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advised to attend A&E for physical
investigations and toxicology screens, in
addition to psychiatric assessment. 

Prediction of further episodes of 
self-harm is notoriously difficult. 
In conjunction with a psychosocial
assessment, some clinicians may find the
use of standardised rating scales, such as
the SAD PERSONS scale8 a useful way to
identify patients who warrant referral
and further assessment (see box 4,
opposite). If in doubt, clinicians should
involve the local community mental
health team or refer to the emergency
department for advice, or to arrange
urgent psychiatric assessment
(depending on local referral pathways).9

MANAGEMENT
Developing a rapport with the patient
through the assessment, listening to their
concerns and making attempts to offer a
mutually acceptable plan is more likely to
lead to favourable outcomes and the
patient engaging with services.9

Research into therapies has been
limited to small trials recruiting
subpopulations of patients.7 In 2000 
a Cochrane review10 found insufficient
evidence to draw robust conclusions and
recommended larger trials of promising
interventions. Other authors recommend
considering endpoints other than a
reduction in self-harm behaviour and
widening the methodological approach
to research, including qualitative or
cohort study designs.7

Patients who frequently self-harm
often feel mistreated by healthcare
professionals.11 The latter may harbour
negative attitudes12and feel uncomfortable
and inadequately trained.13

Recommendations for changes to
clinical practice have largely been
instigated by patient groups. These
include:
• attempts to understand the
individual’s self-harming behaviour
• adopting a non-judgmental approach
• accepting the patient and their distress.
Contracts with patients requiring them
early on not to attempt to self-harm
again are sometimes unhelpful and may
actually lead to further self-harm.14

The immediate risk to the patient’s
physical health and the potential need
for monitoring or medical treatment of
self-poisoning or surgical intervention
require attention. The clinician should err
on the side of caution if the extent of self-
poisoning is not known, and consult with
an emergency department consultant,
or access information via the TOXBASE
online resource for poisons information
and initiation of treatment, if working in a
more remote setting.9

There is currently insufficient evidence
to recommend any pharmacological
prevention of self-harming in the short- 10

and long-term.1 Problem-solving therapy
(a short psychological therapy designed
to equip patients to deal with day-to-day
problems better) showed promising
results when compared with placebo10

but larger studies are required to
corroborate findings. 

Dialectical behaviour therapy (DBT) is
a relatively new therapy designed to treat
patients with borderline personality
disorder; this therapy combines a
psycho-education programme, aspects
of cognitive behaviour therapy and
mindfulness. DBT has been effective in
reducing self-injury behaviour in
adolescents15 and adults with borderline
personality disorder16 but further large-
scale studies are required to confirm this
finding. 

NICE recommends a short course 
(3-12 sessions) of a psychological
intervention structured for people who
self-harm.1 This recommendation is
based on limited clinical evidence
suggesting a reduction of repetition of
self-harm episodes following
psychological interventions, but the
studies are too heterogeneous to
calculate any meaningful risk reduction
ratio. The recommendation is further
substantiated by health economic
evidence, but again the data are of
doubtful significance.

Many self-harm episodes are triggered
by life events and psychosocial
stressors,17 such as housing, relationship,
employment or financial problems.
Although, an initial treatment plan is
unlikely to resolve these issues,
acknowledging the patient’s stressors
and documenting them in a care plan or
letter as issues to be dealt with in the
future can improve communication
between healthcare professionals18 and
ensure the patient feels their problems
have been acknowledged. 

Efforts to improve engagement with
services following an episode of self-
harm are important and emergency
contact cards are a potentially beneficial
intervention.10

REFUSING TREATMENT
The fine details of the Mental Health Act19

and the Mental Capacity Act20 are
beyond the scope of this article, but a
basic pathway of how to use English
legislation to manage an adult patient
who refuses treatment is outlined in
figure 1, p19. 

The case of Kerrie Wooltorton21

made headlines in 2007, after she was
deemed to have capacity to refuse
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Self-harm is best defined as ‘any act of self-poisoning or 
self-injury carried out by an individual irrespective of
motivation’. With a 10.5% lifetime risk, self-reported self-
harm is common in the community and 5.6% have made 
a suicide attempt. A significant proportion of self-harm
episodes are without suicidal intent.

Self-harm can occur at any age but is most common in 
young people. 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. Men
are at a higher risk of suicide following self-harm.

Assessment of self-harm (actual or planned) should include:
details of pre-planning; final acts; the event itself; what
happened afterwards; as well as broader psychosocial risk
factors. Patients should be asked to reflect on the episode
to consider whether they regret it, or whether they are
likely to repeat it. Patients should be screened for
depression, anxiety, psychosis and history of self-harm.
Physical illness and substance misuse increase risk.

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.
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.
Prediction of further episodes of self-harm is notoriously
difficult. Some clinicians may find the use of standardised
rating scales, such as the SAD PERSONS scale, a useful
way to identify patients who warrant referral and further
assessment.

There is currently insufficient evidence to recommend any 
pharmacological prevention of self-harming. Problem-
solving therapy showed promising results when compared
with placebo but larger studies are required to corroborate
findings. Dialectical behaviour therapy combines a
psycho-education programme, aspects of cognitive
behaviour therapy and mindfulness and has been effective
in reducing self-injury behaviour in adolescents and adults
with borderline personality.

Many self-harm episodes are triggered by life events and
psychosocial stressors, such as housing, relationship,
employment or financial problems. Documenting these in
a care plan or letter can improve communication between
healthcare professionals and ensure the patient feels their
problems have been acknowledged. Any underlying
mental disorder should be followed up and treated, in
particular, efforts should be made to encourage patients to
address alcohol and substance misuse behaviour.

The GP should provide long-term continuity of care, and 
maintain a holistic awareness of a patient’s life events
enabling discussion of the patient’s emotional problems at
an early stage with the aim of intervening before a crisis.




