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Research Trends

Hospital-Treated Deliberate
Self-Harm in the Western Area of
Northern Ireland
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National Suicide Research Foundation, University College Cork, Ireland
Departments of Epidemiology & Public Health and of Obstetrics & Gynaecology,
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2

Abstract. Background: The Northern Ireland Registry of Deliberate Self-Harm was established as an outcome of the Northern Ireland Suicide
Prevention Strategy and Action Plan – Protect Life, beginning in the Western Health and Social Care Trust area. Aims: The study aimed to
establish the incidence of hospital-treated deliberate self-harm in the Western Area of Northern Ireland, and to explore the profile of such presentations. Method: Deliberate self-harm presentations made to the three hospital emergency departments operating in the area during the period
2007–2012 were recorded. Results: There were 8,175 deliberate self-harm presentations by 4,733 individuals. Respectively, the total, male, and
female age-standardized incidence rate was 342, 320, and 366 per 100,000 population. City council residents had a far higher self-harm rate.
The peak rate for women was among 15–19-year-olds (837 per 100,000) and for men was among 20–24-year-olds (809 per 100,000). Risk of
repetition was higher in 35–44-year-old patients if self-cutting was involved, but was most strongly associated with the number of previous selfharm presentations. Conclusion: The incidence of hospital-treated self-harm in Northern Ireland is far higher than in the Republic of Ireland and
more comparable to that in England.
Keywords: self-harm, suicidal behavior, hospital emergency departments

Suicidal behavior is recognized as a significant public
health issue in many countries. This has been particularly evident in the United Kingdom and in Ireland where
several national strategies have been implemented during
the past decade (Department of Health, 2002; Department
of Health, Social Services and Public Safety [DHSSPS],
2006; Health Service Executive [HSE], 2005; Scottish
Executive, 2002). In Northern Ireland, the Investing for
Health Strategy (Department of Health, Social Services
and Social Policy, 2002) identified the need to promote
mental health and emotional well-being and to address the
issue of suicide. The 30 actions contained in the Promoting
Mental Health Strategy and Action Plan (DHSSPS, 2003)
were designed to support mental and emotional well-being. Concern about an increase in the number of suicides,
particularly among young people, led to the publication
of the Northern Ireland Suicide Prevention Strategy and
Action Plan in 2006 – Protect Life (DHSSPS, 2006). The
document highlighted the extent of the problem, not only
of suicide but also of deliberate self-harm that led to hospital admission. Some 35,996 hospital admissions (1.5%
of all admissions) were recorded as incidents of self-harm
in the 5 years preceding the publication of the strategy
© 2015 Hogrefe Publishing

and during these years the number of admissions due to
self-harm increased by 9.2%. The strategy recognized that
there were no data in Northern Ireland regarding incidents
of self-harm treated in hospital emergency departments
(EDs) only and consequently specified that a self-harm
registry be developed.
In 2007, the DHSSPS Northern Ireland commissioned
the cross-border body “Co-operation and Working Together” (CAWT; http://www.cawt.com) to establish the Northern Ireland Registry of Deliberate Self-Harm, on a pilot
basis, in the Western Health and Social Care Trust area
and to do so by adapting the methods used by the National
Suicide Research Foundation in the Republic of Ireland in
their operation of the National Registry of Deliberate Self
Harm (Perry et al., 2012). A multiagency steering group
was assembled to direct the registry and to ensure adherence to the project plan. This paper reports on the findings
of the Northern Ireland Self Harm Registry in the Western
Trust for the period 2007–2012. It reports on the incidence
of persons presenting to hospital EDs as a result of selfharm by sex, age, and area, the nature of the self-harming
behavior involved in the acts, and patterns related to the
timing of the presentations to hospital.
Crisis 2015
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Method
Setting
There are five health and social care trusts in Northern Ireland and the area of the Western Trust defined the study
catchment area. It has a population of almost 300,000
(296,610 in 2012) thereby accounting for 16.3% of the
population of Northern Ireland (1,823,634 in 2012). The
Western Area is made up of the predominantly urban area
of Derry City Council (population = 108,586 in 2012) and
four less densely populated district council areas: Fermanagh (62,400 in 2012), Limavady (33,761 in 2012), Omagh
( 51,830 in 2012), and Strabane (40,033 in 2012). In 2007
the Western Area was serviced by three hospital accident
EDs: Altnagelvin Hospital (Londonderry), Erne Hospital
(Enniskillen), and Tyrone County Hospital (Omagh). The
latter was downgraded from an ED to an urgent care department in March 2009, after which the number of selfharm presentations was greatly reduced and registry data
collection ceased. This study includes data on self-harm
presentations to Tyrone County Hospital for the period
2007–2010 and to Altnagelvin Hospital and Erne Hospital
for 2007–2012.

