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Objective: The authors assessed wheth-
er clinical and psychosocial factors in de-
pressed adolescents at baseline predict
suicide attempts and nonsuicidal self-
injury over 28 weeks of follow-up.

Method: Participants were 164 adoles-
cents with major depressive disorder taking
part in the Adolescent Depression Antide-
pressants and Psychotherapy Trial (ADAPT).
Clinical symptoms, family function, quality
of current personal friendships, and sui-
cidal and nonsuicidal self-harm were as-
sessed at baseline. Suicidal and nonsuicidal

were significant independent predictors
of suicide attempts over the 28 weeks of
follow-up. Nonsuicidal self-injury over the
follow-up period was independently pre-
dicted by nonsuicidal self-injury, hopeless-
ness, anxiety disorder, and being younger
and female at entry.

Conclusions: Both suicidal and nonsui-
cidal self-harm persisted in depressed ado-
lescents receiving treatment in the ADAPT
study. A history of nonsuicidal self-injury
prior to treatment is a clinical marker for

self-harm thoughts and behaviors were as-
sessed during 28 weeks of follow-up.

Results: High suicidality, nonsuicidal self-

subsequent suicide attempts and should
be as carefully assessed in depressed
youths as current suicidal intent and be-
havior.

injury, and poor family function at entry

(Am J Psychiatry 2011; 168:495-501)

Suicide is the third leading cause of death in adoles-
cents in the United States and the second leading cause
in the rest of the developed world (1, 2). Reducing sui-
cide rates, particularly in individuals with severe mental
illness, is a key public health target in several countries,
including the United Kingdom and the United States (3,
4). If psychiatrists are to help achieve these important tar-
gets, it is crucial that we be able to identify those patients
who, at presentation, are most at risk of suicide, so that we
can focus our interventions appropriately.

Psychiatric disorders are present in about 90% of ado-
lescents who commit suicide (5). Associations have been
found between suicide and most psychiatric disorders
(including substance use disorders, conduct disorder, anx-
iety disorders, and eating disorders [1, 5]). Major depres-
sive disorder is the most common single disorder, present
in 35% of suicides (5). Self-harm (with or without suicidal
intent) is an important predictor of future completed sui-
cide and is present in the recent histories of around 40%
of suicides (6). Adolescents who have attempted suicide in
the past are up to 60 times more likely to commit suicide
than those who have not (5). Hopelessness has been found
to be associated with suicide, although some studies found
that this factor was confounded by the presence of depres-
sion (5). Psychosocial factors associated with completed
suicide include family psychopathology, family discord,
abuse, and loss of a parent by death or divorce (4, 7, 8).

Peer relationship problems, including being bullied, have
been found to be associated with suicide attempts but not
with completed suicide (7).

While treating depression effectively is likely to reduce
suicide rates, it is also important to establish which fac-
tors increase the risk of suicidal behaviors among currently
depressed adolescents. So doing will help us identify those
patients who are particularly at risk for completed suicides
and may reveal risks in need of treatment in their own right.

Nonsuicidal self-injury, often in the form of cutting (8), is
much less studied than suicide. Individuals self-injure for
amultitude of reasons, such as to relieve distressing affect,
to punish the self, and to gain attention. Most research on
self-injurious behaviors has failed to distinguish the prog-
nostic implications of suicide attempt with clear intent to
die from nonsuicidal self-injury. One large all-ages cohort
study demonstrated that an act of either type of self-harm
is associated with a greatly increased risk of suicide over a
4-year follow-up (9). Interestingly, there was no difference
in suicide risk over time between those with suicidal and
nonsuicidal self-harm episodes at entry (9).

