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General practitioner contacts with patients
before and after deliberate self harm
K Houston, C Haw, E Townsend and K Hawton

Introduction

THE general practitioner (GP) has an important role along-
side other clinicians in the prevention of suicidal behav-

iour by primary care and secondary psychiatric services.1

GPs are often in a position to form long-term therapeutic
relationships with patients and may have knowledge of their
family background and psychosocial problems. Of all
healthcare professionals, GPs are most likely to have had
recent contact with patients before deliberate self harm
(DSH). Several studies have reported high rates of contact
with GPs in the month prior to DSH (63%,2 56%3). One rea-
son for the high rate of contact is the considerable propor-
tion of DSH patients who have depression (66.7%,4 70.7%5).
An educational programme about detection and manage-
ment of depression for GPs on the Swedish island of
Gotland resulted in improved management of depressive ill-
ness, with an associated reduction in the female suicide
rate.6 However, this study requires replication.

Aftercare following DSH often involves the patient return-
ing to the care of the GP, without any additional service
input.7 A study of DSH patients presenting to hospital found
that 72% received no outpatient psychiatric follow-up, while
83% saw their GP in the following six months, often for prob-
lems related to mental health.8 The potential role of the GP
in aftercare of DSH patients therefore needs elucidation.

The aims of this study were to examine: the timing and
nature of the last GP contact before an episode of DSH;
details of the psychiatric treatment that patients were receiv-
ing from their GPs; the nature and frequency of GP contacts
immediately after DSH and during a follow-up period; and
patients’ satisfaction with these contacts.

Method
Initial sample
Ethical approval for the project was obtained from the
Oxford Psychiatric Research Ethics Committee. The partici-
pants were 139 community patients who were registered
with a GP and who presented to the district general hospital
in Oxford following an episode of DSH between February
and December 1997 (the original sample of 150 patients
included 11 psychiatric inpatients who were excluded from
this study). The definition of DSH was that given for ‘para-
suicide’ in the WHO/EURO Multicentre Study on Suicidal
Behaviour,9 which included acts of self-poisoning and self-
injury, but excluded self-cutting that was part of a repetitive
pattern of self-mutilation. Patients were also excluded if they
were aged less than 15 years, lived outside the Oxford
District, or were unable to understand or otherwise partici-
pate in the study (for example, because of severe distur-
bance of mental state, or organic brain syndrome).

The timing of the initial interviews in relation to the index
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SUMMARY
Background: Deliberate self harm (DSH) is an increasingly
common problem. Although much attention is focused on suicide
prevention by psychiatric services, the role of the general practi-
tioner (GP) in the prevention of suicidal behaviour and in the
aftercare of DSH patients is also important.
Aim: To examine the nature and timing of GP contacts with DSH
patients before and after an episode of DSH, and patients’ satis-
faction with these contacts.
Design of study: Structured interviews with patients shortly
after an episode of DSH and again approximately one year later.
Setting: A representative sample of 139 DSH patients presenting
to a district general hospital.
Method: Patients were interviewed shortly after DSH and at fol-
low-up about GP contacts, prescribed medication and psychiatric
symptoms.
Results: At the time of DSH, 91.4% of patients were diagnosed
with a psychiatric disorder (depression 69.8%), with 28%
receiving treatment from psychiatric services. Two-thirds of
patients had been in contact with their GP in the month before
DSH, but only 13.3% reported expressing suicidal thoughts.
Patients consulted their GP in the week following DSH in 40.6%
of cases. Over half (57.9%) the patients discussed the reasons
for their DSH at the first consultation and 69.5% reported that
this was helpful. Overall, 64.3% of patients were satisfied with
the follow-up consultations.
Conclusions: The major role of the GP in the prevention of sui-
cidal behaviour is in the detection and treatment of depression,
and in the aftercare of DSH patients.
Keywords: consultation; attempted suicide; mental disorder;
depression; antidepressants.



episode of DSH was within 24 hours (n = 5); one to two
days (n = 60); three to seven days (n = 32); one week to
one month (n = 39); and greater than one month (n = 3).
Details of the recruitment methods, the representative nature
of the original sample of 150 patients, and their demograph-
ic and clinical characteristics, are described elsewhere.5

Follow-up sample
One hundred and ten (79.1%) of the 139 patients underwent
follow-up interviews, which took place between 12 and 16
months after DSH in 100 (90.9%) cases, and between 17
and 20 months in 10 (9.1%) cases. There were no significant
differences between those who were and those who were
not followed up with respect to age, sex, previous episodes
of DSH, or receipt of current psychiatric treatment.

