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SUMMARY

Aim. The objective of the study was to assess possible relationships between the occurrence of deliberate 
self-harm (DSH) in young patients during their psychiatric treatment and the presence of specific mental 
disorders, or the history of suicide attempts, the exposure to abuse and their family situation. 
Material. The studied group consisted of 187 in-patients, aged 13-19 years, hospitalised at the Adoles-
cent Ward of the Central Teaching Hospital, Medical University of Łódź, during 2 quarters: on the turn of  
2005 and at the beginning of 2006. 
Method. All patients were psychiatrically examined and, on discharge, they were assessed with the “Ques-
tionnaire for the Assessment of Self-Harm” designed for the purpose of this study.
Results. Forty-seven percent of the psychiatrically treated in-patients had performed DSH acts. A strong 
relationship (p<0.001) was found between the occurrence of DSH and the previous history of suicidal at-
tempts, the presence of an alcoholic problem in the family, exposure to sexual and physical abuse and 
the lack of support from close family members. 
Conclusions. There was no relationship between the occurrence of deliberate self-harm in young in-pa-
tients and the presence of a specific psychiatric disorders. 

deliberate self-harm/ adolescents/ mental disorders

INTRODUCTION

 During the recent years, the incidence of de-
liberate self-harm in youth has been demonstrat-
ing a clearly growing tendency. A simultaneous 
occurrence of different views and opinions on 
the issue becomes fairly apparent already at the 

level of deliberate self-harm (DSH) definition, 
approaching this phenomenon either as “volun-
tary body injury or tissue damage without con-
scious suicidal intention” [1] or without being 
explicit as to possible consequences – “deliberate 
self-harm is any initiated behaviour, with a non-
fatal outcome in which an individual deliberate-
ly did one or more body surface injuries, e.g., by 
striking, burning, cutting, wounding, jumping 
from a height, or ingested a non-ingestible sub-
stance or object or drug intake in doses exceed-
ing therapeutic levels” [2].

CASE (Child and Adolescent Self-harm in Eu-
rope – CASE study), multi-centre questionnaire 
studies, regarding DSH prevalence among chil-
dren and psychiatrically untreated youth have 
demonstrated that, depending on the country, 
students with DSH amounted to 2.7% up to 
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12.9% of the studied population (N=30,000) [3]. 
The highest percent of DSH (40%) was found 
among teenagers in institutions [4]. The majori-
ty of authors are of the opinion that it is the girls 
who prevail among the subjects, demonstrating 
self-harming behaviours [2, 5, 6]. It can be ex-
plained by girls’ different emotional experienc-
ing of their bodily entity. DSH prevalence among 
psychiatrically-treated adolescents has been es-
timated to be within the range from 40% to 61% 
[7, 8]. When tracing the issue back through the 
medical records of the Department of Adoles-
cent Psychiatry, Central Teaching Hospital of the 
Medical University of Łódź, for the year of 2004, 
it becomes evident that 27% of the hospitalised 
patients were victims of DSH attempted in var-
ious ways [3].

Deliberate self-harms may occur as a symp-
tom, which accompanies many psychic disor-
ders, being described in subjects with diagnosed 
borderline personality. The associations between 
self-destructiveness and the above-mentioned 
personality disorders are so significant that re-
peated threats of suicide and self-harm have be-
come recognised diagnostic criteria, see both 
DSM-IV [9] and ICD-10 [10]. It is estimated that 
52% to 78% of these patients undertake autode-
structive activities. Situations when DSH coin-
cides with alimentation disorders are also im-
portant. Strong [11] draws our attention to the 
significance of psychic and physical traumas, in 
particular, of sexual abuse, for the initial framing 
of both these disorders. Moreover, it is assumed 
that, at the base, they have the same psycholog-
ical mechanisms, allowing the affected subjects 
for a sort of repeated experiencing of the prima-
ry trauma, this time, in a more controlled way 
[12]. In ICD-10 [10], DSH are symptoms of hy-
perkinetic disorders with mental impairment 
and stereotype movements.

