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ABSTRACT

Objective: The primary objective of this study was to determine the sociodemographic and clinical
characteristics of all persons who presented to the Accident and Emergency Department of the
University Hospital of the West Indies with a history of deliberate harm over a six-month period.
Methods: The dockets of patients presenting with deliberate self-harm were collected and reviewed for
the information. A questionnaire was designed to extract the information. Data were analysed using
SPSS version 17 and RXC programme.
Results: Of the total number of dockets reviewed (n = 61), 78% of patients were below age 40 years,
with a mean age of 28 years. Sixty-four per cent were female, 82% were single, 83% lived with someone,
80% had a secondary school level of education and 72% were unemployed. Overdose of medications
was the main method of harm. Seventy-five per cent of patients did not use illicit substances. There
was a significant association found between reason for self-harm and psychiatric illness (p < 0.001).
Conclusion: Given these preliminary results, it would be useful to conduct a wider, island-wide study
to determine the extent of self-harming behaviour in Jamaica so that appropriate interventions can be
implemented to reduce this problem.
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age, gender, marital status and employment status. Available
figures, both relative to population size and in absolute num-
bers, show that non-fatal suicidal behaviour is more prevalent
among younger people than older people. The ratio of fatal
to non-fatal suicidal behaviour in those over age 65 years is
usually estimated to be of the order of 1:2–3, while in young
people under 25 years, the ratio may reach as high as 1:100–
200 (5, 6). Although suicidal behaviour is less frequent in the
elderly, the probability of a fatal outcome is much higher (7,
8).

Also, as a general trend, the rates of non-fatal suicidal
behaviour tend to be two to three times higher in women than
in men. In most countries, men commit more suicide and
women make more suicide attempts: this is called the gender
paradox (9). There are some exceptions, like China, where
women commit more suicide than men, and a few places
such as India, Singapore, Hong Kong, Kuwait and Japan
where the suicidal behaviour has almost the same figures
between both genders (9).

Studies on the relationship between marital status and
suicide reveal high rates of suicide among single or never-
married people in western cultures, even higher rates among
widowed people, and some of the highest rates among people
who are separated or divorced (10, 11). Interestingly, marri-
age is not protective in all cultures. Higher rates of both fatal
and non-fatal suicidal behaviour have been reported among

From: 1South East Regional Health Authority, Ministry of Health and
2Department of Community Health and Psychiatry, The University of the
West Indies, Kingston 7, Jamaica, West Indies.

Correspondence: Professor W Abel, Department of Community Health and
Psychiatry, Section of Psychiatry, The University of the West Indies,
Kingston 7, Jamaica, West Indies. E-mail: drwendelabel@gmail.com

INTRODUCTION
Deliberate self-harm is a complex and perplexing behaviour
that has been explored in the scientific community for many
years without definitive results. Extant research evidence
indicates that the frequency of deliberate self-harm has
increased in recent years (1–3).

Deliberate self-harm can be considered as an acute,
non-fatal act of self-harm carried out deliberately in the form
of an acute episode by an individual with variable motiva-
tion. The aim to end life may have been variable or absent.
This phenomenon is also referred to as attempted suicide or
parasuicide. Deliberate self-harm is a violent act that persons
commit against themselves which may result in levels of
morbidity or even death. The lethality of the methods used
may help to determine the end result, that is, cutting,
overdosing on medications, self-poisoning, or use of
weapons [eg guns] (4).

Numerous studies have noted that the sociodemo-
graphic factors associated with deliberate self-harm include
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married women in Pakistan, compared with both married
men and single women (12, 13).

It has been suggested by the literature that the level of
education of persons may impact on whether or not they
practise self-harming behaviour. However, the literature has
been conflicting, as some studies suggest that educational
level may not be a significant risk factor (14).

In terms of clinical features, existing literature has
pointed out that both depression and anxiety are commonly
seen in persons who engage in deliberate self-harm, but
anxiety/tension has been found to maintain a substantial
unique relationship to deliberate self-harm over depression
(3).

Some of the principal psychiatric and psychological
factors associated with suicide are major depression, other
mood (affective) disorders, such as bipolar disorder (a con-
dition characterized by periods of depression, alternating
with periods of elevated mood or mania, and in which the
changed states can last for days or even months),
schizophrenia, anxiety and disorders of conduct and per-
sonality, impulsivity and a sense of hopelessness (15–22).
There is an associated risk of suicide in patients who have
been diagnosed with a psychiatric disorder. An estimate of
25% to 50% of all patients with bipolar disorder will make a
suicide attempt (23). Mood disorders, substance use dis-
orders and their co-morbidity increase the risk of suicide
attempts (24), with many of the substance use disorders
having an underlying depression.

