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ÖZET ABS TRACT

Introduction: A century ago, Kraepelin stated that the distinctive feature of 
schizophrenia was progressive deterioration. Kraepelin criteria for schizophrenia 
are:  (1) continuous hospitalization or complete dependence on others for obtaining 
basic necessities of life, (2) unemployment and (3) no remission for the past five 
years. We aimed to determine the clinical appearance and structural biological 
features of Kraepelinian schizophrenia.   

Met hods: The sample consisted of 17 Kraepelinian patients, 30 non-Kraepelinian 
schizophrenic patients and 43 healthy controls. The Clinical Global Impressions 
(CGI) and the Positive and Negative Syndrome Scales (PANSS) were used for 
clinical assessment. The Frontal Assessment Battery (FAB) and the Verbal Fluency 
and Color Trail Test (CTT) were included in the cognitive battery. Brain magnetic 
resonance imaging and dermatoglyphic measurements were performed for 
structural features.

Result: Duration of illness, hospitalization, suicide attempts, admission type, 
presence of a stressor and treatment choice were similar between the two 
patient groups. Treatment resistance and family history of schizophrenia were 
more common in Kraepelinian patients.  PANSS and CGI subscales scores were 
also higher in this group. Only the category fluency and CTT-I were different in 
Kraepelinian patients in comparison to the other patient group. Structural findings 
were not different between the three groups.

Conc lu si on: Category fluency, which was lower in Kraepelinian patients, is 
an important marker of a degenerative process. The collection of severe 
clinical symptoms, family history of psychiatric illness and nonresponse to 
treatment in this particular group of patients points to the need to conduct 
further studies including cluster analysis in methodology. (Arc hi ves of  
Neu ropsy chi atry 2013; 50: 256-262)

Key words: Kraepelin, schizophrenia, cognitive functions, magnetic resonance 
imaging, dermatogliphic

Conflict of interest: The authors reported no conflict of interest related to this 
article. 

Giriş: Yüzyıl önce Kraepelin, şizofreninin ayırt edici özelliğinin, ilerleyici olarak 
kötüleşme göstermesi olduğunu belirtmiştir. Şizofrenide Kraepelin ölçütleri 
beş yıl boyunca (i) sürekli hastane yatış hikâyesi, yatmayanlarda günlük yaşam 
aktivitelerinde başkasına tam bağımlılık, (ii) gerçek bir iş edineme ve (iii) tam 
düzelmenin yakalanamaması olarak tanımlanmıştır. Bu araştırmada Kraepelin 
ölçütlerini karşılayan şizofreni hastalarının klinik görünümleri ve yapısal biyolojik 
özelliklerinin Kraepelin ölçütlerini karşılamayan şizofreni hastaları ve sağlıklı 
kontrollerle karşılaştırılması amaçlanmıştır.

Yön tem ler: Kraepelin ölçütlerini karşılayan 17 ve bu ölçütlerin dışında kalan 30 
şizofreni hastası ile 43 sağlıklı birey örneklemi oluşturdu. Klinik özellikler Klinik 
Global İzlenim (KGİ) Ölçeği, Pozitif ve Negatif Sendrom Ölçeği (PANSS) ile bilişsel 
işlevler Frontal Değerlendirme Bataryası (FDB), Sözel Akıcılık (SA) ve Renk İzleme 
Testleri (RİT) ile değerlendirildi. Yapısal özelliklerin değerlendirilmesinde beynin 
manyetik rezonans (MR) görüntülemesi ve dermatoglifik değerlendirilmesi yapıldı.

Bul gu lar: Şizofreni grupları arasında hastalık süresi, yatış öyküsü, intihar öyküsü, 
geliş şekli, stresör varlığı, tedavi açısından farklılık yoktu. Kraepelin ölçütlerini  
karşılayan şizofreni hastalarında aile öyküsü ve ilaca yanıtsızlık daha yüksek oranda 
saptandı. Kraepelin ölçütlerini  karşılayan şizofreni hastalarında PANSS’ın tüm alt 
ölçekleri ve KGİ puanları daha yüksekti. Kraepelin ölçütlerini karşılayan grubun 
diğer şizofreni hastalarına göre bilişsel işlevlerden yalnızca kategori akıcılığında ve 
RİT-I’de farklılık gösterdiği saptandı. Üç grup arasında MR ve dermatoglifik ölçüm 
değerleri açısından istatistiksel olarak anlamlı fark belirlenmedi. 

