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ARTICLE INFO ABSTRACT

Keywords: Introduction: The COVID-19 pandemic and resulting public health measures may have major impacts on mental
COVID-19 health, including on self-harm. We have investigated what factors related to the pandemic influenced hospital
Self-harm

presentations following self-harm during lockdown in England.

Method: Mental health clinicians assessing individuals aged 18 years and over presenting to hospitals in Oxford
and Derby following self-harm during the period March 23rd to May 17, 2020 recorded whether the self-harm
was related to the impact of COVID-19 and, if so, what specific factors were relevant. These factors were
organized into a classification scheme. Information was also collected on patients’ demographic characteristics,
method of self-harm and suicide intent.

Results: Of 228 patients assessed, in 46.9% (N = 107) COVID-19 and lockdown restrictions were identified as
influencing self-harm. This applied more to females than males (53.5%, N = 68/127 v 38.6%, N = 39/101, y% =
5.03, p = 0.025), but there were no differences in age, methods of self-harm or suicide intent between the two
groups. The most frequent COVID-related factors were mental health issues, including new and worsening dis-
orders, and cessation or reduction of services (including absence of face-to-face support), isolation and loneliness,
reduced contact with key individuals, disruption to normal routine, and entrapment. Multiple, often inter-
connected COVID-related factors were identified in many patients.

Conclusions: COVID-related factors were identified as influences in nearly half of individuals presenting to hos-
pitals following self-harm in the period following introduction of lockdown restrictions. Females were particu-
larly affected. The fact that mental health problems, including issues with delivery of care, predominated has
implications for organisation of services during such periods. The contribution of isolation, loneliness and sense
of entrapment highlight the need for relatives, friends and neighbours to be encouraged to reach out to others,
especially those living alone. The classification of COVID-related factors can be used as an aide-memoire for
clinicians.

Contributory factors
Clinical implications

1. Introduction

The potential implications of the COVID-19 pandemic for mental
health have been well articulated (Holmes et al., 2020), including the
possible impacts on suicide and self-harm (Reger et al., 2020; Gunnell
et al., 2020; Niederkrotenhaler et al., 2020). While increases in suicide
and self-harm are not inevitable (Gunnell et al., 2020), it is likely that
the pandemic will nonetheless have important influences on these be-
haviours. Broadly speaking these might be considered in terms of early

influences, especially relating to the threat of the disease and to the
public health, political and economic measures necessary to contain it
and limit its effects, and then later influences, such as the impact of the
pandemic on the economy, employment, finances and population
mental health.

One of the most important public health measures in response to the
pandemic was the introduction of lockdown restrictions, whereby in-
dividuals were asked to remain in their homes to reduce spread of
COVID-19 infections. This was introduced in the UK from March 23rd’
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2020 and continued for nearly two months, until there was some loos-
ening of the restrictions in England after May 11th’ 2020. A deteriora-
tion in mental health in the general population during this period has
been reported in the UK (Pierce et al., 2020). Others have noted the
potential mental health and psychological consequences of such public
health measures (Brooks et al., 2020), including possible impacts on
suicide and self-harm (Holmes et al., 2020; Niederkrotenhaler et al.,
2020). In a survey of individuals in Canada, those who had been sub-
jected to ‘quarantine’ due to COVID had increased levels of self-reported
suicidal thoughts and self-harm compared to other individuals (Daly
et al., 2021). Increased suicidal ideation during lockdown restrictions
has also been reported from the USA (Killgore et al., 2020). However,
studies have shown reductions in hospital presentations for self-harm
during the early period of the pandemic in Spain (Hernandez-Calle
et al., 2020), France (Joillant et al., 2021), Ireland (McIntyre et al.,
2020), and England (Chen et al., 2020; Hawton et al., 2021). Also, early
studies have indicated no increase in suicides during the first months of
the pandemic in several countries, such as in Queensland in Australia
(Leske et al., 2021) and Norway (Qin and Mehlum, 2021). Nonetheless,
there are major concerns that as the longer-term impacts of the
pandemic play out, especially unemployment, financial problems and
bereavements, there might be a rise in suicidal behaviour, as has
recently been reported from Japan with regard to suicides in females and
young people (Tanaka and Okamoto, 2020).

