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Objective: As suicide attempts by definition entail at least some threat to physical
integrity and life, they theoretically qualify as an A1 criterion for posttraumatic
stress disorder (PTSD). This study uses the unique opportunity of deep wrist
injuries to quantify the effect of intentionality on PTSD rates by comparing suicide
attempt survivors with patients who sustained accidental injuries similar in
mechanism, localization, and extent.
Method: Patients who had been admitted with an acute deep wrist injury from 2008
to 2016 filled out the revised Impact of Event Scale and reported other known
PTSD risk factors. Mental morbidity and intentionality of the injury were
determined by psychiatric consultation during the index hospitalization.
Results: Fifty‐one patients were followed up (72.5% male, 92.2% Caucasian, mean
age at injury 42.3 ± 17.5 years, 72.5% accidental injuries), on average
4.2 ± 2.9 years after their injury. The intentionality of the injury alone predicted the
severity of intrusions, avoidance, hyperarousal, and probable PTSD (aOR = 14.0).
Conclusions: Traumatization in the context of a suicide attempt may be a hitherto
unknown PTSD risk factor. Patients after suicide attempts, especially medically
serious attempts, should be monitored for PTSD symptoms.

Every year, 4‰ of the adult world population
attempts suicide (World Health Organization,
2014), which is defined as “a potentially self‐

injurious behavior associated with at least
some intent to die” (Turecki & Brent, 2016).
The majority of persons attempting suicide
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poison themselves or cut their wrists (Asnis
et al., 1993; Buron et al., 2016; Gysin‐Maillart,
Schwab, Soravia, Megert, &Michel, 2016; Oh
et al., 2014; Stanley, Hom, Boffa, Stage, &
Joiner, 2019), which more than 98% survive
(Mergl et al., 2015; Spicer &Miller, 2000; Yip
et al., 2012). Needless to say that these sur-
vivors are in urgent need of empathic and evi-
dence‐based aftercare. However, while the risk
of repetition has been intensely studied (Beghi,
Rosenbaum, Cerri, & Cornaggia, 2013), other
possible psychological sequelae of suicide
attempts have received little scientific atten-
tion, such as the development of posttraumatic
stress disorder (PTSD).

Recently, Stanley, Boffa, and Joiner
(2019) noted that a suicide attempt by defini-
tion entails at least some threat to physical
integrity and life and therefore theoretically
qualifies as an A1 criterion for PTSD (Ameri-
can Psychiatric Association, 2013). So far,
there are only two empirical studies addressing
this question, which have found suicide
attempt‐related PTSD (saPTSD) in 46.7%
and 27.5% of cases, respectively (Bill et al.,
2012; Stanley, Hom, et al., 2019). Additionally,
Bill et al. (2012) found saPTSD to be specifi-
cally connected to the suicide attempt, as it
had no association with other traumatic events
or the habitual coping style. However, these
previous studies neither focused on a specific
method of attempting suicide nor included a
control group, disallowing any comparisons of
the rate of saPTSD with PTSD rates after
other types of traumatization.

This critique points to the great
methodological challenge involved in study-
ing saPTSD: The scientific gold standard,
experimental manipulation, is obviously not
feasible. The next best option is observational
studies using adequate control groups, which
should consist of patients suffering compara-
ble physical injuries outside of a suicide
attempt. Most injuries from suicide attempts,
such as poisoning or gunshot wounds, also
occur in the criminal context. However, being
the victim of a crime is a known risk factor for
PTSD in itself (Benjet et al., 2016; Shalev
et al., 2019). Thus, PTSD after such an expe-
rience may result from both the experience of

physical injury and the psychological experi-
ence of being victimized. To disentangle
these effects, one would need to focus on a
type of injury that (1) occurs in the context of
both suicide attempts and accidents and (2) is
relatively common. One of the few suicide
attempt methods meeting these criteria is
deep wrist injuries (DWIs), as they can occur
both by intentionally cutting one’s wrist and,
for example, by falling on broken glass. DWIs
therefore offer the unique opportunity to
quantify the potential for suicide attempts to
catalyze PTSD by direct comparison with
PTSD rates after accidental injuries similar in
mechanism, localization, and extent, without
confounding by victimization.