Two studies have capitalized on data from large, ran-
domized controlled treatment trials, investigating which
risk factors are associated with self-harm events among
depressed adolescents. Definitions of self-harm events
were not the same in these studies, and only one of the
studies measured nonsuicidal self-harm as a separate
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entity. In the Treatment of SSRI-Resistant Depression in
Adolescents (TORDIA) study (10), 14% of participants
had a suicidal event (5% made a suicide attempt) over 12
weeks of follow-up and 9% had an act of nonsuicidal self-
injury. Baseline suicidal ideation and family conflict were
significantly and independently associated with a suicidal
event. The only predictor of nonsuicidal self-injury was a
history of nonsuicidal self-injury before trial entry (odds
ratio=9.6). In the Treatment for Adolescents with Depres-
sion Study (TADS) (11), 10% of participants had suicidal
events (half of which were suicide attempts) over 36 weeks
of follow-up. Suicidal events were predicted by baseline
suicidality and high levels of self-rated depressive symp-
toms in univariate analyses. There was no separate cat-
egory of nonsuicidal self-injury.

In this article we report the prevalence and predictors
of suicidality and nonsuicidal self-injury, at entry and
over the 28-week period of assessment, from the Ado-
lescent Depression Antidepressants and Psychotherapy
Trial (ADAPT), a pragmatic effectiveness superiority trial
of the treatment of adolescent major depression (12). We
hypothesized that 1) higher suicidality and impaired fam-
ily function at entry would both be independently associ-
ated with a suicide attempt during 28 weeks of follow-up,
after controlling for severity of depressive symptoms at
entry; 2) nonsuicidal self-injury in the month before entry
would predict nonsuicidal self-injury over the follow-up
period, independently of suicidality or depression sever-
ity at entry; and 3) suicidality and nonsuicidal self-injury
would be associated at baseline and together exert addi-
tive effects on the likelihood of either one persisting
through the treatment period.

Method

Participants

Participants were recruited from the ADAPT study. This prag-
matic effectiveness trial of depressed 11- to 17-year-olds in Brit-
ish National Health Service clinics showed no added value for
cognitive-behavioral therapy (CBT) plus a selective serotonin
reuptake inhibitor (SSRI) and specialist clinical care over an SSRI
plus specialist clinical care for moderately to severely depressed
adolescents (12). To facilitate generalizability of the results, only
participants with DSM-IV major depressive disorder (N=192)
were eligible for the analysis reported here.

The study was approved and monitored by the North West
Multi-Centre Research Ethics Committee and all local research
ethics committees. After receiving a complete description of the
study, participants and one adult with parental responsibility
provided written informed consent.

Outcome Measures

The Schedule for Affective Disorders and Schizophrenia for
School-Age Children-Present and Lifetime Version (K-SADS-PL)
(13) was used to measure whether DSM-IV diagnoses and indi-
vidual depressive symptoms were present at baseline. The more
detailed suicidality and self-harm sections of a different instru-
ment, the Schedule for Affective Disorders and Schizophrenia
for Adolescents-Lifetime Version (14), were added to the trial
protocol shortly after the start of the study (and so data were
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not available for 12 participants) to obtain precise details about
self-harm over the 28 weeks of the study. Specific information
about self-harm was not collected for each period of the study,
although K-SADS-PL information was collected for the month
prior to all assessment points (6 weeks, 12 weeks, 28 weeks). A
suicide attempt was defined as at least one act at the level of “defi-
nite suicidal intent” or higher. Self-injury was defined as at least
one nonsuicidal self-injury act as a response to the “nonsuicidal
self-damaging acts” item. Behavior disorder was defined as con-
duct disorder or oppositional defiant disorder. Anxiety disorder
was defined as agoraphobia, panic disorder, separation anxiety
disorder, social phobia, or simple phobia.

The severity of depressive symptoms was measured by the
Children’s Depression Rating Scale-Revised (15), which was
designed as a pediatric version of the Hamilton Depression Rat-
ing Scale. We used item 13, a 7-point item about suicidal ideation,
as a continuous measure of “suicidality.” The depression sever-
ity variable was the sum of all items on the Children’s Depression
Rating Scale-Revised except item 13.

We used scores from the adolescent-completed McMaster
Family Assessment Device-12-Item General Functioning Scale
(16) to rate family functioning. Friendship functioning was
assessed by the adolescent-completed Cambridge Friendships
Questionnaire (17). All parents with whom the adolescent lived
were asked to complete the General Health Questionnaire-28
(18), a self-rated questionnaire assessing mental health status
over the past few weeks.

