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C H A P T E R 1

Introduction and Overview

This book is about deliberate self-harm in adolescents. This is one of the

most important social and healthcare problems for people at this stage of life.

Deliberate self-harm includes any intentional act of self-injury or self-poi-

soning (overdose), irrespective of the apparent motivation or intention. The

purposes of such acts include actual suicide attempts, a means of altering a

distressing state of mind, a way of showing other people how bad a person is

feeling, and an attempt to change the dynamics of an interpersonal relation-

ship. This book provides an overview of the nature and extent of deliberate

self-harm in adolescents, including causes and risk factors, and offers

guidance on treatment and prevention. It is intended to be a practical and

easily accessible resource.

In the UK, the extent of the problem measured in terms of hospital pre-

sentations of young people who have self-harmed has been recognised for a

long time (Hawton and Goldacre, 1982; Hawton et al., 1982b; Kreitman and

Schreiber, 1979; Taylor and Stansfeld, 1984a,b). Based on figures from

deliberate self-harm monitoring systems, somewhere between 20,000 and

30,000 adolescents present to hospital each year in the UK because of

self-inflicted overdoses or injuries. Deliberate self-harm represents one of

the most common reasons for hospital presentation of adolescents. After

deliberate self-harm was first recognised as a significant problem in the UK

during the 1960s and 1970s, rates rose so rapidly that dire predictions were

being made about the future demands that this phenomenon, especially

self-poisoning by girls, would place on hospital resources (Kreitman and

Schreiber, 1979). In the event, the rates levelled off, with signs of a small

decrease during the early1980s (Sellar et al., 1990). However, there has been

a further increase in rates in more recent years, particularly in girls (Hawton et

al., 2003c; O’Loughlin and Sherwood, 2005).
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During the 1970s and 1980s, reports of increasing numbers of adoles-

cents presenting to hospitals after deliberate self-harm also started to appear

from other countries, especially in Europe (Choquet et al., 1980), North

America (Wexler et al., 1978) and Australia (Mills et al., 1974; Oliver et al.,

1971). Particularly high rates of deliberate self-harm in adolescents result-

ing in hospital presentation (equivalent to those in the UK) have been identi-

fied in France (Batt et al., 2004), Ireland (Corcoran et al., 2004; National

Suicide Research Foundation, 2004), Belgium (Van Heeringen and De

Volder, 2002) and Australia (Reith et al., 2003).

Most acts of self-harm that result in a young person going to hospital

involve overdoses rather than self-injuries (Hawton et al., 2003a; Hultén et

al., 2001). In the UK, the drugs used most frequently in overdoses are anal-

gesics, especially paracetamol (acetaminophen). In Oxford, in recent years

approximately 60 per cent of overdoses by adolescents have involved

paracetamol (Hawton et al., 2003a,b). This certainly reflects ease of availabil-

ity – paracetamol is present in most households and can be bought over the

counter in pharmacies and a wide range of other outlets. Other drugs used

relatively commonly in overdoses include psychotropic agents, especially

antidepressants and tranquillisers. Self-injury most frequently involves self-

cutting, especially of the arm, but other methods include jumping from a

height, running into traffic, hanging and self-battery.

What is the significance of deliberate self-harm in adolescents? Clearly it

represents considerable current distress. In addition, long-term follow-up of

adolescents who have self-harmed indicates a very high rate of suicide

attempts in young adulthood (Fergusson et al., 2005b). Furthermore, delib-

erate self-harm is associated strongly with risk of future suicide, the risk of

suicide in deliberate self-harm patients in general being elevated some

50–100 times that in the general population during the year after hospital

presentation (Hawton and Fagg, 1988; Hawton et al., 2003d). Follow-up

studies of adolescent patients have demonstrated that such people also have a

greatly elevated risk of suicide (Goldacre and Hawton, 1985; Otto, 1972;

Sellar et al., 1990). In a long-term follow-up study (mean follow-up period

11 years) of a very large sample of patients aged between 15 and 24 years,

over half of all deaths were due to suicide or probable suicide (Hawton and

Harriss, submitted). Studies of young people who have died by suicide also

highlight the association between deliberate self-harm and suicide. For

example, in an investigation of suicide in 174 young people aged between

15 and 24 years, 44.8 per cent were known to have a prior history of deliber-

12 By Their Own Young Hand



ate self-harm (Hawton et al., 1999a) – the true figure could have been even

higher. Similarly, in psychological autopsy studies (which include interviews

with relatives) of young people who have died by suicide, between

one-quarter and two-thirds have been found to have carried out previous

non-fatal acts of deliberate self-harm (Brent et al., 1993; Houston et al.,

2001; Marttunen et al., 1993).

Attention to prevention of suicide in young people increased during the

1980s and 1990s, when it became apparent that suicide rates were rising

in 15- to 24-year-olds, especially males, in several countries, includ-

ing England and Wales (Hawton, 1992), Scotland and Northern Ireland

(Cantor, 2000), New Zealand (Beautrais, 2003), Australia (Cantor, 2000),

Scandinavian nations and the USA (Cantor, 2000). In more recent years

several countries have witnessed a downturn in suicide rates, but rates remain

higher than they were before the rise.

Young people have, therefore, been highlighted in national suicide-pre-

vention strategies – indeed, increasing suicide rates in young people appear

to have been a stimulus for development of such initiatives in several coun-

tries. Also, because of the extent of the problem of deliberate self-harm in

young people, their specific needs have been emphasised in policy docu-

ments aimed at improving the hospital management of patients presenting

with this problem (Royal College of Psychiatrists, 1998). For example, in the

UK, the guide on self-harm produced by the National Institute for Clinical

Excellence (2004) highlights the need for specialised services for adoles-

cents. Guidelines for the management of adolescents following self-harm

have been produced in other countries, such as the USA (American Academy

of Child and Adolescent Psychiatry, 2001) and Australia and New Zealand

(Australasian College for Emergency Medicine and the Royal Australian and

New Zealand College of Psychiatrists, 2000).

For some years, it has been recognised that deliberate self-harm in ado-

lescents is far more common than is reflected in hospital presentations. This

evidence has come from school-based or community studies, such as in the

USA, a large-scale biannual investigation, the Youth Risk Behavior Survey,

which began in 1990. This showed, for example, that in 2003, 8.5 per cent

of adolescents reported an act of attempted suicide in the preceding year.

Only 2.9 per cent said that this had resulted in presentation to a doctor or

nurse (Centers for Disease Control and Prevention, 2004). In a similar inves-

tigation in France, 9.2 per cent of adolescents reported having made a

suicide attempt in their lifetime, only 21.9 per cent of episodes having

Introduction and Overview 13



resulted in hospital presentation (Pagès et al., 2004). In a systematic review

of studies of this kind worldwide, we found that the average frequency of

self-reported self-harm acts by adolescents in different time periods were as

follows: suicide attempts – 6.4 per cent in the previous year and 9.7 per cent

during their lifetime; deliberate self-harm – 11.2 per cent in the previous 6

months and 13.2 per cent during their lifetime. In addition, an average of

19.3 per cent of adolescents reported having had suicidal thoughts in the

previous year and 29.9 per cent in their lifetime (Evans et al., 2005a).

Thus, it is clear that when studied at the community level, the incidence

of deliberate self-harm is much more common than appears to be the case

from hospital statistics. However, such information has been lacking for ado-

lescents in the UK. Therefore, we decided to conduct a major survey of

school pupils aimed at providing realistic information of this kind for

England. We included a large number of schools, chosen to provide a reason-

ably representative sample of adolescents in terms of gender, ethnicity, socio-

economic characteristics, school type and school achievements. We adopted

an anonymous self-report approach, since available evidence suggested that

this would elicit the most accurate responses. We used a more thorough

means of identifying deliberate self-harm episodes than had been the case in

most other studies. We examined a wide range of potential factors that might

contribute to self-harm, investigated help and treatment received after

self-harm, and studied coping behaviours used by the adolescents. We

focused the study primarily on 15- and 16-year-olds because at this age

nearly all adolescents should be in education and, hence, available for study.

We also reviewed all other studies that have been conducted regarding prev-

alence of self-harm behaviours and thoughts of such behaviours (Evans et al.,

2005b), plus those relating to associated risk factors (Evans et al., 2004).

This allowed us to put the findings of our schools study in a full international

context.

All of this material has been used in the production of this book. The

main reason we have written it is because we recognised the need for an

up-to-date and easily accessible source of information on this topic. Thus, we

have provided a detailed overview of the extent and nature of deliberate

self-harm in adolescents, a thorough examination of risk factors for this

behaviour, and detailed guidance on means of treatment and prevention. In

particular, we wished to produce a very practical book that would assist

readers in relation to their own needs and roles in this field. Although a

major focus of the book is on deliberate self-harm in adolescents in the UK,
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the topic is considered fully in the international context, especially in

relation to studies of a similar kind to our school-based study. Our systematic

review of all the available studies worldwide has helped to ensure that our

references to the international literature represent a balance of findings.

In the next chapter, we explain in more detail the reasons for our having

conducted our schools study and describe how we carried out the investiga-

tion. This incorporates evidence about research methods that influenced our

choice of approach.

In Chapter 3 we present the findings of the research concerning the

extent of deliberate self-harm and thoughts of self-harm in the adolescents

in our schools study. These results are compared with those from studies

from other countries. We also examine the methods used for self-harm. We

review the complexity of motivations that appeared to underlie the behav-

iour, contrasting the motives for overdose with those for self-injury, and also

the motives chosen by boys compared with those chosen by girls. We

address the question of whether the adolescents in our study presented to a

general hospital (or other clinical services) after harming themselves, partic-

ularly in terms of factors that might have made hospital presentation more or

less likely. The problem of repetition of deliberate self-harm is highlighted.

Finally, we explore the impact of self-harm and suicide on family members

and friends.

In Chapter 4, we address the important issue of what distinguishes ado-

lescents who self-harm from other adolescents and what differentiates those

with thoughts of self-harm from adolescents who do not have such

thoughts. One of the most obvious differences is with regard to gender. We

attempt to answer the question of why this might be. Other characteristics

we consider are age and ethnic background. Subsequently, we examine a

wide range of psychosocial and health risk factors, both from our schools

study and from other studies in a range of countries. These risk factors

include mental health and well-being, exposure to suicidal behaviour in

others, such as peers and family members, and the media. We also examine

the evidence for the influence of a range of other personal factors and expe-

riences (e.g. sexual abuse, physical abuse, homosexual orientation), family

characteristics and social factors.

Knowledge of help-seeking behaviours and coping strategies used by

adolescents is crucial to understanding both the background to deliberate

self-harm and the means of preventing the behaviour and providing effec-

tive help following deliberate self-harm. In Chapter 5, therefore, we explore

Introduction and Overview 15



help-seeking and coping in adolescents in general, and then go on to use the

results of our schools study to compare adolescents who self-harm with

other adolescents, including those with thoughts of self-harm that they have

not acted on, and those reporting neither experience. We examine

help-seeking in terms of whom adolescents feel able to turn to for advice and

support, and both help-seeking and lack of it before and after acts of

self-harm. We focus particularly on thoughts and attitudes that impede

help-seeking.

In Part 2 of this book, we focus on the prevention of self-harm and

assessment and treatment of those who have self-harmed. One extremely

important aspect of prevention concerns what can be done in schools. This is

the subject of Chapter 6. After examining the reasons for schools being a

logical major focus for preventive efforts, we explore approaches in this

setting in relation to three considerations. The first is what can be done to

reduce the risk of self-harm, such as through educational initiatives aimed at

changing attitudes, knowledge and coping skills. The second approach

concerns identification and provision of help for adolescents identified as

‘at-risk’. Finally, there is the question of what help can be provided in schools

for those who have engaged in self-harm, and what can be done to limit the

negative impact of self-harm and suicide on others. We include detailed

guidelines for school staff, which have been produced through a consensus

process involving school staff, clinicians and researchers.

Self-harm often results in contact with health services. These have a vital

role to play in prevention of self-harm. In Chapter 7, we first consider the

important role of general practitioners (GPs), including how general practice

care can be made more attractive to adolescents and how GPs can detect

adolescents who may be at risk. We then turn to the role of hospital services,

especially emergency department personnel and psychiatric services. We

provide detailed guidance on psychosocial assessment of adolescents who

present to hospital following deliberate self-harm. We then consider options

for treatment of adolescents after self-harm. This includes a range of poten-

tial approaches, provided by personnel from various professional groups.

Sources beyond statutory services need to be considered in the prevention

and treatment of deliberate self-harm in young people. In Chapter 8, we

begin by examining the role of self-help books and telephone helplines. We

then turn to the Internet, which is attracting increasing attention in relation

to its potential usefulness as a source of help for distressed youngsters and

also as a potential source of danger, especially where young people might

access sites about self-harm that do not necessarily have prevention of

16 By Their Own Young Hand



suicidal behaviours as a primary objective. Finally, we consider other types

of media, especially literature, film, newspapers and music, and the roles they

might have in encouraging suicidal behaviour as well as their potential

usefulness in prevention.

In the final chapter, we summarise what we have covered in this book.

We then turn to the future and look towards developments that could help

tackle this important problem. These include initiatives at family, school,

health service and other levels, such as the potential role of the media. In

addition, we identify key research questions that need to be addressed.

As indicated earlier, we planned to write a very practical book that

would be directly relevant to all concerned with deliberate self-harm in ado-

lescents and one that would ultimately be a contribution to the prevention of

this problem and to the provision of more effective care of those at risk or

who have self-harmed. We are confident that after reading this book, the

reader will know more about the phenomenon of deliberate self-harm. In

addition, we hope that our more ambitious goals will also be realised.
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Part 1

The Nature of Deliberate

Self-harm in Adolescents





C H A P T E R 2

Investigating Deliberate
Self-harm in Adolescents

Introduction

This chapter focuses on the practical issues that we addressed when we were

planning and implementing our study to determine how common deliberate

self-harm and thoughts of self-harm are in adolescents in the general popu-

lation, and the factors that are associated with these phenomena. In conduct-

ing such a study, it is essential that the design and methods are thought

through carefully in order to ensure that the findings will provide an

accurate picture of the problem. As the reader will see, given the focus of this

study, this is not a straightforward task. We therefore had to consider several

issues when designing the study.

We explain the decision-making process that we engaged in as we

decided how best to collect the information from the adolescents. Having

chosen to use a questionnaire, we describe how the questionnaire was devel-

oped and tested. Finally, we explore the issue of consent, before explaining

in some detail the process of implementing the questionnaire study in the

school context.

Clinical versus community-based studies

Garrison (1989) raised concerns about how far the information concerning

the prevalence of deliberate self-harm that had been obtained by focusing on

clinical samples could be applied to the general population. For example,

Hawton and colleagues (1996) found that as many as 70 per cent of deliber-

ate self-harm patients admitted to hospital in Oxford who had previously

self-harmed reported episodes that had not received medical attention. In

21



addition, Choquet and Ledoux (1994) found that although 6.5 per cent of

their school-based sample in France had attempted suicide, only one in five

of these had been hospitalised as a result of the attempt. The findings of

these studies meant that hospital-based studies were potentially excluding a

significant proportion of adolescents who had engaged in deliberate self-

harm but had not reached the attention of clinical services. This highlighted

the need for well-designed community-based research focusing on the prev-

alence of deliberate self-harm.

Until recently, no sizeable community studies of deliberate self-harm in

adolescents in the UK have been carried out. With the exception of Meltzer

and colleagues (2001), who conducted an interview-based study of over

4000 adolescents and their parents, the few other investigations that have

been conducted in this field have been small. In a London survey of 529 girls

aged between 15 and 20 years who were screened for evidence of depres-

sion, Monck and colleagues (1994) found that nearly 13 per cent had expe-

rienced suicidal ideas in the month beforehand. In a sample of 294 univer-

sity students in Birmingham, 63 per cent of females and 45 per cent of males

reported having had suicidal ideas, with actual acts of deliberate self-harm

having occurred in 4 per cent and 1.5 per cent, respectively (Salmons and

Harrington, 1984). In a subsequent survey of 318 Oxford University

students, 35 per cent of females and 31 per cent of males reported having

had thoughts of suicide. Self-harm by cutting or other means was reported

by 10 per cent of females and 5 per cent of males (Sell and Robson, 1998).

Thus, although prior to our study and that of Meltzer and colleagues in

2001 a few community studies had been conducted in the UK, they involved

relatively small or atypical samples, which means that the relevance of the

findings of these studies for young people in general was very uncertain (De

Wilde, 2000; Yuen et al., 1996). Nevertheless, they did suggest that deliber-

ate self-harm and suicidal ideation are likely to be common among adoles-

cents in the UK, and highlighted the need to obtain accurate and representa-

tive figures for these phenomena.

We therefore decided to design a community-based study. In the light of

the weaknesses of previous studies that we have identified above, we were

particularly conscious of the need to ensure that we included as representa-

tive a sample of adolescents in order that the findings of our study could be

extrapolated to adolescents in general in the UK.
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The rationale for a school-based study

We decided that the best way to conduct a community-based study of delib-

erate self-harm in adolescents was to do so through surveying school pupils.

By focusing on those in Year 11 (i.e. those aged between 15 and 16 years),

we would be able to include as near as possible a total sample of adolescents,

because this is the final year of compulsory education. It would be impossi-

ble to survey a representative sample of older adolescents, since many would

have left school and moved on to a variety of other settings, including uni-

versity, jobs, employment training schemes and so on.

Aims of the project

The specific aims and objectives of our proposed research were to:

• determine the prevalence of deliberate self-harm and thoughts of
self-harm in a large representative sample of adolescents

• identify the factors associated with deliberate self-harm and
thoughts of self-harm in adolescents

• explore the coping strategies used by adolescents in general, but
especially those used by adolescents who engage in deliberate
self-harm or who have thoughts of self-harm

• investigate whether adolescents who self-harm or who have
thoughts of self-harm have contacted helping organisations or
sought help from elsewhere and, if not, what impedes their
doing so.

The ultimate aims were to provide a full picture of deliberate self-harm in

adolescents and to identify means for prevention and better management of

this problem.

Choosing an appropriate method of data collection

Having decided that we were going to conduct a school-based survey of

adolescents, we needed to identify an appropriate method for carrying this

out. Choosing the best method for collecting information of such a sensitive

nature requires careful consideration. We therefore conducted a wide-

ranging review of the existing literature to find out how other researchers

had approached the issue of collecting information on deliberate self-harm

(Evans et al., 2004, 2005a). One thing we found from our review of the liter-
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ature is that interviews have been used less often than self-report question-

naires. Interviews are expensive in terms of both cost and time. This has

implications for the scale of a research project. Interviews are also subject to

what Lee (1993) called interviewer effects. In particular, two kinds of effect

can influence the types of response obtained: the social characteristics of the

interviewers themselves and the expectations that interviewers bring to the

interview. Generally speaking, because the interview is a social interaction

between people, it is subject to all of the influences that affect such inter-

changes. Such influences are likely to be particularly important when investi-

gating personal and sensitive information.

Other areas of potential bias lie in the characteristics of the interviewer

compared with the interviewee. For example, respondents are thought to be

more likely to provide honest and accurate information to interviewers who

are, or appear to be, from a similar social group to themselves. A further

problem with the interview method is that of the researcher versus therapist

dilemma (Alty and Rodham, 1998). This is what can happen when the

respondent finds the interview to be one of the few opportunities available

to them to discuss at length their concerns, needs and feelings about the

topic being researched. The interviewer may feel torn between a desire to

follow the interview protocol closely and an equally strong urge to take a

therapeutic stance towards the respondent. Finding interviewers who have

the appropriate skills and characteristics may be problematic.

Furthermore, choosing to take an interview approach can have a signifi-

cant effect on the findings. Our review of the literature suggests that respon-

dents are likely to conceal very personal types of behaviour such as deliber-

ate self-harm at interview. Although questions can be worded carefully to

reduce this possibility, respondents are considered by some researchers to be

more likely to provide what are termed socially desirable responses. This

means that their answers may be shaped by their need to demonstrate to the

interviewer that are normal and that they do not have characteristics that

appear to be less than socially acceptable.

Research on issues such as interviewer bias, social desirability and per-

ceived anonymity has supported the suggestion that the higher the per-

ceived anonymity of responses, the less tendency there is towards socially

desirable responding (e.g. Aquilano and Loscuito, 1990; Embree and White-

head, 1993; Midanik, 1988). This notion is supported by the findings from

our review of the international literature on studies of suicidal and deliberate

self-harm phenomena in adolescents, which demonstrated that, in general,
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reported prevalence figures for these phenomena are higher in studies

employing anonymous questionnaires compared with interview-based

studies (Evans et al., 2005a).

We concluded that an anonymous questionnaire rather than an inter-

view would be the most appropriate tool for our study. The key advantage of

the anonymous questionnaire lies in the fact that the anonymity provided to

the respondents decreases the likelihood of them providing inaccurate but

socially desirable answers. Anonymous questionnaires have been shown to

be particularly suited to collecting information of a sensitive nature from

adolescents. For example, Safer (1997b) and Shochet and O’Gorman (1995)

suggested that it is entirely likely that a young person who would admit to

suicidal thoughts or behaviours anonymously would be far less likely to do

so if such an admission would lead to his or her identification. It has also

been shown that when adolescents are the subject of research of a generally

sensitive nature, anonymous self-report questionnaires are most appropriate

(Saunders et al., 1994).

Developing the questionnaire

While we were planning our project, we were also strengthening links with

other European researchers who had an interest in deliberate self-harm. The

idea was that a European collaboration could use the same questionnaire to

conduct community surveys of adolescents in several countries. It was hoped

that the collaboration would be useful in providing information about a

range of aspects of the problem, including, for example, why the levels of

deliberate self-harm appear to be particularly high among adolescents in the

UK. We developed our questionnaire with colleagues from the European

collaboration, supported by advice from other colleagues who had experi-

ence of school-based studies. The European collaboration became known as

the Child and Adolescent Self-harm in Europe (CASE) Study. It was coordi-

nated by the National Children’s Bureau in London.

The questionnaire to be used in the study needed to be sufficiently broad

and yet detailed enough to obtain reliable information about the occurrence

of deliberate self-harm and thoughts of self-harm, about the main factors

associated with suicidal behaviour in adolescents, and about help-seeking

and coping strategies of adolescents (both in those who had self-harmed and

in those who had not). In practical terms, the questionnaire needed to be of a

length that would not be off-putting to adolescents and that would allow its
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comfortable completion in the space of a single school lesson of 40 minutes.

The questionnaire we developed included 11 areas of information. These are

described below.

Sociodemographic information

The adolescents were asked about their gender, age, ethnicity and household

living arrangements. The issue of how to record a participant’s ethnicity was

debated at length. As the questionnaire was anonymous, we were keen that

the pupils should not be asked to provide information that might lead them

to having a sense that they could be identified. Clearly, this could have been

the case if we obtained extremely detailed information on ethnicity. We

therefore chose to use the following broad ethnic groups: ‘Black’, ‘Asian’,

‘White’ and ‘Other’.

Health issues, smoking, and alcohol and drug use

The second area focused on healthy living. The aim was to introduce the

questionnaire gently by exploring how healthy the adolescents felt their

lifestyles were. Following a couple of questions about diet and exercise, there

were more detailed questions about smoking, and alcohol and drug use.

These were as follows:

• How many cigarettes do you smoke in a typical week?

1. I never smoke

2. I used to smoke, but I have given it up

3. up to five cigarettes a week

4. 6–20 cigarettes a week

5. 21–50 cigarettes a week

6. more than 50 cigarettes a week.

• How many alcoholic drinks do you have in a typical week? (One
drink, for example, would be half a pint of beer, lager or cider,
or a glass of wine, or one measure of spirits.)

1. I never drink alcohol

2. one drink

3. 2–5 drinks

4. 6–10 drinks
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5. 11–20 drinks

6. more than 20 drinks.

• Please tick any of the following types of drug you have taken
during the past month (i.e. 30 days) and the past year.

1. hashish/marijuana/cannabis

2. ecstasy

3. heroin/opium/morphine

4. speed/LSD/cocaine

5. other drugs and substances (not including medication).

Stressful events and problems

The third area focused on a range of stressful life events that the adolescents

may have experienced. If they had experienced the life event listed, they

were asked to indicate whether this was in the past 12 months and/or more

than a year ago. The life events we asked about were as follows:

• Have you had problems keeping up with schoolwork?

• Have you had difficulty in making or keeping friends?

• Have you had any serious arguments or fights with friends?

• Have you had any serious problems with a boyfriend or
girlfriend?

• Have you been bullied at school?

• Have your parents separated or divorced?

• Have you had any serious arguments or fights with either or
both of your parents?

• Have your parents had any serious arguments or fights?

• Have you or any member of your family had a serious illness or
accident?

• Have any close friends had a serious illness or accident?

• Have you been seriously physically abused?

• Have you been in trouble with the police?
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• Has anyone among your immediate family (mother, father,
brother, sister) died?

• Has anyone close to you died?

• Has anyone among your family or friends committed suicide?

• Has anyone among your family attempted suicide or deliberately
harmed themselves?

• Has anyone among your close friends attempted suicide or
deliberately harmed themselves?

• Have you had worries about your sexual orientation (i.e. that
you may be gay or bisexual)?

• Has anyone forced you (i.e. physically or verbally) to engage in
sexual activities against your will?

• Has any other distressing event occurred involving you, your
family or close friends?

Deliberate self-harm

The questionnaire then turned to the issue of deliberate self-harm. The ado-

lescents were asked whether they had ever deliberately taken an overdose or

tried to harm themselves in some way. If they answered ‘No’ to this question,

they were directed to a later section of the questionnaire.

Those that reported having engaged in deliberate self-harm were asked

whether this had happened on one occasion or more often. They were then

asked several questions about the last time that they had carried out an act of

deliberate self-harm. The adolescents were asked to describe in their own

words what they had done to themselves. Previous studies have generally not

attempted to do this, instead simply asking whether a participant has

engaged in deliberate self-harm. We decided that asking the adolescents for

a description was important because it would allow us to determine whether

what they considered to be self-harm met predetermined criteria for deliber-

ate self-harm. For example, we would be able to exclude cases from our

analysis where participants had clearly misunderstood what the term ‘delib-

erate self-harm’ meant. Thus, in the example below, the participant gave a

detailed explanation of what she did whenever she hurt herself. However,

this is clearly not a case of deliberate self-harm and was excluded from the

analysis:
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Paracetamol for headache. Pain killers – if I had a sore throat or gum
pain. TCP when I cut myself, for example, cut my finger with the knife
by accident when I was cutting something.

The definition of self-harm we used in this study (see box above) was

adapted from that used in a study focusing on episodes of deliberate

self-harm in people of all ages that resulted in hospital presentation in

centres throughout Europe (Platt et al., 1992; Schmidtke et al., 1996).

In collaboration with our colleagues from the CASE Study, we devel-

oped a manual to assist in deciding whether the descriptions of behaviour by

the adolescents met our criteria. This is included in Appendix I.

Motives for deliberate self-harm

An important aspect of understanding the factors that lead to deliberate

self-harm is an examination of the motives involved. Participants completing

our questionnaire were asked to describe in their own words why they did

what they did. They were also asked to choose from a list of eight motives or

intentions those that they felt explained why they had carried out the act.

The adolescents could choose more than one reason if more than one

applied. The list was based on that used in studies by Bancroft and colleagues

(1976, 1979). In these investigations, the motives were shown on separate
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cards. In other studies, as in our questionnaire, they have been presented as a

list (Hjelmeland et al., 2002), as follows:

• I wanted to show how desperate I was feeling.

• I wanted to die.

• I wanted to punish myself.

• I wanted to frighten someone.

• I wanted to get my own back on someone.

• I wanted to get relief from a terrible state of mind.

• I wanted to find out whether someone really loved me.

• I wanted to get some attention.

Participants were also asked what they had hoped would happen as a result

of the episode, whether they had wanted to kill themselves, and whether

they had actively sought help before or after the episode.

Help-seeking and hospital treatment

The pupils who had engaged in deliberate self-harm were asked whether

they had sought help before or after the most recent episode from any of the

following sources:

• someone in their family

• friend

• teacher

• GP (family doctor)

• social worker

• psychologist/psychiatrist

• telephone helpline

• drop-in/advice centre

• other source, e.g. Internet, book, magazine, other person.

We also asked the adolescents who had self-harmed whether they had been

to hospital the last time they had done this, and whether they had ever gone

to hospital as a result of a deliberate self-harm episode. This was an impor-
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tant question, because it enabled us to determine how many of our partici-

pants had not gone to hospital following their self-harm episodes and

would, therefore, have been excluded from studies based entirely on hospital

admissions to describe the prevalence of deliberate self-harm. It also allowed

us to compare the patterns of self-harm (e.g. methods, motives) in those who

reported presenting to hospital and those who did not.

Thoughts of self-harm

All of the adolescents were asked to answer questions about thoughts of

self-harm. They were asked whether they had ever seriously thought about

taking an overdose or harming themselves but not actually engaged in the

act of deliberate self-harm. They were also asked whether they had sought

help after experiencing thoughts of self-harm and about the sources of this

help.

Coping strategies

A further part of the questionnaire focused on the coping strategies that the

adolescents employed when they were worried or upset, asking them how

often (never, sometimes, often) they did any of the following:

• talk to someone

• blame myself

• get angry

• stay in my room

• think about how I have dealt with similar situations

• have an alcoholic drink

• try not to think about what is worrying me

• try to sort things out.

The questionnaire then asked whom the adolescents felt they could talk to

about things that really bothered them:

• father/stepfather

• mother/stepmother

• brother/sister

Investigating Deliberate Self-harm in Adolescents 31



• another relative

• friend

• teacher

• somebody else.

Psychological characteristics

The next section of the questionnaire focused on the adolescents’ current

mood state. To assess mood, we used the Hospital Anxiety and Depres-

sion Scale (HADS). This is a reliable and user-friendly 14-item scale for

measuring levels of depression and anxiety in non-psychiatric populations

(Zigmond and Snaith, 1983), which has been validated for use with

adolescents (White et al., 1999).

We also incorporated a shortened eight-item version of Robson’s

(1989) Self Concept Scale to measure the adolescents’ levels of self-esteem.

This scale was developed in collaboration with Robson; it is included in

Appendix IV. In addition, we assessed how impulsive the adolescents felt

they were. We included an abbreviated version of Plutchik and Van Praag’s

(1986) scale to measure this.

Voluntary agencies

This part of the questionnaire focused on what the adolescents knew about

voluntary agencies and helplines. It included questions about how they felt

the services could be made more attractive and accessible to young people.

Prevention of self-harm and improvement of the local
environment

In the final section of the questionnaire, the adolescents were asked two

open-ended questions. The first concerned what they thought could be done

to prevent young people from feeling like they wanted to harm themselves,

while the second concerned how they thought life could be made better for

young people in their neighbourhood. Responses to these questions prov-

ided a rich source of information about the adolescents’ views. This section

also provided an opportunity for adolescents who had not self-harmed (and

who were therefore likely to complete the questionnaire more quickly than

the adolescents who had) to spend time completing these questions so that
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there would not be an obvious time difference for completion of the ques-

tionnaire between them and the other adolescents. This reduced the risk of

adolescents being able to work out who had self-harmed and who had not

and kept them all occupied for the entire session.

Testing the questionnaire

The draft questionnaire underwent three pilot phases. In the first phase, we

checked that pupils could complete the questionnaire in the space of a single

school lesson. Pupils from a comprehensive school in London completed the

questionnaire successfully within the constraints of the lesson time.

The second test run was completed by a high-risk sample of adolescents

with psychiatric problems. Many from this sample had engaged in self-harm.

We wanted to ensure that such a sample could also complete our question-

naire successfully. This proved to be the case.

Finally, having established that the questionnaire length was suited to

completion within one lesson by both ‘normal’ and ‘troubled’ adolescents,

we ran a focus group in a school in Oxfordshire with a mixed-ability group

of pupils. The aim of the focus group was to check the readability of the

questionnaire. In other words, we wanted to check that the adolescents could

understand the terms and questions that were used. In addition, we wanted

to find out whether they thought there were any other important questions

we should include.

These three test runs provided us with valuable information that enabled

us to refine the questionnaire into its final form for the study.

Sample of school pupils

Having decided upon our style of study and the tool to collect the data, we

needed to work out how many pupils we would need to include in the study

to ensure that our findings would be meaningful. We decided to aim to

include a minimum of 5000 individuals. This number was based on a postu-

lated prevalence of deliberate self-harm of 4 per cent, which was a conserva-

tive estimate made on the basis of the survey of the findings of previous

studies from other countries (Evans et al., 2005a). This sample size of pupils

determined the number of schools that we needed to include in our study. In

the event, as will be seen later, we were able to include a larger number of

pupils in the study, the total number being 6020.
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The most pragmatic method for investigating a representative range of

adolescents is to choose a representative range of schools to be included in

the study. The criteria we used to select the schools were:

• type of school attended (e.g. comprehensive, grammar or
independent)

• single-sex and mixed

• range of ethnic backgrounds of pupils

• educational attainment of the schools (i.e. percentage of pupils
attaining five or more GCSEs

1
at grade C or above)

• deprivation of the pupils (i.e. percentage of pupils entitled to free
school meals)

• size of school.

We approached schools in Oxfordshire, Northamptonshire and Birming-

ham. The schools were chosen using the criteria outlined above to ensure

that a representative range of school types were included. We selected the

first appropriate school from the local list, contacted the head teacher by

telephone and explained the purpose of our study. If a school declined to

take part, we approached the next matched school on the list. The two most

common reasons offered by staff at schools that declined to take part were

that they had recently taken part in other research projects and did not want

the pupils to lose any more teaching time, and that they had a school inspec-

tion (Ofsted
2
) looming, which they felt they needed to concentrate all their

efforts on preparing for. However, the staff at these schools were generally

very interested in our study and were keen to be updated on its progress.

If the head teacher expressed interest in their school being involved in

the study, we sent them an information pack, which included a brief

question-and-answer sheet, a sample consent form and a copy of the ques-

tionnaire. We then arranged a face-to-face meeting to discuss further the
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proposed inclusion of the school. Overall, 41 schools were included in our

study. This took place in the spring and autumn terms of 2000 and 2001.

Absenteeism

When conducting school-based surveys of this kind, an important subgroup

of pupils will inevitably be excluded, namely those who are absent on the

day of the survey. These pupils will include those who are involved in

prearranged out-of-school activities, those who are unwell, and those who

are truanting (being absent from school without permission). Truants tend

to have higher rates of problematic behaviours and so may be at increased

risk for engaging in suicidal behaviour (Bagley, 1992; Grossman et al., 1991;

Roberts et al., 1997; Yuen et al., 1996). Also, among pupils who are absent

due to illness, some will have psychological problems and may be at

increased risk of deliberate self-harm. Excluding both groups of pupils

brings with it the danger that the data collected will provide an under-

estimate of the true number of adolescents who have engaged in deliberate

self-harm. In spite of this, many school-based studies have done very little to

address this potential source of sample bias. Indeed, some investigators have

not mentioned the problem of absentees at all. Others have acknowledged

the potential for bias that can result but have not indicated whether or how

they have addressed the problem (e.g. Bensley et al., 1999; Edman et al.,

1998; Hovey and King, 1996). Some researchers have simply called for

future surveys to work with schools in order to follow up and include as

many absent students as possible at a later date (e.g. Evans et al., 1996;

Olsson and Von Knorring, 1999).

A few investigators have attempted to explore the profiles of absentees

compared with those of pupils who were present on the day the study took

place (e.g. Fergusson and Lynskey, 1995; Galaif et al., 1998). We designed a

form that would be completed on the day of the survey to collect informa-

tion about the absentees. We noted how many pupils of each gender were

absent and whether the number of absentees was typical for the class. We

also recorded the reason for absence if known. Finally, we reviewed the sub-

sequent academic progress of a subgroup of these absentees.

Issues of consent

Several studies have explored the impact of using active or passive consent

procedures regarding inclusion of adolescents in research where parental
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consent is required (e.g. Anderman et al., 1995; Dent et al., 1993; Kearney et

al., 1983). Active consent involves inviting parents of potential participants

to opt in to the research. Under passive consent, there is an assumption that

all parents of potential participants will be agreeable to their son or daughter

taking part in the research unless they explicitly opt out. Obtaining active

consent from parents of school pupils requires considerable effort from the

potential participants themselves and, as such, often results in small and

biased sample sizes. For example, Kearney and colleagues (1983) reported

that a requirement for active written parental consent for pupil participation

in a questionnaire survey focusing on drugs and alcohol produced a sample

that was approximately half the size of the potentially eligible population.

Such a high attrition rate suggests that in samples where active parental

consent is required, selection bias is a strong possibility and it is, therefore,

likely that only those participants who are particularly motivated or inter-

ested in the study will reply. This is likely to produce misleading results. In

addition, Dent and colleagues (1993) concluded that pupils who were

excluded from research studies as a result of parents not actively giving

consent were at higher risk for a number of health and social problems. In

addition, Layte and Jenkinson (1997) noted that individuals with higher

levels of education and from higher social classes were more likely to

respond to a call for active consent. The findings of both studies clearly

highlight that it is practically impossible to obtain a representative sample of

adolescents using the opt-in approach.

In the light of the above, we employed an opt-out (passive consent)

approach to recruiting pupils from the schools. Some of the pupils we were

targeting were aged under 16 years (the age at which a person is deemed to

be capable of giving their informed consent). Once a school had agreed to

take part, all the parents of the targeted pupils were written to and the

purpose and procedures of the research were outlined. The parents were

asked to notify the researchers if they objected to their child taking part in

the research. This practice conforms to the British Educational Research

Association (1992) guidelines, which suggest that schools act in loco parentis

and therefore decide whether the proposed research is appropriate, whether

it is necessary to inform parents and, if so, whether to enable parents to opt

out. This approach towards dealing with sensitive matters conforms to

general practice within schools in England (e.g. the issue of sex education is

handled similarly).

36 By Their Own Young Hand



How we implemented the study

Once a school had agreed to take part in the survey and a survey date had

been arranged, all parents of the year group we were targeting were con-

tacted by letter. We did not want to depend on the pupil’s delivering the

letters, and so we sent the school stamped letters to post out to the parents on

our behalf. If a parent did not want their child to take part, they completed

an opt-out sheet and sent it to the research team using a stamped addressed

envelope that we had provided. In our study, the parents of only 139 pupils

opted out of the research. Upon receiving a completed opt-out form, a note

was made of the pupil’s name, so that on the day of the survey we could

ensure that they did not complete the questionnaire. We also arranged with

the school for teachers to explain the purpose of the survey to all the pupils

two weeks beforehand.

On the day of the survey, the research was again explained to the pupils.

We used a script to ensure that as far as possible this procedure was standard-

ised. The pupils were given the opportunity to ask questions and were also

given the choice of opting out; only 23 pupils did so.

When explaining the questionnaire to the pupils, we made it clear that

there were no ‘right’ or ‘wrong’ answers. We also explained that it was not a

test and that we were really interested in finding out about how school pupils

feel and cope with problems. We also made it clear that no information

would be passed on to their teachers, their parents or their friends. Alterna-

tive activities had been arranged in advance for those pupils whose parents

had opted them out of the study and for those who opted out themselves.

We found that of the few parents who chose to opt their sons or daugh-

ters out of the research, not all told their children that they had done so.

Clearly, this could have been potentially upsetting for the individuals con-

cerned. Therefore, care was taken when identifying the pupils whose parents

had opted them out, to ensure that the situation was handled sensitively.

In most schools, the survey was conducted in the classroom, although

some schools arranged for the sports hall to be available so that the whole

year group could participate at the same time. We encouraged teachers to

stay in the background as we thought that this would help reassure the

pupils about the confidential nature of the survey. Pupils were sat as far apart

from each other as the dimensions of the room would allow. The private

nature of the questionnaire was emphasised, and all participants were asked

to complete it in silence. In the early stages of completing the questionnaire,

some pupils made jokes, for instance about who had drunk the most alcohol,
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but once they began to answer the more serious questions focusing on life

events, pupils quietened down and concentrated on the business of answer-

ing the questions in silence. As a team, we were impressed by the serious

manner and level of maturity demonstrated by most of the pupils who took

part in our study. Informal conversations with the groups afterwards showed

that the adolescents liked the fact that they were being asked for their

opinion on such important topics. While the pupils were completing the

questionnaire, the researchers collected data from the teachers concerning

absentees.

Safety-net arrangements

We were aware that the process of completing the questionnaire could result

in some individuals identifying themselves as ‘having problems’. Also, it was

possible that the process of asking questions of a sensitive and personal

nature might have caused distress. Therefore, all the research team members

underwent training that would enable them to deal with situations in which

pupils disclosed their problems. In addition, during the initial meeting with

the school, arrangements were made to inform the school welfare represen-

tatives and to prepare them for the possibility that pupils might seek their

help in the days following completion of the questionnaire. Also, once all the

pupils had completed the survey, a sheet listing useful contact details was

handed out to all pupils. This sheet outlined the different options available to

pupils if they were experiencing problems, highlighting the role of GPs and

also focusing on a number of helplines that were relevant to the issues that

had been raised by the questionnaire. This information sheet is shown in

Appendix II. For some schools, the information sheet also indicated specific

sources of help that the school staff wanted to be included, e.g. information

about a specific staff member who could provide confidential help.

Summary

In this chapter, we have described the methodological issues that we

considered and addressed when planning how to collect the data for our

school-based study to determine the prevalence of deliberate self-harm and

related phenomena among the adolescent population. We have explained

the rationale behind our planning of the project, how we decided on our

approach, and how we developed, tested and then implemented our schools
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study, including the reasons for using an anonymous self-report question-

naire. We have described the content of the questionnaire, which included

questions about sociodemographic characteristics of the pupils, about

smoking, alcohol and drug use, and about stressful events and problems that

the adolescents may have faced. We asked about acts of deliberate self-harm

and thoughts of self-harm in a very careful way, including obtaining descrip-

tions of episodes of self-harm that allowed us to see whether these met our

study criteria and also to report on the different types of method used.

We used a standardised method for investigating motives underlying

acts of self-harm. Adolescents who had engaged in acts of self-harm were

asked about whether they had tried to get help before or after and the source

of the help. They were also asked whether they had gone to hospital as a

result of the act. All the pupils were asked whether they had thoughts about

harming themselves but had not actually done so and, if so, whether they

had sought help. They were also asked about what types of coping strategy

they used when facing difficult situations.

We assessed a range of psychological characteristics using standardised

questionnaires. These characteristics include depression and anxiety,

self-esteem and impulsivity. The pupils were asked about their knowledge of

telephone helpline services and whether these could be made more attractive

to adolescents. Finally, the pupils responded to two open-ended questions

about what might help prevent adolescents from feeling that they wanted to

harm themselves, and how life could be made better for young people in

their neighbourhood.

We then described how we tested out the questionnaire before the study

began, how we chose the sample of schools so as to make it as representative

as possible of adolescents in England, how we dealt with the problem of

absentees on the day of the survey, and what we did to ensure both parental

and pupil consent to inclusion in the study. Finally, we described the practi-

cal arrangements for carrying out the survey, including what we did to try to

ensure that pupils who identified themselves as having problems could get

help. In the next chapter, we describe our findings on the size of the problem

of deliberate self-harm among the adolescents who took part in our study.
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C H A P T E R 3

The Nature, Prevalence and
Impact of Deliberate
Self-harm and other Suicidal
Phenomena in Adolescents

Introduction

This chapter focuses on the extent and nature of deliberate self-harm and

other suicidal phenomena in adolescents. We report the findings from our

schools study and then consider the international evidence on this topic. The

methods used in acts of deliberate self-harm are described, together with the

motivation or stated intention behind such acts. We also consider the extent

of premeditation involved and repetition of self-harm. The frequency with

which hospital presentation results from self-harm is examined, including

the factors associated with this outcome. Finally, we explore the impact that

self-harm and suicide have on family members and friends.

Deliberate self-harm

As mentioned in the previous chapter, adolescents in our schools study were

asked to indicate whether they had harmed themselves intentionally, such as

by taking an overdose or trying to harm themselves in any other way. If they

answered positively to this question, they were then asked a number of ques-

tions about the last time that they had harmed themselves in order to provide

us with a greater understanding of their experiences. Adolescents reporting

an act of deliberate self-harm were also asked to describe the act. Those ado-

lescents who had deliberately tried to harm themselves on more than one
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occasion were asked to describe the most recent episode. This not only

allowed us to determine whether their description matched our criteria for

deliberate self-harm but also enabled us to gain a greater understanding of

the methods that adolescents employ when they engage in deliberate

self-harm. We discuss these methods in greater detail later in this chapter.

