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FACTORS ASSOCIATED WITH INTENTIONAL SELF-HARMING 

BEHAVIOURS AMONG PATIENTS ADMITTED TO AN 

EKURHULENI DISTRICT HOSPITAL 

 
 

Abstract  

Background: The single most important predictor of death by suicide is having engaged in 

one or more acts of self-harming behaviours. Annually, 7 582 people in South Africa die from 

self-harm; with as many as 151 646 suicide attempts. 

Aim: The aim of this study was to explore the factors associated with intentional self-

harming behaviour among patients admitted to a district hospital. 

Methods: This was a descriptive cross-sectional study of all patients’ medical records 

admitted for intentional self-harm between June 2016 and June 2018 at Bertha Gxowa 

Hospital, a district hospital in Ekurhuleni Health District which provides level one health care 

service to Germiston. A modified version of the World Health Organization (WHO) Practice 

Manual data collection tool was used. The data recorded on collection sheets was then entered 

into Microsoft Excel and analysed using SAS|®. 

Results: One hundred and thirty-six patient records were reviewed. Patients prone to self-

harming behaviours were mostly black single females aged 14-24 years who were 

unemployed but did not use alcohol. The method most commonly used was self-poisoning 

(93,4%). The commonest reason for attempt was interpersonal conflict (74,3%). Statistically 

significant factors associated with self-harming behaviours were employment status, alcohol 

use or not as well as history of attempts  

Conclusion: Health care workers working in primary and mental healthcare settings should 

have a higher index of suspicion for young black single female patients especially with a 

history of unemployment, no alcohol use and first self-harm attempt. Besides being a medical 

problem, this should be a societal problem.  

Keywords: Self-harm, Behaviour, Methods, Reason, Sociodemographics, Clinical profile, 

Associated factors 
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Nomenclature 
 
AIDS:  Acquired immunodeficiency syndrome  

HIV:  Human immunodeficiency virus 

MDD:  Major depression disorder 

NSSI:  Non-suicidal self-injury 

SSI:   Suicidal self-injury 

WHO :  World Health Organisation  
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Introduction 
 
Social value 
 
Intentional self-harm may be defined as injurious or harmful behaviour that is self-directed and 

purposely results in injury or the potential for injury to oneself, often as a reaction to feelings 

of extreme psychological distress or emotional pain1. It includes cutting, burning or hitting 

oneself; bingeing or starvation, abuse of drugs or alcohol; and overdosing on prescription 

medications2-4. This risky behaviour can have a fatal outcome5. Intentional self-harming 

behaviour encompasses parasuicide and attempted suicidal behaviours; terminology that are 

often used interchangeably in literature1. Parasuicide is referred to as non-suicidal self-injury 

(NSSI) and attempted suicide is suicidal self-injury (SSI)5 but often in a complex and 

overlapping relationship14,17.  
 

Scientific value 

The global burden of intentional self-harm has increased by 24% and it was found to be the 

18th leading contributor worldwide to disease burden24. These numbers are predicted to 

increase over the coming decades6. With Africa being the largest and second populated 

continent in the world, there is scarcity of information on self-harming behaviours. A 

systematic review reported that data on self-harming behaviours were only available from 11 

countries on the African continent6. Self-harming behaviour incidence rates varied from 0.7% 

in Nigeria to 6.0% in Liberia while South African estimates ranged from 2.9%-3.4%. 

Reported records indicate that self –harming behaviours were recorded among the top 10 

causes of deaths in many countries9.  It has been assessed that up to 7 582, people in South 

Africa die from self-harm; with as many as 151 646 suicide attempts annually24 

 

An international metanalysis of the rates of suicide for psychiatric illnesses revealed an 

increased risk of suicide among patients with eating disorders. The risk of suicide is seven 

times higher for those with personality disorder and post-partum psychiatric disorders. The 

risk of suicide is increased especially during the first year and the lifetime risk of suicide for 

those individuals who have schizophrenia is 10%. Patients with cancer have twice the suicide 

rate compared to the general population and it is five times more common in those with 

epilepsy. Studies have also shown increased rates of suicidal ideation in patients with chronic 

pain and human immunodeficiency virus (HIV)/ acquired immunodeficiency syndrome 
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(AIDS)5. A study in Limpopo in 2004 revealed that there is a higher risk for suicide attempts 

amongst individuals who are younger, female and less educated13. This is in agreement with 

studies done in Africa where more females attempted suicide compared to males5. A study 

from Limpopo in 2014 suggests that the single most important predictor of death by suicide is 

having engaged in one or more acts of self-harming behaviours.22   

 

Naidoo and Schlebusch9 showed that a wide variety of methods are used by the people 

committing suicide, the methods used are dependent on different factors such as, knowledge 

of lethality, availability and accessibility to the method by the patient. It showed that hanging 

and shooting are the preferred methods, trailed by self-poisoning with agents such as 

insecticides, drug overdoses, deliberately inhaling toxic gasses and setting fire to oneself.10  

 

Conceptual framework 

A study on household factors associated with self-harm in Johannesburg in 2016 revealed 

potential risk factors or reasons for self- harming behaviours include experiencing judgement 

or feeling isolated in society, abuse or exposure to violence24. This is in correlation with the 

international metanalysis showing that the reasons identified included elevated numbers of 

negative life events, feelings of guilt or 

shame, feelings of loneliness sexual problems, childhood abuse/trauma, poor self-esteem 

parents with mental health problems and a family history suicidal behaviour5. 