There may be specific impacts of the pandemic due to measures such
as lockdown, which might influence self-harm or suicide. In the Cana-
dian survey reported by Daly et al. (2021), respondents subject to
quarantine reported self-harm had higher levels of depression, anxiety,
post-traumatic stress, fear, worry and despair than those not subject to
this restriction. Studying the factors influencing suicidal behaviour in
relation to the pandemic is important as awareness of these can inform
policies for prevention and intervention. This information can also be
used to assist healthcare leaders responsible for service configuration
and delivery and to help clinicians to be aware of key areas they should
address during assessment of individuals in terms of risk or following an
act of self-harm. It can in addition be used to inform clinicians of key
factors that they might focus on in their therapeutic interventions with
patients affected by the pandemic and the consequent public health
measures.

We have investigated the factors associated with self-harm (non-fatal
self-poisoning and self-injury) in adults presenting to hospital emer-
gency departments during the first two months following the introduc-
tion of full lockdown in the UK, using data purposefully collected in two
centres with well-established self-harm monitoring systems.

2. Method
2.1. Data collection

The study was conducted in the general hospitals in Oxford and
Derby, two centres in the Multicentre Study of Self-harm in England
(Geulyov et al.,, 2016). Information on self-harm presentations is
routinely collected through long-established self-harm monitoring sys-
tems. Self-harm is defined as intentional non-fatal acts of self-poisoning
or self-injury, irrespective of the type of motivation, including degree of
suicidal intent (Hawton et al., 2003), the definition adopted by the
National Institute for Clinical Excellence (2011). For patients who
receive a psychosocial assessment conducted by mental health clinicians
in the Emergency Department Psychiatric Service (Oxford) or Liaison
Psychiatry Service (Derby) information is collected by the assessing
clinician on data collection forms (Oxford) or electronic case records
(Derby).

For the purposes of the present study, clinicians conducting psy-
chosocial assessments were asked to complete a simple record following
each assessment to indicate whether their impression was that the pa-
tient’s self-harm was influenced by any factors related to COVID-19,
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answering YES, UNSURE or NO. If they answered YES or UNSURE
they were asked to describe the relevant factors in free text (they could
indicate multiple factors if appropriate). At the beginning of the study
the clinicians were informed that there was concern the pandemic might
have significant impacts on self-harm. They were asked to record any
pandemic-related factors which they thought could have influenced self-
harm in individual cases. It was made clear that we were interested in
identifying any relevant consequences of the pandemic. However, the
clinicians were not given specific instructions to modify their usual
assessment procedures, which include asking about factors that may
have contributed to self-harm, as well as identifying patients’ needs and
risks. The clinicians were also sent periodic reminders of the study.

In addition to the above information, the following items were
extracted from the usual data collection form in Oxford and the elec-
tronic patient record in Derby for all patients receiving a psychosocial
assessment during the study period: gender, age, date of presentation,
present household composition (Oxford only), method of self-harm and,
where available, score on the Suicide Intent Scale (Beck et al., 1974)
grouped into four categories: low (0-6), moderate (7-12), high (13-20)
and very high (21-30).

2.2. Classification of COVID-related factors influencing self-harm

The clinicians’ descriptions of COVID-19 related factors thought to
have influenced self-harm recorded for the first 30 individuals for whom
this item was recorded as positive (YES/UNSURE rating) in Oxford were
initially scrutinised by KH and KL, who each independently formulated a
classification of the factors. This was achieved through an inductive
content analysis approach (Elo and Kynga, 2008), initially using open
coding to draw out common categories. Categories were then compared
and discussed to reach a consensus and the agreed categories informed
the classification system which was used in the study (see Table 2). This
system was thereafter used by the same team members in Oxford to
categorise all the Oxford clinicians’ statements for patients whose
self-harm was recorded to be related to COVID-19, and similarly by two
team members in Derby (JN and KW) for the patients there. Any dis-
agreements in classification were resolved through discussion between
the team members at each site. Where necessary there was consultation
between the Oxford and Derby teams to sort out uncertainties and
ensure consistency of approach.

2.3. Patient samples

The study was of patients aged age 18 years and over. In Oxford the
included patients were those presenting during the eight weeks from
March 23, 2020 (i.e. the first day of full lockdown in the UK) to May
17th’ 2020. In Derby the data were for patients presenting from 2nd
April to May 17th’ 2020.

Because the study was focused on identifying COVID-19-related
factors contributing to self-harm, if an individual presented with a
repeat episode, the first not having been identified as related to COVID
but a subsequent one having been, the latter episode was used as the
index presentation for the purposes of the study. However, only one
episode per person was included in the analysis.