Statistical Analysis

Initially we determined whether suicide attempts and nonsui-
cidal self-injury in the month before baseline assessment were
associated. Second, we investigated which baseline variables were
associated with at least one act of self-harm (divided into suicidal
and nonsuicidal) during the 28-week follow-up period. Chi-square
tests were used for categorical predictors; for continuous predic-
tors, Student’s t test and the Mann-Whitney test were used for nor-
mally and non-normally distributed data, respectively. Multiple
logistic regressions were performed to investigate which variables
were independently associated with at least one suicide attempt,
then with at least one nonsuicidal self-harm act, during the fol-
low-up period. All items that were associated (p<0.1) on univariate
analysis, together with depression severity, age, and gender, were
included. The first step of the model for suicide attempts did not
include self-injury; the second step added self-injury. Covariates
were checked for collinearity using the variance inflation factor;
a variance inflation factor above 10 indicates high multicollinear-
ity (19). Pairwise correlations were calculated between predictor
variables to indicate potential sources of multicollinearity; for cat-
egorical-categorical pairs, tetrachoric calculations were used; for
continuous-categorical pairs, Pearson point-biserial correlations
were calculated. All tests were two-tailed. Data analysis was per-
formed using Stata, version 11 (StataCorp, College Station, Tex.),
and MPlus, version 5.2 (www.statmodel.com).

Variables found to be significantly associated with self-harm
were entered into ROC4 analyses (20, 21). ROC4 is a multivariate
procedure that simultaneously carries out univariate tests using
each predictor variable in a data set. It determines which variable,
at which cut point, most efficiently predicts a dichotomous out-
come. A kappa value of 0.5 (equal preference given to sensitivity
and specificity) was used with ROC4.

Results

A total of 192 participants in ADAPT had major depres-
sive disorder at baseline. Valid data were available for all
but one on baseline suicide attempts and nonsuicidal
self-injury, and for 163 on self-injury and 164 on suicide
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TABLE 1. Baseline Demographic and Clinical Characteristics of Participants in a Study of Nonsuicidal Self-Harm and Suicide

Attempts in Depressed Adolescents

Baseline Data Available Follow-Up Data Available

Characteristic (N=191) (N=163)
Mean SD Mean SD
Age (years) 14.2 1.2 14.3 1.2
Duration of depression (weeks) 67.7 83.0 71.1 87.9
Children’s Depression Rating Scale-Revised, total score 59.9 9.5 60.0 9.5
Children’s Depression Rating Scale—Revised, T score 75.8 6.4 75.9 6.3
Number of comorbid disorders 1.2 0.9 1.2 0.8
N % N %
Male 42 26 48 25
Suicide attempt in past month 32 17 27 17
Nonsuicidal self-injury in past month 65 34 57 35
Median IQR? Median IQR?
Children’s Depression Rating Scale-Revised, suicidality item score 3 1-5 3 1-5

21QR=interquartile range.

attempts during the follow-up period. Table 1 summarizes
the baseline demographic and clinical data for those with
baseline suicidality data and those with valid follow-up
data for both suicide attempts and self-injury. There were
no significant differences between those with and with-
out follow-up data. There was a significant association
between suicidal and nonsuicidal self-harm in the month
before baseline (self-injury present: suicide attempt in
15/58 [26%l]; self-injury absent: suicide attempt in 12/105
[11%]; odds ratio=2.7, %?=5.6, df=1, p=0.018).

Baseline Predictors of a Suicide Attempt During
Follow-Up

During the month before baseline, 28 adolescents
(17%) made at least one suicide attempt. Fifty adoles-
cents (30%) made at least one suicide attempt during the
28-week follow-up period. The risk of suicide attempt was
lower across each measured month of the study than in
the month before baseline (month preceding the 6-week
assessment, 8%; month preceding the 12-week assess-
ment, 7%; month preceding the 28-week assessment, 7%).
Suicide and self-harm risk over the follow-up period by
predictor variable is shown in Table S1 in the data supple-
ment that accompanies the online edition of this article.
A higher risk of suicide attempt during follow-up was sig-
nificantly associated with suicidality, depression severity,
hopelessness, the presence of a suicide attempt or self-
injury in the month before baseline, and impaired family
functioning, but not with treatment group, parental men-
tal health, or friendship problems.

