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Abstract 

Background:  Self-Harm (SH) is a major global public health problem under-researched in Pakistan due to religious 
and legal implications. This study aims to identify the characteristics and patterns among patients with SH and factors 
associated with the intent to die.

Method:  This retrospective descriptive study where SH cases presented to private tertiary care teaching hospital in 
Karachi, Pakistan, from January 2013 to December 2017 were extracted from HIMS records. Details related to demog-
raphy, history, associated factors, access to methods used, and intent to die were collected on a structured proforma 
and analysed using STATA version 14. 

Results:  A total of 350 cases were analysed. More than half of the reported cases were in the age group 20–39 years. 
Though only one-fourth of the SH cases had a past psychiatric history, it was found to be significantly (P-value < 0.05) 
associated with intent to die. Notably, 81% of the cases do not have a history of SH. Drug overdose (61.6%) and insec-
ticides (36.6%) were the two most common methods used. Depression was identified in nearly half of the cases. The 
most common reason for attempting SH was inter-personal relationship issues (54.3%).

Conclusion:  This paper provides recent data on the characteristics and patterns associated with the intent to die of 
individuals who have self-harmed. In most cases of SH, past psychiatric history was not evident. Current psychiatric 
diagnosis and young adults were favoured in this study. The data from this study has limited representation for all 
demographic representation of SH cases from Pakistan as being from a single private hospital. There is a need for 
further research on SH in Pakistan.
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What this paper adds

•	 Identify the most common cases reported with SH 
aged between 20–39 years.

•	 Past Psychiatric history and previous attempts were 
less reported in this study.

•	 Interpersonal conflicts were found as the more pre-
vailing reason in SH cases.

•	 Benzodiazepines and pesticides were the most domi-
nant methods used by both sexes.

Background
Suicide is a major public health concern worldwide, irre-
spective of ethnicity, sex, age, culture, and religion [1]. 
Nearly 700,000 people annually die by suicide globally 
[2]. Approximately 79% of the global total reported cases 
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of suicides are from low and middle-income countries 
(LMICs) [3]. A prior act of self-harm (SH) is one of the 
strongest predictors of future suicide in higher-income 
countries (HIC) [4, 5]. Research has shown that approxi-
mately 45% of people contacted their health care profes-
sionals about a month prior to the SH act; however, the 
characteristics and patterns of the SH act were mostly 
overlooked, and the necessary support was not pro-
vided [6, 7]. Literature from HIC also affirms that the risk 
of repeating SH after an index attempt increases in the 
future [5].

Pakistan is an Islamic country with an estimated popu-
lation of 212 million, in which health and mental health 
care systems and related monitoring have lagged behind 
due to political and financial instability [8, 9]. Issues 
related to mental health receive less priority since the 
available resources are insufficient to meet the demands 
of other physiological health care needs.

Karachi is the country’s largest city, with an estimated 
population of approximately 22 million. It has the prin-
cipal seaport and is the major industrial and commercial 
hub; hence, it attracts people from all parts of Pakistan. 
Therefore, it is a densely populated, multilingual, and 
multicultural city as Pakistan has a distinct variety of lan-
guages and cultures. It is estimated that about half of the 
population in the city lives in slums, with compromised 
access to basic necessities [10].

Over the last couple of decades, incidences of sui-
cide and SH have gradually increased in the country 
[11]. However, both are underreported due to religious, 
legal, social, cultural, and moral taboos. In Pakistan, sui-
cide and SH have been criminalized acts subject to legal 
punishment of imprisonment for a year and/or a fine 
[12]. The criminalization of suicide and SH are based on 
strong condemnation in Islam. Suicide is a preventable 
cause of death, and prior history of SH is a strong pre-
dictor of future suicides, as evident from studies from 
HIC [5]. However, there is a scarcity of data from the 
context of Islamic countries such as Pakistan. Therefore, 
studying the characteristics and patterns of SH is impor-
tant for both primary and secondary prevention of sui-
cidal behaviours (suicide and SH) in Pakistan. Identifying 
possible methods used for SH and their accessibility is 
essential. This study aims to identify the characteristics 
and patterns among patients with SH and factors associ-
ated with the intent to die presented during 2013–2017, 
at a private tertiary care teaching hospital in Karachi, 
Pakistan.

