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Abstract

The prevalence of adolescent self-harm is higher in the community compared with self-
harm monitored through service use, as only a minority of young people seek help. There
has been limited longitudinal community-based research on adolescent self-harm,
particularly in ethnic minorities. This research aimed to explore self-harm in an ethnically

diverse sample of adolescents, with particular focus on social and psychological factors.

Two studies were conducted with a sample of East London adolescents to examine the
prevalence, risk and protective factors for self-harm, and to explore how young people talk
about self-harm. The first involved analysis of longitudinal data from Phases 2 and 3 of
RELACHS, a school-based study on adolescent health. In Phase 3, 1023 participants
aged15-16 completed self-report surveys. The second, qualitative study explored self-
harm in the context of East London adolescent life. Thirty interviews were conducted with

15-16 year olds, 20 of whom had self-harmed.

The 12 month prevalence of self-harm was 10.6% for girls and 3.4% for boys (7.3% in
total). Regression analysis showed self-harm was strongly associated with current and
previous depressive symptoms, conduct problems, low support from family, low parental
warmth and high maternal strictness. Relationships with borderline psychological distress

indicate that self-harm is not limited to those with serious mental health problems.

The qualitative study showed that definitions and experiences of self-harm varied. It was
viewed as difficult to comprehend by those who had never done it, and also some who
had. Many participants were hesitant to identify themselves as having self-harmed and
explained reluctance to disclose self-harm to others. The qualitative study showed no
evidence that self-harm was more acceptable in any ethnic group. However, for some,

family and cultural restrictions exacerbated other stressors.

The results of these two studies complement each other, providing further insight into self-
harm in East London adolescents. Findings could inform the development of an

intervention about self-harm and emotional well being for adolescents.
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1: Introduction and Aims

“You do it to yourself, you do

And that’s what really hurts

Is that you do it to yourself

Just you and no-one else” (Yorke 1995)

1.1. Personal introduction

There are many allusions to self-harm in today’s society, with and without reference to
suicidal ideation. Self-harm is a phenomenon which is considered confusing, yet it is
mentioned in many forms in mainstream society such as in song lyrics, news reports,
websites, artworks, novels, plays, films, even recruitment advertising. There is some
concern reported in the media over increasing publicity about self-harm and ideation being
glamorised in music culture. For example, “emo” band My Chemical Romance have come
under attack with their song “Welcome to the Black Parade” (Clench 2008). However, self-
harm is not a recent phenomenon, nor are references to self-harm. In Romeo and Juliet,
Shakespeare depicted Juliet taking poison, initially harming herself without intending to

die, and then later harming herself with clear suicidal intentions (Shakespeare 1988).

Reflecting on my own interest in the topic, | first heard of self-harm during secondary
school. A friend had taken an overdose, and later tried cutting his wrists with a butter knife
after he woke up in hospital. At the time | thought it was sad, but didn’t relate to it,
understand what he’d done, or why. | simply hoped he’d feel better soon. Later, studying
psychology, | met a few more people with scars on their arms. | recall wondering about it,

but never actually spoke to any of them about it.

More recently, doing voluntary counselling and emotional support work reminded me about
the issue of self-harm once again. | seemed to be hearing about it more frequently, and |
still didn’t really get it. Why would someone hurt themselves like that? Were they suicidal?
If not, what was going on? In the role of providing support over the phone, it was
appropriate to explore feelings, but not other aspects of self-harm that | had begun to
wonder about. From telephone counselling, | progressed to face-to face emotional support
at music festivals. These events were attended by a high proportion of young people, and
at some events there were many scars on display, and people of all ages talking about

self-harm.

11



As my insight grew, so did my curiosity, and it was at that point | was considering
undertaking a PhD — and it seemed like an interesting topic to explore. Initial background
reading about self-harm informed me a great deal, and also illustrated that there were
many aspects of this behaviour which were not well understood. Identification of an area
with scope for further research, along with support and encouragement from my
supervisors led to a funding proposal, weaving this topic in with the study | had been
working on... so began my PhD journey.

While undertaking this research, the mention of my topic has elicited innumerable personal
stories of self-harm. These have been from people | have spoken with as a part of the

research process and in general conversations. Since beginning my PhD, | have also been
asked many times to try to explain or demystify self-harm by other people who have heard
or read about it, but “just didn’t really get it”. The interest in this topic from other people has

been a key motivation for me — it is something that is known, yet not well understood.
To me, the findings from my studies, and the personal stories | have heard along the way

justify the need for current and future research, with the aim of understanding this

complex, often secretive and lonely behaviour.

1.2. Study introduction

Suicide and suicidal behaviour have become an important public health issue over recent
decades, placing great demands on health services (Department of Health 2002;Mental
Health Foundation 2006). This has been shown in national statistics (Brock et al. 2006)
and also in monitoring presentations of suicidal behaviour to hospital (Hawton et al.
1996;Hawton et al. 2003a;Hawton et al. 2000). It has been estimated that there are 25,000
young people who present with self-harm to hospitals in England and Wales each year
(Hawton et al. 2000). Studies in the UK have reported increased rates of presentation to
hospital for deliberate self-harm, and also an increase in repetition rates (Hawton et al.
2003a;Hawton et al. 2000). As a key predictor of later suicidal behaviour (Brent
1995;Cooper et al. 2005;Fergusson et al. 2005;Pearce & Martin 1994), and a public health
issue itself, self-harm in young people is an important topic that requires better preventive

knowledge and therefore research.
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Self-harm is an alarmingly prevalent behaviour among young people as shown repeatedly
by school-based research in different populations (Baldry & Winkel 2003;Borowsky et al.
2001;DeLeo & Heller 2004;Garrison et al. 1991;Hawton et al. 2002;Hawton et al.
2006;Madge et al. 2008;Martin et al. 2005;Patton et al. 1997;Ross & Heath
2002;Steinhausen et al. 2006;Steinhausen & Winkler Metzke 2004;Stewart et al.
2006;Wichstrom 2000;Ystgaard et al. 2003). Self-harm has been emphasised as an
important issue within the National Suicide Prevention Strategy for England (Department
of Health 2002). The National Inquiry into Self-harm in Young People recently compiled
evidence from personal accounts, expert opinions and research in the area. This report
highlighted that self-harm is a pervasive issue for young people, often used as a coping
strategy. If self-harm were to be disclosed, both the initial response from others, and help
provided need to address the underlying issues leading to self-harm, rather than focusing

on the acts of harm themselves (Mental Health Foundation 2006).

There is evidence self-harm has a high prevalence in young South Asian women in the
United Kingdom (Bhugra et al. 1999b;Cooper et al. 2006;Crawford et al. 2005;Merrill &
Owens 1986). There is not clear evidence about whether this is mirrored by variation in
self-harm in adolescents from minority ethnic groups, and thus there is scope for further
research, particularly in population samples. There has been limited research on self-harm
in population samples of adolescents from minority ethnic groups in the UK (Hawton et al.
2002;Meltzer et al. 2001), as most research on ethnicity and adolescent self-harm involves
young people who presented to services (Bhugra et al. 2003;Bhugra et al. 2004;Handy et
al. 1991;McGibben et al. 1992;Merrill & Owens 1986). As only a minority of adolescents
who self-harm seek help (Hawton et al. 2002), conducting research with population
samples has scope to increase understanding and inform future interventions to promote

better emotional health in young people, and to potentially reduce suicidal behaviour.

This thesis includes a comprehensive literature review on self injurious behaviour in
adolescents. The research conducted for this thesis has taken a mixed methods approach,
firstly aiming to identify associations with self-harm through analysis of quantitative data
from the Research with East London Adolescents Community Health Survey (RELACHS).
This longitudinal school-based study included adolescents from a range of different ethnic
backgrounds. A subsequent qualitative study explored how young people view and talk
about self-harm in more depth. The two studies undertaken are introduced in more detalil
in Chapter 3. Figure 1 presents an overview of the contents of this thesis. Working with a

young, culturally and racially diverse sample in the UK make this research unique, with
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scope to make a valuable contribution to the field of self-harm research and also to inform

future public health interventions.

N
Chapter 1
Introduction & Aims
N J
Chapter 2
Literature Review
N J
Chapter 3
Study design for thesis
N J

[ Quantitative study: Risk & protective factors for self-harm in East London adolescents ]

N
Chapter 4
Quantitative methods

J
Chapter 5
Quantitative results
N J
[ Qualitative study: How do young people in East London talk about self-harm? ]
N
Chapter 6
Feasibility Pilot
J
e N
Chapter 7
Qualitative methods
Chapter 8
Qualitative results
~N
Chapter 9
Discussion
N J

Figure 1: Thesis outline and chapter structure
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1.2.1. Work undertaken by the doctoral student for this thesis

The doctoral student began work on this thesis having been based in the Centre for
Psychiatry, Barts and the London School of Medicine & Dentistry for four years, having
worked on the RELACHS study for three years. She drafted the proposal for this mixed
methods study which was developed and submitted for funding by her supervisors.

As an employee on the RELACHS study, the doctoral student had attended steering
committee meetings for the study, assisted with organisation of data collection, data entry,
data cleaning and recruitment of the data collection team for Phase 2 of RELACHS. In
order to make an individual contribution for this thesis, the student undertook a
comprehensive review of the literature on self-harm in adolescents, particularly relating to
population studies and research with minority ethnic groups. She researched and identified
appropriate assessments of self-harm to include in Phase 3 of RELACHS, with consent
from the RELACHS steering committee, contributing to Phase 3 questionnaire design. She
once again contributed to the organisation and procedure of data collection, entry and
cleaning as part of the data collection team. The quantitative analysis conducted for this

thesis was conducted by the doctoral student.

The qualitative pilot and main qualitative study in this thesis were designed and conducted
by the doctoral student with the assistance of her supervisors. The qualitative study and
pilot both required independent ethical approval, which was obtained by the doctoral

student and her supervisors.
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1.3. Aims

The aims of this thesis are:
1) To review the literature and summarise current knowledge on adolescent self-harm,

with emphasis on community-based research with minority ethnic groups.

2) To identify the prevalence of self-harm in an ethnically diverse, community-based

adolescent sample in East London to compare with other studies.

3) To investigate prospective and cross-sectional associations between potential risk

factors for self-harm in a sample of East London adolescents.

4) To explore the subjective experience of self-harm and attitudes to help-seeking, in order
to gain some understanding of this behaviour as perceived by young people within the

context of being an East London adolescent.

In addressing these aims, this thesis will draw on influences from research in a range of
fields, which involve different theoretical approaches and methods. Broadly, this research
will address psychological and social factors relating to self-harm in young people. These
are approached using an epidemiological risk factor model (Bhopal 2002) in the first study,
which informed the development of the second, qualitative study. This was undertaken
within a social science model influenced by psychology and sociology (Pope & Mays
1995;Snape & Spencer 2003). These different approaches provide complementary
insights into self-harm at a population level, and also at an individual level. As these
studies were based within a context of ethnic diversity in East London, research on culture,
ethnicity and transcultural psychiatry has also been influential when developing and

conducting this research (Bhugra 2004).
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2. Literature Review

2.1. Introduction

The literature review will appraise current research and theoretical models of self-injurious
behaviour. It will define and explore self-harm and associated psychosocial issues in
young people. The emphasis will be on self-harm studied in populations or community-
based longitudinal and cross-sectional studies, addressing the first aim of the thesis stated

in Chapter 1.

This section will introduce the literature review, and define terms used in the discussion of
research on self-harm. Section 2.1.1. presents a description of the approach taken within
this literature review, including a commentary the types of studies included in this review.
Sections 2.2-2.7. contain a general introduction and background for self-harm research. It
will outline the definitions used, characteristics of self-harm and prevalence reported in
previous research. This includes previous research on repetition of self-harm, followed by
views on disclosure, help-seeking and theoretical models of self-harm. Social and
psychological factors relevant to the empirical research in this thesis will then be discussed
in Sections 2.8-2.10. Social factors include ethnicity, culture, socio-economic status, social
support, interpersonal relationships and exposure to self-harm. The psychological factors
refer to individual mental health and illness, including discussion of depression, anger,

anti-social behaviour and anxiety.

The literature review in Chapter 2 provides a background for the studies within this thesis,
and the literature in this review will be used throughout the document. Research relating to
the design of the two studies conducted will be discussed in Chapter 3. Specific research
informing aims and objectives will be noted with the methodology for the two studies; in
Chapter 4 for the quantitative study and Chapter 7 for the qualitative study. Findings from

this doctoral research will be discussed in the context the wider literature in Chapter 9.

Definitions of terms used throughout this thesis

The emphasis within this thesis is on self-harm. As many studies combined self-harm with
attempted suicide, both of those terms will be used throughout this thesis, as discussed in

section 2.2. In discussion of cross-sectional research, the findings will be referred to as
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associations, rather than risk or protective factors. In this context, risk implies probabilities
of negative outcomes (Schoon 2006), including behaviours such as self-harm or attempted

suicide.

This thesis refers to population and community studies. Broadly, population refers to the
group of people being studied (Bhopal 2002), such as adolescents in East London.
Community studies refer to those where the sample is based on people attending certain
schools, or living in a certain area. These two terms are used in contrast to service-based
studies, which, in this thesis, refer to people who have presented to hospital, or used

medical services prior to being recruited into a study on self-harm.

Definition of adolescence

As this thesis focuses on self-harm in adolescents, a definition of adolescence is required.
It is generally agreed that adolescence begins after puberty, however, developmental
psychologists acknowledge the difficulty in pinpointing the start and end of adolescence as
the physical, psychological and social transitions involve ambiguity as roles and
relationships change (Coleman 1995). In this thesis adolescence will refer to ages 12-17
years, as the data will address young people within this age range. This is a truncated
range for adolescence, and the issues highlighted in this work may be relevant to slightly
older people as well.

2.1.1. Approach to literature review

This section presents an overview of the sources used in this literature review. There is a
large body of literature on self-harm and attempted suicide, yet relatively few studies which
specifically address the core issues of this thesis; self-harm in adolescents from minority
ethnic groups in the UK, particularly those who have had little or no contact with medical or

psychological services.

The review included a comprehensive search of published literature. Initial searches were
conducted using Medline, Psychinfo and Embase databases. Key terms included

variations of “self-harm”, “self-injury

, “attempted suicide”, along with “adolescent”, “teen”
and “young people” to identify relevant articles. The search strategy was developed

following consultation with a librarian, identifying suitable “mesh terms” to use and
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methodology to check citations as well as following-up references within the papers
identified.

Consideration was given to the location of studies to be included in the review, given that
the research for this thesis was to be based in East London. Ideally this would have been
a review of longitudinal research in the UK looking at predictors of self-harm in
adolescents. However, there was only one study meeting this criteria at the time of the
review, and that study reported findings from 19 year old participants in Scotland (Young
et al. 2006). Thus, it was necessary to broaden the scope of the review. Key sources are

noted below.

Longitudinal studies

Evidence in this literature review has been taken from a range of community-based
longitudinal studies, particularly addressing 15-16 year olds (Borowsky et al.
2001;Fergusson et al. 2000;Fergusson et al. 2003;Haavisto et al. 2005;Lewinsohn et al.
1996;Martin et al. 2005;McKeown et al. 1998;Reinherz et al. 1995;Sourander et al.
2001;Sourander et al. 2006;Wichstrom 2000;Young et al. 2006). Longitudinal studies
provide the strongest evidence as they have scope to analyse prospective relationships
between psychosocial factors and self-harm, as well as providing prevalence estimates.
Due to limited longitudinal research having been conducted in the UK, studies conducted
outside the UK which addressed adolescent self-harm or attempted suicide at a
community level were also included. The locations of studies have been noted within the

review.

Cross-sectional studies

Papers reporting on data on adolescent self-harm from one time point have also provided
key information for this review. Key references relate to research in secondary schools in
England (Evans et al. 2005;Hawton et al. 2002;Rodham et al. 2004). Additional
publications relating to the CASE (Child and Adolescent Self-harm in Europe) study have
also been considered key references, as questions on self-harm were adapted from that
study for this thesis (DeLeo & Heller 2004;Hawton et al. 2006;Madge et al. 2008;Scoliers
et al. 2008;Ystgaard et al. 2003). Other key cross-sectional analyses used in this thesis
include studies conducted in a range of countries (Garrison et al. 1993;Hallfors et al.
2004;Meltzer et al. 2001;Muehlenkamp & Gutierrez 2004;0'Sullivan & Fitzgerald
1998;Patton et al. 1997;Rey Gex et al. 1998;Roberts et al. 1997;Rosenberg et al.
2005;Ross & Heath 2002;Stewart et al. 2006). This list includes cross-sectional studies
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specifically designed to examine self-harm in secondary schools (Hawton et al.
2002;Madge et al. 2008), cross-sectional analysis within longitudinal studies (Hallfors et al.
2004;Patton et al. 1997) and analysis of national survey data (Meltzer et al. 2001). Such
studies provide evidence about prevalence and associations with self-harm.

Research on minority ethnic groups

The literature on self-harm in minority ethnic groups in the UK was limited in community
studies. There was some commentary in population-based studies in the UK listed above
(Hawton et al. 2002;Meltzer et al. 2001), however, ethnic differences within UK samples
tended not to be the focus of population-based papers. Although there is interest in
researching minority ethnic groups, very large numbers would be required for analysis,

and thus it is a difficult topic to research in population-based research.

For the purposes of this review, relevant studies specifically addressing self-harm in
minority ethnic groups involving samples recruited after presentation at accident and
emergency (A&E) or admission to hospital following an episode of self-harm have been
included (Bhugra et al. 2003;Bhugra 2004;Bhugra et al. 2004;Goddard et al. 1996). This
was done with the acknowledgement that service-users are a sub-set of people who self-
harm, as they have sought help. In the absence of relevant work with young people,
publications from the UK addressing self-harm in South Asian adults were also considered
for this review (Bhugra et al. 1999b;Bhugra et al. 1999a;Bhugra et al. 1999c¢;Bhugra &
Desai 2002;Biswas 1990;Cooper et al. 2006;Merrill & Owens 1986). Although this
broadened the scope of the review, it was deemed necessary to provide background

information for the development of studies conducted for this doctoral thesis.

Qualitative studies

In addition to literature based on quantitative methods, qualitative studies were also
considered within this review. As the body of qualitative research on adolescent self-harm
was limited at the time of this review, inclusion criteria were extended to relevant studies
with adults and samples recruited through use of services. This research provides more
depth in understanding about how self-harm is viewed by different groups, and providing
insights into the mechanisms behind self-harm and illness behaviour (Anderson et al.
2003;Biddle et al. 2007;Coggan et al. 1997;Redley 2003;Ross & Heath 2002;Sinclair &
Green 2005).
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Reviews and additional sources

In addition to journal articles on empirical research in these areas, reviews have been
considered, (Beautrais 2000;Bhui et al. 2007;Brent 1995;Evans et al. 2004), along with
papers and texts presenting theoretical approaches to self-harm (Bell 2000;Pattison &
Kahan 1983;Williams 1997). Other relevant sources have been included, such as
guidelines relating to self-harm (National Institute for Clinical Excellence 2004;Samaritans
2002). Some evidence has been noted from the Mental Health Foundation’s National
Inquiry. This was done with the understanding that it was a very broad piece of work and
that although inclusive, the findings may not have the validity or reliability of peer reviewed
publications (Mental Health Foundation 2006).

The general introduction to self-harm definitions and methods of harm draws on

international research with people of all ages to provide the background for this piece of

research.

2.2. Definitions of self-harm

People harm themselves in a variety of ways and for a variety of reasons. Debate about
the definition of self-harm is an ongoing issue (Borges et al. 1995;Silverman 2006). There
are two types of intentions incorporated in self-harm; the intention to initiate the behaviour,
and the intended outcome (Kreitman 1977). The intention to initiate the behaviour is often
assumed, and self-harm is referred to as “intentional” (World Health Organisation 2006) or
“deliberate” (Hawton et al. 2002). However, it may be difficult to pinpoint the intention to
act. Conscious motivation is not always evident in reports of self-harm, and may remain
obscure if the individual is unable to give a lucid account of his or her actions at the time
(Kreitman 1977). ‘Retrospective contamination’, is when the outcome of the actions may
influence the account given after the event. This could further cloud the assessment of self
injurious behaviour or suicide attempts (Kienhorst et al. 1995). With respect to the
intended outcome, if a person injures him or herself, is it possible to ascertain what they

were really intending to do?
Self-harm and attempted suicide are difficult to define both theoretically and in practice

(Fairbairn 1995a;Silverman 2006). If self-harm involved suicidal ideation, it could be

interpreted as an attempted suicide. Suicidal ideation in this context refers to any thoughts
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or cognitions about suicide, ranging from fleeting ideas through to specific concrete plans
to end one’s life (Bridge et al. 2006;Lewinsohn et al. 1996).

Some argue that if a person intends to end his or her life and does so, it is usually referred
to as suicide, however, if they do not die, their actions may be referred to as attempted
suicide irrespective of their true intentions (Fairbairn 1995b). This implies that a person
may intend only to injure themselves, and if they did not cause their own death, this would
be misclassified as attempted suicide. In many cases, the outcome of living or dying may
not be a reliable indicator of the intentions of the individual (Fairbairn 1995b). Similarly, the
choice of methods of self-harm, or precautions taken to prevent discovery may also not be
reliable indicators of the suicidal intent (Shaffer & Gutstein 2002). Individuals may have
different ideas about what constitutes suicidal behaviour (De Wilde & Kienhorst 1994); for
example, lack of knowledge about the impact of their behaviour could alter both the
behaviour and the interpretation of the behaviour afterwards (Fairbairn 1995b). If an
individual was unaware of the amount of a certain substance required to cause death, the
effects of that substance could be unrelated to its intended use. This is particularly
pertinent amongst adolescents (Shaffer & Gutstein 2002). Similarly, events could be

staged to appear accidental, disguising a true attempt to end one’s own life.

Different definitions are pervasive in the literature. These include studies where “deliberate
self-harm”includes harm with, or irrespective of suicidal ideation (Bille-Brahe et al. 1994).
Other studies place ideation, acts of self-harm and suicide attempts on a continuum
ranging in severity (Harkavy Friedman et al. 1987;Pearce & Martin 1994;Sourander et al.
2001), however this definition could preclude the notion of self injurious behaviour which is
not suicidal; a concept generally accepted in current literature (DeLeo & Heller
2004;Fairbairn 1995a;Fairbairn 1995b;Kerkhof 2000;McKeown et al. 1998;Nock et al.
2006;Ross & Heath 2002). Pattison and Kahan ( 1983) proposed a “Deliberate Self-harm
Syndrome” where an individual would impulsively and repetitively inflict non-lethal injuries
on him or her self with the aim of releasing anger and anxiety. Many acts may occur in
response to emotional turmoil (Kerkhof 2000) and function as an expression of distress

(Rodham et al. 2004) or a cry of pain, than an attempt to end one’s life (Williams 1997).

Multiple motivations for self-harm may imply ambiguity in the actions, however,
acknowledgement of intentions can distinguish purposeful from accidental actions
(Andriessen 2006). Suicidal ideators and those who purposely harm themselves without

suicidal thoughts may have different concerns (Haavisto et al. 2005), and thus, trying to
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disentangle these terms is difficult, yet important for the exploration of self injurious

behaviour.

The use of different terminology further complicates attempts to compare research from
different countries (Rey Gex et al. 1998). The North American literature tends to favour
“attempted suicide” and the European literature more often refers to “deliberate self-harm”
(Bille-Brahe et al. 1994;Evans et al. 2004). Other terms used in the literature include
‘parasuicide” (Kreitman 1977), “NSSI: non-suicidal self-injury”, (Nock et al. 2006), “non-
fatal non-suicidal physically self damaging act” (McKeown et al. 1998), “suicidal gestures”
(Bhugra et al. 1999a;Bhugra et al. 1999c) with actions implying communication to others,
rather than intentions to kill oneself (Lewinsohn et al. 1996;Shaffer & Gutstein 2002), as
well as “self mutilation” (Ross & Heath 2002), “suicidal behaviours” (Fergusson et al.
2000;Horesh et al. 2003), and “suicidal acts” (Miller & Taylor 2005). Studies on methods of
self-harm often refer to people who have hurt themselves by the harm they have done, for
example, referring to the act itself; “self-injury” as opposed to “self poisoning” (Horrocks et
al. 2003), or distinguishing “self-cutters” from “self-poisoners” without assignation of
suicidal ideation (Patton et al. 1997;Rodham et al. 2004). Recent studies make a point of
referring to “self-harm” rather than “deliberate self-harm” which was more common in
earlier literature, (Cooper et al. 2006) as patients reportedly prefer the term “deliberate”
not to be used (Skegg 2005).

“Intentional self-injury” has been incorporated and classified by method of harm in the
International Classification of Disease (ICD-10), (World Health Organisation 2006).
Specifically defined behaviours are listed in categories X60-X84 by method of injury (see
Table 1). Other external causes of morbidity and mortality with undetermined intent are
categorised in sections Y10-Y34. These classifications include behaviours of self-inflicted
injury or poisoning, and also attempted suicide.
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Table 1: Classification of self-harm from the ICD-10

Classification

Description of type of harm

X60

Intentional self-poisoning by and exposure to nonopioid analgesics, antipyretics and
antirheumatics

X61 Intentional self-poisoning by and exposure to antiepileptic, sedative-hypnotic,
antiparkinsonism and psychotropic drugs, not elsewhere classified

X62 Intentional self-poisoning by and exposure to narcotics and psychodysleptics
[hallucinogens], not elsewhere classified

X63 Intentional self-poisoning by and exposure to other drugs acting on the autonomic
nervous system

X64 Intentional self-poisoning by and exposure to other and unspecified drugs,
medicaments and biological substances

X65 Intentional self-poisoning by and exposure to alcohol

X66 Intentional self-poisoning by and exposure to organic solvents and halogenated
hydrocarbons and their vapours

X67 Intentional self-poisoning by and exposure to other gases and vapours

X68 Intentional self-poisoning by and exposure to pesticides

X69 Intentional self-poisoning by and exposure to other and unspecified chemicals and
noxious substances

X70 Intentional self-harm by hanging, strangulation and suffocation

X71 Intentional self-harm by drowning and submersion

X72 Intentional self-harm by handgun discharge

X73 Intentional self-harm by rifle, shotgun and larger firearm discharge

X74 Intentional self-harm by other and unspecified firearm discharge

X75 Intentional self-harm by explosive material

X76 Intentional self-harm by smoke, fire and flames

X717 Intentional self-harm by steam, hot vapours and hot objects

X78 Intentional self-harm by sharp object

X79 Intentional self-harm by blunt object

X80 Intentional self-harm by jumping from a high place

X81 Intentional self-harm by jumping or lying before moving object

X82 Intentional self-harm by crashing of motor vehicle

X83 Intentional self-harm by other specified means

X84 Intentional self-harm by unspecified means

Source: (World Health Organisation 2006)
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Researchers who conducted World Health Organisation (WHO)/EURO multi-centre study
on parasuicide, reporting on adult presentation to European hospitals (Bille-Brahe et al.
1994;Platt et al. 1992) adopted the following definition of parasuicide:

“An act with non-fatal outcome, in which an individual deliberately initiates a non-habitual
behaviour that, without intervention from others, will cause self-harm, or deliberately
ingests a substance in excess of the prescribed or generally recognised therapeutic
dosage, and which is aimed at realizing changes within the subject desired via the actual

or expected physical consequences” (Platt et al. 1992).

In that study, four possible interpretations of the relationship between parasuicide and
attempted suicide were explored, highlighting issues for clarification and specificity of
research in this area: (i) Is parasuicide a sub-category of attempted suicide? (ii) Is
attempted suicide a sub-category of parasuicide? (iii) Are parasuicide and attempted
suicide mutually exclusive, dependent on degree of suicidal intent? (iv) Should the terms
be used interchangeably, as intention is difficult to ascertain (Bille-Brahe et al. 1994)?

These questions could apply to the term ‘self-harm’, and will be discussed in turn.

Considering the first question, not all self-injury involves suicidal ideation, and thus it is
inappropriate to consider all self-injury as a type of attempted suicide. Some self-injury
may involve suicidal ideation and, thus it could be considered that attempted suicide is a
sub-category of self-harm. However, delineation of that sub-category would be difficult as
ideation is challenging to ascertain after the event. The third possibility relates to the
assessment of suicidal ideation, and how it could be used as a criterion to differentiate
parasuicide from attempted suicide. It is feasible that self-harm and attempted suicide both
include a range in severity relating to suicidal ideation, and there is no reason to assume

that they are mutually exclusive.

The final proposition is that intent is sufficiently difficult to ascertain; therefore it is not
feasible to distinguish self-harm and attempted suicide for research purposes. This
definition is not ideal as it does not cater for the differences between non-suicidal self-
harm and genuine suicide attempts. However, the reporting of suicidal intentions may vary
with the situation in which it is reported. The aftermath of self-injurious actions or potential
implications of disclosure may influence the account of the experience. Nonetheless, this

inclusive definition is perhaps the best definition to adopt for exploratory research.
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The WHO/EURO study definition of parasuicide also refers to having the intention to act,
and being interrupted before causing any harm (Bille-Brahe et al. 1994;Platt et al. 1992).
This intended harm has been included in definitions for later studies (Rodham et al. 2004).
However, if samples are recruited after participants harmed themselves it becomes even
more difficult to gauge possible preventative intervention by other people on that or other

occasions.

The assessment of self-harm varies with the definition adopted for research. Some studies
assess a combination of whether a person has attempted “to hurt them self or end their
life”, rather than asking about non-suicidal self-harm specifically (Fergusson et al.
2000;Patton et al. 1997;Sourander et al. 2006;Steinhausen et al. 2006). This highlights the
difficulty in researching self-injury per se. Some studies name behaviours and then ask
about them separately; assuming participants differentiate self-harm from suicide attempts
when asked about individually (Martin et al. 2005;Nock et al. 2006;Pearce & Martin
1994;Young et al. 2006). Other studies name the behaviours separately and analyse them
together, as in the National Survey of Mental Health of Children and Adolescents in Great
Britain which assessed trying to harm, hurt or kill yourself (Meltzer et al. 2001). Nock et al.,
(2006) note that suicide attempts and non-suicidal self-injury are distinguishable, yet

highlight the fact that they do co-occur.

The WHO/EURO study adopted the approach that the terms “parasuicide” and “attempted
suicide” should be used interchangeably, and this has been applied in subsequent
research (Bhugra et al. 1999b;Haavisto et al. 2005). In the International Handbook of
Suicide & Attempted Suicide, “attempted suicide” refers to any non-fatal self-injurious act,
irrespective of suicidal intent, and is used interchangeably with the term “deliberate self-
harm” (DSH), deliberate self-injury or deliberate self poisoning (Hawton & van Heeringen
2000;Kerkhof 2000).

In this thesis, the primary term used will be “self-harm”, defined as relating to any self-
inflicted, non-fatal injury or overdose. With a particular interest in non-suicidal self-harm,
the behaviours discussed for this thesis will be considered non-suicidal unless suicidal
ideation is clearly expressed. This definition is adopted with the acknowledgement that the
true intentions of the individual who self-harmed may never be identified after the event. It
would be ideal to differentiate self-harm from attempted suicide for theoretical clarity,
however that is quite difficult to do in practice. In the literature review for this thesis, it will

be noted where previous research differentiates self-harm from attempted suicide.
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The adoption of an inclusive definition such as that from the WHO/EURO multicentre study
of parasuicide encompasses a wide range of behaviours. However, for the purposes of
this study, non-specific poor self care, eating disorders and trichotillomania will be
excluded from the definition of self-harm, despite the fact that they may serve a similar
function for the individual (Diefenbach et al. 2002). This definition also excludes people
who may not understand the meaning of their self-harm, due to poor mental health, or
learning difficulties (Bille-Brahe et al. 1994).

This definition adopted for this thesis includes the possibility of self-harm being a form of
experimentation, or risk taking akin to other health risk behaviours, such as alcohol,
smoking or drugs (Patton et al. 1997). Suicidal thoughts or ideations will inevitably be
discussed throughout this thesis, however, the main focus will be on exploring
associations with acts of self-harm and unpacking the range of psychological and social

factors proximal to that behaviour, not simply those relating to suicide.

2.3. Characteristics of self-harming behaviour

2.3.1. Methods of harming behaviour

The range of methods of self-injury further complicates the debate about defining self-
harm. The method of self-injury may vary distinctly with conscious intention; to be found or
not found, to inflict serious or non-serious harm, to make a visual statement, or to aim to
be as secretive as possible. Alternatively, the relation of the method to the outcome of the

harm may not be contrived at all (Lewinsohn et al. 1996;Silverman 2006).

Methods used for self-harm have been strongly associated with access to means, such as
types of medication, poisons or weapons (Cantor 2000;Hawton et al. 2003b;Latha et al.
1996). This could vary with age, gender, time and place of residence. This issue has been
the focus of research about availability of medication in the UK, such as paracetamol
(Hawton et al. 1996;Hawton et al. 2001b;Hawton et al. 2003a;Hawton & Fagg 1992), and
co-proxamol (Hawton et al. 2003b). Whereas in some countries, a change in accessibility
to methods, such as paracetamol pack size in the UK, appears to have been associated

with changes in suicidal behaviours (Hawton et al. 2001b), such associations have not
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been shown in other countries (Cantor 2000). Other studies report the impact of such

changes to have been short-lived (Gorman et al. 2007).

The definitions of study outcomes are likely to influence apparent trends. For example,
studies exploring attempted suicides rather than self-harm tend to show a lower frequency
of cutting and a higher occurrence of overdose or ingestion (Fergusson et al.
2003;Lewinsohn et al. 1996). This is important to consider while reviewing literature on self

injurious behaviour.