Multiple logistic regression demonstrated that only
impaired family functioning (odds ratio=2.27, p<0.0005)
and higher suicidality at entry (odds ratio=1.59, p=0.026)
were significant independent predictors of a subsequent
suicide attempt.

Self-injury was then added in the second step of the
model, which is presented in Table 2. Model fit signifi-
cantly improved (Ay?=7.7, df=1, p<0.01). Self-injury and
family function, but not baseline suicidality, were signifi-
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cantly associated with a suicide attempt. Similar results
were obtained when presence of a suicide attempt in the
month before baseline (yes/no) was used in the model
instead of suicidality item: nonsuicidal self-harm and
family function, but not prebaseline suicide attempt (odds
ratio=2.4, p=0.08), were associated with a suicide attempt.
Pairwise correlations of predictor variables are listed in
Table 3. With the exception of suicidality and prebaseline
suicide attempt, all pairwise correlation coefficients were
<0.5. Maximum variance inflation factor was low at 1.25.

ROC4 analysis demonstrated that the optimal predictor
for a suicide attempt was prebaseline nonsuicidal self-
injury (univariate relative risk=2.95). Among the larger
subgroup with no prebaseline self-injury, the optimal pre-
dictor cutoff for a suicide attempt was family function, as
assessed by the McMaster Family Assessment Device, with
a cutoff of 25/26; 15/45 (33%) with scores >25 and 3/56
(5%) with scores <26 had a suicide attempt.

Baseline Predictors of Nonsuicidal Self-Injury
During Follow-Up

Fifty-eight adolescents (36%) had at least one act of non-
suicidal self-injury in the month before baseline. Sixty ado-
lescents (37%) had at least one act of self-injury during the
28-week follow-up period. The risk of self-injury was lower
across all measured months of the study than in the month
before baseline (month preceding the 6-week assessment,
26%; month preceding the 12-week assessment, 19%;
month preceding the 28-week assessment, 16%). Table S1
in the online data supplement shows that self-injury in the
month before baseline, high suicidality at baseline, high
depression severity at baseline, baseline anxiety disorder
and hopelessness, and female gender were significantly
associated with ahigherrisk of atleast one nonsuicidal self-
injury incident during follow-up. Neither treatment group
nor suicide attempt in the month before baseline was asso-
ciated with self-injury during follow-up.

Table 4 shows that self-injury in the month before the
baseline assessment was the most significant indepen-

ajp.psychiatryonline.org 497



PREDICTORS OF SUICIDE ATTEMPTS AND NONSUICIDAL SELF-INJURY IN ADOLESCENTS

TABLE 2. Multivariate Predictors of Risk of Suicide Attempt in Depressed Adolescents During a 28-Week Follow-Up?

Risk of Suicide Attempt

Variable 0dds Ratio 95% CI p
Suicidality item from the Children’s Depression Rating Scale—Revised 1.40 0.92-2.15 0.12
Prebaseline nonsuicidal self-injury 3.20 1.40-7.33 0.006
Nonsuicidality items from the Children’s Depression Rating Scale—Revised 0.98 0.62-1.56 0.9
Hopelessness 1.64 0.69-3.90 0.3
Family functioning 2.1 1.33-3.34 0.001
Age 0.95 0.68-1.33 0.8
Female 1.10 0.44-2.76 0.8

2 Likelihood ratio =38, df=7, p<0.00005. Pseudo R?=0.20. Hosmer-Lemeshow y?=2, df=8, p=0.99. Maximum variance inflation factor=1.25.
All Children’s Depression Rating Scale-Revised measures and family functioning are z-transformed scores, with one unit representing one
standard deviation.

TABLE 3. Correlation Coefficients Between Relevant Predictor Variables in a Study of Nonsuicidal Self-Harm and Suicide
Attempts in Depressed Adolescents?

