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Objective : To study self-injurious behavior in juvenile delinquents

Design . Case-control study

Setting : Three correctional facilities in Bangkok

Subjects . The case group consisted of 41 juveniles who engaged in self-cutting

behavior and the control group consisted of 55 juveniles who had never
engaged in such behavior.

Instruments : The data-gathering instruments were a semistructured interview on
background data and self-injurious behavior, the K-SADS-E (Children’s
Version of the Schedule for Affective Disorders and Schizophrenia -
Epidemiologic Version) and the CES-D (Center for Epidemiologic
Studies - Depression Scale).

Results . Thirty nine percent of the case group engaged in self-cutting before
admission to the facilities, and in the remaining 61 % of the cases the
behavior started during the detention period. The common sites of cuts
were the arms, wrists, abdomen,thighs and the scalp. The items used
were razor blades, knives and glass. All self-cutters received psychiatric

diagnoses compared with 81.8% in the non-cutters (P<.01). The most

*This study was supported by the Rajadapiseksompoj Funds, 1992.
**Department of Psychiatry, Faculty of Medicine, Chulalongkorn University.
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frequent diagnoses were substance use and conduct disorders. A history of
aggressive behavior was more frequent in the cutting group,but
suicidal behavior and the severity of depression were not different
among the two groups. Compared with non-cutters, self-cutters had
family backgrounds characterized by higher rates of alcoholism in the
fathers, psychiatric illness in parents and violence between parents.
Conclusion : This study showed that self-cutters were more disturbed than non-cutters.
Appropriate intervention is urgently needed to prevent this high-risk

behavior.
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Self-injurious behavior (SIB) or self-
mutilation is voluntary and deliberate damage done
by individuals to their own bodies, but without
conscious suicidal intent.(') The injury is done to
oneself without the aid of another person and it
is severe enough for tissue damage to result.(2)
The spectrum of SIB is wide,ranging from delicate
cutting of the skin to autocastration. The preva-
lence of SIB has been estimated at 750 per
100,000 persons per year.(3) In a study in female
delinquents the rate of SIB was as high as 86%. (4)

SIB is a poorly understood phenomenon
in both its behavioral and biochemical aspects.
It has been described in a variety of clinical settings
and in various populations, such as mentally re-
tarded individuals, patients with eating disorders
or psychosis, prison populations, and individuals
with character disorder, primarily borderline per-
sonality disorder.(5-7) Laboratory data variously
suggest the involvement of serotonergic, dopami-
nergic and opiate neurotransmitter systems in the
expression of this behavior.(8-10) Although no
form of treatment has yet been demonstrated to be
of general benefit, data suggest that therapeutic
trials with dopamine or opiate antagonists and
serotonin reuptake inhibitors may be of value.

Self-cutters is the predominant group
among all forms of SIB, with peak incidence
from16-25 years.(11) The authors did a study
among juvenile delinquents in three correctional
facilities in Bangkok and found self-cutting in
42.6% of the population.(12) Since people with
this behavior are at risk for infection by the

Human Immune Deficiency Virus and hepatitis

& 6
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virus, preventive measures for this behavior are
urgently needed. Consequently this study was
conducted to systematically examine what charac-
terized those juveniles who resorted to self-injury,
and then to examine the differences between the
self-cutting juveniles and the juveniles who, under
the same circumstance which produced psycho-
logical distress (detention), did not engage in such

behavior.

Subjects and method

This case-control study took place in three
3 correctional facilities for delinquent males in
Bangkok. The case group consisted of 41 adoles-
cents who engaged in self-cutting behavior during
their detention. The control group consisted of 55
males who had never engaged in such behavior
either before or during their detention.

The research assistant did a 30-60 minute
interview with each subject using a semistructured
interview which elicited information on the back -
ground history, psychosocial variables associated
with delinquency, and the nature of the SIB exhi-
bited by the subjects. After the interview the
subjects were given the CES-D (Center for
Epidemiologic Studies-Depression Scale) to
complete. The CES-D consists of 20 items which
describe symptoms usually found in depressed
people. Response on each item is made on a 4-
point scale, ranging from 0, indicating “rarely, or
none of the time, to 3, indicating that a symptom
was present “most, or all of the time”. The time
frame is the “past week”. The total score can range

from 0 to 60.(13) The study on the CES-D Thai
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version, found this instrument to have good reli-
ability (alpha = 0.86) and discriminant validity and
is suitable as a screen for depression in Thai
adolescents.(14)

After the subjects completed the CES-D,
they were interviewed by the first author, using the
K-SADS-E (Children’s Version of the Schedule
for Affective Disorders and Schizophrenia-
Epidemiologic Version) which is a semistruc-
tured psychiatric interview based on DSM III-
R criteria.(15)  After the interview of 60-90
minutes by use of the K-SADS-E, the second
author performed standard mental status exami-
nations on the subjects. The final diagnosis was
the consensus between both authors. Behavioral
reports during the youth’s detention period were
collected and interviews with the subjects’

counselors were done when possible.

