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Abstract
Objective: To retrospectively examine the case-notes 

of all children and adolescents admitted with deliberate 
self-harm (DSH) or suicidal ideation during the study 
period 1993-2003. The study aimed to identify underlying 
reasons why children and adolescents engage in DSH, 
and to identify common psychiatric, psychosocial and 
familial factors which may predispose or contribute to an 
individual’s engagement in such behaviour.

Method: All children presenting to the hospital 
with DSH or suicidal ideation were identified and data 
collected from their case notes. A study specific ques-
tionnaire was designed to collect demographic details, 
details on clinical presentation, past attempts, comorbid 
psychiatry disorders, family history and family circum-
stances. Information was also recorded on hospital stay 
and discharge planning.

Results: During the 11-year period, 231 children 
presented with suicidal ideation or behaviour. The 
mean age was 12.85 with an age range from 6-17 years, 
with a female:male ratio of 2.5:1. Overdose was the 
most common method (81.2%) and paracetamol most 
commonly the drug of choice. More than half of the group 
(55.7%) expressed a wish to die. More than half (51.8%) 
had expressed suicidal ideation in the past, 31% had 
made a previous attempt, and 11.7% had been previously 
admitted. Of the children 8% presented with suicidal 
behaviour more than once over the study period. There 
was a family history of completed suicide in 6.6%.

Conclusion: Deliberate self-harm in young people is 
a significant public health problem in Ireland. During the 
period of this study, rates have continued to increase. 
There is an urgent need for national bodies such as the 
National Suicide Review Group to extend their focus to 
include those under age 18 and for services to be devel-
oped that might reduce DSH behaviours. More research 
is needed in the area of childhood suicidal behaviour.
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Introduction
Youth suicide in Ireland is currently the fifth highest in the 

European Union1 at 15.7 per 100,000 for the 15-24-year-old 
age category, and is the leading single cause of death in this 
group. The overall suicide rate in Ireland doubled between 
1980 and 1990, with males outnumbering women by a ratio 
of 4.5:1.2 Alarmingly, the rate of completed suicide in young 
women (15-24 years) has again doubled since the 1990s, 
albeit from a low base rate.3 Today in Ireland, more people 
die by suicide than are killed in road traffic accidents. Fortu-
nately in Ireland, completed suicide in childhood and the early 
teenage years is rare – during the period between 1982 and 
1991, 13 children aged 5-14 years completed suicide in 
Ireland; the following decade saw a rise in deaths, with 38 
completed suicides within this age group.4

Deliberate self-harm
The term deliberate self-harm (DSH) has been increasingly 

adopted to describe non-fatal acts of self-harm, regardless of 
the intention. The National Registry of Deliberate Self-Harm 
(2009) reported that 11,966 individuals presented to Irish 
hospitals with DSH, an increase of 5% to the previous year; 
the rate of DSH is greater for females (222 per 100,000) 
than males (197 per 100,000). The incidence of DSH in 
15-19-year-old females was extremely high, with rates of 635 
per 100,000.5 Of concern, this recent data shows an alarm-
ing increase of 12% and 21% for rates of DSH in males aged 
15-19 and 20-24 respectively. 

In recent years there have been a number of well-designed 
studies examining the epidemiology of DSH by ‘minors’.6-9 
Community-based studies typically suggest far higher 
DSH prevalence rates than hospital-based studies. In both 
instances, females outnumber males, however in community 
surveys self-cutting is more common, whereas self-poisoning 
is the most common method presenting to hospitals. For 
example, Madge et al6 collected anonymous self-reports of 
DSH from over 30,000 under-16 students in seven European 
countries including Ireland20 – she reported that in the ‘last 
year’, self-cutting alone (55.9%) was more common than over-
dose alone (22.3%) and as in other studies,9 only a minority 
(12.4%) of recent self-harm episodes presented to hospital. 

