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ABSTRACT

Background: Prevention of  suicide is one of  the most important 
issues of  community medicine in the world. Because of  high 
accessibility of  people to different drugs in our society, one of  
the easiest ways of  suicide is intentional self‑poisoning. In this 
study, demographic factors and health status of  the patients with 
intentional self‑poisoning were evaluated.

Methods: A cross‑sectional study was conducted in the poisoning 
referral center on 384 patients aged 15–40 years who committed 
intentional self‑poisoning. Information was gathered using two 
questionnaires about demographic characteristics and the general 
health status of  the patients.

Results: 70.5% of  the patients had easy accessibility to drugs. Most 
of  the patients were women (62.5%) and single (51%). History of  
psychological disease was demonstrated in 82.5% of  patients. In 
terms of  general health status, the most common problems were 
social dysfunction (97.57%) and depression (88.9%).

Conclusion: Easy accessibility to drugs and psychological problems 
may increase the risk of  intentional self‑poisoning. Being religious 
and the consequent hopefulness may have a positive protecting 
effect for the prevention of  intentional self‑poisoning.
Keywords: Demographic characteristics, general health status, 
intentional self‑poisoning, suicide

INTRODUCTION
Suicide is one of  the most important issues of  community 

medicine all around the world in young population.[1‑4] 

A systematic review[5] done in the year 2005 showed that 
studies about the relationship between psychological disorders 
and successful suicide often have low sample sizes and their 
results are widely different because of  geographical and cultural 
differences. Most of  them were done in Europe (5 studies), 
North America (5 studies), and Australia (2 studies), whereas 
studies in Asia, Africa and South America are still limited.

Intentional self‑poisoning is one of  the most common ways of  
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suicide, which is responsible for suicidal attempts in 
young patients.[6‑10] In a study done by Fleischmann 
et al. on the characteristics of  attempted suicides 
seen in eight countries, self‑poisoning was the main 
method of  attempting suicide in all eight sites.[11]

Due to cultural diversities, extrapolating the 
findings of  other studies to our country may not 
have enough validity and reliability. Recently, in 
a study conducted by Bertolote et al. on suicide 
in culturally diverse sites, which was the WHO 
SUPRE‑MISS community survey in Brazil, China, 
Estonia, India, Iran, South Africa, Sri Lanka, and 
Vietnam, they concluded that suicidal process 
seems to be dependent on the cultural setting.[12]

In Iran, because of  high accessibility of  people to 
different drugs, one of  the easiest ways for suicide is 
also intentional self‑poisoning with drugs. In spite 
of  the fact that intentional self‑poisoning has a high 
prevalence, there was not any general study about 
the probable role of  demographic characteristics and 
general health status of  self‑poisoning cases. For this 
purpose, This study was conducted to describe and 
analyze the demographic factors and health status 
of  the patients with intentional self‑poisoning.

METHODS
This study was done as a prospective, descriptive–

analytic study and the target populations were 
defined as poisoned patients who were hospitalized 
in Poisoning Emergency Department (PED) of  
xxxxx. PED is a main referral center of  the second 
largest province in Iran and is specifically staffed 
and designed exclusively for the management of  
poisoned patients. Approximately 400 patients are 
admitted monthly.

Random sampling was done and the required 
sample size was 384 patients according to the 
following formula:
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where z is confidence coefficient of  0.95 and 
equals 1.96. P is an estimate of  relative frequency 
of  each of  the studied factor that is averagely 
considered 0.5 and d is the precession of  the study 
and is considered 0.05.

All of  the poisoned patients aged 15–40 years 
who were referred to this center received 
psychological counseling before discharge, 
and if  intentional poisoning was confirmed, 

they would enter the study. Data gathering was 
done using questionnaires and the questions 
were asked verbally with permission of  the 
patient and his/her attendances (father, mother, 
wife/husband and protector) by interviewing 
him/her. The demographic and familial 
information was collected using a questionnaire 
prepared by the authors and the health status was 
determined using the validated Farsi version of  
the General Health Questionnaire‑28 (GHQ‑28) 
that analyzes the health status, positive moods 
and symptoms of  diseases in individuals.[13] The 
questionnaire of  demographic characteristics 
was filled by the general physician in charge of  
the poisoning ward and the GHQ was filled by a 
psychiatrist after interviewing the patient.