2.4. Data analysis

The patient characteristics and methods of self-harm were compared
between those patients in which COVID-19 related factors were thought
by the assessing clinician to have influenced self-harm and those in
which this was not thought to be the case using the chi-squared statistic.

The data on the factors in the classification of the clinicians’ re-
sponses are presented as numbers of patients recorded as positive for
each factor. Many patients were recorded as being positive for more than
one factor.

The free text information recorded for each of the factors in the



K. Hawton et al.

Table 1
Comparison of patients in which COVID-19-related factors were and were not
identified.

Covid- Non- Total X2 (df)
related covid N= P
N =107 N=121 228
Centre:
Oxford individuals 59 54 113 X2adn =
(55.1%) (44.6%) 2.51
0.113
Derby individuals 48 67 115
(44.9%) (55.4%)
Gender
Male 39 62 101 X24dn) =
(36.4%) (51.2%) 5.03
Female 68 59 127 0.025"
(63.6%) (48.8%)
Age group
18-34 yrs 56 65 121
(52.3%) (53.7%)
35-54 yrs 36 40 76 X2(2ar) =
(33.6%) (33.1%) 0.05
55+ yrs 15 16 31 0.974
(14.0%) (13.2%)
Method of SH
Self-poisoning 81 81 162
(75.7%) (66.9%)
Self-injury 25 40 65 X2aan =
(23.4%) (33.1%) 3.62
Both 1 (0.9%) 0 (0.0%) 1 0.164
Suicide Intent category, N =61 N =47 =
where recorded 108
Low (0-6) 38 30 68
(62.3%) (63.8%)
Moderate (7-12) 15 13 28
(24.6%) (33.1%)
High (13-20) 6 (9.8%) 3(25%) 9 XPaap =
0.61
Very High (21-30) 2 (3.3%) 1 (0.8%) 3 0.89
Usual Household (Oxford N =158 N =46 =
Only, where recorded) 104
Spouse/cohabited or other 26 27 53
family/friends (44.8%) (58.7%)
Alone 20 14 34 X(2df) =
(34.5%) (30.4%) 2.61
Lodgings/hostel/institution/ 12 5 (10.9%) 17 0.271
no fixed abode (20.7%)

@ df = degrees of freedom.

classification was read and re-read by KH and KL, again using principles
of inductive content analysis (Elo and Kynga, 2008), to elicit common
sub-categories within the main categories. Data were stored and orga-
nized in Excel.

3. Results

During the study period following lockdown in the UK, 228 in-
dividuals (101 males and 127 females) aged 18 years and over presented
to either of the two study hospitals and received a psychosocial assess-
ment from a mental health practitioner (113 in Oxford between March
23rd and May 17th’ 2020; 115 in Derby between April 2nd and May
17th’ 2020). Of these, 107 (46.9%) had self-harm episodes which were
considered by the clinicians as having been related to the COVID-19
pandemic in some way. This included five cases in which the clini-
cians had indicated ‘unsure’ regarding the contribution of the health
crisis to the self-harm, but where on review of the indicated factors the
research team decided that there appeared to be an association.

3.1. Comparison of the patients with identified COVID-19-related factors
contributing to self-harm and the remainder of the patients

The patients identified by the clinicians as having COVID-19-related
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Table 2
COVID-19-related factors identified as influencing self-harm, by gender.
Factors influencing Self-harm Males (N Females (N Total (N =
=39) = 68) 107)
Overall mental health problems 11 22 33
Mental health/worsening of 5 15 20
mental health
Loss/reduction of supports for 7 10 17
mental health problems
Isolation/Loneliness 14 17 31
Lack/reduced contact 9 14 23
Lack/reduced contact with family 5 10 15
Reduced contact with social 4 6 10
network
Disruption to normal routine 6 14 20
Entrapment 5 13 18
Interpersonal conflict 3 9 12
Employment (including loss/ 9 3 12
furloughed)
Fear of COVID infection 3 7 10
Self becoming infected 2 3 5
Self infecting others 0 2 2
Others becoming infected 2 3 5
Accommodation/housing 3 4 7
Education/training 1 6 7
Financial 5 1 6
General concerns about impact of 0 5 5
Covid
Substance misuse 2 2 4
Alcohol 2 2 4
Drugs 1 0 1
Domestic abuse (actual/ 0 3 3
threatened)
Bereavement due to Covid 0 1 1
Other 2 2 4

factors influencing their self-harm are compared to the remainder of the
patients in Table 1. A greater proportion of female than male patients
were identified as having such factors involved in their self-harm (68/
127, 53.5% v 39/101, 38.6%; XZ = 5.03, p = 0.025). There were no
differences between the two overall groups of patients in terms of age
groups, methods of self-harm or living circumstances (Oxford data only),
and, where recorded (N = 108), in the level of suicide intent.

