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PRACTICE POINTER

Assessing risk of suicide or self harm in adults
This review discusses how general practitioners and non-psychiatric specialists can assess suicide
risk and self harm

Richard Morriss professor of psychiatry and community mental health 1, Nav Kapur professor of
psychiatry and population health 2, Richard Byng clinical senior lecturer 3

1Institute of Mental Health, University of Nottingham Innovation Park, University of Nottingham, Nottingham NG7 2TU, UK; 2University of Manchester,
Manchester, UK; 3Plymouth University Peninsula Schools of Medicine and Dentistry, Plymouth, UK

A middle aged man presents to his general practitioner having
just lost his job. He seems to be low in mood and asks for
something to help him to “pick myself up.” He is reluctant to
talk. Meanwhile, a teenage girl presents to the local emergency
department having made a third drug overdose in the past two
months. In both situations the attending doctor wants to know
what factors would suggest that the person was more likely or
less likely to be at risk of suicide or repeat self harm.

The clinical problem
Suicide is one of the top three causes of death in people aged
10-44 years throughout the world. In the UK, suicide rates fell
from a peak in the 1980s in men and women, but they have
started to rise again in the past few years (11.8 per 100 000 in
2011) (www.ons.gov.uk/ons/dcp171778_295718.pdf), with the
highest rates in men aged 30-59 years. Self harm is defined here
as any act of self poisoning or self injury irrespective of
motivation1 but generally excludes habitual behaviours such as
hair pulling and the consequences of excessive consumption of
alcohol or drugs. Self harm is one of the five leading causes of
hospital admission2 and is associated with a significantly
increased risk of subsequent death, much of it by suicide.3

This article will concentrate on the general clinical assessment
of suicide7 and self harm.

How to assess suicide risk
NICE recommended that none of the current simple risk
measurement tools or checklists should be used in isolation to
determine treatment decisions (because of their poor predictive
ability), and a comprehensive clinical interview should be the
main basis of assessment.4 We suggest that assessments by
non-specialists could follow a structured pattern as described
below, paying attention to risk factors but more importantly

creating a coherent narrative summary of the risk that informs
further action or referral.

Who to assess
The non-mental health specialist should ask about suicide and
self harm in people with established risk factors such as any
history of mental disorder or self harm and those with current
heightened emotional distress, depressive symptoms,
unpredictable behaviour (especially if it is impulsive and
associated with irritability or violence8), or an unstable social
situation. Sometimes significant suicide risk can be ruled out
quickly, or the need for specialist involvement is immediately
obvious, but otherwise the clinician should carry out a more
thorough clinical assessment to formulate a plan.9When accurate
information cannot be obtained from the patient directly,
information from others can be sought, but clinicians should be
mindful of confidentiality.4 Situations may arise where patients
are reluctant to engage in assessments, but their level of risk
remains unclear. Specialist advice is needed when this occurs.

Engagement and general assessment
Box 1 summarises the steps described here. Suicide risk
assessment is part of an individual’s overall care: practitioners
should start their assessment by paying attention to rapport,
generating a trusting relationship, demonstrating acceptance of
the patient, and engendering hope whenever possible. This
approach will help when later asking direct questions about
suicide. Elicit current problems using open questions, clarify
any ambiguities, and then summarise back to the patient. The
assessment of risk must be individualised and take into account
the patient’s mental state and social context. During the
interview, look for non-verbal signs of depression (facial
expression, eye contact, signs of agitation or excessive slowing
of speech and movement, mood, tone and volume of speech),
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Methods

Data on the assessment of suicide risk and self harm have been compiled primarily from recent systematic reviews of risk factors for guidelines
developed by the National Institute for Health and Care Excellence (NICE),4 a review of 15 years of findings from the UK National Confidential
Inquiry into Suicide,5 a systematic review of risk factors for suicide in people with depression,6 and a Medline search on risk factors for suicide
in non-depressed groups and for repetition of self harm (updating the NICE review). These data have limitations—for example, many of the
risk factors in the general population are common in clinical patients (such as unemployment, living alone, alcohol misuse).

abnormal behaviour, or emotional distress. If there are verbal
or non-verbal cues indicating any mental disorder or
psychological problem, check directly for symptoms of
depression, other mental disorders including delusions and
hallucinations, and alcohol or drug misuse.