Hawton and colleagues surveyed all children under-16 
years of age presenting with DSH to a general hospital in 
Oxford between 1976-1993.7 The majority were female 
(85%), and had taken an overdose, typically with paracetamol 
(55% of episodes). Only a minority of these individuals had 
received any psychiatric treatment prior to the act of DSH. 
Relationship difficulties with parents were seen as the strong-
est stressors, followed by difficulties with friends, school and 
social isolation. Of those who admitted to engaging in acts of 
DSH, the majority had not sought medical attention. 
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Similarly, Nakamura and colleagues found that overdoses 
accounted for between 80-85% of adolescent suicide 
attempts.10 Likewise, in another Irish retrospective descriptive 
study of children under-16 presenting to another paediatric 
emergency department (2002-2006), Morgan et al reported 
on 253 DSH cases; more than half (56%) were female and 
overdose was the most common method (62%) followed 
by self-cutting (16%). One third of presentations involved 
thoughts of self-harm alone.11 

Thoughts of self-harm are even more prevalent, with rates 
of 29-44% reported in Irish adolescents when assessed by 
questionnaire or interview.12 The predictive value of suicidal 
ideation in relation to DSH, subsequent attempts, multiple 
repetitions and completed suicides, make the study of this 
variable pertinent. The significant increase in completed rates 
of suicide amongst young children over the years, and the 
unwelcome position that Ireland has in terms of the preva-
lence rates of completed suicide in our young men, make the 
study of suicidal ideation, suicidal attempts and completed 
suicide a national health concern.

Method
The aim of this study was to examine the characteristics 

of children and adolescents who presented with DSH to a 
national paediatric hospital in Ireland over an 11-year period 
(1993-2003), and to examine their course in hospital. Ethics 
approval to complete the study was sought and granted from 
the hospital. 

The study was a retrospective case-note study of all 
children and adolescents who presented with DSH, from 
1993-2003, to Ireland’s largest national paediatric teaching 
hospital (243 beds), which also has a catchment area cover-
ing the greater Dublin area. During the study period, average 
yearly emergency department attendances were 31,185. 
It was standard practice in the emergency department to 
assess, admit and then refer all cases involving self-harm, 
from suicidal ideation to actual injury, to the department of 
child psychiatry. Risk factors known to be associated with 
DSH8,13-17 were collected from the clinical case-notes 

Results
Demographic information

In total, 231 children with DSH and/or suicidal ideation (SI) 
presented to the hospital emergency department during this 
period, but 34 charts were missing from the archives. The 
study results included only the 197 individuals for whom charts 
were available, 146 female (74.1%) and 51 males (25.9%). 
The mean age was 12.85 with an age range of 6-17. 

The majority of children lived with both parents and 
attended secondary school. Nine (4.6%) were not attending 
any school. Nine children (4.6%) were in the care of social 
services and a further 16 (8.1%) had social worker (SW) 
involvement. In all, 183 (82.9%) of the sample had actually 
engaged in an attempt of DSH and 14 (7.1%) presented 
because of suicidal ideation alone. A stressful life-event 
occurred within a few hours in 176 children (89.3%) and for 
the majority (165) this acted as a significant precipitant to 
their DSH. Ninety-five (48.2%) described conflict with their 
parents or other family member, 21 (10.7%) at school and 17 
(8.6%) with their peers.

Information on DSH group (n = 183)
DSH attempt

Significantly more females (76%) presented with DSH 
than males (χ2 = 4.567; df = 1, p < 0.05). In this group, 160 
(81.2%) had ingested tablets (most commonly paracetamol) 
or substances, 16 (8.1%) had used violent methods such as 
hanging or jumping from a height and seven (3.6%) had cut 
themselves. Antidepressants (9.1%), benzodiazepines (8.1%), 
and antacids and analgesics (12.2%) were also used. Most 
children (154, 78.2%) made the DSH attempt when at home 
but 18 (9.1%) engaged in DSH in a public place. The major-
ity (152, 77.2%) were alone at the time but spontaneously 
(110, 60.1%) revealed the DSH to another person. More than 
half of the children (102, 55.7%) who had engaged in DSH 
expressed a wish to die. Males were more likely to engage in 
violent methods, (χ2 = 11.877, df = 2, p < 0.05). 

