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Background
Hospital-treated self-harm is common, costly and associated
with repeated self-harm and suicide. Providing a comprehensive
psychosocial assessment following self-harm is recommended
by professional bodies and may improve outcomes.

Aims
To review the provision of psychosocial assessments after
hospital-presenting self-harm and the extent to which macro-
level factors indicative of service provision explain variability in
these estimates.

Method
We searched five electronic databases to 3 January 2023 for
studies reporting data on the proportion of patients and/or
events that were provided a psychosocial assessment. Pooled
weighted prevalence estimates were calculated with the
random-effects model. Random-effects meta-regression was
used to investigate between-study variability.

Results
119 publications (69 unique samples) were included. Across
ages, two-thirds of patients had a psychosocial assessment
(0.67, 95% CI 0.58–0.76). The proportion was higher for young
people and older adults (0.75, 95% CI 0.36–0.99 and 0.83, 95% CI

0.48–1.00, respectively) comparedwith adults (0.64, 95% CI 0.54–
0.73). For events, around half of all presentations had these
assessments across the age range. No macro-level factor
explained between-study heterogeneity.

Conclusions
There is room for improvement in the universal provision of
psychosocial assessments for self-harm. This represents a
missed opportunity to review and tailor aftercare supports for
those at risk. Given the marked unexplained heterogeneity
between studies, the person- and system-level factors that
influence provision of psychosocial assessments after self-harm
should be studied further.
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Self-harm, which refers to intentional drug overdose, self-injury
and/or self-poisoning irrespective of motivation and degree of sui-
cidal intent,1 is common, often repeated and strongly associated
with suicide.2 Hospital-treated self-harm has become a growing
public health concern and rates appear to be increasing, particularly
in young people, at least according to the number of presentations to
general hospitals.3 Self-harm also has considerable costs associated
with both hospital and aftercare treatment, both in low- to middle-
income4 and high-income5 countries worldwide.

The importance of providing psychosocial assessments
after self-harm

Although effective psychosocial interventions, particularly those
based on principles of cognitive–behavioural and dialectical behav-
ioural therapy, have been developed to reduce self-harm repetition
in adults,6 and to a lesser extent young people,7 these interventions
are typically delivered as aftercare. Given that many of these treat-
ment approaches are complex, multi-component and relatively pro-
longed, to review and tailor these aftercare supports professional
clinical practice guidelines recommend that all patients presenting
to the emergency department of a general hospital following self-
harm should also receive a thorough psychosocial assessment. At
a minimum, these assessments should thoroughly review the
patient’s mental health and social needs, circumstances preceding
the self-harm act, availability of supports to manage any ongoing
or future urges to engage in self-harm, and an assessment of the
patient’s access to potential lethal means of self-harm.8,9

Provision of a comprehensive psychosocial assessment follow-
ing self-harm is associated with reduced risk of self-harm repetition,
particularly among those with no prior contact with psychiatric ser-
vices.10 Routine provision of psychosocial assessments has also been
found to promote more frequent discussion of available treatment
options, and is associated with a shorter interval between discharge
and receipt of follow-up care.11 Given their potential cost-
effectiveness,12 psychosocial assessments are therefore an important
component of care.

Factors affecting provision of psychosocial
assessments after self-harm

Several demographic and clinical factors might modify the likeli-
hood that an individual patient is provided with a psychosocial
assessment, including age,13 gender/sex,14 socioeconomic
factors,15 previous history of psychiatric treatment,13 and previous
history of self-harm.13 At the clinician level, patient-related
factors (e.g. method of self-harm, access to social supports),
service-level factors (e.g. location, resource limitations owing to
high workloads and throughput) and individual staff factors (e.g.
confidence, training, knowledge) have all been found to influence
decision-making around assessments for people presenting to hos-
pital in suicidal crisis, including following self-harm.16 Clinical
practices and administrative policies in different settings may also
play a role, as might macro-level factors, such as per capita spending
on health and availability of trained staff, including specialist mental
health professionals.17
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To date, however, no studies have comprehensively reviewed
the proportion of patients receiving psychosocial assessment follow-
ing an episode of self-harm and the factors that may affect this, with
a view to providing recommendations to increase the consistency
with which patients are provided these important therapeutic
assessments. We therefore undertook a comprehensive review of
the international literature to determine the following: (a) the pro-
portion of patients (individuals) and presentations (events) that
were provided with a psychosocial assessment after an episode of
hospital-treated self-harm; and (b) the factors that affect whether
or not psychosocial assessments are provided.

Method

This review followed guidance in the updated version of the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) statement,18 and was pre-registered with the international
prospective register of systematic reviews (PROSPERO) database
(identifier CRD42021261531). Individual participant consent and
ethics approval was not required as only data from previously pub-
lished studies was included in our analyses.

