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Background: Although suicide is a global public health concern with approximately one million people
dying by suicide annually, our knowledge of the proximal risk mechanisms is limited. In the present
study, we investigated the utility of two proximal mechanisms (goal disengagement and goal
reengagement) in the prediction of hospital-treated self-harm repetition in a sample of suicide
attempters.
Methods: Two hundred and thirty-seven patients hospitalised following a suicide attempt completed a
range of clinical (depression, anxiety, hopelessness, suicidal ideation) and goal regulation measures
(goal reengagement and disengagement) while in hospital. They were followed up two years later to
determine whether they had been re-hospitalised with self-harm between baseline and the follow-up.
Results: Self-harm hospitalisation in the past 10 years, suicidal ideation and difﬁculty reengaging in
new goals independently predicted self-harm two years later. In addition, among younger people,
having difﬁculty re-engaging in new goals further predicted self-harm re-hospitalisation when
disengagement from existing unattainable goals was also low. Conversely, the deleterious impact of
low reengagement in older people was elevated when goal disengagement was also high.
Limitations: Only hospital-treated self-harm and suicide were recorded at follow-up, episodes of less
medically serious self-harm were not recorded.
Conclusions: Suicidal behaviour is usefully conceptualised in terms of goal self-regulation following the
experience of unattainable goals. Treatment interventions should target the self-regulation of goals
among suicide attempters and clinicians should recognise that different regulation processes need to be
addressed at different points across the lifespan.
& 2012 Elsevier B.V. All rights reserved.
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1. Introduction
Suicide is a major public health problem accounting for
approximately one million deaths annually across the globe
(World Health Organisation, 2012). A history of hospital-treated
self-harm, with or without suicide intent, is one of the most
robust predictors of completed suicide (Cooper et al., 2005;
Hawton et al., 2012), and therefore is often the focus of research
efforts to better understand the aetiology of suicide. Although our
understanding of distal suicide risk factors (e.g., mental disorders)
has grown markedly in recent decades (Mann et al., 1999;
Hawton and Van Heeringen, 2009), it is not clear how these
translate into proximal suicide risk mechanisms. For example, we
know that people with mood disorders are at increased risk of
suicide compared to those without mood disorders, but the vast
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majority do not die by suicide (Cavanagh et al., 2003; Bostwick
and Pankratz, 2000). The problem is that the distal factors are not
sufﬁciently speciﬁc to be clinically useful and our understanding
of the proximal risk processes that link distal risk to suicidal
behaviour is limited. Therefore, the aim of the present study is to
investigate two key proximal risk processes that ought to be
targeted for treatment if they are shown to predict suicide risk.
Although there have been welcome advances in the identiﬁcation of proximal risk processes in recent years (e.g., Nock et al.,
2010; O’Connor et al., 2008, 2009; Williams et al., 2005, 2008;
Van Orden et al., 2010), for the most part, such studies have not
identiﬁed in sufﬁcient detail the proximal risk mechanisms. To
address this gap in knowledge, the integrated motivational–
volitional model of suicidal behaviour (Fig. 1, O’Connor, 2011;
O’Connor et al., 2012) has been proposed to provide a theoretical
map of how distal risk may be translated into suicidal behaviour
via proximal psychological risk processes. In short, this model
proposes that perceptions of defeat and entrapment represent
the ﬁnal common pathway to suicide. It further identiﬁes key
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Fig. 1. Integrated motivational–volitional model of suicidal behaviour (IMV; O’Connor, 2011).