Methods
A retrospective descriptive study was conducted to col-
lect information about the characteristics and patterns 
of individuals who have presented with SH at the Aga 

Khan University Hospital (AKUH), Karachi, Pakistan, 
between January 2013 to December 2017. AKUH is a 
private, fee-for-service, tertiary care teaching hospi-
tal located in the centre of Karachi, with a capacity of 
about 700 beds. It has facilities for nearly all medical 
specialities, including an inpatient psychiatry unit with 
18 beds. There is a 24-h psychiatry coverage provided 
for all general wards (including the emergency room) 
of the hospital as required. The hospital does not have 
a defined catchment area, and patients living anywhere 
in the city can access it. More than half of the patients 
seeking medical care belong to the low to middle socio-
economic class and are from various parts of the coun-
try [7]. Records of all patients visiting the AKUH for 
any medical service are protected and recorded by the 
Department of Health Information Management Sys-
tem (HIMS) with high-end confidentiality.

All patients who present with an act of SH to AKUH 
undergo a psychiatric evaluation by a psychiatry resi-
dent doctor-on-call, and a diagnosis and plan of man-
agement are formulated. Medical records of patients 
with a definite diagnosis of SH, of either sex, aged 
11  years and above at the time of admission, were 
selected from the HIMS, using the departmental inter-
nal log and the unique computerized coding. Cases 
related to “Drug Overdose, Poison Ingestion, Suicide, 
Attempted Suicide, (Deliberate) Self-Harm, Self-Injury, 
and Physical Harm” were selected. The study proforma 
included information related to demographic char-
acteristics, past history of psychiatric or any other 
medical illnesses, which were collected from medical 
records. Besides, information related to the method of 
SH, the intent to die, and prior SH was also extracted. 
We confirm that the study protocol was approved by 
the Institutional Ethical Review Committee of the Aga 
Khan University (approval no: 5133-SON-ERC-17). 
Since this study included a review of secondary data 
(file records) and does not involve any human interac-
tion, therefore, Institutional Ethical Review Commit-
tee of the Aga Khan University has waived the need for 
informed consent. Authors confirm that all methods 
were carried out in accordance with ethical guidelines 
and regulation of the institution.

All data were analysed using STATA version 14. Quan-
titative variables were summarized using mean and 
standard deviation, whereas categorical variables were 
summarized using frequency and percentages and 95% 
confidence interval for the total observations, using a 
complete case analysis. Descriptive analysis for psychiat-
ric and medical history was classified based on intention 
to die. The Chi-square test of independence was used to 
determine the association of intention to die with psychi-
atric and medical illness and prior SH.
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Results
A total of 350 cases of SH that were reported during the 
years 2013 to 2017 at AKUH were analysed.

Socio‑demographic characteristics
Out of the 350 cases, 68.3% (n = 239) were females and 
31.7% (n = 111) were males. Their ages ranged from 11 to 
75  years. More than half of the cases of SH (63%) were 
in the age group of 20–39 years, followed by adolescents 
aged 11–19  years (21%). About 46% (n = 161) had had 
no formal education, whereas 5.4% (n = 19) were unem-
ployed. Other socio-demographic variables are listed in 
Table 1.

Medical and psychiatric history
Table  2 provides details about the medical and psychi-
atric history of reported cases classified based on inten-
tion to die. In this study, 87% (n = 304) of the cases had 
no history of medical illness. Nearly 72% (n = 253) of SH 
cases had no past psychiatric illness; however, a signifi-
cant association was found between the past psychiatric 
illness and SH cases who reported an intent to die. About 
half (n = 45) of the cases with an intent to die had a his-
tory of past psychiatric illness, while 47% of cases (with 
intent to die) were diagnosed with depression at the 
time of admission (n = 46). Almost 80% (n = 285) of SH 
cases had no history of the previous attempt and also 
reported no intention to die; however, amongst patients 
with a history of one prior attempt, 35.7% (n = 15) had 

Table 1  Socio-demographic characteristics of self-harm cases 
(n = 350)

Socio-Demographic Characteristics n (%; 95% CI)

Age (in years)
  Adolescents (11–19 years) 72 (20.6; 16.4 – 25.9)

  Young adults (20 to 39 years) 221 (63.1; 57.8 – 68.2)

  Middle adult (40 to 59 years) 53 (15.4; 11.5 – 19.3)

  Older adults (60 years and above) 4 (1.4; 0.3 – 2.0)

