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ABSTRACT

Objectives A substantial reduction in self-harm recorded

in primary care occurred during the first wave of COVID-19
but effects on primary care management of self-harm are
unknown. Our objectives were to examine the impact of
COVID-19 on clinical management within 3 months of an
episode of self-harm.

Design Retrospective cohort study.

Setting UK primary care.

Participants 4238 patients with an index episode of self-
harm recorded in UK primary care during the COVID-19
first-wave period (10 March 2020—10 June 2020) compared
with 48 739 patients in a prepandemic comparison period (10
March-10 June, 2010-2019).

Outcome measures Using data from the UK Clinical Practice
Research Datalink, we compared cohorts of patients with an
index self-harm episode recorded during the prepandemic
period versus the COVID-19 first-wave period. Patients were
followed up for 3months to capture subsequent general
practitioner (GP)/practice nurse consultation, referral to mental
health services and psychotropic medication prescribing.

We examined differences by gender, age group and Index of
Multiple Deprivation quintile.

Results Likelihood of having at least one GP/practice nurse
consultation was broadly similar (83.2% vs 80.3% in the
COVID-19 cohort). The proportion of patients referred to
mental health services in the COVID-19 cohort (4.2%) was
around two-thirds of that in the prepandemic cohort (6.1%).
Similar proportions were prescribed psychotropic medication
within 3 months in the prepandemic (54.0%) and COVID-19
first-wave (54.9%) cohorts.

Conclusions Despite the challenges experienced by

primary healthcare teams during the initial COVID-19 wave,
prescribing and consultation patterns following self-harm
were broadly similar to prepandemic levels. We found no
evidence of widening of digital exclusion in terms of access
to remote consultations. However, the reduced likelihood

of referral to mental health services warrants attention.
Accessible outpatient and community services for people who
have self-harmed are required as the COVID-19 crisis recedes
and the population faces new challenges to mental health.

INTRODUCTION
Prompt clinical intervention and follow-up is
recommended for people who have recently
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Strengths and limitations of this study

» First study examining effects of COVID-19 on prima-
ry care management following self-harm in the UK.

» Findings are based on a large number of general
practices across the UK, using data from the Clinical
Practice Research Datalink.

» Data broadly representative of geographical cover-
age, area-level deprivation, age and sex in England.

» Data accuracy is determined by the quality of the
information inputted by contributing practices.

self-harmed, in part due to their increased
risks of suicide.! Selfharm includes inten-
tional self-poisoning and self-injury and can
involve varying degrees of suicidal intent.”
All episodes of self-harm should be followed
by comprehensive mental health assessment
to identify psychosocial needs and address
risks of further selfharm and suicide." This
has become more challenging due to the
disruption to UK health services caused by
the COVID-19 pandemic. Fluctuations in
infection rates, lockdown restrictions and
public health messaging has had a significant
impact on the numbers of people accessing
primary care services, with considerable
reductions in presentation rates found for a
number of physical and mental health condi-
tions,” including selfharm.* The pandemic
and its pervasive impacts on everyday life has
also had a detrimental impact on the mental
health of the population’ and the first wave
of COVID-19 and lockdown may have led
to an increase in the prevalence of suicidal
ideation.’ This unique combination of factors
has led to a shortfall in the numbers of people
receiving support from healthcare services
after harming themselves.

In April 2020, during the first UK COVID-19
lockdown, rates of primary care-recorded
incident self-harm in the UK were 38% lower
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than expected based on trends that occurred during the
previous 10 years.* While rates of help seeking gradually
returned towards expected levels through the subse-
quent months up to September 2020, further regional
COVID-19 containment restrictions and national lock-
downs from autumn 2020 into winter 2021 are likely to
have additionally affected rates of help seeking. Some
people sought help from alternative sources while the UK
was in its first lockdown; for example, some mental health
charities reported increases in demand for services such
as helplines.” One study in the US reported emergency
hospital presentations following suicide attempts had
increased to higher than prepandemic levels following an
initial reduction,” suggesting that observed reductions in
help seeking in primary care did not necessarily reflect
population need. Furthermore, a living systematic review
on the impacts of COVID-19 on suicidal behaviour glob-
ally found that while the majority of studies reported a
decrease in health service contacts for self-harm, some
identified an increased likelihood of using more lethal
methods.’