Open-ended questions about self-harming behaviour used in quantitative community-
based studies enable researchers, rather than the participants, to decide what is included
and excluded as self-harm for their study. In the CASE study, open-ended question
responses were categorised as: self-cutting, self-poisoning, self-battery, consumption of a
recreational drug, jumping, burning, strangulation or hanging, ingestion of a non-ingestible
substance or electrocution, according to the Lifestyle and Coping Skills Survey Guidelines
(Hawton et al. 2006;Madge et al. 2008). In the Victorian Adolescent Cohort Study in
Australia, self-harm was coded and interpreted by mental health professionals as ‘self-
laceration’, ‘self-poisoning’, ‘deliberate recklessness’, or ‘self-battery’ (Patton et al. 1997).
Additional criteria clearly indicating suicidal intentions were considered to indicate a
genuine suicide attempt, distinct from self-harm. Inter-rater agreement was relatively high

in the Australian study, suggesting confidence can be placed in this style of assessment.

Multiple methods of self-harm

Methods for self-harm are not mutually exclusive and people who injure themselves in one
way may also injure themselves in other ways (Bhugra et al. 2003;Hawton et al.
1996;Hawton et al. 2003a;Muehlenkamp & Gutierrez 2004;Ross & Heath 2002).

2.3.2. Reasons why young people self-harm

Self-harm serves a wide variety of functions, a large proportion of which are an expression
of emotional turmoil (Kerkhof 2000). The actions may be aiming to achieve a certain goal,
or expression, seeking relief or escape, and the motivations may be conscious or
unconscious (Michel 2000). There are a plethora of reasons why young people may self-
harm. Is it to attempt suicide? Is it to express something they find inexpressible? To send a

message to someone else, or to escape? Is it to experiment, to feel a sense of
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achievement or sense of control? Self-injurious behaviours could have multiple motives;
some sustained, some transitory (Kerkhof & Arensman 2000). Motivations could feasibly
be contradictory; such has hurting themselves to feel justified in looking after themselves.

Many people who self-harm view their actions as a means of surviving, coping, or reducing
negative emotions such as frustration or depression, rather than as acts intending to end
their lives (McLaughlin et al. 1996;Pattison & Kahan 1983;Rodham et al. 2004;Ross &
Heath 2002;Williams 1997). However, assuming that non-serious self-injury is not suicidal
may lead to the true suicidal intentions of some self-injury being overlooked, as
hypothesised by Horrocks et al. ( 2003). They note that individuals who self injure are less
likely to receive specialist follow-up or have thorough psychosocial assessments than self-
poisoners. Studies which do not differentiate attempted suicide from other forms of self-

harm imply at least the possibility that the act may be in some way suicidal.

Community-based research

Research with community-based samples of young people provides evidence for a range
of functions or reasons for self-harm. The primary reasons for self-harm in an English
school-based sample (Rodham et al. 2004) were to ‘to get relief from a terrible state of
mind’, ‘to punish themselves’ and ‘to show how desperate they were feeling’, thus seeking
a form of expression and relief. The young people who had poisoned themselves were
more likely to have expressed a wish to die than those who had cut themselves. Both
those who had cut and poisoned themselves reported less appeal to others in their
motivations, not necessarily seeing their harm as seeking attention or help from others.
The combined results from the European CASE study reported that the most common
reason to self-harm was ‘to get relief from a terrible state of mind’, followed by wishing ‘to
die’ (Madge et al. 2008).

2.3.2.1. Functions and outcomes of self-harm

The function of self-harm also relates to the expected outcome of such actions. People
who self-harm may not be able to offer an explanation of how their harming brings relief,
only that it does, implying an element of dissociation (Mental Health Foundation 2006).
This simplicity in explaining self-harm may relate to the function that harm serves for
certain individuals. For example, the Mental Health Foundation report described young
people not comprehending the motivations for and impact of their self-harm, or that self-

harm helped them feel better when other things they had tried had not helped.
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The function of self-harm reported in research may be influenced by the type of
assessment used, how open the questions were to interpretation, and how participant
responses were interpreted by the researcher. For example interview data requires
interpretation of accounts by the researcher, and this may vary depending on the
theoretical persuasion of the researcher. A sociological view may relate harming behaviour
to external triggers, with the placing an emphasis on the circumstances leading them to
self-destructive actions (Redley 2003). In contrast, a psychodynamic approach may see
the harm as stemming from the individual’s inner world, hurting the self in response to an
overbearing superego, or as an attack on an introjected object (Bell 2000). Theoretical

explanations of self-harm will be discussed further in section 2.7.

2.4. Rates and variation in adolescent community samples

Due to variation in definitions and methods of assessment, comparisons of prevalence
between countries or even regions need to be conducted with caution (Cantor 2000).
Studies such as the WHO/EURO multicentre study of parasuicide in adults (Bille-Brahe et
al. 1994;Platt et al. 1992) and the adolescent CASE study (Hawton et al. 2002) facilitate
international comparisons as standardised criteria have been applied in different centres.
Kerkof (2000) queries the validity of population-based studies of self-harm in adolescents
as they do not assess prevalence in non-respondents, and also highlights that question
wording is imperative, as asking about attempted suicide may imply intent, absent from
other forms of self-harm. However, not mentioning the possibility of suicidal intent may

exclude those who perceived their actions as a suicide attempt.

The time span of prevalence ratings also influences reported rates. Lifetime prevalence
assessments could give a rating of the breadth of the issue; however they may be open to
criticism for recall bias. Reports of time-limited prevalence could perhaps give a more
clearly defined rating, with less influence of recall bias, however they do not provide
information about the longer term issues (Ross & Heath 2002). There are benefits in
reporting both sorts of data, and with regards to self-harm, both lifetime and time-limited
prevalence provide pertinent information. The following section details rates from
adolescent community-based self report studies, firstly where the emphasis was on ‘self-

harm’, followed by studies where self-harm and attempted suicide were not distinguished.
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2.4.1. Adolescent community-based research on self-harm

Hawton and James ( 2005) claim that 7-14% of adolescents will self-harm at some time in
their life. Community-based studies of self-harm or self-injury with representative
adolescent samples indicate a range in the lifetime prevalence for 15-16 year olds varying
with study location, self-harm assessment and definition. For example, lifetime prevalence
was 12.2% in Southern Ireland (Sullivan et al. 2004), 12.4% in Queensland, Australia
(DeLeo & Heller 2004), 13.2% in Oxford, England (Hawton et al. 2002), 15.9% in the
Midwest, United States (Muehlenkamp & Gutierrez 2004) and 18.7% in South Australia
(Martin et al. 2005). The West of Scotland Study reported a lifetime prevalence of 7.1% for
self-harm by any method and 4.1% for lifetime self-harm by cutting, scratching or burning,
in their 19 year old sample (Young et al. 2006). In a single school study, Pearce and
Martin ( 1994) reported a lifetime prevalence of 30% of 15-16 year olds having ever tried to
hurt themselves, a high rate compared with other studies.

The influence of qualifying self-harm beyond a binary question is illustrated by studies
where prevalence is given for a simple assessment and also a more comprehensive
assessment. Qualification of simple response questions was adopted by the CASE study,
a multicentre study of 15-16 year olds, where anonymous open-ended descriptions of self-
harm were classified using a standardised coding manual; personal communication; later
published in Hawton et al. ( 2006). The reported rates were similar across countries, with a
12 month prevalence of 8.6% in England, 8.4% in Australia, and 9.3% in Ireland for the
simple question about having self-harmed. When coded to meet study criteria, the 12
month prevalence of self-harm with a confirmed method of harm dropped to 6.9% in
England, 6.2% in Australia, 6.6% in Norway and 7.5% in Ireland (DeLeo & Heller
2004;Hawton et al. 2002;Sullivan et al. 2004;Ystgaard et al. 2003). These were the rates in
peer reviewed publications at the time this review was conducted. The rates for each study

centre were modified for later publication together, reported in Hawton et al. ( 2006).

Differences in the detail of reports of self-harm may reflect reluctance by participants to
disclose details about their self-harm, or imply that the simple (Yes/No) question about
self-harm lacks specificity. This was illustrated again in a community study where
adolescents who reported lifetime self-mutilation in a screening questionnaire were
interviewed subsequently, lifetime prevalence of non-suicidal self mutilation was
substantially lower at interview (Ross & Heath 2002). This difference may be a

consequence of the method, with fewer people willing to discuss their experience face-to-

31



face compared with a questionnaire. Alternatively this may indicate false positives in

response to the screening questionnaire assessment.

The twelve month prevalence in a longitudinal community-based study of self-harm in
Australian adolescents was reported to be 5.1% (Patton et al. 1997). The lower rate in the
longitudinal study may reflect sample attrition or a bias in the sample who repeatedly
participated in the study. Alternatively, it may also be lower due to the possibility of being
followed up, compared with the possible anonymity afforded by cross-sectional studies. It
has been noted that higher rates tend to be reported in studies where the participants are
anonymous, compared with non-anonymous studies (De Wilde & Kienhorst
1994;Langhinrichsen-Rohling et al. 2006).

2.4.2. Adolescent community-based research on self-harm combined

with suicide attempts

Longitudinal research: Lifetime prevalence

Numerous studies combine assessment of self-harm and attempted suicide, and these
rates are generally lower than rates for self-harm alone. Rates vary between studies.
Longitudinal studies show the lifetime prevalence at age 15-16 to be 2.7% in a mixed
gender sample from New Zealand (Fergusson et al. 2000); 3.8% for boys, and 7.1% for
girls at age 15 in a Australian school-based study (Martin et al. 2005). A mixed gender rate
of 7.1% for lifetime suicide attempts or doing something that could have killed them was
shown in Oregon, USA adolescents (Lewinsohn et al. 1996). In a nationally representative
sample of Norwegian adolescents 8.2% reported attempting suicide (Wichstrom 2000).
The Australian and New Zealand studies mentioned above assessed self-harm and
attempted suicide. Reports reflect the assumption that participants would differentiate
between self-harm and attempting suicide when responding to separate questions.
Lifetime suicide attempts were reported by 4.2% of 18 year olds in an American
longitudinal study (Reinherz et al. 1995). In a 19 year old sample from Scotland (Young et
al. 2006), lifetime attempted suicide was reported by 6.4% of the sample, and this was

highly correlated with reports of self-harm (r=0.59).

Cross-sectional research: Lifetime prevalence

Lifetime prevalence of attempted suicide also varied in cross-sectional studies. Rates of

suicide attempts reported from single school studies include 5.6% in the mid-West of
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America (Muehlenkamp & Gutierrez 2004) and 8.7% in New York, 9% in a single school
study in South Australia (Pearce & Martin 1994). In studies involving larger samples,
attempted suicide has been reported by, 8% in Dublin adolescents (O'Sullivan & Fitzgerald
1998) and 10.5% in a five school study in Houston, USA (Roberts et al. 1997). A Dublin
study also conducted interviews when participants reported suicidal behaviour; the
reported lifetime prevalence of 2.3% at interview was substantially lower than the 8% from
the screening questionnaire. The authors interpreted this as being influenced by
guestioning of confidentiality, and also relating to false positives in screening
questionnaires (O'Sullivan & Fitzgerald 1998).

1-2 year prevalence of attempted suicide

Prevalence varies within shorter term assessments of attempted suicide. One year
prevalence of attempted suicide was reported in the National Longitudinal Study of
Adolescent Health (Add Health) in America as 4% at Time 1 in participants aged 11-21,
with a median age of 16 years (Hallfors et al. 2004), 3.6% at Time 2, 11 months later
(Borowsky et al. 2001). The one year prevalence of suicide attempts in a national survey in
Switzerland was 3% (Rey Gex et al. 1998). Higher rates were evident in the Youth Risk
Behaviour Survey, a national school-based survey in the United States, with the national
results (Miller & Taylor 2005) and results from South Carolina (Garrison et al. 1993)
showing that respectively, 7.7% and 5.9% of the samples had made an attempt that did
not require medical attention in the past 12 months, and that respectively 2.3% and 1.6%
reported making an attempt that did require medical attention. Very high rates of suicide
attempts were reported in a community study of adolescents in New Hampshire, with 15%
having made one or more attempt in the past year (Rosenberg et al. 2005). The two year
prevalence of suicide attempts was reported as 2.7% in a representative Norwegian
sample aged 12-30 (Wichstrom 2000).

The prevalence results vary greatly between studies, potentially influenced by the type of
questions asked, the method of data collection, time span of the assessment and the
definition of self-harm compared with attempted suicide. Rates of attempted suicide
tended to be lower than rates addressing non-suicidal self-harm, or when the two were
combined. Results from community-based studies in this review showed numerous studies
reporting over 10% of young people aged 15-16 years had ever self-harmed when asked a
simple question about it. Although this rate was lower when more detail was explored,
community studies consistently showed more than 5% of 15-16 year olds had hurt

themselves, supporting the notion that this is a common behaviour in young people.
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2.4.3. Prevalence of self-harm by method of harm

The reported prevalence of different methods of self-injury is greatly influenced by the
study type. Data from community-based samples shows self cutting and scratching as the
most prevalent forms of self-harm. Such harm may not be severe enough to warrant
accessing medical services. In an English secondary school sample, self cutting was
reported in 64.4% of those who had self-harmed, compared with 30.7% of young people
who had self-harmed reporting self-poisoning (Rodham et al. 2004). Similar results have
been reported in an Australian adolescent community-based sample, where 59.2% of
those who had self-harmed had cut themselves, compared with 29.6% who had overdosed
on medication. Other methods were less prevalent, including illicit drug use (3%), self-
battery (2.2%), hanging (1.7%) and inhalation (1.7%) (DeLeo & Heller 2004). Patton et al. (
1997) reported self laceration and deliberate recklessness as the most prevalent types of
self-harm, followed by self poisoning in their adolescent school-based study.

As some studies of samples recruited through services have been included in this review,
it is worthy to note a key difference in methods of self-harm. Self poisoning is reported as
the most common method used in studies with samples recruited following presentation at
hospital for young people (Bhugra et al. 2004;Hawton et al. 1996;Kienhorst et al. 1995).
Community-based research indicates that presentation to hospital is a rare outcome for
self-harm (Hawton et al. 2002). As multiple methods of self-harm may be used with varying

levels of severity, only the most medically serious may require treatment.

2.4.4. Self-harm at different ages during adolescence

This section will outline patterns of self-harm reported at different ages during
adolescence. Evidence has been taken from both community and service-based research
for this section. The prevalence of self-harming behaviour increases in mid-adolescence.
Hawton et al. ( 1996; 2003a) report that presentations to hospital are rare under the age of
12 years, however the behaviour becomes increasingly prevalent between 13 and 16
years. Hawton et al. ( 2003a) note that the relative rarity of self-harm under the age of 12

years may imply that the onset of harming behaviour may relate to puberty.

There is some evidence that self-harm which does not involve hospital presentation

emerges later than age twelve. For example, in a community-based study with participants
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whose average age was 15 years; of those who had self-harmed, around one tenth had
started within the past year, more than half had started two years earlier, a quarter started
to self-harm three or more years earlier. Other participants could not recall when they had
started (Ross & Heath 2002). Muehlenkamp and Gutierrez ( 2004) also cited an older age
of onset, with self-injury most commonly starting at age 14, although the age of onset
ranged from 5-17 years in that study.

The rate of self-harm reportedly increases throughout mid-adolescence with some
evidence for a peak around age 15. In a review by Brent ( 1995) on self-harm and
attempted suicide, rates for females increased greatly in mid-adolescence. In a
community-based cross-sectional study, the lifetime prevalence of self-harm or attempted
suicide in adolescents aged 14 years and older was significantly higher than those
younger than 13 years (Roberts et al. 1997). The same study reported significantly higher
odds for suicide attempt in the past two weeks for adolescents aged 15 years or older in
multivariate analysis, compared with participants aged 12-14 years. In an Australian
community-based study, the prevalence of self-harm in 13-15 year old males appeared
relatively constant, with a slightly higher rate at age 14. For girls, however, self-harm was
more frequent in 15 year olds, compared with 13-14 year olds (Martin et al. 2005). A peak
in self-harming behaviour has been reported around the ages of 15-16 years, compared
with slightly older adolescents in The Netherlands (De Wilde & Kienhorst 1994). A
community-based cross-sectional study in Southern Ireland indicated no difference in

prevalence of self-harm in participants aged 15-17 years (Sullivan et al. 2004).

Discussion of prevalence in school-based research requires consideration of potential
biases in the population from which samples have been drawn. The Youth Risk Behaviour
Survey showed a higher incidence of attempted suicide in 15-16 year olds compared with
older adolescents; however, it is conceded that school-based studies may have a selection
bias as less healthy adolescents may not attend school in later years (Shaffer & Gutstein
2002). Other studies argue that school-based samples of people aged 15-16 years are
likely to be representative as most adolescents that age still attend school (Evans et al.
2005).
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2.4.5. Self-harm and attempted suicide by gender

The majority of community-based studies illustrate that adolescent females have higher
lifetime prevalence of both self-harm (DelLeo & Heller 2004;Hawton et al. 2002;Martin et al.
2005;Ross & Heath 2002;Sullivan et al. 2004) and attempted suicide than males
(Fergusson et al. 2000;Meltzer et al. 2001;Reinherz et al. 1995;Roberts et al.
1997;Sourander et al. 2001;Stewart et al. 2006;Wichstrom & Rossow 2002). In his review,
Brent ( 1995) noted that the rates of suicide attempts were similar in younger adolescents,
and the gender difference increased with age through adolescence. For example, the 1999
National Survey of Mental Health of Children and Adolescents in Great Britain collected
data on a representative sample of children and adolescents in England, Scotland and
Wales (Meltzer et al. 2001) and found that 7.9% of girls and 5.3% of boys aged 13-15 had
self-harmed or attempted suicide. For the purpose of this review, the self reported rates
and associations with self-harm in 11-15 year olds will be discussed, rather than rates from
parent report in The National Survey of Mental Health of Children and Adolescents in the
UK (Meltzer et al. 2001). Fergusson et al. ( 2000) reported that 3.1% of females and 0.8 %
of males had attempted suicide by 16 years in New Zealand.

The 12 month prevalence results in adolescents also indicated that females were more
likely to self-harm (Patton et al. 1997) and attempt suicide (Borowsky et al. 2001;Hawton
et al. 2002;Rosenberg et al. 2005;Wichstrom & Rossow 2002). For example, Patton et al. (
1997) reported that 6.4% of females and 4% of males had harmed themselves in the past
year. Looking at attempted suicide, the Add Health study reported a 12 month prevalence
of 5.1% for adolescent females compared with 2.0% for males (Borowsky et al.
2001;Resnick et al. 1997).

Variation is also evident in large scale studies reporting odds of males and females who
had self-harmed or attempted suicide. A nationally representative study of Norwegian
adolescents (Wichstrom & Rossow 2002) noted that the odds ratios for being a female
making a suicide attempt remained stable at 1.7 for lifetime (reported at Time 1) and 12
month prevalence (at Time 2). Lower adjusted odds of 1.46 (95%CI 1.10-1.93) were
reported in a national survey in the UK (Meltzer et al. 2001), and higher odds of 3.9
(95%CI 3.1-4.9) were reported for females from an English community sample, compared
with males (Hawton et al. 2002). The extent of gender differences in self-harm may vary

across countries; however, it is also feasible that differences in odds ratios may stem from
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studies adjusting for different factors in their multivariate analyses, or differences in

confounders relevant for different groups.

There have also been studies reporting no gender differences. Two small adolescent
studies in Ireland and Australia found no significant gender difference in lifetime
prevalence of self-harm or suicide attempts (O'Sullivan & Fitzgerald 1998;Pearce & Martin
1994). Muehlenkamp & Gutierrez ( 2004) reported no significant gender differences in self-
injury in an adolescent school-based sample; however there was a significant difference in
gender for attempted suicide, with more females then males attempting suicide. Roberts et
al., (1997) reported a trend in the opposite direction in their school-based study, with
males having a higher 2-week prevalence of suicide attempts. In a study on non-suicidal
self-injury in an adolescent inpatient sample, Nock et al., ( 2006) reported no gender
difference in the number of episodes of self-harm or the number of methods used,
however, females reported more lifetime suicide attempts than males. This is in contrast

with the higher rates of completed suicide among young males (Cantor 2000).

2.5. Repetition and cessation of self-harm

Repeated self-harm is frequently reported by young people, through both retrospective
questions (Evans et al. 2005;Hawton et al. 2002;Patton et al. 1997) and prospective
studies at a community level (Borowsky et al. 2001;Sourander et al. 2006;Wichstrom
2000). Longitudinal studies illustrate that self-harm is a predictor of later self-harm. For
example, in a Finnish longitudinal study, harm at age 12 predicted suicidal behaviour at
age 15 (Sourander et al. 2006). The Add Health study in the United States reported
significantly increased odds for attempted suicide at Time 2 for young people in grades 7-
12, if a previous suicide attempt had been recorded at Time 1, 11 months earlier
(Borowsky et al. 2001). In terms of repetition rates, 21.9% of a representative Norwegian
adolescent sample who admitted making a suicide attempt in the follow-up had also

reported an attempt in the first phase of the study two years earlier (Wichstrom 2000).

Assessment of multiple episodes of self-harm varies, and thus differences in repetition
rates may emanate from genuine differences between groups, or simply differences in
research methods. Of the adolescents who reported self-harm in cross-sectional
community-based studies, previous or repeated self-harm was reported by 15% in a large

American study (Rosenberg et al. 2005), 30% in an Australian study (Patton et al. 1997),
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54.8% in an English study (Hawton et al. 2002), and 63.6% in a small American study
(Harkavy Friedman et al. 1987).

Associations with repetition of self-harm

Issues associated with repetition in adolescent self-harm have been explored at a
community level (Evans et al. 2005;Rosenberg et al. 2005). In a community sample,
depressive symptoms, weight problems, use of hard drugs and heavy alcohol use were
associated with repetition (Rosenberg et al. 2005). A recent English study reported that
females who had repeatedly self-harmed were less able to talk to their relatives compared
with those who had a single episode; and males who repeatedly self-harmed were less

able to talk to their mothers than those who had self-harmed only once (Evans et al. 2005).

Further exploration is required into why people repeatedly self-harm, along with enquiry
into the cessation of self-harm after repeated episodes. Sinclair and Green ( 2005)
qualitatively explored these issues with adults who had not self-harmed for at least two
years, finding that cessation in self-harm related to resolution of identity or adolescence
related stressors, a reduction in heavy alcohol usage, or acknowledgement of mental
health problems which had been undiagnosed at the time of their self-harm. This study
implied that with resolution of such situations, there was no longer the need for self-harm,

but while those circumstances continued, self-harming behaviour was maintained.

Repeated self-harm may be an ongoing response to the circumstances in which self-
harming begun. Alternatively the reasons for repetition of self-harm may change and
develop once the behaviour pattern has been established. Repeated self-harm over a
finite period of time may or may not have a unified aetiology; however, it is worth exploring

in further research.

2.6. Help-seeking and disclosure

2.6.1. Disclosure of self-harm

Self-harm is often a highly personal and secretive behaviour, despite the fact that
behaviours such as cutting and burning are likely to leave physical marks or scars and that

more serious attempts may lead to attention from medical services. It is noteworthy that
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there is a qualitative difference between the behaviour being found out, or actively

disclosed to another person.

There is also a qualitative difference between certainty and the possibility that others may
be aware of self-harm. In a community sample of 15-16 year olds in England, 78.9% of
those who had self-harmed believed that someone else knew about their harm on the last
occasion (Evans et al. 2005). Other community-based adolescent samples indicate that
disclosure of self-harm is infrequent. Patton et al. ( 1997) noted that 14% of adolescents in
their study who had self-harmed informed someone else before the episode, and 25%
reported the event to others afterwards. Around one third of adolescents in a small
American study claimed to have told someone about their attempt before they had made it,
and over one third had not told anyone about it afterwards (Harkavy Friedman et al. 1987).
Similarly, in a national survey in Switzerland, 40% of the adolescents who had attempted
suicide in the past year had disclosed their attempt to a friend or relative (Rey Gex et al.
1998). Young people claimed that they would be most likely to seek support from friends
(Coggan et al. 1997;DeLeo & Heller 2004;Evans et al. 2005;Fortune & Hawton 2005a).
These results may indicate differences between young people actively disclosing their self-
harm, as opposed to it being discovered by others, or merely believing that other people

might know about their harm.

Reluctance about disclosure or help-seeking could relate to negative experiences when
previous self-harm had been disclosed and also fear of the response they might receive
following their admission (Coggan et al. 1997;Mental Health Foundation 2006). Disclosure
of self-harm was also reported as disempowering the young person, as they might lose
control over who knew about their self-harm. Attempts to reduce harming by others may
cause distress to the person hurting him or herself, as that may have been a key coping
strategy (Mental Health Foundation 2006).

The experience of being told about self-harm by a friend, family member, or even as a
health professional is also challenging (Anderson et al. 2003;Coggan et al. 1997;Mental
Health Foundation 2006). Social relationships may change, and that might alter the
situation for the young person who had self-harmed. The exposure to self-harm may
induce anxiety in others, especially if there is difficulty understanding why those actions

may have been taken (Anderson et al. 2003;Mental Health Foundation 2006). Reports
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from hospital staff indicate that working with young people who self-harm could be both
difficult and upsetting (Mental Health Foundation 2006).

2.6.2. Help-seeking

Closely related to issues of disclosure are those concerning help-seeking after self-harm.
Disclosure may involve telling another person about self-injury, or the injury being
discovered. Seeking help will be discussed as a more specific form of disclosure; that is,
making self-harm known to others with the aim of seeking assistance. There are many
obstacles deterring young people from seeking formal help, as evidenced by the
preference for disclosing distress to friends or family, or adopting more isolative strategies
(Fortune & Hawton 2005a). The act of self-harm may also imply a difficulty in
communicating distress in more usual ways. The stigma associated with self-harm or
attempted suicide may also prevent people from seeking help. As exposure to self-
injurious behaviour may distress others, it may inhibit people who have self-harmed
seeking help (Stewart et al. 2006).

The adolescent community-based literature indicates that although young people who self-
harm may perceive the need for help, they are still reluctant to seek it, when compared
with young people who had not self-harmed (Evans et al. 2005). Young people reported a
lack of knowledge about services as a reason for not seeking help. However, despite the
fact that participants in that study acknowledged pathways towards seeking help, there
was concern about the level of trust and confidentiality assured when talking with school
counsellors. Services such as psychologists and psychiatrists were deemed too difficult to
contact, too impersonal and too expensive (Coggan et al. 1997). In contrast, young people
who contributed to the UK National Inquiry into Self-harm reported seeking help as
beneficial (Mental Health Foundation 2006). Reports about satisfaction with services vary
with the source of information or participant recruitment, insofar as young people actively
volunteering to a study such as the National Inquiry into self-harm may constitute a
different group to an anonymous community-based sample or those recruited following

service use.

The National Institute of Clinical Excellence (NICE) has produced guidelines (National

Institute for Clinical Excellence 2004) for responding to self-harm in primary and secondary
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care. However, the National Inquiry noted that these have not yet been evaluated, so

adherence to these guidelines remains unclear (Mental Health Foundation 2006).

In an English community-based study, less than half of the adolescents who had self-
harmed in the past year tried to seek help before harming, and slightly more than half had
received help following their most recent self-harm. Females were significantly more likely
to seek help than males but there was no significant difference in help received (Evans et
al. 2005). Limited help was sought from mental health services or GPs by Australian
adolescents who had self-harmed, with a preference for informing friends or family (DeLeo

& Heller 2004). This study reported no gender difference in help-seeking prior to self-harm.

A minority of young people who self-harm also report seeking medical help. In school-
based studies, the percentage of those who had self-harmed requiring medical treatment
is consistently low. For example, the multi-centre CASE study reported that of those who
harmed themselves in the past year, 14.7% in the Norwegian study (Ystgaard et al. 2003),
10.5% in the Australian study (DeLeo & Heller 2004) and 12.6% in the English study
(Hawton et al. 2002) were treated in hospital. In the Irish section of the CASE study, of the
participants who self-harmed, help from any service was accessed by 11.1% prior to the
self-harm episode, 15.3% after the episode; and actual hospital presentation was only
made by 11.3% of those who had self-harmed (Sullivan et al. 2004). A slightly higher rate
(15%) of 18 year old Finnish males in a community sample who had self-harmed in the
past 6 months had sought help from services (Haavisto et al. 2005).

Rates of help-seeking appear higher in studies examining attempted suicide and self-harm
with a greater proportion of suicide attempts receiving help. In the Youth Risk Behaviour
Survey in South Carolina, 5.9% of that sample reported self-harm without input from
medical services and 1.6% of the entire sample reported making a suicide attempt that
required medical services (Garrison et al. 1993). Similarly, different rates of help-seeking
were reported from a cohort study in New Zealand, where 7.5% of their adolescent sample
had made a suicide attempt, and of those attempts, 29% received medical attention
(Fergusson et al. 2000). These assessments of help-seeking for attempted suicide are
higher than rates of help-seeking reported in community research on self-harm in the
CASE study (DeLeo & Heller 2004;Hawton et al. 2002;Ystgaard et al. 2003).

It is unclear whether the young people who come to the attention of medical services

represent those hurting themselves in more serious ways, those with a more open attitude
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to seeking help, or some combination of the two. Consideration must also be given to
whether participants in a study have sought help as study recruitment may bias results
(Bhugra et al. 1999c). Having received some form of treatment for mental health was a
significant predictor of self-harm 12 months later for girls in a community adolescent
sample (Borowsky et al. 2001).

2.7. Theories and models of self-harm

A range of theories relating to self-harm will be outlined in this section. The variety of
behaviours and motivations encompassed by self-harm provide a challenge on a
theoretical level, as well as at an operational level for conducting research. It is feasible
that some theoretical models may have a better fit’ for specific types of self-harm,
however, there are likely to be underlying similarities describing the behaviour.
Understanding self-harm requires the behaviour to be viewed within a psychosocial
framework (Michel 2000), including social context, culture, life events, along with biological

and psychological aspects of the individual’s life.

Psychological models of self-harm revolve around an individual’s propensity to injure him
or herself and the psychological factors which lead to this type of action, dismissing
external triggers as somewhat superficial (Bell 2000). It is, however, difficult to disentangle
the roles of internal and external factors. For example, in Williams’ discussion of
entrapment, it is the individual’s perception of being unable to escape situations and

feelings which related to self-injurious and suicidal behaviour (Williams 1997).

Psychodynamic theory emphasises the intrapsychic tension, allowing for a variety of
different ways of attacking the self. For example, aggressive self-destructive behaviour has
been associated with a wish to die, to kill and be killed (Apter et al. 1995). This explains
how non-depressive self-harm may be a reaction to anger and conflict, expressed through
self destruction. Pattison and Kahan ( 1983) extend this further and refer to self-injury as a

‘masochistic surrender’ following a crisis.

In terms of object relations, self-harm could be seen to stem from the introjection into the
ego of a hated object which is then attacked. Harming and torturing the self function as
punishment, and at the same time, attack the internalised element of another (Bell 2000).

The attack could also function as a rebuke against the self for the desire to hurt the
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introjected object, or a response to the loss of an object. The role of self-harm is also
described as a means of relieving the pressure from an overbearing, vengeful superego
(Bell 2000). The release of the psychic tension may be paralleled in the release of the
blood from the skin, and have a more existential role, eliciting a sense of being, and

existence in the world.

Applying attachment theory, self-harm may stem from an accumulation of experience with
unmet interpersonal needs throughout childhood and adolescence (Bowlby 1988;Tyrer &
Steinberg 1998). This may lead the young person to act in a way that had previously
elicited attention and care, for example displaying child-like behaviours, or presenting a
physical injury which would require care. Self-harming behaviour may involve some form
of manipulation to gain love, or inflict punishment. The empirical associations between
self-harm and violent behaviour are consistent with the view that self-harm is a form of
violence, turned upon the self rather than directed outwardly, or at another person
(Borowsky et al. 2001;Miller & Taylor 2005).

Identity and a sense of self, particularly in adolescence, have been associated with self-
harm. It could be that the young person self-harms to express conflict between an intrinsic
and extrinsic self; seeking validation from others, he or she may adopt secretive
maladaptive coping strategies while publicly presenting a ‘front’ or ‘other self’ (Adams et al.
2005). Self-harming may also function as a tangible means of developing a ‘sense of self’.
Developing an identity as ‘someone who self-harms’ may also play a role of reinforcement
for future behaviour, yet it does not necessarily explain the initiation of self-harm among

young people (Anderson et al. 2004).

Behavioural models would explain self-harm as a learned maladaptive response, repeated
through positive reinforcement of previous self-harming (Tyrer & Steinberg 1998). This
may well play a part in repeated self-harm, but again, it does not clarify the means by

which self-harming behaviour is initiated or triggered.

A cognitive model would propose that actions of self-harm relate to thoughts and beliefs.
The behaviour stems from the perception and appraisal of a situation, with self-harm as an
appropriate response. Self-harm as a coping strategy to keep living may not involve
suicidal ideation, however, others may be looking for escape or death as a way of dealing
with current problems. Lazarus and Folkman ( 1988) propose that individuals experience

stress as an emotional response to their interaction with the environment, and the
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strategies employed to deal with stress are part of a dynamic relationship between beliefs
held about the experience and their own capacity to react. Coping style and assessment of
how appropriate a coping strategy is in response to stressors will influence whether or not
that particular strategy is adopted or rejected (Lovallo 1997). Self-harm or attempting
suicide could be seen as maladaptive responses to extreme stress.

Emotion-focused coping has been reported in people who self-harm. This relates to people
feeling unable to address or solve problems, and instead focusing on their feelings and
more avoidant behaviours (Evans et al. 2005;McAuliffe et al. 2006). McLaughlin et al., (
1996) reported dysfunctional coping in their study of adolescents who had overdosed and
presented to hospital. Participants in that study reported that overdoses would help them
escape problems for a while, would prompt other people to help them, or stemmed from a

perceived lack of options to resolve distress.

For a coping response to be required, the individual must perceive some form of stress.
Self destructive responses to stress may stem from a background susceptibility,
predisposition or personality type, as proposed in the stress-diathesis model (Mann et al.
1999). For those who do not repeatedly self-harm, or only do so for a limited period, the
reduction in distress achieved through self-harm may have been an experimental way of
coping, and may not be required once the stressful situation is resolved (Ross & Heath
2002;Sinclair & Green 2005).