Not all of the adolescents who reported that they had deliberately

harmed themselves provided a description of what they had done. Others

wrote that they did not wish to give details of their self-harm episode, some

indicating that it would upset them too much or that they were too ashamed

to write down what they had done. In all of these cases, we recorded that no

deliberate self-harm information had been given and excluded them from

the ‘deliberate self-harm’ category in subsequent analyses to be sure that we

were including only those who had definitely engaged in self-harm.

As we noted in Chapter 2, other studies generally have not used such

strict criteria – investigators have simply asked whether participants had

engaged in deliberate self-harm or attempted suicide and accepted their

responses at face value. Our approach enabled us to exclude cases that did not

conform to our definition. For example, if respondents wrote that they had

threatened to engage in self-harm but implied that they did not go through

with the act, then these descriptions were recorded as not self-harm.

A total of 6020 adolescents took part in our schools study. Of these,

5293 completed all the questions on deliberate self-harm. A total of 13.2 per

cent (784) adolescents reported having deliberately tried to harm them-

selves at some point in their lives. Deliberate self-harm in the past year was

reported by 8.6 per cent (509) of adolescents. When our study criteria were

applied, this figure dropped to 6.9 per cent (398 adolescents) (Table 3.1).

The Nature, Prevalence and Impact of DSH and other Suicidal Phenomena 41

Table 3.1 Prevalence of deliberate self-harm

in our schools study

Self-report (%) Meeting study criteria (%)

Past year 8.6 6.9

Lifetime/ever 13.2 10.3



Deliberate self-harm within the previous year was far more common in

females than in males (11.2% v. 3.2%). Gender differences are discussed in

more detail in Chapter 4 but are summarised in Table 3.2.

Almost 100 adolescents did not answer the question about whether they had

tried to deliberately harm themselves in some way. There are a number of

different explanations for this, each of which has different implications for

the likelihood that these adolescents had engaged in self-harm. For example,

some adolescents may have accidentally turned two pages of the question-

naire at once, thereby missing out this question, while others may have

engaged in self-harm but found the question too difficult to answer. When

we introduced the survey, we informed participants that they could leave out

any questions that they felt were too difficult or painful to consider. Simi-

larly, of those adolescents who responded positively to the question about

self-harm, 22 per cent did not provide a description of what they did and

were, therefore, excluded from the deliberate self-harm category because we

were unable to determine whether their self-harm episodes met our criteria.

However, while the prevalence figure of 6.9 per cent (deliberate self-harm in

the past year meeting study criteria) is therefore likely to be an underestimate

of the true prevalence, we can be confident that this included only definite

cases of self-harm. While some readers might question the accuracy or even

honesty of the adolescents’ responses, their descriptions of the acts of

self-harm conveyed a definite impression that the responses largely repre-

sented actual behaviour.
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Table 3.2 Prevalence of deliberate self-harm

in our schools study, by gender

Self-report (%) Meeting study criteria (%)

Males Females Males Females

Past year 4.4 13.4 3.2 11.2

Lifetime/ever 7.0 20.2 4.8 16.7



In our review of the literature (Evans et al., 2005a), only two other

studies had enquired specifically about deliberate self-harm within the past

year (Beebe et al., 1998; Rubenstein et al., 1989). These studies were both

conducted in the USA and the overall prevalence figures were considerably

higher (20% and 32%; respectively) than that reported in our study.

However, these studies included relatively few adolescents (368 and 300,

respectively) and had poor response rates. It is also unclear whether the

sampling methods used were likely to result in representative samples,

making comparisons with the results of our study unreliable.

In seven other studies (five from the USA/Canada and two from Austra-

lia), adolescents were asked whether they had engaged in deliberate self-

harm at any time during their lives (a lifetime prevalence figure) (Allison et

al., 1995; Bagley, 1992; Brindis et al., 1995; Conrad, 1992; Joffe et al., 1988;

Pearce and Martin, 1993; Pilowsky et al., 1999). On average, the lifetime

prevalence of deliberate self-harm was 14 per cent. This figure is very similar

to that from our study (13.2%) before we applied our criteria for deliberate

self-harm.

From our review of the international literature on suicidal phenomena in

adolescents, we found considerable differences in the reported prevalence of

deliberate self-harm. The vast majority of such community-based studies

have been carried out in the USA and Europe (excluding the UK). However,

there is little consistency of findings even from studies from within the same

continent. In the USA, for example, the lifetime prevalence of ‘attempted

suicide’ has been reported to be as low as 3 per cent (Lewis et al., 1988) and

as high as 30 per cent (Dinges and Duong-Tran, 1994). These differences in

prevalence rates may be a result of the different ways in which the samples of

adolescents have been identified. For example, in several studies, adolescents

from only one or two schools took part in the surveys, but no explanations

were given about the selection process. In other studies, the researchers had

not made it clear how or why specific school classes or adolescents from

within the schools had been selected. It should be noted that although the

schools in our study were selected to provide a representative range of types

of schools, the prevalence of deliberate self-harm in the previous year

meeting our study criteria varied considerably between schools: the figure

for the school with the lowest prevalence was 1 per cent while the highest

was over 18 per cent.

Differences in prevalence rates for suicidal phenomena in the studies

included in our review of the international literature may have been the
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result of differences in survey methodology. As we discussed in Chapter 2, it

has been argued that anonymous methods of collecting information are par-

ticularly suited to collecting sensitive information in adolescents. Some

people who would admit anonymously to having thoughts of self-harm or

to having engaged in deliberate self-harm might not do so if such an admis-

sion could lead to them being identified (Safer, 1997b; Shochet and

O’Gorman, 1995).

Finally, there has been considerable variation between studies in terms of

the questions asked to assess the prevalence of suicidal phenomena. In many

studies, the terminology that was employed has not been reported by the

researchers. Furthermore, in most studies, a clear description of what is

meant by self-harm has not been given, but reliance has been placed entirely

on the adolescents’ interpretation of the question(s). The results from our

study suggest that a proportion of adolescents may either misinterpret a

general question about self-harm or not have a clear understanding of what

self-harm is.

In order to address the problem of absentees at the time of our schools

study survey, we first investigated whether the absentee rate on the day of the

survey was unusual. In more than three-quarters of the schools for which this

information was available, the rate of absenteeism was in keeping with the

usual pattern. Second, we tried to determine how the absence of some pupils

may have influenced the findings by repeating the survey in three schools

with pupils who had been absent on the original survey day. Unfortunately,

the majority of the absentees were absent again. In those who could be

surveyed, the rate of deliberate self-harm was virtually the same as in the

main study. Finally, when we compared all the absentees on the original

survey day with those who were present, we found that the absentees had

poorer general attendance rates, were more likely to be in receipt of free

school meals and went on to do less well in their GCSE examinations. There-

fore, it is likely that the absentees do represent an atypical group of pupils,

but it is not possible to say definitively how their having been excluded from

the findings influenced the overall results.

As noted in Chapter 2, our schools study was conducted as part of a col-

laborative study with five centres in Europe and one centre in Australia.

Findings have been reported for Norway (Ystgaard et al., 2003), Hungary

Fekete et al., 2004), Ireland (Sullivan et al., submitted) and Australia (De Leo

and Heller, 2004). The method used for assessing the prevalence of adoles-

cents with a history of deliberate self-harm was exactly the same in all the
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centres. It is therefore particularly informative to compare the findings from

the seven centres (Table 3.3). The figures shown in Table 3.3 are modified in

that they have been adjusted for age across the centres in order to make them

more directly comparable, because the numbers of adolescents of each age

varied somewhat between the centres (as a result, the figures for England

differ slightly from those shown earlier in this chapter). There is a striking

similarity in the findings for five of the countries (England, Ireland, Belgium,

Norway and Australia), especially for the percentages of girls with a

past-year and lifetime history of self-harm. The figures for the boys differ a

little more. However, the large female-to-male ratio in the findings is clearly

present in adolescents in all the centres. The lowest rates of deliberate

self-harm, especially in the girls, were in the Netherlands and Hungary. Rela-

tively low rates of self-harm have been reported previously from the Nether-

lands for people of all ages (Grootenhuis et al., 1994; Schmidtke et al., 1996),

but not for Hungary (Schmidtke et al., 1996).
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Table 3.3 Prevalence of deliberate self-harm in school

pupils in countries participating in the Child and Adolescent

Self-harm in Europe (CASE) Study, by gender.

Country Deliberate self-harm meeting study criteria

Previous year (%) Lifetime (%)

Females Males Females Males

England 10.8 3.3 16.9 4.9

Ireland 9.1 2.7 13.5 4.9

The Netherlands 3.7 1.7 5.9 2.5

Belgium 10.4 4.4 15.6 6.8

Norway 10.8 2.5 15.3 4.3

Hungary 5.9 1.7 10.1 3.2

Australia 11.8 1.8 17.1 3.3

Figures adjusted for age across all centres



Attempted suicide

Attempted suicide has been investigated in research studies more commonly

than deliberate self-harm, perhaps reflecting the fact that most research has

been conducted in the USA, where more attention appears to be paid to

suicide attempts than to acts that may involve non-suicidal motives. The

most comprehensive study to have investigated attempted suicide is one

from the USA. This community-based survey of youth behaviour – the

Youth Risks Behavior Survey – which includes more than 10,000 adoles-

cents, has been conducted by the Centers for Disease Control and Preven-

tion on a regular basis since 1990. In 2004, one of the findings of the survey

was that 8.5 per cent of participants had attempted suicide one or more times

during the preceding year (Centers for Disease Control and Prevention,

2004). As noted above, the term ‘attempted suicide’ implies that the act was

intended to result in death. Therefore, some participants who had committed

acts of deliberate self-harm but without such suicidal intentions may have

responded negatively to this question.

We are aware of 32 other survey studies that have investigated the preva-

lence of attempted suicide in the previous year (two from Australia/New

Zealand, one from Africa, five from Europe and 24 from USA/Canada).

Overall, the mean past-year prevalence of attempted suicide was 7 per cent

(Evans et al., 2005a). The lifetime prevalence of attempted suicide has been

investigated in 60 studies (two from Asia, four from Australia/New Zealand,

15 from Europe and 39 from USA/Canada), and the mean prevalence figure

was 10 per cent.

We did not ask whether the young people who took part in our study

had ‘attempted suicide’, as the term deliberate self-harm, which is generally

used more frequently in the UK, was chosen for this investigation. The term

‘attempted suicide’ implies that death (i.e. suicide) was the intended

outcome, whereas deliberate self-harm includes a broader spectrum of

behaviours, including those where death may not have been the intention.

However, we did ask adolescents who responded positively to the question

about deliberate self-harm whether they had wanted to die as a result of their

behaviour. Of those adolescents that had harmed themselves in the past year,

45 per cent reported that they had wanted to die at the time of the act. A

similar proportion of males and females described that this was their inten-

tion (40.8% and 46.5%, respectively). The motives or intentions underlying

this behaviour are discussed in more detail later, including the interpretation

of the findings concerning the ‘to die’ motive.
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Thoughts of self-harm

In our schools study, 15 per cent of adolescents said they had thoughts about

harming themselves in the past year but without actually engaging in

self-harm. As with actual self-harm, this was much more common in females

than males, with almost three times as many females than males (22.4% v.

8.5%) reporting thoughts of self-harm. By comparison, the overall mean

figure for all other studies that we have identified was 19.3 per cent (Evans et

al., 2005a). One possible reason for the slight difference between the figure

from our study and the average for other investigations is that the adoles-

cents in our study were classified according to the most severe suicidal phe-

nomenon that they reported; in other words, adolescents who had engaged

in deliberate self-harm were not also included in the ‘thoughts of self-harm’

figure – this was not always the case in other studies.

Whether adolescents had entertained thoughts of self-harm but not

actually acted on these thoughts was also assessed in the countries involved

in the CASE study. The proportion of girls who had had such thoughts in the

previous year varied between the seven countries involved in the study, from

13.7 per cent in the Netherlands to 36.6 per cent in Hungary; for boys, the

proportions varied between 5.6 per cent in the Netherlands and 17.9 per

cent in Hungary. The findings for the other five countries (England, Ireland,

Belgium, Norway and Australia) were intermediate between those for the

Netherlands and Hungary. The prevalence figures for thoughts of self-harm

in adolescents in these five countries were very similar: between 25 and 32

per cent in girls, and between 8 and 14 per cent in boys. The possible expla-

nations for the very different levels of these phenomena in the Netherlands

and Hungary are discussed in the next chapter.

The relatively high prevalence figures for deliberate self-harm and

thoughts of self-harm in adolescents in our schools study and in most other

investigations that we have identified (Evans et al., 2005a) suggest that such

behaviour and/or thoughts may not always indicate severe pathology but

for some adolescents may indicate a period of transient distress. Of course, in

other cases, the thoughts or behaviours will reflect major and persistent

distress, amounting to psychiatric disorder. In such cases, the risk of future

serious suicidal acts, including possible suicide, will be high. Longitudinal

studies in which groups (cohorts) of adolescents are followed up over time

are required in order to determine the extent of risk of this; such studies are

rare. An important example of this type of study was conducted in New

Zealand by Fergusson and colleagues (2005a,b), who have been following a
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cohort of 1265 children (635 boys, 630 girls) born in 1977. The cohort has

been studied at birth, 4 months, 1 year, annual intervals to 16 years and again

at ages 18, 21 and 25 years, using information from a combination of

sources, including parental interviews, teacher reports, psychometric testing,

self-reporting and medical and police records.

Suicide threats and plans

In our schools study, the adolescents were asked whether they had ever told

someone that they were going to harm or kill themselves but without

actually carrying out an act of self-harm. Of the adolescents that responded

to this question, 7.5 per cent said that they had done so. Although the preva-

lence of suicide threats was not investigated widely in the studies we

included in our review, it is an important area for consideration. Suicide

threats have been found to be linked to later suicide attempts and are a means

by which suicidal intent is communicated to others, therefore providing

potential opportunities for intervention. We know of four other studies, con-

ducted in Australia (Allison et al., 1995), France (Stork, 1972) and the USA

(Cole, 1989; Kandel et al., 1991), in which the lifetime prevalence of suicide

threats was investigated (Evans et al., 2005a). Compared with our study,

similar proportions of adolescents in these studies were found to have made

such threats.

We did not investigate the prevalence of suicide plans in our schools

study. Nevertheless, such plans have been shown to be an important predic-

tor of later suicide attempts (Kessler et al., 1999). The prevalence of suicide

plans has been investigated in several other studies, including 11 studies in

which the prevalence in the past year was examined and 13 studies in which

lifetime prevalence was assessed. On average, 12 per cent of adolescents said

that they had made a plan for suicide within the previous year and 16 per

cent said they had done so at some point in their young lives (Evans et al.,

2005a).

Methods used in acts of deliberate self-harm

In our study, the two most commonly reported single methods of deliberate

self-harm in the previous year that met our criteria for deliberate self-harm

were self-cutting (55.3%) and self-poisoning (21.6%) (Figure 3.1). In

addition, self-cutting and self-poisoning in the same episode occurred in a

further 5.8 per cent of acts. Other single methods included self-battery
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(2.3%), consumption of a recreational drug with intent to cause harm (3.2%),

jumping from a height (1.5%), burning (0.5%), hanging or strangulation

(0.5%), ingestion of a non-ingestible substance or object (0.2%) and electro-

cution (0.2%).

Some examples of adolescents’ descriptions of their acts of self-harm are

provided below to illustrate the nature of these acts.

Self-cutting

I cut my arm repeatedly but did not cause any serious or lasting
damage.

I wanted to cut myself because I was angry. My mum was going
through a separation and had just got together with someone new,
who, within a few weeks was living with us. It wasn’t bad cuts, just
with a compass and a small piece of plastic. I have overcome that now.

I felt really depressed – nothing seemed to be going well so I tried to
slit my wrists but I didn’t have the guts to do it. I felt so ashamed at my
cowardice I took the razor blade and cut my arms instead – pressure to
be thin and pretty – everybody else seems thinner, prettier and more
confident.
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Self-cutting

55.3%

Overdose

21.6%

Other single method

10.6%

Self-cutting and overdose

5.8%

Other multiple

methods

6.8%

Figure 3.1 Methods of deliberate self-harm described by adolescents in our schools study who

reported harming themselves in the previous year.



I was very upset with who I was. I felt like everything I did was wrong
and everything I was, was wrong. I felt like I wasn’t good enough. To
clean up the inside I used to make myself sick to make people love the
outside. The pain was worse so I would cut myself with a razor. It was
never a very bad cut; it was just a way of forgetting the pain inside.

Self-poisoning

I thought about cutting my wrists but didn’t have the guts so I locked
myself in the bathroom and took an overdose of paracetamol (13
tablets). I also suffer from trichotilamania which is an illness which
causes me to pull my hair out under stress, anxiety and frustration.

I took 27 paracetamol and 30 aspirin.

I was having some trouble with some girls at school and I took at least
30 paracetamols (overdose). (Self-harm) I have strong feelings about a
boy that I’ve just met and couldn’t deal with them.

Went to my bedroom coz I was feeling down and took a load of
tablets. I hoped I wouldn’t wake up. I also felt a failure at school and I
kept thinking that my boyfriend was cheating because he’d done it
twice before and I also felt isolated.

I took a lot of pills – whatever I could find in the cupboard – and I
took them. I didn’t go to hospital and my parents were too busy
arguing that they didn’t notice.

I brought 2 boxes of paracetamol. I took 39 paracetamol and fainted. I
nearly died and I was in hospital for 2 weeks; my kidneys failed and I
had an operation.

Other methods

I hit a wall intentionally so I would break my wrist because I was
angry and upset.

Ran out in front of lorry on the main road outside my house but best
friend ran out after me and pushed me to the side.

I tried to strangle myself a couple of years ago with my school tie. I
tried to do this as nothing was going my way, e.g. my schoolwork was
suffering, I couldn’t get a boyfriend and believed everyone hated me.
I haven’t tried to kill myself since!
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Don’t really know much about drugs but thought I could kill myself
with ecstasy. My best friend had died. I wanted to be with her.

Tried to hang myself plus tablets – don’t know what they were.

Ecstasy. It weren’t funny.

Cut arm. Tried to strangle myself. Wanted to take overdose but
couldn’t find any tablets.

Burnt hands, cut arms.
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Figure 3.2 Methods of deliberate self-harm described by adolescents in our schools study who

reported harming themselves in the previous year. (a) Males; (b) Females
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Although most people described using only one method of self-harm, 12.6

per cent of those reporting self-harm acts in the past year that met our study

criteria reported using multiple methods. The most common combination of

methods was self-cutting and taking an overdose of medication, with

approximately half of those who used multiple methods reporting doing

both in the same act. This is in keeping with hospital-based studies of ado-

lescents, such as that by Hawton and colleagues (2003b), in which 5.1 per

cent of those presenting to hospital had carried out acts involving both

self-poisoning and self-injury. Other relatively common multiple methods in

our study included taking an overdose of medication with high levels of

alcohol, and self-cutting combined with self-battery.

Females were more likely than males to have either cut themselves or

taken an overdose, but males were more likely to report other single methods

(e.g. self-battery) and multiple methods (other than overdose and self-

cutting). These findings are shown in Figure 3.2. It is particularly interesting

that although the research literature on self-cutting is focused almost entirely

on females, half of the males who self-harmed in our study had cut them-

selves. This phenomenon in males has been rather neglected, probably

because its importance has not been recognised.

The motivation behind deliberate self-harm

An important aspect of understanding the factors that lead to deliberate

self-harm comes from examining the motives or intentions involved. One

way to do this is to ask adolescents to explain their behaviour. However, this

often results in diverse responses from very different domains, e.g. intent and

specific problems. Another, and now often used, approach is to ask individu-

als to choose from a list of motives or intentions (Bancroft et al., 1976, 1979;

Hjelmeland et al., 2002). The principal finding from a study of adolescents

who presented to hospital following overdoses and in which the second

approach had been used was that approximately a third said they had wanted

to die at the time of the acts (Hawton et al., 1982a). The most common

motives chosen by the adolescents from a list of possibilities were to get relief

from distress, escape from their situation and to show other people how des-

perate they were feeling. Boergers and colleagues (1998) obtained similar

results in a study of US adolescents who had self-harmed. These studies

have, however, all been confined to patients admitted to hospital as a result

of self-poisoning. There are two limitations to this approach. First, exclusion
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of those who engage in deliberate self-harm but who do not go to hospital

means that a large group of self-harmers from the general population is

omitted. Second, since the focus of the hospital-based studies has been

solely on those adolescents who take overdoses, our current understanding

of the motives and premeditation involved in self-harming can be applied

only to those who take overdoses and receive medical treatment.

Information on the motives of adolescents who engage in deliberate

self-harm and who do not receive medical treatment, including those who

choose methods other than overdose, will widen our understanding of what

adolescents want to achieve through this behaviour. This can provide infor-

mation that will assist in the planning of preventive initiatives. As will be

seen later, it is also very relevant to the assessment and provision of aftercare

for adolescents who have self-harmed.

In investigating the motives for deliberate self-harm in our schools study,

we first asked adolescents to describe in their own words why they thought

they had taken an overdose or had tried to harm themselves. This allowed

them to spontaneously report their reasons for the act. The adolescents were

then asked to choose from a list of eight motives those that explained why

they had carried out the act. They could choose more than one reason if they

felt that more than one applied. This list, as we indicated earlier, was adapted

from that used by Bancroft and colleagues (1976, 1979). The proportions of

adolescents who reported self-harm in the past year that met with study

criteria and positively endorsed each of the eight motives are shown here:

• I wanted to get relief from a terrible state of mind – 72.8%.

• I wanted to die – 52.8%.

• I wanted to punish myself – 46.3%.

• I wanted to show how desperate I was feeling – 40.7%.

• I wanted to find out whether someone really loved me – 31.3%.

• I wanted to get some attention – 24.0%.

• I wanted to frighten someone – 21.1%.

• I wanted to get my own back on someone – 14.3%.

More females than males who had self-harmed endorsed each answer, except

for wanting to frighten someone and wanting to get their own back on
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someone (Figure 3.3). The most marked gender differences were for getting

relief from a terrible state of mind, using self-harm to punish oneself, and to

find out whether someone really loved the person, each of which was

endorsed more frequently by females.

How did the motives that were chosen differ according to different methods

of self-harm? As noted above, the two most commonly reported methods

were self-cutting and self-poisoning. Because of the relatively small numbers

and variable nature of the other methods of self-harm, we have focused on

the differences in motives between the adolescents who took overdoses and

those who cut themselves (Rodham et al., 2004). Less than 1 per cent of

those who cut themselves compared with more than 10 per cent of those

who took overdoses mentioned spontaneously that they had wanted to die at

the time they engaged in deliberate self-harm. In contrast, when asked to

choose reasons from the list, many more respondents in each group chose

‘wanted to die’ (Table 3.4). However, those who took overdoses (66.7%)

were more likely to indicate this motive than those who cut themselves

(40.2%). The other difference between the two groups of adolescents’
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choices of reasons from the list was that those who took overdoses were

more likely to say that they had wanted to find out whether someone really

loved them (41.2% v. 27.8%).

The most common reason reported spontaneously by the adolescents who

engaged in self-cutting was depression:

Because I felt extremely low.
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Table 3.4 Comparison of motives chosen by self-cutters

and self-poisoners in order to explain their acts

Motive chosen to explain act Self-cutters
% (n/N)

Self-poisoners
% (n/N)

�
2 P

I wanted to get relief from a
terrible state of mind

73.3
(140/191)

72.6
(53/73)

0.01 0.91

I wanted to punish myself 45.0
(85/189)

38.5
(25/65)

0.8 0.36

I wanted to die 40.2
(74/184)

66.7
(50/75)

14.9 <0.0001

I wanted to show how
desperate I was feeling

37.6
(71/189)

43.9
(29/66)

0.8 0.40

I wanted to find out whether
someone really loved me

27.8
(52/188)

41.2
(28/66)

4.1 0.04

I wanted to get some
attention

21.7
(39/180)

28.8
(19/66)

1.4 0.24

I wanted to frighten someone 18.6
(35/188)

24.6
(16/65)

1.1 0.30

I wanted to get my own back
on someone

12.5
(23/184)

17.2
(11/64)

0.9 0.35

Not all the participants completed the different questions. Ns for each group are shown in

brackets. From Rodham et al. (2004), with permission.



Depression and feeling horrible about myself and other people.

Depression, loneliness, self-pity.

In contrast, the most common reason reported spontaneously by those who

took overdoses was escape:

Didn’t want to live with problems any more; saw it as an easy way out.

Felt alone with no one to talk to so I thought it would be the only way
to solve my problems.

I wanted to get away.

Only those who had engaged in self-cutting mentioned that they had done

so because they were angry or wanted to relieve tension:

Because I was so angry at myself and it felt good while I was doing it
as it felt like a release as if every cut I did was making it better.

Because I was upset and angry and to get all the hate out I cut myself a
lot of times on my arm.

I think it helps me relax. I cut myself for the same reasons that I smoke.
It calms me down. I used to scream and throw stuff, now I just bleed a
little, but seriously it does help.

We also looked at gender differences in motives for self-harm in those who

cut themselves and those who self-poisoned. In the males, there was no dif-

ference in the reasons selected between those who cut themselves and those

who took overdoses. However, more of the females who had taken overdoses

(66.7%) said that they did this because they wanted to die compared with

those who cut themselves (42.4%). The girls who had cut themselves were

also far more likely than the boys who did this to explain their self-harm

episode by saying that they had wanted to punish themselves (51.0% v.

25.0%). The girls who cut themselves were also more likely than the boys to

say that they were trying to get relief from a terrible state of mind (77.2% v.

60.9%). There were no differences between the boys and the girls who took

overdoses in terms of the motives they indicated for these acts.

Premeditation

Studies of adolescents who have deliberately harmed themselves and pre-

sented to general hospitals have demonstrated that their behaviour is often
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impulsive – that is, it appears to have involved little apparent premeditation

(Apter et al., 1993; Hawton et al., 1982a). For example, in a study of adoles-

cents who had taken overdoses, 66 per cent said that they had had thoughts

about the act for less than one hour beforehand (Hawton et al., 1982a). A

similar phenomenon has been shown in adults who have taken overdoses

(Williams, 1997).

In our schools study, we asked adolescents about the length of time they

had spent thinking about taking an overdose or harming themselves before

they had actually implemented their plan. We found that 43.2 per cent had

thought about it for less than an hour, while 13.1 per cent had thought about

it for less than a day, 12.1 per cent for less than a week, 9.3 per cent for less

than a month and 19.3 per cent for more than a month. We then compared

the responses of those who had cut themselves with those who had taken

overdoses and found that those who cut themselves were significantly more

likely to have harmed themselves after having thought about it for less than

an hour. It is much easier to engage in cutting oneself on the spur of the

moment using whatever is at hand than it is to take an overdose, which

requires a certain amount of planning. The latter may indicate more serious

intent (i.e. wish to die). The shortness of the period of premeditation

involved in many acts of deliberate self-harm (almost half of those who had

cut themselves and over a third of those who had taken overdoses said they

had thought about harming themselves for less than an hour beforehand)

means that there is often little time for preventive intervention once planning

has begun.

Repetition of deliberate self-harm

Just over half (54.8%) of the adolescents in our schools study whose descrip-

tions of self-harm in the past year met the study criteria for deliberate

self-harm said that they had harmed themselves on more than one occasion.

Overall, this means that almost 4 per cent (216 adolescents) of the total

sample reported multiple acts of self-harm. Males and females who reported

deliberate self-harm in the past year were equally likely to have carried out

multiple acts (56.8% and 54.4%, respectively).

Repetition of deliberate self-harm is common. It is highly important to

understand more about the individuals who do this, as they are arguably in

extreme distress. They are also known to be at particularly high risk of

further self-harm and of completed suicide (Zahl and Hawton, 2004).
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Findings from hospital-based studies show somewhat lower but neverthe-

less relatively high rates of repetition of self-harm. In adolescents aged

between 12 and 18 years who presented to the general hospital in Oxford

between 1990 and 2000 following deliberate self-harm, a third (34.7%) had

a known history of previous episodes (irrespective of whether these had

resulted in presentation to hospital). Similar proportions of girls (35.2%) and

boys (32.7%) had a history of a previous episode (Hawton et al., 2003b).

Some 10–15 per cent of adolescents presenting to hospital following delib-

erate self-harm will carry out a further self-harm act within a year and

re-present to the same hospital (Hawton et al., 1982c; Hawton and Fagg,

1992). On the basis of the findings from our schools study it is clear that this

repetition rate would be far higher if it were possible to include those adoles-

cents who repeated self-harm but did not re-present to hospital.

A history of deliberate self-harm is the strongest predictor of whether

future repetition is likely after a current episode (Sakinofsky, 2000). Other

factors that have been found to be associated with repetition in adoles-

cents include alcohol or drug misuse, long-term problems together with

behavioural disturbance, psychotic disorders, personality disorder, chronic

medical conditions/illnesses and not living with parents (Hawton et al.,

1982c; Headlam et al., 1979; Reith et al., 2003; Stanley and Barter, 1970;

Vajda and Steinbeck, 2000). A history of sexual abuse may also be relevant

(Vajda and Steinbeck, 2000). Further evidence regarding repetition comes

from an interview study of 45 adolescents who had presented to hospital

following deliberate self-harm (Hawton et al., 1999b). Repeaters at the time

of presentation had poorer scores than non-repeaters on measures of depres-

sion, hopelessness, trait anger, self-esteem and effectiveness of problem-

solving. When a multivariate analysis was conducted, level of depression

appeared to be the main factor associated with being a repeater. Depression

was also the key predictor of future repeats over the subsequent 12 months.

Hospital presentation

Presentation to a general hospital after deliberate self-harm was reported by

only 50 (12.6%) of the adolescents in our schools study who had engaged in

a self-harm act in the previous year (Hawton et al., submitted). Deliberate

self-harm is, therefore, clearly far more common in adolescents than repre-

sented by hospital presentation statistics. Thus, deliberate self-harm in ado-

lescents can be likened to an iceberg, in which by far the largest proportion
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of acts, which may be largely invisible to health professionals, do not come

to medical attention (Figure 3.4).

In our study, hospital presentation was clearly related to method of

deliberate self-harm. Using self-cutting as the reference category, hospital

presentation was significantly more common in those who took overdoses,

in those who used other single methods (such as attempted hanging or

jumping) and where the deliberate self-harm method involved multiple

methods (e.g. overdose and self-cutting). Slightly more of the boys than girls

who had engaged in self-harm presented to hospital (14.7% v. 12.3%),

possibly reflecting the trend for males to use more violent/dangerous

methods of self-harm.

Hospital presentation was also associated with whether the adolescents

had sought help from members of their families before deliberate self-harm.

Those who said they had sought help were more likely to have presented to

hospital. This may have reflected the degree of seriousness of their problems

and/or that such adolescents were more willing to discuss problems with

family members, including telling them when they had harmed themselves.

However, this applied to only a minority of the adolescents who harmed

themselves, since only just over one in ten of them said they had sought help

from their family before engaging in deliberate self-harm and only a third of

these had subsequently presented to hospital.
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In the UK, self-poisoning with analgesics, especially paracetamol

(acetominophen in the USA), has become a major problem. In adolescents

who presented to the general hospital in Oxford between 1990 and 2000

after taking overdoses, approximately 60 per cent had taken paracetamol, in

either pure or compound form (Hawton et al., 2003b). Paracetamol can be

very dangerous in overdose, with the risk of severe liver damage, which can

cause death (O’Grady, 1999). In our schools study, 56.6 per cent of those

who said they had taken an overdose in the preceding year had used

paracetamol, a figure very close to the proportion in hospital-based statistics.

Worryingly, those who took paracetamol in overdose were no more likely to

present to hospital than those who took overdoses of other substances.

Impact of deliberate self-harm

Self-harm by adolescents is likely to have major effects on other people,

especially family members and friends. Most information on the impact of

suicidal behaviours on others comes from studies of actual suicides of young

people. In a US study of family reactions to adolescent suicide, Brent and

colleagues (1993) found that both mothers and siblings of adolescent

suicide victims were far more likely to develop episodes of depression in the

first six months following the deaths than mothers and siblings of control

adolescents (i.e. living adolescents from communities matched with those

where the adolescents who died by suicide had lived in terms of average

income, population density, and racial and age distribution, but with no

occurrence of suicide in the preceding two years). Interviews with peers of

the adolescents who died by suicide showed that their depressive reactions

appeared to be akin to bereavement complicated by major depression, a

diagnosis in the Diagnostic and Statistical Manual of Mental Disorders (DSM)

classification system of psychiatric disorders (American Psychiatric Associa-

tion, 1980; Brent et al., 1994).

Longer follow-up of the siblings and parents of the adolescents who

died by suicide demonstrated that the mothers tended to experience further

new episodes of depression during the two years following the deaths; this

was not found in the fathers. When siblings were followed up three years

after the deaths they had a much higher risk of depression, post-traumatic

stress disorder and other psychiatric conditions compared with the siblings

of the controls (Brent et al., 1996).
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Epidemiological research from Denmark has shown evidence of a

greater long-term impact of adolescent suicide on mothers than fathers in

terms of development of psychiatric disorders. In addition, this research

showed that the risk of suicide is increased in parents after the death of an

adolescent son or daughter by suicide (Qin and Mortensen, 2003).

Very little information is available concerning the impact of adolescent

deliberate self-harm or attempted suicide on parents. In the USA, Wagner

and colleagues (2000) studied parents’ emotional and verbal reactions to the

suicide attempts of 23 adolescents. Most of the parents interviewed were

mothers. They reported a mixture of responses, including anxiety, especially

on discovery of the act, caring feelings and sadness. Hostility was also felt by

at least half the mothers. Caring feelings were more likely where there had

been no previous suicide attempts by the adolescent. Higher lethality (i.e.

dangerousness) of attempts was associated with greater caring feelings and

absence of feelings of hostility. The most common reaction reported by

fathers after the attempts was that they thought they needed to be careful

what they said to their son or daughter. Hostility was reported frequently,

but caring and supportive reactions were also common in fathers. However,

the number of fathers in this study was small.

The reactions of parents to deliberate self-harm or expression of suicidal

thoughts are clearly likely to be very important, especially in terms of deter-

mining whether the parents can help their children to deal with the

problems they are facing. The reactions of the parents are also important in

therapeutic interventions, especially when these involve the family directly

(e.g. family therapy). Further research is needed to find out more about how

parents respond to deliberate self-harm, the factors that influence their

responses, the impact of their response on the adolescents themselves, and

how the responses might influence the provision, nature and outcome of any

therapy that is offered. The quality of family relationships is also likely to

affect compliance. Thus, when King and colleagues (1997) investigated

compliance with treatment recommendations in US adolescents who had

been hospitalised because of being suicidal, they found that the most dys-

functional families and those with the least involved/affectionate

father–adolescent relationships had the least engagement with parent

guidance/therapy.
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Summary and implications

Self-harm is common in adolescents when studied at the community level.

By far the most common method of deliberate self-harm reported by adoles-

cents in our study was self-cutting. Hospital presentation following

self-cutting was rare compared with after other methods of self-harm. The

fact that a greater proportion of adolescents who had taken overdoses

compared with those who had cut themselves had presented to hospital

explains why, to date, those who have taken overdoses have been the focus of

most studies of deliberate self-harm. However, more than three-quarters of

the adolescents in our study who reported taking overdoses in the preceding

year also did not present to hospital. This is a surprising and worrying

finding. Furthermore, many of the overdoses reported by such adolescents

included relatively dangerous substances, especially paracetamol.

In keeping with the findings of hospital-based studies of adolescents

who have self-harmed by Hawton and colleagues (1982a) in the UK, and

Boergers and colleagues (1998) in the USA, the reasons most frequently

endorsed by the adolescents in our schools study suggested that many used

deliberate self-harm in order to cope with distress. Less frequently, they also

indicated motives concerned specifically with interpersonal difficulties (e.g.

attempts to influence other peoples’ behaviour) when trying to explain their

own behaviour. Substantial proportions of both those who took overdoses

and those who cut themselves in our schools study said they had wished to

die, which is perhaps surprising given the relative infrequency of hospital

presentation following the acts.

It is clear that there are some differences in the reasons why adolescents

engage in self-cutting rather than taking overdoses, and vice versa, with

more of the self-poisoners in our study indicating that they wanted to die,

both spontaneously and in response to a list of eight possible reasons.

Multivariate analysis confirmed that the wish to die was the main difference

in motivation between the groups. The less frequent choice by those who cut

themselves of the ‘to die’ motive is in keeping with deliberate self-cutting

often being associated with tension reduction (Brain et al., 1998), especially

in those who cut themselves repeatedly (Walsh and Rosen, 1989). However,

it should be emphasised that four out of ten of those who engaged in

self-cutting did endorse the ‘wish to die’ motive. In addition, they were sig-

nificantly more likely to have spent less than an hour planning their

self-harm episode compared with those who took overdoses (Rodham et al.,

2004). It is much easier to engage in self-cutting on the spur of the moment
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using whatever is at hand than to take an overdose, which requires a certain

amount of planning and may, therefore, indicate more serious intent.

It is interesting that there were no major differences between the males

and females who took overdoses in the reasons they chose to explain their

self-harm episodes. However, among those engaging in self-cutting, females

were more likely than males to say that they had done so because they

wanted to punish themselves and because they wanted to get relief from a

terrible state of mind. This is in keeping with findings of studies of clinical

samples of females who have cut themselves (e.g. Hawton, 1990; Shearer,

1994). Males who cut themselves have received far less research attention

than females, and yet studies have indicated that as many males as females are

seen in emergency departments for self-cutting in the UK (Hawton et al.,

2004; Horrocks et al., 2003). The results of our schools study suggest that in

adolescents, there are gender differences in the motivation for self-cutting.

For the clinician assessing adolescent self-harmers after overdoses or

deliberate self-injury, the findings of our study and other research highlight

the need to include exploration of motives for self-harm in their assessments.

Gaining an understanding of the motivation can be important not only in

providing a fuller picture of the nature of self-harm in individual cases but

also in addressing prevention of future episodes. Thus, for example, when a

specific motive for an act can be shared between patient and clinician, they

can then look at how alternative coping strategies can be used in future if the

patient is confronted by circumstances similar to those that preceded the

recent episode.

The impulsive nature of self-harming behaviour (almost half of those

who cut themselves and over a third of those who took overdoses had

thought about harming themselves for less than an hour beforehand) means

that there is often little time for intervention. In addition, the reasons for

self-harm most commonly endorsed by the adolescents suggest that they are

often trying to escape from an unbearable situation (‘to get relief from a

terrible state of mind’ or ‘to show how desperate I was feeling’). Prevention

should focus on reducing the problems that lead to thoughts of self-harm

and on helping young people to acquire alternative methods of

problem-solving and recognising sources of help. This is something that

might be implemented in schools through discussion or mental health

awareness educational programmes. It might also be promoted through the

media. Schools-based initiatives are discussed in detail in Chapter 6, and the

potential for media-based initiatives is considered in Chapter 8.
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Just over half of the adolescents in our schools study whose descriptions

of their acts of self-harm met our study criteria said that they had harmed

themselves on more than one occasion. A history of deliberate self-harm is

the strongest predictor of whether future repetition is likely. It is highly

important to learn more about the group of adolescents who repeatedly

harm themselves, as they are arguably in extreme distress and are most at risk

of future self-harm and completed suicide (Zahl and Hawton, 2004).

In this chapter, we have also highlighted the major effects that suicidal

acts by adolescents can have on other people, especially family members and

friends. Much of the information on the impact of suicidal behaviour in

young people comes from studies of actual suicides. There is currently rela-

tively little information on the impact of deliberate self-harm by adolescents

on family members and friends. Further research is needed to explore not

only the effects on family members and friends but also the impact that the

reactions of family members and friends have on the adolescent self-harmers

themselves. The findings of such research are likely to be influential with

regard to the provision, nature and outcome of any therapy that is offered.

In this chapter, we have focused on the extent of deliberate self-harm and

other suicidal phenomena in adolescents. In addition, the methods used in

acts of deliberate self-harm have been described and compared with those

from hospital-based studies of adolescents who have deliberately

self-harmed. The motivation or stated intention behind the act of deliberate

self-harm has been explored in depth. We have also considered the impact of

deliberate self-harm and suicide on relatives and friends. In the next chapter,

we will examine the characteristics that distinguish adolescents who carry

out acts of self-harm, or who have thoughts of self-harm, from other

adolescents.
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C H A P T E R 4

How Do Adolescents who
Deliberately Self-harm or
Have Thoughts of Self-harm
Differ from other
Adolescents?

Introduction

It is important to try to establish the factors that increase the risk of deliber-

ate self-harm and the development of thoughts of self-harm and suicide in

adolescents as a basis for the identification and development of prevention

and treatment programmes. In this chapter, we describe the factors associ-

ated with deliberate self-harm and thoughts of self-harm by considering the

results from our schools study of adolescents in England as well as the

findings from other studies reported in the international literature.

Gender

In recent years, several organisations have identified the prevention of

suicidal phenomena in young males as a priority. However, although com-

pleted suicide is more common in younger males than younger females,

deliberate self-harm and thoughts of self-harm are much more common in

young females. In our schools study, for example, reports of deliberate

self-harm in the previous year that met our study criteria had occurred in

11.2 per cent of the girls, but only 3.2 per cent of the boys. Thus, deliberate

self-harm was nearly four times as common in the girls. Similarly, 22.4 per
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cent of girls reported having thoughts of self-harm in the previous year

compared with 8.5 per cent of boys, a ratio of 2.6 to 1.

The results from research that has been conducted in a number of coun-

tries suggests that this pattern is internationally consistent. In our review of

the international literature, including 88 studies, the results of almost every

study showed this gender difference. Thus, females were more likely than

male adolescents to report suicide attempts, deliberate self-harm, suicide

plans, and threats and thoughts of suicide and self-harm (Evans et al.,

2005b). Overall, the rates in females were at least 1.25 times greater than

those in males, and for suicide attempts in the past year the prevalence for

females was more than twice that for males. This is in keeping with the

findings from studies of hospital admissions, in which the average rates of

deliberate self-harm in adolescents are consistently higher in females than in

males (Hawton et al., 2003c; Kerfoot et al., 1996; Schmidtke et al., 1996).

Why should this be? There are several possible explanations, which are

not mutually exclusive. One is that depression, a major factor contributing to

self-harm and suicidal thoughts, is more common in female than male ado-

lescents. There is strong evidence to indicate that this is the case (e.g.

Collishaw et al., 2004; West and Sweeting, 2003). In our schools study, the

girls generally had markedly higher levels of depressive symptoms than did

the boys. A second possibility is that the life stresses and problems likely to

increase vulnerability to suicidal phenomena or precipitate thinking about

deliberate self-harm occur more frequently in girls. In terms of vulnerability

factors, experiences such as child sexual abuse, which are known to increase

risk of suicidal behaviour, occur more frequently in girls than in boys. There

is less evidence that acute stressors are more common in girls. However,

young girls may be more vulnerable than young boys to the negative effects

of, for example, break-ups of relationships with partners. Some other factors

that contribute to self-harm, such as alcohol and drug abuse, are clearly more

common in boys than girls. Another possibility is that boys readily use other

more outwardly directed means of dealing with distress and anger, such as

delinquent behaviour, fighting and other types of aggression, and are

perhaps also more likely to use alcohol or drugs to smother bad feelings

(although rates of alcohol abuse by young girls in the UK have risen

markedly over recent years) (Boreham and Blenkinsop, 2004).

A further possible explanation is that deliberate self-harm serves

somewhat different purposes in girls and boys, girls tending more often to

use it as a means of communicating distress, to temporarily blot out bad
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feelings or for tension relief (especially self-cutting). There is some limited

evidence to suggest that this is the case. For boys, self-harm may be viewed

more in terms of actual suicide attempts. Finally, as will be seen later, girls

may be more vulnerable to the contagious influences of self-harm by others.

Age

The majority of adolescents in our study were 15 or 16 years old. As the age

range was so narrow, it would be impossible to identify accurately whether

and how the prevalence of suicidal phenomena varies with age. The most

informative way in which to investigate this would be to conduct a longitu-

dinal study, in which the same individuals are surveyed over a number of

years to look for trends over time. Two studies that we identified through our

review of the international literature allowed trends according to age to be

investigated in this way. Domènech and colleagues (1992) examined

changes in the prevalence of suicidal thoughts with increasing age in

Spanish adolescents. Suicidal ideation was assessed annually over a

three-year period. The girls were evaluated from 11 to 13 years and the boys

from 12 to 14 years. (The study was part of a larger project focused on

pubertal development, which explains the difference in ages studied for the

two genders.) For both males and females, there was no change in frequency

of individuals expressing suicidal ideation according to age. In a longitudi-

nal survey from the USA, adolescents were assessed annually over a

three-year period (Garrison et al., 1991). At the beginning of the study the

adolescents ranged in age from 11 to 15 years, with the majority (99%)

being between the ages of 12 and 14 years. Suicidal ideation in this study

was assessed using three items (‘I felt like life was not worth living’, ‘I felt like

hurting myself ’ and ‘I felt like killing myself ’) and responses were recorded

on a four-point scale (‘Rarely or none of the time’, ‘Some or a little of the

time’, ‘A lot of the time’ and ‘Most of the time’). A total score was obtained

by summing the responses on these three items, with a possible range from 0

to 9. A score over 5 was classified as a ‘high suicide score’. There were no

changes in scores with increasing age. The results from these two longitudi-

nal studies suggest that the prevalence of suicidal thoughts does not vary

with age during early adolescence.

