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Objective: The purposes of this study
were to estimate suicide rates up to 4 years
after a deliberate self-harm episode, to investigate time-period effects on the suicide rate over the follow-up period, and
to examine potential sociodemographic
and clinical predictors of suicide within
this cohort.
Method: This prospective cohort study included 7,968 deliberate self-harm attendees at the emergency departments of four
hospital trusts in the neighboring cities of
Manchester and Salford, in northwest
England, between September 1, 1997, and
August 31, 2001. Suicide rates and standardized mortality ratios (SMRs) for the cohort were calculated. Potential risk factors
were investigated by using Cox’s proportional hazards models.
Results: Sixty suicides occurred in the
cohort during the follow-up period. An

approximately 30-fold increase in risk of
suicide, compared with the general population, was observed for the whole cohort.
The SMR was substantially higher for female patients than for male patients. Suicide rates were highest within the first 6
months after the index self-harm episode.
The independent predictors of subsequent
suicide were avoiding discovery at the time
of self-harm, not living with a close relative, previous psychiatric treatment, selfmutilation, alcohol misuse, and physical
health problems.
Conclusions: The results highlight the
importance in a suicide prevention strategy of early intervention after an episode
of self-harm. Treatment should include
attention to physical illness, alcohol problems, and living circumstances. Self-harm
appears to confer a particularly high risk
of suicide in female patients.
(Am J Psychiatry 2005; 162:297–303)

T

he estimated annual rate of presentation to general
hospitals in the United Kingdom after self-poisoning has
increased in recent years to 170,000 per year (1). In the
United States the number of presentations after deliberate
self-harm has been reported as 650,000 per year, and the
number of deaths by suicide as 30,000 per year (2). A key
risk factor for suicide is previous deliberate self-harm. Risk
of suicide increases 50 (3) to 100 (4) times within the first
12 months after an episode of self-harm, compared to the
general population risk. Approximately one-half of persons who die by suicide have a history of self-harm (5),
and this proportion increases to two-thirds in younger age
groups (6). A reduction of suicidal behavior is an explicit
goal of national strategies for suicide prevention in the
United Kingdom (7) and the United States (8). In England,
the government’s national strategy (7) supports the target
of reducing the rate of suicides and undetermined deaths
by one-fifth by 2010 (9). To achieve this goal, appropriate
evidence is needed to inform preventive strategies and
health service management.
Previous studies of suicide after deliberate self-harm
have considered demographic and clinical risk factors and
have involved comparatively small numbers of individuals
followed up over a long period (4, 10–12). In such studies
temporal cohort effects may be operating, and findings
may not be applicable to current service provision. We
used a large database of self-harm cases to estimate sui-
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cide rates during a follow-up period of up to 4 years after a
self-harm episode. We had three principal aims: 1) to estimate suicide rates after deliberate self-harm, 2) to investigate the timing of suicide in relation to a previous episode
of self-harm, and 3) to investigate potential sociodemographic and clinical predictors of suicide.

Method
The Manchester and Salford Self-Harm Project is a collaboration between the University of Manchester and all four hospitals
with an emergency department in the cities of Manchester and
Salford. Information is collected on individuals presenting to
these departments as a result of deliberate self-harm. Self-harm is
defined as an act of intentional self-poisoning or injury irrespective of the apparent purpose of the act (13). Previous studies in
Manchester have suggested that about one-third of individuals in
this population have psychiatric follow-up (1). A more detailed
account of service provision in the study area is discussed elsewhere (14). The project covers a predominantly economically deprived urban population of about 600,000 people.
After an episode of self-harm, a standard assessment form is
completed by the emergency doctor and by psychiatric staff for
those patients who have a psychiatric assessment. The completion rate for assessment forms is monitored continuously, and for
the study period, this rate was 78%. The form includes details of
the self-harm episode, clinical and demographic data, and information about the patient’s mental state and clinical management.
As reported in a previous study (15), “low-risk” management refers to self-harm patients discharged from the emergency department without psychiatric follow-up, and “high-risk” managehttp://ajp.psychiatryonline.org
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TABLE 1. Suicide Rates in the General Population of England and Wales (1997–2000) and Over a 4-Year Follow-Up Period
Among 7,968 Subjects Ages ≥10 Years Who Presented With Self-Harm to Hospital Emergency Departments in Manchester
and Salford, England, September 1997 to August 2001, by Age and Gender
Females

