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Introduction: Suicide is the outcome of a process starting with the experiences of an unbearable pain or hopelessness, passing from suicidal ideation and planning, to possible para-suicidal behaviors or actual attempts. Recent studies have evidenced the necessity to integrate approaches based on the identification of psychopathological diagnoses and other variables as possible predictors of suicidal conduct with a more clinically based approach. A clinical assessment is needed that focuses on the patients' mental state with respect to thoughts concerning death and suicide. In particular, a qualitative assessment of motivations underlying the suicidal process could represent an effective guide for clinicians engaged in the difficult field of preventing adolescents' suicidal gestures. Most instruments investigating the suicidal motivation are self-report measures, possibly resulting in a lack of sufficiently valid assessment of this area. In the present work, we present the Motivational Interview for Suicidality in Adolescence (MIS-A) aiming at identifying the motivational areas sustaining suicidal ideation and gestures in this phase of development.

Materials and Methods: The identification of the different areas derives from a thorough review of the empirical literature subsequently vetted by expert clinicians who selected specific reasons behind suicidal ideation and gesture.

Result: The MIS is a semi-structured clinician-report interview. The interview is composed of seven areas and 14 sub-areas, evaluated on a four-point Likert scale: illness motivated attempts area, chronic presence of internal pessimistic criticism area, sense of defeat and entrapment area, relational area, external motivated crisis area, extreme and unusual cases area, and lack of control area.

Conclusions: The path followed in the creation of the MIS reflects both an empirically orientated and a clinically informed approach. Creating this MIS is the first step within a wider research project that will allow one to test the reliability of the instrument.
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INTRODUCTION


Background

In epidemiological surveys, suicide represents the second cause of death in adolescence (1). Indeed, suicide management constitutes a dramatic challenge for any clinician and, in adolescence, there are many developmental issues that render this terrain even more uncertain to investigate in adolescence.



Configuration of Risk Factors in the Suicidal Process in Adolescence

In empirical approaches, suicidality is regarded as the product of the interaction of several risk factors (2), including distal, long-course factors and proximal precipitating factors (3). The configuration of distal and proximal risk factors in adolescence is only partially overlapping with adulthood. The distal risk factors that are common to both phases of life include familiarity for suicide, genetic predisposition (4), as well as psychosocial factors (4), and life events such as chronic physical illness, suicide within the family or peer group, experiencing physical or sexual abuse, and witnessing violence have been considered by many researchers in adolescence and adulthood (5–10). In adolescence, suicidal risk has been associated to substance abuse, truancy, poor school achievements, and sexual promiscuity (11–14). The presence of a psychiatric illness is associated with an increased suicidal risk with respect to non-clinical population (15–17). Autopsy studies evidenced that up to the 90% of suicidal subjects suffered from a psychiatric disorder in the period preceding the suicidal act (18). Although the methodological interpretation of these data remain controversial (18–20), autoptic evidence and retrospective studies show that 96% of adolescents who attempted suicide met criteria for an Axis I Psychiatric Disorder, with a specific role played by juvenile affective disorders and schizophrenia (16, 21–24), and it is evidenced that 14% of transgender adolescents report previous suicide attempts, a rate amounting to 50.8% in female transgender adolescents (25). It is also well documented that NSSI and hospitalization for previous suicide attempts are important predictors of future suicidal gestures in adolescence (26). The presence of specific personality disorders (27–29) may represent an activating factor, for stressful events (30–35), and a facilitating factor for the passage from suicidal ideation to suicidal conduct (36, 37). In adolescence, Cluster B personality disorders are the most significant predictors of suicide (29). Seventy-six percent of Borderline adolescent patients are reported to have attempted suicide (38) with a specific risk profile associated to the traits of impulsivity, affective dysregulation, interpersonal instability, and dissociated states of identity (39–44). Both clinical and research evidence indicates a role for narcissistic personality for both recurrence of suicidal ideation and lethality of suicidal attempts (45–48) and adolescence (49).

The assessment of such an array of factors is fundamental in the clinical management of suicidal risk, although it may prove incomplete and sometimes difficult to achieve in the clinical context of adolescence.

