
Introduction
Suicide ranks as the 15th leading cause of death globally, 
accounting for 1.4% of all deaths.1 According to the 
Centers for Disease Control and Prevention, it is the 
second leading cause of death among young people aged 
15 to 24 in the United States.2 Approximately 80% of 
all suicides occur in low and middle-income countries, 
with Eastern and Central European countries having 
the highest suicide mortality rate.1 Multiple studies have 
indicated a significant increase in suicide attempts among 
teenagers in Iran.3-5

Adolescence, which spans from ages 10 to 19, is a 
challenging period marked by cognitive, biological, 
physiological, and psychological transitions. These 
changes make adolescents vulnerable to mental health 
issues, high-risk behaviors, suicidal ideation, and suicidal 

behavior.6 Several factors have been identified as potential 
influences on suicidal attempts during adolescence, 
including previous suicide history,1,7,8 psychiatric 
disorders,1,2,9,10 and substance abuse disorders.2

On the other hand, it is estimated that in 50% of 
youth suicide cases, family factors, especially a history of 
suicide in the family,1,2 as well as a history of psychiatric 
disorders, particularly depression and substance abuse in 
the family,1 and low social and economic situations, play a 
significant role in suicidal attempts during adolescence.2,11 
A recent systematic review identified several risk factors 
for drug abuse among adolescents worldwide, including 
high impulsivity, rebelliousness, impaired emotional 
regulation, low religiosity, catastrophic pain, incomplete 
homework, excessive screen time, and alexithymia. 
Additionally, experiencing child abuse or a negative 
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Abstract
Background: This study aimed to investigate the impact of child abuse and substance desire on adolescent suicide.
Methods: This cross-sectional analytical study was conducted on all adolescents aged 12 to 19 who attempted suicide in 2018 
at Khorshid Hospital, Isfahan, Iran. A checklist of the patients’ demographic information, toxicological data, and 2 standard 
questionnaires, including substance desire (family, personal, social) and child abuse questionnaire (emotional abuse, physical 
abuse, and neglect abuse), were collected. The data were analyzed using SPSS version 15. Comparisons between the 2 groups 
were performed using t tests, chi-square tests, regression analysis, and crude model analysis. Odds ratio (OR) and 95% confidence 
interval were calculated based on logistic regression.
Findings: A total of 196 teenagers were included in the study, with a mean age of 16.48 ± 1.6 years. Out of these, 155 individuals 
(79.1%) were female, resulting in a female-to-male ratio of 3.78. There was a significant relationship between gender and alcohol 
consumption in the personal aspect, as well as between the history of psychiatric diseases and alcohol consumption in the physical 
aspect (P < 0.005). The previous history of suicide was the only variable that showed significance in all aspects of both the substance 
desire and child abuse questionnaires. History of neglect abuse (OR: 1.2, 95% CI [1.07–1.41]; P = 0.009) was a predictive factor for 
suicide attempt. However, being male (OR: 0.12, 95% CI [0.039–0.37], P = 0.000), having no psychiatric history (OR: 0.23, 95% 
CI [0.10–0.52], P < 0.001) and not consuming alcohol (OR 0.33, 95% CI 0.15–0.71, P = 0.005) were identified as protective factors 
for attempted suicide.
Conclusion: A public health strategy for suicide prevention includes implementing prevention strategies aimed at reducing risk 
factors, such as alcohol consumption and the risk of neglect abuse.
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upbringing, as well as having psychiatric disorders, were 
identified as contributing factors.12

Child abuse is another risk factor associated with 
adolescent suicide.13 The prevalence of child abuse in 
Iran is significantly higher compared to that in developed 
countries and is similar to rates observed in developing 
countries.5 A review study in Iran reported an overall 
prevalence of physical abuse (43.59%), emotional abuse 
(64.32%), and neglect (40.94%).14 Youth who experience 
abusive behaviors or neglect at an early age are at an 
increased risk of suicide.2 A previous study revealed that 
the presence of sexual abuse directly affected suicidal 
ideation, while emotional abuse and neglect indirectly 
increased suicidal ideation through dissociation and 
hopelessness.15

The present study aims to investigate the effect of 2 
important risk factors of suicide, namely substance desire 
and child abuse, with the goal of identifying strategies for 
early intervention in adolescence. By recognizing these 
risk factors and providing opportunities for intervention 
in the early stages, it becomes possible to prevent suicides 
and the associated loss of life.

