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Introduction

Deliberate Self-Harm has emerged as an important health 
and a social issue worldwide. It is one of the strongest 

risk factors for completed suicides and also provides an 
opportunity to prevent it. Though we do not have ex-
act figures, it is estimated that each year nearly 30000 
people engage in deliberate self harm (DSH) in Sri Lanka, 
as 10 to 20 times the number who complete suicide self  
harm.1 The annual death toll due to completed suicides 
has ranged around 3000 over past few years according to 
Department of Police data. 

An episode of intentional self-harm that did not lead to 
death and irrespective of intention to die is considered 
as an act of DSH.2 Since DSH is the most significant pre-
dictor of subsequent completed suicides, delivering sat-
isfactory psychiatric care to these individuals is of impor-
tance. In the hospitals DSH patients are usually managed 
in general medical and surgical wards. As only a propor-
tion of patients are seen by psychiatry team due to ward 
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Introduction
Deliberate Self-Harm (DSH) has emerged as an important health issue in Sri Lanka. It is one of the strongest risk fac-
tors for completed suicides.

Methods:
A questionnaire based descriptive cross-sectional study with a qualitative component was done in three hospitals 
in Galle district, in Southern Sri Lanka. Selection of variables was done by reviewing selected literature and curricula 
of basic training of medical officers. A series of in depth interviews were conducted to supplement the findings by 
using purposive sampling. Multivariate analysis was done to determine factors associated with satisfactory level of 
performances. Qualitative data analysis was done for in depth interviews.

Results:
Overall knowledge and practices were shown to be satisfactory but deficiencies were noted in certain aspects.  Male 
gender (OR 3.560) and having a work experience of <5 years (OR 6.184) showed significantly higher level of knowl-
edge while age<30 years (OR 4.497) showed satisfactory level of practices. Lack of priority given for psychiatric care 
stood as the main barrier in delivering satisfactory care. Excess work load, lack of competency and inadequate train-
ing appeared to be contributory factors.

Conclusions:
More training opportunities on psychiatric management DSH patients should be included. Competencies on prelimi-
nary risk assessments and providing basic psychological support should be improved.
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referral practices, 3,4 doctors who work in general 
wards have a crucial responsibility in managing DSH.

Competency of hospital staff is identified as an im-
portant determinant of quality of service delivered. 
In improving hospital management practices of a 
particular aspect of care, assessing the current status 
of knowledge and practices among staff should be 
the starting point.5 This study intended to assess the 
status of knowledge and practices among doctors in 
delivering psychiatric care to patients admitted fol-
lowing DSH in District of Galle. 

Methodology 

A questionnaire based descriptive cross-sectional 
study with a qualitative component was conducted 
in July 2015. The Study was carried out in medical 
and surgical wards of three hospitals in Galle district, 
Southern Sri Lanka. The three hospitals, Teaching 
Hospital – Karapitiya, Base Hospital – Balapitiya and 
Base Hospital – Elpitiya, drain more than 80% of the 
population of district.6 

The study population consisted 194 medical staff 
namely; consultants, post graduate trainees and 
other medical officers, later group including interns. 
There was no sampling done as all the eligible indi-
viduals in the study population were invited for the 
study. 

Selection of variables for the questionnaire was done 
after reviewing selected international guidelines on 
management of DSH patients in hospital setting in-
cluding National Institute of Clinical Excellence (NICE) 
and Australian National Guidelines. Recommended 
Text books in psychiatry for undergraduates and 
curricula of basic undergraduate training of medical 
officers were also reviewed. Main aspects of man-
agement of patients admitted following DSH were 
identified by reviewing these guidelines and text 
books. Expected level of knowledge and practices 
were defined by going through above mentioned 
curricula. Draft of the questionnaire was given to an 
expert panel consisting of a consultant psychiatrist 
and two consultant physicians for their comments. 
Face validity, content validity and consensual valid-
ity were assessed by obtaining comments of the 
panel. It was pretested and relevant modifications 
were done to improve the clarity and acceptability 
of questionnaires. All questions had either multiple 
choice or dichotomous responses. There were eight 
knowledge and eight practice related items in the 
questionnaire. 

