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Abstract Background: Deliberate Self Harm (DSH) in adolescents is common in psychiatric clinical practice and the incidence of 

suicide is found much higher in the group showing self harm behaviour. Theories to explain DSH like deranged 
emotional regulation under stress, lower parental relationship quality and negative emotional tone towards parents, lacks 
evidence in Indian context. Aims and Obje

of their perceived stress, emotional tone with parents and peers; and relationship between self harm, perceived stress and 
emotional tone. Method: In this cross sectional study a
past one month were interviewed, screened for psychiatric morbidity and assessed using Self Harm Index (SHI), 
Emotional Tone Index (ETI), Perceived Stress Scale (PSS). Data were analyzed using 
participants (N=55) were 16.2 (±2.04) years. Majority were female (63.6%), unmarried (87.3%), from rural background 
(76.4%), and educated up to 
harm, following an immediate stressful event which was conflict with a parent in 40% of cases. Depression was the 
commonest among psychiatric diagnoses (43.6%). Higher level of perceived stress and emotional tone for parents were 
found in females (p<0.05). SHI was significantly higher (p<0.05) in the non depressed diagnostic group with substance 
dependence, anxiety disorders and Borderline Personality. There was significant positive correlation between negative 
ETI (both parents and friends version) and P
with depression as the vulnerable group for DSH. Poor ability to handle stress and lower parental relational quality in 
adolescents are associated with self harm behaviour. 
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INTRODUCTION 
Adolescents’ idiosyncrasies, deviant behaviour and 
emotional difficulties have long been a subject of interest 
and intrigue. Various theories concerning identity 
formation and crisis, autonomy, relationship evolution 
and biological influences like hormonal perturbation 
emerged in the explanation but why they behave in a 
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much higher in the group showing self harm behaviour. Theories to explain DSH like deranged 
emotional regulation under stress, lower parental relationship quality and negative emotional tone towards parents, lacks 

Aims and Objectives: To study and explore the profile of adolescents attempting DSH; level 
of their perceived stress, emotional tone with parents and peers; and relationship between self harm, perceived stress and 

In this cross sectional study adolescents attending psychiatry OPD with history of DSH within 
past one month were interviewed, screened for psychiatric morbidity and assessed using Self Harm Index (SHI), 
Emotional Tone Index (ETI), Perceived Stress Scale (PSS). Data were analyzed using SPSS.
participants (N=55) were 16.2 (±2.04) years. Majority were female (63.6%), unmarried (87.3%), from rural background 

 secondary level (78.2%). Consuming pesticide (85.5%) was the commonest mode of sel
harm, following an immediate stressful event which was conflict with a parent in 40% of cases. Depression was the 
commonest among psychiatric diagnoses (43.6%). Higher level of perceived stress and emotional tone for parents were 

). SHI was significantly higher (p<0.05) in the non depressed diagnostic group with substance 
dependence, anxiety disorders and Borderline Personality. There was significant positive correlation between negative 
ETI (both parents and friends version) and PSS score (<0.05). Conclusion: This study identifies females and adolescents 
with depression as the vulnerable group for DSH. Poor ability to handle stress and lower parental relational quality in 
adolescents are associated with self harm behaviour.  
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Adolescents’ idiosyncrasies, deviant behaviour and 
emotional difficulties have long been a subject of interest 
and intrigue. Various theories concerning identity 

isis, autonomy, relationship evolution 
and biological influences like hormonal perturbation 
emerged in the explanation but why they behave in a 

certain way in a particular situation still doesn’t have a 
clear explanation. Deliberate Self Harm (DSH) or 
parasuicide is the terminology used for intentional self
harm with non fatal outcome.

1
 DSH in adolescents is not 

uncommon in psychiatric clinical practice
incidence of suicide is found much higher in the grou
showing self harm behaviour.