 

Aims and objectives 

There has been no study within Ekurhuleni, a highly urbanised centre of South Africa. The aim 

of this study was to explore the factors associated with intentional self-harming behaviour 

among patients admitted to a district hospital. To fulfil this aim, the following were the 

objectives of the study: Explore the socio-demographic and clinical profile of patients admitted 

with intentional self-harming behaviour, as well as determine the methods used, the reasons 

documented and the associations between all these and intentional self-harming behaviour.  

Research methods  
 

Study design  

This was a descriptive cross-sectional record review of patients admitted for intentional self-

harm between June 2016 and June 2018 at Bertha Gxowa Hospital.   
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Setting 

The Bertha Gxowa Hospital is the only district hospital in the Ekurhuleni Health District in 

Gauteng Province. The hospital has 230 approved beds. It provides level one health care service 

to Germiston - a town with a population of 394,2533 and surrounding communities. Ekurhuleni 

Health District is one of the five health districts in Gauteng Province. There is currently no 

documented data with regards to intentional self-harming behaviours within the local area. 

 

Study population 

The study population included all patients who were admitted with intentional self-harming 

behaviour to the Bertha Gxowa Hospital during June 2016 and June 2018.  The details of 

patients were identified from the hospital admission record archives with the assistance of the 

hospital records clerk. A total of 207 patients admitted to the adult medical ward of the hospital 

were identified with the diagnostic label of parasuicide or attempted suicide. However, only 

136 patient’s folders were available in the in-patient filing cabinets of the hospital and included 

in the study. The data of 136 patient files from the admissions register were examined to capture 

socio-demographics attributes, history of attempts, social habits, clinical profile, methods used 

and the documented reason for the attempt for each patient. The patient folders with inadequate 

data and those with completely illegible records were excluded from the study as decided by 

the researcher and reviewed by the supervisor to avoid bias. 

 

Data collection 

Data collection was done using a modified data collection tool from the World Health 

Organization (WHO) Practice Manual, a tool used for establishing and maintaining 

surveillance systems for suicide attempts and self-harm6. The modified tool collected the 

following data sets: diagnosis, socio-demographic aspects, clinical profile, self-harming 

methods, and documented reasons. The researcher recorded data on data collection sheets. 

Confidentiality was maintained with a study number allocated to each patient record in a 

separate coding sheet for the patients file number. The data was then entered into Microsoft 

Excel software, saved, password protected and used for analysis. 
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Data analysis 
Descriptive and inferential statistical analysis was done using Statistical Analysis Software®. 

Fisher’s exact test was utilised to perform associations between intentional self harming 

behaviours among patients admitted to an Ekurhuleni district hospital. A p-value of < 0.05 

was considered to be statistically significant.  

 

Ethical considerations	
Permission to perform the research was granted by the management at the Bertha Gxowa 

Hospital and Ekurhuleni Health District (GP_201903_028). Ethical clearance was given from 

the Health Research and Ethics Committee of the University of the Witwatersrand, 

Johannesburg (M190104). Confidentiality was preserved by coding each patient record with a 

special number. 

 

Results 
 
Results are presented as socio-demographics attributes, history of attempts, social habits, 

clinical profile, methods used and the documented reason for the attempt for each patient.  

 

Sociodemographic attributes of patients 

Out of 136 patient records, 50.7% of the study sample were female while 49.3% were male. 

Black patients comprised the majority (75%). This was trailed by white, coloured and Indian 

patients. In terms of gender and race, black women (79,7%) and black men (70,2%) dominated. 

With regards to age and gender - a majority of patients were women in the age range of 14-24 

years (63,9%). Majority (93,4%) of the patients were single, with 5.2% of the patients married, 

and the rest widowed or divorced. Furthermore, only 20,6% of the patients were employed. 

Data on education and religion was incomplete and had to be left out of the study. Detailed 

socio-demographic data is laid out in Table 1. 
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Table 1: Socio-demographic data of patients 

  Men 
n=67(%)  Women 

n=69(%)  Total 
n=136(%)  

Age groups n 
(%)       

14–24 25 (37,3) 44 (63,9) 69 (50,7) 
25–34 23 (34,3) 15 (21,7) 38 (27,9) 
35–44 14 (20,9) 5 (7,3) 19 (14,0) 
>45 5 (7,5) 5 (7,3) 10 (7,4) 
Mean 30  25.6  27.7  
Median 27  24  24  
Mode 22  24  24  
 
Race       

Black 47 (70,2) 55 (79,7) 102 (75,0) 
White 18 (26,8) 10 (14,5) 28 (20,6) 
Coloured 2 (3,0) 3 (4,4) 5 (3,7) 
Indian 0 (0,0) 1 (1,4) 1 (0,7) 

Marital status       

Single 63 (94,0) 64 (92,7) 127 (93,4) 
Married 4 (6,0) 3 (4,3) 7 (5,2) 
Widowed  0 (0,0) 1 (1.5) 1 (0.7) 
Divorced 0 (0,0) 1 (1,5) 1 (0,7) 

Employment       

Employed 20 (29,8) 8 (11,6) 28 (20.6) 

Unemployed 47 (70,2) 61 (88,4) 108 (79.4) 

 

Documented social habits of patient sample 

The majority of patients (78,7%) did not consume alcohol as per documented records.  In terms 

of gender distribution this constituted 68,7% of men and 88,4% of women. (Table 2). 
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Table 2:Documented social habits of patient sample 