STUDYPOPULATIONAND

METHODS

Sample

The study population consisted of all
patients admitted to the Clinic of Plastic Sur-
gery, University Hospital of Schleswig‐Hol-
stein, Lübeck Campus, Germany, for acute
treatment of a deep wrist injury (DWI) from
2008 to 2016. A DWI was defined as a trau-
matic injury to at least one deeper anatomical
structure (except for the palmaris longus ten-
don). The exclusion criteria were an amputa-
tion, being a minor (<18 years), ten
unsuccessful attempts to contact the partici-
pant for the follow‐up examination, and a lack
of informed consent, which applied to 132 of
183 cases.

After the start of data acquisition, one
of the authors (ALW) suffered an accidental
DWI. As no psychiatric data on her were
gathered due to her being an accident victim
and as she did not handle surgical data before
anonymization, we regarded the risk of bias
to be low and elected to include ALW’s case
in the study. As she subsequently developed
PTSD, in contrast to the majority of accident
victims in our study, the inclusion of her case
decreased the risk of falsely rejecting the null
hypothesis rather than putting our findings in
question.
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Study Design and Protocol

Prior to data acquisition, the study
protocol was approved by the Ethics Com-
mittee of the University of Lübeck (reference
number 13‐054) and registered at clinicaltri-
als.gov with the ID NCT03038581. A
detailed report has been published by Kisch
et al. (2019). In short, patients gave fully
informed written consent to have their
administrative and clinical data used for
research purposes during the index hospital-
ization. Later, patients with the relevant
ICD‐10 codes were informed about the pur-
pose and procedure of this study by mail and
phone and asked to participate in the follow‐
up examination. Self‐infliction of the DWI
was determined during the index hospitaliza-
tion by psychiatric consultation, as was men-
tal morbidity in suicide attempt survivors.

Measures

To quantify the PTSD symptomatol-
ogy, we used the Impact of Events Scale (IES)
(Horowitz, Wilner, & Alvarez, 1979) in its
revised version (Weiss & Marmar, 1997) in a
German translation (Maercker & Schütz-
wohl, 1998). Participants were explicitly
instructed to fill out the questionnaire with
regard to their DWI, disregarding other trau-
matic events they may have experienced.

The IES‐R assesses the frequency of
intrusions (seven items), avoidance (eight
items), and hyperarousal (seven items) in the
preceding week on 4‐point Likert scales
(0 = “never,” 1 = “rarely,” 3 = “sometimes,”
and 5 = “often”). Adding up the values of the
items yields the IES‐R sum score (ε [0; 110]).
A recent large‐scale study found the optimally
sensitive cutoff for the IES‐R sum score to be
34, resulting in a sensitivity between .86 and
.89 (Morina, Ehring, & Priebe, 2013). As that
study used the English version of the IES‐R,
which has a 5‐point Likert scale response for-
mat (0, 1, 2, 3, and 4) and therefore a theoreti-
cal maximum of 88, we adjusted the cutoff
criterion for our study to a value of (110/88)
*34 = 42.5. As the validity of aggregating the
IES‐R subscales has been disputed (Zilberg,

Weiss, & Horowitz, 1982), Maercker and
Schützwohl (1998) have proposed a formula
based on regression coefficients to derive a
(probable) PTSD diagnosis from IES‐R sub-
scale scores. As both strategies have their
merits, we computed all analyses twice.

Operationalizations

Injuries were coded dichotomously,
that is, partial and total injuries were coded in
the same way. Cases with DWI on one hand
and superficial injury on the other were classi-
fied as one‐sided injuries. The injuring object
was categorized into the following categories:
cutting tools (e.g., knives, scalpels), shards (of
glass, porcelain, etc.), tearing machinery or
tools (e.g., circular saw, bread slicer), and
thermal injuries. Educational attainment was
categorized according to the International
Standard Classification of Education
(ISCED) (Unesco Institute for Statistics,
2012) as follows: none or primary (Grund-
schule, 4 years of education, ISCED level 1),
secondary (Hauptschule, Realschule, or Gymna-
sium, 6 to 13 years of education, ISCED
levels 2–4), and tertiary education (Fach-
hochschule orHochschule, more than 13 years of
education, ISCED levels 5 and 6).