1
 Primary et

is postulated to be deranged emotional regulation in 
adolescents under stressful situation
aimed at reducing anxiety, expressing distressing 
emotions, calling for help, reducing dissociative 
symptoms, testing interpersonal 
preventing aggression towards others.
different states of India West Bengal reported the highest 
number of suicidal deaths in the country.
district of West Bengal where 58% of its population is 
dependent on agriculture. Because acts of DSH are 
mostly unplanned, the methods used are those that are 
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much higher in the group showing self harm behaviour. Theories to explain DSH like deranged 
emotional regulation under stress, lower parental relationship quality and negative emotional tone towards parents, lacks 

To study and explore the profile of adolescents attempting DSH; level 
of their perceived stress, emotional tone with parents and peers; and relationship between self harm, perceived stress and 

dolescents attending psychiatry OPD with history of DSH within 
past one month were interviewed, screened for psychiatric morbidity and assessed using Self Harm Index (SHI), 

SPSS. Result: Mean age of the 
participants (N=55) were 16.2 (±2.04) years. Majority were female (63.6%), unmarried (87.3%), from rural background 

secondary level (78.2%). Consuming pesticide (85.5%) was the commonest mode of self 
harm, following an immediate stressful event which was conflict with a parent in 40% of cases. Depression was the 
commonest among psychiatric diagnoses (43.6%). Higher level of perceived stress and emotional tone for parents were 

). SHI was significantly higher (p<0.05) in the non depressed diagnostic group with substance 
dependence, anxiety disorders and Borderline Personality. There was significant positive correlation between negative 

This study identifies females and adolescents 
with depression as the vulnerable group for DSH. Poor ability to handle stress and lower parental relational quality in 

certain way in a particular situation still doesn’t have a 
clear explanation. Deliberate Self Harm (DSH) or 

suicide is the terminology used for intentional self 
DSH in adolescents is not 

uncommon in psychiatric clinical practice.
2
 and the 

incidence of suicide is found much higher in the group 
Primary etiology of DSH 

is postulated to be deranged emotional regulation in 
adolescents under stressful situation.

3
 DSH is primarily 

aimed at reducing anxiety, expressing distressing 
emotions, calling for help, reducing dissociative 
symptoms, testing interpersonal boundaries and 
preventing aggression towards others. Among the 
different states of India West Bengal reported the highest 

icidal deaths in the country.
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 Burdwan is a 

district of West Bengal where 58% of its population is 
e. Because acts of DSH are 

mostly unplanned, the methods used are those that are 
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readily available at the time of acute distress— pesticides, 
among which are very common in the context of rural 
agrarian population.

5
 In absence of regulatory measures 

to restrict access of pesticides, vulnerable population can 
use this lethal chemical for the purpose of self harm 
remaining in the household. Among the different theories 
found in literature which gives possible explanation for 
deliberate self harm the ‘Cry of Pain’ model associates 
these acts to a primary stressful event or experience 
which produce an overwhelming negative mood state.

6
 

The act of self harm is made in an attempt to escape from 
these unavoidable distressful negative affect.

7,8
 As far 

adolescents are concerned there are sufficient literary data 
suggesting the origin of this maladaptive behaviour in 
early parental deprivation or emotionally negative 
relational experiences in childhood, and insecure parental 
attachment.

9,10,11
 Recent research on how deliberate self-

harm in young adolescents is associated with the 
emotional quality of their close relationships has brought 
the following factors under light: parental criticism is 
seen to be associated with non-suicidal injury in 
adolescents, mediated by alienation towards parents

12
; 

higher levels of negative affect and lower levels of both 
positive affect and cohesiveness have been observed 
among families of self-injuring adolescents

13
; in a recent 

longitudinal study, adolescents engaged in non-suicidal 
self-injury reported lower parental relationship quality 
than other adolescents.

14
 According to an Indian study, 

early parental deprivation has positive correlation with 
suicidal behaviour.

15
 Predominance of DSH in girls was 

concluded in a number of recent studies. While authors 
like Lundh et al.

