tosigded to evaluate a child's
temperament based on the pioneering work of Alegafithomas and Stella Chess.
Their research identified nine key temperamenttdraincluding activity level,
rhythmicity, approach/withdrawal, adaptability, ensity of reaction, mood,
persistence, distractibility, and sensory threshdlde questionnaire helps parents,
caregivers, and professionals gain insights intochéld's natural behavioural
tendencies, emotional responses, and adaptalalibet situations. By categorizing
children into broad temperament types—such as e&difficult,” or "slow to warm

up"—the tool aids in understanding how childrereiatt with their environment and
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guides strategies for effective parenting, teachimgd social development. It is
widely used in developmental psychology to tail@regiving and educational

approaches to match a child's inherent temperafient.

2. Parental Authority Questionnaire (PA®)

It is a psychological assessment tool designed ¢éasore parenting styles
based on Baumrind’'s typology, which includes authtive, authoritarian, and
permissive parenting. Developed by John R. Burl®91, the PAQ consists of 30
self-report items that evaluate the extent to wipatents exhibit specific behaviours
and attitudes toward their children. The questimens typically used in research
and clinical settings to assess parental influemtechild development, discipline
strategies, and overall family dynamics. Each pargnstyle is assessed based on
factors such as control, warmth, communication, ams$ponsiveness. The
authoritative style is characterized by high regpoeness and high demands, the
authoritarian style by high demands and low respensss, and thger missive style
by low demands and high responsiveness. The PAeammmpleted separately for
mothers and fathers, offering a comprehensive viéviow parental authority is
perceived. Researchers and practitioners oftenituse explore the relationship
between parenting styles and outcomes such asratagerformance, self-esteem,

and emotional regulation in children.

3. Mini-International Neuropsychiatric Interview for hdren and Adolescents

(MINI Kid) 52
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It is a structured diagnostic interview as per D8Mand ICD-10 criteria
designed for use in clinical and research settikged in a paediatric population, it
examines the 30 most common and clinically relevisarders or disorder subtypes.
MINI Kid disorder subtyping has been shown to haxadidity and test-retest
reliability, which renders it useful in diagnosticreening in paediatric psychiatry. It
requires on average, 15 minutes to administer angreferred to interview both
parent and child. However, interviewing the pareither with the separate parent
module or not interview is at the discretion of timterviewer. There are other
versions of the MINI Kid used for a specific diserdsuch as psychotic disorders,
depressive disorders, eating disorders and suigid#h our study, we have used
English version 6.6?

4. Adolescent-Coping Orientation for Problem Experas(A-COPE)

A-COPE (Patterson & McCubbin, 1987) is a self-répquestionnaire
consisting of 54 specific coping behaviours. Iltaigpsychological assessment tool
designed to measure how adolescents manage armhdesp stress in their daily
lives. This self-report questionnaire evaluates idewange of coping strategies,
including problem-solving, seeking social suppertgaging in recreational activities,
and avoiding stressors. A-COPE helps researchéis;ators, and mental health
professionals understand the adaptive and malagagiping mechanisms that
adolescents use in response to challenges suchcademaic pressure, peer
relationships, and family conflicts. By identifyirmgpping patterns, the tool aids in the
development of targeted interventions to promosdiemce and emotional well-being

in young individuals>?
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5. Early Adolescent Temperament Questionnaire (EAT-Q)>*

It is a 65-item psychological assessment tool athfriom the Physiological
Reactions Questionnaire developed by Derryberry Raothbart. It is designed to
evaluate temperament traits in adolescents, typicahging from ages 9 to 15. It
focuses on key dimensions of temperament, includifigrtful control, negative
affectivity, surgency, and affiliation, which infmce emotional regulation, social
interactions, and behavioural tendencies. The EA®Qsists of both self-report and
parent-report versions, allowing for a comprehemsiunderstanding of an
adolescent's temperament from different perspextiVlis questionnaire is widely
used in developmental psychology and clinical neteso explore how temperament
contributes to social, emotional, and cognitiveedlegment. By assessing traits such
as impulsivity, attention regulation, frustratiosiedrance, and sociability, the EATQ
provides valuable insights into an adolescent'sqrelity, aiding parents, educators,

and mental health professionals in fostering asleptevelopment and well-beirty.
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Procedure:
Inclusion Criteria: Exclusion Criteria:

. Children and e Severe Autism
adolescents <18 Spectrum Disorder
years . Severe Intellectual

. Diagnosed with Disability
suicidal behaviour or . Self-
non-suicidal self- injurious/stereotypic

40 cases diagnosed as None excluded
Suicidal Behaviour/NSSI
DSM 5

40 cases after taking
informed consent

. Demographic data, Thomas
and Chess Questionnaire,
PAQ, MINI-Kid

. EATQ, A-COPE

The children and adolescents diagnosed with Sdiddgdaviour or Non-
suicidal Self-injury as per DSM-5-TR, along withetlparents, were interviewed by
the Principal Investigator (Pl). They were expla@inegarding the study and its
implications. A written informed consent was ob&dnfrom the parents, along with
assent from the patients in their own vernaculaglage. Following this, study
participants meeting inclusion criteria were assésasing detailed proforma to
collect socio-demographic and clinical featuresludimg number of previous
attempts, method used, and questionnaires suclh@was and Chess Temperament
Questionnaire, PAQ, MINI-Kid, EATQ, A-COPE were dipd to obtain details about

temperament dimensions, parenting styles, copiillg,sknd to assess co-morbidities.
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Data Analysis:

The data obtained was tabulated in Microsoft Exeefsion 16.64 and
appropriate statistical analysis was done using IBRES 25. The socio-demographic
and clinical details of the patients (descriptiviatistics) was described using
percentages for categorical variables or as mearstamdard deviation for continuous
variables (A-COPE, EAT-Q). Significant correlatioassessed using the Kruskal-
Wallis Test due to the abnormal distribution of wonous variables. P value of <0.05

was considered significant.
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RESULTS

1. Table 1: Socio-demographic Characteristics of thet8dy Sample:

Socio-Demographic Details

Age (Years)

Age Group:
10-13 Years
14-18 Years
Gender:
Male
Female

Socio Economic Status (Modified
Kuppuswamy):
Upper
Upper Middle
Lower Middle
Upper Lower
Lower
Type Of Family:
Nuclear
Joint
Single Parent (Yes)
School Grade:
3-6"
6-9"
9-12"

Mean + SD || () || (N=40)

15.30 + 1.68

5 (12.5%)
35 (87.5%)

20 (50.0%)
20 (50.0%)

16 (40.0%)
14 (35.0%)

6 (15.0%)
3 (7.5%)

1 (2.5%)

35 (87.5%)
5 (12.5%)
3 (7.5%)

2 (5%)
17 (42.5%)
21 (52.5%)

Table 1 depicts that the study sample comprisetDahdividuals with a mean age of
15.30 % 1.68 years, ranging from 10 to 18 years fitajority (87.5%) belonged to
the 14-18 age group, while 12.5% were aged 10-Essyd&sender distribution was

equal. Socioeconomic status was assessed baskbdified Kuppuswamy Scale
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with 40% in the upper class, 35% in the upper-naddéss, 15% in the lower-middle
class, 7.5% in the upper-lower class, and 2.5%hélower socio-economic status.
Most participants (87.5%) came from nuclear farsjliwhile 12.5% belonged to joint
families. Additionally, 7.5% were from single-patehouseholds. In terms of
education, 5% of students were in grades 3-6, 44rbYrades 6-9, and 52.5% in
grades 9-12. In terms of the educational board, 80%died under the State board,

while 30% were in CBSE-affiliated institutions.

2. Table 2: Clinical Details of the Study Sample:

Clinical Details N (%)]| (N=40)
Stressor:
IPR Issues/Argument With Family Member 30 (75.0%)
Academic Stress/Exam Result 6 (15.0%)
Changed School/Boarding 2 (5.0%)
Bullying 1 (2.5%)
Financial Issues 1 (2.5%)

Method Used:

Poisoning 25 (62.5%)
Hanging 9 (22.5%)
Cutting 4 (10.0%)
Head Banging 1 (2.5%)
Scratching 1 (2.5%)
Diagnosis (DSM-5-TR):
Impulsive DSH 15 (37.5%)
Adjustment Disorder With DSH 13 (32.5%)
Major Depressive Episode With DSH 3 (7.5%)
Generalised Anxiety Disorder With Cluster [ 3 (7.5%)
Traits
Body Dysmorphic Disorder 1 (2.5%)
Conduct Disorder With DSH 1 (2.5%)
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Dermatitis Artifacta 1 (2.5%)
IDD Mild with ADHD 1 (2.5%)
ADHD with ODD with SLD 1 (2.5%)
SLD With Conduct Disorder 1 (2.5%)
Any Previous Attempts (Yes) 7 (17.5%)
Number of Previous Attempts:
Nil 33 (82.5%)
1 3 (7.5%)
2 1 (2.5%)
3 2 (5.0%)
4 or more 1 (2.5%)

Table 2 represents clinical details of individualso have engaged in deliberate self-
harm (DSH), categorizing data by stressors, methusasl, diagnoses, and previous
attempts. Among the identified stressors, confligBBR issues/arguments) with a
family member were the most common, affecting 75.0f6cases, followed by
academic stress or exam results (15.0%). Othessstre included changing schools or
moving to boarding school (5.0%), bullying (2.5%nd financial issues (2.5%).
Regarding the method of self-harm, poisoning wasmiost frequently used (62.5%),
followed by hanging (22.5%), cutting (10.0%), healping (2.5%), and scratching
(2.5%). Diagnostically (DSM-5-TR), impulsive DSH caunted for the largest
proportion (37.5%), while other diagnoses includetjustment disorder with DSH
(32.5%), and major depressive disorder with DSH%). Less common conditions
included anxiety disorders, body dysmorphic disgr@enduct disorder, dermatitis
artifacta, and neurodevelopmental disorders suchHDa¥ ADHD, and specific
learning disorders. A history of previous self-hattempts was reported in 17.5% of
cases, with most individuals (82.5%) having no pattempts. Among those with
prior attempts, 7.5% had attempted once, while 2na%h attempted twice, 5.0% had

attempted three times, and 2.5% had attemptedtio@s. These findings highlight

Page 41



Reaults

the significant interplay of familial and acadensitessors in self-harm behaviours
and the diversity of psychological conditions assted with self-harm in the study

population.

3. Table 3: Type of Poison used in Poisoning Subgroup:

Type of Poison used N(%) || (N=25)
Agrochemicals (Pesticide/Herbicide) 16 (64.0%)
Toilet Cleaner 6 (24.0%)
Mosquito Repellent 3 (12.0%)

Table 3 represents data on the types of poison. usexng these, agrochemicals
were the most commonly used poison, accounting.éocases (64.0%). This suggests
that agrochemicals, possibly due to their easylawéity and widespread use in
households and agriculture, are a prevalent chimicpoisoning incidents. Toilet
cleaners were the second most frequently usedrtegpim 6 cases (24.0%), indicating
that household cleaning agents also pose a significsk. Mosquito repellents were
the least common among the reported cases, witistdrices (12.0%). Although less
frequent, their presence in poisoning cases higtdighe potential danger of such
chemical substances. Overall, the data understoedsportance of safe storage and
regulation of these toxic substances to preventdantal or intentional poisoning

incidents.
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4. Table 4: Premorbid/Personal History of the Study Senple:

Premorbid/Personal History N (%)|| (N=40)
Number Of Family Members 510+ 1.74
Temperament (Thomas and Chess

Temperament Questionnaire):

Easy Child 5 (12.5%)
Slow To Warm Up 23 (57.5%)
Difficult Child 12 (30.0%)

Parenting Style (Parental Authority

Questionnaire):
Authoritarian 24 (60.0%)
Permissive 9 (22.5%)
Authoritative 7 (17.5%)
Family History:
None 32 (80.0%)
Depression 5 (12.5%)
Alcohol Dependence 2 (5.0%)
Alcohol Dependence + Depression 1 (2.5%)

Table 4 represents premorbid and personal hisfbimg. data provides insight into
various factors influencing the individuals studi€dn average, participants come
from families with approximately 5 members (M = ®.5D = 1.74). Temperament
was assessed by Thomas and Chess Temperament oQuasd, the majority

(57.5%) were categorized as "Slow to Warm Up," &80% were classified as

"Difficult Child," and only 12.5% were considere@&dsy Child". Parenting styles,
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assessed by Parental Authority Questionnaire (P¥aed, with most individuals

(60%) raised under an authoritarian style, followsd22.5% under a permissive
approach, and 17.5% experiencing an authoritatpl®inging. This suggests higher
prevalence of self-harm in children with "Slow toawh Up" more than “Difficult

Child” temperament, as well as with authoritariard gpermissive parenting in the
study population. Family history analysis showe@ttl80% had no significant
psychiatric history, while 12.5% had a family histef depression, 5% had a history
of alcohol dependence, and 2.5% had both Alcohpédédence and depression. Birth
history indicated that nearly all participants &) were delivered through normal
full-term vaginal delivery (NFTVD), with only 2.5%being born prematurely.

