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Abstract 

The population is ageing globally and the highest rate of suicide is in men aged 85 or 

more. The connection between suicide and self-harm in older people provides a window into 

understanding why older people die by suicide. Older people with cognitive impairment, 

advanced age, or from non-English speaking backgrounds are often excluded from research 

in this area, despite representing a significant proportion of the population. The aims of the 

thesis were to understand why very old people self-harm and to use the findings to inform 

and evaluate an educational intervention for clinicians. 

Study 1 qualitatively examined why a cognitively and culturally diverse cohort of very old 

(aged 80+) adults self-harmed by interviewing the person, their nominated relative/friend, and 

by questionnaire completion by their General Practitioner (GP). The older people reported a 

myriad of biopsychosocial factors contributing to the self-harm, including relational factors in 

his/her clinical and familial systems such as perceived rejection, burdensomeness and 

helplessness. The carer perspective echoed that of the older person, as well as highlighting 

their own distress. GPs reported helplessness, professional isolation and therapeutic nihilism. 

The implications for requests for voluntary assisted dying were explored. 

Study 2 followed-up the original cohort one year after the self-harm. Emergent themes 

from the three groups were triangulated. Patients and their relatives/friends described many 

contributing factors to self-harm persisting at follow-up, whereas GPs felt problems had 

been resolved and they understood the underlying reasons for self-harm. A conceptual 

framework for self-harm in late life, empirically derived, highlighted the relational context 

of the older adult with family, health professionals, and society, and opportunities for 

interventions to improve outcomes through prevention and aftercare. 

Study 3 combined the results of the two previous studies in the development and 

evaluation of an educational intervention for primary care and hospital-based clinicians 

focused on understanding, assessing and managing self-harm in older people. 

Multidisciplinary clinicians attended the brief educational intervention. Significant 

improvements in attitudes, knowledge and confidence regarding self-harm in late life were 

found post-intervention. 

In summary, this thesis presented novel insights into why the very old self-harm and the 

importance of relationships with family/friends and clinicians, which influence the decision 

to self-harm and outcomes. A brief educational intervention based upon this qualitative work 

had immediate impact on the knowledge and confidence of multidisciplinary clinicians. 
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Chapter 1 Introduction 

1.1 Rationale 

1.1.1 Unanswered questions 

Worldwide, at least in middle and high income countries, suicide rates progressively 

increase in five year age bands from 60-64 up to 90-94 for men and to 85-89 for women 

(Shah et al., 2016). In Australia and overseas, older men (aged 85+) have the highest 

prevalence of suicide across age groups (Australian Bureau of Statistics, 2017) and higher 

suicide rates compared with older women (Almeida et al., 2016; Shah et al., 2016). 

Postulated reasons for the gender disparity, despite shared risk factors (Canetto, 2017), are 

that men may be less psychologically equipped or have personality traits such as rigidity 

rendering it more difficult to cope with pain, physical illness, impairment and widowhood 

(Canetto, 2017; Li and Conwell, 2010). 

Understanding of suicide and its prevention relies on an understanding of the related 

entity, self-harm. Self-harm has been defined as “any act of self-poisoning or self-injury 

carried out by a person, irrespective of their motivation” (The National Institute of 

Clinical Excellence, 2013, pp13), and may be direct or indirect, causing deferred 

damage or consequences over time (Mohl et al., 2014). The definitions of self-harm are 

discussed further in Chapter 2.1. There are common risk factors shared by older people 

who die from suicide and those who have self-harmed (Shah et al., 2016). Additionally, 

the ratio of self-harm attempts to completed suicide is very low in older people in 

comparison to younger cohorts (De Leo et al., 2001). This is reflective of greater planning 

and intent to die, the high lethality of self-harm in older people, as well as factors such as 

relatively greater social isolation reducing the possibility of rescue after the attempt, and a 

higher burden of physical illness in older adults increasing the risk of self-harm resulting in 

death (Conwell et al., 1998). As most self-harm research has been based upon people aged 

60-80, there is a gap in understanding self-harm in the very old, an important proxy for 

understanding suicide in the latter population. In order to address the dearth of research in 

this population, this thesis focuses upon self-harm in the very old, defined as people aged 

80 years or more. In this thesis, the terms older adults or late life refer to people aged 65 

years or more. 
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Why do older people harm themselves? Research on suicide in late life has largely 

focused on epidemiological approaches identifying risk factors and variables associated 

with self-harm or suicide (Bonnewyn et al., 2009; Conejero et al., 2018; Conwell and 

Thompson, 2008; Fassberg et al., 2016; Mezuk et al., 2014; Sinyor et al., 2016), rather than 

directly seeking the perspective of the older person themselves of why they have self-

harmed and how they could be helped using qualitative methods (Van Orden and Conwell, 

2016; Wand et al., 2018). Furthermore, much of our understanding has been derived from 

psychological autopsy constructed from reports of others, often up to 12 months after the 

event (Conwell et al., 1996; De Leo et al., 2013; Snowdon and Baume, 2002). This 

approach has led to interventions largely focused on depression screening and treatment. 

However, while mood disorders represent an important target for suicide prevention in old 

age, diagnoses do not always remain significant in prediction models of late life suicide, 

resulting in a call for empirical exploration of other psychosocial, environmental, and 

general health risk factors (De Leo et al., 2013; Fassberg et al., 2016). 

The psychosocial context and outcomes for older people who self-harm are not well 

known, particularly in relation to the original contributory factors to self-harm, experiences 

of care (clinically and in their social network), family relationships, and health outcomes. 

The importance of the relational context of older people who self-harm has been 

acknowledged in the “Interpersonal Theory of Suicide” (Joiner, 2005). This work has 

generated important unanswered questions about the interpersonal context of cognitions such 

as thwarted belongingness and perception of being a burden, and how they relate to 

known correlates of self-harm and suicide such as depression, social isolation, 

pain and functional impairment (Van Orden et al., 2016). While our understanding of self-

harm in later life is increasing, there are still missing pieces of the puzzle that remain elusive. 

Further, the experiences of clinical care are especially important as most older people 

who die by suicide have had contact with a clinician prior to their death (De Leo et al., 

2013; Troya et al., 2019), representing a key opportunity to intervene. Additionally, older 

people with cognitive impairment, from diverse cultural backgrounds, and the very old 

(>80 years) have been under-represented in research studies of self-harm (Sinyor et al., 

2016; Wand et al., 2018). 

While it is important to know which factors are associated with risk of suicide or self-

harm, many of the identified factors (such as chronic pain, physical disability, depression) 

are common in older people in general, most of whom do not self-harm, so it is difficult to 

know who should be targeted for suicide prevention. The focus on quantifying risk factors 
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for suicide in late life has contributed to a literature which has been described as 

atheoretical (Van Orden and Conwell, 2016). Yet the meaning of various risk factors and 

how they interact with each other and the person’s current context and past experiences 

remain unclear. A qualitative approach to research may extend knowledge of the thought 

processes, meaning and experiences of older people who self-harm (Wand et al., 2018). 

Accordingly, in-depth interviews with individuals following self-harm with suicidal 

intent (a suicide attempt) could be used therapeutically to help identify problems that may 

hinder recovery or precipitate another attempt (Crocker et al., 2006) as well as enrich 

understanding of the psychological experiences of older people who have self-harmed (Van 

Orden et al., 2015). Although there have been longitudinal quantitative studies of the 

outcomes of older people with major depression (Hinrichsen and Hernandez, 1993; Zweig 

and Hinrichsen, 1993), and a longitudinal study of older people who have attempted suicide 

who were asked their reasons for self-harm (Van Orden et al., 2015), there are no 

comprehensive qualitative follow-up studies of older people who have self-harmed, to 

explore their experiences of (including gaps in) care and outcomes. Such information may 

reveal the interpersonal factors, and issues of communication and coordination of care, 

which are crucial to delivering quality clinical practice to this vulnerable group. 

Important amongst the response of others both preceding and following self-harm in 

the older person, is the response of the family. However, this important psychosocial factor 

is not well understood. There has been a paucity of empirical investigation of family carers 

and self-harm in older people beyond an early prospective study of interpersonal factors 

prospectively associated with suicide attempts by older adults hospitalised with major 

depressive disorder (Zweig and Hinrichsen, 1993).This study is now over a quarter of a 

century old, featured the young-old, was more quantitative than qualitative, and was mainly 

a depression study, revealing a major gap in the literature. 

This thesis redresses these gaps in knowledge by using data derived from this inclusive 

prospective, longitudinal qualitative study of the very old who have self-harmed and their 

relatives/friends, and General Practitioners (GPs). 

1.1.2 Prologue – the story of my research interest 

During a month in 2016 there were eight presentations to an acute general hospital in 

which I work of people aged over 80 who had self-harmed with suicidal intent. I was both 

saddened and surprised at this cluster of presentations and wondered what might be driving 
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their desperate actions. At that time I was not aware that from a population perspective very 

old men had the highest rate of suicide of any age group (Shah et al., 2016), indicative that 

this constellation of presentations was representative. I also observed the responses of clinical 

staff to some of these older people and reflected upon whether all the issues relevant to the 

older person were being heard and addressed, or if there were degrees of therapeutic nihilism, 

ageism, and dismissal of the self-harm act as ‘not serious.’ These questions developed into my 

PhD research. My initial engagement with the literature was writing up two case reports from 

this cluster of older adult presentations with self-harm; both of whom had expressed a wish 

for euthanasia which was illegal in Australia at the time. Through this initial study I became 

more aware of the complexity of the contextual and interpersonal factors which may underlie 

self-harm in the very old. I also wondered about the relationship between requests for 

euthanasia and some suicide attempts. This was extremely timely given the current zeitgeist 

about voluntary assisted dying in Australia and internationally, necessitating an opportunistic 

use of the findings from this study to inform this hitherto neglected area. 
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1.2 Aims of the thesis 

The aims of this thesis are to understand in more depth the reasons why the very old 

self-harm in order to formulate interventions to prevent occurrence and improve post-self-

harm care, specifically through an empirically-informed educational intervention for 

clinicians. This thesis qualitatively examined the perspectives of a culturally and 

cognitively diverse cohort of persons aged 80 years and over and their nominated carer 

(relative/friend) in relation to the reasons for self-harm and intent, and the consequences, 

including their experiences of care (clinically and in their social network). The perspective 

of the older person’s GP was also sought in order to explore their understanding of the 

person’s contributing factors to self-harm and how they might be helped. The outcomes for 

these older people one year after their self-harm were also examined, including their 

reflections on the self-harm, its consequences and the clinical care provided, and their 

objective outcomes (place of residence, repeat self-harm, contact with mental health 

services, psychiatric and cognitive diagnoses). The perspective of the older person’s 

nominated carer and GP were also sought in order to triangulate data. 

The findings have potential application to the clinical care of very old people who self-

harm and their family carers. The findings may additionally inform interventions for the 

prevention of self-harm and suicide in late life. In the light of the legislative changes 

enabling Voluntary Assisted Dying (VAD) in some jurisdictions in Australia, the results 

may also inform understanding of the connections between family burden, undue influence 

and suicide or requests for assisted suicide. 

1.2.1 Study 1 

The aims of the first (baseline) study were to explore qualitatively the reasons why 

very old people self-harm, the consequences of the self-harm and perceptions of care from 

the viewpoints of the older person themselves, their carer (relative/friend) and GP. A 

qualitative approach facilitated understanding of the meaning of the self-harm for the 

patient and illuminated the importance of their interpersonal contexts. A further aim was to 

explore the relevance of these qualitative findings to requests for VAD. To the best of our 

knowledge the components of the study examining the perspectives of carers and GPs of 

very old people who have self-harmed and survived are the first of their kind, revealing 

important insights into the reasons for self-harm, and illuminating targets for prevention and 

management after self-harm including addressing the profound emotional impact on carers. 
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This approach was novel and revealed targets for medical education and improvement in 

communication and coordination of community care. 

1.2.2 Study 2 

The aim of the second (follow-up) study was to re-interview the original cohort of 

older people and carer dyads and to survey the patient’s GP, one year after the self-harm in 

order to evaluate reflections on the self-harm, its consequences and the clinical care 

provided, and to assess their objective outcomes (place of residence, repeat self-harm, 

contact with mental health services, psychiatric and cognitive diagnoses). 

1.2.3 Study 3 

The aim of the final study was to use data from the preceding qualitative studies in 

combination with the quantitative literature to inform the development of an educational 

package for GPs and hospital staff on self-harm in the very old, and to evaluate the 

effectiveness and impact of such an educational intervention, in terms of clinician 

knowledge change, confidence and attitudes. 
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1.3 Thesis format and structure 

 

Figure 1.1 Overview of the thesis 

An overview of the thesis is presented in Figure 1.1. This thesis is submitted as a 

series of publications including a literature review (chapter 2), and the findings of studies 1-

3 (chapters 4-6), an introduction (chapter 1), methodology (chapter 3), and discussion 

chapter (7).  Each publication includes an introduction, methods, results, discussion and 

reference section, and is formatted according to the requirements of the individual journal in 

which it is published. All the manuscripts included in the thesis have been externally peer-
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reviewed prior to acceptance for publication. The thesis has been structured into Chapters 

(see Table 1.1). 

This thesis meets the requirements of the Faculty of Medicine and the University of 

New South Wales, of a minimum of three publications (published or in press). 

Table 1.1 Thesis structure - chapters, authorship and publication status 

Chapter 

number Chapter title Publication details Status 

1 Introduction Wand APF, Peisah C, Draper B, Jones C, 

Brodaty H. Rational suicide, euthanasia and 

the very old- two case reports. Case Reports 

in Psychiatry. vol. 2016, Article ID 4242064, 

5 pages 2016. doi:10.1155/2016/4242064. 

Published 2016 

(Paper 1) 

2 Literature review Wand APF, Peisah C, Draper B, Brodaty H. 

Understanding self-harm in older people: A 

systematic review of qualitative studies. Ageing 

and Mental Health, 2018. 22(3):289-298.  

Published 2018 

(Paper 2) 

  Combined with a review of the quantitative 

literature, not externally published 

Included in 

thesis 

3 Research methods 

and materials 

Part of thesis, not externally published Included in 

thesis 

4 Study 1 

Why do older 

people self-harm? 

The older persons’ 

perspective  

(Study 1A) 

Wand APF, Peisah C, Draper B, Brodaty H. 

Why do the very old self-harm? A qualitative 

study. American Journal of Geriatric 

Psychiatry, 2018, 26(8): 862-873. 

Wand APF, Peisah C, Draper B, Brodaty H. 

Corrigendum to ‘Why Do the Very Old Self-

Harm? A Qualitative Study’ [American 

Journal of Geriatric Psychiatry 26 (2018) 

862–871], 2019, 27(2):211. 

Published 2018 

(Paper 3) 

 Why do older 

people self-harm? 

The carers’ 

perspective 

(Study 1B) 

Wand APF, Peisah C, Draper B, Brodaty H. 

Carer insights into self-harm in the very old: 

A qualitative study. International Journal of 

Geriatric Psychiatry, 2019, 34:594–600. 

Published 2019 

(Paper 4) 

 Why do older 

people self-harm? 

The General 

Practitioners’ 

perspective  

(Study 1C) 

Wand APF, Peisah C, Draper B, Brodaty H. 

How do general practitioners conceptualise 

self-harm in their older patients? A qualitative 

study. The Australian Journal of General 

Practice, 2018, 47(3): 146-51. 

Published 2018 

(Paper 5) 
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Chapter 

number Chapter title Publication details Status 

 Investigating the 

intersection 

between self-harm, 

suicide and 

voluntary assisted 

dying. (Study 1D) 

Wand APF, Peisah C, Draper B, Brodaty H. 

The nexus between elder abuse, suicide, and 

assisted dying: The importance of relational 

autonomy and undue influence. Macquarie 

Law Journal, 2018, 18, 79-92. 

Published 2018 

(Paper 6) 

5 Study 2 

One year follow-up 

of older people who 

self-harmed, their 

carers and GPs  

Wand APF, Draper B, Brodaty H, Peisah C. 

Self-harm in the very old one year later. Has 

anything changed?" International 

Psychogeriatrics, 2019, 31, 1559-1568.  

Published 2019 

(Paper 7) 

6 Study 3 

Development of an 

educational 

intervention for 

clinicians regarding 

self-harm in older 

people 

(Study 3A) 

Wand APF, Draper B, Brodaty H, Peisah C. 

Self-harm in late life: How can the GP help? 

Medicine Today, 2019, 20(7): 33-36. 

Published 2019 

(Paper 8) 

 Evaluation of an 

educational 

intervention for 

clinicians regarding 

self-harm in older 

people 

(Study 3B) 

Wand APF, Draper B, Brodaty H, Hunt G, 

Peisah C. Evaluation of an educational 

intervention for clinicians on self-harm in 

older adults. Archives of Suicide Research, 

2020, 1-21.  

Published 2020 

(Paper 9) 

7 Synthesis and 

significance 

Part of the thesis, not externally published Included in 

thesis 
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Chapter 2 Literature review 

2.1 Definitions of self-harm in older people 

The nomenclature around suicide and self-harm is complicated. Suicide refers to the 

voluntary act of intentionally ending one’s life (Almeida et al., 2016). The term suicide 

attempt describes self-harm with the clear intent to die, but not resulting in death. Similarly, 

suicidal behaviours, refers to self-harm (of any type) associated with suicidal intent. Various 

definitions exist for self-harm, which is a broad term that has been variably defined. The lack 

of consistency in terminology complicates interpretation of the literature about why people 

self-harm (Edmondson et al., 2016). Self-harm is an umbrella term which encompasses 

terms such as self-mutilation, self-injury, parasuicidal behaviour, non-suicidal self-injury, 

deliberate self-harm, and self-abuse, some of which refer to the intent of the behaviour 

(Klonsky et al., 2011). However, there is no consensus or consistency in how these terms are 

used in the literature. Self-harm may be further categorised as direct or indirect, and with or 

without suicidal intent. Direct self-harm has been defined as a person deliberately harming 

themselves (regardless of intent) and includes overdose, cutting, hitting and burning (Chan et 

al., 2007). Indirect self-harm is defined as an act that leads to damages which may or may 

not be an unintended by-product of the act. These damages are not realised immediately, but 

are deferred or long-term consequences, and the negative impact for the person unknown 

(Mohl et al., 2014). Indirect self-harm includes behaviours such as refusal to eat, drink or 

take essential medications, and sometimes includes harmful behaviours such as substance 

misuse (Mohl et al., 2014). Where used in this thesis, the term self-harm, does not imply any 

particular intent or motivation and encompasses both direct and indirect acts. This doctoral 

thesis focuses upon self-harm in the very old, defined as people aged 80 years or more. The 

term older adults in this thesis refers to people aged 65 years or more. 

Individuals may vary in the intent of their self-harm. Importantly, not all self-harm is 

with suicidal intent. Although older adults who self-harm with suicidal intent and survive (i.e. 

attempt suicide) share many characteristics with older adults who die by suicide (Bonnewyn 

et al., 2009), the two cohorts may also be quite distinct (DeJong et al., 2010; Van Orden, 

2018; Van Orden et al., 2015). For example, personality traits may differ in older people who 

die by suicide compared to those who attempt suicide and survive (Bonnewyn et al., 2009). In 

addition, rates of suicide increase with increasing age although rates of suicide attempts 

appear to reduce (Hawton and Harriss, 2008). In older adults who self-harm, determining 
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whether the self-harm was with suicidal intent may be less critical than in younger people, as 

there is a close link between those who attempt and those who die by suicide (Draper, 1996). 

This is supported by a literature in older adults describing greater intent to die as evidenced by 

more lethal choice of means, higher rates of completed suicide to self-harm ratios, the content 

of suicide notes and psychiatric assessment (De Leo et al., 2001). An additional consideration 

is that the intent of self-harm may not be known, even by the person themselves (see for 

example, (Van Orden et al., 2015)). In people with cognitive impairment it may be difficult to 

ascertain the intent of an overdose, including whether it was accidental (Mitchell et al., 2015). 

Similarly, it may be hard to interpret the meaning of indirect self-harm such as refusing 

medical care or food (De Leo et al., 2001). Thus care is needed in the terminology used in 

clinical research in this field. The complexity of these issues lends itself to the specific utility 

of qualitative approaches which directly seek the perspective of the older person in evaluating 

the meaning and intent of their self-harm (Van Orden, 2018). 

The literature on self-harm and suicide is further complicated by a broad range of 

ideation and behaviours being clustered together. For example, thoughts of death (death 

ideation), wishing to die, and suicidal ideation are risk factors for suicide (Rowe et al., 2006) 

and are often described as existing on a spectrum, although how they relate to each other is 

unclear (Pompili et al., 2014). Further, wishing to die and death ideation are not uncommon 

thoughts in older people in general and may even be part of normal ageing, whereas for some 

they may signal the presence of psychopathology (Szanto et al., 2013). How these different 

thoughts relate to suicidal behaviours is also unclear; thinking about suicide is not the same 

as attempting suicide or completing suicide (Almeida et al., 2012). Suicidal ideation is much 

more prevalent in older people than suicide attempts or completed suicide (Lawrence et al., 

2000), and most people who contemplate suicide never act on those thoughts. However, 

suicidal thoughts almost always precede completed suicide (Waern et al., 1999). There is 

some evidence for a hierarchy of suicidal thoughts and behaviours, i.e. ranging from wishing 

to die, to suicidal thoughts, suicidal plans, suicide attempts and completed suicide. The 

prevalence of each step in the hierarchy reduces and rates of psychopathology increase with 

more severe suicidal ideation and behaviours (Ojagbegmi et al., 2013; Scocco and De Leo, 

2002). However, whether a person dies after self-harm may also be determined by external 

factors (e.g. access to assistance, medical comorbidity), as well as by the degree of intent to 

die or other meaning underlying the behaviour (Barnow et al., 1997). 
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2.2 Self-harm in older people- insights from the quantitative 

literature 

Describing the epidemiology of self-harm in older people can be challenging with 

many studies combining a range of suicidal behaviours (e.g. the wish to die, thoughts of 

death, actual suicide attempts and suicide), not specifying the intent of self-harm or only 

evaluating self-harm which was clearly with suicidal intent, and small sample sizes. A 

recent systematic review of direct self-harm in older people reported annual rates of 19-65 

per 100,000 people (Troya et al., 2019). By comparison, the prevalence of indirect self-

harm in various settings, especially in the general community or in hospitals, is largely 

unknown. An exception is a study in nursing homes which reported the point prevalence of 

indirect self-harm was 61%, compared to 14% for direct self-harm (Draper et al., 2002). 

A number of quantitative studies summarise the risk factors associated with suicidal 

behaviours in late life (Bonnewyn et al., 2009; Conejero et al., 2018; Conwell and 

Thompson, 2008; De Leo and Spathonis, 2003; Draper, 2014; Fassberg et al., 2016; Mezuk 

et al., 2014; Sinyor et al., 2016), but fewer specifically evaluating older people who self-

harm regardless of intent (Chan et al., 2007; Troya et al., 2019), and who indirectly self-

harm (Draper et al., 2002). Much of the literature on self-harm in older people has focused 

on attempted suicide rather than considering a broad range of behaviours (including indirect 

self-harm) and intents. 

The sociodemographic correlates of self-harm in older people have been described (Chan 

et al., 2007; Troya et al., 2019). Of note, sex has not generally appeared to be a distinguishing 

factor, with male and female rates of self-harm converging in older people in comparison to 

suicide, where men are overrepresented. However, a recent systematic review found a slight 

female predominance (57%) in self-harm (Troya et al., 2019). In terms of marital status, older 

people who are widowed or have never married have generally been found to have higher rates 

of attempted suicide (Chan et al., 2007; Troya et al., 2019), but this is not universal with 

studies in New Zealand (Beautrais, 2002) and Japan (Takahashi et al., 1995) showing no 

significant difference in marital status between suicide attempters and non-attempters. 

Confounders such as cultural protective or facilitating factors are complex and beyond the 

scope of this thesis. Religion has been proposed as one possible explanation for the differences 

in rates of attempted suicide in different countries, but this is difficult to evaluate due to 

variations in the reporting of attempted suicide for cultural reasons (Chan et al., 2007). 

The psychiatric factors associated with self-harm in late life have been investigated. 

Older people who self-harm have a greater likelihood of having a past psychiatric history 



 

22 

and contact with mental health services (Draper, 1996; Murphy et al., 2012). Although less 

frequent than in younger cohorts, a history of previous suicide attempt(s) has been noted as 

a risk for further self-harm and completed suicide in older people (Murphy et al., 2012), but 

methodological limitations in such studies were noted such as biases introduced by the 

setting of the study (e.g. psychiatric inpatients) and source of information (e.g. incomplete 

medical records or relying upon informants rather than the older person themselves, who 

may not have disclosed previous attempts) (Chan et al., 2007). In a systematic review of 30 

studies of self-harm in older people, almost 30% of participants reported previous self-harm 

(Troya et al., 2019). Mood disorders, especially major depression, have consistently been 

associated with late life suicide attempts (Chan et al., 2007; Draper, 1996; Troya et al., 

2019). Psychotic illnesses such as bipolar disorder and schizophrenia are associated with 

late life suicide (Cohen et al., 2010) and suicide attempts (Chan et al., 2007), but the risk is 

lower than in younger people. There are mixed findings with respect to anxiety disorders 

and self-harm in late life (Draper, 2014). One empirical study evaluating self-harm (any 

intent) in a large primary care cohort of older people compared to a comparison group 

found that a history of mental illness was twice as prevalent in the self-harm group (Morgan 

et al., 2018). Personality disorders, less prevalent in late life, are also associated with 

suicide attempts (Chan et al., 2007). Alcohol abuse and dependence are associated with 

self-harm in older people (Neufeld et al., 2015), with one review finding that 16% of 

participants had consumed alcohol at the time of self-harm (Troya et al., 2019). Suicidal 

ideation and attempts have also been associated with opioid use in older people (Calati et 

al., 2017; Ilgen, 2018). 