Research instruments
The following schedules were used:

European Parasuicide Study Interview Schedules I and II.
The schedules used in the WHO/EURO Multicentre Study10

were administered. Version I, used at the initial interview,
included inquiry about demographic details, contact with
health services, and the nature and timing of the last contact
with the GP before the episode of DSH. Patients were asked
if they had any suicidal thoughts at the time of the last con-
tact, and if so, whether they had communicated these
thoughts to the GP. Version II, used at the follow-up interview,
included inquiry about repetition of DSH and contact with
health services during the follow-up period. Patients were
asked about the nature, timing and helpfulness of the first
contact with the GP following DSH, and their satisfaction
with contacts during the follow-up period. Details of treat-
ment before and after DSH were confirmed where necessary
by reference to psychiatric case notes.

ICD-10 Diagnostic Schedule. The nature and duration of cur-
rent and past psychiatric symptoms were recorded at the ini-

tial interview and at the follow-up interview using a struc-
tured interview schedule based on ICD-10 research criteria11

that was developed at the Centre for Suicide Research in
Oxford.12 The initial and follow-up assessments were based
on the month prior to DSH and the follow-up interview. 

Personality Assessment Schedule. One hundred and four
patients agreed to be screened for personality disorder at
the follow-up interview using the self-report version of the
Personality Assessment Schedule (PAS).13

Adequacy of antidepressant dosages
For tricyclic antidepressants, a dosage of 150 mg a day was
regarded as therapeutic. For selective serotonin reuptake
inhibitors (SSRIs) and other antidepressants, the recom-
mended dosages given in the British National Formulary14

were considered adequate.

Statistical analyses
The analyses were conducted using the Statistical Package
for the Social Sciences.15 The χ2 statistic (with Yates’ correc-
tion), and Fisher’s exact tests were used.

Results
Patient characteristics
The demographic characteristics of the 139 patients are
shown in Table 1. Self-poisoning was the most common
method of DSH (n = 134 [96.4%]). Previous DSH had
occurred in 64.2% of cases (n = 88). Psychiatric disorders
were present in 127 (91.4%) patients; most commonly
depression (n = 97 [69.8%]) and alcohol misuse (n = 39
[28.1%]). Of the depressed patients, 43 (44.3%) were
severely depressed. Comorbidity of psychiatric disorders
was present in 66 (47.5%) cases; most commonly comorbid
depression and alcohol abuse or dependence (30 cases
[21.6%]). Personality disorder was present in 47 (45.2%)
cases, and comorbid psychiatric and personality disorders
in 45 (43.3%).

Treatment for mental health problems at the time
of DSH
At the time of DSH, 35 (25.2%) patients were receiving treat-
ment for mental health problems from their GP, and 39
(28.0%) from the psychiatric services. Sixty-five (46.8%)
were not receiving any psychiatric treatment and, of these,
33 (50.8%) were known to have a history of DSH. Sixty-nine
(49.6%) patients had been prescribed psychotropic medica-
tion: 52 (37.4%) antidepressants (in therapeutic doses in
93% of these); 27 (19.4%) minor tranquillisers or hypnotics;
and 15 (10.8%) antipsychotics. The antidepressants pre-
scribed were mainly SSRIs (29 cases) and tricyclics (14
cases). There were no sex differences in these findings.

Of the 35 patients being treated solely by their GP, 30
(85.7%) were suffering from depression and 24 (68.6%) were
receiving antidepressants (in therapeutic doses in 95% of
cases). The antidepressants prescribed were SSRIs (16
cases), tricyclics (six cases) and other antidepressants (three
cases). 
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HOW THIS FITS IN

What do we know?
Deliberate self harm (DSH) patients 
have high rates of psychiatric morbidity 
and repetition of self harm. Consultation 
rates are known to increase prior to DSH, suggesting crisis
intervention by general practitioners (GPs) might help prevent
DSH.

What does this paper add?
While the majority of DSH patients visit their GPs in the
month before DSH, they may not present with psychological
symptoms. A minority of these patients will be suicidal at that
point and few of these will disclose their suicidal ideation, so
detection of those at risk is problematic. Important roles for
the GP in relation to prevention and management of suicidal
behaviour appear to be careful detection and treatment of
depression and involvement in aftercare of DSH patients.



