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Abstract
Background: Relatively little is known about the characteristics of people living in the community who have previously self-harmed and may benefit from interventions during and after COVID-19. We therefore aimed to: (a) examine
the relationship between reported self-harm and COVID-19-related fear, and (b) describe the characteristics of a community sample of people who reported a lifetime history of self-harm.
Methods: A cross-sectional national online survey of UK adults who reported a lifetime history of self-harm
(n = 1029) was conducted. Data were collected May – June 2020. Main outcomes were self-reported COVID-19-related fear (based on the Fear of COVID-19 scale [FCV-19S]), lifetime history of COVID-19, and lifetime history of selfharm. Data were analysed using descriptive statistics and binary logistic regression. Chi-square was used to compare
characteristics of our sample with available national data.
Results: Overall, 75.1, 40.2 and 74.3% of the total sample reported lifetime suicidal ideation, suicidal attempts and
non-suicidal self-harm respectively. When adjusting for age, sex, ethnicity, social grade, and exposure to death and
suicide, binary logistic regression showed higher levels of perceived symptomatic (or physiological) reactions to
COVID-19 were associated with suicidal ideation (OR = 1.22, 95%CI 1.07, 1.39) and suicidal attempts (OR = 3.91, 95%CI
1.18, 12.96) in the past week.
Conclusions: Results suggest an urgent need to consider the impact of COVID-19 on people with a lifetime history
of self-harm when designing interventions to help support people in reducing suicidal ideation and suicidal attempts.
Experiencing symptomatic reactions of fear in particular is associated with self-harm. Helping to support people to
develop coping plans in response to threat-related fear is likely to help people at risk of repeat self-harm during public
health emergencies.
Background
The COVID-19 pandemic has major impacts for population mental health [1, 2]. However little is known about
the impacts of the COVID-19 pandemic on people with
a lifetime history of self-harm, who may be particularly
badly affected by COVID-19 and its associated containment measures such as self-isolation and physical
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distancing. The potential mental health and psychological consequences of COVID-19 containment measures
are well documented [3], including the potential impacts
on suicide and self-harm [4]. There are also growing concerns that the COVID-19 pandemic, and its related containment measures may also lead to additional self-harm
[5] over and above established risk factors including
age [6], gender [7], ethnicity [8], and social background
[9]. In particular, many of the COVID-19-related challenges, including high prevalence of self-reported mental
health challenges, physical health challenges, economic
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uncertainty and job insecurity [2], extended periods of
loneliness and isolation [10], and disruption to mental
health services [11], are associated with higher rates of
self-harm and suicide [12].
An additional concern is that reductions in attendance
at primary care settings for people who harmed themselves during the initial COVID-19 pandemic restrictions in the UK, could lead to further presentations of
self-harm and suicide [13]. Self-harm may include: selfharm with suicidal intent (suicidal attempts), self-harm
without suicidal intent (non-suicidal self-harm) or suicidal thoughts/ideation [14]. The main aim of the present
study is to estimate the impacts of COVID-19 on people
who have previously self-harmed, a group that is commonly compared with the general population [13, 15,
16] but never examined in sufficient numbers in its own
right.
The potentially detrimental impacts of COVID-19 on
people who have previously self-harmed may be wideranging; however, there are three areas of uncertainty.
First, little is known about the impacts of the COVID-19
pandemic on rates of self-harm [17]. Early findings from
a living systematic review shows that due to a lack of high
quality studies, there is currently no clear evidence of an
increase in rates of self-harm associated with the onset
of the COVID-19 pandemic, nor with the associated containment measures [16].
Second, no studies to-date have examined the impact of
recent history of self-harm on reported fear of COVID19. A limitation of the studies in John et al’s review is the
use of generic measures of fear, anxiety and depression
(often using a single item), and a lack of COVID-19-specific measurements [16]. This is important because identifying COVID-19-specific concerns will lead to greater
precision in future intervention development.
Third, few studies have characterised community samples of UK adults with a lifetime history of self-harm in
any depth. This is important because knowing more
about community populations with a lifetime history of
self-harm allows more targeted preventative strategies,
with respect to specific sub-groups who may benefit the
most from interventions. Previous general population
studies are limited as they do not provide a sufficient
understanding of the characteristics of people who have
previously self-harmed, nor do they examine self-harm
across the lifespan, with previous research focusing on
younger adults [14]. The small numbers of people reporting self-harm in previous studies [13, 15] means limited
conclusions can be made about the characteristics of
people reporting self-harm; McManus et al. report lifetime prevalence of non-suicidal self-harm of 2.4, 3.8, and
6.4% in three surveys conducted in 2000, 2007, and 2014
respectively [15].
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Consequently, little is currently known about the characteristics of community samples with a lifetime history
of self-harm. Whilst McManus et al. measure suicidal
ideation, suicidal attempts, and non-suicidal self-harm
[18], the measures used do not: (a) take into account
frequency or recency of self-harm (only in the most
recent 2014 survey was there a measure of recency of
non-suicidal self-harm), or (b) measure exposure to suicidal behaviour of others (family or friends) which is
recognised as a risk factor for suicidal behaviour [19].
To address the gaps in the literature, this study aimed
to characterise a national community sample of adults
who have previously self-harmed with respect to: demographic variables, history of non-suicidal self-harm, suicidal ideation and suicidal attempts, and exposure to
suicide and death. This is necessary to ensure that interventions can be targeted at the people who are most
likely to benefit from them.
Given the sharp decrease in presentations for selfharm in primary care settings following the onset of the
COVID-19 pandemic, compared to expected rates [13], it
would be valuable to gauge potential harms in this population. There is still uncertainty surrounding an increase
in self-harm referrals in the aftermath of COVID-19
[20]. However, identifying the relationship between
recent history of self-harm and reported fear of COVID19, would allow us to determine whether people with a
recent history of self-harm are more or less resilient to
COVID-19-related stressors, or whether COVID-19 has
detrimental impacts on an already vulnerable group.
Based on the gaps identified in the literature, this study
aimed to: (a) examine the relationship between self-harm
outcomes and COVID-19-related fear, and (b) provide
in-depth characteristics of a national community sample
of adults who have previously self-harmed.