Males

Variable
Age <35 Years Age ≥35 Years
Total
Age <35 Years Age ≥35 Years
Total
England and Wales general population
Number of suicides
1,325
3,698
5,023
5,629
9,561
15,190
Person-years
34,639,300
58,694,900
93,334,200
36,507,800
53,431,700
89,939,500
Suicide rate
3.8
6.3
5.4
15.4
17.9
16.9
Manchester and Salford self-harm subjects
Number of suicides
9
13
22
22
16
38
Person-years
6,070.74
3,033.55
9,128.84
4,532.20
2,496.62
7,057.26
Suicide rate
148.3
428.5
241.0
485.4
640.9
538.5
95% CI
67.8–281.4
228.2–732.8
151.0–364.9
304.2–734.9 366.3–1040.7 381.0–739.1
General population comparison
38.8
68.0
44.8
31.5
35.8
31.9
Rate ratioa
95% CI
17.7–73.8
36.2–116.5
28.0–67.9
19.7–47.7
20.5–58.2
22.6–43.8
Standardized mortality ratios (SMRs)
for self-harm subjects
Reference: England and Wales
general populationb
SMR
49.6
28.7
95% CI
31.1–75.0
20.3–39.4
Gender comparison
SMR ratioc
95% CI
Reference: Manchester general populationd
SMR
23.2
12.9
95% CI
14.5–35.1
9.2–17.8
Gender comparison
SMR ratioc
95% CI
a Manchester and Salford self-harm subjects, compared with England and Wales general population.
b Source: Office for National Statistics: Mortality Statistics—Cause: Series DH2, number 24/25/26/27, 1997–2000.
c SMRs for female self-harm subjects, compared to SMR for male self-harm subjects.
d Source: Office for National Statistics: Mortality Statistics for Manchester Health Authority Boundary: Table VS3, 1997–2000.

ment designates patients who are referred to medical or surgical
services and/or seen by a mental health specialist.
We conducted a prospective cohort study of deliberate selfharm attendees at the four emergency departments between September 1, 1997, and August 31, 2001. A comprehensive matching
process was used to identify deaths by suicide (ICD-9 codes
E950–E959) and undetermined cause (ICD-9 codes E980–E989)
during the study period, hereafter referred to as “suicides,” from
the National Confidential Inquiry Into Suicide and Homicide by
People With Mental Illness database obtained from the Office for
National Statistics (16). The overall risk of suicide within 1 year
was calculated (excluding patients from the fourth year of the cohort whose follow-up period was less than 365 days). Age- and
gender-specific suicide rates per 100,000 person-years were calculated and compared with equivalent rates for the populations
of England and Wales and of Manchester; standardized mortality
ratios (SMRs) were calculated for female subjects, male subjects,
and all subjects. The reference populations for the SMRs were females in the general population for the female subjects and males
in the general population for the male subjects. As the highest
prevalence of suicide is in men ages 25–35 years and 15–24-yearold males had the highest rate of increase of suicide in the 1990s
in the United Kingdom, we compared patients ages <35 years
with those ages ≥35 years. Previous studies have also compared
similar groups.
Potential risk factors were investigated by using hazard ratios
generated by Cox’s proportional hazards models. For these models, explanatory variables were categorized into the following domains: sociodemographic, clinical (including circumstances of
the index episode of self-harm, history of treatment and previous
self-harm, and alcohol and drug use), mental state, and precipitants. Univariate associations were examined initially, and then
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multivariate models were generated within each domain by using
backward stepwise procedures. Explanatory variables were retained in these models if the p value was less than 0.2. The independent predictors from all the domain-specific models were
then fitted in a final multivariate model. Explanatory variables
were retained in the final model if the p value was less than 0.1.
Risk management by the emergency department was dichotomized (moderate- to high-risk management versus low-risk management) and compared by using Cox’s regression analysis. Analyses were carried out with SPSS (17) and Stata (18).

Results
Cohort Characteristics
The cohort consisted of 7,968 individuals presenting
with deliberate self-harm from September 1, 1997, to August 31, 2001, for whom assessment forms were completed. An audit of records for episodes without a completed assessment form showed that the patients’ age and
gender did not differ from those for episodes with an assessment form. The median age of the patients was 30
years (interquartile range=21–40 years, range=10–92
years); 4,500 (57%) were female. A total of 1,231 (15.5%) of
7,964 patients repeated self-harm before the end of the
study period. Thirteen of the 60 cohort members who died
by suicide (22%) had reported no previous deliberate selfharm at the index episode; 11 (18.3%) of the 60 repeated
self-harm before their actual suicides.
Am J Psychiatry 162:2, February 2005
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among the male subjects were higher than among the female subjects in all follow-up time periods.