psychological processes (motivational moderators) that increase
the likelihood that entrapment (deﬁned as one’s attempt to
escape from a defeating circumstance) is translated into suicidal
behaviour. The present study focuses on two such processes
which contribute to the self-regulation of goals, because in a
preliminary study the former have been shown to predict suicidal
ideation 2.5 months following a suicide attempt (O’Connor et al.,
2009) and regulating goals is integral to effective social problemsolving, and a deﬁcit in the latter is characteristic of suicide
attempters (Williams et al., 2005).
Much of the previous research into proximal mechanisms has
also been limited to non-clinical samples (Taylor et al., 2011),
short-term follow-ups (Wingate et al., 2005), self-reported primary outcomes (e.g., suicidal ideation; Dixon et al., 1991) or it is
been plagued by signiﬁcant participant loss to follow-up
(O’Connor et al., 2007). We address each of these limitations here
by employing a national linkage methodology that allows us to
follow up almost 100% of an acute sample of hospitalised suicide
attempters over a two year period to investigate whether goal
self-regulation processes predict re-admission to hospital with
medically serious self-harm (usually by overdose).
1.1. Self-regulation of goals and suicide risk
Self-regulation of goals can refer to different psychological
processes (e.g., Carver and Scheier, 1998; Watson et al., 1988) but
for the present purposes it refers to those processes that are
activated when goal accomplishment is thwarted (Wrosch, 2010).
These processes are derived from personality research and are
thought to be generalised tendencies to respond in a particular
way when faced with difﬁculties in attaining a goal (Wrosch et al.,
2003a,b). At some point, if goal attainment is not likely or possible,
we ought to consider relinquishing commitment to that particular

goal and give up on its attainment, i.e., disengage from the goal.
From an evolutionary biology perspective, to continue with the
pursuit of goal attainment in such cases is a waste of limited
cognitive, behavioural or emotional resources (Klinger, 1975;
Wrosch and Scheier, 2003). Consequently, when goal attainment is
unlikely, not only will disengagement help us avoid ongoing feelings
of failure (Nesse, 2000) which are associated with suicide risk, it will
also free up resources which we can direct at the pursuit of other
more attainable goals, i.e., goal reengagement (Heckhausen et al.,
2010). However, disengaging from existing, unattainable goals is not
always advantageous, it may only be adaptive when there are other
alternative goals available (Wrosch and Scheier, 2003). Indeed, there
is also growing evidence that the beneﬁts of different goal regulation
strategies vary across the lifespan (Wrosch et al., 2003b). In older
populations, giving up on unattainable goals without being able to
engage in new, meaningful goals is associated with low emotional
well-being (Wrosch et al., 2003b, Study 2) because opportunities for
new goal attainment decline across the lifespan (Wrosch, 2010;
Heckhausen, 1999). The corollary being that if an older individual
disengages from existing unattainable goals and has difﬁculty reengaging in new goals (possibly because there are fewer opportunities), emotional distress is more likely to ensue (Wrosch, 2010;
Scheier and Carver, 2001). This suggests that goal disengagement
may not be adaptive when new goals are not forthcoming in older
populations thereby potentially increasing suicide risk.
Conversely, low levels of goal reengagement are strongly
associated with decreased emotional well-being when disengagement is difﬁcult in younger populations (Wrosch et al., 2003b;
Study 2). This reluctance to disengage from unachievable goals is
consistent with MacLeod and Conway’s (2007) concept of painful
engagement where people maintain goal engagement because
they believe happiness is dependent on their attainment. Younger
adults are thought to be more persistent in their pursuit of
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unattainable goals as they are also still learning whether goals are
attainable or not (Reynolds et al., 2006; Wrosch and Miller, 2009).
Consequently, young adults are expending valuable, limited
resources which may constrain their capacity to seek out new,
alternative goals thereby increasing their perception that they are
trapped in their thwarted goal pursuit and thus potentially triggering emotional (e.g., depression) and behavioural responses (e.g.,
suicidal behaviour). In short, the regulation of unattainable goals is
governed by two processes (goal disengagement and goal reengagement; Wrosch, 2010; Wrosch and Scheier, 2003) which may
increase suicide risk if they become dysfunctional.
One recent study has provided preliminary evidence of the
utility of the regulation of unattainable goals in the context of
suicide risk (O’Connor et al., 2009). This study found that
‘complete disengagement’ (Carver and Scheier, 1998) was associated with signiﬁcantly higher levels of suicide ideation 2.5
months following a suicide attempt. Speciﬁcally, suicide ideation
was signiﬁcantly higher in individuals who reported high levels of
disengagement and low levels of reengagement at baseline,
compared to those who reported low levels of disengagement.
In addition, difﬁculty with reengagement was an independent
predictor of suicidal ideation.
1.2. The present study
Although the O’Connor et al. (2009) ﬁndings are promising, the
study was not set up to investigate age differences, it employed a
short-term self-reported outcome measure (suicide ideation) and
it suffered considerable participant loss to follow-up. Therefore,
the aim of the present study is to investigate whether goal
regulation processes have predictive utility when these limitations are addressed. As repeat self-harm is a stronger predictor of
repetition and completed suicide than ﬁrst time self-harm
(Appleby. et al., 1999; Owens et al., 2002), we limited recruitment
to those patients who reported that they had self-harmed at least
once prior to their index suicide attempt. It is also worth noting
that this is not a study of self-injury (usually deﬁned as behaviours which result in the destruction of skin tissue) as the vast
majority of participants in our study ( 490%) were admitted to
hospital with overdose. Drawing on the research summarised
above, we formulated two study hypotheses. First, we hypothesised that difﬁculty in goal reengagement would independently
predict re-admission to hospital with self-harm between Time
one (baseline) and Time two (two years later) in a large sample of
suicide attempters. Second, we hypothesised that the interaction
between goal reengagement and goal disengagement would vary
as a function of age. Among younger participants, self-harm
repetition would be more likely among those who had difﬁculty
disengaging from thwarted goals and difﬁculty reengaging in new
goals (i.e., low goal disengagementþlow goal reengagement).
Conversely, self-harm repetition would be more likely among
older participants who had difﬁculty in goal reengagement and in
whom disengagement was also high (i.e., high goal disengagementþlow goal reengagement).