3.2. COVID-19-related factors contributing to self-harm

Details of the numbers of patients in which the various COVID-19-
related factors were recorded as influencing their self-harm are shown
in Table 2. The most frequently recorded factors were problems related
to mental health, isolation/loneliness, lack of or reduced contact with
other individuals, disruption to normal routine, and entrapment. It
should be noted that in the majority of cases (64/107; 59.8%) more than
one factor attributed to the COVID-19 pandemic was recorded, these
factors often being inter-related (see below).

We now consider in more detail and in order of frequency the specific
influences on self-harm identified within each of the categories of
factors.

Mental health: a) problems The most frequent problems in this cate-
gory were anxiety and depression (low mood), which in some cases were
new problems and in others exacerbation of already existing conditions.
In many cases they were clearly secondary to other issues, especially fear
of infection or of infecting family members (usually in the absence of
current physical illness). There were also single cases of onset of severe
self-harm in the context of newly diagnosed psychosis in which fear of
infection was a major factor, and worsening of problems related to
emotionally unstable personality disorder.

Mental health: b) loss or reduction of supports A prominent issue in this
category was reduction or cessation of support from services; for
example, where the clinicians conducting the psychosocial assessments
noted that because clinical support for patients had stopped due to
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COVID-19 their mental health had deteriorated. This included cessation
of AA meetings, which resulted in one patient returning to heavy
drinking.

A particularly common theme was the impact of face-to-face contact
with services having ceased, even when support was available by phone
or other means of communication. In one case it was recorded that a
likely motive for the self-harm and subsequent ED presentation was a
need for face-to-face contact with a clinician. In two cases the in-
dividuals’ self-harm was related to lockdown preventing them obtaining
medication prescribed for psychiatric disorders.

Isolation/loneliness A sense of isolation and/or loneliness resulting
from lockdown and lack of contact with others was a frequent factor
contributing to self-harm. In several cases it was recorded as the sole
COVID-19 factor influencing self-harm. In Oxford, where data were
available on living situation, 20 individuals were recorded as living
alone, in nine (45.0%) of which loneliness or social isolation was iden-
tified as a factor relating to their self-harm.

Lack of contact or reduced contact a) with family Several patients were
recorded as being affected by being unable to have face-to-face contact
with their families, in some cases because they were geographically
separated, even in different countries, and travel restrictions prevented
access. For some individuals the lack of contact with their families was
due to self-isolation either of themselves or of a family member because
of health issues increasing dangers associated with infection. Loss of
support from family members was a consequent contributory factor in
some individuals’ self-harm. Some parents who self-harmed had
particularly missed contact with their children. There were also exam-
ples of individuals being unable to have contact with a partner.

Lack of contact or reduced contact b) with social network The impact of
lockdown on relationships with friends and social networks was an
important factor in the self-harm of several individuals. This was often
because of loss of support usually provided by friends.

Disruption to normal routine The psychological effects of having their
normal routine disrupted was a factor contributing to self-harm in
several patients. This included lacking a routine or structure, having
nothing to do and specific disruption of plans (e.g. travel abroad, house
sale).

Entrapment This was a relatively common contributory factor, with
some patients finding their feeling trapped at home intolerable. In some
this was simply identified as being unable to cope with lockdown.

Interpersonal conflict This was identified as a factor influencing self-
harm in several individuals. It included lockdown having contributed
to worsening of a previously difficult relationship with a partner or a
relationship coming under strain, conflict or tension between family
members, and breakup of relationships with partners.

Employment COVID-19-related employment issues were identified by
the clinicians as contributing to self-harm in some patients. This
applying to somewhat more males than females. These included in-
dividuals who were unemployed but unable to seek work because of
lockdown, others who had become unemployed because of the
pandemic, individuals who had been unable to continue their usual
work due to vulnerability resulting from physical health problems or
underlying health issues necessitating shielding, and some whose self-
harm was related to being furloughed.

