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ROUND THE 
CORNER

SUMMARY 

As in adults, self-harm in children and young 
people is common. It results in much distress to 
families and carers, and considerable morbidity 
among children and young people. Although 
much more common than completed suicide, it is 
strongly linked to repeated self-harm and suicide. 
The conclusions in this review are limited by the 
small number of studies included, no studies of 
pharmacological interventions at all and most 
of the included interventions being evaluated 
in a single study. One moderately sized study 
of mentalisation in adolescents with comorbid 
depression showed a signif icant ef fect on 
scores on a self-harm measure, indicating fewer 
self-reported episodes of self-harm. No other 
intervention showed a significant reduction in 
reported self-harm, although trials may have been 
too small to show statistical significance.
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Clinical setting
Self-harm, referring to an intentional act of self-
harm or poisoning irrespective of the purpose, 
is a common and highly distressing presentation 
in children and adolescents (Hawton 2012). The 
prevalence is difficult to estimate, owing to low 
rates of reporting of less medically risky self-harm, 
difficulties in recognising those presenting with 
injuries resulting from episodes of self-harm, and 
differences in classification of self-harm between 
studies (Vrouva 2010). Rates seem to peak in 
adolescence, when self-harm often appears for the 
first time, but this sometimes presages a lifetime 
of recurrence of the behaviour (Vrouva 2010). A 
recent report identified previous self-harm as an 
antecedent in 57% of a case series of 63 completed 
suicides by children and young people in England 
between January 2014 and April 2015 (National 
Confidential Enquiry into Suicide and Homicide 

by People with Mental Illness 2016). It was the 
most common clinical antecedent identified 
overall, with academic pressures, presence of a 
significant physical health problem and contact 
with child and adolescent mental health services 
jointly the next most common, all substantially 
lower, at 38%. It is highly distressing for families of 
affected children. It is associated with significant 
healthcare costs (NICE 2011a). 

The review in this month’s Cochrane Corner 
(Hawton 2015a) is one of three updating a single 
review of all interventions aimed at reducing the 
repetition of self-harm (Hawton 1999. The other 
two consider pharmacological (Hawton 2015b)‡ 
and psychosocial (Hawton 2016) interventions 
in adults. This review considers interventions in 
any modality for children and adolescents up to 
18 years of age. 

Current treatments
The mainstay of interventions for children and 
adolescents who have presented to services after 
an episode of self-harm is an assessment, which 
includes both risk assessment and an assessment 
of whether the young person is also presenting 
with a mental illness (NICE 2004). Children and 
young people should be admitted to hospital until 
this assessment can be completed with the full 
involvement of all services, including primary 
care, social care and education, as appropriate. 

Further intervention will be informed by the 
outcome of this assessment, but is generally: 
treatment of any identified mental illness in its 
own right following clinical guidelines for that 
disorder, together with a period of further generic 
support and engagement to manage risk and 
support families and carers with their distress and 
anxiety, at a level of intensity commensurate with 
the evaluated level of risk. 

Some young people are referred for individual or 
group-based psychological support. Given the lack 
of clear evidence for the most effective approach, 
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it is unsurprising that the choice of this type of 
support can vary considerably by local area. NICE 
guidelines for the long-term management of self-
harm (NICE 2011b) recommend considering three 
to twelve sessions of a psychological intervention 
specifically structured for people who self-harm, 
but do not specify the modality and explicitly 
recognise that it could include various approaches, 
such as problem-solving, psychodynamic and 
cognitive–behavioural therapy (CBT). Pharmaco-
logical agents specifically to reduce self-harm are 
explicitly not recommended. Support for families 
and carers and harm-reduction strategies are also 
mentioned.

Methods
For this review, Hawton et al searched for all 
randomised controlled trials (RCTs) comparing 
psychosocial or pharmacological interventions 
with ‘treatment as usual’, alternative treatments 
or care, in children and adolescents up to 18 years 
of age. Trial participants were required to have 
presented to clinical services with an episode of 
self-harm within the past 6 months. Trials had to 
address the specific question of repeated self-harm 
in children and adolescents, with self-harm as an 
inclusion criterion for the trial. Follow-up was over 
a maximum of 2 years. 

Although a number of secondary outcomes were 
also reviewed (treatment adherence, depression, 
hopelessness, suicidal ideation, problem-solving 
and suicide), the primary outcome had to be 
some measure of self-harm recurrence. Self-harm 
repetition was assessed by both the proportion of 
participants reporting any further self-harm and 
the change in average frequency of repeat self-
harm episodes. 

