
Background

Suicide happens much more often after an episode of non-fatal
self-harm than it does in the general population. Self-harm is
one of our strongest predictors of completed suicide,1 and the
older the person who has self-harmed the greater the risk of
subsequent suicide.2,3 Research that has demonstrated this effect
of age has, however, been unconvincing. Self-harm in older people
is rarer than in the young, so studies have been based either on
small samples of older people or on cohorts that were assembled
over many years – rendering the findings susceptible to
imprecision and to temporal and cohort effects. Such limitations
have been overcome by Murphy and colleagues in a multicentre
study of self-harm in people aged 60 and over, reported in this
Journal.4 They recruited to their 8-year cohort study in three
English cities more than a thousand individuals who attended
hospital because of non-fatal self-harm. The study used well-
validated methods for case identification and comprehensive
tracing at follow-up. They found that 1.5% died by suicide in
the next 12 months, pointing to a suicide rate 67 times that of
the general over-60 population and 3 times that of younger adults
who self-harm (where the suicide rate was 24 times greater than
that in the general population). Men aged 75 and over had the
highest suicide rate.

Suicide rates in England have decreased substantially in the
past 20 years and rates in older groups have dropped more than
those in the overall populations of males and of females. This fall
has been attributed to a variety of factors including better welfare
and economic conditions, better access to specialist services, and
increased recognition and effective treatment of depression. Male
and female rates are currently highest among 30- to 50-year-olds
(although recent rates show a second peak in the very elderly, aged
80 years or over).5 Why then, despite suicide rates being generally
lower among older than younger adults, does suicide following
self-harm show a contrary pattern? First, research has repeatedly
emphasised that, more often than not, self-harm in older people
represents a failed attempt at suicide; other motives for the

behaviour are correspondingly less frequent than in younger
adults.6 Second, the recognised determinants of suicide in the
elderly population – depression, poor physical health and poor
social support – are evident in older patients who attend hospital
because of self-harm.6

A succession of guidance statements – consensus and
evidence-based – have set out advice on hospital care that is in
keeping with the high suicidality of older patients who have
self-harmed. These include advice from the Royal College of
Psychiatrists (College Reports 32,7 1228 and 158;9 and Better
Services for People who Self-Harm);10 and National Institute for
Health and Clinical Excellence (NICE) guidelines on short-term
and long-term management of self-harm (Clinical Guidelines 16
and 133).11,12 These guidelines, spanning nearly 20 years,
consistently and strongly advise that all older people who
self-harm should be assessed by an old-age psychiatrist, or at
least by a mental health specialist trained to assess risks and
needs in this age group. In the cohort study described in the
current edition of the Journal 4 the study population represents
patients in England who ought to have been subject to these
recommendations. The authors found a high but incomplete rate
of psychosocial assessment (81%) but we do not know whether
the assessors were suitably trained and experienced in old-age
care. Although 90% of those assessed received referral for
aftercare, more than one-third of the aftercare was in the form
only of referral to the general practitioner (GP), thereby not
resulting in any specialist care. These findings may suggest that
general hospital care is below an optimal level but we know from
earlier work that it probably represents better assessment and
aftercare than is experienced by patients younger than 60 years.13

What are the key messages for management
of self-harm in older people?

First, the present findings4 re-emphasise the need for adherence to
the existing guidance concerning specialist assessment following
an episode of self-harm in older people. Adherence to guidelines
should be monitored and audited by healthcare providers,
particularly where there is pressure on bed numbers in the general
hospital; older people should not be discharged home from the
emergency department before an appropriate assessment has been
undertaken by a skilled mental health professional.

Second, mental health services and primary care need to be
ready to deal with longer-term management of vulnerable older
people with depression and a history of self-harm – because of
their hugely increased risk of suicide2–4,14 and its relation to
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persistent depression.14 Optimum management of any depression
(including the use of maintenance antidepressant medication
when appropriate), close follow-up, collaboration and liaison
between agencies, and engagement with key social factors is
crucial in the care of older people who have self-harmed.
Collaborative care models have proved beneficial in older patients
with depression with suicidal ideation. In the USA, the Improving
Mood Promoting Access to Collaborative Care Treatment
(IMPACT) trial examined collaborative care for older patients
with depression, assigning patients a depression care manager
who provided support, education and psychological therapy as
well as liaison between the primary care physician and a
psychiatrist; there were benefits in the long-term management of
depression as well as a significant reduction in suicidal ideation.15

Importantly, depression care managers provided close follow-up,
ensured optimal management of patients who had initial partial
response or resistant depression, and assisted in the development
of relapse prevention plans.

The Prevention of Suicide in Primary Care Elderly:
Collaborative Trial (PROSPECT), a USA study of older patients
with depression in primary care, examined the effects of a
collaborative and stepped-care approach involving antidepressant
medication, care management and psychotherapy; the active
intervention was associated with a quicker reduction in suicidal
ideation.16 These clinical trials investigate collaborative and
supportive components of care in depression among older
patients and encourage cooperation with taking medication. In
both cases they also examined the use of psychological therapies,
in particular problem-solving and interpersonal psychotherapy.