So nuç: Kraepelin ölçütlerini karşılayan şizofreni grubunda performansın düşük 
saptandığı kategori akıcılığı, dejeneratif süreçlerde önemli bir gösterge kabul 
edilmektedir. Şiddetli klinik belirtiler, ailesel özellik ve tedaviye yanıtsızlığın 
bu grupta toplanması gelecekte küme analizini içeren bir yöntem ile çalışmalar 
yapılması gereğine işaret etmektedir. (Nö rop si ki yat ri  Ar fli vi 2013; 50: 256-262)

Anah tar ke li me ler: Kraepelin, şizofreni, bilişsel işlevler, manyetik rezonans 
görüntüleme, dermatoglifik

Çıkar çatışması: Yazarlar bu makale ile ilgili olarak herhangi bir çıkar çatışması 
bildirmemişlerdir.
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Introduction

Deliberate self harm (DSH) has been defined as any 
bahavior leading to self injury independent of suicidal intent. 
DSH behaviour may occur at any age. However, it has been 
found with notably high rates in adolescents and young 
adults (1). In adolescents, DSH may represent a transient 
distressful period and not carry further risk or may be an 
important indicator related with a strong increase in the risk 
of psychological problems in the later periods of life and 
further suicidal behaviour in the future as demonstrated 
by recent studies (2). This behaviour is thought by many 
investigators as a method to alleviate the emotions which 
give pain and decrease stress or a non-adaptive coping 
mechanism or a method of regulating emotions. It hinders 
treatment and interpersonal relations and may result in 
mortality even if it is unintended (3). 

Separation of the parents, intra-familial violence, physical 
or sexual abuse by the parents have been reported with 
a significantly higher rate in patients who show self-harm 
behaviour compared to the individuals who do not show 
such behaviour (4). 

Abuse is defined as improper and deliberate usage of one 
part of the other part with a wicked aim such that this part 
is harmed in human relations. The concept of child abuse 
corresponds to emotional, physical and sexual abuse and 
injury. In addition, encouraging such a relation, allowing this 
relation and remaining insensitive to or taking advantage of 
such a relation are also considered abuse (5). 

There is no definite consensus related with the prevalence 
of child abuse. Different rates changing from 6% to 62% for 
women and from 3% to 16% for men have been proposed 
for the prevalence of sexual abuse in the population. 
Evidence shows that girls are exposed to sexual abuse with 
a higher rate compared to boys and the exploiter is usually 
a family member. Boys are abused by a relative with a lower 
probability and by a stranger with a higher probability (6).

The relation of physical self-harm and suicidal behaviour 
with childhood traumas has been demonstrated clearly 
with many different studies. This relation in the childhood 
age group was recognized by Green for the first time (7). 
Afterwards, Green showed that 41% of the children and 
adolescents exposed to physical abuse showed suicidal and 
physical self-harm behaviour and this rate was significantly 
lower in the healthy children in the control group in his first 
controlled study (8). Many other studies demonstrating a 
similar relation in pre-school children, adolescents and 
adults have been conducted (9,10). Some studies in which 
measurement tools evaluating severity and frequency were 
used showed a dose-response relation between trauma and 
self-harm behaviour (11). Physical self-harm behaviour arising 
from traumatic psychological experiences is not observed 
only in humans, but also in more simple living creatures. 
For example, it has been reported that rhesus monkeys who 
were isolated during infancy and were not allowed to be 
cared by their mothers showed behaviours including beating 
themselves, hitting their heads on hard surfaces and shaking 

their heads. Thus, it has been reported that self-harm 
behaviour is a primitive behavioural pattern which occurs as 
a result of traumatic relation with the caretaker during the 
infancy and childhood and which can be observed in simpler 
living creatures rather than primarily arising from dynamic 
effects including conflict, guiltiness, superego pressure and 
self-agression (12).

In this study, it was aimed to determine if there was a 
relation between deliberate self harm behaviour and the 
prevalence of childhood traumas in patients presenting 
to the adolescent and young adult psychiatry outpatient 
clinic.