Additionally, all individuals had no significant delopmental concerns, as 100%

reported a typical developmental history.

5. Table 5: Scores of Adolescent-Coping Orientation faProblem
Experiences (A-COPE) of Study Participants:

A-COPE (Subscales) Scores (Mean £ SD)
Ventilating Feelings 2.93+0.68
Seeking Diversions 2.73+£0.46
Developing Self-Reliance 2.61+0.46
Developing Social Support 243 +£047
Solving Family Problems 2.36 £0.76
Avoiding Problems 3.45+0.91
Seeking Spiritual Support 1.76 £ 0.61
Investing In Close Friends 2.10+0.83
Seeking Professional Support 1.32+0.61

Page 44



Reaults

Engaging In Demanding Activity 236 +0.73
Being Humorous 2.09+0.78
Relaxing 2.90 £0.47

Table 5 represents scores on A-COPE (AdolesceninGaPrientation for
Problem Experiences) subscales. Individuals' réitiaton coping mechanisms can be
classified as low, moderate, or high based on companean values.

The subscales with low mean values, includiegking Professional Support
(M = 1.32, SD = 0.61)Seeking Spiritual Support (M = 1.76, SD = 0.61)Being
Humorous (M = 2.09, SD = 0.78), anthvesting in Close Friends (M = 2.10, SD =
0.83), indicate lower tendencies towards specibipitg strategies such as seeking
professional assistance, engaging in religiousviies, using humour, and pursuing
closeness and understanding from peers withinttity sample.

The subscales with moderate mean values, inclugiggging in Demanding
Activities (M = 2.36, SD = 0.73)Solving Family Problems (M = 2.36, SD = 0.76),
Developing Social Support (M = 2.43, SD = 0.47), anDeveloping Self-Reliance (M =
2.61, SD = 0.46), indicate these coping mechaniamasrelatively more frequently
utilized. These mechanisms encompass behaviouhsasuparticipating in challenging
activities, employing interpersonal coping stragsgi mitigating family tensions,
striving for self-improvement, and assuming contfolhe situation.

The subscales with high mean values, inclu@esking Diversions (M = 2.73,
SD = 0.46),Relaxing (M = 2.90, SD = 0.47)Ventilating Feelings (M=2.93, SD =
0.68), andAvoiding Problems (M = 3.45, SD = 0.91) indicate that these coping

mechanisms are the most frequently employed dwsirgss. They involve activities
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such as sleeping or watching TV, daydreaming, risg to music, expressing

frustrations (yelling, blaming others, complaininghd avoidance behaviour.

Classification of A-COPE
Subscales (Based on mean valyes
of coping skills)

Low: Moderate: High:
-Seeking Professional Support -Engaging in Demanding Activities -Seeking Diversions
- Seeking Spiritual Support -Solving Family Problems -Relaxing
-Being Humorous -Developing Social Support -Ventilating Feelings
-Invegting in Close Friends -Developing Self-Reliance -Avoiding Problems
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6. Table 6: Scores of of Early Adolescent Temperamer@Questionnaire (EAT-Q)

of Study Participants:

EAT-Q (Subscales) Scores (Mean = SD)
Activation Control 3.09+1.03
Affiliation 3.04 £0.93
Aggression 264 +£1.15
Attention 3.05+0.74
Depressive Mood 3.36 £0.85
Fear 3.22+0.94
Frustration 3.52 £0.45
Inhibitory Control 3.04 £0.76
Pleasure Sensitivity 2.89£0.68
Perceptual Sensitivity 290+0.81
Shyness 3.16 £1.10
Surgency 2.89+1.00

Table 6 represents scores for various subscaletheofEarly Adolescent
Temperament Questionnaire (EAT-Q) in study paréinig. Individuals' temperament
dimensions can be classified as low or high basecbmparing mean values.

The subscales with low mean values, includiggression (2.64 + 1.15),
Pleasure Sensitivity (2.89 + 0.68) Surgency (2.89 + 1.00), andPerceptual Sensitivity
(2.90 £ 0.81), suggest lower levels of hostile te#g (physical/verbal aggression),
pleasure from low-intensity complex stimuli, pereegd awareness, and pleasure from

high-intensity novel stimuli within the sample.
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The subscales with high mean values, includinigbitory Control (3.04 +
0.76), Affiliation (3.04 £ 0.93) Attention (3.05 £ 0.74)Activation Control (3.09 +
1.03),Shyness (3.16 = 1.10)Fear (3.22 = 0.94)Depressive Mood (3.36 + 0.85), and
Frustration (3.52 + 0.45), reflect relatively higher tenderscigdo suppress
inappropriate responses, a desire for closeneds atiters, an ability to focus, a
capacity to take action when there is a strong deagl to avoid it, behavioural
inhibition, unpleasant affect while anticipatingstless, low mood, and negative

affectivity towards situations within the sample.

Classification of EAT-Q (Based on mean values of
temperamental dimensiol

Low: High:
-Aggression -Inhibitory Control
- Pleasure Sensitivity -Affiliation
-Activation Control
-Qurgency
-Shyness
-Perceptual Sensitivity “Fear
-Depressive Mood
-Frustration
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7. Table 7: Correlation between A-COPE Subscales anduynber of
Previous Attempts, Method Used, and Diagnosis:

Number of Previous
Method Used Diagnosis

A-COPE (Subscales) Self-harm Attempts
(p value) (p value)
(p value)

Ventilating Feelings*** 0.049*** 0.119 0.084
Seeking Diversions 0.184 0.050 0.364

Developing Self-Reliance*** 0.043*** 0.022*** 0.076

Developing Social Support*** 0.578 0.015*** 0.097
Solving Family Problems*** 0.100 0.110 0.037***
Avoiding Problems Subscale 0.067 0.061 0.085

Seeking Spiritual Support 0.098 0.587 0.115
Investing In Close Friends 0.844 0.472 0.334

Seeking Professional Support 0.435 0.579 0.347

Engaging In Demanding
N 0.112 0.012*** 0.100
Activity***

Being Humorous*** 0.996 0.019*** 0.131

Relaxing 0.301 0.052 0.416

Table 7 represents p-values indicating statissagificance of correlations between
various A-COPE (Adolescent Coping Orientation foolfem Experiences) subscales
and three key factors: the number of previous lsatfn attempts, the method used for

self-harm, and diagnosis. Subscales marked witH'd&note significant findings.
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The Ventilating Fedlings Subscale shows a significant correlation with the number of
previous self-harm attempts (p = 0.049), suggestimy individuals with higher
scores on this subscale are more likely to useessmn of frustrations and tensions
such as yelling, blaming others, saying mean thiagsl complaining to friends or
family as coping strategy. ThBeveloping Self-Reliance Subscale is significantly
associated with two parameters, indicating thaf-reihnce strategies may vary
depending on history and method of self-harm. Higiteres on this subscale indicate
direct efforts by the adolescent to be more orgahiand in charge of the situation.
Lower mean values dDeveloping Self-Reliance were observed in individuals with
more violent methods of self-harm such as cuttthhgd + 0.62) and hanging (2.35 £
0.15). Adolescents with no history of self-harm aephigher Ventilating Fedlings
(3.01 + 0.64) andeveloping Self-Reliance (2.48 + 0.45) scores, suggesting healthier
coping strategies compared to those with previttesrpts.
Developing Social Support (p = 0.015) Engaging in Demanding Activity and

Being Humorous Subscales show significant correlations with the method uged
0.011 and p = 0.019, respectively). Individualsmitinging (2.28 + 0.49) and cutting
(1.83 £ 0.19) as methods put less efforts to staptenally connected with other
people through problem solving, talking, apologisin others, while those who used
hanging scored lowest iBeing Humorous (1.61) andEngaging in Demanding
Activity (1.72). Suggesting individuals with hanging terd take situations too
seriously and rarely joke in times of stress, a#l a® avoid working hard for self-
improvement or achieving goals.

Solving Family Problems is significantly associated with diagnosis (p €37),
lower scores in neurodevelopmental disorders (1.G&heralised anxiety disorder
with cluster B traits (1.33) were observed suggesthese individuals tend to not

follow parents’ rules or requests nor do they atyivput effort to solve family
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problems. While individuals with adjustment disard€.71+0.61), depression

(2.44+0.67), and impulsive DSH (2.47+0.55) had bigcores in the study sample.

8. Table 8: Correlation between EAT-Q Subscales and Nuaber of Previous
Attempts, Method Used, and Diagnosis:

EAT-Q (Subscales) Number of Previous  Method Used (p Diagnosis (p
Self-harm Attempts (p value) value)
value)
Activation Control 0.478 0.211 0.210
Affiliation*** 0.588 0.040*** 0.145
Aggression*** 0.037*** 0.243 0.024***
Attention 0.408 0.071 0.230
Depressive Mood 0.254 0.158 0.051
Fear** 0.020*** 0.351 0.044***
Frustration 0.093 0.408 0.168
Inhibitory Control 0.091 0.678 0.171
Pleasure Sensitivity*** 0.094 0.029*** 0.511
Perceptual Sensitivity 0.578 0.231 0.197
Shyness 0.114 0.734 0.065
Surgency*** 0.032*** 0.696 0.049***

Table 8 represents the p-values depicting coroelatibetween various
subscales of the Early Adolescent Temperament @uesire (EAT-Q) and three
factors: the number of previous self-harm attemthte, method used for self-harm,
and diagnosis. Statistically significant values <{p0.05) are indicated with "***"

mark.
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The Aggression (p = 0.037),Fear (p = 0.020), andurgency (p = 0.032)
Subscales shows significant correlations with number of poers self-harm attempts.
This suggests a link between higher aggressionldewéh increasing number of
attempts at self-harm. Similarly, individuals whigher values irfFear Subscale had
no previous attempts (3.51 + 0.67). Notably, Feares decreased significantly with
more self-harm attempts. Higher values of SurgeBwlyscale suggest more pleasure
is derived from novel or high-risk activities, and of higher scores with more
number of attempts was observed in the study sample

The Affiliation Subscale and Pleasure Sensitivity Subscale are significantly
related to the method used for self-harm (p = 0.848 p = 0.029, respectively),
implying that social desire for warmth and closenaad sensitivity to pleasurable
experiences might influence self-harm methods. rovedues of Pleasure Sensitivity
were observed in hanging (2.64 + 0.56) and cuih0 + 0.20).

Additionally, the Aggression (p = 0.024) Fear (p = 0.044) and Surgency
Subscale (p = 0.049) is significantly correlated with diagi® highlighting the role of
high-energy, impulsive behaviours in self-harm tamdes. Neurodevelopmental
disorders and generalised anxiety with cluster dtsrwere associated with higher
Aggression and lowerFear scores, while vice-versa was true for impulsiveHDéhd
adjustment disorder. Individuals with disordersoassted with impulsivity such as
ADHD, IDD, conduct disorder, and cluster B traitadhhigher values iiBurgency

suggesting more pleasure sensitivity towards nowbigh-risk activities.
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DISCUSSION

The objectives of this cross-sectional observatishaly were to evaluate the
clinical and socio-demographic profiles, along wégif-harm-related parameters, in
children and adolescents exhibiting suicidal betiard and non-suicidal self-injury.
The study aimed to systematically evaluate the csl®ehographic and clinical
characteristics of the individuals, and to examine contextual factors associated
with self-harm. The findings of the study are comegawith existing national and
international literature to contextualize the résand understand the temperamental

and coping patterns and predictors of self-harehiid and adolescent population.