Longitudinal studies are by nature non-anonymous. As discussed earlier,

perceived anonymity of a survey may well have an impact on the responses

provided by adolescents. An alternative way to investigate the association
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between age and suicidal phenomena that would permit anonymity would

be to compare children in different age groups or school years. Question-

naire surveys were employed in 30 of the studies identified through our

review of the international literature (although not all were anonymous). In

approximately half of these studies, a significant association with age was

found. However, the direction of the association was not consistent: in some

the prevalence of suicidal phenomena increased with age, whereas in others

it decreased with increasing age. The age range of the samples varied consid-

erably, which may account for the apparently contradictory findings. The

results appear to suggest that there is a peak in suicidal thoughts and behav-

iours between the ages of 14 and 18 years. This is consistent with findings

from hospital-based studies. In England, presentations for deliberate self-

harm are rare in girls under the age of 12 years but increase steadily in fre-

quency up to the age of 16 years and then remain at this level until the late

teens (Figure 4.1). In boys, the pattern for onset of self-harm is similar, in that

deliberate self-harm presentations start to occur in 12- to 14-year-olds,

although at a much lower frequency than in girls; presentations then increase

with each year of age, continuing to do so into the early twenties.
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Ethnicity

In our schools study, the prevalence of deliberate self-harm according to

ethnic background of the adolescents was considered separately for males

and females. Asian girls were significantly less likely to report self-harm than

white girls. No significant difference in rates of deliberate self-harm between

ethnic groups was found for boys. The finding regarding Asian girls is par-

ticularly interesting, since in the UK, deliberate self-harm has been identi-

fied as a significant problem in this group on the basis of hospital presenta-

tions (Merrill and Owens, 1986; Raleigh and Balarajan, 1992). Similarly,

Bhugra and colleagues (1999) found that rates of self-harm in Asian women

were one and a half times higher than those in white women. Furthermore,

when age was taken into account, these differences became even more prom-

inent, especially in the younger age group (between 16 and 24 years). In

contrast, in a more recent paper it was noted that inception rates of deliberate

self-harm among South Asian adolescents were no different compared with

their white counterparts (Bhugra et al., 2003).

In our review of the international literature, the association between eth-

nicity and suicidal phenomena in US adolescents suggests that the preva-

lence of suicidal phenomena is higher in both Native American and Hispanic

adolescents than in either black or white adolescents. This trend was found

in the majority of studies in which this association was investigated and

seemed to hold true for all suicidal phenomena (suicide attempts, deliberate

self-harm, suicide plans, suicidal thoughts). This included the large National

Youth Risk Behavior Survey (Centers for Disease Control and Prevention,

2004), in which higher rates of suicidal phenomena were found in Hispanic

adolescents than either black or white adolescents, but with no differences

between the latter two ethnic groups. However, in some of the studies the

prevalence of suicidal phenomena did not appear to differ between ethnic

groups. Significant differences tended to be reported only in the studies with

relatively large sample sizes, suggesting that non-significant findings may be

the result of inadequate power (i.e. insufficient numbers to detect a differ-

ence). However, there appears to be a general trend for suicidal phenomena

(including suicide) to be more frequent in indigenous native populations

(Brindis et al., 1995; Evans et al., 1996; Roberts et al., 1997).

One important factor to consider when looking at ethnicity is how

ethnic groups are categorised. In many studies, adolescents from minority

ethnic groups tended to be categorised as of ‘other’ ethnicity. The ethnicity

of the minority will vary greatly from geographic area to geographic area,
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and it is important to be mindful of this when considering the

generalisability of findings. This is especially so in view of research evidence

that suggests risk of suicidal behaviour in ethnic groups is associated with

population density. For example, Neeleman and Wessely (1999) found that

in London, suicidal behaviour was more frequent in ethnic groups in areas in

which they were in the minority than in areas in which they constituted a

much larger part of the local population. Thus, the social experience of being

part of a minority group may be an important factor. For example, prejudice

and marginalisation may then be more common.

International differences

With regard to differences between countries, the results in our literature

review suggest that the prevalence of suicidal phenomena is higher in the

USA, Canada, Australia and New Zealand than in Europe, Mexico and Asia.

Three studies attempted to investigate between-country differences in the

prevalence of suicidal phenomena. Eskin (1995) compared the prevalence of

suicidal behaviour in two countries, Sweden and Turkey, which differ con-

siderably in a number of ways, including religion and social structure. There

was no real difference in the lifetime prevalence of suicide attempts between

the two countries. In the two other studies, however, differences were found.

In one study, Mexican adolescents reported lower rates of suicidal thoughts

than adolescents from the USA (11.6% and 23.4%, respectively) (Swanson et

al., 1992). In the other study, Russian adolescents appeared to be somewhat

more likely to report suicidal thoughts and suicide attempts than Israeli ado-

lescents (Ponizovsky et al., 1999).

In Chapter 3 we noted the international findings from the Child and

Adolescent Self-harm in Europe (CASE) study regarding similarities and dif-

ferences in frequency of self-reported deliberate self-harm and thoughts of

self-harm in adolescents (mostly aged 15 or 16 years). The use of precisely

the same method of survey in all the centres and large sample sizes mean that

comparisons between the findings can be made with confidence. The

previous year and lifetime prevalence of self-reported deliberate self-harm

meeting the strict study criteria were similar in England, Ireland, Belgium,

Norway and Australia, especially for girls. Far lower rates of self-harm were

found in the Netherlands and Hungary (see Table 3.3). However, in these

countries, there were very different findings regarding the adolescents’

reports of thoughts of self-harm. Adolescents of both genders in the Nether-
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lands had the lowest rate of thoughts of self-harm of the seven countries in

the study. This suggests that the levels of self-harm phenomena are generally

low in adolescents in the Netherlands. By contrast, the frequency of

thoughts of self-harm in Hungarian adolescents was the highest in the seven

countries. This suggests that there are barriers to translation of thoughts of

self-harm into actual acts. This could reflect differences in social attitudes to

self-harm and availability of methods of self-harm. It is also possible that

there are differences in the motives involved. For example, the Hungarian

adolescents who had self-harmed, especially the girls, more often said that

they had done this because they wanted to die, than did adolescents in other

countries.

Psychosocial and health characteristics of adolescents who
deliberately self-harm or have thoughts of self-harm

In considering the psychological and health factors that are associated with

deliberate self-harm and thoughts of self-harm in adolescents, we have

grouped them into five domains, each related to a specific area of life:

• mental health and well-being

• personal characteristics and experiences

• family characteristics

• experience of suicidal behaviour in others

• influence of the media.

Mental health and well-being
DEPRESSION AND ANXIETY

Levels of depression and anxiety were associated with suicidal phenomena

in both girls and boys in our schools study. These associations appeared to be

stronger for the girls than the boys, with both factors making an independ-

ent contribution (i.e. after statistically adjusting for associations with other

factors) to the occurrence of deliberate self-harm in girls (Table 4.1) (Hawton

et al., 2002). Not surprisingly, the association between depression and

suicidal phenomena has been investigated in many community-based

studies of adolescents. The findings from more than 25 studies from a

number of countries provide conclusive support for such an association (e.g.

Andrews and Lewinsohn, 1992; Fergusson and Lynskey, 1995; Meltzer et
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al., 2001; Reinherz et al., 1995). Furthermore, results from more complex

multivariate analyses consistently indicate that depression is one of the

factors most strongly associated with suicidal phenomena (e.g. Mazza,

2000; Pilowsky et al., 1999; Rey Gex et al., 1998). Hopelessness is a

common symptom of depression, and it has been proposed that hopelessness

may influence the relationship between depression and suicide intent in ado-

lescents (Kazdin et al., 1983). There is reasonable evidence in the interna-

tional literature in support of an association between hopelessness and

suicidal phenomena in adolescents at the community level, but it is unclear

whether this association is direct (e.g. Allison et al., 1995; Marcenko et al.,

1999).

In our schools study, it was notable that depression did not come out as

one of the factors associated most strongly with deliberate self-harm when

we applied more complex statistical analyses that took account of other fac-

tors, particularly in the boys (Table 4.1). This may be because the level of de-
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Table 4.1 Associations between deliberate self-harm

in the previous year and anxiety, depression, impulsivity

and self-esteem in our schools study

Males Females

Odds ratio
(95% CI)

P Odds ratio
(95% CI)

P

Depression No
association

No
association

1.09
(1.03–1.15)

0.002

Anxiety No
association

No
association

1.08
(1.02–1.14)

0.006

Impulsivity No
association

No
association

1.10
(1.04–1.16)

<0.001

Self-esteem 0.84
(0.80–0.89)

�0.001 0.90
(0.86–0.94)

<0.001

Figures adjusted for a larger number of associations with other factors. CI, confidence interval; P,

probability. From Hawton et al. (2002), with permission.



pression was assessed at the time the survey was conducted rather than at the

time of self-harm. The difference between the results of our study and those

of other studies in which a stronger association has been found may also be

explained at least partially by the way in which depression was assessed. In

our study, adolescents answered questions about symptoms of depression

(White et al., 1999) and were given a score that reflected the number and se-

verity of symptoms experienced. In some other studies, depression has been

defined using medical criteria, which identify individuals with clinical levels

of depression and therefore include only those individuals with the most se-

rious levels of depression. In our study, individuals with less severe depres-

sive symptoms would also have been included in the analyses.

Evidence from research conducted in other countries indicates that

anxiety and anxiety disorders (e.g. social phobia) are associated with suicide

attempts and deliberate self-harm but may not be associated so strongly with

thoughts of suicide. Anxiety disorders are relatively common in adolescents

who present to hospital because of deliberate self-harm (Burgess et al., 1998;

Kerfoot et al., 1996). Although symptoms of anxiety (e.g. agitation, sleep

disturbance, sense of foreboding) may often be part of depressive disorders,

there is growing recognition that anxiety disorders may influence the risk of

suicidal phenomena. When Allgulander (2000) reviewed the literature on

the association between anxiety disorders and suicidal phenomena in adults,

he concluded that severe anxiety increases the risk for suicidal behaviour,

both in its own right and especially when it exists along with other disor-

ders. As anxiety is amenable to treatments, both psychological and pharma-

cological, suicide may be prevented by effective treatment of severe anxiety

disorders.

IMPULSIVITY

In our schools study, we also found an association between our measure of

impulsivity and deliberate self-harm. This seemed to make an independent

contribution to risk of self-harm in the girls (see Table 4.1). In view of the

emphasis on the contribution of impulsivity to risk of self-harm in general

(Evans et al., 1996; Mann et al., 1999), it is surprising that it has not been

investigated in any of the studies identified through our review of the inter-

national literature on community studies of suicidal phenomena in adoles-

cents.

The concept of impulsivity is complex and potentially misleading.

Superficially, impulsivity is generally regarded as a tendency to act on the
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spur of the moment. However, it seems likely that it results from a deficiency

in problem-solving skills. When an individual who lacks problem-solving

skills is faced by an apparently insurmountable problem and consequent

distress, they may act rapidly by doing something that will provide immedi-

ate relief (including, possibly, deliberate self-harm). Thus, impulsivity may

be a secondary phenomenon reflecting more general difficulties in coping.

SELF-ESTEEM

In our schools study, low self-esteem was also found to be one of the factors

associated most strongly with deliberate self-harm and suicidal thoughts for

both males and females. This was found even after taking account of a wide

range of other factors (see Table 4.1). We are aware of five other commu-

nity-based studies of adolescents in which the association between low

self-esteem and suicidal phenomena has been investigated. The results also

strongly indicate that recent or current low self-esteem is experienced by

many adolescents with suicidal thoughts or behaviours (Fergusson and

Lynskey, 1995; Marcenko et al., 1999; Overholser et al., 1995; Reinherz et

al., 1995; Simons and Murphy, 1985). This is perhaps not surprising as low

self-esteem is a symptom of depression (Beck, 1967) and increases an indi-

vidual’s vulnerability to becoming depressed (McGee and Williams, 2000).

EATING BEHAVIOURS

Other mental health difficulties have been hypothesised as being associated

with increased risk of suicidal phenomena. For example, sleep problems and

feeling tired are common symptoms of depression and, unsurprisingly, both

have been shown to be associated with suicidal phenomena in the few

studies in which they have been investigated (Choquet and Menke, 1989;

Gartrell et al., 1993; Rey Gex et al., 1998; Vignau et al., 1997). In several

studies, a significant association has been found in girls between suicidal

phenomena and both poor body image and unhealthy eating behaviours.

Whether there is such an association in boys is less clear. It is possible that the

association between suicidal thoughts and behaviours and unhealthy eating

behaviours is equally as strong for males as for females, but because there are

fewer males with eating disorders it may be difficult to detect a significant

association.

Surprisingly, the association between eating disorders meeting criteria

for a psychiatric disorder and suicidal phenomena appears to have been

investigated in only one community-based study, with mixed findings for
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female adolescents and non-significant results for males (Andrews and

Lewinsohn, 1992). However, an association between suicide attempts and

eating behaviours (e.g. avoiding eating when hungry) has been reported in

three studies (Thompson et al., 1999; Tomori, 1999; Wagman Borowsky et

al., 1999). A further two studies have investigated the association between

suicidal ideation and abnormal eating behaviours. Kandel et al., (1991)

reported mixed results for males, but for females in this study all associations

were significant. A strong association has been found between suicidal phe-

nomena, low self-esteem and eating problems (especially bulimia) in studies

of young people being treated by psychiatric services (McGee and Williams,

2000; Tomori and Rus-Makovec, 2000).

ANTISOCIAL BEHAVIOUR

We were unable to examine the role of antisocial behaviour and self-harm in

our schools study because ideally this requires reports by informants other

than the adolescents themselves. However, we did ask adolescents whether

they had been in trouble with the police, and this was found to be associated

significantly with deliberate self-harm, but not when other factors (e.g.

mood, self-harm in friends and family, drug-taking) were controlled for.

Various criteria, including specific behaviours and diagnoses, have been used

to identify antisocial behaviours in other community studies. Overall, a sig-

nificant and direct association between antisocial behaviour and self-harm

has been found for girls, but the association in boys is less clear (e.g. Patton et

al., 1997; Reinherz et al., 1995). Studies of adolescents who have died by

suicide (Brent et al., 1993; Houston et al., 2001; Shaffer et al., 1996) and ado-

lescents presenting to hospitals following deliberate self-harm (Hawton et

al., 1982a; Kerfoot et al., 1996) have indicated that both suicide and

self-harm are linked strongly to antisocial behaviours.

DRUG CONSUMPTION

Drug use was identified as one of the stronger predictors of deliberate

self-harm for both male and female adolescents in our schools study. Risk of

deliberate self-harm was increased in adolescents who used any type of illicit

drug (Figure 4.2). We also found that risk of deliberate self-harm was

increased for each specific drug we asked about, namely hashish/mari-

juana/cannabis, ecstasy, heroin/opium/morphine, speed/LSD/cocaine

and other drugs and substances (not including medication). An association

between deliberate self-harm and drug use has also been found in several
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other studies (e.g. Bjarnason and Thorlindsson, 1994; Rossow and

Wichstrøm, 1994; Wagman Borowsky et al., 1999). The research evidence

suggests that the association is stronger for hard drugs such as heroin and

cocaine than for softer (and more widely used) drugs such as cannabis (e.g.

Kienhorst et al., 1990).

ALCOHOL CONSUMPTION

Alcohol consumption was also associated with deliberate self-harm in our

schools study. The risk of deliberate self-harm rose with increasing amounts

of alcohol consumed. For example, adolescents who reported drinking six to

ten units of alcohol in a typical week had a 3.5-fold greater risk of deliberate

self-harm in the year before the survey than those who said they never drank

alcohol (Hawton et al., 2002) (Figure 4.3). However, the analyses suggested

that other factors mediated the relationship between alcohol use and

self-harm.

Findings in the international literature provide additional evidence for an

association between drinking and suicidal phenomena, and it appears likely

that this association can also be a direct one (e.g. Bjarnason and
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Thorlindsson, 1994; Rossow and Wichstrøm, 1994; Wagman Borowsky et

al., 1999). For attempted suicide, certain characteristics of alcohol con-

sumption appeared to be predictive of an association, including especially

high alcohol consumption and drinking strong alcoholic drinks, such as

spirits (e.g. Choquet and Menke, 1989; Gartrell et al., 1993).

SMOKING

Smoking was also associated with deliberate self-harm in our schools study.

As with the consumption of alcohol, there was an incremental increase in

risk of deliberate self-harm the more an individual smoked. Thus, boys who

said they smoked 6–20 cigarettes per week were 3.25 times more likely to

report deliberate self-harm in the preceding year compared with those who

said that they did not smoke; in girls, the risk was increased 4.5 times

(Figure 4.4). However, the association between smoking and deliberate

self-harm did not appear to be a direct one. Our review of the international

literature revealed several other studies in which an association between
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smoking and both deliberate self-harm and suicidal ideas has been found,

but again this association has usually appeared to be indirect (e.g. Bjarnason

and Thorlindsson, 1994; Vannatta, 1996). It is unclear whether there are

differences between the genders in this respect. Interestingly, the only study

in which an association between deliberate self-harm and smoking was not

found was conducted in Asia (Juon et al., 1994), raising the possibility that

cultural factors may be important in this regard.

Personal characteristics and experiences
SCHOOLWORK

Having problems keeping up with schoolwork was found to be significantly

associated with suicidal phenomena in our schools study. However, due to

the methodology we employed, we are unable to pinpoint whether strug-

gling with schoolwork was one of the stressors contributing to deliberate

self-harm, or whether adolescents who had self-harmed had disengaged

from schoolwork, or whether self-harm and schoolwork difficulties both

resulted from a third factor, such as low mood. Other studies have shown

78 By Their Own Young Hand

0 5 10 15 20 25

Never smokes

Given Up

<5

6-20

21-50

> 50

N
u
m

b
e
r

o
f
ci

ga
re

tt
e
s

sm
o
k
e
d

in
a

ty
p
ic

al
w

e
e
k

Percentage reporting deliberate self-harm in the previous year

Females

Males

(4.64)

(3.57)

(4.07)

(3.4

(4.50)

(3.25)

(3.71)

(4.15)

(2.79)

(1.60)

(1.00)

(1.00)

Figure 4.4 Association between deliberate self-harm in the previous year and smoking in our schools

study. Odds ratios for risk of self-harm compared with risk in those never smoking in brackets.



that several school-related factors appear to be associated with suicidal phe-

nomena, namely poor academic achievement, poor school attendance,

having a negative attitude towards school and schoolwork, and school mis-

conduct (e.g. Bjarnason and Thorlindsson, 1994; Grossman et al., 1991;

Wagman Borowsky et al., 1999). Some social activities, such as spending

time in gangs and going to parties, have also been associated with an

increased prevalence of suicide attempts (but not suicidal ideation) (e.g.

Bjarnason and Thorlindsson, 1994; Wagman Borowsky et al., 1999). It

should be noted, however, that these findings are from relatively few studies.

As individuals progress through adolescence, the importance of peer

relationships increases considerably. As will be discussed later, self-harm by

friends is one of the key predictors of deliberate self-harm, but other aspects

of peer relationships also appear to be important. Overall, the research

evidence suggests that negative aspects of peer relationships, such as loneli-

ness and breaking up with friends, increase the likelihood of deliberate

self-harm (e.g. Bjarnason and Thorlindsson, 1994), but, surprisingly,

positive aspects of peer relationships, such as degree of peer support, do not

appear to offer protection against self-harm (Eskin, 1995). Having difficulty

in keeping friends and having arguments with friends also seem to increase

the risk of deliberate self-harm and suicidal thoughts.

BULLYING

Bullying occurs in all schools. Bond and colleagues (2001) noted that

bullying can be considered to be a common and, as such, almost normal

experience, but at the same time it is also an important cause of stress and

physical and emotional problems. For example, Kumpulainen and colleagues

(1999) found an association between involvement in bullying and a number

of behavioural and psychological symptoms, including depression, anxiety,

fear of going to school and low self-esteem.

Although the possible association between being bullied and the risk of

suicidal behaviour has been recognised by adolescent psychiatrists (Rutter et

al., 1994), epidemiological studies have not usually investigated this. This is

probably because the cross-sectional design of most studies means that it is

impossible to determine causality. However, in a study of Finnish adoles-

cents, Kaltiala-Heino and colleagues (1999) found that being bullied or

being a bully was a sign that an adolescent was at increased risk of depres-

sion and suicidal behaviour. Similarly, in our schools study, being bullied was

associated significantly with adolescent deliberate self-harm. Males who
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had been bullied were three times more likely to have engaged in deliberate

self-harm than those who had not been bullied. Similarly, females were twice

as likely to have engaged in deliberate self-harm if they had been bullied.

SEXUAL ABUSE

Adolescents in our schools study who said that they had been forced

verbally or physically to engage in sexual activities against their will were at

greater risk for deliberate self-harm compared with their peers. There was

some evidence to suggest that sexual abuse may have been a slightly greater

risk factor for self-harm for males than females. There is considerable

evidence from other studies of adolescents for a strong and direct association

between sexual abuse and suicidal phenomena. This is consistent with

findings from other types of study (Chandy et al., 1996; Coll et al., 2001).

Although most previous research has focused on sexual abuse in females, the

effect (as the results of our study suggest) may be even more profound for

males. For example, Choquet and colleagues (1997) found that 52 per cent

of French males who had been raped had attempted suicide compared with 2

per cent of controls; for females, the comparable figures were 22 per cent of

those raped compared with 12 per cent of controls. In addition, Darves-

Bornoz and colleagues (1998) found that reactions to sexual assault differed

by gender: females were more likely to be affected by medico-psychological

symptoms, such as nightmares and somatic complaints, whereas males were

more likely to express behavioural symptoms, such as repeated suicide

attempts and substance misuse.

PHYSICAL ABUSE

In our schools study, we identified physical abuse as a factor that was associ-

ated directly with deliberate self-harm: adolescents who had experienced

physical abuse were at least four times more likely to report deliberate

self-harm compared with their peers. Some other studies have suggested a

direct association between physical abuse and suicidal phenomena

(Grossman et al., 1991; Wagman Borowsky et al., 1999). Straus and Kantor

(1994) found that retrospective recall of corporal punishment during adoles-

cence was associated with later-life suicidal ideation; however, other studies

have not found such an association. For example, in South Africa, Flisher and

colleagues (1997) found that physically abused children were no more likely

to report suicidal thoughts and behaviours than non-abused children. It may

be that the association is dependent on the severity of the suicidal phenom-
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ena, i.e. there may be an association with more serious suicidal phenomena,

such as suicide attempts, but not with suicidal ideation. Differences in impact

on suicidal phenomena may also depend on the identity of the abuser and

the severity and duration of the abuse. Furthermore, serious abuse by parents

may be associated with additional risk factors, such as family history of

mental health problems and drug and alcohol abuse.

SEXUAL ORIENTATION AND BEHAVIOUR

Surprisingly, very few school surveys have focused on the possible associa-

tion between suicidal phenomena and sexual orientation in adolescents. In

our schools study, we asked the adolescents whether they had had any

worries about their sexual orientation in the past year. Approximately 3 per

cent of the sample reported having such worries. Females who were worried

about their sexual orientation were four times more likely than females

without such worries to report deliberate self-harm, and males with such

worries were more than twice as likely as other males to report deliberate

self-harm. In neither gender, however, was an independent association with

deliberate self-harm found. This may well reflect the relatively low rate of

reporting of these concerns.

In our review of the international literature, homosexual orientation in

both genders and bisexual orientation in females were found to be associated

with suicide attempts (Wagman Borowsky et al., 1999). This is in keeping

with the findings from research on gay populations, in which a strong associ-

ation has been reported (Herrell et al., 1999; van Heeringen and Vincke,

2000). In a review of the clinical and epidemiological literature, Bagley and

Tremblay (2000) found elevated rates of suicidal behaviour in Canadian gay,

lesbian and bisexual youths. Data from the larger surveys indicated that the

risk for a serious suicide attempt is at least four times greater than for hetero-

sexual adolescents. Depression, low self-esteem and experiencing suicidal

behaviour in someone close have been identified as risk factors for suicidal

phenomena in Belgian homosexual youths (van Heeringen and Vincke,

2000). Additional risk factors, such as rating homosexual friendships as less

satisfactory (van Heeringen and Vincke, 2000) and homophobic persecution

in schools (Bagley and Tremblay, 2000), have also been linked to the

elevated rates of suicidal phenomena in homosexual youths.

In studies of young adolescents, having had sexual intercourse has been

found to be associated significantly with suicidal phenomena (Benson and

Torpy, 1995; Walter et al., 1995). Stress due to sexual activity has been
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shown to be related directly with suicidal thoughts and behaviours when

stress due to other factors (e.g. family conflict, family and friend suicidality,

achievement pressure) has been controlled for, indicating a direct relation-

ship (Rubenstein et al., 1989). However, this conclusion is based on the

findings from only one study and should, therefore, be treated with some

caution. In our schools study, adolescents who had had serious problems

with a boyfriend or girlfriend were also significantly more likely to report

self-harm and suicidal thoughts than their peers who had not had such diffi-

culties. This is in keeping with the high frequency of boyfriend/girlfriend

problems found in adolescents who present to hospitals after deliberate

self-harm, especially older adolescents (Hawton et al., 2003b).

Family characteristics

Overall, the risk of suicidal phenomena does not appear to reflect the socio-

economic characteristics of families of adolescents. However, two specific

characteristics may be relevant, namely the father’s level of education

(Andrews and Lewinsohn, 1992; Dubow et al., 1989) and the adolescent

being stressed or worried about their family’s socioeconomic situation

(Roberts et al., 1997). The absence of a clear socioeconomic effect is in

keeping with the lack of a marked social class skew in adolescents attending

hospital as the result of suicide attempts (Hawton et al., 1982b). This is in

contrast to adults, in whom rates of attempted suicide are greatly elevated in

lower socioeconomic groups (Hawton et al., 2003c; Platt et al., 1988).

Certain aspects of family structure appear to be linked to suicidal phe-

nomena. In our schools study, female adolescents living with one parent

were no more at risk of deliberate self-harm than those living with both

parents. By contrast, males living with only one parent or with one parent

and a step-parent were at greater risk for self-harm than males living with

both parents. In the UK, after parental separation most children live with

their mothers; based on this, it appears that living away from their biological

fathers has a significant negative impact on males, increasing their risk for

deliberate self-harm, but the impact on females is not so marked. As the risk

for self-harm is still increased in males when living with a parent and

step-parent, having adults of both genders in the household does not appear

to mitigate against this effect. Other living situations, such as living with

another relative or with a non-family member, were not associated with a

significant increase in risk for self-harm, but this may have been because
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there were only a few individuals in such circumstances and so differences

were not detectable. Interestingly, having parents who were separated or

divorced was a significant risk factor for deliberate self-harm in both male

and female adolescents.

The results of other studies have indicated that living apart from both

parents can have a direct association with suicide attempts (Kaltiala-Heino et

al., 1999; Rey Gex et al., 1998). There is some other evidence that parental

divorce and the presence of a step-parent can be associated with suicide

attempts and ideation (Andrews and Lewinsohn, 1992; Kaltiala-Heino et al.,

1999). There was also a suggestion in an American study of an association

with absence of the adolescent’s father but not with absence of the mother

(Andrews and Lewinsohn, 1992). However, it may have been that too few

adolescents were living apart from their mothers for any impact on suicidal

phenomena to be detected. In a review, Kelly (2000) reported that divorce per

se is not the major cause of problems during childhood, but that marital

conflict is a more important factor. Many of the problems experienced by

children in families in which parents subsequently divorce can be observed

long before separation, and the intensity and frequency of conflict are predic-

tors of child adjustment. Several studies suggest that conflicts and arguments

within the home are associated clearly and directly with the prevalence of

suicidal phenomena, whereas family harmony and cohesion appear to have a

protective effect (e.g. Reinherz et al., 1995; Stewart et al., 1999; Wright, 1985).

These associations appear to be stronger for females than for males.

For both male and female adolescents in our schools study, those who

had argued or fought with their parents and those with arguing parents were

at increased risk for both deliberate self-harm and suicidal thoughts. Other

studies have shown that other aspects of the adolescents’ relationships with

their parents, in addition to family discord and cohesion, appear to be associ-

ated with suicidal phenomena. Thus, various emotional aspects of the rela-

tionship, such as lack of parental support and criticism from parents, also

appear to be relevant (Eskin, 1995; Rubenstein et al., 1989). Overall, the

evidence indicates that this association is important for both male and

female adolescents (e.g. Wagman Borowsky et al., 1999). It is unclear

whether the associations with other emotional aspects of the relationship

between adolescents and their parents are direct. The results of one study

indicated that along with poor general family functioning, too little or too

much (i.e. over protectiveness) parental supervision can be associated with an

increased prevalence of suicidal phenomena (Wagner et al., 1995). Also,
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good communication with and feeling understood by family members

appear to reduce risk (Stewart et al., 1999; Wagner et al., 1995).

Some studies have shown an association between having a parent with

mental health difficulties and adolescent suicidal phenomena (e.g. Meltzer et

al., 2001), but, perhaps surprisingly, this relationship appears to be indirect

(Joffe et al., 1988; Rubenstein et al., 1989). It is unclear whether drug and

alcohol use by family members is associated with deliberate self-harm in

adolescents, but the limited evidence available indicates that if a relationship

does exist then it is indirect (Joffe et al., 1988; Wagman Borowsky et al.,

1999). A family history of offending may also be relevant, but this has

received limited research attention (Fergusson and Lynskey, 1995; Joffe et al.,

1988).

Experience of suicidal behaviour in others

One factor that was associated particularly strongly with deliberate self-

harm in our schools study was having a friend who had recently self-harmed.

For both males and females, this factor was one of the strongest predictors of

self-harm. Males who had a friend who had engaged in deliberate self-harm

were almost seven times more likely to engage in self-harm than males who

did not have a friend who had self-harmed. Similarly, females were four and

a half times more likely to engage in deliberate self-harm if they had a friend

who had also self-harmed (Figure 4.5) This might be because pupils from

schools with higher rates of deliberate self-harm may be more aware of ado-

lescents who have harmed themselves. However, where the same comparison

was made for the two genders separately, the association was found only in

females. When the comparison was made according to the method of delib-

erate self-harm (self-cutting or overdose), the association was found only for

females who had cut themselves. Thus, there may be a particularly conta-

gious element to self-cutting behaviour that is confined to females. Unfortu-

nately, we do not know what specific methods of deliberate self-harm were

used by the friends.

Several other studies of adolescents, mostly from the USA, have also

found evidence for such an association (e.g. Bjarnason and Thorlindsson,

1994; Wagman Borowsky et al., 1999). In adolescents, the strong modelling

influence of suicidal behaviours by peers is also shown by the clustering of

suicides that can occur in this age group (Gould et al., 1989, 1994). Possible

explanations for these findings are discussed below.
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In our schools study, having a friend who had died by suicide was not found

to be associated with deliberate self-harm. However, this may reflect the

relative rarity of such events, and an extremely large sample of adolescents

would be required to establish whether there is such an association. Alterna-

tively, such an experience may give adolescents a greater understanding of

the negative impact of suicide on others and may prevent adolescents from

taking such a course of action themselves. Also, others may recognise that

they have had a very difficult experience and may provide additional help

and support, allowing adolescents to cope with their difficulties.

We found that self-harm by a family member was a strong predictor of

deliberate self-harm. This finding replicates those from a number of other

studies (e.g. Eskin, 1995; Rey Gex et al., 1998), although some studies have

not found actual suicide in a family member to be associated with suicidal

phenomena in adolescents (e.g. Eskin, 1995; Marcenko et al., 1999). Again,

this probably reflects the relative rarity of suicide. Evidence from several
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studies of people of all ages points to increased risk of suicide and of deliber-

ate self-harm being associated with a family history of suicidal behaviour

(e.g. Roy, 2000; Statham et al., 1998)

Exposure to suicidal behaviour in the family may have a modelling influ-

ence, such that family members may feel more comfortable with the idea of

suicide or be more likely to think of it at times of severe distress. The cluster-

ing of suicidal behaviour in families may also reflect a genetic risk for

specific psychiatric disorders. However, it appears to increase risk of suicidal

behaviour irrespective of specific disorders (Roy, 2000), suggesting that

there are genetic influences on personality characteristics, such as aggression

(Mann et al., 1999), which may contribute to suicide risk. It is also possible

that suicidal behaviour by a family member might, in some circumstances,

deter other members of the family from engaging in suicidal behaviour. This

may depend on how the fact of suicide by a family member is dealt with, the

nature of the act, the relationship between the person who engaged in

suicidal behaviour and other family members, and the specific impact of the

event on individual family members.

Influence of the media

We did not investigate the possible association between suicidal phenomena

and exposure to suicidal behaviour in the media in our schools study. Also,

perhaps surprisingly, we have found only one community survey of adoles-

cents in which this has been examined. A significant direct association with

suicide attempts (but not suicidal ideation) was found in an Australian study

for television viewing of suicides, surgery and funerals (Martin, 1996).

There is now substantial evidence that media reporting and portrayal of

suicidal behaviour can be a contributory factor in suicidal behaviour, espe-

cially in young people (Hawton and Williams, 2001; Pirkis and Blood,

2001; Schmidtke and Schaller, 2000). Associations have also been estab-

lished between other behaviours and media portrayal in adolescence. For

example, Sargent and colleagues (2002) found a strong direct independent

association between adolescents seeing tobacco use in films and their trying

cigarettes. There is similarly good evidence that violent imagery in televi-

sion, film and computer games has substantial short-term effects, increasing

the likelihood of aggressive or fearful behaviour in younger children, espe-

cially in boys, although the evidence is less consistent when older children

and teenagers are considered (Browne and Hamilton-Giachritsis, 2005).
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The ways in which portrayal or reporting of suicide in the media may

influence risk of suicidal behaviour, including self-harm, by others may be

somewhat complex. Similar mechanisms may explain the increased risk of

engaging in suicidal behaviour when an individual is exposed to deliberate

self-harm and suicide among friends and family members. Some people have

used an infection model to explain such influences (Gould and Davidson,

1988; Phillips 1980). Thus, transmission of the behaviour may depend on

the virulence of the suicide model (e.g. the degree of esteem in which the

model is held, the extent to which a person can identify with the person), the

extent of exposure (e.g. repeated exposure having a greater influence), the

susceptibility of the person who is exposed (e.g. mood, self-esteem) and pro-

tective factors (e.g. availability of other means of coping with feelings, avail-

ability of emotional supports). This model could also explain why outbreaks

of self-harming behaviour may be more likely in institutional or relatively

closed settings, such as schools and adolescent psychiatric inpatient units.

This type of model cannot, however, explain fully the psychological

mechanisms that are involved.

A further component in the process of contagious spread of suicidal

behaviour is that of identification – that is, the tendency of individuals to

imitate others with whom they feel they have a connection. Two types of

identification have been distinguished: vertical, which is identification

with celebrities and other high-status people (i.e. of higher status than

the indididual), and horizontal, which is identification with people who

share similar problems and/or personal characteristics with the individual

(Stack, 1991). Vertical identification may explain why death by suicide of

celebrities such as Marilyn Monroe and Japanese pop star Yukiko Okada

(Takahashi, 1998) appear to have had such a profound influence on suicidal

behaviour in the general population. Horizontal identification may be at the

level of age or nationality and, perhaps more importantly, in terms of specific

problems, such as relationship difficulties. This may explain why certain fic-

tional television stories appear to have resulted in increases in self-harm and

suicide (e.g. Hawton et al., 1999c; Schmidtke and Häfner, 1988).

A further possible psychological process that may have additional rele-

vance is that of projective identification, in which an individual may project

certain qualities on to the person who has engaged in a suicidal act which

may reflect their own characteristics or problems, such that the perceived

boundary between that individual and the person who has engaged in the
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suicidal act becomes blurred. However, there is currently no evidence for or

against this possibility.

The principles of social learning theory are also likely to be important,

including the perceived outcomes or consequences of the suicidal behaviour.

If these are perceived as positive in some way, such as through changing the

behaviour of others, escape from problems or revenge, then this may influ-

ence the adoption of self-harm or suicide by an individual. Further influ-

ences may include restrictive thinking, with an excessive and possibly

increasing focus by the individual on their problems and means of escaping

from these, and rumination about and mental rehearsal of behaviour wit-

nessed in others. In addition, exposure to suicidal behaviour in the media or

by others may desensitise an individual to certain aspects of the behaviour,

e.g. pain, and thus further reduce the threshold to engaging in suicidal

behaviour. Finally, there may be specific modelling of a method of suicidal

behaviour. This possibility is in keeping with the findings of studies of

media portrayal and reporting of self-harm and suicide. Thus, the death of

Yukiko Okada by jumping from a building was followed by a very marked

increase in jumping as a method of suicide in young people in Japan

(Takahashi, 1998); the death by jumping under a railway train of the

19-year-old hero of a German television series led to an increase in railway

suicides in young people (Schmidtke and Häfner, 1988); and portrayal of a

paracetamol overdose in the BBC television series Casualty was followed by a

very marked increase in the use of paracetamol for overdose in viewers of the

programme (Hawton et al., 1999c).

Music

In spite of there often being anecdotal claims that certain types of popular

music may be related to self-harm and suicidal acts by adolescents, there has

been a dearth of investigations of this possible phenomenon. As long ago as

1975, heavy metal music was blamed for the deaths of two 14-year-old

boys, who apparently were attempting to imitate a mock suicide by hanging

performed on stage by Alice Cooper (Garner, 1975). Concerns have also

been expressed about specific content of song lyrics with a pro-suicide

flavour, although there is only limited research evidence that these have any

specific impact on the behaviour of individuals.

Most of the attention to musical influences has been on heavy metal

music. Arnett (1991) found that a liking for heavy metal music was associ-
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ated with reckless behaviour among both male and female American

high-school students. Male fans of heavy metal music reported more reckless

driving, more sexual behaviour and more drug use than other adolescents,

while female fans were more likely than other females to have engaged in

shoplifting, vandalism, sexual behaviour and drug use; these girls also

reported lower levels of self-esteem (Arnett, 1991).

In Australia, Martin and colleagues (1993) asked high-school students

to complete a questionnaire about their musical preferences, risk-taking

behaviours and other risk factors for suicidal behaviour. A preference for

rock or heavy metal music was related to delinquency, risk-taking, drug and

alcohol use, and family divorce or separation. This applied to both genders,

but there was a strong gender bias in other findings. For example, only 26

per cent of girls preferred rock or heavy metal music, compared with 70.7

per cent of boys. Girls who preferred rock or heavy metal music were more

likely to report suicidal thoughts, deliberate self-harm and depression than

girls who listened to pop music (Martin et al., 1993). Similar findings were

reported for a study of a slightly older sample of American high-school

students, who answered questions about their reasons for living, suicide

factors and moods when listening to their favourite music (Scheel and

Westfeld, 1999). Heavy metal fans indicated fewer reasons for living on a

reasons for living inventory compared with subjects who listened to rock,

rap, alternative or country music. Associations with suicidal ideas were found

in both genders in this study (Scheel and Westfield, 1999). However, the

association between suicidal ideas and heavy metal music was far more

marked in girls. A similar finding emerged from the study of Martin and col-

leagues (1993) in Australia. It is possible that because a liking for heavy

metal music is less common in girls, it may more often signal problems such

as low self-esteem. Also, a liking for the misogynist portrayal of females in

heavy metal music may contribute to or reinforce low self-esteem among

female fans (Arnett, 1991).

In contrast with this possible conclusion, although Bjarnason and

Thorlindsson (1994) found that listening to music and going to rock

concerts were associated significantly with suicide attempts in both girls and

boys in Iceland, in multivariate analysis controlling for a wide range of vari-

ables, listening to music, but not going to rock concerts, was found to have a

significant association with suicide attempts in only boys.

Thus, preference for heavy metal music has been linked to suicidal

behaviour, suicidal ideation and risk factors for suicidal behaviour in

How Do Adolescents who Deliberately Self-harm Differ from Others? 89



teenagers. This association appears to be stronger in females than in males.

However, the cross-sectional nature of studies that have been mentioned

makes it impossible to conclude that there is a causal influence between the

music and suicidal ideation and self-harm. It is difficult to separate out the

influence of the music from other risk factors, such as substance abuse, poor

relationships with parents, alienation, low self-esteem and depression, all of

which, as we have already discussed, are known to contribute to suicidal

thinking and self-harm. More sophisticated investigations are required in

order to elucidate the nature of the association between music and deliberate

self-harm.

There is evidence that the context in which music occurs may have some

relevance to its possible influence on suicidal phenomena. In a study in the

USA, college students who watched a rock music video with a suicidal

content subsequently wrote more scenarios with suicide-related themes in a

projective story-telling task than those exposed to a rock music video

without suicidal content. However, there was no difference between the

groups of young people on measures of mood, attitudes and perceptions that

might be related to suicidal behaviour (Rustad et al., 2003). Thus, the

suicidal content of music might have some influence on thinking related to

suicide.

Summary and implications

In this chapter, we have described the factors that are associated with delib-

erate self-harm and suicidal thoughts by considering the results from our

schools study as well as the findings from other studies reported in the inter-

national literature. In particular, we have focused upon associations with

gender, ethnicity, psychosocial factors, mental health, bullying, substance

use, smoking and certain family characteristics. We have also considered the

effects of exposure to deliberate self-harm and suicide by friends and family

members and in the media. Lastly, we have examined the limited evidence on

the role, if any, of musical preference and exposure to certain types of music

in risk of deliberate self-harm.

In our schools study, deliberate self-harm was nearly four times more

frequent in females than in males. The results from research in a number of

other countries suggest that this trend is internationally consistent. In other

words, adolescent females are more likely than males to report suicide

attempts and deliberate self-harm and to have thoughts of self-harm. This
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finding is also in keeping with studies that rely on data obtained from

hospital admissions, in which the average rate of deliberate self-harm in ado-

lescents is consistently higher in females.

In our schools study, we considered the prevalence of deliberate self-

harm according to ethnic background separately for males and females. We

found that although Asian females were significantly less likely to report

self-harm than white females, there was no significant difference in rates of

deliberate self-harm by ethnic group among the males in our sample. Our

analysis of the international literature highlighted a general trend for

suicidal phenomena to be more frequent in indigenous native populations.

However, we also highlighted research that suggests it is important to bear in

mind whether the population being studied is also a minority group geo-

graphically. In other words, it is important to look at whether members of

the ethnic group live in an area in which they are in a minority, or whether

they constitute a much larger proportion of the population in the area in

which they live.

We also explored psychosocial and health characteristics. First, we

looked at mental health and well-being and noted that levels of depression

and anxiety in adolescents in our schools study were associated with

deliberate self-harm in both males and females, but that the association was

much stronger in females. We also found a link between impulsivity and

deliberate self-harm among the females in our sample. Finally, we found that

self-esteem was one of the factors associated most strongly with deliberate

self-harm for both males and females.

In terms of substance use, we found that drug use, alcohol use and

smoking were all associated with deliberate self-harm in our schools study.

Drug use was one of the stronger predictors of deliberate self-harm for both

the male and the female adolescents. The results of other studies support this

finding and suggest that the association is stronger for hard drugs such as

cocaine and heroin than for softer drugs such as cannabis. For both alcohol

use and smoking, there was an increase in the risk of deliberate self-harm the

more an individual drank or smoked in a typical week. However, the

analyses suggested that the relationship between smoking and alcohol use

and deliberate self-harm may not be direct but may be mediated by other

factors.

We also focused on other personal characteristics and experiences of

adolescents in our schools study. We found that having problems with

keeping up with schoolwork was associated significantly with self-harm.

How Do Adolescents who Deliberately Self-harm Differ from Others? 91



Peer relationships were also important: having difficulty keeping friends and

having arguments with friends were significantly associated with increased

prevalence of deliberate self-harm and thoughts of self-harm. Other research

has suggested that although the negative aspects of peer relationships

increase the likelihood of deliberate self-harm, positive aspects do not

appear to act as a protective factor.