Statistical Analyses

The post hoc power analysis was car-
ried out using G*Power (Faul, Erdfelder,
Lang, & Buchner, 2007); all other statistical
analyses were performed with SPSS version
24 for Windows (SPSS Inc., USA). We used
Cronbach’s alpha to assess the internal con-
sistency of the scales (Cronbach, 1951). As
the distributions of the questionnaire data
were skewed, the Mann–Whitney U‐test was
used to analyze differences between groups.
To conservatively estimate the importance of
intentionality for PTSD symptomatology, we
computed blockwise regression. Block 1 of
the regression models contained known risk
factors for PTSD (gender, age at injury, and
seriousness of the injury [operationalized as
injury to nerves or arteries and the number of
tendons injured]) (Brewin, Andrews, &
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Valentine, 2000). As patients may experience
remission of PTSD symptoms over time, we
also entered the length of the interval between
injury and study participation in the 1st block.
Only after the variance explained by those
known predictors was removed was the inten-
tionality of the injury entered as predictor (in
the 2nd block). Thus, the reported OR for
intentionality is adjusted for all other predic-
tors (aOR). To compensate for the violation
of assumptions regarding the sample distribu-
tion, resampling methods were applied where
adequate (bias corrected and accelerated with
1,000 samples and the confidence level set to
95%). The post hoc power for the R2 increase
in fixed‐effects multiple regression was .996
(computed for the IES‐R sum score with
effect size f2 = 0.44 and noncentrality param-
eter λ = 22.43). If not otherwise stated, the
results were deemed significant when the type
I error probability fell below .05. As the sub-
sample of suicide attempt survivors was rela-
tively small, no inferential statistical analyses
were carried out on the subgroup level, and
descriptive analyses are presented instead.

RESULTS

Demographic and Clinical Characteristics

Fifty‐one of 183 patients agreed to the
follow‐up examination (response rate = 27.9%).
The followed up patients did not differ signifi-
cantly from the other patients regarding age
and employment status at the time of injury,
gender, ethnicity, handedness, intentionality,
or extent of the injury (all p ≥ .100).

In the follow‐up subsample, 19.7% of
DWIs stemmed from suicide attempts, all of
which occurred in the context of a mental dis-
order, such as a major depressive episode
(66.6%), substance use disorder (21.2%), and/
or reaction to stress (15.2%). One suicide
attempt survivor had preexisting posttraumatic
stress disorder (PTSD). Suicide attempt sur-
vivors did not differ significantly from accident
survivors regarding gender, ethnicity, educa-
tional attainment, and handedness (all
p ≥ .231, see also Tables 1 and 2). However,

suicide attempt survivors tended to be older
than accident survivors (52.5 ± 15.2 years vs.
38.3 ± 16.8 years, U = 2.55, p = .011) and
were less likely to be (self‐) employed at the
time of the injury (36.4% vs. 80.0%, χ2

(2) = 11.1, p = .004). In all suicide attempts,
the injuring object was a cutting tool, whereas
accidents involved various types of objects (see
Table 2).

The extent of injury in suicide attempt
survivors was similar to that in accident sur-
vivors regarding the total number of anatomi-
cal structures injured and the frequency of
nerve or arterial injury (all p ≤ .557). However,
suicidal DWIs were mostly localized to the
nondominant radial side and accidental DWIs
to the ulnar side. Additionally, suicide attempt
survivors were more likely to have damage to
the median nerve (see Table 2 for test statistics
andKisch et al. (2019) for further details).