Organic mood disorders and delirium have been associated with attempted suicide in 

older people, but findings are inconsistent regarding dementia as a risk factor (Chan et al., 

2007; Neufeld et al., 2015). Most studies investigating cognition and self-harm are of people 

with major depression (Draper, 2016), and of the young old, with few examining people 

aged over 80. In a study of people aged 50 or more, hospitalised for self-harm by poisoning 

(intentional or unintentional), the hospitalisation rate for people with dementia was double 

that of people without dementia (Mitchell et al., 2015). Impulsive suicide attempts in people 

with early dementia or mild cognitive impairment with frontal executive dysfunction have 

been reported (Draper, 2014). In older people with depression who have attempted suicide, 

cognitive factors such as executive dysfunction, including an impulsive approach to problem 

solving, a tendency to perceive life problems as unsolvable and threatening, or to ignore past 

experiences and neglect probable outcomes when decision making, have been reported 

(Dombrovski et al., 2008; Draper, 2014; King et al., 2000). It has been suggested that a lack 
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of cognitive inhibition and executive dysfunction result in a failure to control suicidal ideas 

and inhibit negative affects which trigger suicidal behaviours (Conejero et al., 2018). 

Further, there may be a link between deficits in social problem solving, limited social 

networks and suicide attempts in older adults with depression, as demonstrated by a study in 

which impaired emotional recognition correlated with global cognitive dysfunction in older 

adults who had attempted suicide (Szanto et al., 2012). 

It has been proposed that self-harm in older people may be an early marker of cognitive 

decline and even of prodromal dementia (Draper, 2016). In one of the few studies to 

examine this connection longitudinally with an adequately powered sample size, a large 

cohort of older people (aged 65 years or more) who attempted suicide were compared to 

matched controls, and found to have significantly increased risk of dementia over the 

follow-up period (Tu et al., 2016). The association remained significant even when 

demographic factors, depression and physical comorbidity were controlled for. None of the 

suicide attempters had a diagnosis of dementia at baseline, neither were they tested 

cognitively, so it is unknown whether there was any unrecognised dementia or cognitive 

impairment (in particular executive dysfunction), which may have accounted for the higher 

rates of developing dementia in the self-harm group (Draper, 2016; Tu et al., 2016). 

Physical illness and disability are more prevalent in older compared to younger adults 

(Paraschakis et al., 2012), and have been evaluated as risk factors for late life self-harm and 

suicide (Fassberg et al., 2016). Functional disability and specific diseases, such as 

malignancy, pain, neurological disorders, liver disease, male genital disorders, arthritis and 

chronic obstructive pulmonary diseases, have been associated with suicidal behaviours in 

older people (Fassberg et al., 2016). In addition to pain and malignancy, tinnitus and diabetes 

have been associated with self-harm injury (of any intent) resulting in hospitalisation in older 

people (aged ≥ 50 years) after adjusting for mental illness, substance misuse and other 

comorbidities compared to those hospitalisation for non-self-harm injury (Mitchell et al., 

2017). Qualitative studies which were included in the systematic review by Fassberg and 

colleagues elucidated the meaning of physical illness highlighting the contributory role of 

frustration with pain, disability and illness, loss of autonomy or dignity, and unbearable 

suffering, to suicide attempts in older people (Fassberg et al., 2016). Vascular disease, which 

is more likely in those with specific risk factors (such as smoking, diabetes, hypertension, 

hypercholesterolaemia and metabolic syndrome), may be a risk factor for late onset 

depression (Draper, 2014), which is in turn associated with self-harm and suicide. However, 

there is little support for a more direct association between cardiovascular diseases in general 

and suicidal behaviours (Fassberg et al., 2016). It is noteworthy that the majority of studies 
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informing these associations were derived from populations of older people with direct self-

harm and suicidal intent, which is not reflective of all self-harm (Troya et al., 2019). 

Various psychosocial factors associated with self-harm in older people have been 

evaluated. Risk factors such as social isolation, loneliness, loss of social connectedness, 

family discord, recent (for example, bereavement, financial problems) and distant life 

events (childhood adversity, parental neglect, physical and sexual abuse, other traumatic 

experiences), and living alone, are associated with suicidal behaviour in late life (Draper, 

2014). Further, there may be a link between deficits in social problem solving, limited 

social networks and suicide attempts in older adults with depression, as demonstrated by 

impaired emotional recognition correlated with global cognitive dysfunction in older adults 

who had attempted suicide (Szanto et al., 2012). Dissatisfaction with living arrangements 

and fear of nursing home placement have also been reported in older people who self-harm 

(Draper, 2014), but there is limited literature on anticipation of placement as a risk factor 

for self-harm (Mezuk et al., 2014). 

Indirect self-harm is often not included in quantitative studies of older people, but is of 

particular relevance to people living in nursing homes, where refusal to eat or drink or take 

medications, or to cooperate with staff, is not uncommon (Draper et al., 2002). The intent of 

indirect self-harm may range from a distinct wish to die, to risking death, a wish to self-

harm, or be unintentional/accidental (Draper et al., 2002). In one Australian study, nursing 

home residents who were older, had dementia, greater functional impairment and higher 

degrees of behavioural disturbance were more likely to have indirect self-harm (Draper et 

al., 2002). Unexpectedly, those nursing home residents with depressive symptoms had the 

least self-harm behaviours (Draper et al., 2002). The authors concluded that indirect self-

harm was more likely in people with dementia and overt psychiatric and behavioural 

disturbance, and that food refusal alone was uncommonly due to depression (Draper et al., 

2002). Other environmental factors in residential care settings such as staff turnover, facility 

size have been associated with suicide and self-harm (direct and indirect) (Osgood, 1992) 

and the type of facility ownership (religious, public, private, other) and lower per diem costs 

positively correlate with suicide (Osgood, 1992). Suicidal behaviours (direct and indirect) 

were also found to be more common in facilities with more design features for residents 

with frailty and dementia and those facilities with more intense security (Low et al., 2004). 

There have been studies examining the association between depression and a 

preference for Voluntary Assisted Dying (VAD) in older people. People with a terminal 

illness who request to hasten death have higher rates of psychiatric illness, particularly 
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depression (Chochinov et al., 1995). A study examining preferences for euthanasia using 

hypothetical vignettes presented to older psychiatric inpatients with depression found that 

once depression was treated preferences for euthanasia markedly reduced (Hooper et al., 

1997). It is important to note that most older people who request or endorse euthanasia do 

not go on to pursue euthanasia and die by that method. However, it is unknown to what 

extent self-harm and suicide in late life may represent an alternative action in jurisdictions 

where euthanasia is unavailable. 

The interpersonal theory of suicide (Joiner, 2005) is a model which has been applied to 

and investigated specifically in older adults (Van Orden et al., 2016; Van Orden et al., 

2010). According to this framework suicide may be the result of two psychological states, 

thwarted belongingness and perceived burdensomeness, combined with an acquired 

(through habituation to physical pain and fear) capability for suicide (Van Orden et al., 

2010). The model explains risk factors associated with suicide in older people such as 

physical illness and functional impairment amplifying perceived burdensomeness and social 

isolation and depression increasing the risk of feeling disconnected and not belonging (Van 

Orden et al., 2016; Van Orden et al., 2010). Older adults who have attempted suicide have 

described old age as burdensome (Bonnewyn et al., 2014; Crocker et al., 2006; Kim, 2014) 

and feeling a burden on their families and society (Moore, 1997; Wand et al., 2016). These 

perceptions are reinforced by suggestions to ration healthcare resources on the basis of age 

(Callahan, 1987), public predictions of widespread economic disaster caused by longevity 

(Lagarde, 2012), and even suggestions that “elderly people have a duty to die and get out of 

the way” (Governor Richard Lamb in Colorado, quoted in Spring and Larson, 1988, p48). 

The related concept of thwarted belongingness, or social disconnectedness, a key evidence-

based driver of suicide in older people (Conwell et al., 2011), may similarly be an indicator 

of ageism and societal response to older people. The current societal context is one which 

values beauty, youth, strength and health, characteristics not ascribed to older adults (Grant, 

1996; Moore et al., 1997). However, qualitative studies have revealed that older people who 

have attempted suicide may themselves internalise ageist beliefs and negative stereotypes 

which contribute to feeling invisible, lonely and isolated (Crocker et al., 2006; Kim, 2014). 

Indeed, older adults who attempted suicide have described ageing as a state associated with 

dependency, loss of value and productivity (Crocker et al., 2006; Wand et al., 2016).  

While quantitative studies provide important information on risk factors associated with 

self-harm in older adults, they are unable to explain their meaning to individuals and the 

relationships between various risk factors which culminate in self-harm (Bonnewyn  et al., 

2014; Stanley et al., 2016). Qualitative research methodology may help answer such questions. 
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2.3 Self-harm in older people- insights from the qualitative literature 
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Abstract 

Objective: Rates of suicide in older adults are generally higher than other age groups. 

Although risk factors for suicide attempts, and self-harm more generally, in this population 

are well characterised, many of these vulnerabilities are common to older people and 

individual motivations are less well understood. Qualitative research may reveal more about 

the underlying thought processes, meaning and experiences of older people who self-harm. 

Methods: A systematic review of qualitative studies examining the reasons why older 

people have self-harmed was undertaken by searching databases and screening the reference 

lists of articles. The quality of studies was critically appraised. A content analysis was 

performed to identify themes. 

Results: The search yielded eight studies of variable quality which met the inclusion 

criteria; three pertained to indirect self-harm (refusal to eat or take medications and self-

neglect) and five related to suicidal behaviour. Themes emerging from the analysis of 

studies of people who had self-neglected included control, impaired decision making and 

coping skills and threats to self-identity and continuity. In those who had suicidal 

behaviour, themes related to loss of and regaining control; alienation, disconnectedness and 

invisibility; meaningless and raison d’etre; and accumulated suffering and a ‘painful life’. 

Conclusions: There is scant literature evaluating self-harm in older people using qualitative 

methods. Nonetheless, this review suggests that active and passive self-harm should be 

considered as distinct entities as the underlying motivations and intents differ. 

Understanding individual perceptions and experiences which lead to self-harm may guide 

clinicians in delivering more sensitive, holistic interventions and counter ageism. 

Keywords: qualitative; suicide attempt; self-injury; passive self-harm; indirect life-

threatening behaviour 
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Introduction 

Why do older people self-harm? Older people as a group have one of the highest rates 

of suicide (Shah, Bhat, Zarate-Escudero, DeLeo, & Erlangsen, 2016), perhaps due to 

choosing more lethal methods and reportedly greater suicidal intent (Hawton & Harriss, 

2008; Sisask, Kolves, & Varnik, 2009). A history of attempted suicide or self-harm is an 

important predictor of completed suicide (World Health Organization, 2016). However, the 

intent associated with self-harming behaviours may be unclear to the clinician and even the 

individual patient. Thus it is important to understand the contributing factors underlying the 

spectrum of self-harm behaviours, from those with clear actions with intent to die, to more 

passive behaviours and accidental injury. The National Institute of Clinical Excellence 

defines self-harm as “any act of self-poisoning or self-injury carried out by a person, 

irrespective of their motivation” (National Institute for Health and Care Excellence, 2013, 

pp.13). Self-harm behaviours have been further categorised as direct (such as taking an 

overdose of medication or self-cutting) or indirect (such as refusing to take essential 

medications or to eat or drink) (Draper, Brodaty, & Low, 2002). In the elderly, indirect 

behaviour has been defined as “an act of omission or commission that causes self-harm 

leading indirectly, over time, to the person’s death” (Conwell, Pearson, & DeRenzo, 1996). 

There is a close relationship between self-harm and suicide in older people (Dennis & 

Owens, 2012). Specifically, hospital presentations of older people with non-fatal self-harm 

have been associated with markedly elevated risk of later suicide (Murphy et al., 2012); 

many predictors of suicide and self-harm in older people are shared (Dennis, Wakefield, 

Molloy, Andrews, & Friedman, 2007), the lethality of self-harm in older people is higher 

compared to younger people (De Leo et al., 2001) and older people who have self-harmed 

report high rates of suicidal intent (Dennis et al., 2007). Therefore exploring why older 

people self-harm may contribute to knowledge about late life suicide. 

In defining self-harm, active or passive life-threatening behaviour, self-neglect and 

suicidal behaviour are not the same even though they are often lumped together. Nor does it 

serve our purpose, if we are seeking to understand and explore these behaviours in an 

idiographic manner, to see them as the same. Further, there may be a spectrum of suicidal 

behaviours from the wish to die, to thoughts of and plans for suicide, suicide attempts and 

completed suicide. This is evidenced by a reduction in prevalence of increasingly extreme 

behaviours (Ojagbemi, Oladeji, Abiona, & Gureje, 2013; Scocco & De Leo, 2002) and by 

the observation that higher scores of psychopathology are associated with more severe 

suicidal ideation and behaviours (Scocco & De Leo, 2002). Whether the outcome of self-
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harm is death or not, may be determined by external factors, rather than the degree of intent 

to die or other meaning behind the behaviour (Barnow & Linden, 1997). There also appear 

to be common risk factors for different suicidal behaviours including completed suicide 

(Bonnewyn, Shah, & Demyttenaere, 2009). 

However, the relationship between these behaviours is not straightforward. Rates of 

suicide attempts and suicidal ideation appear to decrease with increasing age whereas rates 

of completed suicide increase (Hawton & Harriss, 2008). Additionally, personality 

characteristics may differ in people who attempt suicide compared to those who complete 

suicide (Bonnewyn et al., 2009). Thus, it is possible that these occurrences are distinct 

entities rather than different manifestations along the same spectrum of suicidal behaviours 

(Bonnewyn et al., 2009). The relationship between these suicidal behaviours is clearly 

complex. Nonetheless, given the close relationship between self-harm and suicide in older 

people (Dennis & Owens, 2012), insights and opportunities for suicide prevention may be 

gleaned by in-depth interviews with those who survive self-harm. 

The majority of literature relating to suicide in late life is quantitative and has focused 

upon determining the risk factors for completed suicide by methods such as psychological 

autopsy (De Leo, Draper, Snowdon, & Kolves, 2013), examination of secondary data such 

as hospital records (Lawrence, Almeida, Hulse, Jablensky, & Holman, 2000) or chart 

records (Sinyor, Tan, Schaffer, Gallagher, & Shulman, 2016) or large epidemiological 

studies (Turvey et al., 2002). Recent reviews have revealed that functional disability, pain 

and a number of specific physical illnesses (for example cancer) (Bonnewyn et al., 2009; 

Fassberg et al., 2016), are associated with suicidal behaviour in older adults. Completed 

suicide specifically has also been found to be associated with risk factors such as major 

depression and other psychiatric disorders, substance use disorders, recent bereavement, 

family conflict, financial problems, poor sleep quality, marital status (widowed or 

divorced), and  previous suicide attempts (Bonnewyn et al., 2009; Sinyor et al., 2016).  In 

relation to self-harm more broadly in older people, a large analysis of hospital record, 

administrative and residential care assessment data revealed that factors such as gender 

(male), younger age (60-74), indicators of probable depression, indicators of alcohol use 

and dependence, a psychiatric diagnosis, moderate to severe cognitive impairment, and 

psychotropic medication increased the odds of intentional self-harm (Neufeld, Hirdes, 

Perlman, & Rabinowitz, 2015). Protective factors, with a greater effect for men, included 

being married and having positive social relationships (Neufeld et al., 2015). A large 

population-based study of older people hospitalised for self-harm similarly found that 
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comorbid alcohol and psychiatric disorders were more common in people who had 

intentional self-harm compared to those with non-self-harm injury (Mitchell, Draper, 

Harvey, Brodaty, & Close, 2016). 

Although the characteristics and outcomes of older people who self-harm have been 

described (Chan, Draper, & Banerjee, 2007; Mitchell et al., 2016), many of the identified 

risk factors for self-harm in the elderly, such as chronic pain, bereavement or disability, are 

common amongst older people in general, limiting their value to clinicians in identifying 

those who are vulnerable to suicide (Courage, Godbey, Ingram, Schramm, & Hale, 1993; 

Crocker, Clare, & Evans, 2006; Kjolseth, Ekeberg, & Steihaug, 2009). For example, it has 

been highlighted that although physical illness and disability are recognised risk factors for 

suicide in older people, there are few data about which individuals should be targeted for 

intervention and what at-risk older people with physical illness want in order to relieve their 

distress (Fassberg et al., 2016). 

It is difficult to achieve an in-depth understanding of the perspective and experience of 

the older person themselves using quantitative methods alone. This has been partially 

addressed through studies where informants of those who have died by suicide have been 

interviewed (using mixed methods or qualitative techniques), which may develop our 

understanding of apparent motivations for suicide in late life (Kizza, Knizek, Kinyanda, & 

Hjelmeland, 2012; Kjolseth et al., 2009; Kjolseth, Ekeberg, & Steihaug, 2010). 

Qualitative studies of self-harm move away from identifying and counting risk factors 

to emphasise the subjective experience of participants in an exploratory approach. The very 

nature of these studies allows for access to a person’s narrative, thoughts, motivations and 

personal experience (Kjolseth et al., 2009). Such methods may reveal more about the 

process, meaning and experience of individuals leading to their self-harm behaviour 

(Bonnewyn, Shah, Bruffaerts, Schoevaerts, et al., 2014). Although the experience of 

suicidal ideation across the lifespan has been explored in a single systematic review of 

qualitative papers (Lakeman & FitzGerald, 2008), there are no reviews of qualitative studies 

of self-harm in the elderly. The aim of the present study was to systematically review the 

qualitative literature examining the reasons why older people self-harm. 
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Method 

Search strategy 

The Ovid MEDLINE (1946-October 2016), CINAHL (1988- October 2016), 

PsychINFO (1806- October 2016) and Embase (1974-October 2016) databases were 

searched using the following combinations of keywords “self-harm OR passive self-harm 

OR deliberate self- harm OR self-mutilation OR self-injurious behavio* OR self-destructive 

behavio* OR suicide attempt OR attempted suicide” AND “Qualitative”; “refusal to eat OR 

hidden suicide OR subintentional suicide OR indirect life-threatening behavio* OR indirect 

self-destructive behavio*”. Searches were limited to articles in English. Each of the 

citations was examined to identify studies involving qualitative methodology which 

explored the reasons why older people (aged 60 years or more) had harmed themselves. A 

broad definition of self-harm was adopted, including both direct and indirect behaviours (as 

per (Draper et al., 2002). Citations were initially screened by title and abstract. If the 

abstract was ambiguous or the content indicated that the inclusion criteria were likely to be 

met, the full text was reviewed. The reference lists of included citations were screened for 

additional relevant studies. 

Inclusion and exclusion criteria 

The published and grey literature (e.g. conference abstracts and research dissertations) 

were reviewed to identify studies which: 

• Included participants aged 60 years and over who had harmed themselves within the 

last 12 months; and 

• focused upon examining the reasons for the self-harm by directly involving 

participants; and 

• utilised qualitative methodology (broadly defined as studies which aim to “explore 

people’s experiences and understandings through textual data from speech or 

observation” (Ring, Ritchie, Mandava, & Jepson, 2011, pp3). 

Case reports/series were included if the description of cases was detailed and included 

direct interviewing of participants with an exploratory focus. Studies were excluded if they 

involved participants who had not self-harmed but had suicidal ideation or a wish to die, or 

data obtained from informants of those who had died by suicide. Surveys of participants 

using structured or semi-structured questionnaires were excluded as this is more consistent 

with topical surveys rather than thematic analyses characteristic of qualitative methodology 
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(Sandelowski & Barroso, 2003). Studies which included older adults but only as a minority 

within a diverse age cohort or which did not link emergent themes specifically to the older 

participants were also excluded. 

Assessment of quality 

The quality of included studies was appraised using the checklist developed by Attree 

and Milton (2006) and used by Lakeman and FitzGerald (2008). This checklist was 

designed for qualitative systematic reviews and evaluates the research background, aims 

and objectives, context, appropriateness of design, sampling, data collection, data analysis 

and findings, reflexivity (i.e. reflection upon the relationship between the researcher and the 

participants and of the researcher’s own perspectives and how they may interact with the 

data), usefulness and value, and ethical considerations using clear criteria (Attree & Milton, 

2006). A quality rating is assigned to each of the checklist items from A (no or few flaws), 

B (some flaws), C (considerable flaws, but the study still has some value) to D (significant 

flaws which threaten the validity of the whole study). Studies with a quality rating of D 

were to be excluded, consistent with the recommendations of Attree and Milton (2006), due 

to significant methodological issues limiting the validity of results. The overall quality score 

(A-D) for the study is based upon the grade for the majority of sections. Additional 

recommendations for assessing the methodological quality of qualitative studies were 

sourced from published guidelines (Elliott, Fischer, & Rennie, 1999; Ring et al., 2011). 

Data gathering and synthesis 

The first author reviewed all included papers and performed the quality ratings. The 

second author independently performed quality ratings on all of the papers. Results were 

compared and differences of opinion discussed and resolved by consensus. All authors 

reviewed the data synthesis. 

The findings of studies were evaluated using conventional content analysis (Hsieh & 

Shannon, 2005). With this technique initial categories emerge directly from the data, rather 

than using preconceived categories. Immersion in the data, via repeated reading of the data, 

develops a sense of the whole. Codes emerge from reading the data word by word. Initial 

thoughts and analysis are recorded and the process continues, refining codes and then 

grouping them into categories (Hsieh & Shannon, 2005). In a variation of this technique 

described by Lakeman and FitzGerald (2008), initial coding categories were then combined 

into overarching themes. Both the first and second author independently coded the papers to 
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generate categories and finally, overarching themes. A consensus-based approach was used 

to generate the final content analysis. 

Results 

There were 1457 citations identified from the database searches and other sources. 

Overall eight citations met the inclusion criteria (see Figure 2.1. PRISMA flow diagram: 

Results of literature search). Four studies were from Northern America , two from Europe, 

one from Asia and one from Australia (see Table 2.1.). Studies fell into two groups; those 

focusing on participants who had clearly attempted to end their lives (Bonnewyn, Shah, 

Bruffaerts, Schoevaerts, et al., 2014; Crocker et al., 2006; Kim, 2014; Moore, 1997; Wand, 

Pesiah, Draper, Jones, & Brodaty, 2016), and participants with indirect self-harm 

(Bozinovski, 2000; Finestone & Blackmer, 2007; Thibault, 2007). The forms of indirect 

self-harm described included self-neglect (not specified for individual participants but 

including any failure to self-care: i.e. not adequately maintaining food, clothing, shelter or 

medical care or not managing financial affairs; (Bozinovski, 2000), partial or total refusal to 

eat (Finestone & Blackmer, 2007; Thibault, 2007), and medication refusal (Thibault, 2007). 

One of the included studies primarily explored the life experiences of participants after 

the suicide attempt; however, in exploring this topic participants discussed their reasons for 

the suicide attempt (Kim, 2014). Only these themes are discussed in the present review. One 

study of indirect self-harm (refusal to eat post-stroke) was primarily concerned with 

determination of capacity to decide not to eat, but described factors underlying this 

behaviour (Finestone & Blackmer, 2007), and so was included. 

The findings of the review and quality ratings for each study are summarised in Table 

2.1. Three of the studies received the highest quality rating; each of which were a dedicated 

qualitative study, with a majority of quality ratings of ‘A’ on the Attree and Milton (2006) 

quality appraisal checklist, in contrast to case report papers, which were all rated as C. 

Specific methodological strengths and weakness are presented in Table 2.1. There were no 

identified studies with a quality rating of ‘D’. 
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Figure 2.1 PRISMA flow diagram: Results of literature search 
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Table 2.1 Summary of reviewed studies 
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The detailed results of the content analysis are presented below highlighting the 

common and interrelated themes which emerged from the studies. 

It was evident from both the content and the quality analysis that there was a distinct 

difference between the conceptualisation of self-neglect (e.g. ranging from hoarding, to 

refusal to eat and non-compliance with medications) and suicidal behaviour, the active 

attempt to terminate one’s life. Indeed one study made this distinction explicit: The present 

cases clearly show that stroke patients who refuse to eat may not be conveying a “wish- to-

die” message (Finestone & Blackmer, 2007, p1477). For this reason we have presented two 

separate analyses for the papers describing subjects with self-neglect and those describing 

subjects with suicidal behaviour. 

Themes for self-neglect 

Self-neglect was conceptualised as an adaptive or defensive behaviour in response to 

threat, albeit with a maladaptive outcome. This is not always an attempt to destroy the self 

(Finestone & Blackmer, 2007; Thibault, 2007), but rather an attempt to solve a problem 

(Thibault, 2007) as illustrated by the following themes: 

Control 

Self-neglect can be conceptualised as a response to threats of control over personal 

freedom and/or living situations, often seen in residential care environments. A range of 

threats to personal control were identified including chronic illness, loss and interpersonal 

problems such as perceived abandonment and betrayal (Bozinovski, 2000). That such 

unintentionally self-destructive behaviour is chosen rather than positive life enhancing 

responses is due to the loss of bargaining power and narrowed repertoire of available 

reinforcers in such environments, conceptualised by Thibault (2007) as “reinforcement loss.” 