In the first place, not all psychiatric patients sharing the same diagnosis eventually commits suicide (50). Secondly, not all suicidal adolescents (not even adults) actually fall within a specific diagnostic category (18–20). In particular, in adolescence, many suicide attempts seem to occur in the absence of known risk factors (51–53). To our knowledge, there are no published randomized trials demonstrating that risk assessment can guide any suicide-reducing interventions able to reduce the overall prevalence of suicide in the assessed group (54). Thirdly, the assessment of those psychiatric conditions associated to suicidal risk may be undermined by their peculiarity requiring a long and careful window of observation (55). Furthermore, some adolescence psychopathological manifestations of affective and psychotic disorders may be difficult to differentiate from behavioral, psychic, and mood alternations characterizing adolescent development. Indeed, neurobiological and developmental research describe a number of maturational conditions that create a substrate of vulnerability for adolescence suicide. This developmental “background noise” may enhance suicidal risk through increased impulsivity, emotional liability, affective dysregulation, and sensation-seeking behaviors (56), as well as identity disturbance, lack of integration of bodily changes of puberty, ruptures of affective bonds, isolation and victimization from peers, academic failures, and threats to self-esteem (57–60). These considerations highlight the peculiarly challenging nature of suicidal prevention in adolescence, particularly in those clinical settings, such as emergency services, psychotherapy, or consultation, where a systematic and accurate assessment of risk factors cannot be easily guaranteed.

Finally, an additional difficulty arises from the inherent unpredictable nature of suicide. Current understanding interprets suicide as the possible outcome of a dynamic sequence (61). This staging model is supposed to begin with a motivational phase from which the early idea of self-death is gradually transformed into suicidal ideation to possibly end up the real suicidal intention planning and completion (3). Research efforts are now turning to the specific contribution of each risk factor for the different stages (54). Indeed, recent studies indicates that suicidal behavior and ideation are two different entities and do not share completely common risk factors (53, 54, 62).



The Study of the Suicidal Patients' State of Mind

The aforementioned reasons have led some researchers to highlight the need to monitor the patient's state of mind to more accurately follow up the unfolding of the suicidal process (3). Within this perspective, an important role seems to be played by the study of motivations for suicide. In this paper, we propose that correctly identifying the adolescent patient's subjectively perceived motivation for suicide can provide a phase-specific, clinically sensitive complementary approach for the study of suicidal risk. The aim of this study is to organize the knowledge for both researchers and clinicians in the field of adolescence suicidal risk to create an instrument of assessment of adolescents' suicidal motivation amenable for both research and clinical practice.



Measures that Investigate Motivations for Suicide

In order to achieve an empirically oriented approach for the study of suicidal motivation, an analysis of the research literature in the field has been carried out. Among the classic studies, Brancroft et al. (63) examined the responses of an adult sample of attempters who had been asked to choose among a list of possible motivations for suicide. The most frequent answers were to die, to escape, or to find relief from a difficult situation, while interpersonal reasons were underrepresented. Similar results were obtained in adolescent samples, although clinicians and parents tended to provide more interpersonal motivations (64–66). A recent cross-cultural research from the University of Palo Alto (67) also evidenced the role of both intrapersonal and interpersonal motivations. Qualitative methods for investigating the reason behind suicide also include the study of notes left by suicidal subjects. In a large study on notes left by youth who died by suicide, the main reasons that emerged were personal suffering or a feeling of emptiness, which could stem from not finding their place in the world or from feeling defeated; heartbreak; feeling suicide as an imperative or as the only way out; and self-denigration (68).

Motivations for suicide have more rarely been investigated at a quantitative level (53, 69, 70). Until recently, the Reasons for Attempting Suicide Questionnaire (71) was used in most of the studies on suicidal motivations. The scale is organized into two factors: the Punitive/Manipulative factor and the Internal Perturbation factor. Even though some studies suggested a three-factor structure as a better fit (72), the two-factor structure was confirmed (73). A large study found a four-factor structure where the “last way out” was the principal factor. This scale presents some serious limitations: the results have not always been replicated, and the items do not cover all the areas that the literature considers relevant (74). More recently, a self-report measure was validated for adolescents: the Inventory of Motivations for Suicide Attempts (IMSA) (75). This instrument is based on the subject's retrospective evaluations as indicated by specific items. Although IMSA shows a strong link with the literature and solid psychometric bases, its self-report nature is possibly biased by the subjects' defenses. The latest instrument of assessment, the Motivations for Suicidal Behavior Scale (MSBS) (4), is a self-report measure including items derived by an early exploratory investigation into the motivations spontaneously provided by a convenience sample of suicidal attempters. This tool seems to have only a relative predictive clinical value.