2. Method
2.1. Participants and procedure
We recruited patients from a general hospital following an
episode of self-harm (ICD 10 codes X60–X84 and Y10–Y34)
between January 2005 and April 2006. Two hundred and thirtyseven patients (16 years of age or older) who were seen by the
Liaison Psychiatry service the morning after presenting at the
Royal Inﬁrmary of Edinburgh, Scotland (at the Emergency

Department (ED) and Combined Assessment Unit Toxicology
ward) following acute self-poisoning (90%), physical self-injury
(6%) or both (4%), were recruited to the study. Exclusions were
limited to participants who reported no previous self-harm
history, no suicidal intent associated with current self-harm
episode, who were unﬁt for interview (e.g., actively psychotic),
unable to give informed consent (e.g., medically unﬁt to give
informed consent) or unable to understand English. Thirty one per
cent of participants (31.2% (n ¼74) reported one previous episode,
16.5% (n¼39) reported 2 previous episodes, 10.1% (n ¼24)
reported 3 previous episodes and 42.2% (n ¼100) reported 4 or
more episodes. The majority of patients were recruited from the
Combined Assessment Unit (90.3%). The proﬁle of participants
recruited from the ED (in terms of age and sex) was similar to that
of those recruited from the Combined Assessment Unit. Consistent
with other such studies (e.g., MacLeod et al., 1997), this did not
represent a consecutive sample; rather it reﬂects the practical
limitations of recruiting via a general hospital. The lack of consecutive sampling was because of staff and funding limitations.
Those patients who were approached to participate in the study did
not differ signiﬁcantly from those were not approached on age and
sex. Approximately 10% of participants who were approached
declined to take part. We recruited 150 females and 87 males with
an overall mean age of 36.8 years (SD¼13.0, range¼16 to 73 years).
The men (M¼39.4, SD¼11.9) were signiﬁcantly older than the
women (M¼35.3, SD¼13.4), t(2 3 5)¼2.44, p¼.016. We did not
record ethnicity, however the overwhelming majority of participants was White. Indeed, 97.99% of the Scottish population is White
(Scottish Government, 2004).
Ethical approval had been obtained from the Local National
Health Service Research Ethics Committee and the University
Department. At Time 1, patients were interviewed in hospital,
usually within 24 h of admission and completed a range of clinical
and psychological measures. The Information Services Division of
the National Health Service National Services Scotland maintains
a national database of hospital records and mortality data. This
nationally-linked database allowed us to determine whether a
patient was re-admitted to hospital in Scotland with self-harm at
any time between their index episode and 2 years later. In
addition, we were able to determine whether each patient had
been hospitalised in Scotland with self-harm at any time in the 10
years prior to the index episode.
2.2. Baseline measures
Goal Rengagement and Disengagement. The goal adjustment scale
(GAS; Wrosch et al., 2003b) is a 10-item instrument that consists of
two subscales: (i) goal disengagement (4 items) and, (ii) goal
reengagement (6 items). Goal disengagement measures one’s perceived difﬁculty in reducing effort and relinquishing commitment
toward unobtainable goals. The goal reengagement subscale tap’s
one’s perceived ability to reengage in other new goals if they face
constraints on goal pursuits. Both subscales were internally consistent (Cronbach’s a ¼.84 and.70 for reengagement and disengagement, respectively). The GAS is well validated in a wide range of
populations (e.g., Miller and Wrosch, 2007).
Suicidal Ideation. Suicidal ideation was assessed using the suicidal
ideation subscale of the Suicide Probability Scale (SPS; Cull and Gill,