16
 has pointed out that it is the emotional 

tone of their relations to parents than with the emotional 
tone of their relations to friends that correlated strongly 
with DSH

16
, Landstedt

17
, observing the relationship 

between life circumstances and adolescent mental health, 
concluded that females dominate in the areas of perceived 
stress, psychological distress and deliberate self harm. 
Findings suggest that social relationships are more 
strongly related to mental health problems among girls 
than among boys.

18, 19, 20
 According to Rudolph

18
, this 

difference is due to a female ‘relational-orientation style’ 
(greater female sensibility to relational problems) and 
differential interpersonal stress exposures in girls and 
boys.

18
 With this background the current study was 

conducted to study and explore the profile of adolescents 
attempting DSH; level of their perceived stress, emotional 
tone with parents and peers; and relationship between self 
harm, perceived stress and emotional tone.  
 

MATERIALS AND METHODS 
It was a cross sectional study, conducted in a medical 
college and hospital in West Bengal, India. The study 

design was approved by the ethical committee of the 
concerned institute. Written informed consent was 
obtained from each participants (or guardians, as 
applicable). 
Inclusion and Exclusion criteria 

Inclusion 

• Adolescents, both sexes, aged 10 to 19 years, 
presenting in the psychiatry OPD.  

• H/O deliberate self harm within past one month 
of interview. 

• Subjects able to read and write Bengali 
adequately 

Exclusion 

• Mental retardation 

• Presence of serious physical or mental illness 

making them unable to take part in the 

interview. 

Tools 
Socio demographic data and details of precipitating event 
for self harm were noted in a Semistructured interview 
sheet prepared for the purpose of this study. 
Self Harm Inventory (SHI)

21
 

 The Self-Harm Inventory (SHI) is a one-page, 
22-item, yes/no questionnaire that explores respondents’ 
lifetime histories of self-harm behavior. Higher scores 
indicate a history of engaging in a greater range of self-
harm behaviors. A cut-off score of 5 or greater suggests 
the presence of borderline personality disorder in the 
respondent more likely.  
Emotional Tone Index (ETI)

16
 

 Developed by Berscheid, Snyder and Omoto 
(1989), and adapted for adolescents. It enlists different 
positive and negative emotions in relation to their parents 
(17 items, 8 positive and 9 negative), and in relation to 
their closest friends (12 items, 6 positive and 6 negative). 
On a 4-point Likert scale (with the response alternatives 
“never”, “seldom”, “often”, and “very often”), they were 
asked to rate how often they feel negative emotions like 
“angry, irritated” or positive emotions like “safe, secure” 
when they are together with (or think about) their 
parents/close friends  
The Perceived Stress Scale (PSS)

22
 

 The most widely used psychological instrument 
for measuring the perception of stress. It is a measure of 
the degree to which situations in one’s life are appraised 
as stressful. Items were designed to tap how 
unpredictable, uncontrollable, and overloaded 
respondents find their lives. The scale also includes a 
number of direct queries about current levels of 
experienced stress. 
Collection of data 
 Adolescents presenting in the Psychiatry OPD, 
either directly or after being referred by other 



A. Chakraborti, P. Ray, A. K. Bhattacharya, A. K. Mallick 

International Journal of Recent Trends in Science And Technology, ISSN 2277-2812 E-ISSN 2249-8109, Volume 11, Issue 2, 2014                                        Page 150 

departments (as per existing referral protocol of the 
hospital), who fulfilled the inclusion and exclusion 
criteria, were taken up for the study on any four random 
working days in a week. They were assessed using the 
research tools and diagnosis was made using the 
International Statistical Classification of Diseases and 
Related Health Problems 10th Revision, Diagnostic 
Criteria for Research (ICD-10, DCR). It was a single time 
assessment. A total of four data were discarded due to 
incomplete answers and finally the study concluded with 
55 samples. Scoring was done following standard 
protocol of the tools used. 
Statistics 
 Statistical analysis was done using Statistical 
Package for Social Sciences, 16th version. Descriptive 
statistics and Chi square test were used to analyze various 
socio demographic data, while Students t test was used to 
compare the various parameters of the scales/ 
questionnaires used. To make the result more 
comprehensive the subjects were clustered into two age-
groups and certain variables (eg, method of self harm, 
diagnosis etc) were brought under some broad groups. 
Correlation among the various parameters in SHI, PSS 
and ETI were seen by Pearsons correlation coefficient.  
 