Current suicide thoughts, plans, and
intent
If there is any indication of possible suicide risk, explore the
person’s feelings of hopelessness (such as “How do you see the
future?”) and any wishes to be dead, and whether such thoughts
are fleeting or persistent (such as “Have you been feeling that
life is not worth living?”). If the answer to either question is
“yes” or there are other grounds to suspect possible suicide risk
(such as self harm, depression, any other mental illness, or
unpredictable behaviour) ask directly about the presence,
intensity, and persistence of suicidal ideas (such as “Have you
thought about ending your life? Please tell me about what you
have been thinking.”).
Any admission of suicidal ideas should lead to direct questioning
about suicidal plans—that is, how, where, when (such as “Have
you made any plans to end your life?”). Asking the question in
this way gives permission for respondents to give answers
indicating high risk of suicide and should be followed by “Please
tell me more about your plans.” Ask about any other self
harming behaviour such as cutting, burning, etc. Escalation in
the frequency or intensity of such behaviour (such as a teenage
girl who changes from self cutting of wrists once a month to
twice in a week or cutting her thigh as well) may indicate
imminent risk of suicide. Assess immediate intent of suicide by
direct questioning—“Would you carry out these plans?” “What
would make this more (and less) likely?”—and indirectly by
talking about other plans for the near future. Evidence of general
life plans unrelated to suicide may indicate lower risk.
Consider the social context (the person’s age, sex, occupation,
stability of life situation, availability and reliability of support
of significant others); previous suicide attempts and other risk
taking behaviour; if the person has been discharged frommental
health services or hospital in the past 12 months; if the person
is under 25 years old and prescribed antidepressants; and factors
that make suicide more likely (such as access to lethal means,
suicide notes, changes to will, access to internet sites) or less
likely (such as dependent children, other family members who
would be upset, religious beliefs).

Suicide risk after self harm
Additional information about imminent suicide risk can be
obtained when a person has self harmed recently. Good clinical
practice might involve the health professional asking about the
24 hour period immediately before the self harm episode (such
as events leading to the episode, the degree of planning), the
act of self harm (for example, the lethality or dangerousness of
the attempt, the patient’s expectations of outcome from the self
harm, precautions against discovery, or seeking help), and the
person’s mental state at the time of self harm and afterward
(such as mood, alcohol or drug consumption). If the same

antecedents, mental state, and opportunities for self harm arise,
then the risk of suicide or self harm may well be increased.12

Overall assessment of suicide risk
The degree of suicide risk that a person presents should ideally
become clear after assessment (box 2 shows the narrative
summaries for the two case examples). The balance of the risk
and protective factors that are identified during the assessment
will vary from patient to patient. Two people of the same age
and social backgroundmay have a radically different perspective
concerning the same life situation. For example, a middle aged
man may see unemployment as an opportunity to make a new
start in life, albeit one carrying financial risk for a while,
whereas another may see it as a catastrophe leading to personal
humiliation and financial ruin. On the whole, the former might
be at lower suicide risk than the latter, but not necessarily—for
example, if the former person also had a history of self harm,
alcoholism, and depression at times of change, while the latter
had no history of self harm or mental disorder, had good family
support, and strong religious beliefs that suicide was sinful.
The figure⇓ presents clinical descriptors grouped according to
the degree of risk that clinicians might ascribe to patients with
those characteristics. Different levels of risk will require
different interventions on the part of health professionals, but
even low risk ratings are occasionally associated with adverse
outcomes. In recognition of this, many guidelines have moved
away from simple risk assessments and instead suggest joint
assessments of risks and needs.4 The more a person is at risk in
the figure⇓, then the lower should be the threshold for seeking
specialist help and the more urgently it should be sought. If a
person refuses to accept such help, suicide risk or the potential
to rapidly reach such risk may be grounds for seeking urgent
specialist help from mental health services for involuntary
detention. There should be reasonable grounds to suspect a
mental disorder (including personality disorder), and other
possible ways of getting help to that person should have been
exhausted. In England, if the person’s mental state is related to
drug or alcohol intoxication alone, then involuntary detention
cannot be used.