Method 

All patients who were followed up and treated after 
consecutive presentation to Bakırköy Ord. Prof. Dr. Mazhar 
Osman Mental Health ans Neurological Diseases Education 
and Research Hospital, Adolescent and Young Adult 
Psychiatry Secondary Care Outpatient Clinic throughout 
one month were included in the study. The secondary care 
adolescent psychiatry outpatient clinic functions as a unit 
where adolescents for whom it is thought that benefit may be 
obtained by psychotherapy in addition to pharmacotherapy 
after being examined in the primary care adolescent 
psychiatry outpatient clinic and followed up for a while, 
who have no psychotic disorder and who can comply with 
therapy are followed and and treated. During the interview, 
the participants were reported that all personal information 
will be kept secret, they could discontinue the study any 
time they wanted and participation would not affect their 
treatment program in any way.

After giving information about the study, 300 patients 
who accepted to participate in the study, who had no 
active psychotic symptoms, who had the mental capacity to 
understand and answer the questions in the questionnaire 
aged between 14 and 20 years were included in the study 
group. During this process, one female patient was excluded 
from the group because she was illiterate and 13 female and 
3 male patients were excluded because they did not give 
consent for participation.

The Deliberate Self Harm and Intent Screening Form was 
applied to the patients who were being followed up in the 
Adolescent and Young Adult Psychiatry Secondary Care 
Outpatient Clinic. The subjects with and without deliberate self 
harm behaviour were compared in terms of childhood traumas. 

Materials 

1. Sociodemographic Data Form  
Gender, age, education status, working status, 

togetherness of the parents, number of siblings, number of 
people living in the house, caretaker, the education levels 
of the parents, psychiatric treatment period and presence of 
psychiatric disease in the family were interrogated. 

2. Deliberate self harm and Intent Screening Form
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This form is an internationally valid, standardized, 
anonymous questionnaire form prepared by the members of 
a multi-center study which invesitagated self harm behavior in 
children and adolescents in Europe and was used to collect 
data in all centers where the study was conducted. Its Turkish 
translation from the article of Morey et al. which was published 
in 2008 in Ireland which is one of the centers where the study 
was conducted was made by the investigators and used 
to screen deliberate self harm and intent. The definition of 
deliberate self harm was as follows: act of realization of one or 
more of the following by an individual without a fatal outcome: 

Invasive behavior with an aim of self harm (self-cutting, 
jumping form a high place)

Ingestion of prescribed substances at excessive doses or 
generally at therapeutic doses which can be recognized.

Ingestion of illegal substances with the aim of amusement 
or with the intent of self-harm 

Ingestion of a substance or object which can not be 
digested 

The following questions were used to define deliberate 
self harm: “Have you ever deliberately ingested a high dose of 
medication or have you ever tried to harm yourself in any way 
(for example, self-cutting)?” For the answer, the options “no/ 
yes, one time. / yes, more than once” were used. The intent of 
self harm was investigated using the following questions: “Have 
you seriously thought of ingesting a high dose of medication 
or of harming yourself (for example, self-cutting), but have not 
realized this thought in the last one month or year? ” (13).

4. Childhood Trauma Questionnaire (CTQ - 28)
This scale the original form of which was developed by 

David P. Bernstein (14) in 1995 was adapted to Turkish in 
1996 by Professor Vedat Şar by obtaining permission from the 
author. It is a five-point Likert type self-report scale. It contains 
questions which evaluate emotional, physical and sexual 
abuse and physical and emotional neglect in the childhood. 

5. Childhood Abuse (CA) Question List
This form questions emotional, physical and sexual 

abuse, neglect and incest experiences in the childhood and 
focuses on the subject whether abuse and incest behaviour 
was present before the age of 18 years. The original name 
of this semi-structured questionnaire is Childhood Trauma 
Questionnaire and it was developed by Bernstein in 1997. It 
was adapted to Turkish by Yargıç et al. and the validity and 
reliability study of the Turkish version was conducted by the 

same autors (15). The definitions of Brown and Anderson 
were used for physical, sexual abuse and incest (16). The 
definitions of Walker, Bonner and Kaufman were used for 
emotional abuse (17). 

Statistical evaluation 
SPSS 13.0 program was used for all statistical evaluations. 

Sociodemographic and diagnostic variables were expressed 
as numerical and percentage values. Bioistatistical evaluation 
of numerical and categoric variables was done with chi-square 
test based on frequency and percentages. Comparison of the 
mean values was done using independent samples t-test. 
A p value of <0.05 was considered significant. In addition, 
logistic regression analysis was performed to determine the 
relation between self harm behaviour and trauma types. 
The variables which were not found to be significant in the 
logistic regression analysis were excluded and backward 
elimination model was used in the second stage.

