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ABSTRACT
Objective:  To describe and compare contacts regarding self-injurious thoughts and behaviours to 
other contacts to emergency primary care.
Design:  Observational study.
Setting:  A sentinel network of seven emergency primary care centres throughout Norway.
Subjects:  Initial contacts regarding patients 10 years and older during 12 consecutive months 
(11/2021–10/2022).
Main outcome measures:  Contacts due to self-injurious thoughts and behaviours.
Results:  Self-injurious thoughts and behaviours were the reason for contact for 0.6% (n = 478) of 
initial contacts for patients aged 10 years or older (n = 77 344). When compared to other contacts, 
self-injurious thoughts and behaviours were associated with female gender, younger age, 
occurrence during evening and nighttime, higher urgency, and more physician consultations and 
call-outs. Of contacts about self-injurious thoughts and behaviours, 58.2% were regarding 
thoughts and 41.8% about behaviours, and in 75.0% a history of similar contacts was recorded. 
Contacts regarding thoughts often concerned threats (30.6%) and were more often handled by 
telephone advice than contacts regarding behaviours. Contacts regarding behaviours with suicidal 
intent were associated with higher urgency and more physician call-outs than contacts regarding 
non-suicidal behaviours.
Conclusion:  Self-injurious thoughts and behaviours are rare reasons for contact to emergency 
primary care but are assessed as more urgent than other contact reasons and trigger more 
extensive medical help. Many of the patients are known to the service through a history of 
similar contacts.
Implications:  The infrequency and severity of these encounters might necessitate training, 
decision support and procedures to compensate for the health care personnel’s limited exposure.

KEY POINTS
Self-injurious thoughts and behaviours are major health concerns which are associated with need 
for immediate medical care.
•	 Within Norwegian emergency primary care, self-injurious thoughts and behaviours were rare 

but urgent contact reasons requiring relatively extensive medical help.
•	 Many patients with self-injurious thoughts and behaviours had a history of similar contacts 

indicating the need for integral care.
•	 Training, decision support and procedures may be needed to compensate for limited exposure 

in daily work.

Introduction

Self-injurious thoughts and behaviours are major public 
health concerns occurring across all ages but having a 
peak among the young (15–24 years). Internationally, 
there is an ongoing discussion about the various 

terminologies used for acts of intentional bodily harm 
against oneself (e.g. deliberate self-harm, self-injurious 
behaviours, self-injury, self-mutilation), as well as their 
overlap versus distinction towards suicidality [1,2]. In 
this study, we have chosen to use the term self-injurious 
thoughts and behaviours (SITB) which allows for 
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grouping as well as differentiation of thoughts and 
behaviours. SITB are an important risk factor for future 
suicide, which according to WHO is the fourth leading 
cause of death worldwide for the young [3]. Globally, 
on average 18% of young people self-injure at least 
once [4]. Around half of them seek professional help 
including urgent and emergency care [5].

The Norwegian urgent and emergency care is 
two-tiered. Emergency primary care is a low-threshold 
service providing the largest share of urgent and 
emergency care and acts as gatekeepers for special-
ist care (i.e. hospital emergency services). Persons 
seeking immediate medical care are asked to contact 
local general practitioners during working hours 
(08:00–16:00) or the emergency primary care service 
which is available 24/7/365 and can be reached by 
the national telephone number 116 117 (2.6 million 
calls in 2023). In case of acute and life-threatening 
events, persons should contact the emergency med-
ical communication centres directly by calling the 
emergency number 113 (0.7 million calls in 2023). 
The latter are part of specialist care as are the ambu-
lance service and the hospital emergency depart-
ments. The primary and the specialist emergency 
services cooperate to transfer patients to the appro-
priate level of care.

Targeting suicide prevention, Norway has a 
national action plan and a guideline for specialist 
care [6,7]. As to primary care, almost 85% of the 
Norwegian suicide victims have had contact with 
general practitioners during the year prior to suicide 
[8]. Presumably, the emergency primary care plays a 
role as an entry point to care for persons struggling 
with self-injurious thoughts and behaviours. However, 
information about the occurrence, treatment, and 
quality of care regarding this patient group within 
the emergency primary care is lacking. Thus, we 
wanted to investigate contacts to a sentinel network 
of seven Norwegian emergency primary care services 
due to self-injurious thoughts and behaviours. First, 
we aimed to examine the frequency of self-injurious 
thoughts and behaviours among all initial contacts 
to the emergency primary care centres. Secondly, we 
wanted to compare patient demographics, contact 
characteristics, and initial assessment of the contacts 
regarding self-injurious thoughts and behaviours 
with all the other contacts to the emergency primary 
care centres. Thirdly, we sought to describe and 
compare the contacts regarding self-injurious 
behaviours to the contacts regarding self-injurious 
thoughts.

Materials and methods

This observational study was based on data collected 
within the Watchtower Project during 12 consecutive 
months to cover seasonal variation and holidays (1st 
November 2021–31st October 2022).

The Watchtower Project

The Watchtower Project is a sentinel network of seven 
emergency primary care districts (The Watchtowers) in 
Norway which is used to survey the activity in the 
emergency primary care service. Together they cover 
approximately 4.6% of the Norwegian population and 
4.9% of the total land area [9]. Detailed description of 
the project can be found elsewhere [10].

Source population and study population

The Watchtowers registered a total of 94 797 contacts 
throughout the one-year study period. The age range 
in the source population was 0 to 108 years. The 
youngest patient with self-injurious thoughts and 
behaviours was 11 years.

We sought to include all contacts due to 
self-injurious thoughts and behaviours and make the 
groups of interest comparable. Previous data from the 
Watchtowers have shown that contacts regarding 
young children differ from other contacts in mode of 
contact and initial assessment [11]. Thus, we chose a 
10 years cut-off age for the study population. Contacts 
regarding children beneath 10 years (n = 16 513) and 
contacts with missing age (n = 940) were excluded 
from the study.

Data collection and variables

All Watchtower-contacts
Initial contacts to the Watchtowers were received and 
assessed mainly by registered nurses by telephone 
(96.5%) or direct attendance at the centres (3.5%). 
The nurses reported anonymous information from 
each contact using an online database. The informa-
tion included demographic data on the patient (age, 
gender), on the contact (time and mode of contact) 
and on the initial assessment (urgency, initial medi-
cal help).