Methods
This cross-sectional analytical study was conducted at 
Khorshid Hospital, and the study protocol was approved 
by the Ethical Research Committee of Isfahan University 
of Medical Sciences. The sample size was calculated, 
considering an error of 5% (alpha = 0.05), a power of 80% 
(beta = 0.2), and an effect size of 10% (effect size = 0.1). 
Additionally, considering a prevalence rate of 41% based 
on previous studies, the estimated minimum sample size 
required for the study was 195 individuals.
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The study included all adolescents aged 12 to 18 
who had attempted suicide in 2018. Exclusion criteria 
consisted of lack of consent to participate and incomplete 
questionnaire responses. The data collection tool included 
a checklist and 2 questionnaires, all of which had been 
validated in Iran.

The patient information checklist included various 
characteristics such as toxicology, patient history, and 
drug classes. The central nervous system (CNS) drug 
class included antipsychotics, benzodiazepines, and 
anticonvulsant drugs. Analgesic drugs consisted of 
acetaminophen and non-steroidal anti-inflammatory 
drugs. Cardiac drugs included beta blockers and calcium 
blockers. Other included various vitamins, supplements, 
anticholinergic drugs, hypothyroid drugs, and clonidine. 
Economic status was classified as low, moderate, or good 
based on the patient’s statements.

The substance desire standard questionnaire (SDQ) 16 
had a reliability of 79% based on Cronbach’s alpha. The 
questionnaire assessed the degree of desire for substance 
abuse across 3 aspects: family, personal, and social. It 
contained 16 questions divided into 3 components: 
family (5 questions), personal (4 questions), and social (7 
questions). Each question was rated on a 5-point Likert 
scale from very low to very high, with scores ranging from 
1 to 5. The minimum score on the questionnaire was 16, 
while the maximum score was 80. Higher scores indicated 
a greater inclination toward drug abuse.

The Child Abuse Standard Questionnaire (CAQ) in 
Iran17 has been validated in Iran and Hosseinkhani et al. 
Its reliability, based on Cronbach’s alpha, is 97%. The 
questionnaire evaluates the level of child abuse across 3 
aspects: emotional abuse (10 questions), physical abuse 
(10 questions), and neglect abuse (6 questions). Responses 
are rated on a 3-point Likert scale ranging from “never” 
to “always” (with values between 1 and 3). The minimum 
score on this questionnaire is 26, and the maximum score 
is 78. A score of 26 to 52 indicates an average level of child 
abuse, while a score of 52 or higher indicates a high level 
of child abuse.

In the analysis, 2 models were used. The crude model 
made no adjustments for confounding variables. Model 1 
included adjustments for the 3 aspects of the CAQ, age, 
sex, marital status, occupational status, and economic 
situation. Model 2 included adjustments for all aspects of 
Model 1, as well as smoker status, history of substance 
abuse, history of psychiatric disease, self-mutilation 
history, alcohol consumption, suicide, and substance 
abuse in the family history.

Data analysis was conducted using SPSS version 15 
(SPSS Inc., Chicago, IL., USA), with a 5% error level. 
The results were reported as frequency (percentage) 
for qualitative variables and mean (SD) for quantitative 
variables. Comparisons between the 2 groups were 
performed using t tests, chi-square tests, regression 
analysis, and crude model analysis. Confidence intervals 
of 95% were used in the comparisons.

Results
In this study, a total of 196 teenagers between the ages 
of 12 and 18 who had attempted suicide were included. 
The mean age of the patients was 16.48 ± 1.6 years. Out 
of the total cases, 155 (79.1%) were females, resulting in 
a female-to-male ratio of 3.78. The majority of patients 
(188 cases, 95.9%) had attempted suicide through oral 
poisoning.