The medical, or disease model relies on the premise that mental health problems are a
manifestation of an illness, involving chemical and physiological disturbance in the body
(Tyrer & Steinberg 1998). A behavioural phenomenon such as self-harm, could be
understood within a model of mental health and illness (Anderson et al. 2004), with
suicidal behaviours being secondary to a psychiatric disorder. Self-harming behaviours are
categorised in the ICD-10, as noted in section 2.2 (World Health Organisation 2006).
However, attempted suicide is not a category of iliness. It is possible that psychopathology
may not be a necessary for someone to self-harm, however, there is evidence from
population-based research in the UK that adults do not attempt suicide in the absence of a

psychiatric disorder (Jenkins et al. 2005).

More sociological models would explain self-harm as a function of the environment and
social context leading an individual to behave in that manner. Redley ( 2003) outlined a

model of self-harm which portrayed people who self-harmed as having a limited capacity
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to change their lives, coupled with the belief that they could not have acted otherwise. The
implication is that should the same situation arise again, circumstances would be lead to
the same actions. This model does involve the individual’s motives and intentions,

however, the influence of context plays a major role.

If self-harm is viewed as a response to seemingly insurmountable difficulties, it may be
repeated, functioning as an acceptable response to the individual’'s internal world and
social circumstances (Michel 2000). An integrated model would view self-harm as
involving agency; choosing to act in response to a crisis given an individual’s current
health, socio-cultural context, background and life experiences. There may also be
different cultural approaches to stressful situations, and variations in acceptable ways of

reacting to a situation or experience.

Some studies propose that a number of models are appropriate for theoretically explaining
self-harm. One such study is the Christchurch Health and Development Study conducted
in New Zealand. The authors note that mental health is a strong predictor of suicidal
behaviour, however mental health is also viewed as a mediator between exposure to
social and individual stresses. This also provides evidence for an accumulative risk model,
showing that with increasing exposure to risk factors across domains there is an increased
risk of suicidal behaviour (Fergusson et al. 2000). This cumulative risk factor model has
been adopted in other epidemiological research in this area (Lewinsohn et al.
1996;McKeown et al. 1998;Reinherz et al. 1995). However, although mental health is
strongly associated with suicidal ideation and attempts, the majority of young people who
had depression did not make suicide attempts. This outcome was mediated by other
influences, implying that it is the combination of factors making a person vulnerable,
possibly in addition to depressive symptoms, which are likely to lead a young person to a
suicide attempt (Fergusson et al. 2003).

The research in this review will encompass individual, social and behavioural associations
with self-harm, therefore accepting the associations between self-harm and risk factors at
individual, peer, family and community levels (Borges et al. 1995). Although this assumes
the risk factor model is valid, the impetus from the individual to hurt him or herself is

viewed as equally important.
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2.7.1. Adolescence and identity development

As this thesis focuses on self-harm in young people, this section will provide a brief
discussion of adolescence and identity with respect to conducting research. Adolescence
is the period involving a transition between life as a child and that of an adult (Smith et al.
2003), and thus it is without the innocence of childhood or the responsibility of adulthood
(Shaffer 1999). It is a time of change in identity; with physical maturity, increasing
independence from family, and clarification of independent thought, personal and social
values (Coleman 1995). This change could also include a heightened awareness of an
adolescent’s own image, identity, and appearance to others, all of which could involve
novelty, confusion and awkwardness (Anderson et al. 2004;Smith et al. 2003).

Although transition through adolescence is a smooth process for the majority of young
people (Coleman 1995), some young people find the changes overwhelming (Briggs
2002). If self-harm was a feature of adolescent life, it may be adopted as a key part of their
identity (Anderson et al. 2004).

The roles assumed through adolescence leading into adulthood also are culturally defined,
and thus there is scope for variation in the interpretation of this term amongst cultural
different groups (Bhugra 2004;Briggs 2002;Shaffer 1999). Adolescence has potential to be
a time of great conflict, where the values young people wish to adopt clash with those of
their parents. In more collective cultures, the separation from one’s family may not be as

acute as in individualistic cultures (Stewart et al. 2006).

2.8. Social and Psychological factors associated with self-harm

This section presents a review of the literature pertinent to the studies conducted for this
thesis. The emphasis is on psychological and social factors relevant to self-harm in
adolescents living in multi-ethnic communities. The topics covered in this section informed
the development of hypotheses for the quantitative study (Chapters 4-5) and the research
objectives for the qualitative research (Chapters 6-8). This will not be an exhaustive
account of social and psychological associations with self-harm, as many factors are
beyond the scope of this research. For this research, “social factors” relate to interpersonal
relationships, the location of the study and groups of people within that area, such as East
London and the influences of culture. “Psychological factors” refer to issues pertinent to

the individual, including mental illness or common mental disorder, such as depression
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and anxiety, along with coping with stress. The notion of identity is infused in both social
and psychological factors to be explored in this thesis. Ethnicity and culture will be
presented in section 2.9, and also discussed alongside other factors, if ethnic or cultural
differences were reported in previous research. The role of both ongoing and recent
factors need to be considered in researching self-harm and attempted suicide (Beautrais
2000).

2.8.1. The role of ongoing stressors

Self-harm could be viewed as a response to a complex mixture of ongoing stressors with
or without additional short-term triggers (Fergusson et al. 2000;Fox & Hawton 2004).
Combinations of adverse experiences such as individual vulnerabilities, childhood or family
adversity, negative life events, mental health problems or specific cultural, social or
contextual factors may influence the likelihood of suicidal behaviours in adolescence
(Beautrais 2000).

When researching this type of behaviour, consideration must be given to the context and
background predisposition of the individual as well as the immediate, short-term stresses
or circumstances. Ross and Heath ( 2002) assert that the variation in frequency, initiation
and longevity of self-harming during adolescence implies different reasons for self-harm.
They hypothesise that those who continue to self-harm for a long time may have
underlying psychological problems, or chronic stressors, thus differentiating those people
from those who harm for a brief period. Ongoing stressors may relate to mental health
(Shaffer & Gutstein 2002), stressful living conditions or relationships.

Ongoing influences on a young person’s life may also have a positive influence. Social
situations eliciting a sense of comfort and well-being may be protective, as reported by
Borowsky et al. ( 2001) from research with a nationally representative adolescent sample
in the USA. More specific discussion of ongoing risk and protective factors will be

developed in Sections 2.9-2.10.

2.8.2. The role of specific triggers for self-harm

Michel ( 2000) reported that circumstances around self-harm, often included an acute

period of emotional disturbance or distress, distinct from other ongoing or underlying
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issues. Self-harm in adolescents may be reactive, triggered by an acutely stressful
situation, encounter or experience. This could include interpersonal conflict with parents,
peers, boyfriends or girlfriends (Bhugra et al. 2004;Goddard & Higgins 1999;Goddard et al.
1996;Handy et al. 1991;Hawton et al. 1996) or some form of disciplinary crisis such as
arrest or anticipated punishment (Beautrais et al. 1996).

There is evidence for and against the role impulsivity in self-harm. In a study of adolescent
self-harm, 40% of the young people who had made an attempt reported nothing particular
as precipitating events in the days or hours prior to their attempt, however, a further 40%
were aware of specific triggers, such as conflict with family or friends, feeling depressed or
having problems (Kienhorst et al. 1995). The authors interpret these results as evidence
against the impulsive aspect of self-harm. This may be the case, however, it also provides
evidence for the heterogeneity of the behaviour, implying impulsive actions at least some
of the time, and that the role of short-term triggers is relevant to research on self-harm, but

may not provide a complete explanation of the behaviour.

2.9. Social Factors

2.9.1 Ethnicity

This section will firstly define ethnicity as a research variable, and then discuss it in relation
to self-harm. As there has been limited research into ethnicity, culture and self-harm
specifically in community samples of adolescents, the literature on ethnicity and self-harm
in adults and young people who have presented to services has been included in this
section of the review. It is also worthy to note that some studies included in this section of
the review may be somewhat dated, and relate to communities which are likely to have
changed since the research was conducted, such as English studies conducted in the
1980s.

2.9.1.1 Defining ethnicity and use as a research variable

As this doctorate was based in an ethnically diverse part of East London, ethnicity and
culture were important factors to consider. They also represent an aspect of self-harm

research requiring further exploration in young community samples.
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Ethnicity is a socially constructed term referring to a self-assigned group. Ethnic groups
share a variety of possible features, including heritage, sense of identity, religion,
language, and practices (Bhugra 2004;Mackintosh et al. 1998;Senior & Bhopal 1994). As a
person’s ethnicity is a fluid and multi-faceted concept, it is open to influence from other
groups. A person’s ethnicity is contingent on the context, and the combination of other
ethnic groups to which any one group is being compared. Sets of values, practices and
behaviours differentiate each ethnic group (Hein 1998). For example, groups sharing a
common heritage, who practice different religions may be considered different ethnic

groups.

Ethnicity is considered as distinct from race, as ethnicity involves the notion of culture,
rather than only biological factors. Race refers to physical characteristics such as skin
colour and hair texture (Bhugra 2004;Senior & Bhopal 1994). Ethnicity is often used as a
euphemism for race (Sheldon & Parker 1992), or as an interchangeable term, despite the
fact it is a more complex concept. However, piloting work for RELACHS in East London
indicated that adolescents understood “ethnicity or race” to encompass the broader
concept of ethnicity (Bhui et al. 2005b). For the purposes of this research, ethnic group
names will be capitalised, whether referring to a nationality (such as Pakistani), or racial
characteristic (such as Black). Within this review, ethnic groups will be referred to as they

were in the studies cited.

2.9.1.2. Assessment of ethnicity

The assessment of ethnicity for research is challenging, as it depends on the groups and
factors being compared, and the context of the study (Senior & Bhopal 1994). Self-
ascribed ethnicity, akin to that assessed in census data, has been used in recent research
(Bhugra et al. 1999b;Cooper et al. 2006). Groups have often been collapsed together for
research purposes to have sufficient statistical power for analysis. When the sample size
or study design requires researchers to combine smaller ethnic groups for analysis, subtle
differences between groups may be overlooked or masked (Senior & Bhopal 1994). For
example, in UK hospital-based studies of self injurious behaviour, even where ethnicity
has been assessed in the same manner, groups have been referred to as “South Asian”,
for people of Pakistani, Indian or Bangladeshi origin (Cooper et al. 2006); “South Asian”,
for people who originated in the Indian subcontinent, or whose grandparents or parents
originated there (Bhugra et al. 2004); and “Asian”, for people with origins in the Indian

subcontinent such as India, Bangladesh, Sri Lanka or Pakistan (Bhugra et al. 1999b).
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Merrill and Owens ( 1986) reported on “Asians”, defined as people of Asian origin born in
the UK, or born in India, Pakistan, Bangladesh or East Africa. Handy et al. ( 1991) referred
to “Asians” as people living in the UK, with parents born in the Asian subcontinent. It has
also been noted that, at times, the terms “Asian” and “South Asian” are used
interchangeably (Bhugra 2004). These slight differences may influence results, or at least
raise the question of specificity and generalisability of findings.

Further inconsistency arises from less structured assessments of ethnicity, such as the
use of names to ascribe ethnic group (Biswas 1990;McGibben et al. 1992). This has also
been applied as a part of a composite assessment, along with religion, first language,
place of birth and parental origins in the case that self-ascribed census categories were
not available (Bhugra et al. 1999b). The use of names alone for ethnic grouping names is
criticised as it may not reliably distinguish ethnic groups. It may have some validity for
some South Asian names, however, South Asian Christians may have the same names as
white groups, and this might not reliable if people marry into, or change their name to that

more ‘typical’ of another ethnic group (Senior & Bhopal 1994).

Research involving ethnicity is valuable as it can inform services about different
approaches to illness and illness behaviour. Research considering ethnicity may provide
valuable insight into self-harming behaviour in mixed populations such as East London. It
is important to acknowledge that the notion of ethnicity is changeable over time, and with
the influence of environmental, social or cultural factors (Senior & Bhopal 1994). This may
be particularly salient for young people who are likely to be undergoing identity changes as

they mature.

2.9.1.3. Rates of self-harm and associations with ethnicity

Adolescent community-based research on self-harm and attempted suicide

At the time of this review, there was limited self-harm research on adolescent community-
based samples in the UK. Comparative rates of self-harm by ethnic groups in community
studies stem from work in America, or through comparisons of studies conducted in
different countries. The results reported here will focus on the ethnic groups to be studied
in East London, such as Caucasian, Black and Asian groups. This part of the review will
refer to samples recruited through health services and adult studies which have conducted

research with the ethnic groups to be included in the empirical research within this thesis.
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The community-based research on ethnicity and adolescent self-harm in the UK is mixed.
A report by the Office for National Statistics in the UK on young people who try to hurt,
harm or kill themselves (Meltzer et al. 2001) showed that the self-reported prevalence in
Non-White adolescents aged 11-15 years was greater than in white adolescents (7% and
5.7% respectively). In a school-based cross-sectional study on English adolescents,
Hawton et al. ( 2002) reported a lower rate of self-harm in South Asian females compared
with White females (OR 0.55; CI:0.33-0.91), and no significant ethnic differences in males.
Thus community based research on self-harm in adolescents in the United Kingdom does
not show a consistent pattern relating to ethnicity. This may relate to genuine variation
within and between groups, or may be attributed to more methodological issues such as
the combinations of ethnic groups studied, how relevant factors were assessed or how the

data was analysed.

Adolescent health service-based research on self-harm and attempted suicide

In addition to the mixed results at a community level, results from service-based studies in
the UK have shown no significant differences between South Asians and Caucasians in
inception rate of adolescent self-harm (Bhugra et al. 2003), presentation to A&E (Merrill &
Owens 1986) or in hospital admissions (McGibben et al. 1992). Other studies indicated
lower rates presenting to A&E in South Asians compared with whites (Bhugra et al. 2004).
Most of these studies had small samples, so the findings should be interpreted with
caution.

Research with adults on self-harm and attempted suicide

As there is limited research on self-harm and ethnicity in adolescents, findings with adult
samples are briefly summarised. The inconclusive results from the adolescent literature
with respect to ethnicity give way to clearer trends in young adulthood. This is
demonstrated by service based studies where the rates of self-harm (Cooper et al. 2006)
and attempted suicide (Bhugra et al. 1999b) are higher for young South Asian women than
White groups in the same age range. In a UK study on hospital presentation for self
poisoning, all age comparisons showed that Asian-born females had higher rates of self
poisoning than UK-born females and that UK-born males had higher rates than Asian
males (Merrill & Owens 1986), although the results for specific age-matched comparisons

between ethnic groups were not significant for people under 15 years.

There is some implication that migration could function as a risk factor for young Asian

women, or as a protective factor for young Asian men, when compared with a UK-born
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sample, Young Asian women also had higher rates of presentation compared with Asian
men (Merrill & Owens 1986) and also young Black women (Bhugra et al. 1999b). The
EMPIRIC study in England showed that attempted suicide was more frequent in Indian
and Pakistani women compared with white British and Irish women (Crawford et al. 2005).
These findings imply that the risk for self-injurious behaviour is not necessarily related to
belonging in a migrant or “minority group”, but may specifically relate to being a migrant
from a certain area or culture. These results also imply that further research is required to
identify whether increased risk relates to being first, second or a subsequent generation
migrant, the process of migration, or aspects of a particular culture or ethnic group within

the context of life in a different country, such as England.

Risk factors for self-harm in adults relating to ethnicity

In addition to exploration in prevalence differences by ethnicity, there is a growing body of
work addressing risk factors with respect to ethnicity and culture in adults, which will be

outlined further in section 2.9.2., after introducing the notion of “culture” in this research.

Research on ethnic density, pertaining to the relative mix of groups within local populations
and associated influences on risk factors, has shown mixed results. In ethnic minorities in
London, relative rates of adult self-harm in minority ethnic groups varied by area,
suggesting risk in some areas and protection in others (Neeleman et al. 2001). A study of
self-harm in Manchester reported separate effects for repetition at individual and area
levels. Those with a White ethnicity had a higher risk of repeated self-harm, however, at an
area level, the risk was significantly higher in wards with a lower proportion of White
residents, a risk which did not vary according to individual ethnicity (Johnston et al. 2006).
This may imply a role of “relative” minority status, influenced by the differing combinations

of groups living in close proximity.

Assessment of ethnicity for research is challenging, and can vary greatly, raising questions
about the quality and reliability of the claims stemming from that research. It is feasible that
different combinations or definitions of ethnic groups would yield different results, and thus
generalising from these studies should be done with caution. The different cultural
perspectives on acceptable behaviour and what constitutes normal relationships or
responses to stress requires a great amount of sensitivity; to the individual involved in the

research and in the assumptions made about the data collected.
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2.9.2. Culture and cultural influences on self-harm

This section will define culture and acculturation. As there is limited research on culture in
adolescent community-based samples, the review will include adolescent service-based

research and key findings from research with adults.

2.9.2.1. Defining culture for research on self-harm

Studies exploring ethnicity refer to issues such as ‘cultural conflict’ being a risk for self-
harm. Culture, like ethnicity, is a highly salient issue in research with mixed populations,
and also defined in many ways. It could be conceptualised that if ethnicity refers to the
group to which people belong, culture refers to the elements within that group which are

shared.

Culture is defined as being the practices, values, and beliefs common to a group of
people; guidelines or ways of being as members of a particular group (Helman 2001). This
often relates to a shared heritage that shapes their view of the world through family
structure, diet, religion, dress, attitudes, languages and types of expression. These
influences do however, exist within a social, political, economic and geographical context
(Helman 2001). Culture, like ethnicity, is a dynamic and changeable concept (Bhugra
2004). Hein ( 1998) depicted culture as a repertoire of practices, from which people within
that particular group can select and apply to the way they live their lives; allowing for
intracultural variation, with the individual identity stemming from these ‘guidelines’, partly
from their own volition, and potentially other influences. For example, following migration
by people from a particular ethnic group, there could be different elements of culture drawn

upon in their own cultural identity when challenged by coming into contact with others.

2.9.2.2. Acculturation

Acculturation is the process when two or more cultures come in to contact, and the people
from different groups are exposed to other ways of viewing and experiencing the world
(Berry 1980;Bhugra et al. 1999c;Bhugra 2004). This experience can occur at an individual
or group level, and result in possible changes or challenges to cultural identity, thoughts or
behaviours (Bhugra 2001). In discussion of Indian communities, Bhugra ( 2004) notes that
cultural practices and identity are maintained for a substantial time post-migration,
however, the emphasis on achievement and compliance from young people may become

a source of conflict, or acculturative stress. Disagreements about priorities and lifestyle
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may lead to a sense of failure, isolation, frustration or to further challenges to values, akin

to that reported by young people who self-harm.

Berry ( 1980) proposed a model of acculturative style which will be applied in this thesis.
Berry’s framework asserts that people from different ethnic groups could potentially have
high or low identification with their own traditional culture or other cultures, often the
dominant or host culture. The model is depicted in Figure 2. Strong identification with both
their own and the other culture are interpreted as ‘integrated’ acculturative style. Strong
identification with their traditional culture and low identification with other cultures is termed
‘separated’ or ‘traditional’ acculturative style. Low identification with traditional culture and
high identification with the other culture is seen as ‘assimilated’, and finally, low
identification with both traditional and other cultures is interpreted as being ‘marginalised’.
Studies applying this model have reported that integrated cultural identity is associated
with better mental health outcomes, and that marginalisation is associated with more risk
(Berry 1997;Bhui et al. 2005b). The present research will endeavour to explore whether

this model of acculturation is supported in relation to self-harm in young people.

High
A
Identification Assimilated Integrated
with other
o Traditional or
cultures Marginalised
Separated
Low > High
Identification with own culture

Figure 2: Berry’s Model of acculturation after migration

In exploring the role of identity in self-harm, cultural differences may influence how self-
harm is perceived. Similarly, behavioural and relationship expectations may have culture-
specific variations. For example, in a more collectivist culture where emphasis is placed on

identity and inter-dependence, an injury to oneself could function as an injury to the family
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or community, as the identity of the individual is as an integrated part of the family and
community (Bhugra 2004). This contrasts sharply with the notion of the self in a more
egocentric or individualistic society, where independence and a separate self identity are
key (Bhugra 2004). Harm by an individual engrossed in such a culture would be more
focused on that individual alone, although it would undoubtedly have potential impact of
other people around them. Exploration of cultural factors relating to self-harm includes an
acknowledgement that there may be culture-specific variation in the impact or
understanding of different risk factors between different groups (Bhugra 2004).

Discussion of studies assessing self-harm and the role of culture is difficult, as specific
types of cultural variation within and between groups may limit the application and
generalisability of the research. Salient issues of conflict for one ethnic group may not be
problematic for another. The choice of comparison groups in research may also influence
which issues appear important. Specificity is required to strengthen and clarify studies,
however, care needs to be taken if attempting to apply or generalise the results to other
groups. The research particularly pertaining to culture, cultural conflict and self-harm is
somewhat limited, and discussion in the UK tends to focus on specific groups, such as
Asian or South Asian women (Bhugra et al. 1999b;Bhugra et al. 1999a;Bhugra et al.
2003;Bhugra et al. 1999c;Bhugra et al. 2004).

Although some believe culture is a weak predictor of suicide (Kosky 2004), there is
evidence linking aspects of culture and cultural conflict to self-harm. Attitudes to lifestyle
have been shown as a source of conflict for Asian people living in the UK (Bhugra et al.
1999c;Bhugra 2004). The notion of cultural conflict has potential for great variation, and
the following discussion relates cultural conflict to self-harm, noting the differences in
assessment, and key concepts in this area of research. The assessment of ethnic group
increases the complexity of results, so for the following discussion, the ethnic groups used

in each study will be presented as they were published.

It is also worth noting that the term ‘culture’ could refer to aspects of lifestyle other than
those relating to ethnicity. Although the focus of this thesis will be addressing cultural
aspects of ethnic groups, there has also been research illustrating associations between
identification with music preference and youth culture such as the reports of high
identification with Goth subculture being associated with self-harm and attempted suicide

in Scottish adolescents (Young et al. 2006). Other research asserts there is no evidence
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for an association between such youth subcultures and self-harming behaviour (Mental
Health Foundation 2006).

Adolescent service-based studies

Differences in attitudes and opinions between adolescents and their parents are common
irrespective of ethnic group. Comparing differences in attitudes between parents and
children among Asian adolescents who presented at A&E following self-harm and Asian
adolescents who had not self-harmed, Bhugra et al. ( 1999c) reported differences in
generational attitude towards language, living with a white person, decision making, leisure
and food shopping for both ‘cases’ and ‘controls’. Young people tended to express less
traditional attitudes compared with their parents. This could be interpreted as illustrating
that cultural attitudes do often differ between Asian adolescents and their parents.
However, the pattern of parent-child attitudinal disagreement differed by domain.
Intergenerational disagreements relating to marriage and work distinguished the young
people who had self-harmed from the non-self-harming controls, as no differences were
evident for these domains between control parents and children. However, controls did
differ from their parents in terms of aspirations, whereas adolescents who had self-harmed
did not. These conflicting views relating to marriage, work and aspirations were interpreted

as indicating potential risk factors for self-harm.

These results do not clarify why and how attitudinal differences could extend beyond a
normal feature of family relationships into extreme distress and self-harm for some people.
Is it a function of the degree of difference, or the cultural context in which the disagreement
occurs? Or is it mediated by other factors within or between the different parties? Issues
relating to identity and independence faced by all adolescents may be exacerbated by the
addition of cultural conflict (Bhugra 2004;Handy et al. 1991).

Other service-based studies with adolescents have noted cultural conflict in relation to self-
harm. In a small study, Bhugra et al. ( 2004) noted that Asian adolescents were more likely
to report cultural and intergenerational conflict, and also feeling that they were being
compared with other people than White adolescents. Biswas ( 1990) assessed whether
dispute over traditional customs or prejudice played some role in self-harm, developing the
work by Merrill and Owens ( 1986) in an A&E based adolescent sample. Self-harm
involved culture conflict in 26% of the female Asian sample (n=10), 10% of the Asian
males (n=4), and none of the White sample. Although this is an interesting result,

guestions remains about both the assessment of ‘culture conflict’ being equally valid for
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different ethnic groups, and the potential variation in exposure to different groups having
an influence on acculturation processes experienced by these adolescents. This research
may also relate to a community that differs substantially from the community to be
researcher in this thesis, given that the study is over 20 years old at the time of this review.

In a review of case notes from Asian and Caucasian adolescents in the UK, Handy et al. (
1991) reported that disciplinary crises with parents were the most common precipitating
factors for both groups. ‘Cultural conflict’ was defined as occurring when the
disagreements involved specific issues relating to traditional, moral or religious
expectations differing from Caucasian families, such as style of dress, relationships with
children of other racial groups and observance of religious festivals. This was apparent in
17/19 of the disciplinary crises in the Asian sample. It was, however, not possible to use
this assessment of cultural conflict for Caucasian adolescents, and thus this study
reporting cultural conflict as a precipitating factor for self-harm in Asians was flawed as

there was no assessment of the same variable for the Caucasian group.

Family arguments, problems at school and with boy or girlfriends were common
precipitating factors for both Black and White adolescents in a case review of
presentations after self-harm in South London (Goddard et al. 1996). Black adolescents
did, however, report more social stressors, relating to migration and discrimination

compared with White adolescents.

Research with adults

The research with adults is somewhat more developed relating to culture conflict. There
are consistent findings relating self-harm and cultural conflict in young Asian women,
particularly pertaining to conflict with family and attitudes to inter-racial relationships
(Bhugra et al. 1999a;Cooper et al. 2006;Merrill & Owens 1986). Merrill and Owens note
that rejecting traditional values may result in exclusion at a community and family level,
and in the unmarried patients in their sample, both white and Asian people reported family
disapproval of relationships. This could indicate that this issue is contentious in numerous
ethnic groups, and that conflict over relationships may not necessarily stem from cultural
differences. However, Cooper et al. ( 2006) reported that although young South Asian
women (16-24 years) were more likely to self-harm than whites in the same age group,
their clinical risk profile indicated lower risk in terms of lower depression, reporting of
alcohol or drug use and previous self-harm compared with Whites. This result indicates

that there is an impact of cultural factors, particularly interpersonal problems with family,
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on self-harm in young Asian women. Alternatively the distress expressed by different
groups of people may not reflect the models used in current hospital assessments (Cooper
et al. 2006), raising questions about the cultural applicability of risk assessments for self-
harm. These studies also imply that cultural conflict may be manifested or reported as

interpersonal conflict.

2.9.2.3. Religion

Religious beliefs and practices could be considered an aspect of culture. A review of
population-based studies and self-harm (Evans et al. 2004) reported mixed results, with
either no association or implied indirect effects of religiosity as a protective factor relating
to suicidal phenomena. Borowsky et al. ( 2001) related a prospective protective influence
of religion, with significantly reduced odds for a later suicide attempt in young White males.
This result was not found for females or other ethnic groups. McGibben at al. ( 1992)
reported no significant differences in adolescent hospital admissions for self poisoning

according to religious group.

2.9.3. Socio-economic status

Adolescent community-based studies present mixed and limited findings relating family
socio-economic status (SES) and adolescent self-injurious behaviours. For the purposes
of this review, socio-economic status will relate to living conditions and access to material
resources. Low SES therefore pertains to low social status, poor housing conditions and
limited family income (Schoon 2006). Queries about the role of socio-economic status
relate to wider queries about the study of risk and protective factors in general, as there is
potential for variation within groups defined together. For example, sharing a similar social
class or level of material deprivation does not necessarily equate to uniformity in quality of
care or access to resources (Schoon 2006).

Adolescent community-based research

Reviews of adolescent suicidal behaviour in community studies, report limited evidence for
associations between SES and suicidal behaviour (Brent 1995;Evans et al. 2004). Lower
family SES has been associated with a higher rate of adolescent suicide attempts in
community-based research (Fergusson et al. 2000), however, other studies report no
association (Brunner et al. 2007;Fortune et al. 2005;McKeown et al. 1998;Sourander et al.
2001;Young et al. 2006).
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Socio-economic status has been assessed in a variety of ways in adolescent community-
based studies. The use of parental education has particularly mixed results, showing no
association with suicide attempts (Sourander et al. 2001); a protective effect if either
parent had graduated from secondary school (Haavisto et al. 2005), and also an
association with increased odds of suicide attempts if the adolescent’s parents had more

than a high school education (Hallfors et al. 2004).

The inconclusive results relating to socio-economic status and self-harm in adolescents
contrast with the results for adults where there is clear evidence for an association
between socio-economic deprivation and self-harm (Gunnell et al. 1995;Hawton et al.
2001a;Platt et al. 1988;Schmidtke et al. 1994). It may be the case that the impact of
deprivation on self-harm is not apparent until an older age. In young people SES may be
measured indirectly, and other mitigating factors such as education, support services or
family involvement may influence relationships identified in research. Alternatively,
deprivation may not be acknowledged by the young people directly, and the impact of low
socio-economic status may be expressed in terms of other factors such as household
structure or stresses within the family. Socio-economic status is difficult to measure in
young people, and the interventions of government funding may potentially buffer young
people from some impact of deprivation. Further multivariate analyses are required to
explore the relationships between indicators of socio-economic deprivation and self-harm
in young people.

2.9.4. Family structure

The social environment around young people can have a substantial impact on their health
and well-being. One review reported that family structure, including having divorced or
separated parents, or living with one parent has been shown to only have an indirect effect
on suicidal behaviour in multivariate analyses, if there was any effect at all (Evans et al.
2004). Earlier reviews reported quite contrasting findings, with single parent families being
associated with suicidal behaviour (Brent 1995), and divorce or separation by parents

having increased risk of youth suicide attempts (Beautrais 2000).

Population based surveys and national statistics on adolescents have shown evidence of
relationships between self-injurious behaviours and divorced or separated parents. This
evidence stems from research around the world, including England (Hawton et al.
2002;Meltzer et al. 2001), Scotland (Young et al. 2006), and Norway (Ystgaard et al.
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2003). In contrast, other population-based research has shown either no effect of parental
marital status (McKeown et al. 1998;Sourander et al. 2001), or that self-harm prevalence
was relatively lower in adolescents from single parent families ( 2004).

These results do indicate some evidence that family structure may be related to self-harm
in young people, with increased risk for adolescents with divorced or separated parents.
However, the results showing limited or no influence of family structure, combined with the
possibility that these effects are indirect, possibly encompassing the impact of socio-
economic status or interpersonal conflict over family structure per se, raise questions
about how family structure influences self-harm. How family structure functions as a risk

factor requires further research.

2.9.5. Social support and social connectedness

In addition to the role of family composition, interpersonal relationships and social
connectedness are also highly influential. This section will outline previous research on
support from family and friends, followed by a section on negative social relations such as
bullying.

Firstly, looking at the role of general social support provided through interpersonal
relationships, mixed and inconclusive results were reported by Evans et al. ( 2004) in their
review of adolescent population based studies, and a small number of studies addressed
the influence of social support on self-harm. Beautrais ( 2000) noted that although
research on protective factors for suicidal behaviour was not as prevalent as research on
risk factors, the published findings tended to focus on the buffering effects of social

support.

Lack of support and the perception of having nobody to talk to have been associated with
self-harm. Stewart et al. ( 2006) reported that poor interpersonal relationships
distinguished suicide attempters from equally depressed controls in a community sample
of adolescents. Evans et al. ( 2005) noted that adolescents who had self-harmed believed
they had fewer people to talk to compared with young people without suicidal thoughts or
history of self-harm. Not talking about health or mental health problems with anyone
increased the odds of attempting suicide in a Swiss nationally representative sample (Rey

Gex et al. 1998). It is feasible that young people who have problems may not receive the
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support they seek, as their problems or behaviour may deter others from helping them
(Evans et al. 2005). There are possible cultural differences in the approach to, and
expectations from social support (Kaniasty & Norris 2000). Similarly, there may be cultural
variation in the development of interdependent roles within families and communities
throughout adolescence (Bhugra 2004).The following sections outline how connectedness
or support are associated with suicidal behaviour. This will firstly address family
relationships, followed by peer relationships, as different sources of support can have a
different impacts on the emotional wellbeing of young people (Klineberg et al. 2006).

2.9.5.1. Family support and connectedness

Good communication and a supportive family lowered the likelihood of suicidal behaviours
in young people (Evans et al. 2004). Problems within parent-child relationships may
include high or low expectations and control, as well as a limited style of communication
(Beautrais 2000). Multivariate analyses showed that unsupportive parents had children
with increased risk of suicidal behaviours (Brent 1995;Evans et al. 2004). It was noted that
there may be different aspects of family support that are influential for males and for
females. For example, in females, family discord was associated with suicidal behaviours
in some studies. Family dysfunction and psychopathology have been associated with
adolescent attempted suicide. However, this may impact on the child directly, or indirectly,
through more environmental influences such as family disruption or lower parental

monitoring which also show independent associations (Brent 1995).

Two community-based prospective studies reported on family factors being protective
against suicide attempts at follow-up one year later. McKeown et al. ( 1998) highlighted
family connectedness as protective, noting that familial factors could be both
environmental and biological. Borowsky et al. ( 2001) reported on family factors that
reduced the odds for attempting suicide 12 months later, with variation by gender and
ethnic group. Having a parent present before or after school was protective for White girls,
and overall parent and family connectedness reduced odds for later suicide attempts in
Black and White Americans. Involvement in family activities was protective for only White

males and females (Borowsky et al. 2001).

The majority of results from cross-sectional studies reported associations with self-harm
that imply poor family relations as a risk factor. Poor family functioning, such as difficulty

planning family activities or not confiding in each other, increased the prevalence of self
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reported harm, with 13.6% of those with unhealthy family functioning reporting self-harm,
compared with 5% of those with healthy family functioning (Meltzer et al. 2001). Low
perceived support from family, and increased conflict with parents showed significant
associations with previous suicide attempts in analyses controlled for depression
(Lewinsohn et al. 1996). Adjusted analysis showed that not talking with anyone,
particularly parents, about health problems, was related to later suicide attempts in Swiss
adolescents (Rey Gex et al. 1998). Conflict at home was associated with attempted
suicide (Ystgaard et al. 2003).