Past suicidal ideation or DSH
Of those presenting with DSH, nearly half, (91, 49.7%), 

had previously experienced suicidal ideation and 53 (29%) 
had previously harmed themselves, 12 (8.5%) on more than 
three occasions. A total of 23 patients (11.2%) had previ-
ously been admitted to hospital with DSH and thirty-six 
(18.3%) had previous contact with CAMHS. 

Psychopathology
The predominant mood at the time of the attempt was 

recorded. This was a clinical judgment made by the assess-
ing consultant child and adolescent psychiatrist and recorded 
in the case-notes. In 98 cases (53.6%), feeling low in mood 
was seen as the predominant mood at the time of DSH, with 
anger being present in 58 (31.7 %). A total of 16 children 
(8.7%) had consumed alcohol on the day of admission; 
75% of these were identified as being intoxicated and seven 
(3.8%) were under the influence of other drugs. One-in-10 
(10.9%) had a previous history of substance abuse: cannabis 
(14, 70%), inhalants (6, 30%), LSD (3, 15%) and ecstasy (3, 
15%). 

Life stressors
In the DSH group, 164 (89.6%) had experienced a stress-

ful life event prior to their presentation, 54 cases (29.5%) 
within one to two hours of engaging in DSH. In 74 cases 
(40.4%) this life stress was recorded as experiencing conflict 
with a parent, a family member or school. In 147 (80.3%) of 
cases, the DSH was viewed either by clinician or subjectively 

 (n = 197)

Age: 
         Mean age

         ≤ 10

         ≥ 13

12.85 (range 6-16)

11 (5.6%)

130 (65.9%)

Female 146 (74.1%)

Living with both parents 120 (60.9%)

In care or SW involvement 25 (12.7%)

Suicidal Ideation only 14 (7.1%)

Table 1: Demographic details
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described by patient as being an impulsive act; four chil-
dren (2%) left a suicide note. Almost three-quarters of the 
DSH cases (132, 72.5%) indicated that they had academic 
concerns such as requiring extra help or stressful exam 
pressure. Compared to six children (42.9%) with SI alone 
(see Table 2), in this DSH group, 21 (11.5%) children had 
a history of child sexual abuse (CSA); 19 (16 girls/3 boys) of 
these were associated with a wish to die. 

Family psychiatric history
A total of 27 (14.8%) had a family history of DSH, and 12 

(6.6%) had a history of completed suicide in a family member. 
Depression (49, 26.8%) and alcoholism (34, 18.6%) were 
frequently present. 

Presentation with suicidal ideation (SI) alone
A total of 14 children presented with suicidal ideation, 

seven boys and seven girls. The mean age was 13.8 years 
(range 12-16). Six (42.9%) children with SI had a history 
(CSA). Eight children (57.1%) had made a previous suicide 
attempt. The predominant mood at the time of admission 
was judged to be depressed in ten cases (71.4%), one child 
also being intoxicated. A reported family history of DSH (3, 
21.4%) and depression (5, 35.7%) was common.

Hospital course for DSH and SI
In total, 193 cases (98%) were offered and 187 (94.9%) 

accepted a child psychiatry assessment. Standard hospital 
practice offers a social work consultation to all families where 
a child presents with DSH and this occurred in 133 (67.5%) 
cases. The average duration of hospital stay for the individu-
als with DSH was 4.62 days (range 1-23). A total of 11 (6%) 
children required 1:1 special nursing care and five (2.7%) had 
to be treated in ICU due to medical complications. The aver-
age duration of hospital stay for individuals who had ‘suicidal 
ideation’ only was longer, 7.62 days (1-24 days) and almost 
half (6, 42.9%) were put on 24-hour supervision. Whilst the 
majority of children were successfully cared for in a paediatric 
ward setting, almost one-fifth of the group was rated as being 
‘difficult to manage safely’. Of these, 18 (9.1%) absconded, 
six (3%) engaged in further deliberate self-harm while on the 
ward, two (1%) took alcohol while an inpatient, 17 (8.6%) 
were non-compliant with treatment recommendations and 13 
(6.6%) were reported to have behaved in an agitated/aggres-
sive manner with staff or fellow patients. In 10 (5.1%) of the 
cases the patient was discharged against medical advice. 