According to patient history, 33.7% of the patients 
had a history of alcohol consumption, and 38.3% had a 
history of smoking. Additionally, 34.7% of the patients 
had previously attempted suicide, 48.5% had a history of 
self-mutilation, and over half of the patients (53.1%) had 
a history of psychiatric illness. 



Substance desire and child abuse in adolescent suicide attempt

Addict Health. Volume 16, Number 2, 2024 117

Among the patients, 34.2% had a family history of 
substance abuse, and 14.3% had a family history of 
suicide. The most common drug classes used in suicide 
attempts were CNS drugs (94 cases, 48%) and analgesic 
drugs (56 cases, 28.6%).

Regarding the standard CAQ, the minimum score 
obtained was 33, and the maximum score was 67. The 
mean ± SD of the total CAQ score was 47.22 ± 8.3. Most 
patients obtained average scores on the child abuse 
questionnaire. The neglected aspect of the CAQ received 
higher scores compared to the emotional and physical 
aspects, which obtained lower scores.

In the SDQ, the minimum score obtained was 18, 
and the maximum score was 53. The mean ± SD of the 
total score of child abuse was 33 ± 6.57. More teenagers 
obtained lower scores on this questionnaire compared to 
the CAQ. Most adolescents had low scores in all 3 aspects 
of the SDQ.

Table 1 presents a comparison of demographic 
characteristics, past history, and exposure of patients 
in different sections of the CAQ and SDQ. Regarding 
gender, girls received higher scores than boys in all 
sections except for the personal aspect of the SDQ 
(P.SDQ), where boys scored significantly higher than 
girls (P = 0.000). However, in the neglected aspect of the 
CAQ (N.CAQ), unmarried cases scored significantly 
higher than married and divorced cases (P = 0.001). 
Furthermore, unemployed cases had significantly higher 
scores than others in the P.CAQ (P = 0.045) and P.SDQ 
(P = 0.040). Most adolescents with less education obtained 
higher scores in the SDQ.

Regarding economic status, cases with good economic 
status had higher scores in the N.CAQ (P = 0.000). 
Conversely, cases with low economic status obtained 
significantly higher scores in the family aspect of the SDQ 
(F.SDQ; P = 0.001) and P.SDQ (P = 0.000).

The history of alcohol consumption was significant in 
the P.SDQ (P = 0.000). On the other hand, the history of 
smoking was significant in the emotional aspect of the 
CAQ (E.CAQ; P = 0.008), P.CAQ (P = 0.003), and P.SDQ 
(P = 0.000). The previous history of suicide was the only 
variable that was significant in all examined aspects 
(P < 0.05). The family history of suicide and substance 
abuse was significant in all aspects of the questionnaires 
except for the N.CAQ and S.SDQ.

Table 2 presents the results of multivariate logistic 
regression to explore factors associated with a history 
of intentional exposure to suicide in different models. 
History of neglect abuse was a predictive factor for suicide 
attempt (OR: 1.2, 95% CI [1.07–1.41]; P = 0.009). Even 
after adjusting for demographic characteristics and the 
patients’ past history, the significant effect of neglect abuse 
aspect remained. However, being male (OR: 0.12, 95% CI 
[0.039–0.37], P = 0.000), no psychiatric history (OR: 0.23, 
95% CI [0.10–0.52], P < 0.001) and not consuming alcohol 

(OR 0.33, 95% CI [0.15–0.71], P = 0.005) were identified 
as protective factors for attempted suicide. 

Discussion
The aim of this study was to evaluate the impact of child 
abuse and substance abuse on suicide during the sensitive 
period of adolescence. Among the investigated variables, 
it was found that neglect abuse, female gender, history of 
psychiatric illness, and alcohol consumption increase the 
risk of suicide.