Last contact with GP before DSH
Nearly one-third of the patients had seen their GP in the
week before DSH and two-thirds within the previous month
(Table 2). For those consultations occurring in the month
before DSH, 53 (63.9%) included consultation about mental
health problems, whereas 30 (36.1%) were exclusively about
physical health problems. Of the 83 patients consulting their
GP in the month before DSH, 28 (33.7%) said they had felt
suicidal at the time, but only 11 patients (13.3%) had
expressed these thoughts to the GP. Of the 68 patients who
were already receiving or were newly prescribed psy-
chotropic medication at the GP consultation before DSH, 38
(55.9%) used this in an overdose. 

Treatment offered after DSH
Following DSH, 121 (87.7%) patients were offered treatment
by the local specialist mental health services, 13 (9.4%) were
referred back to their GP for psychiatric treatment, and four
(2.9%) were offered no treatment.

Contacts with the GP after DSH
Forty-three (40.6%) patients consulted their GP within a
week after DSH and 28 (26.4%) between one and four
weeks (Table 3). Of the remaining patients, eight (7.5%) did
not consult their GP during the follow-up period. Over half of
the patients (59 [57.9%]) said that at this first consultation
they discussed the emotional and psychosocial problems
that may have contributed to the DSH and, of these, 41
(69.5%) said the consultation was helpful.

Overall, two-thirds of patients reported that the consulta-
tions with their GP during the follow-up period had been

good or very good (n = 65 [64.3%]); while 11 (10.9%) said
they were disappointed. Those who were disappointed were
no more likely to still be depressed at follow-up than those
who were satisfied, but the numbers of patients involved
were relatively small.

Treatment and outcome at follow-up 
At follow-up, 16 (15.2%) patients were receiving treatment
for mental health problems from their GP, 34 (32.3%) from
the psychiatric services, and 55 (52.4%) were not receiving
any treatment. Sixty-two (58.5%) patients still fulfilled the
diagnostic criteria for a psychiatric disorder and 35 (31.8%)
reported a further episode of DSH. Satisfaction with GP con-
sultations during the follow-up period was unrelated to rep-
etition of DSH during the follow-up period.

All 16 patients who were being treated solely by their GP
for their psychiatric problems were being prescribed psy-
chotropic medication — in 12 cases antidepressants.
Thirteen (81.3%) met the diagnostic criteria for a psychiatric
disorder and two (12.5%) reported further DSH.

Discussion
Summary of main findings
In this study of DSH patients presenting to a general hospital
there was considerable psychiatric morbidity (91.4% had a
psychiatric disorder and 69.8% were depressed), with 28% of
patients in contact with psychiatric services. A quarter were
being treated solely by their GP and 85.7% of these patients
were suffering from depression. Although two-thirds of
patients had consulted their GP within a month of DSH, the
presenting problem was not always psychological and only a

British Journal of General Practice, May 2003 367

Original papers

Table 1. Characteristics of DSH patients at index episode of DSH.

Characteristics of DSH patients Males (n = 57) Females (n = 82) Total (n = 139)
n (%) n (%) n (%)

Age in years     
15–24 23 (40.4) 35 (42.7) 58 (41.7)  
25–34 14 (24.6) 19 (23.2) 33 (23.7)  
35–54 17 (29.8) 22 (26.8) 39 (28.1)  
55+ 3 (5.3) 6 (7.3) 9 (6.5)  

Employment status     
Employed 25 (43.9) 30 (36.6) 55 (39.6)  
Unemployed 13 (22.8) 13 (15.9) 26 (18.7)  
Permanently sick 16 (28.1) 17 (20.7) 33 (23.7)  
Student/housewife/retired 3 (5.3) 22 (26.8) 25 (18.0)  

Method of DSH     
Self-poisoning 53 (93.0) 78 (95.1) 131 (94.2)  
Self-injury 2 (3.5) 3 (3.7) 5 (3.6)  
Both 2 (3.5) 1 (1.2) 3 (2.2)  

Previous episodes of DSH 36 (64.3); n = 56 52 (64.2); n = 81 88 (64.2); n = 137  
Psychiatric disorder 52 (91.2) 75 (91.5) 127 (91.4)  
Personality disorder 19 (50.0); n = 38 28 (42.4); n = 66 47 (45.2); n = 104  
Comorbidity of psychiatric and personality disorder 18 (47.4); n = 38 27 (40.9); n = 66 45 (43.3); n = 104  
Treatment for psychiatric problems at time of DSH     

None 30 (52.6) 35 (42.7) 65 (46.8)  
GP only 15 (26.3) 20 (24.4) 35 (25.2)  
Psychiatric services 12 (21.1) 27 (32.9) 39 (28.0)  