The attempts to estimate the incidence of psy-
chic disorders among the subjects, undertak-
ing the acts of self-harm, indicate that DSH epi-
sodes concern a significant percent of this pop-
ulation, varying from 25% up to 90%, depend-
ing on the available sources [13]. Most often, in 
subjects with SH, affective disorders, psychoac-
tive substance abuse and morbid fears (phobias) 
are identified [14]. It is assumed that an effective 
treatment of psychic disorders may significantly 

reduce the prevalence of autoaggressive behav-
iours in this age group [15].

In 1990, Favazza and Rosenthal [16] suggest-
ed the “recurrent self-harm syndrome” to be 
assigned a separate diagnostic category in the 
American DSM classification, within the range of 
unspecific impulse control disorders. Following 
the ICD-10 classification [10], self-harms should 
be coded acc. to the entries in Chapter XX - “De-
liberate self-harm” (X60-X84). It covers both self-
harms without suicidal intentions and suicidal 
attempts, thus impeding the distinction of par-
ticular autodestructive behaviours.

The aetiology of DSH is multifactorial. Accord-
ing to a view, prevailing in the current litera-
ture, DSH is a sort of interaction, occurring be-
tween biological predisposition (susceptibility) 
and traumatic experiences from childhood [17]. 
Autoaggressive behaviours accompany many 
genetically determined syndromes with mental 
impairment [18].

A number of reports indicate a relationship 
between family situation in childhood and lat-
er undertaking of autoaggressive behaviours 
[19, 20]. Growing up in dysfunctional families, 
with acts of domestic violence or with long-term 
feeling of being neglected may trigger negative 
emotions [21] and self-harms may be a simple at-
tempt of abreaction. Among the adolescents with 
DSH in history, treated at the Department of Ad-
olescent Psychiatry, Central Teaching Hospital 
of the Medical University of Łódź in 2004, 11% 
had experienced sexual abuse, while 18% had 
been victims of physical violence [3]. The prob-
ability of DSH is also higher in youth, brought 
up in incomplete families [2]. According to the 
results of studies by Lewandowska et al. [22], 
it appears that 50% of young people with self-
harming behaviours have been raised without 
one parent. The effects of contact loss with im-
portant persons on the incidence of DSH have, 
among others, been confirmed by studies, per-
formed among psychiatrically treated youth, re-
vealing that 47% of DSH undertaking patients 
lost contact with their father in childhood [3]. 
Similarly, a loss of contact with a tutor in insti-
tutions became a factor of increased risk for lat-
er SH occurrence [23].

Despite many studies, the effect of certain psy-
chic disorders on self-harm incidence in youth is 
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still unsolved, especially in the context of fami-
ly and traumatic factors.

GOAL

The goal of the study was and evaluation of 
the relationships between the occurrence of de-
liberate self-harm in hospitalised youth and: the 
diagnosis of certain mental disorders, undertak-
ing of suicidal attempts in the past, sustaining 
sexual and physical abuse and family situations 
(divorce of parents, lack of support from family 
members, the alcoholic problem in family, psy-
chic diseases in family history, a traumatic expe-
rience of a parent’s death).

MATERIAL

The study population included 187 patients 
(age: 13-19 years), hospitalised at the Depart-
ment of Adolescent Psychiatry, Central Teaching 
Hospital of the Medical University of Łódź dur-
ing the 4th quarter 2005 and the first quarter of 
2006. The patients were recruited to the study in 
sequence of their admission to the hospital. The 
study population included 58 boys (their mean 
age: 16.81 years; SD = 1.25 years) and 129 girls 
(their mean age: 16.5 years, SD = 1.38 years). The 
mean age for the entire study population was 
16.59 years (SD = 1.35 years).

Patients with identified mental impairment 
were excluded from the study for the difficulty 
in their understanding of questions in the study 
questionnaires.

METHOD

All the qualified patients were psychiatrically 
examined by the same researcher and diagnosed 
according to the ICD-10 [10] classification; addi-
tionally they were evaluated by means of a spe-
cially designed “Deliberate self-harm evaluation 
questionnaire”, taking into consideration select-
ed independent variables.