Search strategy and selection criteria

The Cochrane Collaboration Depression, Anxiety and Neurosis
(CCDAN) specialised register (CENTRAL), Cochrane Database of
Systematic Reviews, Medline, EMBASE and PsycINFO were
searched from their respective start dates until 3 January 2023,
using the search strategy outlined in Supplementary Table 1 avail-
able at https://doi.org/10.1192/bjo.2023.625. Nomenclature in this
field has changed considerably over the past 60 years. We therefore
used keywords designed to capture a diversity of terms and defini-
tions of self-harm. Additionally, the reference lists of identified
studies and relevant reviews were hand searched.

All published and unpublished studies reporting data on the
proportion of patients (individuals) and/or presentations (events)
resulting in a psychosocial assessment after an episode of general
hospital-treated self-harm were eligible irrespective of design.
Studies were excluded if (a) patients were not recruited or identified
from the emergency department of a general hospital, (b) numeric
data on the outcome(s) of interest were not reported, (c) data could
not be calculated from the information reported, (d) study sample
either partially or fully overlapped with that of another included
study to ensure data from the same sampling frame was not
double counted and (e) published in a language other than
English (because of resourcing constraints).

Data extraction

All records were screened independently by two review authors on
title, followed by abstract. Any disagreements were resolved by the
senior review author (G.C.). We next retrieved the full texts of
studies and pairs of review authors independently screened these
full texts, identified studies for inclusion and recorded reasons for
exclusion. Once again, disagreements were resolved by discussion
with the senior review author (G.C.).

At this stage, we combined multiple publications so that each
study, rather than each publication, represented the unit of interest
in this review. Where multiple reports of data on the same outcome
were reported over the same recruitment period and in the same
setting, we preferentially extracted data from the study with the
largest denominator (i.e. the primary study) to prevent bias intro-
duced by double counting. Information from secondary studies
was only included if data were reported on different outcome(s)
or subgroups(s) from the primary study.

For each study, two review authors independently extracted
information on (a) study information, including study identifier,
year of publication, dates of recruitment and country of publication;
(b) participant information, including total number of individuals
or events, number of individuals or events lost to follow-up or with-
drawn and number of individuals or events analysed; (c) methods,
including study design, location and setting; (d) outcomes, includ-
ing data on the proportion of patients (individuals) and/
or admissions (events) provided a psychosocial assessment (numer-
ator and denominator); (e) potential modifying factors (specified a
priori), including (where possible) mean/median sample age,
gender/sex composition, socioeconomic composition, previous
history of psychiatric treatment and previous history of self-harm;
and (f) notes, including information on study funding and any
notable conflicts of interest. Any discrepancies were resolved by a
third rater (G.C.). Data extraction commenced on 3 January 2023.

Outcome measures

The main outcomes of this review were the pooled proportion of
patients and/or admissions provided a psychosocial assessment
(variously defined, see Supplementary Table 2 for all definitions)
within the emergency department following presentation for
hospital-treated self-harm. These outcomes could be ascertained
using multiple methods, including hospital and/or medical chart
review, clinician report, patient self-report, clinical registers or via
linkage to population administrative registers.

Statistical analyses

Quantitative synthesis was performed with the random-effects
model.19 Accompanying 95% confidence intervals were estimated
with the Hartung-Knapp-Sidik-Jonkman adjustment.20 We also
applied the Freeman–Tukey double-arcsine adjustment, as this
does not exclude studies with estimated proportions close to the
bounds.19 Others, however, have described misleading results in
meta-analyses because of problems in the stability of the back-
transformation of the Freeman–Tukey double-arcsine adjustment,
and recommend use of generalised linear mixed models (GLMM)
instead.21 Given that GLMM do not enable the calculation of indi-
vidual study weights,21 we preferenced the Freeman–Tukey double-
arcsine adjustment in this review, but undertook sensitivity analyses
with the GLMM method to investigate any potential impact of
transformation choice on the results.

Between-study heterogeneity was assessed with the I²-statistic.
As high I²-values do not necessarily mean data are inconsistent in
proportional meta-analyses,22 we also report τ2 and accompany-
ing 95% confidence intervals. We also explored potential
reasons for heterogeneity by investigating whether any of the fol-
lowing potential modifying factors, determined a priori, were
associated with influencing the prevalence of any of our outcomes,
using univariate random-effects meta-regression. These included
several macro-level factors: total healthcare spending adjusted to
US Dollars, psychiatric beds per 100 000 persons and psychiatrists
per 100 000 persons (i.e. potential proxy measures for availability
of mental health staffing). These factors were extracted from the
World Health Organization Mental Health Atlas within ±5
years of the mid-point of the study recruitment period. We also
included several study-level factors, such as study recruitment
year (or mid-point in the case of studies that recruited over mul-
tiple years), proportion of females, proportion of below average
socioeconomic status, proportion with a previous history of psy-
chiatric treatment and proportion with a previous history of
self-harm.