RESULTS 

Total number of participants was 54. After excluding one 
subject for poor understanding of the language and two 
subjects for leaving during the assessment, finally 51 data 
(17 males, 34 females) were retained for analysis. Mean 
age of the participants was 16.25 years, range 12 - 19 
years. Out of the total population 34 (66.67%) were 
female, while 17 (33.33%) male. In both the early 
adolescent (<14 years) and late adolescent groups (>14 
years) females outnumbered males (p=0.05) (Table 1). 
Among the participants 33 (64.7%) were Hindus, 18 
(35.3%) Muslims; 37 (72.5%) were from rural 
background, 14 (27.5%) from urban; three (5.88%) of the 
participants had no formal education, six (11.74%) 
studied till V

th
 standard (‘less educated group’), whereas 

42(82.4%) studied beyond Vth standard (‘more educated 
group’). 
 
 

 

OBSERVATIONS AND RESULTS  

Age of the participants (N=55) ranged from 12 years to 
19 years with a mean of (16.2 ± 2.04) year. There were 
more girls (63.6%) than boys (36.3%), Hindus (63.6%) 
more than Muslims, mostly from rural background, 
87.3% of them unmarried, 78.2% having an education 
level of post primary, mostly students (61.8%), self 
poisoning was the commonest mode of self harm with 
organophosphorus pesticides being the most used poison, 
some reported using rodent killers, lice killers and 
vegetable poison like datura, oleander and “akanda” fruit. 
Overdosing themselves with medicines was the next 
common mode, hanging and skin slashing was reported 
by one each (Table 1). Majority reported the act of self 
harm was out of anger or shame following a stressful 
event which was conflict with parent in most cases 
(40%), conflict with other family members, strain in 
romantic relationship were reported by other. 23.6% 
remembered someone in their near acquaintances 
attempting or committing suicide in the past. A large ratio 
presented with some level of depression (42.3%), many 
did not have any identifiable clinical symptom, others met 
criteria for different disorders like borderline PD, 
conversion disorder, GAD, substance dependence, 
adjustment disorder. Of the two participants who had dual 
diagnosis, both had depression as the common finding, 
one had associated borderline PD and other had substance 
dependence (Table 2). Chi-square analysis showed no 
significant difference in sociodemographic parameters 
between both sexes (Table 3). On analysing the SHI 
scores we found that 69.1% reported past H/O self harm. 
Measures they had taken for the purpose were starving 
themselves (40%), cutting (32.7%), overdosing with 
medicines (18.2%),12.7% reported previous suicidal 
attempt. 25.5% Respondents also reported positively 
about other items included in SHI like engaging in self 
defeating ideas (image 1). Mean score on SHI scale was 
(2.93± 2.30) (table 4). 16.4% scored 5 or more in SHI. 
But only one of them met the criteria for Borderline PD. 
SHI was significantly higher in the non depressed 
diagnostic group who had wide range of diagnosis from 
substance dependence, anxiety disorders and BP. In this 
subgroup purpose for their repeated acts of self harm 
could be attributed to impulsivity and anxiety reduction 
under stress. 