Socio-Demogr aphic Data:

The study sample consists of 40 participants withean age of 15.30 + 1.68
years, with ages between 10 and 18 years. Modtiparts (87.5%) were in the 14-
18 age range, and 12.5% were aged 10-13 years.eGdigdribution was equal. In
Grover et al.$study in Chandigarh, the mean age was 17 yeats, 38.6% males
and 60.4% femalesBhola et al."*® study in Bangalore reported a mean age of 17.5
years?® Diggins et af*® found a mean age of 17+1.58 years in a multicestrdy in
Leeds?® In our study, mean age was lower than others, dbigd be either due to
other studies covering only adolescent populatiim(a et al*®), or adolescents and
young adults (Diggins et &f). While equal gender distribution in our study gests
than self-harm is equally present in either gendgrounger individuals. Majority of
participants (87.5%) in this study were from nucléamilies, 12.5% from joint
families. Additionally, 7.5% were from single-patemuseholds. In Bhola et af’s
study majority hailed from nuclear families (70.2%ile 10.2% were from single-

parent householth. This suggests, higher occurrence of self-harmuiclear families,
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possibly due to protective effect of joint familyriscture due to better support.
Socioeconomic status based dhodified Kuppuswamy Scale, was upper class
(40%) in most, followed by upper-middle class (35%)wer-middle class (15%),
upper-lower class (7.5%), and lower socio-econostatus (2.5%). In terms of
education, majority were in grades 9-12 (52.5%) andgrades 6-9 (42.5%)
suggesting DSH is more common as adolescence aglvaDther parameters such as

SES, school board and grade were not assessegsm studies.

Clinical Data:

In the study sample, conflicts with family membersre the most common,
affecting 75.0% of cases, followed by academicsstrer exam results (15.0%),
similar to Grover et al.and Krishnakumar et &lwhere the main precipitating factor
was IPR issues within the family, followed by acadtedifficulties.>® Poisoning was
the most frequently used (62.5%) method, use adcmgmicals accounts for 64.0%
cases, followed by hanging (22.5%), cutting (10.0%) Krishnakumar et &.and
Grover et aP.consumption of pesticide (62.4%)as the most common method used
58 followed by attempted hangifig Similar observations about method used were
made by Diggin® et al in the adolescent populatinThese findings may be
attributed to the widespread availability of suchemicals in an agriculturally
predominant country, where they are easily acckessilmost households.

The number of previous attempts in the study pdmiawere reported in
17.5% of cases. Among those with prior attempts%7attempted once, while 2.5%
attempted twice, 5.0% attempted three thrice, aB8c2had attempted four times.
There are very few studies accounting for numbeprevious attempts in children

and adolescents with no available studies in théiain context. However, a
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retrospective study done in a paediatric hospitalDublin (McNicholas et atf
reported that 29% of the 231 individuals had aodhstof self-harm with 8.5%
presenting with more than 3 attemftsPredescu et &t in her Romanian study
reported history of self-harm in nearly all indivals*, the exact number of instances
were not reported in either of the studies. Thiggests a history of self-harm as a
possible risk factor and predictor of future attésnp

In terms of diagnosis, impulsive DSH was the mosmmon (37.5%),
followed by adjustment disorder with DSH (32.5%)damajor depressive disorder
with DSH (7.5%). Less prevalent diagnoses inclugetiety disorders, body
dysmorphic disorder, conduct disorder, dermatitiaata, and neurodevelopmental
disorders such as IDD, ADHD, and specific learndigorders. This indicates that
about 70% (impulsive DSH and adjustment disordérjhe sample had no prior
history of a psychiatric diagnosis or self-harm gegjing the possible interplay of
certain premorbid factors, such as temperament @ping to stressful events,
affecting these incidents. There are limited stsidia the available literature
addressing these parameters, mostly in contexeairrent self-injury. Predescu et
al*! studied the presence of psychiatric disorders lilden and adolescents
presenting with self-harm and found major depresdigorder (86.3%) to be the most
common diagnosi&. But, this data was limited to the individuals netng in the
emergency department and excluded patients sean out-patient basis.

The predominance of acute stressors (conflict vidmily and academic
stress) in 90%, diagnosis of impulsive DSH and stdjent disorder in 70%, and
absence of previous attempts in 82.5% of the saingieates that most attempts at

self-harm were possibly an effort to deal with acdistress caused by these events.
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Parenting Style:

According to the Parental Authority QuestionnalP&Q), 60% of individuals
were raised with an authoritarian style, 22.5% vatlpermissive style, and 17.5%
with an authoritative style in the study populatidnstudy in Indonesia by Suwignyo
YH et al3® found that adolescents with authoritarian paremés significantly more
likely to engage in self-harm behaviours than thaésed with authoritative pareris.
Our study found that 60% of participants experienaa "Authoritarian" parenting
style, 71.4% of individuals with previous self-haattempts also had authoritarian
parents. This depicts a similar pattern suggestigger risk is associated with this
parenting style. A Czech Republic based study byeBwa et al’ found that
adolescents who self-harm often come from famiigth less effective parenting,
either emotionally cold or inconsistefitSingle-parent households are more common
among these group8.Balanced and consistent parental involvement usial for
adolescents' well-being and can help prevent sethhbehaviourd® Suggesting

negative parental interactions can increase theofiself-harm in individuals.

Coping skills:

In our study the data on mean scores of A-COPE calds indicates that
avoidance is the most prevalent coping mechanisthirwithe sample. This is
followed by expressing frustrations, relaxing, aeeking distractions. Strategies such
as assuming control of the situation, striving $etf-improvement, reducing family
tensions, reciprocal problem solving, and partitgrain challenging activities are
employed to a moderate extent. Conversely, pursaiageness and understanding
from peers, using humour, engaging in religiousvards, and seeking professional

help are the least commonly utilized strategies.
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A comprehensive review of 18 studies from Europegrti America,
Australia, and South Korea by Guerreiro et®aldentified that in adolescents,
emotion-focused coping strategies, particularlyi@aot strategies, were frequently
associated with higher levels of self-harm andeased risk for recurrent self-haff.
Problem-focused coping in the study was less ctamgisbut its use at times was
noted as a protective factor against self-hin.the current study, adolescents who
engaged in self-harm exhibited a similar pattemoygng higher reliance oAvoiding
Problems as their primary coping strategy for stress, fofd by Ventilating
Feelings, Relaxing, and Seeking Diversions. This indicates a tendency towards
maladaptive strategies within this population. @pok et af. in her UK based
study of 314 university students investigated tledationship between parental
attachment, coping strategies, and self-harm inngoindividuals (18-20 years).
Participants who engaged in self-harm often preteremotion-focused coping
strategies like avoidance and blaming others, aaceuess likely to use problem-
focused coping.Despite involving a young adult population, thedst clearly shows
a correlation between coping skills and self-hatmother study from UK involving a
community-based sample by Neilsen et®dlad similar findings that participants with
avoidant coping have a higher risk of self-harmcée self-harm was also associated
with poor emotional regulatio?’

There are very limited Indian studies availablehea context of coping skills
and self-harm. Hence, comparison from an Indiadystwuld not be commented on.

Temperament:

In this study, according to the Thomas and ChesspEeament Questionnaire,
57.5% of children were classified as "Slow to Wddm," 30% as "Difficult Child,"

and 12.5% as "Easy Child." Toh et*dlin his Singapore based case control study
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compared temperament and adolescent suicide agethiphe findings of the study
indicated presence of “difficult temperament” tsaibnd negative mood was
predominant in suicide attemptef$ A notable interaction between adaptability and
mood was observed, indicating that higher adaptabd linked to a positive mood
and a lower likelihood of suicide attempts, whitever adaptability has the opposite
effect.*® In our study, majority of the sample (87.5%) faiighin the age group of 14-
18 years. Among this sample, six out of seven idd&ls (85.7%) who had
previously attempted self-harm exhibited a "DifficuChild" temperament.
Additionally, 66.6% (four individuals) had more thane instance of deliberate self-
harm in the past. This indicates a higher probigbdf suicide risk, recurrent self-
harm, and low adaptability with negative mood amtmegse individuals. A study by
Tamas Z et a® in Hungary found a correlation between temperanagot emotion
self-regulation with clinical features of suicidgli®*® The research indicated that
maladaptive emotion regulation strategies and icetéanperament traits, such as low
activity and high shyness, were significantly asstec with suicidality, regardless of
the severity of depressiofi.

In our study the data on mean scores of EAT-Q sléscindicating that
negative affectivity is the most prevalent tempegatrdimension in the sample. This
is followed by low mood or reduced interest in wtis, fear due to unpleasant
stimuli, behavioural inhibition, ability to take t&mn while there is a tendency to
avoid, ability to focus, seeking warmth, and intidn control were among the
temperament dimensions with high prominence indhmple. Preference for high
intensity novel stimuli, awareness of surroundingseference for low-intensity

complex stimuli, and the tendency for hostile betvavhad lower predominance.
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A cross-sectional study by Guerreiro et*ah Lisbon used the TEMPS-A
guestionnaire to assess temperament based onffaaivze dimensions: depressive,
cyclothymic, hyperthermic, irritable, and anxionsadolescents with self-harfiThe
study showed higher scores on depressive, cyclathyiritable, and anxious
temperament dimensions in individuals with selfrhat These results suggest that
certain innate personality traits, particularly shomeasured by the depressive
temperament, may serve as indicators for identfadolescents at risk for self-harm.
4 Comparing these findings to the current study, Diepressive Mood subscale was
second most common, indicating a correlation wéhi-lsarming behaviour. A case-
control study on adolescents conducted in SingapgreToh et af® found that
“difficult temperament” traits, such as negative adp were significantly more
common among individuals with self-harfR A correlation between adaptability and
mood was observed, where higher adaptability wagetd to positive mood,
potentially serving as a protective factor agaisstf-harm.®® Higher values of
Frustration and Depressive Mood indicate a greatevalence of negative mood in
the sample.

There are very limited Indian studies availableha context of temperament

and self-harm. Hence, comparison from an Indiadystould not be commented on.

Correlation between Coping skills and Number of Previous Attempts, M ethod

Used, and Diagnosis:

Although there is growing literature on self-hammnchildren and adolescents,
very few studies have explored how these behavicelete to underlying coping

strategies and temperamental traits. The avail#blature tends to examine coping
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skills with limited attempts to explore their assion with clinical parameters of
self-harm behaviours.

In our study, number of previous self-harm attempisd statistically
significant correlation to two A-COPE subscaleentilating feelings (p = 0.049) and
Developing Sdf-Reliance (p = 0.043). Higher scores oventilating feelings were
more common in adolescents with no history of balfm, suggesting that individuals
who use expression of frustrations and tensionsh-&sc yelling, blaming others,
saying mean things, and complaining to friendsaonify—as a coping strategy have
a lower likelihood of frequent attempts. Individsialith no history of self-harm
scored higher on Developing Self-Reliance (2.70 .43)) indicating that better
organization and self-reliance skills are linkedtlmwer risk of self-harm.

Method of self-harm was found to have statisticaltynificantly correlation to
four A-COPE subscaledDeveloping Self-Reliance (p = 0.22), Developing Social
Support (p = 0.015),Engaging in Demanding Activity (p = 0.011), andBeing
Humorous (p = 0.019). All four correlated subscales wersoagted to more violent
methods of harm, suggesting more violent methodsetifharm such as cutting and
hanging were associated with lower values on tlesles The Developing Self-
Reliance subscale [cutting2.42 + 0.62); hanging (2.35 + 0.15eveloping Social
Support [hanging (2.28 + 0.49); cutting (1.83 = 0.19Hngaging in Demanding
Activity [hanging (1.72 + 0.42); cutting (2.00 + 0.96)]daBeing Humorous [hanging
(1.61 £ 0.60); cutting (1.62 + 0.25) all had thevé&st mean scores suggesting
individuals with more violent methods put less gfao stay emotionally connected
with other people through problem solving, talkiagplogising to others, tend to take
situations too seriously and rarely joke in timéssivess, as well as avoid working

hard for self-improvement or achieving goals.
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Solving Family Problems (p = 0.037) is significantly associated with diagis,
showing lower scores in neurodevelopmental diserdér61), generalised anxiety
disorder with cluster B traits (1.33), indicatingesdency not to follow parents' rules
or requests nor to actively put effort into solvifagnily problems. Individuals with
adjustment disorder (2.71+0.61), depression (2.8%0 and impulsive self-harm
behaviour (2.47+0.55) had higher scores in theyssaanple.

Comparing these clinical parameters to A-COPE slbscindicates a
correlation between violent methods of self-harnd dactors such as poor self-
reliance, limited social support, reduced use ahbur, and minimal efforts at self-
improvement during stressful situations. Adolessenith tendencies towards self-
reliance and expressing frustrations and tensiars Vess likely to engage in frequent
self-harm. Individuals with neurodevelopmental diss often show less compliance

to parental requests and put less effort into v@sglfamily issues.