Results 

75.7% (n=227) of a total of 300 patients were female 
and 24.3% (n=73) were male. The mean age was 17.35±1.62 
years. Most subjects (71.3%, n=214) were students and the 
mean period of education was 10.48±1.91 years.

In all patients who participated in the study, the rate of 
deliberate self harm was found to be 50.0% (n=150). This 
rate was found to be 56.8% (n=129) in girls and 28.8% 
(n=21) in boys. The sociodemographic properties of the 
patients who had self harm behaviour are shown in (Table 1). 

Abuse in the childhood was found in 57.0% (n=171) of 
all patients included in the study. This rate was found to 
be 60.4% (n=137) in girls and 46.6% (n=34) in boys. The 
distribution of the sociodemographic properties according to 
presence of abuse in the childhood is summarized in (Table 1). 

The rate of exposure to abuse in the childhood was found 
to be 71.3% (n=107) in the group with deliberate self harm 
behaviour and 42.7% (n=64) in the group without deliberate 
self harm behaviour (Table 3). The difference between the 
groups was found to be statistically significant (p<0.001, 
p=0.0001).

When the relation between the types of exposure to 
abuse in the childhood and deliberate self harm behavior was 
examined, the rate of physical abuse was found to be 28.7% 
(n=43), the rate of sexual abuse was found to be 22.0%  
(n=33), the rate of emorional abuse was found to be 44.7% 
(n=67) and the rate of intra-familial sexual abuse was found 
to be 18.7% (n=28) in the group with deliberate self harm 
behavior. These rates were higher compared to the group 
without deliberate self harm behavior and the difference 
was found to be statistically significant with a high degree 
(Table 2). When the relation between the types of exposure 
to abuse in the childhood and deliberate self harm behavior 
was evaluated with logistic regression analysis, a statistically 
significant relation was found between all trauma types and 
deliberate self harm behavior. This significance was most 
prominent with intra-familial sexual abuse (p=0.02, odds 

A B

Figure 1. A demonstration of brain imaging study on magnetic resonance 
imaging. A. The lower parts of corpus callosum from left to right in 
accordance with Witelson’s graph; rostrum, genu, rostral body, anterior 
body, posterior body, isthmus, splenium. B. A demonstration of the borders 
of the dorsolateralprefrontal (DPF) and orbitoprefrontal (OPF) cortex on 
magnetic resonance imaging.
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ratio=4.379) and this was followed by emotional neglect 
(p=0.06, odds ratio=2.270). P value was found to be 0.001 
and R2 value was found to be 0.157 for logistic regression 
model. When the variables with low significance were 
excluded and evaluation was made by backward elimination 
model, it was observed that the significance observed in 
the logistic regression model continued (emotional abuse, 
p=0.003, odds ratio=2.295; physical and emotional neglect 
p=0.021, odds ratio=l.962; intra-familial sexual abuse, 
p=0.002, odds ratio=4.468). 

According to the findings of the childhood trauma scale, 
the total score was found to be 9.14±3.18 in the group 
with deliberate self harm behaviour and 7.14±2.20 in the 
group without deliberate self harm behaviour (Table 4). The 
difference was statistically significant with a high degree 

(p=0.0001). According to the findings of the childhood trauma 
scale, the emotional neglect score, the emotional abuse 
score and the sexual abuse score were higher in the group 
with deliberate self harm behavior compared to the group 
without deliberate self harm behavior and the difference was 
statistically significant with a high degree (p=0.0001). The 
physical neglect and physical abuse scores were also higher 

Table 1. Comparison of clinical properties between 
schizophrenia patient groups

K 
Schizophrenia

D 
Schizophrenia p

n (%) n (%)

Admission type

Involuntarily 12 (70.6) 21 (70) 0.967

Voluntarily 5 (29.4) 9 (30)

Drug used

Initial use 1 (5.9) 2 (6.7) 0.308

Typical 3 (17.6) 10 (33.3)

Atyical 10 (58.8) 17 (56.7)

Combination 3 (17.6) 1 (3.3)

