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patients who presented to a general hospital after deliberate self harm, what is the short term and long term risk of
Q Insuicide?
METHODS
Design: Inception cohort with median follow up of 10.8 years
(follow up range 1 d to 23 y).
Setting: Accident and emergency departments in general
hospitals in Oxford, UK.
Patients: 11 583 patients (47% aged 10–24 y) who presented to
a general hospital after deliberate self harm during the 20 year
period between 1978 and 1997. 10 353 (89%) patients used self
poisoning as the method of self harm.
Assessment of prognostic factors: A register was used to collect
data on all deliberate self harm presentations to the general
hospital in Oxford (including non-admitted patients and those
admitted to hospital). Deliberate self harm included intentional
self poisoning or self injury, irrespective of motivation.
Outcomes: Suicide or probable suicide (probable suicide was
defined as an ‘‘undetermined cause’’ or ‘‘accidental poisoning’’
coroner’s verdict on death certificate). These data were obtained
from the Office for National Statistics for England and Wales and
equivalent mortality registers in Northern Ireland and Scotland.

MAIN RESULTS
During follow up, 300 (2.6%) patients died by suicide or probable
suicide. Of these, a clear suicide verdict was recorded for 177 (59%)
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patients, an undetermined cause verdict for 82 (27%) patients, and
an accidental poisoning verdict for 41 (14%) patients. 113 (38%)
patients used poisoning as the method of suicide, and 64 (21%)
patients used hanging, strangulation, or suffocation as the method of
suicide. The table shows data on the risk of suicide after deliberate
self harm. The risk of suicide was greater for men than for women
(hazard ratio 2.8, 95% CI 2.2 to 3.6). In both men and women, the
risk of suicide increased with increasing age at the time of the initial
self harm episode. No major change in risk of suicide during the 20
year study period was seen.

CONCLUSION
Among patients who presented to a general hospital after deliberate
self harm, the risk of subsequent suicide was significant, persisted
over the long term, and varied between sex and age groups.

Commentary

T

his important study by Hawton et al is the latest in a number that
identifies deliberate self harm (or parasuicide) as a harbinger of
completed suicide. The study sample is large, the methodology
rigorous, and the conclusions unequivocal. In the 15 years after a self
harm episode, a much greater risk of suicide continues to exist over the
whole time period. However, the risk is greatest in the first year after the
self harm event. Other data suggest that this risk extends beyond 20
years,1 thus the risk may be lifelong. As one of the main aims of public
mental health is to reduce suicide, preventive potential exists here.
We are also not dealing here with a statistical risk of no clinical
relevance: a risk 66 times greater than that in the normal population is
substantial. The particularly relevant data for psychiatric services is the
much greater risk in the older population (ie, those aged .55 y). This is
not a group that has high rates of self harm, and a case can be made for
targeting treatment resources in older people. However, we do not yet
have brief interventions of undoubted efficacy for the large group at risk2
although we are getting closer;3 the main problem is that so many who
harm themselves do not come back for treatment even if it is offered.
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The risk of suicide after deliberate self harm was significant and
persistent over the long term