Correlation between Temperament dimensions and Number of Previous

Attempts, M ethod Used, and Diagnosis:

Although there is growing literature on self-hamnchildren and adolescents,
very few studies have explored how these behavicelete to underlying coping
strategies and temperamental traits. The availdideature tends to examine
temperament with limited attempts to explore thessociation with clinical
parameters of self-harm behaviours.

In our study number of previous self-harm attemptsid statistically
significant correlation to three EAT-Q subscalBdggression (p = 0.037),Fear (p =
0.020), andsurgency (p = 0.032). HigheAggression and Surgency subscale scores

were correlated with an increased number of setfahattempts. Individuals without a
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history of self-harm had the lowest scores [Aggmesg2.36 + 0.94); Surgency (2.62
+ 0.80)], while those with the highest number dkeatpts had the highest scores
[Aggression: (4.83 = 0); Surgency (4.67 + 0)]. Highear subscale values (3.51 +
0.67) correlated with no self-harm history, whitever values (1.33 + 0) were seen
with more instances of self-harm. This suggests$ ddmlescents who exhibit more
aggressive behaviour, derive greater pleasure frowel or high-risk activities, and

experience less fear in distressing situationsaara greater risk for repeated self-
harming behaviour.

Method of self-harm was found to have statisticallynificant correlation to
two EAT-Q subscalesAffiliation (p = 0.40) andPleasure Sensitivity (p = 0.29). The
Affiliation subscale showed no significant trend, while loweores inPleasure
Sensitivity were associated with more violent methods of Isaffn, such as hanging
(2.64 £ 0.56) and cutting (2.10 £ 0.20). This sigigehat social desires for warmth
and closeness, as well as sensitivity to pleaseirakperiences, might influence the
choice of self-harm methods.

Diagnosis on correlation was found to have staadlii significant correlation
to three EAT-Q subscale&ggression (p = 0.24)Fear (p = 0.044), an&urgency (p =
0.049). The role of high-energy and impulsive bébans in self-harm tendencies is
significant. Neurodevelopmental disorders and gaisexd anxiety with cluster B
traits were correlated with highékggression and lowerFear scores; conversely,
individuals with impulsive deliberate self-harm (BfS and adjustment disorder
exhibited the opposite trend. Disorders charaadrtsy impulsivity, such as ADHD,
intellectual developmental disorder (@), conduct disorder, and cluster B traits,
demonstrated higher values in Surgency, indicatmgeased pleasure sensitivity

towards novel stimuli.
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The comparison of these clinical parameters with BAT-Q subscales
suggests a correlation between increased levelaggfession, greater enjoyment
derived from novel or high-risk stimuli, and redddear in stressful situations, which
are associated with a higher frequency of attem@imilarly, higher tendency
towards aggression and more pleasure from highatsiities was associated with
Neurodevelopmental disorders and individuals witlster B traits, along with lesser

fearfulness in these individuals.
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CONCLUSION

In this study, majority of the patients were adoéags, belonging to nuclear
families with IPR issues with family members an@demic stress being the most
common stressors in this population. The most commethod of self-harm was
poisoning, with agrochemicals being the most comyarsed and most of the
adolescents had no past history of psychiatricrdess or self-harm. Predominant
temperament in the study population was “Slow ta&p” based on Thomas and
Chess Temperament questionnaire, most parentwidl@n authoritarian parenting
style with no history of psychiatric illnesses lnetfamily.

When it comes to coping skills in our study, modblascents had higher
tendency to use avoidance as a coping mechanisimés of stress and seeking
professional help was employed the least on A-CAORIE.sample had predominantly
higher levels of frustration and exhibited highegative affect, with aggression being
the least prominent temperament dimension basétAdRQ.

Higher tendency to use expressions of frustrationste self-reliance, and
higher fear levels were associated with fewer gitsnat self-harm. While higher
aggression, and high-risk novelty seeking behavioanl higher risk for repeated
attempts. Lesser self-reliance, poor quality ofiaorelations, and fewer efforts at
self-improvement, higher aggression, was associaitd more violent methods of
self-harm. Individuals with disorders associatedthwiimpulsivity such as
neurodevelopmental disorders and cluster B traitsHigher levels of aggression, and

surgency with lower levels of fear.
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Strengths of the Study:

1. Multifactorial Approach by integrating temperamantd coping skills.

2. Focus on a vulnerable age group (children and adelgs) with limited
literature with respect to self-harm.

3. Assessment of premorbid characteristics (temperaarehcoping skills) as
an approach to self-harm.

4. Lack of available literature on the subject.

5. Use of structured assessment tools.

6. Variables such as temperament, parenting, predtiampts, family history
and more details regarding illness characteristi® studied, which have not

been well studied previously.

Limitations of the Study:

1. Cross-sectional study design.

2. Unicentric study.

3. Small study sample.

4. Self-report biases due to nature of scales useds&gssment.

5. Reporting bias, as details in some cases werenaotaight after the incident
of self-harm.

6. Limited generalisability.
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SUMMARY

This was a cross-sectional observational study wcted within the
Department of Psychiatry at KLES Prabhakar Kore gitak and MRC, spanning
from March 1, 2023, to February 29, 2024. A tothM6 children and adolescents
under the age of 18, who were either referred topmsented directly at the
department, were diagnosed based on DSM-5-TR ieriteand were willing to
participate, provided they did not have any seveeatal health issues or intellectual
disabilities, and appropriate consent was obtaindgdon presentation, a semi-
structured questionnaire was utilized to gathefcsdemographic information, along
with details regarding the illness and the patiealsracteristics. The Adolescent-
Coping Orientation for Problem Experiences (A-CORB} implemented to evaluate
the coping mechanisms of the study participantsjlewthe Early Adolescent
Temperament Questionnaire (EATQ) was employed sesasvarious dimensions of
temperament. The MINI-KID was administered to idignaind/or exclude any co-
existing psychiatric disorders. The data were as®ly using percentages for
categorical variables and standard deviation fotinaous variables. Clinical details,
including the number of prior self-harm attemptgtinods used, and diagnoses, were
compared against scores on the A-COPE and EAT-Q,amrrelations assessed using
the Kruskal-Wallis Test due to the abnormal disttikn of continuous variables.

The average age of the cases was found to be wBtBmost of the children
(87.5%) falling within the 14-18 years age brackexhibiting an even gender
distribution. A mere fraction of the patients reedra family history of psychiatric or
medical conditions, or had a concurrent psychiatiness. A significant portion of
the cases (87.5%) came from nuclear family stresturln terms of illness

characteristics, the most prevalent stressors vi@malial (75.0%) or academic
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(15.0%) in nature. Poisoning emerged as the megtifntly utilized method (62.5%),
followed by hanging (22.5%), with many self-harmteaipts being impulsive
(37.5%), and adjustment disorder was identified tlas second most common
diagnosis (32.5%). A considerable majority of paise(82.5%) had no prior attempts,
with authoritarian parenting (60.0%) being the mm&tdominant style, succeeded by
permissive parenting (22.5%), and most particip880%) did not have a family
history of any psychiatric conditions.

In the evaluation using A-COPE, the predominantirmgstrategy among the
population was avoiding problems, whereas seekimajepsional support ranked
lowest in usage. According to EAT-Q findings, deysige mood emerged as the most
significant temperament dimension, while aggresswas the least notable.
Correlations were observed between coping skidsperament dimensions, and
clinical parameters related to self-harm, such las number of prior attempts,
methods used, and diagnoses. An increased tenderexpress frustrations, greater
self-reliance, and elevated fear levels were linkedfewer self-harm attempts.
Conversely, higher aggression and risk-seeking \nehiss were associated with a
greater likelihood of repeated attempts. Reducetf-raleance, poor social
relationships, fewer self-improvement efforts, amtreased aggression were
correlated with more violent self-harm methods. iVidals with disorders
characterized by impulsivity, including neurodeveteental disorders and cluster B
traits, displayed heightened levels of aggressimh surgency, alongside diminished

fear levels.
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Annexures

ANNEXURE I:
KAHERsJNMC
BELAGAVI
INFORMED CONSENT FORM

“STUDY OF ASSOCIATION BETWEEN COPING SKILLS AND TEMPERAMENT IN CHILDREN
AND ADOLESCENTS WITH SUICIDAL BEHAVIOR OR NON-SUICIDAL SELF-INJURY”
Principal Investigator (PI): Dr.

Name of the Participant:

Purpose of the study: We request you to permit your child to be a subject in an observational study, the purpose
of which is to study association between coping skills and temperament in children and adolescents with suicidal
behaviour or non-suicidal self- injury in Belagavi city conducted between 28" March, 2023 to 28" March, 2024,
by a postgraduate student in the Department of Psychiatry at Jawaharlal Nehru Medical College,
KLE University, Belgaum, Karnataka. This research is being conducted under the supervision of

We request you to permit your child to participate in this study as your child is suffering from a psychiatric
disorder which needs intervention. Therefore, the above study helps provide better quality of care for effective
integration of the patients back into the society.

Procedure involved: If you agree to your child being a part of the study, the PI will interview you/your child and
take the details according to predesigned proforma and questionnaires after obtaining written and informed
consent from you, and verbal assent from your child following ethical clearance from institutional ethical
committee. Pl will ask questions from early childhood about child’s behaviour, emotional response, coping skills,
and other areas of child behaviour

Risks and benefits involved: There are no risks involved. During the period of study, the existence or
development of any significant findings in terms of psychiatric disorders will be informed by the PI to you as
well as the parent consultant for the appropriate action.

Alternatives: Your/your child's participation in this study is a completely voluntary decision. If you/your child
do/does not want to be a part of the study, you/your child may refuse for the same or if you/your child are/is
already a part of the study and if you/your child want/wants to withdraw from the study for any reason, you/your
child may do so without any hesitation. Discontinuation from the study for any reason will not affect your/your
relative’s current or future relationship with KLES Dr. Prabhakar Kore Hospital, Belgaum.

Privacy and confidentiality: The information provided by you/your child will be known to the PI and the
members of the research team. This information will remain confidential and will be disclosed to others only with

your written permission or if required by the law.

Institutional/Sponsors Policy: Not applicable for this research

Page 77


iPad Air 5

iPad Air 5

iPad Air 5

iPad Air 5

iPad Air 5


Annexures

Financial incentives for participation: You/your child will not be paid/offered any gifts for participation in the
research. There will not be any remuneration for participating in the research and you/your relative will not be
reimbursed for any expenses, such as bus/train travelling /companion/assistant etc.

Voluntary Participation/Withdrawal from the study: Taking part in the study is voluntary. You may choose
not to enroll your child in this study and may choose to leave the study anytime in between.

Authorization to publish results: When the results of the research are to be published or discussed in
conferences by the PI, no information will be disclosed that will reveal your/your child’s identity.

If you have any questions about this study, you may contact:
Dr. Harsha Hegde, Chairperson, JNMC, IEC & Scientist D, ICMR, National Institiute of Traditional
Medicine, Belagavi - Ph. 9480422500

You/your relative will be given a copy of this consent form for your/your relative’s information and records.

Signature/Thumb Impression of the Caretaker
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STATEMENT OF CONSENT

PRIMARY INVESTIGATOR:
GUIDE:
CO-GUIDE:

Dear Mr./Mrs./Dr. . you are kindly requested to enroll your child in a
research study tilted, “STUDY OF CLINICAL ASSOCIATION BETWEEN COPING SKILLS AND
TEMPERAMENT IN CHILDREN AND ADOLESCENTS WITH SUICIDAL BEHAVIOUR OR NON-
SUICIDAL SELF-INJURY” being conducted by a post graduate student in M.D. Psychiatry
and the study will be carried out under the direct supervision and guidance of

Department of Psychiatry, Jawaharlal Nehru Medical College, Belagavi.

You have been requested to permit your child to participate in this as they fit into the laid-out criteria for a study
‘subject’/ participant.

You and your child’s participation in study is voluntary. During the study you and your child will be undergoing
an interview session. Your decision whether or not to participate in the study will not affect your treatment in any
form. If you decide to participate you are free to withdraw at any time.

My signature/thumb impression below indicates that I have read or have been told about this entire consent form
including the risks and benefits and have had all my questions answered. I will be given a copy of this consent
form.

