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Helping Children and Young People 
Who Self-harm

Every year thousands of children and young people attend emergency depart-
ments with problems resulting from self-harm. More still come to the 
attention of Child and Adolescent Mental Health Services teams, school 
nurses and other community-based services. Helping Children and Young People 
Who Self-harm provides clear and practical guidance for health professionals 
and other members of the children’s workforce who are confronted with this 
complex and difficult area.
 Providing accessible evidence-based advice, this textbook looks at:

• what we mean by self-harm and its prevalence 
• the legal background 
• what works for young people who self-harm 
• what children and young people think about self-harm 
• assessment and interventions for self-harm 
• prevention of self-harm 
• service provision and care pathways. 

Essential for all those working with children and young people, this textbook 
contains a glossary of terms, practical strategies and case studies.

Tim McDougall is a nurse consultant in Child and Adolescent Mental Health 
Services, Chester.

Marie Armstrong is a nurse consultant in Child and Adolescent Mental 
Health Services, Nottingham.

Gemma Trainor is a nurse consultant in Child and Adolescent Mental 
Health Services, Manchester.
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Foreword
by Professor Keith Hawton

Self-harm in young people is receiving increasing attention from health pro-
fessionals and the public. This reflects the apparent growing extent of this 
problem, as reflected in rising numbers of hospital presentations, especially 
for self-cutting, and the large numbers of adolescents who self-harm but do 
not come to the attention of clinicians. The increase in self-harm in young 
people is not just a problem in the UK, but has been documented in several 
Western countries and in other parts of the world, including some where self-
harm has previously been thought to be rare.
 Clinicians working in Child and Adolescent Mental Health Services, as 
well as those in primary care and general hospital settings, need to be fully 
informed on this topic. This necessitates knowing about the nature and extent 
of self-harm, what factors contribute to the behaviour, how to assess the 
young person who is self-harming (including how to relate and talk to young-
sters who are often ashamed, desperately unhappy, yet mistrustful of adults), 
what sources of help are available, and when and how to talk to relatives and 
carers about the issue. In this book, written by three senior nurses with a 
wealth of experience of working with youngsters who have self-harmed, Tim 
McDougall, Marie Armstrong and Gemma Trainor address all these issues in 
a very practical fashion. Their extensive use of case material, together with 
quotes and poems, gives the text a very human feel that engages the reader. 
Importantly, they do not make unrealistic claims, but highlight where we are 
lacking information, especially in relation to the most effective methods of 
care. At the same time, their depth of experience is apparent throughout.
 This book is primarily aimed at clinicians, who, whether experienced or 
early in their careers, are equally likely to find this book not only interest-
ing but highly informative. It will also be useful for relatives and carers, and 
indeed the young people who self-harm. There is a need for more practical and 
wise guidance on self-harm in children and young people – and this is exactly 
what this book provides.

Professor Keith Hawton 
Director, Centre for Suicide Research, Oxford University Department of Psychiatry, 

and Consultant Psychiatrist, Oxfordshire and Buckinghamshire Mental Health 
NHS Foundation Trust



 



 