1988). The subscale is comprised of 8 items pertaining to suicidal
cognitions, negative affect, and presence of a suicide plan. The scale
is reliable and valid (Cull and Gill, 1988). Internal consistency was
very good (Cronbach’s a ¼83). The SPS measures an individual’s selfreported attitudes and behaviours that are related to suicide risk
(Cull & Gill, 1988; Larzelere et al., 1996).
Suicidal Intent. All participants were asked whether they had
intended to end their life. Only respondents who answered ‘yes’
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to this question were included in the study. In a recent study
(O’Connor et al., 2010), 52% of self-harm patients who were
classiﬁed as ‘high’ on the Beck Suicide Intent Scale (Beck et al.,
1974a) answered yes to this question compared to 10% who
answered ‘no/don’t know/ambivalent’.
Hopelessness. Hopelessness was measured using the 20-item
Beck Hopelessness Scale (BHS; Beck et al., 1974b). Respondents
are asked to indicate either agreement or disagreement with
statements that assess pessimism for the future. This is a reliable
and valid measure that has been shown to predict eventual suicide
(Beck et al., 1985; Beck al., 1974a,b). In the present study, internal
consistency was very good (Kuder-Richardson 20¼.91).
Anxiety and Depression. The Hospital Anxiety and Depression
Scale (HADS; Zigmond and Snaith, 1983) was employed to measure
anxiety and depression. It consists of 14 questions, seven each to
measure depression and anxiety. The HADS is a well established,
widely used reliable and valid measure of affect (Bjelland et al.,
2002; Mykletun et al., 2001; Zigmond and Snaith, 1983). Internal
consistency (Cronbach’s a) for depression and anxiety was .72 and
.71, respectively.
Social Deprivation. The Carstairs deprivation quintiles (Carstairs,
1995), based on the 2001 Census data and postcode (ZIP code) at
baseline, were employed here to assess social deprivation. Quintile 5
is most deprived and quintile 1 is the least deprived. The quintiles
are constructed using indicators of poverty which include male
unemployment, level of household overcrowding and car ownership
as recorded in the 2001 Census statistics.
2.3. Outcome measure
Re-Admission to Hospital with Self-harm. An episode of selfharm was recorded if a patient was admitted to any hospital in
Scotland with self-harm in the two years following their index
episode (ICD codes: ICD10: X60–X84, Y87.0 (intentional selfharm) and ICD10: Y10–Y34, Y87.2 (event of undetermined
intent)). Individuals who were treated in the EDs but not
admitted to hospital are not included in the linkage database.
ISD Scotland employs probability matching to link participants.
For this dataset, ISD Scotland successfully linked 97% of the
sample (n ¼237/245). All subsequent analyses are based on the
linked sample. As the vast majority of hospital admissions
following self-harm are cases of self-poisoning, we are conﬁdent
that at least 90% of the follow-up admissions are for self-poisoning not self-injury at follow-up.
2.4. Statistical analyses
We present univariate and multivariate logistic regression analyses, to probe the two hypotheses. Clinical (e.g., depression) and
sociodemographic variables (e.g., social deprivation) which are
known to be associated with suicide risk are explored in the
univariate analyses and entered as control variables in the multivariate analyses, as appropriate. In addition, the univariate logistic
regression analyses informed the selection of variables for inclusion
in the multivariate analyses. As we tested speciﬁc hypotheses,
hierarchical logistic regression analysis is employed in the multivariate analysis. All predictors were mean centred before inclusion
in the multivariate regression analyses.