Principal investigator (AC) himself delivered the ques-
tionnaires and was present throughout to answer 
any queries. Upon receiving the questionnaires par-
ticipants were instructed not to discuss the questions 

among themselves. Maximum of three attempts 
were made for those who couldn’t contact. Eligible 
population was reached over a period of two weeks. 
A series of in depth interviews were conducted to 
supplement the descriptive study. Sample was iden-
tified to represent different categories of doctors and 
individuals were identified by purposive sampling. 
An interviewer guide which was in semi structured 
format was followed. It included selected aspects of 
psychiatric management of DSH which were qualita-
tive in nature.  

Relevant descriptive statistics were calculated. Multi-
variate analysis was done to determine factors asso-
ciated with satisfactory level of performances. For in 
depth interviews ongoing analysis was done. Themes 
were identified as they emerged during interviews. 
Sorting, organizing and indexing were done. Com-
mon themes noted and explanations were given. 
Minimum disruption to routine patient care was as-
sured. Ethical approval for the study was obtained 
from Ethics review committee of Faculty of Medicine, 
Karapitiya. 

Results
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Out of 142 medical staff available in all three study 
settings, 118 duly filled questionnaires were obtained 
with a response rate of 83.1%. Sample consisted of 
13 Consultants (11.0%), 5 Senior Registrars (4.2%), 13 
Registrars (11.0%), 30 Senior House Officers (25.4%) 
and 57  Intern House Officers (48.3%). Observed de-
mographic and other characteristics related to profes-
sional and training statuses are presented in table 1. 

Table 1:  Characteristics of participants 
The Knowledge component consisted of 8 items and 
proportions of correct responses for each item is pre-
sented in figure 1.
                 

Q 1 – Whether all the DSH cases have a higher risk of 
suicides( Answer: Yes), Q 2 – Whether most of them 
are having psychiatric disorders( Answer: No), Q 3 – 
Whether delivering psychiatric care should begin at 
the point of admission ( Answer: Yes),  Q 4  -Whether 
those used less lethal methods do not need psychiatric 
assessment ( Answer: No),  Q 5 – Whether even impul-
sive acts need psychiatric assessment ( Answer: Yes), 
Q 6 – Whether if there are no ongoing suicidal ideas 
there is no need of further assessment ( Answer: No),  
Q 7 – Whether asking about suicidal intention increas-
es the risk of future suicides( Answer: No),  and Q 8 
– Whether all DSH cases should be referred to a psy-
chiatrist( Answer: No).

Only 33 (28.0%) of the study population agreed that all 
patients with DSH carry a higher risk of suicides than 
normal, but 82 (69.5%) agreed that most of DSH cases 
don’t have psychiatric disorders and 96 (81.4%) agreed 
that even patients who used less lethal methods should 
undergo psychiatric assessment. A large majority of 
the study population (n= 102, 86.4%) agreed that even 
impulsive DSH acts deserve psychiatric assessment in 
ward and again most of the study population (n=94, 
79.7%) agreed that even there is no ongoing suicidal 
ideation they should undergo psychiatric assessment. 
There were 71 (60.2%) who mentioned that provision 

of psychiatric care should begin from the point of ad-
mission, however only 74 (62.7%) correctly pointed 
out that asking about suicidal intention from self-harm 
patients does not increases the risk of future suicides. 

But only small proportion (n=44, 37.3%) mentioned 
that every DSH case do not need psychiatric referral.
Similarly, clinical practice was assessed by administer-
ing 8 items. Here the response given as “Do always” 
was considered as the ideal practice. Distribution of 
ideal status of practices is shown in figure 2.

