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The interaction between social factors and
adversities on self-harm during the COVID-19
pandemic: longitudinal analysis of 49 227 UK
adults
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Background
Little is known about which factors exacerbate and buffer the
impact of coronavirus disease 2019 (COVID-19)-related adversities on changes in thinking about and engaging in self-harm over
time.
Aims
To examine how changes in four social factors contribute to
changes in self-harm thoughts and behaviours over time and
how these factors in turn interact with adversities and worries
about adversities to increase risk for these outcomes.

loneliness was associated with an increase in their likelihood.
Associations were less clear for telephone/video contact and
face-to-face contact with outcomes. Social support buffered and
loneliness exacerbated the impact of adversity experiences on
self-harm behaviours.
Conclusions
These findings suggest the importance of the quality of one’s
social support network, rather than the mere presence of contact, for reducing the likelihood of self-harm behaviours in the
context of COVID-19 pandemic-related adversity and worry.

Method
Data from 49 227 UK adults in the UCL COVID-19 Social Study
were analysed across the first 59 weeks of the pandemic. Fixedeffects logistic regressions examined time-varying associations
between social support quality, loneliness, number of days of
face-to-face contact for >15 min and number of days phoning/
video calling for ≥15 min with self-harm thoughts and behaviours. We then examined how these four factors in turn interacted with the total number of adversities and worries about
adversity and how this affected outcomes.
Results
Increases in the quality of social support were associated with
decreases in the likelihood of both outcomes, whereas greater

Background
There is concern that the coronavirus disease 2019 (COVID-19)
pandemic and its associated stressors will result in an increase in
suicides, although this is not inevitable.1,2 This is hypothesised to
occur via reductions in protective factors such as social connectedness and increases in risk factors such as domestic misuse and
unemployment.2–4 According to diathesis–stress models of suicide
risk, the experience of these near-term stressors for individuals
who already have enduring risk factors (such as traits of impulsivity,
genetic vulnerability and having experienced adversity early in life)
could lead to an increase in self-harm behaviours and ultimately
suicide.5–7
There is evidence suggesting that the pandemic has had a detrimental effect on self-harm thoughts and behaviours, that significantly increase the probability of eventual death by suicide.8,9
Although early in the pandemic in the UK and France there was a
reduction in the number of clinical presentations for self-harm
compared with prior years, this could have been because of a
decrease in face-to-face services and a wish to protect healthcare services.10–12 Data from electronic general practice records in a large
UK city through to the end of May 2021 indicate this trend in
self-harm presentations may have persisted after restrictions
eased.13 However, survey data14–16 and a recent systematic
review17 suggest that a greater proportion of the population have
been thinking about or actually harming themselves than
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pre-pandemic. Stressful life events, which can precipitate selfharm thoughts and behaviours in the short term such as domestic
misuse18 and widespread unemployment,19,20 have also increased.
Concerns and worries about these and other adverse events that
can be proximal triggers for self-harm6,7 have been found to have
a similar impact on self-harm thoughts and behaviours as actually
experiencing these adversities during the COVID-19 pandemic.21
Further, the combination of the unprecedented social distancing
requirements, uncertainty about the future and the accumulation
of stressful circumstances have the potential to increase risk for
suicides.2,3
There are, however, factors that could protect against the impact
of these stressful circumstances on self-harm thoughts and behaviours. More frequent contact with others as well as the quality of
one’s social support has been shown to provide a buffer against
the likelihood of self-harm in the context of acute stressors such
as financial difficulties or relationship breakdown.22,23 Given that
the most commonly cited reasons for self-harm are to relieve suffering and manage distress,24,25 it follows that having access to supportive, understanding others would help mitigate the adverse
consequences occurring in the context of the pandemic. However,
social restrictions imposed during the pandemic may have severely
limited access to drawing on and maintaining connections vital to
reducing the impact of this stress. Therefore, an unresolved question
is whether the perceived quality of one’s social support and more
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frequent contact with others buffer the impact of adversity and
worry about adversity on thinking about and engaging in self-harm.
A second factor that may be important for the link between pandemic-related adversities and self-harm thoughts and behaviours is
loneliness,2 or the subjective distress resulting from a discrepancy
between desired and perceived social relationships.26 Loneliness
and a lack of social integration have been emphasised as important
factors for suicide from Durkheim’s early sociological studies of
suicide27 to modern theories of suicide risk.6,7 Although early in
the pandemic loneliness did not seem to be higher than prepandemic levels,22,28 data from the Office of National Statistics’
Opinions and Lifestyle Survey in the UK indicate that over the
first year of the pandemic, the proportion of people who were
lonely ‘often’ or ‘always’ increased (5.0% to 7.2%).29 Thus, risk for
self-harm thoughts and behaviours because of adversities and
worries about adversity may have been exacerbated by increased
levels of loneliness.
Aims
In sum, although the COVID-19 pandemic has had a detrimental
impact on a number of known risk factors for suicide, little is
known about how social factors such as social support, social
contact and loneliness may have interacted with these risk factors
to exacerbate or buffer their impact on self-harm thoughts and
behaviours. The aim of this study was therefore to examine which
near-term social factors were associated with changes over time in
self-harm thoughts and behaviours in a large sample of UK adults
across the first 59 weeks of the COVID-19 pandemic. Specifically,
we explored the time-varying longitudinal relationships between
(a) the quality of one’s social support, (b) loneliness, (c) time
spent in face-to-face contact with others, and (d) time spent in
phone or video contact with others with changes in these two outcomes. We then also examined whether these factors moderated the
relationship between experiencing and worrying about adversities
and self-harm thoughts and behaviours. We improve upon prior
research in this area by using fixed-effects statistical modelling30
that automatically accounts for longer-term more stable risk
factors for self-harm thoughts and behaviours such as genetic
predisposition and certain personality traits.5,7 The findings will
further our understanding of which factors attenuate and exacerbate
the risk for self-harm thoughts and behaviours in the context of the
COVID-19 pandemic, which is important for informing suicide
prevention efforts.