Conclusion
In practice, assessment of suicide risk in an individual is not
precise. General risk factors for suicide may be common in
clinical populations. Combinations of risk factors for suicide
may bemore important in determining outcome than individual
characteristics.13 Risk factors for suicide and self harm may
change rapidly over short periods (for example, from changing
life events, fluctuation in severity of mood, alcohol
consumption). Despite these limitations, assessment of suicide
risk may be life saving when it is coupled with clinical action.
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Box 1: Summary of clinical assessment of risk of suicide and self harm (see text for details)

General
• Establish rapport
• Clarify current problems

Assess mental illness
• Observe verbal and non-verbal features of mental state
• Check for symptoms of mental illness (odds ratio for suicide 2.20 (95% CI 1.05 to 4.60) with severe depression,* odds ratio for self
harm 2.63 (1.72 to 4.04) with depressive symptoms†))

• Check for psychiatric history (odds ratio for self harm 3.46 (2.26 to 5.30))
• Misuse of alcohol and drugs (odds ratio for suicide if also depressed 2.17 (1.77 to 2.66)*)

Assess current thoughts, plans, and intent
• Explore feelings of hopelessness (odds ratio for suicide 2.20 (1.49 to 3.23) if depressed*)
• Wishes to be dead
• Suicidal ideas
• Suicidal plans
• Other self harming behaviour such as cutting or burning
• Assess current suicide intent (odds ratio 2.70 (3.26 to 7.20)†)

Consider other risk factors
• Sex (odds ratio for suicide 2.66 (1.72 to 4.11) for men, odds ratio for self harm 1.96 (1.22 to 3.15) for women†); occupation (such as
farmers, healthcare practitioners); unemployment (relative risk for suicide 1.70 (1.22 to 2.18)‡)

• Previous self harm (odds ratio for suicide 4.84 (3.26 to 7.20) if depressed,* odds ratio for self harm 2.17 (1.53 to 3.09)†), previous
suicide attempts, and other risk taking behaviour

• Other factors that make suicide more likely—access to lethal means, accessing internet sites, living in social isolation or fragmentation,11
contact with mental health services5

• Factors that make suicide less likely—such as dependent children, other family who would be upset, religious beliefs

Suggested narrative summary and action
• Draw up a summary of risk, bringing parts of the assessment together to form a coherent narrative (who the individual is, what problems
he or she faces, his or her perception of risk, the balance of risk and protective factors, and a concluding statement about suicide and
self harm intent)

• If uncertain, discuss with a colleague (and document shared decision) or contact a specialist mental health practitioner for advice
• Make a plan based on the individual’s needs drawn from the narrative summary but also integrating other needs (treatment, referral,
follow-up, contingencies (including information on sources of help))

• End by continuing to show compassion, engendering hope, and summarising shared agreement for a plan
*Meta-analysis of cohort and case-control studies, unadjusted odds ratios, 3-9 studies for each factor.6
†Meta-analysis of pooled cohort data, adjusted odds ratios, 2-3 studies for each factor.4
‡Meta-analysis of pooled cohort data, unadjusted odds ratio, 2 studies.4
§Meta-analysis of 6 cohort studies.10

Box 2: Narrative summaries of suicide risk and care plans in case examples

Case 1
Who—Middle aged man, recently unemployed farm worker.
Problems—In debt, feels humiliated, depression, strong urge to drink alcohol.
Perception of risk—Needs a tonic, not going to accept any other help. Family would be better off without him.
Risk factors for suicide and self harm—Highest risk demographic group, history of severe alcohol problems and violence to family at
times of crisis. Recently made a will. Evasive when asked directly about suicide. May have access to gun and lethal pesticides.
Protective factors—Family want to help him. Scared of what he might do, especially if he starts drinking.
Conclusion about suicide and self harm intent—Difficult to assess suicide risk precisely but there are strong grounds to suspect high
suicide risk (and possibly risk to others) with possible mental illness, unpredictable behaviour, and unstable social situation.
Plan—Immediate referral to on call psychiatrist or crisis resolution and home treatment team.

Case 2
Who—Young woman in late teens, seen every month in casualty after cutting her wrists.
Problems—Taken a large overdose, but paracetamol levels now do not require further medical intervention. Addicted to many different
types of street drug. Made homeless.
Perception of risk—Doesn’t care whether she lives or dies.
Risk factors—Change in nature of self harm. Vulnerable. No social support. Staff in casualty consider her an attention seeker and
pressuring doctor to discharge without further assessment.
Protective factors—“Streetwise,” resourceful in the past when needed help.
Conclusion about suicide and self harm intent—Need more comprehensive assessment of suicide risk and of health and social care
needs.
Plan—Refer for urgent psychiatric and social care assessment and resist staff pressure to discharge.
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Figure

Levels of suicide risk and potential actions
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