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Learning

Objectives

Identify the general trends in self-harm and suicide

Recognise the risk factors for self-harm in children
and adolescents

Analyse the changes in hospital emergency
psychiatric and self-harm presentations following
the pandemic outbreak

Examine the mediating and predicting roles of
stringency in lockdown policies

Discuss implications to the mental health services
during COVID-19 and prepare for future pandemic
and lockdown



Suicide worldwide
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Suicide worldwide: Gender and age distribution

Age specific mortality rate from suicide by Global Burden of Disease super region and five year
age groups for women and men, 2016.
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Suicide in the UK

Suicide rates in all
persons, males and
females increased in
the past year

Male suicide rate in
2019 is the highest
since 2000

Females suicide rate is
the highest since
2004.

Age-standardised suicide rates by sex, England and Wales, registered

between 1981 and 2019
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Source: Office for National Statistics — Suicides in England and Wales: 2019 registrations



Suicide in the UK: Suicide methods

Hanging, strangulation and suffocation (all grouped together) continued to be the most
common method of suicide for both gender in England and Wales, followed by poisoning.

Proportion of suicide by method, males, England and Wales, 2001 to 2019 Proportion of suicide by method, females, England and Wales, 2001 to

2019
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Suicide in the UK: Males aged 10-24 years

Suicide rate of males aged 10-24 in England and
Wales, registered between 1981 and 2019
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Source: Office for National Statistics — Suicides in England and Wales: 2019 registrations



Suicide in the UK: Females aged 10-24 years
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Suicide rate of females aged 10-24 in England
and Wales, registered between 1981 and 2019 * In 2019, 159 deaths were

1986
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recorded (3.1 per 100,000)
— the highest recorded
rate since 1981

e Suicide rate in females
aged 10 to 24 years in
England and Wales has
increased continuously
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Self-harm in the UK: In primary care
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Self-harm: treatment

Experimental Control Risk Difference Risk Difference
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Asarnow 2011 4 89 5 92  8.0% -0.01 [0.07, 0.05] o B
Chanen 2008 11 35 11 33 41% -0.02 [-0.24, 0.20] S
Cotgrove 1995 3 47 7 58  6.9% -0.06 [[0.17, 0.05] =
Diamond 2010 4 35 7 k)| 5.0% -0.11 [-0.28, 0.07] P S
Donaldson 2005 4 15 2 16  31% 014 013,042 TR SR
Esposito-Smythers 2012 1 19 6 17 36% -0.30 [-0.55,-0.05] R
Green 2011 104 179 110 180 7.1% -0.03 [0.13, 0.07] ot
Harrington 1998 11 74 11 78 B.7% 0.00[0.11,012] o
Hazell 2009 30 34 23 34 47% 0.21 [0.01, 0.40) R T
Huey 2005 4 33 6 27 47% -0.10 [-0.29, 0.09] I
King 2006 20 113 14 123 7.4% 0.06 [-0.03, 0.15] P s
King 2008 29 175 3/ 17 7.6% -0.04 [[0.12, 0.04] it
Mehlum 2014 12 39 32 38 49% -0.53 [-0.72,-0.35] T
Qugrin 2013 7 35 9 34 46% -0.06 [-0.26, 0.13] PR
Rossouw and Fonagy 2012 20 36 29 35 4.4% -0.27 [-0.48,-0.07] s
Schuppert 2009 6 14 11 17 2.3% -0.22 [-0.56, 0.13] —
Schuppert 2012 31 48 30 48 47% 0.03[0.16,0.23] R h—
Spirito 2002 3 29 ] 34 54% -0.04 [0.21,0.12] T
Wood 2001 2 32 10 k)| 4.9% -0.26 [-0.44,-0.08] =y v
Total (95% CI) 1081 1095 100.0% -0.07 [-0.13, -0.01] L
Total events 306 363
Heterogeneity: Tau®= 0.01; Chi®= 59.60, df=18 (P < 0.00001); F=70% i

-1 05 0 0.5 1

Testfor overall effect: 2= 2.31 (P = 0.02) Favours experimental Favours control

Largest effect sizes: dialectical behaviour therapy (DBT), cognitive-behavioural therapy (CBT),
and mentalization-based therapy (MBT)