Primary care settings provide vital support for people
who have self-harmed. A recent study found that 26% of
people sought help from their general practitioner (GP)
in the week prior to suicide, with self-harm a common
reason for contact.'’ Previous research found that 15% of
patients with an episode of self-harm recorded in primary
care were referred to mental health services from their
GP within a year.'"' A recent report found that, among
people referred to mental health services, their GP was
the most common referral route.'” However, this report
highlighted many barriers that exist for people accessing
support following self-harm.'? GPs, as well as patients,
have reported struggling to find appropriate self-harm
services, with limited referral options and shortages in
community services identified."

It is unknown how clinical management following self-
harm has been affected by the COVID-19 pandemic.
Although GPs continued to offer consultations to patients
throughout the first wave in the spring of 2020, with most
consultations taking place remotely,'* recently conducted
research found lower rates of GP referral to mental
health services following primary care-recorded common
mental illnesses and self-harm episodes.* There has also
been concern that the pandemic could contribute further
to digital exclusion; patients living with greater levels of
socioeconomic deprivation being further excluded from
remote clinical care.'” The degree to which primary
care management of people who had self-harmed was
impacted during the first COVID-19 wave is unknown.
This is an important research question, because self-harm
is a key risk factor for suicide and requires specific timely
intervention.'®

In the UK, a nationwide lockdown was imposed on 23
March 2020, with public health messaging to encourage
people to avoid contact with others announced the week
before this.'” We aimed to examine clinical management
of self-harm during the 3 months following the beginning

of the UK COVID-19 containment measures and national

lockdown, using data from a prepandemic comparison

period to examine effects of COVID-19. Our specific
objectives were to:

1. Identify two cohorts of patients presenting with an
index episode of self-harm, comprising prepandemic
versus COVID-19 first-wave time periods.

2. Estimate the probabilities (%) of receiving a new psy-
chotropic medication prescription (by drug type), fre-
quency of subsequent GP or practice nurse consulta-
tions, and referral to mental health services within 3
months of the index self-harm episode.

3. Estimate ratios comparing probabilities of psychotro-
pic medication prescribing, referral to mental health
services and GP or practice nurse consultation (by face
to face and telephone) within 3months of the index
episode, between the COVID-19 and prepandemic
comparison cohorts.

METHODS

Study design, data sources, and participants

We conducted a cohort study using anonymised primary
care data from the Clinical Practice Research Datalink
(CPRD) Aurum and GOLD databases.® ' Both Aurum
and GOLD contain data extracted from electronic patient
record platforms; specifically, EMIS and Vision. These
platforms are used to record information about patients
including content of patient consultations, signs and
symptoms, diagnoses, tests, medication prescriptions and
referrals. The Aurum database includes general practices
based in England that contribute data using the EMIS
clinical system. The GOLD database is extracted from the
Vision system, with most of its contributing general prac-
tices based in Northern Ireland, Scotland and Wales. The
Aurum database is broadly representative of geographical
coverage, area-level deprivation, age and sex distributions
of the population of England,'® whist GOLD is broadly
representative of the sociodemographic profile of the
whole UK population.19 To avoid including duplicate
general practices in the Aurum and GOLD databases,
we excluded English practices in our analyses of GOLD
data. The CPRD includes information on patient demo-
graphics, consultations, symptoms, diagnoses, medica-
tion prescriptions and referrals to secondary care. We also
obtained information on Index of Multiple Deprivation
(IMD) score linked at general practice level.” The IMD is
a single score derived from seven domains of areas-based
deprivation measures: income, employment, education,
health, crime, barriers to housing and services, and living
environment.”' The IMD is a relative measure of depriva-
tion between areas. The postcode of the general practice
was linked to the IMD score of its corresponding lower
super output area in England and Wales (an area typically
containing around 1500 residents), super output area in
Northern Ireland (containing an average of 2100 individ-
uals) or datazone in Scotland (containing a population of
between 500 and 1000).
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Table 1 Characteristics of cohorts with a primary care-
recorded episode of self-harm in the UK

Comparison cohort COVID-19 cohort

(2010-2019) (2020)
Total index episodes 48739 4238
(between 10 March and
10 June)
Gender:
Female 29596 (60.7%) 2510 (59.2%)
Male 19143 (39.3%) 1728 (40.8%)
Age group (years):
10-24 20308 (41.7%) 1844 (43.5%)
25-64 25700 (52.7%) 2159 (50.9%)
>65 2731 (5.6%) 235 (5.6%)
Practice-level IMD
quintile:

1 (least deprived) 5687 (11.7%) 510 (12.0%)

2 7003 (14.4%) 600 (14.2%)
3 8035 (16.5%) 729 (17.2%)
4 10837 (22.2%) 980 (23.1%)
5 (most deprived) 12678 (26.0%) 981 (23.2%)
Unknown 4499 (9.2%) 438 (10.3%)

IMD, Index of Multiple Deprivation.