Discharge plans
The majority of children were referred on to CAMHS 

services (60.9%). Ten children (5.1%) were prescribed 
an anti-depressant while in hospital and two (1%) an anti-
psychotic. Some were discharged home with one to two 
follow up appointments offered by the liaison child psychiatry 
team (24.9%). A total of 33 cases (16.8%) were referred to 
community care for their involvement in addressing child-care 
protection issues and three children who disclosed recent 
child sexual abuse (CSA) were referred on to specialist CSA 
services.
Comparing children with DSH to those with suicidal 
ideation alone (SI)

More children with SI had a history of sexual abuse (χ2 = 

6.031; df = 1, p < 0.05) and past DSH (χ2 = 6.260; df = 2, p < 
0.05). Inspection of the standard residuals revealed that 42.9% 
of those with suicidal ideation had a history of CSA compared 
to 11.5% with suicidal behaviour (DSH), and 57.1% of the idea-
tors had a history of DSH compared to 29% of DSH.

Gender analysis
Overall, boys were more likely to have a family history of 

alcohol abuse (χ2 = 11.107; df = 2, p = 0.004) and previ-
ous contact with child psychiatry services (χ2 = 7.776; 
df = 1, p = 0.005), whilst girls were more likely to have a 
family psychiatric history (χ2 = 6.337, df = 2, p = 0.042). 

Characteristics of 
children 

DSH group  
n = 183 (%)

SI group  
n = 14 (%)

Comparison 
DSH v SI

Female 139 (76%) 7 (50%) χ2 = 4.567,  
df = 1, p < 0.05

< 13 years or younger 124 (67.8%) -

Had ingested tablets 160 (81.2%) N/A

Revealed the DSH to 
another person 

110 (60.1%) N/A

Predominant mood 
at time of DSH or SI 
– depressed

98 (53.6%) 10 (71.4%)

Predominant mood upon 
admission

58 (31.7%) 3 (21.4%)

Stress precipitating 
presentation

153 (83.6%) 12 (85.7%)

Previous experienced 
suicide ideation 

91 (49.7%) 11(78.6%)

Previously engaged in 
DSH

53 (29%) 8 (57.1%) χ2 = 6.260,  
df =2, p < 0.05

Previously admitted for 
DSH

20 (10.9%) 3 (21.4%)

History of CSA 21 (11.5%) 6 (42.9%) χ2 = 6.031,  
df = 1, p < 0.05

Alcohol intoxication on 
admission

12 (6.6%) 1 (7.1%)

Previous substance 
misuse

20 (10.9%) 0

Family history of 
psychiatric illness

82 (44.8%) 5 (35.7%)

Family psychiatric history 
of depression

49 (26.8%) 5 (35.7%)

Family history of 
completed Suicide 

12 (6.6%) 0

Refused a psychiatric 
assessment

8 (4.4%) 0

Referred to CAMHS upon 
discharge

166 (91%) 14 (100%)

One to one special 
nursing

11 (6%) 6 (42.9%)

Difficulties being 
managed on ward

29 (15.8%) 6 (42.9%)

Absconded from the 
hospital

13 (7.1%) 5 (35.7%)

Table 2: Summary of characteristics of children presenting with DSH 
or SI
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Boys were also more likely to choose a violent method (χ2 = 
11.877; df = 2, p < 0.05). There was no significant relation-
ship between gender and a ‘wish to die’ (χ2 = 6.163; df = 3, 
p > 0.05), past DSH (χ2 = 2.224, df = 2, p > 0.05) or history 
of abuse (χ2 = 0.991; df = 1, p > 0.05).

Discussion
The results indicate that females aged between 10-13 

years are most likely to present with DSH. In this study 
similar to other international hospital-based studies,10 most 
presented with overdoses (81.2%), most often with paraceta-
mol. In line with the current literature on DSH, more females 
presented with DSH than males.16 While it appears that 
males do not engage in DSH as frequently as females, recent 
international7 and Irish data5 reports an increase in male self-
injurious behaviour with their presentations being viewed as 
potentially more serious.18

Despite a third of the group having a past history of DSH, 
only 11.7% had previously attended a paediatric hospital, 
and 12.2% subsequent child psychiatry care, which suggests 
that individuals engaging in DSH often don’t present to the 
appropriate mental health services. This is in keeping with 
what is known in the literature about those presenting repre-
senting only the tip of the iceberg. In a large study of English 
school aged children, Fortune et al19 found only 12.6% of 
DSH cases had presented to hospital. 