Subgroup analyses were next conducted to investigate whether
the proportion of individuals and events with each of these
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outcomes varied by age: young people (mean sample age: ≤25
years), adults (mean sample age: >25 years to <60 years) and
older adults (≥60 years). Differences between groups was assessed
with the χ2-test.19 Finally, sensitivity analyses using the leave-one-
out method was used to investigate the potential influence of each
individual study on the pooled estimates. Analyses were undertaken
in R software for Windows, version 4.0.5, using the meta23 and
metafor24 packages.

Publication bias assumes that intervention studies reporting
positive results are more likely to be submitted, and subsequently
accepted, for publication compared with those reporting negative
or null results. However, this assumption may not hold for preva-
lence studies because there is no consensus as to what the ‘true’
prevalence may be.19 Therefore, we followed previous guidance
and did not use a statistical test to investigate publication bias.19

Instead, we assessed potential publication bias qualitatively.

Risk-of-bias assessment

Risk of bias was assessed with a tool modified for use with systematic
reviews and meta-analyses of prevalence data.25 This tool comprises
four items affecting external validity (i.e. sample representativeness,
sampling frame, participant selection and non-response bias) and
seven items affecting internal validity (i.e. data collection, case def-
inition, validity and reliability of outcome assessments, consistency
of data collection across cases and controls, appropriateness of
observation period, adequacy of the sample size and overall risk
of bias). Each item was scored as ‘high’, ‘low’ or ‘unclear’ risk of
bias, with the last category indicating either lack of information or
uncertainty over the potential for bias. We report a justification
for our scores in an accompanying risk-of-bias table, and visualised
these judgements with the robvis tool for Windows26 in an accom-
panying figure. Risk-of-bias assessments were conducted by pairs of
review authors independently, with any discrepancies resolved by
consensus.

Results

A total of 11 457 records were identified by the electronic search,
with three additional records identified following hand searching;
10 890 studies remained eligible for screening following the
removal of duplicate records. Following a review of their titles
and abstracts, 10 193 were excluded, and a further 480 were
excluded following a review of their full texts for the reasons out-
lined in Supplementary Fig. 1. A further 98 records, representing
79 studies, were excluded from this review, and instead are included
in a related review of psychiatric in-/out-patient treatment following
self-harm. The interrater reliability between pairs of review authors
was moderate (Cohen’s κ ranged from 0.61 to 0.79).

A total of 119 publications, representing 69 unique samples,
were included (see Supplementary Table 2 for the full reference
list and methodological details). These 69 studies reported data on
140 021 individual patients and 2 256 706 episodes of self-harm
(events). Over half (58.8%) used cross-sectional designs. The
included samples had been recruited from 26 different countries.
According to World Bank classifications,27 most were from high-
income countries, including the UK (29 samples), Australia (five
samples), the USA (five samples), Finland (two samples), Italy
(three samples), South Korea (two samples), Sweden (two
samples), Taiwan (two samples), and one each from Belgium,
Canada, Denmark, France, Greece, Japan, New Zealand, Norway,
Portugal, Qatar, Republic of Ireland and The Netherlands. A
number of samples were from upper-middle-income countries,

including South Africa (two samples), Turkey (two samples) and
Brazil. A smaller number of samples were from lower-middle-
income countries, including one each from Nepal, Pakistan and
Sri Lanka.

Although most studies included both females and males, in the
majority of the 61 samples that reported information on gender/
sex composition, over half (59.5%) of the sample were female.
Only six of the included samples reported information on socio-
economic level. In these, less than half (34.8%) of the sample
were of below average/median socioeconomic status. In the 34
samples that reported information on lifetime history of self-
harm, 39.1% had a previously engaged in self-harm before the
index episode leading to study inclusion. Finally, in the 26
samples reporting information on lifetime history of psychiatric
treatment, just over half (52.6%) had received previous treatment;
however, it was not always clear whether this was on an in- and/or
out-patient basis.

The weighted mean age of participants at recruitment was
31.6 ± 13.1 years (range: 12.9–74.2 years). On the basis of the
average sample age, there were 72 samples that reported data for
adults (i.e. those aged >25 years to <60 years; weighted mean age
34.6 ± 3.9 years), 15 that reported data for young people (i.e. those
aged ≤25 years; weighted mean age 16.1 ± 3.3 years) and five that
reported data for older adults (i.e. those aged ≥60 years; weighted
mean age 74.2 ± 0.9 years). Note that some studies contributed
data to more than one subgroup if data were available disaggregated
by age group.