Definition of Deliberate Self-Harm
The following definition was adopted by the registry: “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 realising changes that the person desires via the actual
or expected physical consequences” (Schmidtke, BilleBrahe, De Leo, & Kerkhof, 2004, p. 12–13). This is an
internationally recognized definition that was derived for
the WHO/Euro Multicentre Study on Suicidal Behaviour
(formerly known as the WHO/Euro Multicentre Study on
Parasuicide). The definition is used by the RoI National
Registry of Deliberate Self Harm (Perry et al., 2012) and
is broadly consistent with the definition used in the UK
Multicentre Study (Hawton et al., 2007).

Case Finding
All data were collected by trained data registration officers.
In the Tyrone County Hospital Urgent Care Department,
all records of attendances to the department were checked
manually by a data registration officer. In the ED of the
Altnagelvin and Erne hospitals, a two-stage process was
developed whereby a keyword search was first undertaken
of the free-text field in the Symphony hospital IT system,
which records the reason for the patients’ presentation as
completed by the triage nurse. All presentations flagged as
potential cases by the keyword search were then examined
by the data registration officer. The reliability of the keyCrisis 2015

word search approach was established at the start of the
study through a quality control exercise. All presentations
for a specified period were manually examined and cases of deliberate self-harm identified. The keyword search
was performed on the same presentations and the flagged
potential cases were examined to establish whether all
deliberate self-harm cases were included. The list of keywords was extended to ensure inclusion of all deliberate
self-harm cases and this revised list was used for the study
period. Further audits and checks of the performance of
the keyword search were carried out to ensure the completeness of the case finding procedures.

Data Analysis
The annual incidence rate per 100,000 population was calculated for the total, male, and female population (and for
age–sex subgroups) based on the number of persons (rather than events) resident in the catchment area who presented to hospital following deliberate self-harm in each
calendar year. Where appropriate, direct standardization
was carried out using the European Standard Population.
The rate for the geographically defined areas of Derry City
Council and Fermanagh, Limavady, Omagh, and Strabane
District Council areas was calculated based on the number
of persons resident in the area who presented with deliberate self-harm irrespective of whether they were treated
in that area or elsewhere. Northern Ireland Statistics and
Research Agency mid-year population estimates were obtained for each study year at all required levels of disaggregation. Exact Poisson 95% confidence intervals were calculated for the rates using StatsDirect version 2.7.7. These
intervals are displayed by error bars in relevant charts.
Analysis of repetition used a 1-year follow-up period,
that is, a self-harm patient repeated if she/he re-presented
to one of the three hospital EDs due to self-harm in the 365
days following an index presentation. Data were not available on patients’ history of hospital-treated deliberate selfharm prior to the study period. The data on patients’ history of self-harm not resulting in hospital treatment were
also not available. As it is well-recognized as the strongest
risk factor for repetition, the following steps were taken in
order to incorporate some measure of previous history of
self-harm into our analysis of risk of repetition. The analysis was confined to deliberate self-harm patients treated from 2008 to 2011. This allowed patients the 1-year
follow-up period required for the repetition outcome but
also a period of 12 months preceding their index self-harm
presentation during 2008–2011. The number of self-harm
presentations to hospital in these 365 days was used as a
measure of the previous history of self-harm. Variation
in the rate of repetition was examined by the following
variables: sex, age group, city residence, day and time of
self-harm presentation, method of self-harm, involvement
of alcohol in the act, and previous history of self-harm. A
series of univariate logistic regression models were used
to estimate the crude association between these variables
and repetition. A multivariate logistic regression model in
which all the variables were included was then used to esti© 2015 Hogrefe Publishing
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Table 1. Incidence of hospital-treated deliberate self-harm in Northern Ireland Western Area, 2007–2012
Persons
a

Rate

(95% CI)

Western Area

342

Derry City

470

Fermanagh District
Limavady District

Male
a

% Difference

Rate

(95% CI)

(334–351)

