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Abstract. Background: Homelessness is associated with an increased incidence of mental illness and risk of self-harm, including suicide. Aims: 
To assess the prevalence of self-harm (including nonsuicidal self-injury and attempted suicide) among a UK sample of homeless adults and to 
compare demographic, clinical, and homeless-related variables to determine which are linked to self-harm in this population. Method: A sample 
of 80 homeless adults were interviewed regarding history of self-harm, mental health history, demographic, and homeless-related information. 
Results: Sixty-eight percent of the sample reported past acts of self-harm. Those with histories of self-harm started using signifi cantly more 
substances since becoming homeless and were younger when they fi rst became homeless. They were also signifi cantly more likely to have a past 
psychiatric admission and thoughts of self-harm in the past year. Conclusion: Self-harm is common among homeless adults and linked to long-
term and enduring social and mental health concerns.
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Homelessness is recognized as a major social problem in 
most developed countries (Toro, 2007). It has been estima-
ted that in the United Kingdom there are around 85,000 
people sleeping in public spaces or temporary shelters 
(Kenway & Palmer, 2003), with fi gures of around 350,000 
in the United States and 35,000 in Canada (Murphy, 2000). 
Homelessness in western countries is linked to mental ill-
nesses including drug and alcohol misuse, psychosis, and 
depression (Fazel, Khosla, Doll, & Geddes, 2008). 

One estimate of mortality in Danish hostel residents 
suggested that they were six times more likely to die by 
suicide than the general population (Nordentoft & Wan-
dall-Holm, 2003). Other studies have demonstrated links 
between completed suicide by homeless people and psy-
chiatric comorbidity (Barak, Cohen, & Aizenberg, 2004), 
drug or alcohol abuse and recent suicidal ideation (Bickley 
et al., 2006), and short or repeated hostel stays (Nordentoft 
& Wandall-Holm, 2003). A UK study reported that home-
less adults who committed suicide, when compared with 
a non-homeless suicide sample, were less likely to have 
been in contact with services in the past week, had missed 
their previous psychiatric contact, and were less likely to 
be compliant with medication (Bickley, et al., 2006). 

All of these studies deal with actual death by suicide. 
Intent to die is considered a key part of the defi nition of 
suicide (Silverman, Berman, Sanddal, O’Carroll, & Joiner, 
2007). However, in many cases, particularly if nonfatal, 
suicidal intent is not clear. Suicidal patients vary in the ex-
tent to which they are ambivalent, wish to live, or wish to 
die; not surprisingly, it is the latter group that is at higher 
risk of suicide (O’Connor et al., 2012). Owing to these am-
biguities, “self-harm” has been defi ned by the UK’s Nati-
onal Institute for Health and Clinical Excellence (NICE) 
as “intentional self-poisoning or injury, irrespective of the 
apparent purpose of the act” (National Institute for Health 

and Clinical Excellence, 2004, p. 7). It therefore includes 
nonsuicidal self-injurious acts as well as suicide attempts. 
Using such criteria, it has been found that homeless adults 
who self-harm, compared with domiciled self-harm cases, 
are more likely to be male, single, unemployed, and have a 
criminal history (Haw, Hawton, & Casey, 2006).

We investigated the demographic, clinical, and home-
lessness-related variables in a sample of homeless adults 
with or without history of self-harm (including nonsuicidal 
self-injury and suicide attempts).

Method

Participants

We recruited 80 homeless adults from homeless shelters, 
charitable meals services, and medical services for the ho-
meless in Sheffi eld, England. The mean age was 35.2 years 
(standard deviation [SD] = 9.2) and 67 (84%) were male. 

Defi nition of Homelessness and Participation

We defi ned homelessness as: (1) lacking a secure tenan-
cy, (2) accessing services for homeless adults, and (3) 
self-describing as homeless. This research formed part of 
a neuropsychological study of this sample, where further 
details and inclusion criteria are reported (Pluck, Lee, Da-
vid, Spence, & Parks, 2012). The participation rate was 
not formally recorded; however, a payment of £30 (US 
$45) was made to each individual, and a few opted not to 
participate. 
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Procedure

All participants gave written informed consent and the 
protocol had ethics committee approval. The same doc-
toral-level psychologist performed all of the interviews, 
which were conducted in a private offi ce. A semistructured 
interview schedule, designed for this project, was used 
to elicit information on demographics including factors 
linked to homelessness, e.g., past incarceration. It includ-
ed a brief assessment of depressive symptoms, focusing 
on type, duration, and effect on social and occupational 
functioning. The psychologist used this to identify prob-
able lifetime major depression, based on DSM-IV criteria 
(American Psychiatric Association, 1994). Also recorded 
was whether or not each individual had ever been admitted 
to a psychiatric hospital.