Descriptive Statistics on Questionnaire
Data

There were no data missing in the IES‐
R. The interval between injury and follow‐up,
the IES‐R subscale scores, and the sum score
were not normally distributed (all Kol-
mogorov–Smirnov p ≤ .035). The global
internal consistency of the IES‐R was excel-
lent (Cronbach’s α = .95), with Cronbach’s α
for the subscales ranging between .86 and .89.

PTSD Symptomatology

The IES‐R cutoff of 42.5 identified six
patients with probable PTSD among the sui-
cide attempt survivors (42.9%) and two patients
among accident survivors, 5.4%, χ2(1) = 10.8,
Fisher’s exact p = .003, Cramérs V = .460. A
logistic regression model for probable PTSD
with the predictors gender, age at injury, injury
to nerves, injury to arteries, number of tendons
injured, length of the interval between injury
and study participation did not fit the data bet-
ter than the null model, χ2(6) = 11.35,
p = .078. The addition of the intentionality of
the injury as a predictor in the 2nd block led to
a significant increase in the amount of the
variance explained, χ2(1) = 6.09, Cox and
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Snell’s ΔR2 = .090, Nagelkerke’s ΔR2 = .155,
p = .014, and intentionality was the only
significant predictor of probable PTSD
(Wald = 5.0, p = .025, aOR = 14.0). An analo-
gous regression using the estimation equa-
tion proposed by Maercker and Schützwohl
(1998) to determine probable PTSD could not
be computed because probable PTSD cases
occurred only in suicide attempt survivors, a
situation known as quasi‐complete separation
in the data (Heinze, 2006).

Descriptive statistics for the IES‐R sub-
scales and sum score are given in Table 3 and
Figure 1. To quantify the effect of intentional-
ity of the DWI on the severity of subsequent
PTSD symptomatology, we conducted a
blockwise regression on the IES‐R sum score
with the above‐mentioned predictors in the 1st
block. This model did not fit the data better
than the null model, F(7, 43) = 1.60, p = .162.
The addition of intentionality of the injury as a
predictor in the 2nd block led to a significant

increase in the amount of the variance
explained (ΔR2

corr = .24, ΔF = 16.2, p < .001),
and intentionality was the only significant pre-
dictor of PTSD (ß = .529, T = 4.03, p < .001).
Analogous regression models for the IES‐R
subscales yielded similar results (see Table 4).

The only suicide attempt survivor that
had preexisting PTSD showed saPTSD
symptomatology below the cutoff (IES‐R
sum score = 25). Among suicide attempt sur-
vivors with major depressive episodes at the
time of the attempt, five out of nine developed
saPTSD (56%). In contrast, only one out of
four suicide attempt survivors without major
depressive episodes at the time of the attempt
developed saPTSD (25%).

DISCUSSION

In our study, deep wrist injuries (DWIs)
self‐inflicted with suicidal intention were asso-
ciated with more posttraumatic stress disorder

TABLE 1

Demographic Characteristics of the Follow‐up Sample

N

Cause of injury

Test statistic
All Accident Suicide attempt
51 37 14

Age at injury [years],M (± SD) 42.3 (± 17.5) 38.3 (± 16.8) 52.5 (± 15.2) U = 2.55, p = .011
Gender
Male (%) 72.5 75.7 64.3 n.s.
Female (%) 27.5 24.3 35.7

Handedness (%)
Right‐handed (%) 88.0 88.9 85.7 n.s.
Left‐handed (%) 12.0 11.1 14.3

Ethnicity (%)
Caucasian (%) 92.2 89.2 100.0 n.s.
Asian (%) 7.9 10.8 0.0

Educational attainment (%)
None or primary (%) 5.9 2.7 14.3 n.s.
Secondary (%) 80.4 81.1 78.6
Tertiary (%) 13.7 16.2 7.1

Employment status at injury
(Self‐)employed 69.6 80.0 36.4 χ2(2) = 11.1, p = .004
Unemployment benefits
or invalid pension (%)

15.2 5.7 45.5

Old‐age pension (%) 15.2 14.3 18.2

n.s., not significant.
Test statistic refers to the comparison of accident survivors and suicide attempt survivors.
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(PTSD) symptomatology than accidental inju-
ries similar in mechanism, localization, and
extent. This was true for the sum score of the
revised Impact of Events Scales (IES‐R), the
scores on the subscales for intrusion, avoid-
ance, and hyperarousal, and for a probable
PTSDdiagnosis (42.9%vs 5.4%).