•	 Time of contact was categorized as day (8 a.m. 
to 3.29 p.m.), evening (3.30 p.m. to 10.59 p.m.), 
or night (11 p.m. to 7.59 a.m.) corresponding to 
the work shifts for the nurses.
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•	 Mode of contact was categorized according to 
who initiated the contact, that is the patient 
himself (including phone and direct atten-
dance), next of kin, the emergency medical 
communication centre (emergency number 
113), other health professionals, or others (e.g. 
police, social service, friends, passersby).

•	 Urgency was categorized as non-urgent, urgent, 
or acute in accordance with the Norwegian 
Index for Medical Emergency Assistance [12].

•	 Initial medical help was categorized as nurse – 
advice (including telephone advice and consulta-
tion), physician – telephone advice, physician 
– consultation, physician call-out (including 
call-outs and home visits), COVID-19-testing, or 
other actions (ambulance call-out, referral to gen-
eral practitioner, police, and social services).

Contacts regarding self-injurious thoughts and 
behaviours
The nurses registered supplementary information for 
contacts which they considered dealt with self-injurious 
thoughts and behaviours. They distinguished between 
contacts regarding behaviours and contacts regarding 
thoughts only.

Contacts regarding self-injurious behaviours included 
any self-injurious act conducted by the patient, regard-
less of the intent. For the behaviours, the nurses regis-
tered suicidal intent, method, and history of similar 
contacts.

•	 Suicidal intent was categorized as non-suicidal 
self-harm (non-suicidal), suicidal attempt (sui-
cidal), completed suicide, or unclear/vague sui-
cidal intent (unclear).

•	 Method was categorized as self-injury (including 
cutting, burning, punching, manipulating exist-
ing wounds, and swallowing objects), self- 
poisoning (including intake of medicines, illicit 
drugs, and other substances), jumping from a 
height, hanging or asphyxiation, multiple meth-
ods, or unknown.

•	 History of similar contacts was categorized as no 
self-injurious thoughts and behaviours (SITB), 
non-suicidal SITB, suicidal SITB, or non-suicidal 
and suicidal SITB, or unknown.

Contacts regarding self-injurious thoughts included 
any idea of engaging in self-injurious behaviours with-
out an act performed, regardless of the intent. For the 
thoughts, the nurses registered types of thoughts and 
history of similar contacts (as described above).

•	 Type of thoughts was categorized as thoughts 
(referring to unspecified thoughts about self- 
injurious behaviour), plans (referring to con-
crete considerations to engage in self-injurious 
behaviour, like method, time, and prepara-
tions), threats (referring to announced inten-
tion to engage in self-injurious behaviour to 
achieve something e.g. a hospital admission, 
avoid being left), or unknown type of 
thoughts.

Before starting the data collection, educational 
workshops and posters ensured the nurses’ compe-
tence concerning self-injurious thoughts and 
behaviours.

Ethical approval

The Watchtower project has been approved by the 
Regional Committee for Medical and Health Research 
Ethics (ref. 2012/1094), the Norwegian Social Science 
Data Services (ref. 31590) and by the privacy ombuds-
man for research for NORCE Norwegian Research 
Centre AS (NORCE). The project collects anonymous 
data, and patient consent is not needed.

Statistics

The variable distribution by contacts have been 
described by use of frequencies, percentages, and 95% 
confidence intervals (CI) for proportions. Missing val-
ues were excluded from the analyses. Due to skewed 
age distribution, median and the interquartile range 
(IQR) were used to describe the sample. Age distribu-
tions were compared by Kolmogorov–Smirnov tests 
and Wilcoxon rank-sum (Mann–Whitney) tests. The 
groups were compared by Pearson′s Chi-Square tests 
or Fisher′s exact tests, when appropriate. Statistical sig-
nificance was set at p-values < 0.05, and Stata/SE 18.0 
was used for the statistical analysis.

Results

During the one-year study period, 77 344 contacts to 
the emergency primary care centres involved patients 
aged 10 years or older. Of these, 0.6% (n = 478) had 
self-injurious thoughts and behaviours as the reported 
reason for contact. Three out of four contacts regard-
ing self-injurious thoughts and behaviours (75.0%) 
were logged with a history of similar contacts and 
more than a third (35.6%) had a history of both sui-
cidal and non-suicidal self-injurious thoughts and 
behaviours.
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Self-injurious thoughts and behaviours versus 
other contacts

Contacts regarding self-injurious thoughts and 
behaviours differed significantly from the other 
emergency primary care contacts in all variables 
(Figure 1(a), Table 1). Patients reporting self-injurious 
thoughts and behaviours were younger (median age 
27 years, IQR [18;42]) than the other patients (median 
age 41 years, IQR [24;63]) (p < 0.001) and were more 
often females (70.7% vs. 55.5%, respectively, 
p < 0.001).

Contacts regarding self-injurious thoughts and 
behaviours occurred more often during the night 
than other contacts (34.7% vs. 13.1%, respectively, 
p < 0.001) and were more frequently relayed from the 
emergency number 113 (26.0% vs. 6.9%, respectively, 
p < 0.001). Also, contacts about self-injurious thoughts 
and behaviours were more often assessed as urgent 
(69.7% vs. 31.2% respectively) and acute (19.9% vs. 
9.2%) as compared to the other contacts (p < 0.001). 
Finally, contacts regarding self-injurious thoughts and 
behaviours resulted in more physician consultations 
(57.6% vs. 40.3% respectively) and call-outs (9.9% vs. 
4.5%, respectively) than the other contacts (p < 0.001).

Self-injurious thoughts versus self-injurious 
behaviours

Among all 478 contacts regarding self-injurious 
thoughts and behaviours, 58.2% were related to 
thoughts and 41.8% to behaviours (Table 2).

Patients reporting self-injurious behaviours were 
younger (median age 22 years, IQR [18;31]) than those 
reporting self-injurious thoughts (33 years, IQR [21;47]) 
(p < 0.001) (Figure 1(b)) and had a higher female rate 
(80.9% vs. 63.5%, p < 0.001).