3. Results
Between Time one and Time two (two years following index
episode), 40.9% (n¼ 97) of participants were re-admitted to
hospital presenting with self-harm. There were approximately
equal proportions of men and women (41.4% men and 40.7.6%
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women). Of those re-admitted to hospital, 62% were re-admitted
within six months of index episode and three quarters (80%)
within 12 months. Three participants died by suicide in this time.
All of the indices of mood were inter-correlated (range
r ¼.56 .30, p o.0001), goal reengagement and disengagement
were not correlated (r¼  .02, ns).
3.1. Univariate predictors of self-harm repetition
None of the demographic variables was associated with selfharm repetition (see Table 1). Being hospitalised for self-harm in
the previous 10 years was strongly associated with re-admission
(OR¼3.08, 95% CI ¼1.69–5.63, po.0001). Baseline suicidal ideation (OR¼ 1.12, 95% CI ¼1.06–1.18, p o.0001) was the only index
of mood to predict self-harm. Finally, goal reengagement but not
disengagement predicted self-harm repetition (OR ¼.47, 95%
CI ¼.32–.69, p o.0001). There were no other univariate predictors.
3.2. Multivariate predictors of self-harm repetition
Next, we conducted a multivariate logistic regression to
directly test the two hypotheses concerning goal reengagement/
disengagement and age (see Table 2). Before entering the goal
adjustment variables into the regression analyses we controlled
for the effects of those variables which were signiﬁcant in the
univariate analyses (namely, past hospitalisation for self-harm
and baseline suicidal ideation). Although age and disengagement
were not univariately associated with self-harm, they were
included in the multivariate analyses as their inclusion is required
to test our second hypothesis which posited an age by goal
adjustment interaction. In the ﬁrst step of each logistic regression,
we entered the signiﬁcant univariate predictors, then, to test the
hypotheses, we entered age, goal reengagement and disengagement in step two, followed by the two way interactions in step
three and the age by reengagement by disengagement interaction
in step four.
Past history of self-harm hospitalisation (OR¼2.73, 95%
CI ¼1.85–5.39, p o.005) and baseline suicidal ideation
(OR¼1.09, 95 CI ¼1.03–1.17, p o.01) were signiﬁcant predictors
of self-harm in the ﬁnal model. Difﬁculty reengaging in new goals
was also independently predictive of whether a patient was
admitted to hospital with self-harm, two years after baseline
(OR¼.48, 95% CI ¼.29–.78, p o.005). Therefore, for each unit
decrease in goal reengagement, the probability of self-harm
increases by approximately 50%. The main effect of goal reengagement was qualiﬁed by the predicted three way interaction of
goal disengagement by reengagement by age (OR¼.91, 85%
CI ¼.86–.96, p o.001).
To explore the three way interaction, consistent with Aiken
and West (1991), we probed the relationships between goal
reengagement and disengagement among younger age and older
age participants (one standard deviation above and below the
mean on each variable). To this end, we conducted four post hoc
simple slope analyses as illustrated in Fig. 2 (Panel A and B). These
analyses showed that among older participants (In Panel A, 1 SD
above the mean equates to 50 years of age) who found it easy to
disengage from unattainable goals (i.e., high disengagement),
their probability of self-harm was signiﬁcantly higher if they also
had difﬁculty reengaging in new goals (i.e., low reengagement)
compared to those who found it easy to reengage (OR ¼.13, 95%
CI ¼.04  .44, p ¼.001). No such simple effect was discernible
among those older participants who had difﬁculty disengaging
from unattainable goals as a function of goal reengagement
(OR¼.82, 95% CI ¼.27  2.46, p¼ .721).
A different pattern of relationships was evident among the
younger members of the sample (In Panel B, 1 SD below the mean
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Table 1
Univariate associations between predictors and hospital-treated self-harm between T1 and T2.
Variable