Ougrin et al. (2015)



Self-harm: treatment

Authors and Year

Cohen's d [95% CI]

DBT=-A
Mehlum et al. 2014
McCauley et al. 2018
Submodel (Q = 0.39, p = 0.535; I* = 0.0%)

CBT
Kaess et al, 2019

Group Therapy
Wood et al. 2001
Hazell et al. 2009

Schuppert et al. 2009
Green etal. 2011
Schuppert et al. 2012
Submodel (Q = 6.65, p = 0.156; I = 19.0%)

Family Therapy
Diamond et al, 2010

0.42 [-0.03, 0.87]
0.63[0.14,1.12]

—>  0.51[0.18,085]

0.00 [—0.46, 0.46]

0.53 0.01, 1.04]
—0.70 [-1.72, 0.31]
0.49 [—0.31,1.29]
0.07 [=0.16, 0.30]
—0.08 [—0.53, 0.38)
0.11 [=0.12, 0.34]

0.45[—0.29, 1.19]

Asamow et al. 2011 0.11 [=0.63, 0.85]
Cottrell etal, 2018 0.04 [—0.11,0.19]
Submodel (Q = 1.15, p = 0.563; I* = 0.0%) 0.06 [=0.09, 0.21]
MBT-A :
Roussow & Fonagy 2012 e 0.75[0.14, 1.35]
Cognitive Analytic Therapy :
Chanen ct al. 2008 i 0.05 [—0.51, 0.61]
Brief Interventions + TAU :
King et al. 2006 b 0.12 [=0.13, 0.38]
King et al. 2009 - 0.14 [—0.16, 0.44]
Kennard et al. 2018 [ e— =0.01 [=0.50, 0.49]
Submodel (Q = 0.27, p = 0.874; I’ = 0.0%) R 0.11 [—0.07,0.29]
Therapeutic Assessment '
Ougrin etal. 2013 —a— 0.20 [—0.42, 0.82]
RE Model (Q = 19.01, df = 16, p = 0.268; I’ = 2.5%) 0 0.13[0.04,0.22]
Favors Control Intervention - Favors Therapeutic Intervention
[ I I ]
=2 =1 0 2
Cohen's d

Fig. 2 Forest plot of trials comparing the effect of therapeutic interventions and controls on self-harm Note: Displays the standardized mean
difference (Cohen's d) in post-treatment self-harm, a positive effect size indicates that the outcome was in favour of therapeutic interventions.

The average effect was cakulated using a mandom-effects model

Current interventions are
overall effective in treating
self-harm in adolescence.

(d =0.13, 95% Cl 0.04-0.22, p = .004)

DBT-A showed moderate
effects in reducing self-harm.
(d=0.51,95% Cl 0.18-0.85, p = .002)

Kothgassner et al. (2020)



Self-harm: treatment

Authors and Year Cohen's d [95% CI]

DBT-A :

Apsche ct al. 2006 b : ! 037 [0.51, 1.26]

Mehlum et al. 2014 L —a— 0.76 [ 0.30, 1.22]

MecCauley et al. 2018 - 0.34[0.04,0.64]
Submodel (Q = 2.25, p = 0.325; I* = 26.9%) | —on— —> 0.48[0.17, 0.80]

* Treatments for suicidal ideation O .

Esposito—Smythers et al. 2011
0.12 [=0.44, 0.67]

in adolescence are effective il N Bl

e
(d =0.31, 95% Cl 0.12-0.50, p = .001) Wondctal 2001 i 101040061
-

i 0.14[—0.56, 0.85)
i 031 [—1.07, 1.69]

Hazell et al. 2009 0.05 [0.43,0.52]
Green et al. 2011 =0.03 [=0.24, 0.17]
Submodel (Q = 0.30, p = 0.859; I* = 0.0%) =0.01 [=0.18,0.17]

Family Therapy
Diamond ct al. 2010 —— 1.48 [ 0.93,2.02]
Asamow et al, 2011 —0.12 [-0.41,0.17]
. Pineda & Dadds 2013 — 0.60 [—0.04, 1.24]
® DBT—A a nd Fal | |||y—Ce nt red Cottrell et al. 2018 i 0.08 [=0.10,0.26]

Diamond et al. 2019 : —a 0.99 [ 0.62, 1.36]