The mean IES‐R sum score in our acci-
dental DWI group was roughly comparable
to data from Jaquet et al. (2005),1

demonstrating low PTSD symptomatology
several years after accidental DWIs. In con-
trast, nearly half of the patients after DWI
with suicidal intention had probable PTSD at
the time of follow‐up. Stanley, Hom et al.
(2019), and Bill et al. (2012) found similar
rates of suicide attempt‐associated PTSD
(saPTSD, 27.5% and 46.7%), speaking to the
validity of our findings. Thus, traumatization
in the context of a suicide attempt may be a
hitherto unknown risk factor for PTSD
(OR = 14.0).

These results may seem counterintu-
itive at first glance because loss of control is
an essential characteristic of traumatization,
whereas suicide attempts are by definition

TABLE 2

Clinical Characteristics of the Follow‐up Sample

N

Cause of deep wrist injury

Test statistic
All Accident Suicide attempt
51 37 14

Interval between injury and
follow‐up [years],M (± SD)

4.2 (± 2.9) 4.4 (± 2.7) 3.8 (± 3.2) n.s.

Injuring object
Cutting tool (%) 44.7 25.7 100.0 χ2(3) = 20.0, p < .001
Shard (%) 38.3 51.4 0.0
Tearing machinery or tool (%) 10.6 14.3 0.0
Other (%) 6.4 8.6 0.0

Injured side
Only dominant hand (%) 28.0 33.3 14.3 χ2(2) = 11.7, p = .003
Only nondominant hand (%) 64.0 66.7 57.1
Both hands (%) 8.0 0.0 28.6

Extent of injury
Number of injured
structures,M (± SD)

4.7 (± 4.7) 4.4 (± 4.1) 5.6 (± 6.1) n.s.

Radial artery (%) 25.5 21.6 35.7 n.s.
Ulnar artery (%) 29.4 32.4 21.4 n.s.
Any artery (%) 51.0 51.4 50.0 n.s.
Median nerve (%) 33.3 24.3 57.1 χ2(1) = 4.9, Fisher’s

exact p = .045
Ulnar nerve (%) 19.6 24.3 7.1 n.s.
Superficial branch of radial nerve (%) 17.6 21.6 7.1 n.s.
Any nerve (%) 64.7 64.9 64.3 n.s.
Any superficial flexor tendon (%) 41.2 45.9 28.6 n.s.
Any profound flexor tendon (%) 29.4 32.4 21.4 n.s.
Any tendon (%) 78.4 78.4 78.6 n.s.

n.a., not applicable; n.s., not significant.
Test statistic refers to the comparison of accident survivors and suicide attempt survivors.

1Limitations to the reliability of this con-
clusion are the different follow‐up lengths (four vs.
10 years on average), the use of different versions
of the IES (revised vs. original), and the use of a
heterogeneous sample by Jaquet et al (although it
predominantly consisted of accidental DWIs).
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self‐inflicted, that is, within the control of the
individual. However, we hypothesize that this
holds true only for the initiation of the suicide
attempt, for example, getting a knife from the
kitchen. The physiological reactions to hav-
ing one’s wrist cut, however, are both outside
the control of the person attempting suicide

and difficult to anticipate for the layperson.
For example, a person attempting suicide by
DWI may expect rapid loss of consciousness
due to massive blood loss, which in reality is
rarely the case due to reflective vasoconstric-
tion (Lam, Chesebro, & Fuster, 1988). Addi-
tionally, a person attempting suicide will

TABLE 3

Prevalence and Severity of PTSDSymptomatology and Probable PTSDAssociated withDeepWrist Injury

