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Young women were more likely than
young men to report having ever
deliberately self-harmed: 17.0% of women
aged 16-24 reported this behaviour,
compared with 7.9% of men in the same
age group.3

Prior self-harm is the key risk factor
both for repeated self-harm and also for
subsequent suicide. The presence of
depressive symptoms predicts repeated
self-harm, as does any history of
psychiatric illness. There is evidence to
suggest that being unemployed and
registered sick are also associated with

higher risk of repetition.1

Increased risk of completed suicide 
is associated with previous self-harm,
with high suicidal intent, i.e. the
expressed intent to die and not be
discovered.1 Men are at a higher risk of
suicide following self-harm. Although
antidepressants are a first-line treatment
for patients with suicidal ideation as part
of depression, there is some evidence
that for certain subgroups of patients
they raise the frequency of suicidal
ideation and self-harm5,6 (see box 1,
above).

Box 1
Suicide risk with antidepressants
Antidepressant treatment tends to reduce the risk of suicidal ideation in
people aged 25 years and over. 

In the under-25s there is a non-significant increase in suicidal thoughts or
behaviour (preparatory actions for suicide or attempted or completed
suicide). When limited to suicidal behaviour alone this risk became
significant.5

The particular risk in the younger age group is further characterised by an
increased risk of non-fatal self-harm in those younger than 19 years who take
SSRIs compared with older antidepressants.6

Box 2  

Key questions in assessment 
of self-harm
• What happened before the episode?
• What happened during the episode?
• What happened after the episode?
• What are the patient’s future plans?
• Explore risk factors (e.g. previous
self-harm, mental illness, social
circumstances)

Box 3  

Red flags 1
• Increasing frequency of self-harm
• Increasing severity of self-harm
• Dangerous methods e.g. jumping,
hanging, drowning
• High levels of distress
• Hopelessness
• Continuing suicidal intent
• Mental illness e.g. depression,
psychosis

Box 4  

The SAD PERSONS scale8

Factor

S Male sex
A Age < 19 or > 45 years
D Depression or hopelessness
P Previous suicide attempts or psychiatric care
E Excessive alcohol or drug use
R Rational thinking loss (psychotic or organic illness)
S Single, widowed or divorced
O Organised or serious attempt
N No social support
S Stated future intent (determined to repeat or ambivalent)

This score is then mapped onto a risk assessment scale as follows:
0–5: May be safe to discharge (depending upon circumstances)
6-8: Probably requires psychiatric consultation
>8: Probably requires hospital admission

ASSESSMENT 
Assessment of self-harm (actual or
planned) should include details of 
pre-planning (e.g. stockpiling medication,
preventing discovery) and final acts 
(e.g. leaving a note), the event itself, what
happened afterwards (e.g. help-seeking
behaviour), as well as broader psychosocial
risk factors (see box 2, left).1

Careful assessment will not only inform
the risk assessment and management
plan, but also provides an opportunity to
develop a rapport and empathy with the
distressed patient. Objective evidence
about the severity of the incident (what
happened, how did it happen) in addition
to the patient’s own perception of
whether it was intended as a lethal act
helps to inform the risk assessment. 

Patients should be asked to reflect on
the episode of self-harm to consider
whether they regret it, or whether it is
something they are likely to repeat.
Those with continuing feelings of
hopelessness and suicidal intent are at
greater risk. Social circumstances may
aggravate or alleviate risk of suicide.1

Patients should be screened for
depression, anxiety, psychosis and
history of self-harm. Past medical history
is relevant since physical illness and
substance misuse raise the risk, and those
on certain medications including opioid
analgesia and insulin may have practical
means for suicide at their disposal.

REFERRAL
Patients with low-risk self-harm
behaviour can be managed within
primary care if they can give an
assurance that they are able to keep
themselves safe and an appropriate,
supportive management plan can be
implemented. 

Psychological support available within
primary care may provide patients with
the chance to explore triggers for self-
harm, and to develop harm-reduction
strategies. Problem-solving therapy and
interpersonal therapy, if available, may be
particularly useful.7

Referral to secondary care community
mental health teams should be
considered for patients who present in
primary care with a history of self-harm
and a risk of repetition.1

Red flags that should prompt referral
are listed in box 3, above. Patients with
continuing thoughts or serious intent of
self-harm, where supportive or
protective factors cannot be identified,
may need urgent referral to secondary
care. The same applies to those who
have used, or plan to use, dangerous
methods of self-harm. Patients who
present following an overdose should be
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