–

320

(453–486)

+39.1%

461

274

(257–291)

−18.9%

227

(207–248)

−32.8%

Omagh District

252

(234–270)

−25.4%

Strabane District

304

(281–326)

−10.1%

Female
a

% Difference

Rate

(95% CI)

% Difference

(308–331)

–

366

(354–379)

–

(438–485)

+49.7%

479

(456–502)

+29.5%

268

(244–292)

−13.0%

282

(257–307)

−23.8%

189

(163–216)

−38.6%

269

(236–302)

−27.3%

212

(189–236)

−31.2%

293

(266–321)

−20.8%

265

(236– 295)

−14.0%

343

(310–377)

−7.3%

a

Note. Average annual person-based age-standardized rate per 100,000 (all ages). Difference is the percentage difference from the incidence rate for the
Western Area.

Figure 1. Method of deliberate self-harm involved in male (left chart) and female (right chart) presentations to hospital in
the Northern Ireland Western Area, 2007–2012.
mate their independent association with risk of repetition.
Odds ratios, their corresponding 95% confidence intervals,
and an indication of their level of statistical significance
(p value) were reported as measures of association. The
standard 5% level of statistical significance was adopted,
that is, p < .05.

Results
Incidence of Deliberate Self-Harm
During 2007–2012, there were 8,175 deliberate self-harm
presentations to hospital involving 4,733 individuals. Residents of the catchment area accounted for 8,024 (98.2%) of
the presentations and 4,618 (97.6%) of the individuals. Female residents accounted for 53.6% (n = 4,298) of these presentations and 53.7% (n = 2,479) of the individual patients.
The incidence of hospital-treated deliberate self-harm
by Western Area residents in each year of the study is detailed in the table in Electronic Supplementary Material 1.
The female rate was significantly higher than the male
rate, 15% when all ages were considered and 12% higher
considering those aged 15 years and older. Deliberate selfharm rates were far higher among city council residents
© 2015 Hogrefe Publishing

than among residents of the district councils, particularly
for men. Male city council residents had a self-harm rate
almost 50% higher than in the Western Area as a whole
(461 vs. 320 per 100,000; Table 1).
There was a striking pattern in the age–sex-specific incidence of hospital-treated deliberate self-harm (see figure
in Electronic Supplementary Material 2). The peak rate
was among 15–19-year-old female subjects (837, 95% CI
= 768–910, per 100,000) and 20–24-year-old male subjects
(809, 95% CI = 739–883, per 100,000). For both genders
the incidence rate decreased with increasing age, although
there was evidence of a secondary peak among women aged
35–49 years. In most age groups male and female self-harm
rates were similar. However, the female self-harm rate was
far higher in 10–19-year-olds (499.7 vs. 263.4 per 100,000)
and was also higher in those aged 40–44 (581.2 vs. 465.2
per 100,000) and 50–54 years (404.0 vs. 276.9 per 100,000).

Methods of Self-Harm
Almost three quarters (70.4%) of the presentations involved drug overdose as the sole method of self-harm.
Method of self-harm varied by gender (χ2 = 184.35, df = 5,
p < .001). In particular, drug overdose was more common among women and this was evident across all ages
Crisis 2015
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Figure 2. Frequency of male (left-hand charts) and female (right-hand charts) deliberate self-harm presentations to hospital by day of the week and hour of the day with and without the involvement of alcohol.
(Figure 1). Among men this method of self-harm became
more prevalent with increasing age. Self-cutting was the
only other common method, used as the sole method in
16.0% and 15.1% of male and female presentations, respectively. While relatively rare, male self-harm presentations more often involved the more lethal methods of attempted hanging (4.1% vs. 1.4%) and attempted drowning
(5.6% vs. 2.1%). Alcohol was involved in 59.7% of deliberate self-harm presentations, more often in self-harm
by men (64.8% vs. 55.4%; χ2 = 74.60, df = 1, p < .001).
Alcohol was most prevalent in acts by 35–54-year-old men
(69.4%) and women (63.3%).