Contacts regarding self-injurious behaviours resulted 
in more consultations (67.5%) compared to contacts 
regarding self-injurious thoughts (50.5%) (p < 0.001). 
Behaviours were associated with the history of 
non-suicidal self-injurious thoughts and behaviours 
(30.8% vs. 4.7% of contacts about thoughts, p < 0.001) 
(Table 2). Contacts regarding self-injurious thoughts 
were associated with the history of suicidal self-injurious 
thoughts and behaviours (32.9 vs. 10.6% of contacts 
about behaviours, p < 0.001).

Self-injurious behaviours by intent
Of all contacts regarding self-injurious behaviours, 43.5% 
were recorded as non-suicidal, 24% as suicidal, and in 

Figure 1. A ge distribution by gender of patients aged ≥ 10 years contacting Norwegian emergency primary care centres. (a) 
Contacts regarding self-injurious thoughts and behaviours (n = 465; 10*) versus other contact reasons (n = 76 278; 1 588*). (b) 
Contacts regarding self-injurious thoughts (n = 274; 4*) versus self-injurious behaviours (n = 191; 9*).
*Contacts with missing age and gender are excluded.
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31% of contacts the suicidal intent was unclear (Table 3). 
The remaining 1.5% (n = 3) were recorded as completed 
suicides. The patients who died by suicide were men, in 
the age range 21–80 years, and all had a history of 
self-injurious thoughts and behaviours. The suicide cases 
were excluded from further analyses of contacts regard-
ing self-injurious behaviours.

The age distribution was similar for patients report-
ing self-injurious behaviours with non-suicidal, suicidal, 
and unclear intent (data not shown). Non-suicidal 
self-injurious behaviours and self-injurious behaviours 
with unclear intent were more often conducted by 
females (89.4% and 86.7%, respectively) compared to 
the suicidal self-injurious behaviours (63.0%) (p < 0.001).

Self-injurious behaviours with suicidal intent were asso-
ciated with more acute contacts (45.8%), more physician 
call-outs (26.1%) and more self-poisoning (43.6%) com-
pared to non-suicidal and unclear intent (Table 3). 
Conversely, the behaviours with non-suicidal intent were 
associated with self-injury (79.7%) and the history of 
non-suicidal self-injurious thoughts and behaviours 
(48.3%).

Self-injurious thoughts by type
Within  contacts regarding self-injurious thoughts, the 
threats of self-injurious behaviour were the largest 

group (30.6%), followed by thoughts (26.3%) and plans 
(24.8%) (Table 4). The remaining 18.3% (n = 51) were 
recorded as unknown type and were excluded from 
further analyses comparing different types of thoughts.

We found no significant differences in age distribu-
tion and gender distribution between contacts regard-
ing thoughts, threats, and concrete plans of 
self-injurious behaviour (data not shown).

Contacts regarding thoughts about self-injurious 
behaviour were more often made by patients them-
selves (58.3%) compared to contacts regarding plans 
(30.9%) (p = 0.030). Contacts regarding plans were 
more often assessed as acute (32.8%) than contacts 
regarding thoughts (5.5%) (p < 0.001). Notably, 98.5% 
of contacts regarding plans were assessed as urgent or 
acute, and of these 13% resulted in nurse advice only.

Discussion

Statement of principal findings

Self-injurious thoughts and behaviours were the rea-
son for less than one in hundred of all initial emer-
gency primary care contacts. They were often 
associated with a history of similar contacts. Contacts 
regarding self-injurious thoughts and behaviours dif-
fered significantly from other emergency primary care 

Table 1. C ontact characteristics and the initial assessment of emergency primary care contacts regarding self-injurious thoughts 
and behaviours versus other emergency primary care contacts for patients aged ≥ 10 years.

ALL INCLUDED EMERGENCY PRIMARY CARE CONTACTS
N = 77 344

SELF-INJURIOUS THOUGHTS AND  
BEHAVIOURS CONTACTS

N = 478

OTHER
CONTACTS
N = 76  866

n % 95% CI n % 95% CI P-value

TIME OF CONTACT <0.001
 D ay 94 19.7 16.2−23.5 36 737 47.8 47.4−48.1
 E vening 218 45.6 41.1−50.2 30 094 39.1 38.8−39.5
 N ight 166 34.7 30.5−39.2 10 035 13.1 12.8−13.3
MODE OF CONTACT <0.001
  Patient himself 180 38.4 34.0−42.9 45 766 60.0 59.6−60.3
 N ext of kin 82 17.5 14.2−21.2 15 241 20.0 19.7−20.3
 E mergency number 113 122 26.0 22.1−30.2 5 299 6.9 6.8−7.1
 O ther health professionals 53 11.3 8.6−14.5 7 831 10.3 10.0−10.5
 O thers 32 6.8 4.7−9.5 2 176 2.8 2.7−3.0
 M issinga (9) (553)
URGENCY <0.001
 N on-urgent 48 10.4 7.8−13.5 44 454 59.6 59.3–60.0
 U rgent 322 69.7 65.3–73.9 23 252 31.2 30.8–31.5
 A cute 92 19.9 16.4–23.9 6 875 9.2 9.0–9.4
 M issinga (16) (2 285)
INITIAL MEDICAL HELP <0.001
 N urse – advice 70 14.8 11.7−18.3 22 883 30.0 29.7−30.3
  Physician – telephone advice 52 11.0 8.3−14.1 6 294 8.3 8.1−8.4
  Physician – consultation 273 57.6 53.0−62.1 30 768 40.3 40.0–40.7
  Physician – call-out 47 9.9 7.4–13.0 3 397 4.5 4.3–4.6
 COVID -19 testing 0 7 798 10.2 10.0–10.4
 O ther actionsb 32 6.7 4.7−9.4 5 132 6.7 6.6−6.9
 M issinga (4) (594)
aMissing data are excluded from the analyses.
bReferral to regular General Practitioner, police etc.
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contacts regarding patient demographics, contact 
characteristics and the initial assessment. Self-injurious 
thoughts, with threats as the dominating type, were a 
more frequent contact reason than self-injurious 
behaviours. Despite of similar urgency assessment, 
contacts regarding self-injurious thoughts were more 
often handled by telephone advice than contacts 
regarding self-injurious behaviours. Contacts regarding 
suicidal self-injurious behaviours were assessed as 
more urgent and resulted in more physician call-outs 
than contacts regarding non-suicidal self-injurious 
behaviours.