Fear of infection The most common infection fear identified as
contributing to self-harm was about individuals themselves becoming
infected with COVID-19. In a couple of cases the fear was extreme, one
individual believing that if they got infected they would die and there-
fore might as well kill themself first. Another patient greatly changed
their eating habits as they thought this could provide protection against
infection. Two patients feared that if they became infected with COVID-
19 they would transmit this to vulnerable relatives.

Some patients had general concerns about family members becoming
infected, either due to their working on the acute healthcare front line or
because of other specific vulnerability.

Accommodation/housing There were several individuals where
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problems related to accommodation or housing resulting from re-
strictions due to the pandemic were thought to have influenced their
self-harm. This was for a variety of reasons, including being stuck in
student accommodation or unsuitable housing, and being unable to
move into more suitable accommodation.

Education/training This was recorded as a factor in a few cases, in all
of which other factors were also identified. For some, it was the inability
to continue educational studies and in one the stress of providing home
schooling.

Financial Problems These were either worries about finances or an
actual lack of funds, usually secondary to lockdown, mostly because of
loss of a job or inability to get work. These problems were identified in
more men than women.

General concerns about the COVID-19 pandemic A few patients were
identified as having general concerns about the impact of the pandemic,
including worrying about the numbers of people who had died.

Alcohol/drug misuse In the few cases in which alcohol misuse was
considered a pandemic-related factor during lockdown this involved
increased drinking, including cessation of a long period of abstinence in
one individual with alcohol use disorder, and another who contravened
lockdown restrictions to access both alcohol and drugs.

Domestic Abuse While not a common contributory factor, it was
recorded for some female patients who felt threatened by previously
violent male partners.

Bereavement due to COVID-19 infection In a single case the key factor
identified as associated with self-harm was death of a partner from
COVID-19 infection.

Other problems There was a small number of patients where the fac-
tors identified did not fit in one of the above categories. These included
sleep disturbance, boredom and struggling to cope as a carer for family
members.

3.3. Inter-relationship between factors

For many patients there were multiple inter-related factors resulting
from the COVID-19 pandemic that had contributed to their self-harm.
The following are examples (details modified to preserve anonymity):

A patient with mental health problems was anxious about leaving
their house because of risk of infection. Their contact with their
parents had been much reduced. A care assistant was no longer
visiting and contacts with mental health workers were now only by
phone.

A patient whose child and another relative had been infected with
COVID had subsequently become increasingly depressed and
anxious. Their partner worked in a care setting where personal
protective equipment had been limited, which further increased
their anxiety, and added to their sense of isolation and low mood.

A patient with mental health problems living with a volatile partner
found their constantly being together at home and consequent ar-
guments increasingly stressful. They felt trapped, a feeling that was
exacerbated by a delay in provision of previously planned treatment
for their psychiatric problems.

4. Discussion

We have used data collected through two well-established hospital-
based self-harm monitoring systems and information recorded by cli-
nicians based on their psycho-social assessments conducted with pa-
tients to investigate the extent to which the COVID-19 pandemic may
have influenced self-harm, and the factors that contributed to self-harm
during the two months following introduction of lockdown restrictions.
The clinicians’ assessments indicated that COVID-19-related factors
influenced self-harm for nearly half of the patients. This was the case for



K. Hawton et al.

53.5% of the females compared with 38.6% of the males, suggesting that
lockdown may have been more stressful for females. This is in keeping
with evidence that the overall impact of the early stages of the pandemic
on mental health has been greater for women than men (Vindegaard and
Benros, 2020) and the fact that the increase in suicide rates in females in
the autumn of 2020 in Japan occurred largely in women (Tanaka and
Okamo, 2020). However, in our study there were no differences between
those whose self-harm were assessed as being related to COVID-19
compared with those for whom it was not in terms of age, methods of
self-harm or suicide intent. This suggests that the severity of self-harm
did not differ between the two groups of patients, either physically or
psychologically.

The most frequent COVID-19-related factors recorded by clinicians
concerned mental health. These included onset or exacerbation of
mental health problems and reduced availability of services. The latter
included inability to have face-to-face contact with clinicians. The World
Health Organisation has highlighted disruption of mental health ser-
vices in many countries resulting from the pandemic, especially those
delivering psychotherapy and counselling (World Health Organization,
2020). This suggests that there must be care in remodeling psychiatric
services because of the pandemic (Moreno et al.,, 2020), including
ensuring that remote working is not regarded as the norm and that the
needs and risks of individual patients are taken into account.