The first questionnaire included 29 questions 
about the following: Age, gender, occupation, 
level of  education, marriage status, birth place, 
occupation of  the patient’s father (or if  relevant, 
mother), socioeconomic level of  the family, 
probable divorce of  parents, number of  children 
in the family, the birth rank among children of  the 
family, history of  addiction to narcotic substances or 
alcohol, history of  addiction in the family, history 
of  psychological disease in the patient or his/her 
family, history of  suicidal attempt(s) by the patient 
or his/her family, history of  arguing with other 
people in his/her age group, history of  seclusion 
and not connecting efficiently with others, current or 
previous educational level, level of  religious tenets, 
accessibility to different drugs, living alone, history 
of  escaping from home, having somatic disease, and 
in married patients history of  current arguing with 
husband/wife, problem in getting connection with 
the spouse or children, history of  current economical 
failure in the patient or his/her spouse.

The GHQ included 28 questions divided 
into four groups, with each group containing 
7 questions. Questions 1–7 determined the 
symptoms of  somatic diseases, 8–14 were on 
anxiety symptoms and sleep disturbance, 15–21 
determined the symptoms of  societal dysfunction 
and 22–28 were on symptoms of  depression. The 
patients were asked to answer questions in a 
4‑degree scale and the answers were analyzed by 
a psychiatrist. Patients were analyzed according 
to the degree of  the symptoms that they dad. 
Characters A, B, C, D were scored as 0, 1, 2, 3, 
respectively. So, in each of  the four groups of  
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symptoms in the questionnaire, the scores were 
added. In each group of  questions, patient score 
was calculated and it ranged from 0 to 21 (the 
minimum number for each question was 0 and 
the maximum was 3). Then, in each group of  
symptoms, the scores of  all 384 patients were 
summed up and the average was calculated and 
compared to the standard score (0–7 means low 
intensity, 7–14 intermediate intensity and 14–21 
indicates high intensity). The data were analyzed 
by SPSS 14 software using descriptive exams.

RESULTS
Most of  the patients were women (62.5%), single 

(51%) and living in urban area (60%). 70.5% of  the 
patients had easy accessibility to drugs (drugs did 
not have any specific location at home). There was 
a significant difference between the prevalence of  
different groups of  jobs (governmental, free and 
non‑occupant) in men and women [Table 1]. From 
the level of  education point of  view, most of  the 
patients were in diploma (41.5%) or lower level 
(51%). Only a small group of  patients were with 
high religious tenets (11.5%). 9% of  our patients 
had low economic conditions. The results of  
patient evaluation in the fields of  addiction, history 
of  psychological diseases, history of  previous 
self‑poisoning, history of  somatic diseases, 
economic failure of  husband/wife and marriage 
problems are shown in Table 2.

The results of  GHQ showed that most of  the 
patients had social dysfunction (97.57%) and 
depression (88.90%), followed by anxiety, sleep 
disturbance (80.42%), and somatic diseases 
(66.85%). The average of  patients’ score was 7.81 
in somatic symptoms, 10.38 in anxiety and sleep 
disturbance, 10.16 in social dysfunction symptoms 
and 12.10 in depression symptoms.

DISCUSSION
In this study, suicide attempt in women was 

1.6 times that of  men. This result correlates with the 
results of  other studies performed in Iran and India in 
2009.[14‑16] In the study of  Marahatta and colleagues, 
the female: male ratio was 1.34:1.[14] In another 
study about acute adult poisoning cases admitted 
to a university hospital in Iran, there was also a 
predominance of  female patients (55.7%) compared 
to male patients (44.3%) with a female: male ratio of  

1.2:1.[15] Since suicide is a multi‑causal phenomenon, 
its prevention should be complex and gender 
difference should be taken into consideration.[16]

57.03% of  the patients were unemployed in 
our study. In a 1‑year cross‑sectional study on 
self‑poisoning, 67% of  the patients were found 
to be unemployed.[17] Having an occupation is 
an opportunity to propose personality, more 
social relationships, feeling usefulness and social 
independence (individually or economically). 
However, from the economic level viewpoint, only 
9% of  our patients had low economic conditions 

Table 1: Frequency distribution of different types of jobs 
in men and women in patients who committed intentional 
self‑poisoning

Male (%) Female (%)Type of occupation
67 (46.53)17 (7.08)Private sector*
17 (11.81)6 (2.5)Governmental*
39 (27.08)180 (75)Non‑practitioner
21 (14.58)37 (15.42)Student
144 (100)240 (100)Total number

*P<0.05

Table 2: Frequency distribution of different studied factors 
in patients who committed intentional self‑poisoning (total 
number of patients: 384)

