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What is Self-
harm?

•Intentional self injury or self poisoning irrespective of 
motivation or (suicidal) intent

•Method and motivation may change

•It’s common especially young people but affects all 
ages 

•Cutting, burning, hair pulling, interfering wound 
healing, overdosing

•Continuum suicidal behaviours

• NSSI

•Important signal of distress, habitual or crisis, 
opportunity for intervention



Motivation for self-harm

• Wish to blot out distressing thoughts

• Gain respite from intolerable stress/distress

• Attempt to induce feelings of guilt in others

• Doesn’t care if lives or dies

• Cry for help

• Wanting to frighten someone or get back at 
them

• Punishment

• Ambivalence/Russian roulette

• True wish to die

• Repeated or response to a crisis

Kate Loxton PhD



Why self-harm?

• 3/4  people who had self-
harmed cited relieving 
unpleasant feelings of anger, 
tension, anxiety or depression as 
a reason for doing so (76.7%)

• 1/3 reported self-harming in 
order to draw attention to or to 
change their situation (31.0%). 

• Women were more likely than 
men to agree with at least one 
of these reasons.



What is 
Self-harm?

•Physical health and life expectancy severely compromised compared 
with the general population.

•Self-harm increases the likelihood that the person will die by suicide 
by between 50 and 100 times

•Over half of young people who die by suicide have a history

•But most young people who self-harm do not go on to die by suicide

•Unscheduled, unplanned care

•Top 5 cause of emergency medical admissions

•Important in it’s own right

•Most don’t seek help from services

•Attitudes, responses affect future help-seeking





Self-harm is the 
result of many 
different factors 
interacting in 
complex ways

RISK FACTORS FOR SELF-HARM(NON-EXHAUSTIVE)

INDIVIDUAL

Sex - female

Low socio-economic status

Restricted educational achievement

Previous self-harm

Mental disorder (including those 
unrecognised or untreated)

Bullying- victim/ perpetrator, f2f or online

Alcohol or substance misuse

Family history of self-harm

History of trauma or abuse

Sense of isolation

Personality traits-hopelessness, low self-
esteem, external locus of control, aggression, 
introversion

Problem solving, emotional regulation, 
thwarted belong, perfectionism

Restricted help seeking

 

SITUATIONAL

Job and financial losses

Stressful life events (including 
divorce/ separation)

Relational or social losses or discord

Easy access to lethal means

Clusters of self-harm that have an 
element of contagion

Family history of suicidal behaviour 
(modelling or inheritance)

Parental MH- depression, substance 
misuse

Care experience

SOCIO-CULTERAL

Exposure to SH/suicidal behaviours

Stigma associated with poor help 
seeking behaviour

Barriers to accessing healthcare, 
particularly mental health and 
substance misuse treatment



Is it increasing?
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Is it increasing?



Self-harm is highest in the most deprived areas

Incidence of self-harm over time stratified by setting and deprivation quintile
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Self-harm in 
older adults

• 145 times more likely to die by suicide

• Risk of suicide higher than in younger age groups, especially males

• Only 12% referred to MH services

• Mental illness, depression 70-90%

• Previous MH history in 30-55%

• 2/3 physical illness

• Bereavement, loneliness and isolation 

• Almost all could be targets for intervention

✓ SH > 65s should be seen evidence of suicide intent until proven otherwise. 
✓ Psychosocial assessment, consider admission
✓ Where possible, refer for a specialist old age psychiatry assessment



School absence and exclusion in young people who self-harm in Wales

400000 children 2012/12 to 2015/16

-Rates of absence consistently higher in those with a record of SH vs. those 
without across all  ages, increase with age

-Pupils with record of SH 2xs absent in the most vs. least deprived quint

-Rates  of exclusion seven times higher in those who self-harm (x7).