Together, these population-based studies give some evidence of the role of family
dysfunction in self-harm. However, the different constructs assessed, such as ‘functioning’,
‘connectedness’ and types of conflict do not illustrate a clear connection with self-harm,

nor explain why some people with these problems self-harm, whereas others do not.

2.9.5.2. Friend social support

During adolescence, relationships with peers, boyfriends and girlfriends are central to both
identity and gaining independence. Poor relationships with peers have been associated
with increased risk of suicidal behaviour in adolescents, however, this was not related to
the amount of peer support, and good peer relations did not necessarily reduce risk of self-
harm (Evans et al. 2004). Low perceived social support from friends predicted later suicide
attempts, but not later depression in a longitudinal population based study of adolescents
(Lewinsohn et al. 1996). Connectedness with people at school reduced the odds of later
suicide attempts in white, but not black adolescents in a representative population-based

sample in the United States (Borowsky et al. 2001).

2.9.6. Bullying

There are surprisingly few reports on bullying in relation to self-harm. Self-harm was more
frequent in young people who had been bullied in a community-based study in the UK
(Hawton et al. 2002). In a community-based adolescent study in America, being a victim of
violence, and also a perpetrator significantly increased odds for attempting suicide in the
following year (Borowsky et al. 2001). A school-based adolescent study in Italy showed
that direct victimization, such as threats or name-calling both at home and at school had
independent relationships with suicidal cognitions or purposeful self-harm (Baldry & Winkel
2003).

62



2.9.7. Exposure to self-harm or suicidal behaviour

Human behaviour is highly influenced by social interactions and exposure. One aspect of
the way interpersonal relationships may influence self-harm is through exposure to suicidal
or self-injurious behaviour in others (Williams 1997).

2.9.7.1. Exposure to self-harm or attempted suicide in other people

Exposure to suicidal behaviour can be distressing, and may influence the likelihood of self-
harm or attempted suicide in young people. If the suicidal behaviour or self-harm was in a
family member or friend, young people may model the behaviour they have seen in others.
People exposed to such behaviour may need a means of expressing their own distress felt
following that experience. In a school-based study in 13-14 year olds in Dublin, 13.6% of
the sample had known someone who had killed themselves, 26% knew someone who had
harmed themselves ( 1998). The study was too small to draw any conclusions about self-
harm imitation effects (n=88). In their review of population based studies on suicidal
phenomena in adolescents, Evans et al. ( 2004) report that multivariate analyses
repeatedly showed strong associations between suicidal behaviours within the family, and
suicidal behaviours in adolescents. Suicidal behaviour in friends showed mixed
relationships with self-injurious behaviour in multivariate analyses; however they did have
significant univariate associations. The evidence may be mixed due to the relative rarity of

completed suicide among family and friends.

Prospective studies predicting later suicide attempts in adolescents report an association
between exposure to suicidal behaviour, with some variation by gender and ethnicity.
Lewinsohn et al. ( 1996) reported that recent suicide by a friend was an independent
predictor of future suicide attempts, but not a predictor of future depression. Similarly,
Fergusson et al. ( 2003) noted a family history of suicide as a salient factor in predicting
later suicide attempts in adolescents, independent of depression. Suicidal behaviour by a
family member predicted a suicide attempt in a 12 month follow-up in Black and White
males and females. Suicidal behaviour by a friend also predicted later attempted suicide in

all groups except for Black boys (Borowsky et al. 2001).

Cross-sectional community-based studies assessing attempted suicide in adolescents

reported associations with suicidal behaviour in family member (Rey Gex et al. 1998).
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Cross-sectional research from the CASE study indicated that self-harm in friends was
significantly associated with self-harm in females (DelLeo & Heller 2004;Hawton et al.
2002;Ystgaard et al. 2003), and males (Hawton et al. 2002;Ystgaard et al. 2003). Self-
harm by family members was associated with adolescent self-harm in females (DeLeo &
Heller 2004;Hawton et al. 2002) and males (Hawton et al. 2002;Ystgaard et al. 2003).
Hawton et al. ( 2002) noted that although exposure to suicidal behaviour in others was
more frequently reported by females; exposure was associated with self-harm in both
genders.

2.9.7.2. Exposure to self-harm or attempted suicide in the media

There is ongoing debate about media responsibility for exposure to suicidal behaviours
(Beautrais 2000;Stewart et al. 2006), and whether suicide and self-harm in movies such as
‘Thirteen’, and ‘Girl Interrupted’ promote self-harm (Ross & Heath 2002). A qualitative
study with young people noted that celebrity suicides had been glamorised, and that may
have a detrimental impact on youth behaviour (Coggan et al. 1997). There is some
hospital-based evidence that exposure to suicidal behaviour on television is associated
with an increase in self poisoning, (Hawton et al. 1999b) and also some evidence for a
short-term impact on parasuicide (Simkin et al. 1995). However, others have noted a
significant association between self-harm and identification with Goth sub-culture, and the
implication of copycat effects in harming behaviour emulating that of role models (Young et
al. 2006).

Efforts have been made to reduce the amount of detail of suicidal behaviours portrayed in
the media, with media guidelines such as those produced by Samaritans (Samaritans
2002) and specific guidelines about reporting suicide from the Press Complaints
Commission Code of Practice (Press Complaints Commission 2009). This could, however,
be criticised as potentially limiting freedom of speech (Hawton & Williams 2002). Recent
commentary about exposure to suicide and self-harm has noted that it is very easy to
access information about suicide and suicide methods on the internet (Biddle et al. 2008).
The role of the media, including internet and music are ongoing debatable influences on

self-harm, with potential to be addressed when exploring this issue in young people.
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2.10. Psychological factors

This section will outline evidence relating to self-harm within a broad model of mental
illness, or psychological distress. This will be followed by the literature on adolescent self-

harm and depression, anxiety and conduct problems.

2.10.1. Mental health and illness

The association between poor mental health and self-harm in young people has been well
documented (Apter & Freudenstein 2000;Beautrais 2000;Brent 1995;Evans et al.
2004;Fergusson et al. 2003;Kingsbury et al. 1999;Meltzer et al. 2001;Patton et al. 1997),
with any diagnosed psychiatric disorder likely to increase the likelihood of suicidal
behaviour, especially in conjunction with other types of risk factor (Apter & Freudenstein
2000;Reinherz et al. 1995). Adolescent research into mental health and self-harm has
focused on emotional disorders and depression (Evans et al. 2004). However, there is also
evidence for diagnostic heterogeneity among adolescents who hurt themselves (Nock et
al. 2006;Reinherz et al. 1995), including disturbed eating (Hawton et al. 2003a;Miller &
Taylor 2005), conduct or behavioural disorders (Evans et al. 2004) personality disorders
(Horesh et al. 2003;Nock et al. 2006), substance use and abuse (DeLeo & Heller
2004;Garrison et al. 1993;Hawton et al. 2002;Hawton et al. 2006;Miller & Taylor
2005;Nock et al. 2006;Patton et al. 1997;Rey Gex et al. 1998;Rosenberg et al.
2005;Sinclair & Green 2005;Young et al. 2006).

Depressive symptoms, alcohol problems and personality disorders (Linehan et al. 2000)
are common associations with suicide attempts, however, as co-morbidity is frequent in
mental iliness, it is often difficult to pinpoint the specific contribution of the different
problems (Apter & Freudenstein 2000). Engaging in self-harm is a common aspect of
Borderline Personality Disorder (World Health Organisation 2006), however, this is not

often diagnosed in children and adolescents (Nock et al. 2006).

Prospective community-based studies with adolescents report psychiatric morbidity as one
of the strongest predictors of later suicidal behaviour (Brent 1995;Reinherz et al. 1995), if
not the strongest independent predictor (Patton et al. 1997). In structural equation
modelling to predict suicidal behaviour in a longitudinal adolescent community sample,

psychopathology had the strongest direct effect on suicidal behaviour, and also an indirect
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effect mediated by coping/cognitive style (Lewinsohn et al. 1996). Others report on mental
health having a mediating effect; linking increased vulnerability to mental health problems
following childhood adversity to later suicidal behaviour (Fergusson et al. 2000).

2.10.2. Depression

There is consistent evidence for a strong relationship between depressive symptoms,
affective disorders and self-harm, reported in reviews of adolescent studies (Beautrais
2000;Brent 1995;Evans et al. 2004). Evans et al. ( 2004) noted that depression was the
most frequently reported mental health problem in their review of population based
studies, and that it had the strongest association with suicidal behaviours. It is worthy to
note that depression and self-harm are both potentially recurrent, and thus relationships
over time may vary, depending on how and when those factors were assessed. Research
on adolescent depression will be discussed using the terminology reported by each study;

that is, relating to self-harm, attempted suicide, or the combination of the two.

Longitudinal community-based research

Prospective relationships between depression and suicide attempts present somewhat
varied results, especially relating to the role of current depressive symptoms. That is, past
and current depressive symptoms are likely to be related, with previous depression
increasing the risk of later depression. Additionally, depression reported in close temporal
proximity to self-harm would be expected to illustrate a stronger relationship than

depression reported much earlier than self-harm.

In a longitudinal adolescent community study, current depression and a history of affective
disorder were strong predictors of future suicide attempts (Lewinsohn et al. 1996). In the
West of Scotland Study, young people who had self-harmed or attempted suicide at age
19 had higher depression scores from early adolescence, compared with those who had
not self-harmed (Young et al. 2006). Major depression increased the risk of suicide
attempts in a cohort study in New Zealand (Fergusson et al. 2003). Depressive symptoms
at age eight predicted an increased risk of self-harm ten years later, however, this
longitudinal relationship became non-significant when current mental health and social
factors were included in analysis (Haavisto et al. 2005). Major depression was not a
significant predictor of later suicidal attempts in a model controlling for suicidal behaviour,

in a community adolescent sample (McKeown et al. 1998). These results illustrate a
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prospective relationship between depression and suicidal behaviours, however, not all

depressed people self-harm.

Cross-sectional community-based research

Cross-sectional assessment of depressive symptoms and self-harm have illustrated more
consistent findings, possibly relating to the assessment of self-harm and depression at the
same time. Community-based cross-sectional studies present significant associations
between depressive symptoms and self-harm or attempted suicide (Hallfors et al.
2004;Muehlenkamp & Gutierrez 2004;Ross & Heath 2002). In a cross-sectional
adolescent survey in England, Hawton et al. ( 2002) noted that depression had univariate
associations with self-harm in both males and females. This association remained

significant for females in adjusted analysis.

Numerous studies present adjusted odds ratios for depressive symptoms predicting self-
harm or attempted suicide. In multivariate analysis gauging associations with attempted
suicide, the risk of self-harm for those ‘often feeling depressed’ were 2.3 (95%CI 1.64-
3.32) in Swiss adolescents (Rey Gex et al. 1998). In the UK, a national survey exploring
adolescents who hurt, harm or kill themselves (Meltzer et al. 2001), the adjusted odds
ratios for self reported self-harm were significantly elevated for 11-15 year olds with any
depressive disorder (OR 11.96, 95%CI 6.9-20.76) and for any other emotional disorder
(OR 3.71, 95%CI 2.28-6.06), compared with young people with no mental disorder.

In terms of prevalence of psychiatric morbidity and self-harm, Meltzer et al. ( 2001) stated
that 37.4% of the adolescents meeting criteria for depression, also reported self-harm; a
clear contrast to 4.4% of young people without any mental disorder who also reported self-
harm. This result also illustrates that despite self-harm in many depressed young people,
the majority of young people who are depressed do not engage in self-harm. This implies
that influences other than depression contribute to self-harming behaviour. It has been
noted that temporal relations between the assessments of self-harm and the assessment
of mental health may vary, so associations in population-based studies may have be an
underestimation of the true relationship between mental health and suicidal behaviours

depending on how and when these factors were assessed (Evans et al. 2004).

2.10.3. Anger, impulsivity, violence and antisocial behaviour
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2.10.3.1. Anger and impulsivity

The role of anger, and different expressions of anger has been raised in relation to self-
harm (Ross & Heath 2002). However, the evidence is limited. Being able to express anger
may function protectively with respect to suicidal behaviour (Horesh et al. 2003). There
may be a stronger relationship between anger and self-harm in young people who have
difficulty expressing anger. The role played by anger in self-harm warrants further

research.

Impulsivity has repeatedly been linked with self-harm in community research (Garrison et
al. 1993;Hawton et al. 2002). Two school-based studies noted that this relationship
remained significant for females, but not males in multivariate analyses (Hawton et al.
2002;Ystgaard et al. 2003). Impulsivity appears to have some role in self-harm, however, it
may relate primarily to non-depressive suicidal behaviours. Unpacking variation within
these behaviours may shed some light on the relationships between anger, impulsivity and

adolescent self-harm.

2.10.3.2. Antisocial behaviour

Externalising behaviours, and indicators of antisocial behaviour or conduct problems have
been associated with self-harm and attempted suicide (Brent 1995;Nock et al. 2006),
particularly in females (Evans et al. 2004). Patton et al. ( 1997) noted that conduct disorder
was associated with self-harm in a community sample of girls, but not boys. Aggressive
behaviour was significantly associated with suicide attempts in an adolescent school-
based sample in South Carolina (Garrison et al. 1993), however, Apter et al. ( 1995) noted
that aggression was only related to certain aspects, and not all types of suicidal behaviour.
Interestingly, conduct disorder showed a protective effect for younger adolescents in

studies reviewed by Brent ( 1995).

Perpetration of violence had significantly increased odds for later suicide attempts in both
males and females from Black and White racial groups (Borowsky et al. 2001). Haavisto et
al. ( 2005) reported multivariate associations between aggressive behaviour and acts of
self-harm in a community sample of 18 year old males. Violent behaviour has been
associated with increased odds for suicide attempts in population studies in the United

States (Miller & Taylor 2005). Apter et al. ( 1995) interpreted a relationship between
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aggressive or externalising behaviour and attempted suicides as illustrating two types of

adolescent suicidal behaviour; a depressive type and a type related to conduct disorder.

These results indicate some, potentially gender specific, relationship between antisocial or
aggressive behaviours, that would be worth exploring further in adolescents, especially as
there is evidence for higher rates of conduct disorder in East London adolescents
compared with national data in the UK (Stansfeld et al. 2003).

2.10.4. Anxiety

Anxiety has shown univariate associations with suicidal acts in population-based studies,
however, the relationship appears to be indirect, as associations were limited in
multivariate analyses (Evans et al. 2004). Cross-sectional community-based studies have
shown that self-reported anxiety had univariate associations with self-harm in females
(Hawton et al. 2002;Ystgaard et al. 2003). Hawton et al. ( 2002) also reported a univariate
association between self-harm and anxiety in males, and a multivariate association in
females. In the National Survey on Mental Health of Children and Adolescents in Great
Britain, Meltzer et al. ( 2001) found that 22% of the young people diagnosed with anxiety
problems also reported self-harm. Despite limited direct evidence for links between anxiety
and self-harm, some authors propose the ‘anxiety reduction’ model of self-harming
behaviour, wherein self mutilation functions to reduce anxiety (Ross & Heath 2002).
However, this study also claimed that adolescents who had self mutilated reported greater
anxiety than those who had not.

2.11. Concluding comments

The literature review presented information from studies relevant to research on self-harm
in minority ethnic groups in a community setting, highlighting areas for potential exploration
using both epidemiological and qualitative methods. The review functions as a base upon
which the studies in this thesis were built. Chapter 3 presents an introduction to the studies
conducted for this thesis, with specific reference to key research which informed the aims,

objectives and methodology for each study.
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3: Introduction to research project and study design

3.1. Introduction

This chapter presents an outline of the research conducted for this doctoral thesis. The
research conducted was set in East London, and area populated by many diverse ethnic
groups and communities. This diversity provides the context for unique research on how
the psychological and social factors outlined in Chapter 2 may relate to self-harm in young
people. The literature review informed both the contents of these studies and the
methodologies employed. The issues highlighted in this chapter will be addressed at a
population level in a quantitative study (Chapters 4 & 5). The mechanisms within individual
experiences of self-harm will be explored in more depth in this ethnically diverse sample in
a qualitative study (Chapters 6-8). The data from the two studies provide different insights

about this complex topic and the findings will be discussed in Chapter 9.

3.2. Background

Research on self-harm with minority ethnic groups in the UK

There is some evidence from previous research in the UK indicating ethnic differences in
adolescent self-harm (Bhugra et al. 2004;Hawton et al. 2002), despite the inception rate
being similar for different ethnic groups (Bhugra et al. 2003;Bhugra et al. 2004). Adult
hospital-based studies illustrate that there may be different factors leading South Asian
women to self-harm compared with White UK people presenting to hospitals. South Asians
present with relatively fewer clinical risk factors, such as depression, previous self-harm,
drug and alcohol use (Bhugra et al. 1999a;Cooper et al. 2006). Adolescent research has
highlighted social stressors experienced by young people from minority ethnic groups
(Goddard et al. 1996), and further clarification is required to clarify the role of ‘cultural
factors’ (Roberts et al. 1997) and ‘cultural conflict’ in self-harm as reported by ethnic
minority adolescents (Bhugra et al. 2004;Biswas 1990;Handy et al. 1991). Community
based quantitative research is required to assess whether issues evident in young clinical
samples (Bhugra 2004;Goddard et al. 1996) are indeed predictive within community

samples.
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British research has identified a relative increase in the rate of Asian attempted suicide at
the age of 18 or 19, following no clear ethnic differences in earlier adolescence (Bhugra
2004). Further research is required to explore whether the differences only emerge with
the transition into early adulthood are evident in younger adolescents, and whether social
and psychological precipitants of suicidal behaviour and also present at an earlier age.
Although there has been some exploration of the role of ethnicity and culture in adolescent
self-harm, to the authors knowledge, these issues have not been examined in a
longitudinal adolescent community-based study in England. Therefore there is limited
predictive evidence for adolescent self-harm in minority ethnic groups.

Justification for prospective quantitative research on adolescent self-harm

Published reviews have noted the need for prospective studies addressing suicidal
behaviours in the context of adolescent development and problems (Beautrais 2000;Evans
et al. 2004). The majority of research addressing associations with adolescent self-harm
has been conducted with cross-sectional studies. Longitudinal research into self-harm
would facilitate the analysis of factors which predict self-harm, to be compared with well-

evidenced cross-sectional associations.

Two studies report on non-suicidal self-harm (not including attempted suicide) as an
outcome in longitudinal research; in South Australia (Martin et al. 2005) and the West of
Scotland (Young et al. 2006). The study in Scotland predicted self-harm in older
adolescents. To my knowledge, at the time of this study non-suicidal self-harm had not
been addressed prospectively with a community adolescent sample in England. This

justifies the need to further research, such as that conducted in this thesis.

Prospective studies on attempted suicide in adolescents (Lewinsohn et al. 1996;Reinherz
et al. 1995;Wichstrom 2000) have been conducted however, none have specifically

addressed the role of culture. Additionally, these studies preclude the notion of self-injury
without suicidal ideation. Thus they are restricted to addressing predictors for a sub-set of

people who self-harm, namely those actually attempting suicide.

This research will examine salient associations with self-harm, aiming to replicate earlier
findings with a multi-ethnic adolescent sample. These analyses will then address specific
issues pertinent to minority ethnic groups, including influences such as family and peer
relationships, and cultural identity. This focus on cultural factors is aiming to provide a

more detailed exploration into components of ethnicity which may explain any emerging
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ethnic differences in self-harm, rather than simply identifying categorical differences by

ethnicity.

Equivocal and inconclusive associations between self-harm and psychosocial risk factors
such as social support, the role of cultural beliefs and practices, family structure and
function have been noted in adolescent research (Evans et al. 2004). Evans et al., ( 2005)
claim that longitudinal studies are required to assess the prospective nature of the
relationships between family support and self-harm. The role of family in adolescent self-
harm will be explored this thesis, with particular interest in the role of ethnicity and culture.
Analysis of factors associated with self-harm and increasing understanding about issues
faced by East London adolescents from different ethnic groups would be useful to facilitate

more specific targeting of interventions and accessibility of services for young people.

Justification for a qualitative study on adolescent self-harm

The mixed results from previous quantitative research provide some insight into this
complex behaviour. However, quantitative research is limited by the difficulty accounting
for the interpretation of questions by both participants and researchers. Qualitative
methods have potential to provide explanations about the phenomena; what it means to

different parties.

Qualitative exploration will provide more of an understanding about how young people
view these issues in the context of life as an adolescent in East London. For example, how
do young people talk abut self harm? And do they acknowledge “cultural factors” in their
day to day lives? Qualitative methods would be required to explore how these issues might
relate to self-harm, in the experiences of young people. Working with adolescents in East
London will provide an opportunity to explore their views about pressures they face, their

responses and potential solutions they would propose.

3.3. Mixed methods study design

The empirical research to follow this review will involve a sequential mixed methods
approach (Creswell 2003), with a quantitative study followed by a qualitative study. Mixed
methods have the capacity to add breadth and depth to understanding within research;
addressing different questions and providing different types of data. The quantitative study

with a population sample will be aiming to produce findings which can be generalised to
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other urban adolescents. The qualitative study addresses the issues of adolescent self-
harm at an individual level. It will aim to provide a deeper analysis through a description of
how young people see their own self-harm within the context of adolescent life in East
London.

3.3.1. Quantitative study

The data for quantitative analysis was collected as a part of the RELACHS (Research with
East London Adolescents; Community Health Survey), a longitudinal school-based study,
in 2001, 2003 and 2005, which will be referred to as Phase 1, 2 and 3 respectively. This
sample is ethnically diverse and stems from an area with high rates of socio-economic
deprivation in East London. Questions on self-harm were included in the third phase of this
study for this PhD, following a proposal developed by the doctoral student and her
supervisors (EK, KB and SS). Analysis of this data will be the first part of the sequential
explanatory strategy (Creswell 2003).

Variables in RELACHS were selected for analysis on the basis of previous research; either
with the aim of replicating previous findings with a multi-ethnic sample, or to explore
aspects of culture and self-harm. Analyses of psychological factors focused on symptoms
of common mental disorder, whereas social factors examined related to demographic
data, social support, bullying and adverse life events. Hypotheses were developed to
explore these areas separately, and a brief justification for each is presented in section
4.3.

In approaching the study of self-harm through analysis of longitudinal quantitative data,
some assumptions are made about the role of life experiences and their influences on later
functioning. Risk factor models are not deterministic, however, associations can be shown
between certain circumstances or events and the likelihood of later self-harm or suicide
attempts (Fergusson et al. 2003;Fergusson et al. 2000). McKeown et al. ( 1998) point out
that there is likely to be contribution from proximal risk factors such as recent exposure to
suicidal behaviour and also ongoing risk factors such as underlying mental health
problems and family factors. They also note that clustering or accumulation of adverse
factors in a young person’s life may increase the likelihood of self-harm. Other research
indicates that current mental health has a stronger association with propensity to self-harm

compared with earlier mental health (Lewinsohn et al. 1996). For these reasons, both
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cross-sectional and longitudinal analysis of exposures will be used in this study, noting that
longitudinal analyses do not necessarily imply causation, but may provide insight into
temporal associations between self-harm, risk and protective factors.

3.3.2. Qualitative study

The fourth aim for this thesis was to explore the subjective experience of self-harm and
help-seeking in adolescents. Qualitative research with a small sample has the scope to
provide explanation of issues and “analytic generalisations” (Curtis et al. 2000), in contrast
with the statistical generalisations stemming from population studies using quantitative
methods. Qualitative methods also have the scope to explore how people make sense of

their experiences and actions within their own social context (Harding & Gantley 1998).

The design for the qualitative study stemmed from questions arising in the literature
review; querying how psychological and social factors might function in adolescent self-
harm. To give an example, epidemiological research had identified associations between
family “functioning”, “connectedness” and support, however qualitative methods would be
required to explore what that may mean to young people, and the relationship with self-

harm.

Previous qualitative research has explore views from adults on cessation of their own
harm, from when they were adolescents (Sinclair & Green 2005). This study endeavoured
to explore whether similar views were evident during adolescence. A feasibility pilot was
conducted (Chapter 6), and this identified further topics to be explored, as outlined in
sections 6.5.2. and 7.1. The challenge of talking about self-harm and help-seeking
emerged in the pilot, and was incorporated into the design of the qualitative study. This
study has scope to question what young people viewed as important aspects of their

experiences, exploring the on repeated self-harm and disclosure of self-harm.

3.4. Ethical issues in researching self-harm in younqg people

Awareness of ethical issues relating to self-harm is pertinent for research in this area.
Research participants are required to give informed consent; agreeing to participate

having had the objectives the research explained to them (The British Psychological
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Society 2006). Informed consent also requires transparent information about who is
conducting and funding the research, along with how the information collected will be used
(Lewis 2003). Consent is required to be given voluntarily by the participant, without
coercion, and with the awareness that it can be withdrawn at any time. Thus informed
consent is actually an ongoing process, with participants being able to withdraw from the
research or withhold information (Lewis 2003).

Research with young people requires particular care. Issues such as informed consent are
debated in adolescent research, balancing the parental duty to protect the child or
adolescent’s perception of their own responsibility and competence in making their own
decisions (Larcher 2005). People under the age of 18 years are legally defined as children
(Mclntosh et al. 2007), and if participants are under 16 years of age, consent is generally
required from their parents or guardians. However in the UK, if a young person is
recognised as having the capacity to understand a situation and make their own informed
decision, consent is required from the young person rather than that of their parents
(Mclntosh et al. 2007). In community-based studies on self-harm and suicidal behaviours
parents have been informed about the study and given the opportunity to opt their child
out. This constitutes passive consent, rather than being required to actively opt their child
in to the study (Gould et al. 2005;Hawton et al. 2006).

Some believe that simply asking questions about self-harm may be suggestive, however,
research on screening questionnaires in secondary schools in America has indicated that
there are no iatrogenic effects of asking adolescents about suicide (Gould et al. 2005).
Additionally, care is required about how such questions are posed. Patton et al. ( 1997)
proposed that open-ended questions about self-harming methods facilitate research in the

area without providing ideas for potentially vulnerable people.

Researchers are required to maintain the confidentiality of information given by
participants throughout the research process (The British Psychological Society 2006).
Participants should be informed of the ways in which their data will be coded and stored.

The identity of participants should be kept confidential in any dissemination of findings.

Consideration is required when researching topics such as self-harm where disclosure
may require further intervention. However, knowledge about such a caveat in
confidentiality may prevent participants from disclosing personal information such as

suicidal ideation or experience of abuse (Langhinrichsen-Rohling et al. 2006). Although
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research in contentious areas is required to gain an understanding of behaviours such as
self-harm, the welfare of the participants is of the utmost importance. Some studies repor
referral of participants who were at increased risk of suicide for in-depth mental health
assessment (Martin et al. 2005). However, sensitivity is required in order to protect the
wishes of the participants, with the aim of reducing the negative consequences of
disclosing self-harm (Mental Health Foundation 2006).

The ethical approval obtained for this research will be explained in the procedure section
for the quantitative study (section 4.4.3.), the feasibility pilot (section 6.3.3.) and the main

qualitative study (section 7.4.).

t
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4: Quantitative study of risk and protective factors for
self-harm

4.1. Introduction

This chapter presents the methods employed for the quantitative study, which will be used
to address the second and third aims of the thesis. This study comprises the first stage of
the sequential mixed methods design (Creswell 2003), presented within the thesis. This
gquantitative study is a cohort study, set in East London secondary schools which examines
associations between social and psychological factors and adolescent self-harm. Cross-
sectional and longitudinal regression analyses of self-report data provided by a multi-
ethnic community sample will be conducted to address hypotheses stated in section 4.3.
The results of these analyses will be presented in Chapter 5.

4.2. Aims:

The quantitative study has three main aims:

i) To estimate the prevalence of self-harm in adolescents in a multi-ethnic community
sample.

i) To ascertain whether relationships between known risk factors and self-harm are
replicated in this ethnically diverse adolescent sample.

iii) To explore the associations between self-harm and psychosocial risk factors which
have not previously been examined in a young ethnically diverse sample based in
the United Kingdom.

Associations to be examined will be divided into four topic areas: (A) demographics, (B)
mental health, (C) interpersonal relationships and life events, and (D) cultural identity.
Hypotheses will be stated separately following a brief introduction for each section,

clarifying the justification for each domain.

In aiming to replicate previous research with this multi-ethnic sample, analyses will
examine relationships between self-harm and gender, socio-economic status,

psychological distress and depressive symptoms, life events and bullying. Previous
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research on interpersonal relationships has shown associations with adolescent self-harm.
Within this study, “interpersonal relationships” will refer to a range of relationships. These
will include social support from different people, parental style, parental involvement and
bullying. Associations will be examined cross-sectionally, assessing the relationship
between issues reported in the same phase of the study as self-harm. Where there is
sufficient data, the associations will also be explored longitudinally, analysing associations
between data from an earlier phase of the study and self-harm reported at age 15-16.
Each variable will be examined separately for associations with self-harm, addressing
hypotheses presented in the following section.

4.3. Hypotheses:

4.3.1. (A) Prevalence and demographic data

The prevalence of self-harm is predicted to be comparable to the rates reported for the UK
sample within the CASE study (Hawton et al. 2006). That study found a lifetime prevalence
for self-harm of 16.9% in females, 4.9% in males and the 12 month prevalence of 6.9% for
the mixed gender sample (Hawton et al. 2002). Females consistently report more self-

harm than males, a trend expected in this East London sample.

The mixed evidence for variation in prevalence of self-harm by ethnicity, particularly in
young people implies that other influencing factors may play a role in the prevalence of
self-harm across ethnic group. It is possible that clear differences in self-harm by ethnicity
become more evident with the transition into adulthood. Thus it is hypothesised that

ethnicity will not influence the prevalence of self-harm in this study.

There is mixed evidence about the relationship between socio-economic status and self-
harm in young people (Beautrais 2000;Brent 1995;Evans et al. 2004), despite the clearer
relationship between socio-economic deprivation and suicidal behaviours in adults
(Gunnell et al. 1995;Hawton et al. 2001a). This study is reporting on a consistently
deprived sample in which social disadvantage did not demonstrate any association with
variation in psychological distress (Stansfeld et al. 2004). For these reasons, it is
hypothesised that socio-economic status will not influence the prevalence of self-harm in

this sample of adolescents.
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In summary, this section will test the following three prevalence and sociodemographic

variable hypotheses:

A.1. The lifetime and 12 month prevalence of self-harm in East London adolescents will be
similar to other school-based adolescent studies using self-report assessment of
deliberate self-harm in the UK.

A.2. The prevalence of self-harm will not vary by ethnicity in this adolescent sample.

A.3. The prevalence of self-harm will not vary by socio-economic status in this sample.

4.3.2. (B) Psychological distress and depressive symptoms

Associations between mental health and self-harm have been shown repeatedly in
adolescents. This study aims to replicate previous findings in an ethnically diverse sample,
including the finding that although many people who self-harm also display depressive
symptoms, the majority of people who are depressed do not self-harm (Meltzer et al.
2001). Both cross-sectional and longitudinal analyses will be conducted on this data, to
assess the relative contribution of previous and current mental health. The literature from
adult studies does not consistently report associations between depressive symptoms and
self-harm in ethnic minority samples, compared with those shown in white UK samples
(Bhugra et al. 1999a;Cooper et al. 2006). The current analysis will report the strength of

association between mental health and self-harm in adolescence, in a multi-ethnic sample.

The following hypothesis will be tested:

B.1. High levels of current and previous psychological distress and depressive symptoms

will be associated with self-harm at age 15-16 years.

4.3.3. (C) Interpersonal relationships and life events

Poor relationships with others, including low levels of social support from family and
friends have been associated with self-harm in young people (Borowsky et al. 2001;Brent
1995;Evans et al. 2004;Stewart et al. 2006). Cross-sectional associations have been

shown between self-reported bullying and self-harm (Hawton et al. 2002). However, there
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are mixed and inconclusive results about the role of relationships between young people
who self-harm and the people around them (Evans et al. 2004) and thus these issues
require further exploration. These factors relating to relationships will be examined for both
longitudinal and cross-sectional relationships with self-harm in this ethnically diverse
sample.

The following hypotheses will be tested:

C.1. Participants reporting lower social support will be more likely to self-harm.

C.2. Young people who have been victims of bullying will be more likely to self-harm.

C.3. Participants reporting more adverse life events in the past year will be more likely to

self-harm than those who have experienced fewer life events.

4.3.4. (D) Cultural factors and identity

There is limited evidence relating to culture and self-harm for community samples of
adolescents in the UK, therefore, the hypothesis in this section is based on research with

UK adults and health-service users with different combinations of ethnic groups.

Research on culture could potentially include a wide variety of domains as culture
influences many aspects of day-to-day life. Thus there is a need to focus on some specific
guestions. This analysis will explore culturally salient factors; including assessments of
acculturative style developed for this study pertaining to clothing and friendship choices, in

accordance with Berry’s model (see Figure 2, section 2.9.2.2.).
The following hypothesis will be tested:
D.1. Young people with marginalised and assimilated acculturative styles will have an

increased likelihood of self-harm compared with those reporting integrated cultural identity,

in accordance with Berry’s model of acculturation (Berry 1980).
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4.4. Method:

4.4.1. Sample:

The data used for the quantitative analyses were collected for RELACHS (Research with
East London Adolescents; Community Health Survey), a longitudinal school-based study.
Of the 42 eligible schools in the London boroughs of Newham, Tower Hamlets and
Hackney, 30 were randomly selected and invited to participate. Three schools declined the
invitation. One of these schools was replaced, leaving a total of 28 schools which
participated in the study, including both co-educational and single sex schools (Stansfeld
et al. 2003). This sample included Pupil Referral Units in each borough, which had smaller

classes of pupils who are unable to attend schools due to iliness or exclusion.

There were uniformly high levels of deprivation across the sample, with each ward in the
three boroughs being in the bottom quintile on the DETR index for deprivation (Department
of Environment Transport and the Regions 2000).

Two representative classes from Year 7 (11-12 years) and Year 9 (13-14 years) from each
school were invited to participate in Phase 1 of the study, and to complete self-report
questions relating to physical and mental health See Figure 3 for a summary of
participation in the entire RELACHS study.