On discharge, the patients were classified into 
two subgroups in consequence of, at least, one 
DSH episode, i.e., dependent variable, recorded 
in the course of hospitalisation. The common-

ly quoted definition of DSH has been accepted 
in the study, approaching such an act as: “de-
prived of suicidal intentions, deliberate infliction 
of pain and/or body harm” [12].

Statistical analyses were performed by means 
of the SPSS 12 for Windows PL statistical soft-
ware package. The conformity of the distribu-
tion of variables with normal distribution was 
evaluated by the Shapiro-Wilk test. The relation-
ships of qualitative variables were evaluated by 
assessing the prevalence of particular catego-
ries in contingency tables, followed by a mutu-
al comparison of the categories by the Chi2 in-
dependence test. The maximal, allowed proba-
bility of type I error at α=0.05 was accepted for 
all the analyses. Accurate test probabilities (p) 
were calculated for the applied statistics. In or-
der to be able to perform statistical calculations 
by the Chi2 independence test, rare categories 
of the “Diagnosis” variable (each category oc-
curring in less than 10% of the patients) were 
combined together, resulting in a new variable 
of “Diagnosis” with 4 categories. Goodman and 
Kruskal’s lambda (λ) was accepted as the meas-
ure of association.

RESULTS

At least one act of deliberate self-harm with-
out suicidal intentions occurred in 47% of the ex-
amined youth, hospitalised for psychic disorders 
(N=88, including 76% of girls and 24% of boys).

The results of one-dimensional analyses, pre-
sented in Tab. 1 (next page), indicate that the fol-
lowing factors were, in fact, the variables, sig-
nificantly associated with undertaking the acts 
of self-harm among all the inpatients, included 
in the reported study (the factors have been ar-
ranged in decreasing order, depending on the 
lambda coefficient values: “suicidal attempt”, 
“alcoholic problem in family”, “sustained phys-
ical abuse”, “sustained sexual abuse” and “lack 
of support in family”.

No association was shown between the - un-
dertaken acts of self-performance and: the ap-
pointed four categories of diagnosis and certain 
family factors - parents’ divorce, death and psy-
chic diseases in family history.



26	 Dorota Warzocha et al.

Archives of Psychiatry and Psychotherapy, 2010; 2 : 23–29

Variable Level
SH

χ2 df P Λ§

No (%) Yes N(%)

Gender
Female 62 (62.6) 67 (76.1)

3.974 1 0.057 0.057
Male 37 (37.4) 21 (23.9)

Diagnosis -  4 categories

F 20, F21, F22

33 (33.3) 36 (40.9)

1.802 3 0.624 0.034Affective disor-
ders 22 (22.2) 18 (20.5)

Neurotic disor-
ders 26 (26.3) 17 (19.3)

Other disorders 18 (18.2) 17 (19.3)

Suicidal attempts in history
No 78 (78.8) 32 (36.4)

34.618 1 <0.001 0.398
Yes 21 (21.2) 56 (72.7)

Parents’ divorce
No 89 (89.2) 75 (85.2)

0.943 1 0.377 0.034
Yes 10 (10.1) 13 (14.8)

Lack of support in the family
No 88 (88.9) 67 (76.1)

5.342 1 0.031 0.114
Yes 11 (11.1) 21 (23.9)

Alcoholic problem in the family
No 89 (89.9) 49 (55.7)

28.208 1 <0.001 0.330
Yes 10 (10.1) 39 (44.3)

Psychic diseases in the family
No 86 (86.9) 82 (93.2)

2.034 1 0.225 0.011
Yes 13 (13.1) 6 (6.8)

Death in the family
No 91 (91.9) 76 (86.4)

1.505 1 0.244 0.045
Yes 8 (8.1) 12 (13.6)

Physical violence experiencing  
No 90 (90.9) 59 (67.0)

16.386 1 <0.001 0.227
Yes 9 (9.1) 29 (33.0)

Sexual abuse in the family
No 98 (99.0) 70 (79.5)

19.297 1 <0.001 0.193
Yes 1 (1.0) 18 (20.5)

Table 1. The relationship between incidence of self-harm episodes and certain specific clinical and environmental variables  
in the psychiatrically hospitalised youth