Cox’s Regression

All Persons
Age <35 Years
6,954
71,147,100
9.8

Age ≥35 Years
13,259
112,126,600
11.8

Total
20,213
183,273,700
11.0

31
10,602.94
292.4
198.7–415.0

29
5,583.16
519.4
347.9–746.0

60
16,186.10
370.7
282.9–477.1

29.9
20.3–42.5

43.9
29.4–63.1

33.6
25.6–43.4

33.9
25.9–43.7
1.73
0.97– 2.99
15.4
11.8–19.9
1.79
1.01–3.11

Suicide Rates
As Table 1 shows, 60 of the 7,968 subjects subsequently
committed suicide, a rate of 371 per 100,000. These deaths
included 36 identified as suicide (ICD-9 codes E950–E959)
and 24 identified as deaths of undetermined cause (ICD-9
codes E980–E989). Male subjects who harmed themselves
were more likely to commit suicide than female subjects,
and this gender difference was observed for both younger
and older age groups. Using standardized mortality ratios
to adjust for age and gender differences between the study
population and that of England and Wales, we found that
the number of suicides in the self-harm cohort was 34
times higher than expected; the number was 50 times
higher for the female subjects and 29 times higher for the
male subjects. The SMR for the female subjects was almost
twice that for the male subjects.

Time-Period Effects
As Table 2 shows, the risk of suicide in the first year of follow-up was 0.5% (95% confidence interval [CI]=0.4–0.8).
The suicide rate for all persons in the cohort was highest in
the first 6 months of follow-up (562 per 100,000). The suicide rate tended to decrease as length of follow-up increased; this result approached significance for the female
subjects but not for the male subjects. Rates of suicide
Am J Psychiatry 162:2, February 2005

Univariate models. As Table 3 shows, there were numerous associations of suicide risk with sociodemographic
characteristics, clinical factors, and precipitants. The
strongest associations within each domain were not living
with a close relative, avoiding discovery (at the time of selfharm), previous self-harm, alcohol misuse, appetite disturbance, and legal problems. Apart from disturbance in appetite, symptoms of depression were not associated with
future suicide. Data completeness in domain-specific
models (before dropping any variables because of nonsignificance) was no lower than 86.8%.
Multivariate model. As Table 4 shows, the independent
predictors of suicide in a multivariate model were not living with a close relative, avoiding discovery at time of selfharm, and current alcohol misuse. The adjusted hazard
ratio for these three variables indicated an approximate
two- to threefold increase in the level of risk. In addition,
the association of three variables—cutting as a method of
self-harm, previous psychiatric treatment, and physical
health problems—with suicide approached significance
(p<0.1). Older age (p=0.26) and male gender (p=0.49) were
found to be nonsignificant predictors and were dropped
from the final multivariate model. The level of data completeness in the final model was 76.7%.
Interaction effects. The hazard ratios for four items in
the multivariate model (avoiding discovery, cutting as a
method of harm, physical health problems, and alcohol
misuse) were higher for the male subjects than for the female subjects, suggesting that the effects might be restricted to male subjects. However, the interaction terms
were not significant. The effect of alcohol misuse was restricted to subjects age <35 years (interaction term: p=
0.04) (subjects age <35 years: hazard ratio=3.41, 95% CI=
1.62–7.17; subjects age ≥35 years: hazard ratio=1.09, 95%
CI=0.48–2.44). The effect of previous psychiatric treatment was also restricted to subjects age <35 years (interaction term: p=0.03) (subjects age ≥35 years: hazard ratio=
3.59, 95% CI=1.58–8.14; subjects age ≥35 years: hazard ratio=1.06, 95% CI=0.50–2.25).

Clinical Management
High-risk management by emergency department staff
was associated with an approximately twofold increase in
risk of suicide (N=52 [0.8%] of 6,157 subjects), a result that
approached significance (p=0.07; hazard ratio=1.99, 95%
CI=0.95–4.19).