Q 1 – Whether had a training on managing DSH pa-
tient at ward setting after passing out from medi-
cal school, Q 2 – Whether a suicidal risk assessment 
was done before referring them to psychiatric unit, 
Q 3 – Whether  obtaining a brief psychiatric history 
from patients was practiced, Q 4 – Whether inquired 
about past attempts of self harm from patients,  
Q 5 – Whether speaking with family members were 
done in history taking, Q 6 – Whether  involved fam-
ily members in preparing the management plan, Q 7 
– Whether explaining the importance of psychiatric 
referral and follow up to family members and Q 8 – 
Whether  a double check  was done to see if suicidal 
risk assessment and psychiatric referral carried out.
Approximately one fifth of study population (n=22, 
18.6%) acknowledged that they have had a training in 
managing a DSH patient after passing out from medi-
cal faculty. Only a minority (n=16, 13.6%) were doing  
a suicidal risk assessment for every patients with DSH 
before referring them to psychiatric unit and only 21 
(17.8%) reported that they obtain detailed psychiatric 
history from every DSH patient. However 55 (46.6%) 
subjects inquired about past attempts of self-harm 
from all patients with DSH. Involving family members 
in managing patients with DSH appeared to be as low 
as 31 (26.3%) mentioned that they speak with family 
members of patients while obtaining the history and 
only 22 (18.6%) acknowledged that they involve family 
members in preparing the management plan. 

Figure 1:  Performance for knowledge component of the questionnaire

Figure 2: Reporting of the clinical practice component of the questionnaire
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For the purpose of further analysis, overall scores 
were allocated to knowledge and practices compo-
nents. Mean knowledge score among entire study 
population was 23.95 (maximum 40) with SD of 5.83 
while mean practices score was 26.26 (maximum 40 
and SD 4.73). To elicit association of level of knowl-
edge and practices with the selected variables, multi-
variate analysis was done. For the purpose of analysis 
knowledge and practices scores were categorized into 
satisfactory and unsatisfactory levels. Cut off marks 
were determined after obtaining expert opinion. 

Level of knowledge was taken as the dependent vari-
able (having satisfactory level of knowledge was cod-
ed as 1 while having unsatisfactory level was taken 
as 0). Then variables were selected for logistic regres-
sion. Only two variables were found to be significant-
ly associated with satisfactory level of knowledge and 
they were chosen for further analysis. Variables as-
sociated with satisfactory level of practices were as-
sessed in the similar manner and only age category 
was noted to have significant associations.

Among participants male gender (OR 3.560, 95% CI 
1.46 – 8.67) and those who has had a work experience 
of 5 years or less in General ward setting (OR:  6.184, 
95% CI 1.96 – 19.49) showed significantly higher level 
of knowledge. When age was considered, those who 
were below 30 years of age (OR 4.497, 95 % CI 1.91 

– 10.51) showed satisfactory level of practices, com-
pared to those who were older.

For the qualitative component  sample consisted of 
one consultant physician, one consultant surgeon, 
two senior registrars, four registrars, three senior 
house officers (SHO’s) and four intern house officers 
(IHO’s) from both medical and surgical units.
When asking about practice of performing suicidal 
risk assessment and obtaining psychiatric history, 
SHO B said “We just ask whether you did it with the 
intention of dying. We just ask it for our knowledge”
Surgeon A said “We don’t assess the suicidal risk or 
psycho-social status. We refer every DSH case to psy-
chiatry unit”

While exploring the reasons for above practices, 
Surgeon A said “We get nearly 150 patients during a 
casualty day. My staff has no time other than attend-
ing to the surgical care of those patients.”
Medical SR B said “During busy casualty days we pri-
oritize patients. We need to attend urgent medical 
cases. So we may not give much attention for self-
harm patients.” 

Excess work load and lack of priority were elicited as 
main factors for not paying due attention for prelim-
inary psychiatric assessments. Assuming that, it’s a 
duty considered vested with psychiatry unit and self 
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perceived lack of competency were other themes elic-
ited.

Medical SR B said “Anyway psychiatric team will assess 
and do the needful. So why we should bother.”
Surgical Registrar C said “We do the assessment of sui-
cidal risk. But we don’t know whether we are doing it 
in proper way. Honestly I don’t remember.”
When asking about referring practices to psychiatry 
unit; mixed responses were given:
Physician A said “We usually refer all the patients to 
psychiatry unit if admitted following self-harm.”
IHO B said “I think most of them have undetected psy-
chiatric illnesses. So it’s better to refer all of them”
Another Registrar (A) mentioned “Not to take any risk 
we refer every DSH patient to psychiatry unit” though 
it wasn’t mention directly, avoidance of risk or blame 
appeared to be the thinking behind. 
Registrar C mentioned “If the patient is apparent to be 
having a psychiatric illness we definitely refer.”
Physician A said, “If there is a serious risk of suicide we 
refer.”