Resistance to drug 6 (35.3) 2 (6.7) 0.017

History of use of ECT 8 (47,1) 6 (20) 0,054

Use or history of use of 
depot drug 4 (23.6) 4 (13.3) 0.377

History of 
hospitalization (yes) 14 (82.4) 27 (90) 0.455

Presence of suicidal 
attempt 4 (23.5) 4 (13.3) 0.988

Presence of stressor 2 (11.8) 4 (13.3) 0.878

Familial history of 
schizophrenia* 4 (23.5) 16 (53.3) 0.047

Mean ± SD Mean ± SD

Disease period (years) 7.53±6.7 8.18±5.4 0.351

PANSS positive 20.35±6.5 15.87±5.8 0.026

PANSS negative 28.24±8.1 21.07±5.1 0.001

PANSS general 56.76±11.4 45.5±8.5 0.000

PANSS total 105.35±22 82.1±17.3 0.000

KGİ 4.63±0.8 3.83±0.8 0.001

*:Familial history of schizophrenia indicates evaluation of first-degree relatives, 
K Schizophrenia: The schizophrenia group meeting the criteria of Kraepelin, D 
Schizophrenia: The schizophrenia group which does not meet the criteria of Kraepelin, 
ECT: Electroconvulsive therapy Mean ± SD: Mean ± standard deviation

Table 2. Comparison of MR measurement and 
hand measurement values between the control and 
schizophrenia patients groups 

Control
K  
Schizophrenia

D 
Schizophrenia

(cm2) Mean±SD Mean ±SD Mean±SD

CC1 0.28±0.1 0.24±0.1 0.24±0.1

CC2 1.34±0.3 1.23±0.3 1.25±0.2

CC3 0.90±0.2 0.90±0.2 0.83±0.1

CC4 0.71±0.2 0.67±0.1 0.67±0.1

CC5 0.63±0.1 0.61±0.1 0.62±0.1

CC6 0.57±0.1 0.49±0.2 0.52±0.1

CC7 1.82±0.3 1.71±0.4 1.77±0.3

CC total 6.27±1 5.84±1.1 5.91±0.8

Dorsal Prefrontal 13.52±2.5 14.08±2.1 14.12±1.9

Orbital Prefrontal 8.42±1.9 8±2 8.61±1.5

Right Brain 7.42±5.8 7.351±5.9 7.59±5.3

Left Brain 7.41±5.9 7.4±6.4 7.61±5.1

Total Brain 1.48±11.6 1.48±12.2 1.52±10.3

K Schizophrenia: The schizophrenia group meeting the criteria of Kraepelin, D 
Schizophrenia: the schizophrenia group which does not meet the criteria of Kraepelin. 
CC: corpus callosum, CC1 rostrum, CC2 genu, CC3 rostral body, CC4 anterior body, CC5 
posterior body, CC6 isthmus, CC7 splenium. Mean ± SD: mean ± standard deviation

Table 3. Comparison of dermatoglyphic evaluations 
between the control and schizophrenia patients groups 

Control
K 
Schizophrenia

D 
Schizophrenia

(mm) Mean±SD Mean±SD Mean±SD

Right hand 1 10.01±2.1 10.68±2.3 10.25±2

Raight hand 2 10.30±2.1 11.23±4.4 10.03±3.4

Right finger 2 10.75±2.2 10.65±2.8 10.5±3

Right finger 4 8.39±2.7 9.21±2.3 8.15±2.6

Right finger 5 32.7±4.7 33±53 1.35±4.7

Left hand 1 9.97±2.1 9.1±3.8 9.87±2.2

Left hand 2 10.09±2.6 11.59±4.4 9.87±2.3

Left finger 2 12±2.8 12±3.1 11.4±3.6

Left finger 4 8.9±2.4 7.88±2.6 7.7±2.7

Left finger 5 33.9±5 32.53±4.7 32.13±3.5

K Schizophrenia: The schizophrenia group meeting the criteria of Kraepelin, D 
Schizophrenia: The schizophrenia group which does not meet the criteria of Kraepelin, 
Mean ± SD: mean ± standard deviation
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in the group with deliberate self harm behavior compared 
to the group without deliberate self harm behavior and the 
difference was statistically significant (p=0.01, p=0.001, 
respectively) (Table 4). 

Thra rate of deliberate self harm behavior was found to 
be 53.4% in the subjects who were exposed to one type of 
trauma in the childhood, 67.4% in the subjects who were 
exposed to two types of trauma, 69% in the subjects who 
were exposed to three types of trauma, 75%  in the subjects 
who were exposed to four types of trauma and 100% in 
the subjects who were exposed to five types of trauma in 

the childhood. As the number of trauma types increased, 
the rates increased in the group with deliberate self harm 
behavior compared to the group without self harm behavior, 
but the difference was not statistically significant (p=0,117).