Methods
Design and procedure

The study was part of a wider survey testing the acceptability of a psychological intervention to reduce self-harm
[21] (ClinicalTrials.gov Identifier: NCT04420546). The
analyses use baseline data collected in June 2020, approximately 1 month after the first full lockdown in the UK
was eased, including the phased re-opening of schools
(from 1 June), and the re-opening of non-essential shops
(from 15 June) [22]. A sample of adults with a lifetime
history of self-harm was invited to take part in an online
questionnaire distributed by YouGov, an online survey
panel company. Participants (who were current members
of YouGovs panel) were incentivised in accordance with
YouGov’s points system, whereby respondents accumulate points for taking part in online surveys. Data were
sent securely to the research team for analysis. Ethical
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approval was obtained from a University Research Ethics Committee (ref: 2020–8446-15,312) and participants
gave informed consent at the beginning of the survey.
Initially, a sample designed to be representative of adults
resident in the United Kingdom was asked a screening
question to ensure the sample contained people with a
lifetime history of self-harm, a screening question was
asked: “have you ever intentionally hurt yourself/ selfharmed?”. Response options were: “yes, I have”, “no, I
haven’t”, or “prefer not to say”. The final sample was based
on respondents answering “yes, I have”.
Measures
Sociodemographic variables

Demographic variables included age, sex, ethnicity, and
social grade were taken using standard UK Office for
National Statistics [23] measures.
History of non‑suicidal self‑harm (NSSH), suicidal ideation
and suicide attempts

Three items drawn from the British Psychiatric Morbidity
Survey [24]: “Have you ever seriously thought of taking
your life, but not actually attempted to do so?” (suicidal
ideation), “Have you ever made an attempt to take your
life, by taking an overdose of tablets or in some other
way?” (suicidal attempt), and “Have you ever deliberately
harmed yourself in any way but not with the intention
of killing yourself? (i.e., self-harm)” (NSSH). Response
options for all questions were “Yes”, “No”, or “prefer not
to say”. If respondents answer yes to any of the three
questions, participants were asked when the last episode
occurred and with what frequency (past week/past year).
Exposure to death and suicidal behaviour

Participants were asked to complete seven items [19, 25]
to establish whether any of their close friends or family
had died, whether they had friends or family who had
self-harmed, or who attempted or died by suicide (e.g.
“Has anyone among your family attempted suicide?”).
COVID‑19‑related measures