Adolescents in our schools study who said that they had been forced

verbally or physically to engage in sexual activities against their will were at

greater risk of deliberate self-harm than were their peers. There is also con-

siderable evidence from other studies of adolescents for a strong and direct

association between sexual abuse and suicidal phenomena. Similarly,

physical abuse and bullying were associated with deliberate self-harm in our

study.

We also highlighted the possible association between suicidal phenom-

ena and sexual orientation. We found a significant association of deliberate

self-harm with concerns about sexual orientation, although this did not

appear to be a direct association, perhaps reflecting the relatively low rate of

reporting of these concerns. This finding is in keeping with those reported

by other researchers, who have found elevated rates of suicidal phenomena

in homosexual and bisexual young people.

One factor that was associated particularly strongly with deliberate

self-harm in our schools study was having a friend who had recently

self-harmed. For both males and females, this was one of the strongest pre-

dictors of deliberate self-harm. This principally applied to self-cutting. Fur-

thermore, self-harm by a family member was also a strong predictor of delib-

erate self-harm. It is possible that both experiences may have a modelling

effect on adolescent behaviour.

Although we did not investigate the possible association between

suicidal phenomena and exposure to suicidal behaviour in the media in our

schools study, we felt it was important to draw attention to the fact that there

is now substantial evidence that media reporting and portrayal of suicidal

behaviour can be a contributory factor in suicidal behaviour, especially in

young people. This issue is covered in greater depth in Chapter 8.

Finally, we have discussed the limited evidence regarding an association

between musical preferences of adolescents, especially heavy metal music,

and a possible increased risk of self-harm. The little research that has been

conducted in this area suggests that this type of association may be stronger

in girls than in boys.
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Having highlighted the factors that appear to be associated with an

increased likelihood of adolescents engaging in deliberate self-harm, or

thinking about self-harm, in the next chapter we focus on the different

sources of help and support that adolescents feel are available to them and, in

particular, the kinds of coping strategy that adolescents use when they are

experiencing problems.
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C H A P T E R 5

Adolescents’ Help-seeking,
Coping Strategies and
Attitudes and Their
Relevance to Deliberate
Self-harm

Introduction

It is important to know what sources of help and support adolescents feel are

available to them, but it is also crucial to know whether they use them. In this

chapter, we consider help-seeking and how this differs between adolescents

who self-harm and other adolescents. We also look at how attitudes to

help-seeking may explain any such differences. It is also important to know

what coping methods adolescents use, and how these differ between those

who have and have not self-harmed as well as those who have had thoughts

of self-harm but have not acted upon them. Identifying whether the coping

strategies employed by adolescents who engage in deliberate self-harm or

who have had thoughts of self-harm are different from those employed by

other adolescents could inform the planning of interventions and enable

them to be better targeted. Furthermore, identifying the people with whom

adolescents feel able to talk provides valuable information on which people

need to be prepared to support adolescents with problems. It may also

pinpoint potential sources of help for adolescents that currently they are not

utilising. Another relevant aspect of deliberate self-harm in adolescents

concerns the attitudes of adolescents in general towards self-harmers and

how this might vary between those who self-harm and those who do not. In
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this chapter, we explore all of these important aspects of deliberate self-harm

in relation to the adolescents who took part in our schools study. We also

relate the findings to those of other studies identified through our review of

the international literature.

Help-seeking, communication and coping

It has been well documented that a substantial proportion of adolescents

who deliberately self-harm or have thoughts of self-harm do not receive help

(Choquet and Ledoux, 1994; Kann et al., 2000). However, whether adoles-

cents with such problems are able to recognise the extent of the difficulties

they are facing is less clear. For example, a study of American adolescents

found that only about half of the adolescents with thoughts of self-harm

recognised that they needed help (Saunders et al., 1994). In addition, young

people can often be at a particular disadvantage not only in terms of recog-

nising their own problems and needs but also in being able to communicate

these problems and needs to others. For example, in her excellent book on

self-harm and suicide in young people, Hill (1995) noted that many young

people express despair through behaviour, not words, and end up isolated.

She cited the example of a boy who did not have the vocabulary to describe

his feelings and his situation and so injured himself with knives on a number

of occasions following attacks of anxiety and despair. ‘He had no choice, he

reflected, between injuring himself and confiding in his parents. Without the

insight or words to describe his tension and depression, he could not ask for

help’ (Hill, 1995: p.171). Similarly, both Rey Gex and colleagues (1998) in

Switzerland and Wagman Borowsky and colleagues (1999) in the USA

found that adolescents who did not talk about their problems were more

likely to turn to deliberate self-harm.

Other studies have found that fewer adolescents who have had thoughts

of self-harm said they would seek professional help compared with their

peers who were not experiencing such problems but who were asked what

they would do if they did have thoughts of self-harm (e.g. Carlton and

Deane, 2000). Furthermore, several epidemiological studies have found that

good communication with family members and feeling understood by them

are associated with a lower prevalence of suicidal phenomena (e.g. Kandel et

al., 1991; Shaffer et al., 1996). Wagman Borowsky and colleagues (1999)

reported a similar association for discussing problems with family or friends.

However, little attention has been paid to either the association between

suicidal phenomena and communication with other potential helpers who



can provide social support or what it is that influences whether or not adoles-

cents choose to talk to someone and seek support.

Two dominant models can be identified within the social support litera-

ture: the main effect model (Ganster and Victor, 1988), which suggests that

social support brings benefits, irrespective of the amount of stress encoun-

tered by the individual, and the buffer model (Cohen and Wills, 1985),

which suggests that social support acts as a buffer against the negative effects

of stress. Thus, different types of social support may benefit the individual.

For example, emotional support, perhaps in the form of esteem-enhancing

positive regard from others, may increase an individual’s confidence in his or

her ability to deal with challenges. On the other hand, informational support

may help the individual to identify new strategies for resolving particular

problems, and practical support may result in other resources being offered

in order to help resolve problems.

However, although the theories and models suggest that social support

may benefit the individual, the process of gaining social support means that

the individual must enter a network of social relations. This may be very dif-

ficult for someone who has low self-esteem or high levels of depression and

anxiety, all of which (as discussed in the previous chapter) increase the risk of

deliberate self-harm. Social relationships by their very nature tend to

demand a degree of reciprocity, which the individual with limited resources

may not feel equipped to provide (Wainwright and Calnan, 2002).

In addition to lacking the ability to recognise or verbalise problems, it is

possible that adolescents who engage in deliberate self-harm or who

have thoughts of self-harm have poorer or inappropriate coping strategies

compared with other adolescents. In this field, Lazarus and Folkman’s

(1984) transactional model has had a large impact on our understanding of

the process of coping and suggests that the coping response is determined

both by an individuals appraisal of the degree of threat posed and by the

resources seen as being available to help him or her cope with the situation.

So, the individual engages in an appraisal of the situation, which takes place

in two stages: first the magnitude of the stressor is assessed, and second the

individual assesses his or her perceived ability to cope with the stressor.

Appraisal of a potential stressor can have three outcomes: it may be perceived

as irrelevant, beneficial or potentially harmful. However, whether a stressor

triggers a stress response will depend on the individual’s appraisal of his or

her ability to cope with the potential stressor. If an individual positively

appraises his or her capacity to cope with a potential stressor, then this will
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greatly reduce the experience of stress (Wainwright and Calnan, 2002). This

process of appraisal can be used to explain why some people cope or even

thrive in circumstances that others would find unbearably stressful.

Researchers have distinguished between problem-focused and emotion-

focused coping styles. The former involves using practical skills, especially

interpersonal skills, to arrive at a practical solution to the problem. Emotion-

focused coping involves controlling the emotional response to the stressor,

for example by avoidance, denial or humour. Thus, an individual employing

a problem-focused coping approach would attempt to actively alter the

stressful situation in some way, perhaps by talking to someone about it,

whilst a person employing an emotion-focused strategy would focus not on

the cause of their stress but on their response to the stressful situation.

The suggestion is that problem-focused strategies are more effective than

emotion-focused strategies (e.g. Carver et al., 1993). Identifying whether the

coping strategies employed by adolescents who engage in deliberate self-

harm or who have thoughts of self-harm differ from those employed by

other adolescents would contribute to our knowledge of what types of inter-

vention might be most effective with respect to emotion-focused versus

problem-focused strategies.

In our schools study we have investigated these processes in relation to

adolescents with thoughts of self-harm or who carry out acts of deliberate

self-harm in order to find out whether adolescents receive help and, if not,

whether this is because they do not recognise that they need help (Evans et

al., 2005b). Furthermore, we asked the adolescents about the people with

whom they felt able to talk. This was in order to provide us with potentially

valuable information about the people that need to be prepared to support

adolescents with problems and may pinpoint potential sources of help for

adolescents that are currently not being utilised.

Recognition of problems and the need for help

Overall, 27.2 per cent of the sample of adolescents in our schools study

identified themselves as having had recent serious personal, emotional,

behavioural or mental health problems. In males, such problems were

reported by 62.1 per cent with an episode of deliberate self-harm in the

previous year, 49.0 per cent with thoughts of self-harm and 15.3 per cent of

the remainder. There was a similar pattern in females, these types of

problems being reported by, respectively, 78.3 per cent of those with an
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episode of deliberate self-harm, 48.4 per cent of those with thoughts of

self-harm and 20.8 per cent of the remainder (Table 5.1).

Among adolescents who identified themselves as having serious proble-

ms, fewer of those with a deliberate self-harm episode in the previous year or

recent thoughts of self-harm had felt the need for help compared with those

without a deliberate self-harm episode or those who had had thoughts of

deliberate self-harm. This applied to both genders (Table 5.1). By contrast,

the proportion of adolescents who reported that they had felt the need for

help but did not try to get any was greatest in those with a deliberate

self-harm episode and lowest in those with neither deliberate self-harm nor

thoughts of self-harm. There was little difference in the proportions of ado-

lescents with problems in the three groups who had felt the need for help

and asked for it, but females with deliberate self-harm were significantly

more likely to report this than their peers. Thus, although more adolescents

with problems who had had a deliberate self-harm episode felt the need to

get help, fewer of them had actually done so.

Coping strategies employed by adolescents

In our schools study, adolescents who reported that they had engaged in

deliberate self-harm in the past year were asked whether they had tried to get

help beforehand and whether they had received help for their most recent

self-harm episode. Less than half (46.7%) of the adolescents who had

self-harmed reported that they had tried to get help beforehand. Just over

half (55.0%) of the adolescents had received help after the last deliberate

self-harm episode.

We asked all the adolescents to choose from a list of eight coping strat-

egies and indicate how frequently (never/sometimes/often) they employed

each approach listed when they were worried or upset (Figure 5.1). Overall,

the most frequently endorsed response was that they tried to sort things out

at least sometimes. Other common coping strategies included getting angry

and talking to someone. The least frequently chosen method for coping

when worried or upset was having an alcoholic drink, although this option

was endorsed by a substantial proportion (40%) of the adolescents.

We divided the adolescents into three groups:

• those who reported having engaged in deliberate self-harm

• those who reported having had thoughts of self-harm

• those who reported neither self-harm nor thoughts of self-harm.
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Table 5.1 Pupils who identified themselves as having serious

personal, emotional, behavioural or mental health problems:

recognition of need for help and whether help was sought.

Deliberate
self-harm
n(%)

Thoughts of
self-harm
n(%)

No self-harm or
thoughts of
self-harm n(%)

Chi squared
for trend
P

Serious problems

Males 59/95
(62.1)

120/245
(49.0)

374/2445
(15.3)

�0.0005

Females 227/290
(78.3)

281/580
(48.4)

347/1669
(20.8)

<0.0005

Of those with serious problems

Did not feel the need for help

Males 16/59
(27.1)

46/120
(38.3)

175/374
(46.8)

<0.003

Females 69/227
(30.4)

105/281
(37.4)

171/347
(49.3)

<0.0005

Felt the need for help but did not try to get any

Males 31/59
(52.5)

54/120
(45.0)

123/374
(32.9)

<0.001

Females 96/227
(42.3)

113/281
(40.2)

100/347
(28.8)

<0.001

Felt the need for help and asked for it

Males 12/59
(20.3)

20/120
(16.7)

76/374
(20.3)

no trend

Females 62/227
(27.3)

63/281
(22.4)

76/347
(21.9)

<0.0005

.
Adapted from Evans et al. (2005b), with permission.



It was clear that the coping strategies employed differed between the three

groups for both males and females (Figure 5.2).

Overall, the most notable difference between the three groups was

having an alcoholic drink when worried or upset, which was reported by far

more of those with a history of deliberate self-harm or thoughts of

self-harm. Adolescents with a history of deliberate self-harm were more

likely than other adolescents to report staying in their rooms. Females who

had self-harmed were more likely to report getting angry than other females

(Figure 5.2b). More males and females who had engaged in deliberate

self-harm appeared to use these kinds of emotion-focused behaviours when

responding to a stressful situation rather than actively dealing with the cause

of the stress (Figure 5.2). Although adolescents without any history of

self-harm or thoughts of self-harm were more likely than others to report

employing problem-focused approaches, such as trying to sort things out

and talking to someone, they were also more likely to employ the emotion-

focused strategy of trying not to think about what it was that was worrying

them (Figure 5.1)
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Figure 5.1 Coping strategies employed by adolescents in our schools study when faced with

stressful situations according to history of deliberate self-harm, thoughts of self-harm or neither.

Adapted from Evans et al. (2005b), with permission.
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Figure 5.2 Coping strategies employed by adolescents in our schools study when faced with

stressful situations, according to history of deliberate self-harm, thoughts of self-harm or neither.

(a) Males; (b) females. Adapted from Evans et al. (2005b), with permission.
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Talking to others

Almost all the adolescents in our schools study (95.4%) reported that they

had at least one category of person to whom they felt they were able to talk

about things that really bothered them; just under half the sample (45.7%)

had at least four categories of people to whom they felt they could talk.

Those who had engaged in deliberate self-harm had fewer categories of

people with whom they felt able to talk compared with those with only

thoughts of self-harm, who in turn reported having fewer people with

whom they felt able to talk when compared with those who reported neither

self-harm nor thoughts of self-harm.

With whom do adolescents feel most able to talk?

It is vital to find out the people with whom adolescents feel able to talk about

things that really bother them if we are going to be able to effectively target

advice and education regarding how best to help people who are struggling

with thoughts or acts of deliberate self-harm.

Almost 85 per cent of the adolescents in our schools study said that they

felt that they were able to talk to a friend about things that really bothered

them. This was followed in frequency by mothers (67%). Only 20 per cent of

adolescents felt that they could talk to their teachers about things that really

bothered them. Males and females with a history of an episode of deliberate

self-harm or thoughts of self-harm generally felt less able to talk to people

than adolescents without such thoughts or behaviours (Figure 5.3). There

were significant differences between the groups of adolescents in this

respect for family members and other relatives. Female adolescents with

deliberate self-harm or thoughts of self-harm were less able to talk to their

friends than other adolescents.

To whom did adolescents who engaged in deliberate
self-harm turn for help?

Of those adolescents in our schools study who had sought help before

engaging in deliberate self-harm, females (49.8%) were more likely than

males (36.7%) to have tried to get help from at least one source beforehand.

In general, the most common potential source of help to whom the adoles-

cents had turned was a friend (41.0%) (Figure 5.4). Females (43.8%) were

more likely than males (31.9%) to have tried to get help from a friend.
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Figure 5.3 People with whom adolescents in our schools study felt that they could talk about

problems, according to history of deliberate self-harm, thoughts of self-harm or neither. (a)

Males; (b) females. Adapted from Evans et al. (2005b), with permission.
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Adolescents who had engaged in deliberate self-harm were asked to indicate

from a list who (if anyone) knew about what they did on the last occasion

that they had harmed themselves. In almost 80 per cent of cases, at least one

person knew about the adolescent’s episode of deliberate self-harm. Friends

were most likely to know (72.4%), followed by mothers (26%) and siblings

(24%). This pattern was the same for both genders.

What stopped adolescents from seeking help?

Overall, 53 per cent of the adolescents in our schools study who had

engaged in deliberate self-harm said that they had not tried to seek help

beforehand. They were asked to explain in their own words why they had

not sought help. A small number of adolescents said that this was because

they had wanted to die. However, by far the most common answers given to

the question were that they had not needed or wanted any help:
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Figure 5.4 Sources of help approached by adolescents in our schools study engaging in deliberate

self-harm, by gender. From Evans et al. (2005b), with permission.



Because I didn’t want help.

I didn’t need it. I could get through on my own and I did better than if
anyone had helped me.

I’m not an attention seeker. I don’t want or need help from anyone
especially not in that state of mind.

Other adolescents explained that they thought that their problem was not

serious enough for them to seek help:

I did not feel it was serious enough for help.

I didn’t feel it was important enough.

My problems seem small compared to the world problems and I don’t
want to be ungrateful for what I have.

Didn’t feel my problems were important enough.

Other adolescents acknowledged that they had problems but felt that they

should deal with them themselves:

Because it was my problem to face by myself.

Because it was my problem and I had to deal with it in my own way.

Because I don’t talk about my problems because they are MY problems.

There was also often a certain element of shame mixed with fear about how

others might react. As a result, a large number of adolescents were concerned

about other people knowing what they were doing:

I didn’t want to tell anyone, because I was embarrassed.

I was ashamed.

I didn’t want people to worry about me and I didn’t like people to
think of me as depressing.

Linked to this was the notion that other people would not understand why

the adolescents engaged in this kind of behaviour. Some adolescents were

particularly worried that their behaviour would be seen as attention-seeking:

Because people might think I was a stupid little girl who just wanted
attention. I didn’t think anyone could help me then.
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Because if I said to anyone, look I’m fed up of life so I’m going to take
an overdose, and they would just say I’ve got no sympathy for you –
carry on.

I was frightened people would think I was just trying to get sympathy
and attention, which I wasn’t.

Because I felt as though no one would understand me and that they
would think I was being a stupid attention seeker or it was just my
hormones etc. I felt no one could see exactly why I was doing it.

Sadly, a small number of adolescents mentioned that they felt that no one

would be able to help them or would want to help:

I didn’t feel anyone could help me any more.

I didn’t think that anyone would actually want to listen.Why would
anybody want to listen to me when there was nothing specifically
wrong with me? I just felt depressed.

Because I didn’t feel as though anyone cared about me enough to care
if I tried to kill myself.

Did adolescents who had thoughts of self-harm seek help?

Adolescents from our schools study who reported thoughts of self-harm but

had not actually engaged in deliberate self-harm in the past year were asked

whether they had talked to or tried to get help from certain sources. Sixty per

cent of adolescents in this category had talked to or tried to get help from at

least one source, with significantly more females (63.6%) than males

(50.4%) having done so. Help was most often sought from friends (49.9%);

the second but much less frequently used source of help was family members

(18.3%). Males were more likely than females to have talked to or tried to get

help from a psychologist or psychiatrist.

Attitudes towards young people who engage in deliberate
self-harm

Self-harming behaviour often arouses intense negative reactions in others,

including clinicians and the general public (Gratz, 2003). We were very

interested in finding out about how the adolescents in our schools study

viewed young people who engaged in deliberate self-harm. In order to do

this, we asked all the adolescents who completed our questionnaire about
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their attitudes towards young people who harmed themselves. They were

asked to indicate whether they agreed with five statements about young

people who engaged in deliberate self-harm.

We compared the responses from adolescents who had engaged in

self-harm with those who had had thoughts of self-harm and those who had

not engaged in either behaviour (Table 5.2). We found that similar percent-

ages from the three groups considered that most young people who harmed

themselves were lonely and depressed. Similarly, the statement that most

young people who harmed themselves could have been prevented from
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Table 5.2 Responses of adolescents in our schools study

to statements about attitudes towards people who harm

themselves (percentages in agreement), according

to whether in the previous year they had self-harmed,

had thoughts of self-harm or neither

Deliberate
self-harm (%)

Thoughts of
self-harm (%)

Neither (%)

Most young people who harm
themselves are lonely and
depressed

61.5 63.4 62.6

Most young people who harm
themselves do it on the spur of
the moment

32.4 21.1 19.4

Most young people who harm
themselves are feeling suicidal

38.1 45.4 35.6

Most young people who harm
themselves are trying to get
attention

24.3 31.2 36.5

Most young people who harm
themselves could have been
prevented from
doing so

51.3 57.8 55.0



doing so provoked little difference in opinion between the three groups,

with slightly fewer of the respondents who had engaged in deliberate

self-harm agreeing with the statement compared with the other two groups.

Whether deliberate self-harm was an impulsive act was an area in which

there were differences in opinion between the three groups. Almost a third

(32.4%) of those respondents who had engaged in deliberate self-harm

agreed that young people who harmed themselves did so on the spur of the

moment, but only a fifth of those who had had thoughts of self-harm

(21.1%) and those who had not engaged in either behaviour (19.4%) agreed

with the statement. Similarly, those who had engaged in deliberate self-harm

were more likely to express agreement with the statement that most young

people who self-harm are feeling suicidal, while those who had not

self-harmed or had thoughts of self-harm were least likely to agree with this

statement.

In Chapter 3, we explored the motivation behind acts of deliberate

self-harm and showed that the adolescents in our study were unlikely to

explain their behaviour in terms of seeking attention. Although this result

has also been found elsewhere (e.g. Favazza and Conterio, 1989; Hawton et

al., 1982a), it is important to emphasise it in order to counter the commonly

held belief that people who carry out acts of deliberate self-harm use this

behaviour as a means of seeking attention. The attitudes expressed by

respondents in each of the three groups differed in that those who had

engaged in deliberate self-harm were least likely to endorse the statement

(24.3%), while those who had neither engaged in self-harm nor had

thoughts of self-harm were the most likely to endorse this statement

(36.5%). There were, therefore, some differences in terms of attitudes

expressed in response to the five statements about young people who harm

themselves, with the most notable differences concerning the impulsive

nature of the act of deliberate self-harm and the notion that those who

engage in deliberate self-harm are seeking attention.

Attitudes towards contacting helping agencies

Pupils in our schools study were asked to comment on helping agencies and

how such agencies could best help other people of their age who were expe-

riencing problems. A common theme to emerge from the responses to this

question concerned the stigma that adolescents felt surrounded the issue of

‘asking for help’. Several adolescents said they thought that young people
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may feel embarrassed about asking someone for help or may lack the confi-

dence to actively seek help for fear that others will make fun of them:

I don’t know, but people might get embarrassed going to them and
people might take the mickey out of them so that is why people don’t
always go to them.

Most young people don’t have enough confidence to call the helplines.

Make it more appealing to everyone so people don’t feel scared of
asking for help.

Many adolescents expressed the view that young people needed to be made

more aware of the crisis and helpline services that exist. This suggests that

the advertising of such services needs to be better targeted, not only to

improve awareness of the existence of the services but also to increase aware-

ness of what the services offer. It also appeared that many of the adolescents

were not aware that agencies could help with all kinds of problems, no matter

how big or small:

Make themselves more known.

Publicity should be a major issue.

In their adverts, they just seem to be helping those with huge
problems, so they could show that they help those with small
problems as people don’t think that their problems are significant.

Although the adolescents often appeared to recognise the importance of

having someone to turn to who would listen to their problems, they also

often wanted helping agencies to offer advice and solutions to their

problems. In addition, the need for people who work in helping agencies to

be able to empathise with young people was emphasised. One suggestion

that cropped up regularly was that agencies should recruit younger people as

volunteers, who would then be more able to understand the problems of

adolescents:

To sit and listen to them, try to give advice that they could use, don’t
judge them.

By listening to them and looking at the problems from a young
person’s view but with adult experience so that they can give good
advice.
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By having people who have been through it themselves and have
young people on the phone so that the caller can relate to them.

We would need to talk to youngish people – 17–24 – that could relate
to our problems and understand us and we may be able to trust them
completely.

They should have younger members so that youngsters like us can talk
to them as young members have the right attitude to help.

Finally, a large number of the adolescents thought that having helping

agencies visit their schools on a regular basis would be a good idea so that

pupils would have the opportunity to talk to someone:

Come to schools and ask children out of class (interview them) if they
have any problems they wish to discuss.

Come into schools on a regular basis and talk to every child.

Visit a lot more schools so that young people know what it was all
about.

Summary and implications

The majority of adolescents in our schools study who had engaged in delib-

erate self-harm and about half of those who had experienced thoughts of

self-harm indicated that they felt that they had had recent serious personal,

emotional, behavioural or mental health problems. In some cases, thoughts

of self-harm might reflect a stage of adolescence in which the concept of an

individual’s own mortality is developing rather than being a sign that some-

thing is seriously wrong, in which case it is perhaps not so surprising that

many adolescents who have thoughts of self-harm do not think they have

serious problems. In other cases, however, thoughts of self-harm will reflect

major distress and may lead to actual self-harm or suicidal acts.

What is more worrying is the finding that a quarter of adolescents who

reported having actually engaged in deliberate self-harm did not consider

that they had a serious problem. This is in keeping with Saunders and col-

leagues’ (1994) finding that only about half of American adolescents with

thoughts of deliberate self-harm recognised that they needed help. This

suggests that adolescents may need help in order to recognise that they have

problems, to identify what those problems are, and to assess their severity.
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Compared with their peers, adolescents in our schools study who had

carried out acts of deliberate self-harm and those with thoughts of self-harm

mentioned fewer categories of people with whom they felt able to talk about

things that really bothered them. This means that their social support

resources were poorer than those of other adolescents. For most of those

adolescents with a history of a recent deliberate self-harm episode, at least

one person knew about it, but worryingly more than 20 per cent reported

that no one knew. Similarly, of those adolescents who reported having

experienced thoughts of self-harm, 40 per cent had not talked to or tried to

get help from anyone. Further research is needed to establish whether it is

the lack of support that results in suicidal phenomena or, conversely,

whether there is a tendency for adolescents who are experiencing problems

to isolate themselves from the support that could be offered by their social

network. Alternatively, it is possible that adolescents with problems have

fewer people to whom they can turn because their problems have driven

their sources of support away. This is an issue that would need to be investi-

gated longitudinally in order to see whether a causal relationship can be

established.

In terms of to whom specifically adolescents reported that they felt they

could talk, it is not surprising that the vast majority in our study felt able to

talk to their friends about things that really bothered them. Furthermore, if

help was sought before a deliberate self-harm episode, then it was most

commonly sought from friends. Friends were also most likely to know about

a deliberate self-harm episode and to try to provide help after the episode.

Similarly, adolescents with thoughts of self-harm were most likely to seek

help from their peers. These findings suggest that adolescents need to be

provided with education and advice on how best to help friends with

problems, including deliberate self-harm and thoughts of self-harm. This

may seem a large burden to place on adolescents, but clearly if they are the

main potential source of support for troubled peers then they need help in

managing this important role. This could be done in the context of mental

health education programmes in schools (see Chapter 6). Such programmes

should include advice on when an adolescent needs to seek help for a peer

from adults, even if this might involve breaching confidentiality in order to

best help a friend and perhaps prevent a suicidal act.

Teachers were viewed relatively rarely as a source of help by adolescents.

It may be that pupils are afraid that if they confide in a teacher, then others in

the school setting will find out about their behaviour or problems. Further
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research is therefore required to explore why teachers are not being utilised

as a source of help and support by distressed pupils. Given that teachers are

likely to be the only adults other than parents or guardians with whom the

adolescents will have regular contact, it is likely that teachers would also

benefit from education and advice on how best to help pupils who engage in

deliberate self-harm or who have thoughts of self-harm. Teachers would cer-

tainly need considerable support from other agencies if they are to adopt this

kind of supportive role.

The adolescents in our study who had engaged in deliberate self-harm or

who had thoughts of self-harm indicated that they tended to use emotion-

focused coping strategies, such as having an alcoholic drink or getting angry,

when faced with problems. In contrast, adolescents without thoughts of

self-harm or self-harm behaviours more often said that they employed strate-

gies that focused actively on their problem, such as talking to someone or

trying to sort things out. Although this does not necessarily mean that

emotion-focused coping is always detrimental and that problem-focused

coping is more effective, the difference we found between the subgroups of

adolescents in our schools study is in keeping with findings from other

studies that indicate that adolescents with deliberate self-harm are less able

to solve problems effectively (Kingsbury et al., 1999; Rotheram-Borus et al.,

1990) and are more likely to engage in emotion-focused coping, whereby

they focus on their emotional response to the stressor rather than dealing

with the root cause of the stressor. As a result, these adolescents may be less

able to cope effectively with the stressors in their lives and are, therefore, at

greater risk of repeat episodes of deliberate self-harm, which in some cases

will lead to completed suicide.

Nearly two-thirds of the total sample of adolescents in our schools study,

including those with a history of deliberate self-harm and those with

thoughts of self-harm, considered adolescents who had engaged in deliber-

ate self-harm to be lonely and depressed. However, more of the adolescents

who had self-harmed considered the act to be often impulsive and to say that

most self-harmers are feeling suicidal. It is problable that the appraisal of

self-harmers by those who have engaged in deliberate self-harm is likely to

be more realistic.

In this chapter, we have explored the different help-seeking behaviours

that distinguish adolescents who have carried out acts of deliberate self-

harm or who have experienced thoughts of self-harm from adolescents who

have experienced neither. In particular, we have explored the adolescents’
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coping strategies and their attitudes towards seeking help. Adolescents who

have engaged in deliberate self-harm or who have experienced thoughts of

self-harm are more likely to employ coping strategies that avoid the stressor

and concentrate on the emotional response to the stressor. They are also

likely to have fewer sources of social support to turn to when they are feeling

worried or upset. Finally, they appear to view self-harmers and the act of

self-harm somewhat differently to other adolescents. In Part 2, we discuss

the implications of the findings from Part 1 for educators, schools, teachers,

clinicians and crisis agencies.
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Part 2

Prevention and Treatment

of Deliberate Self-harm

in Adolescents





C H A P T E R 6

Schools and Deliberate
Self-harm

Introduction

In the first part of this book, we focused on providing the reader with infor-

mation concerning what is known about deliberate self-harm in adolescents.

This information has been obtained both from our thorough review of the

international literature and from our large schools study.

One of the key aims of our schools study was to establish the prevalence

of deliberate self-harm and thoughts of self-harm in a large representative

sample of adolescents in England. We presented our main findings in Part 1

of this book and have shown that the majority of cases of deliberate

self-harm by adolescents do not result in presentation to hospital. Other

research in England has shown that some young people who die by suicide

have a history of previously undetected deliberate self-harm (Hawton et al.,

1999a) and that this is also the case in some young people who subsequently

present to hospitals because of a further episode of deliberate self-harm

(Hawton et al., 1996).

In our schools study almost 7 per cent of adolescents reported engaging

in deliberate self-harm in the past year. Similar surveys from the USA, Aus-

tralia and other countries in Europe also suggest that this behaviour is

common, with prevalence figures ranging from approximately 4 per cent to

10 per cent of adolescents reporting acts of deliberate self-harm in the year

before being questioned. Furthermore, a sizeable proportion of adolescents

think about but do not carry out acts of self-harm. In our schools study, 15

per cent of the sample had thought about deliberate self-harm in the

previous year but had not engaged in the act. We have also shown that a large

proportion of the adolescents who reported deliberate self-harm had not
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tried to seek help beforehand. Some said they had not sought help because

they did not think that their problems were serious enough, while others felt

that they really ought to deal with their problems themselves rather than

turn to someone else. Perhaps of most concern was the fear about how others

would react: many young people in our sample reported feeling embarrassed

or ashamed of what they were planning to do or had done. Still more felt that

other people would not understand why they were planning to harm them-

selves.

We know that a large proportion of those adolescents who engage in

deliberate self-harm do so impulsively; for example, in our schools study, 50

per cent of those who cut themselves and 36 per cent of those who took

overdoses said that they had thought about harming themselves for less than

an hour beforehand. We also know that the vast majority of deliberate

self-harm does not come to the attention of the medical profession: in our

study, only 12.6 per cent of cases of deliberate self-harm had resulted in pre-

sentation to hospital. Thus, the combination of the impulsive nature of

self-harming behaviour and the reluctance of adolescents to seek help other

than from their friends means that there is often little time for intervention

before the act once an adolescent has started to think about it.

In this chapter, we focus on schools. In particular, we look at school-

based prevention strategies, detection of young people at risk and dealing

with the aftermath of deliberate self-harm and suicide.

Why base prevention strategies in schools?

Wyn and colleagues (2000) highlight the fact that schools are only one of

the places where the environment can affect young people’s well-being.

They state that although schools provide an attractive setting for prevention

programmes, it would be simplistic to ignore the role of other areas of life in

which young people’s mental health and well-being are shaped. In contrast,

Davis and Sandovel (1991) argue that the prevalence of suicidal behaviour

among youths is such that every school and community should be prepared

to deal with it.

There are sound reasons to consider schools as a suitable setting for pre-

vention strategies. For example, our review of the international literature

demonstrated a likely association between suicidal phenomena and many

school-related variables, such as poor academic performance, poor school

attendance and having a negative attitude towards school and schoolwork.
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In addition, Patton and colleagues (2000) point out that schools are arguably

the only point of almost universal access to young people at a time during

which emotional problems and behaviours with long-lasting harmful effects

on health commonly emerge. Klingman and Hochdorf (1993) suggest that

schools are considered the best community location for primary prevention

because the goal of many prevention programmes is compatible with the

very goals of the educational process, namely optimising the students’

adjustment and improving their quality of life.

A further point has been raised by American writers who have noted that

there has been increasing concern with legal issues surrounding the respon-

sibility and liability of the school with regard to teenage suicide. Miller and

DuPaul (1996: p.221) noted that in the USA school districts ‘can and have

been sued for inadequate suicide prevention programmes’. On the other

hand, they noted that legal issues are also a barrier for implementing

suicide-prevention programmes because schools can find themselves in a

‘no-win’ situation where they can be legally accountable for not having pre-

vention programmes in place and yet also may be criticised for offering such

programmes (Davis et al., 1988). Several cases have been brought against US

schools claiming that school personnel had deficient training in suicide pre-

vention (Poland, 1995).

Nevertheless, Kalafat and Elias (1995) argue that since children and

adolescents spend much of their time in school, school-based programmes

have been and are likely to remain the centrepiece of suicide prevention

efforts. Shaffer and Gould (2000) expand this point and highlight three

reasons why a school-based approach is appealing:

• Deliberate self-harm and thoughts of self-harm are common
during the school years.

• Adolescents are gathered conveniently in schools, so that
evaluations can be carried out or interventions provided in a
cost-effective manner.

• Schools are a good place for treatment because teenagers attend
school-based clinics more regularly than they do hospital clinics.

Another important reason for focusing on the school setting is that the

majority of suicidal youths come to the attention of their peers rather than

adults. These peer confidants may play a pivotal role in the prevention of

youth suicide if they take responsible action on behalf of their troubled peers
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(Kalafat and Elias, 1994). Thus school prevention programmes have a

double role to play: to raise awareness of the sources of help that are available

to young people who are engaging in self-harm and to better support,

prepare and equip young people who may be the first port of call for a friend

when he or she is thinking of or has already carried out an act of deliberate

self-harm. School prevention programmes may play a vital role in teaching

adolescents about when it is appropriate to break a friend’s confidence and

to whom they can turn for help themselves.

What approaches have been used in schools?

School-based prevention programmes can be considered in three categories:

• Primary prevention, where the aim is to modify factors that might
predispose individuals to suicidal phenomena, e.g. changing
attitudes or improving coping skills.

• Secondary prevention, which is targeted at individuals who have
been identified as at risk but who have not yet made a suicide
attempt.

• Tertiary prevention, which involves providing help for individuals
who have made a suicide attempt. It can also include
endeavouring to limit the impact of suicidal behaviour on others,
such as peers and family members.

At each of these prevention levels, various agencies may be involved, for

example schools, families, mental health professionals and helping organisa-

tions such as Samaritans and other telephone and crisis services.

Primary prevention

Suicide-awareness programmes

The most common approach to the primary prevention of adolescent suicide

involves curriculum-based prevention or education programmes. Garland

and colleagues (1989) conducted a national survey of suicide-prevention

programmes in the USA and found that many adopted a universal strategy. In

other words, the programmes were directed to all pupils, regardless of indi-

vidual susceptibility, experience or vulnerability. They noted that the

programmes tended to be based on two key assumptions:
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• Suicide is a consequence of stress: because stress may be
experienced by anyone, it can be argued that everyone is a
potential suicide risk.

• Teenagers turn to other teenagers when in distress or in need of
emotional support. The role of friends and peers in the early
recognition of suicidal behaviour and prevention of suicide
cannot be overemphasised (Shafi et al., 1985).

As an approach to suicide prevention, these types of programme have

received a lot of attention (Fox and Hawton, 2004). Many of these

programmes aim to increase awareness of suicidal behaviour, with the goals

of encouraging pupils to disclose their feelings and preparing adolescents to

identify at-risk peers and training them to take ‘responsible action’ (Kalafat

and Elias, 1994). Linked to this point, Kalafat and Elias (1995) highlight the

fact that misconceptions about suicide have been associated with a failure to

respond actively to suicidal peers. Thus, the idea is that the more that adoles-

cents know about suicide warning signs and sources of help, the more likely

they will be to ask for help for themselves or to encourage their peers to seek

help.

Many programmes use some form of trigger to introduce the students to

the topic of suicide. This may take the form of a vignette or a video (Hazell

and King, 1996). Unfortunately, due to the tendency to choose attractive

actors and to dramatise the action by showing explicit details of the suicide

act, and by trivialising the precipitants to the suicide, such ‘educational’

videos often share most of the unwanted characteristics of news and fictional

broadcasts of suicide that are thought to encourage imitation (see Chapter 8

for a discussion of media influences). Furthermore, Garland and colleagues

(1989) raised the objection that programmes often minimise the contribu-

tion that psychiatric disorder makes to the problem of suicide and suicide

behaviours. Hazell and King (1996) suggest that this is almost certainly a

deliberate strategy to increase the acceptability of the programmes. This is

supported by the findings of Garland and colleagues (1989), who reported

that several programme directors indicated that they deliberately avoided a

mental illness orientation in their programmes in favour of the stress model,

because they assumed that emphasising the links between psychiatric illness

and suicide would discourage disclosure of suicide intent by affected

teenagers.
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A typical school-based education programme aiming to increase aware-

ness of the problem of suicide would review the epidemiology of adolescent

suicide and then provide a description of warning signs that would encour-

age and help staff and students to identify others at risk. It would also aim to

counteract permissive and positive attitudes about suicide (Fox and Hawton,

2004; Shaffer and Gould, 2000). However, Shaffer and Gould (2000) note

that there is, as yet, no evidence that these excellent goals can be met by these

programmes. Indeed, there is conflict in the published literature as to the

effectiveness of such programmes, with some researchers warning that they

may actually have a negative impact on the mental health of adolescents by

increasing the acceptability of suicide (Shaffer et al., 1990). For example,

some studies have found that the programmes resulted in an improvement in

knowledge (Kalafat and Elias, 1994; Silbert and Berry, 1991) or attitudes

(Kalafat and Gigliano, 1996), while other studies have reported either no

benefits (e.g. Shaffer et al., 1990) or unfavourable effects (Overholser et al.,

1989; Shaffer et al., 1991).

Concerns about the potentially harmful nature of suicide-awareness

programmes that have been directed at students have led to demands for a

focus on the problems facing adolescents rather than on youth suicide in par-

ticular (Beautrais et al., 1997). The Guidelines for Schools document compiled

by Beautrais and colleagues presents a strong case for incorporating suicide-

prevention messages within the context of positive mental health promotion

programmes. The key considerations underlying this decision have been,

first, the fear that suicide-awareness programmes for students may encourage

them to view suicide as a legitimate response to their stress. Second, research

has shown that a large proportion of young people dying by suicide or

making suicide attempts will have had a recognisable psychiatric disorder

before the suicide attempt (e.g. Beautrais et al., 1996; Burgess et al., 1998;

Hawton et al., 1999a; Kerfoot et al., 1996; Shaffer et al., 1996). At present,

there is insufficient evidence to either support or not support curricu-

lum-based suicide-awareness programmes in schools (Gould et al., 2003). As

a result, interest has moved towards an alternative approach to prevention

that focuses instead on skills training for staff and/or pupils.

Skills training programmes

In contrast to raising awareness about suicidal behaviour, skills training

programmes focus on targeting ways of addressing the problems that lead to
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thoughts of self-harm. This emphasis is on helping young people to acquire

alternative methods of problem-solving, coping and cognitive skills and to

recognise existing sources of help.

An example of such a programme is described by Klingman and

Hochdorf (1993), who reported on a skills training programme they

designed to improve adolescents’ ability to cope with distress and to enhance

their awareness of and response to peers in distress. Tools employed to teach

the skills were selected vignettes used to aid role-playing improvisations,

newspaper clips, handouts, written exercises and group discussion. Their

intervention led to an improved awareness of coping responses and a

lessened intent to commit suicide in boys. However, as pointed out by

Shaffer and Gould (2000), further research is needed to see whether these

changes in attitude are translated into actual changes in behaviour.

Mental health awareness programmes

Rather than focusing explicitly on deliberate self-harm and suicide, a third

approach is to focus more generally on improving adolescents’ awareness

of mental health issues. There is increasing awareness of mental health

problems in young people, with evidence that rates of depression in adoles-

cents have risen over the past few decades (Fombonne, 1995; Klerman,

1988; Volkmar, 1996). In some cases, depression can lead to suicidal

thoughts or actual acts of deliberate self-harm. Indeed, as discussed earlier,

many adolescents who engage in acts of deliberate self-harm and present to

hospital are suffering from psychiatric disorders, especially depression and

anxiety (Burgess et al., 1998; Kerfoot et al., 1996). In our review of the inter-

national literature on school-based and community studies, we found that

deliberate self-harm was associated strongly with psychiatric disorders, in

particular depression and anxiety. Similarly, in our schools study, levels of

depression and anxiety were significantly higher in those adolescents with a

recent history of deliberate self-harm.

Although life events and difficulties will contribute to the mental health

problems of adolescents, there is evidence to show that specific characteris-

tics of adolescents may make them more vulnerable to the effects of stress.

One factor is their level of problem-solving skills. Poor problem-solving

ability has been linked to both depression (Adams and Adams, 1991, 1996;

Sacco and Graves, 1984; Sadowski and Kelly, 1993) and suicidal behaviour

(Kingsbury et al., 1999; Speckens and Hawton, 2005) in clinical and com-

Schools and Deliberate Self-harm 123



munity samples of adolescents. Another important, although less studied,

vulnerability factor is self-esteem, i.e. how individuals regard and value

themselves. Adolescents with a history of deliberate self-harm in our schools

study had lower self-esteem than other adolescents.

In addition to the characteristics that may make adolescents more vul-

nerable to the effects of stress, an important aspect of prevention of psychiat-

ric problems and deliberate self-harm in adolescents is the extent to which

they feel able to seek help. As we have noted already, young people see their

peers as an important source of support. Indeed, Evans and colleagues

(1996) found that adolescents rated having close friends as one of the most

important sources of help when feeling suicidal or in a crisis. In addition,

Hennig and colleagues (1998) found that 50 per cent of adolescents said

that when they were in a crisis they were more likely to turn to a friend than a

parent or counsellor. The responses of adolescents in our schools study

indicate that many had found seeking help difficult and that they were often

poorly informed about voluntary agencies and the kind of help that they can

provide. Furthermore, even though adolescents see their peers as an impor-

tant source of support, there are important questions concerning the extent

to which they are able to (i) recognise when friends are having difficulties, (ii)

provide help, either themselves or through involving other people, and (iii)

know when it is both important and acceptable to break confidences in

order to get help for a friend.

Mental health awareness programmes have been developed largely in

countries other than the UK, such as Australia (e.g. Patton et al., 2000). Some

of these programmes have focused on specific problems, especially alcohol

abuse (Komro et al., 2001) and depression (Clarke et al., 1993). A broad

school-based mental health programme in Pakistan resulted in considerably

improved mental health in school children who received the intervention

(Rahman et al., 1998). Some studies have produced less positive results (e.g.

Clarke et al., 1993), but the size of such studies has usually been so small that

they were likely to have been underpowered to find an effect.

Approaches to school-based mental health promotion include a range of

different types of intervention. Some are class-based and aimed at delivering

a specific curriculum to all children in the class, others aim to change the

ethos of the school, i.e. a whole-school approach, and others combine both

class and whole-school approaches. The content of school-based mental

health promotion interventions also varies greatly. Some programmes aim to

teach pupils techniques that can help them to understand that there are many
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different ways of thinking about or reacting to problems, perhaps by

focusing on specific behaviours, skills or environmental or cultural factors. A

systematic review of the effects of mental health promotion programmes in

schools was carried out by Wells and colleagues (2003). The results of this

review suggest that the most successful interventions were those that were

provided continuously over extensive periods of time, i.e. a year or more.