Trials with a small proportion (less than 15%) 
of adult participants were also allowed. Both 
in-patient and out-patient interventions were 
permitted. Trials in populations with intellectual 
disability were excluded because self-harm in 
this population is often repetitive and serves a 
somewhat different purpose. With that exception, 
there were no other restrictions on comorbidities. 
Methods mirrored those used for the two reviews 
on interventions for self-harm in adults (Hawton 
2015b, 2016).

Results
Eleven non-overlapping RCTs of interventions 
for children and adolescents were identified for 
inclusion in the review, comprising a total of 1126 
child and adolescent participants, who had all 
engaged in at least one episode of self-harm in the 
6 months prior to randomisation. This includes 

six studies already identified in the 1999 review. It 
also includes further results obtained over a 2-year 
follow-up period, longer than in the previous 
review, for one of the original trials (Ougrin 2013) 
and unpublished data obtained from the authors 
of eight of the trials. Of the ten trials for which 
gender was recorded, 80.6% of participants were 
female. Nine trials gave information on age, and 
among these the average age at randomisation was 
15.3 years. All children and young people included 
had been referred to child and adolescent mental 
health services. Trials varied in the number of 
episodes of self-harm patients had engaged in, 
methods used and whether suicidal intent was 
reported. Ten studies gave some, often limited, 
information on psychiatric comorbidities, with 
affective disorders the most common reported.

None of the trials investigated a pharmaco logi-
cal agent as a potential intervention for self-harm. 
The eleven trials identified represented a range 
of psychological and psychosocial interventions: 
individual CBT-based psychotherapy, group-
based therapies, dialectical behavioural therapy 
for adolescents (DBT-A), mentalisation-based 
treatment for adolescents (MBT-A), ‘therapeutic’ 
assessment, enhanced usual care, compliance 
(adherence) enhancement, home-based family 
intervention and remote contact interventions. 

Only two interventions were assessed in more 
than one trial and thus permitting meta-analysis: 
DBT-A (two trials) (Cooney 2010; Mehlum 2014) 
and group-based psychotherapy (three trials 
(Wood 2001; Hazell 2009; Green 2011). Moderate 
statistical heterogeneity was noted in combining 
the two trials of DBT-A (I 2  = 41%). The content and 
therapeutic modality used for the group therapy 
is not explained in detail, but is listed as six 
weekly sessions employing a variety of techniques 
from CBT, problem-solving therapy, DBT and 
psychodynamic psychotherapy. It is stated that all 
three trials were based on the same methodology, 
employing a single treatment manual, justifying 
combining the results. The heterogeneity (Box 1), 
however, is recorded as I 2  = 65% and I 2  = 77% for 
6- and 12-month follow-up respectively, which 
is high and possibly argues against this. It is 
suggested that one reason for heterogeneity may 
be a difference in the criteria for recording further 
self-harm, with one study requiring at least two 
further episodes in order to be recorded.

The evidence for all but one intervention was 
judged as low or very low by GRADE criteria 
(Box 2), with the single exception of one trial 
of MBT-A conducted in adolescents presenting 
repeatedly with self-harm, with comorbid 
depression and with many reported to have traits 
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of emerging personality disorder (Mehlum 2014). 
This was judged as providing moderate-quality 
evidence of a statistically significant reduction 
in self-harming in this population. Statistical 
significance was not reached with regard to the 
proportion of participants repeating self-harm for 
any other intervention, although there was some 
evidence of a reduction in the frequency of self-
harming episodes among those who did self-harm 
again for DBT-A. 

A moderately sized study of MBT-A in a group 
of adolescents with comorbid depression showed a 
significant effect on scores on the Risk-Taking and 
Self-Harm Inventory for Adolescents, indicating 
fewer self-reported episodes of self-harm (Roussow 
2012). No other intervention showed a significant 
reduction in reported self-harm.

Table 1 summarises the studies included in the 
review under consideration (Hawton 2015a). 

