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The Association between Deliberate Self-harm
and Menstrual Cycle among Patients Admitted
to Hospital Kuala Lumpur
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Abstract

Objective: To examine the relationship between the menstrual cycle and deliberate self-harm.
Participants and Methods: This was a case-control study on consecutive eligible female patients (n =
86) admitted to Hospital Kuala Lumpur following an episode of deliberate self-harm (defined by Hawton,
1999) and controls admitted for acute minor medical problems during the period March to June 2005. The
Mini-International Neuropsychiatric Interview and Suicide Intent Scale were administered to diagnose
psychiatric disorders and to assess suicidal intensity.

Results: Patients with deliberate self-harm were associated with the age-group of 18 to 29 years (84%),
being single (61%), and employed (78%). They were also significantly associated with being of Malay
origin (p < 0.05), having a lower education level (p < 0.05), lacking a confiding relationship (p < 0.05),
and having a depressive disorder (p < 0.05). The commonest method was self-poisoning (91%). More
than half of the patients had medium suicidal intent. Deliberate self-harm was significantly associated
with the follicular phase of the menstrual cycle (p < 0.05), later onset of menarche (p < 0.05), and
shorter duration of menses (p < 0.05). Diagnoses of depressive disorders were not significantly different
according to the phase of the menstrual cycle (p > 0.05).

Conclusion: Menstrual factors may be significantly associated with deliberate self-harm. Further
investigations are recommended to explore psychosocial and physiological factors associated with
deliberate self-harm in young women.
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Introduction

The relationship between the menstrual cycle and
psychiatric morbidity has long been recognised. Psychiatric
disturbances, such as premenstrual syndrome, postpartum
psychiatric disorders, and depression are known to be related
to the menstrual cycle.! Suicidal behaviour or deliberate
self-harm (DSH) may also be influenced by the menstrual
cycle, but the results of various studies are inconsistent,
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contradictory, and controversial. Several authors had
specifically hypothesised that low oestrogen levels may
contribute to suicide.>®* While some concluded that there
is no relationship between the menstrual cycle and suicidal
behaviour,*® others believe exactly the opposite.”’

Morris and Maniam'® did an extensive review of
the literature pertaining to suicide and attempted suicide
in Malaysia. Most studies were descriptive and based on
uncontrolled observations. Important socio-demographic
profiles associated with suicidal behaviour included
ethnicity,'"'>method of suicide and help-seeking behaviour,'
gender, age, education, and rural-urban differences.!® There
have been few controlled studies on suicide or DSH in
Malaysia. Peng and Chin'” studied social problems and
psychiatric disorders among parasuicide subjects. Maniam'3
examined differentiating characteristics among 19 families
with a history of suicidal behaviour and 21 control families.
Recent studies investigated social support network, coping
styles'® and personality factors."

To our knowledge, there has been no study examining
the association between the menstrual cycle and DSH in
Malaysia. Therefore the aim of this study was to determine
any such association, and any related factors.

Methods

This was a case-control study examining the association
between patients with DSH and menstrual cycle among
consecutive patients admitted for DSH and referred to
psychiatric clinic of Hospital Kuala Lumpur (HKL) during
a 4-month period (1 March 2005 to 30 June 2005).

Sampling Method and Data Collection

In Malaysia, all suicidal attempts are known to the police.
All DSH patients seen in the Casualty Department are
treated as police cases and admitted regardless of the
severity of the attempt.?’ After admission, they are referred
to the Psychiatric Department of the respective hospital.

Subjects
The cases consisted of female DSH patients consecutively
admitted to the HKL, and were identified from a daily check
of the admission register of the relevant admitting wards.
Referrals to the Psychiatry Clinic were also checked on a
daily basis to confirm the recognition of DSH. Individuals
who met the inclusion criteria were interviewed before
discharge. The controls recruited in this study were female
patients between the ages of 18 and 45 years admitted to the
HKL following an acute illness. The admission registers of
the relevant wards were scrutinised for the controls; most
being admitted for acute fevers (uncomplicated dengue,
pharyngitis, gastritis, acute gastroenteritis, and urinary
infections).