Child abuse is recognized as one of the risk factors for 
adolescent suicide 18,19,6. The World Health Organization 
(WHO) defines child abuse as encompassing 4 aspects and 
identifies it as a risk factor for suicide,20-25 In this study, 
most patients obtained an average score on the CAQ, 
with the neglected aspect receiving the highest score. The 
neglected aspect of child abuse involves disregarding the 
physical and emotional needs of children.18 In our study, 
neglect abuse increased the probability of a suicidal 
attempt by 1.2 times.19 Youth who experience abusive 
behaviors or neglect at an early age are more likely to be at 
an increased risk of suicide.2 Similar to our study, several 
articles have reported neglect as the most common type of 
child abuse.13,20-22 A study conducted in Turkey observed 
that neglect abuse was more prevalent in girls.22 According 
to Child Protective Services statistics, 681 000 children 
worldwide were victims of child abuse, with neglect abuse 
accounting for the majority (78.8%).21 However, contrary 
to our study, some studies have shown that neglect 
abuse is more prevalent in low-income families due to 
lifestyle and the inability to meet children’s basic needs.19 
This discrepancy could be attributed to differences in 
sample size and the classification of economic situations 
between the studies. It is worth noting that in our study, 
the classification of the economic situation was based on 
self-reporting from the patients rather than a scientific 
classification.

In this study, most teenagers obtained low scores in 
the emotional and physical aspects of child abuse, and no 
correlation was found between these aspects and the risk 
of suicide attempts. In the physical aspect, most teenagers 
received the minimum score. However, in some studies, 
emotional abuse was reported as the most prevalent type 
of child abuse.14,23-26 Emotional abuse includes behaviors 
that make children feel despised, undervalued, and 
rejected.18 The prevalence of emotional child abuse varies 
across different studies, ranging from 7.3% to 88.2%.18 
Conversely, in some studies, physical abuse, which 
involves harm to the physical body,18 was reported as 
the most common type of abuse 27. These variations can 
be attributed to cultural and social differences between 
societies. The prevalence of physical harm in different 
studies varies from 3.10% to 77.5%.18 Physical abuse 
is more common in boys than in girls,18 which could 
explain the difference in our study, where the majority of 
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Table 1. Comparison of demographic, past history, and exposure of patients in different compartments of child abuse questioner and substance desire questionnaire

Variables
Child Abuse questionnaire (Mean ± SD) Substance Desire questionnaire (Mean ± SD)

Total 
(N = 196) 

Emotional 
abuse

P
Physical
Abuse

P
Neglect
Abuse

P Family P Personal P Social P N (%)

Demographic

Gender
Female 17.90 ± 4.76

0.845
14.35 ± 4.90

0.799
15.01 ± 2.12

0.587
10.35 ± 2.59

0.221
8.26 ± 2.53

0.000
14.59 ± 3.68

0.243
155(79.1)

Male 17.73 ± 4.93 14.15 ± 3.52 15.22 ± 2.32 10.93 ± 2.88 10.24 ± 3.18 15.36 ± 4.03 41(20.9)

Marriage

Married 18.44 ± 7.28

0.131

15.11 ± 5.18

0.141

15.00 ± 2.91

0.001

10.11 ± 1.83

0.516

9.33 ± 4.24

0.731

14.89 ± 3.33

0.274

9(4.6)

Unmarried 17.76 ± 4.62 14.20 ± 4.57 15.11 ± 2.05 10.47 ± 2.70 8.65 ± 2.73 14.70 ± 3.73 185(94.4)

Divorce 24.50 ± 4.95 20.50 ± 7.78 9.50 ± 2.12 12.50 ± 0.71 8.00 ± 1.41 19.00 ± 8.48 2(1)

Job

Student 17.57 ± 4.63

0.211

13.94 ± 4.61

0.045

15.14 ± 2.04

0.544

10.33 ± 2.65

0.151

8.46 ± 2.63

0.040

14.75 ± 3.70

0.988

159(81.1)