Religion
  Muslim 306 (87.4; 83.4 – 90.7)

  Others 44 (12.6; 9.2 – 16.5)

Marital Status
  Single 161 (46.0; 40.6 – 51.3)

  Ever Married 189 (54.0; 48.6 – 59.3)

    Married 176 (50.3; 44.9 – 55.6)

    Divorced/separated 13 (3.7; 1.9 – 6.2)

Occupation
  Home maker 131 (37.4; 32.3 -42.7)

  Student 101 (28.9; 24.1 – 33.9)

  Employed 99 (28.3; 26.3 – 33.3)

  Unemployed 19 (5.4; 3.3 – 8.3)

Educational status
  No formal education 161 (46.0; 40.5 – 51.3)

  Up to secondary 79 (22.6; 18.3 – 27.3)

  Above secondary 110 (31.4; 26.6 – 35.5)

Table 2  Medical and psychiatric history of self-harm cases based on intention to die (n = 350)

P-value < 0.05 considered significant using Chi-square test of independence

Medical / Psychiatric History n (%; 95% CI) No Intent to Die
253 (72.3)

Intent to Die
97 (27.7)

P-value

History of medical illness 0.658

  Yes 46 (13.1; 9.7 -17.1) 32 (69.6) 14 (30.4)

  No 304 (86.9; 82.8 – 90.2) 221 (72.7) 83 (27.3)

Past psychiatric history  < 0.001

  Yes 97 (27.7; 23.0 – 32.7) 52 (53.6) 45 (46.4)

    On medications 68 (70.1; 59.9 – 78.9) 34 (50.0) 34 (50.0)

    No medications 29 (29.9; 21.0 -40.0) 18 (62.1) 11 (37.9)

  No 253 (72.3; 67.2—76.9) 201 (79.5) 52 (20.5)

Prior self-harm 0.066

  Yes 65 (18.6; 14.6 – 23.0) 41 (63.1) 24 (36.9)

    Once 42 (64.6; 51.7 – 76.0) 27 (64.3) 15 (35.7)

    Multiple 23 (35.3; 23.9 -48.2) 14 (60.9) 9 (39.1)

  No 285 (81.4; 76.9 – 85.3) 212 (71.4) 73 (25.6)

Psychiatric diagnosis on assessment  < 0.001

  Absent 194 (55.4; 50.5 – 60.7) 163 (84.0) 31 (16.0)

  Present 156 (44.6; 39.2 – 45.9) 90 (57.7) 66 (42.3)
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an intention to die, while 39.1% (n = 9) had the inten-
tion to die with a history of multiple (at least two) prior 
SH. However, SH cases diagnosed with psychiatric illness 
were 44.6% (n = 156) and were significant with intent sta-
tus (p-value < 0.001). The most common diagnosis was 
depression.

Method used and reasons for self‑harm
Table  3 illustrate details of the methods used and the 
reason for SH. The most common method used was 
drug overdose 61.1% (n = 214), with benzodiazepines 
the most common drug used in 57% (n = 121) cases. The 
second most common method used was the ingestion of 
pesticides 36.6% (n = 128). In a few cases, 2.3% (n = 8) 
reported physical harm. A substantial proportion (82%, 
n = 288) reported that the chosen method (drugs and 
pesticides) was available at home, while 18% (n = 62) had 
bought it, especially with the intention of SH. More than 
half of the reported reasons for SH were inter-personal 
relationship conflicts, including marital, in-laws and 
other familial and close-one relationships. Supplemen-
tary Table 1 provides additional details of factors strati-
fied by sex.

Discussion
This study provides the characteristics and pattern of 
individuals who reported with SH in a private tertiary 
care teaching hospital in Karachi, Pakistan. The current 

study reported a higher proportion of SH among young 
adults, and those having a past SH attempt and psychi-
atric history. A strong association of psychiatric illness 
and intent to die was evident in this study. The intent 
to die was reported in more than a quarter of reported 
cases, and self-poisoning was found as a common 
method used. Our findings align with earlier studies 
conducted in Pakistan [7, 13] and from other countries 
in the region, including Sri Lanka, Malaysia, and India, 
reporting a peak of SH among people of 20–29  years 
[14–16]. The probable reasons for the vulnerability of 
SH behaviour in this age group are recurrent life stress-
ors, pre-morbid psychiatric illnesses, handling diffi-
cult personal and interpersonal relationships [17, 18], 
impulsivity, and maladaptive coping.