Although the evidence was limited, they also found support for

whole-school approaches that aim to involve everyone associated with the

school, including pupils, staff, families and the community, as well as trying

to change the environment and culture of the school.

There is a need for development and evaluation of school-based mental

health awareness programmes in the UK. In our schools study, many respon-

dents reported that although they could, and had, turned to friends when

faced with problems, relatively few reported feeling comfortable about

talking to their teachers about things that really bothered them. Further-

more, other researchers (e.g. Esters et al., 1998) have noted that although the

school counsellor is in the front line for providing assistance, very few

students indicate that they have used this resource or other trained profes-

sionals for help with emotional problems. Instead, most have just turned to

friends and family. Indeed, it is well known that mental health service

resources designed to assist those in need of care are underutilised. One

factor thought to contribute to this is the stigma attached to mental illness

and the associated help-seeking process. Esters and colleagues (1998) sug-

gested that the logical step in removing the stigma and thus removing an

obstacle to service delivery would be to promote positive attitudes about

seeking psychological help and to point out that adolescence is a prime time

to attempt this. We suggest therefore that as part of a whole-school mental

health awareness programme, there should be a focus on the key factors that

are known to be important with regard to development and prevention of

mental health problems in adolescents. The following therefore seem to be

appropriate components:

PROBLEM-SOLVING SKILLS

The importance of developing effective problem-solving skills should be

focused on, and adolescents should be given the opportunity to identify and

try out different problem-solving strategies in the safe environment of the

classroom. This might be in response to case vignettes.
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SELF-ESTEEM

A simple explanation of what self-esteem is and why it is important should

be provided. Pupils should then be taught how to measure their self-esteem

along with simple strategies for countering negative thoughts and improv-

ing how they feel about themselves.

COPING WITH STRESS

Although adolescence is not necessarily a period of intense turmoil, it is a

time of potential stress related to rapid and dramatic physical, hormonal,

cognitive and psychological changes. It is important therefore for adoles-

cents to recognise the symptoms of stress and to learn how to implement dif-

ferent strategies for coping with it.

AWARENESS OF MENTAL HEALTH PROBLEMS

Awareness of what mental health problems are and how to recognise

whether someone (self or others) is experiencing such problems are impor-

tant skills for adolescents to learn. This clearly needs to be at a simple level,

but it should include how to recognise whether oneself or someone else is

depressed or anxious. This seems particularly pertinent since, as we have

emphasised, adolescents are more likely to turn to peers than to adults for

help with their problems.

SEEKING HELP AND HELPING OTHERS

Different strategies for seeking help when adolescents are faced with emo-

tional problems (either their own or a peer’s) should be outlined. It is particu-

larly important to explore with adolescents about when and how to break a

confidence in order to get help from an adult for a friend who is at risk. It is

also vital to highlight the different sources of support that are available to

adolescents, with guidance on which source is best for which type of

problem.

Secondary prevention

The goal of secondary prevention is to prevent an already existing condition

from progressing. Therefore, the goal in relation to self-harming behaviour

would be to identify those adolescents who are either experiencing thoughts

of self-harm or suicidal ideation or who are at risk of or already engaging in

deliberate self-harm, with a view to referring these adolescents for treat-
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ment. Proactive approaches, such as screening programmes, that focus on

identifying adolescents most at risk for suicidal behaviour have been sug-

gested by a number of authors (e.g. Garfinkel, 1989; Reynolds, 1991;

Reynolds and Mazza, 1994; Shaffer et al., 1988).

Screening programmes

A variety of approaches using direct assessment have been proposed for

identifying adolescents at risk (Miller and DuPaul, 1996). One approach

involves a comprehensive class or school-wide screening focusing on pupils’

global behaviours and overall well-being. This may include responses to

questionnaires by pupils, their teachers, their parents and their peers. This is

costly in terms of the time and effort required from many individuals. An

alternative method is to focus on a narrower range of behaviours associated

more closely with suicidal behaviour. This would also initially involve the

screening of a class or whole school, followed up by individual interviews

with those considered to be at risk.

A well-known screening programme that specifically targets at-risk

individuals in schools is the Columbia Teen Screen (Shaffer et al., 1996).

This programme elicits information on mood disorders, substance abuse and

suicidal ideation and behaviour. It involves three stages of screening. In the

first stage, all students complete a brief self-report questionnaire in class.

Those identified as having abnormal scores then complete the Diagnostic

Interview Schedule for Children (Shaffer and Gould, 2000). The third stage

involves a face-to-face interview with a clinician, which will determine the

need for referral for treatment or further evaluation. This programme has

been running since 1996, has been found to be efficient and is now operat-

ing in over 45 sites in the USA (Shaffer and Craft, 1999).

Similarly, Reynolds (1991) has proposed a two-stage process of identi-

fying young people who are actively thinking about killing themselves that

uses both his Suicidal Ideation Questionnaire (Reynolds, 1987) and his

Suicidal Behaviors Interview (Reynolds, 1990). The first stage involves all

the young people in a school completing the Suicidal Ideation Question-

naire, which is designed to evaluate whether or not they are experiencing

thoughts about suicide. A significant proportion of adolescents are likely to

be identified; for example, in our schools study, 15 per cent of our sample

indicated that they had had thoughts of self-harm in the previous year (in

addition to 6.9% who reported actual self-harm). These adolescents are then
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invited to have a clinical interview to allow further evaluation of their

suicidal status. Reynolds acknowledges that conducting clinical interviews

on a large number of young people can be costly in terms of time and

resources but suggests that this cost is small ‘given the potential outcomes of

not evaluating the suicidal status of young people who are thinking of

killing themselves’ (Reynolds, 1991: p.68).

Concerns about screening exist. For example, timing is important.

Students at low risk of suicide at one screening may be at high risk a month

later. Furthermore, because the signs indicating that an adolescent may

engage in some form of suicidal behaviour can lack specificity (the signs are

common in non-suicidal teens and include sadness, irritability and social

withdrawal), there may be many false-positive cases. The referral of

false-positives (pupils who are not truly at high risk of suicide or self-harm

but who nonetheless score in the danger zone of the instrument) can be

expensive and problematic and risks stigmatisation, both by the individuals

themselves and by peers. Schools are also faced with the difficult decision of

whether, when and how often to screen their pupils.

Beautrais and colleagues (1997) are clear in that they do not recommend

the use of screening instruments in schools for the identification of young

people at risk of suicide. Instead, they recommend that all teachers and, to a

lesser extent, other school staff receive initial training to enable them to

identify common signs that would prompt them to refer an individual to a

counsellor. We would largely concur with this view, regarding screening as

not very appropriate in the UK. However, the appropriateness of screening

may depend partly on cultural values and attitudes.

Peer identification of at-risk adolescents

Even though adolescents see their peers as a key source of support, there is

the important question of the extent to which they are able to recognise

when friends are having difficulties and provide help, either themselves or

through involving other people. This may seem a large burden to place on

adolescents, but clearly if they are the main potential source of help for

troubled peers then they need help in managing this important role. As a

result, it is important to consider that vulnerable young people may be taking

responsibility for some adolescents who are very disturbed and who might

challenge the resources of even experienced mental health workers.
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Intervention strategies that rely on peer helpers have been reviewed by

Gould and colleagues (2003), who noted that the role that peers play varies

considerably by programme, with some peers listening and reporting any

possible warning signs and others taking on counselling responsibilities.

Evaluations of these programmes are limited and often confined to student

satisfaction measures. Potential negative side effects have not been explored.

Indeed, Lewis and Lewis (1996) note that there is not yet a sufficient body of

evidence documenting the efficacy or safety of peer-helping programmes,

despite their widespread use, at least in the USA.

Tertiary prevention: dealing with the aftermath

All schools are likely at some stage to have at least one student seriously

attempt suicide or die by suicide. When this happens, there will be conse-

quences for other students. Many students will experience intense emotions

of grief, guilt and anger as they try to understand and make sense of what

may seem an inexplicable act. For some, it may bring back memories and

reactions to other loss experiences. Perhaps most worryingly, for a small

number of pupils, especially those who may already be experiencing diffi-

culties, it may raise awareness of suicide as an option for them. Adolescents

seem to be particularly vulnerable to the ‘contagious’ influence of suicide.

For example, research has shown that in general there is a significant associa-

tion between suicidal phenomena and exposure to suicide attempts in family

members (Statham et al., 1998). As we have noted already, there are also very

strong links between deliberate self-harm and exposure to acts of self-harm

by friends. This can give rise to the clustering of suicides that has been

known to occur in this age group (Gould et al. 1989, 1994). Indeed, Gould et

al. (1994) suggest that the ‘relative risk for suicide given exposure to the

suicide of one or more other persons may be quite great’. These findings

have clear implications for how the occurrence of suicidal behaviour in

schools is managed. As a result, the guidelines put together by Beautrais and

colleagues (1997) emphasise the importance of having a traumatic incident

response plan. The aim of this is to prepare staff for the impact of suicidal

behaviour and to ensure that procedures are documented so that staff can

follow them clearly, even though they themselves are likely to be experienc-

ing difficult emotions. This should result in there being a quick coordinated

direct response in the event of an incident.
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Professionals who are involved with adolescents in the school setting

must be aware that a suicide or suicide attempt within the school may have

an impact on other pupils and that appropriate support mechanisms should

be put in place for those who may also be at risk. A timely response to a

suicide is thought to be likely to reduce subsequent morbidity and mortality

in fellow students (Gould et al., 2003). The major goals of such a programme

are to assist the survivors in the grief process, identify and refer those who

may be at risk following the suicide, and provide accurate information about

suicide, while attempting to minimise suicide contagion and to implement a

structure for ongoing prevention efforts (Gould et al., 2003; Underwood and

Dunne-Maxim, 1997).

Hazell (1991) implemented postvention strategies in three schools in

Australia after pupils had committed suicide. The strategies employed in the

three schools were very similar, with adolescents who were considered most

at risk and those who were closest to the deceased being asked to take part in

a group discussion reflecting on the deceased and what they knew and how

they had responded to the event. The difficulty of predicting suicide was

explained with the aim of alleviating guilt. Symptoms of mental health

problems were described, and the importance of seeking help from a respon-

sible adult was emphasised, with certain members of the school staff

agreeing to take responsibility for monitoring those considered to be most at

risk. Although the impact of the programmes was not investigated in a sys-

tematic way, staff from the three schools reported that pupils were more

prepared to present their difficulties to school staff in that there had been an

increase in pupils presenting with distress and suicidal ideation in the subse-

quent months. They also seemed more willing to identify other pupils who

appeared to be at risk.

The problem with postvention programmes is that evaluation is sparse.

However, Gould and colleagues (2003) identified what they describe as a

‘small and methodologically limited, yet encouraging study’ by Poijula and

colleagues (2001). They found that no new suicides took place during a

four-year follow-up period in schools where adequate intervention took

place, whereas the number of suicides increased significantly in schools after

suicides with no adequate subsequent crisis intervention.

It is equally important for professionals who are involved with adoles-

cents in the school setting to be aware that deliberate self-harm is a relatively

common occurrence: 6.9 per cent of the adolescents who took part in our

schools study reported having carried out an act of deliberate self-harm that
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met our study criteria in the previous year. In England, the Oxfordshire Ado-

lescent Self-Harm Forum (2004), has produced guidelines that are written

with the aim of helping school staff to support young people who harm

themselves; an adapted version of these guidelines can be found in Appendix

III. The guidelines begin by outlining what self-harm is and what might

trigger episodes of self-harm. A number of alternative coping strategies for

young people are suggested, including writing, drawing and talking about

feelings, listening to loud music, drawing red lines on the skin with a

washable pen, and putting an elastic band around the wrist, which can be

snapped to cause pain. The main part of the guidelines focuses on how a

member of school staff can help. Ethical issues such as confidentiality are

discussed, and practical suggestions are put forward, such as how to manage

a meeting with the young person who self-harms, the provision of a sample

letter that can be sent to the parents/guardians of the young person and a

sample incident form that can be completed when a young person self-harms

on the school premises.

Summary and implications

In this chapter, we have focused on school-based initiatives for the preven-

tion of suicidal behaviour. We have argued that schools are well placed to

provide intervention and prevention programmes. We have suggested that

rather than focusing on suicidal behaviour alone, a more appropriate

approach would be to raise awareness about mental health issues in general.

Thus, a successful mental health programme will include a focus on address-

ing and managing the difficulties faced by young people and equipping

them with the skills to cope. This must include attention to recognising

problems in peers and the best ways of helping them. Furthermore, such a

programme should also involve the school staff to ensure that they have an

awareness of the nature of psychiatric disorders and the pressures and

problems that young people face, as well as the potential resources and

sources of help, both for the adolescents and themselves. In the next chapter,

we explore the role that the health service can play in the management

and prevention of deliberate self-harm and suicidal behaviour among

adolescents.
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C H A P T E R 7

The Health Service and
Deliberate Self-harm

Introduction

As we discussed in Chapter 5, there is clear evidence from a number of

sources to indicate that a substantial proportion of adolescents who carry out

acts of deliberate self-harm or have thoughts of self-harm do not receive

help. One important aspect of this issue is the attitude of young people to

help-seeking, especially those adolescents who have problems. For example,

in a study of adolescents in New Zealand, fewer of those who had thoughts

of self-harm said they would seek professional help than did their peers who

were not experiencing such problems but who were asked what they would

do if they did have thoughts of self-harm (Carlton and Deane, 2000). In our

schools study, a quarter of the adolescents who self-harmed did not think

that they had a serious problem. This confirms Saunders and colleagues’

(1994) finding that suggests that adolescents may need help in order to

identify their problems and assess their severity. Furthermore, compared

with their peers, adolescents in our study who reported deliberate self-harm

or thoughts of self-harm indicated fewer categories of people with whom

they felt able to talk about things that really bothered them. For most of

those with a deliberate self-harm episode, at least one person or source knew

about it, but over 20 per cent said that no one knew.

Another important aspect of the provision of help for adolescents with

emotional problems and who may be at risk of deliberate self-harm concerns

the availability of services. The document Bridging the Gaps: Healthcare for

Adolescents (Royal College of Paediatrics and Child Health, 2003) provides

an overview of the healthcare of adolescents in the UK and describes some

of the current deficiencies. For example, there is a relative dearth of specific
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or discrete services for young people. It is of paramount importance that

healthcare providers engage with young people with a view to (i) developing

services that meet their needs and (ii) recognising that adolescent medicine is

not so much about a particular set of diseases, but rather is concerned with

the ways in which services are provided. In particular, the document high-

lights concerns that have been raised by adolescents that relate to access,

confidentiality and privacy as well as the expertise and continuity of profes-

sionals and the settings in which care is provided. Of these issues, maintain-

ing confidentiality is the prime concern that young people have reported as

affecting their use of health services (Finlay, 1998). This concern about con-

fidentiality, together with a lack of immediate access to family doctor

services, may lead young people to use a range of other care providers,

including walk-in medical centres, school health nurses, family planning

services, and so on, which can mean that there is a lack of continuity in care.

Alternatively, young people may not use formal sources of help at all.

Another problem regarding care for older adolescents (ages 16–18

years) is that this is the age at which there is a transition in services, from

those for children and adolescents to those for adults. Differences in criteria

between services for age limits for acceptance of referrals, combined with the

general problems that may occur in transfer of care between services as ado-

lescents reach the lower threshold for the adult service, can add further

barriers to their receiving uninterrupted care.

Seeking help and using support systems are thought to have a buffering

effect on reactions to stress, which can result in better adjustment and fewer

emotional and behavioural problems (Raviv et al., 2000; Schonert-Reichl

and Muller, 1996). However, as we have already pointed out, many adoles-

cents are poor at utilising these formal sources of help and, instead, prefer to

turn to their informal networks of friends (especially) and family for support,

help and guidance. In this chapter, we consider the role that the health

service and other agencies can play in managing and preventing deliberate

self-harm in adolescents. We discuss the implications of the findings from

our schools study and focus in particular on the role of general practitioner

services, hospital emergency departments and psychiatric services.

General practitioner services

In the UK, on average a general practitioner (GP) will experience suicide in

one of his or her patients only every four to five years. Deliberate self-harm
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resulting in hospital presentation will occur in approximately four to eight

patients per year, but this number may be greater for GPs serving areas char-

acterised by socioeconomic deprivation and social fragmentation (Hawton et

al., 2001). About a quarter of such patients will be teenagers. However, as

our schools study has shown, deliberate self-harm is far more common in

adolescents than is represented by hospital presentation statistics, with 6.9

per cent reporting deliberate self-harm in the previous year and only one in

eight going to hospital as a result. Most of those who did not go to hospital

did not reach the attention of any health professionals. It may, therefore, be

difficult for many health professionals to recognise deliberate self-harm in

young people as a significant problem. This section of the chapter focuses on

how GPs can identify that an adolescent patient is at risk of deliberate

self-harm, what GPs should do and how GP services for adolescents can be

improved.

Recognising the problem and the role of the general practitioner

It is known that up to two-thirds of all suicide attempters identified in

hospital samples have visited their GP shortly before the act (Hawton and

Blackstock, 1976; Michel et al., 1997; Van Casteren et al., 1993), although

this proportion may be lower in teenagers. Furthermore, there is an increase

in the frequency of visits to GPs before engaging in suicidal behaviour

(Appleby et al., 1996; Michel et al., 1997). This suggests that the reasons for

the individual visiting the GP are likely to be related to the development of a

suicidal crisis.

However, even when an individual contacts his or her GP, the individual

does not always communicate his or her thoughts of deliberate self-harm

and tends to focus instead on physical health symptoms. For example, a

study of suicide in young people conducted by Hawton and colleagues

(1999a) found that 78.4 per cent of subjects aged under 25 years had seen

their GP within the last year of their life. Of these, 35 per cent had seen their

GP in the month before their death. In terms of expressing suicidal thoughts,

44.3 per cent had expressed such thoughts within the month before death.

Most commonly, these were expressed to relatives (24.7%) followed by pro-

fessionals, including GPs (20.1%). Thus there are two problems. First, people

may simply not visit their GPs; second, if an individual does visit his or her

GP, it may be that the individual finds it difficult to talk to his or her doctor

about emotional problems because of feeling ashamed or fearing being stig-
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matised and so prefering to focus on physical health problems (Michel,

2000). There is also the difficulty that even if the problem is identified, then

the GP may not know how best to manage it or there may be limited or inad-

equate secondary care services.

Michel (2000) suggests that GPs should be trained using a model that

considers suicide attempts and other self-harming behaviour that come to

medical attention as the tip of an iceberg. This is in keeping with the findings

concerning hospital presentation of deliberate self-harm in our schools

study (see Chapter 3 and Figure 3.4). The major part of the iceberg, which

may be largely invisible to the GP, represents deliberate self-harm that does

not come to medical attention plus suicidal thoughts and emotional crises.

The importance of the model is that it highlights graphically the need for

prevention of deliberate self-harm and suicide to start by recognising the

(often covert) signs of emotional problems.

Adolescents as a group require special consideration as users of health

services. This is something that has been recognised for a considerable

amount of time. Adolescents may lack confidence in simply accessing

primary healthcare services; once they do access services, they may lack the

ability to communicate how they are feeling. As a result, it has been sug-

gested that GPs should try to establish whether there are underlying

psychosocial reasons for an individual’s physical symptoms. One way of

doing this is to ask simple open questions, such as ‘How are you getting on

with life?’ This signifies to the individual that the GP is there to listen to

them and that psychosocial aspects of health problems will be considered in

the consultation. It is important that the GP follows up the adolescent’s

response to make clear that all aspects of the adolescent’s life are included in

the question. If an adolescent identifies problem area(s), then the GP could

refer to the list we used in our schools study to focus on specific areas of

concern identified by the adolescent. Furthermore, if the GP suspects that an

adolescent is engaging in deliberate self-harm or is thinking about

self-harm, then we recommend that the GP asks the adolescent directly

about these behaviours. Useful questions are:

• Have you seriously thought about taking an overdose or trying
to harm yourself but not actually done so?

• Have you worked out any specific plans for trying to harm
yourself?
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• Have you ever deliberately taken an overdose or tried to harm
yourself in some way?

• When was the last time you took an overdose or tried to harm
yourself?

• Describe what you did on that occasion.

• Describe in your own words why you think you took an
overdose or tried to harm yourself on that occasion.

Improving general practitioner services for adolescents

Recognising the problem of adult suicidal behaviour is difficult for GPs,

because many patients prefer to focus on physical rather than emotional

health issues. Adolescents bring their own problems and, unfortunately,

some GPs do not recognise the health concerns and needs of young people.

In addition, recognition of mental health problems and their contribution to

physical symptoms may be limited (Kramer and Garralda, 1998). Therefore,

this section focuses on how GP services could be improved to address the

specific issues that concern adolescents.

As noted above, a key issue that young people have reported as influenc-

ing their use of health services concerns confidentiality (Finlay, 1998). The

Royal College of Paediatrics and Child Health (2003: p.45) has suggested

that this issue can be ‘minimised by making general practitioner practices

“friendly” for young people, addressing issues of family doctor confidential-

ity, copying in young people on clinical correspondence and, perhaps, the

holding of personal health records by young people’. Other suggestions

have been highlighted in the leaflet Getting it Right for Teenagers in Your Practice

(Royal College of General Practitioners and Royal College of Nursing,

2002), which is available from the Royal College of General Practitioners.

The leaflet was circulated to all general practices in England, with the inten-

tion of raising awareness of issues of teenage health and access to primary

care. It contains a scoring system to self-assess ‘teenage-friendliness’. The

scoring criteria focus on a number of issues, including whether the practice

has a written confidentiality policy for young people, whether the practice

displays magazines and information leaflets aimed at young people, whether

the practice GPs see young people under the age of 16 years without a parent

being present, whether practice staff are trained to be teenage-friendly, and

whether the practice runs clinics especially for young people. It is planned
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that these criteria for young people’s services will become part of the quality

points system within primary care in England as well as being rolled out by

commissioners of young people’s services to help deliver the National

Service Framework for Children and Young People (Department of Health,

2004).

Fostering young people’s independence and sense of responsibility for

their health is also important. Until young people reach adolescence, they

tend to present to health services with a parent and have not had to access the

services by themselves. Adolescents could, therefore, be considered as ‘new’

users of healthcare services and, as such, their developing autonomy needs to

be encouraged by professionals, perhaps enabling them to spend part of a

consultation without their parents present. It is important to note that young

people are likely to be learning about how to access and use services appro-

priately and so may have different perceptions compared with their parents

or professionals regarding healthcare. As a result, a young person’s initial

contact with a service may be the last if it is not perceived by him or her to

have been appropriate. Thus, two key strategies are essential: GP services

should begin to inform young people about the services that they can access

before they need them, and GPs should start to see young people on their

own as a routine for part of the consultation when they come in with a

parent, as a means of building a relationship that the young person trusts.

Under certain circumstances, a primary care team member might feel

that an adolescent is sufficiently at risk that his or her parents or guardians

should be informed. It is helpful if the GP clarifies this when seeing young

people with emotional problems. If the GP is considering overriding confi-

dentiality and disclosing information to a parent or another professional,

then they should discuss this with the adolescent first in a sensitive and

respectful manner, acknowledging that this may be difficult for the young

person but emphasising that there is a need to keep him or her safe. The

threshold for discussing information with parents will need to be lower with

younger adolescents. It is important to bear in mind that in the UK, under the

Children Act 1989 (HMSO, 1989), parents have a responsibility to be

‘parental’ towards their children. Therefore, they may need to be given infor-

mation in order to provide appropriate parenting. This has to be weighed up

against the young person’s right to confidentiality.
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Assessing adolescent mental health problems

The major burden of assessing and managing adolescent mental health

problems falls to primary care practitioners. Health-risk behaviours cluster

together, and the young person’s health is associated strongly with many

important health outcomes (Viner and MacFarlane, 2005). Indeed, the rec-

ognition, evaluation and treatment of mental health problems and related

suicidal or self-harming behaviour is described as the highest priority in

adolescent health (Michaud and Fombonne, 2005). However, identifying,

treating and following up such mental health and emotional problems in

young people can be complicated for a number of reasons, not least because

problems may be dismissed as simply reflecting adolescent turmoil. It is,

therefore, important that GPs are made aware of the emotional and mental

health problems that have been shown to be linked significantly with delib-

erate self-harm.

In Chapter 4, we presented evidence to show that depression, anxiety,

self-esteem and impulsivity were linked significantly to self-harm in adoles-

cents. We suggest that the scales we used in our schools study could be useful

tools to assist in the assessment of adolescents’ levels of depression, anxiety,

self-esteem, stressful life events and self-reported deliberate self-harm and

suicidal ideation.

In terms of measuring adolescents’ levels of depression and anxiety, we

suggest using the Hospital Anxiety and Depression Scale (Zigmond and

Snaith, 1983). This has been validated for use with adolescents by White

and colleagues (1999). It is a short, 14-question, user-friendly, reliable scale

designed to assess levels of depression and anxiety in non-psychiatric popu-

lations. Adolescents are asked to think about how they have been feeling

recently and in response to each question to tick a box that best describes

how they have been feeling in the past week. Two examples of questions

from the scale are: ‘I feel tense and wound up’, with response options of

‘Most of the time’, ‘A lot of the time’, ‘Time to time – occasionally’ and ‘Not

at all’, and ‘I have lost interest in my appearance’, with response of ‘Defi-

nitely’, ‘I don’t take so much care as I should’, ‘I may not take quite as much

care’ and ‘I take just as much care as ever’. When scoring the responses, GPs

could use cut-off points (White et al., 1999) to identify adolescents for whom

depression and/or anxiety may be a particular concern. It is also essential to

assess specific signs and symptoms that should be looked for in order to

investigate whether adolescents are suffering from anxiety, depression or

other psychiatric disorders.
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In our schools study, we also used a shortened eight-item version of

Robson’s Self-concept Scale (Robson, 1989) to measure the adolescents’

levels of self-esteem (Appendix IV). In this scale, adolescents are asked to

think about how they feel most of the time and, in light of this, to indicate

how much they agree or disagree with each of the eight statements.

Response options include ‘Completely disagree’, ‘Disagree’, ‘Agree’ and

‘Completely agree’. Three examples of questions are: ‘I am glad I am who I

am’, ‘There are lots of things I would change about myself if I could’ and

‘Everyone seems much more confident and contented than me’. While there

are no cut-off points for scores on this version of the scale, the general

pattern of responses will provide a good impression of how a young person

feels about him- or herself.

It is unclear how best we should assess impulsivity. We used a shortened

version of the Plutchik Impulsivity Scale (Plutchik and Van Praag, 1986).

For the GP, it may be best to ask adolescents how far they agree with a few

simple statements such as: ‘I plan ahead’, ‘I do things on the spur of the

moment’ and ‘I find it difficult to control my emotions’.

We have already suggested how GPs might ask adolescents about

thoughts of self-harm. Adolescents thought to be at risk should also be

asked about their experience of suicidal behaviour among their family and

friends. Furthermore, the GP should ask adolescents carefully about their

alcohol and drug use. In addition, the GP should enquire about family rela-

tionships and the level of support currently available from family members.

If the adolescent has already carried out an act of deliberate self-harm, then

the GP should, in addition to assessing the physical severity of the act,

enquire about the possible reasons and motives for self-harm. These aspects

of self-harm were discussed in detail in Chapter 3. Other aspects of the

assessment are considered later in this chapter.

What general practitioners can do when they detect adolescents
at risk

Having discussed the difficulties of identifying and assessing adolescent

mental health problems that face primary care practitioners, we now turn to

considering what GPs can do if they detect adolescents at risk. Evidence as

to how a GP can best manage patients who have deliberately harmed them-

selves is currently lacking. Bennewith and colleagues (2002) explored the

effectiveness of a GP intervention designed to prevent repeat episodes of
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deliberate self-harm. The intervention used guidelines developed by con-

sulting a group consisting of GPs with an interest in mental health, psychia-

trists, a psychologist, a specialist nurse, a voluntary worker from Samaritans

and patients with a history of deliberate self-harm. The research team syn-

thesised the views of the group to produce the final version of the guidelines

(Sharp et al., 2003). Although the intervention was not found to make a dif-

ference to the incidence of repeat episodes of deliberate self-harm, the

guidelines can be thought of as a useful educational tool for GPs, who often

lack formal training in the management of deliberate self-harm.

Although the guidelines were not aimed specifically at adolescents, the

key points are applicable to them. In terms of the general management of

people who engage in deliberate self-harm the first step is to ask the patient

what he or she thinks is needed. In addition, GPs should consider regular

monitoring of the patient’s mental health and should discuss strategies that

the individual can implement as a means of coping with the urge to engage

in deliberate self-harm, such as talking to a trusted person, engaging in dis-

tracting or relaxing activities, taking exercise, listening to music or going out

with peers. It is also reasonable to expect GPs to be able to teach simple

problem-solving strategies. Family members may also be encouraged to

ensure that there are supportive family relationships.

The GP should stress the 24-hour availability of GP services and also the

availability of other crisis services, e.g. telephone helplines. In addition, GPs

should treat any associated disorders that have been identified, including

anxiety and depression and problems with alcohol and drugs.

The first line of treatment by the GP should involve provision of support

for the adolescent, either by the GP or by a suitable member of the practice

team. Simple psychological therapy such as problem-solving and/or family

meetings should be considered. The GP can also direct the adolescent

towards appropriate self-help resources.

If the problems are severe, and/or the adolescent may be at risk, and/or

initial attempts at helping have been unsuccessful and the GP feels that man-

agement of the problems is beyond his or her capabilities or knowledge, then

the GP should refer the adolescent on to other services. In the UK, these

include primary care child and adolescent mental health teams. For the most

severe problems, referral to a secondary-level child and adolescent mental

health team will be more appropriate. Finally, the GP should discuss the

need for further follow-up with the patient, whether with the GP again, a
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primary care nurse, a mental health professional, a voluntary organisation or

social services.

General hospital emergency services

Increasing numbers of adolescents access general hospital emergency

departments, rather than primary healthcare facilities, especially for sexual

health, mental health, self-harm and substance use issues. However, few if

any emergency departments in England currently have specific provision for

young people. This is not necessarily in itself a problem. What is important,

however, is to ensure that all staff possess the skills to communicate and deal

effectively with challenging young people. The Royal College of Paediatrics

and Child Health (2003) suggests that all those who work in emergency

departments should have some basic training in adolescent health.

The emergency department provides the main medical service for

people who have engaged in deliberate self-harm. This is a very common

reason for hospital presentation. In the 1990s, it was estimated that 170,000

cases of deliberate self-harm by people of all ages presented to hospital each

year in the UK (Kapur et al., 1998). Due to increases in rates of self-harm, the

figure at the time of writing is probably considerably higher. Between

20,000 and 30,000 of these individuals will be adolescents. The majority of

episodes involve self-poisoning, but the other frequent method of deliberate

self-harm is self-cutting. The extent to which people who engage in deliber-

ate self-harm wish to die can vary greatly, and level of suicidal intent is often

not reflected in the physical danger of the act (Beck et al., 1975; Browne et

al., 2004). Careful assessment of each individual is of paramount importance

(National Institute for Clinical Excellence, 2004; Royal College of Psychia-

trists, 1998).

Although, as we demonstrated clearly in our schools study, many acts of

deliberate self-harm by adolescents do not come to the attention of clini-

cians, the number of adolescents, especially girls, attending emergency

departments with deliberate self-harm has increased over the past couple of

decades (Hawton et al., 2003b).The treatment an individual receives on

arrival at the general hospital varies widely, in spite of well-established stan-

dards published by the Royal College of Psychiatrists (2004). Nearly half of

all hospital attendances in England by adults following self-harm do not

lead to a specialist assessment (Gunnell et al., 2005). Furthermore, whether a

patient receives a psychological assessment varies greatly between hospitals;
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the percentages in a recent study of a representative sample of hospitals

ranged from as low as 36 per cent to an upper figure of 82 per cent

(Bennewith et al., 2004). Patients who are managed entirely in the emer-

gency department without admission to a general hospital bed are especially

unlikely to receive a psychosocial assessment. For example, in a report

focusing on deliberate self-harm in Oxford, it was noted that more than

two-thirds of non-admitted patients were not assessed (Hawton et al.,

2003b) and, therefore, were not usually offered any further help.

The guideline published by the National Institute for Clinical Excellence

(2004) proposes that all deliberate self-harm patients under the age of 16

years should be admitted overnight to allow full psychosocial assessment the

following day. The National Institute for Clinical Excellence (NICE) guide-

line also encourages the use of the Australian Mental Health Triage Scale for

when deliberate self-harm patients arrive at a general hospital. This is a com-

prehensive scale that provides an effective means of rating clinical urgency so

that patients are seen in a timely manner. The scale has five levels:

• Category 1 is classified as ‘emergency’, where the person’s
condition is immediately life-threatening; for example, the
patient may have taken an overdose and be unresponsive.

• Category 2 is also classified as ‘emergency’: the patient is violent,
aggressive, suicidal and a danger to self and/or others and
has/may have a police escort.

• Category 3 is classified as ‘urgent’: the patient is very distressed
or psychotic, is likely to become aggressive, is a danger to self
and/or others, and is experiencing a situational crisis.

• Category 4 is classified as ‘semi-urgent’: the patient has a
long-standing semi-urgent mental disorder/problem.

• Category 5 is classified as ‘non-urgent’: the patient has a
long-standing non-acute mental disorder/problem.

The scale was developed by Smart and colleagues (1999) to address the fact

that triage was traditionally related to physical injury and illness and was not

easily adaptable to mental health presentations. This meant that people

experiencing mental health problems tended to receive low triage priority,

which in turn meant that they faced longer waiting times, which was

thought to contribute to a high incidence of these people leaving the emer-

gency department without being seen (Happell et al., 2003; Heslop et al.,
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2000; Smart et al., 1999). However, the majority of adolescents with delib-

erate self-harm will be classified in category 5 on the scale, or even lie

outside the scale, because of their appearing largely to have interpersonal

problems (although on detailed assessment (see p.144), symptoms of psychi-

atric disorder may be identified). Thus, it is somewhat questionable how

useful this scale is for prioritising adolescents who present with deliberate

self-harm.

In addition to the immediate assessment of the medical consequences of

self-poisoning or self-injury, a brief assessment of the patient’s psychiatric

status and risk should be conducted. This should not be delayed until after

medical treatment has been completed, unless life-saving medical treatment

is needed or the patient is otherwise incapable of being assessed. In particu-

lar, it is important to determine whether the person has a serious psychiatric

disorder such as severe depression or psychosis and whether the person is

actively suicidal. Potential methods of self-harm such as tablets and sharp

objects should be removed, and staff should be aware that the patient may

try to leave before a psychiatric assessment has been conducted (Fox and

Hawton, 2004).

There is clearly a need for emergency department staff to have basic

skills in assessment and for them to be able to readily obtain urgent psychiat-

ric assessment when they judge it to be necessary. In particular, clinicians

should take full account of the distress and emotional disturbance experi-

enced by people who self-harm, in addition to the physical effects of the

overdose or injury itself.

It is of paramount importance that a full psychiatric assessment takes

place only when the patient has recovered from any toxic effects of his or her

act of deliberate self-harm. The consequences of not adhering to this

guidance are that assessing an individual’s mental state can be compromised

and he or she may show distorted or impaired recall of events. Of course, an

earlier assessment of mental state will be required if the patient appears to be

disturbed or severely distressed.

At one time, the psychosocial assessment of people who engaged in

deliberate self-harm was regarded as the responsibility primarily of psychia-

trists. However, increases in the clinical responsibilities of non-medical

clinical staff and the findings of research have resulted in a major change in

the pattern of services in the UK. Whatever the discipline of the staff

members involved in this kind of role, it is of the utmost importance that

they have background experience and skills in the management of people
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with emotional and psychiatric disorders as well as training in the assessment

and treatment of people who engage in deliberate self-harm. We will now

consider how psychosocial assessment of adolescents who have self-harmed

might be conducted.

Assessment of adolescents who have deliberately
self-harmed

As Hawton and Catalan (1987) have described, an optimum psychosocial

assessment following an episode of deliberate self-harm should focus on a

number of key areas. We have adapted this approach for use with adoles-

cents. The topics to cover when assessing adolescents who have engaged in

deliberate self-harm are as follows:

• Life events and problems preceding the event

• Suicidal intent

• Other motives for the act

• Psychiatric and personality characteristics

• Family history

• Alcohol and drug misuse

• Coping resources and supports

• Exposure to suicide and deliberate self-harm by others

• Risk of repetition and of suicide

The assessment should include at least one interview with the young person

alone. In the interview, it is crucial to use whatever skills are necessary to

engage the adolescent. It is also important to try to help the adolescent think

differently about his or her problems and the possible solutions.

Adolescents over the age of 12 years can usually be interviewed in much

the same way as adults (Harrington, 2001). Parents or other guardians,

friends, teachers and other professionals involved in the care of the adoles-

cent, including the GP, should be asked to provide information that can sup-

plement that given by the adolescent.
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Life events and problems preceding the event

Information concerning the adolescent’s problems and the events that

preceded the act of self-harm should be obtained during the interview. One

way of doing this is to obtain a very detailed account of the few days leading

up to the act. This will usually reveal major problems that the adolescent is

facing. It is useful, however, to review briefly other potential problem areas.

The following is a checklist of problem areas and other influences that may

be associated with adolescent deliberate self-harm:

• family problems

• relationship problems

• school problems

• alcohol use

• drug use

• bullying

• physical abuse

• sexual abuse

• sexual orientation worries

• in trouble with the police

• having friends who have engaged in deliberate self-harm

• having a family member who has engaged in deliberate
self-harm

• trauma, such as bereavement

• media and Internet influences.

Suicidal intent and other motives

Motives involved in deliberate self-harm should be assessed during the inter-

view. The adolescent who has engaged in deliberate self-harm can be asked

to explain why in his or her own words. In addition, a useful list of motives

(see Chapter 2) has been developed based on research conducted on adults in

the 1970s (Bancroft et al., 1976, 1979) and subsequently used by other

researchers (e.g. Hawton et al., 1982a; Hjelmeland et al., 2002), including in

adolescents (Rodham et al., 2004). This can be shown to the adolescent, who

The Health Service and Deliberate Self-harm 145



can then be asked to indicate which of the motives applied in his or her case

and whether there were other motives not listed. It is best to do this after the

adolescent has been asked to explain the intentions behind the act in his or

her own words.

The clinician should also make his or her own assessment of the adoles-

cent’s likely motives. This is clearly a judgemental process. Clinicians often

differ from adolescent self-harmers in their attribution of motives, with ado-

lescents more often saying that they wanted to die and clinicians more often

attributing motives concerning interpersonal communication such as to find

out whether someone loved them or to try to change the behaviour of others

(Hawton et al., 1982a). This does not mean that patients or clinicians are

either right or wrong; it simply reflects differing appraisals of the act. For the

clinician, the important thing is to feel that he or she has a motivational

understanding for the act. If not, then the clinician should suspect that he or

she is lacking certain information and/or that the patient has an undetected

psychiatric disorder that was a major contributor to the act (Hawton and

Catalan, 1987).

The level of suicidal intent, i.e. apparent wish to die, at the time of

self-harm is an indicator of risk for later suicide (Harriss et al., 2005). It will

also be of relevance to clinical decisions about aftercare and should, there-

fore, be measured routinely in clinical practice. Probably the best established

instrument for assessing suicidal intent is the Beck Suicide Intent Scale (Beck

et al., 1974), which consists of 15 questions in two sections. The first section

(eight questions) concerns the circumstances of the act, e.g. whether the act

was carried out in isolation, precautions taken to avoid discovery and

whether the person had made preparations in the anticipation of his or her

death. The second section (seven questions) includes items about the

person’s attitudes and feelings about the act, e.g. the anticipated outcome.

Research has shown that high suicidal intent scores are associated with

increased risk of suicide, especially in the first year after deliberate self-harm

(Harriss et al., 2005). The circumstances section of the scale performs better

in this respect than the self-report section. It is possible that items in the

self-report section are more vulnerable to distortion by the patient, who

might want to enhance the social desirability of the act or exaggerate the

wish to die. However, as with other risk factors, the ability of the scale to

predict risk in any individual patient is relatively low (Harriss and Hawton,

2005). In assessing risk, therefore, the clinician needs to take account of all
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the available information, including the specific circumstances of the indi-

vidual patient.

Psychiatric and personality characteristics

Psychiatric disorders are common in adolescents who engage in deliberate

self-harm (Burgess et al., 1998; Kerfoot et al., 1996) and add to their risk of

repetition of self-harm (Hawton et al., 1999b) and of suicide (Shaffer et al.,

1988). Such disorders are also a source of distress and are usually amenable

to treatment. It is, therefore, essential that a careful assessment for symptoms

or signs of psychiatric disorder be carried out. This is not easy, especially as

variations in mood and behaviour are part of normal adolescence. Normal

phenomena can be distinguished from more serious problems by their

duration, persistence and impact of symptoms (Michaud and Fombonne,

2005). Assessments of these will require interviewing not only the adoles-

cent but also parents and other informants, including school staff, and

speaking to the adolescent’s GP.

The main disorders likely to be found in adolescents who self-harm are

depression, anxiety, substance misuse disorders, eating disorders, conduct

disorder and attention deficit hyperactivity disorder (ADHD). Symptoms

and behaviour that require further assessment include:

• signs of overt mood disturbance, e.g. low mood, tearfulness, loss
of interest in usual activities

• physical complaints, e.g. headache, stomach ache, backache,
sleep problems

• aggression and deviant behaviour, e.g. theft, damage to property

• isolation and loneliness

• deterioration in school performance or behaviour

• use of drugs and excessive consumption of alcohol

• weight loss or failure of normal weight gain with age.

During an assessment of possible depressive disorder, the adolescent should

be asked about the symptoms listed in the World Health Organization

(WHO) diagnostic criteria (World Health Organization, 1993), including:

• persistent sad or irritable mood

• loss of interest in activities
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• loss of energy or tiring easily

• substantial change in aspect or body weight

• difficulty sleeping, including sleeping excessively

• psychomotor agitation or retardation

• feelings of worthlessness or inappropriate guilt

• difficulty concentrating

• recurrent thoughts of death or suicide.

Masked presentations of depression are common in adolescents, particularly

in younger adolescents and boys. These include behavioural problems, sub-

stance misuse, school phobia or failure, fatigue and other physical symptoms

(Michaud and Fombonne, 2005). In addition to asking about current and

recent symptoms, the assessor should enquire about previous psychiatric or

psychological problems and any treatment that has been received. The

assessor should also ask whether there is a history of psychiatric disorder in

the adolescent’s parents or siblings.

Personality is very much in formation during adolescence. Clinicians are

therefore reluctant to make diagnoses of personality disorder in adolescents,

especially in younger individuals. It is, nevertheless, useful to enquire, espe-

cially through parents and other informants, about specific traits and psy-

chological characteristics that may be relevant to deliberate self-harm. These

include low self-esteem, impulsivity, hopelessness, aggression and difficul-

ties with problem-solving (Kingsbury et al., 1999; Mann et al., 1999;

Speckens and Hawton, 2005).

Family history

A family history of suicide has been shown to be associated with suicidal

behaviour at all stages of the lifecycle. Adolescents are more likely to engage

in suicidal behaviour when there is a lifetime family history of suicidal

behaviour among first-degree relatives (Hawton et al., 2002; Pfeffer et al.,

1998). It is, therefore, important for the clinician to establish whether there

is a family history of suicidal behaviour. Specific questions include the fol-

lowing:

• Has anyone in your family attempted suicide or deliberately
harmed themselves?
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• Has anyone in your family died by suicide?

If the answer to either of these is positive, then the timing of the act or acts

should be ascertained. It is also important to ask whether the adolescent

believes that his or her family history, current family background and/or

current family relationships and living arrangements had any effect on their

decision to self-harm.

Alcohol and drug misuse

As we described in Chapter 4, several studies have identified associations

between deliberate self-harm and alcohol and drug misuse. In our schools

study, the risk of deliberate self-harm rose with increasing amounts of

alcohol consumed. We also found drug use to be one of the stronger predic-

tors of deliberate self-harm. Therefore, the adolescent’s use of drugs and

alcohol must be assessed. In terms of alcohol, adolescents might first be

asked to report on the amount of alcohol that they normally consume during

a ‘typical week’, followed by questions concerning the amount of alcohol

consumed before the deliberate self-harm incident. They should also be

asked about whether they have taken drugs, how often they do so and what

kinds of drug they take. Responses to questions about alcohol and especially

drug use may be guarded. More honest answers may result if the assessor

conveys to the adolescent his or her recognition that alcohol and drug use is

common in adolescence (but at the same time not making non-users feel

‘abnormal’), indicates clearly the confidential nature of the interview and

generally behaves in a non-judgemental manner.