All individuals completed the Deliberate Self-Harm 
Inventory (DSHI). This is a 17-item self-report measure 
of the frequency of common self-injurious behaviors per-
formed without suicidal intent. This measure was found 
to have adequate reliability and construct, convergent and 
discriminant validity when measuring nonsuicidal self-in-
jury by college students (Gratz, 2001). We also recorded 
details of suicide attempts. All participants completed the 
Severity of Dependence Scale (Gossop et al., 1995) and 

the Alcohol Use Disorders Identifi cation Test (AUDIT; 
Saunders, Aasland, Babor, de la Fuente, & Grant, 1993).

Results

Of the 80 participants, 33 (41%) scored positively on the 
DSHI for past nonsuicidal self-injury, while 44 individu-
als (55%) reported past suicide attempts. There was con-
siderable overlap between these groups, with 23 (29%) of 
the whole sample positive for both. Fifty-four participants 
(68%) were positive for either nonsuicidal self-injury or 
suicide attempts, thus fulfi lling the NICE defi nition of self-
harm: “intentional self-poisoning or injury, irrespective of 
the apparent purpose of the act.” This latter-category self-
harm will be the focus of further analysis. A graphic rep-
resentation of the categorization is provided in Figure 1.

The 54 individuals with past self-harm were compared 
with the 26 individuals without such histories. The results 
are shown in Table 1. The groups did not signifi cantly 
differ on any of the demographic variables (all p > .5). 
Three clinical variables differed signifi cantly between the 
groups. Those with histories of self-harm were more likely 
to report thoughts of self-harm in the past year, were more 

Table 1. Comparison of homeless individuals with or without past self-harm

Variable Self-harm (n = 54) No self-harm (n = 26) Signifi cance

Demographic
Agea 35.4 (8.7) 34.4 (10.4) F = .45, p = .65

Maleb 45 (83.3%) 22 (84.6%) Fisher’s,  p = 1.00

Educationa 9.9 (2.8) 10.7 (1.3) z = –1.53, p = .13

Ex-prisonerb 37 (68.5%) 16 (61.5%) 2 = .13, p = .71

Ex-militaryb 6 (11.1%) 1 (3.8%) Fisher’s, p = .42

Raised “in care”b 17 (31.5%) 5 (19.2%) 2 = .78, p = .38

Clinical
Probable lifetime depressionb 47 (87%) 19 (73%) 2 = 1.50, p = .22

Past-year thoughts of self-harmb 20 (37%) 3 (11.5%) 2 = 4.40, p = .04

Drugs started since homelessc 2.5 (2.4) 1.3 (2.1) z = –.22, p = .03

Current IV userb 15 (27.8%) 9 (34.6%) 2 = .13, p = .72

Severity of dependence 4.4 (5.4) 6.0 (6.0) z = –1.25, p = .21

Current alcohol abuseb,d 24 (44.4%) 12 (46.2%) 2 = 0, p = 1.00

Past psychiatric admissionb 18 (33.3%) 2 (7.7%) 2 = 4.94, p = .03

Homeless
Rough sleepingb,e 9 (16.7%) 6 (23.1%) Fisher’s, p = .55

Lifetime homelessnessa 6.4 (6.5) 4.1 (5.4) z = –1.77, p = .08

Age when fi rst homelessa 24.7 (9.8) 29.8 (10.5) F = 2.14, p = .04

% of lifetime spent homeless 17.0 (15.7%) 11.5 (13.5%) z = .17, p = .01

Notes: aData are given in years as means and standard deviations. bThe actual number and percentage positive for the feature are given. cThe number of 
classes of drugs fi rst tried since becoming homeless. dThe proportion scoring >7 on the AUDIT. eRough sleeping was defi ned as spending the previous 
night sleeping in a location not intended for occupation (e.g., a shop doorway). For continuous data the mean total score + (SD) is shown, with ANOVA 
F values if normally distributed and Mann–Whitney z scores if not (normality of distributions was assessed with Kolmogorov–Smirnov one-sample 
tests). Binary data were compared with the continuity correction of the 2 statistic, unless any expected frequencies were less than 5, in which case 
Fisher’s Exact Test was employed.
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likely to report a past psychiatric hospital admission, and 
had commenced use of more classes of drugs since becom-
ing homeless. When homeless-specifi c information was 
compared, it was found that the only variable that differed 
signifi cantly between groups was the age at which subjects 
fi rst became homeless. The self-harm subjects were sig-
nifi cantly younger when they fi rst became homeless, com-
pared to the no self-harm group.