Timing of Presentation to Hospital
The frequency of self-harm presentations to hospital varied according to day of the week, with an excess of presentations to hospital on Mondays and Sundays. This excess was evident for men and women and was due to acts
where the individual had consumed alcohol (Figure 2).
Alcohol was also associated with the pattern of self-harm
presentations made to hospital over the course of the day
(Figure 2). Self-harm presentations were least frequent in
the hours before noon, whether alcohol was involved or
not. There was an increase in presentations over the course
Crisis 2015

of the afternoon. The evening saw a continued increase
in alcohol-related self-harm presentations for men and
women until a peak in the early hours of the morning. By
contrast, the frequency of self-harm presentations that did
not involve alcohol did not increase over the course of the
evening and night.

Repetition
Three quarters (73.0%, n = 3,455) of the 4,733 self-harm
patients made only one presentation during the 6-year
study period. Fifty-eight patients made at least ten selfharm presentations during this time. These 58 patients accounted for just 1.2% of all patients, but they made a total
of 1,032 presentations thereby accounting for one eighth
of all self-harm acts treated in hospital (n = 1,032, 12.6%).
Considering the period 2007–2011, which allows for a
1-year follow up, there were 6,706 self-harm presentations
by 4,041 patients. The rate of repetition within 1 year was
33.8% based on presentations (2,266 of 6,706) and 18.0%
based on patients (726 of 4,041). There was some indication that the rate of repetition varied during this period
(χ2 = 15.9(4), p = .005). The 1-year repetition rate was
34.0% following presentations in 2007; it fell to 30.5%
following presentations in 2008 but increased to 32.8%,
© 2015 Hogrefe Publishing
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Table 2. Factors associated with risk of repetition within 1 year for the 3,337 deliberate self-harm (DSH) patients treated
during 2008–2011
Variable

Category

Sex

Age

City resident

Weekend

Time

Method

Alcohol

DSH in previous year

Repeated (n)

%

Crude OR

(95% CI)

Adjusted OR

(95% CI)

Male

303

19.6%

1.00

(Ref)

1.00

(Ref)

Female

308

17.2%

0.85

(0.71–1.01)

0.92

(0.76–1.11)

< 25 years

193

16.8%

1.00

(Ref)

1.00

(Ref)

25–34 years

146

19.8%

1.23

(0.97–1.55)

1.21

(0.94–1.54)

35–44 years

152

20.5%

1.28*

(1.01–1.62)

1.30*

(1.02–1.67)

45–54 years

88

17.3%

1.04

(0.79–1.37)

1.04

(0.78–1.39)

55 years +

32

15.8%

0.93

(0.62–1.40)

0.97

(0.64–1.49)

No

272

16.3%

1.00

(Ref)

1.00

(Ref)

Yes

339

20.3%

1.31**

(1.10–1.56)

1.25*

(1.04–1.50)

No

427

18.3%

1.00

(Ref)

1.00

(Ref)

Yes

184

18.3%

1.00

(0.83–1.22)

0.97

(0.80–1.19)

8 a.m. < noon

38

14.7%

1.00

(Ref)

1.00

(Ref)

Noon < 4 p.m.

73

16.2%

1.12

(0.73–1.71)

1.21

(0.78–1.88)

4 p.m. < 8 p.m.

112

18.9%

1.35

(0.90–2.01)

1.43

(0.95–2.17)

8 p.m. < midnight

141

19.6%

1.41

(0.95–2.08)

1.42

(0.95–2.13)

Midnight < 4 a.m.

167

18.8%

1.34

(0.91–1.96)

1.24

(0.83–1.84)

4 a.m. < 8 a.m.

80

18.9%

1.35

(0.89–2.06)

1.27

(0.82–1.97)

Drug OD only

411

16.2%

1.00

(Ref)

1.00

Self-cutting only

111

29.3%

2.14***

(1.67–2.73)

2.11***

(1.64–2.73)

OD and self-cutting

24

37.5%

3.10***

(1.85–5.20)

3.08***

(1.81–5.25)

Attempted hanging

12

12.9%

0.77

(0.41–1.42)

0.76

(0.41–1.42)

Attempted drowning

29

21.8%

1.44

(0.94–2.20)

1.32

(0.85–2.07)

Other

24

17.8%

1.12

(0.71–1.76)

1.19

(0.75–1.88)

No

232

16.5%

1.00

(Ref)

1.00

(Ref)

Yes

379

19.6%

1.23*

(1.03–1.47)

1.09

(0.90–1.33)

None

550

17.2%

1.00

(Ref)

1.00

(Ref)

One

28

32.6%

2.33***

Two

11

50.0%

Three or more

22

91.7%

(Ref)

(1.47–3.69)