Risk of bias

Risk of bias was rated as unclear or high for all included studies, with
potential biases most apparent for the domains of representative-
ness (60 studies), generalisability (32 studies) and acceptability of
case ascertainment (50 studies) (see Supplementary Fig. 2 and
Supplementary Table 3).

Proportion of patients (individuals) who had a
psychosocial assessment after self-harm

Overall, across the age range nearly two-thirds of patients received a
psychosocial assessment in the emergency department following
hospital-treated self-harm (random-effects prevalence 0.67, 95%
CI 0.58–0.76). Around three-quarters (random-effects prevalence
0.64, 95% CI 0.54–0.73) of adults were provided with these assess-
ments. This compares with three-quarters of young people
(random-effects prevalence 0.75, 95% CI 0.36–0.99) and the major-
ity of older adults (random-effects prevalence 0.83, 95% CI 0.48–
1.00). Despite this, differences between subgroups were not signifi-
cant (Fig. 1). As expected, heterogeneity between studies was sub-
stantial (I² = 99.6%), and the 95% confidence interval around τ2

excludes zero (τ2 = 0.13, 95% CI 0.09–0.20), suggesting that some
between-study heterogeneity remained unexplained.

Proportion of presentations (events) that received a
psychosocial assessment after self-harm

With regards to presentations (events), rather than individual
patients, just over half of all presentations across the age range
received a psychosocial assessment (random-effects prevalence
0.59, 95% CI 0.50–0.68). Half of all presentations by adults received
a psychosocial assessment (random-effects prevalence 0.57, 95% CI
0.46–0.67) compared with the majority of presentations by young
people (random-effects prevalence 0.69, 95% CI 0.48–0.86). No
studies reported data on this outcome for older adults. Again,
despite this, differences between subgroups were not significant
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(Fig. 2). Again, heterogeneity between studies was substantial (I² =
99.9%), although the lower bound of the 95% confidence interval for
the τ2 was close to zero (τ2 = 0.06, 95% CI 0.04–0.11).

Sensitivity analyses

There was no evidence that transformation choice (i.e. Freedman-
Tukey versus GLMM) materially affected the results. Further,

Young people (aged≤25 years)
Scott 1993, UK 3 16 0.0% 1.5%
Shuchman 1996, USA 26 28 0.0% 1.6%
Shahid 2009, Pakistan 2 93 0.1% 1.7%
McNicholas 2011, Republic of Ireland 175 183 0.2% 1.7%
Ferreira 2019, Portugal 70 85 0.1% 1.7%
Shekunov 2021, USA 94 97 0.1% 1.7%
Farooq 2021, UK 9020 11906 14.8% 1.7%
Chang 2022, Taiwan 62 62 0.1% 1.6%
Total (fixed effect, 95% CI) 12470 15.5%
Total (random effect, 95% CI) --

--
13.1%

Heterogeneity: Tau2= 0.2212; Chi2 = 485.48, d.f. = 7 (P < 0.01); I2 = 99%

Heterogeneity: Tau2 = 0.1311; Chi2 = 13312.29, d.f. = 59 (P< 0.01); I2 = 100%
Test for subgroup differences (common effect): Chi2 = 1302.06, d.f. = 2 (P< 0.01)
Test for subgroup differences (random effects): Chi2 = 2.51, d.f. = 2 (P = 0.28)

Adults (aged >25 to <60 years)
Gardner 1982, UK
Vidalis 1987, UK
Black 1988, UK
Hengeveld 1988, The Netherlands
Rygnestad 1991 (1978 cohort, males), Norway 
Rygnestad 1991 (1978 cohort, females), Norway 
Rygnestad 1991 (1987 cohort, males), Norway 
Rygnestad 1991 (1987 cohort, females), Norway 
Bland 1994, Canada
Pang 1996, UK
Kinmond 2000 (1997 cohort), UK
Runeson 2000, Italy
Runeson 2000, Sweden
Suominen 2000, Finland
Ardagh 2001, New Zealand
McCauley 2001, UK
Tountas 2001, Greece
Whyte 2001, UK
Kapur 2002, UK
Haw 2002, UK
Barr 2004, UK
Reith 2004, Australia
Suominen 2004a, Finland
Nordentoft 2005, Denmark
Nakin 2007, South Africa
Aziajnkrycer 2007, USA
Haq 2010, UK
Russell 2010, UK
Joubert 2012, Australia
Song 2012, South Korea
Hendrix 2013, Belgium
Bergen 2014, UK
Lin 2014, Taiwan
Pavarin 2014, Italy
Atreya 2015, Nepal
Cooper 2015, UK
Akoz 2016, Turkey
Botti 2016, Italy
Ferreira 2016 (males), Brazil
Ferreira 2016 (females), Brazil
Kawahara 2017, Japan
Breet 2018, South Africa