Analysis was conducted on pooled Aurum and GOLD
data. We compared two cohorts of patients: (1) those with
an index self-harm episode recorded in a prepandemic
comparison period (between 10 March to 10 June, 2010-
2019) and those with an index self-harm episode recorded
in the COVID-19 firstwave period (10 March 2020-10
June 2020). Patients in each cohort were followed up for
3months to capture psychotropic medication prescribing,
referral to mental health services and GP or practice nurse
consultations. To be included in either of the two study
cohorts, patients must have been aged 10 years or older
and registered with a contributing practice, deemed by
the CPRD as providing up-to-standard data, for at least
lyear prior to the date of the index self-harm episode.
Patients with less than 3 months of follow-up time in the
CPRD were excluded from our analyses. The cohorts
were restricted to patients with records that were deemed
acceptable by the CPRD for research purposes, which
excluded patients with missing data on sex or age. IMD
data were missing for 9.2% of the prepandemic compar-
ison cohort and 10.3% of the COVID-19 first-wave cohort
(table 1). In terms of missing outcome data, if there was
no record of psychotropic medication prescribing, face-
to-face or remote consultation and referral to mental
health service, the outcome was not recorded as present.

Exposures, outcomes and covariates

Index episodes of self-harm were identified from Read,
SNOMED and EMIS codes: SNOMED CT? is a clinical
vocabulary that is readable by computers. Used inter-
nationally, it is the recommended structured clinical

vocabulary to record electronic patient information in
the National Health Service (NHS) in England. EMIS and
Read codes are further coding systems used to capture
clinical terms used in patient records.” Codes relating
to intentional self-poisoning and self-injury episodes,
of varying degrees of suicidal intent, were included. To
identify individuals’ first record of self-harm, we applied
a retrospective analysis period during which a patient was
required to have been registered at the practice for at
least 1year before an incident episode. We examined any
psychotropic medication and specific psychotropic medi-
cation types including antidepressants, antipsychotics,
anxiolytic/hypnotics, mood stabilisers and stimulants
(https://clinicalcodes.rss.mhs.man.ac.uk/medcodes/
article/173/). Mode of consultation was grouped into
face-to-face and video/telephone consultations, with a
GP or practice nurse. Information on referral to mental
health services were identified using two CPRD fields: a
‘psychiatry’ code in the Family Health Services Authority
(FHSA) specialty variable and codes of ‘mental illness’,
‘child and adolescent psychiatry’, ‘forensic psychiatry’,
‘psychotherapy’, ‘old age psychiatry’, ‘clinical psychology’,
‘adult psychiatry’ and ‘community psychiatric nurse’ in
the NHS specialty field."" We combined information from
both the FHSA and NHS specialty fields to construct a
binary specialist mental health services referral indicator.
All code lists were verified by senior clinical academics as
part of a previous study® and are available online (https://
clinicalcodes.rss.mhs.man.ac.uk/medcodes/article/
173/). We examined frequencies and rate ratios between
the prepandemic and COVID-19 first-wave cohorts by the
following covariates: gender, age group (10-24, 25-64 and
65 and older) and practice-level IMD quintile. Subgroup
categories were derived to avoid reporting cell counts
less than 10; if cell counts were found to be less than 10,
subgroups were collapsed.

Analysis

Frequencies and probabilities of GP/nurse consultation,
referral to mental health services and psychotropic medi-
cation prescribing during the antecedent period were
estimated and compared with observed values during
the COVID-19 first-wave period. The modelling was
conducted using modified Poisson regression in a gener-
alised linear modelling framework with a log-link function
and a robust variance estimator with analyses stratified
by gender, age group and practice-level IMD quintile.
This study was conducted in accordance with REporting
of studies Conducted using Observational Routinely
collected health Data guidance ((online supplemental
table 1) .2

Patient and public involvement

A panel of four service users and carers with lived experience
of health services following self-harm collaborated with the
research team to plan the study and interpret results. Panel
members reviewed findings based on their experiences of
health services for self-harm and the COVID-19 pandemic
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and associated societal restrictions. Over two workshops,
panel members met with the corresponding author of the
study to review the results of the study and provide feedback
on their visual presentation. The group is linked with the
National Institute Health Research Greater Manchester
Patient Safety Translational Research Centre.