Strengths and weaknesses of the study

This study had a high number of included contacts 
(N = 77 344) from a sentinel network of emergency pri-
mary care centres throughout Norway (the 
Watchtowers). The overall data quality during the 
study period was good, showing few incomplete 
recordings (2021: 3.6%; 2022: 5.5%) [9,13]. The propor-
tion of missing data was below 5% for all variables, 

except the method of self-injurious behaviours which 
had 18.3% missing.

The present study was conducted in the later phase 
of the COVID-19 pandemic and 10.2% (n = 7789) of 
contacts by the study population were related to test-
ing for COVID-19. The pandemic evidently raised the 
activity and workload at the Watchtowers [14] and the 
underreporting of contacts (estimated to 35 – 39% in 
2022) [13]. There is no reason to believe that the 
underreporting affected contacts regarding 
self-injurious thoughts and behaviours more than 
other contacts. However, the documented increased 
total number of contacts has contributed to a rela-
tively reduced fraction of self-injurious thoughts and 
behaviours in our study.

The entity of this study was contacts to the service, 
and there was no registration of identifiers of unique 
persons. We are therefore unable to tell how potential 
frequent users might have affected the findings by for 
example shaping the age distribution or magnifying 
the urgency assessment due to poor health [15]. As 
the purpose of this study was to describe contacts to 

Table 2. C ontact characteristics and the initial assessment of emergency primary care contacts regarding self-injurious behaviours 
versus self-injurious thoughts.

EMERGENCY PRIMARY CARE CONTACTS REGARDING
SELF-INJURIOUS THOUGHTS AND BEHAVIOURS (SITB)

N = 478

BEHAVIOURS
N = 200

THOUGHTS
N = 278

n % 95% CI n % 95% CI P-value

TIME OF CONTACT 0.174
 D ay 32 16.0 11.2–21.8 62 22.3 17.5–27.7
 E vening 99 49.5 42.4–56.6 119 42.8 36.9–48.9
 N ight 69 34.5 27.9–41.5 97 34.9 29.3–40.8
MODE OF CONTACT 0.495
  Patient himself 66 33.5 27.0–40.6 114 41.9 36.0–48.0
 N ext of kin 40 20.3 14.1–26.6 42 15.4 11.4–20.3
 E mergency number 113 53 26.9 20.8–33.7 69 25.4 20.3–31.0
 O ther health professionals 25 12.7 8.4–18.2 28 10.3 7.0–14.5
 O thers 13 6.6 3.6–11.0 19 7.0 4.3–10.7
 M issinga (3) (6)
URGENCY 0.078
 N on-urgent 19 9.8 6.0–14.9 29 10.8 7.3–15.1
 U rgent 126 65.3 58.1–72.0 196 72.9 67.1–78.1
 A cute 48 24.9 18.9–31.6 44 16.3 12.1–21.3
 M issinga (7) (9)
INITIAL MEDICAL HELP <0.001
 N urse – advice 12 6.1 3.2–10.4 58 20.9 16.3–26.2
  Physician – telephone advice 10 5.1 2.5–9.1 42 15.2 11.2–19.9
  Physician – consultation 133 67.5 60.5–74.0 140 50.5 44.5–56.6
  Physician – call-out 27 13.7 9.2–19.3 20 7.3 4.5–10.9
 O ther actionsb 15 7.6 4.3–12.2 17 6.1 3.6–9.6
 M issinga (3) (1)
HISTORY OF SIMILAR CONTACTS <0.001
 N o SITB 26 13.1 8.8–18.6 45 16.4 12.2–21.4
 N on-suicidal SITB 61 30.8 24.5–37.7 13 4.7 2.6–8.0
  Suicidal SITB 21 10.6 6.7–15.8 90 32.9 27.3–38.8
 N on-suicidal and suicidal SITB 70 35.4 28.7–42.4 98 35.8 30.1–41.8
 U nknown 20 10.1 6.3–15.2 28 10.2 6.9–14.4
 M issinga (2) (4)
aMissing data are excluded from the analyses.
bReferral to regular General Practitioner, police etc.
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the service and not the individual service use, the 
impact of individual users has less relevance, although 
such information would have further increased the 
value of the study. Also, due to the focus on initial 
contacts, the current study cannot say anything about 
outcomes or quality of care given to patients with 
self-injurious thoughts and behaviours.

Findings in relation to other studies

Self-injurious thoughts and behaviours occurred in 
less than one per cent (0.6%) of contacts to emer-
gency primary care. Within this service they were 

considered as rare if compared to the most frequent 
reasons for encounter such as respiratory (12.3%) or 
digestive (10%) conditions [16]. In international 
context, our result is in line with reported propor-
tion of presentations to emergency departments of 
0.4%−1.4% contacts regarding self-injurious 
thoughts and behaviours [17–19]. Still, we presume 
that some cases remained unidentified throughout 
the initial contact, so that the actual occurrence 
might be higher than 0.6%. This mechanism of 
underreporting is also described by other authors 
[20,21]. Considering sociodemographic factors, 
Norway is a high-income and well-developed 

Table 3. C ontact characteristics and the initial assessment of emergency primary care contacts regarding self-injurious behaviours 
by suicidal intent.