The next most frequent COVID-19-related factors concerned those
likely to be directly related to lockdown restrictions, namely isolation
and loneliness, reduced contact with families and friends, disruption of
normal routine and a sense of entrapment. These findings are largely in
keeping with predicted psychological impacts of lockdown (Holmes
et al., 2020) and those found in relation to previous viral epidemics
necessitating similar public health measures (Brookes et al., 2020). They
highlight the need for relatives, friends and neighbours to be encouraged
to reach out to others, especially those living alone, to help provide a
sense of socialisation and support, including through telephone and
internet communication where face-to-face contact is not possible.

While some expected consequences of the COVID-19 pandemic such
as employment and financial problems (Gunnell et al., 2020; Nie-
derkrotenhaler, 2020) were not frequently identified in this series of
patients, this is likely to be due to the focus having been on the early
stages of the pandemic, together with the impact of UK government
initiatives to protect jobs through furloughing and other financial sup-
ports. However, there was some indication from this study that in the
early phase of the pandemic these problems were more prevalent in men
than women who self-harmed. Economic and financial factors are likely
to become more influential as the longer term impacts of the pandemic
develop.

Multiple COVID-19-related factors were often identified as influ-
encing self-harm in individual cases, with specific factors such as
isolation, entrapment and interpersonal difficulties seeming to initiate a
sequence of other influences related to the pandemic. Reduced access to
mental health services and other means of support were often part of the
matrix of factors.

The findings of this study have implications for clinical practice and
the organisation of services during the pandemic and its aftermath. They
highlight factors that clinicians assessing patients who have self-harmed
can be sensitive to during their assessments. The categorisation of fac-
tors we have developed might be used as an aide-memoire while con-
ducting assessments and safety planning (a blank version with example
of each factor is included as an Appendix to assist with this). We have
already noted that a cautious approach should be taken to deciding who,
and who may not, be suitable for remote clinical care for psychiatric
problems, although of course physical safety of both patients and staff
must be a priority consideration. Every effort should be made to sustain
mental health services in a way that is responsive to the needs of in-
dividuals and the community, even during very difficult circumstances
(Moreno et al., 2020). Our findings are not just relevant historically, but
also to potential developments of this and future pandemics, including
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necessary reintroduction of stringent public health measures to address
recurrence of disease spread.

The study methodology and findings also have relevance for future
research. Our classification, which was based on clinicians’ impressions,
might be developed into an interview schedule. It will be important to
see whether influences of the pandemic change with time, especially as
longer-term consequences develop. This should include investigation of
gender differences, especially as we found that COVID-19-related factors
appeared to influence self-harm in a greater proportion of females than
males, but also that more of the men than the women were experiencing
employment and financial problems related to the pandemic. Research
regarding both clinician and service user perspectives of provision of
clinical care under the restrictions consequent on the pandemic and
resulting public health measures is clearly required in order to optimise
clinical interventions.

4.1. Strengths and limitations

One strength of the study is that it was conducted in two centres with
very different catchment area population characteristics in terms of
levels of socio-economic deprivation (Geulyov et al., 2016). Also, the
clinicians’ responses regarding the COVID-19-related factors influencing
self-harm were spontaneous and not influenced by a structured ques-
tionnaire. However, this may also have meant that some relevant factors
were not identified for some patients. Furthermore, differences in
experience and profession of the clinicians could have affected the
findings. They were nearly all mental health nurses and junior doctors in
psychiatric training. It is known that there may be some differences
between these groups in management of self-harm (Murphy et al.,
2010), although patient outcomes seem to be similar (Pitman et al.,
2020). However, during this study the staff profiles remained fairly
consistent.

It could be argued that we should have employed a more sophisti-
cated analytical approach. This might have included a formal qualitative
study of clinician responses, without utilizing a classification system
developed on the basis of the factors identified by clinicians in the initial
phase of the project. Another criticism might be that we compounded a
quasi-qualitative approach with a numerical one in which we counted
the number of COVID-related factors identified across the whole group
of patients. However, we believe that our approach was a reasonable
and pragmatic one, especially as the study was conducted under very
difficult circumstances early in the pandemic and there was an urgent
need to identify its most important effects.