Submodel (Q = 45.57, p = 0.000; I* = 92.8%) | e —— —> 0.58[0.00, 1.15]
therapy have moderate effects o z
Brief Interventions + TAU :
. . .« . . King et al. 2006 . 0.15[—0.10, 0.41]
in reducing suicidal ideation Kin 200 . 0.12(-0.09,03
King et al. 2015 — 0.16 [—0.40, 0.72]
Kennard et al. 2018 —a— —=0.03 [=0.51,0.45]
Submedel (Q = 0.46, p = 0.928; I* = 0.0%) ~<E 0.12 [—0.03, 0.27]
Interpersonal Therapy I
Tang ct al. 2009 Do 0.77[0.29, 1.24]
RE Model (Q = 65.86, df = 18, p = 0.000; I* = 78.5%) - 0.31[0.12,0.50)
Favors Control Intervention ' Favors Therapeutic Intervention
[ T | T T 1
-2 -1 0 1 2 3
Kothgassner et al. (2020) J—

Fig. 3 Forest plot of trials comparing the effect of therapeutic interventions and controls on suicidal ideation. Note: Displays the standardized
mean difference (Cohen’s d) in post-treatment suicidal ideation, a positive effect size indicates that the outcome was in favour of therapeutic
interventions. The average effect was cakulated using a andom-effects model



Risk factors for self-harm

* Suicidal ideation and depressive symptomatology (Vitielo et al., 2009)
e Psychotic symptoms (Kelleher et al., 2013)

* ASD (Duerden et al, 2012)

e Early-onset (< 16 years) cannabis use in females (Wilcox et al., 2004)

* Conduct, hyperkinetic, and emotional problems in males (Sourander et al., 2009)
* Worries about sexuality, anxiety (0’Connor et al., 2009)

* Low self-esteem, external attributional style (Martin et al.)

e Bullying victimisation (Fisher et al., 2012)

e Family conflict, History of NSSI (Brent et al., 2009)

* Previous suicide attempt, use of a ‘hard’ method (Huiten et al., 2001)
* Rehospitalisation (Czyz et al., 2016)

 Childhood abuse (wan et al., 2015)

* History of sexual abuse, family self-harm (0’Connor et al., 2009)

e Living in a non-intact family (Sourander et al., 2009)

 Low level of education (Brunner et al., 2007)



From suicidal thinking to suicide attempts

* Presence of psychiatric disorders
* Female gender

* LowerIQ

* Higher impulsivity

* Higher intensity seeking

* Lower conscientiousness

* A greater number of life events

Body dissatisfaction
Hopelessness

Exposure to self-harm in both

friends and family
Smoking

Non-cannabis drug use

Mars et al. (2019)



Risk factors for completed suicide

* Male sex

* Low socioeconomic status

* Restricted educational achievement
* Parental separation or divorce

e Parental death

* Adverse childhood experiences

e Parental mental disorder

* Family history of suicidal behaviour
* Interpersonal difficulties

* Mental disorder

* Drug and alcohol misuse

Hawton et al. (2012)
* Hopelessness



Long term follow up A&E presentations

Repetition in 27.3%
* Age

e Self-cutting

* Previous self-harm

* Psychiatric treatment

Death in 1% (50% suicides)

* The method used was usually
different to that used for self-harm.

* Male gender
e Self-cutting
* Prior psychiatric treatment

* History of previous self harm

Hawton et al. (2012)

* Violent versus non-violent self-harm makes

you 8 times more likely to die
Beckman et al. (2019)



Peer-adult network structure and suicide attempts
in 38 high schools: implications for network-
informed suicide prevention

* School networks could provide the relationship
network structure that will potentially prevent
suicidal behaviour

* Lower peer network integration and cohesion in
schools had higher rates of suicidal ideation (SI)
and suicide attempts (SA)

e Suicidal attempts increased with two factors:

1. Student isolation

- 10% more students isolated from adults led to 20% higher
SA rate on average

2. Popularity of student and clustering on network
- Higher relative to non suicidal peers

Wyman et al. (2019)




Stressors in current pandemic

* Anxiety and fear relating to the pandemic (Guessoum et al., 2020)

e |solation, loneliness (Reger, Stanley, and Joiner, 2020)