RESULTS

A total of 48739 patients had an index episode of self-harm
recorded in the UK during the prepandemic comparison
period and 4238 were recorded in the COVID-19 first-wave
cohort (table 1). The gender, age and deprivation profiles
of the two cohorts were broadly similar, with the majority of
recorded self-harm episodes by women and more self-harm
episodes recorded in practices in areas of higher deprivation.

Unsurprisingly, the likelihood of patients receiving a
remote GP/practice nurse consultation within 3 months of
a self-harm episode was higher in the COVID-19 ‘first-wave’
cohort (67.7%) than in the prepandemic comparison
cohort (32.83%, ratio 2.10, 95% CI 2.05 to 2.15) (table 2).
Although the overall likelihood of having a GP/practice
nurse consultation was slightly lower in the COVID-19
cohort (80.3%) than in the prepandemic comparison
cohort (83.2%), ratio 0.97,95% CI 0.96 to 0.98, this pattern
did not apply to all demographic groups. Men, patients
aged 65 years and over and those registered with practices in
the two most deprived quintiles were equally likely to have
had a GP/practice nurse consultation in the prepandemic
and COVID-19 first-wave cohorts. With respect to remote
consultation specifically, there was no difference between
practice deprivation-level and likelihood of receiving this
form of management.

Overall, 42% of patients (179/4238) were referred to
mental health services in the COVID-19 firstwave cohort,
a significant reduction vs the probability observed in the
prepandemic comparison cohort (6.1%, ratio 0.70, 95%
CI 0.60 to 0.81) (table 3). The reduction in likelihood of
being referred to mental health servicers was not observed
for patients aged 65 years and over (ratio 1.66, 95% CI 0.98
to 2.80, p value for effect modification by age group=0.01).

Just over half of patients in the prepandemic (54.0%)
and COVID-19 first-wave (54.9%) cohorts were prescribed
psychotropic medication within 3 months of the index self-
harm episode (table 4). The likelihoods of receiving such
treatment were broadly similar across gender and depri-
vation quintiles. Among patients aged 10-24 years, those
in the COVID-19 first-wave cohort were more likely to be
prescribed psychotropic medication (ratio 1.14, 95% CI
1.07 to 1.22). Considering prescriptions for antidepressant
medication specifically, probabilities were broadly similar
in the prepandemic and COVID-19 firstwave cohorts,
though they were higher among young people aged 10-24
years in the COVID-19 first-wave cohort (ratio 1.18, 95%
CI 1.10 to 1.26). Details on prescribing of antipsychotic,
anxiolytic/hypnotic, mood stabilisers and stimulants are
in table 5.

DISCUSSION

Summary

Prepandemic and COVID-19 firstwave cohorts of patients
with an index episode of self-harm recorded in primary care
had similar gender, age and deprivation profiles. Similar
proportions were prescribed psychotropic medication within
3months of their index self-harm episode—just over half in
both the prepandemic and COVID-19 firstwave cohorts.
However, patients aged 10-24 years in the COVID-19 first-
wave cohort were more likely to be prescribed psychotropic
medication than in the preceding years. Overall, the likeli-
hood of having at least one GP/practice nurse consultation
was slightly lower in the COVID-19 first-wave cohort, although
there was no such difference observed among men, patients
aged 65 years and over, and those registered with practices
located in more deprived areas. Patients in more deprived
practice populations who had harmed themselves were just
as likely to consult face to face or remotely with a GP or a
practice nurse than those in less deprived populations. The
proportion of patients referred to mental health services in
the COVID-19 first-wave cohort was around two-thirds of that
in the prepandemic comparison cohort.

Strengths and limitations

The main strength of our study is the broadly representative
data source that included a large number of general prac-
tices across the UK. CPRD Aurum is broadly representative
of geographical coverage, area-level deprivation, age and sex
in England'® while CPRD GOLD dataset is broadly repre-
sentative of the UK age and sex profile."” This enables us to
make inferences at national level about how the pandemic
affected primary care clinical management of patients
who have self-harmed. However, our findings may not be
generalisable to countries experiencing different degrees
of COVID-19 containment measures and societal restric-
tions and those with much lower levels of access to universal
healthcare. There are some limitations in utilising anony-
mised primary care records. The data are extracted from
GP information systems and their accuracy is determined by
the quality of the information inputted by contributing prac-
tices. The rapid adaptations to working methods that were
necessary during the early stages of the pandemic may have
affected accuracy of clinical coding. Some of the self-harm
episodes recorded in primary care would have been emer-
gency department presentations that were subsequently
added to the patient’s primary care record. Suicidal intent
specific to each self-harm episode could not be examined in
this study. We were also unable to examine clinical manage-
ment outcomes with no corresponding referral code, such
as patients being advised to self-refer to third sector organ-
isations or Improving Access to Psychological Therapies
services. Future research using linked Hospital Episode
Statistics will enable separate examination of emergency
department self-harm presentations. Finally, we were unable
to examine suicide deaths and other causes of mortality in
this study due to unavailability of linked mortality records at
the time of analysis.