Foreword
by Dr Cathy Street

For some years now, self-harm among young people has been recognised as a 
very common problem, however, concern about this issue has become more 
prominent after the emergence of recent reports highlighting growing rates 
of depression and general unhappiness among young people, and surveys indi-
cating that just over one-fifth of young people in the UK aged 11–19 years 
have, at some point, tried to harm themselves.
 Understanding the reasons for self-harm is a complex issue, not least 
because there are varying definitions, but also because much self-harming 
behaviour is hidden, with young people never seeking help and thus not com-
ing to the attention of health or social care services. As the Mental Health 
Foundation noted in their introduction to their inquiry, The truth about self-
harm (Mental Health Foundation 2006), self-harm is a taboo subject, with 
many young people never revealing that they are self-harming, not even to 
their closest and most trusted friends.
 What we do know, from figures compiled by Oxford University Centre 
for Suicide Research, is that deliberate self-harm is the reason behind around 
170,000 hospital admissions each year of people aged under 35. Therefore, 
equipping those working in health service settings, in particular Accident 
and Emergency Departments, to be able to offer appropriate and responsive 
help, is of critical importance. 
 Furthermore, from the growing body of research about young people’s 
views of health services, in particular Child and Adolescent Mental Health 
Services (CAMHS) and adult mental health services, we know a consid-
erable amount about what deters young people from seeking help when 
struggling with overwhelming worries and difficult feelings – notably, 
worries about confidentiality and their friends finding out, or about being 
sent away from home. 
 The work with young people experiencing mental health difficulties that I 
have been involved with over the past decade – first at YoungMinds and more 
recently at Rethink – has also repeatedly highlighted the problem with young 
people actually not knowing where to go for help. Many also feel that the pro-
fessionals that they may approach will not understand them, or will not offer 
advice or help that seems relevant to the difficulties they are experiencing. 



 

xviii Foreword

 This book, with its emphasis on practical advice about how to engage with 
young people who are self-harming, is based on the authors’ many years of 
experience working directly with young people, and is thus a much-needed 
and welcome addition to the literature on this challenging topic.