Participants completed The Fear of Coronavirus-19 Scale
[26], which assesses participants’ agreement with seven
items (e.g., “I cannot sleep because I am worried about
getting coronavirus-19”) with respect to fear of COVID19. Participants were asked to respond on a 5-point
scale (strongly disagree [1]-strongly agree [10]). A total
score (as a continuous variable) was calculated by adding each item together (range 7–35), with higher scores
corresponding to higher perceived fear of COVID-19.
Previous research has also suggested a two-factor model
of the Fear of Coronavirus-19 Scale [26–28], with two
distinct corresponding sub-scales, namely, emotional
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fear reactions (e.g. “It makes me uncomfortable to think
about the coronavirus”) and symptomatic (or physiological) expressions of fear (e.g. “My hands become clammy
when I think about the coronavirus”). Tzur Bitan et al.
found that a two-factor model explains a large proportion
of the total variance observed in reported COVID-19-related fear (53.71 and 12.05% respectively) [27]. Therefore,
scores were also calculated for the two corresponding
subscales. Participants were also asked to self-report
their lifetime history of COVID-19 with the item “What
is your current COVID-19 status?” (e.g. “Definitely think
I had COVID-19 but not confirmed with a test”; response
options are provided in Table 1).
Analyses

Descriptive statistics were used to summarise sociodemographic variables, the prevalence and characteristics
of suicidal ideation, suicidal attempts, NSSH, exposure to
suicidal behaviour and death, lifetime history of COVID19, and self-reported fear of COVID-19. Chi-square was
used to compare our sample of people who reported a
lifetime history of self-harm with general population data
collected as part of the Adult Psychiatric Morbidity Survey [15]. Binary logistic regression analyses were used to
examine associations between COVID-19-related factors
(lifetime history of COVID-19 and Fear of COVID-19
[emotional fear reactions and symptomatic expressions
of fear [27]]), and self-harm outcomes (suicidal ideation in the past week, Suicidal attempt in the past week,
and NSSH in the past week). We adjusted for potentially
confounding factors and known predictors of self-harm:
age, sex, ethnicity, social grade, and exposure to death
and suicidal behaviour (friends and family). The variables sex, ethnicity, social grade, and exposure to death
and suicide were coded as binary variables, and age was a
continuous variable. With respect to COVID-19-related
variables, lifetime history of COVID-19 was coded as a
binary independent variable, and Fear of COVID-19 (and
the two corresponding sub-scales [emotional reactions
and symptomatic reactions]) were coded as continuous
variables. All self-harm outcomes were coded as binary
outcomes (e.g. self-harm in the past week [1] or no selfharm in the past week[0]). This timeframe was used to
allow us to examine the impact of COVID-19 on selfharm outcomes.

Results
Sample characteristics

The total sample (n = 1029) comprised mostly women
(65.2%), and a mean age of 45.55 years (SD = 14.23).
The majority of the sample was White (90.5%), and
62.7% were of higher social grade (non-manual worker).
Table 1 shows an overview of our sample compared to
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Table 1 Sample demographics (n = 1029)
Variable
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n

%

Mean SD

Range General
population
dataa

χ 2 for difference
between sample and
population

Sex
Women

671 65.2

54.5

Men

340 33.0

45.5

Other/prefer not to say

18

1.8

18–24

57

5.5

25–34

228 22.2

Ageb

45.55

3.14 (p = .08)

3.14 (p = .08)

14.23 18–87
10.3
16.1

35–44

227 22.1

17.8

45–54

196 19.0

21.1

55–64

217 21.1

19.1

65–74

93

9.0

9.6

75>

11

1.1

5.9

Ethnicity
White

931 90.5

87.1

Black, Asian and minority ethnic

36

3.5

12.9

Prefer not to say

62

6.0

1.09 (p = .30)

1.17 (p = .28)

0.50 (p = .48)

0.13 (p = .72)

0.13 (p = .72)

0.00 (p = 1.00)

3.70 (p = .10)
0.82 (p = .37)

5.21 (p < .05)

Social grade
Non-manual worker

645 62.7

–

–

Manual / unemployed

384 37.3

–

–
58.41 (p < .001)

Suicidal ideation (Ever)