Impaired decision-making and coping skills 

For some, self-neglect is a manifestation of impaired problem solving due to cognitive 

impairment. In such cases the consequences of behaviour such as refusing to eat, drink, or 

take medications, is not understood by the person and needs to be addressed by either 

supported or proxy decision making (Finestone & Blackmer, 2007; Thibault, 2007). For 

example, a woman hospitalised repeatedly for exacerbations of heart failure due to 

nonadherence to medications believed that “she was taking too many pills…. And feared 

they might actually do her harm” (Thibault, 2007, p155). In the absence of effective coping 

skills, self-neglect can sometimes be an attempt to save the self by adopting actions which 

arouse the attention, guilt or fear of caregivers (Thibault, 2007). 
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Threats to self-identity and continuity 

Self-neglect as manifested by failure in self-care or care of the home was 

conceptualised by Bozinovski (2000) as a maladaptive attempt to maintain self-identity and 

continuity. Distrust of others and threats to self were precipitated by turning points such as 

loss of a spouse, forced and unwanted relocation or life-long relationship failure or 

disappointments. This was manifest by comments that people are “just out to get you” and 

“want to use you” (Bozinovski, 2000, p45). By adopting customary control-orientated 

behaviours and resisting threats of change and assistance from care workers, “self-

neglecters” preserve a sense of continuity (Bozinovski, 2000). 

Themes related to suicidal behaviours 

The following themes were generated from analysis of the papers focusing on suicidal 

behaviour or self-harm. 

Loss of and regaining control 

As with self-neglect, powerlessness and loss of control were associated with suicidal 

behaviour. Powerlessness arose from a reduction in independence and autonomy and 

changing life circumstances associated with ageing. This included losses related to death of 

loved ones, physical ill-health, pain, immobility, relationship disappointments, social status 

and social support (Bonnewyn, Shah, Bruffaerts, Schoevaerts, et al., 2014; Crocker et al., 

2006; Kim, 2014; Moore, 1997; Wand et al., 2016). In one study all eight respondents 

described a specific life event preceding their suicide attempt, culminating in a feeling of 

“losing hold on life” (Bonnewyn, Shah, Bruffaerts, Schoevaerts, et al., 2014). Symptoms 

such as fatigue, anxiety and insomnia contributed to the sense of loss of control thereby 

fuelling despair (Bonnewyn, Shah, Bruffaerts, Schoevaerts, et al., 2014; Wand et al., 2016). 

For one older man, a return to alcohol misuse after losing his drivers’ licence exacerbated 

his pre-existing cognitive impairment, diminishing his control through further impulsivity 

and disinhibition (Wand et al., 2016, p3). 

As with self-neglect, self-harm for some provided a means of problem-solving in the 

face of losses and powerlessness; finding a solution or taking control in a situation where 

they felt helpless. Suicide could avoid the need for much feared residential care placement 

and the associated costs, which would diminish the estate inherited by family (Wand et al., 

2016).  In some instances a suicide attempt redressed the loss of control by facilitating 

treatment of the underlying cause; namely, medical care for pain, anxiety, depression or 
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physical symptoms (Bonnewyn, Shah, Bruffaerts, Schoevaerts, et al., 2014; Crocker et al., 

2006). In another study physical pain, weakness and financial problems worsened after the 

attempt and iatrogenic problems with dependence upon prescribed medication were created 

(Kim, 2014). For others, self-harm was an act of giving up (Crocker et al., 2006), or a 

solution to intractable physical symptoms and dependency (Wand et al., 2016). That 

survival represented a failure to problem solve or regain control explains why people often 

feel worse, angry or even diminished further after a failed attempt (Crocker et al., 2006; 

Kim, 2014).  One participant reflected on their suicide attempt thus, “I was actually 

ashamed of myself. If I was going to do it (laughs), I should have done it properly” 

(Crocker et al., 2006, p643). 

Alienation, disconnectedness and invisibility 

A common theme expressed by older adults who had self-harmed was their sense of 

alienation from others - family and society in general (Bonnewyn, Shah, Bruffaerts, 

Schoevaerts, et al., 2014; Crocker et al., 2006; Kim, 2014; Moore, 1997). “Broken 

connections” (Moore, 1997, p34) were observed not only with family, but also with nurses 

and other health care providers. This was related to a strong perception that “nobody cares”, 

particularly people “who should care” (Moore, 1997, p32; Kim, 2014, p1395). Akin to these 

perceptions was the sense of loneliness, isolation or invisibility, usually based on internal 

cognitive sets rather than necessarily social isolation (Crocker et al., 2006). Such perceptions 

were often fuelled by negative internalised ageist stereotypes and beliefs (Crocker et al., 

2006; Kim, 2014). There were strikingly disparaging descriptions of older people such as 

“one foot is in the grave”, “Somebody who is not terribly astute and on the ball” (Crocker et 

al., 2006, p641) and of advanced age and dependency akin to existing like a “pot plant” 

(Wand et al., 2016 p3). The sense of alienation was felt particularly acutely by elderly 

Korean suicide attempters in the face of cultural shifts of marginalisation and changes in the 

family unit and the role of elders (Kim, 2014). Particularly challenging was the mismatch 

between expectations and social reality for Korean elders who had not expected to be living 

alone in their old age, assuming that cultural traditional values of family care would operate 

rather than the emergent societal emphasis on self-reliance and independence. 

For some, losses imposed a sense of being abandoned, left to their own devices or being 

alone in the world (Bonnewyn, Shah, Bruffaerts, Schoevaerts, et al., 2014). Again, this was 

not always caused by real abandonment, and loneliness and invisibility may have been self-

imposed. Some actively pursued self-isolation, by rejecting social opportunities and 

approaches by family or not sharing thoughts or feelings with others (Bonnewyn, Shah, 
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Bruffaerts, Schoevaerts, et al., 2014). Lack of routine and social activities, as well as a 

diminishing social circle contributed to loneliness, but also represented opportunities to 

redress this problem (Crocker et al., 2006; Wand et al., 2016). Similar to some cases of self- 

neglect, the suicide attempt had the effect of increasing visibility – not always intentionally - 

by mobilising support systems and help that was hitherto unavailable (Crocker et al., 2006). 

For others, perceived dismissive, angry or rejecting responses by family or staff merely 

served to exacerbate alienation (Crocker et al., 2006; Kim, 2014). For example, one woman 

cried recalling her son’s angry response to her overdose “Why did you take those pills? You 

should have taken more if you really wanted to die” (Kim, 2014, p1395). Some of the 

narratives reflected upon the experience with healthcare workers which included being 

perceived as time wasters (Crocker et al., 2006), shown lack of interest or care from 

clinicians (Moore, 1997), and being dismissed with tablets and no inquiry as to why they 

tried to end their lives (Kim, 2014). 

Meaningless and a raison d’etre 

An important theme due to its potential role for remedy was the sense of meaningless 

for older people who attempted suicide. Narratives reflected the perception of being no 

longer able to give to others or to achieve anything more in life, and a desire to feel useful 

and needed (Moore, 1997; Wand et al., 2016). Some older people feared becoming a burden 

upon family due to increasing dependency with nothing to offer in return (Wand et al., 

2016). In the absence of meaning, life was an obligation (Bonnewyn, Shah, Bruffaerts, 

Schoevaerts, et al., 2014), or boring and rudderless (Wand et al., 2016), and some people 

searched for a reason to live after their attempt (Kim, 2014).  One participant particularly 

highlighted this point “If there was anything good in my life, I wouldn’t want to die” (Kim, 

2014, p1396). 

Accumulated suffering and a “painful life” 

A minor but categorically distinct theme found in a single study in a culturally specific 

setting, was the notion of accumulated suffering (Kim, 2014). Although a culturally-shaped 

version of the interpersonal experiences of self-neglecters (Bozinovski, 2000), the kind of 

suffering experienced by ageing Koreans who attempted suicide included difficulties during 

Japanese colonialism, past spousal abuse, deaths of adult children and feelings of remorse 

for a life that had failed to meet expectations (Kim, 2014). Suicide was thus seen as a way 

of escaping a “painful life” (Kim, 2014, p1394).  The role of abuse and violence in suicidal 

behaviour amongst women was particularly noted (Kim, 2014). 
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Discussion 

We undertook the first systematic review of qualitative studies examining the reasons 

for self-harm in older people, using a recognised critical appraisal tool for qualitative 

research. Despite casting a wide net of databases over an extensive time period, this review 

yielded only eight studies, of which three were small case series. This occurred despite a 

deliberately broad definition of self-harm, which encompassed clear suicide attempts, refusal 

to eat and self-neglect. Three of the eight studies received consensus-based quality ratings of 

no or few flaws. 

Notwithstanding the small numbers of papers evaluated and the variability of quality 

ratings, the content analysis of the papers yielded a richness of data that gave depth and 

meaning to the innumerable risk factors associated with suicide in later life. While a plethora 

of factors such as gender, age, mental illness and mostly depression, physical illness, pain, 

death ideation, past suicide attempts and wish to die have all been associated with suicidal 

behaviour (Bonnewyn et al., 2009; Fassberg et al., 2016) little is known about how these 

factors relate to each other in terms of pathways to suicide in later life (Bonnewyn, Shah, 

Bruffaerts, & Demyttenaere, 2014; Stanley, Hom, Rogers, Hagan, & Joiner, 2016). 

From the content analysis it was evident that self- neglect, a syndrome of behaviours 

driven by an array of intents including, but not restricted to, self-harm but also self –

preservation, differed from suicidal behaviour, the intent of which was usually self-

destruction or termination of suffering. The analysis of the three qualitative studies or case 

series focusing on self-neglect elucidated the following themes: (i) control; (ii) threats to 

self-identity and continuity; and (iii) impaired decision-making and coping skills. Clearly 

this is not the whole picture in regards to self-neglect. These findings reflect some of the 

methodological shortcomings of the papers studied, including sampling with no data 

saturation using very small case series in restricted settings. No doubt, self-neglect is also 

driven at times by a desire for self- destruction akin to suicidal behaviour, as much as it is, 

as demonstrated in these studies, a dysfunctional attempt at problem solving. 

In relation to the separate construct of suicidal behaviour, the themes generated were: (i) 

meaningless and absence of a raison d’etre; (ii) alienation, disconnectedness and invisibility; 

(iii) accumulated suffering and a “painful life”; and (iv) loss of and regaining control. 

Notwithstanding the small number of studies and the largely Western perspective, the 

salience of these themes and the commonality with the findings from the single Asian setting 

was striking. Loss of control is ubiquitous with ageing and it is not surprising that it featured 
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in the narratives of both people who showed self-neglect and those with suicidal behaviour.  

Notable was the relevance of internalised ageism to suicide amongst older people which can 

be perceived as an act of self-induced permanent invisibility and voluntary extrusion from a 

society which values youth, beauty, health and strength (Moore, 1997). Meaninglessness and 

lack of purpose have been previously associated both with wishes to die (Bonnewyn, Shah, 

Bruffaerts, & Demyttenaere, 2014; Stanley et al., 2016) and mortality (Krause, 2009). The 

therapeutic benefits of providing a role or purpose for a depressed older person has been 

described previously (Peisah, 2006). Similarly, the previously described perception of older 

depressed persons that the family would be better off without them (Zweig & Hinrichsen, 

1993) is now, in the face of ageism, echoed by society. 

Comparison with the quantitative literature 

Quantitative studies have identified associations with suicidal behaviour in late life, 

including physical illness and disability, psychiatric illness and social isolation 

(Bonnewyn et al., 2009; Fassberg et al., 2016; Neufeld et al., 2015). This qualitative 

review enriches our understanding of why these factors may be important to older people 

who self-harm by directly inquiring about their meaning and significance. For example, 

physical illness and disability impact upon one’s sense of control and may reinforce 

negative internalised stereotypes of aging as a state of dependency and loss of 

productivity and value (Crocker et al., 2006; Wand et al., 2016). Some types of physical 

illness may also impair decision making leading to self-harm, sometimes inadvertently 

(Finestone & Blackmer, 2007). Psychiatric illnesses, especially depression, have similarly 

been identified as important risk factors for suicidal behaviour in both quantitative and 

qualitative studies. This is perhaps not unexpected as suicidal ideation or behaviour is part 

of the diagnostic criteria for major depression. However, the qualitative studies which 

included participants with depression, highlight the personal experiences of alienation, 

lack of purpose and meaning, and suffering as key elements underlying suicidal 

behaviours in older people with depression (Moore, 1997). Lack of marital and social 

relationships more broadly may mediate suicidal behaviours through a sense of 

invisibility and disconnection (Moore, 1997), with particular relevance in light of shifting 

cultural normal and expectations (Kim, 2014) and internalised ageism (Crocker et al., 

2006; Kim, 2014). Thus these very different but complimentary research methodologies 

may expand our understanding of this complex area of self-harm in older people. 
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Comparison with psychological autopsy studies 

Qualitative psychological autopsy studies of informants of older people who died by 

suicide have revealed similar insights to the findings of this review. For example, a Dutch 

cohort of 63 informants (family doctors, close relatives, carers) of 23 older people who had 

died by suicide (Kjolseth et al., 2010) reported themes such as life as a burden (through 

illness, loss, disability and mental illness), akin to the theme of a “painful life”; meaningless 

and loss of reason to live; and loss of the self through ageing related changes, dependency 

and loss of physicality, akin to the themes of invisibility and loss of control which emerged 

in this review. In another psychological autopsy paper describing this cohort of elder 

suicides, the informants described personality traits of the deceased including a need to 

control others and the self, inflexibility, being emotionally closed (and therefore unable 

and/or unwilling to access help from others and isolation) and action-orientated achievers 

(Kjolseth et al., 2009). These personal characteristics correspond well to the themes of this 

review, in particular of disconnection, loss of control and having no raison d’etre. Kjolseth 

et al. (2009) suggested that suicide in this cohort reflected an inability to accept and adapt to 

age-related loss of physicality, productiveness and function in older people for whom self-

esteem was closely linked to productivity and maintaining control. 

In line with the findings of the Korean study (Kim, 2014), a Ugandan psychological 

autopsy study also identified the importance of cultural expectations (particularly of family 

members), a painful life and accumulated suffering, and inescapable stress in older people 

who ended their lives (Kizza et al., 2012). Informants of Ugandan men aged 18-85 (five of 

whom were over 60 years old) who had died by suicide were interviewed. They reported 

that for older men, changes in the socioeconomic and cultural milieu resulting from two 

decades of conflict was thought to have contributed to the decision to end their lives (Kizza 

et al., 2012). The traditional patrilineal culture of the older men who died by suicide had 

been disrupted by the loss of other men (providers) and sons (protectors of the aged and 

family lineage) through conflict, and the resulting considerable burdens upon the older 

man’s economic resources. As was found in the present review, informants identified 

alienation and social isolation, loss of meaning, self-worth and social value as contributory 

to the decision of the older man to end his life (Kizza et al., 2012). One point of difference 

with the current review was the theme of failure to live up to the responsibilities entrusted 

by others and associated shame and embarrassment (Kizza et al., 2012). As this review was 

largely based upon studies in Western populations, the importance of sociocultural context 

to older people requires further examination. 
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Qualitative psychological autopsy studies may reveal considerable information about 

why people end their lives. However, they are limited by the fact that they rely upon the 

interpretations of others, whose perspectives may be shaped by their relationship with the 

deceased and their responses to the suicide; they are conjecture, not the thoughts and 

words of the person themselves (Kjolseth et al., 2010). The studies discussed here 

interviewed at least two informants for each person in order to triangulate data and 

amplify common key observations. 

Limitations 

Aside from the small number of included papers, of variable quality, there are various 

factors limiting the generalisability of results from this review. We acknowledge that one of 

the identified  papers was written by our group (Wand et al., 2016), and recognise the 

limitations of self-review. However, the study met our inclusion criteria and objective quality 

criteria were applied to all studies. As stated previously, the cultural focus was very narrow 

with one exception, perhaps as only papers written in English were included. We are aware 

of one qualitative study published in Korean which employed in-depth interviews in four 

older people who had attempted suicide (Im & Kim, 2011) and another qualitative study in 

Norwegian of suicide in the elderly (Kjolseth & Ekeberg, 1997) both of which may have 

been relevant to this review. In light of variations in demographics of late life suicide across 

different settings (Shah et al., 2016), sociocultural factors are strong determinants of 

pathways to suicide and this needs to be explored with a cross cultural comparative review. 

Additionally, only two (Bozinovski, 2000; Wand et al., 2016) of the qualitative studies 

reviewed included people with dementia or cognitive impairment (although in one of these 

studies this was not quantified and the study was significantly methodologically flawed 

(Bozinovski, 2000); and there was relatively less representation of the oldest old (aged ≥ 80) 

than the younger old (65-79). Although both hospital inpatients (five studies) and community 

dwellers (three studies) were included, people in residential care were under-represented 

(only two patients in one case series, (Thibault, 2007)). It is not known if there is a difference 

in the motivations and reasoning behind self-harm in people who remain in the community, 

or indeed how caregivers respond to their self-harm behaviours, compared to those who are 

consequently admitted to hospital, but some difference in severity might be expected. 

Further, the time course of self-harm behaviours in community-dwellers was not commonly 

described. Only one study clearly documented a timeline of the onset of self-harm 

(neglectful) behaviours, with the duration of behaviours varying from a year to three months 

(Thibault, 2007). With regards to severity and symptoms of mental illness, this was only 

reported in one case series study described here (Wand et al., 2016). It is thus difficult to 
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disentangle symptoms of a depressive illness per se, from other remediable reasons for 

suicide. The extent to which cognitions were tainted by negative depressive state and more 

importantly, psychotic thinking, was not discussed in any of the studies. Notably, in one 

study, half of the participants were waiting for ECT and one withdrew because she felt 

worthless to contribute, which was attributed to the theme “psychache” (Moore, 1997). 

Surprisingly, only one study identified a participant with substance misuse and considered 

the effects upon cognition and suicidal behaviours (Wand et al., 2016). Additional studies are 

needed to explore the influence of various settings, cultural factors, cognitive impairment 

and the perspective of the oldest old, giving voice to the latter being particularly relevant in 

light of recent increased suicide patterns (Shah et al., 2016). 

Conclusions 

“The profile” of older people who self-harm includes an abundant list of identified risk 

factors empirically proven to be associated with self-harm. We now need to understand the 

individual experiences and pathways to self-harm to inform and enrich our interventions. 

This systematic review has highlighted the importance of loss of control, threats to identity 

and continuity of self and impaired decision making as contributory factors in self-harm by 

older people. For those with suicidal behaviour, perceptions of meaninglessness and lack of 

raison d’etre, disconnectedness, invisibility, accumulated suffering and a painful life, as 

well as losing and trying to regain control, underpinned decisions to self-harm. 

When health care professionals identify self-neglect or suicidal behaviour in older 

patient they should neither: (i) dismiss a person with a script for an antidepressant without 

enquiry about “why”; nor (ii) fail to assist the person to regain a sense of control and/or a 

raison d’etre. Most importantly we cannot reinforce ageism by our clinical stance. 

Disclosure statement: The authors report no conflicts of interest 
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2.3.1 Updating the qualitative literature 

A further systematic review of the literature was conducted to identify any additional 

empirical qualitative studies following our original review (Wand et al., 2018b). The search 

yielded only one study meeting the inclusion criteria (Van Orden et al., 2015); namely 

studies with participants aged 60 or more who had harmed themselves within the last one 

year; focusing upon the reasons for self-harm through direct involvement of participants; 

and using qualitative methodology. In this study 101 older people who had attempted 

suicide and attended an Emergency Department were asked why they attempted suicide 

(Van Orden et al., 2015). There were no follow-up questions or prompts, which limited the 

depth of the analysis. The emergent themes regarding the reason for the attempt included 

wanting to escape life (28.7%), loss of function and autonomy (23.8%), psychological 

problems (in particular anxiety and depression, 23.8%), physical illness and pain (15.8%), 

perceiving themselves a burden (12.9%), social problems (not belonging and family 

conflict) (12.9%), lack of meaning in life (7.9%), wanting to die without a specific reason 

(12.9%) and not recalling or understanding why (7.9%). Most of the sample (94%) met 

criteria for a mood disorder, although the role of depression was not weighted highly as a 

reason for the suicide attempt. Only 12 (12%) had cognitive testing. Those participants who 

cited social problems as underlying their suicide attempt were more likely to repeat suicidal 

behaviour over the one year follow-up period than those people without this reason (Van 

Orden et al., 2015). Overall, the results were consistent with the themes which emerged 

from our initial review (Wand et al., 2018b), in particular the importance of loss of and 

regaining control (autonomy), disconnection and alienation (social problems and not 

belonging), and loss of meaning. In contrast to our review, accumulated suffering and a 

painful life were not themes of the Van Orden study, perhaps because the methodology and 

acute setting did not allow detailed discussion about such potentially sensitive topics. 

In addition, one study of professional caregivers working in nursing homes was 

identified that qualitatively explored barriers to suicide prevention in that setting (Couillet 

et al., 2017). Nurses, nursing aides and care assistants with direct daily caring roles were 

individually interviewed about suicide in older adults, two-thirds of whom had experienced 

suicide attempts by residents and almost half who had faced resident suicide (Couillet et al., 

2017). Key themes which emerged included professional caregivers viewing suicide as an 

expression of autonomy, especially for residents unable to express themselves verbally and 

with dementia. Another theme was suicide as an answer, which some caregivers felt was 

legitimate, to the suffering accompanying ageing (i.e. bereavement, isolation, chronic 
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illness and functional decline). Professional caregivers felt helpless to ease the mental 

suffering of residents themselves and noted difficulty accessing psychiatric care, which they 

perceived as sometimes ineffective. The third theme was of society’s exclusion and 

devaluation of older adults, to the point where suicide was considered by their relatives as a 

normal and acceptable end of life, and old age as a ‘time to leave’. Professional caregivers 

reflected that entering a nursing home was traumatic, often ‘brutal’, with new residents 

sometimes unprepared, uninformed, losing their liberty and personhood and experiencing a 

“deathly” atmosphere. 

The perspectives of professional caregivers in this specific nursing home setting 

highlighted negative concepts of ageing including loss of autonomy, helplessness, suffering, 

loneliness and devaluation by society (Couillet et al., 2017). Some of the themes resonated 

with those emerging from our systematic review of studies directly canvassing the views of 

the older person who had self-harmed (Wand et al., 2018b), notwithstanding few 

participants were from nursing home settings. The professional caregivers interpreted self-

harm as a way of regaining control (autonomy); the alienation, disconnection and 

invisibility of older people in society; and accumulated suffering (Couillet et al., 2017). 

Professional caregivers in nursing homes appear to understand key issues underlying 

suicide and self-harm in nursing home residents, but perceived themselves to be impotent to 

effect change for the resident, especially as orientation to the environment itself was poor, 

relatives were absent and there were scant time or resources to deliver personalised care 

(Couillet et al., 2017). This sense of helplessness in professional caregivers of older adults 

who self-harm was a recurring theme, emerging in both Study 1 (Wand et al., 2018a; Wand 

et al., 2018c; Wand et al., 2019b) and 2 (Wand et al., 2019a). 
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Chapter 3 Research methods and materials 

3.1 Ethical approval 

Approval was granted by the South Eastern Sydney Local Health District Human 

Research Ethics Committee for the study to be conducted across two hospitals and 

associated community service sites. Amendments to the original Ethics application were 

subsequently approved to include the General Practitioner (GP) component of the study 

(Study 1C and 2) and the educational intervention (Study 3B). The ethical approval was 

also ratified by the University of New South Wales Human Research Ethics Committee (see 

Appendix for copies of letters of ethical approval). There was no funding for this study. The 

doctoral candidate and co-investigators had no conflicts of interest. 

3.2 Selection criteria 

Three groups of participants: patients (very old people who have self-harmed), their 

nominated closest relative or friend (hereafter referred to as carers in the manuscripts), and 

the patient’s GP were included in the empirical studies. Patient participants were people 

aged 80 years or more who had self-harmed (regardless of intent) within one month of 

recruitment (Study 1, baseline). All consecutive referrals of very old people who self-

harmed during the data recruitment period were eligible for inclusion. They were recruited 

from two main teaching hospital campuses and their associated community services. Patient 

participants were recruited through any department of these two campuses, including 

Emergency Departments, geriatrics services, older persons’ mental health services, and any 

wards of the two general hospitals, as well as nursing homes and patient’s homes, providing 

a diverse sample. The participants included people who do not speak English, people with 

mild cognitive impairment, and people with dementia. Professional healthcare interpreters 

were used to facilitate communication in baseline and follow-up interviews with patients 

when needed. Reasons for non-participation are outlined in the three Study 1 papers (patient 

(Wand et al., 2018c), carer (Wand et al., 2019b) and GP (Wand et al., 2018a)). The sample 

size was determined in Study 1, when saturation of themes was reached at baseline analysis 

of patient interviews (Wand et al., 2018c). Patient participants were asked to nominate a 

close family member or friend (denoted as his/her carer) to be involved in the study. The 

nominated carers were then separately invited to take part in the qualitative study (Wand et 
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al., 2019a; Wand et al., 2019b). Professional healthcare interpreters were used to facilitate 

communication in baseline and follow-up interviews with carers when needed. 

The patient’s GP was invited to take part in the study by completing a written 

questionnaire regarding the patient’s self-harm and their clinical care at baseline and one 

year follow-up (Study 1 and 2)(Wand et al., 2018a; Wand et al., 2019a). 

3.3 Aims and hypotheses 

An exploratory qualitative study investigated the psychosocial contexts of older people 

who have self-harmed and focused upon uncovering the strengths and gaps in their care. In 

summary, the aims of the studies were: 

Study 1: To explore qualitatively the reasons why very old people self-harm, the 

consequences of the self-harm and perceptions of care from the viewpoints of the older 

person themselves, their carer (relative/friend) and GP. 

Study 2: To re-interview the original cohort of older people and carer dyads and to 

survey the patient’s GP, one year after the self-harm in order to evaluate reflections on 

the self-harm, its consequences and the clinical care provided, and to assess their 

objective outcomes. 

Study 3: To use data from the preceding qualitative studies in combination with the 

quantitative literature to inform the development of an educational package for GPs and 

hospital staff on self-harm in the very old, and to evaluate the effectiveness and impact of 

the educational intervention. 