Table 1. Background data.

o o 1 d s A
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Data analysis

All statistical analyses reported used
Fisher’s Exact Test, two-tail, and chi-square to
calculate p values. Prevalence ratios were com-
puted to measure the magnitude of association
between variables of interest. Confidence limits

(CL) were calculated to assess the reliability of

the prevalence ratios.

Results
1. Background data
The comparison of background data
between the self-cutting and non-cutting groups
are shown in table 1. There was no statistical
differences between groups regarding age, educa-

tion and family variables.

Cutting (N=41)Non-cutting(N=55)

% %

Mean age in years (S.D) 16.7 (0.5) 16.4(0.3)
Education : grade 1-6 56 60
grade 7-12 44 40
Ordinal position: only child 1 14
first-born 28 23
middle child 33 36
youngest 28 27
Number of children 1-3 65 67
>/4 35 33
Marital status of living together 50 52
parents divorce/separation 36 38
one parent died 14 10
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2. Behavior Pattern
The behavior patterns of the juveniles
were compared. Subjects in the cutting group were
more likely to have multiple fights with peers and
to have used weapons in the fights (p=<.01). They
also exhibited previous suicidal behavior at a
higher rate than did the non-cutting group. How-
ever, the difference did not have statistical signifi-
cance (Table 3).
3. Cutting behavior
Self-cutters were interviewed regarding
the methods and situation in which the cutting
occured. Of 41 cutters, 39% (16 cases) started to
cut themselves long before their detention. In 61%
(25 cases) cutting started during their terms in the
correctional facilities. Most cuts were 4-5 inches
long and deep enough to result in scars. The
common sites were the arms, wrists, abdomen,
thighs and the scalp. The items used by cutters

were razor blades and knives. For cutting done in

Table 2. Results of Psychiatric evaluation.
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the correctional facilities the most common item
was a piece of glass from a soft drink bottle. Pain
was reported to be absent during cutting.

4. Psychiatric evaluation

More self-cutters weregiven psychiat-
ric diagnoses than those who did not engage in
cutting behavior (100% and 81.8%, respectively,
P<.01). Psychiatric disorders were found at higher
rates in the cutting group than in the non-cutting
group, especially conduct disorder and substance
use disorder. Multiple substance use (>/3 drugs)
was more frequent in the cutting group (58.5%
and 27.3%, respectively, p<.05). The drugs used
among juveniles before admission to the facilities
were as follows: alcohol, volatile substances,
marijuana, sedatives and heroin.

The severity of depression was measured
by the CES-D. The mean CES-D score in the
cutting group was higher than in the non-cutting
group, but the difference was not statistically

significant (Table 2).

Cutting Non-cutting
N % N %
Mean CES-D score(S.D.) 19.0 (9.9) 18.25 (8.1)
Received psychiatric diagnosis™ 41 (100.0) 45 (81.8)
Depressive disorder 9 (21.9) 7 (12.7)
Adjustment disorder 13 (31.7) 23 (41.8)
Anxiety disorder 2 (a.9) 1 (1.8)
Conduct disorder, aggressive 2 30 (73.2) 19 (34.5)
Conduct disorder, nonaggressive 3 7 (17.1) 2 (3.6)
Substance use™4 36 (87.8) 26 (47.3)
Borderline personality disorder 2 (4.9) - -
Mental deficiency - - 1 (1.8)

*1 paot
*3 p<.05

Fisher’s exact test
Fisher’s exact test

*2 P<.001 O.R.=5.17 C.L.= 1.96-13.91
*4 pc 104 O.R.=8.03 C.L.=2.50-27.44
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5. Family History
Many of the juveniles in both groups
came from distressed family backgrounds. Com-

pared with non-cutting juveniles, juveniles with

o < 3 .
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self-cutting behavior had family background
characterized by higher rates of alcoholism inthe
father, psychiatric illness in parents and violence

between parents (Table 3).

Table 3. Behavior pattern and Psychosocial variables.