 
                     Table 1: Socio demographic profile of the study population (N=55) 

Variable Subgroup N (%) 

Gender 
Male 20 (36.4) 

Female 35 (63.6) 

Religion 
Hindu 35 (63.6) 

Muslim 20 (36.4) 

Marital Status 
Unmarried 48 (87.3) 

Married 7 (12.7) 
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Background 
Rural 42 (76.4) 

Urban 13 (23.6) 

Education 

Up to  

Primary 
12 21.8 

Illiterate 3 (5.5) 

Primary 10 (18.2) 

Secondary  

Or More 

  Class 6
th

 – 10
th

 23 (41.8) 

43 78.2 
Passed 10th 12 (21.8) 

Passed 12th 7 (12.7) 

Occupation 

Student 34 (61.8) 

Employed 12 (21.8) 

Unemployed 9 (16.4) 

Mode Of 

Self Harm 

Poisoning 

 
47 85.5 

Poisoning With Pesticide 33 (60.0) 

Poisoning With Rat Killer 5 (9.1) 

Poisoning Other 9 (16.4) 

Overdose 

 

6 10.9 Drug Overdose 6(10.9) 

2 3.6 Self Cutting 1 (1.8) 

Other   Hanging 1 (1.8) 

 
           Table 2: Profile of the participants 

Variable Subgroup N (%) 

stressful event in relation to 

parent(s) 

Death Of A Parent 2 (3.6) 

Mental Illness In A Parent 4 (7.3) 

Separation From Parent 3 (5.5) 

Parental Death And Mental Disorder Both 3 (5.5) 

Death of One Parent And Separation From Other 1 (1.8) 

Nil Significant 42 (76.4) 

Recent stressful event 

Conflict With Parent 22 (40.0) 

Conflict With Others In Family 16 (29.1) 

Romanic Relationship  Conflict 7 (12.7) 

Break Up With Girlfriend / Boyfriend 3 (5.5) 

No Immediate Stressor 7 (12.7) 

H/O suicide or self harm in                            

near acquaintances 

Yes 13 (23.6) 

No 42 (76.4) 

Diagnosis 

No Diagnosis 21 38.2 Nil 21 (38.2) 

Depression 

 
24 43.6 

MDD Mild 5 (9.1) 

MDD Moderate 9 (16.4) 

MDD Severe 8 (14.5) 

Others 10 18.2 

Substance Dependence 2 (3.6) 

Conversion Disorder 2 (3.6) 

Borderline Personality Disorder 2 (3.6) 

Generalised anxiety disorder 2 (3.6) 

Impulse Control 1 (1.8) 

More Than 1 Diagnosis 2 (3.6) 

Adjustment Disorder 1 (1.8) 

 
           Table 3: Comparison of Socio demographic profile of both genders 

  

  χ
2 

(df)
 

ρ 

Male (N=20) 

 (%) 

Female (N=35) 

(% ) 
  

Background 
Rural 17 (85.0) 25 (71.4) 

1.3 (1) 0.333 
Urban 3 (15.0) 10 (28.6) 
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Image 1:

Mean score on PSS was (25.55±5.53) which 
was categorised as “much higher than average”. It was 
significantly high in female subgroups and in those who 
were depressed (<0.05) (table 5). While scores on ETI 
subgroups were compared with the help of ANOVA it 
was found that depressed group exhibited significantly 
higher scores in ETI(P) neg, ETI(F) neg, and lower scores 
on ETI(F) pos (p<0.05) (Table 5). Among the diffe
genders females had significantly higher score on PSS, 
ETI(P) neg, lower scores on ETI(F) pos (p<0.05) found 

 

     Table 4: Comparison of different parameters in population subgroups (Male/ Female)

 Study population 

(Mean ± SD)

SHI 2.93 ± 2.30 

  

ETI (P) neg 12.58 ± 4.88

  

ETI (P) pos 10.46 ± 4.48

ETI (F) neg 6.53 ± 3.69 

*p < 0.05, SHI: Self Harm Inventory, ETIPneg: Emotional Tone Index Parent (Nagative)

ETIFneg: Emotional Tone Index Friends (Negative)
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Up to primary 7 (35.0) 5 (14.3) 
3.2 (1) 0.096

Secondary or more 13 (65.0) 30 (85.7) 

Hindu 16 (80.0) 19 (54.3) 
3.64 (1) 0.082

Muslim 4 (20.0) 16 (45.7) 