* Pre-existing mental illness (Moutier, 2020)

e Access to mental health services (Fegert et al., 2020)

* Socio-economic disadvantages (Fegert et al., 2020)

 Domestic violence (Bradbury-Jones and Isham, 2020)

* Alcohol consumption (Dumas, Ellis, and Litt, 2020)

* Increased exposure to social media (Xiong et al., 2020, Sedgwick et al., 2019)

* Bereavement (Clemens et al., 2020)



Retrospective Cohort study: Methodology

* First and to date the only international study on self-harm in
children and adolescents

* Electronic patient records

* Emergency unit presentations (n=2073)
 March—April 2019 & March—April 2020
* Under-18s
* Psychiatric emergencies including self-harm

(Ougrin et al., 2020, under review)



Catchment areas

e 10 countries
23 hospital A&E

6.5 million children and
adolescents

Mixture of health care
systems

Categorised into 14 areas
for analyses




* No. of emergency psychiatric
presentations decreased significantly

* 1,239in 2019 - 834 in 2020

IRR =0.67, 95%CI [0.62, 0.73]

* Proportion of self-harm

presentations increased significantly

50% in 2019 = 57% in 2020
OR =1.33, 95%Cl [1.07, 1.64]

1400

1200

1000

800

600

400

200

Total number of emergency
psychiatric presentations

2019 2020
mSH mnonSH



Difference in log

%

Country and area odds (35% CI) Weight
England
London 0.33(-0.10,0.76) 24.92
Home counties 0.31(-0.06,0.68) 32.63
P
Scotland 'y
1
Livingstone —.—— -0.13(-0.88,0.61) 8.15
1
Edinburgh o 0.13(-0.80,1.07) 5.16
1
b
1 1
Ireland o
Dutin :—.— 0.41(-0.20,1.01) 12.47
v
Itaty -
1 1
cagliari — 0.05(-1.17,1.27) 3.02
Turin — 0.22(-1.94,1.49) 1.54
1 1
v
Austria v
1 1
vienna + 0.45(-0.16, 1.07) 12.11
Vo
1
overall (I-squared = 0.0%) @ 0.28(0.07,0.50) 100.00

I
-2

Higher in 2019

Higher in 2020

Forest plot of year differences in hospital self-harm presentations



* Proportion with history of previous hospital presentation for self-harm

» Significantly increased in 2020
e OR1.40,95%CI [1.05, 1.87]

* Proportion with history of previous self-harm in community

* No significant difference in 2020



Results: Clinical characteristics

Among those presenting with self-harm, the proportion of...

* Severe self-harm* Courtryond e

Difference in log %
odds (95% ClI) Weight

England

* No significant difference in 2020 London

Manchester

Home counties

Scotland
Edinburgh

Italy
Cagliari

|
:I
v
L]

Overall (I-squared = 30.1%)

0.22 (-0.54, 0.97) 28.50
-0.04 (-1.32, 1.23) 13.76
-0.31(-0.94, 0.32) 34.67

1.22 (0.04, 2.39) 15.54

0.77 (-1.05, 2.59) 7.53

0.20 (-0.33, 0.73) 100.00

*High-lethality method, ICU admission, or Acute ward for >72 hours

-2
Higherin 2019

Higher in 2020



Results: Clinical characteristics

Among those presenting with self-harm, the proportion of...

Proportion presenting with diagnosis of

* Emotional disorder diagnosis emotional disorder

70%

* Increased significantly in 2020 oo

* OR1.58, 95%Cl [1.06 to 2.36] .
40%
30%

20%

10%

0%
2019 2020



Results: Clinical management

Among those presenting with self-harm, the proportion of...

Proportion admitted to observation ward
14%

e Admission to observation ward

12%

e Reduced significantly in 2020
10%
e ORO0.52,95%CI [0.28 to 0.96]
8%
6%

4%

2%

0%

2019 2020



Notable negative results

Among those presenting with self-harm,

no statistically significant difference was found in 2020 for the proportion...

* From deprived areas

From ethnic minorities

Offered follow-up appointments

e Subsequently attended the first follow-up appointment



Implications of findings

 Comparing with inpatient psychiatric admissions in England...