Past history of SH is a strong predictor for subse-
quent SH and/or completed suicide in HIC [19–21]. In 
contrast, the current study reported less than one-fifth 
of the cases with a history of one or more SH behav-
iours. Similar findings from earlier national studies 
also reported less prevalent psychiatric illness in SH 
cases [22, 23]. Interpersonal challenges play a crucial 
role in SH in Pakistan [13, 22, 23]. The studies from 
HIC find a strong association of past psychiatric ill-
ness with SH [21], contrary to this study’s finding. In 
scoping review from Pakistan, only a small percentage 
of research has identified mental illness as a risk fac-
tor for SH [13]. The possible reason could be underre-
porting of mental illness due to stigma and inadequate 
assessment [13]. Another possible reason for the low 
rate of repeat SH in Asia is that people who self-harm 
have fewer mental disorders than people who self-
harm in the HIC.

Moreover, in the current study, the intention to die 
was strongly associated with psychiatric illness, con-
sistent with the earlier study [24]. Therefore, psy-
chiatric evaluation and follow-up care are also vital 
for preventing repeated SH [25]. The current study 
found that more than a quarter of SH cases had ‘sui-
cide intent’, defined as “the seriousness or intensity of 
the wish of a patient to terminate his life” (p. 45) [26]. 
Literature suggests that intent of suicide is a signifi-
cant predictor of later suicide attempts or completed 
suicide [27]. However, the presence of mental illness 
does not predict the actual intent to die in all cases of 
SH. Our study reported ‘intent to die’ in only a quarter 
of the cases. This finding is optimistic, indicating that 
the attempts could have been prevented in a majority 
of the cases if accessible and affordable psychological 
support had been available to manage the impulsive 
SH thoughts and life circumstances [24].

Drug overdose, particularly benzodiazepine and 
ingestion of pesticides, accounts for more than 

Table 3  Methods used and reasons for self-harm (n = 350)

n (%; 95% CI)

Method used for current attempt to inflict self-harm
  Drug overdose 214 (61.1; 55.8 – 65.2)

  Ingestion of pesticides 128 (36.6; 89.6 – 97.8)

  Harming physically 8 (2.3; 2.5 – 11.6)

Access to the chosen method
  From home 288 (82.3; 77.8 – 86.1)

  Items available at home 262 (90.7; 87.5 – 94.02)

  Prescribed drugs at home 26 (9.3; 5.9 – 12.9)

  Brought from outside 62 (17.7; 13.2 – 22.1)

Reason for attempt to self-harm
  Interpersonal relationship conflicts 190 (54.3; 48.9 – 59.6)

  Financial 14 (4.0; 2.2 – 6.6)

  Academic difficulties 17 (4.9; 2.9 – 7.7)

  Psychiatric. Illness 20 (5.7; 3.5 – 8.7)

  Medical Illness 4 (1.1; 0.3 – 2.9)

  Bereavement 6 (1.7; 0.6 – 3.7)

  Refuse to reveal 45 (12.9; 9.5 – 16.8)

  Mistake 8 (2.3; 0.1 – 1.5)

  Multiple issues 46 (13.1; 9.8 – 17.1)
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two-thirds of the total SH cases in this study, is com-
parable with earlier studies from Pakistan [7, 28]. 
Regarding the use of pesticides, our study is in con-
sort with other studies conducted in China and India 
[29–31]. In India, hanging is reported as the most 
common method of suicide, followed by pesticide 
ingestion [32]. In comparison, none of the SH cases 
was reported by hanging in this study. The probable 
reason could be that this study focused on SH patterns 
rather than suicide as an outcome. For instance, in 
Pakistan, hanging was also reported as the most com-
mon method of suicide [31].

Moreover, benzodiazepines are reported as the 
most common medication used in SH in national 
and regional studies [33–37]. A notable finding was 
that the access to the mean was available at home 
in most of the reported cases. A plausible reason 
could be the over-the-counter (OTC) and low-cost 
availability of benzodiazepines in countries such as 
Pakistan [28].