Presence of exposure to abuse in the childhood was found 
with a rate of 73.2% in the group with an intent of deliberate 
self harm and with a rate of 43.2% in the group who had 
no intent of deliberate self harm (Table 5). The difference in 
the rates of presence of exposure to abuse in the childhood 
between the groups was found to be statistically significant 
(p=0.0001).

As the number of trauma types increased, the rates 
increased in the group with an intent of deliberate self harm 
compared to the group who had no intent of deliberate 
self harm, but the difference was not statistically significant 
(p=0.270) (Table 5).

Discussion 

The patients who were included in the study were 
divided into two groups as the group with deliberate self 
harm behavior and the group without deliberate self harm 
behavior by applying the Deliberate Self Harm and Intent 
Screening Form. The rate of the ones with deliberate self 
harm behavior was found to be 50%. 

In the study performed by Fliege et al. in university 
students, the rate of history of deliberate self harm behavior 
was reported to be 30% (18). In the study conducted by 
Morey et al. in schools, 12.2% of the adolescents reported 
a history of lifetime deliberate self harm behavior; 45.9% 
of the onse who deliberately harmed themselves realized 
this action more than one time and the rate of the girls was 
3-fold higher than the rate of the boys  (13).

In our study, the rates of deliberate self harn behavior 
were found to be higher compared to the rates reported in 
the literature. This may be explained with the fact that we 
conducted the study with a patient population and used a 
wider definition for deliberate self harm behavior.

One of the primary limitations in the literature related 
with deliberate self harm behavior is absence of a consistent 
definition of deliberate self harm behavior on which a 
consensus has been constituted (19). One of the reasons 
of inconsistency is the fact that the terms (deliberate self-
harm), (self-injury) and (self-mutilation) are substituted for 
each other to explain the same condition (20,21,22,23). 
Another important problem and reason of inconsistency 
is the fact that the term deliberate self harm behavior 
is used to define behaviors with different natures. For 
example, most investigators use the term deliberate self 
harm behavior to differentiate self-harm and suicide-related 
behaviors, to conceptualize that self-harm is the antithesis 
of suicide attampts (24,25), while other investigators have 
not differentiated the aim of self-harm and the aim of dying  
(26,27,28,29). Therefore, they include suicide attempt in the 
concept of self-harm behavior. 

The rate of the girls who showed deliberate self harm 

Figure 2. Visual expression of palmar flexion folding lengths obtained 
dermatoglyphically. Line number 1; the shortest interval between the 
distal flexion fold and proximal flexion fold, Line number 2; the vertical line 
between thenar arch and proximal flexion fold 

Table 5. Predictors of presence of Kraepelinian 
schizophrenia

OR %95 CI lower %95 CI upper

Verbal fluency II 11.764 10.440 13.257

Constant

CI: Confidence interval

Table 4. Comparison of cognitive functions between the 
control and schizophrenia patients groups 

Control
K 
Schizophrenia

D 
Schizophrenia 

Mean±SD Mean±SD Mean±SD 

FAB 15.3±1.9 11.5±3.2 12±2.3

Verbal fluency-I 25.8±10.3 11.8±6.3 16.2±4

Verbal fluency -II 31.9±6.8 13.7±6.3 19.4±5.3

Verbal Mind Control 20±4.6 10.1±5.1 12.7±3.8

Color Trails Test 1 4.0±0.0 2.4±1.5 3.3±1.3

Color Trails Test 2 3.6±1.2 1.8±1.9 1.7±1.8

K Schizophrenia: The schizophrenia group meeting the criteria of Kraepelin, D 
Schizophrenia: The schizophrenia group which does not meet the criteria of Kraepelin, 
FAB: Frontal assessment battery, Mean ± SD: mean ± standard deviation
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behavior was found to be 56.8% and the rate of the boys 
who showed deliberate self harm behavior was found to 
be 28.8%. It was found that deliberate self harm behavior 
was observed with a higher rate in girls compared to boys. 
In many articles, it has been reported that deliberate self 
harm behavior is observed with a higher rate in women 
(2,28,30,31,32). This gender difference has been proposed to 
be related with the fact that women behave less agressively 
to other people (33,34). However, there is also a study which 
reports that there is no gender difference in occurence of 
deliberate self harm behavior (35,36). 