Qualitative research is hypothesis-generating and seeks to explore and question rather than 

to prove or disprove (Corbin and Strauss, 2015). Therefore, hypotheses regarding the 

experiences of care and outcomes for very old people who have self-harmed will emerge 

from the qualitative interview data gathered with patient participants and their 

relatives/friends, and the questionnaires from GPs. 

3.4 Mixed methods 

3.4.1 Qualitative methodology 

Grounded theory methodology was chosen for this study as it was best suited to 

investigate the research questions. This form of qualitative research was developed by 
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sociologists (Glaser and Strauss, 1967). Concepts which develop from a grounded theory 

approach are derived from data collected during the research study rather than chosen 

before the study commences (Corbin and Strauss, 2015). The other key feature of grounded 

theory is that data collection and research analysis are interrelated. The researcher analyses 

initial data, and the concepts which emerge from this analysis form the basis for subsequent 

data collection (Corbin and Strauss, 2015). Data are analysed using constant comparisons, a 

process whereby data are simplified into components, with each component compared for 

similarities and differences (Corbin and Strauss, 2015). Data that are similar in concept are 

grouped together under the same conceptual heading. With further analysis, the researcher 

groups together concepts to form themes (or categories). The properties of each theme are 

developed, and eventually the different themes are integrated around a core category, or 

major theme of the study. There is an ongoing cycle of data collection and analysis 

throughout the research process (Corbin and Strauss, 2015). 

A qualitative approach was taken for the patient and carer interviews (Studies 1 and 2), 

utilising narrative inquiry. Open-ended questions were employed to assist the patient 

participant and, separately, his/her relative or friend in forming a narrative about their 

reflections upon the self-harm, the outcomes of the self-harm, and perceptions of care 

(clinically and within their social network) (Peters et al., 2013). The audio recordings of in-

depth interviews were replayed and the transcripts checked for accuracy. 

a.  Thematic analysis 

Thematic analysis was used to analyse the content of the in-depth interviews and GP 

questionnaires. Interview transcripts were imported into the qualitative data 

management program QSR N-VIVO Pro 11 for analysis. The primary data analysis 

was undertaken by the doctoral candidate, Dr Wand, who read and coded the 

transcripts using QSR N-VIVO Pro 11 (Armstrong et al., 1997). Dr Wand attended a 

formal course in conducting qualitative analysis using N-VIVO at the University of 

New South Wales (UNSW) in 2016. Professor Peisah independently coded the 

transcripts. The two assessors thereafter discussed their coding and themes, with the 

final categorisation based upon consensus findings of both (Braun and Clarke, 2006). 

The methods for thematic analysis described by Corbin and Strauss (2015) were 

utilised. Specifically, this involved each interview being read and re-read in its entirety, 

followed by a detailed line-by-line analysis to code the text into themes and subthemes. 

As subsequent interviews were transcribed an iterative approach was used to re-
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examine previously analysed data in light of emergent themes (Braun and Clarke, 

2006). The results were compared and discussed with all authors until agreement is 

reached. Data were triangulated through the three sources - patient participant, their 

nominated carer (relative or friend) and their GP. 

b. Methodological rigor of the qualitative studies 

Various techniques were employed to ensure the methodological quality of this 

qualitative study as outlined by Attree and Milton (2006) in their Quality appraisal 

checklist (Attree and Milton, 2006). Specifically, the background of the research was 

provided and the study connected to the existing body of knowledge in the field of self-

harm and older people; aims and objectives were defined; the setting and context of the 

study were described, and the appropriateness of the qualitative approach justified. The 

sampling strategy and inclusion/exclusion criteria were specified at the outset, and the 

sample size was determined when there was saturation of themes in the patient interview 

data (Morse, 2000). Data saturation may be defined as the point where no new relevant 

themes or categories emerge in the analysis, but also entails the researcher having 

explored each theme or category in depth and qualifying its dimensions and properties 

(Corbin and Strauss, 2015, p139). The procedures for data collection, the form of data 

(audio-recordings and subsequent verbatim transcripts or GP questionnaires) and data 

sources (triangulation of data from the three groups of patient, carer and GP) were 

reported. Ethical issues such as consent, confidentiality/anonymity, and managing 

distress in participants were addressed in meeting Ethics Committee requirements. 

The quality of data analysis and findings in qualitative research may be assessed in 

several ways (Attree and Milton, 2006). In the present study there was a clear 

description of how the analysis was conducted (see above, section 3.4.1.a). Data were 

provided in the form of verbatim quotations from participants in the empirical 

published studies (from Study 1 and 2) to support findings. The demographic details of 

participants who provided relevant quotations used to support the findings were 

provided (e.g. age, gender, relationship to patient, as appropriate). The subjective 

meaning attributed by participants is emphasised in the findings. 

Another important aspect of quality in qualitative research is the trustworthiness or 

credibility of findings. Trustworthiness is evaluated by procedures such as triangulation 

(the use of multiple data sources or methods to develop a comprehensive 

understanding; (Patton, 1999); peer review or debriefing; prolonged engagement and 
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persistent field observations; inclusion of negative cases (those which do not fit the 

pattern); addressing researcher bias (also referred to as self-awareness); member checks 

(participant or responder validation); thorough description; and external audits 

(Creswell, 1998). This study utilises triangulation, peer review by old age psychiatrists, 

prolonged engagement with the participant, inclusion of negative cases, addressing 

researcher bias, discussing limitations of individual studies and how they may impact 

the findings, and thorough description, as outlined in the empirical published 

manuscripts of Study 1 and 2. 

A reflexive approach was taken throughout the study to ensure that the relationship 

between the researchers and participants is considered. Reflexivity refers to 

consideration of the relationship between the researchers and participants, and whether 

the researchers reflect upon their personal experiences, biases, and views that they 

bring to the research setting (Finlay, 2002). The doctoral candidate, an old age 

psychiatrist, conducted all of the interviews. A contemporaneous journal of 

preconceptions and reflections was maintained during and after the interviews and 

noting the clinical role (as the treating or consulted old age psychiatrist) in some of the 

patient/relative dyads, and how these factors might influence the interpretation of the 

data and analysis. 

Finally, the usefulness or value of qualitative research should be clear. In the 

publications derived from Study 1 and 2 (Wand et al., 2018a; Wand et al., 2019a; 

Wand et al., 2018b; c; 2019b), the implications of the findings for the assessment and 

management of older people who self-harm, their carers, and GPs are discussed. There 

is also discussion of how the qualitative findings relate to existing theories, such as the 

interpersonal theory of suicide (Joiner, 2005). Implications for policy and practice are 

similarly discussed in the papers. 

3.4.2 Quantitative methodology 

The evaluation of the educational intervention (Study 3) utilised quantitative statistical 

methods. The pre/post questionnaires contained 16 identical questions; a combination of 

multiple choice (single correct answer) and true/false questions. The post-intervention 

questionnaire additionally included one question about the perceived impact of the 

educational intervention and one open response question inviting feedback and/or 

comments. Written comments in the post-intervention questionnaire were summarised for 

qualitative feedback on the education session. 
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Quantitative data were analysed using SPSS version 25 (Nie et al., 1970). Descriptive 

statistics were expressed as simple means, frequencies, percentages and standard deviations. 

Group differences were assessed using one-way Analysis of Variance (ANOVA) and 

Pearson chi-square test for independence. Pre-post educational intervention comparisons 

were made using paired- t-tests for continuous variables and chi square analysis for 

categorical variables using the McNemar test for paired variables. This test does not 

consider the pairs with the same outcome; it is based on discordant pairs (e.g., those who 

differ in their responses between evaluations). Statistical significance was defined by 

probability (P) values <0.05. 
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Chapter 4 Why do older people self-harm? (Study 1) 

4.1 Preamble 

As outlined in Chapters 1 and 2, there is a close relationship between self-harm and 

suicide in older adults. Thus, qualitatively exploring why very old people have self-harmed, 

its consequences and the experiences of clinical care can provide some important insights 

into the driving factors for both late life self-harm and suicide and provide some guidance 

on prevention and management. While there are psychological autopsy studies which seek 

to answer the question of why older people self-harm by examining their lives through the 

lens of family and clinicians (Snowdon and Baume, 2002), often many months after the 

death by suicide, there have been few studies which examine late life self-harm by directly 

speaking to those who have survived the experience (Van Orden and Conwell, 2016; Wand 

et al., 2018c). This study aims to redress this absence in the literature. 

Many older people, as a result of medical comorbidity, disability and frailty, may be 

dependent upon their relatives for care. Yet there is a dearth of information about family 

carers of older people who have self-harmed. In fact, the doctoral candidate was unable to 

find any studies examining self-harm in an older person from the perspective of their carer. 

Psychological autopsy work has shown that carers know much about risk factors for suicide 

in their relatives (Draper et al., 2018), however the impact of self-harm on family 

relationships and carers is unknown, as was therefore a target of inquiry in this study. 

The general practitioner (GP) will most often be the primary health care professional 

involved with an older person. A significant proportion of older people who die by suicide 

have seen a health care professional in the month before their death including his/her GP 

(Cheung et al., 2018; De Leo et al., 2013a). It has been suggested that this encounter is 

therefore an opportunity to intervene to prevent suicide (Cheung et al., 2018; De Leo et al., 

2013a). It is less clear what proportion of older people who self-harm and survive had 

contact with a health professional prior to the self-harm (Troya et al., 2019), and what 

understanding the GP has of the reasons for self-harm. In this study the perspective of the GP 

was sought within a few weeks after the older patient’s self-harm. Qualitatively assessing 

this primary care viewpoint, combined with that of the patient and their close relative can 

provide rich insights into why very old people self-harm and important related factors such 

as barriers to help-seeking, consequences of self-harm and clinical responses. The following 

three papers detail the results of qualitative studies derived from each of these three groups. 
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PAPER 3: 

WHY DO THE VERY OLD SELF-HARM? 

A QUALITATIVE STUDY. (STUDY 1A) 

Reference 

Wand APF, Peisah C, Draper B, Brodaty H. Why do the very old self-harm? A qualitative 

study. American Journal of Geriatric Psychiatry, 2018, 26(8): 862-873. 

Wand APF, Peisah C, Draper B, Brodaty H. Corrigendum to ‘Why Do the Very Old Self-

Harm? A Qualitative Study’ [American Journal of Geriatric Psychiatry 26 (2018) 862–

871], 2019, 27(2):211. 

 

This in an Author Accepted Manuscript of an article published by Elsevier in The American 

Journal of Geriatric Psychiatry in August 2018, available online: 

https://www.ajgponline.org/article/S1064-7481(18)30262-8/fulltext. 

The Corrigendum for the above manuscript was published by Elsevier in The American 

Journal of Geriatric Psychiatry February 2019, and available online via open access: 

https://www.ajgponline.org/article/S1064-7481(18)30576-1/fulltext. 
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Abstract 

Objectives: To examine the perspectives of people aged 80 years or over who self-harmed 

regarding their reasons for self-harm and its consequences, and their perceptions of care. 

Design: A qualitative study using in-depth interviews. 

Setting: Participants were recruited from two teaching hospitals and associated community 

services. 

Participants: People aged 80 or more who had self-harmed within the previous month. 

Method and Measurements: Structured psychiatric assessment including cognitive testing, 

DSM-5 diagnosis and an in-depth qualitative interview focusing upon the reasons for and 

consequences of self-harm. Narrative enquiry was used to guide the discussion. All 

interviews were undertaken by a geriatric psychiatrist, audio recorded, transcribed verbatim 

and subjected to thematic analysis using N-VIVO. 

Results: Themes which emerged for the reasons for self-harm included ‘enough is enough’; 

‘loneliness’; ‘disintegration of self’; ‘being a burden’; ‘cumulative adversity’; ‘hopelessness 

and endless suffering’; ‘helplessness with rejection’; and ‘the untenable situation’. Themes 

for the consequences of self-harm were ‘becoming engaged with or distanced from family’; 

‘the problem was solved’; ‘gaining control’; ‘I’m worse off now’; ‘rejection by health 

professionals’; and ‘tension in the role of the inpatient clinical environment’. 

Conclusions: Self-harm may communicate a need which cannot otherwise be expressed. 

An individualised person-centred approach is required to respond to self-harm, including a 

combination of practical, medical and psychological approaches as indicated. Involvement 

of families in the process of understanding the meaning of and responding to self-harm 

through education and family therapy, as well as education of health care professionals 

beyond risk factor notation may be indicated. 

Key words: old age; self-harm; suicide; suicidal behaviours; consequences; cognitive 

impairment; depression 
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Objectives 

Worldwide suicide rates progressively increase in late life with those over the age of 80 

at greatest risk.1 Additionally, there is higher lethality of self-harm in older compared with 

younger cohorts,2 and older people who self-harm or suicide share common risk factors.3 As 

much of this research has been based on people aged 60-80, there is a gap in understanding 

self-harm and suicide in the very old. 

Research on suicidal behaviour in late life has largely focused on epidemiological 

approaches, identifying associated risk factors. Quantitative approaches may not reveal the 

meaning of relationships between risk factors and how they interact. Thus there is little to 

guide clinicians about which at-risk individuals to target for intervention. Few studies have 

qualitatively explored the perspective of older persons as to why they self-harmed and how 

they could be helped, particularly the very old, those with cognitive impairment, and those 

from minority groups.4, 5 

Our systematic review of qualitative studies focused upon the experience or meaning of 

self-harm to the older person.5 Themes such as loss of control, threats to self-identity and 

continuity, alienation, accumulated suffering, meaninglessness, and lack of raison d'etre 

were identified.5 We concluded that a detailed understanding of the personal experiences 

and cognitions which contribute to the decision to self-harm could guide sensitive, 

individualised and holistic clinical care. 

Little is known about perceptions of the systemic response to suicidal behaviour in 

older people, including perceptions of clinical care and barriers to seeking help,6 the latter 

being important targets for proximal suicide prevention given the frequency of clinical 

contact prior to suicide.7 

To address these gaps in understanding, we aimed to explore qualitatively the 

perspectives of a culturally and cognitively diverse cohort of persons aged 80 years and 

over in relation to their reasons for self-harm and the consequences of the self-harm, 

including their perceptions of clinical care. 
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Methods 

Participants 

Participants were people aged 80+ who had self-harmed within the last month, by 

direct (e.g. overdose, cutting) or indirect acts (e.g. refusal to eat), and were recruited 

consecutively from December 2016-December 2017 from two teaching hospital campuses 

(Emergency department, geriatric, general medical and geriatric psychiatry ward) and 

associated community services (community, residential care) settings. Thirty-five percent of 

residents aged over 65 in the geographical catchment area of the study hospitals were born 

in non-English speaking countries.8 

Procedures 

Participants provided signed informed consent or their person responsible provided 

written consent to take part in the study if the participant was assenting but lacked capacity 

to give informed consent. Participants with delirium were interviewed after its resolution. 

Professional healthcare interpreters were used to facilitate communication when required. 

A geriatric psychiatrist (AW) conducted structured psychiatric assessments and in-

depth interviews. The structured assessment derived psychiatric (DSM-5) and medical 

diagnoses, medication, cultural, drug health and family psychiatric histories, and cognitive 

screening (MOCA- Montreal Cognitive Assessment9 or RUDAS- Rowland Universal 

Dementia Assessment Scale10 for persons from non-English speaking backgrounds). The in-

depth interview of the participant focused on self-harm using a qualitative approach 

employing narrative inquiry. Open-ended questions assisted the participant to form a 

narrative about their reflections upon the self-harm and perceptions of care (clinically and 

within their social network).11 A predetermined list of broad, open-ended questions was 

developed by the research team based up our review of the qualitative literature.5 These 

included: (1) What were the factors that led to you harming yourself? (2) What were you 

hoping would happen as a result of the self-harm (intent)? (3) Had you spoken to anyone 

about how you were feeling? (4) Is there anything that if it were different would have 

stopped you harming yourself? (5) What has been your experience of clinical care following 

the self-harm? Questions were asked in a flexible manner in order to facilitate responses 

from participants with cognitive impairment and/or major mental illness. Interview duration 

was flexible and determined by the participant’s responses. The interviews were audio-

recorded and content transcribed verbatim. The sample size was determined when 

saturation of themes was reached during thematic analysis. 



 

72 

In order to triangulate data and consider a variety of perspectives, the participant’s 

nominated closest first-degree relative or friend was interviewed separately (manuscript in 

preparation) and their general practitioner (GP) was invited to complete a questionnaire 

regarding their perceptions of the self-harm.12 

Data Analysis 

The demographic and clinical characteristics of the participants were summarised using 

descriptive statistics. Interview transcripts were imported to the qualitative data 

management program QSR N-VIVO Pro 11 for analysis. Patterns in responses were 

identified, analysed and described using thematic analysis.13 Interview transcripts were read 

twice, then analysed line-by-line and organised (coded) into themes and subthemes. As 

subsequent transcripts were analysed an iterative process was employed to re-examine data 

in light of evolving themes. Two authors (AW and CP) independently analysed interview 

transcripts, with disagreements resolved by re-examining data and discussion until 

agreement. Secondary analyses were performed to explore whether there were different 

themes in those with suicidal intent compared to those without, and whether there were 

different themes in people with or without dementia. 

Methodological rigor 

A reflexive approach was undertaken throughout the study to ensure that the 

relationship between the researchers and participants was considered. The first author kept a 

contemporaneous journal of her preconceptions and reflections during and after the 

interviews and noted her clinical role with some of the participants, and how these elements 

might influence both recruitment in terms of any perception of  obligation or even coercion, 

and the interpretation of the data and analysis. A second researcher (BD) was a clinician 

also involved in the care of some participants. 

The study received ethical approval from the South Eastern Sydney Local Health 

District Human Research Ethics Committee. 
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Results 

Of 39 people referred to the study, 30 (77%) consented to participate before saturation 

of themes was reached. Reasons for non-participation included lack of interest in the project 

(n=6), interpreter unavailability (1), and caregiver refusal (2). The interviews ranged from 

9-55 minutes (mean 28) and took place on average 14 days after the self-harm (range 1-30 

days). Direct self-harm was most common (n=26, 87%). Four participants had indirect self-

harm (all had refusal to eat and one also refused medication). The self-harm was with 

suicidal intent in 9/14 (64%) of participants with dementia, 10/13 (77%) of those with mild 

cognitive impairment (MCI), and 1/3 (33%) participants with no cognitive impairment. 

Overdose was the most common self-harm; 10/13 (77%) of participants with MCI; 5/14 

(35.7%) participants with dementia, and 1/3 (33%) participants without cognitive 

impairment. One participant was inadvertently interviewed during a resolving delirium. 

Nine participants had direct clinical input from the geriatric psychiatrist who also conducted 

the interview. Demographic and clinical characteristics are outlined in Table 4.1. 

We present results of the thematic analysis in relation to (i) perspectives on why the 

self-harm occurred; and (ii) perceptions of the consequences of self-harm. There was no 

distinction in themes for people with direct or indirect self-harm and for people with and 

without cognitive impairment. Six participants had no psychiatric diagnosis; five had 

prominent physical symptoms (e.g. pain, insomnia), but no unique themes. A summary of 

the emergent themes is presented in Table 4.2. 
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Table 4.1 Demographic and clinical characteristics of participants 

Characteristic Mean (%) max n= 30 

Age 86.5 (range 80-102) 

Gender 15 females (50%) 

Non-English speaking 13 (43%) 

Cultural background included Australian (6), Chinese (5), 

Dutch (2), Serbian (2), Greek (3), Croatian (2), Slovenian 

(1), Italian (3), Macedonian (1), Egyptian (2), Portuguese 

(1), Scottish (1), Hungarian (1) 

Marital status Married 11 (36.7%); widowed 14 (46.7%); single 4 (13.3%) 

Accommodation prior to self-harm Community 24 (80%); residential care 6 (20%) 

Cognitive test score MOCA  (13 people)= 17 (7-24) 

RUDAS (17 people)= 16 (0-26) 

Prior self-harm 13 (43%) 

Psychotropic use prior to self-harm Any: 17 (56.7%)* 

Antidepressant 13 (43.3%) 

Antipsychotic 4 (13.3%) 

Mood stabiliser 1 (3.3%) 

Benzodiazepine 10 (33.3%) 

10 people were on > 1 psychotropic 

Prior recent involvement with mental 

health services 

4 (13.3%) 

Type of self-harm (number, 

proportion with suicidal intent) 

Overdose 16 (14, 88%); cutting 5 (2, 40%); refusal to eat 4 

(1, 25%); hitting 3 (1, 33%); suffocation 2 (2, 100%); CO 

poisoning 1 (1, 100%); biting 1 (0, 0%) 

* 2 people had 2 types of self-harm (one of these 

participants had suicidal intent) 

Self-harm was reported as a suicide 

attempt 

20 (66.7%) 

Hospital admission 

Length of admission 

29.2 (0-194 days) 

Depression 13 (43%) 

Major depression n = 9 

Major depression with psychosis (n = 3*): delusional themes 

were of persecution (2) or guilt (1) 

Minor depression = 1 

*bipolar disorder n = 1 

Dementia (major neurocognitive 

disorder) 

14 (46.7%)  

Mild cognitive impairment (MCI) 

(minor Neurocognitive disorder) 

13 (43.3%) 

Other diagnoses Alcohol use disorder  2; delirium 3*; anxiety disorder 1; 

very late onset schizophrenia like psychosis 1; mixed 

manic/depressive episode 1 

*2 participants were delirious at the time of self-harm, but 

not interview; 1 had a resolving delirium when interviewed 

No psychiatric diagnosis 6 (20%) 

(includes people with MCI but not dementia) 

MOCA: Montreal Cognitive Assessment; RUDAS: Rowland Universal Dementia Assessment Scale 
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Table 4.2 Summary of themes emerging from the analysis of interview transcripts 

Reasons for self-harm Enough is enough 

Loneliness and not belonging 

Disintegration of self- my ageing body is letting me down 

Being a burden 

Cumulative adversity 

Hopelessness and endless suffering 

Helplessness with rejection 

The untenable situation  

Consequences of self-

harm 

Becoming engaged with or distanced from family 

The problem was solved 

Gaining control 

I'm worse off now 

Rejection by health professionals 

Tension in the role of the inpatient clinical environment  

(i) I’m a prisoner here  

(ii) I’m safe now 

 

Personal perspectives of reasons for self-harm 

1. “Enough is enough” 

Being of advanced age, many participants had a sense of life completion, reflecting that 

their long life was over. In some, this was expressed with a loss of raison d’etre, with 

nothing more to be achieved, nothing to do, and no reason to continue: 

• “I had no use to continue living in this world….. I got nothing to live for.” Male, 

84 

For some, this lack of meaning and purpose was seen through a retrospective lens of 

regret. For others, this was seen through a positive reflection on their life lived, a “good 

life” which had gone on long enough. 

• “Oh well, it’s my birthday. I’m going to be 94. I’ve had a good life.” Female, 93 

2. Loneliness and not belonging 

Loneliness, isolation and perceived loss of value to and disconnect from society were 

prominent: 

• “I’m worthless to society.” Male, 84 

• “I have no friends. I have nobody.” Female, 102 
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This sense of alienation was compounded for migrants, especially if their English 

was poor: 

• “I have nobody here [in Australia].” Female, 83 

3. Disintegration of self: my ageing body is letting me down 

Older people perceived the loss of autonomy associated with ill-health as an 

unbearable loss: 

• “I am not self-sufficient now because I can’t walk properly. I have that [frame] over 

there and went into a nursing home. Wee wee and poo poo, the nurses have to attend 

to me… Because of stroke, wasn’t able to move. Can’t even remove my clothing…. I 

am here waiting for death.” Male, 82 

A related subtheme was the desperate wish to avoid residential care: 

• “That morning I just woke up and I saw that it [eyesight] was getting worse and 

worse and then I just thought I really don’t want people to feed me. I don’t want to 

go to a nursing home.” Female, 80 

4. Being a burden 

Some participants tried to end their lives as they felt they were a burden to their 

loved ones. 

• “I have been very, very lucky with my family but I couldn’t help thinking that I was 

going to be a damned nuisance to them in my latter years. So I thought I would - in a 

moment of depression - I suppose it was - I decided I would terminate the whole 

thing….. I love them but I just didn’t want to become a weight around their neck.” 

Male, 89 

5. Cumulative adversity 

Some related self-harm to early aversive experiences, and of migration, including being 

stuck in the hardship, having survived it and the cumulative effects: 

• “I was homesick for 10 years and that triggers it off too you see and that was very 

hard for me to leave my country …. My mum cried and I still that…. You don’t 

forget.....” Female, 83 
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6. Hopelessness and endless suffering 

Endless suffering came from depression, physical illness and pain: 

• “I was feeling very, very depressed and I started thinking to meself ‘well, I can’t 

put up with this anymore.’” Male, 86 

• “The last time I went to the hospital with it [nausea] was just a few days back and 

they just couldn’t seem to help me. I think that’s what upset me more thinking 

‘Oh. I won’t be able to go to hospital then to get help.’” Female, 90 

7. Helplessness with rejection 

Many participants experienced helplessness, sometimes echoed by the clinician, often 

inhibiting disclosure of self-harm intent. 

• “Because I am always there. And the doctor saw me and then he said ‘Why? Why? 

Why you have depression?’” Female, 84 

• “I saw [nurse] sort of brushed off what I was asking her about and I didn’t ask 

anybody else. I’d get the same result wouldn’t I?” Male, 88 

One older lady sought help from both her GP and son, but felt invalidated by both: 

• “I never talk with my son about that, because he said like, ‘Everything’s going to 

be fine.’ He thinks it’s nothing. I told him once that I am a lot of stressed and he 

said ‘Mum, you can’t have stress.’ And then I thought ‘I don’t have anybody to 

talk to.’ No one believed me.” Female, 83 

8. The untenable situation 

Some older people faced untenable situations, for example family conflict, abuse, or 

perceived betrayal, for which self-harm seemed the only solution. 