Description 
Men = n (%) 

 

Women =n (%) 

 

Smoker   Yes 14 (21) 6 (9) 

Smoker No 53 (79) 63 (91) 

Total  67 (100) 69 (100) 

Cannabis  3 (37.5) 2 (33,3) 

Cannabis and Opioid  0 (0,0) 2 (33,3) 

Opioid 5 (62,5) 2 (33,4) 

Total  

 
8 (100) 2 (100) 

Alcohol No 
46 (68,7) 61(88,4) 

Alcohol Yes 
21 (31,3) 8 (11,6) 

Total  
67 (100) 69 (100) 

 

Recorded clinical classification of patients 

A majority of the patients diagnosed with attempted suicide (65.2%) were women, followed 

by men (55,2%). Figure 1 shows an overview of the diagnosis recorded on files according to 

gender. 
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Figure 1: Recorded clinical classification of patients  

 

History of attempts 

Most patients were documented as a first attempt (79,4%) of parasuicide/attempted suicide. 

Most of these were women (82.6%) who attempted parasuicide/suicide for the first time with 

the rest of the women (17,4%) having previous attempts. This was then followed by men 

(76.1%) who attempted parasuicide/suicide for the first time and 23.9% of men who had 

previous parasuicide/attempted suicide. (Figure 2) 
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Figure 2: History of attempts  

 

Clinical profile 

With regard to the psychiatric clinical profile, (16 %) patients were known to have had major 

depression disorder (MDD): women (64,2%) and men (58,3%). This was followed by 30,8% 

of the patients with newly diagnosed MDD, a personality disorder (3,8%) and schizophrenia 

(3.8%). With regard to the medical clinical profile, patients had the following: HIV/AIDS 

(41,7%), other illnesses [such as diabetes mellitus, hypertension and thyroid disease (33,3%)], 

epilepsy (12,5%), chronic pain (4,2%), both epilepsy and Chronic pain (4,2%).  

 

	
 
Figure 3: Documented psychiatric clinical profile 
  

0 2 4 6 8 10 12 14 16 18

Newly	diagnosed	MDD

Personality	d/o

Known	MDD

Schizophrenia

Total Women Men



9 
	

	

Figure 4: Documented medical profile 

 
Methods used and documented reasons for attempts 

In respect of the methods used, 93,4% of the patients used self-poisoning, men and women 

comprising 88,1% and 98,6% respectively. This was followed by blunt or sharp objects (3,7%), 

hanging (0,7%), and other methods such as drinking crushed glass (1,4%) and self-poisoning 

with hanging (0,7%). (Table 3) The methods mentioned were accompanied by the following 

documented reasons as listed in Table 3 some patients: battled with childhood adversity (4,4%); 

personal loss of loved ones (2,9%); interpersonal conflict (74,3%) comprising 68,7% and 

79,7% for men and women respectively; financial difficulties (7,4%), experience of crime or 

trauma or abuse (2,2%), interpersonal conflict and financial difficulty (2,2%); financial 

difficulty and experience of crime trauma or abuse (0,7%) while the rest had other reasons 

(5,9%). (Table 3) 

 

0 5 10 15 20 25 30

epilepsy

HIV/AIDS

Chronic	pain

Others

epilepsy	and	Chronic	pain

HIV/AIDS+	other

Total Women Men

Table 3: Methods used and documented reasons for attempts 	 	

  
Men  Women   Total 

n=136(%) 

 

n=67(%)  n=69(%)   

Methods Used n (%)       

Self-poisoning 59 (88,1) 68 (98,5) 127 (93,4) 

Hanging 1 (1,5) 0 (0,0) 1 (0,7) 
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Reasons for Attempt       

Childhood adversity 5 (7.5) 1 (1.4) 6 (4.4) 

Personal loss of loved 

ones 
3 (4,4) 1 (1,4) 4 (2,9) 

Interpersonal conflict 46 (68,6) 55 (79,7) 101 (74,3) 

Financial difficulty 5 (7.5) 5 (7,2) 10 (7.4) 

Experience of crime 

trauma or abuse 
1 (1,5) 2 (3,0) 3 (2,2) 

Other reasons 5 (7,5) 3 (4,3) 8 (5,9) 

Interpersonal conflict and 

financial difficulty 
1 (1,5) 2 (3,0) 3 (2,2) 

Financial difficulty and 

experience of crime 

trauma or abuse 

        1   (1,5)             0     (0,0)           1      (0,7) 

 

 

Factors associated with self-harming behaviours 

Factors statistically and significantly related to self-harming behaviours were: employment 

status (p value 0,030), alcohol use or not (p value 0,002) as well as history of attempts (p value 

<0,0001). There were no other variables amongst demographics, clinical profile, methods used 

and documented reasons that had statistical significance. 