The ‘Lifestyles and Coping Survey’,20 part of the ‘CASE’ 
study by Madge et al, suggests a similar discrepancy 
between actual DSH and presentation to hospital – of the 
3,817 15-17-year-olds surveyed, 9.1% had engaged in DSH 
(lifetime) but only 11% of these self-harmers had attended 
hospital; a friend was the most common source of help 
sought, both before (38.2%) and after (40.3%) DSH; girls 
were three times more likely to harm themselves than boys 
(13.9% v 4.4%). The results of these studies are a concern as 
both groups of children are actively thinking about suicide, are 
frequently engaging in DSH, and often depressed (53.6%), 
but they are not coming to the direct attention of child and 
adolescent mental health services. 

Alcohol abuse is a recognised risk factor for DSH and 
suicide in adults. When present, it increases the risk eight-
fold.15 In 2004, the ‘National Registry of Deliberate Self 
Harm’ reported that 47.4% of men and 39.1% of women 
with DSH had used alcohol and 19.8% of young people who 
self harmed were under the influence of alcohol at the time.21 
Despite their young age, 10.9% of this sample had a history 
of substance use, and a significant minority (8.7%) had used 
alcohol on the day of presentation. 

Alcohol consumption has frequently been linked to impulsiv-
ity and it is of note that the clinicians in this study rated 80.3% 
of presentations as being impulsive. Heavy alcohol consump-
tion continues to pose a serious risk to Irish youths,22,23 being 
among the highest alcohol abusers in Europe, and national 
policies aimed at tackling this are urgently required.

Other risk factors identified both in this study and in others 
include a recent stressful life event such as an emotionally 
charged or explosive confrontation with a parent, which have 
previously been recognised and postulated to act as one of 
the proximal factors increasing risk.24 A family history of DSH 
was present in 14.8%, and 6.6% had a history of completed 
suicide by a family member. Other studies show high rates 

of DSH in family members, suggesting possibly both genetic 
and environmental risk factors. The Irish ‘Lifestyles and 
Coping Survey’ revealed that teenagers who engaged in 
DSH were nine times more likely to have a family member 
with DSH.20 

In the total group, 36 (18.4%) had a history of abuse, most 
commonly CSA. Regarding CSA specifically, of the total 
group 13.8% (27) had been sexually abused, with more girls 
(22, 15.2%) than boys (5, 9.8%) the subject of CSA however 
gender was not significant. General community studies have 
also reported high rates of CSA. In a study by Baker and 
Duncan of a random sample of 2,000 British men and women, 
12% of women and nearly 9% of men had a history of CSA 
before the age of 16.25 In a systematic review of international 
literature, Evans and colleagues found that adolescents who 
had been physically or sexually abused were significantly 
more likely to experience either suicidal ideation or DSH than 
other adolescents.13 In fact, Bruffaerts et al propose that CSA 
(and physical abuse) is the most likely childhood adverse risk 
factor associated with suicidal behavior,26 whereas a history 
of CSA is not as closely linked to self harming behaviours in 
the absence of suicidal ideation.27 

These findings concur with those of our study as there was 
a strong link with CSA and suicidal ideation – 42.9% of those 
with SI alone had a history of CSA and in the DSH group, 
the prevalence of CSA was significantly higher in those with 
DSH linked to suicidal ideation than those with self harming 
behaviour but without suicidal ideation. Children who have 
experienced CSA are a particularly vulnerable group and 
should be the focus of suicide prevention programmes.28

A total of 14 children presented and were admitted with 
suicidal ideation alone, without any DSH. Compared to the 
DSH group, these children appeared to present as more ‘at 
risk’, with higher psychopathology, relatively more males, a 
higher past history of both suicidal ideation and past DSH 
and a higher prevalence of CSA. As past DSH attempts and 
male gender are two of the most discriminating factors in 
predicting completed suicide, perhaps these factors, in the 
presence of current suicidal ideation, led to an immediate 
admission for ongoing assessment. It is also of note that this 
‘SI’ group was also more difficult to safely manage in a paedi-
atric setting, with almost half requiring 1:1 special nursing 
and more than third absconding. 