When we examined the psychiatric diagnoses of the 
patients who had deliberate self harm behavior in our study, 
depressive disorder was found with the highest rate (42%) 
and this was followed by anxiety disorder (26%). In some 
publications, it has been reported that the rates of self-harm 
thoughts, suicide thought and suicide attempt increase in 
adolescents with depressive disorder (37,38,39).

A great portion of the studies related with deliberate self 
harm behavior have investigated traumatic events causing 
to stress in the childhood. Emotional neglect, psychological 
or physical abuse and especially sexual abuse experienced 
in the childhood were primarily related with self harm 
behavior in adolescence or adulthood (40). In a study 
conducted by Aydın et al. with university students, the most 
common childhood trauma was found to be separation from 
the caregiver (46,1%) and this was followed by vitnessing 
violence (33,1%) (41). 

In our study, the rate of exposure to abuse in the childhood 
was found to be 71.3% in the group with deliberate self harm 
behaviour and 42.7% in the group without deliberate self 
harm behaviour. According to the findings of the Childhood 
Trauma Scale, the emotional neglect, emotional abuse and 
sexual abuse scores were significantly higher in the group 
with deliberate self harm behaviour compared to the group 
without deliberate self harm behaviour. The physical neglect 
and physical abuse scores were also higher in the group 
with deliberate self harm behaviour compared to the group 
without deliberate self harm behaviour. These results were 
found to be compatible with the present publications. In 
recent studies, the functions and types of deliberate self 
harm behavior have been examined systematically. There 
are also single studies related with the history of exposure 
to abuse in the childhood and its relation with deliberate 
self harm behavior. For example, sexual abuse shows a 
strong relation with many types of personal harm including 
deliberate self harm (42,43). Physical abuse has also been 
found in some studies (43,44). According to the study of 
Evren et al., there was a relation between physical abuse 
and deliberate self harm behavior when the demographic 
properties, familial history and clinical variables were 
stabilized (45). In our study, deliberate self harm behaviour 
was found to be strongly related with intra-familial sexual 
abuse and emotional neglect. 

Some studies in which measurement tools evaluating 
severity and frequency were used demonstrated that there 
was a dose-response relation between trauma and self harm 

behavior (11). In a study performed by Zoroğlu et al.,  the 
rate of self harm was found to be 24.5% in the subjects 
who had been exposed to one type of trauma, 51.5% in 
the subjects who had been exposed to two types of trauma 
and 66.7% in the subjects who had been exposed to three 
or more types of trauma (46). In our study, the rates were 
observed to be increased, as the number of the types of 
trauma exposed increased in the group with deliberate self 
harm behaviour compared to the group the group without 
deliberate self harm behavior in accordance with the present 
literature. 

The number of population screening studies related with the 
prevalence of experiences of abuse and neglect in the childhood 
is few (46). In this study, experiences of abuse and neglect in the 
childhood were determined retrospectively based on self-reports 
of the patients and in the form as described by the patients. 
Thus, it can not be argued that the results obtained express 
the actual frequency of experiences of abuse and neglect in this 
population; there may also be a certain rate of “false positive” 
reports. The fact that this study was not conducted with patients 
who presented to the psychiatry outpatient clinic for the first 
time and included patients for whom it was thought that benefit 
might be obtained by psychotherapy and who had no psychotic 
characteristic renders the results more reliable. However, our 
group was consisted of only the subjects who were treated in 
our psychiatry outpatient clinic with a certain diagnosis and 
represented only a certain adolescent group. Large-scle studies 
comparing healthy and patient populations will provide more 
reliable data about this subject.

Conclusion 

In this study, deliberate self harm behavior was found in 
one of each two adolescents who were being treated in the 
psychiatry outpatient clinic and had no psychotic disorder. 
A strong relation was found between deliberate self harm 
behavior and exposure to emotional neglect and sexual 
abuse in the childhood.

These results demonstrate that adolescents presenting 
to child and adolescent psychiatry outpatient clinics should 
be addressed in terms of deliberate self harm behavior and 
traumatic experiences in addition to present psychiatric 
diseases, evaluated in a way to cover other psychiatric 
diseases related with psychological trauma and treatment 
approaches should be planned accordingly.
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