The second phase of RELACHS was conducted in 2003, where the research team
followed-up the 2001 sample. Participants who had left their school since 2001 were either
visited by a small research team if they were attending a local school; or sent a postal
questionnaire if they had moved further away. For follow-up, some participating schools
requested that entire classes be surveyed, rather than the participants from Phase 1 only.
Additional participants were therefore recruited in Phase 2, making RELACHS an open

cohort study.
This process was repeated for Phase 3 data collection with the younger age group only, as

the older group had left secondary school in 2003. As one of the participating schools had

closed, 27 schools were invited in Phase 3.
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Phase: Phase 1
Data collection year: 2001
Year groups: Year 7 (11-12 years) & Year 9 (13-14 years)
Total participants:  N=2790
Response rate: 84% of invited participants
Y
Phase: Phase 2
Data collection year: 2003
Year groups: Year 9 (13-14 years) & Year 11 (15-16 years)
Total participants:  N= 2675
Response rate: 75% of Phase 1 participants
A 4
Phase: Phase 3
Data collection year: 2005
Year groups: Year 11 (15-16 years) only
Total participants:  N= 1023
Response rate: 51% of participants from Phase 1 &/or Phase 2
Response rate (Phase 3 only): 71%

Figure 3: Participation in the RELACHS Study Phases 1-3.

The sample was originally representative of the adolescents attending secondary schools
in the three participating boroughs. Attrition analyses will be presented, identifying factors
from Phase 1 associated with non-participation at subsequent phases. Analysis

addressing the hypotheses will be conducted with data from Phase 2 and Phase 3.

To maximise the data for analysis, separate samples will be defined for the cross-sectional
and longitudinal analyses, excluding participants who have missing data for the self-harm
variables, as shown in section 5.2.1.1. Exposure variables will be coded to include
‘missing’ as a category, due to missing data varying for each variable. This will ensure that

the total numbers of participants in the sample will stay stable for the analyses.

4.4.2. Measures:

The assessments outlined below comprised a self-report questionnaire. The self-harm

categories will be described, followed by exposure variables used in the quantitative
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analyses. The questionnaires were designed to include validated age-appropriate
questions. Self-harm was included in RELACHS for this doctoral research with
assessment questions selected by the doctoral student.

4.4.2.1. Self-harm variables used in regression analyses

Self-harm was assessed using the questions from the CASE study (Child and Adolescent
Self-Harm in Europe (Hawton et al. 2002;Hawton et al. 2006;Rodham et al. 2004). See
Box 1. This was assessed in Phase 3 of RELACHS only (See Appendix 1 for the full

guestionnaire, including the questions on self-harm).

Box 1: Questions on self-harm from RELACHS Phase 3

Q36. Have you ever deliberately taken an overdose (e.g. pills or other medication)
or tried to harm yourself in some other way (such as cut yourself)? (Yes, No)

Q36.1 If you have, when was the last time you took an overdose or tried to harm
yourself? (Less than a month ago, Between a month and a year ago, More than a
year ago)

Q36.2 Describe what you did to yourself on that occasion. Give as much detail as
you can. (Open text box for response)

This was followed by a list of motives for hurting themselves:
- to show how desperate he/she was feeling
- to die
- to punish him/herself
- to frighten someone
- to get his/her own back on someone
- to get relief from a terrible state of mind
- to find out if someone really loved him/her
- to get some attention

- for another reason, with space to write additional reasons.

The data was cleaned in accordance with the Lifestyle and Coping Skills Survey
Guidelines study manual, (Hawton et al. 2006); specific criteria provided by authors).
Rodham et al., ( 2004) note that the criteria used were based on the definition of
parasuicide from the WHO/EURO study in adults (Platt et al. 1992).
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The CASE study guidelines categorised the responses as either “self-harm” (with sub-
categories by method), or as “not self-harm / no self-harm information” (Rodham et al.
2004). The categories for method of self-harm included: self cutting (including scratching
or scraping self), hanging / strangulation, suffocation, jumping or throwing self,
electrocution, self-battery, alcohol, burning, inhalation/ sniffing, starvation, stopping
medication, shooting, drowning, having consumed a non-ingestible object or substance,
recreational drugs (opiates / heroin), or having overdosed. To validate the coding, data
from this study was coded by the author (EK) and her supervisors (KB, SS, CC)
independently, and separate coding was compared to reach a final consensus.

If the description of the harm included use of more than one method concurrently, all
methods were coded. However, if it was ambiguous whether the harm was done
concurrently, only the first method was coded. If self-harm was described, but a third party
had intervened, and the young person had not been able to complete the act they had
initiated, it was still coded as having harmed themselves. This interpretation facilitated
clarification of what the respondent meant by “self-harm”, and gave the researchers the
capacity to define which types of self-harm were included in analysis. This more
conservative assessment of self-harm will be referred to as “self-harm (validated)”. The

simple yes/no question about having ever harmed will be referred to as “self-harm (Y/N)”.

The timing of the most recent episode of self-harm was assessed, using a closed
response question. Participants were asked whether they had self-harmed in the past 3
months, between 3 months and one year, and more than one year ago. Responses to
these questions were used to derive a variable assessing the 12 month prevalence of self-
harm, based on the self-harm (Y/N) variable. This self-harm category will be used to
explore longitudinal relationships between exposure variables and recent self-harm.
Prevalence will be presented for the three self-harm categories; lifetime self-harm (Y/N),
self-harm (Y/N) in the last 12 months, and lifetime “validated” self-harm. Further regression
analyses will only be conducted to assess associations with self-harm in the preceding 12

months, and validated self-harm.

4.4.2.2. Variables used in regression analyses to examine potential risk and

protective factors

Variables being tested for associations with self-harm will be referred to as “exposure

variables” used in statistical analysis. This term will be used for clarity in describing
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statistical associations, acknowledging that associations identified in cross-sectional

regression analyses do not imply predictions of future events.

Socio-demographic factors

Ethnicity was assessed in all phases of RELACHS using an adapted version of the
Census 2001 question (Office for National Statistics 2001), with additional categories
added to reflect the local population, such as categories for Greek, Turkish, Kurdish,
Orthodox Jewish, Somali and Vietnamese. In RELACHS, “Asian British” and “Black British”
were separate categories to which the young people could assign themselves, rather than
parts of section headings, such as ‘Black or Black British’ as they were used in the
Census. Black British was an option for all phases of RELACHS, whereas Asian British
was included as an option in Phase 3 only. Self-classified ethnicity is viewed as an
acceptable assessment of this fluid concept (Senior & Bhopal 1994). Piloting prior to
Phase 1 indicated that the concept of ethnicity was understood by adolescents as ‘race or
ethnicity’, and for this reason, both terms were included in the stem question (Bhui et al.
2005b). Due to small numbers in certain ethnic groups, some have been collapsed to
facilitate analysis, for example the ‘Black’ group consists of people who ticked that they
were Black African, Caribbean, British or other. Although some ethnic groups in this
analysis are named by nationality (e.g. Pakistani) and other groups refer to skin colours
(e.g. Black), all names used to identify separate groups will be capitalised in this thesis.

Length of time living in the United Kingdom was assessed using a closed response

question. There were five response options ranging from “less than one year” through to
“all of my life” (Office for National Statistics 2001). Length of time spent living in the UK
was included as an assessment to complement the ethnicity variable in describing the

sample, and also as a potential influence on culture and cultural identity.

Socio-economic status was rated using eligibility for Free School Meals, a composite

assessment of socio-economic status, supplied by the Local Education Authority in each
borough. Parental employment was assessed separately for each parent/carer living with
the participant, with a question adapted from the West of Scotland Study (West &
Sweeting 1996). To accommodate the variation in family composition, including single
parent families, the parental employment data has been collapsed to assess young people

having either neither parent employed or at least one parent employed.
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Household composition and family structure were assessed using questions adapted from
other adolescent studies (Health Education Authority 1997;Rogers et al. 1998;West &

Sweeting 1996). Participants were asked to write the number of people they live with,
given closed options questions about whether they lived with their parents, step-parents,
or were in care. The number of rooms was also assessed, and used to calculate
overcrowding. A household was considered overcrowded if there were more than 1.5
people in the residence per room, in the house, excluding the kitchen, bathroom and
hallway (Office for National Statistics 2001).

Psychological distress and depressive symptoms

Psychological distress was assessed using the child self-report version of the Strengths
and Difficulties Questionnaire (SDQ), (Goodman 1997;Goodman et al. 1998), a validated

25 item questionnaire for young people aged 4-16 years. This had previously been used in

epidemiological studies such as the Health of Young People in England (HYPE) study
(Prescott-Clarke & Primatesta 1998) and the Mental Health of Children and Adolescents in
Great Britain Study (Meltzer et al. 2000). The SDQ has also been validated in other ethnic
and cultural groups, for example adolescents living in Bangladesh (Mullick & Goodman

2001), implying validity for use in a sample of East London Bangladeshi adolescents.

The SDQ contains five subscales pertaining to emotional symptoms, hyperactivity, peer
problems, conduct problems and prosocial behaviour over the past six months. Each item
is rated as “Not True”, “Somewhat True”, or “Certainly True”, and scored 0, 1 or 2 with
higher scores indicating more difficulties or extreme behaviour. The total score is derived
by summing all subscales except for prosocial behaviour, producing a total score ranging
from 0-40. If one or two items were missing, item scores were imputed, based on a mean
score of responses to other SDQ items. Thresholds have been used in this analysis,
identifying caseness as a categorical exposure, rather than using the total score as a
continuous variable. This will facilitate examination of those indicating “borderline” or
“case” ratings of psychological distress in relation to self-harm, paying particular attention
to participants reporting higher level of psychological distress. The scale will not be used
as a continuous exposure as incremental differences across the whole scale may be
difficult to interpret in a clinically meaningful way. Separate analyses were conducted for
the emotional symptoms and conduct problems sub-scales to explore the associations

between different aspects of psychological distress and self-harm.
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Information on the official SDQ website categorise a score of 0-15 as normal, 16-19 as
borderline and 20-40 as abnormal or “cases”. These are roughly set to identify the highest
scoring 10% as cases and then next 10% as borderline in community samples
(http://www.sdginfo.com/ScoreSheets/e2.pd, accessed 020908), however, it is noted that

these thresholds may require adjustments to suit specific populations.

In this present study, scores of 18 or above were considered to indicate psychological
distress in the young person (Stansfeld et al. 2004), referred to in this thesis as being a
“case”, or as reporting “psychological distress”. A nationally representative sample of
British adolescents was the source of the caseness threshold, as approximately 10% of
the community sample scored within that range (Meltzer et al. 2000). The threshold
established for this United Kingdom adolescent sample is lower than that on the SDQ
website. It was deemed more appropriate for the present analysis to use cut-offs from a
UK adolescent sample, rather than the general SDQ caseness threshold. The influence of
different thresholds was checked by repeating analyses using the thresholds from the

official website recommendation cut-offs.

Depressive symptoms were assessed using the Short Moods and Feelings Questionnaire
(SMFQ), (Angold et al. 1995;Messer et al. 1995). This is a thirteen item self-report scale,

assessing core depressive symptoms in children and adolescents over the previous two

weeks. Each item is rated as “True”, “Sometimes” or “Not True”, scoring 2, 1 or 0 points
respectively. The scores are summed and a total above 8 was defined as indicating a
‘caseness’, or having depressive symptoms. The SMFQ has been reported as providing a
reliable measure of adolescent depressive symptoms, appropriate for use in
epidemiological surveys (Messer et al. 1995). This measure was included as it provides a

more comprehensive assessment of depressive symptoms than the SDQ.

Composite variables were derived to examine longitudinal associations for each of the
mental health exposures separately (SDQ total, SDQ emotional symptoms, SDQ conduct
problems and SMFQ). These variables grouped participants as having never been cases,
cases at Phase 2 only, Phase 3 only, or at both Phases. If participants had been a case at
one phase and had missing data for the other, they were coded as having been a case at
that single phase in that composite variable. This is justified by the other cross-sectional
analysis including all cases from that phase, irrespective of missing data at the other
phase. If participants were not cases and had missing data for the other phase, they were

counted as having missing data.
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Interpersonal relationships and life events

Social support was assessed in the three phases of RELACHS using the Multidimensional
Scale of Perceived Social Support (MSPSS) (Zimet et al. 1988). This scale contained 12
items pertaining to perceived support from friends, family and a special person. Each item
is rated on a 7 point likert scale with responses ranging between “Disagree Very Strongly”,
and “Agree Very Strongly”. Scores were summed to produce a rating of social support for
each subscale; support from friends, family or a special person. Combining these sub-
scales produces an assessment of total perceived social support. The MSPSS has
demonstrated good construct and discriminant validity (Zimet et al. 1988). The total scale
and each of the subscales were divided into tertiles for this analysis to compare high,

medium and low perceived social support.

A composite variable was derived for examination of longitudinal associations; combining
high and moderate support to compare with low support across Phases 2 and 3. The
group containing both high and moderate support will be referred to as “higher support”.
The four categories for this analysis were: (i) higher support at both Phases 2 and 3, (ii)
higher support at Phase 2, with low support at Phase 3, (iii) low support at Phase 2 with
higher support at Phase 3, and finally (iv) low support at both Phases 2 and 3. If data was

missing at either time, this variable was coded as missing.

Parental involvement in school activities was assessed by two questions in Phase 2 and

Phase 3. Pupils were asked whether parents were willing to help with problems at school
and give their child encouragement to do well at school. The questions were scored on a
five-point scale ranging from “Always” to “Never” (Health Education Authority 1997). The
scores for the two items were summed. As the data were skewed towards greater support,
a median split was used to establish two categories; high parental involvement (“always”

for both questions) or low parental involvement.

Parental style was assessed in Phase 3 only using questions adapted from the Whitehall Il
study. Questions were asked separately for the male and female carers who looked after
the participant when he/she was growing up. Participants were asked to rate parent/carer
understanding, love and affection shown, strictness of rules, harshness of punishment and
availability to talk in each of their parents/carers. The four questions on understanding,
love, time to talk and affection were summed and reliability was assessed using

Cronbach’s alpha. The warmth questions showed very strong internal consistency for

88



female carers (o = 0.998) and male carers (o = 0.998). This will be analysed as an overall
assessment of parental warmth assessment, split into tertiles to enable a comparison of
high, medium and low parental warmth. The questions on strictness and harshness were
summed as an assessment of strictness, and the two items showed good internal
consistency for female carers (o = 0.997) and male carers (o = 0.996). This assessment of

parental strictness was also spilt into tertiles for analysis (Stansfeld et al. 2008).

Lifetime experience of bullying was assessed in all phases with the question: have you

ever been bullied at school? In Phase 2 there were also questions on being victimised due
to race or religion, the way you look or talk, had rumours or lies spread about you or
having been hit, slapped or pushed (Health Education Authority 1997). The lifetime
measure takes account of different types of bullying, combining responses from the five

questions.

Adverse life events were assessed in Phase 3 using an eight item scale of questions from

the Whitehall 1l Study phase 5 questionnaire adapted to be age-appropriate for the
RELACHS sample. Five of those questions had been selected from the EPIC Health and
Life Experiences questionnaire (Wainwright & Surtees 2002). The aim of these questions
was to assess different aspects of emotional and material deprivation during adolescence.
Participants were asked to tick “yes” or “no” for lifetime exposure to frequent parental
arguing, being in care, their family having continuous financial problems, family
bereavement, serious illness or injury in their immediate family, parental divorce or
separation, someone in their family experiencing a mugging or burglary, and parental
alcohol consumption had caused family problems. For the purposes of these analyses,
exposure to adverse life events were summed to derive a total life events score, which
was categorised as no reported life events, 1, 2 and 3 or more adverse events.
Assessments of life events vary in severity and the impact on each individual, and this is
difficult to control for in survey-based data collection, however, an attempt to reduce recall
bias was used, requesting participants answer questions about events in the past year
(Williams & Uchiyama 1989). Reliability analysis was conducted on the eight items to be
tallied for the total life events score. The Cronbach’s alpha was 0.94, showing high
average inter-item correlation. The alpha was predicted to reduce if any of the eight items

were deleted.

Cultural identity
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Cultural identity was assessed using the Cultural Identity Schedule (CIS) developed and

validated for this study (Bhui et al. 2005a;Bhui et al. 2005b) based around Berry’s typology
of acculturation styles (Berry 1980). The CIS assesses the domains of clothing and
friendship choices. Participants were asked to rate whether their choices were similar to
their own or other ethnic groups. To incorporate the influence of context, clothing choices
were assessed at home with family and outside school with friends. Friendship choices
were assessed in the context of school or outside of school. The scores for identification
with participants’ own or other ethnic groups were combined in accordance with Berry’s
two-dimensional model of acculturation, comprising of four groups of acculturative style.
High identification with both own and other ethnic groups was termed “integrated”, high
identification with one’s own ethnic group, and low identification with other ethnic groups
was referred to as “traditional”. High identification with other ethnic groups combined with
low identification with one’s own ethnic group was termed “assimilated”, and low
identification with both own and other ethnic groups was labelled “marginalised”, in terms

of cultural identity.

The RELACHS study also collected data on physical health, substance use, diet and

dental health which will not be included in the current analysis.

4.4.3. Procedure:

Each phase of the RELACHS study was granted ethical approval from the local East
London and City Research Ethics Committee. Data collection was conducted with the
assistance of Local Education Authorities in Newham, Tower Hamlets and Hackney and

the participating secondary schools.

The same methodology was used for each phase of the study, as outlined in the
RELACHS Phase 1 study report (Stansfeld et al. 2003). Schools were informed about the
study and the Head Teachers were invited to provide consent on behalf of their schools to
participate in the study and to provide assistance in approaching pupils to participate.
Each pupil was assigned an alphanumeric code to link their responses throughout the
longitudinal study. Teachers, participants and their parents were given information about
the study one week prior to the assessments (Appendices 2-4). Parents had the
opportunity to opt their child out of the study at each phase; thus giving passive consent. In

order to account for the ethnic diversity within the sample, parent information and opt-out
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forms were translated into Bengali, Gujerati, Punjabi and Urdu. Participants signed to give
active consent after receiving further verbal information and being given the opportunity to
ask questions about the study on the day of assessment (see Appendix 5). The
guestionnaires were administered in class groups at each school, supervised by 3-4
researchers. All participants were debriefed following completion of their questionnaire and
provided with written information about local health services for young people.

As noted in Chapter 1, the doctoral student assisted with questionnaire development,
organising and conducting the data collection for the RELACHS study in Phases 2 and 3.
She was involved in database organisation and data cleaning. All data analysis for this

thesis was conducted by the doctoral student.

4.4.4. Analysis:

Analysis was conducted using SPSS (Version 13). An epidemiological risk factor approach
has been adopted for analysis (Bhopal 2002) as used in longitudinal research on this topic
(Fergusson et al. 2000). Logistic regression has been used in the analysis addressing the
hypotheses for this study, as the models are examining associations with a binary variable;
the presence or absence of self-harm (Field 2000b). Logistic regression facilitates an
estimation of the change in the odds of the “presence of self-harm”, for a unit change in
each “exposure variable” entered into the model. Models will be conducted to examine

associations with lifetime self-harm (validated) and self-harm (Y/N) in the past 12 months.

4.4.4.1. Descriptive analysis:

Initial descriptive analyses were conducted on all variables to ascertain the prevalence of
exposures and self-harm categories. These descriptives function to contextualise the
study, and highlight unique characteristics of the sample. Information about the method,
timing and motivation for self-harm reported by participants will be presented in the results

section.

Unadjusted regression analyses were used to examine associations between exposures
and two self-harm categories; self-harm (validated) and self-harm (12 months). Significant
associations were explored further in multivariate models adjusted for potential
confounding factors to assess whether variables had direct, independent associations with

self-harm. Further multivariate models were developed using the validated measure of
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self-harm as that was the most conservative assessment. However, as that measure
indicated lifetime self-harm, the multivariate models will also be conducted using the 12
month self-harm category, as it also has the scope to examine longitudinal relationships
with self-harm. Regression analyses were not conducted if the reference group contained
less than five participants.

As self-harm has been shown as more prevalent in females, all exposure variables were
examined for an interaction with gender. If the overall interaction was significant (p<0.05),
further analyses for that variable would be stratified by gender, as that may indicate
different trajectories or relationships between factors for males and females. Testing for
interactions was conducted twice; with and without the missing data included as an

exposure category.

4.4.4.2. Weighting

Weights were calculated for each phase to account for unequal probabilities in selection,
to be representative for the adolescents attending secondary schools in the area.
Prevalence estimates for self-harm will be checked with weighted data to ensure the
estimates are meaningful representations for the three participating boroughs.

4.4.4.3. Power calculation for associations with self-harm

In order to estimate the precision in detection of associations with self-harm in this study, a
power calculation was conducted, informed by previous research, looking at the power of
detecting an association between the presence of any mental disorder and self-harm. This
was done despite the analysis for this thesis being conducted on a study which had been
designed by the RELACHS steering committee five years earlier. For this power
calculation, the prevalence of self-harm was estimated to be 7%, in agreement with those
reported by Hawton et al., (Hawton et al. 2002). It was known that there were 1023
participants in RELACHS Phase 3, the study analysed in this thesis. In a sample this size,
the 95% confidence interval for 7% prevalence would be 5%-9%. The National Survey of
Children and Adolescents in Great Britain reported a prevalence of 11.2% for any mental
disorder in people aged 11-15 years (Meltzer et al. 2000). Therefore, with a sample that
size, and the above estimate of prevalence of self-harm, analysis would detect an
association with 80% power (at the 5% significance level) if the prevalence of any mental

disorder was 24% or more among those who self-harmed.
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To give another example, the prevalence of emotional problems in 11-15 year olds, being
5.6% (Meltzer et al, 2000) will be used. In order to identify an association between
emotional problems and self-harm in a sample of 1023 people, (where the self-harm
prevalence was estimated at 7%), analysis would have 80% power (and 5% significance)
to detect any associated factors with a prevalence of, for example, 17% in the people who
self-harmed and 6% in the people who had not self-harmed. Therefore if the prevalence of
emotional disorders was at least 17% in people who self-harmed, the following analysis
would have an 80% chance of finding an association with p<0.05.

Given that the analysis relating to the presence or absence of self-harm was secondary
analysis of a pre-established database, such power calculations have limited influence on
the analysis conducted. With a sample that size, there may be limited scope for
stratification by factors such as ethnic group or gender, as stratification would reduce
statistical power. It is, however, important to examine the statistical power when
conducting secondary analysis as it assists in clarifying whether a lack of association
indicates that no associations exist, or simply that the data being examined was not

powered to identify the effect.

4.4.4.4. Multivariate model development

Associations in univariate regression models which showed a significance level of p<0.05
were included in more complex models. Adjusted analysis was conducted examining
associations with the validated assessment of self-harm, and where there were sufficient
numbers, the 12 month prevalence variable was used. Variables were entered into
separate regression models on a theoretical basis, that is, not using stepwise entry into
models (Field 2000b). Models will be built to explore the potential confounders within the

relationships between exposures and self-harm.

All adjusted models will include gender, ethnicity and eligibility for free school meals, as a
proxy for socio-economic status (SES). These will be included as a conservative approach
to the analysis, irrespective of whether these factors have a significant relationships with
self-harm. For example, although the sample is ethnically diverse, and there is limited
variation in self-harm by ethnic group, adjustment for ethnicity is aiming to account for any
dominance of any particular ethnic group within the sample which may influence other

associations but not be significant due to limitations in statistical power. Similarly socio-
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economic status will be included to factor out any influence that SES may have on the

relationship between the exposures and self-harm variables.

Consideration of adjusting for multiple comparisons

Given that multiple regression models were to be conducted in this analysis, consideration
was given to applying Bonferroni adjustments. Although this is a debatable issue within
epidemiological research (Altman 2000), it was decided not to make any adjustment for
the separate statistical tests in this analysis. It is also noteworthy that as confidence
intervals will presented with p-values and the numbers of tests are evident in the results,
emphasis did not only rest on p-values; rather with the overall pattern of results. Where
there was a significant result, this was only noted if the association was strong, taking into

account the number of tests, rather than applying further manipulation of the data.
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5. Quantitative study results

5.1. Introduction

This chapter presents the results from statistical analysis of the RELACHS data, using the
methodology outlined in Chapter 4. The main results within this chapter have been divided
into four sections (5.2-5.5), and analyses address the hypotheses stated in section 4.3.
Section 5.2 reports on sample characteristics, sample attrition, missing data and the
prevalence of self-harm. The first section also addresses hypotheses relating to
demographic factors. The following section (5.3) reports analyses of self-harm and
psychological distress assessed in RELACHS. The third results section deals with
relationships between self-harm and interpersonal relationships, including social support,
and bullying. Associations between self-harm and adverse life events have also been
analysed and reported in this section. Section 5.4. addresses cultural factors, presenting
the analysis of assessments of acculturation and self-harm in these East London
adolescents. Univariate regression analyses have been conducted to assess relationships
between self-harm and risk and protective factors. Further analyses included adjustment
for potential socio-demographic confounders (gender, ethnicity and eligibility for free

school meals as a proxy for SES).

Section 5.6 presents a summary of the quantitative analyses. These analyses will also

inform the development of the pilot and main qualitative study presented in Chapters 5-8.

5.2. Sample characteristics, attrition and prevalence of self-harm

5.2.1. Sample characteristics

This section will present a description of the quantitative dataset to be used for analysis. It
also includes a description of the self-harm reported by participants and the self-harm
variables used for regression analyses. This section will also present results showing
relationships between self-harm and key demographic characteristics. Both longitudinal

and cross-sectional analyses will be used to describe the dataset and self-harm variables.
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The demographic characteristics of the participants who have self-harmed will be

presented from cross-sectional analyses only, using data from Phase 3 of RELACHS.

Phase 3 of RELACHS had 1023 participants. The longitudinal participation status of the
Phase 3 participants is shown in Table 2. Analysis addressing attrition uses data from
Phase 1 to examine participation in Phase 3. 74.6% of Phase 3 participants had also
participated in Phase 1. Figure 4 indicates the participation in Phases 1 and 2 of
RELACHS leading to participation in Phase 3.

Table 2: Longitudinal participation status of Phase 3 participants

Participated in RELACHS
Longitudinal participation status Phase 3
N %

Participated in Phases 1,2 & 3 702 68.8
Participated in Phase 1 and 3, not Phase 2 62 5.8
Participated in Phase 2 and 3, not Phase 1 79 7.8
New participant in Phase 2 & participated in Phase 3 95 9.4
Participated in Phase 3, and not phase 1 or 2° 34 3.2
New in Phase 3° 51 5.0
Total 1023 100

RELACHS Phase 1 ) ] — )

Year 7 (11-12 years) Invited but did not participate in Phase 1.

N =702 Participated in Phases 2 & 3, n=79
[ New participants recruited in Phase 2, n= 95

RELACHS Phase 2 4/

Year 9 (13-14 years)
N =702+79+95 = 876 [ Invited but did not participate in Phaselor 2. 1

Participated in Phase 3, n= 34

[ New participants recruited in Phase 2, n= 51

Participated in

Phases 1 & 3, not

Phase 2, n=62 RELACHS Phase 3
Year 11 (15-16 years)

N =62+876+34+51 =1023

Figure 4: Number of participants in RELACHS Phases 1-3
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To assess the loss to follow-up, univariate logistic regression analyses were conducted
using variables from Phase 1, to examine associations with participation in Phase 3. This
analysis showed that participants who were cases on the SDQ in Phase 1 were less likely
to participate in Phase 3 than those who were borderline or not cases (OR 0.59, 95%CI
0.41-0.83). Participants who had ever been bullied at Phase 1 were less likely to
participate (OR 0.69, 95% CI 0.55-0.86) compared with those who had never been bullied.
Participation was not associated with socio-economic indicators including parental
employment status, eligibility for free school meals or living in an overcrowded home (> 1.5
people per room). Neither depressive symptoms (SMFQ caseness) nor social support in
Phase 1 was associated with participation in Phase 3. Girls were more likely to participate
in Phase 3 than boys (OR 1.33, 95% CI 1.07-1.64).

Regarding ethnicity, people of South Asian origin were more likely to participate compared
with White-UK patrticipants (Bangladeshi OR 2.26, 95%CI 1.55-3.00; Pakistani OR 2.26,
95% CI 1.39-3.66; Asian Indian OR 3.04, 95% CI 1.85-4.97). In Phase 3, a category of
“Asian British” was added as an option for self-report ethnic group. Two thirds of the Phase
3 “Asian British” participants had categorised themselves as Bangladeshi in Phases 1 and
2. The remaining people who were Asian British in Phase 3 were categorised as Asian

Indian, Pakistani, mixed race or other ethnicity in earlier phases.

5.2.1.1. Missing data on the self-harm variables

Eighty four participants had missing data on the self-harm (Y/N) variable. These
participants were excluded from further analyses. This group was examined to ascertain if
it showed any distinctive characteristics. Univariate regression analysis was used with

Phase 3 variables to examine associations with missing data for the question on self-harm.

Missing data for self-harm was associated with male gender (OR 1.69, 95%CI 1.07-2.66),
living in an overcrowded home (OR 2.24, 95%CI 1.28-3.93) and eligibility for free school
meals (OR 2.04; 95%CI 1.26-3.29). Three ethnic groups had increased odds for missing
data on this question compared with the White-UK group. These groups were Bangladeshi
(OR 3.37, 95%CI 1.35-8.43), Asian Indian (OR 3.75, 95%CI 1.29-10.94) and Black (OR
3.99; 95%CI 1.61-9.86). Missing data for the self-harm question was not associated with
parental employment, psychological distress, depressive symptoms, social support or
experience of bullying. These associations show that the attrition was not random,

however, it is difficult to interpret the direction of the effects. Nonetheless, it is feasible that
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results may be conservative estimates as some participants from higher risk groups are

not in the final analyses.

5.2.1.2. Samples used in further analyses and approach to missing data

In order to maximise the power of analyses using the data available, missing data for
exposure variables were included in all logistic regression. Missing data on exposure
variables was coded as a category and included in analyses. This was not done to
examine effect size or associations with missing data, but rather to limit the variation in the
sample between analyses. Conducting complete case analysis was considered, however,
as missing data varied between exposure variables, the sample size was greatly reduced.
For example, more than 350 participants had missing data on Phase 2 social support
variables. The results for missing data will be included in results tables. Table 3 presents
the samples to be used in further analysis, accounting for missing data on the self-harm

variables.

Table 3: Samples to be used in cross-sectional and longitudinal analyses

Lifetime self-harm 12 month prevalence of
(validated) self-harm
Cross-sectional £ 905 939
Longitudinal N/A 807

“The cross-sectional sample sizes differed by the 34 people who had not given further information to validate their response
to the binary question on self-harm. The longitudinal and cross-sectional samples differed due to participants either not
participating in Phase 2, or being new to the sample in Phase 3.

The prevalence will be presented for four “categories” of self-harm in Table 5, with
discussion of hypothesis Al. The four categories are: the lifetime binary (Y/N) self-harm,
self-harm in the past 12 months for this binary (Y/N) assessment, lifetime self-harm
(validated), and self-harm in the past 12 months for the validated assessment, where
further information about self-harm met the study criteria, outlined in section 4.4.2.1.

Further analyses will only present findings for lifetime self-harm (validated) and self-harm
(Y/N) in the preceding 12 months. Longitudinal analyses will only examine relationships

between Phase 2 variables and self-harm in the 12 months preceding Phase 3.

5.2.1.3. Phase 3 sample

Table 4 presents descriptive data for demographic and socio-economic factors reported by
the participants of RELACHS Phase 3. The Phase 3 sample included young people from a
variety of ethnic groups. The self-report categories from the RELACHS questionnaire have

been collapsed to show the main ethnic groups in the sample. The largest ethnic groups
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were White (White-UK or White other), Bangladeshi and Black. Due to limited numbers
within ethnic groups, the group which will be referred as ‘Black’ is a cluster of ethnic
groups, constituted of participants who described themselves as Black African (n=104),
Caribbean (n=49), British (n=38) or ‘Black other’ (n=7).

Table 4: Socio-demographic characteristics of RELACHS Phase 3 participants.
Socio-demographic characteristics RELACHS Phase 3
participants
Variable Variable Categories N %"
Gender Female 502 53.5
Male 437 46.5
Ethnic group White 237 25.2
Bangladeshi 202 21.5
Black 199 21.2
Asian Indian 68 7.2
Pakistani 70 7.5
Asian British 60 6.4
Other 103 11.0
Parental employment Neither parent employed 298 317
At least one parent employed 563 60.0
Missing 78 8.3
Eligibility for free school Eligible for free school meals 450 47.9
meals Not eligible for free school meals 458 48.8
Missing 31 3.3
Household composition Lives with two parents 557 59.3
Lives with one parent only 166 17.7
Lives with neither mother nor father 10 1.1
Missing 206 21.9
Household overcrowding Overcrowded home 270 28.8
(>1.5 people per room) Home not overcrowded 604 64.3
Missing 65 6.9
Length of time lived in the UK | All of participant’s life 740 78.8
Over 10 years 85 9.1
6-10 years 43 4.6
Less than 5 years 67 7.1
Missing 4 0.4
Total 939 100

IPercentages are given by column, for each variable.

5.2.2. Hypothesis Al: Prevalence

The lifetime and 12 month prevalence of self-harm in East London adolescents will be
similar to other school-based adolescent studies using self-report assessment of

deliberate self-harm in the UK.



5.2.2.1. Cross-sectional analyses (Phase 3)

The information used to derive the self-harm (validated) category included details about
the timing, methods and motivations for participants’ most recent episode of self-harm.
This descriptive information will be reported after the prevalence, and followed by analysis

addressing demographic data and self-harm.