Dr Cathy Street
Young People’s Research and Development Lead, Rethink

89 Albert Embankment
London SE1 7TP 
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Introduction

At the time of writing this book a number of important changes are tak-
ing place that are adversely affecting children and young people. Britain is 
struggling through the most serious economic downturn since the Wall St 
Crash in 1929 and the Great Depression that ensued. The NHS budget is 
under threat and care and health services for children and young people are 
vulnerable to cuts. Of course, it is not just young people who are finding 
things difficult. Their parents and carers are also struggling with the reces-
sion. Unemployment is growing, alcohol consumption is increasing and debt 
levels are rising.
 Children and young people are telling and showing us how this is affect-
ing them. Using YouGov, The Princes Trust interviewed over 2,000 young 
people aged between 16 and 25 across Great Britain. Nearly half said they 
felt regularly stressed, over a quarter reported that they were often or always 
down or depressed, and one in ten insisted that life was meaningless (Princes 
Trust 2009). The most hopeless attitudes were found in the group known 
by the Government as NEETs (not in education, employment or training). 
Young people in this group were significantly less happy and lacked con-
fidence in every aspect of their lives. It is well known that suicide rates rise 
during times of recession, and young people who feel hopeless are at greater 
risk (Gunnell et al. 2009). By the time this book is published, unemployment 
among the young is expected to be the highest since the 1970s. UK countries 
have updated their suicide plans to take account of the economic downturn.
 Together, these issues should concern each and every one of us. They show 
all too clearly that many of our nations’ children are unhappy and hopeless. A 
recent report on child well-being published by UNICEF suggested that out of 
21 economically advanced nations across the developed world, the UK has the 
unhappiest children. The growing rates of self-harm among the young bear 
witness to this. Just as the final touches were being put to the writing of this 
book, two ‘Looked After’ girls from Scotland, aged 14 and 15 entered into a 
suicide pact and, whilst holding hands together, jumped off a bridge to their 
deaths. Sadly, this was not an isolated incident. Earlier in 2009, Bridgend 
in South Wales lost several of its young people in a cluster of suicides. The 
global media frenzy that followed caused distress to the families and friends of 
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those who had died, heightened anxiety of young people in schools and gave 
unhelpful messages about self-harm and suicide to the general public.
 Perhaps Karl Marx was thinking about self-harm when he said that the 
only antidote to mental suffering is physical pain. These words are often borne 
out by young people who believe they have no alternative coping strategies 
but self-harm to cope with stress and adversity and face life’s challenges. It 
would not be a leap of logic to conclude that rates of self-harm and suicide by 
children and young people are a reflection of the level of emotional pain they 
are feeling. Despite the extent of this problem, our understanding about the 
issues and a strategy to address them remain poorly developed. 
 A recent report from Action for Children, and the New Economics 
Foundation Backing the Future, suggests that the costs to the UK economy of 
failing to tackle the factors that combine to produce poor outcomes for chil-
dren and young people may be as much as £4 trillion over two decades (Action 
for Children and New Economics Foundation 2009). The report goes on to 
say that providing interventions to prevent psychosocial problems, such as 
family breakdown, poverty, mental disorder and substance misuse, and inter-
vening early could save the UK economy £486 billion over 20 years. Research 
on self-harm and suicide consistently shows that the very same potent risk 
factors contribute to self-harm and suicide. We suggest that this illustrates 
an important ‘invest to save’ principle.
 As we will see throughout this book, research and evidence from young 
people and their parents and carers consistently highlights the factors that 
produce negative outcomes and either cause or maintain their self-harm. 
In this book we combine evidence-based practice – research studies; with 
what has become known as practice-based evidence – experiences of helping 
children and young people who self-harm. Together, the theory and practice 
insights combine to produce what we consider to be a guide to good practice. 
We do not claim to have all the answers. Indeed, our joint experience tells 
us it is not usually solutions that young people are looking for. Rather, it is 
understanding, compassion and hope when they are feeling misunderstood 
and hopeless. We do not underestimate the potential for these fundamental 
ingredients to help bring about positive change in young people’s lives.
 Chapter 1 of this book explores what self-harm is, and we hope to show 
that it means different things to different people. We aim to demonstrate that 
self-harm is socially and culturally bound, and challenge some of the myths 
and legends about self-harm that have evolved in the public domain and which 
have contaminated the caring and helping professionals. We suggest that many 
of these are neither caring nor helpful, and may actually maintain or make a 
young person’s self-harming worse. We urge health professionals to explore 
their attitudes to self-harm and transform the manner in which they provide 
health services for children and young people in distress. On behalf of young 
people, we ask them not to judge, criticise and fail in their duties of care. 
 Chapter 2 focuses on why self-harm is a common and growing problem 
among young people. We will see that trauma and abuse, bullying, parental 
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mental disorder and mental health problems are all closely linked to self-harm 
and suicide. Some young people are depressed, stressed by exam pressure or 
worried about the shape of their bodies. Others self-harm because they are 
being abused, or because they are being bullied at school or college. Some 
young people harm themselves because it is fashionable and a way of fitting 
in. We do not suggest that any of these factors are causative in themselves. 
Rather, we propose that it is the combination of stress factors in the context of 
poorly developed coping strategies and support systems that lead to self-harm 
and suicidal behaviour among young people.
 Perhaps not surprisingly, we suggest that there is no single approach to 
helping young people who self-harm, and Chapter 3 summarises the small 
but growing evidence base in relation to efficacy and outcomes. We are mind-
ful that some young people do not want help with their self-harm. We also 
know that others do want help, but do not know how to access it. However, 
we also suggest that too many decide not to seek help because what is on offer 