with third-sector organisations (for example charities or community sector organisations) to include marginalised or vulnerable
groups including adults with pre-existing mental health conditions,
older adults, carers and people experiencing domestic violence or
abuse.
The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and institutional committees on human experimentation and with the
Helsinki Declaration of 1975, as revised in 2008. The study was
approved by the UCL Research Ethics Committee (12467/005)
and all participants gave informed consent. The study protocol
and user guide (which includes full details on recruitment, retention, data cleaning and sample demographics) are available at
https://github.com/UCL-BSH/CSSUserGuide.
For these analyses, we used data from the 14 months between
1 April 2020 to 17 May 2021 (participant n = 66 308, observation
n = 918 440). Participants were eligible for inclusion in the analysis
if they had three or more data collections over the study period
(participant n = 52 569 (79.3%), observations = 899 447 (97.9%)).
We excluded participants with missing data on any of the variables
in the study. The final sample size was 49 227 (observation n = 849
800). See Supplementary Table 1 available at https://doi.org/10.
1192/bjo.2021.1071 for a comparison of excluded and included
participants.
Measures
Self-harm thoughts and behaviours

The definition of self-harm used in the current study was intentional
non-fatal acts of self-poisoning or self-injury, irrespective of the
degree of suicidal intent.31,32 Thoughts of death or self-harm (hereafter self-harm thoughts) were measured with an item from the
Patient Health Questionnaire (PHQ-9);33 an instrument often
used as a screening tool for depression in primary care practice:
‘Over the last week, how often have you been bothered by thoughts
that you would be better off dead or hurting yourself in some way?’.
Second, self-harm behaviours were measured with a similar studydeveloped item: ‘Over the last week, how often have you been bothered by self-harming or deliberately hurting yourself?’. Responses to
both items were rated on a four-point scale from ‘not at all’ to ‘nearly
every day’ and collapsed into binary variables indicating the presence of at least some self-harm thoughts or self-harm behaviours
at each time point.
Social support