Inpatient Admissions
500
450
400 /\ ZA—
§ 300 \ AR
2 550 N
£
2 0 i
150 /
100
50
0
May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr
Month

Data retrieved from the National Commissioning Data Repository (NCDR)



Implications of findings

* Reduced hospital presentations in 2020 compared with 2019

* Genuine lower incidence of psychiatric emergencies in young people?
* e.g. Family cohesion protects against suicide attempt (Mckeown et al, 2010)

* Less frequent help-seeking behaviour?

* |Increased proportion of self-harm presentations

* Further development of appropriate interventions needed

e Community-based services

* Virtual and phone-based contacts



More questions...

Was it the pandemic,
or the lockdown?

How did self-harm
presentations change in
response to the changing
lockdown situation?

What was the role
of policy measures?



Evaluate effects of lockdown policies

School closure (Andrew et al., 2020)

Disruption of health care and social services
(Fegert et al., 2020)

Physical distancing
(Bargain and Aminjonov, 2020)

Mobility and entertainment restrictions
(Fegert et al., 2020)

Overcrowding and family Friction
(Biroli et al., 2020)

Vulnerable or high-risk populations
(Moutier, 2020)

Potential psychosocial inequalities
(Armitage and Nellums, 2020)

But also:
* Constantly changing
e Vary internationally

* Subjective interpretation



Evaluate effects of lockdown policies

* OXCGRT (Hale et al., 2020)

* Daily, standarised, and country-specific measure of lockdown stringency

* Nine policy response indicators

School closure

Workplace closure

Public event cancellation
Restrictions of gatherings

Public transport closure

Stay at home requirements
Restrictions on internal movement
International travel controls

Public info campaigns



Secondary analyses

* Mediation roles of lockdown stringency on...

* Reduction in emergency psychiatric presentations
* Reduction in self-harm presentations

* Increase in proportion of self-harm presentations

* Lockdown stringency as a predictor

e Characteristics of children and adolescents presented with self-harm

during March and April 2020



Results: Mediation effects of stringency

Year

IRRNE = 0-44
95% Cl [0-37, 0-51]

Lockdown Stringency

IRRCPE = 1-32

No. of emergency
psychiatric presentations

95% Cl [1-13, 1-58]

Total effect: IRR™ = 0-58, 95% CI [0-53, 0:65]




Results: Mediation effects of stringency

Year

IRRNE = 0-51
95% Cl [0-41, 0-63]

Lockdown Stringency

IRRCPE = 1-34

No. of self-harm
presentations

95% Cl [1-07, 1-68]

Total effect: IRR™ = 0-68, 95% CI [0-60, 0-:80]




Results: Mediation effects of stringency

ORNE =1.25
95% Cl [1-01, 1-54]

Lockdown Stringency

Proportion of self-harm
presentations

Year

ORCDE = 112
95% Cl [0-82, 1-47]

Total effect: OR™ = 1-39, 95% Cl [1:15, 1:67]



Results: Contrasting patterns across deprivation levels

When lockdown became more
stringent, children from more
deprived neighbourhoods became
less likely to be presented for self-
harm.

However, they were not always
less likely to be presented when
compared directly with peers from
relatively more deprived deciles.
(e.g. 37 vs 7th decile)

Predicted Probability
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Results: Stringency as predictor

Among self-harm presentations in Mar—April 2020,
when lockdown became more stringent...

Male Looked-after children
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Results: Stringency as predictor

Among self-harm presentations in Mar—April 2020,
when lockdown became more stringent, presentation precipitated by...

Social isolation School pressure Row with a friend
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Results: Summary

* Lockdown stringency mediates the reduction in psychiatric
emergency and self-harm presentations in 2020 compared to 2019

* Rates of presentations are predicted to have increased in the
pandemic if there was no lockdown restriction

* Potential psychosocial inequality

e Children and adolescents in economically deprived families may be at a
disadvantage in accessing mental health services

e Social isolation is an important factor to self-harm presentations in
children and adolescents during lockdown



Implications of findings

* Improve healthcare pathways outside hospitals

* Do not prolong physical distancing policies more than needed
* Reduce social isolation in children and adolescents

* Provide a clear rationale for the measures

 Future research:
* Specific policies
e Socioeconomic variation

* Vulnerable populations to prioritise