Frequency (%)Studied factors
15 (4)History of divorce in parents 
54 (14)History of addiction to narcotic substances
25 (6.5)History of addiction to alcohol
84 (22)History of addiction in the family

317 (82.5)History of psychological disorders
159 (41.5)History of psychological 

disorders in the family
90 (23.5)Previous intentional self‑poisoning 

or other types of suicide attempt
69 (18)Previous intentional self‑poisoning or 

other types of suicide attempt in the 
family

12 (3)Living alone
13 (3.5)History of escaping home

129 (33.5)Having a somatic disease
92 (51.6)Recent arguing with spouse (total 

number of married patients: 179)
131 (73.1)Problem in communicating with 

spouse and children (total number 
of married patients: 179)

23 (12.9)Recent economic failure (total number of 
married patients:179) 
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indicating economic poverty had only a small role 
in intentional self‑poisoning.

The rate of  poisoning was slightly higher in single 
individuals (51%). Also, in Howton’s study, most of  
the suicides had occurred in single individuals.[18] 
A significant association between suicidal urges of  
teenagers, their familiar adaptability and suicidal 
ideation of  close relatives has been observed in 
Pavez’s study.[19]

Only a small group of  patients were with 
high religious tenets (11.5%). Being religious, 
having good faith and belief  in stressful positions 
or problems reduce depression[20] or the course 
of  depression[21] in individuals. Depression and 
hopelessness are considered as the risk factors 
for suicide attempt.[22] Religion as a way of  
reducing stress has an important role in reducing 
hopelessness and suicide thoughts. The religious 
patients have more feeling to live.[23,24]

70.5% of  our patients had easy accessibility to 
drugs which may increase the risk of  self‑poisoning. 
Easy accessibility to many drugs, including 
over‑the‑counter medications, for a patient 
with suicide thoughts may increase the rate of  
intentional self‑poisoning with drugs. Accessibility 
to anti‑depressant drugs had a strong relationship 
with the rate of  suicide in young people in a study 
performed by Dubicka and Gibbons.[25,26]

14% of  patients had a history of  addiction 
to narcotic substances. History of  addiction in 
family was seen in one‑fifth of  patients. The low 
prevalence of  addiction in our study may be due 
to the fact that most of  our target populations 
were women and the prevalence of  addiction 
is low in women in our society. In developing 
countries, those who attempt suicides are less 
likely to have used alcohol as part of  the suicide 
attempt.[13] However, daily substance use was 
reported in one‑third of  suicide attempt patients 
in another study and previous suicide attempts 
were reported in one‑third of  all patients with 
substance use‑related poisoning.[17]

With regard to the history of  psychological 
disorders, most of  the patient had a previous history 
of  anxiety, irritability, and different degrees of  
depression. In a study performed by Mofidi,[27] 27% 
of  the patients were found to have been suffering 
from psychological disturbances. In comparison 
with suicides with psychiatric diagnoses, suicides 

without psychiatric diagnoses were less likely to 
have a history of  prior suicide attempt.[28]

Approximately one‑third of  our patients had 
history of  somatic diseases. Psychological disorders 
were prevalent among patients with end‑stage renal 
disease, therefore affecting the quality of  their life.[29] 
Also, greater hopelessness and suicide ideation have 
been observed in patients with diabetes than 
internal‑medicine outpatients.[30]

In terms of  general health status, the most 
common problems were social dysfunction 
(97.57%) and depression (88.9%). Being religious 
has a protective effect on depression and suicide 
attempts.[31,32] Psychological assessment of  persons 
following suicide attempt by self‑poisoning has 
been made in a study by Dedić in 2010.[33] They 
demonstrated that defining the psychological 
assessment of  a person, choosing the treatment 
(out‑patient clinic or inpatient/hospital), and 
assessing indications for pharmacotherapy and 
psychotherapy are very important issues in suicide 
attempts by self‑poisoning.

In conclusion, easy accessibility to drugs 
(medications) and history of  psychological disease 
were demonstrated in most patients. In terms of  
general health status, the most common problems 
were social dysfunction and depression. Considering 
the important role of  the young population in 
our society, this study was done to evaluate the 
demographic characteristics and general health 
status of  patients of  age 15–40 years with intentional 
self‑poisoning in the hope of  providing a context for 
more studies about preventing suicide in society and 
families and ultimately reducing the rate of  suicide 
in our community.