Thirteen percent (n=122) of the 939 Phase 3 patrticipants had ever self-harmed, and this
will be referred to as self-harm (Y/N). 120 people responded affirmatively to the binary
question about ever having self-harmed. A further two participants provided a method
describing their self-harm but had not ticked the Y/N question. These participants were
recoded to be included as having self-harmed. Table 5 presents the prevalence of self-
harm in this sample. Self-harm was more prevalent in females than males, with 19.5% of
females reporting having ever self-harmed compared with 5.5% of the males. Of the 122
people who had self-harmed, 121 indicated the timing of their most recent episode. Sixty
eight (7.3%) participants had self-harmed in the past year, and this assessment was used
for further analysis. Twenty seven of those who had self-harmed had done so in the past

month.

Table 5: Prevalence of self-harm by gender

Whole sample Females Males
Assessments of self-harm n % n % n %
(/939) (/502) (1437)
Self-harm (Y/N) 122 13% 98 19.5% 24 5.5%
Self-harm (Validated) ¢ 88 9.4% 74 14.7% 14 3.2%
Self-harm (Y/N) in the past 12 months® 68 7.3% 53 10.6% 15 3.4%
Validated self-harm in the past 12 months 51 5.4% 42 8.4% 9 2.0%

“These variables will be used for further analysis.

Eighty eight people (9.4%) also provided a description of their most recent episode of self-
harm. This more conservative prevalence will be referred to as self-harm (validated). This
variable is comparable to self-harm meeting the CASE study criteria (Hawton et al.
2002;Hawton et al. 2006), supporting hypothesis Al, to be discussed in Chapter 9. Self-
harm (validated) was reported by 3.3% of males and 15.5% of females in the Phase 3
sample, and 51 participants (58% of those who met the study validation criteria) had self-
harmed in the past year (9 males and 42 females). Further analyses for this category of
self-harm will exclude the 34 participants who did not give further information describing

their most recent episode of self-harm.
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The prevalence estimates were checked with data weighted to be representative of the
young people attending secondary schools in Newham, Tower Hamlets and Hackney. The
prevalence did not change substantially with weighting; 9.4% for self-harm (validated),
13.1% for self-harm (Y/N) and 7.3% for self-harm (Y/N in the past 12 months). As this was
similar to the unweighted prevalence estimates, further analysis was not weighted.

Univariate analysis indicated very strong evidence for an association between being
female and self-harm. See Table 6. The odds for self-harm in females were higher and the
confidence interval was wider for validated self-harm (OR 5.4, 95%CI 3.00-9.72, p<0.001)
and the 12 month prevalence of self-harm (OR 3.32, 95%CI 1.84-5.98, p<0.001).

Table 6: Frequency and univariate odds ratios for gender at Phase 3 in association with lifetime
self-harm and self-harm in the past 12 months

Exposure Variable Self-harm (validated) N=905 Self-harm in past 12 months N=939
Phase 3 N %° OR 95% CI N %° OR 95% ClI
Gender | Male 14 33 1 15 34 1

Female 74 15.5 5.40 3.00-9.72 53 10.6 3.32 1.84-5.98
Total 88 68

° The counts and percentages given are by row; percentage within each category of the exposure variable.
* p<0.05, ** p<0.01, *** p<0.001

Methods and maotivations for self-harm

To further describe the self-harm reported in the survey, this section outlines methods and
motivations for self-harm. The details about the most recent episode were coded into
categories by method of self-harm, shown in Table 7. The distribution of methods reported
was similar in males and females, with self cutting and overdoses being the most common
methods used. Table 8 presents the motives given by those who had self-harmed,
assessed using a closed response question with nine response options. Participants were
invited to choose all options which applied, and thus able to report more than one
motivation for their most recent episode. The most common motive was to get relief from a

terrible state of mind, followed by wishing to die and a wish for self-punishment.

Suicidal ideation

Looking at suicidal ideation reported for the last occasion of self-harm, a wish to die was
reported by 34 (38.5%) of those who had self-harmed and met the study validation criteria.
Regarding those who had self-harmed in the past year, 22 (32.3% of those who had ever

self-harmed) reported a wish to die in their last attempt.
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Table 7: Methods of self-harm in RELACHS Phase 3

Method of self-harm Method of Method of
Total number of people
harm reported | harm reported )
reporting each method
by females by males
n’ n’ n %?°
Self Cutting 49 6 55 62.5
Overdose 23 5 28 31.8
Burning 1 1 2 2.3
Self Battery 0 1 1 11
Recreational use of opiates/heroin 0 1 1 11
Drowning 1 0 1 11
Total 74 14 88 100

“The percentages are out of the participants who reported validated self-harm (n=88).
* Percentages were not given by gender due to the small numbers of participants in each category.

Table 8: Reasons given for most recent episode of self-harm

Self-harm (validated)
| wanted: n % 7
To show how desperate | was feeling 17 19.3
To die 34 38.6
To punish myself 24 27.3
To frighten someone 4 4.5
To get my own back on someone 1 1.1
To get relief from a terrible state of mind 40 45.5
To find out if someone really loved me 8 9.1
To get some attention 5 5.7
Other reason 25 28.4

“The percentages are out of the participants who reported validated self-harm (n=88).

5.2.3. Hypothesis A2: Ethnicity

The prevalence of self-harm will not vary by ethnicity in this adolescent sample.

5.2.3.1. Cross-sectional analyses (Phase 3)

The prevalence of self-harm by Phase 3 ethnic group is presented in Table 9. Regarding
ethnicity, the Asian British group had increased odds for self-harm in the 12 months prior
to Phase 3, compared with the White group (OR 2.44, 95%CI 1.10-5.41, p<0.05). There
were no other significant differences between ethnic groups. In analysis adjusted for
gender, there were no changes to the significance of the associations between self-harm
and ethnicity. There were no significant interactions between ethnicity and gender in
relation to any of the self-harm categories, irrespective of whether the missing data on

exposure variables was included as a category.
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5.2.3.2. Longitudinal analyses (Phases 2 & 3)

As the Asian British ethnic group was not a category used in the Phase 2 assessment of
ethnicity, analysis was conducted using ethnic groups reported at Phase 2, shown in Table
10. Results showed no significant associations between self-harm and any ethnic group

reported at Phase 2. These associations did not change with adjustment for gender.

Table 9: Frequency and univariate odds ratios for ethnicity at Phase 3 in association with
lifetime self-harm and self-harm in the preceding 12 months

Exposure Variable Self-harm (validated) N=905 Self-harm in past 12 months N=939

Phase 3 N %* OR 95% CI N %° OR 95% CI

Ethnic | White 26 11.3 1 20 8.4 1

groups | Bangladeshi | 15 7.7 0.65 0.33-1.27 10 5.0 0.57 0.26-1.24
Black 16 8.4 0.72 0.38-1.39 11 55 0.64 0.30-1.36
Asian Indian | 8 11.9 1.06 0.46-2.47 8 11.8 1.45 0.61-3.45
Pakistani 4 6.0 0.50 0.17-1.48 |5 7.1 0.84 0.30-2.31
Asian British | 11 20.0 1.96 0.90-4.27 11 18.3 2.44 1.10-5.41
Other 8 8.0 0.68 0.30-1.56 | 3 2.9 0.33 0.10-1.12

Total 88 68

° The counts and percentages given are by row; percentage within each category of the exposure variable.
* p<0.05, ** p<0.01, *** p<0.001

Table 10: Frequency and univariate odds ratios for ethnicity at Phase 2 in association with self-
harm in the preceding 12 months

Exposure Variable Self-harm in past 12 months N=807

Phase 2 N %° OR 95% ClI

Ethnic | White -UK 10 6.8 1

groups | White Other | 6 12.0 1.86 0.64-5.39
Bangladeshi | 16 7.7 1.14 0.50-2.59
Black 7 4.2 0.60 0.22-1.62
Asian Indian | 7 9.9 1.49 0.54-4.09
Pakistani 1 1.7 0.23 0.03-1.87
Mixed race 6 10.7 1.63 0.56-4.72
Other 4 8.2 1.21 0.36-4.04
Missing data | 1 33.3 -- --

Total 58

° The percentages given are by row; percentage within each category of the exposure variable.
* p<0.05, ** p<0.01, *** p<0.001

5.2.4. Hypothesis A3: Socio-economic status

The prevalence of self-harm will not vary with socio-economic status in this sample.

5.2.4.1. Cross-sectional analyses (Phase 3)

Cross-sectional associations between self-harm, family, socio-economic and socio-
demographic factors are presented in Table 11. Living in an overcrowded home reduced
the odds of self-harm, compared with those not living in overcrowded homes, however,
this was only significant for validated self-harm (OR 0.56, 95%CI 0.32-0.98, p<0.05). No
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other family or demographic factors were associated with self-harm in cross-sectional

analyses. Adjustment for gender led to no alteration to the unadjusted findings.

Each demographic variable and self-harm category combination was assessed for an
interaction with gender. There were no significant interactions (using p<0.05 as an
indicator of significance), thus the relationships between these demographic variables and
self-harm did not vary by gender in this sample.

5.2.4.2. Longitudinal analyses (Phases 2 & 3)

There were no significant associations between demographic variables at Phase 2 and
self-harm in the 12 months before Phase 3 (assessing significance as p<0.05), as shown
in Table 12. There were no significant interactions between gender (at Phase 3) and these

demographic variables for self-harm.

Table 11: Frequency and univariate odds ratios for Phase 3 family and demographic factors in
association with lifetime self-harm and self-harm in the preceding 12 months

Exposure Variables Self-harm (validated) Self-harm in the past 12 months
Phase 3 N % OR 95% CI N % OR 95% CI
Parental At least one 54 9.9 1 42 7.5 1
employment | parent
employed
Neither parent | 28 9.9 0.77 0.32-1.85 22 7.4 0.99 0.58-1.69
employed
Missing 6 7.8 -- -- 4 5.1 -- --
Eligible for Not eligible 46 10.3 1 31 6.8 1
free school Eligible 40 9.3 0.89 0.57-1.39 36 8.0 1.20 0.73-1.97
meals (FSM) ["\issing 2 |67 - - 1 |32 - -
Household Both parents 48 |8.9 1 36 |65 1
composition [ Neijther parent | 1 11.1 1.28 0.16-10.44 | 1 10 1.61 0.20-13.05
Liveswith:  "Sn1v1 parent | 21 | 133 | 157 | 091271 |12 | 7.2 113 [ 0.57-2.22
Missing 18 9.0 -- -- 19 9.2 -- --
Over- Not 65 111 1 47 7.8 1
crowding at | overcrowded
home Overcrowded | 17 | 6.6 056 [0.32-098 [19 [7.0 0.90 | 0.52-1.56
Missing 6 9.5 -- -- 2 3.1 -- --
Total 88 68

° Overcrowding is defined as more than 1.5 people per room in the household. * p<0.05, ** p<0.01, *** p<0.001
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Table 12: Frequency and univariate odds ratios for Phase 2 family and demographic factors in
association with self-harm in the preceding 12 months

Exposure Variable Self-harm in the past 12 months

Phase 2 N % OR 95% CI

Parental At least one parent employed 41 7.7 1

employment Neither parent employed 17 7.0 0.90 | 0.50-1.61
Missing 0 0 -- --

Eligible for Not eligible 27 6.6 1

free school Eligible 30 7.8 1.20 [ 0.70-2.06

meals (FSM)  ["Missing 1 100 | - -

Household Both parents 43 7.1 1

composition Neither parent 0 0 -- --

Lives with: Only 1 parent 15 9.0 1.30 | 0.70-2.40
Missing 0 0 -- --

Over-crowding | Not overcrowded 36 7.3 1

at home® Overcrowded 22 7.7 1.07 0.62-1.86
Missing 0 0 - -

Total 58

¢ Overcrowding defined as more than 1.5 people per room in the household.

5.2.5. Summary of key findings for section 5.2.

The lifetime prevalence of self-harm (Y/N) was 13% for the whole sample, and 9.4% using
the validated assessment. Within the Phase 3 sample, 7.3% of participants reported an
episode of self-harm within the past 12 months. Around one third of those who had self-

harmed reported suicidal ideation accompanying their most recent episode.

Participants who described themselves as Asian British at Phase 3 had increased odds for
self-harm in the preceding 12 months. This association was weak. There were no
associations between ethnicity and self-harm (validated), nor between self-harm and any

of the ethnic groups reported at Phase 2.
There was weak evidence that if a young person lived in an overcrowded home, they had

reduced odds for self-harm. There were no significant associations between socio-

economic status and self-harm.
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5.3. Psychological distress and depressive symptoms

5.3.1. Hypothesis B1: Psychological distress and depressive

symptoms

High levels of current and previous psychological distress and depressive symptoms will

be associated with self-harm at age 15-16 years.

Analyses for this hypothesis will use both cross-sectional and longitudinal results,
incorporating the different aspects of mental health assessed in RELACHS in Phase2 and
Phase 3. Variables used to test this hypothesis were scores from the Short Moods and
Feelings Questionnaire (SMFQ), the Strengths and Difficulties Questionnaire (SDQ) total
score, emotional symptoms and conduct problems subscales. Unadjusted analyses will be
presented first, followed by adjusted analysis. Each of the significant univariate results was
adjusted for gender, eligibility for free school meals (as a proxy for socio-economic status)
and ethnicity. Significant results for the validated and 12 month self-harm variables were

examined further.

5.3.1.1. Cross-sectional analyses (Phase 3)

Assessments of psychological distress and depressive symptoms

Table 13 presents the prevalence of mental health as assessed in Phase 3. Ten percent of
this sample was above the caseness threshold for the Strengths and Difficulties
Questionnaire (SDQ). A further 23.2% of the sample scored in the borderline category,
indicating that over one third of this sample reported elevated levels of psychological
distress. One quarter of the participants were rated as cases for the emotional symptoms
and conduct problems SDQ sub-scales. One third of the sample also reported depressive
symptoms, indicated by caseness on the Short Moods and Feelings Questionnaire
(SMFQ).

Comorbidity identified by the different mental health assessments at Phase 3 are shown in
Table 14. In this analysis, 73.4% of the SDQ cases were also SMFQ cases, however, only
22.5% of SMFQ cases were also SDQ cases. This illustrates that SDQ caseness has a
broader scope than the SMFQ. Alternatively, the SDQ may have a relatively lower

threshold for “caseness” than the MFQ. 75 participants were cases for both emotional
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symptoms and conduct problems (32.3% of each subscale). 45.7% of those with conduct
problems were also SMFQ cases (n=106), indicating some comorbidity.

Table 13: Prevalence of mental health cases from assessments in Phase 3

Mental health assessments RELACHS Phase 3 participants
Phase 3 Variables Variable Categories n¥ % *
Psychological distress Not Case 622 66.2
(SDQ) Borderline 218 23.2
Case 94 10.0
Missing 5 0.5
Emotional Symptoms Not Case 583 62.1
(SDQ subscale) Borderline 119 12.7
Case 232 24.7
Missing 5 0.5
Conduct Problems Not Case 562 59.9
(SDQ subscale) Borderline 140 14.9
Case 232 24.7
Missing 5 0.5
Depressive symptoms Not Case 628 66.9
(SMFQ caseness) Case 306 32.6
Missing 5 0.5
Total 939 100

* Frequencies and percentages are given by column, separately for each variable, using unweighted data.

Table 14: Frequency and percentage of participants who were cases for each mental health
assessment at Phase 3

Phase 3 variables

SDQ total scale cases
Phase 3%

Conduct Problem cases
Phase 31

Emotional Symptoms
cases Phase 3%

n
(column %)

n
(column %)

n
(column %)

(row %) (row %) (row %)
Conduct 71 * *
Problems cases (75.5% of SDQ cases)
(SDQ subscale) (30.6% of conduct cases)
Emotional 74 75 *
Symptoms (78.7% of SDQ cases) (32.3% of conduct cases)
(SDQ subscale) (31.9% of emotional cases) (32.3% of emotional cases)
Depressive 69 106 148
symptoms (73.4% of SDQ cases) (45.7% of conduct cases) (63.8% of emotional cases)

(SMFQ caseness)

(22.5% of SMFQ cases)

(34.6% of SMFQ cases)

(48.4% of SMFQ cases)

*Analyses were conducted using the whole analysis sample (N=939).

Associations between psychological distress and self-harm

Table 15 presents the prevalence and univariate odds ratios for SDQ scores in relation to

self-harm. There was very strong evidence that psychological distress was associated with

self-harm. The odds of validated self-harm were almost four times higher amongst SDQ
cases compared with non-cases (OR 3.92 95%CI 2.09-7.34, p<0.001). The borderline

group had similar odds of self-harm to the SDQ cases, indicating that moderate levels of

psychological distress were associated with an increased likelihood of self-harm.

Adjustment for demographic factors had little impact. For Phase 3 SDQ caseness, there

was a slight influence on the effect size and no change in the significance of the
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associations, for example, the adjusted odds ratio for SDQ caseness in association with
self-harm (validated) increased slightly to 3.98 (95%CI 2.07-7.64, p<0.001).

Table 15: Frequency and univariate odds ratios for psychological distress (SDQ caseness) at
Phase 3 in association with lifetime self-harm and self-harm in the past 12 months

Exposure Variable Self-harm (validated) N=905 Self-harm in past 12 months N=939
Phase 3 N 0 © OR 95% CI N 0 © OR 95% ClI
SDQ Not Case 36 5.9 1 22 3.5 1
Borderline 35 17.0 3.25 1.98-5.34 29 13.3 4,19 2.35-7.46
Case 17 19.8 3.92 2.09-7.34 17 18.1 6.02 3.06-11.84
Missing 0 0 - - 0 0 - -
Total

° The percentages given are by row; percentage within each category of the exposure variable.
* p<0.05, ** p<0.01, *** p<0.001

Repeated analysis for the total SDQ scale using an alternative threshold

The above univariate analyses were conducted using the threshold from a UK sample of
adolescents (Meltzer et al. 2000;Stansfeld et al. 2003). At 10%, the prevalence of SDQ
caseness in this sample was similar to the study from which the threshold was drawn.
Analysis was also conducted using the suggested total scale cut-offs for caseness and
borderline from the SDQ website. As the website cut-offs were more conservative, fewer
participants were rated as borderline and cases, and a higher proportion of those
participants had self-harmed. The odds ratios for self-harm (validated) using the website
cut-offs were similar to the study cut-offs; borderline (OR 3.40; 95%CI 2.01-5.77) being
slightly higher than for caseness (OR 3.25; 95%CI 1.42-7.43). These analyses illustrate
that even with two different thresholds, increased psychological distress identified as case

or borderline on the SDQ has increased odds for self-harm in univariate analysis.

SDOQ subscales

There was strong evidence (p<0.01) for case-level conduct problems being associated

with both self-harm categories. See Table 16. There was also an association between
borderline conduct problems and self-harm in the preceding 12 months (p<0.01).
Adjustment for gender, ethnicity and eligibility for free school meals had the effect of
increasing the odds for Phase 3 conduct disorder in association with validated self-harm
and self-harm in the past 12 months. For cases with conduct problems, the odds for self-
harm (validated) rose from 2.00 (95%CIl 1.22-3.25, p<0.01) in unadjusted analysis to 2.90
(95%CIl 1.72-4.88, p<0.001) in adjusted analysis. Similarly, for self-harm in the past 12
months, the unadjusted odds ratios for conduct cases were 3.33 (95%CI 1.90-5.83,
p<0.001) and this changed to an odds ratio of 4.48 (95%CI 2.50-8.01, p<0.001) in adjusted

analysis.
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Both borderline scores and caseness on the emotional symptoms subscale were
significantly associated with self-harm. This scale indicated a dose-response relationship
with higher odds for cases compared with borderline scores. For example, for self-harm
(validated), borderline emotional symptoms had an odds ratio of 2.43 (95%CI 1.22-4.84,
p<0.05) and cases had an odds ratio of 5.06 (95%CI 3.08-8.30, p<0.001).

Table 16: Frequency and univariate odds ratios for emotional symptoms and conduct problems
(SDQ subscales) at Phase 3 in association with lifetime self-harm and self-harm in the past 12
months

Exposure Variable Self-harm (validated) N=905 Self-harm in past 12 months N=939

Phase 3 variables N %° OR 95% ClI N %° OR 95% ClI

Conduct Not Case 43 7.8 1 24 4.3 1

Problems Borderline 14 104 [138 [0.73-2.60 |14 100 [ 249" [1.25-4.95
Case 31 14.4 2.00 1.22-3.25 | 30 12.9 3.33 1.90-5.83
Missing 0 0 - - 0 0 -- -

Emotional Not Case 29 5.1 1 19 3.3 1

Symptoms Borderline 13 11.5 2.43 1.22-4.84 10 8.4 2.72 1.23-6.02
Case 46 21.3 5.06 3.08-8.30 | 39 16.8 6.00 3.39-10.63
Missing 0 0 - - 0 0 -- -

Total 88 68

° The percentages given are by row; percentage within each category of the exposure variable.
*p<0.05, **p<0.01, **p<0.001

Table 17 presents univariate analysis for the Short Moods and Feelings Questionnaire
(SMFQ). There was very strong evidence (p<0.001) for an association between depressive
symptoms and self-harm, with SMFQ cases being 6.58 times as likely to report self-harm
(validated), with a 95%CI of 4.06-10.67.

For both the Phase 3 emotional symptoms SDQ subscale and SMFQ caseness, the odds
of validated lifetime self-harm and self-harm in the past 12 months decreased slightly with
adjustment for gender, ethnicity and eligibility for free school meals. There were no
changes to the level of significance in the associations. There were no significant
interactions between gender and any of the exposure variables for any of the associations,
irrespective of whether the missing data was coded as a category or excluded from this

cross-sectional analysis.
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Table 17: Frequency and univariate odds ratios for depressive symptoms (MFQ caseness) at

Phase 3 in association with lifetime self-harm and self-harm

in the past 12 months

Exposure Variable

Self-harm in past 12 months N=939

Self-harm (validated) N=905
e

N % OR 95% CI N 0% ° OR 95% ClI
SMFQ Not case 26 4.2 1 12 1.9 1
Case 62 22.3 6.58 4.06-10.67 | 56 18.3 11.50 6.06-21.82
Missing 0 0 - - 0 0 - -
Total 88 68

° The percentages given are by row; percentage within each category of the exposure variable.
* p<0.05, ** p<0.01, *** p<0.001

5.3.1.2. Longitudinal analyses (Phases 2 & 3)

Table 18 presents the prevalence of mental health caseness from Phase 2. Comparing

across phases, the prevalence of SDQ total and subscale caseness were similar in

Phases 2 and 3, while rates of SMFQ caseness were lower in Phase 2. Table 19 presents

a summary of caseness for the mental health assessments over Phase 2 and Phase 3. In

the longitudinal sample being used in this analysis 56.3% of the SMFQ cases at Phase 2,
were SMFQ cases at Phase 3. Of the SMFQ cases at Phase 3, 38.8% had been SMFQ

cases at Phase 2, which was 16.5% of the entire longitudinal sample.

Table 18: Prevalence of mental health cases from assessments in Phase 2

Mental health assessments

RELACHS Phase 3 participants

Phase 2 Variables Variable Categories N %*
Psychological distress Not Case 509 63.1
(SDQ) Borderline 201 24.9
Case 78 97
Missing 19 2.4
Emotional Symptoms Not Case 503 62.3
(SDQ subscale) Borderline 111 13.8
Case 173 214
Missing 20 2.5
Conduct Problems Not Case 446 55.3
(SDQ subscale) Borderline 142 17.6
Case 200 24.8
Missing 19 24
Depressive symptoms Not Case 566 70.1
(SMFQ caseness) Case 168 20.8
Missing 73 9.0
Total 807 100

IPercentages are given by column, for each variable.
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Table 19: Longitudinal prevalence of SDQ and SMFQ caseness

Longitudinal caseness | Never a case Case at Case at Case at both | Missing data
for mental health Phase 2 only | Phase 3only | Phases2& 3

assessments n (%)° n (%)° n (%)° n (%)° n (%)°
Psychological 665 | (82.4) 48 (5.9) 48 (5.9) 30 (3.7 16 (2.0)
distress

(SDQ)

Emotional Symptoms 521 | (64.6) 85 (10.5) 98 (12.1) 88 (10.9) 15 (1.9)
(SDQ subscale)

Conduct Problems 511 | (63.3) | 89 | (11.0) | 85 | (105 | 111 | (13.8) 11 (1.4)
(SDQ subscale)

Depressive symptoms | 432 | (53.5) 94 (11.6) 73 (9.0) 133 | (16.5) 75 (9.3)
(SMFQ caseness)

° Percentages are of the longitudinal sample (n=807), presented by row, within each assessment.

Comorbidity
Comorbidity between mental health assessments at Phase 2 is shown in Table 20. The

proportion of SMFQ cases who were also cases on the SDQ scales was similar to that for
Phase 3; 26.8% were also SDQ cases, 39.9% also had conduct problems and 55.4% had
emotional symptoms. There was a lower proportion of the SDQ scale and sub-scale cases
who were also SMFQ cases compared with Phase 3.

Table 20: Frequency and percentage of participants who were cases for each mental health
assessment at Phase 2

SDQ total scale cases Conduct Problem Cases Emotional Symptoms

Phase 2¢

Phase 2%

Cases Phase 2

Phase 2 variables n n N
(column %) (column %) (column %)
(row %) (row %) (row %)
Conduct Problems 61 * *
cases (78.2% of SDQ cases)
(SDQ subscale) (30.5% of conduct cases)
Emotional 56 59 *
Symptoms (71.8% of SDQ cases) (29.5% of conduct cases)
(SDQ subscale) (32.4% of emotional cases) | (34.1% of emotional cases)
Depressive 45 67 93
symptoms (57.7% of SDQ cases) (33.5% of conduct cases) (53.8% of emotional cases)

(SMFQ caseness)

(26.8% of SMFQ cases)

(39.9% of SMFQ cases)

(55.4% of SMFQ cases)

*Analyses were conducted using the whole analysis sample (N=807).

The proportions of participants in each Phase 2 mental health category who had self-
harmed are shown in Tables 21-24. Table 21 presents regression analyses for the SDQ
total scale and self-harm. There were no significant associations between SDQ caseness

at Phase 2 and self-harm in the 12 month preceding Phase 3.
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Table 21: Frequency and univariate odds ratios for psychological distress (SDQ caseness) at
Phase 2 in association with self-harm in the past 12 months

Exposure Variable Self-harm in past 12 months N=807
Phase 2 variable N %° OR 95% ClI
SDQ Not Case 31 6.1 1
Borderline 20 10.0 1.70 0.95-3.07
Case 5 6.4 1.06 0.40-2.80
Missing 2 10.5 1.81 0.40-8.21
Total 58

®The counts and percentages given are by row; percentage within each category of the exposure variable.

* p<0.05, ** p<0.01, *** p<0.001

Table 22 presents longitudinal regression analysis for the Phase 2 SDQ subscales. There
was weak evidence (p<0.05) for conduct problems at Phase 2 being associated with self-
harm in the past 12 months prior to Phase 3. The odds of self-harm in the past 12 months
increased slightly for participants who had conduct problems with adjustment for socio-
demographic factors, from 1.87 (95%CI 1.01-3.46, p<0.05) to 2.19 (95%CI 1.17-4.10,
p<0.05).

There was good evidence for caseness on emotional symptoms being associated with
self-harm in the past 12 months (OR 2.64, 95%CI 1.44-4.85, p<0.01). Adjustment for
gender, ethnicity and eligibility for free school meals did not alter the significance of the
longitudinal association, however, it reduced the odds for the relationship between Phase
2 emotional symptoms and self-harm (validated) and self-harm in the past 12 months to
2.08 (95%CIl 1.11-3.88, p<0.05).

The analysis of depressive symptoms using the SMFQ is presented in Table 23. There
was a significant univariate association between Phase 2 SMFQ caseness and self-harm
in the past 12 months (OR 2.24, 95%CI 1.26-3.97, p<0.01).

Table 22: Frequency and univariate odds ratios for emotional symptoms and conduct problems
(SDQ subscales) at Phase 2 in association with self-harm in the past 12 months

Exposure Variables Self-harm in past 12 months N=807

Phase 2 variables N %° OR 95% CI

Conduct Not Case 25 5.6 1

Problems Borderline 11 7.7 141 | 1.01-3.46
Case 20 10.0 1.87 1.01-3.46
Missing 2 10.5 -- --

Emotional Not Case 25 5.0 1

Symptoms [ Borderline 10 9.0 1.89 | 0.88-4.07
Case 21 12.1 | 2.64° | 1.44-4.85
Missing 2 10.0 -- --

Total

° The percentages given are by row; percentage within each category of the exposure variable.
* p<0.05, ** p<0.01, *** p<0.001
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Table 23: Frequency and univariate odds ratios for depressive symptoms (MFQ caseness) at
Phase 2 in association with self-harm in the past 12 months

Exposure Variable Self-harm in past 12 months N=807
N %° OR 95% CI
SMFQ Not case 34 6.0 1
Case 21 12.5 2.24 1.26-3.97
Missing 3 4.1 -- -
Total

° The percentages given are by row; percentage within each category of the exposure variable.

* <0.05, ** p<0.01, *** p<0.001

Analysis tested for interactions between Phase 2 mental health exposures and gender in
relation to self-harm in the year preceding Phase 3. Only one set of analyses showed a
significant interaction. This interaction was between gender and being an SMFQ case at
Phase 2 within the analysis for self-harm in the past 12 months (p<0.05). This analysis

was conducted again separately for males and females.

There were 379 males in the longitudinal analyses, including 14 participants who had self-
harmed in the past year. There were 55 males who had been Phase 2 SMFQ cases, and
seven (12.7%) of those participants had self-harmed in the past year. Univariate
regression indicated that, for males, SMFQ caseness at Phase 2 predicted self-harm in the
year preceding Phase 3 (OR 6.40, 95%CI 2.14-20.60, p=0.01). The relationship between
Phase 2 SMFQ and self-harm in the past 12 months remained significant for males when
adjusted for ethnicity and eligibility for free school meals. Due to the small number of
participants who had self-harmed, this finding was not explored further. In comparison,
there were 428 females in the longitudinal analysis. There were 113 females who had
been cases on the SMFQ at Phase 2, and 44 females who reported self-harming in the
past year. 12.4% of those who were Phase 2 SMFQ cases had self-harmed in the past

year, and this was not significant in univariate regression analyses.

This stratified analysis showed that self-harm in the past 12 months was clearly associated

with earlier reports of high depressive symptoms in males, but not for females.

5.3.1.3. Summary of univariate analyses showing associations with self-harm

To summarise the significant univariate results; in cross sectional analysis using the
validated self-harm category, there were significant associations for caseness and
borderline scores on the SDQ total scale and emotional symptoms subscales. There were
also significant associations between caseness for the conduct SDQ subscale and

caseness on the SMFQ. Using the 12 month self-harm category, cross-sectional analyses
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showed univariate associations with caseness and borderline scores for the SDQ total

scale, both subscales and also for SMFQ caseness.

Longitudinal analysis showed that self-harm in the past 12 months was predicted by
caseness on the emotional symptoms and conduct problems subscale, but not the total
SDQ scale. Self-harm in the past year was predicted by SMFQ caseness in whole sample

analysis and in males but not females.

5.3.1.4. Adjusted analyses (Phases 2 & 3)

More recent psychological distress and depressive symptoms are likely to exert a more
powerful effect than previous psychological distress and depressive symptoms on self-
harm. However, to explore the strength of prospective associations between these factors
and self-harm, analysis was conducted to assess whether the relationships between
Phase 2 mental health and self-harm in the past year remained significant when
accounting for Phase 3 mental health. Each longitudinal association was adjusted for the
equivalent scale at Phase 3. The longitudinal associations between self-harm in the past
year, Phase 2 conduct problems and SMFQ and were accounted for by the equivalent
scale at Phase 3. In each model, shown in Table 24, the Phase 3 exposure remained
significant. To give an example, as the Phase 2 SDQ emotional symptoms subscale had a
significant association with self-harm in the past 12 months, Phase 3 emotional symptoms
were added to that regression model. The longitudinal association between self-harm and
emotional symptoms at Phase 2 became non-significant (OR 1.09, 95%CI 0.55-2.16), and
the association with Phase 3 emotional symptoms remained significant with a five-fold
increase in the odds for self-harm in the past 12 months (95%CI 2.50-10.41, p<0.001), see
Model C in Table 24.

Regarding psychological distress (Model A), adjusted models showed that Phase 3 SDQ
caseness as a strong relationship with self-harm (validated) and in the past 12 months. In
the model for associations with self-harm in the past 12 months, Phase 3 SDQ caseness
was associated with an eight-fold increase in the odds for self-harm (OR 8.47, 95%ClI
3.55-20.21, p<0.001).
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Table 24: Odds ratios for self-harm in the past 12 months adjusted for Phase 2 and Phase 3

mental health

Phase 2 & Phase 3 Exposure

Self-harm in past 12 months N=807

variables Adjusted? Adjusted?’
OR & 95%CI OR & 95%CI

Model A

SDQ total scale Not Case 1 1

Phase 2 Borderline 1.78 (0.98-3.24) 0.82 (0.42-1.62)
Case 0.97 (0.36-2.61) 0.31 (0.10-0.92)

SDQ total scale Not Case -- 1

Phase 3 Borderline - 4.58™ (2.33-9.00)
Case - 8.47" (3.55-20.21)

Model B

Conduct Problems Not Case 1 1

Phase 2 Borderline 1.62 (0.77-3.42) 1.24 (0.57-2.70)
Case 2.19° (1.17-4.10) 1.21 (0.59-2.52)

Conduct Problems Not Case -- 1

Phase 3 Borderline -- 1.96 (0.87-4.39)
Case = 3.26" (1.60-6.64)

Model C

Emotional Symptoms | Not Case 1 1

Phase 2 Borderline 1.64 (0.76-3.56) 1.01 (0.45-2.28)
Case 2.08 (1.11-3.88) 1.09 (0.55-2.16)

Emotional Symptoms | Not Case -- 1

Phase 3 Borderline -- 2.78 (1.18-6.51)
Case - 5.10" (2.50-10.41)

Model D

SMFQ scale Not Case 1 1

Phase 2 Case 2.99 (1.11-3.58) 1.04 (0.56-1.94)

SMFQ scale Not Case -- 1

Phase 3 Case -- 12.56" (6.01-26.26)

¥ Adjusted for gender, eligibility for free school meals and ethnicity.