Variable 1 2 3 4 5 6 7 8 9 10 11
1. Suicide attempt prebaseline 1
2. Suicidality item from the Children’s 0.91* 1
Depression Rating Scale—Revised
3. Nonsuicidal self injury prebaseline 0.38* 0.49* 1

4. Nonsuicidality items from the Children’s  0.05 0.23*  0.30* 1
Depression Rating Scale—Revised
5. Family functioning 0.07 0.22*  0.32*  0.09 1
6. Maternal General Health Questionnaire 0.18 0.08 0.01 0.31*  0.04 1
score
7. Paternal General Health Questionnaire -0.22 0.19 0.14 0.19 0.07 0.02 1
score
8. Hopelessness 0.14 0.24*  0.19 0.41*  0.13 -0.02 0.06 1
9. Anxiety disorder 0.11 0.30*  0.00 0.27*  0.00 0.03 0.09 0.00 1
10. Gender -0.10 -0.03 0.06 0.19 0.10 -0.02 0.03 -0.14 015 1
11. Age 0.03 0.06 0.15 0.10 0.21*  -0.14  -0.11 0.23* 0.08 0.00 1

2 Pearson’s correlation coefficient used for continuous-continuous measure association; point-biserial correlation for dichotomous-continuous;

tetrachoric correlation for dichotomous-dichotomous.
*p<0.05.

dent predictor of subsequent self-injury over the follow-
up period. Other significant independent predictors were
baseline anxiety disorder and hopelessness, female gender,
and younger age. Figure 1 shows the risk of suicidal and
nonsuicidal self-harm over the follow-up period among
those with and without baseline self-harm. ROC4 analysis
demonstrated that prebaseline self-injury was the most effi-
cient predictor of self-injury (univariate relative risk=3.59).

Relationships Between Depression Outcomes and
Self-Harm Events During Follow-Up

Table S1 in the online data supplement shows that
high depressive symptoms at 28 weeks were significantly
(p=0.001) associated with self-injury but not suicide
attempts and that presence of one type of self-harm dur-
ing follow-up was significantly associated with presence
of the other type (odds ratio=2.5, p=0.007).

Discussion

In this article, we report the proportion of depressed
adolescents with suicidal and nonsuicidal self-harm at
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study entry and over 28 weeks of follow-up who partici-
pated in a large, randomized, pragmatic effectiveness trial
of treatment of the acute episode. Measuring nonsuicidal
self-injury separately from suicidal intent, at entry and at
follow-up, is consistent with the form of reporting in the
trial of SSRI-resistant depression in adolescents (the TOR-
DIA study) (10).

Relative to the TORDIA sample (10), the ADAPT sample
had much higher risks of both suicidal (30% compared with
5%) and nonsuicidal (37% compared with 9%) self-harm
acts. The higher level of self-harm may reflect the lower
level of social functioning (as measured by the Children’s
Global Assessment Scale [22]), and hence greater com-
plexity, in the depressed adolescents recruited to ADAPT,
despite similar levels of depressive symptoms compared
with other studies (12, 23, 24). More participants had sui-
cide attempts and nonsuicidal self-injury over the 28 weeks
of the study than in the month before baseline. This differ-
ence may be methodological, resulting from the greater fol-
low-up interval, as rates were lower for all three measured
months of the study than for the month before baseline.

Am | Psychiatry 168:5, May 2011
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TABLE 4. Multivariate Predictors of Risk of Nonsuicidal Self-Injury in Depressed Adolescents During 28 Weeks of Follow-Up?

Risk of Nonsuicidal Self-Injury

Variable 0dds Ratio 95% Cl p
Suicidality item from the Children’s Depression Rating Scale—Revised 0.90 0.55-1.49 0.7
Prebaseline Nonsuicidal self-injury 20.3 6.87-60.1 <0.0005
Nonsuicidality items from the Children’s Depression Rating Scale—Revised 0.60 0.35-1.04 0.067
Hopelessness 3.70 1.39-9.81 0.009
Family functioning 113 0.72-1.78 0.6
Anxiety disorder 3.71 1.28-10.75 0.016
Age 0.57 0.39-0.85 0.005
Female 4.80 1.54-15.0 0.007

2 Likelihood ratio y?= 65, df=9, p<0.00005. Pseudo R?=0.32. Hosmer-Lemeshow x?=5, df=8, p=0.8. Maximum variance inflation factor=1.30.
All Children’s Depression Rating Scale-Revised measures and family functioning are z-transformed scores, with one unit representing one

standard deviation.

