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Deliberate SelfHarm: Clinical and Socio-Economic
Characteristics of 368 Patients

By H. GETHIN MORGAN, CHRISTOPHERJ. BURNS-C(@X,
HELEN POCOCK and SUSAN POTTLE

Summary. In this study 368 patients were interviewed after they had attended
the Bristol Royal Infirmary Accident and Emergency Department following a
non-fatal act of deliberate self-harm. There were twice as many women (@â€˜) as
men (i 21), and two thirds of the patients were in the 15â€”35age group. Ninety
five per cent had taken a drug overdose, most commonly one or more of the
tranquilizers, antidepressants, hypnotics or analgesics. Seventy-eight per cent
had taken drugs prescribed by a doctor. Half the patients mentioned inter
personal conflict as a major precipitating factor in the episode. A psychiatric
diagnosis was completed for all admitted patients, of whom 52 per cent were
considered to be suffering from neurotic depression, 29 per cent from personality
disorder, 12 per cent from functional psychosis and 10 per cent from alcohol
addiction. Almost half had deliberately harmed themselves on a previous
occasion. The series showed a greater than average incidence of unemployment,
overcrowded living conditions, divorce and antisocial behaviour. The implica
tions of these findings for the clinical management and prevention of non-fatal
deliberate self-harm are discussed.

INTRODUCTION

Deliberate self-harm has become a major
health problem, which has increased in size
during the last decade at a rate of about io per
cent per annum (Aitken et o.l., 1969; Alderson,
1974). In a previous paper we showed that the

incidence of self-harm in Bristol is comparable
in magnitude to that in other British cities, and
we emphasized the very high concentration of
the problem in the urban centre.

Patients who have deliberately harmed them
selves have been thoroughly documented (Weiss
man, 1974) and it has been shown consistently
that they differ in certain characteristics from
those who actually kill themselves. However,
we know relatively little about the best methods
of treatment, let alone ways in which such
behaviour may be prevented. The problem
continues to increase in size, and we need to
monitor the situation regularly in order to
detect possible changes in its main charac
teristics.

Our study set out to determine the outcome of
deliberate self-harm by following up a large
series of such patients who have made contact
with hospital services. In this way predictions
of outcome would be delineated by relating
initial characteristics to subsequent progress,
thereby providing guidelines for clinical manage
ment. The present paper describes our findings
regarding the clinical and socioeconomic charac
teristics of a sFries of patients interviewed soon
after an episode of self-harm.

METHOD

Deliberate self-harm was defined as a non-fatal
act, whether physical injury, drug overdosage or
poisoning, carried out in the knowledge that it was
potentially harmful and, in the case of drug over
dosage,thatthe amount takenwas excessive.The
series included all patients aged 15 years and over
coming under this definition who attended the
Accident and Emergency Department of the Bristol
Royal Infirmary during a total period of ten months
during 1972: the method of case detection has already
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been described (Morgan a a!., :975). Drug addicts
were excluded unless there was evidence of a deli
berate act of self-harm involving an amount of drug
over and above the usual intake. Owing to the large
numbers of patients it was necessary to exclude the
months of August and December; patients who
attended during this time were not significantly
different in age and sex characteristics from those
included in the study, and there is no reason to believe
that their exclusion introduced any bias in case
selection. Patients were interviewed by a member of
the research team as soon as possible after self-harm,
using a semi-structured questionnaire : the majority
of these interviews took place in medical wards, and
information from the patient was supplemented by
data from hospital notes. The content ofthe interview
ranged widely over personal, social and clinical data,
selected after a pilot study over the previous year.
Inter-observer reliability was assessed on a small
series of twelve patients and only those items in
which it was possible to achieve greater than 90 per
cent agreement between raters of the same interview
were retained in the definitive version of the question
naire. Basic cross-checks were applied before com
puter analysis to confirm the internal consistency of
the data. Supplementary information was also
obtained by asking the service psychiatrists who saw
the patients to specify a psychiatric diagnosis in each
case, using as a guide the Glossary of Mental Disorder
published by the General Register Office (1968).
Additional psychiatric assessment was achieved by
asking each patient to complete the Middlesex
Hospital Questionnaire.

RESULTS

A total of 470 patients fulfilling the above
criteria attended the Department during the
study period. Of these, the research team
interviewed 368 soon after the episode of self
harm, usually within 24 hours, and it is with
these patients that the present report is con
cerned. The remaining 502 patients were not
interviewed and will be described separately;
either they were not admitted (@@)or they left
the ward too soon to be interviewed (fl). This
latter group resembled the main interview
series very closely.