Steeg S, et al. BMJ Open 2022;12:€052613. doi:10.1136/bmjopen-2021-052613

“ybuAdoo Aq parosioid 1sanb Aq zz0oz ‘2z dy uo ywod fwg uadolway/:dny wouy papeojumoq "Z2zog Arenigad T Uo £T9250-T20Z-uadolwag/9eTT 0T Se paysignd isiy :uado NG


http://bmjopen.bmj.com/

Open access

BMJ Open: first published as 10.1136/bmjopen-2021-052613 on 14 February 2022. Downloaded from http://bmjopen.bmj.com/ on April 22, 2022 by guest. Protected by copyright.

‘uofieadaq adiyn|Al 4o xepu| ‘ANl

(00" 01 68°0) 76°0 (cee) 8'GL (c192) €08 (67201202 022 (#82) 8'%9 (8eel) g'62 (22001 09°0) 99°0 (12e) g'0s (657€) 6'9/2 umouun
(ponLdep
(20" 03 26°0) 00"k (c08) 618 (85€0L) 218  (S¥'2 0} 122 €ee (029) €89 (Z12€)e62  (S2°003/9°0) 120 (1sg)z'9s  (e2001) L'6. 1sow) g
(L0"1 01 G6°0) 86°0 (¢62) 808 (6768) 928 (22201002 kL2 (199) 6°29 (¢2ve) 0ce  (22°001$9°0) 89°0 (929) 2°¢€5 (€198) 562 12
(860 0} 16°0) ¥6°0 (e89) 008 (2089) L'v8  (L0'2O}¥8'L) G6°L (e8¥) €99 (leze)ove  (€2°001%9°0) 690 (Lov) 8'SS (beg9) €718 €
(66°0 01 16°0) G6°0 (08v) 008 (8169) 678 (€220} 2671 0L'2 (lev) 20 (oved) r'ee  (29'00185°0) 29°0 (S0¢) 8'05 (L129) 9718 @
(ponudep
(860 01 06°0) ¥6°0 ey 018 (168%) 098 (#6101 69°}) 18°L (£¥€) 089 (Sere)s2e  (#2°00149°0) 690 (062) 696 (£89%) ¥'28 i1se9)) |
dpuinb Qi
|oA8|-9011081d
(#0°1 01 G6°0) 66°0 (c1e) 906 (687'2) L'16 (0L L 0¥GY'L) LG°L (621) 292 (Leep 9y (£8°00122°0)62°0 (091) 189 (8¥¢2) 0'98 GO<
(66:00156°0) 260 (€181 0¥8 (L2e22) 698 (902orv6'1)00c  (L2SH) 82 (lvee) v'9e (220012900690  (2S2h) 085 (965 12) 048 ¥9-G2
(66'001%6°0)96'0 (2281 2v2  (02LSV¥2L (WSzoreez)ev'e  (9LLL) S 09 (S509) 6'v2  (89°0 01 29°0) G9°'0 (888) 2’8y (€80 GH €¥. ¥2¢-0l
i(s1eak)
dnoub aby
(00°10166'0)86'0  (evel) 222 (9e2SH 962 (G2201/02)9kc  (WHEDSV9 (61299662 (L2001 $9°0) 290 (888) ¥'1S (Y09 ¥1) €92 ole
(86001 76°0)96'0  (0902) L'28 (00£G2)SG8 (€120 002 90c (2521869 (FO0OOL) 8'€e  (L2001990)890  (2ivl) €95  (62¥ ¥2) 528 o[ewa
1lopusr)
(86°001G6°0) 260  (c0pE) €08 (9e50v)2€8 (G201 6020k  (9982) 929 (e22SH)e2e  (02001990)890  (00€2) €7S  (£20 6€) 108 suosJed ||y
(10 %S6) (u) % ‘Woyod  (u) % ‘Uoyod (10 %S6) (U) % ‘Woyod  (u) % ‘poyod (19 %S6) (u) % ‘Hoyod  (u) % ‘poyod
oned  6L-AINOD  uosiedwo) oned  6L-AINOD  uosiedwo) oned  6L-AINOD  uosiedwo)

uone}Nsuos09pIn/auoydala) 1o 8oey-0}-a0e4

uone}nsuosoapin/auoydaal

uoIne}NSUOD 898}-0}-908

MN 8y} Ul wiey-jjes Jo aposide papiodal-aied Aewid e Buimo||o) SUOBYNSUOD 8sInuU 8oioeld/do g ajgel