773 75.1

20.6

Past week

80

–

–

Past year

247 32.0

5.4

24.18 (p < .001)

10.3

Longer ago

438 56.7

–

–

Would rather not say / Did not answer

8

–

–
30.29 (p < .001)

Suicidal attempt (Ever)

1.0

414 40.2

6.7

Past week

4

1.0

–

–

Past year

39

9.4

0.7

6.74 (p < .05)

Longer ago

366 88.4

–

–

Would rather not say / Did not answer

5

–

–
93.14 (p < .001)

Non-suicidal self-harm (Ever)

1.2

765 74.3

7.3

Past week

55

–

–

Past year

150 19.6

–

–

7.2

Longer ago

551 72.1

–

–

Would rather not say / Did not answer

8

–

–

1.0

Exposure to suicide and death
Exposure to death (immediate family)

529 51.4

–

–

Exposure to death (close friend or relative)

779 75.7

–

–

Exposure to death by suicide (family or close friend)

304 29.5

–

–

Suicidal attempt (in the family)

369 35.9

–

–

Suicidal attempt (by close friends)

376 36.5

–

–

NSSH (in the family)

344 33.4

–

–

NSSH (by close friends)

437 42.5

–

–

Lifetime history of COVID-19 (self-reported)
Definitely not had COVID-19 and had it confirmed with a test

59

5.7

Definitely think I didn’t have COVID-19 but not confirmed with a test 649 63.1

–

–

–

–

Might have had COVID-19

227 22.1

–

–

Definitely think I had COVID-19 but not confirmed with a test

86

8.4

–

–

Definitely had COVID-19 and had it confirmed with a test

8

0.8

–

–
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Table 1 (continued)
Variable

n

Fear of COVID-19 scale

%

Mean SD

Range General
population
dataa

χ 2 for difference
between sample and
population

17.20

6.38

7–35

–

–

Fear of COVID-19 (emotional reaction sub-scale)

11.51

4.18

4–20

–

–

Fear of COVID-19 (symptomatic reaction sub-scale)

5.69

2.70

3–15

–

–

a

Data retrieved from the Adult Psychiatric Morbidity Survey (APMS) 2014 (Prevalence and recency of lifetime suicidal thoughts, suicide attempts and self-harm).
Prevalence rates according to people who report lifetime history of self-harm (ever) on any measure (NSSH, suicidal thoughts, or suicidal attempts). Prevalence rates
for self-harm outcomes relates to general population prevalence rates

b

Categories according to the Adult Psychiatric Morbidity Survey (APMS) 2014

national data (where available). Characteristics of our
sample closely resembled the characteristics of people
who reported a lifetime of self-harm according to the
Adult Psychiatric Morbidity Survey of the general population [15] in terms of sex and age. However, our sample contained a lower proportion of people from Black,
Asian, and minority ethnic backgrounds, compared to
national data.
Prevalence of suicidal ideation, suicidal attempts,
non‑suicidal self‑harm, and exposure to suicidal behaviour
and death

Overall, 75.1, 40.2 and 74.3% of the total sample
reported suicidal ideation, suicidal attempts and NSSH
respectively (Table 1). Further, 10.3% of the total sample
reported suicidal thoughts in the past week, and 32% of
the sample reported suicidal thoughts in the past year.
Few people reported suicidal attempts in the past week
(1.0%), and 9.4% reported a suicidal attempt in the past
year. With respect to NSSH, 7.2% reported NSSH in the
past week, and 19.6% reported NSSH in the past year.
Over half the sample (51.4%) reported experiencing the
death of a family member, over three quarters of the sample reported experience of the death of a close friend or
relative, and 29.5% of the sample reported experience of
death by suicide of a close friend or relative. Of the total
sample, 35.9% reported exposure to a family member
making a suicidal attempt, and 36.5% reported exposure
to a suicidal attempt by a close friend. Exposure to NSSH
by a family member was reported by 33.4% of the sample,
and NSSH by a close friend by 42.5% of the sample.
With respect to lifetime history of self-harm, our sample reported higher prevalence of suicidal ideation (75.1%
versus 20.6%), suicidal attempts (40.2% versus 6.7%), and
non-suicidal self-harm (74.3% versus 7.3%) compared to
national data. With respect to self-harm in the previous
year, our sample reported higher prevalence of suicidal
ideation (32.0% versus 5.4%) and suicidal attempts (9.4%
versus 0.7%) compared to national data.