 
 
Table 4 Factors associated with self-harming behaviours  
 Diagnosis   
Parameter Attempted (%) Parasuicide (%) P value 

 n 
Mean (±) 
Median IQR 
Min/min 
Male 

82 
27,7 (±10,9) 
24 (21-33) 
14/74 
37 (45,1) 

54 
28,1 (±9,76) 
26 (21-33) 
15/61 
30 (55,6) 

 
0,835 
0,631 
 
0,293 

Blunt or sharp object 5 (7,5) 0 (0,0) 5 (3,7) 

Other methods (drank 

crushed glass) 
2 (2.9) 0 (0,0) 2 (1.5) 

Self-poisoning and blunt  

or sharp object 
0 (0,0) 1 (1,5) 1 (0.7) 
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Female 45 (54.9) 24 (44,4)  
Total 82 (100) 54 (100)  
 
black 

 
64 (78.1) 

 
38 (70.4) 

 
0,275 
 
 

coloured 4 (4,9) 1 (1.9) 
Indian 1 (1,2) 0 (0,0) 
white 13 (15.8) 15 (27.7) 
Total  82 (100) 54 (100)  

 
0.797 
 

 
Divorced  

 
1 (1.2) 

 
0 (0,0) 

Married 3 (3.7) 4 (7.4) 
Single  77 (93.9) 50 (92.6) 
Widowed  1 (1.2) 0 (0,0) 
Total  82 (100) 54 (100)  

Employed  22 (26.8) 6 (11.1) 0.030* 
 Unemployed 60 (73,2) 48 (88.9) 

Total  82 (100) 54(100)  
 
Smoker  

 
8 (100) 

 
12 (100) 

 
0,405 
 Total  8 (100) 12 (100) 

Cannabis  2 (50) 3 (30) 
Cannabis and opioid 1 (25) 1 (10) 
Opioid  1 (25) 6 (60) 
 
Total  

 
4 
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Alcohol yes   72 (87.8) 35 (64,8) 0.002* 
 Alcohol no 10 (12,2) 19 (35.2) 

Total  82 (100) 54 (100)  
New MDD 5 (41,7) 11 (78.6) 0,066 

 Known MDD 6 (50,0) 2 (14.3) 
Personality 1 (8,3) 0 (0,0) 
Schizophrenia 0 (0,0) 1 (7.1) 
Total  12 (100) 14 (100)  
 
Chronic pain 

 
1 (5,9) 

 
0 (0,0) 

 
0,195 
 
 

epilepsy 1 (5,9) 0 (0.0) 
Epilepsy and chronic 
pain 

1 (5,9) 2 (28.6) 

HIV/AIDs 9 (52.9) 1 (14,3) 
HIV/AIDS and other 1 (5,9) 0 (0,0) 
Other  4 (23.5) 4 (57,1) 
Total  17 (100) 7 (100)  
 
First attempt 

 
76 (92.7) 

 
32 (60.4) 

 
<.0001* 
 Previous attempts 6 (7.3) 21 (39.6) 

Total  82 (100) 53 (100)  
 
Childhood adversity 

1 (1,2) 5 (9,3) 0,182 

Crime/trauma 3 (3,7) 0 (0,0)  
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Financial difficulties 5 (6,1) 5 (9,3)  
Financial difficulties 
and crime/trauma 

1 (1,2) 0 (0,0)  

Interpersonal 
conflict 

64 (78,1) 37 (68,5)  

Interpersonal 
conflict and 
financial difficulties 

1 (1,2) 2 (3,7)  
 
 

Personal loss of 
loved ones 

3 (3,7) 1 (1,8)  

Other  4 (4,8) 4 (7,4)  
Total  82 (100) 54 (100)  
 
Blunt or sharp object 

 
1 (1,2) 

 
4 (7,4) 

 
0,088 
 Hanging  1 (1,2) 0 (0,0) 

Other  2 (2,4) 0 (0,0) 
Poison 78 (95,1) 49 (90,7) 
Poison and blunt or 
sharp object 

0 (0,0) 1 (1,9) 

Total  82 (100) 54 (100)  
*statistically significant 

Discussion 
 
Key findings 
The aim of this study was to explore the factors associated with intentional self-harming 

behaviour among patients admitted to an Ekurhuleni district hospital. Therefore, this study 

showed that the most common characteristics of patients records reviewed was that of black 

single unemployed females aged between 14-24 years, who did not consume alcohol. This is 

in agreement with studies done in Limpopo in 2013 where more females attempted suicide 

compared to males. The three factors found to be associated with self-harming behaviours 

were: employment status, history of attempts and alcohol use this is in correlation with the 

study done in Johannesburg in 201624.  

 

Discussion of key findings 

A study done in Spain revealed similar findings with regards to the gender of patients, where 

females are more prone to self-harming behaviours. They found that 58.4% of suicide attempts 

were committed by women. The age group of patients in this study were younger, in the age 

bracket of 14-24, which is in alignment with many other studies that show a majority of suicide 

attempters are at a younger age (< 40 years) 6,9,10,12. With regards to social habits the majority 



13 
	

of patients in this study did not consume alcohol. This differs from the study in Durban in 2013 

where a substantial number of patients smoked cigarettes and consumed alcohol.9 

 

Most patients in this study sample did not have chronic illnesses or any psychiatric conditions. 

The clinical profile of patients in terms of psychiatric illness showed insignificant findings in 

this study with regard to self-harming behaviours. This does not correlate with the study done 

in Johannesburg in 201624 which suggested that experiencing a chronic illness not only 

increases the risk of self-harm in the affected patient but could also raises the risk in other 

household members. This difference could be attributed to the mostly younger sample in this 

study, as younger patients are unlikely to suffer from chronic illnesses 

 

The most prevalent method used in this study sample was self-poisoning, though not poison-

type specific, as it was not indicated by the records. The finding correlates with the Africa-

wide study6 that suggested that pesticide poisoning is a prominent method in Africa. This could 

be due to easy accessibility as compared to other methods. These findings differ from Naidoo 

and Schlebusch’s9 study where hanging surfaced as the leading method in the majority of 

suicide sufferers, all racial groups, both sexes and all ages, excluding the over-65-year age 

group. 