• “Look, I was unhappy lately because my son became impatient and all my friends 

one after each other … they dying because they were sick… and if I ask something 

or if I decide something he [son] said ‘you are stupid …” Female, 80 
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The consequences of self-harm 

Themes relating to perceived consequences of self-harm are summarised in Table 4.2. 

1. Becoming engaged with or distanced from family 

The response of the older person’s family to the self-harm was described as either 

facilitating closeness or rejection. 

• “Well I’m seeing just how beautiful my family is with the care and attention that 

I’m getting whilst here. They seem to want me to live….., so it’s a pretty good 

reason to stay alive.” Male, 89 

• “My daughter started to go off to sleep… She said ‘I’ve heard those, what you are 

telling me dad, that many times I don’t want to hear them currently.’ … She’s here 

[in hospital] trying to help me and saying those things.’ I felt deflated.” Male, 82 

2. The problem was solved 

For some participants the self-harm led to a better understanding of the original 

problem (e.g. in the case of receiving a diagnosis) or the problem being addressed (e.g. 

by resolving family conflict, receiving treatment or gaining practical help). 

• “Yes, and then I felt happy. Definitely that’s the right thing and now I go home 

with assistance and my son help …. I’m satisfied.” Female, 83 

3. Gaining control 

The ability to have control over the end of one’s life in the form of an Advance Care 

Directive was an important solution for some: 

• “let me die in peace, which is my only wish. …. There was a social worker I think 

who approached me with an advanced care program thing. I read that and studied 

that one and I signed it with an agreement that I didn’t want my life prolonged if I 

had some serious illness.” Male, 86 

4. I’m worse off now 

Others felt worse off following self-harm: 

• “[I survived]. See, that’s where I’m sorry. ….I woke up in hospital, and I realised 

that my sight was even worse that what it was before- ‘cos I wasn’t as bad as this… 

and I couldn’t walk…. ‘Cos before I could walk without a stick in the house. I was 

OK ….. I went through all that to no good and I’m worse off.” Female, 93 
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5. Rejection by health professionals 

Rejection emerged as both a precipitant to self-harm (see above) and a consequence, 

manifest through the responses of clinicians: 

• “One of the nurses…. She was always very cranky …. And suddenly the day after 

[the overdose] she said to me ‘you shouldn’t have done that.’ She was real cranky 

… to take my own life.” Male, 81 

6. Tension in the role of the inpatient clinical environment. 

Of those admitted to hospital, two subthemes emerged regarding the impact of 

clinical care: 

i. I’m a prisoner here 

Hospitalisation was analogous to being in prison for some participants, with 

locked wards being a particular indignity: 

• “… I don’t like being here. I’m a self-made man. I don’t like being dependent 

on other people and I don’t like being locked up. I don’t like having my 

family frisked when they come. That’s an indignity I put them through.” 

Male, 89 

ii. I’m safe now 

Other participants had a positive experience of hospitalisation: 

• “I liked the people around me … in the medical business. I felt safe.” Male, 88 

Secondary analyses 

Themes for participants with suicidal intent 

Certain themes regarding the reasons for self-harm were only mentioned by 

participants for whom self-harm was with suicidal intent, including having lived a good life 

but feeling ‘enough in enough’; ‘being a burden’; and ‘cumulative adversity’. Two 

participants with suicidal intent highlighted euthanasia not being available as a contributing 

factor to self-harm: 

• “I didn’t dream there was something that exists that a person can’t die if they want to.” 

Male, 92 
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Unique themes for the consequences of self-harm in those with suicidal intent included, 

‘becoming engaged with or distanced from family’; ‘I’m worse off now’; ‘the problem was 

solved’; and ‘tension in the role of the inpatient environment’. 

Themes for participants with or without dementia. 

Three participants with dementia described untenable situations (including two who 

perceived their children as abusive, and one with a disabled daughter needing lifelong care) 

as reasons for self-harm. The theme of ‘being worse off now’ after the self-harm only 

emerged in participants without dementia. 

Discussion 

We report qualitative interviews with a culturally diverse, and predominantly 

cognitively impaired, cohort of older people who had recently self-harmed. Unique insights 

into their intrapsychic experiences and relationships with family carers and professionals 

emerged. The analysis has endorsed and enriched current theoretical understandings in this 

area derived from psychological autopsy and epidemiological approaches.14 This study 

“connects the dots” of the risk factors associated with suicide in the elderly, and the very 

plethora of themes identified shows how this final picture differs between individuals. 

Many factors fuel the older person’s loss of raison d’etre, sense of alienation and 

disconnection, key themes that form Joiner’s15 interpersonal theory of suicide and the 

notion of thwarted belonging,16, 17 confirmed by our systematic review.5 It is not surprising 

that these factors operated amongst the very old in our sample, as such losses increase with 

age. Furthermore, we have demonstrated the relevance of these issues amongst older 

migrants, consistent with a psychological autopsy study.18 Importantly, these factors also 

operated amongst the cognitively impaired, comprising 90% of our cohort, usually excluded 

from qualitative research of self-harm,5 although clearly able to articulate their concerns. 

Furthermore, similar themes emerge from people regardless of whether self-harm is direct 

or indirect, perhaps different expressions of the same experiences amongst the very old. 

The relational context of self-harm in late life has emerged strongly in our study with  

perceived and actual rejection fuelling the decision to self-harm, these factors operating as 

both antecedents to and consequences of self-harm. This was most relevant where self-harm 

was with suicidal intent. With family conflict, the older person may feel that their family are 

better off without them.19 Certainly the role of perceived burden features prominently in 

previous theoretical formulations of suicide in older life.17 Older people may be responding 

with projective identification of an unexpressed wish for their death by family burdened and 

exhausted by care. 
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Another important factor in the crucible for suicidal behaviour identified here in people 

with dementia, and by others,18, 20 is the untenable situation, sometimes created by 

dependency on a child perceived as oblivious, uncaring or abusive.5  People with dementia 

may be especially vulnerable as cognitive impairment affects problem solving. A similar 

bind existed for those with insight into their functional dependency, and fear of placement, 

which may have amplified perceptions of loneliness, abandonment, and nihilism. 

Depression may be both a consequence of an untenable situation, and contribute, with 

personality, to the perception of such.18 Personality traits such as high neuroticism have 

been associated with suicide in older people,21 and disinhibition, impulsivity and poor 

problem solving associated with cognitive impairment4 or substance misuse compound risk. 

Early life adversity also emerged as a theme in those with suicidal behaviours, 

consistent with literature which demonstrated the role of early abuse,14 accumulated 

suffering in late life suicide,22 growing up in invalidating environments,23, 24 and the 

challenges of migration,18 possibly acting as sensitising factors to subsequent loss. 

Most importantly, we have highlighted difficulties older people have in asking for help, 

including lack of emotional language or communication ability, depression, previous 

invalidation of concerns, rejection/non-responsiveness of family and/or clinicians, and lack 

of privacy to disclose abuse. Whether intentionally or not, self-harm was seen by some as a 

means of obtaining help otherwise unavailable, and for those with suicidal intent it 

sometimes led to problem resolution whilst others perceived themselves worse off. 

Hopelessness was both a contributing factor and an impediment to seeking help, long 

recognised as such.25 

While sometimes suicidal behaviour “solves problems” by eliciting care, at other times 

it exacerbates rejection and alienation by the family or clinical system.5,22, 26  The 

differentiating factor here was whether individual needs were identified and met. With 

regards to clinical systems, while some participants reported feeling safe and cared for, even 

relieved, in hospital, others experienced shame and a sense of punishment for their self-

harm that was not psychotically-driven. Many participants strongly opposed nursing home 

care which was akin to further incarceration. 

Implications for management 

This study suggests self-harm in older people may be communicating needs not 

otherwise expressed indicating a need for an individualised person-centred response, akin to 

the model used for behavioral and psychological symptoms of dementia. The role of 
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professionals, to be communicated to family carers, is to interpret this need. Clinical 

pathways should be informed by strategies which address the negative reinforcement loops 

of invalidation and rejection unwittingly perpetrated by family and professional systems 

both before and after the self-harm. 

In addition to the “big items” of Axis 1 diagnoses of mood, anxiety, psychotic and 

neurocognitive disorders, psychosocial factors, often dismissed  as “small things” also 

matter- for example, loneliness, burdensomeness, fear of placement, unremitting pain or 

nausea.17 These factors are of equal import in the crucible of late-life self-harm, although 

being less tangible or considered beyond the remit of health care, they are often more 

difficult to tackle. Nihilistic, helpless, or hopeless responses of heath care professionals do 

not help; nor do invalidating, guilt-driven responses of families. 

This is all grist for the mill for shaping family psychoeducation and therapy following a 

suicide attempt19, 27 to facilitate a needs-driven and sensitive response, while acknowledging 

the challenges of the caregiving role and facilitating caregiver support.27 For the older 

person, emergent themes such as being trapped in an untenable situation, and loss of raison 

d’etre and meaning, suggest a role for cognitive-behavioural therapies. Structured problem 

solving, for example, which includes caregivers27 might improve depression, wellbeing and 

independence.28, 29 Cognitive therapy has been proposed to counter dichotomous thinking 

for people describing themselves as a significant burden on others30 and has been modified 

for suicidal older people.31 

Contrary to the policy and focus of many mental health services on risk-based solutions 

to self-harm, such as risk assessments and containment in secure environments, 

personalised care and addressing contributory factors to self-harm may be more effective 

responses.32 System responses which are perceived by older people as simply aimed at 

safety and preventing repetition may actually reinforce alienation, hopelessness and 

rejection, which originally led to the self-harm, potentially (and unintendedly) increasing 

risk through reinforcement of negative feedback loops. 

Strengths and limitations 

We deliberately included participants who are often excluded from qualitative research; 

those who are very old, do not speak English, have psychosis or have dementia- amplifying 

their voices and subjective experiences. The inclusion of a detailed psychiatric and personal 

history provided an important context for interpretation and the in-depth interview design 
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and open-ended questions facilitated the richness of data elaborated. A further strength was 

the proximity of the interview to the self-harm, reducing recall bias. 

The theoretical distinction between non-lethal self-harm and suicide  should be borne 

in mind when interpreting the present study, although previous findings indicate similar risk 

factors.18 The use of clinician researchers, albeit considered reflexively, may have inhibited 

responses, although this suggestion is countered by breadth of emergent themes regarding 

challenges of the hospital environment. 

Conclusions 

Self-harm may communicate needs which cannot be otherwise expressed. An 

individualised person-centred approach, addressing practical, medical and psychological 

needs, will inform both family and clinical systems. The benefits of safety versus the 

potential negative consequences of hospitalisation and confinement need consideration. 

Disclosure: There are no disclosures to report. 

  



 

84 

References 

1. Shah A, Bhat R, Zarate-Escudero S, et al. Suicide rates in five-year age-bands after the 

age of 60 years: the international landscape. Aging Ment Health. 2016;20(2):131-138. 

2. De Leo D, Padoani W, Scocco P, et al. Attempted and completed suicide in older 

subjects: results from the WHO/EURO Multicentre Study of Suicidal Behaviour. Int J 

Geriatr Psychiatry. 2001;16(3):300-310. 

3. Sinyor M, Tan LP, Schaffer A, et al. Suicide in the oldest old: an observational study 

and cluster analysis. Int J Geriatr Psychiatry. 2016;31(1):33-40. 

4. Van Orden KA, Conwell Y. Issues in research on aging and suicide. Aging Ment 

Health. 2016;20(2):240-251. 

5. Wand APF, Peisah C, Draper B, et al. Understanding self-harm in older people: a 

systematic review of qualitative studies. Aging Ment Health. 2017:1-10. 

6. Unutzer J. Diagnosis and treatment of older adults with depression in primary care. 

Biol Psychiatry. 2002;52(3):285-292. 

7. De Leo D, Draper BM, Snowdon J, et al. Contacts with health professionals before 

suicide: missed opportunities for prevention? Compr Psychiatry. 2013;54(7):1117-

1123. 

8. Australian Bureau of Statistics. 2011 Census. 

9. Nasreddine ZS, Phillips NA, Bedirian V, et al. The Montreal Cognitive Assessment, 

MoCA: a brief screening tool for mild cognitive impairment. J Am Geriatr Soc. 

2005;53(4):695-699. 

10. Storey JE, Rowland JT, Basic D, et al. The Rowland Universal Dementia Assessment 

Scale (RUDAS): a multicultural cognitive assessment scale. Int Psychogeriatr. 

2004;16(1):13-31. 

11. Peters K, Murphy G, Jackson D. Events prior to completed suicide: perspectives of 

family survivors. Issues Ment Health Nurs. 2013;34(5):309-316. 

12. Wand APF, Peisah C, Draper B, et al. How do general practitioners conceptualise self-

harm in their older patients? A qualitative study. The Australian Journal of General 

Practice. 2017;In Press. 

13. Corbin J, Strauss A. Basics of Qualitative Research. Techniques and Procedures for 

Developing Grounded Theory. London: Sage Publications Inc. 2015. 

14. Draper BM. Suicidal behaviour and suicide prevention in later life. Maturitas. 

2014;79(2):179-183. 

15. Joiner T. Why People Die by Suicide. Cambridge, MA, USA: Harvard University Press 

2005. 

16. Cukrowicz KC, Jahn DR, Graham RD, et al. Suicide risk in older adults: evaluating 

models of risk and predicting excess zeros in a primary care sample. J Abnorm 

Psychol. 2013;122(4):1021-1030. 



 

85 

17. Van Orden KA, Witte TK, Cukrowicz KC, et al. The interpersonal theory of suicide. 

Psychol Rev. 2010;117(2):575-600. 

18. Snowdon J, Baume P. A study of suicides of older people in Sydney. Int J Geriatr 

Psychiatry. 2002;17(3):261-269. 

19. Zweig RA, Hinrichsen GA. Factors associated with suicide attempts by depressed older 

adults: a prospective study. Am J Psychiatry. 1993;150(11):1687-1692. 

20. Dennis MS, Wakefield P, Molloy C, et al. A study of self-harm in older people: mental 

disorder, social factors and motives. Aging Ment Health. 2007;11(5):520-525. 

21. Draper B, Kolves K, De Leo D, et al. A controlled study of suicide in middle-aged and 

older people: personality traits, age, and psychiatric disorders. Suicide Life Threat 

Behav. 2014;44(2):130-138. 

22. Kim Y. Understanding the life experiences of older adults in Korea following a suicide 

attempt. Qual Health Res. 2014;24(10):1391-1399. 

23. Duffy DF. Self-injury. Psychiatry. 2006;5(8):263-265. 

24. Linehan M. Cognitive–behavioral treatment of borderline personality disorder. . New 

York: Guilford Press 1993. 

25. Beck AT, Steer RA, Kovacs M, et al. Hopelessness and eventual suicide: a 10-year 

prospective study of patients hospitalized with suicidal ideation. Am J Psychiatry. 

1985;142(5):559-563. 

26. Crocker L, Clare L, Evans K. Giving up or finding a solution? The experience of 

attempted suicide in later life. Aging Ment Health. 2006;10(6):638-647. 

27. Peisah C. Practical application of family and systems theory in old age psychiatry: 

three case reports. Int Psychogeriatr. 2006;18(2):345-353. 

28. Anderson ND, Damianakis T, Kroger E, et al. The benefits associated with 

volunteering among seniors: a critical review and recommendations for future research. 

Psychol Bull. 2014;140(6):1505-1533. 

29. Kiosses DN, Teri L, Velligan DI, et al. A home-delivered intervention for depressed, 

cognitively impaired, disabled elders. Int J Geriatr Psychiatry. 2011;26(3):256-262. 

30. Van Orden KA, Smith PN, Chen T, et al. A Case Controlled Examination of the 

Interpersonal Theory of Suicide in the Second Half of Life. Arch Suicide Res. 

2016;20(3):323-335. 

31. Bhar SS, Brown GK. Treatment of depression and suicide in older adults. Cognitive 

and Behavioral Practice. 2012;19:116-125. 

32. Large MM, Ryan CJ. Disturbing findings about the risk of suicide and psychiatric 

hospitals. Soc Psychiatry Psychiatr Epidemiol. 2014;49(9):1353-1355. 

  



 

86 

 
  



 

87 

PAPER 4: 

CARER INSIGHTS INTO SELF-HARM IN THE VERY OLD: 

A QUALITATIVE STUDY. (STUDY 1B) 

Reference 

Wand APF, Peisah C, Draper B, Brodaty H. Carer insights into self-harm in the very old: A 

qualitative study. International Journal of Geriatric Psychiatry. 2019, 34(4): 594-600. 

 

Reprinted with the permission of the Wiley Editorial Office.  

Copyright © 2019, Wiley. 

Declaration 

I certify that this publication was a direct result of my research towards this PhD, and that 

reproduction in this thesis does not breach copyright regulations. 

Anne Wand 

  



 

88 

 



 

89 

 



 

90 

 



 

91 

 



 

92 

 



 

93 

 



 

94 

 



 

95 

PAPER 5: 

HOW DO GENERAL PRACTITIONERS CONCEPTUALISE SELF-HARM 

IN THEIR OLDER PATIENTS? A QUALITATIVE STUDY. (STUDY 1C) 

Reference 

Wand APF, Peisah C, Draper B, Brodaty H. How do general practitioners conceptualise 

self-harm in their older patients? A qualitative study. The Australian Journal of General 

Practice, 2018, 47(3): 146-51. 

 

Reprinted with permission of the publishers, the Royal Australian College of  

General Practitioners.  

Copyright © 2018, Royal Australian College of General Practitioners. 

Also available via open access online: 

https://www1.racgp.org.au/ajgp/2018/march/self-harm-in-their-older-patients 

Declaration 

I certify that this publication was a direct result of my research towards this PhD, and that 

reproduction in this thesis does not breach copyright regulations. 

Anne Wand 

  

https://www1.racgp.org.au/ajgp/2018/march/self-harm-in-their-older-patients


 

96 

 



 

97 

 



 

98 

 



 

99 

 



 

100 

 



 

101 

 
  



 

102 

4.2 What are the implications of the self-harm in the very old study 
for assessing requests for Voluntary Assisted Dying? 

While it is important to understand why older people harm themselves, there is also a 

need to examine why older people may ask others to assist them to die, and whether there 

are links between the two. This concept evolved some years ago in psychological autopsy 

work in late life suicide (Snowdon and Baume, 2002). In this study which explored the 

perceived reasons for suicide a category of understandable (possibly rational) suicide 

emerged. People who died by suicide in this category perceived life as unbearable due to 

discomfort, pain or disability or perceived themselves as imposing an excessive enduring 

burden on their carers due to physical health problems (Snowdon and Baume, 2002). 

Further, these people had commonly stated that they would have requested euthanasia were 

it legal in Australia. Some owned the book Final Exit, which explores the means by which a 

terminally ill person may end their lives (Humphry, 1991). It was noted that a majority of 

suicides in this category with physical illness had comorbid depression, a condition which 

can affect judgement, making the term ‘rational’ problematic (Snowdon and Baume, 2002). 

More recently, a psychological autopsy study of people aged 60 or more reported that 8.5% 

of suicides belonged to a euthanasia advocacy group, with older suicide cases (aged 60 

years or more) significantly more likely to have such membership compared to middle aged 

cases (35-59 years), and sudden death controls (De Leo et al., 2013b).  

In clinical settings, old age psychiatrists, palliative care physicians and geriatricians 

may assess people who express a preference for euthanasia or have self-harmed because 

they want to die, but cannot legally access Voluntary Assisted Dying (VAD). Two such 

cases are described in this thesis (Wand et al., 2016). The two older people (aged 88 and 

89) had vastly different reasons for their serious suicide attempts, but both said they would 

have requested VAD had it been an option. One case, a socially isolated woman, had acute 

on chronic pain associated with functional disability and was facing the prospect of being 

unable to fulfil her role as a carer for her husband, which would consequently lead to 

nursing home placement, an outcome that the couple feared. In the other case, a man had 

executive cognitive impairment, declining mobility, alcohol misuse and had recently lost his 

driver’s licence, which led to social isolation, boredom and loss of role and purpose. He saw 

himself as a burden on his children. 

An overlap between the drivers of suicide and requests for euthanasia or VAD makes 

intuitive sense, especially in people with serious medical illness (Fassberg et al., 2016). In 

Oregon, 80% of people who died under the Death with Dignity Act were over 65 (median 

74 years) and the majority had cancer (62.5%) (Oregon Public Health Division, 2019). 

There were considerable resonances between the themes derived from our qualitative 
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studies of self-harm in the very old and the reasons cited by those who died under the 

Oregon Death with Dignity Act, where the most common end of life concerns were loss of 

autonomy (92%), being less able to participate in activities which made life enjoyable 

(91%) and loss of dignity (67%) (Oregon Public Health Division, 2019). The potential 

connection between euthanasia and suicide has been infrequently explored from the 

perspective of the suicide literature (Fassberg et al., 2016).  

These issues have come to the fore in Australia with the passage of the Victorian 

Voluntary Assisted Dying Act 2017 and its subsequent commencement in June 2019, and 

with active bills and parliamentary inquiries in New Zealand, Australian Capital Territory 

and Western Australia. The public discourse about this issue has included the highly 

publicised case of Dr David Goodall, a 104-year-old Australian man who wanted assistance 

to die and finally died by VAD in Switzerland (ABC News 10 May, 20181). Of note, Dr 

Goodall did not have a terminal illness, but cited poor quality of life in old age as 

underpinning his decision. He was supported by his family and was hailed by the media as a 

champion of rights (Guardian online 10 May 20182).  

The Voluntary Assisted Dying Act 2017 (Vic) requires that an adult must have 

“decision-making capacity in relation to voluntary assisted dying” to be eligible to receive 

assistance to die (s 9(1)(c)). More pertinently to the doctoral candidate’s body of work, in 

addition to assessing capacity, the Act also required that the two doctors involved in 

assessing the person are satisfied that the person is “acting voluntarily and without 

coercion” (s 20(1)(c), s 29(1)(c)). Clearly the role of undue influence of others on the 

decision to die was recognised by those crafting the legislation. This is of particular import 

for older people who, by virtue of their interpersonal contexts, and greater rates of 

dependency and medical comorbidity, may be especially vulnerable to various 

psychological pressures to request VAD. Specifically, the findings from our qualitative 

study showed that perceptions of being a burden upon family and/or society, accumulated 

suffering and functional dependency, disconnection from others and not belonging, 

hopelessness, and rejection and invalidation by both health care professionals and carers are 

relevant to decisions to self-harm, two-thirds of which was with suicidal intent (Wand et al., 

2018a; Wand et al., 2018d; 2019).  

The potential for VAD legislation to be used as an instrument for elder abuse prompted 

the doctoral candidate to raise awareness of this issue using the qualitative findings from 

this thesis (Wand et al., 2018b).  

 
1 http://www.abc.net.au/news/2018-05-10/david-goodall-ends-life-in-a-powerful-statement-on-
euthanasia/9742528  Accessed 13.10.19 
2 https://www.theguardian.com/australia-news/2018/apr/30/david-goodall-australia-oldest-scientist-to-end-own-
life-in-switzerland Accessed 13.10.19 

http://www.abc.net.au/news/2018-05-10/david-goodall-ends-life-in-a-powerful-statement-on-euthanasia/9742528
http://www.abc.net.au/news/2018-05-10/david-goodall-ends-life-in-a-powerful-statement-on-euthanasia/9742528
https://www.theguardian.com/australia-news/2018/apr/30/david-goodall-australia-oldest-scientist-to-end-own-life-in-switzerland
https://www.theguardian.com/australia-news/2018/apr/30/david-goodall-australia-oldest-scientist-to-end-own-life-in-switzerland
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Chapter 5 The reflections and outcomes of late life 

self-harm one year later – what happens? 

(Study 2) 

5.1 Preamble 

Little is known about the mental state of very old people who have self-harmed and 

their outcomes over time. High rates of repetition of self-harm in older people and of 

completed suicide have been reported (Troya et al., 2019). However, the reasons for these 

outcomes have been explored mostly quantitatively, by evaluating factors associated with 

self-harm (Draper, 2014; Fassberg et al., 2016; Fassberg et al., 2012; Troya et al., 2019; 

Van Orden and Conwell, 2016) rather than by open enquiry with the person themselves and 

their carers (relatives/friends) and/or health care professionals. Study 2 aims to redress these 

gaps in the literature by following up the same cohort of patients, carers and GPs one year 

later using qualitative methodology (interviews and questionnaire data). 
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Chapter 6 The educational intervention (Study 3) 

6.1 Preamble 

The qualitative studies of this thesis provided rich data on self-harm in the very old 

from the perspective of older persons themselves (Wand et al., 2018c), their 

relatives/friends (denoted as the carer in the PhD publications) (Wand et al., 2019b) and 

general practitioners (GPs) (Wand et al., 2018a) both contemporaneous with their self-harm 

and one year later (Wand et al., 2019a). These data complement existing quantitative 

research which describes the demographic, social, medical and psychiatric factors 

associated with self-harm and suicide in older people (Draper, 2014; Fassberg et al., 2016; 

Mezuk et al., 2014; Troya et al., 2019). The qualitative data derived from this thesis provide 

insight into the role and interaction of these various risk factors for self-harm in the very 

old, particularly their meaning for the older person. This is important as many of the 

identified risk factors are common in older people in general, most of whom do not self-

harm (Courage et al., 1993; Crocker et al., 2006; Kjolseth et al., 2009), making it difficult 

for health care professionals to know where to prioritise assessments and resources and how 

to intervene. Specifically, the hopelessness in dealing with self-harm in older people 

identified amongst health care professionals is possibly driven by a lack of understanding of 

the phenomenon. Hence, there is an imperative to disseminate the findings of this thesis. 