Kang 2021, South Korea
McGill 2021, Australia
Knipe 2021, Sri Lanka
Ege 2022, Turkey
Total (fixed effect, 95% CI) 
Total (random effect, 95% CI)

213 0.3% 1.7%
74 93 0.1% 1.7%
34 0.1% 1.7%

173 0.2% 1.7%
102 0.1% 1.7%
155 0.2% 1.7%
160 0.2% 1.7%
201 0.3% 1.7%
275 0.3% 1.7%
155 0.2% 1.7%
353 0.4% 1.7%

5 30 0.0% 1.6%
33 89 0.1% 1.7%
71 111 0.1% 1.7%

561 0.7% 1.7%
65 70 0.1% 1.7%

146 0.2% 1.7%
15 50 0.1% 1.6%

604 0.8% 1.7%
106 0.1%

1.7%
1308 3.0%

1.7%

3347 4.6%
1.7%

1198 1.5% 1.7%
223 0.3% 1.7%

14 38 0.0% 1.6%
148 0.2% 1.7%

0 25 0.0% 1.6%
675 0.8% 1.7%

64 72 0.1% 1.7%
335 0.4% 1.7%
312 0.4% 1.7%

22 230 48.6% 1.7%
429 0.6% 1.7%

505 0.6% 1.7%
9 10 0.0% 1.4%

3574 7.7% 1.7%
533 0.7% 1.7%
252 0.3% 1.7%

154 0.2% 1.7%
226 0.3% 1.7%
302 0.5% 1.7%
171 0.3% 1.7%
248 0.3% 1.7%
278 0.7% 1.7%

2327 2.9% 1.7%
1254 1.7% 1.7%
249 0.3% 1.7%

65680 81.8% --
-- 78.6%

Older adults (aged≥60 years)
Suominen 2004 (males), Finland 22 35
Suominen 2004 (females), Finland 23 46
Hawton 2006, UK 730
Murphy 2012, UK 953
Jackson 2020, Australia 157
Total (fixed effect, 95% CI) 2145

80295 100.0%
100.0%

Total (random effect, 95% CI)

Total (fixed effect, 95% CI)
Total (random effect, 95% CI)

Heterogeneity: Tau2 = 0.0856; Chi2 = 177.39, d.f. = 4 (P< 0.01); I2 = 98%

Study or
Subgroup

Weight
(random) IV, Fixed + Random, 95% CI IV, Fixed + Random, 95% CI

Heterogeneity: Tau2 = 0.1214; Chi2 =11347.35, d.f. = 46 (P<0.001); I2 = 100%

0.0% 1.6%
0.1% 1.6%
0.9% 1.7%
1.5% 1.7%
0.2% 1.7%
2.7% --

--

--

--

8.3%

0 0.2 0.4 0.6 0.8 1

Events Total
Weight

(common)

Al-Amin 2021, Qatar

29

100
152

25
23
35
27

128
104
113

372

124

246
95

2417
3678

670
210

63

675

110
278

39014
468

149

6150
366
157

170
242
405
238
270
578

2327
1401
249

157
1177

681

0.19 [0.04–0.46]
0.93 [0.76–0.99]
0.02 [0.00–0.08]
0.96 [0.92–0.98]
0.82 [0.73–0.90]
0.97 [0.91–0.99]
0.76 [0.75–0.77]
1.00 [0.94–1.00]
0.76 [0.76–0.77]
0.75 [0.36–0.99]

0.14 [0.09–0.19]
0.80 [0.70–0.87]
0.34 [0.25–0.44]
0.88 [0.82–0.921
0.25 [0.17–0.34]
0.15 [0.10–0.21]
0.22 [0.16–0.29]
0.13 [0.09–0.19]
0.47 [0.41–0.53]
0.67 [0.59–0.74]
0.32 [0.27–0.37]
0.17 [0.06–0.35]
0.37 [0.27–0.48]
0.64 [0.54–0.73]
0.66 [0.62–0.70]
0.93 [0.84–0.98]
0.85 [0.78–0.90]
0.30 [0.18–0.45]
0.41 [0.37–0.45]
0.90 [0.82–0.95]
0.54 [0.52–0.56]
0.91 [0.90–0.92]
0.56 [0.53–0.59]
0.94 [0.90–0.97]
0.37 [0.22–0.54]
0.43 [0.34–0.51]
0.00 [0.00–0.14]
1.00 [0.99–1.00]
0.89 [0.79–0.95]
0.33 [0.28–0.38]
0.89 [0.85–0.92]
0.57 [0.56–0.57]
0.92 [0.89–0.94]
0.30 [0.26–0.34]
0.90 [0.55–1.00]
0.58 [0.57–0.59]
0.69 [0.65–0.73]
0.62 [0.56–0.68]
0.91[0.85–0.95]
0.93 [0.89–0.96]
0.75 [0.70–0.79]
0.72 [0.66–0.77]
0.92 [0.88–0.95]
0.48 [0.44–0.52]
1.00 [1.00–1.00]
0.90 [0.88–0.91]
1.00 [0.99–1.00]
0.64 [0.64–0.64]
0.64 [0.54–0.73]