The 368 interviewedpatients
In the majority of cases (78 per cent) inter

views took place in the medical ward to which
the patient had been admitted after self-harm;
the remainder were seen at home or in other

hospital Departments. There were twice as
many women (247) as men (z 21), and two thirds
of the patients were in the 55â€”35 age group
(Fig. i). The series contained a greater than
average number of single and divorced persons
and fewer married and widowed (Table I).

F,o. ,.

15-â€” 25â€” 35â€”@

Age

F ___
55â€” 65 +

Method of self-harm (Fig. 2): Ninety-five per
cent of all the episodes involved a drug over

dose. Forty-nine per cent of patients used

psychotropic drugs (i.e. tranquillizers, anti
depressants and non-barbiturate hypnotics).
Barbiturateswere taken by 14 per cent and
salicylatesby I7 per cent.The categoryâ€˜¿�other
drugs' includes a wide variety of prescribed
compounds such as antibiotics, steroids, anti
spasmodicand hormone preparations.The wide
variety of agents used meant that in some cases
it was very difficult to decide the precise nature
of the ingested agent.

Use of different kinds of drugs was age
related (Fig. 3). Use of hypnotics, including
barbiturates, increased with age (taken by 58
per cent of the patients aged 55 and over).
Analgesics, including salicylates, were more
common among younger patients (used by 76
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TABLE I

Civilstatusandsocialclass

per cent of patients aged s 5â€”I9). Tranquillizers
constituted the main drug group among

140 patientsaged20â€”34years.All of thesetrends
with age are statistically significant by the x2
test at p < 0@ 0 I . In contrast, the frequency
with which antidepressants were used did not
appear to differ with age.

Origin of drug used: Seventy-eight per cent of
the patients took drugs which had been obtained
by medical prescription (67 per cent prescribed
for the patient, i i per cent for someone else).
Many patients had received the prescription
recently, 45 per cent in the previous month and
7 per cent within 24 hours. Twenty-five per cent
used drugs which had been bought without
prescription (@ per cent within 24 hours).

Circumstances of the act of self-harm and motiva
tion: Only a minority (54 per cent) had actually
warned others beforehand of their intention to
harm themselves. However, once self-harm had
occurred 44 per cent told someone about it. No
precautions were taken to avoid discovery by
63 per cent, and only a very small number had
actually made plans to prepare for death.
Eighteen per cent left a suicide note. Half the
patients had contemplated self-harm some time
during the previous month, but 65 per cent said
they had no definite plan at the time of the act.
Twenty-seven per cent believed that death was
to be expected as a consequence of their action.
At the time, more males (46 per cent) than
females@ per cent) wanted to die (Table II),
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act more than six hours before ..54 (12)27 (ii)N.S.
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but by the time our interview took place,
usually the following day, only i@ per cent of
males and I I per cent of females regretted that
they had not killed themselves.

Alcohol had been taken within six hours
preceding self-harm by 55 per cent of the men
and 25 per cent of the women ( x2 = 28-2,
p < o.ooi).

Precipitatingfactors : Sixty-four per cent of the
patients described some major precipitating
factor and for 5 I per cent this involved inter
personal conflict. In 40 per cent the main
factor was disharmony with spouse, cohabitee,

or boy or girl friend, i.e. the key individual in
the patient's life. The nature of the conflict
ranged from husband leaving home to boy friend
appearing a couple of hours latefor a date.
Disharmony with relativesotherthan thespouse
was a major factor in so per cent of the series.
Other factors included worries about work or
unemployment (5 per cent), financial problems
(@ per cent), physical pain or illness (4 per Cent),

and less frequent were crime, housing, drinking
problems, bereavement and gambling.

Twenty-nine per cent of patients felt there
was no recent upset, 9 per cent saying they just
felt depressed and couldn't cope. Social isola
tion influenced a further 5 per cent, this group
largely composed of older people living alone.