-Children who SH/MH/ND spend less time at school. 
-Bi-directional 

•  -Potential indicator for current/ future need routinely collected by 
schools/ LEAs

         -Could be used to target assessment and early intervention
        
School-based MH prevention strategies (whole school approach) to 
promote self-help strategies, awareness of when to seek help, resilience, 
SEL, problem solving



Online, Social Media, Images

• Harms and benefits

• Not a dichotomy

• Impacts change for 
individuals over time and 
between individuals 

• Not going away

• Increasingly used to 
communicate distress

• Work with Industry and 
Samaritans



Cyberbullying and Suicidal behaviours

• Victims of cyberbullying x2 greater risk of SH and suicidal behaviours

• To a slightly lesser extent, perpetrators of cyberbullying are at risk

• Lots of cross over

• Policy makers and schools need to incorporate CB into anti-bullying programmes

• Psycho-education in schools- improve responses to distressed posts, bystander 
interventions (like it to be anonymous)

• Digital citizenship- rapid change, Instagram

• Clinicians and teachers should ask about internet use and cyberbullying

• Online peer support

• Vulnerability of perpetrators, restorative practice, exclusion

• BUT REMEMBER POSITIVES OF INTERNET



Suicide-related internet use

-searching for information about suicide methods
-posting messages with suicidal content,
-being a victim of online bullying

A fifth of deaths by suicide by children and young people



SH school settings
• Universal, selective, indicated interventions 

effective. 
Best is YAM (role play, pupil led discussion, SEYLE RCT, 50%  SA/SI ).

• They may not need to include self-harm or 
suicide content. Cognitive flexibility, resilience, healthy responses 
to distress, cognitive reappraisal, positive coping strategies  SI in some 
trials. 

• But stigma.
• School staff need to be supported in delivering 

interventions -training and resources to manage this in the 
context of existing workloads. 

• More research - SH, efficacy/ safety most vulnerable students

• Future trials -full cost-benefit analyses including economic analyses/ 
explore any potential adverse effects of interventions





University Students
• Suicide in students

• Growing concern that self-harm and mental 
health conditions are increasing in university 
students

• Reflects widening access to higher education?

• Financial and academic stressors?

• Reflect trends in the general population?

• E-cohort study from 2012-13 to 2017-18

• Novel linkage HESA to Health

• 95,760 undergrads and 151,795 non-
students, 18 - 24 years



University students

Less likely to become

• Male 

• From a deprived area (0.24, 
0.23-0.25)

• Records before university of:

• Self-harm (0.53, 0.51-0.56)

• Alcohol and drugs misuse, ND, 
schizophrenia

More likely to drop out

• Studying outside of Wales

• Male

• Increased deprivation gradient

• Records before university entry of:

• Self-harm (1.32, 1.17-1.49)

• ASD, Depression, Anxiety, Schizophrenia, 
Alcohol misuse

• Record during university of:

• Self-harm (1.7, 1.38-2.09)

• Depression, Schizophrenia, Drugs misuse



Trajectories

• University students who self-harm have trajectories that 
differ from those of the general population.

• The variety and complexity of needs requires integrated 
multidisciplinary stepped-care pathways, including referral to 
mental health services.



Complexity and  co-morbidity

• 2.5M people 2003-2016

• Primary care, ED, Hospitals, OPD, Deaths, 

• 82, 627 with SH and/ or ED



Self-harm, recession, cost of living

• There is strong and consistent evidence that individuals on low income, who 
are unemployed or in debt are at much greater risk of self-harm

• Increased rates of self-harm were found in areas where there were greater 
rises in rates of unemployment. 

• Work, financial and housing problems increased in people who self-harmed. 

• Changes in welfare benefits may have contributed

• Also found in people in contact MH services

• Qualitative interviews 19 people who SH in the context of economic or 
employment difficulties

• Participants struggled to gain the practical help they felt they needed for 
their economic difficulties

• Also struggled to get  therapeutic support that might have helped with their 
other co-existing or historically damaging experiences….