Self-reported “Fear of COVID-19” was relatively modest, with scores averaging 17.20 (SD = 6.38), out of a
maximum score of 35. Similar findings were observed
for the two sub-scales: emotional reactions (M = 11.51,
SD = 4.18, out of a maximum score of 20) and symptomatic reactions (M = 5.69, SD = 2.70, out of a maximum
score of 15). However, 30.4% (n = 313) of our sample
reported that they might have had COVID-19, which
was substantially higher than most estimates of infection rates, the larger of which estimated around an 18.1%
infection rate as of 7th May 2020 [29].
Associations between COVID‑19‑related factors
and suicidal and self‑harm outcomes

Table 2 shows the binary logistic regression results of
associations between COVID-19-related factors (lifetime
history of COVID-19 and Fear of COVID-19 [emotional
fear reactions and symptomatic expressions of fear]),
and self-harm outcomes. Suicidal ideation in the past
week was associated with lower levels of perceived emotional fear reactions to COVID-19 (OR = 0.91, 95%CI
0.84–0.99). Higher levels of perceived symptomatic reactions to COVID-19 were associated with suicidal ideation (OR = 1.22, 95%CI 1.07, 1.39) and suicidal attempts
(OR = 3.91, 95%CI 1.18, 12.96) in the past week but not
non-suicidal self-harm.

Discussion
This study aimed to examine the impacts of COVID19-related fear and lifetime history of COVID-19 on
people who have previously self-harmed. This is the
first study to: (a) deploy COVID-19-specific measures
to examine the impact of COVID-19 on self-harm outcomes, and (b) provide in-depth characteristics of a
national community sample of adults who have previously self-harmed with respect to: demographic variables, history of non-suicidal self-harm, suicidal ideation
and suicidal attempts, and exposure to death and suicide.
There are two important findings. First, COVID-19-specific fear is associated with self-harm outcomes. People
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Table 2 Logistic regression analysis for predictors of self-harm in the past week (adjusted for age, sex, ethnicity, social grade, and
exposure to death or suicide)
Self-harm past week Odds Ratio (95%CI)
Suicidal ideation

Suicidal attempt

NSSH

OR (95%CI)

OR (95%CI)

OR (95%CI)

Lifetime history of COVID-19 (yes)a

0.96 (0.57, 1.62)

2.67 (0.13, 53.59)

0.67 (0.35, 1.27)

Fear of COVID-19 (emotional reaction sub-scale)

0.91* (0.84, 0.99)

0.39 (0.14, 1.05)

0.95 (0.86, 1.05)

Fear of COVID-19 (symptomatic reaction sub-scale)

1.22** (1.07, 1.39)

3.91* (1.18, 12.96)

1.15 (0.99, 1.33)

Note: age, sex, ethnicity, social grade, and exposure to death or suicide were all non-significant in the final regression models
OR odds ratio, 95%CI 95% confidence interval
a

Dichotomised according to: “definitely not had COVID-19 and had it confirmed with a test”, “definitely think I didn’t have COVID-19 but not confirmed with a test”
(no), and “might have had COVID-19”, “definitely think I had COVID-19 but not confirmed with a test”, “definitely had COVID-19 and had it confirmed with a test” (yes)
*p < .05 **p < .01

experiencing greater COVID-19-specific emotional
expressions of fear were less likely to report suicidal ideation; conversely, people experiencing greater COVID19-specific symptomatic expressions of fear were more
likely to report suicidal ideation and a suicidal attempt in
the past week (although our results with respect to suicidal attempts in the past week should be noted with caution given the very low number of respondents reporting
a suicidal attempt in the past week [n = 4]). Second, rates
of suicidal ideation, suicidal attempts and non-suicidal
self-harm were higher than in the national Adult Psychiatric Morbidity Survey (20.6% versus 75.1, 6.7% versus
40.2, and 7.3% versus 74.3% respectively) [18]. Whilst
the higher rates observed in our study may be a consequence of COVID-19 containment measures (social and
physical distancing measures are themselves risk factors
for suicide and self-harm [30, 31]), nevertheless, our findings suggest rates of self-harm in the community may be
higher than some national surveys suggest. Therefore,
interventions aimed at reducing self-harm should be
prioritised, as well as those aiming to address COVID19-related fear.
Implications