DISCUSSION

The prevalence of deliberate self-harms (DSH) 
among examined patients at the age between 13 
and 19 years, treated for various psychic disor-
ders at the Department of Adolescent Psychi-
atry, Central Teaching Hospital of the Medical 
University of Łódź on the turn of 2005 and at 
the beginning of 2006, was almost twice as high 

as that for the year 2004, namely 47% vs. 27% 
[3]. The data correspond to the mean values of 
DSH prevalence in youth – 40% to 61% - present-
ed in the English language literature [7, 24]. It 
should be underlined here that no DSH episodes 
are recorded in psychiatric patients in Poland. 
The available data concern, first of all selected 
populations of school students, not psychiatri-
cally treated. Regarding the students of second-

Χ2 – the value of Chi2 independence test; df – the number of freedom degrees ; p – the value of bilateral accurate test probabil-
ity; λ – the value of Goodman & Kruskal’s lambda; § – dependent variable: self-harm; significant dependencies have been un-
derlined
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ary schools in Poland, DSH prevalence was 15% 
[22]. Moreover, a more than three times lower 
prevalence of DSH was shown among school 
students in the Region of Łódź vs. the hospi-
talised youth population [22]. It would suggest 
an association between DSH and mental disor-
ders, which is questioned by single authors [3]. 
It appears from the distribution of genders in 
the studied population of patients that girls had 
undertaken the acts of self-harm almost twice 
as often as boys, the difference, however, not at-
taining statistical significance. The authors [25] 
of one of the scarce studies, in which no statisti-
cally significant gender differences were demon-
strated among the self-harm committing subjects 
(the boys even slightly outnumbered the girls), 
assume that the lesser participation of the male 
gender may be the result of specially defined in-
clusion criteria, by which mainly patients with 
drug intoxications or superficial self-harms are 
recruited to studies, while ignoring more dras-
tic self-harm methods, more often practiced by 
boys.

In the presented analysis of data, the methods 
of self-harm have been omitted, first, because 
of the specific research target and second, be-
cause the patients - regardless of the their gen-
der - used most often the same method, i.e., skin 
cutting.

The performed studies did not confirm the hy-
pothesis about a higher DSH prevalence in case 
of specific subgroups of psychic disorders: psy-
chotic, depressive, neurotic. The obtained results 
should be interpreted with some care, due to 
the small numerical force of particular diagnos-
tic subgroups. Similar results were obtained by 
Nock et al. [26]. They took into account the acts 
of self-harm recorded during the two months be-
fore psychiatric hospitalisation, what provides a 
certain basis to approaching DSH as coexisting 
with psychic disorders. The lack of association 
between DSH committing and any specific psy-
chiatric diagnosis may justify approaching self-
harms as behaviours, which play certain roles, 
rather then symptoms of psychic disorders. At 
the same time, the fact should be noted of di-
agnosing different psychic disorders in a con-
siderable percent of subjects, demonstrating au-
toregressive behaviours [27]. A different – inten-
tional selection of study participants, taking into 
consideration the presence of DSH already at the 

very beginning of the enrolment process, enables 
- on one hand - to create larger, more uniform 
groups, while giving a possibility of their com-
parison with randomly selected control groups 
on the other. Following this approach, the ob-
servation of a higher prevalence of psychic dis-
turbances in self-harming subjects may be more 
strongly correlated with non-specific psychopa-
thology, such as, for example, feeling sadness, 
than with a specific psychiatric diagnosis. It is 
known that depressive disorders, which do not 
fulfil the criteria of depressive episode, coex-
ist in many other diagnostic categories of ICD 
[10]. The hypothesis that the depression degree 
may differentiate the groups with and without 
SH has not yet gained unequivocal verification. 
Among the patients, undertaking the acts of self-
harm, their majority (more than 2/3rds) achieved 
results in the Beck scale, which could have indi-
cated severe depression, while the diagnosis of 
mood disturbances was obtained in only 20-30% 
of the patients [28, 29]. A high, subjective evalu-
ation of depression may indicate a suffering sta-
tus in self-harming subjects.