Given what has been uncovered about deliberate self-
harm internationally, it becomes crucial to examine and
determine the sociodemographic and clinical characteristics
of persons presenting with deliberate self-harm within the
Jamaican context.

SUBJECTS AND METHOD
This was a retrospective descriptive study consisting of a
review of dockets of all patients who presented with deli-
berate self-harm including attempted suicide and parasuicide
to the Accident and Emergency Department of the University
Hospital of the West Indies (UHWI), over the period March
to September 2011.

A total sample of 61 dockets met the criteria for deli-
berate self-harm as outlined for this study. A data extraction
form was utilized to elicit sociodemographic and clinical
features of these patients. This form captured information
related to age, gender, marital status, educational status,
employment status and employment group, living arrange-
ment, substance history, method of harm, reason for self-
harm, presence or absence of past psychiatric history, past
psychiatric diagnosis, provisional psychiatric diagnosis,
follow-up, mode of therapy and services referred.

The information was obtained from the clinical
histories and diagnoses that were taken by the duty psy-
chiatric resident and approved by the consultant psychiatrist
on duty at the time the patient was being seen. All diagnoses

were based on the Diagnostic and Statistical Manual of
Mental Disorders, fourth edition, text revision (DSM-IV-
TR).

The data obtained were analysed using the statistical
programmes SPSS for Windows, version 17, and the RXC (R
by C) programme created by Mark Miller. Frequencies and
a comparison of means using the Mann Whitney U test were
done with SPSS programme, while exact tests were
performed using the RXC programme.

RESULTS
Sixty-one patient records were reviewed over the six-month
period. More patient records were initially listed for review,
but were not located.

Sociodemographic characteristics
The majority of patients were female (63.9%) and roughly
49% of them were below the age of 20 years. The mean age
was 28 years with a range of 11 to 65 years. Table 1 also
shows that 82% of the population examined was single, while
approximately 10% of the population examined was married.
The remainder were in common-law unions, visiting
relationship, or divorced.

Of note, no one in the sample had less than a secondary
level of education (Table 1). However, the majority of the
population examined, 72.1%, was unemployed, of which
approximately 36% were students. Other employment
groups included entertainers, security and labourers.

Table 1: Sociodemographic characteristics of patients

Description f %

Gender
Male 22 36.1
Female 39 63.9
Age group (years)
< 19 30 49.2
20–39 24 39.3
> 40 7 11.5
Marital status
Single 50 82
Married 6 9.8
Common-law 2 3.3
Visiting 1 1.6
Divorced 2 3.3
Educational level
Secondary 49 80.3
Tertiary 11 18
Vocational 1 1.6

Clinical characteristics
The most frequent method of self-harm included overdosing
on pills (33%), followed by hanging (23%) and cutting [14%]
(Table 2). Among those who overdosed on medication,
approximately 11% of them took analgesics, while approxi-
mately 8% of them used antibiotics. Approximately 7% of
the study population used a combination of medications:
analgesics and vitamins, analgesics and antihypertensive, and
analgesics and antibiotics.
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Approximately 48% of the population examined had
interpersonal conflicts as their reason for harming themselves
while 23% reported that they were feeling sad, and 18%
reported that they were hearing voices commanding them to
harm themselves (Table 2). Other reasons that were given
included a panic attack, financial constraints and witnessing
a violent event.

The majority of the population presented with
symptoms of feeling sad (59%), while approximately 20%
reported that they were feeling upset and 16% of the
population reported hearing voices. Other presenting
symptoms noted included mumbling and ‘chatting foolish-
ness’, which is saying statements that were incoherent to the
listener.

Most of the patients reported that they did not use
substance (75.4%); also, most did not have a past psychiatric
history (75.4%). However, for those who did report a past
psychiatric history, mood disorders were most commonly
reported (9.8%), followed by ‘other’ (8.2%).

DISCUSSION
The study results indicated that 63.9% of females reported
deliberate self-harm. These data are consistent with the
literature which indicates that globally, females report greater
rates of self-harm than males, while males tend to be engaged
in behaviour that would result in more successful suicides
(25).