Coping resources and supports

It is important to know what sources of help and support, including peer

relationships, adolescents who engage in deliberate self-harm feel are avail-

able to them and what coping methods they use when they are feeling

worried or upset about something. If adolescents are unable to communicate

their problems and needs to others, then they are likely to be unable to

obtain appropriate support. In our schools study, less than half (46.7%) of

the adolescents who had engaged in deliberate self-harm reported that they

had tried to get help beforehand.

It is important to find out with whom adolescents who engage in delib-

erate self-harm feel they can talk and to explore the barriers that prevent

adolescents from seeking help. Such information provides the assessor with
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valuable information concerning the identification of potential sources of

help that adolescents are not currently making use of. It also provides the

assessor with an opportunity to address unhelpful or inaccurate assumptions

that may prevent help-seeking.

In addition, exploring the kinds of coping strategies that adolescents

who engage in deliberate self-harm employ can inform the planning of inter-

ventions that are more relevant to individual adolescents. We therefore rec-

ommend that in addition to exploring with whom the adolescent feels able

to talk about things that worry or upset him or her, the assessor might also

ask the adolescent to indicate what coping strategies the adolescent tends to

use when faced with difficult situations. In Chapter 5, we discussed coping

strategies that differentiated adolescents in our schools study who self-

harmed from other adolescents. In summary, adolescents who self-harmed

were more likely when faced with problems to engage in emotion-focused

coping strategies, such as having an alcoholic drink or getting angry, and less

likely to talk to someone or try to sort out their problems. Problem-focused

coping is likely to be more effective than emotion-focused coping. Identify-

ing the types of coping strategy an adolescent tends to use can, therefore,

help the clinician to determine alternative styles of coping that the adoles-

cent might be encouraged to use.

Assessing risk of repetition and suicide

As indicated earlier, repetition of deliberate self-harm is common (Owens et

al., 2002). Over half of the adolescents in our schools study with an episode

of deliberate self-harm in the previous year had carried out more than one

act. Repetition rates are lower in hospital samples, probably because of the

high prevalence of self-poisoning. Self-cutting, which is more common in

adolescents with self-harm who do not present to hospital, is repeated much

more often. There is also a small but important subgroup of very frequent

repeaters. The risk of suicide is high in those who repeatedly self-harm

(Sakinofsky, 2000). Repetition of deliberate self-harm indicates persistent or

recurrent psychosocial problems (Hawton et al., 1999b). Repeaters of delib-

erate self-harm are also needy consumers of mental health and social services

(Sakinofsky, 2000).

Estimation of the risk of repetition is therefore a very important part of

the assessment. Various scales have been developed to predict repetition (e.g.

Buglass and Horton, 1974; Kreitman and Foster, 1991). For adolescents, the
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key factors that have been identified as being associated with the risk of rep-

etition of deliberate self-harm include previous episodes of self-harm, level

of depression, psychosis, alcohol or drug misuse, history of sexual abuse,

personality disorder, previous psychiatric treatment and chronic medical

conditions (Hawton et al., 1999b; Reith et al., 2003; Vajda and Steinbeck,

2000). It is, however, important to remember that predictive factors are rela-

tively crude, and so accurate prediction of risk of repetition is very difficult.

Therefore, assessment must also include careful attention to each adoles-

cent’s unique characteristics and circumstances.

Increased risk of suicide following deliberate self-harm in young people

is associated with male gender, older age, violent suicide attempts, bipolar

and psychiatric disorders, substance misuse, previous psychiatric hospital

admission and, especially, repetition of self-harm (Goldacre and Hawton,

1985; Hawton and Harriss, submitted; Otto, 1972). The same caveat about

accuracy of prediction of repetition of self-harm applies even more strongly

to prediction of risk of suicide, since the frequency of suicide is so much

lower.

Another important factor to consider in the assessment of risk is possible

access to dangerous methods that might be used in a suicidal act, such as an

unlocked medical cabinet, sharp knives or guns (Brent et al., 1987). Possible

influences that may encourage suicidal behaviour, such as friends with a

history of such acts and media and Internet influences, should also be

enquired about.

Treatment options following deliberate self-harm

A key consideration in the management of the adolescent who has engaged

in deliberate self-harm is whether psychiatric hospitalisation is required.

Factors associated with the need for admission include severe psychiatric

disorders, such as severe depression, bipolar disorder and schizophrenia, and

high suicide risk.

For the majority of patients, treatment in the community will be indi-

cated. Evidence is being gathered from studies of adults that shows that

many patients may be helped by brief psychological treatment programmes

(e.g. Guthrie et al., 2001; Hawton et al., 1997; Townsend et al., 2001). In this

section of this chapter, we focus on some of the forms of outpatient treatment

that may be offered to adolescents who engage in deliberate self-harm.
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Problem-solving therapy and crisis intervention

Studies of the psychological characteristics of adults who engage in

deliberate self-harm have demonstrated that they have relatively poor

problem-solving skills (e.g. Schotte and Clum, 1987), which therefore

makes them more at risk of getting into crisis when faced by major stresses.

In a recent review of the research literature on problem-solving skills in ado-

lescents and their possible association with suicidal behaviour, evidence of

deficits in problem-solving, especially in relation to social problems, was

found for suicide attempters. However, where depression and/or hopeless-

ness were controlled for, differences between such adolescents and control

adolescents tended to be reduced (Speckens and Hawton, 2005). This

suggests that depression may be a major factor that undermines

problem-solving. More problem-solving deficits were found in adolescents

with multiple episodes of self-harm than in those with single episodes.

Williams and Pollock (2000) propose that, as a group, suicidal people may

be less effective or more passive in solving problems in general. Clinicians

should take account of any deficits in social problem-solving skills during

the assessment and treatment of adolescents with suicidal behaviour.

Problem-solving therapy is based on the hypothesis that suicidal behav-

iour is due to an individual being deficient in psychological resources to

resolve their problems. This may be due to depression and/or a long-

standing paucity of effective coping strategies. Deficits in problem-solving

shown by many individuals who harm themselves often appear to result

from their having relatively few specific examples of problem-solving strate-

gies, due to their tending to have overgeneralised autobiographical memory

patterns (Williams and Pollock, 2000). These memory patterns are thought

in many cases to have developed due to exposure to traumatic experiences

during childhood or adolescence. Retention of non-specific memories may

help to modify the emotions linked to these unpleasant experiences.

However, this non-specific approach to stressful situations may generalise to

other means of dealing with them. Where this is the case, one component of

problem-solving therapy may be aimed at countering this tendency.

Another characteristic of the problem-solving ability of people who

engage in self-harm is that they tend to adopt a passive approach to solving

problems (Linehan et al., 1987). In problem-solving therapy, the therapist

tries to counteract this style by requiring the patient to take a very active role

in identifying and understanding problems and generating and implement-

ing adaptive solutions.
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Hawton and Kirk (1989) describe problem-solving therapy in some

detail. This approach is central to crisis intervention. In short, the therapy

can be divided into three phases: analysing the problem, generating and

evaluating potential solutions, and implementing the solutions. In the first

phase, the therapist will help the patient to articulate the problem and in so

doing encourage the patient to define the problem and assess and under-

stand the different factors that contribute to it.

During the second phase, the therapist helps the patient to generate

solutions to the problem. Williams and Pollock (2000) highlight the fact

that suicidal patients have difficulty in generating alternative solutions,

which is thought to be related to the cognitive rigidity that characterises

these patients. Therapists will need to encourage the patient to think of as

many different options as possible, including those that may seem extreme.

Once potential solutions are generated, the patient is then encouraged to

evaluate them and to choose the most effective solutions.

Finally, the therapist will coach the patient in implementing the chosen

solutions to the patient’s problems. This is done by carrying out the solutions

both cognitively and behaviourally and allows the identification of any

potential obstacles to the implementation of the strategy. Cognitive therapy

techniques are employed to help the patient understand blocks to carrying

out the tasks, such as low motivation and pessimism about achieving success,

and also identification of new strategies where earlier strategies have proved

unsuccessful, including renegotiation of goals.

Cognitive behaviour therapy

A key principle of cognitive behaviour therapy is that the ways in which a

person interprets events and experiences have major effects on the person’s

mood and behaviour. Some individuals develop automatic patterns of

thinking that are considered to be distortions of reality. These patterns may

result from states of depression and anxiety, and they are also likely to

worsen such disorders (MacLeod et al., 1997). This distorted thinking may

activate maladaptive coping behaviours and result in suicidal behaviour. In

cognitive behaviour therapy, the therapist aims to help the person identify

distorted patterns of thinking and the influence of these on their mood and

behaviour, and then focuses on helping the person change the way in which

he or she interprets events and experiences.
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Cognitive behaviour therapy has been shown to be effective in increas-

ing positive future thinking and decreasing levels of depression (MacLeod et

al., 1997). A US treatment study has shown cognitive behaviour therapy to

be effective in reducing repetition of deliberate self-harm in attempted

suicide patients (Brown et al., 2005). In their review of randomised con-

trolled trials targeting suicide attempters, Hawton and colleagues (1998)

highlighted that there had been no trials of cognitive behaviour therapy in

adolescents who had self-harmed, although the therapy had been used suc-

cessfully in adolescent patients with depression (Harrington et al., 1998b).

In a large US treatment trial, depressed adolescents aged between 12 and 17

years were allocated randomly to receive one of four treatments, each lasting

12 weeks:

• fluoxetine (10–40mg per day) alone

• cognitive behaviour therapy alone

• cognitive behaviour therapy with fluoxetine

• placebo.

The cognitive behaviour therapy programme was intensive, consisting of 15

one-hour sessions. Depression scores improved most in adolescents treated

with cognitive behaviour therapy in combination with fluoxetine; the

outcome with this treatment was superior to treatment with either fluoxetine

alone or cognitive behaviour therapy alone. Fluoxetine alone was also

superior to cognitive behaviour therapy alone. Adolescents in all four groups

showed a reduction in suicide ideation by the end of the trial, but those

treated with cognitive behaviour therapy plus fluoxetine showed the greatest

improvement (March et al., 2004). Developments and problems regarding

the use of antidepressants to treat adolescents are discussed later.

Family therapy

As noted already, many adolescents who deliberately self-harm have family

problems. Therefore, family therapy may be an appropriate treatment

approach. This is especially so in younger adolescents. Family therapy is

focused primarily on improving communication and problem-solving

within the family. The main aim of treatment is to help the adolescent and

their family to resolve the difficulties that led to deliberate self-harm.

Family therapy is also used to help the adolescent learn to deal with

future problems without recourse to self-harm (Harrington, 2001). Further-
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more, since the episode of deliberate self-harm may affect the equilibrium of

the family system, family therapy can help to restore balance.

There is only limited evidence concerning the effectiveness of family

therapy with adolescent self-harmers. Harrington and colleagues (1998a)

carried out a randomised controlled trial in which the control group received

treatment as usual and the experimental group received four home visits

during which the adolescents and their family members were encouraged to

focus on family communication and problem-solving. No significant differ-

ences were found between the two groups in terms of repetition of self-harm.

However, parents were more satisfied with the family therapy approach.

Also, a subgroup of the adolescents who did not suffer from major (i.e.

clinical) depression at entry to the study had less suicidal ideation at

follow-up if they received family therapy. Harrington and colleagues

(1998a) concluded that brief forms of family intervention are likely to be

effective only in subjects without major depression and who show less

severe forms of suicidal behaviour.

Dialectical behaviour therapy

A particularly intensive form of cognitive behaviour therapy – dialectical

behaviour therapy – has been developed by Linehan and colleagues (1991)

in the USA. This treatment was designed for patients with borderline per-

sonality disorders, including repeated self-harm. In addition to intensive

therapist support, it includes help with recognition of emotional reactions,

distancing from emotions, problem-solving and development of interper-

sonal skills. The results of this approach with adult females have been very

promising. Dialectical behaviour therapy has also been investigated in ado-

lescents. An inpatient adolescent unit that adopted dialectical behaviour

therapy to treat suicidal adolescents reported fewer behavioural incidents

compared with an inpatient unit run on psychodynamically oriented princi-

ples (Katz et al., 2004). There is clearly a need for further evaluation of this

approach, particularly for adolescents with a history of repeated deliberate

self-harm and who can be treated on an outpatient basis.

Group therapy

Treatment in a group setting has been tested in adolescents who have repeat-

edly self-harmed (Wood et al., 2001). In a pilot study, adolescents who were

repeaters of self-harm (at least two episodes of self-harm in the preceding
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year) were assigned randomly to receive either group therapy plus routine

care or routine care alone. A variety of therapy techniques was used in the

groups, including cognitive behaviour therapy, problem-solving, dialectical

behaviour therapy and psychodynamic group psychotherapy. The treatment

focused on relationship problems, school problems, family difficulties and

anger management. Initial treatment was in an acute group, and later treat-

ment continued in a long-term group. The adolescents who received group

therapy attended a median of eight treatment sessions over six months. At

follow-up, adolescents in the group therapy condition had repeated

self-harm less, had better school attendance and had lower rates of behav-

ioural disorders than those in the routine care alone condition, but the

former did not differ from the latter with regard to levels of depression or

scores on a global outcome measure. However, the adolescents in the group

therapy condition needed less routine care than the other adolescents. We

await the results of large-scale evaluation of this promising approach.

Emergency card provision

There has been interest in the UK in providing emergency access to care by

giving deliberate self-harm patients a card that allows them to get immediate

access to help at times of crisis. This is important given that repetition of

self-harm may occur relatively impulsively. The aim is to prevent crises pre-

cipitating repetition of deliberate self-harm. Studies evaluating the provision

of an emergency green card given to adult self-harmers have produced

mixed results (J. Evans et al.,2005; Evans et al., 1999; Morgan et al., 1993).

This approach was also evaluated in a small randomised controlled trial for

young adolescents who had presented with deliberate self-harm (Cotgrove et

al., 1995). In addition to receiving routine care, adolescents in the experi-

mental group were given an emergency card that allowed them to gain

admission to hospital. Those in the control group received routine care

alone. Although there was a lower rate of repetition of deliberate self-harm

in the emergency card group, the small number of participants in the trial

meant that the difference was not statistically significant.

Although it is uncertain whether provision of an emergency card is

effective, some clinical services provide selected patients with open tele-

phone access to the service at times of crisis in order to get advice. The use-

fulness of this strategy for adolescents requires evaluation.
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Medication

Because many adolescents who self-harm are suffering from depression, an

important question is the extent to which antidepressants are useful in this

population. Tricyclic antidepressants do not appear to be effective for ado-

lescents in general with depressive disorders (Keller et al., 2000). In any case,

their toxicity in overdose would limit the usefulness in a population clearly at

risk of self-poisoning. There is evidence that selective serotonin reuptake

inhibitor (SSRI) antidepressants, especially fluoxetine, are effective in the

treatment of adolescents with depression. This has received further support

from the findings of the Treatment of Adolescent Depression Study (March

et al., 2004). However, the use of SSRI antidepressants to treat depression or

other disorders in adolescents has received a setback because of the publica-

tion of previously unpublished data from trials that suggested that frequency

of self-harm and suicidal thoughts may be increased in adolescents receiving

SSRIs (except fluoxetine) or the serotonin and noradrenaline reuptake inhib-

itor (SNRI) venlafaxine (Whittington et al., 2004). This finding prompted

guidance from the UK Committee on Safety of Medicines (2004) stating

that SSRIs (except fluoxetine) should not be used to treat children and ado-

lescents and a black box warning for these drugs by the US Food and Drug

Administration (2004). This has presented some difficulties for clinicians

involved in treating depressed adolescents, especially adolescents with a

history of self-harm or suicidal ideas. It is likely to result in greater use of

psychosocial interventions for such adolescents. This has been reinforced in

the guideline from the National Institute for Clinical Excellence (2005) in

England, which states that children and adolescents diagnosed with

moderate to severe depression should be offered a specific psychological

therapy, such as cognitive behavioural therapy, interpersonal therapy or

family therapy, as a first line of treatment. When antidepressants are used,

this should only be in combination with concurrent psychological therapy,

unless the latter is refused. The problem with implementing this guidance is

that currently there are insufficient numbers of trained therapists available to

provide the amount of therapy that will be required.

Summary and implications

In this chapter, we have highlighted the potential role for the GP in identify-

ing psychosocial problems in adolescents, including those presenting with

physical symptoms. It has been suggested that GPs need to make special
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efforts in order to meet the specific needs of adolescents. A key issue that

adolescents have highlighted concerns confidentiality. They may fear that

their parents will be involved in their healthcare, which can result in a reluc-

tance to seek help from a GP. There is clearly a need for GP services to give

priority to addressing specific problems that adolescents may have in

seeking help for emotional problems. We have suggested a possible screen-

ing approach to detecting adolescents with difficulties, especially those at

risk of self-harm.

Similarly, general hospital emergency departments should include pro-

vision of services aimed at young people. This includes ensuring that staff

have the skills needed to communicate and deal effectively with challenging

young people. In spite of well-established standards published by the Royal

College of Psychiatrists (1994, 2004), the management received by individ-

uals who have self-harmed and who present to emergency departments in

general hospitals in the UK still varies widely.

The Royal College of Paediatrics and Child Health (2003: pp 47) high-

lighted that there was ‘no formal clinical training in any area of adolescent

health in the UK outside of mental health’. There is, therefore, a clear need

for training in adolescent health for all healthcare professionals. Given that

randomised controlled studies have shown that the necessary skills for

helping GPs and other healthcare professionals to deal with young people

can be taught and that skills persist over time (Sanci et al., 2000), some

training should be included in the undergraduate medical training curricu-

lum as well as at postgraduate levels and during continuing professional

development.

All adolescents who present to hospital or in other settings following

deliberate self-harm should receive a full psychosocial assessment. We have

provided details of how this might be conducted. In terms of subsequent

treatment options, we have focused on interventions that aim to target emo-

tional or behavioural disorders and those that aim to prevent the repetition

of deliberate self-harm. We have shown that there is no consensus regarding

the best therapeutic intervention for adolescents who engage in deliberate

self-harm. Few treatment trials have focused specifically on adolescents. In

spite of the inconclusive evidence regarding the effectiveness of the different

psychotherapeutic approaches, some interventions, such as cognitive behav-

ioural therapy, problem-solving therapy, family therapy and group therapy,

may be used in the treatment of individuals who have self-harmed. Finally,

because many adolescents who self-harm have symptoms of depression, an
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important question is the extent to which antidepressants are useful in this

population. Although there is evidence that SSRI antidepressants are effec-

tive in the treatment of adolescents with depression, some data suggest that

the frequency of self-harm and suicidal thoughts may, occasionally, be

increased in adolescents receiving SSRIs. This clearly presents problems for

clinicians involved in treating depressed adolescents, and is likely to lead to

greater use of psychosocial interventions.

In this chapter, we have discussed the role that the health service can play

in identifying adolescents at risk of self-harm and managing those who have

self-harmed. In the next chapter, we consider alternative sources of support

that young people who engage in deliberate self-harm can access. We also

highlight the potential influence of media portrayal and reporting of

suicidal behaviour on the risk of self-harm in adolescents.
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C H A P T E R 8

Self-help, Crisis Lines, the
Internet and the Media and
Deliberate Self-harm

Introduction

In this chapter, we explore alternative sources of support to which adoles-

cents can turn. In particular, we focus on self-help books, telephone

help-lines and the Internet. Such resources can be helpful if the young

person is not in treatment or does not want treatment. They may help to

decrease the young person’s sense of being alone and perhaps his or her

thinking that he or she is the only one with such problems. This might also

fuel a desire to seek treatment. Resources such as self-help and the Internet

may also be useful when a young person is on the waiting list for treatment.

Child and adolescent mental health services are increasingly using self-help

books to assist those who are waiting for treatment. These resources may

also be helpful when used in conjunction with treatment, and they may be of

value for friends, parents and people who come into contact with, or are con-

cerned about, a young person who engages in deliberate self-harm. Finally,

we look at the role that media portrayal and reporting of suicidal behaviour

may play in influencing self-harm and suicide and the types of portrayal and

reporting that may have particularly negative influences. We also explore the

potential for media to have a preventive role.

Self-help books

Many books have been written for people who have engaged in deliberate

self-harm and for friends, relatives and health workers who come into
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contact with people who are self-harmers. Some of these books are written

by health professionals (e.g. Schmidt and Davidson, 2004); others are con-

tributed to by people who self-harm (e.g. Arnold and McGill, 1998). The

books often take the form of self-help manuals. Many of the books aim to

teach users important skills, such as:

• understanding and evaluating self-harm

• keeping safe in a crisis

• dealing with seemingly unsolvable problems

• developing additional coping strategies to reduce the need to
self-harm.

The extent to which these skills can be taught solely through reading a book

requires systematic research. The potential usefulness of self-help books is

likely to be particularly uncertain if the young person is depressed and feels

that everything is hopeless and nothing can be done. A further problem is

that such methods are likely to be more accessible to and usable by adoles-

cents with higher levels of education. There is, however, some promising

research on bibliotherapy for a range of difficulties that adolescents may

face. For distressed individuals, perhaps the use of a self-help book in con-

junction with therapy may be more appropriate. As we have pointed out,

many young people who engage in deliberate self-harm have maladaptive

cognitive and problem-solving skills, which may mean that they struggle to

implement the suggestions in the books without the help of a trained thera-

pist. Nevertheless, the books are an extremely useful source of information

for young people to turn to, including at times of crisis. We have provided a

list of self-help books for adolescents with emotional problems in Appendix

VII.

Confidential telephone services

Telephone helplines can be a useful source of support. Some helplines offer

support regardless of the problem; others provide support and advice only

for specific problems. Telephone support is within relatively easy reach for

young people. For a young person who has not sought support before,

making a telephone call may seem less daunting than going to see someone

face-to-face (Hill, 1995). Two major sources of support available in the UK

are Samaritans (www.samaritans.org) and ChildLine (www.childline.org.uk).
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Samaritans may not refer to itself as a suicide-prevention organisation (it

offers 24-hour confidential support to people in emotional distress, includ-

ing those who have suicidal feelings), but reducing the number of people

who take their own lives is very much at the heart of its ethos. In effect,

Samaritans is the original telephone helpline, offering support to the vast

number of callers who contact it each year. In addition to the telephone

service, Samaritans has introduced email and text access to support services.

Both forms of communication are thought to be likely to appeal to teenagers.

At the time of writing, Samaritans receives more than 450 email messages a

day from all over the world. Over half of the people contacting Samaritans in

this manner express suicidal feelings (a much higher percentage than those

using the telephone). Messages are answered within 24 hours. Samaritans

believes that email allows people to gain much benefit from the level of ano-

nymity and confidentiality offered, which enables them to say things openly

and express the raw intensity of their feelings. This may be because there is

an element of distance with email, which means that the normal rules

of conversation and pleasantries often needed in human interaction are

not necessary.

ChildLine offers support specifically to children and adolescents who

are suffering any kind of problem, including abuse, bullying, difficult rela-

tionships and suicidal feelings. Young people who are worried about a friend

can also call. Those calling ChildLine will talk to a trained counsellor who

can help them to decide what to do or where to go for help next. ChildLine

offers a free 24-hour telephone counselling service for children and young

people. It has provided a listening ear for millions of children in trouble

and danger.

In Chapter 5, we highlighted the responses of adolescents in our schools

study to the questions concerning how helping agencies could best help

people their age who were experiencing problems. Their attitudes towards

such agencies were often less positive than might have been expected.

Whether this is a reflection of the fact that young people prefer to turn to

friends and family when they need help, or a function of their lack of knowl-

edge about what these services could do for them, is open to further explora-

tion. In particular, the adolescents in our schools study were concerned

about issues of confidentiality, e.g. the calls being listed on telephone bills,

and the stigma they felt was linked to the act of asking for help. They also

wanted agencies to be more relevant and accessible for young people. In

addition, other researchers have reported that females were more likely than
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males to use telephone helplines (De Anda and Smith, 1993). There is

clearly a need for those responsible for telephone helplines to do all they can

to make them attractive to distressed and suicidal youngsters and to

maximise their effectiveness.

The Internet

The Internet has opened up vast opportunities for accessing health informa-

tion. Internet resources for mental healthcare have multiplied rapidly since

1996. Indeed, networked computers now allow patients to connect with

other patients as well as health professionals around the world (Bauerle Bass,

2003). This means that people are now able to access medical information

that was, until recently, reserved for academics and health professionals. It

enables lay people to gain extensive insights into their own health. Accord-

ing to Ferguson (1998), physicians are now reporting that a third or more of

their patients are asking them about health information that they have found

on the Internet. Patients are also meeting each other on the Internet, giving

each other advice and support. Indeed, seekers of health information can

obtain advice from millions of online peers and professionals worldwide at

any time of day (Eng, 2001). The Internet allows these information seekers

to assess their health risks, consider prevention options, decide on treatment

regimes and consult a health professional, all without leaving their homes

(Barnes et al., 2003).

The Internet has many hundreds of thousands of sites devoted to the

topic ‘suicide’. These sites can be categorised into four types (Hawton and

Williams, 2002). The first group is concerned with the provision of con-

structive and useful information aimed at providing greater understanding

of the reasons for suicidal behaviour. Other sites provide advice and infor-

mation for people seeking help with dealing with suicidal thoughts. A third

category includes chat rooms and bulletin boards, which enable individuals

to engage in discussions with each other. Finally, there are sites that provide

instructions on suicide methods – so-called recipe sites – or even encourage

suicide, perhaps by pairing up suicidal individuals. There has been much

media coverage of suicide pacts via the Internet. Although these appear to

have some characteristics that differ from our understanding of more tradi-

tional pacts, such as being between people who may never have physically

met, the information available is anecdotal and requires further research.

Suicide pacts in general account for only a small proportion of all deaths,
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and the role of cyber-pacts within this proportion also requires further

systematic evaluation.

As we have noted already, adolescents in particular have reported a reluc-

tance to use helping agencies for a number of reasons, including fear that

their anonymity may be compromised, being afraid that their problems are

not sufficiently serious to warrant contacting such an agency, embarrass-

ment, and feeling that the people working for the helping agencies do not

have the same life experiences as them and so will not be able to understand

their perspective. The attraction of the Internet is that at first glance it appar-

ently addresses all these fears.

Perhaps the most important feature of the Internet is the ability to hide

ones identity and thus maintain anonymity (McKenna and Bargh, 1998).

Anonymity has a disinhibiting effect (Griffiths, 2002), diminishing the

pressure of social desirability and encouraging the exchange of true attitudes

and opinions. Likened to the concept of ‘strangers on a train’ (Bargh et al.,

2002), these effects promote self-disclosure because the cost of divulging

information is reduced significantly. The effects are thought to be amplified

further when discussing sensitive topics – indeed, it is entirely likely that

someone who would admit to suicidal thoughts or behaviours, including

deliberate self-harm, anonymously would not do so if such an admission

would lead to their identification (Safer, 1997b; Shochet and O’Gorman,

1995).

Internet support groups

The rapid growth of Internet access has created new possibilities for people

with health concerns to engage in supportive communication with a

network of individuals who are all coping with the same issue (Walther and

Boyd, 2002). Although face-to-face support groups are popular, there are a

number of characteristics that are unique to the realm of the Internet that

can make this a more attractive proposition. For example, the ability of

computer-mediated communication to transcend geographical and temporal

constraints (Wright and Bell, 2003) can be particularly useful for

adolescents, who perhaps have to rely on parents for transport. Disclosing

health information over the Internet can feel less risky than doing so in a

face-to-face context. For example, Wallace (1999) noted that people might

want to remain anonymous in order to feel able to ask questions that might

reveal what they perceive as their stupidity or to voice their concerns about
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an issue that they feel is not serious enough for them to contact a helping

agency using more traditional means. Also, because there are reduced social

status cues in the computer-mediated environment, it can be easier to estab-

lish supportive relationships. Finally, Internet support groups can reduce the

stigma associated with the illness, behaviour or condition that individuals

have. Wright (2000) studied computer-mediated groups for people dealing

with health-related issues, such as substance abuse problems and mental

illness, and found that the most frequently mentioned advantage of these

groups was the perception that there was less stigma attached to the condi-

tion by other online support group members due to the anonymity of the

medium than in the face-to-face world. This is particularly likely to be so for

deliberate self-harm, since often a sense of shame, disgrace or taboo is associ-

ated with the act, which can prevent young people from seeking help.

A second important point in favour of Internet sources of help and infor-

mation is the asynchronous (not in real time) nature of corresponding with

other group members. Wright and Bell (2003) highlight that asynchronous

communication usually occurs when participants send email messages or use

bulletin boards to post messages to others. Although feedback is slower

using this method, compared with synchronous (real-time) chat rooms, for

example, it can be more convenient because the individual can write and

respond at times that suit him or her. Another advantage of asynchronous

communication is the ability for more than one person to respond to a

message. Everyone who is a member of the group can, potentially, read and

respond to the message (Wellman, 1997).

Websites providing advice for young people

A good example of the kind of support that can be provided online has been

developed by a GP and a consultant in public health. The aim was to develop

two linked websites designed to provide teenagers with ‘cringe-free’ infor-

mation in an entertaining way. These websites were set up in February 2000

with the aid of young people, using actual and virtual focus groups. Since

their launch, the websites have had over 15 million hits and receive more

than 1000 emailed questions to the site’s online doctor every month. The

sites are free to the user and contain no advertising.

The first site, www.teenagehealthfreak.org, is an online diary of a

hypochondrial teenager ‘Pete Payne’. Pete updates his diary daily with his

worries and traumas, plus those of his family and friends. Pete soon discovers
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Dr Ann’s site, and his diary often links with it for information on his latest

health worry. Pete’s diary provides a teenager-friendly relevant health infor-

mation resource in a humorous format designed to encourage visitors to

return and keep up to date with events. The second site, www.doctorann.org,

is the virtual surgery of Pete’s doctor, Dr Ann. The surgery is full of

evidence-based medical information about common teenage health worries.

This site provides a more substantial health information resource. It is split

into nine key sections: Emergency Room, Not Feeling Well? Drugs and

Alcohol, Sex, Smoking, Weight and Eating, Body Changes: Girls, Body

Changes: Boys and Moods (including depression, self-harm, anxiety and

eating disorders). Further sections include quizzes and surveys, a notice-

board and an A–Z index of the site. In addition, teenagers can email the

doctor in confidence with their own health problems via the ‘Ask Dr Ann’

option. Dr Ann cannot respond to all questions, but new key questions and

answers appear daily.

There is evidence that promotion of help-seeking from specific websites

may be effective. Adolescents in schools in Australia received a presentation

on a website, www.reachout.com.au, which aimed to provide information on

a range of difficulties such as bullying, loss, relationship problems and

mental health problems, including depression, anxiety and suicide. The aims

of the website are to increase young people’s access to mental health infor-

mation and to promote positive help-seeking behaviours and coping skills.

Six months after the presentation, the majority of the adolescents knew

where they could go for help and who they could talk to. Almost half the

adolescents had visited the Reach Out! site and approximately two-thirds

said that they would use it if they were having a tough time (Nicholas et al.,

2004).

The Internet may be particularly attractive to boys, who are more reluc-

tant than girls to seek help from traditional sources. However, in a survey of

high-school students in the USA, Gould and colleagues (2002) found that

roughly equal proportions of boys and girls reported seeking help via the

Internet.

Risks and problems with the Internet environment

Although online venues may appear private and encourage the disclosure of

personal thoughts, they are public domains (Murray and Fisher, 2002),

affording little guarantee of absolute confidentiality or anonymity. Thus, the
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risk of interception by a third party is a possibility that cannot be ignored

(Murray and Fisher, 2002; Nosek et al., 2002). In addition, it is difficult to

discern which resources on the Web are accurate or appropriate for users

(Eng, 2001). Because there is a lack of published regulations concerning the

Internet, there is a growing concern that a substantial proportion of health

information may be inaccurate, misleading or even fraudulent (Barnes et al.,

2003). This is especially pertinent when one considers that nearly one-fifth

of adolescents in a survey conducted in the USA reported that they had

accessed the Internet in order to seek help for emotional problems (Gould et

al., 2002, 2004). The primary source that adolescents turned to for help

with their emotional problems was chat rooms. These create the environ-

ment whereby people with concerns about a particular issue, such as deliber-

ate self-harm, can engage in communication with a network of other indi-

viduals who are all coping with similar problems that are difficult to talk

about in a face-to-face environment away from the Internet. However, chat

rooms are generally unsupervised and, thus, it is possible that misinforma-

tion as well as constructive and supportive advice can be exchanged.

Linked to the issue of the kind of information that can be accessed via

the Internet, a further issue of concern revolves around the ability of con-

sumers, and adolescents in particular, to evaluate the quality of the Internet

sites and the information that they access. For example, Barnes and col-

leagues (2003) found that although e-health consumers were generally able

to judge the quality of a website, their final assessment of the quality was

often influenced by the layout and appeal of the website.

How do adolescents decide on the credibility of a website or chat room?

What is it about a website that encourages the user to stop or to go further

with their search for information? How can users be certain that the other

users offering information are who they say they are? The lack of non-verbal

cues through the channel of Internet communication means that deception

can be facilitated (Wright and Bell, 2003).

There has been a proliferation of Internet sites that focus on the topic of

deliberate self-harm, but not always in a professional and objective manner.

Because of the lack of published regulations for the Internet, there is

growing concern that these less professional sites may be harmful to an

adolescent population and, at the extreme, may actually encourage adoles-

cents to engage in self-harming behaviour, with potentially very serious

consequences.
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There is also a belief that consumers lack the ability to evaluate the infor-

mation that they are presented with (Fornaciari and Roca, 1999). As such, it

has been argued that educational efforts are required to teach Internet users

how to rate and retrieve quality information. This would be a mammoth

task. Thus, in line with the conclusions drawn by Gould and colleagues

(2002), we believe that attention would be better directed towards raising

standards, improving the resources and introducing a way of monitoring and

systematically evaluating sites, particularly those aimed at an adolescent

population who may not possess the necessary skills to be able to evaluate

objectively the information offered to them. Perhaps a system of grading of

websites could be introduced and shared with search engines to ensure that

those that meet the grading criteria appear more prominently in search

results.

The Media

In this section of the chapter, we focus on the role that the media may play in

relation to deliberate self-harm and consider the potential role it could have

in the prevention of suicidal behaviour. Research in several countries, espe-

cially in the UK and the USA, strongly indicates that media representation

can and does lead to copycat behaviour (Hawton and Williams, 2002; Pirkis

and Blood, 2001). Although there have been several studies that have not

shown a media effect, there are many examples of increases in suicide and

deliberate self-harm linked to the way in which suicidal behaviour has been

portrayed or reported. For example, Phillips (1974) showed that the more

publicity a suicide case was given, especially when on the front pages of a

newspaper, the more suicides were found in the period following publica-

tion. Schmidtke and Häfner (1988) demonstrated a similar effect of a

six-episode German television series entitled Death of a Student, which

showed the railway suicide of a 19-year-old male student. In five of the six

episodes, the scene of the suicide was shown at the beginning. After the

series, an increase in railway suicides was found over several weeks. This was

especially true for the gender and age group that closely resembled the

student in the series. Similarly, Hawton and colleagues (1999c) showed that

after an episode of the UK hospital drama Casualty, which had featured a

paracetamol overdose, hospital presentations for self-poisoning increased by

17 per cent in the week following the broadcast and by 9 per cent in the

second week. In fact, 20 per cent of the patients who had seen the episode
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said that it had influenced their decision to take an overdose. There was a

specific effect on use of paracetamol for self-poisoning in those who saw the

episode and subsequently took an overdose.

Those most affected by the media appear to be young people. The risks

seem to be greater when there is a feeling of identification, such as in the case

of celebrity death by suicide or the death by suicide of an attractive fictional

character. The provision of the details of the methods used for suicidal acts

seems to be a particularly potent factor likely to increase the risk of suicidal

behaviour.

Preventing media influences on suicidal behaviour

One approach to preventing media reporting and portrayal of suicide having

a negative effect on suicidal behaviour in the community is to develop guide-

lines for the media. To be successful, these must be produced in conjunction

with representatives of the media and, thus, be jointly owned.

In their guidelines for the media concerning the portrayal of suicide,

Samaritans (2002) accept that suicide is a valid subject for both reporting

and dramatic representation, but they make the point that certain types of

media coverage are considered to be potentially harmful and can act as a

catalyst that could influence the behaviour of those who are already vulnera-

ble. In particular, Samaritans suggest that young people can be most affected

by media coverage, particularly when there is a feeling of identification,

perhaps in the case of a celebrity death by suicide. They also state that it is

dangerous to provide specific details of a suicide method because this can

offer a vulnerable person the knowledge that they need in order to carry out

an act of deliberate self-harm or suicide.

In a similar vein, Schmidtke and Schaller (2000) have highlighted an

association in different countries between how the mass media report

suicide and attitudes towards suicide and suicide prevention. The way in

which different countries portray suicide in the newspapers hints at differ-

ences in the acceptance of suicide. For example, US headlines label suicide in

a more criminalising way, but suicide is portrayed more commonly as a

tragedy and political protest in Hungarian headlines (Fekete et al., 1998).

The portrayal of positive consequences of suicidal behaviour is thought to

increase the possibility of identification with suicide and, thus, more imita-

tion. Therefore, a dangerous message from the media is that suicide achieves
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results – for example, it makes people sorry or it makes them praise the indi-

vidual who dies.

Since the association between media portrayal and suicidal behaviour

appears to be strongest in young people (Hawton and Williams, 2002),

improvements in the way in which suicidal behaviour is dealt with by the

media may have special relevance to the prevention of self-harm and suicide

in the young. For example, suicides on the Viennese subway system were

increasing from 1984. The major Austrian newspapers portrayed these

deaths in a very sensational and dramatic way. In 1987, the Austrian Associa-

tion for Suicide Prevention published media guidelines that changed the

characteristics of reporting the suicides. Instead of printing sensational

stories, the newspapers printed short reports that were rarely on the front

page, or did not mention the suicides at all. Sonneck and colleagues (1994)

found that the number of suicides on the subway decreased significantly in

the second half of 1987, and the rates remained low. A similar successful ini-

tiative also involving reporting of subway suicides took place in Toronto

(Littman, 1983). Another example demonstrating how important the nature

of newspaper coverage is concerns the death of the American singer Kurt

Cobain. There was no increase in suicide rates following his death by suicide

in his home town Seattle. This was believed to be because the reporting dif-

ferentiated strongly between the brilliance of his achievements and the

wastefulness of his death and also the effect of Courtney Love, his partner,

telling people how angry she was with him (Jobes et al., 1996; Kienhorst,

1994). In Switzerland, Michel and colleagues (2000) showed that changes

in the nature of newspaper reporting of suicides, with reduced risk of imita-

tion, can be achieved through collaboration with newspaper editors. This

initiative did not, however, include evaluation of its impact on suicide rates.

Several organisations have put together guidelines highlighting good

practice for the mass media in the reporting and portrayal of suicidal behav-

iour (e.g. American Foundation for Suicide Prevention, American Associa-

tion of Suicidology and Annenberg Public Policy Center, 2001; MediaWise

Trust, 2003; Samaritans, 2002). To be effective locally, it is clear that

such guidelines must be developed in full collaboration with the media

representatives in the country. A summary of the key points made by these

guidelines suggests that the following are needed in the reporting of suicidal

phenomena:
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• There should be limiting of the dramatic or sensational coverage
given to suicides: stories should not be reported on the front
pages of newspapers and no photographs should be included.

• Reports should avoid explicit details of the method, such as the
drug taken or the number of tablets taken in overdoses.
Reporting that a person died from carbon monoxide poisoning,
for example, is probably not in itself harmful, but providing
details of the mechanism and procedure used to carry out the
suicide may lead to imitation of suicidal behaviour by other
people at risk.

• The issue needs to be explained in a sensitive manner, with the
aim of educating the public.

• Reports should avoid presenting the message that suicide
achieves results. For example, reporting that highlights
community expressions of grief may suggest that the local
community is honouring the suicidal behaviour of the deceased
person rather than mourning their death.

• There should be an avoidance of the use of simplistic
explanations for suicide. Suicide is rarely the result of a single
factor (although a catalyst for the behaviour might seem to be
obvious) and is often linked with mental health
illnesses/conditions, such as depression.

• Suicide should never be portrayed as an understandable way of
problem-solving. Where appropriate, the contact details of
helping agencies such as Samaritans should be presented
alongside the media item in question.

One further aspect of potential prevention of suicidal behaviour through the

media is that of modelling positive coping and help-seeking strategies when

young people are faced by crises of the kind that may result in suicidal acts.

In this manner, the media, especially television, have enormous potential

power to contribute to the prevention of suicidal behaviour. For example,

inclusion of such initiatives in television soap operas popular with teenagers

could be very effective. A positive collaboration between media producers

and experts in prevention in this regard would be a very fruitful way forward.

Of course, any such initiatives of this kind should be evaluated carefully.
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Summary and implications

In this chapter, we have explored alternative sources of support to which

adolescents can turn. A widely available source of support is self-help books,

many of which aim to teach users important skills. However, as we have

highlighted, many young people who engage in deliberate self-harm have

maladaptive cognitive and problem-solving skills, which may mean that

they have difficulty implementing the suggestions without the support

and guidance of a trained therapist. Nevertheless, we believe that self-

help books are a useful resource, not least because they provide adolescents

with an accessible source of information to which they might turn at times

of difficulty.

Another accessible source of support is confidential telephone helplines.

We highlighted the services offered by Samaritans and ChildLine that

young people can access as an instant means of gaining support when they

are thinking about or have actually engaged in forms of suicidal behaviour.

In Chapter 5, we highlighted some of the attitudes held by the adolescents

who took part in our schools study about helping agencies in general. In par-

ticular, adolescents expressed concerns about issues of confidentiality and

the stigma that they feel surrounds the act of asking for help. This raises

questions as to how such agencies can better advertise their services so that

adolescents realise just what is available to them and how they can access

such services in a confidential manner.

The Internet is a form of self-help that has opened up vast opportunities

for accessing health information. Perhaps the most important feature of the

Internet is the ability to hide one’s identity and thus maintain anonymity,

both being issues to which adolescents attach great importance. We high-

lighted the very successful Teenage Health Freak website, which provides

help and advice to adolescents with health concerns.

However, in spite of the many positive benefits associated with the

Internet, there are concerns that the quality of some of the sites may be low

and that some may be harmful. It is, therefore, important to explore

how adolescents decide on the credibility of particular websites and chat

rooms. Attention should be directed towards raising standards, improving

resources and introducing a method of monitoring and evaluating sites,

particularly those aimed at the adolescent population. Some countries, e.g.

Denmark, have moved towards regulating suicide recipe sites provided

through national Internet site providers, although the nature of the Internet

makes this a challenging task.
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Finally, we focused on the role of the media in relation to suicidal behav-

iour. Research from the UK, the USA and other countries strongly indicates

that media representation can and does lead to copycat behaviour. We have

shown that those most affected by the influence of the media also appear to

be young people. We have suggested how the power of the media can be har-

nessed and used positively as a tool to help with prevention of suicidal

behaviour. We call for responsible media reporting and portrayal of suicide

and have highlighted guidelines for good practice.

In the next and final chapter, we draw together and summarise the main

points and conclusions discussed in this book. We also highlight important

future needs in this field.
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C H A P T E R 9

Conclusions and Looking
to the Future

This book is about the problem of deliberate self-harm in adolescents.

Self-harming behaviour is one of the key health problems in this age group.

As we have shown, it is symptomatic of a wide range of factors. Our own

community-based study of deliberate self-harm in adolescents in schools has

been central to the book. In addition, we have drawn from the international

literature to set our findings in context and to provide a more comprehensive

picture of the problem of deliberate self-harm in adolescents. In this chapter,

we summarise the main points and findings covered in the book. We then

highlight their implications for clinical practice, prevention initiatives,

research and society in general.

In Chapter 2, we indicated how the type of approach used in surveys of

sensitive information in adolescents is crucial in determining the validity of

the results that are obtained. We then described the careful methodology

that we used in our schools study. We believe that the approach that we used,

although not perfect, addressed many of the limitations of other research

investigations of this kind.