0.63 [0.45–0.79] 
0.50 [0.35–0.65] 
0.93 [0.91–0.95] 
0.81 [0.79–0.83] 
1.00 [0.98–1.00] 
0.87 [0.86–0.89] 
0.83 [0.48–1.00]

0.67 [0.66–0.67]
0.67 [0.58–0.76]

Fig. 1 Mixed-effects pooled estimates of the proportion of persons (individuals) resulting in a psychosocial assessment in the emergency
department following a hospital presentation for self-harm. The red boxes indicate the weighting applied to the study effect size in the analysis.
Please see supplementary material for full reference details of studies mentioned in this figure. IV, inverse variance.
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influence analyses did not indicate that any one sample was asso-
ciated with excessive influence.

Meta-regression

Each one-unit increase in study recruitment year was associated
with, on average, a 1.2% increase in the proportion of individuals
provided a psychosocial assessment following a hospital presenta-
tion for self-harm. There was also some suggestion that a greater
proportion of the sample with below average socioeconomic
status was associated with a 1.3% reduction in the proportion of
individuals receiving a psychosocial assessment following a hospital
presentation for self-harm. However, as only six samples reported
data on this factor, results should be interpreted with caution
(Table 1). No macro-level factor was associated with between-
study heterogeneity.

Discussion

We included 119 publications, representing 69 unique samples, in
this review. These samples reported data on 140 021 individual par-
ticipants and 2 256 706 episodes of self-harm. We found that
around two-thirds of adults presenting to emergency departments

following an episode of self-harmwere provided with a psychosocial
assessment. In contrast, three-quarters of young people and almost
all older adults were provideed with these assessments. For presen-
tations (events), rather than individual patients, around half of all
presentations by adults were provided with a psychosocial assess-
ment, compared with the majority of presentations by young
people. No samples reported data for older adults for this
outcome. Taken together, results suggest that for adults, repeat epi-
sodes of self-harm may be less likely to be provided with
a psychosocial assessment, as evidenced by the lower pooled preva-
lence estimate for presentations (events) compared with individuals
(patients). Conversely, for young people, the similar pooled preva-
lence estimates for individuals (patients) and presentations
(events) suggest that repeat self-harm events are usually provided
with a psychosocial assessment. The position for older adults is
unknown.

More recent studies were associated with an increase in the
proportion of individuals provided with a psychosocial assessment
following a hospital presentation for self-harm, suggesting some
improvements have occurred over time. This may be explained
by a number of factors. First, it may be that national clinical prac-
tice guidelines, or perhaps more importantly local clinical policy
initiatives reflective of these guidelines,28 may have resulted in a
greater number of self-harm presentations provided with an

Adults (aged >25 to <60 years)
Adams 1986, UK 1674 3349 0.1% 3.3%
Owens 1988, UK 20 525 0.0% 3.3%
McGrath 1989, Australia 232 325 0.0% 3.3%
Hawton 1992, UK 11104 13340 0.6% 3.4%
Ebbage 1994, UK 270 300 0.0% 3.3%
Dennis 1997, UK 154 934 0.0% 3.3%
Whyte 1997, Australia 568 584 0.0% 3.3%
Kapur 1999, UK 255 477 0.0% 3.3%
Dennis 2001, UK 362 1367 0.1% 3.3%
Runeson 2001, Sweden 188 329 0.0% 3.3%
Kapur 2003, UK 762 1778 0.1% 3.3%
Cooper 2003, UK 2922 3220 0.1% 3.3%
Marriott 2003, UK 182 257 0.0% 3.3%
Bennewith 2005, UK 1631 2763 0.1% 3.3%
Doshi 2005, USA 885800 2060000 91.7% 3.4%
Gunnell 2005, UK 2236 4007 0.2% 3.3%
Olfson 2012, USA 2183 4595 0.2% 3.3%
Cooper 2013, UK 4185 7689 0.3% 3.4%
Ness 2015, UK 30979 57734 2.6% 3.4%
Geulayov 2016, UK 35960 67653 3.0% 3.4%
Opmeer 2017 (2014 cohort), UK 213 373 0.0% 3.3%
Opmeer 2017 (2015 cohort), UK 258 381 0.0% 3.3%
Perquier 2017, France 168 355 0.0% 3.3%
Witt 2023 (females), Australia 1637 2753 0.1% 3.3%
Witt 2023 (males), Australia 1231 2523 0.1% 3.3%
Total (fixed effect, 95% CI) 2237611 99.6% --