The majority of persons who committed self-harm
were below the age of 40 years. This finding is inconsistent
with international findings which indicate that self-harm rises
with increasing age. There were exceptions to this finding
in a few countries, such as Australia, Canada, United King-
dom, and Guyana (25). Jamaica seems to align with these
exceptions.

It was noted that 85% of the patients were not involved
in a relationship (82% were single and 3% were divorced)
while approximately 15% were in committed relationships.
This supports findings from previous research that persons
who are not involved in a committed relationship are at
greater risk of committing self-harming behaviour, as
relationships are noted to be protective factors (10, 11). For
those persons who were married (10%) and committed
deliberate self-harm, this may be explained by some other
factor affecting the relationship at that time.

Consistent with the literature is the finding in this study
that males reported greater use of lethal methods than
females (26). More males used hanging, while more females
used medications, and the medication of choice was
analgesics. The fact that analgesics were the most common
type of medication used is in keeping with global findings
(27, 28). These medications are readily available over-the-
counter in supermarkets, pharmacies, and several shops
across the island. Acetaminophen is the most commonly
used over-the-counter analgesic and antipyretic in many
countries, including Canada, and it has emerged as the
leading cause of deliberate self-poisoning.

Importantly, the present findings diverged from those
of previous studies which noted substance use as a significant
reason for deliberate self-harm. The majority of patients who
presented to the Accident and Emergency Department did not
report using substances to their attending physician. The
reasons related to this divergence needs to be explored in
future studies.

The major reason for self-harm given by this group of
patients was interpersonal conflicts. This is significant, and
may suggest that there are some basic relationship issues that
may need to be addressed at these ages. Approximately 50%
of the 61 patients were below the age of 19 years. Any inter-
personal conflicts may have been due to poor relationships
with their caregivers, that is, their parents, relatives or
guardians. A study conducted in 2003 by Pottinger et al sug-
gests this as a risk factor for suicidal behaviour in children
and adolescents (29). With respect to the adults who reported
interpersonal conflicts as their reason for self-harm, poor
coping skills may also play a part in the self-harming
behaviour that they presented with.

Furthermore, of the patients examined (n = 61),
approximately 72% were unemployed. Studies suggest that
persons who are unemployed are at greater risk of com-
mitting deliberate self-harm due to financial stress which
unemployment may generate (30–32). This may suggest that

Table 2: Clinical characteristics of patients

Description f %

Method of self-harm
Overdose of pills 20 33
Hanging 14 23
Ingestion of poison 5 8.2
Cutting self 9 14.8
Other 13 21
Reasons for self-harm
Hearing voices 11 18
Interpersonal conflict 29 47.5
Feeling sad 14 23
Other 7 11.5
Substance history
Cigarettes 2 3.3
Alcohol 5 8.2
Cannabis 2 3.3
Crack/cocaine 1 1.6
Combination 5 8.2
None 46 75.4
Past psychiatric history
Yes 15 24.6
No 46 75.4
Past psychiatric diagnosis
Schizophrenia and brief psychotic
disorder 4 6.6
Mood disorders 6 9.8
Other 5 8.2
None 46 75.4
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unemployment in this group of persons examined is a signi-
ficant factor contributing to their self-harming behaviour.

This study suggests that there is a significant asso-
ciation between past psychiatric illness and self-harming
behaviour. Those that had a history of past psychiatric illness
were found to have multiple incidents of self-harming be-
haviour. This is in keeping with findings of researchers who
argue that co-morbid psychiatric illnesses are associated with
repeated self-harming behaviour and persons with a past
history of a psychiatric illness are more likely to repeat the
self-harming behaviour (8, 14, 22, 23).

Some limitations of the study include the small sample
size as well as the fact that data were taken from a hospital
pool which may not represent a true picture of self-harm that
may be occurring in the general population. Other shortfalls
include the duration of time to obtain the sample, missing
dockets and the inability to confirm patients’ actual
diagnoses. In addition, the study was a retrospective analysis
and is associated with uncontrolled confounding factors.

CONCLUSION
Notwithstanding the limitations, these preliminary findings
can help to increase the understanding of self-harm
behaviour in our population and how it relates to what has
been found globally. Moreover, the findings indicate the
need for a broader study which captures persons throughout
the island. As a profile of those who present with these beha-
viours is developed, clinicians may be better able to assess,
treat and recommend approach management for patients pre-
senting with these concerns.
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