In Chapter 3, we described our initial results in terms of the extent of the

problem of deliberate self-harm among adolescents who took part in our

schools study. Overall, 6.9 per cent of the adolescents reported and

described an episode of deliberate self-harm in the preceding year that met

our study criteria. One in 10 had engaged in deliberate self-harm at some

time during their young lives. A further 15 per cent of the adolescents

reported having had thoughts about harming themselves in the previous

year but had not gone on to do so. The extent of these phenomena in adoles-

cents in our study highlights the size of the problem of deliberate self-harm
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and thoughts of self-harm in adolescents. The findings from our study are

not unusual. We have shown from our review of the international literature

(Evans et al., 2005a) that the rates of self-harm and thoughts of self-harm in

our study are very much in keeping with those found in investigations con-

ducted elsewhere, particularly in the USA. Furthermore, the prevalence of

self-harm in our study is similar to that found in some other countries in

Europe (Ireland, Belgium, Norway) and in Australia, which were part of a

collaborative study that used exactly the same methodology as that

employed in our schools study. However, lower rates of deliberate self-harm

were found in the Netherlands and Hungary.

Until now, most studies of deliberate self-harm in adolescents have been

based on adolescents who present to hospitals. This is understandable, since

the main clinical response to adolescents who self-harm will be focused on

those who come to clinical attention. However, the results of our schools

study have shown that adolescents seen at hospital after deliberate self-harm

represent an atypical sample of the overall population of adolescents who

self-harm at the community level. This is particularly true for the different

methods of self-harm. By far the most common method of deliberate

self-harm in the adolescents in our schools study was self-cutting. However,

the vast majority of adolescents who present to hospitals following deliber-

ate self-harm have taken overdoses. This was confirmed in our study, in

which we showed that overdose was the principal distinguishing character-

istic of those self-harmers who presented to hospital. However, it should also

be noted that more than three-quarters of the adolescents in our study who

reported taking overdoses in the preceding year did not present to hospital.

This is a surprising and worrying finding, especially since many of the over-

doses reported by these adolescents included relatively dangerous sub-

stances, especially paracetamol. These findings also show that if there was a

small shift in the proportion of adolescents at the community level taking

overdoses, then this could have a marked effect on rates based on hospital

presentations. For example, the annual rate of deliberate self-harm in our

study at the community level was 5875 per 100,000, but the rate based on

those who presented to hospital was 840 per 100,000, a figure very similar

to that found in hospital-based studies (Hawton et al., submitted). Since most

of those presenting to hospital had taken overdoses, a small shift in this pro-

portion at the community level could result in either a significant rise or a

major reduction in hospital presentations, depending on the direction of the

change. This could have a considerable effect on clinical services, especially
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if the numbers were to rise. This possibility also needs to be borne in mind

when interpreting secular trends based on hospital presentations.

Deliberate self-harm in our schools study was nearly four times more

frequent in the girls than the boys. From our review of the international liter-

ature (Evans et al., 2005a) this ratio is clearly consistent with findings from

elsewhere. Thus, compared with boys, girls are much more likely to report

deliberate self-harm or suicide attempts, and to have thoughts of self-harm.

This finding is also compatible with those of studies that rely on data

obtained from hospital presentations, in which the average rate of deliberate

self-harm in adolescents is consistently higher in girls (e.g. Hawton et al.,

2003b; Lewinsohn et al., 2001; O’Loughlin and Sherwood, 2005). Also, we

have shown from our hospital-based register of deliberate self-harm presen-

tations in Oxford that the female/male ratio is greatest in very young adoles-

cents and then diminishes to approximately two to one in the late teens

(Hawton et al., 2003b).

There has been much debate about why there should be such a differ-

ence in the rates of deliberate self-harm and thoughts of self-harm between

the two sexes, particularly in the teenage years, especially when rates of

actual suicide are far higher in males than females. Likely reasons include the

earlier experience of puberty in girls and the possible consequences of this

for mood disturbances; the tendency of girls to get involved in serious rela-

tionships earlier than boys, with consequent distress when such relation-

ships break up; girls having higher rates of mood disorder than boys; and

boys more often using other outlets for expression of distress, such as delin-

quent acts and aggression.

Investigation of the motives for deliberate self-harm in our schools study

indicated that the most frequent motive was that the behaviour was a means

of coping with distress. Other motives reflected the interpersonal nature of

difficulties experienced by many of the adolescents. These findings are in

keeping with those from hospital-based studies (e.g. Hawton et al., 1982a).

However, many of the adolescents who had engaged in deliberate self-harm

indicated that they had wished to die. It is unclear to what extent this reflects

a true intention to die or a young person feeling so bad that they feel as if

they want to die without really wishing to end up dead. Further research is

required in order to clarify the extent to which these two aspects of the to-die

motive apply. This might include in-depth interviews of adolescents who

have self-harmed.

176 By Their Own Young Hand



Self-cutting was the most frequent method of self-harm in our schools

study. Very little attention has been paid to the motives involved in

self-cutting in adolescents compared with those involved in overdoses. We

compared the adolescents who had cut themselves with those who had taken

overdoses. More of those who had taken overdoses indicated that they had

wanted to die. This was found in both the spontaneous responses to an

open-ended question and also the adolescents’ choices from the list of eight

motives they were shown when asked to select those that applied to them.

Self-cutting is often associated with tension reduction and self-punishment,

which was reported by many of the girls who cut themselves in our study.

This has also been found in studies of clinical samples of females who have

cut themselves (e.g. Hawton, 1990; Shearer, 1994). It is clearly relevant to

prevention and treatment of self-cutting, in terms of both whether other

methods of tension reduction can be encouraged and the need to address the

self-esteem issues that may underlie self-cutting.

It has become increasingly obvious from studies such as ours that quite a

lot of boys cut themselves. Data based on hospital presentations have shown

that increasing numbers of males in general are presenting following

self-cutting (Hawton et al., 2004a; Horrocks et al., 2003). We know far less

about self-cutting in boys than girls. There is a need for investigation of boys

who use this method of deliberate self-harm, particularly to understand the

problems they face and the motives behind the self-harm. Certainly the

results of our schools study suggest that there are differences in the motiva-

tion for self-cutting between male and female adolescents. This may have

relevance to both prevention and treatment of self-cutting in young males.

We have shown that deliberate self-harm in adolescents is often highly

impulsive, in the sense of the act being carried out with relatively little fore-

thought. Thus, in our schools study, almost half of those who cut themselves

and over a third of those who took overdoses said that they had thought

about harming themselves for less than an hour beforehand. This does not

mean that there had not been prior thinking about self-harm – indeed, we

believe that the process leading up to self-harm is often protracted and can

be traced over days, weeks, months or, in some cases, even years (Runeson et

al., 1996; Van Heeringen, 2001). However, the immediate psychological

processes that lead to self-harm are likely to be very rapid. This means that

there is often little time for intervention once thoughts of self-harm have

been formulated fully. Although efforts to encourage adolescents to seek

help at such times are important – and this is a specific time when telephone
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helplines and seeking help from friends, family and clinical services are very

relevant – prevention should be focused mainly on reducing the problems

that lead to thoughts of self-harm and helping young people to acquire alter-

native methods of problem-solving and recognising sources of help. We

believe that one of the main approaches to this should be through educa-

tional programmes in mental health awareness in schools as well as educa-

tion via the media. This is discussed further later in this chapter.

We have confirmed that repetition of self-harm by adolescents is

common. This was already known from studies of hospital samples of ado-

lescents presenting following self-harm, with just over a third in the study in

Oxford reporting that they had harmed themselves previously (Hawton et

al., 2003b). In our schools study, the extent of repetition was even greater:

more than half of the adolescents who had self-harmed reported a previous

episode of deliberate self-harm, this proportion being similar for boys and

girls. This is important, because repetition of self-harm indicates persistent

or recurrent distress. It is also associated in adults with even greater future

risk of completed suicide than single episodes of self-harm (Zahl and

Hawton, 2004). Clearly, attention needs to be paid to preventing repetition

of deliberate self-harm in adolescents. This must be a major focus of treat-

ment for self-harmers who have been identified through clinical services. It is

less clear how one might prevent repetition in those who do not present to

services, but educational programmes and self-help approaches represent

potentially relevant measures.

A fair amount of attention has been paid to the impact of suicide on rela-

tives and friends. We reviewed studies that have shown that depression is

common in mothers (especially) and siblings of adolescents who have died

by suicide, and that there are often long-term consequences in terms of psy-

chiatric disorders in relatives. However, far less attention has been paid to the

effects that deliberate self-harm and attempted suicide in adolescents may

have on other people. Indeed, we are aware of only one study of significance

in this field. This showed that mothers experienced a wide range of reac-

tions, including anxiety, guilt, sadness and hostility, and that some of their

reactions varied according to whether the deliberate self-harm act was a first

episode or a repeat. Fathers, few of whom were included in the study, also

reported varied reactions but felt that especially following the deliberate

self-harm episode they had to be very careful what they said to their son or

daughter (Wagner et al., 2000). This much-neglected aspect of deliberate

self-harm in adolescents (and indeed adults) needs more attention. Anec-
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dotal evidence indicates that the impact of having a son or daughter carry

out an act of self-harm can be devastating and can have major effects on

other family members and friends. Not only does their distress require atten-

tion in its own right, but also their reactions to the act are likely to be very

significant for subsequent therapy and outcome (King et al., 1997). This is,

therefore, an important area for further research. The impact of the behav-

iour on other people and their response to the adolescent needs to be consid-

ered carefully and addressed by clinicians and other helpers dealing with

adolescents who have self-harmed.

One important aspect of the reaction of other people to deliberate

self-harm is their understanding of the motives involved. If this differs from

that of the adolescent, then potentially this can have important conse-

quences. Certainly such differences have been demonstrated between ado-

lescents who have presented to hospital following overdoses and the clini-

cians who have assessed them (Hawton et al., 1982a). Similar differences in

attribution of motives have been found between adults who have taken over-

doses and their relatives (James and Hawton, 1985). In therapeutic work

with adolescents (and adults) and their families, this needs to be addressed

because such differences may cause misunderstandings and undermine treat-

ment. It was a feature of the family problem-solving therapy approach

utilised by Harrington and colleagues (1998a) for adolescents who had

self-harmed and their families.

The findings from our schools study and from other studies in this area

regarding motives for overdoses and self-injury highlight the need for clini-

cians to explore motives for self-harm. Through understanding the motiva-

tion for the behaviour, not only will the clinician obtain a fuller picture of the

nature of self-harm in individual cases but also this may help them to decide

which strategies may be useful for preventing further episodes of self-harm.

Thus, if specific motives can be identified, then the clinician can work with

the adolescent to try to develop coping strategies that can be used in the

future if the adolescent is confronted by similar circumstances to those that

previously preceded previous self-harm.

In Chapter 4, we went on to examine in detail the specific factors that are

associated with deliberate self-harm and thoughts of self-harm in adoles-

cents. We did this by considering the results from our schools study and

those from other studies reported in the international literature (Evans et al.,

2004). We have commented above on gender differences in this behaviour.

Much attention has been paid to the frequency of deliberate self-harm in
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different ethnic groups. In the UK most attention regarding ethnicity and

suicidal behaviour has been paid to Asian females, with some studies sug-

gesting that they are at increased risk for self-harm and suicide compared

with other females. However, in our schools study, we found that Asian girls

were significantly less likely to report self-harm than were white females

(Hawton et al., 2002). The findings of a study from London have suggested

that adolescent Asian girls are at no more risk of self-harm than other

females (Bhugra et al., 2003). An important aspect of the impact of ethnicity

on risk of self-harm and suicide is the relative size of a particular ethnic

group in a locality in relation to other ethnic groups. Thus, where an ethnic

group represents the majority of the population locally, then suicide rates are

unlikely to be elevated in that group, whereas where an ethnic group is in the

minority, increased rates of suicidal behaviour may be found in that group

(Neeleman and Wessely, 1999). This may well be related to the social pres-

sures of being in a minority group, including the possible impact of prejudice

and marginalisation. Thus, in interpreting the results of studies of suicidal

behaviour in different ethnic groups, the context of such studies needs to be

borne in mind. The majority of the Asian adolescents in our schools study

were in schools in Birmingham, which has a large Asian population. Thus, it

is perhaps not surprising that the rates of deliberate self-harm reported were

not elevated compared with those in white pupils.

Both our schools study and other studies in this field have examined a

wide range of psychosocial and health factors that might distinguish adoles-

cents who engage in deliberate self-harm from other adolescents and also

those who have thoughts of self-harm from other adolescents. There is a

consistent finding that depression and anxiety are associated with deliberate

self-harm, although the results of our study suggest that the association is

stronger in females. We also found that low self-esteem was an important risk

factor for deliberate self-harm in both boys and girls. Impulsivity seemed to

be a risk factor just in females. This latter finding may be due to the fact that

our ability to examine associations between psychological characteristics

and deliberate self-harm was greater in the girls because of the larger number

of female than male self-harmers. There is good evidence that many adoles-

cents are not very aware of mental health issues (Fortune et al., Heled and

Read, 2005; submitted). This is perhaps surprising given the increasing

attention to such issues in the media. It again highlights the need for mental

health awareness programmes in schools to help young people recognise

and understand psychological distress, both in themselves and in their peers.
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Such programmes clearly need to include a focus on how adolescents can get

help, whether for themselves or for their friends.

Both alcohol and drug use are clearly associated with deliberate

self-harm. In our schools study, drug use was one of the strongest predictors

of deliberate self-harm for both males and females. The results of other

studies support this finding. Other studies also indicate that the association

is considerably stronger for hard drugs such as cocaine and heroin than for

softer drugs such as cannabis. This is understandable in the sense that

cannabis is used so widely that it would be surprising if it was a particularly

strong risk factor. For alcohol, although there appears to be an incremental

effect of the amount of alcohol consumed, our results suggest that the link

with deliberate self-harm may not be direct but may be mediated by other

factors, such as depression, anxiety and the effects of alcohol on impulsivity.

Nevertheless, school-based and other programmes aimed at the prevention

of alcohol and drug abuse are likely to be extremely important in terms of

prevention of self-harm and suicidal behaviour among adolescents.

In our schools study, there was also an association between deliberate

self-harm and smoking, a finding that is again in agreement with those of

other studies (reviewed by Evans et al., 2004). The relationship between

smoking and deliberate self-harm is, however, likely to be mediated by other

factors.

Problems within families are clearly extremely important in the aetiol-

ogy of deliberate self-harm. This is a consistent finding across studies in this

field. A specific association has been found with sexual and physical abuse

(Evans et al., 2004). Ongoing discord within families, break-up of parental

marriages, mental health issues and alcohol abuse are also linked strongly to

the risk of deliberate self-harm in adolescents. This highlights the impor-

tance of any initiatives to reduce family dysfunction and the potential need

for family therapy for some adolescents who present with deliberate

self-harm.

Peer relationships are also extremely important. Having difficulty

keeping friends and having arguments with friends are associated signifi-

cantly with increased risk of deliberate self-harm and thoughts of self-harm.

Further important issues concern schoolwork, including difficulties with

keeping up with schoolwork and perceived or real academic pressure.

Bullying is clearly an extremely important risk factor for self-harm and

suicidal behaviour in adolescents. We found this in our schools study,

although other factors tended to outweigh the impact of bullying when we
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conducted a multivariate statistical analysis. This does not mean, however,

that bullying is a minor factor. Indeed, several studies now point to its impor-

tance in relation to risk of deliberate self-harm (Kaltiala-Heino et al., 1999;

Rigby and Slee, 1999). Clearly, bullying and other abuse (physical as well as

sexual) are likely to have major effects on self-esteem and, hence, on mood

and vulnerability to thoughts of self-harm in adolescents.

Increasing evidence points to the potential role of sexual orientation dif-

ficulties in relation to the risk of deliberate self-harm in adolescents and

young adults (Catalan, 2000; Wagman Borowsky et al., 1999). In our

schools study, we also found that concerns about sexual orientation were

associated with risk of deliberate self-harm, although the association did not

appear to be a direct one, perhaps because of the relatively low rate of report-

ing of such concerns. Interestingly, a study of young people has suggested

that the risk of deliberate self-harm may be particularly high in those where

there is mixed sexual orientation – that is, where individuals have both het-

erosexual and homosexual interests (Fergusson et al., 2005a). Presumably,

however, the risk of suicidal behaviour in young people with sexual orienta-

tion concerns is likely to decrease gradually as variations in sexual orienta-

tion become more socially accepted. Nevertheless, there is clearly a need to

recognise the impact that such concerns can have on young people, and

awareness of this needs to be incorporated in school-based sexual health

programmes.

It has become increasingly apparent that exposure to deliberate

self-harm by others can be a major risk factor for deliberate self-harm. In our

schools study, having a friend who had self-harmed recently was one of the

strongest risk factors for deliberate self-harm in both girls and boys. This

applied principally to self-cutting and was most marked in females. The

finding concerning the general importance of exposure to self-harm is con-

sistent with those of several previous studies (e.g. Bjarnason and

Thorlindsson, 1994; Wagman Borowsky et al., 1999). This is important to

bear in mind in relation to how schools deal with self-harm. The guidelines

for school staff included in Appendix III may be useful in this respect. This

finding should also be borne in mind by clinicians when assessing adoles-

cents who have self-harmed or are thought to be at risk of this behaviour.

This association is also relevant to educational programmes in schools aimed

at preventing risk of self-harm.

In Chapter 4, we also discussed the potential mechanisms that may

underlie the important influence that media reporting and portrayal of
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suicidal behaviour and self-harm can have on the risk of self-harm, although

we did not investigate this specifically in our schools study.

In Chapter 5, we highlighted two aspects of adolescents’ behaviour

relevant to managing difficult situations. The first of these aspects is the

extent to which adolescents who are in difficulties perceive themselves as

having problems and to be in need of help. It is important to recognise that

many troubled adolescents do not view themselves as having problems. This

was the case for a quarter of the adolescents in our schools study who had

carried out acts of deliberate self-harm. Results of studies in other countries

have been consistent with this finding. This suggests that one aspect of pre-

vention of deliberate self-harm may involve helping adolescents to recognise

when they have problems, how to identify what the problems are and how

severe they may be.

Help-seeking behaviour is another important aspect of managing diffi-

cult situations. One crucial component of help-seeking is communication

with others. In our schools study, adolescents who had carried out acts of

deliberate self-harm and those with thoughts of self-harm indicated fewer

categories of people with whom they felt able to talk about things that really

bothered them than did other adolescents. A particularly worrying finding

from our schools study was that of those with a history of a recent deliberate

self-harm episode, 20 per cent reported that no one knew about it. Also, 40

per cent of the adolescents who reported having experienced thoughts of

self-harm had not talked about them or tried to get help from anyone. One

possibility is that when certain adolescents develop problems, they tend to

isolate themselves from potential sources of support. Another possibility is

that it is the lack of support that contributes to the development of suicidal

phenomena. A further possible explanation is that adolescents with

problems tend to have fewer people to whom they can turn because the

nature of their problems has alienated potential sources of support. These

possibilities merit further investigation. In our schools study, we looked at

the factors that appeared to get in the way of adolescents seeking help before

deliberate self-harm. A few indicated that they did not seek help because

they wanted to die. However, the most common responses were that the ado-

lescents had felt that they did not need or did not want help. Some explained

that they thought that their problems were not serious enough for them to

seek help. Others acknowledged that they had problems but thought that

they should be able to deal with them themselves. In addition, some adoles-

cents had clearly felt shame about their problems or behaviour or had feared
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how others might react to their problems. Furthermore, some thought that

other people would not understand their behaviour or that no one would be

able or want to help them.

When the adolescents in our schools study were asked about the people

with whom they felt they could talk about things that bothered them, the

vast majority indicated their friends as being the main people they turned to.

Similarly, those adolescents who had recently deliberately harmed them-

selves and sought help beforehand had most often turned to their friends

rather than other people. Furthermore, friends were the people most likely to

know about a deliberate self-harm episode and to attempt to provide help

afterwards. Adolescents with thoughts of self-harm also indicated that they

were most likely to seek help from their peers. These findings, which are

consistent with those of other studies, are extremely important. They

indicate the potential burden that adolescents face in terms of supporting

their peers. However, most adolescents have not been coached in any way in

how best to do this. Therefore, attention to this aspect of support for adoles-

cents should be an essential part of mental health education in schools. In

addition to helping adolescents see what they can do to help others, it is

essential that they are also given advice on when they should seek help from

an adult for a peer in distress because of concerns about the risk to their

friend. This may, of course, involve breaching confidentiality. They need

help in seeing how this might, in the long term, be the most helpful way of

assisting a very troubled friend and keeping them safe.

Parents are another important potential source of support. In our schools

study, approximately two-thirds of adolescents said that they would turn to

their mother for help. Parents can get advice on how to help troubled adoles-

cents. Some of the self-help material suggested in Appendix VII of this book

may be useful in this respect. Teachers were viewed relatively rarely as a

source of help by adolescents in our schools study. This is perhaps under-

standable, since pupils may be afraid that if they confide in a teacher what

they say may not remain confidential. They might also see this as conflicting

with other roles that the teacher has. Nevertheless, teachers would also

benefit from help and advice on how best to identify and support pupils who

may be at risk or who have engaged in deliberate self-harm. This may require

the help of other agencies that they can to turn to for support. The guidelines

for school staff in Appendix III might be helpful in this respect. Another

possibility, which was suggested by quite a lot of pupils in our study, is that

there should be designated individuals within the school who do not neces-
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sarily have a teaching role but who are clearly there to provide confidential

advice and support. This already happens in some schools and merits serious

consideration. Choice of the most appropriate person must reflect both their

skills and his or her being the sort of person that troubled adolescents will

approach.

We found important differences between the adolescents in our study

who had engaged in deliberate self-harm or had had thoughts of self-harm

compared with other adolescents in their reported use of coping strategies.

Thus, they tended more often to indicate that they used emotion-focused

coping strategies, such as getting angry or having an alcoholic drink, when

faced with problems. In addition, they were less likely to employ strategies

that actively focused on their problems, such as talking to someone or trying

to sort things out. This is in keeping with other studies, which indicate that

adolescents who deliberately self-harm may have difficulties with

problem-solving (reviewed by Speckens and Hawton, 2005). As a result of

these difficulties, such adolescents are less able to cope effectively with

problems in their lives, which would also increase their risk of repeat

episodes of deliberate self-harm. Depression is a specific factor that seems to

undermine problem-solving and increases the risk of repetition of self-harm

(Hawton et al., 1999b; Kingsbury et al., 1999).

In Chapter 6, we turned to the potential for prevention of suicidal

behaviour through initiatives in schools. We discussed this from three points

of view. The first concerned primary prevention, namely efforts to alter

factors that might predispose adolescents to thoughts or acts of deliberate

self-harm. Some such initiatives have focused specifically on suicide through

the provision of suicide-awareness programmes. However, the results of

these programmes have been inconsistent, and there are concerns that they

can have negative consequences for adolescents. For example, it is possible

that they may encourage some adolescents to view suicide as a legitimate

response to stress.

As a result of the concerns about educational programmes focused on

suicidal behaviour, and because of the recognition that deliberate self-harm

and thoughts of self-harm are very often related to psychological and mental

health problems, there has been much more focus on the introduction of

mental health awareness programmes in schools. This approach is supported

further by findings such as the lack of recognition by adolescents that mental

health problems can be important contributory factors leading to deliberate

self-harm. The content of such programmes might, therefore, include provi-
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sion of simple information about mental health problems, especially depres-

sion and anxiety, and how to recognise them in oneself and in others;

training in problem-solving skills; understanding of self-esteem and how

this may influence feelings and behaviour and simple strategies for counter-

ing negative self-esteem; strategies for coping with stress; where and how to

seek help; and how to help others in distress. Unfortunately, evaluation of

such programmes has not been very positive to date. The most encouraging

results are where such programmes are provided over a lengthy period and

where a whole-school approach is used, i.e. where an effort is made to

involve everyone associated with the school, including pupils, staff, families

and the community, as well as trying to change the environment and culture

of the school (reviewed by Wells et al., 2003). It is very important that further

development and evaluation of such approaches is carried out in order to

determine which approaches are most effective. Evaluations will need to be

conducted on a very large scale in order to investigate a range of outcomes

and to be sure to identify any negative impacts.

The second broad school-based approach is secondary prevention,

which includes efforts to identify adolescents at risk, either because they are

experiencing thoughts of self-harm or suicide or because they have charac-

teristics known to be associated with this behaviour. Screening programmes

have been investigated, particularly in the USA (Shaffer et al., 2004). This

usually involves school pupils initially completing a questionnaire about

mood, substance use and suicidal ideation and behaviour. Those who score

above a cut-off point are then interviewed to determine whether they have

significant problems and whether they require treatment or further evalua-

tion. While there have been some initial encouraging reports of such an

approach, there also appear to be major drawbacks. One is that there may be

quite a few false-positive cases identified, which will not only be expensive

but also risk stigmatisation of the adolescents concerned. Another is that

adolescents at risk may not be picked up through this approach, especially

those who have fluctuating symptoms. As a result of this, some people have

suggested that it is better to train teachers to identify signs that might

indicate that pupils are at risk, who can then be referred on to a counsellor.

The third broad preventive approach in schools concerns tertiary pre-

vention, which involves means of dealing with deliberate self-harm or

suicide once they have occurred. This is important not only because of the

distress that these may cause for peers but also because of the risk of model-

ling of self-harm and suicide, leading to possible clusters of this behaviour. It
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is important for schools to have a plan of how they will deal with such situa-

tions (e.g. Hazell, 1991). They may need help and advice from outside

organisations on how best to manage the situation. The guidelines for school

staff in Appendix III might be useful in this respect.

While clearly the main task of schools is the education of pupils, they

also undoubtedly have a major potential role in the prevention of deliberate

self-harm and suicide. It is clearly important that maximum use is made of

the potential of the school environment in this regard. This is certainly an

area for further development and evaluation.

In Chapter 7, we focused on the role of the health service in relation to

the prevention and management of deliberate self-harm. We began by con-

sidering the problems that adolescents appear to have in seeking help from

healthcare agencies. Concerns about confidentiality appear to be a major

factor. Also, unfamiliarity with accessing such sources of help may be

another. In addition, lack of immediacy of access may be a further problem.

General practitioners clearly have a substantial potential role in identify-

ing and helping adolescents who are in difficulty. We have highlighted that

this may necessitate awareness that initial presenting symptoms might be

misleading, particularly when they are of a physical nature, and, therefore,

the need for GPs to be prepared to ask adolescents broad questions about

how they are getting on, even if they have presented with apparently innoc-

uous complaints, at least in mental health terms. We have also highlighted

the need for general practices to be user-friendly for adolescents and for staff

to recognise the difficulties that adolescents may have in approaching their

doctors for help. We have outlined a possible screening approach for use in

primary care to detect those adolescents with difficulties, and especially

those at risk of self-harm. We have also considered approaches to manage-

ment, including when to refer an adolescent for specialist care. Clearly,

primary care should be a major focus for preventive initiatives, and there is a

lot that can be done to improve the attractiveness of this potential source of

help to adolescents. It is essential that GPs and other primary care staff are

educated and trained in the recognition of psychological and mental health

problems in adolescents and their management.

In the context of the treatment, we have highlighted the recent problem

that has arisen concerning the use of antidepressants in adolescents. This is

because examination of published and unpublished data from randomised

control trials of SSRI antidepressants has suggested that such drugs may

have negative side effects in some adolescents, including the possible devel-
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opment of suicidal ideas and behaviour (Whittington et al., 2004). Legisla-

tive authorities have decided that the cost/benefit ratio for these antidepres-

sants is too high, except in the case of fluoxetine, and have recommended

that clinicians avoid using them for children and adolescents (UK Commit-

tee on Safety of Medicines, 2004; US Food and Drug Administration,

2004). This clearly presents problems for GPs and other clinicians who are

trying to manage depression in adolescents. One positive effect of this devel-

opment might, however, be that there will be more attention to the develop-

ment and provision of psychological therapies.

We went on to examine the management of adolescents who have

engaged in deliberate self-harm and who present to emergency departments

in general hospitals. It is accepted that a careful assessment of all such adoles-

cents is essential. We have provided details of an approach to assessment,

which we hope will be useful for clinicians. Although knowledge of how to

conduct such an assessment is clearly essential, there are other skills that will

be very important for ensuring that adolescents get maximum benefits from

their hospital attendance. These include attention to attitudes towards ado-

lescents who self-harm, several studies having shown that attitudes of

general hospital staff are often negative (Hopkins, 2002; Wilson, 2003).

Also, skills are needed in communicating with adolescents with difficulties,

especially where they might feel ashamed about the nature of their problems

or think that adults will disapprove of them or otherwise not understand

them.

The aftercare of adolescents who have presented to hospital with delib-

erate self-harm is receiving increasing attention. At present, there are no

well-established treatment approaches that have been proven to be particu-

larly effective. However, there are strong indications that a psychological

approach involving problem-solving and other aspects of cognitive therapy

can be effective. Also, a group-therapy approach for adolescents with repeti-

tive self-harm has produced promising results. For some adolescents, family

therapy using a problem-solving approach and provided in the adolescents’

homes may be helpful (Harrington et al., 1998a).

There are uncertainties about the use of medication in aftercare,

although for major psychiatric disorders appropriate physical treatment

should be provided. A recent clinical trial comparing cognitive therapy with

the use of the SSRI antidepressant fluoxetine in depressed adolescents has

suggested that both may be effective, with the combination of fluoxetine and
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cognitive therapy being particularly potent, especially for reducing suicidal

thoughts (March et al., 2004).

In Chapter 8, we explored other sources of support to which adolescents

can turn. We considered the role of self-help books and other sources of

information that adolescents might find helpful. Although the efficacy of

such sources of help for adolescents is uncertain in relation to deliberate

self-harm, there are some encouraging signs that they can be helpful for

other psychological conditions and problems of adolescents. A crucial

question is to what extent will adolescents use self-help resources when in a

distressed state? Self-help books may be a useful resource alongside treat-

ment or while adolescents are waiting for treatment. Internet sites may be

another source of help. They may be particularly attractive for adolescents

who wish to hide their identity or have difficulty communicating directly

with others.

Telephone helplines are another important potential source of help. We

have particularly highlighted services offered by Samaritans (including

email counselling) and ChildLine. Investigations of attitudes held by adoles-

cents towards such sources of help indicate that the sources need to be

extremely adolescent-friendly for them to use them. Also, adolescents need

to be sure about the confidentiality of any interactions and must overcome

any stigma they feel about asking for such help. Thus, the way in which

agencies advertise their services is crucial in determining how much they are

used and how effective they might be for adolescents.

We also considered the potential dangers of the Internet, especially the

safety of certain websites and chat rooms. Of specific concern is that some

websites appear to be aimed at encouraging suicidal behaviour. This is par-

ticularly true of ‘recipe’ sites that describe specific methods of suicidal

behaviour. Attention needs to be paid to possible legislation to restrict such

websites, although this is clearly difficult because of the international nature

of the Internet.

Increasingly, it has become clear that the media may play a significant

potential role in relation to self-harm and suicide by adolescents. It is now

generally accepted that certain types of media portrayal and reporting of

suicidal behaviour can encourage such behaviour in viewers and readers.

This is particularly so where specific methods of suicide are described or

portrayed in detail. Other factors, such as the status or attractiveness to the

viewer of a role model who engages in suicidal behaviour, or their similarity

to the viewer, may also be important. Because of these findings, guidelines
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for media portrayal and reporting of suicidal behaviour have been drawn up.

There are still problems concerning how acceptable these are to people in

the media. Joint preparation and, hence, joint ownership of such guidelines

between policy-makers, experts in the field and media personnel is essential.

Concluding comments

In concluding this book, we think it is essential to highlight what we

consider to be key needs in this field. We will first highlight the needs related

to improving clinical care of adolescents, including those who have

self-harmed. We then turn to what we believe are important research needs

that should be addressed. Finally, we underline the important responsibility

that society has in relation to self-harm and suicidal behaviour in

adolescents.

Clinical needs

There are some important aspects of clinical practice that need to be

addressed in terms of improving the prevention and management of adoles-

cent self-harm.

Attention needs to be paid to the problems that adolescents face and the

management of such problems in the training of medical students, junior

doctors, nurses and other healthcare professionals. In particular, these pro-

fessionals need to be made fully aware of the difficulties that adolescents

may have in accessing or otherwise dealing with clinical agencies. They also

need training in the skills required to be able to interact effectively with ado-

lescents.

General practice staff need to be particularly aware of the needs of ado-

lescents, and attention should be paid to ensuring that practices are attractive

to adolescents. Specific staff within a practice might take on particular

responsibility for management of adolescents with psychosocial problems.

Hospital emergency department services need to be organised in an ado-

lescent-friendly way, such that adolescents who present with deliberate

self-harm or suicidal ideas can receive appropriate care.

Deliberate self-harm services in general hospitals, which should become

the norm in all large hospitals, should include staff who have appropriate

skills and take a special interest in adolescents who present following delib-

erate self-harm.
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Prompt and detailed assessment should be conducted with all adoles-

cents presenting to hospital following deliberate self-harm, including those

who do not require admission to a hospital bed.

Further attention needs to be paid to the development and evaluation of

effective treatments that might be utilised in the aftercare of adolescents who

have presented with deliberate self-harm and in the management of adoles-

cents at risk of self-harm or suicide. Such developments need to include

attention to approaches that can help with difficulties of problem-solving

that many such adolescents have, the needs of adolescents who engage in

repeated self-harm, and those who have specific problems, such as family

difficulties, substance misuse problems and behavioural disturbances. In

view of the association between sexual abuse and the risk of repeated

self-harm and the possible development of other coping difficulties, atten-

tion also needs to be paid to development and evaluation of treatments for

abused adolescents. Intensive treatment, such as dialectical behaviour

therapy, also requires evaluation in this population. Dialectical behaviour

therapy has shown promising results in adults, and there are encouraging

signs that it may be helpful for adolescents. Other approaches, including

individual and family therapy, also require evaluation in such adolescents.

Research needs

Although much is now known about adolescents who present to hospital

with deliberate self-harm, there is room for more investigation of those who

engage in this behaviour in the community and do not come to clinical atten-

tion. In this book, we have focused a good deal on the results of our

large-scale schools study, which had this very objective. However, other

types of investigation of this kind are likely to be helpful. In particular, there

is a need for longitudinal studies in which adolescents who are identified at

the community level as having engaged in deliberate self-harm or being at

risk of such behaviour are followed up in order to determine their outcome,

in particular those who engage in further self-harm and suicidal behaviour

and those who improve. The factors associated with such outcomes can then

be identified. Deliberate self-harm by adolescents is clearly not an insignifi-

cant issue. A longitudinal study from New Zealand has shown that a sub-

stantial proportion of adolescents who engage in deliberate self-harm will

engage in further such behaviour in young adulthood (Fergusson et al.,

2005b).
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Further work is required to investigate the mechanisms involved in the

apparent contagious nature of self-harm, especially self-cutting, and to

identify those adolescents who are most vulnerable to being influenced by

exposure to self-harm by others.

We have highlighted the need for development of treatments for adoles-

cents who have engaged in deliberate self-harm. The evaluation of treat-

ments in this area is complex (Arensman et al., 2001). However, large-scale

evaluative studies of new treatment approaches are required. These may need

to be conducted as multi-centre studies in order to ensure inclusion of suffi-

cient numbers of adolescents to fully test out the effectiveness of a particular

approach.

We have indicated the extent to which schools should be an important

focus for preventive efforts. Prevention programmes such as those that we

have outlined require large-scale evaluation before being introduced more

generally. In addition, where screening is being utilised to identify adoles-

cents at risk, this also requires very careful evaluation, especially in view of

the potential negative side effects for some adolescents.

Specific prevention initiatives aimed at adolescents should be investi-

gated. An example of this is the evaluation of the legislation to restrict pack

sizes of analgesics that was introduced in the UK in 1998. Careful evaluation

has shown that this approach has been effective (Hawton et al., 2004b).

Further initiatives require similar investigation.

The characteristics and needs of specific subgroups of adolescents

involved in deliberate self-harm need to be studied. Examples include ado-

lescents from ethnic minority groups, adolescents with sexual orientation

concerns and adolescents who have been subjected to bullying.

Further work is required to investigate the role of the media in encourag-

ing self-harming behaviour. This includes evaluation of the impact of

specific media stimuli in which suicidal behaviour is portrayed or reported.

In addition, we need more sophisticated evaluation of the ways in which

media attention to suicidal behaviour can modify how adolescents react to

problem situations. Finally, the potential role of the media in prevention of

suicidal behaviour is an area of enormous potential importance that has so

far received very little attention.

The role of the Internet in relation to both facilitation and prevention of

suicidal behaviour is under-researched. We know very little about the ways

in which adolescents make use of the Internet in help-seeking. We know
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even less about whether particular Internet sites or types of Internet presen-

tation might encourage suicidal behaviour in adolescents.

Societal needs

One might regard the extent of self-harm and suicidal behaviour by young

people in a society as reflecting the extent to which that society cares for and

cherishes its young people. Levels of self-harm and suicidal behaviour are far

higher in young people in many societies than they were three or four

decades ago. There has been much debate about the reason for this. One

obvious but important conclusion is that the problem of self-harm and

suicidal behaviour among adolescents needs to be fully recognised within

society. If there is adequate recognition of this problem, then this should lead

to prioritisation of efforts to understand more about it, to develop preventive

initiatives, to ensure that adequate clinical services for adolescents are avail-

able, attractive and staffed by knowledgeable individuals, to support

helplines for adolescents in need, and to address issues and threats posed by

the Internet and other aspects of the media.

It is largely with these needs in mind that we have written this book. We

hope that it will make a significant contribution to the knowledge of readers

about the problem of deliberate self-harm in adolescents and, hence, to

achievement of at least some of the needs and goals that we have high-

lighted.
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A P P E N D I X I

Guidelines Used in the Schools Study
for Categorising Respondents’
Descriptions of Deliberate Self-harm

Definition

The definition of deliberate self-harm (DSH) used was an act with a non-fatal

outcome in which an individual deliberately:

(1) initiates behaviour (such as self-cutting, hanging) that they intend to
cause self-harm; and/or

(2) ingests a substance in excess of the prescribed or generally recognised
therapeutic dose; and/or

(3) ingests a recreational/illicit drug
1

in an act that the person regarded as
self-harm; and/or

(4) ingests a non-ingestible substance or object.

This definition includes the following behaviour:

(1) self-cutting (SC), hanging or strangulation (HA), suffocation (S),
jumping or throwing self (J/T), electrocution (E), self-battery (SB),
alcohol (AL), burning (B), inhalation/sniffing (I), starvation (SN),
stopping of medication (SM), shooting (SH), drowning (D)

(2) overdose (OD)

(3) consuming a recreational drug (RD) (when the person actually regarded
this as self-harm). The drug type consumed should be indicated:
cocaine/crack (C), marijuana/cannabis (M), ecstasy (X), opiates/heroin
(O), LSD/acid (L), amphetamine/speed (A), nature of the drug
uncertain or unrecognisable (U)
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(4) non-ingestible substance or object (NISO).

The guidelines on pages 194–200 were used for categorising respondents’ answers

to the question below:

Use of the word ‘tried’ in the description

Where a respondent mentioned that he or she tried to do something, this was

included under DSH. The reason for this is that the word ‘tried’ appeared in the

wording of the question and, therefore, respondents may have picked up on the

word in their response, e.g.

I tried to slash my wrists with a Stanley knife blade.
[coded as definitely DSH, SC]

Appendix I 195

When was the last time you took an overdose or tried to harm yourself?

� Less than a month ago

� Between a month and a year ago

� More than a year ago

Describe what you did to yourself on that occasion. Please give as much

detail as you can – for example,the name of the drug taken in an overdose.



Multiple methods mentioned

Multiple methods were all coded unless it was clear that the respondent was refer-

ring to more than one self-harm episode in their description. All methods in the fol-

lowing descriptions would have been coded:

Took 30 ecstasy tablets and drank a litre of vodka with it.
[coded as definitely DSH, OD, AL]

Slit wrists and arms with razor, overdosed on paracetamol.
[coded as definitely DSH, SC, OD]

Cut self, suffocated self to a point.
[coded as definitely DSH, SC, S]

If multiple methods were reported and they clearly occurred during different

self-harm episodes, then only the most recent method was coded, e.g.

Slit my arm ages ago, was drunk. Overdosed in Strepsils three times, two
weeks ago.
[coded as definitely DSH, OD]

If it was impossible to determine which episode was the most recent, but it was clear

that the methods reported were employed during different self-harm episodes then

the first episode described was coded, e.g.

I tried to slit my wrists on two occasions, I also tried to strangle myself with
my school tie.
[coded definitely DSH, SC]

I took a packet of paracetamol and took over half the packet. I have tried to
jump from high places and I tried a knife to my stomach.
[coded as definitely DSH, OD]

Alcohol

For alcohol to be coded as a method of deliberate self-harm, it must have been indi-

cated clearly by the respondent as being used for the purposes of self-harm. It was

not enough for respondents to simply mention that they had been drinking at the

time of the self-harm episode, e.g.

I do not know what drug I took, but I was under a lot of pressure. I was
drinking alcohol at the time. I took an overdose of pills and decided to drink
because of pressure and stress.
[coded as definitely DSH, OD]

I overdosed on paracetamol and took a whole bottle of pills, but I was pissed.
[coded as definitely DSH, OD]
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I had been drinking a lot and I went into the bathroom and took a lot of pills
– I do not know how many or what they were.
[coded as definitely DSH, OD]

I had a bit of alcohol and cut myself on my arm using a kitchen knife.
[coded as definitely DSH, SC]

None of the above descriptions would have been coded for alcohol being used as a

method of DSH. Although the respondents mentioned that they had been drinking

at the time of the DSH episode, they did not describe/or imply alcohol as a DSH

method.

Episodes that would have been coded as including alcohol as a method of DSH

include the following:

Took an alcohol and drug overdose, vodka and unknown (believed to be
morphine) taken from a friend.
[coded as definitely DSH AL, RD(O)]

I took paracetamol with alcohol.
[coded as definitely DSH, AL, OD]

I drank loads of Skol and Diamond White.
[coded as definitely DSH, AL]

Recreational drugs

In response to the question ‘Describe what you did to yourself ’, ingestion of any

amount of an illicit/recreational drug was considered to be an overdose of the

named illicit/recreational drug. Recreational drugs mentioned in the description

were classified as ‘RD’. The type of recreational drug used was coded, e.g. ‘I took

crack’ was coded as RD(C).

In some cases, it was not clear what the substance mentioned was. These cases

were coded as RD (U), e.g. ‘Sleepy drug available from the M.Corp’ was coded as

RD(U). However, if the respondent mentioned that they were on something while

they engaged in DSH, then the illicit substance was not coded, e.g.

I was on cannabis and took too much paracetamol.
[coded as definitely DSH, OD]

After taking hash, I raided the medicine cabinet.
[coded as definitely DSH, OD]

Starvation

For deliberate starvation to be included as a method of DSH, the respondent had to

indicate that it was used for the purpose of self-harm, e.g.
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I have not taken a drug overdose, but I have starved myself to the point of not
being able to concentrate in school or work to a normal level.
[coded as definitely DSH, SN].

Eating disorders such as bulimia nervosa and other specific eating disorder

symptoms are not included, e.g.

I’m not sure if this counts, but I have made myself sick. After a meal I excuse
myself and stick my fingers down my throat.

I made myself throw up because I felt fat.

Stopping of medication

Cessation of medication when this is likely to cause harm was included, e.g.

I stopped my insulin.
[coded as definitely DSH, SM]

I refused to use my inhaler.
[coded as definitely DSH, SM]

No deliberate self-help information given

Sometimes, respondents answered this question with an explanation of the reason

behind their actions. Alternatively, some respondents did not actually explain what

it was that they did. On both occasions, the description was be classified as ‘No

DSH information given’, e.g.

I didn’t try to overdose.

I didn’t overdose, I just hurt myself.

Both of these individuals were saying that they did not take an overdose. It is,

however, possible that the respondents could have engaged in some other means of

deliberate self-harm. These descriptions were, therefore, classified as ‘no DSH infor-

mation given’.

Other respondents did not wish or were unable to give details of the self-harm

episode, e.g.

Can’t remember.

This respondent was saying that he or she did not want or was unable to tell us about

his or her last episode, so the description was classified as ‘no DSH information

given’.

Some respondents supplied a reason for their behaviour but did not give details

of the actual episode, e.g.
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I got involved with the wrong people and after being persuaded, I got to like
the idea and so did it a few times.

This respondent provided us with a reason for his or her behaviour but did not

explain what it was he or she did. This was, therefore, coded as ‘no DSH informa-

tion given’.

Finally, some respondents indicated that they had engaged in self-harm behav-

iour by answering ‘Yes’ to the question ‘Have you ever deliberately taken an

overdose (e.g. of pills or other medication) or tried to harm yourself in some other

way (such as cut yourself ?).’ However, they failed to give any details of their last

episode. Therefore, these descriptions were coded as ‘no DSH information given’.