is poor or out of step with what young people want. 
 Despite the scale of the problem and a growing body of research and guid-
ance, professionals often struggle to help young people who harm themselves. 
Of course, there are many examples of skilled and sensitive care which leave 
young people feeling supported and understood. However, all too often, 
young people report feeling misunderstood, judged or punished by those who 
are charged with their care. Many tell us that we pitch help in the wrong 
direction or chase causal explanations that do not exist. This, young people 
say, can make their self-harm worse. Chapter 4 draws on the views and stories 
of young people and discusses what we understand to be unhelpful or even 
damaging for those who self-harm.
 All young people who have self-harmed should have their psychosocial 
needs assessed. This is to explore psychological, social and motivational fac-
tors that have led to self-harm, as well as to evaluate suicidal intent and the 
young person’s level of hopelessness. A thorough and competent assessment 
should be extensive, dynamic, and rely on several sources of information from 
young people, parents or carers and teachers or other professionals. For many 
reasons, the assessment of young people who self-harm is often inadequate. 
 Chapters 5 and 6 look at how we make sense of a young person’s self-harm, 
consider the risks this may present and then help young people and their 
parents or carers to manage these risks. To make sense of a young person’s 
self-harm and decide whether or not to intervene, those who seek to help 
must take account of a range of factors. These relate to the child or young 
person’s age, their wishes and choices, those of their parents or carers and the 
context in which the self-harm is occurring. Such decisions, if they are to be 
informed, competent and responsible, are rarely straightforward. Adults have 
moral, professional and legal obligations to the children and young people in 
their charge. Decisions about whether to intervene and how to intervene can 
be helpful or harmful – sometimes with fatal consequences. However, just as 
it is crucial to assess risk, so, too, it is important to assess protective factors, 
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strengths and resources in the young person, family and wider community 
network. This is to inform decisions about whether the risks and benefits of 
professional intervention outweigh the risks of non-intervention.
 In Chapter 7 we discuss the available treatments for young people who 
are suicidal or self-harming. The evidence base for some is extremely limited. 
However, we suggest from our clinical practice using various individual and 
group treatments, that it is often the manner in which we engage young people 
that improves outcomes. That is, it may be less about what we do, and more 
about the way in which we do it. This hypothesis is currently somewhat untested 
in research. Feedback from young people and their parents or carers tells us that 
working in an honest and open way is frequently the key to success. Sharing our 
views and generating and agreeing collaborative management plans is likely to 
enable positive outcomes. By contrast, our experience suggests that unilateral 
decision making and paternalistic interventions are likely to be less successful. 
 Numerous reports have highlighted that parental involvement is often 
woefully inadequate, and on occasions parents are excluded from professional 
care and treatment decisions at the most basic of levels. This is unacceptable 
and not what any of us would want for our own families. Chapter 8 summarises 
the views, wishes and needs of parents and carers who support young people 
who self-harm. We are reminded that having a son or daughter who self-
harms or shows suicidal behaviour can be an extremely traumatic experience 
for parents. Parents report feeling helpless and concerned that they cannot 
keep their child or young person safe. Such anxieties are often made worse by 
a lack of information and support from professionals. We suggest that support 
for parents is often as important as support for children and young people, and 
better services for parents and carers may contribute to improving long-term 
positive outcomes. Throughout this book we discuss the impact of stigma on 
young people who self-harm, as well as on their parents and carers, siblings 
and friends. Just as stress can build up in a young person who has no appropri-
ate source of support, it can also impact negatively on their social networks. 
Reducing the stigma associated with self-harm should be a key part of all that 
we do as health professionals. 
 The full range of resources and interventions needed by young people 
who self-harm spans the responsibilities of a range of agencies and services in 
the public and voluntary sectors. However, care services, including accident 
and emergency and mental health services, play the greatest role. Chapter 9 
describes the service context in which young people who are suicidal or self-
harming can access help and support. 
 Chapter 10 explores what can be done to prevent self-harm and suicide. 
We suggest that public health strategies that focus on universal interven-
tions to prevent and reduce self-harm by children young people may offset the 
future burden on paediatric, mental health and social services. However, we 
propose that this is no easy task and one that requires a comprehensive, inte-
grated effort involving children and young people, families and communities, 
schools, the media and central government. 
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 It is important that professionals who help children and young people who 
self-harm are clear about the various legislative frameworks within which 
they work. This is discussed in Chapter 11. Regardless of their background, 
professionals should have a working knowledge of human rights legislation, 
children’s rights and mental health law and how these frameworks interact. 
Despite this, young people often report that they are not involved in deci-
sions, frequently have their privacy, dignity and confidentiality compromised 
and do not feel that professionals respect them. We suggest that this is unac-
ceptable in twenty-first-century care services.
 In summary, we have aimed this book not only at the health sector, but 
at a wide range of different professionals who together share a responsibility 
to improve outcomes for children and young people. We hope it will appeal 
to anyone trying to understand and help those who are struggling with self-
harm or feeling suicidal. As well as professionals, we hope to address parents, 
carers and, of course, young people themselves. Throughout this book we have 
included their messages about self-harm. These are presented in speech bub-
bles and serve as reminders to us that adults do not always know best, and that 
we should always listen carefully to what young people are saying. Finally, we 
hope we have written a book which will assist health professionals and others 
to help young people who self-harm change their lives and develop hope and 
optimism where hopelessness and pessimism have prevailed.