Looking at the same data as this current study,29 we have 
previously reported that children who self-harmed were much 
more likely to present to hospital outside normal working 
hours (84%) and those that did so had increased risk factors. 
These findings highlighted the need for on-call child psychi-
atry services in order to ensure that these children receive 
a timely psychosocial assessment as recommended by the 
Royal College of Psychiatrists and NICE guidelines.

Non-suicidal self-injury (NSSI)
Almost half (44.3%) the DSH group did not report suicidal 

ideation and as noted above, there were only two cases 
(both girls) with a history of CSA. Evidence suggests that 
NSSI serves to regulate affect and to alleviate high-arousal 
negative affect states.27 Nock proposes that NSSI behav-
iour represents a high intensity social signal used when less 
intense communication strategies such as crying or shouting 
fail.30 Whilst seen as a lesser risk group, efforts need to be 
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made to identify this sub-group, often associated with a vari-
ety of psychiatric disorders,31 with the aim of treatment being 
to develop alternative coping strategies and improved affect 
regulation (eg. Dialectical Behavioural Therapy and relaxation 
training). 

Limitations to the study
There were several methodological weaknesses in this 

study including its retrospective nature, lack of information on 
outcomes, missing charts and reliance on clinical judgment 
alone rather than operationalised criteria. 

Conclusion
It is accepted that Ireland has undergone significant and 

rapid changes over the last 10-15 years, increasing stress 
on young people while at the same time reducing traditional 
environmental and social supports. The current downturn in 
the economic climate has added significantly to the stress 
on family units – as noted in the most recent NSRF annual 
report on DSH (2009), “the major increase in deliberate self-
harm among Irish men since 2007, in particular among young 
men, is likely to be related to mental health and socioeco-
nomic problems associated with the recession in Ireland”. 5 In 
addition, alcohol use/misuse continues to increase, being an 
independent risk factor for DSH and suicide.

While the factors leading to suicidal behaviour in youth 
have increased, the services available in many parts of Ireland 
are inadequate and outdated. 

Multi-year, multi-component strategies addressing preven-
tion, intervention and postvention have been recommended.32 
Innovative research projects have gradually developed in 
Ireland in the past decade, including the National Parasuicide 
Registry and INSURE (The Ireland North-South Urban Rural 
Epidemiological Study of Suicidal Behaviour in Major Psychi-
atric Disorders) and are to be welcomed. Currently a large 
randomised trial is underway, involving 11,000 adolescents in 
11 European countries including Ireland.33 This study seeks 
to examine the efficacy, cost-effectiveness and cultural adapt-
ability of three school-based suicide-prevention strategies 
– gatekeeper training, awareness-raising training for pupils 
encouraging self-referral and professional screening and 
compare these to a control group involving self-referral only. 
This study will hopefully provide guidance for effective school 
based programmes as part of a broadly enacted programme 
to reduce DSH. 

In Ireland, developing services, particularly for the 16-18 
year old group, educating the public and particularly primary 
healthcare workers to identify depression, reducing alcohol 
excess, and promoting positive mental health in adolescents 
is of vital importance. Improving the delivery and accessibility 
of services for young people is necessary if we are to make 
any impact on suicide prevention, as set out by our National 
Task force on Suicide32 and subsequently in the National 
Strategy for Action on Suicide Prevention.3 

As a history of DSH is a major risk factor for completed 
suicide,14 managing DSH is an important part of any strat-
egy to reduce suicide. Youth friendly services in Ireland like 
‘Head-Strong’ may help with engagement and identification 
of those youths who are at risk of DSH or who are actually 
self-harming. School-based programmes, the Internet and 
other technologies also provide a means for young people 

to access reliable health information and assistance. Once 
identified, these children and adolescents could be offered 
suitable adapted treatments as suggested in the recent 
Cochrane review.34 
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