Method
Participants
We used data from the COVID-19 Social Study; a large panel study
of the psychological and social experiences of over 70 000 adults
(aged 18 or older) in the UK during the COVID-19 pandemic.
The study commenced on 21 March 2020 and involved online
weekly (from August 2020, monthly) data collection across the pandemic. Sampling was not random, and although it is heterogeneous,
the sample is not representative of the UK population. The sample
was recruited using three primary approaches. First, convenience
sampling was used, including promoting the study through existing
networks and mailing lists (including large databases of adults who
had previously consented to be involved in health research across
the UK), print and digital media coverage, and social media.
Second, more targeted recruitment was undertaken focusing on
(a) individuals from a low-income background, (b) individuals
with no or few educational qualifications, and (d) individuals who
were unemployed. Third, the study was promoted via partnerships

Perceived social support

Social support in the past week was measured using an adapted
version of the six-item short form of Perceived Social Support
Questionnaire (F-SozU K-6).34,35 Each item is rated on a fivepoint scale from ‘not true at all’ to ‘very true’, with higher scores
indicating higher levels of perceived total social support (hereafter,
‘social support’). Minor adaptations made to question phrasing to
make it relevant to experiences during COVID-19 can be found
in Supplemental Table 2. Mean social support scores were calculated
at each time point (range 1–5). As a sensitivity analysis, we disaggregated the total social support variable into emotional support and
instrumental support (three items each) to examine whether the
provision of instrumental assistance or emotional support may
have been driving any findings.
Time spent in contact with others

Two continuous variables representing the number of days participants (a) had face-to-face contact with another person for 15 min or
more (including someone the participant lives with), and (b) had a
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phone or video call with another person for 15 min or more in the
past week were included. The mean for each of these variables was
calculated at each time point (range 0–7).
Loneliness

Loneliness was measured using the three-item UCLA-3 Loneliness, a
short form of the Revised UCLA Loneliness Scale (UCLA-R).36 Each
item is rated with a three-point rating scale, ranging from ‘hardly
ever’ to ‘often’. The mean of these three items was calculated for each
participant and higher scores indicate higher loneliness (range 1–3).

data were weighted to the proportions of gender, age, ethnicity,
country and education obtained from the Office for National
Statistics.38 Weights were constructed using a multivariate
reweighting method using the Stata user written command ‘ebalance’.39 Analyses were conducted using Stata version 16.40
Sensitivity analyses with the social support variable disaggregated into emotional support and instrumental support (three
items each) were conducted to examine whether the provision of
instrumental assistance or emotional support was driving any
social support findings.

Adversity experiences and worries

Results

Adversity experiences

Five categories of adversities occurring in the past week were considered: financial adversity, COVID-19 illness, family/friend
serious illness or bereavement, experiencing physical or psychological abuse, and not being able to access essential items. Each category of adversity was treated as binary (absent versus present) and
summed to create an index of the number of adversities experienced
at each time point (range 0–5). A more detailed description of these
measures can be found in Supplementary Table 3.
Worries about adversity

