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risk and should always be explored.
These may be effective coping
strategies, hope, good relationships with
family/friends, positive future plans. 

Key questions for risk assessment of
self-harm and suicide are listed in box 2,
below. 

Key questions following an overdose
are listed in box 3, below.

CONFIDENTIALITY AND
SAFETY PLANS
If you conclude that a child or
adolescent is at significant risk then a
parent or other responsible adult should
be informed. Breaching confidentiality in
this situation is justified if you cannot get
consent for information sharing.
Relatively minor levels of self-harm e.g.
superficial cutting, may not necessarily
need to be shared with parents in the
short term, if it can be used to build a
therapeutic alliance that may lead to
engagement with a plan for treatment
e.g. referral to CAMHS.

symptom of depression. The associated
risks may be low if the individual also
says that they have no intention of
acting on them, and have not made any
plans to do so, they would not commit
suicide because they would be
concerned about the effect on their
family and friends and/or for religious
reasons. Thoughts of suicide, associated
with a stated lack of intent and no
associated significant recent previous
attempts or plans, is not an emergency
and these individuals do not need to be
referred to A&E.

The nature of intent and any recent
acts is also important to consider. 
The relationship between intent and acts
in relation to risk is not always
straightforward. For example, self-harm
that is associated with superficial
scratches (completed act), is a lower risk
than an intention to self-harm by
severing an artery (act not yet taken
place, although appears likely).

Protective factors reduce the level of

oneself in vulnerable situations,
overdoses with non-suicidal intent.
Although the intention may ‘only’ be
self-harm, individuals may
unintentionally be at risk of fatal injury
e.g. by cutting deeper than expected.

There are many reasons for self-harm
– communicating distress, relief, self-
punishment, a desire to ‘feel’ if numb,
conversion of emotional to physical pain
which may be experienced as more real
or manageable.12,14 The associated level
of risk may depend on several factors:
the method of self-harming, the degree
of physical harm/damage caused, e.g.
depth and location of cuts, frequency,
duration, intention (relief of distress, or
self-punishment).

Suicide is relatively rare in children and
adolescents. Rates of completed suicide
are approximately 4.8 deaths per 100,000
in the 10-19 year age group and are
higher in males than females.15 A recent
study found that the incidence of suicide
in adolescent boys is more than twice
that among adolescent girls, whereas
self-harm is much more common in girls
than boys.16 The most dangerous acts
associated with suicidal thoughts, are an
intention to jump (from buildings/in
front of cars/trains); hanging/asphyxiation,
and shooting. The risk of suicide is
significantly increased in those who 
self-harm.12

All individuals who have taken
overdoses should be referred to A&E.
This includes those who may have taken
relatively small amounts of drugs 
e.g. six paracetamol tablets. This helps to
convey a message that all overdoses are
dangerous, it is protective in case of
under-reporting and it should enable
access to a review by CAMHS. 

NICE guidelines for self-harm
recommend that all young people who
present to A&E with self-harm or
following an overdose should be
admitted to a paediatric ward
overnight.17 This facilitates a CAMHS
review, and increases the likelihood that
it will be useful. The patient may feel
more rested and able to talk the next
day. Hospitals may also routinely make 
a social services referral following
presentations of self-harm. This is
because self-harm may signal a range 
of wider difficulties or distress.

Intent and protective factors
When considering the risks associated
with self-harm and suicide it is important
to differentiate between thoughts, intent
and plans. Thoughts represent the
lowest level of risk; intent, intermediate;
and plans/completed acts, the highest.
For example, thoughts of suicide are a

Box 2

Key questions for risk assessment of self-harm and suicide

1 Do you ever have any thoughts about harming yourself or ending your life?
2 IF YES: Have you done anything to act on these thoughts?
3 IF NO: Do you have any intention of acting on these thoughts?
4 IF YES: Have you made any plans about how you will do it?
5 IF YES: Are there any good things in your life that might make you think twice
about doing this?
6 Have you found any ways of coping with these difficult thoughts so far? These
may be helpful e.g. distraction through listening to music, talking to friends, or
unhelpful e.g. alcohol/drugs, self-harm, running away)
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Box 3

Key questions following an overdose

1 What have you taken? (tablets, quantity, strength)
2 When?
3 Have you taken anything else? (e.g. tablets or liquids, watch for staggered
overdoses)
4 Was it planned or did you do it without thinking? (impulsive, lower risk)
5 Where were you when you took it? (at home with other people, lower risk)
6 What was your intention when you took the tablets? (sleep, suicide, unclear)
7 Did you tell anyone about it afterwards? (seeking help, lower risk)
8 Do you have any regrets about it? (mistake, low risk; didn’t work, high risk)
9 Do you have any thoughts of doing something like this again? (persistent intent,
high risk)

PATHOS questionnaire18

P - Have you had Problems for longer than one month?
A - Were you Alone in the house at the time?
T - Did you plan the overdose for longer than Three hours?
HO - Are you feeling HOpeless about the future?
S - Were you feeling Sad for most of the time before the overdose?

Responses to each question are scored 0 or 1 
If the score is 2 or more the individual is considered to be high risk