 



 

1   What do we mean by self-harm 
and suicide?

Key points:

• The terms ‘self-harm’ and ‘suicide’ are often used interchangeably, fre-
quently causing confusion among professionals as well as children and 
young people. A number of myths and legends about self-harm have 
evolved among the general public and caring and helping professionals. 
Many of these are neither caring nor helpful.

• More often than not, self-harm is not about ending life but is more about 
regulating emotions, survival and coping with stress. Although self-
harm appears on a spectrum with suicide, each has a different pattern and 
purpose, and interventions to help both have a different foundation and 
emphasis.

• Phrases such as ‘attention seeking’ or ‘time wasting’, or words like 
‘manipulative’ reinforce negative stereotypes about self-harm and can 
leave young people feeling judged and blamed. Not surprisingly, their 
experience of health and care services is all too often a negative one. This 
must be challenged by health professionals.

• Defining self-harm is far from straightforward. Categories often overlap, 
and the suicidal intent of young people may be changeable or unclear. 
The term self-harm is therefore often used to describe a young person’s 
behaviour rather than their intent.

• Many people preface the term ‘self-harm’ with ‘deliberate’. However, this is 
often viewed by young people as derogatory, inferring that the decision to 
self-harm is thought out and carefully planned. Indeed, self-harm is often 
impulsive and occurs with little planning or conscious thought. For many 
reasons, we therefore discourage use of the term deliberate self-harm.

• No single act of self-harm is the same as another, and professionals work-
ing with young people need to understand the purpose of self-harm as 
part of the engagement, risk management and ongoing treatment proc-
ess. This will evolve as a young person grows, develops and moves towards 
recovery.

• Trying to define suicidal intent is complex. Research has shown that pre-
vious suicidal behaviour in the form of one or more non-fatal suicide 
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attempts is the most powerful predictor of future suicide. However, the 
term ‘suicide attempt’ can be misleading because the majority of acts are 
not intended to be fatal or even to lead to physical harm.

Introduction

Self-harm and suicidal behaviour, the primary focus of this book, refers to a 
range of behaviours which are open to interpretation. These are discussed in 
detail in the following chapters. There is no single, universally agreed defi-
nition of self-harm and the term means different things to different people. 
Self-harm is not limited by age, gender, race, sexual orientation, education, 
socio-economic status or religion, and how it is recognised and managed varies 
across the world. 
 This chapter explores some of the literature defining self-harm and out-
lines the different terminologies and classifications that are used to describe 
it. A section on myths and legends is included, and young people’s thoughts 
on the meaning of self-harm are explored. The concluding part of this chapter 
summarises the debate on some of the factors which may determine whether 
self-harm is self-destructive or suicidal. 
 It is not the aim of this chapter to arrive at a definitive term for self-harm. 
This is because no single definition encompasses all situations. It is hoped 
that by describing the range of issues to consider when evaluating self-harm, 
professionals can develop strategies to meet the differing and often complex 
needs of young people who are suicidal or self-harming.

What is and what is not self-harm?

While the term self-harm may at first seem self-explanatory, a universally 
accepted definition of the phenomenon is not easy to find. For example, it is 
only recently that the Oxford English Dictionary has included a definition for 
self-harm: ‘Deliberate injury to oneself, typically as a manifestation of a psy-
chological or psychiatric disorder’. Different professionals and the organisations 
within which they work use a range of words and terms to describe self-harm. 
Their definitions can vary from short explanations such as the one offered by 
the National Institute for Clinical Excellence (NICE) Guidelines on Self-harm 
(NICE 2004a: 16): ‘Self poisoning or injury, irrespective of the apparent pur-
pose of the act’, to longer and more specific definitions, such as one used in 1989 
by the World Health Organization (Platt et al. 1992: 92):