Discussion
Our results confirm a markedly high risk of subsequent
suicide among patients who visit the emergency department after deliberate self-harm, relative to the general
http://ajp.psychiatryonline.org

299

SUICIDE AFTER SELF-HARM
TABLE 2. Suicide Rates Over a 4-Year Follow-Up Period Among 7,968 Subjects Age ≥10 Years Who Presented With SelfHarm to Hospital Emergency Departments in Manchester and Salford, England, September 1997 to August 2001, by
Months of Follow-Up
Months of Follow-Up
<6
Female
Subjects
10
2112.14
473.5

Male
Subjects
11
1624.90
677.0

Variable
Number of suicides
Person-years
Suicide ratea
Comparison of follow-up periods
3.45
1.48
Rate ratiob
95% CI
1.18–10.10 0.66–3.31

>18

6–18
All
Subjects
21
3737.04
561.6

Female
Subjects
7
3366.12
208.0

Male
Subjects
14
2580.03
542.6

All
Subjects
21
5946.15
353.2

2.03
1.08–3.80

1.52
0.48–4.78

1.19
0.56–2.53

1.27
0.68–2.39

Female
Subjects
5
3644.36
137.2

Male
Subjects
13
2847.48
456.5

All
Subjects
18
6491.84
277.3

1.00
—

1.00
—

1.00
—

a

Suicide rates decreased nonsignificantly as length of follow-up increased for female subjects (p=0.06), male subjects (p=0.64), and all subjects (p=0.09) (chi-square tests for linear trend).
b Rates for <6 months and 6–18 months, compared with the rate for >18 months.

population. The cohort of deliberate self-harm patients in
this study had more than 30 times the number of suicides
that would be expected in the general population of England and Wales. However, the study cohort had 15 times
more suicides than expected, compared with the population of Manchester, which has a suicide rate that is double
the national average (20.5 versus 11.8 per 100,000) (19, 20).
Suicide risk was highest in the first 6 months after selfharm, and there was a higher risk in male subjects, compared to female subjects, that was consistent across time
during the follow-up period. However, in terms of the observed versus expected numbers of suicides, the SMR was
nearly twice as high for the female subjects as for the male
subjects, and this ratio was higher than those found in previous studies in the United Kingdom (4). The results suggest that hospital presentation with self-harm confers a
higher risk of suicide (compared to the general population) in women than in men. Possible explanations for this
finding include 1) the low rate of suicide in females in the
general population, 2) a tendency of high-risk male selfharmers to not seek general hospital medical attention,
and 3) inadequacy of hospital service provision for female
self-harmers.
Several demographic, clinical, and management variables were associated with suicide in our study. In a multivariate model, not living with a close relative, avoiding discovery at the time of the index self-harm, and alcohol
misuse were independently associated with suicide risk.
These risk factors are similar to those identified in longterm follow-up (21). In addition, previous psychiatric
treatment and physical health problems—factors identified in other studies (22–24)—were shown to be important, and the risk associated with cutting as a method of
self-harm emerged as a new finding. As these three factors
were beyond conventional significance, perhaps because
of low power, the results should be treated with caution.
Another new finding was that the effects of alcohol misuse
and previous psychiatric treatment were restricted to
younger people in the study cohort.
Our finding that high-risk emergency department management is associated with a twofold increase in risk of
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suicide is difficult to interpret, but it does suggest that
emergency department doctors are appropriately identifying a high-risk group. We know from a previous study
that emergency department doctors’ assessment of suicide risk as high in self-harm patients is related to the finding of a high level of lethality of the self-harm method (25).