Cutting Non-cutting

N % N %

Suicidal behavior 11/41 26.8 13/55 23.6
Fight with peers 23/41 56.1 22/55 40.0
Used weapon in fights*! 29/41 70.7 21/55 38.2
Alcoholism in father*? 23/35 65.7 14/40 35.0
Psychiatric illness in parents” 3 34/34 100.0 ' 33/43 76.7
Violence between parents” 4 17/40 42.5 8/50 16.0
Received severe punishment 7/40 17.5 9/50 18.0
Felt unhappy with family life 14/41 34.1 17/55 30.9

*1 P<o1 OR.=3.91 CL.= 1.52-10.25
*3 P<.o1 Fisher's exact test

Discussion

This is the first study of self-injurious
behavior in Thailand. The aim of the study is to
understand why some youths injure their bodies.
Previous research has determined that most self-
injuious behavior does not have suicidal intent and
is usually inflicted by carefully controlled methods
that are not designed to result in death. (16) In this
study, the rate of suicidal behavior, depressive
disorders and the severity of depressive symptoms
in cutters and non-cutters were not statistically
different. This suggests that SIB is not an expres-
sion of suicidality. On the other hand, it is the
method individuals with psychopathology used to

release intolerable feelings of tension, to acquire

*2 P<.05 OR.=3.56, C.L.= 1.24-10.41
*4 p=.o1 OR.=3.88 , C.L.= 1.32-11.70

control and to reconfirm the presence of their
body.(1:11:17)  Psychodynamic theories view
self-cutters as having significant deficits in early,
preverbal stages of ego development. These
defects lead to the use of primitive defense
mechanisms and relief from tension through
physical messages-('8) Many juveniles reported
either hightened tension or feelings of loneliness
before the episode. Most subjects, as in previous
studies, reported some degree of analgesia.(19)
In some, pain was accompanied by relief and a
sense of empowerment.

All (100%) of the self-cutters were given
at least one psychiatric diagnosis, compared with

81.8% for the non-cutters. All diagnoses, except
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for adjustment disorder, were found in higher
percentages among the cutters. This implies that
self-cutters were more disturbed than non-cutters.
The most common diagnosis was substance use
disorder. Most cutters abused at least three kinds
of substances. The use of multiple substances
induced feelings of euphoria and in ability to
control oneself. It also reduced pain experienced
during cutting. Most cutting episodes that started
before detention were reported to occur during
drug use.

Previous research found self-cutting to be
associated with impulsiveness and antisocial
traits.(29) In this study, aggressive type of conduct
disorder was found in 73.2% of the cutting group.
Histories of aggression and poor impulse control,
such as fights with peers and the use of weapons
during fighting, were also more prevalent in this
group.

Many childhood conditions are found to be
associated with SIB, such as loss of a parent,
marital violence, physical and sexual abuse, and
impulsive and self-destructive behavior in the
family.(21)  This study found higher rates of
alcoholism in fathers, parental psychiatric illness
and violence between parents in the families of
self-cutters. Poor impulse control and aggression
in the family may manifest itseft in the child in
aggressive, injurious behavior toward oneself and
others in later life.

Sixty-one percent of the self-cutting
juveniles started the cutting behavior after admis-

sion to the facilities. There are some possible

explanations for this phenomenon. First is the
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isolation or confinement which has been employed
as a method of punishment. Isolation has been
known to increase aggression in rodents due to
decre-ments in serotonin turnover.(22) In vulner-
able persons, it may provoke self-injury. In the
contexts such as prisons,(s) correctional facilities
for offenders,(23) and inpatient facilites,(1,24)
individuals with no prior history of self-injury
until admission, became cutters. Some investiga-
tors suggest that periods of isolation should not be
more than 24 hours so as to reduce the occurrence
of such behavior.(25)

Even with no isolation, SIB still occurs.
Many cutters reported that life in the facility was
boring and lonely and they did not have any
meaningful things to do. Some subjects in this
study described the reason for their behavior as
an “admission ticket”, to gain acceptance of the
group. The study among teenage offenders found
that self-injury may be a message of group
identification and assertion.(23) Many events are
manipulative, designed to elicit adult attention or
to force transfer to a less restrictive facility.

Since self-cutting carries high risks for
the transmission of HIV and hepatitis B virus,
appropriate intervention is urgently needed in this
population. Treatment of existing psychiatric
disorders, teaching of communication skills and
other productive ways of releasing tension and
aggression, provision of recreational facilities and
meaningful activities, and the use of medication in

severe cases, may reduce the magnitude of this

problem.
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