EMERGENCY PRIMARY CARE CONTACTS REGARDING SELF-INJURIOUS BEHAVIOURS
N = 197a

NON-SUICIDAL INTENT
N = 87

SUICIDAL INTENT
N = 48

UNCLEAR INTENT
N = 62

n % 95% CI n % 95% CI n % 95% CI P-value

TIME OF CONTACT 0.813
 D ay 12 13.8 7.3–22.9 9 18.8 8.9–32.6 10 16.1 8.0–27.7
 E vening 47 54.0 43.0–64.8 23 47.9 33.3–63.8 28 45.2 32.5–58.3
 N ight 28 32.2 22.6–43.1 16 33.3 20.4–48.4 24 38.7 26.6–51.9
MODE OF CONTACT 0.152*
  Patient himself 36 41.4 30.9–52.4 13 27.1 15.3–41.8 17 28.8 17.8–42.1
 N ext of kin 17 19.5 11.8–29.4 7 14.6 6.1–27.8 16 27.1 16.4–40.3
 E mergency number 113 15 17.2 10.0–26.8 16 33.3 20.4–48.4 19 32.2 20.6–45.6
 O ther health professionals 14 16.1 9.1–25.5 7 14.6 6.1–27.8 4 6.8 1.9–16.5
 O thers 5 5.8 1.9–12.9 5 10.4 3.5–22.7 3 5.1 1.1–14.1
 M issingb (0) (0) (3)
URGENCY <0.001
 N on-urgent 13 15.8 8.7–25.6 2 4.2 5.1–14.3 3 5.0 1.0–13.9
 U rgent 61 74.4 63.6–83.4 24 50.0 35.2–64.8 41 68.3 55.0–79.7
 A cute 8 9.8 4.3–18.3 22 45.8 31.4–60.8 16 26.7 16.1–39.7
 M issingb (5) (0) (2)
INITIAL MEDICAL HELP 0.007*
 N urse – advice 6 7.0 2.6–14.6 2 4.3 0.5–14.8 4 6.5 1.8–15.7
  Physician – telephone 

advice
5 5.8 1.9–13.0 1 2.2 0.06–11.5 3 4.8 1.0–13.5

  Physician – consultation 68 79.1 69.0–87.1 28 60.9 45.4–74.9 37 59.7 46.4–71.9
  Physician – call-out 4 4.6 1.3–11.5 12 26.1 14.3–41.1 9 14.5 6.9–25.8
 O ther actionsc 3 3.5 0.7–9.9 3 6.5 1.4–17.9 9 14.5 6.9–25.8
 M issingb (1) (2) (0)
HISTORY OF SIMILAR 

CONTACTS
<0.001*

 N o self-injurious thoughts 
and behaviour (SITB)

9 10.3 4.8–18.7 13 27.7 15.6–42.6 4 6.5 1.8–15.9

 N on-suicidal SITB 42 48.3 37.4–59.2 4 8.5 2.4–20.4 15 24.6 14.5–37.3
  Suicidal SITB 4 4.6 1.3–11.4 8 17.0 7.6–30.8 7 11.5 4.7–22.2
 N on-suicidal and suicidal 

SITB
29 33.3 23.6–44.3 18 38.3 24.5–53.6 22 36.1 24.2–49.4

 U nknown 3 3.5 0.7–9.7 4 8.5 2.4–20.4 13 21.3 11.9–33.7
 M issingb (0) (1) (1)
METHOD <0.001*
  Self-injury 59 79.7 68.8–88.2 9 23.1 11.1–39.3 29 60.4 45.3–74.2
  Self-poisoning 10 13.5 6.7–9.4 17 43.6 27.8–60.4 10 20.8 10.5–35.0
  Jump from a height 1 1.4 0.03–7.3 1 2.5 0.06–13.5 0
  Hanging/ asphyxiation 0 4 10.3 2.9–24.2 2 4.2 0.5–14.3
 M ultiple methods 2 2.7 0.3–9.4 6 15.4 5.8–30.5 3 6.3 1.3–17.2
 U nknown 2 2.7 0.3–9.4 2 5.1 0.6–17.3 4 8.3 2.3–20.0
 M issingb (13) (9) (14)
a Completed suicides (n = 3) are excluded from the analyses.
bMissing data are excluded from the analyses.
cReferral to regular General Practitioner, police etc.
*Fisher′s exact test.
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country with relatively high occurrence of mental 
health conditions, but nevertheless assumed to 
have lower burden of self-harm compared to coun-
tries with lower income and poorer sociodemo-
graphic development [22]. Partially, this might be 
due to accessible and affordable mental health ser-
vices in Norway. The later aspect combined with 
the fact that the most acute self-injuries are han-
dled by specialist care only, may also have contrib-
uted to the relatively low occurrence.

In our sample, three out of four contacts regarding 
self-injurious thoughts and behaviours were associated 
with the history of similar contacts. This finding is in 
line with other research stating high extent of repeti-
tion among self-injuring patients [23,24].

To our knowledge, most other studies investigating 
self-injurious thoughts and behaviours have been per-
formed on this group in separation, without compari-
son to other patient groups utilising the same health 
care service. The few existing comparative studies sup-
port our results on the association of self-injurious 
thoughts and behaviours with female gender, younger 
age, occurrence during evening and nighttime, higher 
degree of urgency, and more extensive medical help, 
when compared to other contacts [17,25,26].

Contrary to other clinical studies [24,26,27], we 
found a higher rate of contacts regarding self-injurious 
thoughts (58.2%) than regarding self-injurious 
behaviours (41.8%). Cross-national community data 
clearly show a higher occurrence of self-injurious 

Table 4. C ontact characteristics and the initial assessment of emergency primary care contacts regarding self-injurious thoughts 
by type of thoughts.

EMERGENCY PRIMARY CARE CONTACTS REGARDING SELF-INJURIOUS THOUGHTS
N = 227a

THOUGHTS
N = 73

THREATS
N = 85

PLANS
N = 69

n % 95% CI n % 95% CI n % 95% CI P-value

TIME OF CONTACT 0.108
 D ay 13 17.8 9.8–28.5 21 24.7 16.0–35.3 17 24.6 15.1–36.5
 E vening 38 52.1 40.0–63.9 40 47.1 36.1–58.2 22 31.9 21.2–44.2
 N ight 22 30.1 19.9–42.0 24 28.2 19.0–39.0 30 43.5 31.6–56.0
MODE OF CONTACT 0.024*
  Patient himself 42 58.3 46.1–69.8 32 38.6 28.1–49.9 21 30.9 20.2–43.3
 N ext of kin 11 15.3 7.9–25.7 14 16.9 9.5–26.7 6 8.8 3.3–18.2
 E mergency number 

113
13 18.1 10.0–28.9 25 30.1 20.5–41.2 24 35.3 24.1–47.8

 O ther health 
professionals

4 5.5 1.5–13.6 8 9.6 4.3–18.1 11 16.2 8.4–27.1

 O thers 2 2.8 1.9–9.7 4 4.8 1.3–11.9 6 8.8 3.3–18.2
 M issingb (1) (2) (1)
URGENCY <0.001
 N on-urgent 7 9.6 3.9–18.8 13 15.7 8.6–25.3 1 1.5 0.04–8.0
 U rgent 62 84.9 74.6–92.2 57 68.6 57.6–78.4 44 65.7 53.1–76.8
 A cute 4 5.5 1.5–13.4 13 15.7 8.6–25.3 22 32.8 21.8–45.4
 M issingb (0) (2) (2)
INITIAL MEDICAL 