Steeg S, et al. BMJ Open 2022;12:€052613. doi:10.1136/bmjopen-2021-052613


http://bmjopen.bmj.com/

Open access

I

Table 3 Referrals to mental health services following a primary care-recorded episode of self-harm in the UK

Comparison cohort: COVID-19 cohort: Ratio
% (n/N) % (n/N) (95% Cl)
All persons 6.1 (2959/48 739) 4.2 (179/4238) 0.70 (0.60 to 0.81)
Gender:
Female 6.4 (1888/29 596) 3.9 (99/2510) 0.62 (0.51 to 0.75)
Male 5.6 (1071/19 143) 4.6 (80/1728) 0.83 (0.66 to 1.03)
Age group (years):
10-24 6.7 (1364/20 308) 4.2 (77/1844) 0.62 (0.50 to 0.78)
25-64 5.8 (1490/25 700) 4.0 (87/2159) 0.70 (0.56 to 0.86)
>65 3.8 (105/2731) 6.4 (15/235) 1.66 (0.98 to 2.80)
Practice-level IMD quintile:
1 (lowest) 7.4 (420/5687) 6.3 (32/510) 0.85 (0.60 to 1.20)
2 6.8 (475/7003) 4.3 (26/600) 0.64 (0.43 to 0.94)
3 6.4 (512/8035) 4.1 (30/729) 0.65 (0.45 to 0.93)
4 5.8 (629/10 837) 3.5 (34/980) 0.60 (0.43 to 0.84)
5 (highest) 4.9 (623/12 678) 3.8 (37/981) 0.77 (0.55 to 1.06)

IMD, Index of Multiple Deprivation.

Comparison with existing literature

Previous research found that reductions in help-seeking were
greatest among patients registered at practices located in
more deprived areas.* Our study found that patients at prac-
tices in the two most deprived quintiles who did seek help had
similar rates of psychotropic medication prescribing as those
at practices in less deprived areas, in both the prepandemic

comparison and COVID-19 firstwave cohorts. Similarly,
while there was a clear deprivation gradient in likelihood
of remote consultation for self-harm prior to the pandemic,
with those in areas of lower deprivation less likely to have
remote consultation, the abrupt switch to remote consulta-
tions once the COVID-19 crisis had commenced did notlead
to widening of existing inequalities in this respect. Evidence

Table 4 Prescriptions of any type of psychotropic medication and any antidepressant drug following a primary care-recorded

episode of self-harm in the UK

Any psychotropic medication prescription

Any antidepressant prescription

Comparison COVID-19 Ratio Comparison COVID-19 Ratio
Cohort, % (n) cohort, % (n) (95% Cl) cohort, % (n) cohort, % (n) (95% Cl)
All persons 54.0 (26 317) 54.9 (2328) 1.02 (0.99 to 1.05) 47.7 (23 243) 49.4 1.04 (1.00 to 1.07)
Gender:
Female 53.6 (15 850) 53.9 (1354) 1.01 (0.97 to 1.05) 48.5 (14 338) 49.4 1.02 (0.98 to 1.06)
Male 54.7 (10 467) 56.4 (974) 1.03 (0.99 to 1.08) 46.5 (8905) 49.4 1.06 (1.01 to 1.12)
Age group (years):
10-24 30.9 (6265) 35.1 (648) 1.14 (1.07 to 1.22) 26.7 (5430) 31.5 1.18 (1.10 to 1.26)
25-64 70.8 (18 195) 70.2 (1515) 0.99 (0.96 to 1.02) 63.3 (16 274) 63.8 1.01 (0.97 to 1.04)
>65 68.0 (1857) 70.2 (165) 1.03 (0.95 to 1.13) 56.4 (1539) 58.7 1.04 (0.93 to 1.17)
Practice-level IMD
quintile:
1 (least 54.1 (3078) 53.7 (274) 0.99 (0.91 to 1.08) 48.4 (2752) 49.2 (251) 1.02 (0.93 t0 1.12)
deprived)
2 54.0 (3789) 55.0 (330) 1.02 (0.94 to 1.10) 47.9 (3352) 49.5 (297) 1.08 (0.95 to 1.13)
3 54.5 (4378) 56.8 (414) 1.04 (0.98 to 1.11) 48.3 (3883) 50.3 (367) 1.04 (0.97 to 1.12)
4 54.2 (5872) 55.0 (539) 1.02 (0.96 to 1.08) 47.5 (5152) 49.8 (488) 1.05 (0.98 to 1.12)
5 (most 53.3 (6758) 55.8 (547) 1.05 (0.99 to 1.11) 46.9 (5945) 50.0 (490) 1.07 (1.00 to 1.14)
deprived)
Unknown 54.3 (2442) 51.1 (224) 0.94 (0.86 to 1.04) 48.0 (2159) 46.1 (202) 0.96 (0.86 t01.07)