Five worries about adverse experiences were measured at the same
time as the adversity measures and selected to correspond with these
variables. Each category of worry was operationalised as binary
(absent versus present): financial worries, worries about COVID19 illness, social and relationship worries, concerns about safety
and security, and worries about accessing essentials. These binary
variables were then summed to create the total number of worries
about adversity at each time point (range 0–5).
Statistical analysis
We used fixed-effects regression to explore the time-varying relationship between changes in social support, time spent in contact with
others face-to-face and via telephone/video, and loneliness with
changes in self-harm thoughts and behaviours over the course of
the study period (1 April 2020 to 17 May 2021). Participants completed the weekly questions an average of 17.28 (s.d. = 9.60) times
during this time (range 3–31), providing longitudinal data to
analyse. Fixed-effects regression differs from other regression techniques as it explores within-person variation with individuals serving as
their own reference point, compared with themselves over time. As a
result, fixed-effects regression accounts for any confounding associations between time-invariant (stable) covariates, even if they are
unobserved in the data-set. Such time-invariant covariates include
socioeconomic status, genetics, personality and history of mental
health problems.37 So in this analysis we were able to assess the relationship between changes in social factors across the 59 weeks and
changes in self-harm over the same period, while accounting for all
possible time-invariant confounders. See the Supplementary materials for more detail, including the model equation.
We then repeated these models additionally controlling for the
effects of time-varying confounders including the total number of
adversities and the total number of worries about adversity that
people experienced at each weekly time point, as well as the interactions between these variables and each of the four social variables in
turn. Models additionally controlled for day of the week and
number of days since the first UK lockdown commenced.
Resulting regression coefficients were exponentiated and presented
as odds ratios along with 95% confidence intervals.
To account for the non-random nature of the sample and to
increase the representativeness of the UK general population, all

Descriptive statistics
Descriptive statistics for the total sample and for those with any
change over the study period in self-harm thoughts or self-harm
behaviours are presented in Supplementary Table 4. Before weighting, the total sample was disproportionately female, of older age and
highly educated. After weighting, sample proportions reflected
those of the UK population. The average number of measurement
points in the total sample was 17.28 (s.d. = 9.60, range 3–31)
There was within-individual variation in both of the self-harm
outcome measures, predictors and adversity measures (Table 1).
Nearly one-quarter (23.5%) of the sample reported self-harm
thoughts at least once over the study period, and 7.6% reported
self-harm behaviours at least once.
Associations between predictor variables and self-harm
thoughts and behaviours
Better quality social support was associated with the largest reductions in the odds of self-harm thoughts (odds ratio (OR) = 0.55,
95% CI 0.54–0.57) and self-harm behaviours (OR = 0.71, 95% CI
0.68–0.74), whereas loneliness was associated with a 3.77 (95% CI
3.61–3.93) times higher odds of self-harm thoughts and 2.18 (95%
CI 2.02–2.34) higher odds of self-harm behaviours (Table 2). The
number of days on which individuals had had face-to-face contact
or telephone/video contact with another person for at least 15
min were associated with small reductions and increases in selfharm thoughts, respectively, but was not associated with selfharm behaviours.
Interactions between predictors and adversities and
adversity worries
Associations between predictor variables, adversities and adversity
worries, as well as their interactions with outcomes are shown in
Table 3. Main associations between adversity worries and both outcomes were generally larger in magnitude (OR range 1.24–1.42)
than for actual adversity experiences (OR range 1.08–1.14). Social
support and loneliness continued to be associated with reduced
and increased likelihood, respectively, of self-harm thoughts and
behaviours, even when adversities and worries were included in
the models.
There was evidence that the relationship between adversity
worries and self-harm thoughts was slightly attenuated by lower
levels of loneliness (OR = 0.95; 95% CI 0.94–0.97) and increases in
days of telephone/video contact (OR = 0.98; 95% CI 0.96–0.99),
but this relationship was slightly exacerbated by days of face-toface contact (OR = 1.02; 95% CI 1.00–1.03).
For self-harm behaviours, loneliness exacerbated (OR = 1.04;
95% CI 1.01–1.06) the association of adversity experiences with
this outcome, whereas better quality social support attenuated this
association (OR = 0.97, 95% CI 0.95–0.99). Social support and
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Table 1

Means and standard deviations for study outcomes and exposures among individuals with variation in each outcome variable (n = 49 227)
Participants with variation in self-harm thoughts

Variable
Observations
Individuals
Self-harm thoughts
Self-harm behaviours
Adversity experiences
Adversity worries
Social support
Emotional support
Instrumental support
Loneliness
Face-to-face contact
Telephone/video contact
Number of time points

Overall
mean

Overall
s.d.

Between
s.d.