Third party intervention

Sometimes, respondents mentioned that a third party disturbed them. In these cases,

the descriptions were classified as definitely self-harm, e.g.

I tried to take an overdose of paracetamol, but my sister found me before I
took too many so there was no serious harm.
[coded as definitely DSH, OD]

Ran out in front of a lorry on the A road outside my house, but best friend ran
out after me and pushed me to the side.
[coded as definitely DSH, J/T]

I tried to hang myself with a dressing gown rope, but a parent caught me.
[coded as definitely DSH, HA]

Not deliberate self-harm

Sometimes, respondents answered the question about self-harm inappropriately. If

the description offered did not conform to our definition (see the first two pages of

this appendix), then it was coded as not DSH. For example, in the following case,

the respondent appeared to have misunderstood the question and answered it with

an explanation of what she did whenever she hurt herself:

Paracetamol for headache. Pain killers – if I had a sore throat or gum pain.
TCP when I cut myself, for example, cut my finger with the knife by accident
when I was cutting something.

In the cases below, the respondents said that they threatened to cut themselves, but

the implication was that they did not go through with it. The descriptions were

therefore coded as not DSH.

I threatened to cut myself with a knife.
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Tried to slit my wrists, I put a knife to my wrist and went to cut them, but
realised it was stupid and stopped.

If the description offered by the respondents was clearly not DSH, or it appeared

that the respondent had been taking therapeutic doses of medication, then the

description was coded as not DSH.

I was very upset, so I had a aspirin.

I had a headache and took two tablets a month for it.

I bit my nails off along with the surrounding skins, causing them to bleed.
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A P P E N D I X I I

Information Sheet Given to
Participants After Completing the
Questionnaire

201

Useful contacts

If you have any problems,mental or physical, that are really worrying you, see your doctor (GP) as

soon as possible. They’re there to help with your problems.

If you can’t ordon’t want to talk to your family,friends or teachers about problems orworries,you could call a

helpline. Helplines can provide expert advice, information or a friendly ear. Phone numbers for some

helplines are listed below, along with web sites and e-mail addresses (if they have one):

Alateen: for young people with alcoholic parents and carers.

020 7403 0888 – 24 hours a day, 7 days a week

www.hexnet.co.uk/alanon/alateen

Anti-Bullying Campaign: confidential help and advice if you are being bullied or are a bully.

020 7378 1446 – 10am to 4pm, Monday to Friday

Brook Advisory Centres: free confidential advice and counselling on emotional and sexual problems,

contraception and pregnancy.

0800 0185 023 – 9am to 5pm, Monday to Friday

www.brook.org.uk

ChildLine: free confidential helpline for young people in trouble or danger.

0800 1111 – 24 hours a day, 7 days a week

www.childline.org.uk

Eating Disorders Youth Helpline: help, support and information for those whose lives are affected

by eating disorders.

0845 634 7650 – 4pm to 6pm, Monday to Friday

www.edauk.com

London Lesbian and Gay Switchboard: for anyone who needs support,help or information on love,life,

safer sex and practically anything else.

020 7837 7324 – 24 hours a day, 7 days a week

www.llgs.org.uk

Mind Info Line: information on all aspects of mental distress.

0845 766 0163 – 9.15am to 4.45pm, Monday to Friday

www.mind.org.uk

email: info@mind.org.uk

National Drugs Helpline: information,advice and counselling on any drug worries,whether about

yourself or anyone else.

0800 77 66 00 – 24 hours a day, 7 days a week

www.talktofrank.com

Samaritans: offers free emotional support to anyone going through a crisis.

08457 90 90 90 – 24 hours a day, 7 days a week

www.samaritans.org.uk

email: jo@samaritans.org

YoungMinds: information and advice for anyone concerned about mental health matters.

020 7336 8445

www.youngminds.org.uk



A P P E N D I X I I I

Self-harm: Guidelines for School Staff

These guidelines (pp.202–223, marked �) may be photocopied for use by teachers

and professionals supporting young people, but any material copied or used must

be acknowledged and fully referenced.

These guidelines were produced as the result of collaboration between

Oxfordshire Education Department, Oxford Samaritans, Oxfordshire Mental

Healthcare Trust and the Department of Social and Health Care. They were written

by the Adolescent Self-Harm Steering Group to help school staff to support young

people who harm themselves.

The guidelines are primarily intended for use in secondary schools and should

be read in conjunction with the Area Child Protection Committee (ACPC) guide-

lines 2002. Anyone wishing to publish excerpts from the guidelines should contact:

Oxfordshire Adolescent Self-Harm Forum

c/o Highfield Family and Adolescent Unit

The Warneford Hospital

Warneford Lane

Headington

Oxford OX3 75X
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What is self-harm and how common is it?

Self-harm is any behaviour such as self-cutting, swallowing objects, taking an

overdose, hanging or running in front of a car where the intent is to deliberately

cause self-harm.

Some people who self-harm have a strong desire to kill themselves. However,

there are other factors that motivate people to self-harm, including a desire to escape

an unbearable situation or intolerable emotional pain, to reduce tension, to express

hostility, to induce guilt or to increase caring from others. Even if the intent to die is

not high, self-harming behaviour may express a powerful sense of despair and needs

to be taken seriously. Moreover, some people who do not intend to kill themselves

may do so because they do not realise the seriousness of the method they have

chosen or because they do not get help in time.

Over the past 40 years, there has been a large increase in the number of young

people who deliberately harm themselves. A large community study in the UK

found that among 15- to 16-year-olds, approximately 6.9 per cent (3.2% males,

11.2% females) had self-harmed in the past year (Hawton et al., 2002).

What causes self-harm?

The following risk factors, particularly in combination, may make a young person

vulnerable to self-harm:

Individual factors:

• depression/anxiety

• poor communication skills

• low self-esteem

• poor problem-solving skills

• hopelessness

• impulsivity

• drug or alcohol abuse.
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Family factors:

• unreasonable expectations

• neglect or abuse (physical, sexual or emotional)

• poor parental relationships and arguments

• depression, deliberate self-harm or suicide in the family.

Social factors:

• difficulty in making relationships/loneliness

• persistent bullying or peer rejection

• easy availability of drugs, medication or other methods of self-harm.

A number of factors may trigger the self-harm incident, including:

• family relationship difficulties (the most common trigger for younger
adolescents)

• difficulties with peer relationships, e.g. break-up of relationship (the
most common trigger for older adolescents)

• bullying

• significant trauma, e.g. bereavement, abuse

• self-harm behaviour in other students (contagion effect)

• self-harm portrayed or reported in the media

• difficult times of the year, e.g. anniversaries

• trouble in school or with the police

• feeling under pressure from families, school or peers to
conform/achieve

• exam pressure

• times of change, e.g. parental separation/divorce.

Warning signs

There may be a change in behaviour of the young person that is associated with

self-harm or other serious emotional difficulties, such as:

• changes in eating/sleeping habits

• increased isolation from friends/family

• changes in activity and mood, e.g. more aggressive than usual

• lowering of academic grades

• talking about self-harming or suicide

• abusing drugs or alcohol
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• becoming socially withdrawn

• expressing feelings of failure, uselessness or loss of hope

• giving away possessions.

Examples of self-harming behaviour

• cutting

• taking an overdose of tablets

• swallowing hazardous materials or substances

• burning, either physically or chemically

• over/undermedicating, e.g. misuse of insulin

• punching/hitting/bruising

• hair-pulling/skin-picking/head-banging

• episodes of alcohol/drug abuse or over/undereating at times may be
acts of deliberate self-harm.

Self-harm can be a transient behaviour in young people that is triggered by particu-

lar stresses and resolves fairly quickly, or it may be part of a longer-term pattern of

behaviour that is associated with more serious emotional/psychiatric difficulties.

Where a number of underlying risk factors are present, the risk of further self-harm

is greater.

Some young people get caught up in mild repetitive self-harm, such as scratch-

ing, which is often done in a peer group. In this case, it may be helpful to take a

low-key approach, avoiding escalation, although at the same time being vigilant for

signs of more serious self-harm.

What keeps self-harm going?

Once self-harm, particularly cutting, is established, it may be difficult to stop.

Self-harm can have a number of functions for the student and it becomes a way of

coping, for example:

• reduction in tension (safety valve)

• distraction from problems

• form of escape

• outlet for anger and rage

• opportunity to feel

• way of punishing self

• way of taking control
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• care-eliciting behaviour

• means of getting identity with a peer group

• non-verbal communication (e.g. of abusive situation)

• suicidal act.

Cycle of self-harm/cutting

When a person inflicts pain upon him- or herself, the body responds by producing

endorphins, a natural pain-reliever that gives temporary relief or a feeling of peace.

The addictive nature of this feeling can make the stopping of self-harm difficult.

Young people who self-harm still feel pain, but some say the physical pain is easier

to stand than the emotional/mental pain that led to the self-harm initially (Figure

AIII.1).
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Negative emotions
Sadness, anger, despair

Self-harm act
Cutting, burning, etc.

Positive effects
Endorphins released, tension

and negative feelings dispelled
for a short period

Negative effects
Shame and guilt over self-harm act

Tension
Inability to control emotions, maybe

using dissociation to cope with tension

AIII.1 Cycle of self-harm



Coping strategies

Replacing the cutting or other self-harm with other safer activities can be a positive

way of coping with the tension. What works depends on the reasons behind the

self-harm. Activities that involve the emotions intensively can be helpful. Examples

of ways of coping include:

• writing, drawing and talking about feelings

• writing a letter expressing feelings, which need not be sent

• contacting a friend or family member

• ringing a helpline

• going into a field and screaming

• hitting a pillow or soft object

• listening to loud music

• going for a walk/run or other forms of physical exercise

• getting out of the house and going to a public place, e.g. a cinema

• reading a book

• keeping a diary

• using stress-management techniques, such as relaxation

• having a bath

• looking after an animal.

In the longer term, the young person may need to develop ways of understanding

and dealing with the underlying emotions and beliefs. Regular counselling/

therapy may be helpful. Family support is likely to be an important part of this.

It may also help if the young person joins a group activity such as a youth club, a

keep-fit class or a school-based club that will provide opportunities for the person

to develop friendships and feel better about him- or herself. Learning stress-

management techniques, ways to keep safe and how to relax may also be useful.

Reactions of school staff

School staff members may experience a range of feelings in response to self-harm in

a young person, such as anger, sadness, shock, disbelief, guilt, helplessness, disgust

and rejection. It is important for all work colleagues to have an opportunity to

discuss the impact that self-harm has on them personally. The type and nature of the

forums where these issues are discussed will vary between schools.

Students may present with injuries to first-aid or reception staff. It is important

that these frontline staff are aware that an injury may be self-inflicted and that they

pass on any concerns.
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The urge to escape difficulties

For some young people, self-harm expresses the strong desire to escape from a

conflict or unhappiness at home and to live elsewhere. Injuring oneself can achieve

a temporary respite if it entails a hospital admission or a short break at the home of a

friend or relative. The young person may request admission to foster care or a resi-

dential home, and parents may doubt their ability to cope at this stage. Entering care

carries with it many long-term disadvantages and increased vulnerability for the

young person. It is far preferable to try to support the young person and family

members in finding a resolution to their difficulties than to separate them further.

However, if you believe that a young person would be at serious risk of abuse in

returning home, then you should consult a social worker for advice.

How to help

First-line help

• When you recognise signs of distress, try to find ways of talking with
the young person about how he or she is feeling.

• Build up a full picture of the young person’s life by talking to his or her
form tutor, year head and any other adults who come into contact with
him or her. Find out the person’s particular strengths and
vulnerabilities.

• What appears to be important for many young people is having
someone to talk to who listens properly and does not judge. This person
may be, for example, a mentor, counsellor, youth worker, school health
nurse, teacher, personal Connexions adviser, special educational needs
coordinator, behaviour support teacher, educational social worker or
educational psychologist.

• It is important that all attempts of suicide or deliberate self-harm are
taken seriously. All mention of suicidal thoughts should be noticed and
the young person listened to carefully.

• If you find a young person who has self-harmed, e.g. by overdosing or
self-cutting, try to keep calm, give reassurance and follow the first-aid
guidelines as directed by school policy. In the case of an overdose of
tablets, however small, advice must be obtained from a medical
practitioner (GP or accident and emergency department).

• Take a non-judgemental attitude towards the young person. Try to
reassure the person that you understand that the self-harm is helping
him or her to cope at the moment and you want to help. Explain that
you need to tell someone. Try to work out together who is the best
person to tell (see Confidentiality on p.210).

• Discuss with the young person the importance of letting his or her
parents know and any fears he or she may have about this.
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• Contact the person’s parents, unless there are particular reasons why
they should not be contacted, and discuss the school’s concern. Give
the parents the parents’ fact sheet (see p.220) and help the parents to
understand the self-harm so that they can be supportive to the young
person.

• Suggest to the parents a referral to the GP. Ask for feedback from the
parents so that the school can work with the young person.

• The Social and Health Care Department (previously social services)
should be informed if the young person discloses child protection
concerns. Follow the Area Child Protection Committee Guidelines,
2002. Document any conversations you have had with the social
worker. Record who you spoke to, the time, date and any advice they
have given you to follow.

• If your contact with the young person reveals that his or her future
health and development are at serious risk, then consult the Social and
Health Care Department.

• To make a social work referral to the Social and Health Care
Department, use the form developed by social services to document
your knowledge/observations of the young person and his or her
family and send it to the young person’s local Child and Families
Assessment team. Copies of this form should be available from the
school or the Social and Health Care Department. You should inform
the young person and his or her parents if you are making a social
work referral, unless it would compromise someone’s safety to do so.

• If other agencies are already involved with the young person, then it
may be important to liaise with these agencies and work together.

• Follow up the parents’ meeting with a letter indicating your concern
(an example is provided on p.216).

• Have crisis telephone numbers available and easily accessible to young
people.

• Follow the school policy of informing the senior
management/leadership team of your concerns.

• Record any incident (an example is provided on p.217).

• Seek support for yourself if necessary.

Longer-term support of a young person who self-harms

It may be appropriate to provide more ongoing support within school for a young

person who is self-harming. It is important that those who undertake this role feel

able to do so and are supported fully by management.
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Understanding the self-harm

It may be helpful to explore with the young person what led to the self-harm – the

feelings, thoughts and behaviour involved. This can help the young person make

sense of the self-harm and develop alternative ways of coping.

Confidentiality

Confidentiality is a key concern for young people, and they need to know that it

may not be possible for their support member of staff to offer complete confidenti-

ality. If you consider that a young person is at serious risk of harming him- or her-

self or others, then confidentiality cannot be kept. It is important not to make

promises of confidentiality that you cannot keep, even though the young person

may put pressure on you to do so. If this is explained at the outset of any meeting,

then the young person can make an informed decision as to how much information

he or she wishes to divulge.

Strategies to help

• Arrange a mutually convenient time and place to meet.

• At the start of the meeting, set a time limit.

• Make sure the young person understands the limits of your
confidentiality.

• Encourage the young person to talk about what has led him or her to
self-harm.

• Remember that listening is a vital part of this process.

• Support the young person in beginning to take the steps necessary to
keep him or her safe and to reduce the self-injury (if he or she wishes
to), e.g.

° washing implements used to cut

° avoiding alcohol if it is likely to lead to self-injury

° taking better care of injuries (the school health nurse may be
helpful here).

• Help the young person to learn how to express his or her feelings in
other ways, e.g. talking, writing, drawing or using safer alternatives (as
described earlier).

• Help the young person to build up self-esteem.

• Help the young person to find his or her own way of managing
problems, e.g.

° if the person dislikes him- or herself, begin working on what he or
she does like.
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° if life at home is impossible, begin working on how to talk to
parents/carers.

• Help the young person to identify his or her own support network (see
p.218).

• Offer information about support agencies. Remember that some
Internet sites may contain inappropriate information.

Further considerations

• Record any meetings with the young person. Include an agreed action
plan, including dates, times and any concerns you have. Document who
else has been informed of any information.

• It is important to encourage young people to let you know if one of
their group is in trouble, upset or shows signs of harming. Friends can
worry about betraying confidences, so they need to know that
self-harm can be dangerous to life and that by seeking help and advice
for a friend they are taking a responsible action.

• The peer group of a young person who self-harms may value the
opportunity to talk to an adult, either individually or in a small group.

Response of supportive members of staff

For those who are supporting young people who self-harm, it is important to be

clear with each individual how often and for how long you are going to see them,

i.e. the boundaries need to be clear. It can be easy to get caught up in providing too

much help, because of one’s own anxiety. However, the young person needs to learn

to take responsibility for his or her self-harm.

If you find that the self-harm upsets you, it may be helpful to be honest with the

young person. However, be clear that you can deal with your own feelings and try to

avoid the young person feeling blamed. The young person probably already feels

low in mood and has a poor self-image; your anger or upset may add to his or her

negative feelings. However, your feelings matter too. You will need the support of

your colleagues and management if you are to listen effectively to young people’s

difficulties.

Issues regarding contagion

When a young person is self-harming, it is important to be vigilant in case close

contacts of the individual are also self-harming. Occasionally, schools discover that

a number of students in the same peer group are harming themselves. Self-harm can

become an acceptable way of dealing with stress within a peer group and may
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increase peer identity. This can cause considerable anxiety, both in school staff and

in other young people.

Each individual may have different reasons for self-harming and should be

given the opportunity for one-to-one support. However, it may also be helpful to

discuss the matter openly with the group of young people involved. In general, it is

not advisable to offer regular group support for young people who self-harm.

Support/training aspects for staff

Staff members giving support to young people who self-harm may experience all

sorts of reactions to this behaviour in young people, such as anger, helplessness and

rejection. It is helpful for staff to have an opportunity to talk this through with work

colleagues or senior management.

Staff members with this role should take the opportunity to attend training

days on self-harm or read relevant literature. Liaison with the local specialist child

and adolescent mental health service may be helpful.

General aspects of prevention of self-harm

An important part of prevention of self-harm is having a supportive environment in

the school that is focused on building self-esteem and encouraging healthy peer

relationships. An effective anti-bullying policy and a means of identifying and sup-

porting young people with emotional difficulties is an important aspect of this. The

checklist of procedures and practices on pp.214–215 can help in the management

and prevention of self-harm.
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Helping young people who self-harm

Young person is self-harming

Member of staff informed/discovers a student with problem

Member of staff to talk to young person

In an emergency, school staff to follow first-aid guidelines

Each member of staff to follow the school policy regarding informing the senior management/leadership

team (this allows the staff member to gain support of colleagues), e.g. head of year, child protection

designated teacher, head teacher, etc.

Consideration given to informing parents

Discussion with relevant professionals involved with young person, e.g. Connexions, school health nurse,

educational psychologist, educational social worker

Consultation with Social and Health Care or Specialist Child

and Adolescent Mental Health Service may be helpful

Meeting with parents to inform and discuss concerns:

• follow up the meeting with a letter (see p.216)

• give crisis/helpline details to parents and young person

• give fact sheet to parents and carers (see p.219–220)

• refer to Child Protection Guidelines and act accordingly (note confidentiality guidelines)

GP sees young person to assess appropriate help required

(Ideally, feedback given to school)

Continue work at primary-care level with supervi-

sion/support

Send referral to Specialist child/adolescent mental

health service or other services such as family

therapy or counselling for children who have

been sexually abused

Regularly review and evaluate progress/concerns

with young person

Consider range of interventions, e.g. develop peer

support network, family support, education inter-

ventions, school counselling

Referral to more intensive service

as required

Referral to Specialist Child/Adolescent Mental Health Service if GP feels it is required

Optimal conditions: link established between young person, parent, school and ongoing support
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Checklist for schools: supporting the development of
effective practice

School policy

The school has a policy or protocol for supporting students who are, or are

at risk, of self-harming. The school governors have approved this.
�

The Oxfordshire Self-harm Guidelines have been approved by the school

governors.
�

Training

All new members of staff receive an induction on child-protection proce-

dures and setting boundaries around confidentiality.
�

All members of staff receive regular training on child-protection proce-

dures.
�

The following staff groups – reception staff, first-aid staff, technicians,

dinner supervisors – receive sufficient training and preparation for their

roles.

�

Staff members with pastoral roles (heads of year, child protection

co-ordinator, etc.) have access to training in identifying and supporting

students who self-harm.

�

Communication

The school has clear open channels of communication that allow informa-

tion to be passed up, down and across the system.
�

All members of staff know to whom they can go if they discover a young

person who is self-harming.
�

The senior management team is fully aware of the contact that reception,

first-aid staff, technicians and dinner supervisors have with young people

and the types of issue they may come across.

�

Time is made available to listen to and support the concerns of staff

members on a regular basis.
�
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Support for staff/students

Staff members know the different agency members who visit the school,

e.g. school counsellors, Connexions personal advisers, etc.
�

Male members of staff are supported in considering their responses to girls

whom they notice are self-harming.
�

Staff members know how to access support for themselves and students. �

Students know to whom they can go for help. �

School ethos

The school has a culture that encourages young people to talk and adults to

listen and believe.
�
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Sample of letter to parents
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Dear [parent/carer]

Thank you for coming to school to discuss ................................................

...........................................................................................................................

...........................................................................................................................

After our recent meeting, I am writing to express concern about

..................................’s safety and welfare. The recent incident of self-harm

(or threat to self-harm) by .................................. suggests that he/she may

need professional help.

I recommend that you visit your local GP for advice and help.

We will continue to provide support within the school community but

would appreciate any information that you feel would help us to do this

as effectively as possible.

If there is anything else we can do to help .................................. please

contact me.

Yours sincerely,

[Name]

[Title]



Sample of an incident form to be used when a young person
self-harms
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School/college Date of report

Staff member Position

Young person’s name

Age Gender Year Special needs

Incident.............................................................................................................

...........................................................................................................................

...........................................................................................................................

...........................................................................................................................

Date and time of occurence ...........................................................................

Action taken by school personnel.................................................................

...........................................................................................................................

...........................................................................................................................

Decision made with respect to contacting parents and reasons for

decision

...........................................................................................................................

...........................................................................................................................

...........................................................................................................................

Recommendations ...........................................................................................

...........................................................................................................................

...........................................................................................................................

Follow-up .........................................................................................................

...........................................................................................................................

...........................................................................................................................



My safety net

There are different types of people in our lives. Try to identify some people in each

of the groups below that you would feel comfortable talking to:

• family and close friends

• friends and people you see every day

• helplines and professional people you could go to for help.

Also, write into the space below the safety net the things that you can do yourself to

cope with difficult feelings and keep yourself safe.

Things I can do myself to cope with difficult feelings
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Fact sheet on self-harm for parents/carers

It can be difficult to find out that someone you care about is harming him- or

herself. As a parent/carer, you may feel angry, shocked, guilty and upset. These

reactions are normal, but what the person you care about really needs is support

from you. The person needs you to stay calm and to listen to him or her. The reason

someone self-harms is to help him or her cope with very difficult feelings that build

up and cannot be expressed. The person needs to find a less harmful way of coping.

What is self-harm?

Self-harm is any behaviour such as self-cutting, swallowing objects, taking an

overdose, hanging or running in front of a car where the intent is to deliberately

cause harm to self.

How common is self-harm?

Over the past 40 years, there has been a large increase in the number of young

people who harm themselves. A large community study found that among 15- to

16-year-olds, approximately 7 per cent had self-harmed in the previous year.

Is it just attention-seeking?

Some people who self-harm have a desire to kill themselves. However, there are

many other factors that lead people to self-harm, including a desire to escape, to

reduce tension, to express hostility, to make someone feel guilty or to increase

caring from others. Even if the young person does not intend to commit suicide,

self-harming behaviour may express a strong sense of despair and needs to be taken

seriously. It is not just attention-seeking behaviour.

Why do young people harm themselves?

All sorts of upsetting events can trigger self-harm, such as arguments with family,

break-up of a relationship, failure in exams and bullying at school. Sometimes,

several stresses occur over a short period of time and one more incident is the final

straw.

Young people who have emotional or behavioural problems or low self-esteem

can be particularly at risk from self-harm. Suffering a bereavement or serious rejec-

tion can also increase the risk. Sometimes, young people try to escape their

problems by taking drugs or alcohol. This only makes the situation worse. For some

people, self-harm is a desperate attempt to show others that something is wrong in

their lives.
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What can you do to help?

• Keep an open mind.

• Make the time to listen.

• Help the person find different ways of coping.

• Go with the person to get the right kind of help as quickly as possible.

Some people you can contact for help, advice and support are:

• your family doctor

• Young Minds Parents Information Service: tel. 0800 018 2138

• Samaritans: tel. 08457 90 90 90

• PAPYRUS HOPELine UK tel. 0870 170 4000

• MIND Info Line: tel. 0845 766 0163 (self-help books also available)

• Youth Access: tel. 020 8772 9900

• school health nurse

• health visitor.
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Information sheet on self-harm for young people

What is self-harm?

Self-harm is where someone does something to deliberately hurt him- or herself.

This may include cutting parts of the body, burning, hitting or taking an overdose.

How many young people self-harm?

A large study in the UK found that about 7 per cent (i.e. 7 out of every 100 people)

of 15- to 16-year-olds had self-harmed in the past year.

Why do young people self-harm?

Self-harm is often a way of trying to cope with painful and confusing feelings. Diffi-

cult things that people who self-harm talk about include:

• feeling sad or feeling worried

• not feeling very good or confident about themselves

• being hurt by others: physically, sexually or emotionally

• feeling under a lot of pressure at school or at home

• losing someone close, such as someone dying or leaving.

When difficult or stressful things happen in a person’s life, it can trigger self-harm.

Upsetting events that might lead to self-harm include:

• arguments with family or friends

• break-up of a relationship

• failing, or thinking you are going to fail, exams

• being bullied.

Often, these things build up until the young person feels he or she cannot cope

anymore. Self-harm can be a way of trying to deal with or escaping from these diffi-

cult feelings. It can also be a way of the person showing other people that some-

thing is wrong in his or her life.

How can you cope with self-harm?

Replacing the self-harm with other, safer, coping strategies can be a positive and

more helpful way of dealing with difficult things in your life. Helpful strategies can

include:

• finding someone to talk to about your feelings, such as a friend or
family member

• talking to someone on the phone, e.g. you might want to ring a
helpline

Copyright � Oxfordshire Adolescent Self-Harm Forum 2002

Appendix III 221�



• writing and drawing about your feelings, because sometimes it can be
hard to talk about feelings

• scribbling on and/or ripping up paper

• listening to music

• going for a walk, run or other kind of exercise

• getting out of the house and going somewhere where there are other
people

• keeping a diary

• having a bath/using relaxing oils, e.g. lavender

• hitting a pillow or other soft object

• watching a favourite film.

Getting help

In the longer term, it is important that the young person learns to understand and

deal with the causes of the stress that he or she feels. The support of someone who

understands and will listen to you can be very helpful in facing difficult feelings:

• At home: parents, brother/sister or another trusted family member.

• In school: school counsellor, school nurse, teacher, teaching assistant or
other member of staff.

• GP: you can talk to your GP about your difficulties and he or she can
make a referral for counselling.

• Help lines:

° Young Minds: tel. 020 7336 8445 or email
enquiries@youngminds.org.uk

° Samaritans: tel. 08457 90 90 90 or email jo@samaritans.org.uk

° MIND Info Line: tel. 0845 766 0163 (self-help books are also
available)

° Youth Access: tel. 020 8772 9900.

• Information leaflet available through: www.nch.org.uk/self-harm.

• Another useful address is:

National Self Harm Network

PO Box 7264

Nottingham NG1 6WJ

www.nshn.co.uk
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My friend has a problem: how can I help?

• You can really help by just being there, listening and giving support.

• Be open and honest. If you are worried about your friend’s safety, you
should tell an adult. Let your friend know that you are going to do this
and you are doing it because you care about him or her.

• Encourage your friend to get help. You can go with your friend or tell
someone he or she wants to know about it.

• Get information from telephone helplines, websites, a library, etc. This
can help you understand what your friend is experiencing.

• Your friendship may be changed by the problem. You may feel bad
that you can’t help your friend enough or guilty if you have had to tell
other people. These feelings are common and don’t mean that you have
done something wrong or not done enough.

• Your friend may get angry with you or tell you that you don’t
understand. It is important to try not to take this personally. Often,
when people are feeling bad about themselves, they get angry with the
people they are closest to.

• It can be difficult to look after someone who is having difficulties. It is
important for you to to talk to an adult who can support you. You may
not always be able to be there for your friend, and that’s OK.
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A P P E N D I X I V

Robson’s Self Concept Scale
(Short Version)

Completely
disagree

Disagree Agree Completely
agree

1. I’m glad I’m who
I am

� � � �

2. There are lots of
things I’d change
about myself if I
could

� � � �

3. It’s pretty tough to be
me

� � � �

4. I have a pleasant
personality

� � � �

5. I have control over
my own life

� � � �

6. Everyone seems much
more confident and
contented than me

� � � �

7. Even when I enjoy
myself there doesn’t
seem much purpose
to it all

� � � �

8. I can like myself even
when others don’t

� � � �

Developed with the assistance of Dr Philip Robson from the original version of the

Self Concept Scale (Robson, P. (1989) Development of a new self-report question-

naire to measure self-esteem. Psychological Medicine 19, 513–518).
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A P P E N D I X V

Useful Contact Addresses in the UK
for Young People with Problems,
or their Friends or Relatives
in Need of Advice

Alateen

Provides help for young people aged between 12 and 20 years who have relatives or

friends with alcohol problems.

61 Great Dover Street

London SE1 4YF

Tel: 020 7403 0888

www.hexnet.co.uk/alanon/alateen.org

Anti-Bullying Campaign

Offers support, advice, information and understanding to parents whose children

are being bullied at school and to children who are bullied.

185 Tower Bridge Road

London SE1 2UF

Tel: 020 7378 1446 (Mon–Fri, 10am–4pm)

Bristol Crisis Service for Women

National voluntary organisation that supports women in emotional distress,

especially women who harm themselves.

PO Box 654

Bristol BS99 lXH

Tel: 0117 925 1119

www.users.zetnet.co.uk/BCSW/

Email: bcsw@btconnect.com
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Brook Advisory Centres

Provides advice on pregnancy and contraception for young people up to the age of

25 years.

421 Highgate Studios

57–79 Highgate Road

London NW5 1TL

Tel: 0800 0185 023

www.brook.org.uk

Email: admin@brookecentres.org.uk

CALM (Campaign Against Living Miserably)

Confidential helpline service offering support and advice to young men under the

age of 25 years who are at the start of depression.

Room 621, Gateway House

Piccadilly South

Manchester M60 7PL

Tel: 800 58 58 58 (seven days a week 5pm–3am)

www.comcarenet.co.uk/trafford/therapy/calm.htm

Email: info@comcarenet.co.uk

Child Bereavement Trust

Offers support to grieving family members of all ages.

Aston House

West Wycombe

High Wycombe

Bucks HP14 3AG

Tel: 0845 357 1000

www.childbereavement.org.uk

Email: enquiries@childbereavement.org.uk

ChildLine

Telephone helpline for children and adolescents.

Freepost 1111

London N1 0BR

Tel: 0800 1111

www.childline.org.uk
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Cruse Bereavement Care

Promotes the well-being of bereaved people and aims to help those who are

bereaved to understand their grief and cope with their loss.

Cruse House

126 Sheen Road

Richmond

Surrey TW9 1UR

Tel: 0870 167 1677

www.crusebereavementcare.org.uk

Email: helpline@crusebereavementcare.org.uk

Eating Disorders Association

Provides information on all aspects of eating disorders, including anorexia nervosa,

bulimia nervosa, binge-eating disorder and related eating disorders.

First Floor, Wensum House

103 Prince of Wales Road

Norwich NR1 1DW

Adult helpline: 0845 634 1414

Youthline: 0845 634 7650

www.edauk.com

Email (adults): helpmail@edauk.com

Email (youthline): talkback@edauk.com

London Lesbian and Gay Switchboard

Provides an information, support and referral service for lesbians, gay men and

bisexual people from all backgrounds.

PO Box 7324

London N1 9QS

Tel: 0207 837 7324

www.llgs.org.uk

Email: admin@llgs.org.uk

Mental Health Foundation

Aims to help people survive and recover from mental health problems and to

prevent such problems.

London Office

9th Floor, Sea Containers House

20 Upper Ground

London SE1 9QB

Tel: 020 7803 1100

www.mentalheath.org.uk

Email: mhf@mhf.org.uk
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National Self-Harm Network

Provides information and campaigns for people who self-harm.

PO BOX 7264

Nottingham NG1 6WJ

www.nshn.co.uk

Email: info@nshn.co.uk

Papyrus (Parents Association for the Prevention of Young Suicide)

Charity committed to suicide prevention, focusing on the emotional well-being

of children, teenagers and young adults. Have a telephone helpline offering

professional advice for anyone worried about a young person who may be suicidal.

Rossendale Hospital

Union Road

Rawtenstall

Lancashire BB4 6NE

Tel: 01706 214449

www.papyrus-uk.org

Email: admin@papyrus-uk.org

Samaritans

Available 24 hours a day to provide confidential emotional support for people who

are experiencing feelings of distress or despair, including those that may lead to

suicide.

The Upper Mill

Kingston Road

Ewell

Surrey KT17 2AS

Tel: 08457 90 90 90

www.samaritans.org

Email: jo@samaritans.org

Winston’s Wish

Helps bereaved children and young people build their lives after a family death.

Offers practical supporting guidance to families, professionals and anyone concerned

about a grieving child.

Clara Burgess Centre

Bayshill Road

Cheltenham GL50 8AW

Tel: 0845 20 30 40 5

www.winstonswish.org.uk

Email: info@winstonswish.org.uk
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Young Minds

Provides information about the national and local services available to young

people.

48–50 St John Street

London EC1M 4DG

Tel: 020 7336 8445

www.youngminds.org.uk

Email: enquiries@youngminds.org.uk

Young NCB (National Children’s Bureau)

Free membership network for all children and young people that enables young

people to be actively involved in the issues that affect them.

8 Wakley Street

London EC1V 7QE

Tel: 020 7843 6000

www.youngncb.org.uk
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Sources of Information about
Deliberate Self-harm, Suicide and
Mental Health Problems

American Association of Suicidology

5221 Wisconsin Avenue, NW

Washington, DC 20015

USA

Tel: +1 (202) 237 2280

www.suicidology.org

Email: info@suicidology.org

American Foundation for Suicide Prevention

120 Wall Street, 22nd Floor

New York, NY 1005

USA

Tel: +1 (212) 363 3500

www.afsp.org

Email: inquiry@afsp.org

Centre for Suicide Prevention

University of Manchester

Oxford Road

Manchester M13 9PL

www.centre-suicide-prevention.man.ac.uk
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Centre for Suicide Research, Oxford

Investigates the causes, treatment and prevention of suicidal behaviour. The

programme of work being carried out aims to increase knowledge directly relevant

to the prevention of suicide and deliberate self-harm.

University of Oxford

Department of Psychiatry

Warneford Hospital

Oxford OX3 7JX

Tel: 01865 226258

http://cebmh.warne.ox.ac.uk/csr

Email: csr@psychiatry.oxford.ac.uk

International Association for Suicide Prevention

www.med.uio.no/iasp

Email: iasp1960@aol.com

Irish Association of Suicidology

16 New Antrim Street

Castlebar

County Mayo

Ireland

Tel: +353 94 925 0858

www.ias.ie

MIND

National association for mental health.

Granta House

15–19 Broadway

London E15 4BQ

Tel: 0845 766 0163

www.mind.org.uk

Email: contact@mind.org.uk

National Children’s Bureau

Undertakes research, evaluation and development projects in order to provide an

evidence base that will influence policy and best practice.

8 Wakley Street

London EC1V 7QE

Tel: 020 7843 6000

www.ncb.org.uk

The bureau also has a self-harm specific website:

www.self-harm.org.uk



Trust for the Study of Adolescence

Considers that there is a lack of knowledge and understanding about adolescence

and young adulthood. Aims to close this gap by research, training for professionals

and provision of information for parents, professionals and young people.

23 New Road

Brighton

East Sussex BN1 1WZ

Tel: 01273 693311

www.tsa.uk.com

Email: info@tsa.uk.com
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Further Reading

For young people who self-harm and their relatives
Arnold, L. and McGill, A. (1997) What’s the Harm? A Book for Young People who Self-harm or Self-injure.

Bristol: The Basement Project.

This book is written for young people who engage in deliberate self-harm and for friends who are

worried about someone who self-harms. It aims to provide information about self-harm, how to stay

safe if you engage in self-harm, how to get help and how to help a friend who self-harms.

Arnold, L. and McGill, A. (1998) The Self-harm Help Book. Abergavenny: The Basement Project.

This book is written for people who engage in deliberate self-harm. The book aims to show new ways

for dealing with feelings of distress and to develop ways of supporting oneself.

Arnold, L. and McGill, A. (2000) Making Sense of Self-harm. Abergavenny: The Basement Project.

This book is written for people who want to know more about self-harm and for friends or relatives

who are worried about someone who self-harms. It aims to help the reader to understand why people

self-harm and to show the reader how he or she can respond helpfully and support someone who

self-harms.

Macfarlane, A. and McPherson, A. (1999) Adolescents: The Agony, the Ecstasy, the Answers – A Book for

Parents. London: Little Brown.

This book shows how parents view their teenagers, and vice versa, in order to enable each to recognise,

appreciate and understand the other’s viewpoint. It highlights areas of conflict and offers advice on

how to get things right.

Based on real questions emailed to the Teenage Health Freak website, the following five books provide

health information and advice for teenagers:

Macfarlane, A. and McPherson, A. (2003) Sex: The Truth (Teenage Health Freak). Oxford: Oxford

University Press.

Macfarlane, A. and McPherson, A. (2004) Bullying: The Truth (Teenage Health Freak). Oxford: Oxford

University Press.

Macfarlane, A. and McPherson, A. (2004) Drugs: The Truth (Teenage Health Freak). Oxford: Oxford

University Press.

Macfarlane, A. and McPherson, A. (2004) Relationships: The Truth (Teenage Health Freak). Oxford:

Oxford University Press.

Macfarlane, A. and McPherson, A. (2005) Stressed Out (Teenage Health Freak). Oxford: Oxford

University Press.
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McPherson, A. and Macfarlane, A. (2002) Diary of a Teenage Health Freak, 3rd edn. Oxford: Oxford

University Press.

Schmidt, U. and Davidson, K. (2004) Life After Self-harm. Brighton: Brunner-Routledge.

This book is written for someone who is in distress and has perhaps self-harmed. It provides a

step-by-step guide for the person to navigate through his or her crisis.

For people who have lost someone through suicide
Wertheimer, A. (2001) A Special Scar: The Experiences of People Bereaved by Suicide, 2nd edn. Hove:

Brunner-Routledge.

This book looks in detail at the stigma surrounding suicide and offers practical help for survivors, rela-

tives and friends of people who have taken their own lives.

For Professionals who work with people who self-harm
Aldridge, D. (1998) Suicide: The Tragedy of Hopelessness. London: Jessica Kingsley Publishers.

Drawing on case studies and research, Aldridge constructs a background against which suicidal behav-

iour can be perceived not as irrational and unpredictable but as an understandable response to social

disruption.

Coleman, J. (2004) Teenage Suicide and Self-harm Training Pack. Brighton: Trust for the Study of

Adolescence.

Based on interviews with young people, parents, friends and workers in the field, this pack offers five

sets of training exercises and is accompanied by an audio CD.

Coleman, J. and Schofield, J. (2005) Key Data on Adolescence, 2005. Brighton: Trust for the Study of

Adolescence.

Provides the latest available information and statistics on young people, covering all aspects of families,

health education and crime.

Duffy, D. and Ryan, T. (2004) New Approaches to Preventing Suicide: A Manual for Practitioners.

London: Jessica Kingsley Publishers.

A useful companion to the government suicide-prevention strategy for England. The contributors offer

practical guidance on issues such as risk assessment and management in a range of settings.

Firestone, R.W. (1997) Suicide and the Inner Voice: Risk Assessment, Treatment and Case Management.

London: Sage Publications.

Firestone believes that the key to understanding suicidal behaviour comes from knowledge of the

destructive thought processes of those at risk and an awareness of their origins in family interactions.

From an understanding of how one begins a downward spiral of negative internal conversations, pro-

fessionals can better assess risk and design treatment for depressed and suicidal patients.

Fox, C. and Hawton, K. (2004) Deliberate Self-Harm in Adolescence. London: Jessica Kingsley

Publishers.

This practical and evidence-based book summarises and evaluates current research into suicidal behav-

iour. It aims to provide guidance for professionals and parents caring for children and young people at

risk of self-harm and suicide.
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Hawton, K. and van Heeringen, K. (2000) The International Handbook of Suicide and Attempted Suicide.

Chichester: John Wiley & Sons.

This handbook brings together, in an easily accessible form, knowledge about the causes of suicidal

behaviour and its treatment and prevention.

Levenkron, S. (1998) Cutting: Understanding and Overcoming Self Mutilation. New York: W.W. Norton.

Levenkron, a psychotherapist in private practice, takes the reader through the psychological experience

of the person who seeks relief from mental anguish in self-inflicted physical pain.

McPherson, A., Donovan, C. and Macfarlane, A. (2002) Healthcare of Young People: Promotion in

Primary Care. Oxford: Radcliffe Medical Press.

Provides essential practical and useful information to help meet the health needs of adolescents. Useful

for GPs, nurses, practice managers and all members of the primary healthcare team.

O’Connor, R. and Sheehy, N. (2000) Understanding Suicidal Behaviour. Oxford: BPS Blackwell.

Aims to demystify suicide and shows how regarding it as the product of an insane mind fails to explain

why people kill themselves and how those considering suicide may be helped.

Piper, D.E. (2002) Young People, Suicide and Self-harm. Brighton: Trust for the Study of Adolescence.

Brings together information from research and clinical practice. Written for those who work with

young people who may be suicidal or self-harming.

Shea, S.C. (2002) The Practical Art of Suicide Assessment: A Guide for Mental Health Professionals and

Substance Abuse Counsellors. Chichester: John Wiley & Sons.

Aims to provide the busy clinician with a no-nonsense set of principles for spotting and assessing

suicidal ideation, planning and intent.

Turp, M. (2003) Hidden Self-harm: Narratives from Pychotherapy. London: Jessica Kingsley Publishers.

This book is written from a psychoanalytical perspective and draws from a series of case studies,

focusing in particular on hidden self-harm.

Van Heeringen, K. (2002) Understanding Suicidal Behaviour: The Suicidal Process Approach To Research,

Treatment and Prevention. Chichester: John Wiley & Sons.

This book offers a clinical guide to the assessment, treatment and prevention of suicidal behaviour.

Wertheimer, A. (2001) A Special Scar: The Experiences of People Bereaved by Suicide, 2nd edn. Hove:

Brunner-Routledge.

This book looks in detail at the stigma surrounding suicide and offers practical help for survivors, rela-

tives and friends of people who have taken their own lives.

Yufit, R.I. and Lester, D. (2005) Assessment, Treatment and Prevention of Suicidal Behaviour. Chichester:

John Wiley & Sons.

This book provides a comprehensive source of information, guidelines and case studies for working

with clients at risk of suicide. It offers counsellors, clinicians and other mental health professionals a

practical toolbox focusing on screening and assessment, intervention and treatment, and suicide and

violence.
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For people with a general interest in self-harm
Alvarez, A. (2002) The Savage God: A Study of Suicide. London: Bloomsbury.

This book explores the cultural attitudes, theories, truths and fallacies surrounding suicide from the per-

spective of literature.

Fox, C. and Hawton, K. (2004) Deliberate Self-Harm in Adolescence. London: Jessica Kingsley

Publishers.

This practical and evidence-based book summarises and evaluates current research into suicidal behav-

iour. It aims to provide guidance for professionals and parents caring for children and young people at

risk of self-harm and suicide.

Hill, K. (1995) The Long Sleep: Young People and Suicide. London: Virago.

This book explores the origins, symptoms and meanings of young peoples’ suicidal crises. Combining

moving accounts from relatives and young attempters with the evidence of extensive research into the

subject, this book offers important and timely insights into an area fraught with fear and denial.

Redfield Jamison, K. (1999) Night Falls Fast: Understanding Suicide. London: Picador.

This book, which is based strongly on research, traces the network of reasons underlying suicide and

aims to provide a better understanding of the suicidal mind and a chance to recognise the person at risk.

Turp, M. (2003) Hidden Self-harm: Narratives from Psychotherapy. London: Jessica Kingsley Publishers.

This book is written from a psychoanalytical perspective and draws from a series of case studies,

focusing in particular on hidden self-harm.
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