Gender
Male
Female
Marital status
Married/partner
Single/other
Employment status
Working
Not working
Social deprivation
1st
2nd
3rd
4th
5th
Self-harm hospitalisation past 10 years
No
Yes
Agea
No self-harm (T1–T2)
Self-harm (T1–T2)
Suicidal ideationa
No self-harm (T1–T2)
Self-harm (T1–T2)
Hopelessnessa
No self-harm (T1–T2)
Self-harm (T1–T2)
Depressiona
No self-harm (T1–T2)
Self-harm (T1–T2)
Anxietya
No self-harm (T1–T2)
Self-harm (T1–T2)
Goal reengagementa
No self-harm (T1–T2)
Self-harm (T1–T2)
Goal disengagementa
No self-harm (T1–T2)
Self-harm (T1–T2)
a

N (%)

% Self-harmed
at T2

OR

95% CI

P-value

87 (36.7)
150 (63.3)

41.4
40.7

1.00
.97

–
.57–1.66

–
.914

68 (28.7)
169 (71.3)

39.7
41.4

–
1.08

–
.61–1.91

–
.808

98 (41.5
138 (58.5)

35.7
44.9

1.00
1.47

–
.86–2.50

–
.157

24
26
46
49
92

(10.1)
(11.0)
(19.41)
(20.7)
(38.8

37.5
26.9
54.3
36.7
41.3

1.00
.61
1.98
.97
1.17

–
.19–2.03
.72–5.45
.35–2.66
.47–2.96

–
.425
.184
.949
.735

79 (33.3)
158 (66.7)

–
49.4

–
3.08

–
1.69–5.63

–
.0001

Mean
37.05
36.47
Mean
20.69
24.00
Mean
14.31
15.37
Mean
12.40
13.21
Mean
14.92
15.37
Mean
3.24
2.87
Mean
2.80
2.86

SD
13.52
12.24
SD
5.95
4.67
SD
4.79
4.04
SD
4.16
4.57
SD
3.93
3.91
SD
.67
.72
SD
.72
.78

–
1.00

–
.98–1.02

–
.733

–
1.12

–
1.06–1.18

–
.0001

–
1.05

–
.99–1.11

–
.113

–
1.05

–
.98–1.11

–
.159

–
1.03

–
.96–1.10

–
.388

–
.47

–
.32–69

–
.0001

–
1.12

–
.79–1.58

–
.540

Odds ratio for 1 point increase in score.

disengage from unattainable goals (OR¼1.81, 95% CI¼.77 4.26,
p¼.173).

Table 2
Multivariate predictors of self-harm repetition.
Variable

OR

95% CI

P-value

Past 10 year self-harm hospitalisation
Suicidal ideation

2.73
1.09

1.38–5.39
1.03–1.17

.004
.006

Age
Goal reengagement
Goal disengagement

1.00
.48
1.25

.97–1.03
.29–.78
.80–1.94

.994
.003
.332

Age  goal reengagement
Age  goal disengagement
Goal reengagement  goal disengagement

.97
1.03
1.04

.93–1.02
.99–1.06
.54–2.00

.198
.103
.911

.86–.96

.001

Age  goal reengagement  goal disengagement

.91

equates to 24 years of age). In this case, those who displayed low
disengagement from unattainable goals were signiﬁcantly more
likely to be re-admitted to hospital with self-harm if they also had
difﬁculty reengaging in new goals (low reengagement) compared to
those who found it easy to reengage (OR¼.26, 95% CI¼.09.78,
p¼.016). There was no signiﬁcant relationship between goal reengagement and self-harm probability among those who could easily