Criteria for inclusion were: being female, aged 18 to
45 years, and admission to HKL during the study period.
In addition, all the patients had to be medically fit to be
interviewed, give informed consent, and experiencing

Hong Kong J Psychiatry 2008, Vol 18, No.4

Deliberate Self-harm and Menstrual Cycle

regular menstrual periods. Patients were excluded if they
had attained menopause, were in receipt of hormone
replacement therapy, had self harmed accidentally, or had
psychotic symptoms. The cases had to be admitted for DSH
and referred to the Psychiatric Department. The sample size
was calculated by using Epi-Info Version 3.2, 2004 software;
86 cases and 85 controls (n = 171) were recruited.

Definitions

Deliberate self-harm was defined as a non-fatal act in which
an individual deliberately caused self-injury or knowingly
ingested a substance in excess of any prescribed or generally
recognised therapeutic dose or took a substance never
intended for human consumption.?!

Regular menstruation was defined as menstrual cycles
lasting 28 (standard deviation [SD], 6) days in the last index
cycles.”? In accordance with the literature, the menstrual
cycle was subdivided into the follicular phase (days 1 - 11),
mid-cyclic phase (days 12 - 16), and luteal phase (days 17
- 28+3). The follicular phase can be further divided into
menstrual follicular phase (days 1 - 7) and non-menstrual
follicular phase (days 8 - 11).%

A confiding relationship was defined as having
someone whom one could trust and disclose one’s
problem.

Assessment

Mini-International Neuropsychiatric Interview

The Mini-International Neuropsychiatric Interview (MINI)
was designed as a brief structured interview for the major
Axis I psychiatric disorders in the Diagnostic and Statistical
Manual of Mental Disorders (4th ed) [DSM-IV] and
International Classification of Diseases (10th revision).?*
Validation and reliability studies have been performed to
compare the MINI to the Structured Clinical Interview for
DSM-IV Axis I Disorders for the DSM-III-R. The MINI
had acceptably high validation and reliability scores and
could be administered in a shorter period of time.

The interviewer was trained in the use of the MINI
by a senior psychiatrist who had experience in using this
instrument. The inter-rater reliability for this study was
ascertained by randomly interviewing 10% of the cases.
Calculation of reliability coefficients for a 2-point category
scale revealed that both the senior psychiatrist and the
interviewer had a kappa of 1.

Suicide Intent Scale

The Suicide Intent Scale was devised by Pierce in 1977%
and relates closely to the original Beck’s Suicide Intent
Scale. The former is a semi-structured interview instrument
that requires no special training and is easy to administer.

Data Analysis

Data collected were analysed using the Statistical Package
for the Social Sciences (Windows version 12.0; SPSS
Inc, Chicago [IL], US). The relationships between study
parameters were analysed using appropriate statistical tests.
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Exploratory Data Analysis was used to check for normality.
This was to enable detection or identification of problems
with the data, data screening and description. Independent
sample 7 tests and Chi-square tests were used to determine
significant differences between the cases and controls,
with respect to demographic and other variables. The non-
parametric Mann Whitney U test was performed on data
which were not normally distributed. The 95% confidence
interval (CI) was chosen as the level of significance (p =
0.05).

Ethical Considerations

This research project was approved by the Department of
Psychiatry Ethical Research Committee of the Universiti
Kebangsaan Malaysia, with permission from the head of
the Department of Psychiatry and the Director of Hospital
Kuala Lumpur. Before each interview, informed consent
was obtained from the subject. The purpose of the study
was explained, respondents were assured of confidentiality,
and the voluntary nature of participation was explained.
The data were then keyed into the SPSS computer program
without names.

Results

Demographic Factors
A total of 174 patients were referred to the psychiatric
departments or admitted to the psychiatric wards of HKL
for self-poisoning or self-injurious behaviour during the
study period. Of these patients, 32 (18%) were male. Six
(3%) patients were older than 45 years and 18 (10%) were
younger than 18 years. Five (3%) patients used hormonal
contraceptives. Four (2%) patients had irregular menses,
and one was pregnant. Two (1%) of the patients were too
ill to be interviewed, and 1 did not consent to an interview.
Four patients absconded from the medical wards before
being interviewed, and 2 others discharged themselves
against medical advice. Six (3%) patients took an overdose
of painkiller because of severe headache (claiming they
had no intent to harm themselves). Five (3%) claimed to
have ingested a toxic substance accidentally. Two (1%)
of the patients had a history of schizophrenia, and were
excluded from the study as they had psychotic symptoms.
Thus, from these 174 patients, 88 were excluded for
various reasons.