The findings of this study have limited generaliz-
ability since the data are reported from a single private 
institution in Karachi, Pakistan and are limited to the 
cases that require medical attention and may afford the 
treatment cost. Thus, cautious generalization of find-
ings to all socio-economic strata is suggested. Addi-
tionally, ‘intent to die’ was based on clinical assessment 
rather than a standard or valid tool. We also need to 
consider the sensitivity of SH in the context of a con-
servative Islamic society like Pakistan, which strongly 
condemns such acts. Thus, the intent to die could be 
underreported.

Conclusion and recommendations
This study has provided a noteworthy finding for char-
acteristics and patterns of individuals who have self-
harmed in Karachi, Pakistan. Past Psychiatric history 
and repeated SH were less commonly reported in this 
study. A higher proportion of young adults and intent 
to die was reported in nearly one-quarter of the total 
cases. The most common methods used were drug 
overdose and insecticides. Interpersonal relationship 
conflicts were the most prevailing reason for SH.

Government regulations and bans on pesticides can 
be effective measures learning from the example of 
Sri Lanka [38] and India [32]. Such measures are also 
considered cost-effective and affordable strategies for 
suicide prevention [39, 40]. Prevention of SH needs 
to be considered both for the general population and 
individuals at risk. Integrating a holistic psychosocial 

assessment needs to be considered in primary care for 
prevention [41]. We recommend setting up surveillance 
systems to collect data prospectively on SH [34, 42] 
from both health facility and community settings for 
a comprehensive understanding of this phenomenon. 
Longitudinal studies are required to understand better 
the complex factors associated with SH cases.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12888-​022-​04018-7.

Additional file 1: Supplementarytable 1. Reasons for self-harm (n = 
350).

Acknowledgements
Authors would like to acknowledge Ms Shamshad Begum for participating in 
the earlier phase of this study and Mr. Mohammad Zaman for facilitation in 
the retrieval of departmental log.

Authors’ contribution
AT & SF contributed to the conception or design of the study, proposal 
development, cleaning data and manuscript review; MPAL data analysis and 
interpretation, writing methodology, and formulating tables; UT reviewed 
paper, MMK: Mentorship throughout the project, access department log, a 
critical input in the study. All authors read and approved the final manuscript.

Funding
Seed Money, Aga Khan University [Number: PF110/0218]. The funding was 
received to support data collection only.

Availability of data and materials
The datasets generated and/or analysed during this study are not publicly 
available due to confidential information of patients but are available from the 
corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
We confirm that the study protocol was approved by the Institutional Ethical 
Review Committee of the Aga Khan University (approval no: 5133-SON-
ERC-17). Since this study included a review of secondary data (file records) and 
does not involve any human interaction, therefore, Institutional Ethical Review 
Committee of the Aga Khan University has waived the need for informed 
consent. Authors confirm that all methods were carried out in accordance 
with ethical guidelines and regulation of the institution.

Consent for publication
Not Applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 School of Nursing and Midwifery, Aga Khan University, Second Floor, Stadium 
Road, P.O Box 3500, Karachi, Pakistan. 2 Department of Community Health 
Sciences, Aga Khan University, Karachi, Pakistan. 3 Karwan-E-Hayat, Psychiatric 
Care and Rehabilitation Center, Karachi, Pakistan. 4 Department of Psychiatry, 
Aga Khan University, Karachi, Pakistan. 

Received: 26 July 2021   Accepted: 26 May 2022

https://doi.org/10.1186/s12888-022-04018-7
https://doi.org/10.1186/s12888-022-04018-7


Page 6 of 6Tharani et al. BMC Psychiatry          (2022) 22:367 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

References
	1.	 Lingeswaran A. Profile of young suicide attempt survivors in a tertiary 

care hospital in Puducherry. Indian J Psychol Med. 2016;38(6):533.
	2.	 WHO. One in 100 deaths is by suicide. 2021.
	3.	 WHO. Suicide 2021. Available from: https://​www.​who.​int/​news-​room/​

fact-​sheets/​detail/​suici​de.
	4.	 Beghi M, Rosenbaum JF, Cerri C, Cornaggia CM. Risk factors for fatal and 

nonfatal repetition of suicide attempts: a literature review. Neuropsychi-
atr Dis Treat. 2013;9:1725–36.

	5.	 Carroll R, Metcalfe C, Gunnell D. Hospital presenting self-harm and risk of 
fatal and non-fatal repetition: systematic review and meta-analysis. PLoS 
ONE. 2014;9(2):e89944.