Homemaker 18.92 ± 6.83 15.00 ± 4.93 14.67 ± 3.39 10.33 ± 2.01 7.92 ± 2.39 14.92 ± 3.55 12(6.1)

Unemployed 19.20 ± 4.53 16.36 ± 4.27 14.72 ± 2.26 11.44 ± 2.83 10.36 ± 3.44 14.72 ± 4.37 25(12.8)

Education

Illiterate 17.45 ± 5.46

0.549

14.36 ± 3.17

0.581

14.90 ± 3.18

0.639

10.54 ± 1.86

0.632

9.00 ± 3.29

0.333

15.18 ± 3.96

0.012

11(56)

SSC 17.64 ± 4.70 14.10 ± 4.70 15.13 ± 1.92 10.46 ± 2.66 8.68 ± 2.71 15.20 ± 3.75 142(72.4)

Diploma 18.89 ± 4.82 15.24 ± 4.86 14.70 ± 2.70 10.70 ± 2.79 8.86 ± 3.05 13.38 ± 3.45 37(18.9)

UG 17.50 ± 5.72 13.50 ± 4.28 15.66 ± 1.86 9.17 ± 3.19 6.66 ± 1.97 11.83 ± 2.71 6(3.1)

Area
Isfahan 17.92 ± 4.74

0.660
14.33 ± 4.77

0.871
15.04 ± 2.12

0.790
10.47 ± 2.73

0.975
8.70 ± 2.78

0.688
14.62 ± 3.81

0.167
172(87.8)

Others 17.46 ± 5.17 14.17 ± 3.67 15.17 ± 2.46 10.46 ± 2.08 8.46 ± 2.95 15.75 ± 3.25 24(12.2)

Economic Status

Low 18.77 ± 4.84

0.407

14.79 ± 4.33

0.429

13.86 ± 2.48

0.000

11.77 ± 3.18

0.001

11.41 ± 2.52

0.000

15.50 ± 4.26

0.335

44(22.4)

Moderate 17.69 ± 4.77 14.36 ± 4.90 15.37 ± 1.95 10.06 ± 2.38 7.90 ± 2.33 14.53 ± 3.65 135(68.9)

Good 17.50 ± 4.93 12.93 ± 2.95 15.78 ± 1.93 10.43 ± 2.50 7.71 ± 2.70 14.57 ± 3.43 14(7.1)

Patient history, Yes / No

Alcohol consumption Yes 18.76 ± 4.62 0.062 15.21 ± 4.35 0.053 15.06 ± 2.26 0.984 10.83 ± 2.88 0.179 10.07 ± 3.11 0.000 15.44 ± 4.17 0.069 66(33.7)

Smoking Yes 19.01 ± 4.64 0.008 15.56 ± 4.77 0.003 14.87 ± 2.36 0.335 10.73 ± 3.09 0..284 9.68 ± 3.17 0.000 15.22 ± 4.37 0.168 75(38.3)

Suicide history Yes 19.72 ± 5.21 0.000 16.48 ± 5.70 0.000 14.35 ± 2.47 0.001 11.16 ± 2.84 0.008 9.23 ± 2.98 0.040 15.82 ± 3.83 0.004 68(34.7)

History of self-mutilation Yes 18.70 ± 4.58 0.016 15.02 ± 5.05 0.38 14.90 ± 2.25 0.344 10.61 ± 2.95 0.488 9.14 ± 2.90 0.024 15.35 ± 4.07 0.032 95(48.5)

History of criminal punishment Yes 19.40 ± 3.66 0.130 15.15 ± 4.86 0.395 15.05 ± 2.52 0.989 10.10 ± 1.80 0.507 9.30 ± 2.68 0.291 17.40 ± 4.21 0.001 20(10.2)

History of psychiatric disease Yes 18.46 ± 4.85 0.062 15.05 ± 4.79 0.018 15.15 ± 2.09 0.502 10.52 ± 2.84 0.803 8.79 ± 2.87 0.541 14.79 ± 3.44 0.895 104(53.1)