Findings demonstrate the need to target COVID-19-specific fears as part of treatment programmes for people
with a lifetime history of self-harm. Our findings show
that COVID-19-specific fear is associated with selfharm outcomes whilst controlling for known risk factors
including age, sex, ethnicity, social grade, and exposure
to death or suicide. Future research should aim to build
on these findings in order to determine whether reducing
COVID-19-specific fear is associated with a reduction in
suicidal ideation and suicidal attempts. Further, it would
be valuable to examine the role of COVID-19-specific
stressors on rates of self-harm and suicide, including
economic uncertainty and job insecurity [2], extended

periods of loneliness and isolation [10], and disruption to mental health services [11], which are associated
with self-harm and suicide [12]. Knowing more about
this community population would also allow more targeted preventative strategies for self-harm. One approach
might be to incorporate specific behaviour change interventions into treatment programmes that can be used as
part of patient healthcare [32, 33], in order to help support people to develop effective coping plans when experiencing COVID-19-specific fear. Emotional regulation
strategies such as reappraising the situation surrounding
a pandemic have yielded promising effects on producing less fear and consequently better long-term mental
health outcomes [34–36]. However, such strategies must
be considered with caution given the mixed findings todate, with respect to the effects of reappraisal- based
interventions on health behaviours and compliance with
COVID-19 containment measures [35, 36].
Strengths and limitations

A strength of the present study was the use of COVID19-specific measurements to examine levels of fear in
people who report a lifetime history of self-harm, as
opposed to more general measures of fear and anxiety
reported used in recent studies [16]. This is important
because using COVID-19-specific measures enables
researchers to develop more precisely interventions to
mitigate the specific impact of COVID-19 on rates of
self-harm. Our findings suggest that whilst symptomatic
fear reactions to COVID-19 may increase the likelihood
of self-harm, some level of fear (i.e. emotional reactions)
appears to be a protective factor for suicidal ideation.
This is in line with the wider health communication literature showing that some level of fear can motivate protective behaviours [37, 38].
There are limitations to this study. Participants were
identified through a pre-existing sample of the general

Keyworth et al. BMC Psychiatry

(2022) 22:68

public who were recruited and incentivised by YouGov
to take part in the research. Whilst participants were
screened in order to ensure all respondents had a lifetime history of self-harming, the sample therefore may
not be fully representative of all people who have recently
self-harmed. However, YouGov attempted to overcome
this by seeking the widest possible variation in terms of
demographic characteristics, according to people who
reported a lifetime history of self-harm.
Due to a lack of available studies among community
samples with a lifetime history of self-harm, we were
unable to determine whether our sample is representative of this population. However, we were able to compare our sample with data from the Adult Psychiatric
Morbidity Survey of the general population to compare
demographic characteristics and self-harm outcomes
among people who report a lifetime history of self-harm.
Our sample closely resembled the Adult Psychiatric Morbidity Survey data [15] in terms of sex and age. However,
our sample contained a lower proportion of people from
a minority ethnic background, compared to national
data. Our sample also reported higher prevalence of suicidal ideation (lifetime and past year), suicidal attempts
(lifetime and past year), and non-suicidal self-harm (lifetime) compared to national data. We were unable to
identify data on self-harm outcomes in the past week and
non-suicidal self-harm outcomes in the past week or past
year. The cross-sectional nature of the study meant that
we were unable to assess: (a) the onset of self-harm outcomes, or (b) any changes in COVID-19-related fear. This
is particularly important given reported fear experienced
during different stages of a pandemic is likely to change
as government measures are relaxed, and later reintroduced. Future studies would therefore benefit from
examining changes in COVID-19-related fear over time.

Conclusions
The present study suggests an urgent need to consider the
impact of COVID-19 on people with a lifetime history of
self-harm, as part of interventions to help support people in reducing self-harm. This may include the design of
brief interventions for self-harm, and investment in support services for self-harm, particularly those that can
be delivered remotely during the pandemic. Our findings suggest that experiencing symptomatic fear reactions in particular is associated with self-harm. Helping
to support people to develop coping plans in response to
COVID-19-related fear is likely to help people reduce the
likelihood of repeat self-harm among vulnerable populations during a health emergency.
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