Methodological Issues
Database studies that allow for record linkage are a
highly valuable tool in psychiatric epidemiology (26), but
such studies are difficult to carry out in health care systems
that are not centrally managed. In this large cohort study,
we had access to databases that allowed investigation of
suicides within a short period of time. The results are
therefore applicable to contemporary service provision.
The relatively low number of suicides affected the power
of the study, particularly within the subgroups studied.
With the observed numbers of male (N=3,468) and female
(N=4,500) subjects, there was 70% power to detect a significant relative risk of 2.0 (if 1% of the male subjects subsequently commit suicide compared with 0.5% of the female
subjects) and 99% power to detect a significant relative
risk of 3.0 (1.5%, compared with 0.5%). However, for explanatory variables with low exposure prevalence, the cohort lacked adequate power to detect relative risks of 2.0 or
lower. This limitation is typical of many cohort studies
(27). Even though suicide was more common in our cohort than in the general population, a very large sample
size is still required to study such a rare outcome. However, a number of variables were still significant, which
highlights the importance of these factors.
We also did not ascertain those individuals who emigrated or who died from other causes, and all causes of
mortality are known to have higher rates in self-harm patients. Nonresponse may be a potential source of bias, but
responders were similar to nonresponders in age and sex.
We are unable to say how many of the nonresponders died
by suicide.
Previous studies have used age 35 years as a cutoff point
in analyses of suicide by age (6), and this division maximized power in our study (there were a similar number of
Am J Psychiatry 162:2, February 2005
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TABLE 3. Baseline Characteristics of Subjects Who Died by Suicide Over a 4-Year Follow-Up Period Among 7,968 Subjects
Age ≥10 Years Who Presented With Self-Harm to Hospital Emergency Departments in Manchester and Salford, England,
September 1997 to August 2001
Subjects Who Died by Suicide (N=60)
Characteristic
Social and demographic characteristics
Gender
Female (N=4,500)
Male (N=3,468)
Age (years)
<35 (N=5,160)
≥35 (2,783)
Not living with close relative
No (N=4,170)
Yes (N=3,252)
Homeless/living alone/living in hostel
No (N=5,196)
Yes (N=2,227)
Not with partner
No (N=2,258)
Yes (N=5473)
Unemployed
No (N=4,440)
Yes (N=3,136)
Nonwhite ethnic group
No (N=7,153)
Yes (N=624)
Clinical characteristics
Circumstances of index episode of self-harm
Avoided discovery
No (N=6,549)
Yes (N=924)
Premeditated
No (N=5,891)
Yes (N=1,651)
Wanted to die
No (N=3,204)
Yes (N=4,142)
Suicide note
No (N=6,727)
Yes (N=787)
Cutting as method of self-harm
No (N=7,148)
Yes (N=811)
Treatment and previous self-harm
Current psychiatric treatment
No (N=5,129)
Yes (N=2,492)
Previous psychiatric treatment
No (N=4,143)
Yes (N=3,17)
Previous self-harm
No (N=3,580)
Yes (N=4,066)
Alcohol and drug use
Alcohol misuse
No (N=5,579)
Yes (N=1,821)
Drug use
No (N=6,478)
Yes (N=917)

N

%

Hazard Ratio

22
38

0.5
1.1

1.00
2.24

31
29

0.6
1.0

1.00
1.78

14
41

0.3
1.3

1.00
3.72

26
29

0.5
1.3

1.00
2.53

10
47

0.4
0.9

1.00
1.89

30
29

0.7
0.9

1.00
1.29

56
2

0.8
0.3

1.00
2.44

38
15

0.6
1.6

1.00
2.81

37
19

0.6
1.2

1.00
1.74

20
33

0.6
0.8

1.00
1.29

52
3

0.8
0.5

1.00
0.51

50
10

0.7
1.2

1.00
1.81

31
27

0.6
1.1

1.00
1.73

20
36

0.5
1.1

1.00
2.11

13
45

0.4
1.1

1.00
2.97

32
22

0.6
1.2

1.00
2.11

47
9

0.7
1.0

1.00
1.34

95% CI

p

1.32–3.78

0.003

1.07–2.95

0.03

2.03–6.82

<0.001

1.49–4.30

0.001

0.96–3.75

0.07

0.78–2.16

0.32

1.55–5.11

0.001

1.00–3.03

0.05

0.74–2.25

0.37

0.16–1.62

0.25

0.92–3.57

0.09

1.03–2.90

0.04

1.22–3.65

0.007

1.60–5.50

0.001

1.23–3.63

0.007

0.66–2.73

0.43

(continued)

suicides in each age group) but of course did not allow
identification of any subgroup trends.

Implications for Clinical Practice
Previous studies have identified sociodemographic and
clinical risk factors for suicide after self-harm. This study
also identified factors related to hospital management
Am J Psychiatry 162:2, February 2005

that further inform understanding of the suicidal process
and may be potentially modifiable. Our finding of higher
risk of suicide during the first 6-month period after selfharm suggests that early intervention after self-harm
might be helpful. To maximize the potential effect of suicide prevention strategies, interventions should target the
high-risk group. However, our finding that the SMR was
http://ajp.psychiatryonline.org
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TABLE 3. Baseline Characteristics of Subjects Who Died by Suicide Over a 4-Year Follow-Up Period Among 7,968 Subjects
Age ≥10 Years Who Presented With Self-Harm to Hospital Emergency Departments in Manchester and Salford, England,
September 1997 to August 2001 (continued)
Subjects Who Died by Suicide (N=60)
Characteristic
Mental state
Feels depressed
No (N=2,280)
Yes (N=5,298)
Sleep disturbance
No (N=3,247)
Yes (N=4,201)
Appetite disturbance
No (N=4,215)
Yes (N=3,188)
Hopelessness
No (N=4,508)
Yes (N=2,847)
Suicidal thoughts
No (N=4,769)
Yes (N=2,713)
Suicidal plans
No (N=6,411)
Yes (N=1004)
Hallucinations/delusions
No (N=6,888)
Yes (N=513)
Precipitants of self-harm
Bereavement
No (N=6,468)
Yes (N=641)
Physical health problems
No (N=6,586)
Yes (N=523)
Housing problems
No (N=6,580)
Yes (N=529)
Legal problems
No (N=6,828)
Yes (N=281)
Response to mental problems
No (N=6,310)
Yes (N=799)