Most of the cases with DSH (58%) and the controls
fell into the 18-to-23 years age-group; more than 90%
being less than 30 years old. The mean age of the cases and
controls were 25 (SD, 7) and 25 (SD, 6) years, respectively.
Approximately 85% of the cases and 83% of the controls
were in the age-group of 18-t0-29 years (Table 1).

Race

Among the subjects with DSH, there was a slight
preponderance of Malays (42%), followed by the Indians
(37%). The Chinese represented a small proportion of the
study population (14%). Other races (7%) included one
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patient from Iban, another from Bajau, 2 were Sikhs, and
another 2 were Indonesian. There was a slight preponderance
of Malays among subjects with DSH compared to controls
with significant difference in the proportions (Pearson Chi-
square = 26.205, df = 2, p < 0.05). There was a significant
difference among races in terms of DSH. Using the Malay
group as a reference, the odds ratio (OR) calculated for
Indians was 6, and for all other groups it was 5.

Religion

The majority of subjects with DSH were Muslims (49%),
followed closely by Hindus (33%); Buddhists accounted for
12% and Christians 5%.

Marital Status

There was a high proportion of single patients with DSH.
Approximately 58% (n = 50) had never been married, 1 (1%)
was divorced, and 1 (1%) was widowed. The remaining
40% (n = 34) were married (Pearson Chi-square = 1.13, df
=1, p>0.05). Chi-square analysis comparing marital status
among the DSH patients and controls yielded no significant
difference (OR = 1.4; 95% CI, 0.75-2.63; p > 0.05).

Education Level

Half of the cases were educated up to secondary level (53%,
n = 46). Approximately 24% (n = 21) had received tertiary
education (diploma/degree), 20% (n = 17) had had primary
education, and 2% (n = 2) had not had formal schooling.
Statistical analysis showed there was a significant difference
between cases and controls (p < 0.05); the DSH subjects
were more likely to have had lower levels of education than
controls. Odds ratio calculated for the no-formal-education
versus primary-education groups and the secondary-
education with reference to the tertiary-education groups
were 16.7 and 1.8, respectively.

Employment

A majority of the cases (78%, n = 67) were employed and
22% (n = 19) were not working. Analysis of employment
status between cases and controls showed no significant
difference (OR = 1.55; 95% CI, 0.78-3.09; p > 0.05).

Clinical Factors

The commonest method of DSH was an overdose of
medication or ingestion of toxic substances such as
insecticide, detergent, rat poison, or kerosene (91%, n =
78). Two subjects (2%) committed both self-poisoning and
self-injury. Two others (2%) swallowed pieces of glass
and slashed their wrist. For most subjects it was their first
attempt at DSH (77%, n = 66) while the remaining 23% (n
= 20) admitted to at least one previous attempt.

Confiding Relationship

Two-thirds of the DSH subjects (67%, n = 58) had confiding
relationship with someone else and 33% (n = 28) had no
such relationship, whilst for the controls 91% (n = 77) had
confiding relationship and only 9% (n = 8) had no such
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Table 1. Socio-demographic and clinical data of female deliberate self-harm (DSH) patients and controls.

Socio-demographic and clinical data No. (%) p Value
Cases (n = 86) Controls (n = 85)
Age (years)
18 -23 50 (58) 49 (58)
24 -29 23 (27) 21 (25)
30-35 333 9 (11) 0.96"
36-44 7(8) 34
45 3(3) 34
Race
Malay 36 (42) 68 (80)
Indian 32 (37) 10 (12) <0.001%
Others 18 (21) 7(8)
Religion
Islam 42 (49) 70 (82)
Buddhism 10 (12) 2(2) 0.0017
Hinduism 28 (33) 7 (8)
Christianity 4 (5) 6 (7)
Others 2(2) 0
Marital status
Married 34 (40) 27 (32) 0.29°
Single 52 (60) 58 (68)
Education level
No formal education or primary education only 19 (22) 2(2) <0.001%
Secondary education 46 (53) 46 (54)
Tertiary education 21 (24) 37 (44)
Employment status
Employed 67 (78) 59 (69) 0.21%
Unemployed 19 (22) 26 (31)
Method of DSH
Self-poisoning 78 91) -
Self-injury 6 (7)
Both 2(2)
Episodes of DSH
One attempt 66 (77) -
Multiple attempts 20 (23)
Confiding relationship
Present 58 (67) 77 (91) <0.0017
Absent 28 (33) 8(9)
Axis I diagnosis
Major depressive disorder
Yes 20 (23) 2(2)
No 66 (77) 83 (98) 0.0057
Dysthymia
Yes 7(8) 0
No 79 (92) 7(8) 0.01*