? Adjusted for gender, eligibility for free school meals and ethnicity, and the repeated assessment at Phase 3.
* p<0.05, ** p<0.01, " p=0.001, *** p<0.001

As an alternate test of the longitudinal relationship between self-harm and mental health,

composite variables were derived with categories for participants who had never been

cases, were cases at Phase 2 only, Phase 3 only, or at both Phases. Analysis of these

exposures is presented in Tables 25-27. These results highlight the strong relationships

between depressive symptoms reported at the same time as self-harm. This was

particularly evident for depressive symptoms. The odds and confidence intervals for

depressive symptoms in association with self-harm in the 12 months preceding Phase 3

were similar for Phase 3 caseness, irrespective of whether participants had also been

cases at Phase 2. For example, the odds for Phase 3 only SDQ emotional symptoms

caseness were 4.49 (95%Cl 2.20-9.19, p<0.001) and the odds ratios for caseness at both
Phases 2 and 3 were 4.34 (95%CI 2.07-9.13, p<0.001). Small numbers in each category

have led to wide confidence intervals around point estimates for these analyses.
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Table 25: Frequency and adjusted odds ratios for psychological distress (SDQ caseness) at
Phase 2 and Phase 3 in association with self-harm in the past 12 months

Exposure Variable Self-harm in past 12 months N=807
Phase 2 & 3 variable n % ° OR? 95% Cl
SDQ | Nota case at Phase 2 or 3 42 6.3 1
Case at Phase 2 only 1 2.1 0.29 0.04-2.20
Case a Phase 3 only 10 20.8 4.05%° 1.84-8.91
Case at both Phases 2 &3 4 13.1 2.03 0.66-6.17
Missing 1 6.3 - -
Total 58

° The counts and percentages given are by row; percentage within each category of the exposure variable.
* Adjusted for gender, eligibility for free school meals and ethnicity.
** p=0.05, * p<0.05, ** p<0.01, **"p=0.001, *** p<0.001

Table 26: Frequency and adjusted odds ratios for emotional symptoms and conduct problems
(SDQ subscales) at Phase 2 and Phase 3 in association with self-harm in the past 12 months

Exposure Variable Self-harm in past 12 months N=807

Phase 2 & 3 variables n | % OR’ 95% Cl

Conduct Not a case at Phase 2or3 | 24 4.7 1

Problems Case at Phase 2 only 9 10.1 2.51* 1.11-5.70
Case a Phase 3 only 13 | 153 5.10% 2.40-10.84
Case at both Phases 2 &3 11 9.9 2.86** 1.33-6.16
Missing 1 9.1 -- --

Emotional Not a case at Phase 2or3 | 19 3.6 1

Symptoms Case at Phase 2 only 6 7.1 1.66 0.63-4.36
Case a Phase 3 only 17 | 173 4,49%* 2.20-9.18
Case at both Phases 2&3 15 17.0 4. .34+ 2.07-9.13
Missing 1 6.7 -- --

Total 58

° The percentages given are by row; percentage within each category of the exposure variable.
* Adjusted for gender, eligibility for free school meals and ethnicity. * p<0.05, ** p<0.01, *** p<0.001

Table 27: Frequency and adjusted odds ratios for depressive symptoms (MFQ caseness) at
Phase 2 and Phase 3 in association with self-harm in the past 12 months

Exposure Variable Self-harm in past 12 months N=807
N %° OR* 95% CI
SMFQ Not a case at Phase2or3 | 8 1.9 1
Case at Phase 2 only 2 2.7 1.51 0.31-7.35
Case a Phase 3 only 26 19.5 12.74%= 5.43-29.96
Case at both Phases 2 &3 | 19 20.2 12.79%++ 5.23-31.29
Missing 3 4.0 -- --
Total 58

° The percentages given are by row; percentage within each category of the exposure variable.
* Adjusted for gender, eligibility for free school meals and ethnicity. * p<0.05, ** p<0.01, *** p<0.001
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To ascertain which aspect of mental health had the strongest relationship with self-harm,
models were built including the SDQ subscales and the SMFQ. Results for the adjusted
cross-sectional and longitudinal analysis are presented in Tables 28 and 29, respectively.
The SDQ subscales were not adjusted for the total scale as they constitute part of the total
score. The association between SDQ caseness and self-harm (validated) was accounted
for by SMFQ caseness (Model E, Table 28). This may relate to the co-morbidity shown
between these scales, with three quarters of the Phase 3 SDQ cases also being Phase 3
SMFQ cases, shown in Table 14. This model also showed that people reporting moderate
levels of psychological distress (borderline SDQ scores) had a two-fold increase in the
odds of self-harm (validated), when SMFQ caseness was taken into account. Both SDQ
subscales retained significant relationships with self-harm in analysis adjusted for
depressive symptoms. SMFQ caseness showed a very strong association with self-harm

(validated) despite adjustment for SDQ scales.

Table 28: Adjusted cross-sectional odds ratios for Phase 3 mental health scales in association

with self-harm (validated) and self-harm in the past 12 months

Phase 3 Variables Self-harm (validated) Self-harm in past 12 months
N=905 N=939

Model E Adjusted? OR (95%Cl) Adjusted? OR (95%Cl)

SDQ total Not Case 1 1

scale Borderline 2.01 (1.17-3.45) 2.36 (1.27-4.38)"
Case 1.97 (0.98-3.98) 2.50 (1.20-5.21)°

SMFQ total Not Case 1 1

scale Case 4.12(2.42-7.02) 7.48 (3.77-14.87)

Model F

Conduct Not Case 1 1

Problems Borderline 1.08 (0.55-2.13) 1.76 (0.85-3.65)
Case 1.95 (1.12-3.38)° 2.71 (1.47-5.01)"

SMFQ total Not Case 1 1

scale Case 4.69 (2.81-7.82) 8.21 (4.21-16.01)

Model G

Emotional Not Case 1 1

Symptoms Borderline 1.52 (0.74-3.14) 1.60 (0.69-3.67)
Case 2.14 (1.23-3.72)" 2.40 (1.28-4.50)"

SMFQ total Not Case 1 1

scale Case 4.16 (2.46-7.03) 7.81 (3.95-15.42)

Model H

Conduct Not Case 1 1

Problems Borderline 1.35 (0.69-2.62) 2.32 (1.13-4.73)
Case 2.39 (1.40-4.09) " 3.60 (1.98-6.56)

Emotional Not Case 1 1

Symptoms [ Borderline 1.79 (0.88-3.64) 2.05 (0.91-4.62)
Case 3.18 (1.89-5.37) 3.90 (2.13-7.13)

? Adjusted for gender, eligibility for free school meals and ethnicity, separate models run for each comparison

* p<0.05, ** p<0.01, *** p<0.001

The odds ratios for self-harm Phase 3 SMFQ caseness in association with self-harm in the

past 12 months increased with adjustment for Phase 3 SDQ scores. The associations
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remained highly significant, with SMFQ cases having an odds ratio of 7.48 (95%CI 3.77-
14.87) for self-harm. In the adjusted analysis, there were significant associations between
self-harm and depressive symptoms, conduct problems and general psychological distress
in the past 12 months, however the odds ratios were lower than in unadjusted models.

In longitudinal analysis, shown in Table 29, inclusion of each of the Phase 2 SDQ
subscales (emotional symptoms and conduct problems) in regression models accounted
for the association between Phase 2 SMFQ caseness and self-harm in the past 12
months. Conduct problems at Phase 2 showed a significant independent relationship with
self-harm in the past 12 months (OR 1.94, 95%CI 1.02-3.71, p<0.05). In longitudinal
analysis, the SMFQ and the emotional symptoms SDQ subscale do not have significant
independent relationships with self-harm in the past 12 months, with each measure of
emotional symptoms negating the effect of the other. The relationships between these
scales and self-harm in the past 12 months differed from the cross-sectional analysis,

where both scales remained significant after adjustment.

All assessments were checked for an interaction between the Phase 2 and Phase 3
measures. There were no significant interactions between Phase 2 and 3 mental health
assessments for either self-harm category, which may stem from the high comorbidity
between the assessments. It is also feasible that current depression could be a
continuation of previous depression, so these more exploratory analyses may be over

adjusted when examining longitudinal associations between mental health and self-harm.

118



Table 29: Adjusted longitudinal odds ratios for mental health assessments at Phase 2 in
association with self-harm in the 12 months prior to Phase 3

Phase 2 Variables Self-harm in past 12 months
N=807
Model | Adjusted”
OR & 95%CI

SDQ total Not Case 1

scale Borderline 1.46 (0.77-2.77)
Case 0.71 (0.25-2.03)

SMFQ total Not Case 1

scale Case 1.91 (1.00-3.65)

Model J

Conduct Not Case 1

Problems Borderline 1.45 (0.68-3.10)
Case 1.94 (1.02-3.71)"

SMFQ total Not Case 1

scale Case 1.70 (0.93-3.11)

Model K

Emotional Not Case 1

Symptoms [ Borderline 1.56 (0.70-3.45)
Case 1.71 (0.84-3.47)

SMFQ total Not Case 1

scale Case 1.57 (0.81-3.04)

Model L

Conduct Not Case 1

Problems Borderline 1.54 (0.73-3.27)
Case 2.00 (1.06-3.77)

Emotional Not Case 1

Symptoms Borderline 1.52 (0.70-3.33)
Case 1.89 (1.00-3.55)

f’Adjusted for gender, eligibility for free school meals and ethnicity, separate models run for each comparison
® p=0.05, * p<0.05, ** p<0.01, *** p<0.001

5.3.2. Summary of key findings for section 5.3.

There was strong evidence that psychological distress, including depressive symptoms
and conduct problems reported at age 15-16 was associated with lifetime and recent self-
harm. However, the majority of people reporting psychological distress and depressive
symptoms had not self-harmed.

There were longitudinal univariate associations between self-harm in the past twelve
months, emotional symptoms, conduct problems and depressive symptoms. These
relationships did not remain when the equivalent measures assessed at the same time as
self-harm (Phase 3) were included in analyses (Table 24). Participants who were
borderline and SDQ cases at Phase 3, had odds ratios of 4.5 and 8.5 for self-harm in the
past 12 months (respectively), in analysis including previous and current psychological
distress. This emphasises the strong relationship between current mental state and

reporting self-harm. The significant association between borderline SDQ scores and self-
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harm implies that self-harm is not solely associated with extreme levels of psychological

distress, but also with moderate levels as well.

Conduct problems reported at age 13-14 (Phase 2) and 15-16 years (Phase 3) were
associated with self-harm in the 12 months preceding Phase 3. When comparing the
different aspects of mental health, current depressive symptoms had a very strong
association with self-harm. Previous depressive symptoms also accounted for the
relationship between self-harm in the past 12 months and previous SDQ caseness, but not
the relationship between previous conduct problems and self-harm in the past 12 months.

Univariate regression indicated that, for males, SMFQ caseness at Phase 2 was
associated with self-harm in the past year (OR 6.4, 95%CI 2.14-20.60, p=0.01). This
association was not found for females. This finding was not explored further due to the
small numbers of males who had self-harmed in the past year; however this would be

interesting to explore in future research.

Most prospective associations between self-harm and mental health decreased with
adjustment for current mental health. This may relate to when these issues were reported.
That is, the association may relate to the temporal proximity of the assessments, not
necessarily the timing of the self-harming behaviour and the psychological factors that
were identified in this research. Despite these longitudinal analyses, and having
assessment at two different time points, it is difficult to distinguish persistence from

recurrence with these measures.

Together these results highlight the strong relationship between depressive symptoms and
lifetime self-harm. There was also a noteworthy relationship between conduct problems
and self-harm This, combined with the borderline SDQ results for self-harm in the past 12
months implies that more recent self-harm related to broader aspects of psychological
distress as well as core depressive symptoms. These analyses present associations. It is
not possible to identify a direction of causality in the relationships between mental health

and self-harm from this data.
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5.4. Interpersonal relationships and life events

5.4.1. Hypothesis C1: Social support

Participants reporting lower social support will be more likely to self-harm.

This hypothesis was addressed with analysis of perceived social support from friends,
family and a special person. Additional analysis of the relationships between parental style
and parental involvement (giving help with problems at school and encouragement to do
well at school) will be included to explore different aspects of family support with respect to
self-harm. All support variables were reported at Phase 3, and there was Phase 2 data on
parental involvement and social support. Univariate analyses for the two self-harm
categories will be presented first, followed by adjusted analysis including potential socio-

demographic confounders.

5.4.1.1. Cross-sectional analyses (Phase 3)

Social Support
Table 30 presents tertiles of social support at Phase 3, assessed by the Multidimensional

Scale of Perceived Social Support (MSPSS). The data were skewed towards high levels of
support and were collapsed into tertiles to examine relationships between high, moderate
and low support. The distribution of self-harm between the tertiles for total social support

and each of the subscales in presented in Table 31.

There were clear associations between low support from family and self-harm. Participants
who reported low support from family had significantly increased odds for each of the self-
harm categories, with particularly strong associations for self-harm in the past 12 months
(OR 4.23, 95%CI 2.16-8.30, p<0.001). There was no change in significance of the
associations between family support and self-harm with adjustment for gender, eligibility

for free school meals and ethnicity.

The mid-range tertile for social support from a special person had significantly lower odds
for self-harm in the past year (OR 0.31, 95%CI 0.13-0.76, p<0.05). There was no alteration
in this association in adjusted analysis. This result, that ‘moderate’ social support from a

special person had lower odds for self-harm in the past 12 months compared with those
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reporting high support may be a reflection of some of the negative impact a close
relationship with a special person may have for some adolescents. It may also have been
influenced by the low number of participants with moderate support from friends who had
self-harmed in the past year (n=6). No other results for support from a special person were
significant.

Table 30: Tertiles of perceived social support from friends, family & a special person at Phase 3

Social Support RELACHS Phase 3
participants
Phase 3 Variables Variable categories N %*
Total Social Support High support 276 294
Moderate support 274 29.2
Low support 283 30.1
Missing 106 11.3
Social Support Subscales
Support from friends High support 277 29.5
Moderate support 258 27.5
Low support 298 31.7
Missing 106 11.3
Support from a special High support 324 345
person Moderate support 196 20.9
Low support 313 33.3
Missing 106 11.3
Support from family High support 359 38.2
Moderate support 192 204
Low support 282 30.0
Missing 106 11.3
Total 939 100

IPercentages are given by column, separately for each variable.

Table 31: Frequency and univariate odds ratios for social support at Phase 3 in association
with lifetime self-harm and self-harm in the past 12 months

Exposure Variables Self-harm (validated) Self-harm in the past 12 months

Phase 3 Variable N %° OR 95% CI N %° OR 95% CI

Variables categories

Total High support 25 9.2 1 14 5.1 1

Social Moderate support 32 12.0 1.35 0.77-234 |20 |73 1.47 0.73-2.98

Support Low support 25 9.3 1.01 0.57-1.81 26 9.2 1.89 0.97-3.71

(Tertiles) Missing 6 6.0 - - 8 7.5 - -

Social Support Subscales

Support High support 24 19.0 1 18 | 6.5 1

from Moderate support 29 11.4 1.31 0.74-2.31 16 6.2 0.95 0.47-1.91

friends Low support 29 102 [1.15 |0.65203 |26 |87 1.38 | 0.74-2.57
Missing 6 6.0 -- -- 8 7.5 -- --

Support High support 39 | 125 1 30 |93 1

from a Moderate support 16 8.4 0.64 0.35-1.19 6 3.1 0.31 0.13-0.76

special Low support 27 | 9.0 069 [041-116 |24 |77 0.81 [ 0.47-1.43

person Missing 6 6.0 -- -- 8 7.5 - -

Support High support 23 |64 1 12 |33 1

from family | Moderate support 20 | 10.6 1.73 0.92-3.24 |12 |6.3 1.93 0.85-4.38
Low support 39 15.0 2.56 1.49-4.41 36 12.8 423" | 2.16-8.30
Missing 6 6.9 -- -- 8 7.5 -- --

Total 88 68

° The percentages given are by row; within each category of the exposure variable. * p<0.05, ** p<0.01, *** p<0.001
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In analysis adjusted for gender, ethnicity and eligibility for free school meals, low total
social support changed from being non-significant to being significantly associated
(p<0.05) with self-harm in the past year, (OR 2.60, 95%CI 1.31-5.18, p< 0.01). Entering
gender into this model changed the significance of the association between social support
and self-harm.

No associations between social support from friends and self-harm were significant in
univariate analysis. In analysis adjusted for socio-demographic factors, the analysis of self-
harm in the past 12 months became significant (p<0.05). For example, the odds ratio for
self-harm in the preceding 12 months, in association with low support from friends
changed from 1.38 (95%CI 0.74-2.57), to 1.97 (95%CI 1.03-3.76, p<0.05) in adjusted
analysis. Entering each socio-demographic factor individually showed that it gender was
the variable influencing the significance of the association between friend social support

and self-harm.

All univariate analyses were tested for an interaction between social support and gender in
association with self-harm. There were no significant interactions between gender and any
of the social support variables, in association with self-harm in the past 12 months. For
analyses of lifetime self-harm (validated), there was one significant (p<0.05) interaction
evident between gender and Phase 3 social support from friends only when missing data
for social support was included as an exposure category. This result was explored with

further stratified analysis.

Gender stratified analysis was conducted on the cross-sectional model in which social
support from friends was examined in association with self-harm (validated). This cross-
sectional stratified analysis included 478 females, 74 of whom had self-harmed. There
were significantly increased odds for self-harm in those who reported moderate or low
social support from friends. That is, of the 149 girls who had moderate social support from
friends, 28 (18.8%) had self-harmed and of the 114 girls who reported low social support
from friends, 24 (21.1%) had also self-harmed. Unadjusted regression models indicated
increased odds of self-harm (validated) for girls reporting moderate friend social support
(OR 1.90, 95%CI 1.02-3.53, p<0.05) and also low social support from friends (OR 2.19,
95%CI 1.15-4.18, p<0.05). Results remained significant (p<0.05) with adjustment for
ethnicity and eligibility for free school meals. There were no significant associations
between social support from friends and self-harm (validated) in males, however, small

numbers limited the analysis.
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Parental involvement

Tables 32 and 33 present analysis of parental involvement data reported in Phase 3. The

data was skewed, with the majority of participants reporting that their parents would

“always” help them with problems at school and encourage them to do well at school. Thus

the “low involvement” group was comprised of participants who did not answer “always” for

both questions. There was weak evidence that participants with low parental involvement
had increased odds for validated self-harm (OR 1.68, 95%CI 1.08-2.61, p<0.05) and self-
harm in the past 12 months (OR 1.82, 95% CI 1.11-2.99, p<0.05). This result may relate to

a specific effect for involvement, or may function as a general indicator of parental interest.

There were no significant interactions between parental involvement and gender in

association with self-harm. There were no changes to significance levels of the

associations with adjustment for gender, eligibility for free school meals and ethnicity.

Table 32: Parental involvement reported at Phase 3

Exposure variable

RELACHS Phase 3 participants

Phase 3 variable Variable Categories N %*
Parental involvement High involvement 566 60.3
Low involvement 366 39.0
Missing 7 0.7
Total 939 100

¥Percentages are given by column, for each variable.

Table 33: Frequency and univariate odds ratios for parental involvement at Phase 3 in

association with lifetime self-harm and self-harm in the past 12 months

Exposure Variable

Self-harm (validated)

Self-harm in the past 12 months

Phase 3 Variable N %° OR 95% ClI N %° OR 95% ClI

Variables categories

Parental High involvement 44 8.0 1 32 5.7 1

involvement || ow involvement 44 127 |1.68 [1.08261 |36 |98 1.82° | 1.11-2.99
Missing 0 0 -- -- 0 0 -- --

Total

° The percentages given are by row; percentage within each category of the exposure variable.

*p<0.05, ** p<0.01,**p<0.001

Parental warmth & strictness

Tertiles for parental warmth and strictness reported at Phase 3 are shown in Table 34.

Twenty-four participants reported that they did not have a female parent/carer and 130

participants reported that they did not have a male parent/carer. These participants have

been excluded from analysis on parental style for the parent of that gender, coded as

having missing data for analysis of parental warmth and strictness. As analysis was

conducted separately for maternal and paternal carers, this included single parent families

in the analysis.
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Table 34: Tertiles of parental warmth and strictness in Phase 3

Parental style RELACHS Phase 3 participants
Phase 3 Variables Variable Categories N %*
Maternal warmth High warmth 295 314
Moderate warmth 233 24.8
Low warmth 373 39.7
Missing” 38 4.0
Maternal strictness Low strictness 181 19.3
Moderate strictness 471 50.2
High strictness 251 26.7
Missing” 36 3.8
Paternal warmth High warmth 279 29.7
Moderate warmth 244 26.0
Low warmth 262 27.9
Missing® 154 16.4
Paternal strictness Low strictness 180 32.5
Moderate strictness 305 32.5
High strictness 299 31.8
Missing” 155 16.5
Total 939 100

1Percentages are given by column, separately for each variable. ¢ If participants did not have a male parent/carer or
female parent/carer, they were included as having missing data for these analyses as they did not answer the
parental style questions.

All associations between parental warmth and self-harm were significant. Low maternal
warmth had increased odds for both self-harm categories. The strongest evidence was in
association with self-harm in the past 12 months (OR 3.02, 95%CI 1.52-6.00, p<0.01),
followed by (validated) self-harm (OR 1.98, 95%CI 1.15-3.39, p<0.05), as shown in Table
35.

Low paternal warmth was also associated with significantly increased odds for self-harm.
For paternal warmth, the strongest association was with the validated assessment of self-
harm (OR 2.72, 95%CI 1.51-4.88, p<0.01) and then self-harm in the past 12 months (OR
2.45, 95%CI 1.24-4.84, p<0.05). The relationship between self-harm and parental
strictness was not so clear. There was no evidence for an association between paternal
strictness and self-harm. A significant association between high maternal strictness and
self-harm was evident for (validated) self-harm, (OR 2.34, 95%CI 1.11-4.94, p<0.05).
There was no significant association evident between parental strictness and self-harm in
the past year. There were no significant interactions between gender and parental style for
any self-harm category, and no change in significance level of associations with

adjustment for gender, ethnicity and eligibility for free school meals.
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Table 35: Frequency and univariate odds ratios for parental warmth and strictness at Phase 3
in association with lifetime self-harm and self-harm in the past 12 months

Exposure Variable Self-harm (validated) Self-harm in the past 12 months

Phase 3 Variable N %° OR 95% ClI N %° OR 95% ClI

Variables | Categories

Maternal High warmth 21 7.2 1 11 3.7 1

warmth Moderate warmth 16 7.1 0.98 0.50-1.93 12 5.2 1.40 0.61-3.24
Low warmth 47 13.3 1.98 1.15-3.39 39 10.5 3.02 1.52-6.00
Missing 4 12.1 -- - 6 15.8 -- -

Maternal Low strictness 10 5.6 1 10 55 1

strictness [ Moderate strictness | 45 9.8 1.82 0.90-3.70 31 6.6 1.21 0.58-2.51
High strictness 29 12.3 2.34 1.11-4.94 24 9.6 1.81 0.84-3.88
Missing 4 11.8 -- -- 3 8.3 -- --

Paternal High warmth 18 6.5 1 13 4.7 1

warmth Moderate warmth 15 6.4 0.98 0.48-1.99 15 6.1 1.34 0.63-2.87
Low warmth 40 16.0 2.72 1.51-4.88 28 10.7 2.45 1.24-4.84
Missing 15 10.3 -- -- 12 7.8 -- --

Paternal Low strictness 20 11.5 1 13 7.2 1

strictness | Moderate strictness | 28 | 9.4 0.80 |0.44-147 |21 |69 0.95 | 0.46-1.95
High strictness 27 9.4 0.80 0.43-1.47 23 7.7 1.07 0.53-2.17
Missing 13 8.8 -- -- 11 7.1 -- --

° The percentages given are by row; percentage within each category of the exposure variable.
* p<0.05, * p<0.01, **p<0.001

5.4.1.2. Longitudinal analyses (Phases 2 & 3)

Social support
Table 36 presents tertiles of social support reported in Phase 2. Table 37 shows the

results from univariate regression analyses with Phase 2 social support in association with
self-harm in the year preceding Phase 3. Regression analyses were not conducted using
family social support as there were only four participants in the reference group reporting
both self-harm and high social support from family. There was no significant associations

between social support from Phase 2 and self-harm in the past 12 months.

Parental involvement

Analysis of parental involvement reported at Phase 2 is shown in Tables 38 and 39. There
were no significant associations between parental involvement reported at Phase 2 and
self-harm, with or without adjustment for gender, eligibility for free school meals and

ethnicity. There were no significant interactions between parental involvement and gender.
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Table 36: Prevalence of perceived social support from friends, family & a special person

in Phase 2

Social Support

RELACHS Phase 3

participants

Phase 2 variables Variable Categories N % *
Total Social Support (Tertiles) High support 203 25.2
Moderate support 206 25.5
Low support 211 26.1
Missing 187 23.2
Social Support Subscales
Support from friends High support 224 27.8
Moderate support 170 21.1
Low support 226 28.0
Missing 187 23.2
Support from a special person High support 193 23.9
Moderate support 193 23.9
Low support 234 19.0
Missing 187 23.2
Support from family High support 171 21.2
Moderate support 188 23.2
Low support 261 32.2
Missing 187 23.2
Total 807 100

IPercentages are given by column, separately for each variable.

Table 37: Frequency and univariate odds ratios for social support at Phase 2 in
association with self-harm in the past 12 months

Exposure Variables

Self-harm in the past 12 months

Phase 2 exposures Variable N %° OR 95% ClI
categories

Total Social Support (Tertiles) High support 13 | 64 1
Moderate support 18 8.7 1.40 0.67-2.94
Low support 16 7.6 1.20 0.56-2.56
Missing 11 5.9 -- --

Social Support Subscales

Support from friends High support 15 | 6.7 1
Moderate support 15 8.8 1.35 0.64-2.84
Low support 17 7.5 1.13 0.55-2.33
Missing 11 5.9 -- --

Support from a special person | High support 19 |98 1
Moderate support 16 8.3 0.83 0.41-1.66
Low support 12 51 0.50 0.23-1.05
Missing 11 5.9 -- --

Support from family High support 4 23 3 5
Moderate support 19 10.1 -- -
Low support 24 9.2 -- --
Missing 11 5.9 -- --

Total 58

° The percentages given are by row; percentage within each category of the exposure variable.

* p<0.05, ** p<0.01, *** p<0.001 s Regression analysis not conducted due to limited numbers in the reference group.

127



Table 38: Parental involvement reported at Phase 2

Exposure variable RELACHS Phase 3 participants
Phase 2 variable Variable Categories N %*
Parental involvement High involvement 527 65.3
Low involvement 262 325
Missing 18 2.2
Total 807

;Percentages are given by column, for each variable.

Table 39: Frequencies and univariate odds ratios for parental involvement at Phase 2 in
association with self-harm in the past 12 months

Exposure Variable Self-harm in the past 12 months

Phase 2 Variable N %° OR 95% ClI

variable Categories

Parental High involvement 36 6.8 1

involvement [ | ow involvement 22 8.4 1.25 0.72-2.17
Missing 0 0 -- -

Total 58

° The percentages given are by row; within each category of the exposure variable. * p<0.05, ** p<0.01, *** p<0.001

5.4.1.3. Summary of univariate associations with self-harm

Significant univariate results for hypothesis C1 are summarised below, reporting
associations with self-harm (validated) and self-harm in the past year. Following the
summary are results from adjusted analysis addressing relative contributions of different

exposures variables.

Cross-sectional univariate analysis showed significantly increased odds for low family
support, low parental involvement, high maternal strictness and low maternal and paternal
warmth, in association with the self-harm (validated) category. In analysis of self-harm in
the past year, cross-sectional models showed univariate associations with low social
support from family, low parental involvement and low warmth in parental style from both
maternal and paternal carers. There was also an association between moderate social
support from a special person, which reduced the odds for self-harm in the past twelve
months. Longitudinal analysis showed no significant associations between social support
and self-harm in the past twelve months. As there were no significant longitudinal
associations, no further analyses were conducted to examine the relative contribution of

variables from Phases 2 and 3.
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5.4.1.4. Adjusted analyses (Phase 3)

To explore different aspects of parental style, assessments which had significant
univariate associations with self-harm were entered into multivariate models. Table 40
presents the adjusted odds ratios for self-harm (validated) and self-harm in the past 12
months for paternal warmth, maternal warmth and maternal strictness, with two parental
style exposures entered in each model shown in the table (Models A-C). Only two
assessments were entered into each model to enable direct comparisons between the

each of the different assessments.

Models A and C in Table 40 show that parental warmth and maternal strictness both
remained significant in analysis for self-harm (validated). The warmth variables accounted
for the association between maternal strictness and self-harm in the past year. Maternal
and paternal warmth became non-significant when both entered into Model B, for validated
self-harm, however, there was still a significant association between low maternal warmth
and self-harm in the past 12 months (OR 2.64, 95%CI 1.24-5.65, p<0.05). There were no
significant interactions between parental warmth and strictness in these analyses for either
self-harm category. A final adjusted model was run, including all three parental style
variables. High maternal strictness had increased odds for (validated) self-harm (OR 2.63,
95%CI 1.22-5.70, p<0.05) and low maternal warmth was assessed with self-harm in the
past twelve months (OR 2.55, 95%CI 1.18-5.50, p<0.05). There were no other significant

associations between self-harm and parental style in these adjusted models.

Further cross-sectional analysis examined relationships between the assessments of
family support, parental style and involvement. There were no significant interactions
between any of the family support and parental style variables in association with self-

harm.

In models testing for independent effects, only two assessments entered into each model
(D-J in Table 41) to unpack the relationships between each pair of assessments. Parental
involvement was accounted for by parental warmth and social support, but not maternal
strictness. Maternal strictness retained a significant independent association with self-
harm (validated) when adjusted for parental involvement and family social support. There
was strong evidence for low social support from family increasing odds of self-harm, even
when accounting for parental style and involvement. Family support accounted for the

association between parental warmth and self-harm. Parental warmth and family support
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related to both self-harm categories, strictness only remained associated with the lifetime

assessment of self-harm (validated) in adjusted analyses, not self-harm in the preceding

12 months. Together these results imply that the influence of family warmth, support and

involvement are all protective against self-harm, and the construct they may represent

differs from the assessment of parental strictness.

Table 40: Adjusted cross-sectional odds ratios for Phase 3 parental style in association with
self-harm (validated) and in the past 12 months.

Phase 3 Variables* Self-harm Self-harm in past 12
(validated) months
N=905 N=939
Adjusted’ OR Adjusted’ OR
(95%CI) (95%Cl)
Model A Maternal warmth High warmth 1 1
Moderate warmth 1.01 (0.51-2.02) 1.40 (0.60-3.25)
Low warmth 1.83 (1.05-3.18) 2.78 (1.39-5.58)
Maternal strictness | Low strictness 1 1
Moderate strictness 1.82 (0.88-3.74) 1.15 (0.54-2.43)
High strictness 2.48 (1.16-5.35) 1.68 (0.77-3.69)
Model B Maternal warmth High warmth 1 1
Moderate warmth 0.93 (0.46-1.87) 1.36 (0.58-3.17)
Low warmth 1.49 (0.81-2.77) 2.64 (1.24-5.65)
Paternal warmth High warmth 1 1
Moderate warmth 0.83 (0.39-1.75) 0.94 (0.42-2.11)
Low warmth 1.83 (0.93-3.58) 1.31 (0.60-2.83)
Model C | Maternal strictness | Low strictness 1 1

Moderate strictness

1.87 (0.91-3.87)

1.15 (0.55-2.43)

High strictness

2.77 (1.295.98)"

1.91 (0.88-4.15)

Paternal warmth High warmth 1 1
Moderate warmth 0.90 (0.44-1.86) 1.25 (0.58-2.70)
Low warmth 2.30 (1.26-4.19) " 2.12 (1.06-4.22)

*Only assessments with significant univariate results from univariate analysis have been included. ° Adjusted for gender,
eligibility for free school meals and ethnicity, separate models run for each comparison * p<0.05, ** p<0.01, *** p<0.001
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Table 41: Adjusted cross-sectional odds ratios for Phase 3 family social support, parental style
and involvement in association with self-harm (validated) and self-harm in the past 12 months

Phase 3 Variables*

Self-harm (validated)
N=905

Self-harm in past 12 months
N=939

Adjusted’ OR (95%Cl)

Adjusted? OR (95%CI)

Model D

Parental High involvement 1 1

involvement [ | ow involvement 1.11 (0.66-1.87) 0.99 (0.56-1.77)

Family High social support 1 1

social Moderate social support 1.70 (0.88-3.28) 1.95 (0.84-4.51)

support Low social support 2.59 (1.37-4.90)** 4.57 (2.12-9.83)**

Model E

Parental High involvement 1 1

involvement || ow involvement 1.32 (0.79-2.21) 1.24 (0.71-2.16)

Maternal High warmth 1 1

warmth Moderate warmth 0.93 (0.46-1.87) 1.32 (0.56-3.10)
Low warmth 1.63 (0.88-3.04) 2.60 (1.21-5.55)*

Model F

Parental High involvement 1 1

involvement | ow involvement 1.65 (1.03-2.56)* 1.79 (1.08-2.96)*

Maternal Low strictness 1 1

strictness Moderate strictness 1.82 (0.89-3.75) 1.14 (0.54-2.39)
High strictness 2.67 (1.24-5.72)* 1.89 (0.87-4.10)

Model G

Parental High involvement 1 1

involvement | ow involvement 1.31 (0.80-2.15) 1.53 (0.89-2.64)

Paternal High warmth 1 1

warmth Moderate warmth 0.89 (0.43-1.84) 1.18 (0.54-2.57)
Low warmth 2.02 (1.06-3.88)* 1.73 (0.82-3.64)

Model H

Family High social support 1 1

social Moderate social support 1.68 (0.84-3.35) 1.70 (0.71-4.07)

support Low social support 2.46 (1.25-4.85)* 3.54 (1.60-7.82)**

Maternal High warmth 1 1

warmth Moderate warmth 0.85 (0.42-1.72) 1.17 (0.49-2.77)
Low warmth 1.15 (0.59-2.25) 1.57 (0.70-3.49)

Model |

Family High social support 1 1

social Moderate social support 1.72 (0.91-3.28) 1.93 (0.84-4.43)

support Low social support 2.63 (1.50-4.62)"" 4.33 (2.18-8.60)**

Maternal Low strictness 1 1

strictness Moderate strictness 1.82 (0.88-3.76) 1.10 (0.52-2.34)
High strictness 2.44 (1.13-5.27)* 1.59 (0.73-3.49)

Model J

Family High social support 1 1

social Moderate social support 1.56 (0.80-3.05) 1.84 (0.78-4.32)

support Low social support 2.23 (1.21-4.11)* 4.19 (2.01-8.73)***

Paternal High warmth 1 1

warmth Moderate warmth 0.80 (0.38-1.67) 1.04 (0.47-2.32)
Low warmth 1.62 (0.84-3.13) 1.23 (0.58-2.60)

*Only assessments with significant univariate results from univariate analysis have been included. ° Adjusted for gender,
eligibility for free school meals and ethnicity, separate models run for each comparison * p<0.05, ** p<0.01, *** p<0.001
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5.4.2. Hypothesis C2: Bullying

Young people who have been victims of bullying will be more likely to self-harm.