Participant details:

Signature/Thumb Impression of the authorized representative/parent:
Name:

Relation to the subject:
Date:

Signature of the witness:
Name:
Date:

Signature of investigator:
Name:
Date:
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Do you have any questions? Are you willing to take part in this?
Child’s/Participant’s response: [Jves [ONo
Check which applies below:

[] The child is capable of understanding the study

[J The child is not capable of understanding the study

[[] The child’s parent or guardian has already signed a consent document.

Name of Child Participant

Principal Investigator’s Signature

I have fully explained the research study described by this form. I have answered the
participant and/or parent/guardians’ questions and will answer any future questions to the
best of my ability. I will tell the family and/or the person taking part in this research of any
changes in the procedures or in the possible harms/possible benefits of the study that may
affect their health or their willingness to stay in the study.

Name of Investigator Obtaining Assent

Signature of Investigator Date Time

gnature of Parent/Guardian Date Time
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VERBAL ASSENT

[FOR AGES 5-12]

Title of Research Study: STUDY OF ASSOCIATION BETWEEN COPING SKILLS
AND TEMPERAMENT IN CHILDREN AND ADOLESCENTS WITH SUICIDAL
BEHAVIOUR OR NON-SUICIDAL SELF-INJURY

Principal Investigator:

Why are we meeting with you?
We want to tell you about something we are doing called a research study. A research
study is when doctors collect a lot of information to learn more about something. We are
doing a study to learn more about children with a condition called non-suicidal self-
injury. After we tell you about it, we will ask if you’d like to be in this study or not.

Why are we doing this study?

We want to find out any reasons and how well treatment is working for your condition.
So, we are getting information from lots of boys and girls like you.

In the whole study, there will be children who have the same condition as you.
What will happen to you if you are in this study?

Only if you agree, I will be asking you and your parents some questions about yourself
and your family.

Will this study hurt?
No, I will not be doing anything that will hurt you.
Will you get better if you are in this study?

No, this study won’t make you feel better or get well. But the doctors might find out
something that will help other children like you later.

Do you have to be in this study?
No, you don’t. If you don’t want to be in this study, just tell us. Or if you do want to be
in the study, tell us that. And, remember, you can say yes now and change your mind
later. It’s up to you.

Some of the things that I will ask might make you uncomfortable. Some of the questions or

tests might be hard to answer. If you get too tired or uncomfortable, just let me know. If you

want to stop at any time, just tell me and we will stop.

Your parents say it is okay for you to be in this study. If you have questions for me or for
your parents you can ask them now or later.
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Do you have any questions? Are you willing to take part in this?
Child’s/Participant’s response: [Jves [ONo
Check which applies below:

[] The child is capable of understanding the study

[J The child is not capable of understanding the study

[[] The child’s parent or guardian has already signed a consent document.

Name of Child Participant

Principal Investigator’s Signature

I have fully explained the research study described by this form. I have answered the
participant and/or parent/guardians’ questions and will answer any future questions to the
best of my ability. I will tell the family and/or the person taking part in this research of any
changes in the procedures or in the possible harms/possible benefits of the study that may
affect their health or their willingness to stay in the study.

Name of Investigator Obtaining Assent

Signature of Investigator Date Time

gnature of Parent/Guardian Date Time
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ADOLESCENT ASSENT FORM
[FOR AGES 13-18]

Your parent has given permission for you to be in a project called a research study. But first,
we want to tell you all about it so you can decide if you want to be in it. If you don’t
understand, please ask questions. You can choose to be in the study, not be in the study or
take more time to decide.

What is the name of the study?

STUDY OF ASSOCIATION BETWEEN TEMPERAMENT AND COPING SKILLS
IN CHILDREN AND ADOLESCENTS WITH SUICIDAL BEHAVIOUR OR NON-
SUICIDAL SELF-INJURY

Who is in charge of the study?
The doctor in charge of the study is

What is the study about?
We would like to find out what are some the factors that may be leading to your condition,
and how better you feel after 1 month of treatment.

Why are you asking me to be in this study?
You are being asked to be in the study because you are between the ages of 5 and 18, and
have this condition we are studying about.

What will happen to me in the study?
If you decide to be in the study, I will be asking you and your parents/guardian some
questions regarding your family and yourself.

Will I be paid to be in this study?
You/your family will not be paid for being in this study.

Do I have to be in the study?

You don’t have to do the study if you don’t want to. If you are in the study, you can stop
being in it at any time. Nobody will be upset with you if you don’t want to be in the study or
if you want to stop being in the study. The doctors and nurses will take care of you as they
have in the past. If you have any questions or don’t like what is happening, please tell the
doctor or nurse. You have had the study explained to you. You have been given a chance to
ask questions. By writing your name below, you are saying that you want to be in the study.

Signature of Adolescent: Name of Adolescent:

Signature of Investigator: Name of Investigator:

Signature of Parent/Guardian: Name of Parent/Guardian:
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ANNEXURE |1I:

DEMOGRAPHIC DETAILS

PATIENT NUMBER

NAME

DATE OF BIRTH & AGE

SEX

ADDRESS

RELIGION

FATHER'S NAME

FATHER EDUCATION LEVEL UNEDU | HIGH BACHE | MASTER | OTHER
CATED | SCHOO |LORS S

FATHER OCCUPATION

MOTHERS NAME

MOTHERS EDUCATION LEVEL UNEDU | HIGH BACHE | MASTER | OTHER
CATED | SCHOO |LORS S

MOTHERS OCCUPATION

SOCIO-ECONOMIC STATUS UPPER | UPPER LOWER | UPPER LOWER
CLASS | MIDDLE | MIDDLE | LOWER

TYPE OF FAMILY NUCLEAR JOINT SINGLE PARENT

NUMBER OF MEMBERS IN FAMILY
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Age of the child/adolescent
at which self-injury was
inflicted?

Frequency of self-injury in
the child/adolescent?

Types of self-injury
inflicted by the
child/adolescent?

When was the last instance
of self-injury?

What was the
stressor/reason for the self-
injury?

Any previous instances of self
harm?
Number of instances:

YES

NO

Has been dull/low on energy
lately?

YES

NO

Does not seem interested in
meeting friends/going out/watching
tv/hobbies recently?

YES

NO

Prefers to stay alone lately?

YES

NO

Has ever indicated self-harm by
actions/gestures/words?

YES

NO

Frequently complains of chest
discomfort, nausea, rapid heart
rate, sweating?

YES

NO

Gets easily bothered by trivial
matters?

NO

Has ever been bullied in school/by
friends?

NO

Any sudden weight changes
recently/in past not related to any
medical condition?

YES

NO

Irregular/unhealthy food habits?
(Overeating/undereating)

NO

Any unexplained vomiting
episodes following meals?

NO

Over concerned about physical
appearance? (Repeated

grooming/body-image issues)

NO
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Excess phone use/unable to resist
using phone?

YES

NO

Uses social media regularly?
(Instagram/facebook/twitter/snapch
at)

NO

Has ever been observed viewing
questionable/age inappropriate
content?

YES

NO

Gets irritable if asked not
use/unable to use phone?

YES

NO

Interacts/communicates with
family members regularly?

YES

NO

Asks for support from family
members if worried/stressed?

YES

NO

Gets involved in activities with
family? (Helping out at
home/family time)

YES

NO

Prefers being alone or distant from
family?

YES

NO

Frequently fights with family
members? (Instigates/picks up
fights for no reason)

NO

Actively participates in class/extra
curricular activities?

NO

Any sudden decline in academic
performance?

NO

Any complaints from
school/teachers?

NO

Has ever been caught bunking
school/class?

NO

Frequently tries to avoid school by
making excuses? (Currently/in
past)

NO

Has difficulty making friends in
school/neighbourhood?

YES

NO

Has friends that get into trouble
frequently?

YES

NO

Any instances of
lying/stealing/harming animals/fire
setting behaviour?

YES

NO

Any instances of bullying other
kids?

YES

NO

Any instance of drug use?
(Smoking/tobacco/alcohol/illicit
drug use)

NO

Annexures
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TEMPERAMENT
(CHECK WHICH EASY DIFFICULT SLOWTO
APPLICABLE) CHILD CHILD WARM UP
CHILD

ACTIVITY LEVEL HIGH LOW
BIOLOGICAL REGULARITY REGULAR IRREGULAR

SLEEP WAKE

CYCLE

HUNGER

BOWEL AND

BLADDER

MOVEMENTS
ADAPTIBILITY QUICKLY SLOWLY SLOWLY
APPROACH/WITHDRAWAL POSITIVE NEGATIVE NEGATIVE
SENSITIVITY THRESHOLD LOW HIGH
INTENSITY OF EMOTIONAL LOW TO HIGH LOW
RESPONSE MODERATE
DISTRACTIBILITY LOW HIGH
QUALITY OF MOOD POSITIVE NEGATIVE/SERI

ouUsS

PERSISTENCE/ATTENTION LOW HIGH

SPAN

PARENTING STYLE (CHECK WHICH APPLICABLE)

AUTHORITARIAN

PERMISSIVE/INDULGENT

UNINVOLVED

AUTHORITATIVE
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PSYCHIATRIC ILLNESS YES NO
DEGREE RELATION IST 2ND 3RD 4™
CURRENTLY SYMPTOMATIC YES NO
TREATMENT DETAILS

MEDICAL ILLNESS YES NO

DEGREE RELATION IST 2ND 3RD 4™

TREATMENT DETAILS
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Instructions: For each of the following statements, circle the number of the 5-point scale (1 = strongly
disagree, 5 = strongly agree) that best describes how that statement applies to you and your mother.
Try to read and think about each statement as it applies to you and your mother during your years of
growing up at home. There are no right or wrong answers, so don’t spend a lot of time on any one
item. We are looking for your overall impression regarding each statement. Be sure not to omit any

items.

1 = Strongly disagree

2 = Disagree

3 = Neither agree nor disagree
4 = Agree

5 = Strongly Agree

1. While | was growing up my mother felt that in a well-run home the
children should have their way in the family as often as the parents do.

2. Even if her children didn’t agree with her, my mother felt that it was for
our own good if we were forced to conform to what she thought was right.

3. Whenever my mother told me to do something as | was growing up, she
expected me to do it immediately without asking any questions.

4. As | was growing up, once family policy had been established, my mother
discussed the reasoning behind the policy with the children in the family.

5. My mother has always encouraged verbal give-and-take whenever | have
felt that family rules and restrictions were unreasonable.

6. My mother has always felt that what her children need is to be free to
make up their own minds and to do what they want to do, even if this does
not agree with what their parents might want.

7. As | was growing up my mother did not allow me to question any decision
she had made.

8. As | was growing up my mother directed the activities and decisions of
the children in the family through reasoning and discipline.

9. My mother has always felt that more force should be used by parents in
order to get their children to behave the way they are supposed to.

10. As | was growing up my mother did not feel that | needed to obey rules
and regulations of behavior simply because someone in authority had
established them.

2 4 5
3 4 5
3 4 5
304 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
3 4 5
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11. As | was growing up | knew what my mother expected of me in my
family, but | also felt free to discuss those expectations with my mother
when | felt that they were unreasonable. T 2 3 & 5

13. As | was growing up, my mother seldom gave me expectations and
guidelines for my behavior. 1 2 3 4 5

15. As the children in my family were growing up, my mother consistently
gave us direction and guidance in rational and objective ways. 1 2 3 & 5

17. My mother feels that most problems in society would be solved if
parents would not restrict their children’s activities, decisions, and desires
as they are growing up. 1 2 3 4 5

19. As | was growing up my mother allowed me to decide most things for
myself without a lot of direction from her. 1 2 3 4 5

21. My mother did not view herself as responsible for directing and guiding
my behavior as | was growing up. 1 23 4 58

23. My mother gave me direction for my behavior and activities as | was
growing up and she expected me to follow her direction, but she was always
willing to listen to my concerns and to discuss that direction with me. 1 2 3 4 5
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25. My mother has always felt that most problems in society would be
solved if we could get parents to strictly and forcibly deal with their children
when they don’t do what they are supposed to as they are growing up. 1 2 3 4 5

26. As | was growing up my mother often told me exactly what she wanted
me to do and how she expected me to do it. 1 20 Bl 5

27. As | was growing up my mother gave me clear direction for my

behaviors and activities, but she was also understanding when | disagreed 1 2 34 5
with her.

28. As | was growing up my mother did not direct the behaviors, activities,

and desires of the children in the family. ¥ 2 34 5

29. As | was growing up | knew what my mother expected of me in the
family and she insisted that | conform to those expectations simply out of
respect for her authority. 1 2 3 4 5

30. As | was growing up, if my mother made a decision in the family that
hurt me, she was willing to discuss that decision with me and to admit it if
she had made a mistake. 1 2 3 4 5

Description: The PAQ is designed to measure parental authority, or disciplinary
practices, from the point of view of the child (of any age).