 

This study showed that the commonest documented reason for self-harm was interpersonal 

conflict. These findings differ from Obida, Clark and Govenders5 qualitative study which found 

that the commonest reason for suicide attempts was poverty and financial difficulties. 

However, the Durban study in 2013 found that interpersonal tribulations, poor family 

functioning and occurrence of previous attempts respectively may be a contributor in 

precipitating the impulsive suicidal behavioural action. The similarities between this study and 

the Durban study could be attributed to the urban setting of where the studies were done as 

opposed to the rural setting of the Limpopo study. 

 

Implications  

The majority of patients in this study had their first attempt of self-harming behaviour, this 

being the opposite of South African studies which show that majority of patients being both 

genders have had previous attempts of self-harm,9-10,13. This difference may be credited to the 

much younger sample of patients in this study starting at the tender age of 14 years old 

compared to the South African studies which show the majority of of youth committing self 
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harm are between 25-44 9,10,13. 

 

Strengths and Limitations 
 
Whilst this study is the first in Ekurhuleni that looks at documented factors relating to patients 

of self-harming behaviour the presented data is of one district hospital and so cannot be 

extrapolated to the rest of the district. The distinction between parasuicide and attempted 

suicide may have been confused as this is reliant on the clinician. The Failure to document 

some information in an emergency setting can also be seen as a limitation.  

 

Conclusions  
 
As human beings are made up of many complex aspects so are their behaviours. This study 

was able to point out important documented sociodemographic and clinical aspects of patients 

who are prone to self-harming behaviours. Furthermore, it was able to distinguish documented 

factors between attempted suicide and parasuicide which differs from previous studies on self-

harm. As more studies show a shift in change towards the younger population committing self 

harm, including this one, should this not be an alarm on a human level about the challenges 

and outcry for help amongst this age group, who is yet to experience more challenges in their 

later life. This could be an indication that young black women who are unemployed feel like 

there is no reason to live if they loose or argue with a partner/family member. Besides being a 

medical problem, this should be a societal problem. In this regard in-depth qualitative studies 

looking specifically at the younger black female patients, can help find the specific challenges 

they face and how society can support them through those challenges.  
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Appendix I: Data collection tool 
A modified Data collection tool from Practice Manual for Establishing and Maintaining 

Surveillance Systems for Suicide Attempts and Self-Harm 4: 

*Please see MS Excel attachment (Appendix I) 
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Intentional self-harm may be defined as self-injurious/harmful behaviour that is self-

directed and deliberately results in injury or the potential for injury to oneself, often as 

a response to feelings of extreme psychological distress or emotional pain (1). It 

includes cutting, burning or hitting oneself, bingeing or starvation, abuse of drugs or 

alcohol, and overdosing on prescription medications (20-22). This risky behaviour can 

have a fatal outcome (13). Intentional self-harming behaviour encompasses 

parasuicide and attempted suicidal behaviours that are often used interchangeably in 

literature (1). Parasuicide is referred to as nonsuicidal self-injury (NSSI) and attempted 

suicide as suicidal self-injury (SSI) (13).  The relationship between parasuicide and 

attempted suicide is a complex one and there is an overlap consensus between the 

two (14,17). Research findings indicate that parasuicide behaviour predicts suicide 

attempts and high co-occurrence are encountered (15,19). Thus, differentiation 

between the two relies more on the lethal nature, method, prevalence, frequency and 

function (16,18). 

 

In 1985, the WHO European regional multicentre study was launched to monitor and 

examine non-fatal suicidal behaviour. Researchers from 15 countries agreed that 

one of the main problems for epidemiological research in this area was the lack of a 

common terminology (4). Moreover, they agreed that there was a need for 

reasonable terms and definitions of non-fatal suicidal acts from a theoretical point of 

view that could at the same time be used and applied to surveillance of the 

aforementioned. The WHO European multicentre study group used ‘parasuicide’ as 

an umbrella term that covered terms such as ‘attempted suicide’, ‘deliberate self-

harm’ and ‘self-poisoning’. As the study expanded to more countries, the term 

‘parasuicide’ was found to be challenging in practice as it was difficult to translate in 

some cultures (4). 

 

During 1994, the term ‘parasuicide’ was replaced with ‘attempted suicide’ as the term 

adopted at the WHO European multicentre study. However, even in relation to 

hospital data records, the use of the term ‘attempted suicide’ was fluid because it 

meant very different things to different people (4). 

 

Intentional self-harming behaviours have increased globally over the past decade and 

have been identified as one of the major contributors to the high disease and 
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healthcare burden in many low- to middle-income countries (10). Patients who engage 

in intentional self-harming behaviours are 38 times more likely commit suicide (2).  

 

Motivation/ justification  
		

The justification of this study is to document the patterns of intentional self-harm 

cases which will contribute to the understanding of self-harming behaviours more 

fully and thereby assist health care workers with the best ways of identifying, 

reaching and treating those who struggle with self harming behaviours. This 

research may assist on a provincial and national level in regard to relevant 

documentation and proper follow-up of patients with self-harming behaviours.  

