Multicentre Monitoring of Self-harm:

A project in support of the National Suicide Prevention

Strategy for England

Introduction

Self-harm has been a major health problem in the United Kingdom in the past few decades. Currently, an estimated 170,000 patients present to general hospitals following self-harm each year. It is the most common reason for medical admission of females and second most common for males. Two-thirds of self-harm patients are under 35 years of age. Self-harm has a strong association with subsequent suicide, and at least half of all suicides have a history of self-harm.
Thus it is important to record trends in self-harm, both in relation to prevention of suicide and to provide accurate figures for national trends. National data are limited, the most recent and comprehensive being an 8-week audit of a nationally representative sample of self-harm episodes presenting to 31 hospitals in England and Wales in 2001-2002 (Gunnell et al, 2005). This type of short-term study, while valuable in giving a snapshot of the characteristics and management of self-harm at a national level, is unable to identify changing patterns of self-harm and management practices in response to policy change. 

On-going monitoring of self-harm has been established in several centres in England over a number of years. These data are more comprehensive with detailed information on both episodes of self-harm and persons involved. Amalgamation of these data would enable a more accurate and extensive analysis of national trends.
Aims and Objectives 

The establishment of multicentre monitoring of self-harm is highlighted in the National Suicide Prevention Strategy for England (Department of Health, 2002). The Department of Health has funded this 18-month pilot study co-ordinated by the Centre for Suicide Research at the University of Oxford, with collaborating centres at the University of Manchester and the University of Leeds. The aim is to 

(a) produce initial reports on recent trends in self-harm; 

(b) establish the methodology for multicentre monitoring of self-harm; and
(c) recruit other centres to a longer-term project, including attempting to ensure that, as far as possible, representative areas of England are covered. 

The ultimate aim is to establish long-term multicentre monitoring of self-harm across several centres in England. The benefits of multicentre monitoring of self-harm are:

1) the provision of accurate data on national trends and patterns in self-harm that can inform suicide and self-harm prevention strategies;
2) identification of differences between centres which can be related to local characteristics (for instance, assessment and admission policies);
3) detection of changing patterns of self-harm, including the study of relatively rare and new methods of self-harm;
4) the provision of information relevant to healthcare costs of self-harm;
5) the establishment of a database that can be used to evaluate national initiatives (for instance, the National Institute for Clinical Excellence (NICE) for the NHS in England and Wales guideline on the short-term treatment and management of self-harm (NICE, 2004)); and
6) the establishment of a network that could take on other specific research projects, including evaluation of treatments.

Definition of self-harm

Self-harm is defined as intentional self-poisoning or self-injury, irrespective of motivation (Hawton et al, 2003). Self-poisoning includes the intentional self-ingestion of more than the prescribed amount of any drug, whether or not there is evidence that the act was intended to result in death. This also includes poisoning with non-ingestible substances and gas, overdoses of ‘recreational drugs’ and severe alcohol intoxication where clinical staff consider such cases to be an act of intentional self-harm (rather than recreational binge drinking). Self-injury is defined as any injury that has been intentionally self-inflicted, including self-cutting.
Findings of the pilot study
Multicentre monitoring of self-harm has been successfully established as a collaboration between three centres – Oxford, Manchester and Leeds. The following is a summary of findings based on analysis of retrospective data for the 18-month period 1st March 2000 to 31st August 2001. The data were collected in six hospitals (one in Oxford, three in Manchester and two in Leeds). Data on some variables were available for two centres only.
· The study sample consisted of 7,344 patients who presented to hospital following a total of 10,498 episodes of self-harm.

· Females outnumbered males in all three centres, 57% of the total sample being female.

· Nearly two-thirds of the sample were under 35 years of age.

· Overall, people from ethnic groups other than White were under-represented in the self-harm population compared to the general population in Manchester City, though this did vary according to gender and age group. People from ethnic groups other than White were of similar proportions in the self-harm population compared to the general population in the Oxford sample.

· Population-based age-standardised annual rates of self-harm were highest in Manchester. Rates in Oxford and Leeds were similar to each other. These findings are similar to those for suicide.
· Data on admission to general hospitals in Oxford and Leeds showed that twice as many patients presenting to hospital in Oxford were admitted to a general hospital bed.
· Whether or not patients received a psychosocial assessment was strongly associated with admission to a general hospital bed.
· Variations in the professional backgrounds of the assessors (psychiatric/medical and nursing) reflected the type of self-harm service available in the different hospitals in the study.

· The method of self-harm was self-poisoning (alone) in four out of five episodes. 

· The drugs most frequently involved in self-poisoning were paracetamol (including compounds), antidepressants and benzodiazepines. Paracetamol and antidepressants were used more often by females than males.

· Paracetamol was more common in self-poisoning episodes by under-25 year-olds, antidepressants in 25-54 year-olds, and benzodiazepines in those aged over 54 years.

· Self-cutting was the method of self-injury in more than four out of five cases of self-injury.

· Time of presentation to hospital varied markedly in a consistent manner in all six hospitals in the study, with the peak time being during the late evening to early hours of the morning, and the quietest time being between 6am and 9am – with numbers rising steadily thereafter throughout the day.

· Alcohol use in association with self-harm varied considerably throughout the day, being involved most often in episodes by patients who presented in the late evening through to the early hours of the morning.

· Based on data from Oxford and Manchester, alcohol had been consumed within six hours of self-harm in more than half of the episodes. This was common, but more frequent in males than females. It was most frequent in the 25-54 years age group (in which there was little difference between the genders).

· More than half the patients in all three centres who were assessed had a history of prior self-harm. Nearly half had received previous psychiatric treatment and between a fifth and a third were in psychiatric care at the time of self-harm.

· Based on data from Oxford and Manchester, the two most frequent types of problems patients faced were difficulties in relationships with partners and with family members.

· There were variations between the centres in the proportions of patients offered psychiatric outpatient care following self-harm and in those admitted to inpatient psychiatric care. Nearly half of the patients in Oxford were offered (or continued) outpatient treatment, compared with a quarter in Manchester, and nearly a third of those in Leeds. On the other hand, the rate of inpatient psychiatric admission was far higher for patients in Leeds than Oxford, and extremely low for patients in Manchester.
· Repetition during the study period which resulted in re-presentation to hospital occurred in nearly one-sixth of patients.
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