Overall, the field of the study of suicidal motivation seems to stress the need (1) to overcome the possible subjective biases of self-report measures and (2) to include an empirically informed, phase-specific, and clinically grounded map of suicidal motivations (75).




MATERIALS AND METHODS


The Motivational Interview for Suicidality

The Motivational Interview for Suicidality in Adolescence (MIS-A) is a semi-structured clinician-report interview overviewing the subjects' reported reasons for their suicidal gesture. The MIS-A focuses on the analysis of seven distinct motivational areas and related sub-areas. Detailed information regarding the reasons for ideation and suicide attempts in adolescence could help clinicians in managing this population, especially considering the greater amount of information provided by a semi-structured interview compiled by an expert, and therefore not subject to the self-report biases. Additionally, clinicians may benefit from a better understanding of the way patients process their distress and how they transform it into specific suicidal thoughts. Consequently, both taking into account the adolescent and the subsequent interventions would be more accurate in taking into account these aspects. Being able to identify reasons associated with more intense ideation or with more lethal attempts can also be central in terms of prevention and risk assessment.



Creating the Interview

As a start, a review of the extant literature on suicidal motivation was performed on PUBMED selecting all articles including the words: “motivation + suicide + assessment” from 1980 to 2019. The research yielded 796 results. From this set of articles, a further selection was operated, excluding the following types of contributions: (a) anecdotal articles; (b) articles that consider motivation through general anthropological, sociological, and philosophical categories; (c) articles that did not distinguish between NSSI and suicide. At the end of this selection, 95 papers were chosen that focus on assessment tools, meaningful clinical reports, and clinical constructs that can describe the subjective motivations behind suicidal ideation and conducts. Articles concerning both adulthood (but not the third age) and adolescence were initially analyzed. In fact, the literature regarding the study of motivation in adolescence is limited, and only one tool entirely dedicated to motivation was validated in adolescence (75). Given the limited number of contributions, a further search was administered in the gray literature on motivations for suicide, using the same keywords and selecting the articles according to a criterion of relevance and consistency, adding 24 articles. Among these papers, the research group identified a number of keywords that could synthetically represent the main motivational areas considered by the empirical instruments (IMSA, RASQ) (73–75) as well as other relevant clinical constructs. The identification of these areas took place according to the principles of completeness (maximum inclusiveness) with respect to the literature examined and the mutual exclusivity of the areas selected (the relevant papers discussing each motivational area are presented in Table 1). For each of the areas a formal description of the motivation for suicide was produced, based on the definitions present in the literature (as in Table 1). In order to reach the main goal of building an instrument that is both clinically relevant and phase-sensitive, the definitions obtained were further articulated and refined in keeping with the research group background clinical knowledge and fundamental understanding of the adolescence developmental issues. In particular, empirical and clinical literature has indicated that in adolescence, suicidal fantasies can become a sort of refuge to which the subject constantly refers, and it is necessary to pay attention to all signs (85–89). A final step was then undertaken, by submitting the descriptions of any single motivational area to the judgement of five expert clinicians in the field of adolescence suicidal management. Any expert clinician was asked, in keeping with their own experience and knowledge, to evaluate the inclusivity, exclusivity, clarity, clinical relevance and phase sensitivity, and level of inference required for each description. Final modifications were then introduced adopting the expert clinicians' suggestions. The assessment is obtained through the clinical judgement of the patient's verbal answers to a semi-structured interview (Table 2).


Table 1. Motivational interview for suicidality—MIS.
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Table 2. Text of the interview.
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Each area and sub-area of the MIS-A has been described by the four authors (MM, FC, WR, and ER) including aspects relating to the characteristic internal states, emotional experience, and relative examples. The clinician is asked to rate how relevant each motivational domain and sub-domain is on a Likert scale from 0 to 4, where 0 = not important, 1 = partially relevant, 2 = important but not predominant, 3 = very important, and 4 = predominant. A description of the areas and relative sub-areas is provided in Table 1.