There is also a limitation in our study. Our results 
may not be extrapolated to other institutions. It is a 
single‑center study, which may not be representative 
of  all patients.

REFERENCES
1. Beautrais AL. Risk factors for suicide and attempted 

suicide among young people. Aust N Z J Psychiatry 
2000;34:420-36. 

2. Kamizato E, Yoshitome K, Yamamoto Y, Iwase T, Tsuda 
T, Miyaishi S, et al. Factors affecting the choice of suicide 
method in Okayama: A database analysis from a forensic 
perspective. Acta Med Okayama 2009;63:177-86.

3. Houston K, Hawton K, Shepperd R. Suicide in young 

www.mui.ac.ir 



International Journal of Preventive Medicine, Vol 3, No 1, January 201240

Eizadi‑Mood, et al.: General health status in intentional self‑poisoning

people aged 15–24: A psychological autopsy study. J 
Affect Disord 2001;63:159-70.

4. Burrows S, Auger N, Roy M, Alix C. Socio-economic 
inequalities in suicide attempts and suicide mortality 
in Québec, Canada, 1990-2005. Public Health 
2010;124:78-85. 

5. Fleischmann A, Bertolote JM, Belfer M, Beautrais A. 
Completed Suicide and Psychiatric Diagnoses in Young 
People: A Critical Examination of the Evidence. Am J 
Orthopsychiatry 2005;75:676‑83.

6. Eizadi-Mood N, Saghaei M, Alfred S, Zargarzadeh AH, 
Huynh C, Gheshlaghi F, et al. Comparative evaluation 
of Glasgow Coma Score and gag reflex in predicting 
aspiration pneumonitis in acute poisoning. J Crit Care 
2009;4:470.e9-15.

7. Eizadi-Mood N, Alfred S, Yaraghi A, Huynh C, 
Moghadam AS. Comparison of arterial and capillary 
blood gas values in poisoning department assessment. 
Hum Exp Toxicol 2009;28:665‑70. 

8. Sabzghabaee AM, Eizadi-Mood N, Montazeri K, Yaraghi 
A, Golabi M. Fatality in paraquat poisoning. Singapore 
Med J 2010;51:496-500. 

9. Shadnia S, Esmaily H, Sasanian G, Pajoumand A, 
Hassanian-Moghaddam H, Abdollahi M. Pattern of acute 
poisoning in Tehran‑Iran in 2003. Hum Exp Toxicol 
2007;26:753-6.

10. Exiara T, Mavrakanas TA, Papazoglou L, Papazoglou 
D, Christakidis D, Maltezos E. A prospective study of 
acute poisonings in a sample of Greek patients. Cent Eur 
J Public Health 2009;17:158-60.

11. Fleischmann A, Bertolote JM, De Leo D, Botega N, 
Phillips M, Sisask M, et al. Characteristics of attempted 
suicides seen in emergency-care settings of general 
hospitals in eight low‑ and middle‑income countries. 
Psychol Med 2005;35:1467-74.

12. Bertolote JM, Fleischmann A, De Leo D, Bolhari J, 
Botega N, De Silva D, et al. Suicide attempts, plans, 
and ideation in culturally diverse sites: the WHO 
SUPRE-MISS community survey. Psychol Med 2005;35: 
1457-65.

13. Sheikholeslami H, Kani C, Ziaee A. Attempted suicide 
among Iranian population. Suicide Life Threat Behav 
2008;38:456-66.

14. Marahatta SB, Singh J, Shrestha R, Koju R. Poisoning 
cases attending emergency department in Dhulikhel 
Hospital‑ Kathmandu University Teaching Hospital. 
Kathmandu Univ Med J 2009;7:152-6.

15. Ghazinour M, Emami H, Richter J, Abdollahi M, 
Pazhumand A. Age and gender differences in the use 
of various poisoning methods for deliberate parasuicide 
cases admitted to loghman hospital in Tehran (2000‑
2004). Suicide Life Threat Behav 2009;39:231-9.

16. Islambulchilar M, Islambulchilar Z, Kargar-Maher MH. 
Acute adult poisoning cases admitted to a university 
hospital in Tabriz, Iran. Hum Exp Toxicol 2009;28:185-
90.

17. Bjornaas MA, Hovda KE, Heyerdahl F, Skog K, 
Drottning P, Opdahl A, et al. Suicidal intention, 
psychosocial factors and referral to further treatment: A 
one‑year cross‑sectional study of self‑poisoning. BMC 
Psychiatry 2010;10:58

18. Howton K, Houston K, Shepperd R. Suicide in young 
people. Br J Psychiatry 1999;17:271‑6.

19. Pavez P, Santander N, Carranza J, Vera-Villarroel P. 
Familial risk factors for suicide among adolescents with 
depression. Rev Med Chil 2009;137:226-33. 