General practitioners who participated in this study identified areas where they lacked 

knowledge, confidence, and practical options for the care of older people who self-harm 

(Wand et al., 2018a). Specifically, GPs noted difficulty and lacked skills and knowledge in 

identifying and managing depression in older people per se, but particularly in those with 

cognitive impairment. Combined with this was their therapeutic nihilism in addressing 

issues underlying late life self-harm and a perceived narrow scope of treatment options. 

Non-pharmacological strategies for treating depression in older people were absent from 

their armamentarium, predominantly because of an underestimation of the role of 

psychosocial factors in the genesis of late life depression and suicide. The absence of 

communication with the patient’s relatives and perceived lack of support from mental 

health services further compounded the GPs’ sense of helplessness and professional 

isolation (Wand et al., 2018a; Wand et al., 2019a). These findings highlight the need for 

synthesised, practical, evidence-based information on late life self-harm in primary care. 
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The qualitative data which emerged from the thesis was combined with the current 

evidence from the quantitative literature (see Chapter 2) to inform a practical written 

educational resource for GPs on assessment and management of late life self-harm (Paper 

8), with accompanying questions for Continuing Professional Development (CPD) points 

which the doctoral candidate was invited to write. 
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Accompanying Continuing Professional Development assessment. July 2019 issue, Module 

1 (CPD). The questions in this module are based on the article ‘Self-harm in late life. How 

can the GP help?’ (Medicine Today, 2019, 20(7): 33-36), which should be read before 

attempting the module. 
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6.2 An educational intervention for health care professionals 

While written resources and guidelines have an important place in education for health 

care professionals, these are rarely sufficient to change knowledge and practice (Young and 

George, 2003). Educational strategies for health care professionals which have been shown 

to be effective in changing clinical practice and patient outcomes include patient-mediated 

interventions, opinion leaders, audit and feedback, reinforcement and reminders (Davis et 

al., 1995; Heffner, 2001). With this in mind, the final study of the thesis sought to use an 

opinion leader as the educator, and to reinforce evidence-based educational content through 

facilitated discussions of patient vignettes and pre/post-assessment. The content of the face-

to-face interprofessional education sessions was derived by bringing together the findings of 

the first two qualitative studies (Wand et al., 2018a; Wand et al., 2019a; Wand et al., 

2018c; 2019b) with quantitative data from the self-harm literature, for example (Conejero et 

al., 2018; Draper, 2014; Troya et al., 2019). Interprofessional education, that is learning 

from, with and about each other with the aim to improve collaborative patient care (Buring 

et al., 2009), makes intuitive sense in late life self-harm. We have demonstrated that 

managing self-harm in older people requires a team approach and the contribution of 

different services, disciplines and professions to address underlying issues holistically. 

Interprofessional education already has a strong theoretical and research evidence base for 

developing collaborative skills across disciplines and professions in complex areas such as 

delirium (Sockalingam et al., 2014). 

In developing the educational intervention for health care professionals on self-harm in 

older adults (Study 3B), a multimodal model was developed which combined didactic 

teaching for theoretical components and facilitated case-based discussion to stimulate 

multidisciplinary participation, shared dialogue and practical application of acquired 

knowledge. The educational intervention was designed to be interprofessional given the 

potential benefits of team learning for the provision of collaborative holistic care in late life 

self-harm (Buring et al., 2009; Sockalingam et al., 2014). 
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Abstract 

Clinicians may lack knowledge and confidence regarding self-harm in older adults and hold 

attitudes which interfere with delivering effective care. A one-hour educational intervention 

for hospital-based clinicians and general practitioners (GPs) was developed, delivered and 

evaluated. Of 119 multidisciplinary clinicians working in aged care and mental health at 

two hospitals, 100 completed pre/post-evaluation questions. There were significant 

improvements in knowledge, confidence in managing, and attitudes regarding self-harm in 

late life, and the education was rated as likely to change clinical practice. No GP education 

sessions could be conducted. A brief educational intervention had immediate positive 

impacts for hospital-based clinicians albeit with high baseline knowledge. The sustainability 

of these effects and effectiveness of the intervention for GPs warrant examination. 
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education; suicidal behaviours; doctors; allied health; geriatrics; learning 
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Introduction 

In most countries, rates of suicide are highest in older men (World Health 

Organisation, 2017), rendering suicide prevention in the elderly a global priority for public 

health initiatives. Rates of self-harm in older adults (aged 60+) vary from 19.3-65/100,000 

per annum (Troya et al., 2019). Many people have contact with health professionals before 

fatal or non-fatal self-harm, especially general practitioners (GPs) (Cheung, Merry, & 

Sundram, 2015; De Leo, Draper, Snowdon, & Kolves, 2013; Troya et al., 2019), 

representing important opportunities to intervene with people at risk (Stene-Larsen & 

Reneflot, 2019; Suominen, Isometsa, Martunnen, Ostamo, & Lonnqvist, 2004). This is 

especially true in people over 50 years of age, in whom rates of contact with primary care in 

the month before suicide are 32-77% (Stene-Larsen & Reneflot, 2019). However, health 

professionals report difficulties working with people who self-harm, such as lack of 

technical skills, emotional distress, relational and communication challenges, issues 

working with families and logistic difficulties, and vary in terms of their knowledge, 

exposure to training and confidence in managing self-harm (Rothes, Henriques, Leal, & 

Lemos, 2014). It has been highlighted that suicide knowledge and intervention skills are not 

the same thing, and that risk assessment must occur in the therapeutic and relational context 

of clinician confidence in practice (Inman, Bascue, Kahn, & Shaw, 1984; Rothes et al., 

2014). The attitudes of health professionals towards people who self-harm are also relevant, 

and likely to influence behaviour (Rothes & Henriques, 2018). For example, negative 

clinician attitudes such as lack of empathy and stigmatisation towards people who self-harm 

have been associated with patient distress, poorer quality of care provided, and missing a 

key opportunity to prevent further self-harm and suicide (Pompili, Girardi, Ruberto, 

Kotzalidis, & Tatarelli, 2005). How these parameters differ in health professionals working 

specifically with older people who self-harm, whether it is direct or indirect and regardless 

of intent, is poorly understood. 

Although there are several clinical practice guidelines for suicide prevention and  

assessment (Bernert, Hom, & Roberts, 2014), discrepancies have been identified in a 

number of specific areas, including recommendations for clinician training, discussion of 

confidentiality, ethical and legal issues, safety planning and outpatient management tools 

(Bernert et al., 2014). Further, guidelines are passive educational tools quite distinct from 

training clinicians to achieve competency in knowledge and practice (Silverman & Berman, 

2014). It has been highlighted that clinical practice guidelines may not change health 

professional behaviours and there is a significant knowledge gap regarding implementation 
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of guidelines and demonstration of effectiveness in terms of patient outcomes (Kredo et al., 

2016). By comparison, clinicians who receive specific training on suicide may be more 

likely to undertake comprehensive risk assessments and involve a patient’s family, than 

clinicians without training (Rothes & Henriques, 2018). 

Targeted educational interventions may have direct clinical impact. There have been 

some studies of educational interventions to improve knowledge of self-harm and suicide, 

predominantly for clinicians working in Emergency Departments, with the majority reporting 

improvements in knowledge post-intervention (see review by (Saunders, Hawton, Fortune, & 

Farrell, 2012)). One study investigated a 12-hour continuing education workshop on the 

assessment and management of suicidal behaviour for mental health professionals in the Air 

Force using a multifaceted approach (lectures, role-play of clinical scenarios, question and 

answer sessions and problem solving). This demonstrated that 83% of clinicians reported 

change in practice for suicide management and improved confidence assessing and treating 

suicide risk six-months later (Oordt, Jobes, Fonseca, & Schmidt, 2009). Another study which 

trained GPs to identify and treat depression demonstrated a reduction in community suicide 

rates (Szanto, Kalmar, Hendin, Rihmer, & Mann, 2007). The need for suicide risk assessment 

and prevention measures targeted for different at risk populations has been recognised 

(Silverman & Berman, 2014); older adults should be one of these populations. 

There have been studies of attitudes towards patients who self-harm (including suicide 

attempts) in nurses working in both hospital-based (Kishi, Kurosawa, Morimura, Hatta, & 

Thurber, 2011; Neville & Roan, 2013) and community settings (Wang, Anderson, & Mentes, 

1995), and in mental health and non-mental health multidisciplinary clinicians (Srivastava & 

Tiwari, 2012). However, we were unable to find any studies specifically evaluating attitudes 

of clinicians towards older people who self-harm. A systematic review of the attitudes of 

clinicians towards people (of all ages) who self-harm found that general hospital clinicians, 

especially doctors, had more negative attitudes towards people with repeated self-harm, 

while mental health clinicians across hospital and community settings had comparatively 

more positive attitudes (Saunders et al., 2012). Similar findings were reported in a study of 

attitudes towards suicide prevention in healthcare professionals including GPs, with medical 

specialists holding the most negative views; postulated to relate to inadequate knowledge 

and skills managing suicidal patients (Draper, Krysinska, De Leo, & Snowdon, 2014). 

Notably, training interventions appear to consistently improve knowledge and attitudes 

regarding patients who self-harm, although it was acknowledged that no studies evaluated 

the impact on actual behaviour in clinical practice (Saunders et al., 2012). 
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Given the importance of self-harm in late life as a major risk factor for suicide and the 

relative lack of data on the effectiveness of educational interventions for multidisciplinary 

health professionals in suicide in late life, this study sought to design and evaluate an 

educational intervention on this topic. The aims were to improve the knowledge, attitudes 

and confidence in clinical practice of multidisciplinary health professionals working in 

hospital, community and GP settings with respect to self-harm in older adults. We 

hypothesised that mental health professionals, having self-selected to work with people with 

mental health problems including self-harm, would have greater knowledge and confidence 

regarding assessment and management, and more positive attitudes towards self-harm in 

late life than non-mental health professionals. 

Methods 

Participants and Procedures 

Potential participants were clinicians of any discipline (i.e. medical, nursing, social 

work, occupational therapy, physiotherapy) working in a hospital or community setting 

based at two large university teaching hospitals in Sydney, and GPs attending an 

educational session on self-harm in late life. For hospital-based staff the educational 

sessions were held within work hours and as part of embedded in-service programs without 

additional advertising or specific invitations for attendance. Sessions for GPs were arranged 

through five area-based Primary Health Network (PHN) education coordinator or consultant 

or through discussion with ten individual Practice Managers and direct invitation from the 

primary investigator at mutually convenient times (in or after hours). 

The educational intervention 

For hospital and community based clinicians, a one-hour education session focusing on 

self-harm in late life was organised for clinicians working in general mental health, aged 

care psychiatry, and geriatrics, as part of their routine education programs (i.e. grand rounds 

for mental health, aged care psychiatry and aged care, and general mental health nursing in-

services). All sessions were conducted by the same aged-care psychiatrist who worked 

across both hospital sites (AW). The focus was on understanding the individual issues 

underlying self-harm in an older adult, collaborating with and supporting carers and 

demonstrating opportunities for improved communication. The content was informed by 

previous work conducted by our group on self-harm in late life (Wand, Peisah, Draper, & 

Brodaty, 2018; Wand, Draper, Brodaty, & Peisah, 2019a; Wand, Peisah, Draper, & 
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Brodaty, 2018; Wand, Peisah, Draper, & Brodaty, 2019) and the broader epidemiological 

and quantitative literature (De Leo et al., 2001; Fassberg et al., 2016; Troya et al., 2019). 

An outline of the content of the educational intervention is provided in Appendix 1 and 

further content detail is provided in an accompanying clinical practice paper for primary 

care (Wand, Draper, Brodaty, & Peisah, 2019b). 

The educational intervention was a combination of didactic/theoretical information and 

working through a facilitated interactive case vignette (see Appendix 1). The theoretical 

content was identical for all education sessions and included dispelling myths about ageing, 

definitions and prevalence of late life self-harm, how self-harm in late life differs from that 

in younger adults, epidemiological risk factors and qualitative insights into why older 

people self-harm (patient, carer and GP perspectives), barriers to help-seeking, 

consequences of self-harm for patients and carers (immediate and at one-year follow-up), 

potential solutions, individualising after care plans and a unifying conceptual framework for 

self-harm in late life (see (Wand, Draper, et al., 2019a)). The case vignette presentation 

sought clinician (audience) participation in working through the assessment of suicide risk, 

understanding the reasons for self-harm, taking a targeted psychiatric history, identifying 

key signs on mental state examination, identifying the appropriate setting of (e.g. inpatient, 

outpatient) and legal framework for care (e.g. Mental Health Act, Guardianship), aspects of 

collaborative care (with other healthcare professionals and family) and developing an 

individualised management plan. The proposed sessions for GPs were 80-90 minutes in 

duration, with identical theoretical content to that delivered to hospital/community based 

clinicians but two community-based vignettes. 

Measures 

As there was no existing tool specifically addressing clinician knowledge, attitudes and 

confidence regarding self-harm in late life a 16-item questionnaire was developed, and 

administered before and immediately after the educational session (see Appendix 2). Twelve 

questions were knowledge-based; two evaluated attitudes/beliefs and two evaluated 

confidence regarding self-harm in late life. Questions were a combination of multiple choice 

(7) and true/false (9). Correct responses for the twelve knowledge questions were given a 

score of one and summed to provide an overall total score for the pre and post-evaluations. 

Demographic data were requested pre-intervention including age, gender, profession, setting 

of work (mental health, geriatrics, community or hospital), previous clinical role with an 

older person who self-harmed and educational experiences regarding self-harm and 

specifically self-harm in late life. The post-intervention questionnaire had an additional two 
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questions; i) whether the education session would change clinical practice and ii) free-text 

space for additional comments or feedback on the educational session. The questionnaires 

were distributed in randomly numbered pre-post pairs (e.g. 5a; 5b) and given to participants 

before the education in order to anonymously evaluate intra-individual change. Pre-

intervention questionnaires were collected prior to commencement of the education session. 

The questionnaire was piloted with eight clinicians, four of the study authors, all old 

age psychiatrists, and four other clinicians (a general psychiatrist, clinical psychologist, 

registered nurse and medical educator/psychiatrist) and was modified based on feedback 

prior to use. 

Ethical approval was obtained from the South Eastern Sydney Local Health District 

Human Research Ethics Committee. 

Data Analysis 

Data were analysed using SPSS version 25. Descriptive statistics are expressed as 

simple means, frequencies, percentages and standard deviations (SDs). Group differences 

were assessed using one-way ANOVA and Pearson chi-square test for independence. Pre-

post educational intervention comparisons were made using paired- t-tests for continuous 

variables and chi square analysis for categorical variables using the McNemar test for 

paired variables. This test does not consider the pairs with the same outcome; it is based on 

discordant pairs (e.g., those who differ in their responses between evaluations). Statistical 

significance was defined by probability (P) values <0.05. Fifteen evaluation forms were 

returned with a missing/blank item for one of the twelve pre or post knowledge questions. 

These were re-coded as incorrect responses for purposes of the analysis. Written comments 

in the post-intervention questionnaire were summarised for qualitative feedback on the 

education session and categorised as positive or negative/neutral according to content. 

Results 

Education sessions and demographic data 

Five educational sessions were conducted across two teaching hospitals (two to general 

mental health staff, one to aged care psychiatry, one to the department of geriatrics and one 

was a dedicated general mental health nursing in-service). Sessions were held over a one 

month period in March/April 2019. The number of attendees per session varied from 12 to 

~50. One hundred and nineteen clinicians (all post-qualification) completed pre, post or 
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both questionnaires (see Table 6.1), representing an estimated 95% of participants attending 

the sessions. The exact response rate was not determined due to variable arrival and 

departure times of participants. Nineteen subjects returned forms with more than one 

missing value and these were considered non-completers and evaluated separately to the 

100 respondents who completed forms pre and post-evaluation. Their demographic 

characteristics are shown in Table 6.1. 

Table 6.1 Demographic data for all participants 

(N=119) 

Demographics and previous education 

Mean or 

subject 

number (N) 

Percent* 

 

Age years: Mean ± SD 

(range) 

38.6 ± 11.9 

(20-66) 

 

Gender: 

Female 

Male 

Other/non-binary 

Missing (N=11) 

 

74 

33 

1 

 

 

68 

30 

2 

Profession: 

Doctor 

Nurse 

Allied health 

Other 

Missing (N=31) 

 

35 

25 

27 

1 

 

 

40 

28 

31 

1 

Works in mental health? 

Missing (N=13) 

60 

 

57 

Works with older people? 

Missing (N=9) 

93 

 

85 

Work setting: 

Hospital or hospital outpatients 

Community 

Missing (N=7) 

 

99 

13 

 

88 

12 

Had a clinical role in the care of an older person who self-harmed 

Missing (N=17) 

 

67 

 

66 

Education: 

Received some education on self-harm 

Missing (n=17) 

Received education on self-harm specifically in older people 

Missing (n=4) 

 

90 

 

26 

 

78 

 

23 

Completed all pre education session questions (AQ1-16) 110 92 

Completed all post education session questions (BQ1-16) 104 87 

Completed both question sets with no missing values 100 84 

*Calculated as proportion of those with data for the item 
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General practitioners (GPs) 

Five Primary Health Networks (PHNs)1 in the Sydney metropolitan and greater-Sydney 

areas were contacted and offered educational sessions for GPs on self-harm in late life 

between January and June 2019. The practice managers of ten urban large group general 

practices were offered free in-practice education sessions at flexible times convenient to the 

GPs. Due to various practical and administrative reasons and low registrations no sessions 

were conducted. 

Questionnaire completers versus non-completers 

There were no significant differences in demographics, work settings or educational 

histories between participants who completed the questionnaires (n=100) compared to the 

nineteen subjects returning incomplete evaluation forms; non-completers were less likely to 

been involved in the clinical care of an older person with self-harm (Table 6.2). There were 

no significant differences between completers and non-completers and the number of 

correct responses to the 12 knowledge items prior to the educational intervention. 

Table 6.2 Completers vs. non-completers who did not return evaluation sheets 

 

Completers 

(n=100) 

Non-completers 

(n=19) Probability 

Age (Mean ± SD) 38 ± 11.6 41 ± 13.3 NS 

Gender: females, % 64 (69%) 10 (67%) NS 

Works in mental health 49 (54%) 11 (69%) NS 

Works with older people  81 (86%) 12 (75%) NS 

Work Setting: 

Hospital or hospital outpatients 

83 (87%) 16 (100%) NS 

Had a clinical role in care of an older 

person who self-harmed 

63 (69%) 4 (36%) P=0.03* 

Received some education on self-harm 77 (79%) 13 (72%) NS 

Received education on self-harm 

specifically in older people   

24 (25%) 2 (13%) NS 

Mean pre-score  

(knowledge items only, range, 12 max) 

8.3 ± 0.16 

(5-12) 

8.4 ± 0.50 

(6-10) 

NS 

NS, not significant (P>0.05). 
*Some probabilities not applicable due too expected cell counts less than 5. 

 
1 Primary Health Networks (PHNs) were established by the Australian government in 2015 with the aim of 
increasing the effectiveness and efficiency of medical services for patients. Mental health and aged care were two 
of six areas that PHNs were mandated to prioritise, with suicide prevention a specific target. The PHNs are intended 
to better coordinate care, support GPs with assessments, assist in directing referrals to best meet patient needs, 
and provide education to GPs as part of continuing professional development. 
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Knowledge on self-harm in late life 

Overall, there was a significant improvement in clinician performance on the 12 

knowledge-based items (Table 6.3, Q1-5; 8-14) after the intervention. The mean group 

score pre-evaluation was 8.3 (SD, 1.6, max=12) and after the evaluation it significantly rose 

to 10.6 (SD, 1.2, paired t=13.85, df = 99, p<0.001). Five questions showed much 

improvement post-evaluation (see Table 6.3, Q1, 2, 4, 10, and 14). The other knowledge 

questions did not increase, but this was likely due to ceiling effects where more than 85% or 

the responses were correctly identified prior to the intervention. 

Table 6.3 Pre-post evaluation of knowledge items 

Completers (n=100) 

Question number 

Correct answer (multiple choice) 

Pre 

Correct 

N 

Post 

Correct 

N 

Incorrect pre 

to correct post 

N/Prob* 

Q1. Highest suicide rate? 

A. Men aged 85-89 

51 98 47 

.001 

Q2. True for ageing. 

C. Satisfaction with life increases 

21 69 48 

.001 

Q3. Those with cognitive impairment self-harm. 

A. True 

87 96 12 
#NS 

Q4. Self-harm in older people associated with 

B. Use of lethal means  

48 80 38 

.001 

Q5. Which items contribute to self-harm. 

D. All of the above 

93 98 6 
#NS 

Q8. Which is most true for older people? 

B. There are effective treatments for depression 

76 85 16 

NS 

Q9. Self-harm can usually be managed by GPs. 

B. False 

90 97 10 
#NS 

Q10. Confidentiality in an older person with self-harm. 

A. True, carers may be contacted 

58 75 25 

.005 

Q11. Important considerations addressing hopelessness. 

D. All of the above 

94 98 4 
#NS 

Q12. Self-harm is rare in nursing homes. 

B. False 

94 98 6 
#NS 

Q13. Carer burden is a primary factor in self-harm. 

A. True 

90 95 8 
#NS 

Q14. Which is true, A or B? 

A. Carers commonly understand why older person feels this 

way 

30 73 45 

.001 

*Probability was based on McNemar test. 
#NS statistics invalid for six questions due to ceiling effect (high percentage correct pre-test) resulting in low 
expected cell counts in 2 x 2 Table. 
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There were no significant effects of gender or profession on any of the individual 

knowledge items or sum scores. Specifically, there were no significant differences in the 

change in correct responses to the 12 knowledge questions between those working in mental 

health and those who did not work in mental health pre and post intervention (8.6 vs 8.4 

respectively pre-intervention and 10.8 vs 10.5 post-intervention; Table 6.5). It was not 

possible to meaningfully evaluate whether there was a difference in the performance of 

general mental health (n=13) compared to old age mental health clinicians (n=33) or 

whether there was a difference in those who worked in hospital/hospital outpatient settings 

(n=99) compared to community (n=13) due to low numbers in some groups. 

Table 6.4 Pre-post evaluation of attitudes/beliefs and confidence items 

Completers (n=100) 

Question number 

Desired response designated as correct (true/false) 

Pre 

Correct 

N 

Post 

Correct 

N 

Improvement 

(incorrect pre, 

correct post) 

N/Prob* 

Q6. I feel helpless dealing with self-harm in an older 

person (false) 

57 83 32 

.001 

Q7. Older people who self-harm are just seeking 

attention (false) 

100 100 0 
#NS 

Q15. I feel confident assessing self-harm in an older 

person (true) 

33 70 37 

.001 

Q16. I feel confident talking to families about self-

harm (true) 

39 77 38 

.001 

Q17. The education session will change my practice 

(true) 

- 94 - 

*Probability was based on McNemar test. 
#NS statistics invalid for six questions due to ceiling effect (high percentage correct pre-test) resulting in low 
expected cell counts in 2 x 2 Table. 
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Table 6.5 Demographic data and responses based on current work in mental health (MH) 

setting 

Completers (n=91*) 

Variable 

Works in mental 

health (MH) 

(N=49) 

Does not work 

in MH 

(N=42) P 

Gender: 

Male 

Female 

Missing 

 

17 (37%) 

29 (63%) 

3 

 

11 (28%) 

28 (72%) 

3 

NS 

 

Profession: 

Doctor 

Nurse 

Allied health 

Missing, n=21 

 

18 

13 

10 

 

14 

5 

10 

NS 

Works with older people, Yes 

Missing 

33 (72%) 

3 

42 (100%) .001 

Works in hospital or hospital outpatients 

Missing 

45 (96%) 

2 

33 (81%) 

1 

.024 

Had a clinical role in care of an older person 

who self-harmed 

Missing 

32 (73%) 

 

5 

26 (63%) 

 

1 

NS 

Education: 

Received some education on self-harm 

Missing 

Received education on self-harm specifically 

in older people 

Missing 

 

44 (94%) 

2 

13/47 (28%) 

 

2 

 

29 (69%) 

9 

21% 

 

.003 

NS 

AQ6. I feel helpless in dealing with self-harm in 

older persons (Pre) 

12 (25%) 26 (62%) .001 

BQ6. I feel helpless in dealing with self-harm in 

older persons (Post)  

3 (6%) 12 (29%) .004 

AQ15. I feel confident assessing self-harm in an 

older person (Pre) 

26 (53%) 10 (24%) .004 

BQ15. I feel confident assessing self-harm in an 

older person (Post) 

41 (84%) 22 (52%) .001 

AQ16. I feel confident talking to families about 

self-harm in their older relative (Pre) 

26 (53%) 10 (24%) .004 

BQ16. I feel confident talking to families about 

self-harm in their older relative (Post) 

42 (86%) 29 (69%) .056 

BQ17. This education session will change my 

clinical practice 

45 (92%) 40/41 (98%) NS 

*Nine cases did not respond to the question regarding whether they work in mental health. 
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Attitudes on self-harm in late life 

Following the intervention participants as a group were less likely to feel helpless 

dealing with self-harm in an older persons (Table 6.4, Q6, 43% vs 17%, p=0.001). This was 

especially true for clinicians not working in mental health (Table 6.5). Pre-intervention, 

clinicians with previous education on self-harm in older people (n=24) were less likely to 

feel helpless dealing with self-harm in an older person (Q6, 4/24= 16.7% vs 38/70= 54.3%, 

X2; df=10 = 10.233, p<0.001). There was no difference on this item post-intervention. For 

the other attitudinal question (Table 6.4, Q7), none of the participants, pre- or post-

intervention, indicated that older people who self-harm are just seeking attention from others. 