HELP
0.002*

 N urse – advice 17 23.3 14.2–34.6 23 27.1 18.0–37.8 9 13.0 6.1–23.3
  Physician – 

telephone 
advice

6 8.2 3.1–17.0 15 17.6 10.2–27.4 9 13.0 6.1–23.3

  Physician 
– consultation

48 65.7 53.7–76.5 35 41.2 30.6–52.4 33 48.0 35.6–60.2

  Physician – call-out 1 1.4 0.03–7.4 8 9.4 4.2–17.7 9 13.0 6.1–23.3
 O ther actionsc 1 1.4 0.03–7.4 4 4.7 1.3–11.6 9 13.0 6.1–23.3
HISTORY OF 

SIMILAR 
CONTACTS

0.160*

 N o self-injurious 
thoughts and 
behaviour (SITB)

9 12.3 5.8–22.1 15 18.1 10.5–28.0 12 17.7 9.5–28.8

 N on-suicidal SITB 6 8.2 3.1–17.0 3 3.6 0.8–10.2 2 2.9 0.4–10.2
  Suicidal SITB 32 43.8 32.2–55.9 22 26.5 17.4–37.3 19 27.9 17.7–40.1
 N on-suicidal and 

suicidal SITB
21 28.8 18.8–40.6 39 47.0 35.9–58.3 29 42.7 30.7–55.2

 U nknown 5 6.9 2.3–15.3 4 4.8 1.3–11.9 6 8.8 3.3–18.2
 M issingb (0) (2) (1)
aContacts regarding unknown type of thoughts (n = 51) are excluded from the analyses.
bMissing data are excluded from the analyses.
cReferral to regular General Practitioner, police etc.
*Fisher′s exact test.
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thoughts versus behaviours, both in the short and 
the long term [28,29]. The low-threshold character of 
Norwegian emergency primary care service may have 
contributed to our result being more similar to what 
is reported in the community, as the population seen 
in this service reflects the community population 
more precisely than emergency department 
populations.

Despite similar urgency assessment, contacts regard-
ing self-injurious thoughts were more frequently han-
dled by telephone advice by a nurse or a physician, 
than contacts regarding self-injurious behaviours. This 
difference may be due to the need for physical exam-
ination or treatment associated with actual behaviours.

A third of contacts regarding self-injurious thoughts 
were regarding threats to engage in self-injurious 
behaviour. Hence, threats constituted approximately 
18% of all the contacts about self-injurious thoughts 
and behaviours. This is consistent with research report-
ing a prevalence of 9.4–18.0% of suicide threats or 
gestures in clinical youth populations [30,31]. We have 
been unable to find relevant literature about threats 
presented to emergency services. Our result therefore 
emphasizes the need for more knowledge about 
this topic.

As to self-injurious behaviours, we found that sui-
cidal intention was associated with higher urgency 
estimate and larger proportion of physician call-outs 
compared to the non-suicidal cases. This finding might 
reflect that non-suicidal self-injurious behaviours result 
in less severe physical damage compared to suicidal 
self-injurious behaviours [32].

Conclusions and implications

In an unselected emergency primary care population, 
self-injurious thoughts and behaviours account for a 
small part of all initial contacts but are assessed as 
more urgent and in need of more extensive medical 
help than other contact reasons. Low occurrence 
implies a limited exposure and experience among the 
staff. Yet, the potential urgency of these contacts calls 
for the health personnel to know how to handle these 
incidents. This finding emphasizes the importance of 
provision of relevant decision support tools and guide-
lines tailored for primary care by health authorities. 
Locally, clear procedures as well targeted training and 
supervision should be considered to ensure good clin-
ical practice.

Moreover, many persons presenting with self-injurious 
thoughts were advised by telephone, which can be an 
important contribution to reduce the workload on the 
rest of urgent and emergency care.

The frequency of threats to self-injure suggests that 
this is a significant clinical topic which should be 
addressed by future research.

Finally, the evidence for repeated contacts regard-
ing self-injurious thoughts and behaviours indicates 
enduring or complex complaints calling for integral 
care and the need to establish local cooperations 
across primary and specialist care to avoid the revolv-
ing door effect.

Acknowledgments

The authors want to thank all the emergency primary care 
services from the Watchtower project and their staff who 
contributed to the data collection. We also want to thank 
Guttorm Raknes and Ole Johan Eikeland for their help with 
the data acquisition and extraction respectively. Anita 
Hunsager had a research grant from the Norwegian Research 
Fund for General Practice.

Disclosure statement

No potential conflict of interest was reported by the 
author(s).

ORCID

Anita Hunsager  http://orcid.org/0000-0002-9895-8748
Fredrik A. Walby  http://orcid.org/0000-0001-5154-7397
Vivian Midtbø  http://orcid.org/0000-0002-3995-9142
Tone Morken  http://orcid.org/0000-0002-8174-935X
Valborg Baste  http://orcid.org/0000-0001-6640-9747
Ingrid Hjulstad Johansen  http://orcid.
org/0000-0003-4143-2785

Data availability statement

Data are available upon reasonable request. The data sets 
generated and/or analysed during the current study are not 
publicly available because the approvals from the ethics 
committee and the privacy ombudsman for research do not 
permit disclosure of raw data, but the data are available 
upon a reasonable request to corresponding author.

References

	 [1]	 Jakobsen SG, Nielsen T, Larsen CP, et  al. Definitions 
and incidence rates of self-harm and suicide attempts 
in Europe: a scoping review. J Psychiatr Res. 
2023;164:28–36. doi: 10.1016/j.jpsychires.2023.05.066.

	 [2]	 Goodfellow B, Kõlves K, de Leo D. Contemporary no-
menclatures of suicidal behaviors: a systematic litera-
ture review. Suicide Life Threat Behav. 2018; 
Jun48(3):353–366. doi: 10.1111/sltb.12354.