 

Literature Review 
	

Research into the epidemiology and cause of intentional self-harming behaviours is 

hampered by the lack of agreement on terminology and definitions; that is further 

complicated by the varying levels of suicidal intent and diverse motives reported by 

people engaging in self-harming behaviours (4). Moreover, there are also major 

procedural disparities between countries for recording these suicides. During 2014, 

the WHO’s global report on suicide prevention identified a need for guidance on the 

surveillance of self-harming behaviour cases presenting to hospitals. (6)  

 

A committed hospital-based surveillance system of self-harm incidents range from: 

countries’ registries, such as in Ireland to subnational registries at the regional level, 

such as in the United Kingdom of Great Britain and Northern Ireland; whereas in 

Derby, Manchester and Oxford, data are collected on intentional self-harming 

patients presenting to hospital emergency departments. In most low- and middle-

income countries there are no hospital-based surveillance systems for suicide 

attempts. 

 

Intentional self-harm is usually the last step of a sequence of processes starting with 

a death wish, suicidal ideation, suicidal contemplation and suicidal behaviours (2).  

It is the second leading cause of death in the 15-29 years’ age group (3). Important 

contributors to self-harm and suicide in this young age group include a family history 
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of intentional self-harming behaviours and psychiatric illnesses, psychological, 

familial, social, and cultural factors. The effects of media are also important, with the 

internet presently playing an important role. (11) 

 

Annually, at least one million people worldwide commit suicide. Intentional self-

harming behaviours outnumber actual suicides by an equally shocking figure ranging 

from 10-20 times more per year (4). A patient who has engaged in one or more acts 

of intentional self harm makes it the single most important predictor of death by 

suicide (4). 

 

In a South African study, it was estimated that the average European rate for 

attempted suicide in persons aged 15 years and above was 140:100 000 for males 

and 193:100 000 for females (5). There is scarcity of information on self-harming 

behaviours in Africa. A systematic review reported that data on self-harming 

behaviours was only available from 11 countries on the African Continent. The self-

harming behaviours incidence rates for seven countries varied from 0.1 per 100000 

in Ghana to 100 per 100000 in Namibia, the outstanding four countries reported 

lifetime prevalence estimates for suicide attempts collected mainly from surveys (6). 

 

In South Africa, age, race and city play independent roles in sex-specific suicide 

rates (5). Younger age groups of both genders are at a higher risk, with females 

being at higher risk than males in many studies (8). In South Africa studies have 

shown that suicide rates have been increasing steadily in all population groups over 

the past decade, although the prevalence varies considerably across age and race 

groups. Among the Indian, Black and Coloured race groups/population, the third 

major cause of death after homicide and natural death is suicide, whereas among 

the White race group/population suicide is the second major cause of death (9). 

Research has shown that the risk factors include child adversity, interpersonal loss, 

interpersonal conflict, recent migration and financial issues (12). 

 

There is a strong association between suicide and mental illness (12). A metanalysis 

of the rates of suicide for psychiatric illnesses revealed an increased risk of suicide 

among patients with eating disorders. The risk of suicide is seven times higher for 

those with personality disorder. The lifetime risk of suicide for individuals who suffer 
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from schizophrenia is 10 % (13). For post-partum psychiatric disorders, the risk of 

suicide is increased especially during the first year (13). Patients with cancer have 

twice the suicide rate compared to the general population and it is five times more 

common in those with epilepsy. Studies have also shown increased rates of suicidal 

ideation in patients with chronic pain and HIV/AIDS (13).  

 

A wide range of methods are used by the people committing suicide and are 

dependent on different factors (10). In South Africa, the statistics for the past decade 

have shown that hanging and shooting are preferred methods followed by self-

poisoning with agents such as pesticides and poisons, drug overdoses, self-gassing 

and self-immolation (10). 

 

Aim and objectives 
Aim 
 
The aim of this study is to explore the factors associated with intentional self-harming 

behaviour among patients admitted to the Bertha Gxowa Hospital. 

 
Specific objectives  
 

• Determine the sociodemographics of patients admitted with intentional self-

harming behaviour. 

• Explore the clinical profile of patients admitted with intentional self-harming 

behaviour.  

• Determine the methods used by patients admitted to the hospital with 

intentional self-harming behaviour.  

• Determine the documented reasons for the intentional self-harming behaviour 

by patients admitted to the hospital. 

• Determine the association between the demographics, clinical profile, 

methods used, documented reasons and intentional self-harming behaviour. 

Methods 
Study design 
 
A descriptive cross-sectional study of patients’ medical records will be used. This will 

involve retrospective review of medical records of patients admitted for intentional 

self-harm between June 2016 and June 2018.  
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Site of study: 
 

The Bertha Gxowa Hospital is the only district hospital in the Ekurhuleni Health 

District. The hospital has 230 approved beds. It provides level one health care 

services to Germiston - a town with a population of 3942533 and surrounding 

communities. These services include: primary health care facilities; 24-hour accident 

emergency and trauma; 72-hour observations for psychiatric patients; medico-legal 

services; surgery excluding orthopaedics; obstetrics and gynaecology; allied services 

and pharmacy. 

Study population 
 
The study population will include all patients that were admitted with intentional self-

harming behaviour to the Bertha Gxowa Hospital during June 2016 and June 2018. 

 

The sample size and sampling 
 
This will be purposive sampling of all medical records of patients admitted during the 

period June 2016 and June 2018 by the researcher based on the inclusion and 

exclusion criteria. 