--Total (random effect, 95% CI) 83.4%
Heterogeneity: Tau2 = 0.0643; Chi2 = 22583.94, d.f. = 24 (P < 0.001); I2 = 100%

Young people (aged≤25 years)
Hawton 1992 , UK 2272 2741 0.1% 3.3%
Davies 1999, UK 115 134 0.0% 3.3%
Hawton 2012, UK 1500 2632 0.1% 3.3%
Witt 2023 (females), Australia 1062 1703 0.1% 3.3%
Witt 2023 (males), Australia 391 757 0.0% 3.3%

0.2 0.4 0.6 0.8

Total (fixed effect, 95% CI) 7967 0.4% --
--Total (random effect, 95% CI) 16.6%

Heterogeneity: Tau2 = 0.0289; Chi2 = 604.33, d.f. = 4 (P < 0.01); I2 = 99%

Total (fixed effect, 95% CI) 2245578 100.0% --
Total (random effect, 95% Cl) -- 100.0%
Heterogeneity: Tau2 = 0.0595; Chi2 = 25035.50, d.f. = 29 (P < 0.001); I2 = 100%
Test for subgroup differences (common effect): Chi2 = 1847.23, d.f. = 1 (P < 0.001)
Test for subgroup differences (random effects): Chi2 = 1.83, d.f. = 1 (P = 0.18)

Study or
Subgroup

Weight
(random)Events IV, Fixed + Random, 95% CI

Weight
(common) IV, Fixed + Random, 95% CITotal

0.50 [0.48–0.52]
0.04 [0.02–0.06]
0.71 [0.66–0.76]
0.83 [0.83–0.84]
0.90 [0.86–0.93]
0.16 [0.14–0.19]
0.97 [0.96–0.98]
0.53 [0.49–0.58]
0.26 [0.24–0.29]
0.57 [0.52–0.63]
0.43 [0.41–0.45]
0.91 [0.90–0.92]
0.71 [0.65–0.76]
0.59 [0.57–0.61]
0.43 [0.43–0.43]
0.56 [0.54–0.57]
0.48 [0.46–0.49]
0.54 [0.53–0.56]
0.54 [0.53–0.54]
0.53 [0.53–0.54]
0.57 [0.52–0.62]
0.68 [0.63–0.72]
0.47 [0.42–0.53]
0.59 [0.58–0.61]
0.49 [0.47–0.51]
0.44 [0.44–0.44]
0.57 [0.46–0.67]

0.83 [0.81–0.84]
0.86 [0.79–0.91]
0.57 [0.55–0.59]
0.62 [0.60–0.65]
0.52 [0.48–0.55]
0.68 [0.67–0.69]
0.69 [0.48–0.86] 

0.44 [0.44–0.44]
0.59 [0.50–0.68] 

Fig. 2 Mixed-effects pooled estimates of the proportion of admissions (events) resulting in a psychosocial assessment in the emergency
department following a hospital presentation for self-harm. The red boxes indicate the weighting applied to the study effect size in the analysis.
Please see supplementary material for full reference details of studies mentioned in this figure. IV, inverse variance.
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assessment. Alternatively, improvements in, and uptake of, elec-
tronic administrative data systems over time may also account
for improved and consistent records of treatment provided
within healthcare services, rather than reflecting a genuine
change in assessment practice.

Although we found no clear impact of differences in per capita
availability of psychiatrists, increasing the number and diversity of
professionals capable of providing these assessments through, for
example, provision of comprehensive and regular training for all
emergency department personnel,29 is likely to lead to significant
increases in the proportion of presentations receiving these
assessments. In particular, given that recent work suggests there
is no difference in short-term risks of self-harm repetition by
professional background (i.e. psychiatrist versus trained
nurses),30 providing comprehensive training to nurses to lead
these assessments may help to not only increase provision, but
also enhance potential scalability to lower-resource settings.
Presently, however, only around half of hospital doctors and a
quarter of nurses report receiving training in providing psycho-
social assessments for self-harm.31