* Independent t test for mean age.
¥ Pearson Chi-square test.
£ Fisher’s exact test.

relationship (Pearson Chi-square = 13.78, df = 1, p < 0.05).
The analysis of the association of the presence of confiding
relationship and DSH shows a significant difference
between the cases and controls (p <0.05; OR =4.6; 95% CI,
1.97-10.94). Controls were 4.6 times more likely to have
confiding relationship than DSH cases.

Family History of Mental Illness
More than three-quarters of the DSH subjects (90%, n =
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77) had no family history of psychiatric illness. One had
a family history of mood disorder, 2 of alcohol abuse, 2 of
substance abuse, and 4 had a history of other psychiatric
illnesses in their families. Other neuropsychiatric disorders
included schizophrenia, mental retardation with psychosis
(Pearson Chi-square = 2.52, df = 1, p > 0.05). The analysis
of the association between family history of psychiatric
illness among cases and controls showed no significant
difference (OR = 1.73; 95% CI, 0.88-3.42; p > 0.05).
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Table 2. Association between episodes of deliberate self-
harm (DSH) and suicidal intent.”

Episodes of DSH Multiple One
attempts  attempt

Medium or high suicide 19 33

intent

Low suicide intent 1 33

Total 20 66

* Pearson Chi-square = 13.002, df = 1, p < 0.05.

Suicide Intent among Cases

Approximately half of the patients (55%,n =47) had medium
suicide intent scores, while 40% (n = 34) had low scores and
6% (n=5) had high scores. The analysis of the association
between episodes of DSH and suicide intent showed a
significant difference (p < 0.05); multiple attempters had
higher suicide intent compared to first attempters (Table 2).

Psychiatric Diagnosis

Among DSH subjects, 23% (n = 20) had a diagnosis of
major depression, 8% (n = 7) had dysthymia, 4% (n = 3)
have panic disorder, 1% (n = 1) had agoraphobia, and 5% (n
= 4) had co-morbid diagnoses. One was an alcohol abuser
and another a substance abuser (of volatile material). Two
had bulimia nervosa and one had a generalised anxiety
disorder. Forty eight of the cases and 79 of the controls
had no Axis I psychiatric diagnosis. The analysis of an
association between major depressive disorder and DSH
showed a significant difference between the cases and the
controls (Pearson Chi-square = 16.66, df = 1, p < 0.05). The
analysis of the association of dysthymia and DSH showed a
significant difference between cases and controls (Fisher’s
exact test, df = 1, p < 0.05) [Table 1].

Physiological Factors
Menstrual Factors
The mean age of menarche for the cases and controls was
13.3 (SD, 1.4) years and 12.8 (SD, 1.3) years, respectively;
the difference being statistically significant (p < 0.05). The
mean duration of menses among cases was 5.3 (SD, 1.4)
days, while it was 5.8 (SD, 1.5) days among controls; the
shorter duration of menses in DSH patients compared to
controls was statistically significant (p < 0.05).

The mean duration of the menstrual cycle was 29 (SD,
1) days in cases and 29 (SD, 2) days in controls, there being
no statistically significant differences (independent ¢ test, p
> 0.05).

Menstrual Cycle Phase among Cases

The numbers of DSH patients presenting during the
follicular phase, mid-cyclic phase, and luteal phase were
55% (n =47), 13% (n = 11), and 33% (n = 28), respectively
(Table 3). The frequencies of DSH cases among the 3 phases
of the menstrual cycle were significantly different; the
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55% ensuing during the follicular phase was significantly
greater than the expected value (Chi-square = 8.57, df = 2,
p < 0.05). Almost 40% (n = 34) of DSH episodes occurred
during the follicular phase, followed by 32% (n = 28) in the
luteal phase. When the menstrual phases were divided into
4 phases, there was also a significant difference between
the phases; there being 50% more DSH attempts during the
follicular phase than expected theoretically (Chi-square =
10.72,df = 3, p < 0.05).

