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Clinico-psychiatric profiles of children with self-harm poisoning
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Abstract

Background: Self-harm among young people is increasing day by day and little is known about the reasons young people give for
cessation and their link with gender or employment status. Objectives: The aim was to study the psychiatric aspects of self-harm and to
look for underlying contributing factors responsible for self-harm. Materials and Methods: Hospital based prospective study conducted
in a tertiary hospital in the eastern India. Children between 5 and 15 years of age admitted with poisoning were recruited. Extensive
questionnaire was put to the admitted children and their parents. Psychiatric diagnosis and evaluation were made based on Diagnostic
and Statistical Manual of Mental Disorders IV criteria. Results: Of 62 children admitted with poisoning, 20 children had self-harm
poisoning. Girls outnumbered boys with ratio of 1.8:1. Though the number is less, boys had more severe poisoning requiring longer
hospital stay. More than 85% children with self-harm were more than 11 years of age. Incidence was more in low socioeconomic group,
and family stress was the most important contributing factor. Out of two children with recurrent self-harm behavior, one had bipolar
disorder and other was having major depression. Conclusions: Self-harm poisoning is one of the significant problems in children and
adolescent. In the case of recurrent episode, one should evaluate for any underlying psychiatric illness and treat the underlying illness.
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or self-injury carried out by an individual irrespective

of motivation [1]. This commonly involves self-
poisoning with medication or physical injury by self. Important
exclusions to this term include: (1) Harm to the self, arising
from excessive consumption of alcohol or recreational drugs,
(2) mismanagement of physical health conditions, (3) body
piercing, and (4) starvation arising from anorexia nervosa.
Adolescent age group is the most vulnerable group for the
self-harm poisoning. The agents used in self-poisoning vary
depending on the area and the culture worldwide. Population
estimates of the prevalence of self-harm in the community
vary considerably. One cross-national study of 17 countries
found that an average of 2.7% of people reported a previous
episode of self-harm, but with considerable variation between
0.5% in Italy and 5% in the US [2]. In a survey by Meltzer
et al. conducted over 12,529 children and young people aged
5-15 years, 1.3% had tried to harm them. However, there is no
such data available for estimation of prevalence of self-harm
in India [3].

The term self-harm refers to any act of self-poisoning

It is reported that not all deliberate self-harm patients are
suicidal, and, therefore, the motivation of the ingestion is
something else. Certain reported risks for self-harm behavior
are depression, disruptive disorders, poor family background

and low self-esteem [4]. Some studies present a higher rate
of suicidal behavior among girls than among boys in self-
poisoning [5,6]. It is a known fact that adult suicidal behavior
is associated with unemployment, social deprivation and
psychiatric illness [7], but the association between self-harm
and underlying psychiatric illness in young people in Indian
scenario is less clear. Therefore, we planned this study in an
attempt to find the relationship between underlying psychiatric
illnesses and self-harm in children and adolescents in a tertiary
care center and to identify the associated risk factors and
precipitants.

MATERIALS AND METHODS

This was a prospective study carried out in a tertiary care
hospital in the eastern part of India from January to December
2010. Institutional ethics committee approval was taken before
recruitment of cases. Children between 5 and 15 years of age
admitted with poisoning were recruited after taking informed
consent from the parents. Detail history was taken from the
parents as well as patients about the circumstances of the
poisoning and psychiatric consultation was taken to rule out
association of any psychiatric illness. Socioeconomic status
of the parents was classified based on modified Kuppuswamy
classification. Extensive questionnaire was put to the admitted
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children and their parents. Psychiatric diagnosis and evaluation
were made based on Diagnostic and Statistical Manual of Mental
Disorders IV criteria. When both the parents and child were
in agreement that the child consumed the poisonous substance
intentionally (when interviewed separately) were included in
the study and children with accidental or homicidal poisoning
and children with mental retardation were not included in the
study population.

RESULTS

During the study period, total 62 children were admitted in
our hospital with poisoning or envenomation. Among the
62 children, only 20 children qualified the inclusion criteria
and the rest were excluded from the study. Among the study
subjects, 7 were male and 13 were female. Male to female ratio
was 1:1.8. When we compared the age group of the subject,
we found that most of the children with self-harm poisoning
were young adolescent. 16 children belonged to the age group
between 10 and 15 years where as 4 children were between 6
and 10 years. Mean age was 12 years and 2 months (Table 1).

Socioeconomic factor also contributes a great deal to the
psychological stress and which lead to self-harming. 70% of
the studied children belonged to low socioeconomic status
as compared to only 25% belonged to the middle, and 5%
belonged to high socioeconomic status (Table 1). Children have
used different methods for harming themselves. In our study, we
found that organphosphorous was the most common offending
agent, followed by oleander, insecticide, phenyl and kerosene.
Out of 20 children 14 were admitted with organophosphorous
poisoning whereas 4 with oleander poisoning. Phenyl and
kerosene were the offending agent in one patient each (Table 1).