Psychosocial assessments should thoroughly review a patient’s
mental health and social needs, circumstances preceding the self-
harm episode, availability of supports to manage any ongoing or
future urges to engage in self-harm, and access to potential lethal
means of self-harm.8 They should also be conducted in a person-
centred,32 culturally competent,33 compassionate and empathetic
manner,34 and should avoid a formulaic assessment of risk.32 The
purpose of the assessment should also be made clear at the outset,
and where possible, conducted within a private space as soon as
practical after presentation.35 However, few studies included in
this review reported sufficient information on what constituted a
psychosocial assessment. Identifying the active component(s) of
these assessments should be prioritised to inform the development
of future interventions for self-harm.13 This is important because
some individuals do not experience psychological assessments
alone as helpful.36

There was marked variability in estimates between studies, as
indicated by the very high levels of between-study heterogeneity.
It is therefore likely that future, more robust studies may change
our confidence in these estimates. Given that none of the macro-
level factors investigated by this review were associated with
between-study heterogeneity, including psychiatric beds and
psychiatrists per 100 000 persons, these findings highlight the
likely significant role that local systems of care and context may
play in determining how frequently psychosocial assessment for
self-harm occurs. Work from the UK, for example, has shown
wide variation in the likelihood that psychosocial assessments
following self-harm are provided, even within well-resourced

settings.37 Further research is therefore needed to understand the
role that person- and system-level factors may play in influencing
provision of psychosocial assessments after hospital-presenting
self-harm.

Risk of bias was rated as unclear or high risk of bias for all
included studies. Few studies provided data to indicate whether
the catchment area was comparable to the relevant national popu-
lation on important prognostic factors, and therefore, whether
prevalence estimates derived from these studies were valid. With
regards to generalisability, a number of studies excluded partici-
pants either on the basis of self-harm method used, ethnicity
and physical and/or psychiatric comorbidities. Finally, with
regards to acceptability of case ascertainment, most studies iden-
tified self-harm presentations from ICD version 9 or 10 codes
alone. However, previous work has demonstrated that the sensi-
tivity of ICD codes in identifying self-harm is low,38 and supple-
mentation using textual fields is recommended to improve the
enumeration of self-harm where intent is ambiguous.39

Improving the quality of future studies reporting the prevalence
of psychosocial assessment and other related aspects of the clinical
management of self-harm will have an important impact, and
may, in fact, change our confidence in the estimates observed in
this review.

Finally, according toWorld Bank classifications,27 only 11.6% of
samples were recruited from low- to middle-income countries.
Previous studies have found that although the 12-month prevalence
of self-harm is similar in both low- to middle-income countries and
high-income countries,40 risks of self-harm repetition may be lower
in low- to middle-income countries.41 Nevertheless, three-quarters
of global suicide deaths occur in these countries.41 Given that
psychosocial assessments have the potential to offer a relatively
low-resource, cost-effective approach,12 their development and
widescale implementation should be prioritised in these countries
as part of national suicide prevention strategies.

In conclusion, routine psychosocial assessment is a critically
important part of hospital care for self-harm, particularly because
the information gathered will help to engage patients in treatment
and inform allocation of aftercare. This review found that around
one in three adults, a quarter of young people and almost a fifth
of older adults are not provided with a psychosocial assessment fol-
lowing an episode of hospital-treated self-harm. Although there has
been modest improvement over time, these effects did not clearly
map onto macro-level changes in, for example, per capita availabil-
ity of psychiatrists or psychiatric beds. Overall, there is considerable
scope for improvement both within and between services, to ensure
recommendations that all self-harm presentations are provided a
comprehensive psychosocial assessment as soon as possible follow-
ing presentation are met.

Table 1 Univariate random-effects meta-regression effects for macro- and study-level covariates on prevalence estimates

Covariate

Individuals Events

β s.e. P-value β s.e. P-value

Macro-level covariates
Total healthcare spending, adjusted to USD (per $1000) 1.56 3.52 0.658 −0.31 0.29 0.288
Psychiatric beds, per 100 000 persons −0.12 0.09 0.207 −0.01 0.12 0.928
Psychiatrists, per 100 000 persons −1.78 1.00 0.077 −0.25 1.56 0.874

Study-level covariates
Study recruitment year 1.23a 0.42a 0.003a −0.14 0.42 0.730
Percentage of sample, female 0.02 0.23 0.929 0.19 0.21 0.371
Percentage of sample, below average SES −1.25a 0.38a 0.001a − − −

Percentage of sample, lifetime history self-harm −0.26 0.42 0.544 0.61 0.44 0.712
Percentage of sample, lifetime history of psychiatric treatment 0.39 0.52 0.456 −0.29 0.40 0.468

Dashes indicate covariates and subgroups with insufficient observations. USD, US Dollar; SES, socioeconomic status.
a. Coefficient is significant at the conventional <0.05 level.
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