20. Koenig HG, George LK, Peterson BL. Religiousity and 
remission of depression in medically ill older patients. 
Am J Psychiatry 1998;155:536-42.

21. Blay SL, Butista AD, Andredi SB, Gastal FL. The 
relationship between religiousity and tobacco, alcohol 
useand depression in an elderly community population. 
Am J Geriatr Psychiatry 2008;16:934-43.

22. Durant T, Mercy J, Kresnow MJ, Thomas S, Lloyd P, 
Rodney HW. Racial differences in hopelessness as a risk 
factor for a nearly lethal suicide attempt. J Black Psychol 
2006;32:285-302.

23. Molock SD, Puri R, Matlin S, Barksdale C. Relationship 
between religious coping and suicidal behaviours 
among African American adolescents. J Black Psychol 
2006;32:366-89.

24. Lester D. Suicide and Islam. Arch Suicide Res 
2006;10:77-97.

25. Dubicka B, Hadley S, Roberts C. Suicidal behaviour 
in youths with depression treated with new‑generation 
antidepressants: Meta‑analysis. Br J Psychiatry 
2006;189:393-8.

26. Gibbons RD, Hur K, Bhaumik DK, Mann JJ. The 
relationship between antidepressant prescription rates 
and rate of early adolescent suicide. Am J Psychiatry 
2006;163:1898-904.

27. Mofidi N, Ghazinour M, Araste M, Jacobsson L, Richter 
J. General mental health, quality of life and suicide‑
related attitudes among Kurdish people in Iran. Int J Soc 
Psychiatry 2008;54:457-68.

28. Zhang J, Zhou L. A case control study of suicides in China 
with and without mental disorder. Crisis 2009;30:68-72.

29. Alavi NM, Aliakbarzadeh Z, Sharifi K. Depression, 
anxiety, activities of daily living, and quality of life scores 
in patients undergoing renal replacement therapies. 
Transplant Proc 2009;41:3693-6.

30. Pompili M, Lester D, Innamorati M, De Pisa E, Amore 
M, Ferrara C, et al. Quality of life and suicide risk 
in patients with diabetes mellitus. Psychosomatics 

www.mui.ac.ir 



41International Journal of Preventive Medicine, Vol 3, No 1, January 2012

Eizadi‑Mood, et al.: General health status in intentional self‑poisoning

2009;50:16-23.
31. Vasegh S, Mohammadi MR. Religiosity, anexiety and 

depression among a sample of Iranian medical students. 
Int J Psychiatry Med 2007;37:213-27.

32. Koenig HG, McCullough ME, Larson DB. Handbook 
of religion and health. New York: Oxford University 
Press; 2001.

33. Dedić G, Djurdjević S, Golubović B. Psychological 
assessment of persons following suicide attempt by  
self‑poisoning. Vojnosanit Pregl 2010;67:151‑8.

Source of Support: This study was conducted as a thesis funded 
by Isfahan University of Medical Sciences. Conflict of Interest: 
None declared.

Author Help: Reference checking facility

The manuscript system (www.journalonweb.com) allows the authors to check and verify the accuracy and style of references. The tool checks 
the references with PubMed as per a predefined style. Authors are encouraged to use this facility, before submitting articles to the journal.

•	 The style as well as bibliographic elements should be 100% accurate, to help get the references verified from the system. Even a 
single spelling error or addition of issue number/month of publication will lead to an error when verifying the reference. 

•	 Example of a correct style
 Sheahan P, O’leary G, Lee G, Fitzgibbon J. Cystic cervical metastases: Incidence and diagnosis using fine needle aspiration biopsy. 

Otolaryngol Head Neck Surg 2002;127:294-8. 
•	 Only the references from journals indexed in PubMed will be checked. 
•	 Enter each reference in new line, without a serial number.
•	 Add up to a maximum of 15 references at a time.
•	 If the reference is correct for its bibliographic elements and punctuations, it will be shown as CORRECT and a link to the correct 

article in PubMed will be given.
•	 If any of the bibliographic elements are missing, incorrect or extra (such as issue number), it will be shown as INCORRECT and link to 

possible articles in PubMed will be given. 

www.mui.ac.ir 