4. Discussion
The aim of this study was to investigate whether the selfregulation of goals was implicated in the prediction of medically
serious self-harm in a sample of suicide attempters. Our rationale for
this study was that previous preliminary research had not investigated whether the effects of goal regulation processes had different
effects for older versus younger people, it had also not employed an
objective and long term clinical outcome measure and it suffered
signiﬁcant participant loss to follow-up. Our ﬁndings provide clear
evidence in support of our two hypotheses. First, difﬁculty in goal
reengagement following the experience of unattainable goals independently predicted self-harm repetition two years following a
suicide attempt. Second, as hypothesised, the age by goal disengagement by reengagement interaction was signiﬁcant. When it was
decomposed, we found that high levels of goal disengagement
among older participants combined with difﬁculty reengaging in
new goals to predict higher levels of self-harm compared to those
disengagers who could easily reengage in new goals. Conversely,
among the younger aged patients, it was the conjoint effect of
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Fig. 2. Panel A. Probability of self-harm as a function of goal reengagement and disengagement among older age participants (1 SD above mean). Note: 1 SD above the
mean on age equates to 50 years. Panel B. Probability of self-harm as a function of goal reengagement and disengagement among younger age participants (1 SD below
mean). Note: 1 SD below the mean on age equates to 24 years.

having difﬁculty disengaging from unattainable goals and difﬁculty
reengaging in new goals that was particularly pernicious.
Our ﬁndings suggest that giving up on goals is maximally
adaptive among older adults when goal reengagement capacity is
high. In contrast, persistence with unattainable goals is maladaptive among younger people who are incapable of reengaging in
new goals. This pattern of ﬁndings supports lifespan perspectives
on goal disengagement which suggest that younger people are
still learning whether unattainable goals are possible or not
(Reynolds et al., 2006; Wrosch and Miller, 2009), so they persist
with difﬁcult goals. We would posit, therefore, that this persistence is a waste of resources, which, when experienced conjointly
with the inability to reengage in new goals can trigger emotional
and behavioural responses, including self-harm.
Our ﬁndings also highlight that goal disengagement is not
universally adaptive, as it is associated with deleterious outcomes
when there are few new goals to strive for. This interaction is of
interest in the light of current theories of successful aging (e.g.,
Heckhausen and Schulz, 1995) which emphasise the importance
of goal disengagement. In addition, high disengagement and low
reengagement when experienced concomitantly are consistent
with the notion of complete disengagement, which Carver and
Scheier (1998) suggest is the essence of the motivation for
suicide. Our results also extend O’Connor et al.’s (2009) preliminary ﬁndings by highlighting the importance of investigating age
differences, as failing to do so limits the opportunity to design
tailored developmentally-speciﬁc interventions. More generally,
the ﬁndings highlight the importance of including a lifespan
perspective when considering the relationship between personality processes and clinical outcomes.
4.1. Implications
Of clinical relevance, the present study highlights the importance
of being able to identify, commit to, move away from and pursue
new goals in the face of adversity in the aetiology of suicidal
behaviour. When assessing suicide risk, we would suggest that