In the UK monitoring study set out in this Journal,4 over half
of the patients received specialist mental healthcare following the
index self-harm episode. In earlier research by others,14 nearly
two-thirds of patients were still receiving psychiatric treatment 1
year after the index self-harm episode. The current research base
therefore points to the need for assessment of suicidal ideation
as a continuous process during an episode of care: during the
course of a depressive episode, older patients can change from
being ‘passive ideators’ with death wishes to having active suicidal
thoughts.17 The recent NICE guidance on longer-term management
of self-harm (Clinical Guidance 133) emphasises care planning
and risk management strategies.12

When striving to reduce the risk of subsequent suicide in
individuals who have self-harmed, attending only to the clinical
management of late-life depression is unlikely to be sufficient.
In the social domain, integration and support are particularly
relevant: self-harm in older people is associated with widowhood,
living alone, social isolation and low levels of social support. In the
recent past we compared two groups of older people with
depression in secondary care: those who had and had not ever
self-harmed.18 Severity of depression and other health and social
variables were similar in both groups but individuals who had
harmed themselves were more likely to have a poorly integrated
social network, and they reported lower levels of community
support. The innovative work of De Leo and colleagues in Italy
with the large scale TeleHelp–TeleCheck intervention illustrates
the potential of increased social support combined with a crisis
service.19 In that study vulnerable older people were referred to
the service by their GP or social worker. The intervention involved
twice-weekly telephone support from a trained professional and
the provision of an alarm connected to a 24 h response network.
The service was provided for over 18 000 elderly people over a
10-year period, resulting in a significant reduction in the suicide
rate as a consequence of reduced female suicides. Besides those
who are socially isolated, vulnerable older people include those
with physical ill health and disability – poor physical health is

known to be a common feature of older people who self-harm,6

and disability is independently associated with suicidal ideation.20

Suicide in older people, although less frequent than it once
was, is a significant cause of death. The accompanying distress
caused to family and friends – and to any staff who have been
dealing with the person’s healthcare – is often severe. Attendances
at the general hospital’s emergency department because of non-fatal
self-harm are perhaps the best single harbinger of that shocking
outcome. We are unlikely to gain very much more from research
that elucidates further risk indicators for older people following
self-harm: they generally have substantial risk and need for care.
We must ensure adequate assessment and aftercare, in particular
for men, who have proved – as with younger males after self-harm
– especially difficult to engage in treatment and care. The role of
the specialist in assessment and longer-term management of older
people following self-harm, in particular for people with
depression, further highlights the importance of mental health
services that specifically cater for the needs of older people. With
an increasing number of frail older people being cared for in
community settings, the development and increased availability
of modern communication technology for those who are
vulnerable seems one of the most promising routes for research
and development.
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Rembrandt Bugatti
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Rembrandt Bugatti was born in Milan in 1884. His family belonged to Italy’s artistic nobility,
and his conspicuous first name was given to him by his uncle, the notable painter Giovanni
Segantini.

Among the family’s friends was Russian sculptor Prince Paolo Troubetzkoy, who introduced
young Bugatti to the particulars of plasticine sculpture; the Prince also shared his
enthusiasm for the animal world, with its grand diversity of species providing excellent
fodder for a visual artist. When Bugatti was in his teens, his family relocated to Paris, where
he met gallery owner Adrian Hebrard, who commissioned and exhibited the budding
sculptor’s early bronze offerings. Still under Prince Troubetzkoy’s influence, Bugatti began
frequenting the wildlife sanctuary at Paris’ Jardin de Plantes, where he closely observed
the fauna’s kaleidoscopic array of physical and behavioural traits. Having immersed
himself in animal study and refined his artistic talents, Bugatti moved to Antwerp, where
he sculpted such works as the ‘Sacred Hamadryas Baboon’. Additionally, his rendition of
a silver elephant was appropriated by his elder brother, Eltore, when he became a
renowned manufacturer of the coveted Bugatti Royale.

Despite his promising artistic career, Rembrandt Bugatti contended with bouts of
depression; he found some alleviation in his sculptures; his other solace was found at
the Antwerp Zoo, home to a vibrant and glorious gathering of lions, panthers, and his
especially beloved elephants. In these formidably colossal creatures, the artist saw the best of human qualities – maternal care,
fraternal revelry, and communal cooperation. He endeavoured to convey these qualities in sculptures suggestive of immense
potential energy; yet he lamented that there was only so much a still art form could depict of the wondrous elephantine
movements.

However, Bugatti’s lament over a fundamentally artistic problem would pale in comparison to the ensuing heartbreak found with
the arrival of World War I. The outside world had fallen into chaos. Those denizens of the Antwerp Zoo – glorious as they may
have been – were ultimately just beasts; amidst the massive slaughter of humans, only the slightest of concern could remain for
these animals, who were expunged by zookeepers in a collective ‘mercy killing’. The animals were victims of a conflict they could
never begin to comprehend. As for Bugatti, he understood all too well. The latest in warfare technology had made a grand debut.
With mustard gas, tanks, and industrial-sized casualties, there were far greater issues at hand than the artist’s microcosmic
suffering over dead animals.

But the artist was suffering indeed; Bugatti’s depression returned with a vengeance; the landscape of his psyche would grow as
bleak as the wartime European landscape, and ultimately as deadly; he died by suicide in 1916, at the age of 31.
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