Prescribed psychotropic medication at time of DSH 27 (47.4) 42 (51.2) 69 (49.6)  
Treatment for psychiatric problems offered after DSH n = 57 n = 81 n = 138  

None 1 (1.8) 3 (3.7) 4 (2.9)  
GP only 7 (12.3) 6 (7.4) 13 (9.4)  
Psychiatric services 49 (85.9) 72 (88.9) 121 (87.7)



third of these patients had suicidal ideas at this point (of
whom 39.3% expressed these to the GP). For those patients
who were being treated solely by their GP, the rate of antide-
pressant prescribing was high (68.6%), and with 83% of
these prescriptions being for SSRIs and the newer antide-
pressants, it appeared that the GPs were taking the more
prudent approach of prescribing drugs that are believed to

be safer in overdose. Over half of the patients already receiv-
ing or newly prescribed psychotropic medication at the GP
consultation before DSH used this in overdose.

Following DSH, two-thirds of patients consulted their GP
within a month, with over half discussing their emotional
problems and the factors that may have contributed to DSH.
Over two-thirds of patients described this first consultation
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Table 3. Contact with GP after index episode of DSH and outcome at follow-up interview.

Characteristics of DSH patients Males (n = 41) Females (n = 69) Total (n = 110)
n (%) n (%) n (%)  

GP contact in year after DSH     
None 3 (7.3) 5 (7.2) 8 (7.3)  
1 1 (2.4) 4 (5.8) 5 (4.5)  
2–3 5 (12.2) 11 (15.9) 16 (14.5)  
4 or more 32 (78.0) 49 (71.0) 81 (73.6)  

Timing of first GP contact after DSH n = 40 n = 66 n = 106  
No contact 3 (7.5) 5 (7.6) 8 (7.5)  
Within one week 18 (45.0) 25 (37.9) 43 (40.6)  
One week to one month 9 (22.5) 19 (28.8) 28 (26.4)  
Greater than one month 10 (25.0) 17 (25.8) 27 (25.5)  

Discussed emotional and psychosocial problems with 
GP at first contact after DSH n = 38 n = 64 n = 102  
No 14 (36.8) 25 (39.1) 39 (38.2)  
Yes 23 (60.5) 36 (56.2) 59 (57.9)  
Could not remember 1 (2.6) 3 (4.7) 4 (3.9)  

Opinion of discussion with GP of emotional and 
psychosocial problems at first contact after DSH n = 23 n = 36 n = 59  
Bad/very bad 7 (30.4) 8 (22.2) 15 (25.4)  
Good/very good 14 (60.9) 27 (75.0) 41 (69.5)  
Can’t remember 2 (8.7) 1 (2.8) 3 (5.1)  

Opinion of contacts with GP during follow-up period n = 38 n = 63 n = 101  
Bad/very bad 6 (15.8) 5 (7.9) 11 (10.9)  
Uncertain 7 (18.4) 18 (28.6) 25 (24.8)  
Good/very good 25 (65.8) 40 (63.5) 65 (64.3)  

Treatment for psychiatric disorder at follow-up n = 39 n = 66 n = 105  
None 20 (51.3) 35 (53.0) 55 (52.4)  
GP only 7 (17.9) 9 (13.6) 16 (15.2)  
Psychiatric services 12 (30.8) 22 (33.3) 34 (32.3)  

Psychiatric disorder at follow-up 25 (65.8); n = 38 37 (54.4); n = 68 62 (58.5); n = 106  
Repetition of DSH during follow-up year 12 (29.3) 23 (33.3) 35 (31.8)  

Table 2. Contacts with GP before the index episode of DSH.

Characteristics of DSH patients Males (n = 57) Females (n = 82) Total (n = 139)
n (%) n (%) n (%)  

GP contacts in year before DSH n = 54 n = 76 n = 130  
None 1 (1.9) 1 (1.3) 2 (1.5)  
1 8 (14.8) 3 (3.9) 11 (8.5)  
2–3 10 (18.5) 14 (18.4) 24 (18.5)  
4 or more 35 (64.8) 58 (76.3) 93 (71.5) 

Time between last GP contact and DSH n = 53 n = 72 n = 125  
1–7 days 13 (24.5) 25 (34.7) 38 (30.4)  
1–4 weeks 20 (37.7) 25 (34.7) 45 (36.0)  
1–3 months 10 (18.9) 14 (19.4) 24 (19.2)  
More than 3 months 10 (18.9) 8 (11.1) 18 (14.4)  