 An act with a non-fatal outcome in which an individual deliberately ini-
tiates a non-habitual behaviour that, without intervention from others 
will cause self-harm, or deliberately ingests a substance in excess of the 
prescribed or generally recognised therapeutic dosage and which is aimed 
at realising changes which the subject desired via the actual or expected 
physical consequences. 
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The working definition used by the International CASE (Child and Adolescent 
Self-harm in Europe) study group (Madge et al. 2008) is an act with a non-fatal 
outcome in which an individual deliberately did one or more of the following:

• initiated behaviour (e.g. self-cutting or jumping from a height), which 
they intended to cause self-harm;

• ingested a substance in excess of the prescribed or generally recognised 
therapeutic dose;

• ingested a recreational or illicit drug that was an act that the person 
regarded as self-harm;

• ingested a non-ingestible substance or object.

The National Inquiry into self-harm among young people

The National Inquiry into self-harm, Truth Hurts, which is discussed through-
out this book, considers young people’s views about self-harm (Mental Health 
Foundation and Camelot Foundation 2006). The Inquiry describes self-harm 
as a wide range of things that people do to themselves in a deliberate and 
usually hidden way, which are damaging. This includes overdoses and self-
mutilation, burning, scalding, banging heads and other body parts against 
walls, hair pulling, biting, and swallowing or inserting objects. 
 The National Inquiry chose not look at eating disorders, drug and alcohol 
misuse, risk-taking behaviours, such as unsafe sex or dangerous driving, in their 
description of self-harm. They considered that eating disorder behaviours and drug 
abuse are viewed as self-destructive acts, but focused specifically on self-injury and 
suicidal behaviour (Mental Health Foundation and Camelot Foundation 2006).
 Given the range and variety of definitions and descriptions of self-harm, it 
is not the intention of this chapter to identify a definition that fits all circum-
stances. Rather, the objective is to examine various constructs of self-harm to 
arrive at a more complete understanding of the characteristics, features and 
motivational factors that combine to produce self-harm.
 Apart from the many features of self-harm, the diverse nature, orientation 
and objectives of organisations working with self-harming individuals requires 
each to have a slightly different emphasis in their definition. So, even if a uni-
fied definition were possible, some would argue that it may not be necessary. It 
is also important to state that a lot of the professional and academic literature 
which attempts to make sense of self-harm is based on the experiences of adults, 
and may not be directly applicable to children and young people.

What is not generally regarded as self-harm?

We all do things that may not be good for us and at times may even be harm-
ful. Overeating, smoking and binge drinking are just a few of the things that 
are certainly not good for us in the long term, but the physical effects may 
not be immediate. Practices such as tattooing or piercings are increasingly 
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viewed as acceptable and are often culturally sanctioned. In some cultures, 
body modifications are symbolic and have religious significance endorsed by 
a prevailing culture; they each have meaning for the individual, and it is this 
meaning that needs to be understood by professionals.
 Although there is general agreement that they are potentially damaging, 
risk-taking behaviour, such as excessive drug and alcohol misuse, unsafe sex 
and over-exercise are not usually regarded as self-harming. Accidental over-
doses of alcohol and recreational drugs are rarely seen as specific self-harming 
behaviours since alcohol and drugs are an inherent part of normal adolescence 
for many young people (Pryjmachuk and Trainor in press). However, there is 
evidence that substance misuse among young people is increasing, and both 
drug and alcohol misuse is related to self-harm and suicide by young people 
(Rossow et al. 2009; Martunnen et al. 1991).

Body modification 

Body modification, or body alteration, can be defined as the deliberate altering 
of one’s body for non-medical reasons. It includes body piercing, tattooing and 
implants. Whilst some have suggested that so-called body modification, such as 
piercing and tattooing, is no different to self-harm through cutting, the distinc-
tions appear to outweigh the similarities. Writing in the 1980s, Walsh and Rosen 
created four categories in an attempt to differentiate self-harm and address the issue 
of what might be now regarded as socially acceptable self-harm (see Table 1.1).