Physical state and treatment required after self
harm: Of all self-harm patients attending the
Department, 8s per cent were admitted as in
patients. In our analysis of impairment of
consciousness minor degrees of confusion were
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ignored, and only those instances in which the
patients did not respond to verbal commands at
some time were regarded as significant. More
men (26 per cent) than women (i 5 per cent)
fell into this category ( x2 = 6 -2, p < 0@ 05).
Five per cent of patients were unconscious for
more than 12 hours, and 4 per cent were
admitted to the Intensive Care Unit. In the
majority only simple nursing care was necessary,
but in2 i per cent more active treatment such as
intravenous infusion or use of respirator was
given. Some patients (io per cent) showed unco
operative and occasionally aggressive behaviour
in the Accident Department. Fifty per cent

accepted a psychiatric out-patient appointment,
and 20 per cent were admitted to psychiatric
wards. More males (27 per cent) than females
(i6 per cent) left without psychiatric follow-up

(X2 = 5@I, p <0.05). While this may seem
surprising in view of the consistent tendency
for the act of self-harm to appear more serious
in males, both with regard to their intention to

die and the incidence of loss of consciousness,
the difference is probably accounted for by
more males ( 14 per cent) than females (i per
cent) refusing psychiatric care ( x2 = io@ 5,
p < o.os).

Psychiatric diagnosis: It was necessary to
confine this part of the study to those patients
who were admitted to hospital (338), as it was
impossible to categorize the remainder because
of inadequate information. Formal psychiatric
diagnoses were obtained from the hospital
psychiatricstafffor 70 per cent of the patients
who had been admitted to the wards. The
research psychiatrist (H.G.M.) made a diag
nosis based on retrospective case note analysis
in the remaining patients. In this way all

patients who had been admitted were cate
gorized (Table III).

Mental illness was judged to be absent in
10 per cent of patients. The most common
diagnostic groups were reactive (neurotic)
depression (52 per cent), personality disorder

T&@12III
Piatric diagnosis

Patients admitted to hospital
(somepatientshad more thanone diagnosis)
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( 29 per cent) and alcohol abuse (i8 per cent).

The last category included patients with clear
evidence of addiction as well as those who
admitted that they had been drinking heavily
in a habitual or episodic way. The incidence of
alcohol addiction was so per cent as judged by
the psychiatrists' clinical assessment, and this
corresponded closely to the finding of 53 per
cent in our questionnaire administered mdc
pendently by the research team. Functional
psychoses were found in only 12 per cent,
usually depressive in nature (Ã§@per cent) and less
commonly schizophrenic (2 per cent).

Middlesex Hospital Questionnaire (MHQ):
Although the majority of patients (66 per
cent) completed the questionnaire, some pro
blems were experienced in the remainder.
These were largelydue tofailuretocomprehend

certain questions or to fatigue on the part of
the patient (13 per cent), or to administrative
difficulties related to the short stay in hospital
(i8 per cent). Only 2 per cent refused to co

operate. The scores for patients in our series
resemble those of psychiatric out-patients and
greatly exceed those of normals, especially for
depression and anxiety. The results of the MHQ
were fbund to be consistent when cross-checked
with the items from our interview question
naire. High scores on the MHQ scales for

anxiety, depression or obsessionality were
associated at a high level (X2 tests, p <o ooi)
with previous self-harm and with visiting a

general practitioner for â€˜¿�nerves'.Similarly, high

somatic anxiety scores were found in those
patients who had visited their G.P. for physical
illness.

Health record: Table IV illustrates the way
in which the patients had previously been in
contact with medical services. Sixty-one per
cent had consulted their G.P. at some time in
the past year because of â€˜¿�nerves';@ per cent
had at some time received psychiatric out
patient treatment and 36 per cent had been
psychiatric in-patients. Forty-eight per cent of
the patients had at some time previously harmed
themselves, almost half of these within a year
of the present act.

Use of drugs: In the preceding year prescribed
drugs had been taken by 90 per cent of the
patients, most commonly hypnotics, tran
quillizers and/or antidepressants. Twelve per
cent had taken cannabis, 6 per cent LSD, and
i per cent opiates. Information concerning

alcohol intake over the previous three months,
based on our interviews with patients and the
hospital notes (Table V), revealed that most
patients drank socially without admitting pro
blems as a result. However, alcohol intake had
increased significantly over this period in io per
cent and was accepted as causing problems by
a further 13 per cent. When female patients in
central areas of the city, where self-harm rates
are highest, were compared with those from the
remainder, significantly more were found to
have alcohol problems (28 per cent compared

T@a IV

Previous contact with mmfical services
(% of interviewed patients in brackets)

3



Male Female Significance levelofAlcohol
intake N= N= male/femaledifference121

(%) 247 (%)(p)Always

abstinent . . . . . . . . i i (@) 25 (io) N.S.
Uncomplicated social drinking . . . . 58 (48) 185 (7@) <o@
Increased social drinking . . . . . . 20 (, 7) i 7 (@) <o @c)@
Problem drinking . . . . . . . . 29 (24) i 7 (j) <o.ooiUncertain