IMD, Index of Multiple Deprivation.
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Table 5 Prescriptions of specific psychotropic medication types following a primary care-recorded episode of self-harm in the

UK

Comparison cohort, % (n) COVID-19 cohort, % (n) Ratio (95% Cl)
Antidepressants 47.7 (23 243) 49.4 (2095) 1.04 (1.00 to 1.07)
Antipsychotics 10.8 (5285) 12.3 (521) 1.13 (1.04 to 1.23)
Anxiolytics/hypnotics 17.6 (8577) 15.5 (657) 0.88 (0.82 to 0.95)
Mood stabilisers 5.7 (2763) 5.6 (238) 0.99 (0.87 to 1.13)
Stimulants 0.8 (369) 1.0 (44) 1.37 (1.00 to 1.87)

conducted prior to the COVID-19 pandemic indicated there
was potential for the growth in virtual consultations to widen
existing disparities in access to health.”” Our findings suggest
that for people who did seek help, there was no exacerbation
of existing inequalities due to COVID-19 in these particular
aspects of primary care clinical management, despite the
growth in remote consultation numbers. In other words, we
found no evidence of digital exclusion from self-harm care
during the pandemic due to socioeconomic influences.

Likelihood of referral to NHS mental health services was
lower during the first wave of COVID-19 than during the
prepandemic comparison period, particularly for patients
aged under 65 years. Younger people have been found to
have been particularly negatively affected by the pandemic.
Individuals aged 18-29 years reported greater increases in
suicidal ideation over the first 6weeks of the UK’s lockdown
than other groups,’ and were found to have the greatest
deteriorations in mental health.” Furthermore, working
age adults were previously identified as having the greatest
reductions in help seeking for mental illness and self-harm
during April 2020.*

Implications for research and practice

Evidence shows the number of people seeking mental
health help, including for self-harm, from non-NHS services
such as via digital platforms and helplines increased during
the second quarter of 2020.%°*’ This has implications for the
clinical guidance for people who have self-harmed, which
recommends that assessment by a mental health specialist
should follow all episodes of self-harm.'® Furthermore, such
assessments might be particularly challenging in non-face-to-
face settings.

Data from NHS Digital® showed a 10% decrease in the
number of new referrals to NHS mental health services
in the 6months from 1 April 2020. During the same time
period, there was an increase in antidepressant prescribing
of around 4% leading to concerns that the increased mental
health burden caused by the COVID-19 crisis could be being
managed pharmacologically rather than with psychosocial
interventions. Our findings suggest this could also have
been happening with patients who have harmed themselves.
While outpatient and community mental health services
adapted to provide alternatives to face-to-face support, our
findings suggest that primary care practitioners were less
inclined to refer to these services during the early stages
of the pandemic. Ongoing work in England to improve
community support following selffharm emphasises a need

to better align the voluntary sector with primary healthcare
services,” to ensure that GPs are equipped with the informa-
tion that they require to make referrals to community self-
harm resources as well as NHS services.