Our findings replicated those of TORDIA: suicide
attempts were independently predicted by both baseline
suicidality or recent suicide attempts and impaired family
function. In addition, this study suggests that nonsuicidal
self-injury in the month before baseline was a stronger
predictor of suicide attempts than prebaseline suicide
attempts. Since there was collinearity between suicide
attempts and self-injury (r=0.38), this may be a type II
error. Overall, this finding emphasizes the need for more
research on the independence and validity of nonsuicidal
self-injury and suicidal events in adolescents and their
contributions to the emergence of depressive episodes.

Consistent with findings from TORDIA, we did not
observe any association of suicide attempts with other
nondepressive clinical features. There was no effect of
parental mental health on subsequent suicide attempts.
This suggests that family dysfunction per se is the risk
marker rather than a surrogate for parental psychopa-
thology. Interestingly, problems in personal friendships
(personal disappointments), which are associated with
depression onset (25), were not associated with subse-
quent suicide attempts. This supports findings from previ-
ous studies demonstrating that in depressed adolescents,
arguments with family members are by far the most com-
mon precipitants of attempted suicide (26).

Overall, our results demonstrate that in our sample,
adolescents with prebaseline nonsuicidal self-injury
(suicide attempt risk=53%) had a 10-fold greater risk of
suicide attempt during treatment than those with no self-
injury and with reasonably good family functioning (sui-
cide attempt risk=5%).

Compared with suicidality, self-injury over the follow-
up period was associated with a different pattern of pre-
dictors. Thus, poor family functioning was not associated
with self-injury, whereas hopelessness and anxiety disor-
der at baseline, as well as being both younger and female,
were associated with self-injury but not with suicidality.
As in TORDIA (10), the largest predictor of self-injury was
self-injury at baseline.

Higher depressive symptoms at 28 weeks were associ-
ated with greater risk of nonsuicidal self-injury. Possible
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FIGURE 1. Effects of Baseline Nonsuicidal Self-Injury on
Risk of Harm Events in Adolescents With Major Depression
Over 28 Weeks of Follow-Up?
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2 For nonsuicidal self-injury, x>=39, df=1, p<0.0005; for suicide at-
tempt, x*=22, df=1, p<0.0005.

explanations are that continued depressive symptoms
lead to nonsuicidal self-injury, possibly to regulate affect,
and that there is a subtype of depression characterized by
self-injury that leads to a poor response to treatment.

Nonsuicidal self-injury is often seen as less serious than
suicide attempts. However, our results support previous
findings from a nonselective (all ages and not disorder spe-
cific) cohort study (9) indicating that nonsuicidal self-injury
is as likely as suicide attempts to predict future suicide
attempts. Therefore, depressed adolescents with self-injury
require the same high level of urgent assessment and treat-
ment as those who have made a suicide attempt.

The majority of depressed adolescents with suicidal ide-
ation do not attempt suicide. According to Joiner’s inter-
personal-psychological theory of suicidal behavior (27),
people make serious suicide attempts only if they have the
combination of a wish to die and the capability to act on
that wish. Joiner’s group has stated (28) that repeated non-
suicidal self-injury may result in higher pain tolerance and
reduced fear of death, increasing the capability to cross
499
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the boundary between suicidal ideas and acts. Our study is
the first longitudinal study to demonstrate that self-injury
is associated with future suicide attempts, independent
of depressive symptoms, and provides partial support for
this theory. It is equally possible that self-injury is a behav-
ioral marker for neuropsychological processes that sub-
serve suicidality, such as impaired behavioral inhibition,
leading to impulsivity and a loss of emotion regulation.

Depression and nonsuicidal self-injury may reflect
comorbid disorders whose etiologies and prognostic signif-
icance are independent and require different approaches
to treatment. Indeed non-suicidal self-injury has been
proposed as a new category among childhood disorders
for DSM-5 (29). If this hypothesis is validated in further
research, active treatments focused on self-injury should
be provided alongside treatment for depression, as this
may additively improve the likelihood of reduction in sub-
sequent suicide attempts.