Discussion
The immediate observation is the striking lack 
of evidence for interventions for children and 
young people who self-harm, in view of the 
importance of the problem. The other two reviews 

in this set, on interventions in adults also noted 
a lack of good-quality evidence and found that 
few trials demonstrated statistically significant 
improvements in outcomes, but they did include 
seven trials of pharmacological agents (Hawton 
2015b) and fifty-five trials of psychosocial 
interventions (Hawton 2016). Among these was 
a small and old trial showing a tentative positive 
effect from the use of an old antipsychotic agent, 
flupentixol (Montgomery 1979), and statistically 
significant reductions in recurrent self-harm for 
psychological interventions based on CBT, group 
therapy, mentalisation and DBT. One may be 
tempted to extrapolate results from the trials 
in adults but, as the on-going debate around 
the extent to which selective serotonin reuptake 
inhibitors (SSRIs) may cause an increase in 
suicidal ideation and self-harm demonstrates 
(Dubicka 2016; Sharma 2016), this is not without 
risk. Indeed, the debate concerning SSRIs is 
evidence of a qualitative difference in the response 
of children and adolescents compared with that of 
adults, at least to pharmacological interventions. 

The most commonly reported psychiatric 
comorbidities were affective disorders. Depression 
is a risk factor for self-harm and suicide, forming 
the rationale for the use of antidepressants for some 
adults presenting with self-harm. Although it is 
not fully understood, there seems to be something 
different about the response of children and, 

BOX 2 GRADE 

An acronym for Grading of Recommendations 
Assessment, Development and Evaluation, GRADE is 
an approach to systematically evaluating the quality 
of the evidence base for a clinical question, linking 
it to the associated clinical recommendations (www.
gradeworkinggroup.org). It provides an overall judgement 
of the evidence base, rather than of the methodology of a 
single study or review.

It incorporates assessment of: 

•	 the quality of the methodology of the component studies
•	 how effective the treatments are shown to be
•	 how consistent results are across multiple studies
•	 how generalisable the results in the included studies 

are to a wider population. 

A standardised way of scoring these domains is applied 
to the evidence base for each chosen outcome of interest 
in a reproducible way. The final score is: ‘very low’ – one 
point or less; ‘low’ – two points; ‘moderate’ – three 
points; and ‘high’ – four or more points. ‘Very low’ 
and ‘low’ scores indicate very uncertain or uncertain 
conclusions, and further research on the question is very 
likely to change the clinical opinion.

BOX 1 Heterogeneity

Heterogeneity refers to a measure of the degree of 
variability among the different studies a meta­analysis 
is attempting to combine. Although it sometimes refers 
to clinical heterogeneity (variability in clinical aspects 
of the trial, such as study population, intervention) or 
methodological heterogeneity (variability in study design), 
in meta­analyses of RCTs the term usually refers to 
statistical heterogeneity. 

Statistical heterogeneity reflects the extent to which the 
results of different trials differ above and beyond what 
would be expected from random error. If two trials of the 
same intervention are run with a group of patients from 
the same clinical population, then random error predicts 
that there will be small differences between the results. 
If the results actually differ significantly more, it indicates 
that there are more significant differences between 
the studies, that perhaps the studies are not measuring 
exactly the same intervention or that there are different 
types of bias affecting the studies. 

Heterogeneity can be statistically measured by comparing 
actual results with the results that would be predicted 
if the trials were measuring the same thing, using a 
χ²­test. It is described by the I ² statistic. It should be 
interpreted in the context of the trials, but roughly 
speaking, I ² > 50% represents notable heterogeneity and 
I ² > 75% considerable heterogeneity. Caution should be 
exercised in interpreting the results of a meta­analysis if 
heterogeneity is high.
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particularly, adolescents. One possibility is the 
impulsivity and unstable moods sometimes seen in 
adolescents. The recent large meta-analysis of trials 
to assess whether lithium has an effect on suicide 
rates in people with affective disorders (Cipriani 
2013) did not exclude children, but identified only 
two studies (out of the 48 trials included) that 
did actually include any children and there were 
no suicides reported in either trial. A post hoc 
analysis of the trial data included in this meta-
analysis does suggest some benefit from lithium 
on self-harm, compared with anticonvulsants. 
Although lithium was not found to be beneficial 
in one trial of recurrent self-harm in adults, 
given the potential difficulties accompanying 
the use of antidepressants in children and young 
people who self-harm, an investigation of the 
potential role of mood stabilisers for children 
and, particularly, adolescents following self-harm 
should be prioritised. 

The evidence base for all but one intervention 
was rated as low or very low using GRADE 
criteria, meaning that further research is very 
likely to change the confidence in the evidence, 
conclusions drawn from the evidence and 
associated clinical recommendations, and Hawton 
et al acknowledge the need for further research on 
the subject. Several interventions showed some 
promise. Although statistical significance was 
not reached, the odds ratio was favourable for 
DBT-A, group-based psychotherapy, therapeutic 
assessment, compliance enhancement and 
provision of an emergency card. It is conceivable 

that these trials were underpowered (that is, too 
small to detect an actual difference) and therefore 
these interventions in particular would benefit 
from further evaluation, particularly in the light 
of positive evidence for DBT and group-based 
psychotherapy in adults.