In our study, we found that in most of the children stress
was the most important contributing factor, which provoked the
child to take this extreme step. Family stress (8 out of 20 cases)
in the form of conflict with the peer or parental neglect was the
most common, followed by study stress (7 out of 20 cases). In
the case of four children, stress was not identified.

The study showed two children with recurrent self-harm
behavior had underlying psychiatric illness, which required
treatment in the psychiatric department. One 11 year old child
had bipolar disorder and other child of 13 years had major
depression. After treatment, they have not taken the extreme
step of self-harm in 2 years follow-up after the study.

DISCUSSION

Self-harm is an expression of personal distress, usually made
in private by an individual who hurts him/herself. The nature
and meaning of self-harm may vary from person to person and
the reasons behind it may be different on each occasion [8].
Methods of self-harm can be divided into two broad groups:
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Table 1: Demographic profile of the study population

Total number of children 62
with poisoning/envenomation
Number of children excluded 42
Total study subject 20
Age group (years)
6-10 14
10-14 6
Socioeconomic condition (%)
Low 14 (70)
Medium 5(25)
High 1(5)
Type of poison
Organophosphorous 14
Oleander 4
Phenyl 1
Kerosene 1

Self-poisoning and self-injury. Although, there may be different
motivations and intentions behind the method chose [9], there
is a variety of individual and practical reasons those span both
the groups. Assumptions cannot be made about motivation and
intent based on the chosen method of self-harm and, indeed,
there is good evidence that people often switch methods of self-
harm [10].

Data regarding self-harm in India is lacking as there are
very few studies regarding self-injury on Indian children. In
our study, we observed that the maximum number (more than
85%) of children with self-harm were more than 10 years old.
Girls outnumbered boys with a sex ratio of 1.8:1. However,
more serious and fatal poisoning was found in the case of boys
leading to prolonged hospital stay. Our study differs from the
study done by Krishnakumar et al. In their study incidence of
self-injury was more in boys [11]. As our hospital is one of the
major referral hospitals in the eastern part of our country, the
hospital figures included information of all young people who
needed emergency medical assessment or treatment following
self-harm behavior. However, those young people who did not
need hospital treatment were not represented in this study. This
may explain the relatively low numbers of cases with self-
inflicted injury, as superficial cuts may not require medical
intervention. Most of the cases are managed in the peripheral
hospitals, and only a few are referred to tertiary care center.
Therefore, the incidence of self-harm in young people who do
not attend the emergency department is unknown.

Different factors contribute to the self-harm behavior in
children and adolescent. Some of these factors are: Family
conflict, socioeconomic factors, nutrition, smoking, substance
abuse, deviant peer group, and school problems. In the present
study, we found a significant correlation between social
deprivation indices and parasuicide (including overdose
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and deliberate self-injury) in children and adolescents. This
may be because of parental neglect and more acute stress in
this socioeconomic group. There is accumulating evidence
that the risk of self-harm and suicide increases with social
deprivation[12]. Given the link between suicide and parasuicide,
understanding better the reasons for this association might help
in planning more effective primary and secondary prevention
programs.

Mental disorders (in particular affective disorders, substance
abuse disorders and antisocial behavior) are strong risk factors
for youth suicidal behavior [13,14]. These disorders can be
familial and may have influence from genetic and environmental
factors. In our study, family conflict is the most important
contributing factor for inciting self-injury. Family instability
and lack of family support might be one of the significant
underlying factors. There is a well-demonstrated association
between deprivation (particularly male unemployment) and
child abuse or neglect [15-17], which in turn is associated with
parasuicidal behavior. It can be concluded that socioeconomic
adversity has a negative effect on parenting in general,
regardless of the type of family.

Most of the children in our study belong to low
socioeconomic status and most common substance used for
self-poisoning is organophosphorous (insecticide used for
farming) because it is readily available in the household as
most of people in our state depend on agriculture. Our study
differs from Krisnakumar et al., in their study they found
that rat poison is the most common substance used for self-
harm. Repoisoning was found in two children, and they were
diagnosed to have some psychiatric illness. One of the children
had bipolar disorder, and other had major depression.

CONCLUSION

Self-harm poisoning is one of the significant problems in
children and adolescent, and about one third of the patients
admitted with poisoning and envenomations have this problem.
In the case of the recurrent episode, one should evaluate them
for any psychiatric illness and treat the underlying illness.
Family issues can be tackled by thorough discussion with the
parents and these children should be handled with utmost care
and caution to prevent such incidences.
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