So what can we do
• Active labour market programmes

• Debt relief

• Provision of adequate welfare benefits

• Funds to advice services (CAB), ?target areas most affected by 
recession

• Staff in NHS, social services and advice sector, access regularly 
updated information on key advice agencies  to signpost people 
affected by job loss, financial hardship and benefit changes

• Frontline staff most likely to be in contact with vulnerable people 
should receive training in recognising and responding to risk, ask 
re debt, employments etc

• Near real-time monitoring of changing suicide rates is essential 
for rapid response and optimally targeted policies (RTSSS).  

• Can monitor the impact of policy changes and prevention 
measures and ensure timely signposting to bereavement support 
(prevention activity)



Challenging dominant narratives

5,130 people who died by suicide, 25,650 controls

Month before     Week before

Diagnosis GP (OR; 95% CI) ED  (OR; 95% CI) HA (OR; 95% CI)

Mental health 6.9; 6.3–7.5 18.6; 16.3–21.2

Self-harm 33.1; 23.8–45.9 38.7; 25.6–58.6 94.9; 63.5–141.9

Alcohol 10.2; 8.2–12.6 20.1; 15.7–25.7

Drug use 6.1; 4.7–7.8 17.3; 11.6–25.6

Last point of contact most often occurred in GP

At any week in the year before  death,  men and women were more likely to 
contact healthcare services than controls. 





Changing 

the 

narrative



Rates SH contact highest in GP

-challenging dominant narratives

Hospital admissions

Lowest rates self-harm hospital admissions

Emergency DepartmentGP

Highest rates especially for 

females and younger age 

groups

Important points of contact 

especially for males and 

adults aged 65+

28,90944,292 53,034

2012-2021



• Data linkage study on SH in primary care 
(CYP-adults)

• Working  with Dr Maria Dyban and Claire 
Cotter (NHS Exec) on Community Health 
Pathways

• Process that GPs can follow to guide 
conversations with patients thinking 
about suicide who may or may not be 
self-harming with links to sources of 
additional information.

• Important to ask directly about suicide



What else works?



The relative risk of 
suicidal 
behaviour among 
patients who received 
an SPTI compared 
with control was 
0.570 (95% CI 0.408–
0.795, P = 0.001) 

Results support the 
use of SPTIs to help 
preventing suicidal 
behaviour and the 
inclusion of SPTIs in 
clinical guidelines for 
suicide prevention. 

SPTI: Safety Planning-type interventions 



Data recording

Inconsistencies

Underestimating self-harm esp 
primary care and EDs

Guidance and incentives to record and 
code consistently 

Better monitoring of self-harm- 
triangulate sources



Training and 

resources 

for specialist and 

non-specialist 

settings

Timely 

monitoring of 

trends 

to respond to 

changes- data 

quality

Priority groups, 

settings and 

risk factors

Key Implications

Care pathways 

Early identification, 

assessment, management 

sign-posting and follow-

up of those who self-

harm

Evidence base 

Use existing, 

develop new as 

well as Wales 

specific, 

implement with 

fidelity
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• Site QI lead

• MDT (clinicians, managers, IT, 

patient safety and quality)

• Initial one day on site training 

Quality improvement

• Pragmatic

• Ideal

• Learning organisations
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BSI’s new suicide 
prevention standard

• BSI (UK's National Standards Body) has announced a new 
standard for suicide prevention is in progress.

• The standard aims to provide a consistent approach for 
organizations to implement a suicide prevention strategy 
and help reduce the rate of suicide.

• BSI’s standards have a tangible impact on organizations and 
society.

• Example of impact:
o BS 30416 (Menstrual & Menopausal Health in the 

Workplace)
o Downloaded in 139 countries
o Adopted by Welsh Parliament, Virgin Media O2, and 

others

• The new suicide prevention standard has the potential to 
drive similar widespread change.

Stay Informed & Get Involved

 Sign up for key updates on the 
development of the standard and learn       
how your organization can contribute              
or prepare for adoption.

 Register using the QR code to            
receive updates and more information. 



Diolch yn fawr– 
Thank you
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