. . . . . . . . . . 3 (@) 3 (t) â€”¿�
Alcohol intake within six hours preceding self
harm:Usual

amount . . . . . . . . . . 34 (28) 37 (,@)
More than usual amount . . . . . . 32 (25) 25 (io) < o@ @with

i o per cent elsewhere, x2 = 9@ 0, p < 0@ 0 I ). as continuous separation for six months ormore.This
finding did not apply to male patients who Before the age often years 22 per cent ofpatientshowever,

were far fewer in number. had been thus separated from their fatherandI
5 per cent from their mother. PhysicalviolenceFamily

and personal history: The findings are from an adult, sufficient to cause bruising,hadsummarized
in Table VI. Twenty-nine per cent been experienced by 20 per cent of thepatientsof

patients with children had needed to seek some time duringchildhood.help
from a child guidance clinic or the social Antisocial behaviour had been morecommonservices,

or had a child in trouble with the in males, whether measured by the incidenceofpolice.
Separation from a parent was defined probation or court proceedings before the ageofTABLE

VIPersonal
historyMale

Female
Items m personal history N= 121 (%) N=247(%)Separation

from parents:
Mother: Never knew mother.. .. .. .. .. .. I (i) 3 (i)

Beforeioyearsofage .. .. .. .. .. 13 (ii) 37 (15)
Between Ioâ€”I5yearsofage .. .. .. .. i6 (is) 6 (2)

Father: Never knew father .. .. .. .. .. .. 5 (@) 13 (@)
Before ioyearsofage .. .. .. .. .. 26 (21) 37 (15)
Between 10â€”15years of age .. .. .. .. ii (@) 14 (6)

Subjected to physical violence before 15 years of age .. .. 23 (ig) 5' (@ @)
Taken to court or put on probation before i 7 years of age .. 29 (24) 23(g)Violent

behaviour leading to conviction +1â€” prisonsentence:Grievous
bodily harm.. .. .. .. .. .. .. 6 (@) 2 (i)

Assault .. .. .. .. .. .. .. .. .. 5 (@) (<,)
Other violence.. .. .. .. .. .. .. .. 4 (@) i(<a)Criminal

record:In
prison in past year.. .. .. .. .. .. .. io (8) 2 (i)

(general population 0.1%)
Previously in prison .. .. .. .. .. .. .. 12 (io) 6 (2)
Conviction in past year .. .. .. .. .. .. i7 (i') 13 (@)

(general population 5%)
Previous conviction .. .. .. .. .. .. .. 36 (30) â€˜¿�5 (6)
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T@aiz V
Pattern ofalcohol intake in previous three months
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BY H. GETHIN MORGAN, CHRISTOPHER J. BURNS-COX, HELEN POCOCK AND SUSAN POTTLE 57!

I 7 years, history of imprisonment or some kind

of previous conviction, excluding parking
offences. Conviction and/or imprisonment had
occurred in the series more often than would
have been expected in the general population
(Table VI).

Accommodation andsocial situation : Most patients
lived in Bristol (83 per cent), though a minority
came from surrounding districts (i6 per cent)
or elsewhere ( i per cent). Forty-one per cent
had been at their present address for less than
one year. Seven per cent lived in overcrowded
conditions, at a density of@ â€¢¿�5persons or more
per room (city average i per cent). Ten per cent
lived alone (city average 8 per cent for those
below pensionable age), 9 per cent were in bed
sitters or lodgings and 5 per cent in hostels orofno
fixed abode. Forty-five per cent regarded them
selves as not having a close friend, defined as
someone with whom they could discuss personal
problems, and 35 per cent felt lonely at all
times. Relatives, apart from those with whom
they lived, were seen at least once in three
months by 75 per cent. Although 75 per cent
expressed some kind of religious belief only
26 per cent had attended a place of worship in
the preceding six months.

We have already found that during the period
of this study deliberate self-harm was much
commoner in the crowded central areas of
Bristolthaninthesuburbs(Morgan etal.,1975).
The series was examined further in the light of
these findings (Table VII). Patients from central
high-rate areas, compared with those from the
remainder of the city, were younger and more

likely to be overcrowded and to live in bed
sitters. They were also more likely to be living

away from relatives and to have been at their
present address for less than six months.