The PAQ has three subscales:

permissive (P: items 1, 6, 10, 13, 14, 17, 19, 21, 24 and 28), authoritarian (A: items 2, 3,
7,9, 12, 16, 18, 25, 26 and 29), and authoritative/flexible (F: items 4, 5, 8, 11, 15, 20, 22,
23, 27, and 30). Mother and father forms of the assessment are identical except for
references to gender.

Scoring: The PAQ is scored easily by summing the individual items to comprise the
subscale scores. Scores on each subscale range from 10 to 50.

Author: Dr. John R. Buri, Department of Psychology, University of St. Thomas, 2115
Summit Avenue, St. Paul, MN 55105.

Source: Buri, J.R. (1991). Parental Authority Questionnaire, Journal of Personality and
Social Assessment, 57, 110-119
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Patient Name: Patient Number:
Date of Birth: Time Interview Began:
Interviewer’s Name: Time Interview Ended:
Date of Interview: Total Time:
MEETS
MODULES TIME FRAME CRITERIA DSM-IV Ico-10
A MAIJOR DEPRESSIVE EPISODE Current (2 weeks) =]
Past o
Recurrent o
MAJOR DEPRESSIVE DISORDER Current (2 weeks) o 296.20-296.26 Single F32x
Past s} 296.20-296.26 Single Fa2x
Recurrent o 296.30-296.36 Recurrent  F33x
B8 SUICIDALTY Current (Past Month) a N/A N/A
Risk: O Low O Moderate O High
C  DYSTHYMIA Current (Past 1 year) =] 3004 F34.1
D MANIC EPISODE Current o
Past o
HYPOMANIC EPISODE Current a
Past o O Not Explored
BIPOLAR | DISORDER Current a 296,0x-296.6x F30x-F31.9
Past o 296.0%-296.6x F30x-F31.9
BIPOLAR Il DISORDER Current o 296.89 F318
Past a 296.89 Fi18
BIPOLAR DISORDER NOS Current s} 296,80 F319
Past o 296.80 F19
E  PANIC DISORDER Current (Past Month) o 300.01/300,21 F40.01-F41.0
Lifetime o
F AGORAPHOBIA Current a 300.22 F40.00
G SEPARATION ANXIETY DISORDER Current (Past Month) o 309.21 F93.0
H  SOCIAL PHOBIA {Social Anxiety Disorder) Current (Past Month)
Generalized 300.23 Fa0.1
Non-Generalized 300.23 F40.1
1 SPECIFIC PHOBIA Current (Past Manth) o 300.29 NfA
4 OBSESSIVE COMPULSIVE DISORDER Current (Past Month) a 300.3 FA28
K POST TRAUMATIC STRESS DISORDER Current (Past Month) a 309.81 F43.1
L ALCOHOL DEPENDENCE Past 12 Months o 3039 F10.2x
L ALCOHOL ABUSE Past 12 Months o 305.00 F10.1
M SUBSTANCE DEPENDENCE {Non-alcohol) Past 12 Months =] 304.00-.90/305.20-.90 F11.1-F19.1
M SUBSTANCE ABUSE (Non-alcohol) Past 12 Months o 304.00-.90/305.20-.90 F11.1-F19.1
N  TOURETTE’S DISORDER Current a 307.23 F95.2
MOTOR TIC DISORDER Current o 307.22 F95.1
VOCALTIC DISORDER Current a 307.22 F95.1

M.LN.I. R Parent 6.0 (January 1, 2010).
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TRANSIENT TIC DISORDER Current o 307.21 F95.0 a
O ADHD COMBINED Past 6 Months o 314.01 F90.0 o
ADHD INATTENTIVE Past 6Months o 314,00 Fag8.8 a
ADHD HYPERACTIVE/IMPULSIVE Past 6 Months o 314.01 F30.0 o
P CONDUCT DISORDER Past 12 Months o 3128 F91.x o
Q OPPOSITIONAL DEFIANT DISORDER Past 6 Months o 31381 F913 =]
R PSYCHOTIC DISORDERS Lifetime a 295.10-295.90/297.1/ F2000-F29 o
Current o 297.3/293.81/293.82/
293.89/298.8/298.9
MOOD DISORDER WITH PSYCHOTIC FEATURES Lifetime o 296.24/296.34/296.44 F32.3/F33.3/ a
Current a 296.24/296.34/296.44 F30.2/F31.2/F31.5/
F31.8/F31.9/F39
S ANOREXIA NERVOSA Current (Past 3Months) O 307.1 F50.0 o
T BULIMIA NERVOSA Current (Past 3 Months) =] 307.51 F502 a
ANOREXIA NERVOSA, BINGE EATING/PURGING TYPE Current o 307.1 F50.0 o
U GENERALIZED ANXIETY DISORDER Current (Past 6 Months) o 300.02 Fa11 o
V  ADJUSTMENT DISORDERS Current a 309.24/309.28 Fa30 o
309.3/309.4
W MEDICAL, ORGANIC, DRUG CAUSE RULED OUT ONo OYes OUncertain
X PERVASIVE DEVELOPMENTAL DISORDER Current o 299.00/299.10/299.80 F84.0/.2/3/5/9 O
PRIMARY DISORDER

IDENTIFY THE PRIMARY DIAGNOSIS BY CHECKING THE APPROPRIATE CHECK BOX.
Which problem troubles him/her the most or dominates the others or came first in the natural history? -

DISCLAIMER

Our aim is to assist in the assessment and tracking of patients with greater efficiency and accuracy. Before action Is taken on any data
collected and processed by this program, it should be reviewed and interpreted by a licensed clinician.

This program Is not designed or intended to be used in the place of a full medical and psychiatric evaluation by a qualified licensed
hysi - hiatrist. Itis ded only as a tool to facilitate accurate data collection and ing of elicited by trained

personnel.

M.LN.I. Red Parent 6.0 (January 1, 2010). 3.
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b Fanuly Stress, Coping and Health Project
“‘m ” School of Human Ecology
) ¥ 1300 Linden Dnift
¥ ‘w " University of Wisconsin-Madison
v Madison. WI 63706

A-COPE

ADOLESCENT-COPING ORIENTATION FOR PROBLEM EXPERIENCES ©
Joan M. Patterson Hamilton I. McCubbin

Purpose
A-COPE is designed to record the behaviors adolescents find helpful to them in managing
problems or difficult situations which happen to them or members of their families.

Coping is defined as individual or group behavior used to manage the hardships and relieve the
discomfort associated with life changes or difficult life events.

Directions
* Read each of the statements below which describes a behavior for coping with problems.
* Decide how often you do each of the described behaviors when you face difficulties of reel tense.

Even though you may do some of these things just for fun, please indicate only how often you do each
behavior as a way to cope with problems.

o Circle one of the following responses for each statement:
1-NEVER 2-HARDLY EVER 3-SOMETIMES 4-OFIEN S5-MOST OF THE TIME

®  Please be sure and circle a resp for each

: -

> = E

B IRAEY

When you face difficulties or feel tense, how often do you: 5 e & C | =3
1. Go along with parents’ requests and rules 1 2 3 4 5
2. Read 1 2 3 4 5
3. Tryto be funny and make light of it all 1 2 3 4 5
4. Apologize to people 1 2 3 4 5
5. Listen to music-stereo, radio, etc. 1 2 3 4 5
6. Talk to a teacher or counselor at school about what bothers you 1 2 3 4 5
7. Eatfood 1 2 3 4 5
8. Tryto stay away from home as much as possible 1 2 3 4 5
9. Use drugs prescribed by a doctor 1 2 3 4 5
© 1981 H. McCubbin & J. Patterson Please continue on other side m—
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When you face difficulties or feel tense, how often do you:

10. Get more involved in activities at school 1 2 3 4 5
11. Go shopping; buy things you like 1 2 3 4 5
12. Try to reason with parents and talk things out; compromise 1 2 3 4 5
13. Try to improve yourself (get body in shape, get better grades, etc.) 1 2 3 4 b]
14. Cry 1 2 3 4 5
15. Try to think of the good things in your life 1 2 3 || 5
16. Be with a boyfriend or girlfriend 1 2 3 4 |5
17. Ride around in the car 1 2 3 4 5
18. Say nice things to others 1 2 3 & || 5
19. Get angry and yell at people 1 2 3 4 5
20. Joke and keep a sense of humor 1 2 3 4 5
21. Talk to a minister/priest/rabbi 1 2 3 4 5
22. Let off steam by complaining to family b 1 2 3 4 5
23. Go to church 1 2 3 4 5
24. Use drugs (not prescribed by doctor) 1 2 3 4 5
25. Organize your life and what you have to do 1 2 3 4 5
26. Swear 1 2 < 4 5
27. Work hard on schoolwork or other school projects 1 2 3 4 5
28. Blame others for what’s going wrong 1 2 3 4 5
29. Be close with someone you care about 1 2 3 4 5
30. Try to help other people solve their problems | 2 3 4 5
31. Talk to you mother about what bothers you 1 2 3 4 5
32. Try, on your own, to figure out how to deal with your problems or 1 2 3 n 5

tension
Please on other side —
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When you face difficulties or feel tense, how often do you: Z il & c |==
33. Work on a hobby you have (sewing, model building, etc.) 1 2 3 4 3
34. Get professional counseling (not from a school teacher or school 1 3 3 g 5
/3

35. Try to keep up friendships or make new friends 1 2 4 5
36. Tell yourself the problem is not important 1 2 3 4 5
37. Go to amovie 1 2 3 4 5
38. Daydream about how you would like things to be 1 % 3 4 5
39. Talk to a brother or sister about how you feel 1 2 3 4 5
40. Get a job or work harder at one 1 2 3 4 5
41. Do things with your family 1 2 3 4 5
42. Smoke 1 2 3 4 5
43. Watch T.V. 1 2 3 4 5
44. Pray 1 2 = | 4 5
45. Try to see the good things in a difficult situation 1 2 3 4 5
46. Drink beer, wine, liquor 1 2 3 4 5
47. Try to make your own decisions 1 2 3 4 5
48. Sleep 1 2 3 4 5
49. Say mean things to people; be sarcastic 1 2 3 4 5
50. Talk to your father about what bothers you 1 2 3 4 5
51. Let off steam by complaining to your friends 1 2 3 || 5
52. Talk to a friend about how you feel 1 2 3 4 5
53. Play video games (Space Invaders, Pac-Man) pool, pinball, etc. 1 2 3 4 5
54. Do a strenuous physical activity (jogging, biking, etc.) 1 2 3 4 5

Annexures
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@ Lesa K. Ellis and Mary K. Rothbart, 1999,

Early Adolescent Temperament Questionnaire - Revised
Short Form

Directions

On the following page you will find a series of statements that people might use to describe
themselves. The statements refer to a wide number of activities and attitudes.

For each statement, please circle the answer that best describes how true each statement is
for you. There are no best answers. People are very different in how they feel about these
statements. Please circle the first answer that comes to you.

You will use the following scale to describe how true or false a statement is about you:

Circle number: If the statement is:
1 Almost always untrue of you
2 Usually untrue of you
3 Sometimes true, sometimes untrue of you
4 Usually true of you
5 Almost always true of you

NOTE: Please make certain to answer all questions on BOTH SIDES of the page.

Please tell us:
Your date of birth:
Your gender: M / F

Family ID code:
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How true is each statement for you? Almost  Usually Sometimes true, Usually  Almost
always  untrue sometimes true always
untrue untrue true

1) Itis easy for me to really concentrate on homework 1 2 3 4 )
problems.
2) | feel pretty happy most of the day. 1 2 3 4 5
3) | think it would be exciting to move to a new city. 1 2 3 4 -]
4) | like to feel a warm breeze blowing on my face. 1 2 3 4 5
5) If I'm mad at somebody, | tend to say things that | know will 1 2 3 4 5
hurt their feelings.
6) | notice even little changes taking place around me, like 1 2 3 4 5
lights getting brighter in a room.
7) | have a hard time finishing things on time. 1 2 3 4 5
8) | feel shy with kids of the opposite sex. 1 2 3 4 ]
9) When | am angry, | throw or break things. 1 2 3 4 5
10) It's hard for me not to open presents before I'm supposed to. 1 2 3 4 5
11) My friends seem to enjoy themselves more than | do. 1 2 3 4 5
12) | tend to notice little changes that other people do not notice. 1 2 3 4 5
13) If | get really mad at someone, | might hit them. 1 2 3 4 L]
14) When someone tells me to stop doing something, it is easy 1 2 3 4 5
for me to stop.
15) | feel shy about meeting new people. 1 2 3 4 5
16) | enjoy listening to the birds sing. 1 2 3 4 ]
171 ;Nant to be able to share my private thoughts with someone 1 2 3 4 s
else.
18) | do something fun for a while before starting my homework, 1 2 3 4 5

even when I'm not supposed to.