No diagnosis 8 (40.0) 13 (37.1) 

3.80 (2) 0.15Depression 6 (30.0) 18 (51.4) 

Other 6 (30.0) 4 (11.4) 

Poison 19 (95.0) 28 (80.0) 

2.48 (2) 0.289Overdose 1 (5.0) 5 (14.3) 

Other 0 (0.0) 2 (5.7) 

Image 1: Bar diagram representing response to SHI scale 
 

Mean score on PSS was (25.55±5.53) which 
was categorised as “much higher than average”. It was 
significantly high in female subgroups and in those who 

While scores on ETI 
subgroups were compared with the help of ANOVA it 
was found that depressed group exhibited significantly 
higher scores in ETI(P) neg, ETI(F) neg, and lower scores 
on ETI(F) pos (p<0.05) (Table 5). Among the different 
genders females had significantly higher score on PSS, 
ETI(P) neg, lower scores on ETI(F) pos (p<0.05) found 

using independent t-test (Table 4)
test PSS scores had significant positive correlation with 
ETI (neg) score in both parents and friends version 
(p<0.05). Negative correlation was seen between 
perceived stress and positive emotional tone for both 
parents and friends (p<0.05). No significant correlation 
was seen between severity of self harm behaviour with 
perceived stress, emotional tone for parent or friend 
(Table 6).  

Comparison of different parameters in population subgroups (Male/ Female) 

Study population  

(Mean ± SD) 

Male 

(Mean ± SD) 

Female 

(Mean ± SD) 
F (df) 

2.93 ± 2.30  2.75 ± 3.01 3.02 ± 1.83 0.503 (53) 0.671

    

12.58 ± 4.88 10.60 ± 5.04 13.71 ± 4.46 0.541 (53) 0.021

    

10.46 ± 4.48 11.50 ± 4.46 9.85 ± 4.43 0.006 (53) 0.193

6.53 ± 3.69  5.70 ± 3.70 7.00 ± 3.64 0.180 (53) 0.211

ETIPneg: Emotional Tone Index Parent (Nagative), ETIPpos: Emotional Tone Index Parent (Positive)

ETIFneg: Emotional Tone Index Friends (Negative), ETIFneg: Emotional Tone Index Friends (Positive), PSS: Perceived Stress Scale

item 3 5 7 9 11 13 15 17 19 21 23

items on SHI

Mean Score on SHI
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0.096 

0.082 

0.15 

0.289 

 

test (Table 4). On Pearson correlation 
test PSS scores had significant positive correlation with 

arents and friends version 
(p<0.05). Negative correlation was seen between 
perceived stress and positive emotional tone for both 
parents and friends (p<0.05). No significant correlation 
was seen between severity of self harm behaviour with 

, emotional tone for parent or friend 

P 

0.671 

 

0.021
* 

 

0.193 

0.211 

ETIPpos: Emotional Tone Index Parent (Positive), 

PSS: Perceived Stress Scale 
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       Table 5: Comparison of different parameters in population subgroups (Diagnostic categories) 

 
No diagnosis (N=21) 

Mean ± SD 

Depression (N=24) 

Mean ± SD 

Other (N=10) 

Mean ± SD 

F (df) 

 
p 

SHI 2.33 ± 1.19 2.75 ± 1.72 4.60 ± 4.14 3.735 (2) 0.030
* 

ETIP(neg) 11.04 ± 4.44 14.45 ± 5.24 11.30 ± 3.43 3.451 (2) 0.039
* 

ETIP(pos) 11.38 ± 3.66 9.25 ± 5.16 11.40 ± 3.89 1.575 (2) 0.217 

ETIF(neg) 5.09 ± 3.57 7.75 ± 3.45 6.60  ± 3.71 3.137 (2) 0.052
* 

ETIF(pos) 10.33 ± 3.48 8.00 ± 4.21 11.20 ± 2.52 3.577 (2) 0.035
* 

PSS 23.85 ± 6.37 27.70 ± 4.36 23.90 ± 4.72 3.566 (2) 0.035
* 

*p < 0.05, SHI: Self Harm Inventory, ETIPneg: Emotional Tone Index Parent (Nagative), ETIPpos: Emotional Tone Index Parent (Positive), 