It should be noted that, unlike other instruments of assessment in adolescence (for instance, the CDRS), the clinical judgment of the MIS-A does not rely on the objective assessments of symptoms, behavioral manifestations, and other relevant clinical signs. The assessment can do without other possibly relevant pieces of information that could be provided by parents, teachers, and other clinical observations. As discussed in the introduction, the study of the suicidal motivational state, by definition, can only be accomplished if one adheres to the patient's subjective perception and explicit narrative of emotional and ideational experience. In order to corroborate the structure and contents of the MIS-A, a reliability and validity study is being carried out that will include (a) an explorative and confirmatory factor analysis to corroborate the structure of the interview; (b) an inter-rater reliability assessment (Cohen's K); (c) a test of the stability of the construct through a test–retest procedure (r-Pearson); (d) a test of concurrent validity through matching with specific psychopathological conditions relevant for adolescent suicidality, namely, DSM-5 diagnosis by the Kiddie-SADS (90) and the SCID-II (91), and a test of predictive validity through the Columbia Suicide Severity Rating Scale (CSSRS) (92).




RESULT


Description of the Structure

The final version of the interview includes seven macro-areas divided into several sub-areas leading to a total of 15 categories of motivations. The “illness motivated attempts” macro-area refers to unsustainable pain and feelings of helplessness. The relative sub-areas are “psychache” (76), where the subject feels so overwhelmed that she only desires to interrupt the painful thoughts and feelings of anguish, pain emptiness, and sadness; and “hopelessness” (77), describing the loss of any hope of healing or recovering, or of being helped by anyone.

The second macro-area concerns motivations related to self-devaluating thoughts arising from minor failures, and resulting chronic feelings of shame, guilt, and frustration [the pessimism sub-area (31)] and feelings of inadequacy in every personal performance shame and irritability [perfectionism sub-area (78)].

The third macro-area concerns life crisis (79, 80) due to events that threaten the cohesion of identity and personal status, engendering feelings of worthlessness, loss of personal value, and failure.

The relational macro-area includes both interpersonal and intrapersonal reasons for suicide that refers to others. This macro-area is divided into four sub-areas: “interpersonal influence” (45), describing motivations aimed at having an effect on others, such as the fantasy of taking revenge or being triumphant in the anticipation of other's grief for the subject's own death; second, “closeness seeking” (81), which is a cry for help; third, “burdensomeness” (2) concerning subjects who refer their intention to free the meaningful others from their own suffering and unbearable presence; and fourth, “low belongingness” (70), characterized by feelings of estrangement from one's own community and/or significant group.

The “sense of defeat and entrapment” macro-area describes the condition of having lost every strategy to face existential challenges and feeling entrapped, with suicide being the only way out. The first sub-area describes a state of mind characterized by attraction toward death, felt as a special psychic refuge where anxieties and pain may come to an end [escape fantasy (5, 26, 46)]; the problem-solving sub-area (82) concerns the idea of suicide as an effective coping strategy to achieve control when other strategies have collapsed.

The “extreme and unusual cases” (12, 13, 25, 83) macro-area includes “atypical cases,” concerning less common reasons for suicide (e.g., thought disorders, dissociative states, emotional contagion, etc.), and the “extreme cases,” in which violence and sexual abuse (both endured, perpetrated, and witnessed), recent grief, abandonment, or severe deprivations are experienced.

The last macro-area does not specifically refer to explicit motivations for suicide. The clinician, in fact, needs to evaluate whether the subject reports having acted on impulse, without any precise reason or ideation [impulsivity sub-area (84)], or whether having acted without any concern for common feelings that accompany self-threatening behavior such as fear of death, pain, or sense of guilt [fearless conduct sub-area (70)].