19) | wouldn't like living in a really big city, even if it was safe. 1 2 3 4 5
20) It often takes very little to make me feel like crying. 1 2 3 4 5
21) | am very aware of noises. 1 2 3 4 5
22) | tend to be rude to people | don't like. 1 2 3 4 5
23) | like to look at the pattern of clouds in the sky. 1 z 3 4 5
24) | can tell if another person is angry by their expression. i 2 3 4 5
25) It bothers me when | try to make a phone call and the line is 1 2 3 4 5
busy.
26) The more | try to stop myself from doing something | 1 2 3 4 5
shouldn't, the more likely | am to do it.
27) | enjoy exchanging hugs with people | like. 1 2 3 4 ]
28) Skiing fast down a steep slope sounds scary to me. 1 2 3 4 5
29) | get sad more than other people realize. 1 2 3 4 5
30) If | have a hard assignment to do, | get started right away. 1 2 3 4 5
31) | will do most anything to help someone | care about. 1 2 3 4 5
32) | get frightened riding with a person who likes to speed. 1 2 3 4 5
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33) | like to look at trees and walk amongst them. 1 2 3 4 5

34) | find it hard to shift gears when | go from one class to 1 2 3 4 5
another at school.

35) | worry about my family when I'm not with them. 1 2 3 4 5

36) | get very upset if | want to do something and my parents 1 2 3 4 5
won't let me.

37) | get sad when a lot of things are going wrong. 1 2 3 4 5

38) When trying to study, | have difficulty tuning out background 1 2 3 4 5
noise and concentrating.

39) | finish my homework before the due date. 1 2 3 4 5

40) | worry about getting into trouble. 1 2 3 4 5

41) | am good at keeping track of several different things that 1 2 3 4 5
are happening around me.

42) | would not be afraid to try a risky sport, like deep-sea diving. 1 2 3 4 ]

43) It's easy for me to keep a secret. 1 2 3 4 5

44) Itis important to me to have close relationships with other 1 2 3 4 5
people.

45) | am shy. 1 2 3 4 5

48) | am nervous of some of the kids at school who push people 1 2 3 4 5
into lockers and throw your books around.

47) | get irritated when | have to stop deing something that | am 1 2 3 4 5
enjoying.

48) | wouldn't be afraid to try something like mountain climbing. 1 2 3 4 5

49) | put off working on projects until right before they're due. 1 2 3 4 5

50) When I'm really mad at a friend, | tend to explode at them. 1 2 3 4 5

51) | worry about my parent(s) dying or leaving me. 1 2 3 4 5

52) | enjoy going places where there are big crowds and lots of 1 2 3 4 5
excitement.

53) | am not shy. 1 2 3 4 5

54) | am quite a warm and friendly person. 1 4 5

55) | feel sad even when | should be enjoying myself, like at 2 3 4 5
Christmas or on a trip.

56) It really annoys me to wait in long lines. 1 2 3 4 5

57) | feel scared when | enter a darkened room at home. 1 2 3 4 5

58) | pick on people for no real reason. 1 2 3 4 5

59) | pay close attention when someone tells me how to do 1 2 3 4 5
something.

60) | get very frustrated when | make a mistake in my school 1 2 3 4 5
work.

61) | tend to get in the middle of one thing, then go off and do 1 2 3 4 5
something else.

62) It frustrates me if people interrupt me when I'm talking. 1 2 3 4 5

63) | can stick with my plans and goals. 1 2 3 4 5

64) | get upset if I'm not able to do a task really well, 1 2 3 4 ]