History of other medications Yes 19.26 ± 4.48 0.003 15.65 ± 5.01 0.004 15.42 ± 2.10 0.089 10.38 ± 2.88 0.720 8.76 ± 2.89 0.765 14.24 ± 4.08 0.175 66(33.7)

Family history of substance abuse Yes 18.91 ± 4.83 0.027 16.06 ± 5.01 0.000 14.94 ± 2.14 0.590 12.00 ± 2.76 0.000 9.88 ± 2.78 0.000 15.37 ± 3.82 0.097 67(34.2)

Family history of suicide Yes 19.78 ± 5.00 0.021 16.11 ± 5.41 0.027 14.89 ± 2.11 0.667 11.46 ± 3.20 0.033 9.86 ± 3.16 0.015 15.21 ± 3.73 0.487 28(14.3)

Exposure

Route of exposure
Oral 17.82 ± 4.80

0.593
14.37 ± 4.70

0.373
15.11 ± 2.14

0.081
10.40 ± 2.64

0.073
8.67 ± 2.77

0.960
14.62 ± 3.70

0.012
188(95.9)

Non-oral 18.75 ± 4.62 12.87 ± 2.90 13.75 ± 2.43 12.12 ± 2.75 8.62 ± 3.42 18.00 ± 3.89 8(4.1)
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patients were female. Mullen et al. reported that a history 
of physical abuse increased the likelihood of suicide 
attempts by 5 times.28

In the present study, the majority of adolescents 
were girls, which is consistent with findings from other 
studies.22,29-31 However, our study identified female 
gender as a risk factor for suicide, with girls being more 
likely to commit suicide than boys. A study conducted 
in 2020 reported that the risk of recurrent suicide among 
female patients was 1.64 times higher than among male 
patients.32 Another study found that the lifetime risk of 
suicide is 2 to 4 times higher in men compared to women, 
while suicide attempts are 3 to 9 times higher in females.33 
Thus, while male adolescents have a higher death rate 
due to suicide, suicidal thoughts and attempts are more 
common among female adolescents.7 The increased risk 
of suicide among teenage girls is likely related to factors 
such as societal suppression, low social status, and a 
sense of hopelessness.7 Girls may also experience more 
stressful life events and be more affected by emotional 
problems (such as depression and anxiety) due to their 
social status.34 Depression, which is more prevalent in 
girls than boys, is the most common disorder associated 
with suicide.7

In this study, over half of the patients had a history 
of psychiatric illnesses, and it was found that having a 
psychiatric illness increases the risk of repeat suicide 
attempts. Approximately 90% of young people who 
attempt suicide suffer from at least 1 psychiatric disorder.2 
A global meta-analysis confirmed that the highest age 
of onset for various psychiatric disorders is 14.5 years.35 
Major depressive disorder (MDD) is present in 35% of 
youth who have attempted suicide.2 Several studies have 
demonstrated a significant relationship between mental 
health factors (such as stress, depression, smoking, 
and alcohol consumption) and suicidal ideation and 
behavior.7-10 It appears that these conditions contribute to 
an individual contemplating and attempting suicide as a 
means of escaping personal problems 7.

Drug and alcohol use disorders are significant risk 

factors for suicide attempts.2 However, in this study, 
the lack of alcohol consumption was identified as a 
protective factor against suicide attempts. Several 
studies have highlighted the relationship between 
alcohol consumption and an increased risk of suicide 
in teenagers.36-38 Substance abuse, particularly alcohol 
misuse, is strongly associated with a higher risk of suicide 
in women compared to men, especially in adolescents.1 
However, in our study, we not only observed a lack of 
positive impact on suicidal attempts among individuals 
with a history of substance abuse, but also found that 
most of our patients obtained lower scores in three 
aspects of the SAQ. It should be noted that many patients 
may give the unreliable history regarding the substance 
abuse because of fear of prosecution, which could explain 
the difference between our population and other societies 
regarding substance abuse.