 

Inclusion criteria 
 
• All files/folders with a diagnostic label of parasuicide or attempted suicide on 

patients admitted to the adult medical wards for intentional self-harm 

cases/incidents during the period from June 2016 to June 2018. 

 

Exclusion criteria 
 
• Patient folders/files with inadequate data and completely illegible records will be 

excluded from the study. 

 

Measurement tool/instrument 
 
A modified data collection tool adapted from the World Health Organization Practice 

Manual for establishing and maintaining surveillance systems for suicide attempts 

and self-harm will be used (6). This tool was designed by WHO to be used by 
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countries to establish public health surveillance systems for suicide attempts and 

self-harm cases presenting to general hospitals, based on medical records (6). 

 

This tool will be used in this research study to collect the following objective variables: 

• Diagnosis (attempted suicide or parasuicide); 

• Sociodemographic aspects (sex, date of birth, age, nationality, ethnicity, religion, 

marital status, employment status, alcohol or drug use and educational status); 

• Clinical profile (eating disorders, newly diagnosed major depressive disorder, 

personality disorders, patients known with major depressive disorder, 

schizophrenia, post-partum psychiatric disorder, epilepsy, HIV/AIDS, cancer, 

chronic pain and, others); 

• Intentional self-harming methods used (self-poisoning, hanging, etc…); and  

• Documented reasons for intentional self-harm (child adversity, interpersonal loss, 

interpersonal conflict, recent migration and financial issues, experience of crime, 

trauma or abuse and others). 

 

Validity will be secured with inclusion of all files except the stipulated exclusion 

criteria. This will help to eliminate selection bias. All records will be measured in the 

same way with the same tool which has been modified according to current literature 

and research findings on intentional self-harming behaviours. 

 

 Data collection:  
 
All files of admitted patients with the label of intentional self-harming behaviours 

between June 2016 and June 2018 will be identified and retrieved from the hospital 

record archives with the assistance of the record clerks. Inclusion and exclusion 

criteria will be applied by the researcher. 

 

All patient files that meet the inclusion criteria will have a label sticker adhered to 

them for identification purposes and to prevent duplication. Confidentiality will be 

maintained where a study number will be allocated with a separate coding sheet for 

the patients file number. 
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The variables will be recorded in the data collection sheets by the researcher on a 

daily basis until all eligible files have been reviewed. The data will then be entered 

into a Microsoft Excel software file for analysis by the researcher. During the data 

collection period, all files will be kept in the hospital record locker and secured. After 

the completion of the data collection, the files will be handed back to the hospital 

record staff. 

 

Data analysis: 
 
Microsoft Excel software will be used to capture data. The descriptive and inferential 

statistics will be done using statistica data analysis software. Data analysis will be 

mainly descriptive statistics in the form of frequencies and percentages for the 

categorical data such as age, sex and race. In order to evaluate the differences in 

proportions between categorical variables (sociodemographics, clinical profile, 

documented reasons and methods) and intentional self-harming behaviour, the chi-

square test will be used. 

 

Continuous data will be summarised using means with standard deviations if 

normally distributed. Skewed continuous data will be summarized using median with 

interquartile range. A multivariable logistic regression will be used to determine the 

factors from the demographics, clinical profile, methods used and documented 

reasons for intentional self-harming behaviour. Intentional self harming behaviours 

will be subdivided into parasuicide and attempted suicide. 

 

Statistical significance will be considered at 2-sided alpha level of 0.05  

The data will be stored safely on the researcher’s personal hard-disk drive with back-

up support and password protected. 

 

Table 1: analysis guide table: 
Specific objectives Variables  Type of data Data analysis 
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Sociodemographics 1. Age 

2. Sex 

3. Race 

4. Education 

5. Employment 

6. Religion 

7. Drug use 

8. Alcohol use 

9. Marital status 

 

1. Continuous 

2. Categorical 

3. Categorical 

4. Categorical 

5. Categorical 

6. Categorical 

7. Categorical 

8. Categorical 

9. Categorical 

• Continuous data will be 

summarised using mean with 

standard deviations if it is 

normally distributed. If the 

continuous data is skewed it 

will be summarized using 

median with interquartile 

range 

• Categorical data will be 

summarized with frequencies 

and percentages and 

presented in tables or 

graphs. 

Clinical profile 1. Eating disorder 

newly diagnosed 

MDD 

2. Personality 

disorder 

3. Known MDD 

4. Schizophrenia 

5. Post-partum 

psychiatric disorder  

6. Epilepsy HIV/AIDS  

7. Cancer 

8. Chronic pain 
9.  Others 

1. Categorical 

2. Categorical 

3. Categorical 

4. Categorical 

5. Categorical 

6. Categorical 

7. Categorical  

8. Categorical 
9. Categorical 

• Categorical data will be 

summarized with frequencies 

and percentages and 

presented in tables or 

graphs. 

Methods used 1. Self poisoning 

2. Hanging 

3. Blunt or sharp 

object 

4. Others 

1. Categorical 
2. Categorical 
3. Categorical 
4. Categorical 

• Categorical data will be 

summarized with frequencies 

and percentages and 

presented in tables or 

graphs. 
Documented 

reasons 

1. Childhood adversity  

2. Interpersonal loss  

1. Categorical 
2. Categorical 

• Categorical data will be 

summarized with frequencies 
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3. Interpersonal 

conflict  

4. Recent migration  

5. Financial difficulties  

6. Experience of 

crime, trauma or 

abuse 

7. other  

 

3. Categorical 
4. Categorical 
5. Categorical 
6. Categorical 
7. Categorical 
 

and percentages and 

presented in tables or graphs 

Associations 

between 

sociodemographics, 

clinical profile, 

documented 

reasons, methods 

used and intentional 

self-harming 

behaviours. 