	 [3]	S uicide worldwide in 2019: global health estimates. 
2021 Geneva: World Health Organization. Licence: CC 
BY-NC-SA 3.0 IGO.

https://doi.org/10.1016/j.jpsychires.2023.05.066
https://doi.org/10.1111/sltb.12354


94 A. HUNSAGER ET AL.

	 [4]	L im KS, Wong CH, McIntyre RS, et  al. Global lifetime 
and 12-month prevalence of suicidal behavior, deliber-
ate self-harm and non-suicidal self-injury in children 
and adolescents between 1989 and 2018: a 
meta-analysis. Int J Environ Res Public Health. 
2019;16(22):4581. doi: 10.3390/ijerph16224581.

	 [5]	 Rowe SL, French RS, Henderson C, et  al. Help-seeking 
behaviour and adolescent self-harm: a systematic re-
view. Aust N Z J Psychiatry. 2014;48(12):1083–1095. 
doi: 10.1177/0004867414555718.

	 [6]	 Ministries. Handlingsplan for forebygging av selvmord 
2020-2025. Ingen å miste [Action plan for suicide pre-
vention 2020-2025. Not one to lose]. Oslo: Regjeringen; 
2020. Norwegian

	 [7]	S elvmordsforebygging i psykisk helsevern og tverrfaglig 
spesialisert rusbehandling (TSB) [Suicide prevention in 
psychiatry and interdisciplinary addiction treatment] 
[Internet]. Helsedirektoratet. Available from: https://www.
helsedirektoratet.no/retningslinjer/selvmordsforebygging-
i-psykisk-helsevern-og-tsb. Norwegian.

	 [8]	H auge LJ, Stene-Larsen K, Grimholt TK, et  al. Use of 
primary health care services prior to suicide in the 
Norwegian population 2006-2015. BMC Health Serv 
Res. 2018;18(1):619. doi: 10.1186/s12913-018-3419-9.

	 [9]	E ikeland OJ, Midtbø V, Fotland SLS, et  al.  
Vakttårnprosjektet. Epidemiologiske data frå legevakt. 
Samlerapport for 2021 [The Watchtower project. 
Epidemiological data from the Emergency Primary 
Care Service. Annual report 2021]. Bergen: Nasjonalt 
kompetansesenter for legevaktmedisin, NORCE; 2022. 
Report nr. 3-2022. p. 8, 19. Norwegian.

	 [10]	H ansen EH, Hunskaar S. Development, implementa-
tion, and pilot study of a sentinel network ("The 
Watchtowers") for monitoring emergency primary 
health care activity in Norway. BMC Health Serv Res. 
2008;8(1):62. doi: 10.1186/1472-6963-8-62.

	 [11]	 Midtbø V, Raknes G, Hunskaar S. Telephone counsel-
ling by nurses in Norwegian primary care out-of-hours 
services: a cross-sectional study. BMC Fam Pract. 
2017;18(1):84. doi: 10.1186/s12875-017-0651-z.

	 [12]	 Norwegian Medical Association. Norsk indeks for me-
disinsk nødhjelp [Norwegian Index of Emergency 
Medical Dispatch]. Stavanger Aasmund S Lærdal A/S, 
The Laerdal Foundation for Acute Medicine; 2009.  
3rd ed.

	 [13]	E ikeland OJ, Midtbø V, Blinkenberg J, et  al. 
Epidemiologiske data frå legevakt. Samlerapport for 
2022. [The Watchtower project. Epidemiological data 
from the Emergency Primary Care Service. Annual re-
port 2022]. Bergen: Nasjonalt kompetansesenter for 
legevaktmedisin, NORCE; 2023.  Report nr. 2-2023. p. 
19, 45. Norwegian

	 [14]	 Midtbø V, Johansen IH, Hunskaar S. The association be-
tween municipal pandemic response and COVID-19 
contacts to emergency primary health care services: 
an observational study. BMC Health Serv Res. 
2023;23(1):479. doi: 10.1186/s12913-023-09489-2.

	 [15]	 Moe J, Bailey AL, Oland R, et  al. Defining, quantifying, 
and characterizing adult frequent users of a suburban 
Canadian emergency department. CJEM. 
2013;15(4):214–226. doi: 10.2310/8000.2013.130936.

	 [16]	 Raknes G, Hunskaar S. Reasons for encounter by different 
levels of urgency in out-of-hours emergency primary 
health care in Norway: a cross sectional study. BMC Emerg 
Med. 2017;17(1):19. doi: 10.1186/s12873-017-0129-2.

	 [17]	T ing SA, Sullivan AF, Boudreaux ED, et  al. Trends in US 
emergency department visits for attempted suicide 
and self-inflicted injury, 1993-2008. Gen Hosp 
Psychiatry. 2012;34(5):557–565. Sep-Oct. doi: 10.1016/j.
genhosppsych.2012.03.020.

	 [18]	 Barratt H, Rojas-Garcia A, Clarke K, et al. Epidemiology of 
mental health attendances at emergency departments: 
systematic review and meta-analysis. PLoS One. 
2016;11(4):e0154449. doi: 10.1371/journal.pone. 
0154449.

	 [19]	 Witt K, Rajaram G, Lamblin M, et  al. Characteristics of 
self-harm presentations to the emergency department 
of the Royal Melbourne Hospital, 2012-2019: data from 
the Self-Harm Monitoring System for Victoria. Australas 
Emerg Care. 2023;26(3):230–238. doi: 10.1016/j.
auec.2023.01.003.

	 [20]	C laassen CA, Larkin GL. Occult suicidality in an emer-
gency department population. Br J Psychiatry. 
2005;186(4):352–353. doi: 10.1192/bjp.186.4.352.

	 [21]	 Johansen IH, Morken T, Hunskaar S. How Norwegian 
casualty clinics handle contacts related to mental ill-
ness: a prospective observational study. Int J Ment 
Health Syst. 2012; 6(1):3. doi: 10.1186/1752-4458-6-3.

	 [22]	C astelpietra G, Knudsen AKS, Agardh EE, et  al. The bur-
den of mental disorders, substance use disorders and 
self-harm among young people in Europe, 1990-2019: 
findings from the Global Burden of Disease Study 
2019. Lancet Reg Health Eur. 2022;16:100341. doi: 
10.1016/j.lanepe.2022.100341.