A history of a suicide attempt is one of the strongest 
predictive factors for future suicide attempts and increases 
the risk of suicide up to 10 times, especially within the first 
year of the initial attempt.7 In this study, almost one-third 
of the patients had a previous history of suicide attempts. 
Another study found that approximately 25% to 33% of 
all suicide cases had a prior history of suicide attempts.1

This research was conducted on adolescents. The mean 
age of the adolescents in this study was 16.48 ± 1.6 years, 
with the majority of patients being 17 years old. According 
to Kaggwa’s classification of adolescence,39 most of 
our patients fell into the middle adolescence category 
(15-17 years), which is consistent with findings from 
other studies.19,40,41 The prevalence of suicide attempts 
is highest in the mid-teens.7 The increase in suicide 
during this period is associated with a higher prevalence 
of psychopathologies such as depression and substance 
abuse, as well as an increased inclination toward suicide 
among this age group.7 In our country, it appears that 
romantic and economic hardships contribute to suicide 
attempts during this age.

One of the most significant factors influencing 
adolescent suicide is the family environment. In this 
study, 14.3% of the patients reported a family history 
of suicide, and nearly a third of the patients reported a 
family history of drug use. The family history of suicide 
impacts adolescent suicide through 2 pathways: genetics 
and imitation.1 The heritability of suicidal behavior varies 
from 30% to 50%.2 Children with parents who have 
a history of suicide attempts are 5 times more likely to 
attempt suicide compared to the general population.2 
Therefore, it is crucial to develop strategies, including 
screening programs, with a strong focus on addressing 
these issues, as the consequences can affect children for 
many years to come.

In this study, the majority of teenagers who committed 
suicide did so by drug poisoning, particularly with 
CNS drugs and analgesics. Research shows that drug 

Table 2. Multivariate logistic regression analysis for predicting of previous 
suicide history in different models

Model
Suicide History

Variables P value OR CI (95%)

Crude Model Neglect Abuse 0.009 1.219 1.050-1.416

Model 1
Neglect Abuse 0.004 1.259 1.076-1.472

Sex 0.000 0.109 0.036-0.328

Model 2

Neglect Abuse 0.003 1.287 1.090-1.519

Sex 0.000 0.120 0.039-0.370

Lack of Psychiatric History 0.000 0.238 0.109-0.522

Lack of Alcohol consumption 0.005 0.332 0.154- 0.717

CI: Confidence interval, OR: Odds ratio, other variables were not significant 
and have not shown in the table.
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poisoning is the most common method used by Iranian 
adolescents in suicide attempts.40 Several other studies 
conducted in Iran also found that drug poisoning with 
psychoactive drugs, benzodiazepines, and tricyclic 
antidepressants is the most common method of suicide 
among teenagers.8,42,43 This could be explained by the 
availability of these drugs, considering the high rate of 
depression in our society.

Conclusion
Youth often encounter barriers when seeking mental 
health services, primarily due to fears of stigma, prejudice, 
and unequal treatment from the public.2 The way forward 
is to reduce risk factors and strengthen protective factors to 
the greatest extent possible. The key prevention strategies 
include promoting mental health, providing education 
to parents, educators, and children,40 ensuring accurate 
media coverage, fostering social support, limiting access 
to suicide risk factors such as drugs and alcohol, targeting 
high-risk subgroups, addressing adolescent problems at 
early stages of exposure to stress,1 implementing follow-up 
and monitoring procedures for individuals with a history 
of suicide attempts,40 developing strategies for coping 
with stress and grief,1 and improving access to mental 
health centers.7 Additionally, implementing measures 
similar to the Mandatory Reporting of Child Abuse and 
Neglect, which is used in many developed countries, can 
help detect and prevent child abuse.14 It is important to 
plan studies with larger sample sizes, focusing on the 
same cultures, to organize effective strategies.

Limitation
The investigation of the sexual dimension of child abuse 
was limited due to social and cultural restrictions in 
society. Furthermore, the data collection relied on self-
reporting, which introduces the possibility that some 
participants may not have provided honest answers.
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