Ethnic group : The majority of the series (98
per cent) were European, and other ethnic
groups occurred in the same proportions as in
the total city population, according to the
â€˜¿�97'Census data. Most of the patients (92 per
cent) had always lived in the United Kingdom.

Social class (Table I) : Although the patients
were distributed throughout social classes Iâ€”V,
there was a greater than average number,
particularly of men, in social classes IV and V,
when compared with the city population
assessed by the 1966 Census (io per centsample).

Unemplo@ymentand financial difficulties: Many
patients had employment problems; 36 per cent
of the men and 26 per cent of the women were
currentlyunemployed. (Housewives were not
included in this category unless they were
actively seeking other work.) The national
average of persons registered unemployed in
1972 was 4 per cent of employees (Central

StatisticalOffice,1974); the corresponding
figure in our series, with reference only to those
who had been unemployed for six months or
longer during the preceding year, is 19 per cent.
Sickness and lack of available work were the
most common reasons given for unemploy..
ment. Many patients had also changed their
job frequently: of the 6o per cent who had been
employed at some time during the preceding

TABII VII

Characteristics of interviewed patients from central â€˜¿�highrate' areas compared with those from remainder of cit,
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year, about one third had worked for more than
one employer. Sixty-five per cent of those who
had been in employment had enjoyed their job,
and 53 per cent of housewives had been content
ed with their role. Some kind of financial diffi
culties had been experienced by 62 per cent
during the preceding year, debts having been
incurred by 28 per cent.

Patients not interviewed (102)
During the study period, 102 self-harm

patients attended the Accident and Emergency
Department but were not subsequently inter
viewed by a member of the research team.
There were several reasons for this, e.g. 64
patients left the hospital too quickly, 13 refused
interview, 3 were too distressed or ill, I 2 were
not traced, io were not interviewed for other
reasons (e.g. left hospital in police custody).

The â€˜¿�notinterviewed' group was compared
with the interviewed series (368) so far as the
limited information regarding the former per
mitted. It was found that â€˜¿�notinterviewed'
patients were more likely to have lacerated
themselves (i 7 per cent compared with 4 per
cent, @2= I9@56, p <o @ooI),but had used
prescribed drugs less commonly (51 per cent
compared with 78 per cent, x2 = 28 â€¢¿�8,
p < o oo i), tending more often to use non
prescribed analgesics.They were also more
likely to be 20â€”25years of age (33 per cent
compared with 20 per cent, x' = 7'o2,
p <Â° .oi) and to be female.

The â€˜¿�notinterviewed' group had either been
admitted to a hospital ward after being seen in
the Accident Department (47) or discharged
directly home@ Intra-group analysis re
vealed that the former group resembled very
closely the interviewed series, whereas those
not admitted appeared to account for the
differences already described. The interviewed
series was therefore probably representative of
88 per cent of all self-harm cases attending the
Accident Department. Follow-up data have
subsequently been collected for all these groups.

DISCUSSION

During the last few decades studies of patients
admitted to hospital have shown consistent
changes in the pattern of methods used in

non-fatal deliberate self-harm. Kessel (i 965)
demonstrated the diminishing importance since
the 1930S ofnon-drug poisons such as Lysol and
other corrosives : in contrast, up to the early
59605 the use of barbiturates@ per cent),
aspirin (12 per cent) and other drugs (mainly
the psychotropicsâ€”23 per cent) had gradually
increased in incidence and coal gas was used in
only a small minority (@ per cent). He consi
dered that the mounting use of psychotropic
drugs was a most important new development
and needed to be watched carefully. Our
findings, ten years later, show that 95 per cent
of self-harm cases involved some form of drug
overdosage, and barbiturates have become
less important, though hypnotics continue to
constitute the most common type of drug and
salicylates have increased further. It is clear
that the trend towards the increased use of
psychotropic drugs in self-harm has continued
as predicted by Kessel. These trends are also
consistent with the findings of Smith and
Davison (1971) in Newcastle in the mid 19605.
The major drug groups used in self-harm were
clearly age-related in their frequency, and
presumably these findings reflect the types of

drugs prescribed or available to different age
groups. This has important implications for
clinical management after self-harm, parti
cularly when the precise nature of the drug
used is not immediately apparent.

Enquiry into the circumstances of the acts of
self-harm and the motivation described by our
patients revealed that only a minority had
made serious plans to prepare for death, tried
to avoid discovery, or subsequently regretted
not having killed themselves. On the whole,
however, the acts of self-harm did not appear
to be trivial events, especially for men. A sub
stantial number actively wanted to die at the
time, lost consciousness, or required more than
conservative resuscitatory measures. These are
salutary findings, especially for those who
tend to dismiss the danger of self-harming
behaviour, and they emphasize the need for
careful clinical management in each case.