DISCUSSION

Suicidality constitutes a wide and uncertain field of study. Literature shows the difficulties encountered by clinicians in identifying the configuration of the various risk factors contributing to suicidal ideation and conducts. In this paper, the reasons were presented for an integrative and complementary approach of suicidal management based on the evaluation of the suicidal patient's subjective experience. This complementary approach relies on the monitoring of the patient's motivational state through diachronic development of the suicidal process. From an empirical and clinical point of view, the study of motivation for suicide may prove useful in describing the pathway leading from specific risk conditions to mental experience engendering the wish to die and, eventually, anti-conservative behaviors. In fact, literature describes the extreme emotional distress caused by some psychopathological or life events, but little is known about how these overwhelming states are organized into volitional states sustaining suicidality. The suicidal process is influenced by the individual response to the psychache induced by the diverse risk factors. The individual response is, on its turn, shaped on specific defense and coping styles, strategies of affective self-regulation and help-seeking behaviors, and personality organization. We contend that the study of suicidal motivation affords an overall view on the transformation of the psychache according to the individual mental capacities. MIS-A is meant to be a probe for the assessment of a set of mental conditions and capacities, as represented by specific motivations, affecting the various stages of the suicidal process. In order to support this statement, a research plan is being carried out, to ascertain the possible recurrent links between psychopathological conditions and personality disorders, on the one hand, and suicidal motivations. The mediating role of motivational states on the causal link between the psychopathological and personality risk factors and the diverse stage of the suicidal process is also under scrutiny. As said, the clinical context of assessment of adolescence suicidal risk does not always allow for a thorough analysis of relevant objective risk factors. This may be true for psychotherapists and clinical consultants as well as for clinicians working in inpatient units or day hospital services exposing these. Indeed, the condition of uncertainty rooted in the clinical management of suicidal risk is wont to determine a massive distress in the mental health professionals, potentially affecting the quality of the clinical response (93). In general, the suicidal process has to be regarded as a dynamic sequence in which the possibility to monitor the volitional component as subjectively perceived by the suicidal subject can be really sensitive in differentiating the patients who remain in the ideational stage from those more at risk of evolving into actual suicidal behaviors. The formal application of the MIS-A in a research context can provide an important grid of reference that may further be employed by clinicians also at a more informal and flexible level in the diverse clinical settings.



CONCLUSIONS

The creation of the MIS-A is meant to respond to the need to (a) assess the mental processes and personality functioning influencing suicidality in this phase of life; (b) integrate an approach based on the survey of risk factors, with a point of view that allows for a constant clinical monitoring of the patient's mental state in the dynamic development of the suicidal risk; (c) create a framework of reference for the study of the suicidal process that can be applied to clinical contexts that often prevent the professional from performing a thorough and systematic assessment of the adolescent suicidal patients; (d) provide mental health professionals with the possibility to have more interpretative categories in the burdensome work of management of adolescent suicide.
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Area descriptions

lliness motivated attempts:
specific pathological condition that leads to
unsustainable pain and possibly to a strong
feeling of impotence for the limitations to
personal functioning.

Feelings of vulnerability and
self-devaluation caused by chronic
pessimistic self-criticism: continuous
ruminations and self-accusations that may
represent a strategy of regulation and
moderation of anxiety or unbearable
frustrations.

Life crisis due to events that threatens
cohesion of identity and personal status
area

Relational Area: motivations that directly
call the other into question, as a specific
cause of internal pain, or in attempt to affect
others and change a relationship
(interpersonal reasons).

Sense of defeat and entrapment: feeling of
having lost every strategy to face somebody's
life, and being trapped in oneself without any
way out, so that sicide is the only way left.

Extreme cases

Dyscontrol Area: not specificaly referred to
motivations, because impuisivity and low fear
of pain and death are more trigger than
motivations.

Sub-area descriptions

psychological discomfort or pain that the
subject can feel so overwhelmed that he
desires only to interrupt the painful thoughts
and feelings.

Hopelessness: the consequent sense of
hopelessness, for which the subject has lost
any hope of healing or feeling any better in
the future.

Pessimism: self-devaluation thoughts,
starting from smallfailures or frustrations that
can lead to chronic and irepressible
self-criticism.

Perfectionism; that make the subject see
every aspect of himself and everything he
does as unsatisfactory.

Possibilty that external events of various.
entities contributed to trigger the crisis: for
example, the subject can be a victim of
bulling or having a stressful familiar moment
(parent's separation, financial crisis, parent’s
disease)

Interpersonal influence: specifically
interpersonal mofivations, aimed at having an
effect, manipulating, controling the other.

Closeness seeking: what motivates these
Suicidal behaviors is the need to be
understood, to show someone’s pain, and to
make sure that the other willtake care of it
Burdensomeness: The subject refers her
suicidal ideation, conducts or attempt to the
intention to free others from her presence, felt
as a burden, thinking to give relief to the
people one cares about.

Low Belongingness: The subject does not
feel any sense of belonging or feels estranged
from her community and significant group.
Escape fantasy: desire to escape not only
from one’s feslings but also from one’s
external conditions, and find in death a
special psychic refuge place

Problem Solving: suicide becomes the last
way to fix a situation.