Within
s.d.

n

–
–
0.28
0.04
1.37
2.18
3.31
3.31
3.30
1.98
5.35
3.30
–

–
–
0.45
0.20
0.61
1.21
1.18
1.26
1.26
0.68
2.58
2.31
–

–
–
0.26
0.13
0.49
0.96
1.07
1.11
1.14
0.60
2.15
1.88
–

–
–
0.36
0.16
0.41
0.77
0.44
0.53
0.49
0.32
1.41
1.37
–

206 437
11 559
–
–
–
–
–
–
–
–
–
–
–

Table 2 Associations between predictor variables with self-harm
thoughts and behaviours (main effects) derived from fixed-effects
logistic regression modelsa
Self-harm
behaviours

Self-harm thoughts
Variable
Social support
Loneliness
Face-to-face contact
Telephone/video contact

OR

95% CI

OR

0.55*
3.77*
1.01*
0.98*

0.54–0.57
3.61–3.93
1.00–1.01
0.97–0.99

0.71*
2.18*
1.00
1.01

95% CI
0.68–0.74
2.02–2.34
0.98–1.01
0.99–1.03

a. Data were weighted to the proportions of gender, age, ethnicity, country and education obtained from the Office for National Statistics.
* P < 0.05.

days of telephone/video contact exacerbated the relationship
between adversity worries and self-harm behaviours.
Sensitivity analyses
Sensitivity analyses with the disaggregated social support scale into
emotional and instrumental support indicated slightly stronger
associations between emotional support and self-harm thoughts
(OR = 0.53; 95% CI 0.51–0.55) than between instrumental
support and self-harm thoughts (OR = 0.76; 95% CI 0.74–0.79)
(Supplementary Table 5). However, the differences between these
two types of support were negligible in relation to self-harm behaviours. Other substantive findings for the main associations of
adversities and adversity worries were the same as in the main analyses (Supplementary Table 6). There was weak evidence that emotional support exacerbated the relationship between adversity
worries and both outcomes. Instrumental support was the only variable to attenuate any of the associations (adversity experiences with
self-harm behaviours).
Discussion
Main findings
Better quality social support was associated with a considerably
reduced likelihood of both self-harm thoughts and self-harm behaviours across the first 59 weeks of the COVID-19 pandemic. Having
had more days of telephone/video contact with another person for
15 min or more was associated with only minor reductions in the
likelihood of self-harm thoughts and was not associated with
changes in self-harm behaviours. Additionally, increases in

Participants with variation in self-harm behaviours

Mean (s.d.)
range

Overall
mean

Overall
s.d.

Between
s.d.

Within
s.d.