The median time spent homeless was 3 years. This was 
used to split the sample into two groups that were then com-
pared on the variables shown in Table 1. Longer courses of 
homelessness were signifi cantly associated with younger 
age when fi rst homeless (F = 9.25, p < .05), a longer per-
centage of lifetime homelessness (z = –7.4, p <.001), and 
more drugs started since becoming homeless (z = –.98, p < 
.05), but a reduced likelihood of current alcohol abuse (2 = 
3.92, p < .05). There were no signifi cant differences for the 
other variables, or for the occurrence of self-harm. 

Discussion

We found a high level of past self-harm in our group of 80 
homeless adults. Over two thirds (68%) reported past acts 
that would be considered self-harm (i.e., either suicide at-
tempts or nonsuicidal self-injury). A recent study of schizo-
phrenia patients using the same defi nition of self-harm 
also reported a lifetime prevalence of 68% (Pluck et al., 
2012). Thus, homeless individuals appear to be at a similar 
risk to individuals with severe mental illness. They are cer-
tainly above the rates reported in the general population. 
For example, one large epidemiological study in the US of 
people aged 15–54 years reported a total lifetime prevalen-
ce of 4.6% for “suicide attempts” or “gestures” (Nock & 
Kessler, 2006). A study of self-harm by adolescents, using 
essentially the same defi nition as in this report, found an 
overall lifetime prevalence rate in seven European coun-
tries of 4.3%, and in England of 4.8% (Madge et al., 2008). 
Therefore, our fi nding of 68% appears to be considerably 
higher than that in the general population.

Of the variables studied, those found to be signifi cantly 
related to self-harm were indicative of long-term mental 
health problems. Individuals with self-harm, compared to 
those without self-harm, were over 5 years younger when 
they fi rst became homeless. They were also signifi cantly 
more likely to have a past psychiatric hospital admission, 
directly pointing to relatively severe past mental health 
concerns. Furthermore, thoughts of self-harm in the past 
year were signifi cantly linked to past self-harm, indicating 
the persistence of mental health concerns in both groups. 
Homeless individuals with self-harm histories tended to 
start using more drugs after becoming homeless. This fi -
nal factor implies an element of self-medication. However, 
homelessness involves reduced access to social support 
and health care and closer access to illicit markets, and 
these may also be factors. 

The features identifi ed here as being linked to lifetime 
self-harm by homeless adults are broadly consistent with 
those observed in the general population. For example, 
self-harm in non-homeless populations is associated with 
socioeconomic disadvantage, psychiatric care, and sub-
stance abuse (Skegg, 2005), which would all be consistent 
with our observations. However, self-harm in non-home-
less samples is more common in females (Skegg, 2005); an 
asymmetry not observed in our homeless sample. In addi-
tion, the current research highlights issues specifi c to home-
lessness, i.e., the development of substance abuse after the 
start of homelessness and lower age when fi rst homeless. 

We report on a relatively small sample, and conclu-
sions should therefore be tentative. Those who provide 
medical and social care to homeless adults will already be 
aware that enduring mental health problems are linked to 
self-harm. Nevertheless, the results suggest that self-harm 
is very common in this group and thoughts of self-harm 
are a simple predictor of this, and something that can be 
monitored. Furthermore, an increase in substance abuse 
when homeless is indicative of risk and thus initiation 
could be highlighted in risk assessments. Finally, child and 
adolescent homelessness indicates a longer course of adult 
homelessness and an increased risk of lifetime self-harm; 
long-term care planning for this vulnerable group should 
anticipate this factor. 
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Figure 1. The proportions of the total sample of 80 home-
less individuals who had histories of nonsuicidal self-inju-
ry, suicide attempts, or both.



G. Pluck et al.: Self-Harm and Homeless Adults4

© 2013 Hogrefe PublishingCrisis 2013

Gossop, M., Darke, S., Griffi ths, P., Hando, J., Powis, B., Hall, 
W., & Strang, J. (1995). The Severity of Dependence Scale 
(SDS): Psychometric properties of the SDS in English and 
Australian samples of heroin, cocaine and amphetamine 
users. Addiction, 90, 607–614. 

Gratz, K. L. (2001). Measurement of deliberate self-harm: Preli-
minary data on the deliberate self-harm inventory. Journal of 
Psychopathology and Behavioral Assessment, 23, 253–263. 