Confidence regarding assessment and management of late life self-harm 

There was a significant improvement in the two confidence items post-intervention 

(Table 6.4, Q15 and Q16, p<0.001). Confidence in assessing self-harm in an older person 

was significantly higher in those working in mental health compared to those who did not, 

but improved in both groups post-intervention (Table 6.5, Q15, pre: 53% vs 24% p=0.004 

and post: 84% vs 52%, p<0.001). Similarly, confidence in talking to families about self-

harm in their older relative was significantly higher in mental health clinicians prior to the 

intervention (Table 6.5, Q16, p=0.004) and improved in both groups as a whole post-

intervention. Pre-intervention, clinicians with previous education on self-harm in older 

people (n=24) were more likely to report confidence assessing self-harm in an older person 

(Q15, p=0.002) and talking to families about self-harm (Q16, p<0.001) compared to 

clinicians without this educational experience (n=72, 4 had missing data). However, these 

differences were not significant post-intervention. 

Ninety-four percent felt the education session would change their clinical practice 

(Table 6.4, Q17) and this was similar for mental health clinicians and those not working in 

mental health (Table 6.5, Q17). 

Qualitative results; Open-ended responses 

Thirty-one participants (31%) provided comments. These were overwhelmingly 

positive (n=25) such as; 

• “It has increased my awareness and I will be more vigilant in looking for signs” 

(anonymous) 

• “well presented - excellent slides. The case worked very well to illustrate previous 

points.” (female, general mental health) 
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• “I feel much more confident about approaching this issue now if faced with this e.g. in 

ED” (female doctor, mental health) 

• “made me aware of need to convey hope to elderly patient” (female, general mental 

health) 

• “I have a better understanding of the diversity of issues and risk factors underlying self-

harm” (female, allied health, aged care mental health) 

There were a couple of negative or neutral comments (n=6), for example: 

• “a good session but already a familiar topic” (male doctor, mental health) 

• “Getting patient assessed by mental health is impossible unless there is a crisis of self-harm 

and follow-up post event is sporadic - hence patient/carer/GP nihilism” (female doctor, 

geriatrics) 

Discussion 

A brief educational intervention had immediate impact in terms of improving 

knowledge, attitudes and confidence of hospital and community-based multidisciplinary 

health professionals regarding the assessment and management of self-harm in older adults. 

Strengths of the study were the low cost and brevity of the intervention, uniform 

implementation of the intervention (same clinician presenter and content), and opportunistic 

delivery of the intervention within existing continuing education programs, increasing 

accessibility to health professionals. The inclusion of clinicians from a variety of 

professional backgrounds and settings (geriatrics, mental health, emergency department, 

hospital and community) was also a strength as older people with self-harm may present to 

any of these contexts and benefit from encountering trained clinicians. The 

multidisciplinary participants in most of the sessions also provided an opportunity for inter-

professional learning, a method with identified benefits in other aspects of aged care 

(Sockalingam et al., 2014). 

In contrast to prior research (Oordt et al., 2009) many participants had received prior 

education on self-harm, but only a minority had specific education regarding older people; 

despite this being mandatory training for public mental health clinicians in New South 

Wales (Ministry of Health NSW, 2016). This was notable given the high rates of clinical 

contact with older people who had self-harmed, including in staff from non-mental health 

backgrounds. Health professionals in this study had high rates of baseline knowledge about 

self-harm in late life as demonstrated by high overall pre-test scores and significant 
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improvement in only five questions post-intervention. This was not wholly unexpected as a 

longitudinal project on self-harm in late life had been conducted across both hospital sites 

(Wand, Draper, et al., 2019a; Wand et al., 2018; Wand, Peisah, et al., 2019) with requests 

to recruit patients and associated education on self-harm in late life (attended by many 

participants in the present study) therefore raising awareness of late life self-harm amongst 

clinicians, as well as high rates of prior education on self-harm in general in participants. 

Indeed, knowledge translation may have therefore been underestimated as those with prior 

training were not excluded from the study. Thus in clinicians with less baseline knowledge 

the intervention may result in even more knowledge gain than observed here. 

Nonetheless, those items where participant knowledge improved highlight the gaps in 

knowledge, namely in the epidemiology of suicide, assumptions about ageing (ageist or 

negative assumptions were more common pre-intervention), how self-harm differs in older 

compared to younger people (lethality of means), consent and confidentiality issues, and 

the knowledge and behaviour of carers. General knowledge about the prevalence of and 

risk factors for self-harm in late life improved post-intervention. Such knowledge is 

fundamental for clinicians to consider and detect aspects of risk when working with older 

adults. Participant responses that cognitive impairment or depression is expected in late 

life or that quality of life declines with ageing suggest negative assumptions about ageing 

which may affect care. Previous work has identified that primary care professionals may 

see depression as ‘understandable’ or ‘justifiable’ in older people, with significant 

implications for detection and management (Burroughs et al., 2006). Prior to the 

intervention health professionals made assumptions that carers would inform clinicians if 

concerned about risk of self-harm in their relatives. We have previously shown that 

knowledge of risk factors for suicide and risk concerns are often not communicated 

between clinicians, carers and patients (Wand, Draper, et al., 2019a; Wand, Peisah, et al., 

2019) (Draper, Krysinska, Snowdon, & De Leo, 2017). Pre-intervention, health 

professionals lacked knowledge about the limits of confidentiality and disclosure of 

information against a patient’s consent in this context. This is a complex but important 

area of clinical practice in late life self-harm with clear implications for patient safety (and 

also human rights), acknowledged as poorly understood (Ryan, Callaghan, & Large, 2014). 

There was a significant change in attitudes of clinicians following the intervention. Our 

previous work has highlighted that helplessness and hopelessness in older patients who 

have self-harmed (Wand, Draper, et al., 2019a; Wand et al., 2018) is echoed and possibly 

fuelled by their carers (Wand, Draper, et al., 2019a; Wand, Peisah, et al., 2019) and their 
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GPs (Wand et al., 2018). However, what was most notable in this study, was that this very 

helplessness (and possibly therapeutic nihilism) can be addressed by an education 

intervention such as this.  This is encouraging as working with suicidal people has been 

associated with greater likelihood of mental health clinicians conducting an evidence based 

suicide risk assessment and adequate management practices with patients with suicidal 

ideation (Roush et al., 2018). The lack of agreement with the statement that older people 

who self-harm are attention seeking may reflect differential attitudes towards older and 

younger self-harm, although this has not been borne out when attitudes to suicidal 

behaviours by age group were directly compared in non-clinicians (Segal, Mincic, 

Coolidge, & O'Riley, 2004). However, mid-to-high degrees of empathy and sympathy 

towards older people who attempted suicide have been demonstrated in homecare nurses, 

although the nurses disagreed with their actions (Wang et al., 1995). 

Unsurprisingly, and consistent with our hypothesis, confidence in assessing self-harm 

in an older person and talking to families about self-harm in their relatives was lower in 

non-mental health professionals compared to mental health professionals; both groups 

improved post-intervention. This may reflect self-selection of mental health professionals 

choosing to work with and more frequently encountering people who self-harm (although 

the latter was not significant in the present study)(Roush et al., 2018), having greater access 

to education on self-harm, and perhaps (not assessed) having more access to related clinical 

supervision and support (Saunders et al., 2012). Confidence in talking to families about 

self-harm was low in both professional groups, echoing the results of another study in 

mental health professionals (Roush et al., 2018) and reflecting the experience of carers of 

older people who self-harmed (Wand, Peisah, et al., 2019). Clearly working with carers is a 

key target for clinician education given the demonstrated lack of engagement and 

communication between clinicians and carers and the importance of carer responses to self-

harm in late life (Wand, Peisah, et al., 2019), also reflected in clinical guidelines for suicide 

prevention (Bernert et al., 2014). 

Similar to other studies educating mental health professionals to assess and manage 

suicidal behaviour, the training was highly valued (Oordt et al., 2009) and deemed likely to 

change clinical practice. Others have recommended that all clinicians who look after people 

who self-harm should have access to formal training (Rothes et al., 2014) which addresses 

knowledge, self-awareness, attitudes, communication and behaviour (Saunders et al., 2012) 

and promotes evidence-based practice for suicide prevention (Rothes & Henriques, 2018). 
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The lack of uptake of the educational sessions by general practice was surprising and 

concerning given the potential opportunities for GPs to intervene with older people at risk 

of suicide when they present for care (Conejero, Olie, Courtet, & Calati, 2018; De Leo et 

al., 2013; Troya et al., 2019). There were administrative and practical barriers to 

implementation of GP education sessions, including lack of audiovisual equipment, no 

space within education programs, and reluctance to ask GPs attendees to complete pre/post 

questionnaires on top of (or in lieu of) other continuing professional development 

requirements. Other factors may have also been relevant such as time-pressure on GPs, 

competition with other suicide-prevention training initiatives (for example, through the 

concurrent Lifespan project2), perceived knowledge and competence regarding the topic, 

perceived lack of relevance to clinical practice- especially if some GPs do not perceive 

themselves as having a role in addressing the contributing factors to late life self-harm 

(Wand et al., 2018), lack of interest, a preference for online learning (Yee, Simpson-Young, 

Paton, & Zuo, 2014), or educational ‘gate-keepers’ (practice managers/PHN education 

coordinators) not perceiving the topic as important. Engagement of GPs in educational 

initiatives may be more effective when targeted to identified gaps in knowledge (e.g. 

depression with comorbid cognitive impairment) and clinical practice (i.e. focusing on 

clinical pathways and care coordination with other services) (Wand et al., 2018). For 

example, a different approach to Australian GP education about depression and self-harm in 

older people which involved printed educational material, practice audit and personalised 

feedback was associated with a 10% reduction in two-year prevalence of depression and 

self-harm in older patients (Almeida et al., 2012). 

Limitations 

The data obtained were cross-sectional taken immediately pre and post-intervention and 

the sustainability of the effect is unknown; an important consideration for evaluating the cost-

effectiveness and benefits of healthcare interventions (Proctor et al., 2015) and with other 

studies highlighting diminishing endurance of effect over time (Gask, Dixon, Morriss, 

Appleby, & Green, 2006; Moore, Cigularov, Chen, Martinez, & Hindman, 2011). Although 

improved attitudes and self-appraisals of confidence post-intervention are encouraging and 

important in clinical care (Oordt et al., 2009; Roush et al., 2018) they do not necessarily 

equate to behavioural change and improved clinical practice, which requires objective 

measurement. The high proportion of correct answers at pre-test may reflect the high baseline 

 
2 https://www.blackdoginstitute.org.au/research/lifespan 

https://www.blackdoginstitute.org.au/research/lifespan
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knowledge of mental health clinicians, perhaps in part due to ongoing clinical research in late 

life self-harm, other lectures and workshops occurring at the study hospitals, the presence of 

international clinical academic experts on staff, or the questionnaire being too easy. This 

made it more difficult to detect knowledge gained though the single educational intervention. 

Additionally, there were only two items in the questionnaire evaluating the key constructs of 

confidence and attitudes, the latter only really evaluated by one question given that all 

participants gave the same response. Finally, some participant responses may have reflected 

socially desirable answers rather than true attitudes (Oordt et al., 2009). However, the paired 

questionnaires were completed anonymously in an effort to minimise this potential bias. As 

no GPs received the educational intervention we are unable to comment on effectiveness in 

this group, an important target population for training in suicide prevention. 

Conclusions 

A brief educational intervention had immediate impact on knowledge and confidence 

in relation to understanding, assessing and managing self-harm in late life in both mental 

health and non-mental health (geriatric) multidisciplinary clinicians. In a group of clinicians 

with high baseline knowledge particular areas for education included challenging negative 

beliefs about ageing, engaging with carers, confidentiality and consent. 

The study highlights areas for further study including whether the effects of the 

intervention are sustained over time and/or whether repeated sessions are needed to 

maintain benefits, whether the format works for GPs and whether there is actual objective 

behavioural change or improvements in patient outcomes as a result of the intervention. We 

do not know how the demographics of our older population (such as the high proportion of 

linguistic and cultural diversity) may influence clinician attitudes to self-harm and patient 

care. Similarly, we do not know whether the content should be adapted for clinicians of 

other institutions where there may be less baseline knowledge on self-harm in late life. 

Future research could identify the core components of educational interventions for 

clinicians regarding self-harm in older people in order to devise the most time and cost 

effective approaches. Education should be broadly based given that older people at risk may 

present to a variety of healthcare professions including primary and secondary care, mental 

health, general hospital, geriatrics and emergency settings. 

Funding 
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Appendix 1. Outline of the content of the educational intervention 

Objectives: To improve knowledge and confidence in relation to the assessment and 

management of self-harm in older people and to improve “post-self-harm care.” 

• Summary of key objectives- for health care professionals to understand the individual 

issues behind a person’s self-harm; to support carers; to show carers how to support the 

older person; to demonstrate opportunities for improving communication 

• Debunking myths about ageing 

• Definitions of self-harm: direct and indirect 

• Statistics regarding the prevalence of self-harm across the lifespan 

• How does late life self-harm differ from in younger people? 

• Factors statistically associated with direct and indirect late life self-harm (i.e. those 

derived from quantitative epidemiological studies) 

• The reasons for late life self-harm which have been derived from qualitative research 

with the older person themselves, their carers (relatives and friends) and general 

practitioners 

• The barriers to older people asking for help (perspectives of the older person 

themselves, their carers and GP) 

• The consequences of self-harm for the older person and their carer 

• Potential solutions- including clinicians as needs interpreters; practical support and 

structure; removing the means of self-harm; Advance Care Directives as a solution for 

suffering; better communication; having clinical pathways informed by strategies 

which address negative feedback loops of invalidation and rejection; clinician 

education (including the intersection of cognitive impairment with self-harm); use of 

psychological strategies in older people; sharing patient care (GPs, family carers, and 

specialist services) and clarifying concerns about confidentiality. 

• Practical strategies for aftercare of an older person who has self-harmed 

• The outcomes of older people who self-harm and their family carers 

• A graphical representation of a conceptual framework for self-harm in late life which 

demonstrates the importance of relationships, communication and the network 

surrounding the older person who has self-harmed 

• Facilitated case vignette (hospital staff)- key learning points include how to assess 

immediate aspects of the self-harm, how to explore the patient’s present circumstances 

and needs and other important features of the history, what to look for on mental state 
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examination, summarising (formulating) the key issues for the patient which underlie 

the self-harm, responding to the patient’s wish to self-discharge (i.e. limits of 

confidentiality, and evaluating risk and whether involuntary detention and treatment 

under the Mental Health Act or Guardianship legislation, as appropriate, is relevant), 

and developing a management plan targeting the patient’s individual needs and 

including involving the family carer and GP. 
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Appendix 2: Questionnaires 
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6.3 Educating primary care: Implementation and evaluation of the 

educational intervention on self-harm in late life in primary care 

clinicians 

Paper 9 describes the implementation and evaluation of the educational intervention for 

health care professionals on self-harm in late life. In addition to hospital and community-

based staff, primary care practitioners (nurse practitioners, general practice nurses or 

general practitioners, GPs) were invited to participate in the study. The educational 

intervention was offered to five area-based Primary Health Network (PHN) education 

coordinators or consultants, discussed with ten individual Practice Managers of local 

General Practices, broadly advertised and offered for delivery several times over a year 

(mid 2018 – mid 2019) (Wand et al., 2020). However, only one PHN accepted the offer of 

educational intervention. 

Subsequent to submission of the education manuscript for publication (Wand et al., 

2020), one education session for primary care was booked and conducted after business 

hours in a rural-regional area of New South Wales (NSW), Australia, 31 July 2019. 

Thirteen attendees comprised 11 primary care practitioners (nine practice nurses and two 

GPs) and two administrative staff from the PHN. Eight participants completed pre and post-

education evaluations; three completed the pre-education evaluation only. The 

administrative staff attended the session but did not participate in the discussion or complete 

questionnaires. The content of the educational intervention was identical to that delivered to 

hospital and community-based health care professionals, except for the case vignettes. The 

cases for the primary care education session were patients in GP settings (i.e. a nursing 

home and a general practice), with the facilitated discussion covering the same practice 

points. The pre- and post-evaluation questionnaires were the same as those presented at the 

end of Paper 9. 

All participants were women, with a mean age of 48.5 (range 28-61). All participants 

worked with older people in a community setting. Of the five participants who answered the 

question about whether they had ever had a clinical role with an older person who self-

harmed, only one responded in the affirmative. Regarding previous education, six 

participants had received previous education about self-harm in general and only two had 

received education about self-harm in older people. One participant did not respond.  

Results for the pre/post evaluation in primary care participants are shown in Table 6.6 and 

Table 6.7. 
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Table 6.6 Pre-post evaluation of knowledge questions in primary care practitioners. 

Participants n=11; (8 complete pre/post; 3 pre-only). 

Question number  

Correct answer (multiple choice) 

Pre 

Correct  

N (%) 

Post 

Correct  

N (%)  

Q1. Pick the age bracket with the highest suicide rate. 

A. Men aged 85-89 

5 (45) 8 (100) 

Q2. Which statement is true for ageing? 

C. Satisfaction with life increases with ageing. 

2 (18) 2 (25) 

Q3. People with cognitive impairment are at risk of self-harm.  

A. True 

8 (73) 6 (75) 

Q4. Self-harm in older people is associated with 

B. Use of lethal means  

5 (45) 5 (62.5) 

Q5. Which items contribute to self-harm (burden, trauma, move to a 

nursing home, all).  

D. All of the above 

9 (82) 8 (100) 

Q8. Which is most true for older people?  

B. There are effective treatments for depression 

8 (73) 4 (67)* 

Q9. Self-harm can usually be managed by GPs alone.  

B. False 

11 (100) 7 (87.5) 

Q10. Confidentiality in an older person with self-harm. 

A. True, carers may be contacted 

6 (55) 7 (87.5) 

Q11. Important considerations addressing hopelessness. 

D. All of the above 

7 (64) 4 (50) 

Q12. Self-harm is rare in nursing homes.  

B. False 

9 (82) 8 (100) 

Q13. Carer burden is a primary factor in self-harm.  

A.True 

11 (100) 6 (75) 

Q14. Which is true, A or B? 

A. Carers commonly understand why the older person feels this way 

3 (30)** 5 (62.5) 

* Pre missing: 1; ** Post missing: 2 
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Table 6.7 Pre-post evaluation of attitudes/beliefs and confidence items in primary 

care practitioners. 

Participants n=11; (8 complete pre/post; 3 pre-only). 

Question number  

Desired response designated as correct (true/false) 

Pre 

Correct  

N (%) 

Post 

Correct  

N (%)  

Q6. I feel helpless dealing with self-harm in an older person 

(false) 
6 (55) 8 (100) 

Q7. Older people who self-harm are just seeking attention  

(false) 

10 (100)* 8 (100) 

Q15. I feel confident assessing self-harm in an older person  

(true) 

3 (27) 8 (100) 

Q16. I feel confident talking to families about self-harm in their 

older relative  

(true) 

3 (27) 8 (100) 

Q17. The education session will change my practice  

(true) 
NA 8 (100) 

* Pre missing: 1 

Two participants responded to the open question at the end of the education session. 

One participant suggested including voluntary euthanasia in the intervention. A second 

participant noted that ‘Exit’ groups (Exit International is a not-for-profit organisation 

advocating for the legalisation of voluntary euthanasia and assisted suicide) were being held 

in the region with a prominent (deregistered) pro-euthanasia medical practitioner, with 

hundreds of financial members of the groups. The participant had informed the police of 

this activity. Both participants discussed their concerns with the doctoral candidate after the 

session. The subject of euthanasia in the very old also arose in the facilitated case-based 

discussions during the session. There were strongly held views regarding the limits of and 

difficulty accessing high quality palliative care in the region, whether depression was 

normal or expected in the context of physical illness and advanced age, and debate over the 

role of primary care practitioners in decisions to die (including suicide attempts). Lack of 

access to mental health care and acute home-based geriatric services were discussed, 

perhaps reflective of the rural/regional setting of the respondents. 

Descriptive statistics were used to evaluate the results of the educational intervention 

delivered to primary care practitioners (see Table 6.6 and Table 6.7). Tests of statistical 

significance were not appropriate and descriptive only due to small numbers of participants 

pre- and post-intervention. The questions which showed most striking improvement in 

responses (i.e. with at least 25% improvement and/or 100% rating the correct answer post 

intervention) included the prevalence of late life self-harm by age-group (Q1), contributing 

factors to late life self-harm (Q5), consent and confidentiality (Q10), self-harm in nursing 
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homes (Q12), and carers understanding why the older person self-harmed (Q14). In a 

further three knowledge-based questions there was an increase in the proportion of 

participants with correct answers post-intervention (Q2-4). In four questions the proportion 

of participants selecting correct responses reduced post-intervention (Q8,9,11,13).  

With regards to attitudes and confidence, reassuringly no participant pre- or post-

intervention attributed self-harm in an older person to attention seeking. However, marked 

improvements were observed in practitioners’ sense of helplessness in dealing with self-

harm in an older person, in their confidence in assessing an older person who has self-

harmed, and in their confidence regarding talking to families about self-harm, all of which 

were endorsed by 100% of participants post intervention. Albeit involving small numbers of 

engaged practitioners, these knowledge translation outcomes are key to the successful 

management of late-life suicide.  

The impact of the educational intervention was compared between hospital/community 

and primary care clinicians, using descriptive statistics as the same questionnaire was used to 

test both groups. The discrepancy in the sample sizes of the two groups (119 vs 8) was too 

large for meaningful statistical analysis. In both groups of clinicians there was overall 

improvement in knowledge, attitudes and confidence following the intervention. There were 

few differences in baseline knowledge of either group as indicated by their pre-intervention 

responses. For example, similar to the hospital/community group the primary care 

participants had poor pre-test scores for the epidemiology of suicide, assumptions about 

ageing (ageist or negative assumptions were more common pre-intervention), differences in 

self-harm in older and younger people (lethality of means), and about the knowledge and 

behaviour of carers. Primary care performed better in relation to confidentiality and consent 

issues pre-intervention. The reasons for this are unknown, perhaps due to the session being 

run in a rural/regional area; a smaller community with perhaps family members attending the 

same general practice providing an opportunity for informal GP contact with carers. In 

general, there was greater knowledge gain in the primary care group. One reason for this 

may have been that many of the hospital/community clinicians had received prior education 

on self-harm in general as well as specifically in older people (possible delivered by the 

doctoral candidate over the last few years), whereas primary care clinicians had not attended 

such education. Clearly the addition of discussion about how self-harm may relate to 

requests for voluntary assist dying (VAD) and how to manage such requests were considered 

relevant for primary care staff, perhaps due to the prominence of active Exit groups in the 

PHN. Similarly, the practical limitations to delivering holistic, responsive individualised 

specialist services to complex older patients in a regional area were highlighted and warrant 

inclusion in further local educational interventions on late life self-harm. 
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6.4 Implications for delivery of the education intervention on self-

harm in late life to primary care 

Despite concerted efforts in this project to provide education for GPs, the lack of 

engagement of PHNs precluded any such sessions being run within the timeline of the 

project. The lack of uptake of the educational sessions by general practice was surprising and 

disappointing. Similarly a full-day seminar on a variety of topics relevant to mental health in 

general practice coordinated by the University of NSW in 2019 (in the study catchment area) 

was also cancelled due to insufficient registrations, despite prominent international speakers 

and no cost. For the educational intervention, there appeared to be administrative barriers to 

implementation at the level of the PHNs and practice managers. At a micro level this 

included difficulty providing basic audio-visual equipment for a PowerPoint presentation, 

lack of space to schedule new talks in PHN education programs planned one year earlier, and 

reluctance of education coordinators to ask GPs attendees to complete pre/post 

questionnaires on top of (or in lieu of) other continuing professional development 

requirements. Practice managers seemed to rely largely on PHNs to run educational 

programs for their GPs or were unable to coordinate a minimum number of GPs (≥3) to 

attend single on-site sessions. By contrast, in other international settings practice managers 

consider it their role to plan and prepare onsite educational sessions for their GPs and nurses 

(Cunningham et al., 2006). Possible reasons for poor registrations in the PHN scheduled 

educational sessions are explored in Paper 9 and include time-pressure on GPs, competition 

with other topics and specifically with suicide-prevention training initiatives (for example, 

through the concurrent Lifespan project3), perceived knowledge and competence regarding 

the topic, perceived lack of relevance to clinical practice, lack of interest, or a preference for 

online learning (Yee et al., 2014).  

The low number of primary care practitioners precluded drawing conclusions regarding 

the effectiveness of the educational intervention in this group. However, it was encouraging 

to see that the intervention was well received, that the confidence and attitudes of all 

participants improved following the intervention and that knowledge improved on most 

items. The limitations of the study are similar to those outlined in the companion paper 

describing the impact of the educational intervention in hospital/community staff (Paper 9, 

Wand et al., 2020), including questions about the sustainability of the impact, the possibility 

of socially desirable responses over true attitudes/beliefs, and question marks over actual (as 

 
3 https://www.blackdoginstitute.org.au/research/lifespan. Accessed 9.10.19 

https://www.blackdoginstitute.org.au/research/lifespan
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opposed to predicted) effect on practice in late-life self-harm. Notwithstanding these 

limitations, there appears to be a role for such education with few primary practice 

clinicians having received any education on this topic despite all of them working routinely 

with older adult patients. 

The overlap between some late life self-harm and VAD was highlighted by two 

primary care nurses as an important area to be included in future education. Primary care 

staff expressed discomfort about Exit International groups running in the region. The 

presence of such groups was confirmed by a story in the regional paper in 2018 about a 

public meeting held by a prominent campaigner for euthanasia (Bennett, 20184). This is 

complex and important area to be included in clinician education about late-life self-harm. 

This further illustrates the knowledge translation value of the study in this field as discussed 

in one of the PhD papers (Wand et al., 2018b). 