Five on-going trials with results awaited were 
identified. These also all consider psychosocial 
interventions (family therapy, individual therapy 
plus crisis card, combined individual and group- 
based DBT-A), which will add to the evidence base, 
but there remains a scarcity of evidence for the effect 
(positive or negative) of pharmacological agents on 
recurrence of self-harm, particularly in the form 
of trials designed with recurrence of self-harm as 
the primary outcome. The recommendations from 
the review of interventions for self-harm in adults 
(Hawton 2015b) included further investigation of 
atypical antipsychotics, newer antidepressants, 
particularly SSRIs, and combined pharmacological 
and psychosocial treatments. Trials should clearly 
review adverse outcomes of interventions, as well 
as beneficial outcomes. It would be helpful if the 
baseline characteristics were described in greater 
detail so that the impact of comorbidity may be 
better evaluated. We would support all of these 
conclusions also in children and adolescents. 

Self-harm is essentially a behaviour, and 
interventions for behaviour are well established 
in working with children, but more usually for 
‘externalising’ behaviour, that is to say aggression 
and behavioural disturbance disruptive to others 
(Stephen 2013). Such interventions are generally 

TABLE 1 Summary statistics for the results included in the Cochrane review (Hawton 2015a)

Intervention and study Comparison Study size OR for primary outcome: 
repetition of self-harma 95% CI

Brief individual CBT­based psychotherapy  
(Donaldson 2005)

Treatment as usual One trial  
n = 39

1.88 0.3–11.73 

DBT­A  
(Cooney 2010; Mehlum 2014)

Treatment as usual  
or enhanced usual care

Two trials  
n = 105

0.72 0.12–4.40

MBT­A  
(Rossouw 2012)

Treatment as usual One trial  
n = 71

0.26 0.09–0.78

Group­based psychotherapy  
(Wood 2001; Hazell 2009; Green 2011)

Treatment as usual Three trials  
n = 490

(at 12 months) 
0.8

0.22–2.97

Therapeutic assessment  
(Ougrin 2011)

Treatment as usual One trial  
n = 69

(at 12 months) 
0.75

0.18–3.06

Compliance enhancement  
(Spirito 2002)

Treatment as usual One trial  
n = 63

(at 6 months) 
0.67

0.15–3.08

Home­based family intervention  
(Harrington 1998) 

Treatment as usual One trial  
n = 149

(at 6 months) 
1.02

0.41–2.51

Remote contact interventionsb  
(Cotgrove 1995)

Treatment as usual One trial  
n = 105

(at 12 months) 
0.5

0.12–2.04

CBT, cognitive–behavioural therapy; DBT­A, dialectical behaviour therapy for adolescents; MBT­A, mentalisation­based treatment for adolescents; OR, odds ratio; 95% CI, 95% confidence interval.
a. The outcome in the trial of MBT­A was ‘scoring above the cut­off on the Risk­Taking and Self­Harm Inventory’, which included that patients had engaged in fewer episodes of self­harm over the 
previous 3 months. For all other trials, the primary outcome reflects the proportion of trial participants engaging in further self­harm within the specified time scale, if given.
b. The provision of ‘emergency cards’ facilitating readmission if the patient feels unsafe.
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based on behavioural principles, but often 
implemented through parenting programmes. The 
one small trial here based on CBT methods did not 
show beneficial effects on recurrence of self-harm. 
However, this intervention was delivered directly 
to children and young people and did not involve 
carers. It would be particularly interesting to see 
the effects of an intervention based on CBT and 
problem-solving, but with families integrated into 
the programme. Given the distress experienced by 
families of children and adolescents who are self-
harming, it is likely that this would also have the 
beneficial effect of providing support to families in 
coping with this.

Implications
This Cochrane review presents little good-quality 
evidence to inform clinical practice. There is 
some limited positive evidence for mentalisation 
for adolescents and, even more limited, for 
DBT-A. These require further evaluation before 
they can be recommended as the basis for any 
major investment in, or significant redesign of, 
services for children and young people who have 
self-harmed, but it seems reasonable that they 
be considered as models by teams working with 
this group and looking for models to inform their 
working practice. Secondary outcomes, which we 
have not discussed in detail, support the benefit 
of a comprehensive and therapeutically informed 
assessment in improving engagement with 
future treatment. 
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