N

%

Hazard Ratio

13
44

0.6
0.8

1.00
1.61

20
37

0.6
0.9

1.00
1.48

24
33

0.6
1.0

1.00
1.90

28
28

0.6
0.9

1.00
1.57

31
26

0.7
1.0

1.00
1.46

46
11

0.7
1.1

1.00
1.49

50
6

0.7
1.2

1.00
1.52

47
4

0.7
0.6

1.00
0.88

42
9

0.6
1.7

1.00
2.68

44
7

0.7
1.3

1.00
2.05

44
7

0.6
2.5

1.00
3.91

42
9

0.7
1.1

1.00
1.91

TABLE 4. Multivariate Regression Analysis of Baseline Characteristics Associated With Suicide Over a 4-Year Follow-Up
Period Among 7,968 Subjects Age ≥10 Years Who Presented
With Self-Harm to Hospital Emergency Departments in
Manchester and Salford, England, September 1997 to
August 2001
Characteristic
Avoided discovery
Cutting as method of self-harm
Not living with close relative
Previous psychiatric treatment
Alcohol misuse
Physical health problems

Hazard
Ratio
2.82
2.10
2.90
1.76
2.05
2.10

95% CI
1.44–5.50
0.97–4.56
1.48–5.67
0.95–3.28
1.12–3.74
0.93–4.74

p
0.002
0.06
0.002
0.07
0.02
0.07

higher for women than for men is worth highlighting, because there may be a perception among clinicians that
self-harm by women is not serious and that interventions
should target young men in particular.
The multifactorial etiology of suicide means that prevention might best involve broad-based strategies (6). Examples of preventive measures related to service provision
include providing training in the recognition of risk and
the treatment of suicidal patients. Treatment for suicidal
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95% CI

p

0.85–3.05

0.14

0.86–2.55

0.16

1.12–3.21

0.02

0.93–2.65

0.09

0.87–2.45

0.16

0.77–2.87

0.24

0.65–3.54

0.33

0.32–2.43

0.80

1.30–5.50

0.007

0.92–4.55

0.08

1.76–8.68

0.001

0.93–3.92

0.08

patients would include treatment for alcohol misuse and
concurrent physical illness. Further research might help
clarify the nature of the relationship between physical illness (be it acute, chronic, or life-threatening) and suicidal
behavior, and these findings could inform appropriate intervention. Population initiatives that increase the level of
support for vulnerable groups, such as young men disengaged from society, might be also be beneficial.
Previous studies have compared suicide rates in study
subjects with the rate for the population of England and
Wales rather than the local rate. Future studies need to
account for the local context. Our method could be attempted in other countries and in other settings, particularly in North America. Large randomized, controlled trials measuring a specific psychological intervention or
type of service delivery for self-harm patients may be
helpful. Problems with this research approach are well
known and include difficulties with recruitment and with
investigation of a rare outcome (28). Cohort studies may
yield useful data, especially studies with a larger sample
size, which would allow for subgroup analysis. Such analAm J Psychiatry 162:2, February 2005
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yses may be possible if self-harm was monitored nationally, as recommended in the National Suicide Prevention
Strategy. Prospective studies of patients with near-fatal
self-harm may also be useful, although defining near-fatal
self-harm is problematic (29).
Our findings may help clinicians identify vulnerable individuals. The clinician should be cognizant of the likelihood that a suicidal process may be triggered in a vulnerable individual who has experienced a negative life event,
such as relationship breakup or a self-imposed deadline
that has come and gone without resolution. We do not
have data on the condition of the person at the time of the
suicide, but psychological autopsy could be used to obtain
an in-depth picture of service delivery and antecedents of
suicide in patients who have presented to an emergency
department after an episode of self-harm. A multicenter
research design would provide sufficient power to the
study within a short enough time frame to minimize recall
bias.
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