	 [23]	C arroll R, Metcalfe C, Gunnell D. Hospital presenting 
self-harm and risk of fatal and non-fatal repetition: sys-
tematic review and meta-analysis. PLoS One. 
2014;9(2):e89944. doi: 10.1371/journal.pone.0089944.

	 [24]	 Griffin E, Bonner B, O’Hagan D, et al. Hospital-presenting 
self-harm and ideation: Comparison of incidence, 
profile and risk of repetition. Gen Hosp Psychiatry. 
2019;61:76–81. doi: 10.1016/j.genhosppsych.2019. 
10.009.

	 [25]	 Borooah VK, Mangan J. The enemy within: an econo-
metric analysis of injuries caused by self-harm. 
Economic Analysis and Policy. 2015; 46:59–66. doi: 
10.1016/j.eap.2015.03.002.

	 [26]	 Zanus C, Battistutta S, Aliverti R, et  al. Adolescent 
Admissions to Emergency Departments for Self-Injurious 
Thoughts and Behaviors. PLoS One. 2017;12(1):e0170979. 
doi: 10.1371/journal.pone.0170979.

	 [27]	C ripps RL, Hayes JF, Pitman AL, et  al. Characteristics 
and risk of repeat suicidal ideation and self-harm in 
patients who present to emergency departments with 
suicidal ideation or self-harm: a prospective cohort 
study. J Affect Disord. 2020;273:358–363. doi: 10.1016/j.
jad.2020.03.130.

	 [28]	 Nock MK, Borges G, Bromet EJ, et  al. Suicide and sui-
cidal behavior. Epidemiol Rev. 2008;30(1):133–154. doi: 
10.1093/epirev/mxn002.

	 [29]	 McManus S, Hassiotis A, Jenkins R, et  al. Chapter 12: 
suicidal thoughts, suicide attempts and self-harm. In: 

https://doi.org/10.3390/ijerph16224581
https://doi.org/10.1177/0004867414555718
https://www.helsedirektoratet.no/retningslinjer/selvmordsforebygging-i-psykisk-helsevern-og-tsb
https://www.helsedirektoratet.no/retningslinjer/selvmordsforebygging-i-psykisk-helsevern-og-tsb
https://www.helsedirektoratet.no/retningslinjer/selvmordsforebygging-i-psykisk-helsevern-og-tsb
https://doi.org/10.1186/s12913-018-3419-9
https://doi.org/10.1186/1472-6963-8-62
https://doi.org/10.1186/s12875-017-0651-z
https://doi.org/10.1186/s12913-023-09489-2
https://doi.org/10.2310/8000.2013.130936
https://doi.org/10.1186/s12873-017-0129-2
https://doi.org/10.1016/j.genhosppsych.2012.03.020
https://doi.org/10.1016/j.genhosppsych.2012.03.020
https://doi.org/10.1371/journal.pone.0154449
https://doi.org/10.1371/journal.pone.0154449
https://doi.org/10.1016/j.auec.2023.01.003
https://doi.org/10.1016/j.auec.2023.01.003
https://doi.org/10.1192/bjp.186.4.352
https://doi.org/10.1186/1752-4458-6-3
https://doi.org/10.1016/j.lanepe.2022.100341
https://doi.org/10.1371/journal.pone.0089944
https://doi.org/10.1016/j.genhosppsych.2019.10.009
https://doi.org/10.1016/j.genhosppsych.2019.10.009
https://doi.org/10.1016/j.eap.2015.03.002
https://doi.org/10.1371/journal.pone.0170979
https://doi.org/10.1016/j.jad.2020.03.130
https://doi.org/10.1016/j.jad.2020.03.130
https://doi.org/10.1093/epirev/mxn002


Scandinavian Journal of Primary Health Care 95

McManus S, Bebbington P, Jenkins R, Brugha T, editors. 
Mental health and wellbeing in England: Adult 
Psychiatric Morbidity Survey 2014. Leeds: NHS Digital; 
2016. p. 1–29.

	 [30]	 Díaz de Neira M, García-Nieto R, de León-Martinez V, 
et  al. Prevalencia y funciones de los pensamientos y 
conductas autoagresivas en una muestra de adoles-
centes evaluados en consultas externas de salud men-
tal [Prevalence and functions of self-injurious thoughts 
and behaviors in a sample of Spanish adolescents as-
sessed in mental health outpatient departments]. Rev 

Psiquiatr Salud Ment. 2015;8(3):137–145. doi: 10.1016/j.
rpsm.2013.09.003.

	 [31]	 Robinson K, Scharinger C, Brown RC, et  al. 
Communicating distress: suicide threats/gestures 
among clinical and community youth. Eur Child 
Adolesc Psychiatry. 2023;32(8):1497–1506. doi: 10.1007/
s00787-022-01960-5.

	 [32]	 Klonsky ED, Victor SE, Saffer BY. Nonsuicidal self-injury: 
what we know, and what we need to know. Can J 
Psychiatry. 2014;59(11):565–568. doi: 10.1177/0706743714 
05901101.

https://doi.org/10.1016/j.rpsm.2013.09.003
https://doi.org/10.1016/j.rpsm.2013.09.003
https://doi.org/10.1007/s00787-022-01960-5
https://doi.org/10.1007/s00787-022-01960-5
https://doi.org/10.1177/070674371405901101
https://doi.org/10.1177/070674371405901101

	Self-injurious thoughts and behaviours as the reason for contact to Norwegian emergency primary care centres: an observational study
	ABSTRACT
	Introduction
	Materials and methods
	The Watchtower Project
	Source population and study population
	Data collection and variables
	All Watchtower-contacts
	Contacts regarding self-injurious thoughts and behaviours

	Ethical approval
	Statistics

	Results
	Self-injurious thoughts and behaviours versus other contacts
	Self-injurious thoughts versus self-injurious behaviours
	Self-injurious behaviours by intent
	Self-injurious thoughts by type


	Discussion
	Statement of principal findings
	Strengths and weaknesses of the study
	Findings in relation to other studies
	Conclusions and implications

	Acknowledgments
	Disclosure statement
	ORCID
	Data availability statement
	References