Conclusions

Despite the challenges experienced by GPs in delivering
healthcare during the 3months of the initial wave of
COVID-19 in the UK, the management of selffharm was
broadly similar to the prepandemic comparison period in
terms of psychotropic prescribing and GP/nurse consul-
tations. We found no evidence of digital exclusion due to
socioeconomic influences during the pandemic, in terms
of likelihood of remote consultation. However, the reduced
likelihood of referral to mental health services during
March—June 2020 warrants close attention, particularly in
the context of increasing prevalence of mental distress in
the population. Our findings suggest that COVID-19 may
have increased the likelihood that adolescents and young
people do not receive psychosocial interventions, with
pharmacological intervention alone becoming more likely
during the early phase of the crisis. Accessible outpatient
and community services that people who have self-harmed
can be referred to by their GPs are required.
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Table S1: The RECORD statement — checklist of items, extended from the STROBE statement, that should be reported in observational studies using
routinely collected health data.

design early in the paper

Item | STROBE items Location in RECORD items Location in
No. manuscript where manuscript where
items are reported items are reported
Title and abstract
1 (a) Indicate the study’s design with | Title and abstract RECORD 1.1: The type of data used Abstract: ‘Design’,
a commonly used term in the title | (page 1 and 2) should be specified in the title or ‘Setting’ and
or the abstract (b) Provide in the abstract. When possible, the name of the | ‘Outcome
abstract an informative and databases used should be included. measures’ (page 2)
balanced summary of what was
done and what was found RECORD 1.2: If applicable, the geographic | Abstract:
region and timeframe within which the ‘Participants’,
study took place should be reported in (page 2)
the title or abstract.
RECORD 1.3: If linkage between N/A
databases was conducted for the study,
this should be clearly stated in the title or
abstract.
Introduction
Background 2 Explain the scientific background Introduction:
rationale and rationale for the investigation paragraphs 1-4
being reported (pages 4-5)
Objectives 3 State specific objectives, including Introduction:
any prespecified hypotheses paragraph 5 (page
5)
Methods
Study Design 4 Present key elements of study Introduction,
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paragraph 5 (page
5) and Methods:
paragraph 1 ‘Study
design, data
sources, and
participants’ (page
6)

Setting

Describe the setting, locations, and
relevant dates, including periods of
recruitment, exposure, follow-up,
and data collection

Methods,
paragraph 1: ‘Study
design, data
sources, and
participants’ (page
6)

Participants

(a) Cohort study - Give the
eligibility criteria, and the sources
and methods of selection of
participants. Describe methods of
follow-up

Case-control study - Give the
eligibility criteria, and the sources
and methods of case
ascertainment and control
selection. Give the rationale for
the choice of cases and controls
Cross-sectional study - Give the
eligibility criteria, and the sources
and methods of selection of
participants

(b) Cohort study - For matched
studies, give matching criteria and

Methods, paragraph
2: ‘Study design, data
sources, and
participants’ (page 6)
and paragraph 3:
‘Exposures, outcomes
and covariates’ (page
7)

N/A

RECORD 6.1: The methods of study
population selection (such as codes or
algorithms used to identify subjects)
should be listed in detail. If this is not
possible, an explanation should be
provided.

RECORD 6.2: Any validation studies of the
codes or algorithms used to select the
population should be referenced. If
validation was conducted for this study
and not published elsewhere, detailed
methods and results should be provided.

Methods,
paragraph 2: ‘Study
design, data
sources, and
participants’ (page
6) and paragraph
3: ‘Exposures,
outcomes and
covariates’ (page

7)

N/A
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number of exposed and
unexposed

Case-control study - For matched
studies, give matching criteria and
the number of controls per case

RECORD 6.3: If the study involved linkage | N/A
of databases, consider use of a flow
diagram or other graphical display to
demonstrate the data linkage process,
including the number of individuals with
linked data at each stage.

arrived at

Variables 7 Clearly define all outcomes, Methods, paragraph RECORD 7.1: A complete list of codes and | Methods,
exposures, predictors, potential 3: ‘Exposures, algorithms used to classify exposures, paragraph 3:
confounders, and effect modifiers. | outcomes and outcomes, confounders, and effect ‘Exposures,

Give diagnostic criteria, if covariates’ (page 7) modifiers should be provided. If these outcomes and
applicable. cannot be reported, an explanation covariates’ (page
should be provided. 7)

Data sources/ 8 For each variable of interest, give Methods, paragraph Methods,

measurement sources of data and details of 2: ‘Study design, data paragraph 2: ‘Study
methods of assessment sources, and design, data
(measurement). participants’ (page 6) sources, and
Describe comparability of and paragraph 3: participants’ (page
assessment methods if there is ‘Exposures, outcomes 6) and paragraph
more than one group and covariates’ (page 3: ‘Exposures,

7) outcomes and
covariates’ (page
7)
Bias 9 Describe any efforts to address Methods,
potential sources of bias paragraph 2: ‘Study
design, data
sources, and
participants’
(page 6)
Study size 10 Explain how the study size was Methods,

paragraph 2: ‘Study
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sources, and
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