Trials to date in this age range have shown limited effec-
tiveness in reducing suicidal and nonsuicidal self-harm. In
ADAPT, TADS, and TORDIA, the addition of CBT did not
lead to a statistically significant additional reduction in
suicide attempts or in nonsuicidal self-injury (12, 23, 24).
These trials were powered to test for treatment effects on
depressive symptoms, however, not the rarer outcomes of
self-harm. A recent small study of attachment-based fam-
ily therapy shows promise, with reductions in suicidality in
depressed and nondepressed adolescents compared with
standard treatment (30). Trials of a group therapy using
CBT and dialectical behavior therapy techniques have had
contrasting results, with both lower (31) and higher (32)
rates of suicide attempt in the intervention compared with
the comparison group. A brief home-based family inter-
vention for children and adolescents after self-harm has
been shown to reduce suicidality in nondepressed but not
in depressed subgroups (33). Dialectical behavior therapy,
while demonstrated to be effective in reducing suicidal and
nonsuicidal self-harm in some studies in adults (34), has not
been proven to be more effective than treatment as usual in
reducing suicidal or nonsuicidal self-harm in adolescents
(35, 36). Further research is needed to identify effective and
deliverable interventions for suicidal and nonsuicidal self-
harm in depressed and nondepressed adolescents.

Limitations

Because this is a secondary analysis from a randomized
controlled trial, there is a risk of type I errors. However, as
the main results replicate those of another trial (TORDIA),
it is more likely that these variables are true risk factors for
suicidal and nonsuicidal self-harm. Unlike in TORDIA,
data on self-harm over the 28 weeks of the study were
collected only at the 28-week follow-up assessment, which
may have led to underestimation of self-harm events (10). It
also means that we cannot distinguish between patients who
self-harm only at the beginning of treatment (who may stop
self-harm once depression is successfully treated) and those
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who have persistent self-harm throughout treatment. It is
possible that adolescents who remain depressed are more
likely to remember self-harm over the previous 28 weeks.

Suicidal and nonsuicidal self-harm data were collected
by three research assessors. Interrater reliability was not
assessed, so there may have been inaccuracies in classifica-
tion. Data were not collected on several variables that may
have affected suicidal and nonsuicidal self-harm, includ-
ing drug and alcohol use, self-harming behavior prior to 1
month before baseline, family history of self-harm or sui-
cide, environmental adversity (including abuse), impulsiv-
ity, and personality dimensions. This study was carried out
on clinic patients treated with SSRIs. The range of comor-
bidities and illness severity in the sample makes it repre-
sentative of depressed adolescents seen in U.K. National
Health Service clinics. However, the results may not be
generalizable to patients receiving treatments other than
antidepressants. Finally, the results should only be gener-
alized to depressed adolescents: nonsuicidal self-injury is
common in nondepressed teenagers and may not have the
same effects on risk of suicide attempts in the population
at large.

Clinical Implications

Suicidal and nonsuicidal self-harm are both significant
risks for depressed adolescents treated in the clinic. The
presence of family dysfunction, high levels of suicidality,
and recent self-harm (suicidal or nonsuicidal) should alert
us to a high risk for future suicide attempts. The presence
of recent nonsuicidal self-injury is by far the strongest pre-
dictor of future nonsuicidal self-injury. The lack of positive
results to date from trials that offered specific treatments
focused on self-injury indicates the need for the develop-
ment and testing of new treatments.
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Clinical Guidance: Nonsuicidal Self-Injury and Adolescent Suicide Risk

Nonsuicidal self-injury predicts subsequent suicide attempts in depressed adolescents nearly as strongly as previous
suicide attempts themselves. Wilkinson et al. found that poor family function is another major predictor of suicidal-
ity. Nonsuicidal self-injury is predicted by hopelessness, anxiety disorder, and being younger and female, but not by
poor family function. Improvement in depression during treatment reduces nonsuicidal self-injury more than suicide
attempts, as pointed out by Brent (p. 452). Because nonsuicidal self-injury occurs more frequently in younger patients
than suicidal behavior itself, it should be seen as a sentinel, but potentially treatable event for later suicide risk.
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