65) | like the crunching sound of autumn leaves. 1 2 3 4 5
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1|16 | 1617 Vears | Femste | Hind | Uneducated Fermer Unedoated | Howsife | Lover Midde | Nuder | No Firencial 1sues No | Ni | Hegng | 4| SowTowamup | Autorative None NFTVD | Nil Sonficent Acute SressReaction With DSH Attt Ni | 12h| inmemedae | Sate | 367 | 225 | 250 | 317 | 317 | 440 | 167 | 250 | 100 | 250 | 200 | 300 | 360 | 380 | 133 | 350 | 400 | 433 | 200 | 360 | 360 | 225 | 450 | 200
2|15 1617 veas | Male | Hinds | Micdeshool | Famer Uneduorted Famer | Lower Midde | Nudesr | No | PR IsuesWith Family Member | No | Ni | Posning | 4 | Diffiutchid | pemissve None NFTVD | Nil Sonficent Conduct Disrder With DSH Atterpt Ni|10h| Hghsohoo | Sate | 183 | 250 | 217 | 167 | 100 | 300 | 100 [ 150 | 100 | 200 | 250 [ 250 | 260 | 160 | 467 | 267 | 250 | 133 | 400 | 200 | 300 | 275 | 125 | as
3| 17| 1617 Vears | remete | Musim | High oot Welder High School Vendor Lower | Nucler |Yes| 1PR IsueswWith Family Member | No | Nil | Poisoring | 6 | SowTowmUp | Autoriaive None NFTVD | Nil Sonficent Depresive Epsnde With DS Attt Ni|10h| Hghsohoo | Sate | 267 | 275 | 367 | 300 | 167 | 340 | 100 [ 100 | 100 [ 400 | 500 [ 400 | 40 | 340 | 300 | 367 | 217 | 233 | 329 | 260 | 360 | 300 | 200 | 28
4 |15 | 1417 vears | Femse | Mustim | Highschoo! | Sropkeeper | Middeshoo | Housmwite Upper | doint | No| IPRIsueswith Family Member | No | Nil | Pomning |11|  Esychid | Auboraien None NFTVD | Nil Sonficent Impdsve DSH Attempt Ni|10h| Hghsohoo | Sae | a8 | 163 | 317 | 217 | 250 | 440 | 200 | 250 | 100 | 350 | 250 | 275 | 460 | 440 | 150 | 438 | 200 | 400 | 443 | 360 | 300 | 200 | 400 | 23
5|17 1617 veas | mate | Hind | High oo Fermer Unedated | Howsife | Lover Midde | Nudee | No | 1PR Isueswith Famity Member | No | Nil | Poisoing | 5 | SowTowamup | pemissive None NFTVD | Nil Sonficent Impdsve DSH Attempt Ni 11| imemedae | Qe | 333 | 238 | 233 | 317 | 267 | 440 | 100 | 250 | 10 | 200 | 200 | 250 | 200 | 360 | 200 | 268 | 267 | 400 | 371 | 300 | 360 | 150 | 450 | 250
6| 17| 1617 Years | Femde | Hind | Bachelos Clek High School Police Upper | Nudeer |ves| PR IsuesWith Famity Member | Yes | 1 | posning | 2 | DifficutChid | Auboriarian None NFTVD | Nil Sonficent Anxiety Wit Cluster B Trats Ni | 12h| imemedae | case | 250 | 275 | 263 | 300 | 150 | 240 | 100 [ 400 | 200 | 150 | 200 | 325 | 160 | 320 | 467 | 250 | ass | 167 | 371 | 200 | 280 | 250 | 100 | 500
7| 13| 013veas | Male | inds | Hiohshool | hopkesper | MiddeSthool | Housmwife | LowerMidde | Nuclesr | No | 1PR IsuesWith Famiy Menber | Yes | 1 | Hengng |5 | DiffcuChid | Autoriaian None NFTVD | Nil Sonficent Mild DD with ADHD. Ni | 7| Midde | Swe | 167|200 | 217 | 150 | 133 | 300 | 100 | 100 | 200 | 100 | 300 | 275 | 100 | 240 | 417 | 138 | 23 | 117 | a8 | 120 | 300 | 325 | 175 [ 450
6 [16[ 1427 vears | mae | Hindu | Bachelors Siemen | Hiohshoo | Housmuife Upper | Nuder | No | PR Iseswith Famity Member | No | Nil | Henging | 4 | DifficutChild | permisive None NFTVD | Nil Sonficent Bady Dysmorphc Disorder Ni | 7| widde | cose| 267|238 | 250 | 217 | 163 | 400 | 200 | 150 | 100 | 200 | 150 | 325 | 400 | 220 | 3 | 367 | 417 | 317 | a7 | 360 | 260 | 200 | 300 | 250
9 [17| 1427 vears | wie | tinds | Unechoated Fermer Uneduated | Howswife | UpperLower | Jint |No| Academic SreiExamResit | No | Nil | Poisoning | 9 | SowToWamup | Auhoritaien None NFTVD | Nil Sonficent Impdsve DSH Attempt Ni | 10h| Hghsohoo! | Sate | 350 | 200 | 300 | 250 | 200 | 380 | 233 | 200 | 100 | 275 | 200 | 275 | 260 | 360 | 167 | 268 | as0 | 367 | 200 | 320 | 240 | 225 | 375 | 180
1016 | 1417 Vears | Femate | ind | Uneducated | Vegeable verdor | HighSthool | Housmwife | Upper Lower | Nuclee |No|  Academic SressExamRest | No | Nil | Poisoring | 5 | SowTowamup | pemissve None NFTVD | Nil Sonficent Acute SressReaction With DSH Attt Ni|10h| Hghsohoo! | Sate | 233 | 225 | 200 | 250 | 100 | 340 | 133 | 100 | 100 | 150 | 200 | 250 | 160 | 260 | 33 | 23 | 4s0 | 267 | 243 | 160 | 420 | 450 | 150 | 400
11|15 | 1417 Veus | wide | Hinds | Bachelors Engner | HighShool | Housmwife | Upper Midde | Nucles | No Bulying No | i | Hegng | 4 | SowToweamup | Pemissive None Premetee | il Sonificent LD With ConductDisorder Ni | o | Hghshoo | Sate | 200 | 300 | 250 | 163 | 163 | 280 | 367 [ 200 | 10 | 150 | 150 | 275 | 100 | 120 | ass | 168 | 4z | 317 | 243 | 320 | 200 | 325 | azs | 207
1214|1417 Veus | e |Musim| HighShoo | Sdesmm | Uneducsted | Houswife | Upper Midde | Nuclesr No| IPRIsuesWithFamiy Menber | No | Ni | Poisang | 5| EayChid | Autoriwimn | Deesion | NFTVD | NilSgificat Impdsve DSH Attempt Ni|ah| Midde | Swe|as |27 | 200 | 283 | 263 | 460 | 300 | 200 | 100 | 300 | 200 | 250 | 420 | 380 | 150 | 417 | 267 | 433 | 357 | 320 | 260 | 300 | 300 | 267
1315 | 1417 Veus | Mae |Musim| HighShoo |  Shopeeper | Uneducated | Housmwife | Upper Midde | Nuclesr | No | IPR IsuesWih Famiy Menber | No | Ni | Poising | S | SowToWamUp | Autoriaian |  Depresion | NFTVD | il Sgificant Depresive Epsnde With DSH Attt Ni | oh | Hghshoo | Sae | 350 | 275 | 333 | 283 | 283 | 440 | 267 [ 350 | 150 [ 300 | 300 | 225 | 280 | 420 | 138 | 317 | 417 | a3 | a5 | 360 | 20 | 250 | 275 | 3m
14|15 | 1417 Vears | remate | ind | High oot Busness Bachelors | InaranceMenager | Upper | Bt | No | IPR IsuesWith Famiy Member | No | Ni | Hengng | 6 | SowTowamUp | Autoriative None NFTVD | Nil Sonficent Impdsve DSH Attempt Ni | oh | Hghshoo | S | 233|263 | 217 | 217 | 207 | 460 | 167 [ 150 | 100 | 175 | 100 | 325 | 220 | 140 | 217 | 23 | 267 | a3 | 271 | 320 | 240 | 300 | 475 | 300
15|17 | 1417 Veus | wide | inds | Bachelors Clerk HighShool | Housife | Upper Midde | Nuclesr | No| IPRIsuesWih Famiy Menber | Yes | 4 | Poisoning | 4 | Diffcut Chid | Auhoritaian | ADS+ Depresion | NFTVD | il Sgificant | - Aiety Disorder With Paric Attack With Cluster 8 Trats | Ni | 11th|  intermediate | Se | 217 | 300 | 217 [ 250 | 107 | 200 | 200 | 250 | 100 | 250 | 200 | 350 | 280 | 220 | 483 | 250 | 450 | 133 | 443 | 160 | 160 | 225 | 125 | as7
16|17 | 1417 Vears | remate | ind | High oot Busnes | Middethool | Housawie Upper | Nuder | No | PR IsesWith Famiy Member | No | Nil | Poisning | 5 | SowTowamUp | Auboitarian None NFTVD | Nil Sonficent Adistment Resction With DSH Attmpt Ni 12| imemedae | Sate | 300 | 263 | 250 | 283 | 300 | 300 | 133 [ 300 | 150 | 275 | 200 | 300 | 300 | 340 | 33 | 268 | a3 | 367 | 400 | 260 | 240 | 325 | 375 | 250
17|17 | 1417 ews | wae | Hinds | Bahdors | Comacor | Highsthool | Howssie Upper | Nuder [No | Changed ShooliBoading | No | Nil | poisning | 4 | SowTowamUp | Auboiarian None NFTVD | Nil Sonficent Adistment Resction With DSH Attmpt Ni 11| imemedae | cose | ag | 263 | 263 | 267 | 333 | 460 | 167 [ 200 | 100 [ 325 | 250 | 250 | 500 | 240 | 150 | 417 | a3 | 363 | 329 | 420 | 320 | 475 | a7 | 107
16|16 | 1417 Vers | Female | Musim | HighShool | Shopkeeper | MiddeSthool | Housmwife | Upper Midde | Nuclesr | No | IPR IsuesWith Famiy Menber | No | Nil | Hengng | S | SowTowemUp | Autoriaian None NFTVD | Nil Sonficent Impdsve DSH Attempt Ni|10h| Hghsohoo | Sae | 283 | 250 | 233 | 267 | 163 | 380 | 167 [ 300 | 250 | 150 | 150 | 300 | 260 | 340 | 317 | 23 | as0 | 367 | a5t | 240 | 200 | 275 | 300 | 267
19|16 | 1417 Vears | remate | Hind | High oot Driver HighShool | Houswife | Upper Midde | Nuclesr | No|  Academic SresfExamRest | Yes | 1 | Cuting | 4 | SowTowamUp | Autoririan None NFTVD | Nil Sonficent Acute SressReaction With DSH Attt Ni|10h| Hghshoo | case | 217 | 200 | 217 | 167 | 233 | 280 | 133 | 200 | 100 | 125 | 150 | 250 | 340 | 320 | 150 | 33 | 400 | 367 | 200 | 360 | 200 | 350 | 375 | 250
20| 10| 1013 vears | Mae | Hindu | Highshoo Peon HighShool | PalorWorkes | UpperMidde | it |No|  FightwithFamiyMerber | Yes | 3 | HeadBangng 10| DiffcutCrid | pemissve None NFTVD | Nil Sonficent 0D vith ADHD with S.0 Ni % | primay | cose|as|a1s| 167|217 | 167 | 220 | 100 | 150 | 100 | 200 | 300 | 350 | 140 | 200 | 43 | 150 | 168 | 167 | 371 | 300 | 200 | 250 | 375 | 3ms
21| 13| 1013 Vears | Fome | Musim| Unecucaed | Fisheman | Uneducted | Fisherwomen | Lower Midde | Nudear |No | Fghtwith Famiy Member | No | Ni | Cuting | 4 | SowTowamUp | Auboriarian 08 NFTVD | Nil Sonficent Acute SressReaction With DSH Attt Ni | oh | Hghsohoo | Sae | 267 | 238 | 333 | 200 | 63 | 180 | 200 | 100 | 100 | 325 | 200 | 225 | 340 | 40 | 217 | 317 | 2 | 450 | 243 | 300 | 240 | 350 | 275 | 180
22 16| 1447 Vears | Femie | Hindu | Middesohool | Fermer Unedoated | Howswife | Lover Midde | Nudear | No|  Figtwith FamiyMerber | No | Ni | Poisning | 5| EsyChid | Auhoritaien None NFTVD | Nil Sonficent Impdsve DSH Attempt Ni | 7| Mide | Swe |17 275 | 263 | 300 | 267 | 380 | 238 | 100 | 100 | 225 | 200 | 250 | 300 | 380 | 217 | 300 | 217 | 333 | 200 | 340 | 320 | 225 | 300 | w7
25| 13| 1013 veus | Mae | Hindu | Bacheors Clek Highshool | Housmie Upper | Nude |No | Fghtvith ey Menber | No | Nil | Poisoning | 5 | DifcutChild | Auboritaive None NFTVD | Nil Sonficent Impdsve DSH Attempt Ni | 7| widde | cose|as|ass | 267|217 | 23 | 220 | 133 | 100 | 100 | 250 | 250 [ 350 | 340 | 240 | 317 | 317 | 168 | 267 | 357 | 300 | 220 | 250 | 225 | 300
24| 17| 1447 vears | Femie | Hindu | Bachelors Engineer Bachdors Houssuite Upper | Nuder |No|  FghtvithFemiyMenber | Yes | 3 | cuing | 4| DiffeutChid | pemisive None NFTVD | Nil Sonficent Adistment Resction With DSH Attmpt Ni 11| imemedae | case | 333 | 363 | 200 | 200 | 263 | 340 | 167 [ 350 | 300 | 225 | 150 | 275 | 340 | 440 | a3 | 33 | ass | 233 | 400 | 260 | 200 | 275 | 225 | 400
25|11 1043 vears | Femsie | Hindu | Bachelors Engineer Bacheors Houssuite Upper | Nudeer [No|  Fghtvith Femiy Member | No | Nil | Sraching | 3 | SowTowamUp | Auboitarian None NFTVD | Nil Sonficent Demaits Artfacta Ni|oh| mide | cose| 250 |aes|aso 317 | ae7 | 200 | 167 | 100 | 10 | 325 | 250 [ 350 | 300 | 400 | 138 | aes | 817 |43 | 200 | 400 | 400 | 425 | 325 |23
26|14 | 1417 Vears | remate | ind | Miasters Teacher Masters Teacher Upper | Nuder |No | Fghtvith ey Menber | No | Nil | Poisoning | 6 | SowTowarmup | Auboritaive None NFTVD | Nil Sonificent Acute SressReaction With DSH Attt Ni|ah| wide | cos|as|a7s 267|233 | 250 | 260 | 167 [ 350 | 350 | 225 | 350 | 400 | 260 | 220 | 367 | 267 | as0 | 317|414 | 220 | 400 | 200 | 300 | a7
27|15 | 1417 Veus | wide | inds | Bachelors Mager | HighShool | Housmie Upper | Nuder | No | PR IsesWith Famity Member | No | Nil | Henging | 4 | DifficutChild | permissive None NFTVD | Nil Sonficent Acute SressReaction With DSH Attt Ni|ah| Mide | cose| 267|238 | 250 | 217 | 163 | 400 | 200 | 150 | 100 | 200 | 150 | 325 | 400 | 220 | 3 | 367 | 417 | 317 | a7 | 360 | 260 | 200 | 300 | 250
28|17 | 1417 Veus | wae | Hinds | Hichshoo | Shopeeper | MideSthool | Housmwife | Upper Lower | Nuclesr | No|  Academic SresfxamRest | No | Nil | Poisoning | 5 | SowTowamUp | Autoririan None NFTVD | Nil Sonficent Impdsve DSH Attempt Ni|10h| Hghsohoo | Sae | a8 | 263 | 263 | 267 | 333 | 460 | 167 [ 200 | 100 | 325 | 250 | 250 | 500 | 240 | 150 | 417 | a3 | 3k | 329 | 420 | 320 | 475 | a7 | 107
29 |16 | 1417 Years | Femsle | Musim | Bachelors Clerk Highshool | Housmie Upper | Nuder | ves| PR Isueswith Famity Member | No | Nil | Poisoning | 4 | DiffcutCild | Auboritaive None NFTVD | Nil Sonficent Impdsve DSH Attempt Ni|10h| Hghshoo | Sate | 217 | 300 | 217 | 167 | 233 | 280 | 133 | 200 | 100 | 150 | 150 | 250 | 360 | 380 | 138 | 350 | 400 | 433 | 200 | 360 | 360 | 225 | 450 | 200
14| 1417 veus | e |Musim| Highsoo | Sdesmm | Uneducsted | Houswife | Upper Midde | Nuclesr No| IPRIsuesWithFamiy Menber | No | Ni | Poisang |5 | EayChid | Auhoriwian | Deesion | NFTVD | NilSgificat Impuisive DSH Atterpt Ni | ah|  Midde | Swe |23 a13 263|200 | 67 | 300 | 167 [ 250 | 100 | 275 | 250 | 250 | 300 | 380 | 217 | 300 | 217 | a3 | 200 | 340 | 320 | 225 | 300 | s
31|15 | 1417 Veurs | remate | inds | Hichshool | hopkesper | Highsthool | Houseie Upper | Nuder | No | Academic SressExemResit | No | Nil | Poisoning | 6 | SowTowarmup | Auhortarien None NFTVD | Nl Sonficent Adistment Resction With DSH Attmpt Ni | ah| Midde | Swe 300|288 | 300|267 | 250 | 260 | 133 | 150 | 100 | 275 | 100 | 300 | 320 | 340 | 168 | 250 | as0 | ae0 | 371|320 | 200 | 325 | 325 | 18
32|17 | 1417 veus | wae | Hind | High oot Fermer Unedoated | Howsife | Upper Midde | Nudee | No | 1PR Isueswith Famity Member | No | Nil | Poisoning | 8 | DifficutChild | permissive None NFTVD | Nil Sonficent Impuisive DSH Atterpt Ni 11| imemedae | Sate | 267 | 238 | 250 | 217 | 163 | 400 | 200 | 150 | 100 | 200 | 150 | 325 | 340 | 240 | 317 | 317 | 168 | 267 | 357 | 300 | 220 | 250 | 225 | 300
33|14 | 1417 Veus | e |Musim| Hihshoo | Sdesmm | Uneducsted | Houswife | Upper Midde | Nuclesr No| IPRIsuesWithFamiy Menber | No | Ni | Poisang |5 | EayChid | Auoriwin | Deesion | NFTVD | NilSgificat Impuisive DSH Atterpt Ni | ah| Midde | Swe|as | 275|300 | 283 | 283 | 460 | 300 | 200 | 100 | 300 | 200 | 250 | 420 | 380 | 150 | 417 | 267 | 433 | 357 | 320 | 260 | 300 | 300 | 267
34|15 | 1417 Veus | Mae | Musim| Highshoo |  Shopteeper | Uneducated | Housmwife | Upper Midde | Nuclesr No | IPR IsuesWih Famiy Member | No | Ni | Poisaing | S | SowToWamUp | Autoriaian |  Depresion | NFTVD | Nl Sgificant Depresive Epsnde With DSH Attt Ni | oh | Hghsohoo | Sae | 350 | 275 | 333 | 263 | 283 | 440 | 267 [ 350 | 150 [ 300 | 300 | 225 | 200 | 420 | 138 | 317 | 417 | a3 | a5 | 360 | 20 | 250 | 275 | 3m
35 |15 | 1417 Vears | remate | Hind | High oot Busness Bachdors | InaranceManager | Upper | Bt | No | IPR IsuesWith Femiy Member | No | Ni | Hengng | 6 | SowTowmUp | Autoriative None NFTVD | Nl Sonficent Impuisive DSH Atterpt Ni | oh | Hghshoo | Swe | 233|263 | 217 | 217 | 207 | 460 | 167 [ 150 | 100 | 175 | 100 | 325 | 220 | 140 | 217 | 23 | 267 | a3 | 271 | 320 | 240 | 300 | 475 | 300
36|15 | 1417 Yeus | wide | Hinds | Bachelors Clerk Highshool | Housife | Upper Midde | Nuclesr | No| IPR IsuesWith Famiy Menber | Yes | 2 | Poisoning | 4 | DiffcutChid | Autoriaian 08 NFTVD | N Sgnficant | Aniey Disoder With Parc Atteck With Cluste 8 Trats | i | ath | Highhoo | Sae | 217 | 300 | 217 | 250 | 117 | 200 | 200 | 250 | 100 | 250 | 200 | 350 | 280 | 220 | 48 | 250 | 50 | 138 | 445 | 160 | 160 | 225 | 125 | a6
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