Reason for last GP contact (within 1 month of DSH) n = 33 n = 50 n = 83  
Physical health 8 (24.2) 22 (44.0) 30 (36.1)  
Psychological health 23 (69.7) 22 (44.0) 45 (54.2)  
Both 2 (6.1) 6 (12.0) 8 (9.6)  

Suicidal at last GP contact (within 1 month of DSH) 9 (27.3); n = 33 19 (38.0); n = 50 28 (33.7); n = 83  
Suicidal at last GP contact, expressed suicidal 

thoughts to GP (within 1 month of DSH) 2 (22.2); n = 9 9 (47.4); n = 19 11 (39.3); n = 28  
Receiving psychotropic medication at time of DSH 26 (46.4); n = 56 42 (51.9); n = 81 68 (49.6); n = 137  
Used medication prescribed at last GP contact in overdose 18 (69.2); n = 26 20 (47.6); n = 42 38 (55.9); n = 68



as helpful and nearly two-thirds reported that the consulta-
tions during the follow-up period had been helpful.

At the time of follow-up approximately one year later, over
half of the patients in this study were still suffering from a
psychiatric disorder and a third reported a further episode of
DSH during the follow-up period. A third remained in contact
with the specialist psychiatric services and a sixth were
receiving psychiatric treatment from their GP. Thus, these
patients had not only considerable continuing psychiatric
problems but also a tendency to repeat DSH and to lose
contact with mental health services.

Strengths and limitations of this study
The strengths of this study lie in its detailed examination of
a representative and relatively large sample of DSH patients
presenting to a general hospital. Its major weakness lies in
the fact that it relied on patients’ own reports of GP consul-
tations and did not corroborate treatment details, compli-
ance or patients’ responses by reference to GPs or GP
records. Although this represents a significant study limita-
tion, reporting the patients’ view of the nature and quality of
GP contacts can provide a valuable user perspective on pri-
mary care services. 

A relatively high threshold for the dosage of tricyclic anti-
depressants was taken to be therapeutic (equivalent to
150 mg of amitriptyline). This value was used on the recom-
mendation of a clinical psychopharmacologist and it is
recognised that in primary care a lower dose may be thera-
peutic.16 It is of note that 44.3% of the depressed patients in
the study were rated as being in the severely depressed
range, suggesting the need for vigorous treatment.

Relationship to existing literature
Other UK studies have reported similar rates of GP consul-
tation by patients in the month and week prior to DSH
(62.5% and 36.1%, respectively;2 56% and 32%3). Two UK
studies found an increased frequency of GP contacts prior
to DSH.17,18 However, one of these studies found this effect
was owing to large increases in contact by a few patients
and that the increase in numbers of patients consulting
occurred several months prior to DSH.18 Two European
studies have reported that between 47% and 59% of those
who had last consulted their GP within a month of DSH did
so for psychological reasons,19,20 but that only a minority of
patients said they felt suicidal at that time and fewer still
reported this fact to their GP.19 These findings and those of
the current study would appear to limit the feasibility of GPs
intervening shortly prior to DSH to prevent patients from self-
harming. It is difficult for GPs to identify which patients are at
high risk of suicidal behaviour. A Dutch study of the final GP
contact before DSH found that GPs recognised only 31% of
these patients to be at high risk.21

A study of DSH patients carried out in Oxford 25 years
prior to this study found that a slightly greater proportion of
patients who were prescribed psychotropics within three
months of an episode of DSH (75%) used them in over-
dose,2 while a Danish study reported that 43% of patients
took newly prescribed medication for the parasuicide.20

As far as preventing repetition of DSH in primary care, it is
disappointing that a GP intervention consisting of a letter

from the GP inviting the patient to consult and guidelines for
the GP on the management of DSH failed to prevent repeti-
tion of DSH.22 General practitioners need a more intensive
intervention to offer DSH patients, but preventing repetition
is very difficult given the unpredictable future adverse cir-
cumstances of this complex patient group.23

Clinical implications and further research
The scope at the final consultation prior to DSH for the GP
to intervene and prevent DSH is limited. However, potential-
ly the GP has a valuable long-term role in helping this chal-
lenging group of patients, given the persistent nature of
many psychiatric disorders and the high rate of repetition of
DSH. GPs can often provide patients with long-term conti-
nuity of care, and in many instances they also have knowl-
edge of the patient’s family background, as well as of life
events and physical ill health. They can offer a broad, holis-
tic approach to patient care and may be able to discuss
patients’ emotional problems at an early stage, long before
a suicidal crisis. Further research is needed on developing
effective GP interventions for DSH patients.
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