Table 4 is an analysis of clinical factors related to the
2 menstrual phases (follicular and non-follicular) among
DSH patients. No clinical data (method and episode of
DSH, confiding relationships, suicide intent, family history
of psychiatric illness and depressive disorder) relating to
DSH subjects attained a statistical significance difference (p
>0.05).

Discussion

In this study, the demographic profile of patients with DSH
was comparable to that found in previous local studies'>'*;
more than two-thirds were aged less than 30 years, more than
half were single, and less than 25% had received a tertiary
education. There was a preponderance of Malays (almost
42%) and more than two-thirds were employed. Clinical
data also mirrored results from previous studies,'*'>!7 with
respect to the preponderance of self-poisoning (91%), first
episode of DSH (77%), and moderate suicidal intent (55%).
Approximately 11% had a family history of psychiatric
illness, 12% had a family history of suicide or DSH, and
one-third had a depressive disorder.

The high rates of psychiatric morbidity associated with
DSH in this study are consistent with the suggestion that
such patients should be carefully screened for psychiatric
symptoms.”® The diagnosis of adjustment disorder was
not entertained however, since the MINI did not include
this diagnosis. The prevalence of adjustment disorder is
nevertheless expected to be fairly high.??” There was a high
preponderance of DSH attempts during the follicular phase
of the menstrual cycle (55%, n=47), which is also consistent
with other studies.>?**?° There was also an association
between more previous DSH attempts and medium-to-
high suicidal intent. These findings are also consistent with
findings from a previous study.”® Hindberg and Naesh®
suggested that plasma serotonin was at its lowest level at
the onset of menstruation. It is also known that oestrogen
and progesterone levels are lower in the follicular than in
other phases of the menstrual cycle. Fourestié et al> had
hypothesised that low oestradiol production contributed to
depression and attempted suicide. Low levels of oestrogens
are associated with a decrease in brain serotonergic
activity, which might well contribute to an increased risk of
suicide.>*

Clinical factors such as methods and episodes of DSH,
confiding relationships, family history of psychiatric illness
and suicidal intent, however, did not yield any significant
association with phases of the menstrual cycle. Also there
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Table 3. Socio-demographic and clinical data of patients with deliberate self-harm (DSH) according to the phase of the
menstrual cycle.

Socio-demographic and Total Menstrual cycle phase
clinical data No. (%) No. (%)
Menstrual Non-menstrual Mid-cyclic phase Luteal phase
follicular phase follicular phase m=11) (n=28)
(n=34) n=13)
Age (years)
18 -23 50 (58) 21 (62) 11 (85) 6 (55) 12 (43)
24 -29 23 (27) 8(23) 1(8) 2 (18) 12 (43)
30-35 3(3) 2 (6) 0 0 14
36 - 44 7(8) 2 (6) 1(8) 2 (18) 2(7)
45 3(3) 1(3) 0 1 14
Race
Malay 36 (42) 17 (50) 3(23) 6 (55) 10 (36)
Chinese 12 (14) 6 (18) 3(23) 19 2(7)
Indian 32 (37) 10 (29) 6 (46) 327 13 (46)
Others 6 (7) 1(3) 1(8) 1(9) 3 (11)
Religion
Islam 42 (49) 18 (53) 5(38) 6 (55) 13 (46)
Buddhism 10 (12) 4 (12) 3(23) 19 2(7)
Hinduism 28 (33) 9 (26) 5(38) 3(27) 11 (39)
Christianity 4(5) 2 (6) 0 0 2(7)
Others 2(2) 1(3) 0 1(9) 0
Marital status
Married 34 (40) 12 (35) 3(23) 7 (64) 12 (43)
Unmarried 52 (60) 22 (65) 10 (77) 4 (36) 16 (57)
Education level
No formal education or 19 (22) 5(15) 4 (31) 3(27) 7(25)
primary education only
Secondary education 46 (54) 15 (44) 7 (54) 6 (55) 18 (64)
Tertiary education 21 (24) 14 (41) 2 (15) 2 (18) 3(11)
Employment status
Employed 67 (78) 27 (79) 10 (77) 8 (73) 22(79)
Unemployed 19 (22) 7(21) 3(23) 3(27) 6 (21)
Method of DSH
Self-poisoning 78 (91) 33 (97) 12 (92) 8 (73) 25 (89)
Self-injury 6(2) 0 0 1(9) 14
Both 2(7) 1(3) 1(8) 2 (18) 2(7)
Episodes of DSH
One attempt 66 (77) 29 (85) 7 (54) 10 (91) 20 (71)
Multiple attempts 20 (23) 5(15) 6 (46) 1(9) 8 (29)
Confiding relationship
Present 58 (34) 23 (68) 9 (69) 8 (73) 18 (64)
Absent 28 (16) 11 (32) 4(31) 3(27) 10 (36)
Family history of
psychiatric illness
Present 9 (11) 5(3) 4(38) 0 0
Absent 77 (89) 29 (87) 8 (62) 22 (100) 18 (100)
Suicidal intent
Low 34 (40) 16 (47) 3(23) 7 (64) 8 (29)
Medium 47 (55) 16 (47) 10 (77) 3(27) 18 (64)
High 5 (6) 2 (6) 0 1(9) 2(7)
Axis I diagnosis
Major depressive disorder
Yes 20 (23) 7 (21) 3(23) 2 (18) 8(29)
No 66 (77) 27 (79) 10 (77) 9(82) 20 (71)
Dysthymia
Yes 7(8) 2 (6) 0 0 5(18)
No 79 (92) 32 (34) 13 (100) 11 (100) 23 (82)
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Table 4. Clinical data of deliberate self-harm (DSH) patients according to the menstrual cycle phase (two phases):