	6.	 Ahmedani BK, Simon GE, Stewart C, Beck A, Waitzfelder BE, Rossom R, 
et al. Health care contacts in the year before suicide death. J Gen Intern 
Med. 2014;29(6):870–7.

	7.	 Zakiullah N, Saleem S, Sadiq S, Sani N, Shahpurwala M, Shamim A, et al. 
Deliberate self-harm: Characteristics of patients presenting to a tertiary 
care hospital in Karachi. Pakistan Crisis. 2008;29(1):32–7.

	8.	 Jooma R, Sabatinelli G. Political determinants of health: lessons for Paki-
stan. Pak J Med Sci. 2014;30(3):457.

	9.	 Khan MM, Van den Heuvel W. The impact of political context upon the 
health policy process in Pakistan. Public Health. 2007;121(4):278–86.

	10.	 World Population Review. Karachi Population 2022. Available from: 
https://​world​popul​ation​review.​com/​world-​cities/​karac​hi-​popul​ation.

	11.	 Shekhani SS, Perveen S, Akbar K, Bachani S, Khan MM. Suicide and 
deliberate self-harm in Pakistan: a scoping review. BMC Psychiatry. 
2018;18(1):44.

	12.	 Mahmood S. The Pakistan Penal Code, Volume II. 1989.
	13.	 Shekhani SS, Perveen S, Hashmi DES, Akbar K, Bachani S, Khan MM. 

Suicide and deliberate self-harm in Pakistan: a scoping review. BMC 
psychiatry. 2018;18(1):1–15.

	14.	 Jegaraj MKA, Mitra S, Kumar S, Selva B, Pushparaj M, Yadav B, et al. Profile 
of deliberate self-harm patients presenting to Emergency Department: A 
retrospective study. J Family Med Prim Care. 2016;5(1):73.

	15.	 Masiran R, Haniff J, Ali NH, Hamid AMA. Rates and profiles of self-harm 
presenting to Malaysian general hospitals: Data from the Ministry of 
Health in 2011. Malaysian J Med Health Sci. 2017;13(2):39–45.

	16.	 Umakanth M. Clinical Profile of Deliberate Self Poisoning in Eastern Part of 
the Sri Lanka. Saudi J Med Pharm Sci. 2017;3:1084–7.

	17.	 Haw C, Hawton K. Life problems and deliberate self-harm: associations 
with gender, age, suicidal intent and psychiatric and personality disorder. 
J Affect Disord. 2008;109(1–2):139–48.

	18.	 Muehlenkamp JJ, Claes L, Havertape L, Plener PL. International preva-
lence of adolescent non-suicidal self-injury and deliberate self-harm. 
Child Adolesc Psychiatry Ment Health. 2012;6(1):10.

	19.	 Beghi M, Rosenbaum JF. Risk factors for fatal and nonfatal rep-
etition of suicide attempt: a critical appraisal. Curr Opin Psychiatry. 
2010;23(4):349–55.

	20.	 Samari E, Shahwan S, Abdin E, Zhang Y, Sambasivam R, Teh WL, et al. 
An Exploration of Differences Between Deliberate Self-Harm with and 
without Suicidal Intent Amongst a Clinical Sample of Young People 
in Singapore: A Cross-Sectional Study. Int J Environ Res Public Health. 
2020;17(4):1429.

	21.	 Hawton K, Saunders K, Topiwala A, Haw C. Psychiatric disorders in 
patients presenting to hospital following self-harm: a systematic review. J 
Affect Disord. 2013;151(3):821–30.

	22.	 Bashir F, Ara J, Kumar S. Deliberate self poisoning at National Poisoning 
Control Centre. J Liaquat Uni Med Health Sci. 2014;13:3–8.

	23.	 Shahid M, Hyder AA. Deliberate self-harm and suicide: a review from 
Pakistan. Int J Inj Contr Saf Promot. 2008;15(4):233–41.

	24.	 Grøholt B, Ekeberg Ø, Haldorsen T. Adolescents hospitalised with deliber-
ate self-harm: the significance of an intention to die. Eur Child Adolesc 
Psychiatry. 2000;9(4):244–54.

	25.	 Bennardi M, McMahon E, Corcoran P, Griffin E, Arensman E. Risk of 
repeated self-harm and associated factors in children, adolescents and 
young adults. BMC Psychiatry. 2016;16(1):1–12.