Finally, the rural/regional setting where this primary care educational intervention was 

delivered was relevant. Participant discussion and feedback after the session revealed 

additional considerations for teaching about the assessment and management of late life self-

harm. This included, for this area at least, limited local resources, geographically distant and 

relatively inaccessible specialist teams (e.g. older persons’ mental health or acute 

community-based geriatric response teams), a disproportionate (compared to urban areas) 

local population of retirees and older people, and a relative lack of choice with few 

residential aged care facilities compounding hopelessness about the prospect of living in 

care. Through the lens of clinical staff on the ground it was easy to see how therapeutic 

nihilism, professional isolation and negative views on ageing developed (Wand et al., 

2018a), all of which impact delivery of care to older people who may be at risk of or actually 

self-harm (Wand et al., 2019a) and may influence support for VAD (Wand et al., 2018b). 

  

 
4 available at: https://www.southernhighlandnews.com.au/story/5220540/the-last-exit-dr-philip-nitschke-
discusses-assisted-dying-at-public-meeting/ Accessed 26.8.19 

https://www.southernhighlandnews.com.au/story/5220540/the-last-exit-dr-philip-nitschke-discusses-assisted-dying-at-public-meeting/
https://www.southernhighlandnews.com.au/story/5220540/the-last-exit-dr-philip-nitschke-discusses-assisted-dying-at-public-meeting/
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Chapter 7 Synthesis and significance 

7.1 Synthesis of study findings 

The aims of this thesis were to understand why very old people self-harm, the 

consequences of their self-harm, their experiences of clinical care (Study 1, Papers 3-6), and 

their reflections and outcomes one-year later (Study 2, Paper 7). To comprehensively 

answer these questions the perspectives of the patient themselves, their friends or relatives 

(hitherto referred to as carers as in the accompanying manuscripts), and their GPs were 

sought proximal to the self-harm, and the data triangulated using qualitative methodology. 

This is the first qualitative study to comprehensively triangulate such perspectives regarding 

self-harm. To reflect the real-world population of older Australians, and to address gaps in 

the literature, we uniquely used a broad definition of self-harm not defined by intent (Van 

Orden, 2018), and were deliberately inclusive of older people from culturally and 

linguistically diverse backgrounds (CALD), the very old (aged 80 or more; with men in this 

age group having the highest rates of suicide), and those with cognitive disorders, including 

dementia. The inclusion of older people living in residential aged care facilities, a group 

whose perspective is rarely sought in self-harm studies (Gleeson et al., 2019), was a further 

strength. The final aim was to provide translational significance to this project by using the 

data to inform contemporary initiatives on voluntary assisted dying (VAD) as well as 

suicide prevention and management. Specifically, with regards to the latter, the qualitative 

data derived from the three participant groups (i.e. patients, carers and GPs) were used to 

inform an educational intervention for health care professionals on self-harm in older 

people, and to evaluate its effects (Study 3, Papers 8-9). Human research ethics committee 

approval was granted for all studies. 

Study 1 recruited 30 patients who had self-harmed within the last month, 32 of their 

nominated carers, and 13 GPs of the patients. In-depth qualitative interviews with patients 

and, separately, their carers were conducted and questionnaires were sent to GPs. The patients 

were from CALD backgrounds (43% did not speak English), the majority were cognitively 

impaired (90%) and just under half had depression (Wand et al., 2018d). Two-thirds of the 

patients self-harmed with suicidal intent. Themes from patients regarding the reasons for self-

harm were diverse and included loss of raison d’etre, feeling alienated and disconnected, 

hopelessness and endless suffering and helplessness with rejection (Wand et al., 2018d). The 

relational context of self-harm in late life was emphasised, with rejection and invalidation 
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potent antecedents and consequences of the self-harm. Carer themes echoed that of the 

patients and highlighted communication problems with both clinicians and relatives (Wand et 

al., 2019c). Carers also described various forms of distress emanating from their relative’s 

self-harm. General practitioners had known their patients for several years and understood the 

factors contributing to self-harm, but did not see a role for themselves in addressing them 

(Wand et al., 2018a). Some of their responses reflected a sense of professional isolation, 

hopelessness and therapeutic nihilism. The triangulated results informed discussion about the 

overlap between some patients who self-harm and those who might request VAD (Wand et 

al., 2018b). Specifically, the qualitative data (especially relational factors) generated by Study 

1, provided insight into requests for VAD in the context of relational autonomy, i.e. that 

autonomy occurs within and because of relationships (Nedelsky, 1989). This in turn informed 

a wider understanding of the role of undue influence and elder abuse in late life suicide and 

requests for VAD (Wand et al., 2018b). 

Study 2 followed-up the original cohort of patients, carers and GPs from the baseline 

study one year after the self-harm (Wand et al., 2019a). To our knowledge there are no other 

longitudinal qualitative studies concurrently examining the perspectives of these three groups 

on self-harm and outcomes over time. Nineteen patients and 29 carers were available for 

follow-up in-depth interviews and 11 GPs completed the questionnaires. Data on patient 

outcomes were also derived from medical records where available and for which 

patients/carers provided consent. The majority of patient participants had dementia (65%), a 

minority had major depression (14%) and 32% wanted to die at 12 months follow-up. The 

living circumstances of 12 patients changed following self-harm; 11/30 (37%) moved into a 

nursing home (in addition to six patients who were already living in a nursing home) and one 

patient had been transferred to a hospice. Repeated self-harm in the follow-up period 

occurred in 14% of patients, of whom all were nursing home residents. Seven patients died 

during the follow-up periods, none by suicide. Patient themes at one-year follow-up reflected 

those at baseline, namely, endless suffering, hopelessness and further invalidation, denial and 

secrets. A new theme to emerge was ‘miserable in care’, especially pertinent given that over 

half the original cohort were living in a nursing home one year after the initial self-harm. 

Carers echoed patient themes including an understanding of the patient’s persistent 

wish to die, perceptions of abandonment by clinicians which were observed in patients and 

experienced by carers too, and distress regarding placement in a facility as well as unending 

carer burden. By contrast, the GPs who responded were quite positive and confident in their 

care provision to the patients who self-harmed; with themes of understanding the issues, the 
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problem being fixed, and ‘the troops having arrived’ (i.e. services assisting in management). 

This was at odds with patient and carer perspectives of clinicians communicating poorly by 

demonstrating ageism and responding with therapeutic nihilism and/or invalidation. 

These incongruent perceptions of GPs compared to patients and their carers may be 

attributed to a number of biases. Firstly, the overly optimistic GP responses may have been 

confounded by social desirability biases or denial. Conversely, they may reflect a sense of 

relief having garnered responses from the wider health system following patient self-harm 

in an otherwise isolated clinical role. Secondly, the largely positive GP responses may be 

attributed to sampling bias, with only those GPs who felt confident and well supported 

participating at follow-up (Wand et al., 2019a). The negative perceptions of clinical care 

described by patients and carers may equally reflect disappointment in mental health 

services as well as in primary care. 

An empirically derived framework for conceptualising late life self-harm was 

developed by triangulating themes from the three cohorts at baseline and follow-up, 

emphasising the relational aspects, positive and negative influences on self-harm, and 

opportunities to intervene (Wand et al., 2019a). 

Taken together these qualitative studies provide important clinical insights, which may 

guide practice. Firstly, there are a myriad of reasons why very old people self-harm, the 

majority of whom do so with intent to die in the context of being unable to communicate 

their needs. Moreover, the pervasive and real hopelessness and helplessness of the whole 

system (family/friends, GPs, mental health services, wider society) in which the older 

person is positioned (see conceptual framework in Wand et al., 2019a), hitherto relegated to 

patient cognitive distortion, needs to be addressed. The older person’s perceptions of 

hopelessness and helplessness are not simply a sign of mental illness, but may reflect the 

dynamics of a system struggling to identify and meet their needs. Therefore, each 

individual’s needs must be heard and understood in order for them to be addressed and in 

order to empower and give hope. This includes managing both the ‘big things’- the Axis I 

diagnoses- and those that might otherwise be dismissed as ‘little things’ - such as 

interpersonal issues, loneliness and unremitting physical symptoms. 

Families are an important ally in management and a source of collateral information, 

but may need help to understand the meaning of the self-harm and how to respond, while 

being supported in their own right, also to empower and give hope. General practitioners, 

who know their patients well but may be simultaneously overwhelmed by the patient’s 
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issues and feel unsupported and unequipped to manage them, need to be equally 

empowered and given hope and support. Aside from a need for more education and 

training, this suggests that other services should be recruited to assist in management, 

including mental health services. Clinicians and families should be aware of how their 

responses to self-harm may inadvertently perpetuate distress by reinforcing invalidation, 

hopelessness and rejection and that poor communication may reinforce the need for secrets 

and denial. It is important to improve communication at all levels of the older person’s 

system and to follow-up with older people who have self-harmed. 

A proportion of older people who self-harm may do so as an alternative to euthanasia, 

which is not available in all jurisdictions. The corollary of this is that older people requesting 

VAD must have a careful assessment of this decision, not only to determine capacity, but to 

evaluate underlying interpersonal factors and distorted beliefs which may be operating and 

remediable, and to ensure that there is no undue influence or abuse (Wand et al., 2018b). 

In Study 3 the results of Studies 1 and 2 were combined with existing quantitative data 

relating to factors associated with self-harm in older people derived from the literature 

(outlined in Chapter 2) to inform the development of an educational intervention for health 

care professionals on the assessment and management of late life self-harm (Wand et al., 

2019b). The targets for the education were a mixed group (including medical, nursing and 

allied health) of hospital/community-based and primary care practitioners. Pre/post 

questionnaires were used to evaluate the educational intervention in terms of change in 

clinician knowledge, confidence, and attitudes. One hundred and nineteen 

hospital/community-based clinicians and 11 primary care practitioners (two of whom were 

GPs) attended an education session. There were significant improvements in knowledge, 

attitudes and confidence regarding self-harm in late life post-intervention (Wand et al., 

2020). The hospital/community-based clinicians had high levels of baseline knowledge, 

likely due to previous education in this field delivered by the doctoral candidate, potentially 

underestimating the impact of the intervention. The sustainability of these effects over time, 

objective evidence of change in clinical practice, and effectiveness of the intervention for 

GPs warrant further study. 
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7.2 Translational significance 

7.2.1 Significance for understanding voluntary assisted dying and 

euthanasia 

This doctoral thesis started with two case reports (Paper 1) of older adults who for 

various reasons had desired euthanasia but, as this was illegal in their jurisdiction, they 

attempted suicide instead (Wand et al., 2016). In these cases the absence of major mental 

illness, but salience of physical, social and interpersonal factors were highlighted. Through 

the course of this doctoral study it became apparent that findings such as these had great 

relevance to current discourse in Australia and internationally on VAD and euthanasia. 

Specifically, in the Australian context the Voluntary Assisted Dying Act 2017 (Vic) was 

passed on the 29 November 2017 and enacted in force on the 19 June 2019, with the first 

death subsequently occurring under the Act. Similarly, in Western Australia the Voluntary 

Assisted Dying Bill 2019 has been developed for introduction to Parliament (8 July 2019), 

having gained recent support in the Lower House. 

In Paper 6, the intersection between self-harm in older adults and VAD requests, and 

the potential for elder abuse and undue influence were discussed (Wand et al., 2018b). This 

work was directly informed by the qualitative results of Studies 1 (Wand et al., 2018a; 

Wand et al., 2018d; 2019c) and 2 (Wand et al., 2019a). Key findings were that 

interpersonal relationships and perceptions of relationships such as dependency and 

burdensomeness, often echoed by carers and health care professionals alike, are influential 

in decisions to die, whether by suicide or VAD (Wand et al., 2018b), hence the relevance of 

the concept of relational autonomy (Nedelsky, 1989). This has implications for 

understanding the true autonomy of a request for VAD, as well as emphasising that the 

person must have capacity to request VAD. The Voluntary Assisted Dying Act 2017 (Vic) 

specifically highlights the need for the decision to be voluntary and that the doctors making 

the assessments must safeguard against undue influence in the form of “coercion” (s 

20(1)(c), s 29(1)(c)). 

The Voluntary Assisted Dying Act 2017 (Vic) recognised the need for “approved 

assessment training” and there was provision for the Government to approve training 

including in relation to assessing a person’s eligibility for VAD and “identifying and 

assessing risk factors for abuse or coercion” (s 114). Findings from this doctoral thesis were 

used to inform this training conducted by the Voluntary Assisted Dying Training team at 

the Australian Centre for Health Law Research, Faculty of Law, Queensland University of 
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Technology. In particular, a significant piece of work (Peisah et al., 2019) referenced two 

PhD papers (Wand et al., 2018b; d). In this way, this doctoral thesis has already seen 

important translational impact during a perfect storm of vulnerability for older people. 

At an international level, the two case reports and associated paper hitherto referred to 

(Wand et al., 2016) were cited and discussed in two presentations in a Symposium 

“Euthanasia and physician-assisted suicide for elderly people with psychiatric disorders or 

dementia”, at the International Psychogeriatric Association Congress in September 2019, in 

Spain (Goncalves Pereira, 2019; Sánchéz Pérez, 2019). The cases were used to highlight the 

complexity inherent in assessing requests for euthanasia in older people, related ethical issues 

and the need for expertise and further discourse on the issue. Dr Sánchéz Pérez also cited the 

qualitative systematic review from this thesis evaluating why older people self-harm (Wand et 

al., 2018c), to demonstrate the need to explore the individual reasons for suicide attempts in 

older people. He emphasised the thesis findings which elucidated older people’s perceptions 

of life as meaninglessness or lacking raison d'etre, their sense of disconnectedness, 

invisibility, accumulated suffering and painful life, and loss of, and attempt to regain control, 

as underlying decisions to attempt suicide (Wand et al., 2018c). Dr Sánchéz Pérez (2019) 

endorsed the recommendations emanating from this thesis (Wand et al., 2018c; d) that 

physicians should directly ask the older person why they reverted to suicidal behaviour and to 

actively help him/her regain a sense of control and/or a raison d'etre. 

7.2.2 Knowledge translation: Education of clinicians on late life self-harm 

A key component of the translational significance of this thesis was knowledge 

translation of the qualitative findings to inform coal face clinicians. The perceptions and 

reflections of very old people who had self-harmed, their carers, and GPs, regarding reasons 

for self-harm, barriers to seeking help, the consequences of self-harm, and experiences of 

before and aftercare provided rich guidance for the improvement of clinical care. As such, an 

educational intervention for self-harm prevention and management was derived directly from 

the qualitative results obtained and complemented by the existing quantitative literature. The 

first of these papers (Paper 8, (Wand et al., 2019b)) discussed the practical clinical 

application of the content of the educational intervention for primary care in Medicine 

Today, a journal available to all registered general practitioners (GPs) in Australia with broad 

potential reach and dissemination. The importance of this topic to the general practice setting 

was acknowledged by Medicine Today who decided to have accompanying Continuing 

Professional Development (CPD) questions attached to the paper to assess GP learning. 
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Evidence of knowledge translation is provided in the final paper of this thesis (Paper 9, 

Wand et al., 2020), the evaluation of the educational intervention for clinicians on late life 

self-harm. As with the Medicine Today paper (Wand et al., 2019b), the content of the 

educational intervention was informed by the qualitative results from Study 1 and 2 and 

synthesis of the quantitative literature outlined in Chapter 2. The intervention was delivered 

to and evaluated with multidisciplinary health care professionals in hospital, community and 

general practice settings. The intervention was highly valued, low cost and delivered within 

existing routine educational programs. Results from the evaluation of the intervention in 

hospital and community-based staff demonstrated significant improvements in knowledge, 

confidence and attitudes regarding late life self-harm following the intervention (Wand et al., 

2020). Further, the intervention format and content were well received by clinicians. Thus, 

an immediate impact of the evidence-based educational intervention was demonstrated in a 

real-world target sample of clinicians working with older people. 

7.3 Limitations of the thesis 

There were some limitations to this study, albeit the first of its kind. The use of 

clinician researchers, including the doctoral candidate who conducted all the qualitative 

interviews, was a potential limitation. As the treating psychiatrist for some of the patients it 

is possible that this professional relationship influenced participant responses where a 

formulation of the patient’s presentation had been shared. It is also possible that this 

relationship influenced participant responses, inhibiting fully articulated perspectives or 

offering responses tainted by a social desirability bias. However, many themes derived from 

the interviews were negative or critical of clinical care, suggesting that this was not the 

case. Given the negative perceptions of clinical care raised by patients and carers alike, 

further qualitative studies of the perspectives of GPs and mental health professionals on late 

life self-harm could elucidate these barriers to care further. The choice of 

correspondence/questionnaire format to elicit GP responses was purposeful to maximise 

participation recognising both the time-constraints on GPs and the potentially confronting 

nature of interview by a psychiatrist after patient self-harm. Focus group interviews may 

provide a more acceptable alternative to individual qualitative interviews with GPs and 

mental health care professionals, and still produce rich data. The benefits of a focus group 

include in-depth discussions, group interactions to produce data and insights that would be 

less accessible in individual interviews, suitability for examination of sensitive issues, and 

the exploration of a particular group’s experience and knowledge (Liamputtong, 2013). 
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A full psychiatric assessment was conducted with each patient participant, including 

some evaluation of personality traits as part of a comprehensive psychiatric interview. More 

rigorous assessment of personality may have elicited emergent themes with an interpersonal 

focus, such as invalidation and rejection (Wand et al., 2019a; Wand et al., 2018d; 2019c). 

Assessment of personality using a validated tool such as the Neuroticism Extraversion 

Openness (NEO) Personality Inventory (McCrae and Costa, 2010) may have provided 

greater insight into the significance of emergent interpersonal themes, helping differentiate 

between pre-existing personality traits and state-specific responses to life stress leading to 

self-harm. Other work has demonstrated that personality traits such as neuroticism and low 

openness to experience are associated with suicide (Draper et al., 2014a). 

The delivery of the educational intervention (Study 3) was pragmatic, 

opportunistically capturing multidisciplinary health care professionals in working hours. 

Although after the intervention there were immediate impacts in knowledge, attitudes and 

confidence sustainability was not evaluated. Moreover, change in knowledge does not 

necessarily translate to behavioural change, which is reflected in education theory. For 

example, the Kirkpatrick model is a commonly used model for evaluating and analysing 

the effects of training and education programs at four levels; reaction, learning, behaviour 

and results (Kirkpatrick, 1994). According to the Kirkpatrick model the educational 

intervention (Study 3) had impact at Levels 1 (feedback and satisfaction with the 

educational intervention) and 2 (knowledge, skill or attitudinal change) but did not 

examine impact at Level 3 (changes in healthcare professionals’ practice), or improved 

patient health outcomes, i.e. Kirkpatrick Level 4 (Kirkpatrick, 1994). The study was not 

designed to test whether the benefits observed after the educational intervention translated 

to improvements in clinical practice in relation to self-harm in older people. Furthermore, 

it is well-recognised that the effects of healthcare interventions wane over time (Moore et 

al., 2011) and we do not know what the optimal interval is between repeating the 

intervention in order to sustain benefits. Finally, the acceptability of the format and 

benefits of the educational intervention for GPs (while positive for the few who attended) 

warrants more examination, as recruitment was difficult. 

7.4 Concluding remarks and new avenues for research 

This thesis demonstrates the richness of data which may be gathered by using 

qualitative methods and sampling the systemic context of the particular group of interest, in 

this case very old people who have self-harmed. It was deliberately broad in scope, inclusive 
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of any form of self-harm (direct and indirect) and regardless of intent. The participants were 

very old, mostly cognitively impaired, and included a significant proportion from CALD 

backgrounds, thus representative of the older population in Australia but hitherto neglected 

in research per se, let alone in this area. Future research could examine whether intent, 

underlying reasons and outcomes differ between older people with direct or indirect self-

harm from both qualitative and quantitative perspectives. A proportion of very old people in 

this study had considered euthanasia/VAD an option because they perceived life as not worth 

living or that their long life had been lived, but as this option was unavailable in their 

jurisdiction, resorted to self-harm instead. This group deserves particular study as VAD 

legislation is likely to be expanded across Australian jurisdictions. It would be important to 

study this group to see how they compare to older people who self-harm for other reasons. 

The follow-up period for this project was one year, but future studies could extend this time 

to look at longer-term outcomes, including self-harm although this would need to be 

balanced against likely higher attrition with time in the very old. 

Given the close relationship between self-harm and suicide in older adults, and the 

disproportionately higher rates of suicide in men compared to women, it would be interesting 

to qualitatively explore gender differences in older people who self-harm with suicidal 

intent. Some unanswered questions include whether older men who self-harm with suicidal 

intent are more vulnerable to feeling burdensome or lacking purpose, are less able to adapt to 

physical illness or loss of function, or are less resilient or able to cope with interpersonal 

conflict. Qualitative studies of gender differences in self-harm with suicidal intent have the 

potential to usefully inform suicide prevention initiatives, which must be specific for older 

men given the greater prevalence in this group and current lack of targeted effective 

approaches (Lapierre et al., 2011). 

Attitudes of clinicians, especially those in acute hospital settings, towards people who 

self-harm are often negative, consistent with the experiences of the patients they treat 

(Saunders et al., 2012) and their carers. Formal education programs have been found to 

improve knowledge and attitudes (Saunders et al., 2012; Wand et al., 2020; see Chapter 6). 

This is especially important for clinicians without mental health expertise and training, who 

tend to have more negative attitudes which may adversely impact upon patient care (Draper 

et al., 2014b; Saunders et al., 2012). The need for training in suicide prevention in 

residential aged care facilities has been highlighted (Couillet et al., 2017), where staff have 

been found to have limited knowledge of late-life depression and suicide (Walker and 
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Osgood, 2001). Encouragingly, attitudes towards suicide in late life, including ageism and 

therapeutic nihilism, improve after training (Ziervogel et al., 2005). 

This doctoral thesis demonstrates that some people living in nursing homes, especially 

those entering as a result of self-harm or reluctantly, must be targeted for support in 

transitioning to care and for assertive follow-up (Wand et al., 2019a). One way to do this 

would be to train facility staff to recognise and understand the contributing factors to self-

harm in late life and approaches to address them. An online module could be developed to 

improve access to education for multidisciplinary staff especially hospital shift-workers, 

nursing home care staff, and GPs, who may prefer online formats (Yee et al., 2014). An 

extension of the education intervention to crisis supporters (volunteers) is currently being 

investigated in relation to Lifeline, a charitable organisation that provides free, 24-hour 

crisis support and suicide prevention services in Australia. In September 2019, the doctoral 

candidate and Professor Peisah were awarded a grant of $26,000 from the Ageing Futures 

Institute at the University of New South Wales (UNSW) to collaboratively develop an 

online tool to train volunteers working for Lifeline. Clinician participant feedback 

suggested that the content of education sessions should be expanded to include some 

discussion of the overlap and relevance to VAD. This is a valid suggestion which could be 

readily accommodated with reference to one of the doctoral papers (Wand et al., 2018b) 

and other papers which have  discussed the project’s significance to VAD (Peisah et al., 

2019), particularly for jurisdictions where VAD is legalised or pending. 

Aside from expanding and developing the educational intervention, the logical next 

step would be to apply the insights gained in this doctoral work to designing interventions 

to prevent and manage late life self-harm, including suicide. Interpersonal factors emerged 

as critical to decisions to self-harm and the responses of the older person’s network to the 

self-harm determined whether his/her distress was amplified or attenuated. The doctoral 

findings provided further empirical support for the interpersonal theory of suicide (Joiner, 

2005), emphasising the relevance of perceived burdensomeness and thwarted belonging 

(demonstrated here broadly in themes of loneliness, disconnection and alienation). Public 

health campaigns which promote the fostering and maintenance of social connections (Van 

Orden et al., 2010) and awareness raising of the impact of loneliness (Cacioppo et al., 2006; 

Golden et al., 2009) may reduce self-harm in late life. 

The study revealed that carers, although often aware of suicidal behaviours and thoughts 

(Choi et al., 2017; Draper et al., 2018), are often dismissed or excluded by clinicians when 

the older person self-harms, and bear much distress. Thus, an opportunity is missed to 
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engage carers as sources of collateral history (identifying underlying contributing factors for 

self-harm, dissolving secrets and sharing burden) and as allies in implementing management 

plans. This may be in part due to lack of clinician confidence talking to carers about self-

harm (Wand et al., 2020). Carers too may struggle to make sense of communications of 

suicidal ideation or intent and be unsure how to respond or intervene (Owen et al., 2012). 

Family carers need evidence-based knowledge and skills to understand self-harm in their 

relative but also to cope with and help manage the patient in the aftermath (Sun et al., 2009) 

and recruit services if the patient voices thoughts of repeat self-harm (Choi et al., 2019). 

Programs targeting family carers should be developed and evaluated. Family therapy, as with 

psychotherapy in general, is underutilised in aged care psychiatry (Ansari and Grossberg, 

2016; Peisah, 2006); but maybe especially helpful for late life self-harm where the family 

milieu is so important. Benefits have been demonstrated in other psychotherapeutic 

interventions such as using cognitive behavioural approaches for adapting to retirement by 

finding meaning; this enhances resilience to suicidality in older adults (Lapierre et al., 2007). 

Additionally, an interpersonal therapy program for older adults at greater risk of suicide 

which focused upon improving social skills and functioning was found to significantly 

reduce the severity of depressive symptoms and the score on the Geriatric Suicide Ideation 

Scale (Heisel et al., 2009). However, these were small studies requiring replication. 

This thesis answers many questions about self-harm in the very old from the 

triangulated perspectives of the older person, their relatives and general practitioner. It also 

identifies avenues for further study, particularly interventions to prevent self-harm and 

improve postvention, which must focus on improving communication and understanding. 

True partnerships between older people and their social and clinical networks are needed to 

effect positive change. 
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