ETIFneg: Emotional Tone Index Friends (Negative), ETIFneg: Emotional Tone Index Friends (Positive), PSS: Perceived Stress Scale 

 
                 Table 6: Correlation between scores of different scales SHI, ETI, PSS 

  SHI ETIPneg ETIPpos ETIFneg ETIFpos PSS 

SHI Pearson Correlation 
1 

     

p      

ETIP(neg) Pearson Correlation .177 

.197 
1 

    

p     

ETIP(pos) Pearson Correlation .001 

.996 

-.628
**

 

.000 
1 

   

p    

ETIF(neg) Pearson Correlation .244 

.073 

.226 

.097 

.073 

.598 
1 

  

p   

ETIF(pos) Pearson Correlation -.028 

.837 

-.294
*
 

.029 

.407
**

 

.002 

-.428
**

 

.001 
1 

 

p  

PSS Pearson Correlation -.126 

.360 

.517
**

 

.000 

-.407
**

 

.002 

.314
*
 

.020 

-.315
*
 

.019 
1 

p 
**

Correlation is significant at the 0.01 level (2-tailed). 
*
Correlation is significant at the 0.05 level (2-tailed). 

*
p < 0.05, SHI: Self Harm Inventory, ETIPneg: Emotional Tone Index Parent (Nagative), ETIPpos: Emotional Tone Index Parent (Positive), 

ETIFneg: Emotional Tone Index Friends (Negative), ETIFneg: Emotional Tone Index Friends (Positive), PSS: Perceived Stress Scale 

 
DISCUSSION 

The window of one month for self harm before 
presentation ensured that our subjects could accurately 
respond regarding the events. Certain points (poisoning) 
had to be noted seperately in addition to the options 
provided in the SHI as this was frequently noted in our 
subjects, though it was not there in the tool. The subjects 
were interviewed separately so that others’ responses 
could not bias them. It was evident from our study that 
most of the adolescents adopted comparatively non 
violent method for self harm. Majority attempted the act 
under a stressful circumstance which in most cases were 
neither unique nor exceptional but at this developmental 

transition they perceived it as overwhelming, more so in 
girls. Girls’ representation is dominated additionally in 
the higher negative emotional tone for parents. 
Surprisingly, higher negative emotion was found to be 
coexisting for both parents and friends. It supports the 
view that lack of a secure base in early attachment 
formation (with parents) hinders future attachment 
formation (with peers). The issue of social learning 
emerged in the fact that almost one fourth of study 
population experienced someone in near acquaintance 
committing or attempting suicide although h/o suicide in 
their own family was not very common. This being 
facilitated by the wide availability of pesticide in an 
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agrarian belt suggests the possible reinforcement for the 
act of self harm.  Although one third of the DSH 
attempters did not meet the criteria for any psychiatric 
diagnosis large majority did so. Depression emerged as 
the commonest morbidity. It was essentially present in the 
12.7% of the participants who attempted without any 
immediate stressor. This group with a more severe 
underlying psychopathology could be a target for further 
studies.    
 
CONCLUSIONS 

Despite the limitations of this study (modest 
sample size) some facts about adolescents committing 
DSH came evident. These were poor ability to handle 
stress, difficulty in interpersonal relation especially with 
respect to parent and female vulnerability to stress and 
relational stress. Apart from the socio demographic and 
circumstantial predisposition of parasuicide and DSH 
which were extensively studied before, our study attempts 
to see adolescent DSH from a different light of emotional 
and relational perspective. It also identified the highly 
vulnerable group with unmet need for psychiatric 
treatment. Why they hurt themselves still is a mystery but 
effective management of stress, relationship handling and 
developing resilience in preventing self harm definitely 
needs the base of evidence from future research. 
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