A further limitation is the fact that the patients included in the study
were, of necessity, only those who received a psychosocial assessment.
While the rates of assessment are very high in both centres compared
with those found nationally (Cooper et al., 2013), it is recognised that
patients who do not receive an assessment may differ from those who do
with regard to gender, method of self-harm and other characteristics
such as alcohol use (Hickey et al., 2001; Bennewith et al., 2005; Kapur
et al., 2008), which could also apply to whether the pandemic influ-
enced their self-harm. However, we did not find any difference in the
methods of self-harm used by the assessed patients with and without
COVID-19 factors influencing their self-harm. Scores on the Suicide
Intent Scale were not available for a substantial proportion of patients.

Lastly, the study was focused on a limited time period, for most of
which extreme restrictions were in place. The nature of problems
influencing self-harm may well change over time, including during
different phases of restrictions and consequences of the pandemic.

5. Conclusions

More frequent factors related to the COVID-19 pandemic which were
assessed by clinicians as having influenced self-harm in the early phase
of the pandemic following introduction of lockdown included mental
health problems and restricted mental health service provision, isolation
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and loneliness, reduced contact with friends or family members,
disruption of normal routine and entrapment. It would be interesting to
see if similar findings applied to patients being seen by emergency
psychiatric services. It will be important to see how factors influencing
self-harm might change as the pandemic and its consequences develop
over time, including during further periods of restrictions and especially
in relation to worsening employment and financial issues.

The results have implications for mental health service provision and
social responses to the pandemic and consequent public health mea-
sures. The findings are relevant to future responses to the pandemic,
especially if and where lockdown is reintroduced. The classification
system developed during the study can help clinicians who are assessing
people who have self-harmed, including when they are engaging in
safety planning.
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Appendix. COVID-19-related factors that may influence self-harm. Aide-memoire to assist clinicians assessing patients

COVID RELATED PROBLEMS EXAMPLES/EXPLANATION

Mental health problems
Access to services

Isolation and loneliness
Reduced contact with family

Reduced contact with friends

Disruption to normal routine

Entrapment

Interpersonal conflict

Employment

Education/training

Financial concerns

Accommodation/housing

Substance misuse

Domestic abuse

Fear of COVID-19 infection

General COVID-19 related
concerns

Bereavement issues

Other

Worsening of existing mental health problem/condition or a new mental health problem

Mental health problem exacerbated by cessation or reduction of usual support services e.g., not finding virtual care delivery as effective as face to
face

E.g., consequences of reduced contact with friends or family; people living alone and/or with limited social support networks who now have less
access to the outside world

E.g., children unable to visit due to parent being at high risk; or usual contact/support from family reduced; parents unable to have contact with
children

E.g., virtual contact not the same as face to face and not able to see friends due to restrictions

E.g., unable to engage in usual activities such as sport. Include disruption to planned events e.g., house move, holiday etc

E.g., Feeling trapped in the house or with people they would rather not be with; simply finding lockdown difficult

E.g., strains in relationship with partner/family member due to being together so much more of the time

E.g., furlough, job loss, lack of job opportunities, unhappy working at home

E.g., struggling with virtual learning; coping with returning to school following lockdown; apprenticeships stopped

E.g., as a result of job loss/income reduction

E.g., loss of accommodation or having to stay in accommodation they are unhappy with due to the pandemic

E.g., increase in intake since lockdown; breading lockdown rules to obtain drugs or alcohol

Actual or threatened

Fear of self becoming infected, fear of self infecting others, fear of others becoming infected

E.g., fears of the impact of the pandemic on the future; a sense of being generally overwhelmed by the pandemic

E.g., loss of someone who died following COVID-19 infection or loss not COVID-19 related but unable to carry out usual rituals such as family
visits or funeral processes

E.g., disturbed sleep due to concerns about the pandemic; reversed sleep pattern due to lack of routine; difficulties carrying out caring or home
schooling; boredom

(Produced through research funded by the Department of Health and Social Care at the Centre for Suicide Research, University of Oxford, and the Multicentre Study of
Self-harm in England, with the assistance of clinicians in Oxford Health NHS Foundation Trust’s Emergency Department Psychiatric Service at the John Radcliffe
Hospital, Oxford, and in Derbyshire Healthcare NHS Foundation Trust’s Adult Mental Health Liaison Team South at the Royal Derby Hospital Service, Derby).
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