2.11**

(1.32–3.40)

4.83***

(2.08–11.19)

4.80***

(2.04–11.29)

53.10***

(12.45–226.47)

49.63***

(11.53–213.68)

* p < .05. ** p < .01. *** p < .001

34.2%, and 37.4% following presentations in 2009, 2010,
and 2011, respectively.
There were 3,337 deliberate self-harm patients treated
during 2008–2011, of whom 611 (18.3%) made a repeat
presentation within 12 months. Table 2 details the rate of
repetition across a range of factors. Male and female patients had a similar rate of repetition. The multivariate analysis showed an increased risk of repetition associated with
patients aged 35–44 years (20.5%; adjusted OR = 1.30, p <
.05), patients who were city residents (20.3%; adjusted OR
= 1.25, p < .05), and patients who engaged in self-cutting
only (29.3%; adjusted OR = 2.11, p < .001) or in combination with drug overdose (37.5%; adjusted OR = 3.08,
© 2015 Hogrefe Publishing

p < .001). However, by far the strongest association with
risk of repetition was recent history of hospital-treated deliberate self-harm. The repetition rate of patients who had
not presented to hospital in the previous year was 17.2%.
The repetition rate was twice as high for patients with one
presentation in the past year (32.6%; adjusted OR = 2.11,
p < .01). While acknowledging the small numbers involved, half of the patients with two recent self-harm presentations repeated within 1 year (50.0%; adjusted OR =
4.80, p < .001), and this was the case for almost all (91.7%;
adjusted OR = 49.63, p < .001) of those with three or more
recent presentations.
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Discussion
Main Findings
This is the first study to report on the incidence, pattern,
and repetition of hospital-treated deliberate self-harm in
Northern Ireland. The total, male, and female deliberate
self-harm rate during 2007–2012 was 342, 320, and 366
per 100,000, respectively. Derry City council residents had
a far higher self-harm rate, 50% higher for men and 30%
higher for women. The peak rate for women was among
15–19-year-olds (837 per 100,000) and for men was
among 20–24-year-olds (809 per 100,000). Drug overdose
was involved as a method in approximately three quarters
of self-harm presentations. Self-cutting was the only other common method. Self-harm presentations were more
common on Sundays and Mondays and increased over the
course of the day with a peak in the early hours of the
morning. These temporal variations were strongly associated with the involvement of alcohol. Patients’ risk of repetition was greatly influenced by the number of self-harm
presentations made in the previous year.
The incidence of hospital-treated deliberate self-harm
is generally higher in the UK and Ireland than in other European countries (Arensman et al., 2008; Hawton et al.,
2007; Jimenez-Trevino et al., 2012; Perry et al., 2012;
Schmidtke et al., 2004). Most studies in this area have
been based on urban catchment populations, but it has
been shown that urban populations have far higher rates
of hospital-treated deliberate self-harm than rural populations (Corcoran, Arensman, & Perry, 2007; Harriss &
Hawton, 2011). Consistently, higher rates have been observed among the young and among women, although this
gender difference is less pronounced in the UK and Ireland
than in other European countries (Hawton et al., 2007;
Jimenez-Trevino et al., 2012; Perry et al., 2012; Schmidtke et al., 2004). Drug overdose is the prominent method in
cases of hospital-treated deliberate self-harm and a wide
variation of drugs are involved (Griffin et al., 2014), followed by self-cutting, and the frequent involvement of alcohol (Michel et al., 2000). It has been shown that a higher
number of presentations occur on Sundays and Mondays
and that numbers increase over the course of the day and
peak around midnight and the early hours of the morning
(Griffin, Arensman, Wall, Corcoran, & Perry, 2013; Gunnell, Bennewith, Peters, House, & Hawton, 2005; Hawton
et al., 2007).
A systematic review estimated that approximately
15% of self-harm patients repeat within 1 year (Owens,
Horrocks, & House, 2002). More recent UK studies have
reported 1-year, person-based repetition rates of 14–23%
(Bergen, Hawton, Waters, Cooper, & Kapur, 2010; Kapur
et al., 2006; Lilley et al., 2008). One-year repetition rates
reported from analysis of all presentations are higher –
33% and 30% in UK and Irish studies, respectively (Lilley
et al., 2008; Perry et al., 2012). Self-harm involving cutting has consistently been associated with increased risk of
repetition but the strongest risk factor for repetition is previous history of self-harm, in particular the number of reCrisis 2015