The sense of considering suicidal behaviours 
in self-harming youth results, among others, 
from an imprecise distinction by the authors of 
the intentions, associated with each of the two 
phenomena, and from a proven strong relation-
ship between depression and suicidal behav-
iours [3]. In the performed studies, the patients, 
committing self-harm without suicidal inten-
tions, statistically significantly more frequently 
undertook explicit suicidal attempts in the past. 
This observation demonstrates a strong associ-
ation between self-harm with suicidal intention 
and those without such intention. The risk of su-
icide after previous acts of self-harm is sever-
al hundred times higher than that in the gen-
eral population [30]. Nock et al. [26] think that 
multiple and repeated self-harms are particular-
ly dangerous because they familiarise with fears 
of self-harming and accustom to pain, thus mak-
ing the subject less afraid of attempted suicide. 
The view about the differences between suicid-
al attempts and DSH, as presented in literature, 
has been based on the data, concerning, among 
others, the use of different methods, as well as a 
different motivation [1, 4].

Many authors [24, 31] emphasise the effects 
of experienced violence on DSH in youth. It has 
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been demonstrated that young persons with ep-
isodes of deliberate self-harm experienced sex-
ual abuse in childhood twice more often than 
physical abuse [12]. In turn, the role of physical 
ill-treatment in the development of autoregres-
sive behaviours has been emphasised by Green 
[32]. In the group of ill-treated children, stud-
ied by her, 40% committed self-harm, while in 
the group of neglected children, DSH was iden-
tified in 17.2%, falling to 6.7% in children from 
non-pathological families.

Lack of proper bonds in the family may be at 
the base of DSH fixing [17], while proper fami-
ly relations are perceived as protective factors in 
autoregressive behaviours [33].

In the presented studies, both sexual and phys-
ical violence turned out to be variables with sta-
tistically significant associations with DSH prev-
alence. According to Wycisk [34], the relation-
ship between SH and violence experiencing may, 
among others, be explained by the mechanism 
of: internalisation of the aggressor’s hostility, 
disturbed pleasure and pain sensations, disso-
ciations within bodily sensations. Violence ex-
periencing may also disturb the ability to modu-
late affectation, therefore, self-harms – when at-
tempted by violation victims – may be a patho-
logical way of affect control [35].

Numerous reports indicate a relationship be-
tween certain family situations and self-harm at-
tempts, including disturbed communications in 
the family [20, 36], a loss of contact with rela-
tives [23], the occurrence of depression in moth-
ers [37]. In the last case, an association of moth-
er’s psychic disease with DSH was identified 
only in those patients, who evaluated their rela-
tions with mothers as unsatisfactory, while the 
depression itself of the patients’ mothers, with-
out any reference to family relations, did not in-
crease the risk of DSH. Similar results were ob-
tained in the reported study. Out of the five an-
alysed family factors (parents’ divorce, lack of 
support in the family, an association with DSH 
was demonstrated only in cases of experienced 
lack of support from relatives and the alcohol-
ic problem in the family, which – as it is com-
monly known – strongly disturbs relations in 
the affected family. In the study by Hawton et 
al. [38], conflicts in the family turned out to be 
a significant risk factor for DSH only in girls. In 
the reported study, a separate analysis of risk 

factors for girls and boys was given up because 
of the rather small number identified patients 
with self-harms. Evans et al. [33] indicate a pos-
sible, protective effect of family situation on self-
harms, assuming that a complete, properly func-
tioning and supportive family may effectively 
compensate for the consequences of numerous 
stresses.

CONCLUSIONS

During the last 3 years, a double increase of de-
liberate self-harm (DSH) prevalence was record-
ed among psychiatrically treated inpatients of 
the Department of Adolescent Psychiatry, Cen-
tral Teaching Hospital of the Medical Universi-
ty of Łódź.

No significant relationship was found between 
DSH and the type of diagnosed mental disorders 
in the studied group of youth.

A significant association was demonstrated be-
tween current acts of DSH and history of suicide 
attempts in the past.

The alcoholic problem in the family, an expe-
rienced lack of support from relatives and sus-
tained sexual abuse and/or physical violence 
may be the contributing factors, which trigger 
autoregressive behaviours of youth.
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