Jollicular versus non-follicular.

Clinical data Menstrual cycle phase Total p Value
Follicular Non-follicular
No. (%) No. (%)
Method
Self-poisoning 45 (96) 33 (85) 78 (91) 0.13"
Self-injury or both self-injury and poisoning 24 6 (15) 809
Episodes of DSH
One attempt 36 (77) 30 (77) 66 (77) 0.97°
Multiple attempts 11 (23) 9 (23) 20 (23)
Confiding relationship
Yes 32 (68) 26 (67) 58 (67) 0.89°
No 15 (32) 13 (33) 28 (33)
Suicidal intent
Medium or high intent 28 (60) 24 (62) 52 (60) 0.857
Low intent 19 (40) 15 (38) 34 (40)
Major depressive disorders
Yes 10 (21) 10 (26) 20 (23) 0.637
No 37 (79) 29 (74) 66 (77)
Dysthymia
Yes 24) 5(@3) 7 (8) 0.24*
No 45 (96) 34 (87) 79 (92)

* Fisher’s exact test.
¥ Pearson Chi-square.

was no association of depressive disorders and menstrual
cycle phases, possibly due to our small sample size. A larger
sample was probably needed to assess any association of
depressive disorders with the menstrual cycle.

As this was a case-control study, it was also prone
to many types of bias and confounding factors. The
information on suicidal intent and the last normal menstrual
period was obtained retrospectively. Many researchers
believe that untrained women may not provide reliable
information about their menstrual cycles.*' Ideally, repeated
hormonal assessment would have provided a gold standard
for establishing the phase of the menstrual cycle. However,
due to limited time and financial constraints, this was not
undertaken. Our choice of controls was also biased. Ideal
controls would have come from the same locality, and
same population as the DSH subjects, and from the same
socio-economic background. Several confounders were not
measured, which included important factors such as life
events and premorbid personality of the subjects. Life events
are closely correlated with the timing of DSH.'” The assessor
was not blinded, which may have led to bias. To overcome
this shortcoming, inter-rater reliability was determined and
the agreement (kappa value) was good. The other cofounder
was that patients with a history of irregular menstrual cycles
were excluded. However, those with irregular menstrual
cycles were possibly more prone to stress.

There was a significant association between DSH
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and the age of menarche, the duration of menses, as well
as the (follicular) phase of the menstrual cycle, which
could all be critical risk factors. A prospective study
involving a larger sample size may be able to explore such
associations and would be of even greater interest if coupled
with biochemical and hormonal investigations to test the
hypothetical relationship between menstrual cycle phases
and neuro-endocrine function.

In conclusion, based on this preliminary study, there
is a need to recognise that information gleaned from the
menstrual history may reveal determinants of subsequent
psychiatric sequelae. Such a study might help clinicians
identify sub-populations of women that should be more
closely monitored for the development of psychiatric
disturbances, particularly DSH and suicidal behaviour.
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