N

Cause of injury

Test statistic
All Accident Suicide attempt
51 37 14

IES‐R
Intrusion subscale
(M ± SD)

5.65 ± 7.17 3.19 ± 5.41 12.14 ± 7.35 Z = 3.96, p < .001

Avoidance subscale
(M ± SD)

5.20 ± 7.70 2.76 ± 5.28 11.64 ± 9.43 Z = 4.17, p < .001

Hyperarousal subscale
(M ± SD)

5.39 ± 7.42 2.81 ± 5.11 12.21 ± 8.39 Z = 4.03, p < .001

Sum score (M ± SD) 16.24 ± 20.67 8.76 ± 14.21 36.00 ± 22.46 Z = 4.29, p < .001
Probable
PTSDsum score (%)

15.7 5.4 42.9 χ2(1) = 10.8,
Fisher’s exact p = .003

Probable
PTSDestimation equation (%)

7.8 0.0 28.6 χ2(1) = 11.5,
Fisher’s exact p = .004

Test statistic refers to the comparison of accident survivors and suicide attempt survivors. Probable
PTSDwas defined as an IES‐R sum score of 42.5 or higher (adapted fromMorina et al., 2013), or as the
estimation equation yielding a positive value (Maercker & Schützwohl 1998), respectively. IES‐R, revised
Impact of Events Scale; PTSD, posttraumatic stress disorder; Z, standardized test statistic of the
Mann–WhitneyU‐test.

Figure 1. Severity of PTSD symptomatology, depending on the intentionality of the injury. Presented are results for
the IES‐R subscales intrusion, hyperarousal (theoretical maxima: 35), and avoidance (theoretical maximum: 40). IES‐R,
revised impact of events scale; PTSD, posttraumatic stress disorder.
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most likely anticipate pain comparable to, for
example, accidentally cutting her finger while
chopping vegetables. However, two‐thirds of
suicide attempts by DWI involve nerve injury
(Kisch et al., 2019), which causes more severe
and qualitatively different pain as it entails
not only a nociceptive but also a neuropathic
component. Additionally, as Stanley, Boffa
et al. (2019) pointed out, patients may reverse
their decision to end their life mid‐suicide
attempt and then experience that, for exam-
ple, stemming the bleeding is no longer
within their control. Then again, should the
person attempting suicide not waiver in his
resolve to die, the very fact that he survived
proves that some aspect of the attempt was
not under his control, for example, he was
found and rescued by a stranger by pure
chance. Although his survival is, of course, a
good thing, a severely depressed patient may
negatively interpret this as loss of control and
comment on his suicide attempt along the
lines of “I am a total failure; I can’t even kill
myself properly!”.

Such a dysfunctional interpretation
may persist due to deficits in cognitive reap-
praisal, which are common in both persons
attempting suicide and persons with PTSD.
Other shared vulnerability factors are social
disconnectedness and deficits in problem‐
solving and emotion regulation (Brewin et al.,
2000; Bryan, 2016; Chu et al., 2017). There-
fore, in addition to safety planning and treat-
ment of the mental disorder that led to wrist
cutting, suicide attempt survivors should be
monitored for PTSD symptoms. This is of
special importance as saPTSD seems to be
associated with suicidal intention indepen-
dently of depression (Stanley, Hom, et al.,
2019). Preliminary considerations regarding
the treatment of saPTSD have been proposed
by Stanley, Boffa et al. (2019).

Regarding the putative risk factors for
saPTSD, we found preliminary evidence for
depression. Although the small subsample
size disallowed inferential statistical analysis,
a major depressive episode at the time of the
suicide attempt was associated with twice the
rate of saPTSD. This is in accordance with
studies finding an increased risk of develop-
ment of PTSD after trauma in persons with
preexisting major depressive disorder (Bres-
lau, Davis, Peterson, & Schultz, 1997;
Digangi et al., 2013). Other known PTSD
risk factors, such as gender (Brewin et al.,
2000), did not predict PTSD in our study,
which is in accordance with the study by Stan-
ley, Hom et al. (2019). Whether these results
are false negatives due to small sample sizes or
whether known risk factors for PTSD in gen-
eral do not apply to saPTSD must be
answered by future studies.