5.4.2.1. Cross-sectional analyses (Phase 3)

This hypothesis will be addressed with analysis of lifetime bullying reported at Phase 2 and
Phase 3, shown in Tables 42-43. From cross-sectional analysis, with lifetime bullying
reported at Phase 3 as the main exposure variable, “ever having been bullied” was
associated with a more than two-fold increase in the risk of lifetime self-harm. There was
no significant association between ever having been bullied and self-harm in the past 12
months. There were no significant interactions between bullying reported at Phase 3 and
gender in relation to self-harm, and no changes in the significance in relationships
between bullying and self-harm in analysis adjusted for gender, eligibility for free school

meals and ethnicity.

Table 42: Lifetime experience of bullying in Phase 3

Phase 3 exposure variable RELACHS Phase 3 participants
Variable Categories N % *

Lifetime experience of bullying Never been bullied 623 66.3
Bullied 284 30.2
Missing 32 34

Total 939 100

IF’ercentages are given by column, for each variable.

Table 43: Frequency and univariate odds ratios for lifetime experience of bullying reported at
Phase 3 in association with lifetime self-harm and self-harm in the past 12 months

Exposure Variable Self-harm (validated) Self-harm in the past 12 months
Phase 3 variable N %° OR 95% ClI N % OR 95% ClI
Lifetime Never been 45 7.4 1 38 6.1 1
experience | bullied
of bullying | Bullied 39 | 146 |213 |1.35336 |27 |95 1.62 | 0.97-2.71
Missing 4 12.5 - - 3 9.4 -- -
88 68

° The percentages given are by row; percentage within each category of the exposure variable.
* p<0.05, ** p<0.01, *** p<0.001

5.4.2.2. Longitudinal analyses (Phases 2 & 3)

The lifetime assessment of bullying reported at Phase 2 (Table 44) was examined in
relation to self-harm in the year preceding Phase 3. There was a weak, but significant
association between bullying reported at Phase 2 and self-harm in the 12 months prior to
Phase 3 (p<0.05), see Table 45. There were no significant interactions between bullying

reported at Phase 2 and gender when in association with self-harm. Adjustment for
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gender, ethnicity and eligibility for free school meals had little impact on the associations

between bullying reported at Phase 2 and self-harm.

Table 44: Lifetime experience of bullying in Phase 2

Phase 2 exposure variable RELACHS Phase 3 participants
Variable Categories N %

Lifetime experience of bullying Never been bullied 539 66.8
Bullied 199 24.7
Missing 69 8.6

Total 807 100

Table 45: Frequency and univariate odds ratios for lifetime experience of bullying reported at

Phase 2 in association with self-harm in the past 12 months

Exposure Variable Self-harm in the past 12 months
Phase 2 variable N % OR 95% ClI
Phase 2 Never been bullied 32 | 5.9 1
Lifetime Bullied 22 11.1 1.97 1.12-3.48
bullying Missing 4 5.8 - -

58

° The percentages given are by row; percentage within each category of the exposure variable.
* p<0.05, ** p<0.01,  p=0.001, ** p<0.001

5.4.3. Hypothesis C3: Adverse life events

Participants reporting more adverse life events in the past year will be more likely to self-
harm than those who have experienced fewer life events.

5.4.3.1. Cross-sectional analyses (Phase 3)

Adverse life events were reported at Phase 3 only, assessing both emotional and material
deprivation. The prevalence of each event and the summary variable for life events are
presented in Table 46. Frequent parental arguments were reported by just under half of
the sample. Over a quarter of the sample reported parental divorce or separation, that their
parents or carers had a serious health problem, and that someone in their family had

experienced a mugging or burglary. The median number of life events was two.
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Table 46: Prevalence of life events reported in Phase 3

Phase 3 Variables RELACHS Phase 3
participants

Adverse life events N %*
Your parents often fought or argued 467 49.7
You were in care/ foster home / children’s home 17 1.8
Your family had continuing money problems 212 22.6
Your mum, dad, sister or brother died 102 10.9
Your parents were divorced or separated 248 26.4
Your parents/ carers had a severe illness, injury or operation 268 28.5
Your family experienced a mugging, robbery or burglary 305 32.5
Your parents/carers drank alcohol it caused family problems 63 6.7
Sum of adverse life events No adverse life events 208 22.2

1 adverse life event 218 23.2

2 adverse life events 221 23.5

>=3 events 279 29.7

missing 13 1.4
Total 939 100

¥Percentages are given by row, for each life event.

Table 47 shows the relationships between life events and self-harm. For lifetime self-harm
(validated), there was a dose-response effect with increasing prevalence and odds for self-
harm with each increase in the number of life events. For example, participants reporting
two adverse life events had an odds ratio of 3.11 (95%CI 1.29-7.48, p<0.05) for self-harm
(validated), in comparison with the group who reported three or more adverse life events
(OR 6.03, 95%CI 2.66-13.66, p<0.001). Analysis of self-harm in the past 12 months was
not conducted due to the small number of participants in the reference group. There were
no interactions between gender and life events, irrespective of whether the missing values
were included as a category or coded as missing. There were no changes in the
significance of associations between life events and self-harm in analysis adjusted for
gender, ethnic group and eligibility for free school meals. Adverse life events were not

collected in Phase 2, thus there was no data to examine longitudinal associations.

5.4.4. Adjusted analyses combining hypotheses C1, C2 & C3

5.4.4.1. Adjusted cross-sectional analyses (Phase 3)

To collate the results from the hypotheses in this section, significant univariate results
were combined into multivariate models. Due to limited numbers, multivariate analysis for
self-harm in the past 12 months only included cross-sectional exposures (family social
support and lifetime bullying). Cross-sectional analysis of associations with self-harm

(validated) was more comprehensive, including Phase 3 family social support, bullying and
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life events. In adjusted cross-sectional analysis, shown in Table 48, participants reporting
low social support from family, lifetime experience of bullying and more than two adverse
life events all showed increased risk for lifetime self-harm (validated). In contrast, the
analysis of associations with self-harm in the past 12 months showed that adjustment for
family social support accounted for the relationship between ever having been bullied and
self-harm in the past year. Low family support reported at Phase 3 retained a significant
association with self-harm in the past year (OR 4.56, 95%CI 2.30-9.06, p<0.001).

5.4.4.2. Adjusted longitudinal analyses (Phases 2 & 3)

No further longitudinal analyses were conducted for this section as there only bullying at
Phase 2 showed a significant association with self-harm in the 12 months prior to Phase 3,
and thus there were no other significant factors relating to interpersonal relationships to
add to the model.

Table 47: Frequencies and univariate odds ratios for adverse life events reported at Phase 3
in association with lifetime and 12 month prevalence of self-harm

Exposure Variable Self-harm (validated) Self-harm in the past 12 months
N %° OR 95% CI N %° OR 95% CI
Adverse life | No adverse life | 7 3.4 1 3 1.4 -* -*
events events
1 adverse life 13 6.2 1.87 0.73-4.78 | 14 6.4 -- --
event 1
2 adverse life 21 | 9.9 3.11 1.29-748 |14 | 6.3 - -
events 2
>=3 events 3 46 17.5 6.03 2.66-13.66 | 35 12.5 -- --
missing 1 8.3 131 0.17-10.37 ] 2 15.4 -- --
88 68

° The percentages given are by row; percentage within each category of the exposure variable. * Regression analysis not
conducted due to limited numbers in the reference group for this model. * p<0.05, ** p<0.01, *** p<0.001

Table 48: Frequency and adjusted odds ratios for significant univariate Phase 3 associations
with lifetime self-harm (validated) and self-harm in the past 12 months

Exposure Variables Self-harm (validated) Self-harm in the past 12 months
Phase 3 Variable categories N %° OR 95% ClI N %° OR 95% ClI
exposures
Support High support 23 |64 1 12 |33 1
from family | Moderate support 20 10.6 1.63 0.85-3.12 |12 | 6.3 1.95 0.85-4.46
Low support 39 15.0 2.34" | 1.32-416 |36 | 12.8 456" | 2.30-9.06
Missing 6 6.9 -- -- 8 7.5 -- --
Lifetime Never been bullied 45 7.4 1 38 | 6.1 1
experience | Bullied 39 14.6 1.85° | 1.14-299 |27 |95 1.59 0.93-2.70
of bullying | Missing 4 12.5 - - 3 94 - -
Adverse life | No adverse life events 7 3.4 1 -- --
events 1 adverse life event 1 13 6.2 1.76 0.68-4.59 -- --
2 adverse life events 2 21 9.9 2.49 1.02-6.11 | -- -
>=3 events 3 46 17.5 4.41™ | 1.90-10.22 | -- -
Missing 1 8.3 -- -- -- --
Total 88 68

° The percentages given are by row; percentage within each category of the exposure variable.
* p<0.05, ** p<0.01, p=0.001, ** p<0.001
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5.4.5. Summary of key findings for section 5.4.

Hypothesis C1: Social support and parental style

Cross-sectional analyses illustrate a strong relationship between low social support from
family and increased risk of self-harm. Social support from other sources did not have
such consistent associations with self-harm, emphasising the importance of family support
for young people. Cross-sectional analyses showed that low and moderate social support
from friends was associated with increased odds for self-harm in females, but not males.
The results relating to support from family are supported by the associations between
parental style and self-harm, with low warmth and high maternal strictness being
associated with self-harm. Lack of support and warmth from parents were associated with
both lifetime self-harm and self-harm in the past twelve months. Maternal strictness was
associated with self-harm (validated), but not self-harm in the preceding year. As the
validated assessment refers to lifetime self-harm, this result may imply a relationship

between maternal strictness and self-harm at an earlier age.

Hypothesis C2: Bullying

Lifetime experience of bullying, as reported at Phase 3 was associated with lifetime self-
harm, but not self-harm in the past 12 months. Ever having been bullied at Phase 2 was
associated with increased odds for self-harm in the past 12 months. As variables in this

analysis included lifetime assessments, it is difficult to interpret these associations.

Hypothesis C3: Life events

With a median of two adverse life events, and just under one third of the participants
reporting three or more life events, this sample showed high levels of emotional and
material deprivation. A greater number of life events were associated with higher risk of

lifetime self-harm.

5.4.5.1. Adjusted analyses combining hypotheses C1, C2 & C3

Multivariate analyses were conducted to assess the associations of each of the variables
which had significant univariate associations with self-harm. Cross-sectional analyses
demonstrated that adjustment for family social support accounted for the association
between lifetime experiences of bullying and self-harm in the past year. The independent
associations between self-harm (validated) and Phase 3 family social support, lifetime

bullying and adverse life events remained significant in adjusted analysis.
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5.5. Cultural factors and identity

5.5.1. Hypothesis D1: Acculturation

Young people with marginalised and assimilated acculturative styles will have an
increased likelihood of self-harm compared with those reporting integrated cultural identity,

in accordance with Berry’s model of acculturation (Berry 1980).

5.5.1.1. Cross-sectional analyses (Phase 3)

The hypotheses for cultural identity and social stressors were proposed based on previous
research relating culture with mental health and self-harm. This analysis is further justified
given the findings from this study, which showed a higher prevalence of self-harm in Asian
British participants.

The domains of friendship and clothing choices have been examined according to Berry’s
model, identifying four acculturative styles (See Figure 2 in section 2.9.2.2.). Integrated
acculturative style refers to people who reported high identification with both their own and
other ethnic groups. The traditional group, sometimes referred to as “separated”, reported
high identification with their own ethnic group and low identification with other ethnic
groups. The assimilated group reported low identification with their own ethnic group and
high identification with other groups, while the marginalised category is constituted of
participants who reported low identification with both their own and other ethnic group in
relation to clothing and friendship choices. The “integrated” group are assumed to have the
most adaptive acculturative style, and were thus used as the reference group for

regression analyses.

Table 49 presents the prevalence of acculturative styles reported for friendship and
clothing choices at Phase 3. Regarding friendship, a smaller proportion of young people
reported “marginalised” friendship choices at school compared with other acculturative
styles. Outside of school, assimilated and marginalised were less common than integrated
and traditional choices. In contrast, “marginalised” clothing choices were most frequently
reported compared with other styles. Integrated clothing choices were reported the least

frequently both with friends and family.
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Table 50 presents the results for analysis of acculturative style for friendship choices at
Phase 3 in relation to self-harm. There were no associations between friendship choices at
Phase 3 and self-harm either before or after adjustment for gender, ethnicity and eligibility
for free school meals. There were no significant interactions between gender and Phase 3
friendship choices in association with self-harm.

There were no significant univariate relationships between clothing cultural identity
reported at Phase 3 and self-harm, as shown in Table 51. There was no change in the
associations between clothing choices with family and self-harm in the preceding year or
self-harm (validated) with adjustment for gender, eligibility for free school meals and

ethnicity, nor any interaction between clothing choice and gender.

Table 49: Prevalence of acculturative style categories for friendship and clothing choices
at Phase 3

Cultural identity assessments RELACHS Phase 3
participants
Phase 3 Variables Variable Categories N % *
Friendship choices within Integrated 334 35.6
school Traditional 291 31.0
Assimilated 207 22.0
Marginalised 87 9.3
Missing 20 2.1
Friendship choices outside Integrated 275 29.3
school Traditional 378 40.3
Assimilated 110 11.7
Marginalised 130 13.8
Missing 46 4.9
Clothing choices with friends Integrated 118 12.6
outside school Traditional 210 22.4
Assimilated 143 15.2
Marginalised 424 45.2
Missing 44 4.7
Clothing choices with family Integrated 117 125
Traditional 232 24.7
Assimilated 111 11.8
Marginalised 418 45.6
Missing 51 54
Total 939 100

IPercentages are given by column, for each variable.
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Table 50: Frequencies and univariate odds ratios for cultural identity of friendship choices at
Phase 3 in association with lifetime self-harm and self-harm in the past 12 months

Exposure Variables Self-harm (validated) N=905 Self-harm in past 12 months N=939

Phase 3 exposures N %° OR 95% ClI N %° OR 95% ClI

Friendship Integrated 36 11.3 1 21 6.3 1

choices within | Traditional 22 7.8 0.67 0.38-1.16 | 22 7.6 1.22 0.66-2.27

school Assimilated 23 11.4 1.02 0.59-1.78 | 18 8.7 1.42 0.74-2.73
Marginalised 6 7.3 0.62 0.25-1.53 6 6.9 1.10 0.43-2.83
Missing 1 5.3 -- -- 1 5.0 -~ -~

Friendship Integrated 22 8.4 1 16 5.8 1

choices Traditional 38 10.3 1.26 0.72-2.18 | 31 8.2 1.45 0.78-2.70

outside school | Assimilated 14 13.2 1.66 0.82-3.38 | 11 10.0 1.80 0.81-4.01
Marginalised 12 9.8 1.18 0.56-2.47 | 10 7.7 1.35 0.60-3.06
Missing 2 4.3 -- -- 0 0 - -

Total 88 9.7% 68

° The percentages given are by row; separately within each category of the exposure variable.* p<0.05, ** p<0.01,**p<0.001

Table 51: Frequencies and univariate odds ratios for cultural clothing choices at Phase 3 in
association with lifetime self-harm and self-harm in the past 12 months

Exposure Variables Self-harm (validated) N=905 Self-harm in past 12 months N=939

Phase 3 exposures N %° OR 95% CI N %° OR 95% CI

Clothing choices Integrated 13 11.6 1 7 59 1

with friends Traditional 18 8.7 0.73 | 0.34-155 |12 5.7 0.96 | 0.37-2.51
Assimilated 15 11.0 | 0.94 | 0.43-2.08 |14 9.8 1.72 | 0.67-4.42
Marginalised | 42 10.2 | 0.87 | 0.45-1.68 | 32 75 1.29 | 0.56-3.01
Missing 0 0 -- -- 3 6.8 -- --

Clothing choices Integrated 14 12.6 1 9 7.7 1

with family Traditional 19 8.4 0.64 | 0.31-1.33 | 15 6.5 0.83 | 0.35-1.96
Assimilated 10 9.4 072 |0.31-1.70 |8 7.2 0.93 | 0.35-2.51
Marginalised | 45 10.9 | 0.85 | 045161 |35 8.2 1.07 | 0.50-2.29
Missing 0 0 - - 1 2.0 - -

Total 88 9.7 68 7.2

° The percentages given are by row; percentage within each category of the exposure variable.* p<0.05, ** p<0.01, *** 0.001

5.5.1.2. Longitudinal analyses (Phases 2 & 3)

Table 52 shows the prevalence of different acculturative styles across friendship and
clothing choices at Phase 2. The distribution is similar to that in Phase 3, with lower
frequencies of marginalised friendship choices within school and marginalised and
assimilated friendship choices outside of school. Marginalised clothing choices were the

most frequently reported in both contexts, with both friends and family.
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Table 52: Prevalence of acculturative style categories for friendship and clothing choices
at Phase 2

Cultural identity assessments RELACHS Phase 2 participants
Phase 2 Variables Variable Categories N %"
Friendship choices within Integrated 280 34.7
school Traditional 232 28.7
Assimilated 198 24.5
Marginalised 80 9.9
Missing 17 2.1
Friendship choices outside Integrated 227 28.1
school Traditional 303 375
Assimilated 108 134
Marginalised 138 17.1
Missing 31 3.8
Clothing choices with friends Integrated 124 154
Traditional 183 22.7
Assimilated 150 18.6
Marginalised 304 37.7
Missing 46 5.7
Clothing choices with family Integrated 117 145
Traditional 193 23.9
Assimilated 125 15.5
Marginalised 321 39.8
Missing 51 6.3
Total 807 100

IPercentages are given by column, for each variable.

Table 53 presents the frequencies and univariate regression analyses for Phase 2
friendship choices and self-harm. There was an association between self-harm in the past
year and assimilated friendship choices. The odds for self-harm in the last 12 months were
significantly higher for participants reporting assimilated friendship choices at school, that
is people whose school friends were more likely to be from ethnic groups other than their
own (OR 2.14, 95%CI 1.05-4.34, p<0.05). This association remained significant with
adjustment for socio-demographic factors, with the odds ratio of self-harm in the past year
being 2.16 (95%CI 1.04-4.48, p<0.05) for participants with assimilated friendship choices
in school, compared with integrated friendship choices. There were no other significant
associations between acculturative style and friendship choices from Phase 2 in univariate
or adjusted analyses. There were no significant interactions between gender and any of

the friendship choice data in association with self-harm.
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Results for clothing choices in Phase 2 are presented in Table 54. There were no
significant associations between clothing choice with friends and the self-harm. There
were no interactions between gender and clothing choices with friends for self-harm.

Table 53: Frequencies and univariate odds ratios of acculturative style for friendship choices

at Phase 2 in association with self-harm in the past 12 months

Exposure Variables

Self-harm in past 12 months N=807

Phase 2 exposures N %° OR 95% ClI

Friendship Integrated 14 5.0 1

choices within Traditional 19 8.2 1.70 0.83-3.46

school Assimilated 20 10.1 2.14" | 1.05-4.34
Marginalised 4 5.0 1.00 0.32-3.13
Missing 1 59 - -

Friendship Integrated 15 6.6 1

choices Traditional 22 7.3 1.11 0.56-2.18

outside school | Assimilated 9 8.3 1.29 0.54-3.04
Marginalised 8 5.8 0.87 0.36-2.11
Missing 4 12.9 -- --

Total 58 7.2

° The percentages given are by row; separately within each category of the exposure variable.

* p<0.05, ** p<0.01, *** p<0.001

Table 54: Frequencies and univariate odds ratios for acculturative style of clothing choices at

Phase 2 in association with self-harm in the past 12 months

Exposure Variables

Self-harm in past 12 months N=807

Phase 2 exposures N %° OR 95% CI

Clothing choices | Integrated 7 5.6 1

with friends Traditional 10 5.5 0.97 | 0.36-2.61
Assimilated 12 8.0 1.45 0.55-3.81
Marginalised 25 8.2 1.50 0.63-3.56
Missing 4 8.7 -- --

Clothing choices | Integrated 1 0.9 § §

with family Traditional 15 7.8 -- -
Assimilated 12 9.6 - --
Marginalised 24 7.5 -- --
Missing 6 11.8 -- -

Total 58

° The percentages given are by row; separately within each category of the exposure variable.
* p<0.05, ** p<0.01, *** p<0.001 ®Regression analysis not conducted due to limited numbers in the reference group.

5.5.2. Summary of key findings for section 5.5.

There was some evidence supporting hypothesis D1, with assimilated friendship choices

in school at Phase 2 showing increased odds for self-harm in the preceding twelve

months. This illustrates some increase in risk for those with assimilated acculturative

styles, that is, a stronger identification with other cultures and lower identification with their

own culture. This support for the hypothesis should be treated with caution as the analysis

showed no significant associations between marginalised acculturative style and self-

harm. Additionally, there were no significant associations between self-harm and cultural

identity questions from Phase 3.
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5.6. Summary of quantitative study results

Each of the preceding results sections (5.2-5.5) included a summary of the results

addressing each hypothesis. Table 55 shows a list of exposures from regression models

which had associations (significant to p<0.05) with self-harm in the preceding 12 months

(derived from the self-harm Y/N assessment) and lifetime self-harm (meeting the study

validation criteria). These results will be discussed in Chapter 9.

Table 55: List of factors associated with self-harm (validated) and self-harm in the 12 months prior
to Phase 3 in longitudinal and cross-sectional univariate regression analysis.

Significant univariate associations with lifetime self-harm (validated)

Phase 3 factors

Gender

Not living in an overcrowded home
Psychological distress (SDQ total caseness)
Conduct problems (SDQ subscale)
Emotional problems (SDQ subscale)
Depressive symptoms (SMFQ subscale)
Social support from family

Parental involvement

Maternal warmth

Paternal warmth

Maternal strictness

Ever been bullied

Adverse life events

Significant univariate associations with self-harm in the past 12 months

Phase 3 factors

Gender

Asian British (ethnic group)
Psychological distress (SDQ total caseness)
Conduct problems (SDQ subscale)
Emotional problems (SDQ subscale)
Depressive symptoms (SMFQ subscale)
Social support from family

Parental involvement

Maternal warmth

Paternal warmth

Maternal strictness

Phase 2 factors

Conduct problems (SDQ subscale)

Emotional problems (SDQ subscale)

Depressive symptoms (SMFQ subscale)

Ever been bullied

Choice of friends at school, relating to cultural identity
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6. Feasibility Pilot study

6.1. Introduction

This chapter presents the methods and results for a feasibility study, conducted prior to the
main qualitative study in this doctoral thesis, reported in Chapters 6 and 7. To ascertain
whether a qualitative school-based study exploring self-harm was feasible, a pilot study
was conducted to assess both content and methodology. The pilot was conducted soon
after the quantitative data collection for RELACHS Phase 3 (August- September 2005),
with the support of liaison contacts from participating secondary schools. Practical
limitations were placed on the study design and implementation as piloting coincided with

participants finishing year 11 and leaving school.

6.2. Aims

The aims of the pilot study were:
i) To assess the feasibility of conducting follow-up interviews with young people
who reported self-harm in an earlier school-based survey.
i) To assess mental health and coping strategies in young people who had and
had not self-harmed.
iii) To briefly explore the experience of starting to self-harm and assess the

feasibility of conducting further in-depth interviews on this topic.

6.3. Methods

6.3.1. Participants

Two groups of year 11 girls who had participated in RELACHS Phase 3 were invited for
individual interviews to discuss health, coping and well-being. The groups were defined by
self-harm status; those who had self-harmed in the past year and those who had not,
based on the self-report questions from RELACHS Phase 3. The selection process is

outlined below.
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6.3.1.1. Young people who had self-harmed

Pupils from 20 schools were invited. Of the seven RELACHS schools that did not
participate in this sub-study, four were all boys’ schools, one school did not have any
participants who reported self-harm and two schools had not yet participated in RELACHS
at the time of sample selection.

All female participants of RELACHS Phase 3 (aged 15-16 years) who reported self-harm
in the past year (at the time of sample selection 20/04/05) were invited to participate in this
sub-study. This utilised responses from RELACHS 3 questions 36-36.2, addressing having
ever self-harmed, and the timing of the most recent episode (see Box 1, section 4.4.2.1.).
Ninety seven participants had reported lifetime self-harm, and 56 reported it in the past
year. The alphanumeric study codes for the females who had self-harmed in the past year

were listed.

6.3.1.2. Young people who had not self-harmed

A comparison sample was selected, matched by gender, and school class. Being in the
same academic year was considered sufficient age equivalence. Fifty-six people who had
not self-harmed and 56 people who had self-harmed were invited. The non-self-harmer
invited was the female who had not self-harmed, with the nearest birthday after each

person who had self-harmed.

Once a person who had not self-harmed had been selected, the self-harm data was also
removed from the database, leaving a list of codes with school and class name. The
names for all selected participants were then located from the class lists, arranged in

alphabetical order within each class for the final pilot sample.

The names and codes used for conducting the study had no pattern or ordering to indicate
which pupils had or had not self-harmed. Thus the researcher was not aware which pupils

had self-harmed when schools were approached to invite the pilot sample to participate.

The process of inviting young people to participate in the pilot study is in the Qualitative
study protocol (Appendix 6). As the pilot study informed the main qualitative study reported
in Chapter 7, the protocol used for piloting is included within the protocol for the main

study.
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6.3.2. Assessments

6.3.2.1. Mental health

The Clinical Interview Schedule — Revised (CIS-R) was used to assess common mental
disorder (Lewis et al. 1992). The CIS-R was chosen as it was appropriate to be
administered by a lay-interviewer, and a single interview with the participant would
generate a rating of psychiatric disorder. The self-report CIS-R has been previously used
with adolescents (Patton et al. 1997), without the requirement of additional parent or
teacher interviews. It has also been used with other ethnically diverse adult samples in the
UK, such as the EMPIRIC study (Weich et al. 2004). Direct questions about mental health
were considered appropriate for assessment of mental health status of adolescents, as
direct questions are not known to increase the risk of psychological morbidity or mortality
(Hodges 1993). A total score of 12 or above was considered as a case, indicating minor
psychiatric disorder (Lewis et al. 1992).

6.3.2.2. Coping strategies

An adapted version on the A-cope assessing adolescent coping strategies was used
(Halvarsson et al. 2001a;Patterson & McCubbin 1987). This scale lists actions a young
person might take to cope with feeling stressed or upset. The response options were

modified from closed response “yes/no” to the frequency options “Never”, “Hardly Ever”,

“Sometimes”, “Often”, “Most of the time”, administered in pen-and-paper format. Notes on
the adaptation, are fully outlined in the study protocol, (See Appendices 6 & 7). The
changes included making the terminology more appropriate for a multi-ethnic, multi-faith

sample, and updating dated phrases and pastimes, such as “playing video games”.

6.3.2.3. Social Support

The assessment of social support was taken from the ‘confidantes’ section of the Self
Evaluation of Social Support, referred to as the SESS (Brown et al. 1986;0'Connor &
Brown 1984). Each participant was asked to name who they would talk to if they had a
problem, and the first two confidantes named were noted. Participants were then asked to
name their three ‘closest people’, and answer open questions about confiding in each of

those people in turn (see Appendix 8).
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These questions aimed to explore the relationship between the participant and their
confidantes. Other issues included the nature of support desired and received. These
questions also facilitated exploration of participants’ views on disclosure of self-harm in
comparison with other problems. If a participant had not disclosed self-harm to the
researcher, they were asked about “a time that had been difficult for them”. Questions

applied to the ‘current’ time period at interview and the past 6 months.

6.3.2.4. Self-harm

The self-harm questions used in RELACHS 3 (see Box 1) were administered in pen-and-
paper form for the participant to complete again. The questions enabled the researcher to
raise the topic of self-harm with the respondent, and assess whether young people
answered these questions differently face-to-face, compared with the classroom-based
guestionnaire. As the question refers to the most recent episode, it was not intended for
test-retest reliability rating, as it may refer to different events should participants have hurt

themselves between the two assessments.

If the participant reported any self-harm, the written questions were followed by some brief
verbal questions about their experience of self-harm, and the circumstances surrounding
their initial harming behaviour. Open-ended questions were asked to explore narratives
about self-harm and if there were common elements across personal accounts of self-

harm.

The following topics were briefly explored:
- The timing of their first and most recent self-harm
- Their own experience of self-harm
- Initiation of self-harm; precipitating factors, emotional state, expectations, planning
- Events preceding their initial self-harm
- Repetition of self-harm

- Perceived influences on harming behaviour

As this was a time-limited feasibility pilot, the scope for developing the topic guide was
limited. Nonetheless, two further topics were included for participants later in the data
collection;

- Disclosure of self-harm

- General attitude to and understanding of self-harm by self and others
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This qualitative section explored the feasibility of discussing self-harm in an interview with
adolescents. The majority of the questions focused on the circumstances surrounding the
harming behaviour, and piloting results provided a basis from which to develop a more
comprehensive qualitative study.

6.3.3. Procedure

This pilot was given ethical approval by East London and The City Local Research Ethics
Committee 2 as a substantial amendment of RELACHS Phase 3. A Protocol for Child
Protection and Risk was developed and a consultation panel was established, including
senior consultants from the RELACHS study and the Named Doctors of Safeguarding
Children in Newham, Tower Hamlets and Hackney. This is included with the study

procedures undertaken, shown in Appendix 6.

Sub-study information, participant invitations and parental opt-out forms were either given
to participants face-to-face (n=35), left with or posted to each school to send out to pupils
(n=77), depending on whether the pupils were in their last week of school or were already
on study leave (Appendices 9 & 10). Teachers were also given information about the study
(Appendix 11). This ensured that the initial approach to the sample was through their
secondary school. The young people were asked to give further contact details if they
were interested in participating. Twenty-two participants agreed to be contacted again after

this initial invitation.

If participants had not responded to the initial invitation, their codes were used to ascertain
whether they had given their consent to be contacted via their postal address in RELACHS
Phase 2. Twenty-seven young people who had given consent at that time were then sent a
pupil invitation, a parent opt-out form and a freepost return envelope. A further five
participants opted in following this mail-out. Figure 5 presents the sampling for the pilot

study.

147



Invited to .|  Agreed to be contacted | Interviewed
participate in In school Mail out for pilot
pilot study n=22 n=5
A 4 A 4 A 4
6 pupil opt-out 67 no response 8 not able to be
12 parent opt-out interviewed

Figure 5: Pilot study sample

Interview sessions were arranged between the researcher and participants over the
phone. Each participant was given the option of going to Queen Mary Mile End campus,
and at least one other choice of venue such as their secondary school or Connexions, a
youth service and information provider with a centre in each borough. A follow-up letter
was sent, confirming the time, date and details of the venue and the researcher confirmed
the appointment the day before the assessment. Travel costs were reimbursed for all

participants.

Participants were given further verbal information about the study on the day of the
interview, and signed to give informed consent (Appendix 12), in addition to verbal consent
for the session to be recorded. Assessments were administered individually. At the end of
the sessions, participants were asked if they had any questions for the researcher.
Participants were also given leaflets for local services. All participants were sent a follow-

up letter after the session, to thank them for participation.
Liaison teachers were asked informally about their thoughts about this research within

schools, and potential considerations when planning future studies, as minimising the

burden on schools is a key consideration when designing school-based research.

6.3.4. Analysis
The data from structured assessments was entered by the researcher. Recordings of the

open-ended questions from session were transcribed to use in analysis along with notes

taken during and after the session. Quantitative analysis was conducted using SPSS
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(Version 13). Due to a small sample size, only descriptive statistics will be presented for

the structured assessments, where there were sufficient numbers for meaningful analysis.

The qualitative data from further questioning about self-harm was analysed using
framework methodology. Matrix-based charting the contents of the interview facilitates
thematic analysis between and within participants (Pope et al. 2000;Ritchie et al. 2003b).
The thematic coding was an evolving process, with each new code emerging from the data
being listed and then returning to the data to assess other aspects of that topic.
Framework analysis is described in greater detail in section 7.7. All of the interviews were
conducted before the data was thematically analysed, which justified the use of a

framework approach to analysis.

6.4. Results

The pilot study informed the methodology and content of the main qualitative study. These

issues will be discussed in turn.

6.4.1. Participants

Participation status is shown in Table 56. Nineteen people participated in the pilot study,
out of 112 who had been invited. The low response rate implies that research of this
nature requires a large number of people to be surveyed in order to recruit an appropriate
sample for interview. The participants who had and had not self-harmed were from a
variety of ethnic groups, shown in Table 57. The ethnic diversity of the population is
reflected in the multi-ethnic sample who reported self-harm. Eighteen participants were 16

years of age, and one participant was within two weeks of turning 16.

Table 56: Number of participants and non-respondents by self-harm status

Response to invitation to participate Pupils who Pupils who Total
had self- had not sel