Haw, C., Hawton, K., & Casey, D. (2006). Deliberate self-harm 
patients of no fi xed abode: A study of characteristics and 
subsequent deaths in patients presenting to a general hos-
pital. Social Psychiatry and Psychiatric Epidemiology, 41, 
918–925. 

Kenway, P., & Palmer, G. (2003). How many, how much? Single 
homelessness and the question of numbers and cost. London, 
UK: Crisis.

Madge, N., Hewitt, A., Hawton, K., de Wilde, E. J., Corcoran, 
P., Fekete, S., ... Ystgaard, M. (2008). Deliberate self-harm 
within an international community sample of young peo-
ple: Comparative fi ndings from the Child & Adolescent Self-
harm in Europe (CASE) study. Journal of Child Psychology 
and Psychiatry, 49, 667–677. 

National Institute for Health and Clinical Excellence. (2004). 
The short-term physical and psychological management and 
secondary prevention of self-harm in primary and secondary 
care. NICE Clinical Guidance 16. London, UK: Author.

Nock, M. K., & Kessler, R. C. (2006). Prevalence of and risk 
factors for suicide attempts versus suicide gestures: Analysis 
of the National Comorbidity Survey. Journal of Abnormal 
Psychology, 115, 616–623. 

Nordentoft, M., & Wandall-Holm, N. (2003). 10 year follow up 
study of mortality among users of hostels for homeless peo-
ple in Copenhagen. British Medical Journal, 327, 81.

O’Connor, S. S., Jobes, D. A., Yeargin, M. K., Fitzgerald, M. E., 
Rodriguez, V. M., Conrad, A. K., & Lineberry, T. W. (2012). 
A cross-sectional investigation of the suicidal spectrum: Ty-
pologies of suicidality based on ambivalence about living and 
dying. Comprehensive Psychiatry, 53, 461–467. 

Pluck, G., Lee, K. H., David, R., Spence, S. A., & Parks, R. W. 
(2012). Neuropsychological and cognitive performance of 
homeless adults. Canadian Journal of Behavioural Science, 
44, 9–15.

Pluck, G., Lekka, N. P., Sarkar, S., Lee, K. H., Bath, P. A., Sharif, 
O., & Woodruff, P.W. (2012). Clinical and neuropsychologi-
cal aspects of non-fatal self-harm in schizophrenia. Europe-
an Psychiatry. Advance online publication. doi: 10.1016/j.
eurpsy.2012.08.003

Saunders, J. B., Aasland, O. G., Babor, T. F., de la Fuente, J. R., & 
Grant, M. (1993). Development of the Alcohol Use Disorders 
Identifi cation Test (AUDIT): WHO collaborative project on 
early detection of persons with harmful alcohol consump-
tion–II. Addiction, 88, 791–804.

Silverman, M. M., Berman, A. L., Sanddal, N. D., O’Carroll P. W., 
& Joiner, T. E. (2007). Rebuilding the tower of Babel: A revised 
nomenclature for the study of suicide and suicidal behaviors. 
Part 2: Suicide-related ideations, communications, and behav-
iors. Suicide and Life-Threatening Behavior, 37, 264–277. 

Skegg, K. (2005). Self-harm. Lancet, 366, 1471–1483. 
Toro, P. A. (2007). Toward an international understanding of ho-

melessness. Journal of Social Issues, 63, 461–481. 

Received February 18, 2012 
Revision received November 24, 2012 
Accepted December 11, 2012
Published online May 13, 2013 

About the authors

Graham Pluck, PhD, is a research psychologist whose primary 
academic interest is mental health and neuropsychological stud-
ies of homelessness. This includes studies of adults in industri-
alized countries as well as “street children” in developing coun-
tries. He has also recently completed studies of self-harm among 
children and adults with schizophrenia.

Kwang-Hyuk Lee, PhD, is an experimental psychologist with 
clinical interests in applying cognitive assessment and neuroim-
aging techniques in order to better understand the neurobiologi-
cal basis of mental illness.

Randolph W. Parks, PhD, PsyD, has conducted clinical and re-
search services for homeless individuals with severe psychopa-
thology. His research interests include psychopharmacology, brain 
imaging, neural networks, and cognitive test development. He cur-
rently provides psychological interventions, neuropsychological 
assessments, and forensic services for psychiatric inpatients.

Graham Pluck

Academic Clinical Psychiatry
University of Sheffi eld
The Longley Centre
Norwood Grange Drive
Sheffi eld S5 7JT
UK
Tel. + 44 114 226 1509
Fax + 44 114 226 1522
E-mail g.pluck@sheffi eld.ac.uk