Physician A further described how she decide on re-
ferral, “We don’t do according to a scale. I usually do 
it according to my clinical experience, considering the 
nature of problem. I also ask about the history of past 
attempts.”

Describing the psychiatric referral practices for DSH pa-
tients, participants noted that some medical and sur-
gical units used to refer each and every case of DSH 
irrespective of any other factor and some units refer 
patients on individual basis considering suicidal risk 
and presence of psychiatric symptoms. But in certain 
units there was no coherent  reasoning. Referrals ap-
peared to be done haphazardly. However in almost 
all the units the decision on referral was made by the 
most senior clinician, either Consultant or Senior Reg-
istrar.  It was found that there were no guidelines to 
determine who should refer and who should not and 
individual practices of consultants determined the re-
ferral practices.  But most of participants pointed out 
the importance of such guidelines.

Discussion 

Both mean knowledge and practice scores were above 
50%. But knowledge was deficient in certain aspects 
and a similar pattern was noted regarding practices as 
well.  Most importantly medical officers not realizing 
DSH as an event that increases the future risk of sui-
cides needs attention. Not linking an act of self harm to 
an expression of suicidal ideation was evident and this 
may result in not paying due attention to the mental 
health needs and attending to  medical problems only 
. Though knowledge seems to be satisfactory, trans-
forming that into practice appears to be poor in certain 

aspects. Specially performing suicidal risk assessment 
before referring them to psychiatric unit and obtain-
ing a brief psychiatric history from patients were poorly 
practiced. 

In multivariate analysis male gender (OR 3.56) and hav-
ing work experience of less than 5 years (OR 6.18) were 
significantly associated with satisfactory level of knowl-
edge. Similarly below 30 years of age category was sig-
nificantly associated with satisfactory level of practices 
with OR of 4.50. Fresh knowledge and enthusiasm by 
younger medical staff could be one explanation. Re-
cent curriculum changes emphasizing psychiatry could 
also have played a role. 

Several reasons emerged for not performing suicidal 
risk assessment before referring.  Excess work load 
vested on medical staff during admission days (which is 
also known as casualty days) was mentioned as a dom-
inant  reason. According to hospital regulations each 
day of the week is allocated to a particular medical or 
surgical ward and all the patients presented during that 
day are diverted to those wards. This results in heavy 
patient influx, reducing the available time for the ini-
tial assessment. Assumption that psychiatry team will 
do the needful was the other important factor for non 
performance of a psychiatric assessment. It further re-
iterated the practice of compartmentalization of provi-
sion of medical and psychiatric care for these patients. 
Other common theme was lack of competency and 
this finding indicates the need to incorporate relevant 
knowledge and skills to the basic training of doctors. 
Several studies had shown that initial suicidal risk as-
sessment links with prolong treatment success7 and 
every DSH patient should undergo risk assessment at 
the earliest time possible.8 

It was apparent that in the units where all the DSH pa-
tients were referred for psychiatric assessment, consul-
tants advised the whole staff to do the same. Believing 
that all DSH patients have psychiatric illnesses, thinking 
that it’s an essential component of management and 
avoiding risk were apparent factors for universal refer-
ral. But during the quantitative assessment of knowl-
edge among doctors, it was shown that most think that 
majority of DSH patients do not have psychiatric ill-
nesses. Some doctors also think, psychiatric referral is 
essential for the completion of management. But most 
of doctors pointed out the importance of the availabil-
ity of a guideline. 

Conclusion and recommendations

More training opportunities on psychiatric manage-
ment of patients admitted with DSH should be includ-
ed into curricula of basic training of doctors. Compe-
tencies on preliminary risk assessments and provision 
of basic psychological support should be improved 
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through this training. We recommended reviewing 
current curricula of MBBS courses in all the medical 
schools to find ways to modify and include relevant 
missing content. When conducting training programs, 
female doctors and senior medical officers (who have 
a work experience more than 5 years) require priority. 
We recommend guidelines on psychiatric assessment 
and referral of DSH patients to be introduced to Gen-
eral medical and surgical wards of all hospital where 
these patients are being treated. 
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