n

–
–
–
–
–
–
–
–
–
–
–
–
18.26 (9.08)
3–31

–
–
0.47
0.20
1.43
2.37
3.06
3.07
3.04
2.15
5.13
3.08
–

–
–
0.50
0.40
0.67
1.28
1.23
1.30
1.31
0.68
2.66
2.31
–

–
–
0.36
0.23
0.55
1.02
1.10
1.14
1.18
0.60
2.22
1.87
–

–
–
0.34
0.33
0.44
0.80
0.46
0.55
0.51
0.32
1.49
1.40
–

63 632
3 740
–
–
–
–
–
–
–
–
–
–
–

Mean (s.d.)
range
–
–
–
–
–
–
–
–
–
–
–
–
17.44 (9.15)
3–31

loneliness were associated with a nearly 4-fold and over 2-fold likelihood of self-harm thoughts and behaviours, respectively. These
findings suggest that the quality of social interactions rather than
the mere presence or absence of social contact are important for
these outcomes in the current circumstances.3
In support of this, better quality social support acted as a moderator of the impact of adversity experiences on self-harm behaviours, which echoes research from before the current
pandemic.22,23 Further, higher levels of loneliness exacerbated the
impact of adversity experiences on self-harm behaviours. It is
notable that the associations were specifically with self-harm behaviours; neither social support nor loneliness buffered the relationship between adversity experiences and thoughts about self-harm.
Loneliness, low social support and adversities such as unemployment and financial problems are known risk factors for self-harm
and also for suicide, and the findings presented here confirm predictions from early in the COVID-19 pandemic that they would
combine and exacerbate one another.1,41 Although in the current
study this attenuation was modest, these results suggest the importance of available trusted others to provide understanding and
support during pandemics, especially for individuals experiencing
stressful life events.
Worries about adversity were more strongly associated with
both outcomes than actual adversity experiences, a finding that
echoes previous research on self-harm thoughts and behaviours
and symptoms of anxiety and depression.21,42 Unexpectedly,
however, the interactions between social support and loneliness,
and adversity worries and self-harm thoughts and behaviours,
respectively, were in the opposite direction. It is possible that
people with higher levels of social support and lower loneliness
talked about their worries more with others, with such conversations possibly leading to their worries being more prominent in
their minds when they were then asked to self-report on them.
This theory is supported by the fact that face-to-face contact exacerbated the relationship between adversity worries and self-harm
thoughts, and telephone/video contact also exacerbated the relationship between adversity worries and self-harm behaviours.
Nonetheless, telephone/video calls still buffered the relationship
between both adversity worries and experiences and self-harm
thoughts. Future research could seek to disentangle whether the
nature of telephone/video contact affects this moderation effect: it
remains unclear whether these calls were made to friends/family,
work colleagues or telephone helplines such as the Samaritans.
Prior findings using data from the same study as in the current
analyses found that in the first month of the pandemic, small
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Table 3 Associations between adversity experiences and adversity worries with self-harm thoughts and behaviours (main effects and interaction terms
with predictor variables) derived from fixed-effects logistic regression models
Self-harm thoughts
Adversity experiences
Adversity experiences
Social support
Interaction with social support
Adversity experiences
Loneliness
Interaction with loneliness
Adversity experiences
Face-to-face contact
Interaction with face-to-face contact
Adversity experiences
Telephone/video contact
Interaction with telephone/video contact
Adversity worries
Adversity worries
Social support
Interaction with social support
Adversity worries
Loneliness
Interaction with loneliness
Adversity worries
Face-to-face contact
Interaction with face-to-face contact
Adversity worries
Telephone/video contact
Interaction with telephone/video contact

Self-harm behaviours

OR

95% CI

OR

95% CI

1.13*
0.42*
1.00
1.13*
2.62*
0.99
1.13*
0.94*
0.99
1.14*
0.91*
0.98

1.11–1.15
0.40–0.43
0.99–1.02
1.11–1.15
2.55–2.69
0.97–1.00
1.12–1.15
0.92–0.96
0.98–1.00
1.12–1.15
0.89–0.93
0.97–1.00

1.10*
0.63*
0.97*
1.08*
1.72*
1.04*
1.13*
0.96*
1.00
1.13*
0.99
1.01

1.06–1.13
0.60–0.66
0.95–0.99
1.04–1.12
1.64–1.80
1.01–1.06
1.10–1.16
0.92–0.99
0.99–1.02
1.10–1.16
0.95–1.02
0.99–1.03

1.40*
0.42*
1.01
1.40*
2.60*
0.95*
1.42*
0.93*
1.02*
1.42*
0.90*
0.98*

1.37–1.43
0.41–0.44
0.99–1.02
1.36–1.43
2.52–2.67
0.94–0.97
1.39–1.45
0.91–0.95
1.00–1.03
1.39–1.45
0.88–0.92
0.96–0.99

1.31*
0.62*
1.03*
1.24*
1.69*
1.00
1.30*
0.95*
1.02
1.31*
0.96
1.04*

1.25–1.36
0.59–0.66
1.00–1.06
1.19–1.31
1.61–1.78
0.97–1.03
1.26–1.35
0.92–0.99
0.99–1.04
1.27–1.36
0.92–1.00
1.02–1.07

* P < 0.05.