1. Sociodemographics 

2. Clinical profile 

3. Documented 

reasons  
4. Methods used 

1. Categorical  
2. Categorical  
3. Categorical  
4. Categorical  

 

• Univariate logistic regression 

will be used. Significant 

variables from the univariate 

logistic regression will be 

used in the multivariable 

logistic regression to 

determine the association. 

 

 

 

 Pilot study: 
 
A pilot study will be conducted in a hospital in the district to test if the protocol is 

feasible. A minimum of ten patient folders will be reviewed The aim of the pilot study 

is to test the research process (e.g. duration), acceptability, suitability, understanding 

and the validity of the elements in the data collection tool of the study. This will be 

done after approval has been obtained from the Human Research Ethics Committee, 

University of the Witwatersrand, Johannesburg.  

 

 Limitations: 
 
• Inadequate record keeping, by health care workers, of required information. 

• Loss of patient records/missing continuation notes/sheets from previous years. 
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• Loss of patient files from the medical wards and emergency department 

regarding patients admitted for intentional self-harm. 

• Patients wrongly diagnosed with intentional self-harm behaviours.  

In such a case concerning missing data, loss of records or inadequate record 

keeping this information will be documented on a daily tracking sheet by the 

researcher. Once documented on the tracking sheet, all missing data will be reported 

 

  Bias 
 
Bias may occur while reviewing patient records through over-interpretation or under- 

interpretation of data by the researcher. In such a case those records will be 

reviewed by the supervisor. 

 

Ethical considerations: 
 
Prior to the commencement of the study, permission from the management at the 

Bertha Gxowa Hospital and the Ekurhuleni District will be obtained. Ethical approval 

will be obtained from the Health Research and Ethics Committee, University of the 

Witwatersrand, Johannesburg. All data will be collected in a private room and all 

information will be locked in a cupboard where access will only be allowed to the 

researcher and supervisor. 

 

Timing: 
As abovementioned, once the researcher has received permission from the 

management at the Bertha Gxowa Hospital, University of the Witwatersrand Human 

Research Ethics Committee and the Ekurhuleni District, the study will commence. 

The study schedule is as follows: 

Table 2: study schedule 
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Literature 

review 

                    

Preparing 

protocol 
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Protocol 

assessment 

                    

Ethics 

application 

                    

Collecting 

data 

                    

Data 

analysis 

                    

Writing-up 

thesis 

                    

Writing-up 

paper 

                    

 

Funding: 
This research proposed budget will be self- funded. 
Table 3: budget 
Items Number needed Unit cost 
Transport Monthly basis R500 

Stationary  Reams of paper, pens, 

photocopying 

R300 

Statistician  1 At no cost 

Proof reading +- 60 pages for research 

report with R50 per page 

R3000 

	

 Plan for utilization / dissemination of results 
The study will form part of the research report, in partial fulfilment of the Master of 

Medicine, Family Medicine degree. The results will be shared with the Gauteng 

Department of Health, the health management at the Ekurhuleni District and the 

managers of the Bertha Gxowa Hospital. Once completed, the study findings will 

also be published in peer-reviewed journals. 
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Appendices  
 
Modified Data collection tool from Practice Manual for Establishing and Maintaining 

Surveillance Systems for Suicide Attempts and Self-Harm (4): 

 

*Please see MS Excel attachment (Appendix II) 
 
  



47 
	

 
Appendix I 
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Appendix III 

 

PERMISSION LETTER TO CONDUCT MMED RESEARCH AT THE BERTHA 

GXOWA HOSPITAL 

                                                                                                                 02 July 2018 

 

The Chief Executive Officer 

Bertha Gxowa Hospital 

Germiston 

 

 

Dear Sir/Madam 

 

Request for permssion to conduct MMed research at the Bertha Gxowa 

Hospital 

 

My name is Dr Elsie Mugisha, a second year registrar in the Department of Family 

Medicine, University of the Witwatersrand, Johannesburg. 

 

As part of the MMED studies,the Depatment of Family Medicine requires that I 

undertake a research study at a health care center. The title of the research is, 

‘Factors associated with parasuicide among patients in Bertha Gxowa hospital.’ The 

aim of this study is to determine the factors associated with parasuicide among 

patients admitted to the hospital.  

 

The study will be a cross-sectional study using the medical records of patients 

admitted between June 2016 and June 2018. Data wil be collected by means of a 

data collection tool which includes sociodemographic characteristics,clinical profile, 

method used and reason for parasuicide. There will be no contact with patients 

during this study and confidentiality will be maintained at all times.  

 

I would like request permission to conduct my MMed research at the Bertha Gxowa 

Hospital and access files from the records department once I have obtained approval 
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from the Ekurhuleni Research Committee and the WITS Health Research Ethics 

Committee. 

 

I look forward to your positive response. 

 

Kind regards, 

______________________ 

Dr ENV Mugisha 

Registrar 

Ekurhuleni District 

 
 
 
 
 

 
 
 
 
 