clinicians evaluate potential barriers to goals that a patient values
highly and assesses the availability of alternative goals if these
barriers are insurmountable. The ﬁndings are consistent with
the integrated motivational–volitional model of suicidal behaviour
(O’Connor, 2011) as they identify proximal mechanisms that may
explain when feelings of entrapment are translated into suicidal
behaviour, i.e., in the face of goal self-regulation failure. Next steps
should include a direct test of the entrapment–goal regulation–
suicidal behaviour relationship as well as exploring candidate
physiological mechanisms associated with goal self-regulation. The
latter is especially timely given the growing evidence that individual
differences in goal adjustment and other self-regulatory processes
are associated with systemic inﬂammation and abnormalities of
the hypothalamic-pituitary-adrenal axis (Miller and Wrosch, 2007;
Wrosch et al., 2009). For example, in one study, adolescents who had
difﬁculty disengaging from unattainable goals exhibited increasing
concentrations of the inﬂammatory molecule C-reactive protein
(CRP) over a one year follow period (Miller and Wrosch, 2007). It
may also be that those suicide attempters who self-harmed again
had, in reality, fewer goals to engage in than those who did not
repeat self-harm, so it may be the paucity of available goals rather
than reduced motivational capacity to engage in new goals which is
important. Future research should endeavour to track the availability of alternative goals as well as one’s motivation to re-engage in
new goals over time to determine the extent to which availability
inﬂuences goal re-engagement.
The potential clinical implications of these ﬁndings are considerable and should inform the development and rigorous evaluation of
theoretically-driven clinical interventions. Such interventions would
usefully have two aims. First, given that goal reengagement appears
to have both direct and buffering effects on risk of repeat self-harm,
cognitive-behavioural therapeutic efforts directed at increasing one’s
capacity to identify, commit to and pursue new goals ought to be
beneﬁcial. Second, the personal meaning of goal disengagement to
the individual should also be explored in any goals-oriented intervention. For example, the present study suggests that tailoring
therapeutic interventions according to age is particularly important.
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4.2. Limitations and future research
The linkage methodology employed in our study gives rise to
two potential limitations. The national linkage database is a powerful resource, however, it does not capture those self-harm patients
who present to the emergency department but who are not
admitted to hospital, nor does it record those patients who are
admitted to hospital in another country. Although we acknowledge
these methodological constraints, as we are not conducting a
prevalence study they do not detract from the substantive ﬁndings
or our conclusions. Furthermore, our use of the hospitalisation
outcome criterion, by deﬁnition, means that we have been successful in identifying predictors of serious self-harm that required
hospital admission. Nonetheless, it would be useful to target those
self-harm patients who are not admitted to hospital following
presentation at emergency department in future research. Although
we were unable to ascertain suicide intentionality at follow-up, the
ﬁndings remain clinically valid as hospital-treated self-harm irrespective of suicide intent predicts suicide (Cooper et al., 2005). It is
also worth noting that the self-regulation of goals was assessed via
self-report. It would be useful to investigate the extent to which an
individual’s perception of their own goal regulation taps their actual
behaviour. This does not detract, however, from the fact that this
self-report measure has high predictive validity, as it predicts actual
behaviour (hospitalisation) two years following a suicide attempt.
Future research is required to investigate whether the selfregulation of unattainable goals has similar utility for predicting
ﬁrst-time self-harm. Speciﬁcally, it would be clinically important
to investigate whether ﬁrst-time self-harm is associated with
lower levels of goal regulation processes. More research is also
required on the development of goal regulation processes across
the lifespan, as the majority of lifespan studies have focused
either on adolescence or older adult populations. Beyond observing in the present study that the developmental shift in the role
of goal disengagement is evident when we compare those who
are 50 years (i.e., 1 SD above the mean age) versus 24 years (i.e.,
1 SD below the mean age), we have yet to ascertain when this
developmental shift occurs and the extent to which it varies as a
function of life experience.
Another unanswered question is: What factors determine the
regulation of unattainable goals? Given that the present sample was
predominantly White, the role of ethnicity should also be determined. Future research should also explore whether the relationship
between goal regulation differs as function of the motivations
underpinning self-harm, as it is well recognised that such motives
are many and varied (Hjelmeland et al., 2002). We did not include
participants who presented with non-suicidal self-injury at baseline
in the present study (indeed self-poisoning not self-injury was the
primary focus of this study), so it is important to investigate
whether non-suicidal self-injury, involving tissue damage, is related
to goal regulation in a similar way to taking a medically serious
overdose and expressing a wish to die.

5. Conclusions
The ﬁndings suggest that how one responds to unattainable
goals is a proximal predictor of serious self-harm repetition in
suicide attempters. The study extends the goal regulation literature
into a new domain and affords a theoretical framework on which
psychological interventions to manage suicide risk should be based.
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