proportions of people who had reported self-harm thoughts (2.1%)
or self-harm behaviours (4.6%) had utilised a helpline for mental
health support, and around one-third had spoken with a friend or
family member about their mental health.15
Analyses that disaggregated the social support measure into
emotional and instrumental forms of support indicated that the
quality of one’s emotional support, such as experiencing a lot of
understanding and help from others and someone to talk to when
feeling down, may be more important for self-harm thoughts than
having someone to borrow something from or spend time with
(instrumental support). However, there was evidence that instrumental support (not emotional support) buffered the association
between experiencing adversities and self-harm behaviours. These
findings are congruent with diathesis–stress models of suicide risk
that underscore the importance of having trusted others to rely
on in the presence of near-term strain, worry and adversity,6,7
and suggest that public health campaigns that promote an increase
in practical forms of support may help reduce suicide risk.3 These
findings highlight the need for relatives, friends and neighbours to
be encouraged to reach out to others who may be experiencing
COVID-19 hardships such as unemployment, accessing essential
items such as food or medicine, or contracting the virus itself.3,41
Strengths and limitations
This study has a number of strengths as well as limitations. Strengths
of this study include a long follow-up period with repeated measurements of predictor and outcome variables and the use of a large, wellstratified sample on key demographic groups. Although data were
weighted on the basis of population estimates of core demographics,
sampling was not random, and the findings can therefore not be generalised to the UK population as a whole. However, our goal was to
identify associations between predictors and outcomes, and not to
present population prevalence estimates. We also used a statistical
modelling approach that accounted for time-invariant risk factors

for self-harm such as genetic predisposition and adversity early in
life6,7 and is thus an improvement upon prior research that did not
account for these factors.
This study also has several limitations. First, there were some differences in the wording of our measures of adversities and worries about
adversities (see Supplementary Table 3), and although selected to be
congruent with one another, they may not therefore have captured
the exact same adversity and worry. Second, our measures of face-toface/telephone/video contact lacked detail on who the participant was
speaking with, and prior work from our research group suggests significant variability in the types of contacts accessed by people who report
self-harm thoughts and behaviours.15 Third, our measure of self-harm
behaviours did not specify what self-harming was and participants
may therefore have not reported behaviours they did not consider to
be self-harming, but which may clinically be considered as such (for
example self-poisoning or intentional destruction of bodily tissue).
Our measure of self-harm behaviours also prompted respondents to
report how often they had been bothered by self-harm, which may
have led to underreporting given that one of the most common
reasons for self-harm is to mitigate and soothe distress.25 Fourth, we
analysed data across 15 months, which included three different lockdowns when social support was largely provided virtually. It therefore
remains unclear whether there were differences in the associations
between the social factors we examined and outcomes depending on
the precise social restrictions in place. Finally, because fixed-effects analysis does not address the direction of the relationship between exposures and outcomes, we were not able to establish temporal
precedence, so it is possible that self-harming led to changes in social
behaviours. Nonetheless, our findings highlight the relationship
between these factors.
Implications
Our results demonstrate the importance of loneliness and social
support for individuals during a pandemic, especially those who

5
Downloaded from https://www.cambridge.org/core. 20 Dec 2021 at 12:55:44, subject to the Cambridge Core terms of use.

Paul & Fancourt

are facing adversities, highlighting their associations with self-harm
thoughts and behaviours. Although modest, our moderation findings suggest that social support and loneliness help to buffer and
exacerbate, respectively, against adversities. The provision of
social support could therefore help to reduce the impact of pandemic-related adversities on self-harm. Although this study does
not focus on suicide rates, self-harming is a strong risk factor for
suicide risk, so helping to reduce risk factors for self-harming is
an important mitigation strategy.2,41 It is therefore critical that policymakers and public health leaders not only focus on reducing
adversities such as those relating to employment and financial hardship during the COVID-19 pandemic and potential future pandemics, but also develop community schemes that help to reduce
loneliness and increase social support as part of self-harm and
suicide prevention strategies. This is particularly important even
as the pandemic abates as the detrimental impact of the pandemic
on self-harm and suicide is likely to accumulate and may even
peak after the actual pandemic is under control.4
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