Strengths and Limitations

The strengths of this study are the
study design as full census and the assessment
of and statistical control for a variety of
known PTSD risk factors, such as gender, age
at injury, and the seriousness of the injury.
Additionally, our study is the first on saPTSD
to include a control group. Our study popula-
tion seems to be representative of survivors
of suicide attempts by DWI, as the

TABLE 4

RegressionModels for the IES‐R Subscale and
Sum Scores

Criterion R2
corr ΔF pΔF ß

Intrusion subscale
Model 1 .02 1.16 .346 n.a.
Model 2 .26 14.99 < .001 .529

Avoidance subscale
Model 1 .07 1.54 .180 n.a.
Model 2 .23 9.75 .003 .436

Hyperarousal subscale
Model 1 .07 1.57 .172 n.a.
Model 2 .30 14.61 < .001 .510

Sum score
Model 1 .08 1.60 .162 n.a.
Model 2 .32 16.23 < .001 .529

ß, standardized regression coefficient of
intentionality of the injury; n.a., not applicable.

Model 1 contained the following predic-
tors: gender, age at injury, injury of nerves, injury
of arteries, number of tendons injured, length of
interval between injury, and study participation.
Model 2 included the predictors in model 1 in the
1st block and intentionality of the injury as predic-
tor in the 2nd block.

WESTERMAIR ET AL. 863



predominance of male gender, mood disor-
ders and substance use disorders, and unilat-
eral injuries in self‐inflicted DWIs was also
found in other studies (Blasco‐Fontecilla,
Rodrigo‐Yanguas, Giner, Lobato‐Rodriguez,
&De Leon, 2016; Buron et al., 2016; Fujioka,
Murakami, Masuda, & Doi, 2012). However,
our study has some important limitations.
First, selection bias is possible because
patients with PTSD might have declined to
participate in the follow‐up examination to
avoid the hospital setting as a potential flash-
back trigger. Second, we used a self‐report
questionnaire for PTSD symptoms, resulting
in lower reliability of the findings than using a
validated structured interview such as the
SCID. Third, we did neither assess trauma
therapy received between the injury and fol-
low‐up nor the PTSD risk factors previous
traumatization and family history of mental
disorders (Brewin et al., 2000).

Future Research

The effect of intentionality on PTSD
rates reported here may be due to a higher
incidence or lower remission rates in suicide
attempt survivors, which could be clarified by
longitudinal studies. A replication of our
study design in another population, another
culture, and/or focusing on another suicide
attempt method would be useful to assess the
generalizability of our findings. For example,
16% of burns requiring hospitalization in
Iran are self‐inflicted with suicidal intention
(Saadati, Azami‐Aghdash, Heydari, Der-
akhshani, & Rezapour, 2019), and a recent
meta‐analysis estimates PTSD rates after
burns to be between 2% and 40% (Giannoni‐
Pastor, Eiroa‐Orosa, Fidel Kinori, Arguello,
& Casas, 2016). However, no studies on
PTSD rates after self‐immolation have been
published thus far.

Also, our study could not determine
whether the effect of suicidal intention on
PTSD rates is independent of mental ill‐
health, which is an already established PTSD
risk factor. To differentiate these effects, one
could use a control group consisting of acci-
dent survivors with previous and/or current
mental disorders. Additionally, future studies
should include a third group with other‐in-
flicted injuries, such as homicidal immola-
tions or DWIs as defense wounds from
stabbing, to directly compare the effect of
self‐traumatization with victimization.

CONCLUSION

Deep wrist injuries that are self‐in-
flicted with suicidal intention have the poten-
tial to catalyze the development of PTSD.
Furthermore, suicidal intention may be a
hitherto unknown risk factor for PTSD fol-
lowing injuries. Therefore, patients after sui-
cide attempts, especially medically serious
suicide attempts, should be monitored for
PTSD in addition to safety planning and the
treatment of mental disorders.
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