cent presentations (Bergen et al., 2010; Corcoran, Keeley,
O’Sullivan, & Perry, 2004; Lilley et al., 2008; Perry et al.,
2012).
This study indicates that the incidence of hospital-treated deliberate self-harm in Northern Ireland is about 70%
higher than in the Republic of Ireland (342 vs. 198 per
100,000; Perry et al., 2012). The study confirms the rural–
urban differential in self-harm with far higher rates among
city residents. However, the Derry City rate is higher than
the rate for Republic of Ireland cities (Corcoran et al.,
2007). Compared to the cities in the Multicentre Study of
Self-Harm in England, the incidence of self-harm in Derry
is higher than in Oxford and Leeds, similar to Derby and
lower than Manchester (Bergen et al., 2010; Hawton et al.,
2007). These findings raise the question as to why the incidence of self-harm in Northern Ireland is far higher than
in the neighboring Republic of Ireland and more comparable to that in England. Hospital emergency care is free in
the UK whereas the majority must pay in the Republic of
Ireland. Thus, it may be that the incidence of self-harm in
the population is similar but that a higher proportion present to hospital in the UK than in the Republic of Ireland.
Similarly, the higher self-harm rates in urban populations
could be due to a higher proportion of urban residents who
self-harm presenting to hospital, whereas persons who
self-harm in rural areas may be more likely to go untreated
or present to primary care. These issues warrant further investigation as they have important implications for service
provision and the prevention of suicidal behavior. Further
research is also required to explain why hospital-treated
self-harm in the UK and Ireland is so much more common
than in other European countries.
This study highlights the strong influence played by
alcohol in the timing of self-harm presentations to the ED
which has implications regarding the deployment of mental health professional to assess self-harm patients. These
staff should ideally be on site when self-harm presentations are most frequent, but this is also when the greatest
proportion of the patients are intoxicated with alcohol and
therefore unsuitable for assessment. Studies have examined factors influencing the rate of self-harm patient assessment (Barr, Leitner, & Thomas, 2004; Bennewith, Peters, Hawton, House, & Gunnell; Gunnell et al., 2005) and
clinical guidelines are available regarding assessment and
management of the patients (Cassidy, Arensman, Keeley,
& Reidy, 2012; NICE, 2004) but the optimal deployment
of mental health professionals to assess, refer, and follow-up with self-harm patients is not known. The study
findings confirm the greatly increased risk of repetition
for patients with a number of recent self-harm presentations and highlight the fact that a very small number of
self-harm patients account a significant proportion of all
presentations. Among patients with numerous self-harm
presentations there is a high prevalence of personality disorders (Beghi & Rosenbaum, 2010) and there is evidence
that dialectical behavioral therapy is an effective treatment
for this patient group (Mann et al., 2005). Such intensive
therapy is required to meet the significant needs of these
patients, and may be cost-effective given the burden of
their presentations on the health services.
© 2015 Hogrefe Publishing
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Strengths and Limitations

Electronic Supplementary Material

This study has the strength of being based in a geographically defined catchment area with a balance of urban and
rural population similar to that for the whole of Northern
Ireland. It utilizes a registry methodology similar to that
used in other settings (Bergen et al., 2010; Perry et al.,
2012), thereby facilitating comparison of findings. The
sample size was sufficient to provide relatively precise
estimates of the incidence rate of hospital-treated deliberate self-harm by age, gender, year, and area, and to detect
medium effects on risk of repetition as being statistically
significant.
The study period was too short to discern the presence
of trends in the rate of deliberate self-harm, but this will
be done in subsequent work. The registry records a limited
number of data items related to the extent, the nature, and
the timing of self-harm. Other information related to the
assessment, treatment, and referral of the patient warrants
inclusion. Similarly there is a need to establish more longterm outcomes such as subsequent mortality by suicide
and other causes.

The electronic supplementary material is available
with the online version of the article at http://dx.doi.
org/10.1027/0227-5910/a000301

Conclusion
This study has provided the first estimates of the incidence
of hospital-treated deliberate self-harm in Northern Ireland. The registry is being implemented in all five Health
Trusts and this will establish the extent of the problem for
the whole of Northern Ireland. The figures now available
may be used as the baseline in the assessment of the effect
of further community health and health service initiatives
aimed at reducing suicidal behavior.
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