	26.	 Beck AT, Schuyler D, Herman I. Development of suicidal intent scales: 
Charles Press Publishers; 1974.

	27.	 Shelef L, Klomek AB, Yavnai N, Shahar G. Perceived stress and intent to die 
in Young soldiers who attempt suicide. Crisis. 2017;39:144–8.

	28.	 Khan M, Reza K. Methods of deliberate self-harm in Pakistan. Psychiatr 
Bull. 1996;20(6):367–8.

	29.	 Xu Y, Phillips MR, Wang L, Chen Q, Li C, Wu X. Retrospective identifica-
tion of episodes of deliberate self-harm from emergency room registers 
in general hospitals: an example from Shanghai. Arch Suicide Res. 
2013;17(4):345–59.

	30.	 Banerjee S, Chowdhury AN. Globalisation of pesticide ingestion in sui-
cides: an overview from a deltaic region of a middle-income nation, India. 
The Palgrave handbook of sociocultural perspectives on global mental 
health: Springer; 2017. p. 679–703.

	31.	 Patel V, Ramasundarahettige C, Vijayakumar L, Thakur J, Gajalakshmi V, 
Gururaj G, et al. Suicide mortality in India: a nationally representative 
survey. The lancet. 2012;379(9834):2343–51.

	32.	 Arya V, Page A, Gunnell D, Dandona R, Mannan H, Eddleston M, et al. 
Suicide by hanging is a priority for suicide prevention: method specific 
suicide in India (2001–2014). J Affect Disord. 2019;257:1–9.

	33.	 Bhatt M, Perera S, Zielinski L, Eisen RB, Yeung S, El-Sheikh W, et al. Profile 
of suicide attempts and risk factors among psychiatric patients: A case-
control study. PLoS ONE. 2018;13(2):e0192998.

	34.	 Shahid M, Khan MM, Saleem Khan M, Jamal Y, Badshah A, Rehmani R. 
Deliberate self-harm in the emergency department: experience from 
Karachi. Pakistan Crisis. 2009;30(2):85–9.

	35.	 Shoaib S, Nadeem MA, Khan ZU. Causes and outcome of suicidal cases 
presented to a medical ward. Annals of King Edward Medical University. 
2005;11(1):30–2.

	36.	 Yip PS, Hawton K, Liu K, Liu KS, Ng PW, Kam PM, et al. A study of deliber-
ate self-harm and its repetition among patients presenting to an emer-
gency department. Crisis. 2011;32(4):217–24.

	37.	 News T. Suicide remains under-researched topic in Pakistan. 2019.
	38.	 Weerasinghe M, Pearson M, Konradsen F, Agampodi S, Sumith J, 

Jayamanne S, et al. Emerging pesticides responsible for suicide in rural 
Sri Lanka following the 2008–2014 pesticide bans. BMC Public Health. 
2020;20:1–8.

	39.	 Lee Y, Chisholm D, Eddleston M, Gunnell D, Fleischmann A, Konradsen F, 
et al. The cost-effectiveness of banning highly hazardous pesticides to 
prevent suicides due to pesticide self-ingestion across 14 countries: an 
economic modelling study. Lancet Glob Health. 2021;9(3):e291–300.

	40.	 WHO. New study highlights cost-effectiveness of bans on pesticides as a 
suicide prevention strategy. 2020.

	41.	 Armstrong G, Haregu T, Caine ED, Young JT, Spittal MJ, Jorm AF. High 
prevalence of health and social risk behaviours among men experiencing 
suicidal thoughts and behaviour: The imperative to undertake holistic 
assessments. Aust N Z J Psychiatry. 2020;54(8):797–807.

	42.	 Vijayakumar L, Armstrong G. Surveillance for self-harm: an urgent need 
in low-income and middle-income countries. The Lancet Psychiatry. 
2019;6(8):633–4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.who.int/news-room/fact-sheets/detail/suicide
https://www.who.int/news-room/fact-sheets/detail/suicide
https://worldpopulationreview.com/world-cities/karachi-population

	Characteristics and patterns of individuals who have self-harmed: a retrospective descriptive study from Karachi, Pakistan
	Abstract 
	Background: 
	Method: 
	Results: 
	Conclusion: 

	What this paper adds
	Background
	Methods
	Results
	Socio-demographic characteristics
	Medical and psychiatric history
	Method used and reasons for self-harm

	Discussion
	Conclusion and recommendations
	Acknowledgements
	References