Atypical (e.g., deliiant thought)

Extreme (e.g., assisted or suffered
abuse/violence).

Impulsivity: whenever the subject cannot
mentalize a motivation

Low fear: to be able to make the gesture, the
subject must acquire the abilty to do it, and
this necessarily passes for the acquisition of
the courage to pass the limit.
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Article summary

According to the author, unmet psychological
needs cause unsustainable mental pain that
leads to suicide as the only option

Wiliams studied the relationship between
despair and suicide attempts and found that
high levels of despair were associated with
higher motivations “to die” for “getting relief
from a terrible mental state.”

The study investigates the relationships
between socially prescribed perfectionism,
hopelessness and depressive cognitions in a
clinical sample (n = 68). Internalized criticism
was found to be intensely associated with
hopelessness, which in turn was related to
suicidal behavior in adolescent attempts.

“This study on clinical sampie (2 = 100) found
that adolescents hospitalized for high levels
of suicidal behavior were more prone to
socally prescribed perfectionism than those
with lower levels of suicidal behavior.

Precipitating factors and life events
associated with medically serious suicide
attempts were examined in young people
(18-24) who made serious suicide attempts
and in control subjects. The firsts showed
high rates of lfe events primarily associated
with interpersonal difficutties, job problems,
financial dificulties and legal problems.

The study examines the relationship between
life events, suicide attempts, and personality
disorders considering the poor coping
strategies of PD subjects and the strong
associations with suicidal behavior: negative
life events, particularly those related to
marriage or legal and financial matters, were
significant predictors of suicide attempts,
even after considering PD diagnoses,
depressive disorders, substance use
disorders, and a history of child sexual abuse.

The authors found that for some, the suicidal
act is meant to communicate a state of
unhappiness and represents an attempt to
receive help from others.

In the study, the perception of being a
burden, as “the will to make things easier for
others,” was a statistically significant
motivation

According to the author, feelings of
non-belonging and seriousness lead to a
desire for death.

According to the author, the feefing of
entrapment is one of the trigger factors of the
suicidal ideation.

In the presence of a narcissistic personality,
suicide can become a way out to assert with
grandiosity one's power and control, a denial
of death tself

Suicidal adolescents show a generalized
state of mind characterized by attraction
toward death and reduced attraction to lfe.
The suicidal cognitive pattern of bias on
attention, information processing, and
mermory compromises the individual's ability
to remernber the reasons for iving or being
confident in life.

Risk behaviors, physical and sexual abuse,
assisted violence, conduct disorders, low
grades and many absences, bulimia,
recurrent diets, possession of a weapon,
being threatened or mistreated in school, and
being robbed are al traumatic events related
1o the onset of ideation or suicidal conduct;
victimization by peers can discriminate
among teenagers with various degrees of
suicidal behavior: the more severe the
suicidal ideation, the more likely episodes of
bullying happened.

‘The study finds an association between
impulsive traits, suicide attempts, and

self-injurious behaviors.
According to the author, the possibiity of

realizing the desire to diie is determined by
the “capability” to tolerate pain and fear, often
acquired through self-harm.
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1. How long have you been thinking about the idea of ending your lfe?
2. What did you think the first time it came to your mind?

3. What reasons do you think prompted you to have these thoughts?
4. What kind of emotions usually accompany these thoughts?

If the subject presents a structured ideation with intent/planning to act, please
continue the interview by investigating the reasons for this ideation.

5. How long have you had the intention to end it? How long have you been
thinking of a suicide plan?
6. What did you think the first time you had the intention/you planned to kill
yourself?
. What reasons do you think prompted you to have these thoughts?
8. What kind of emotions usually accompany these thoughts?

~N

If the subject has made a suicide attempt (or more than one), please continue
the interview by investigating the reasons for this gesture.

9. Do you remember your thoughts before the suicide attempt? Can you tell
the content of these thoughts?

10. What reasons do you think prompted you to make this gesture?

11. What emotions did you feel in the previous moments?

The cinician s required, for each answer, to consider the relevance with each

domain of the scale, based on the description of the areas, the examples

contained therein, and the affective states highlighted, assigning a relevance

score to the reasons emerged as described above.
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