Psychiatric findings in our series resemble
those reported in other cities. The most common
categories are reactive depression and per
sonality disorder. The assessment using the
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Middlesex Hospital Questionnaire also empha
sized the high level of anxiety and depression in
these patients. Birtchnell and Alarcon (i@7i)
have also made this point by demonstrating
that â€˜¿�attemptedsuicide' patients seen in an
Aberdeen Casualty Department scored sixth
larly to a sample of depressed patients on a
modified Zung rating scale for depression.
Similar findings have also been reported by
Silver et al. (i@7@). Although only a minority
of patients in our series had psychotic symptoms
they were sufficiently common to emphasize
the need for careful psychiatric assessment in all
cases. As in other studies ofdeliberate self-harm,
it is clear that alcohol addiction is common
(10 per cent) and considerablyexceedsthe
incidence of this problem in the general
population estimated recently by Wilkins (1972)
as I per cent heavy drinking and 2 per cent
alcohol addiction. More than one third of the
present series had taken alcohol in the six hours

preceding the act of self-harm. Our findings
suggest that both the chronic disruption in
herent in alcohol addiction and the immediate
effects of alcohol intake are important in self
harm and are sufficiently common to make
routine search for them imperative, especially
in men.

There has been much discussion by other
authors regarding the difficulty of categorizing
self-harm patients using a conventional psy
chiatric classification. In our study, the diag
nosis of depression in some form was made in
a high proportion of patients (6! per cent).
The diagnostic category â€˜¿�depressiveneurosis'
as defined in the Glossary of Mental Disorders
(General Register Office, 1968) was considered
appropriate for 53 per cent. Kessel (1965) has
warned against the too liberal adoption of
psychiatric diagnosis in self-poisoning patients,
especially when they do not show significant
psychiatric symptoms after physical recovery.
He comments that â€˜¿�distressdrives people to
self-poisoning acts, and distress is not the
exclusive province of the mentally ill', and in his
series he judged 26 per cent of males and 20 per
cent of females to be free from mental illness,
compared with our estimate of 5 per cent and
12 per cent respectively. Other authors have
tried to avoid conventional psychiatric labels

by adopting such terms as â€˜¿�acutesituational
maladjustment or reaction' (Smith and Davison,
â€˜¿�97'; Harrington and Cross, 1969), or â€˜¿�unstable
adolescent crisis' (Whitlock and Schapira,
1967). It is our impression that there is a
distinct tendency to see the self-harming patient
in pejorative terms, of which the stereotype is
that of a histrionic young woman who is making
a nuisance of herself and who merely needs to
pull herseiftogether, preferably without psychia
tric intervention. This view does not conform to
the high degree of psychological distress which
we have found. In such circumstances there
seems little to be gained by studiously avoiding

a psychiatric diagnosis ; hence in our series a
diagnosis of depressive neurosis (reactive de
pression) was used whenever the act of self
harm had occurred in the context of demon
strable anteceding depressive symptoms.

The majority of patients had already sought
help for psychiatric problems, over a third
having received in-patient care. Almost half had
harmed themselves on one or more previous
occasions. In the preceding year they had
consulted their general practitioners for â€˜¿�nerves'
four times as often as the general population
(Shepherd et al., 1966). The majority had been
given drugs on prescription, usually tran
quillizers, antidepressants and/or sedatives,
which they had subsequently used for the pur
pose of self-harm : some had used another
person's prescription in this way. In view of
these facts it seems that the time has come to
review the clinical use of psychotropic drugs,
especially for young adults with interpersonal
or environmental difficulties. We do not know
the rate of overdose per number of psychotropic
drug prescriptions, and this needs to be esta
blished as an essential part of their evaluation.
While undoubtedly they can be invaluable in
certain clinical situations, perhaps we should
become more discriminating in their use if
the problem of deliberate self-harm is to be
controlled.

The considerable number of social problems
experiencedby self-harmingpatientshas been
describedby other authors(McCulloch and
Philip, 1967). Our investigations verify this
general picture,showing a combination of
social and interpersonal difficulties. These
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findings, together with the fact that deliberate
self-harm has a much greater incidence in the

central urban area, have clear implications for
the location and emphasis of health care
services.
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