Table 1.1 Classification of self-harm (adapted from Walsh and Rosen 1988)

Classification Examples of behaviour Degree of 
physical 
damage

Psychological 
state

Social 
acceptability

I Ear piercing, nail biting, 
small tattoos, cosmetic 
surgery

Superficial to 
mild

Benign Mostly 
acceptable

II Piercings, machete scars, 
ritualistic clan scarring, 
sailor and gang tattoos

Mild to 
moderate

Benign to 
agitated

Accepted 
within 
subcultures

III Wrist or body cutting, 
self-inflicted cigarette 
burning and tattoos, 
wound excoriation

Mild to 
moderate

Psychic crisis Accepted 
by some 
subcultures 
but not by 
the general 
population

IV Self-castration, eye 
removal, self-amputation

Severe Psychotic 
decompensation

Unacceptable
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Reliable psychosocial data about the relationship between body piercing and 
tattooing are few and controversial (Stirn and Hinz 2008). Tattoos and body 
piercing have been cultural rituals and initiations for thousands of years both 
in primitive tribes and highly developed societies. 
 Self-harm, by comparison, is a largely modern phenomenon. However, 
what was once considered a social rite or tradition in ancient societies has, for 
many young people today, become an act of rebellion, often met with disap-
proval and displeasure from adults. Indeed, body piercing and professional 
tattoos may seem to meet some of the elements of self-harm in that they are 
acquired intentionally and involve bodily harm. However, most people con-
sider tattoos and body piercings to be a way of enhancing their appearance 
or making a statement. Body modifications of this type can be symbolic and 
endorsed by social groups. 

Eating disorders

Other forms of indirect self-harm include eating disorder behaviour, such as 
anorexia or bulimia nervosa, binge eating and obesity. Some eating disorders 
are associated with a greater risk of death, suicide and self-harm than others 
(NICE 2004b). Bulimia nervosa, in particular, is closely linked to self-harm, 
and young people are at risk both as a result of the disorder and its com-
plications. However, many view risk taking and the harm generated from 
behaviours associated with eating disorders as separate, requiring a different 
type of intervention (Favaro and Santonastaso 2000). 
 Indirect self-harm, in essence, refers to behaviour in which the damage is 
accumulative as opposed to immediate. Walsh (2006) reviewed a spectrum of 
self-destructive behaviours and these are summarised in Table 1.2.

Direct self-harm Indirect self-harm

• Suicide attempts (e.g. serious 
overdose, hanging, jumping 
off a building, use of a gun).

• Major self-injury (e.g. eye 
removal, self amputation.

• Atypical self-injury 
(mutilation of the face, eyes, 
genitals, breasts).

• Common forms of self-injury 
(e.g. wrist, arm and leg 
cutting, self burning).

• Substance abuse (e.g. alcohol, drugs).
• Eating disorder behaviour (e.g. anorexia nervosa, 

bulimia, obesity, use of laxatives).
• Physical risk taking (walking on a roof or running 

across the road in high speed traffic).
• Situational risk taking (e.g. getting into a car with 

strangers, walking alone in a dangerous area).
• Sexual risk taking (e.g. having unprotected sex with 

strangers).
• Unauthorised discontinuance of psychotropic 

medications (e.g. misuse or abuse of prescribed 
medications).

Table 1.2 Examples of direct and indirect self-harm (adapted from Walsh 2006)
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Deliberate self-harm

Health professionals often use the term ‘deliberate self-harm’ (DSH). This 
may be misleading since the term ‘deliberate’ implies premeditation and wil-
fulness (Pembroke 1994). Indeed, self-harm is atypical, often spontaneous 
and not obviously preceded by awareness, conscious thought or delibera-
tion. The phrase deliberate self-harm can be used pejoratively and may lead 
to value judgements being made about the individuals involved (Anderson 
et al. 2004). Some researchers have also referred to a ‘deliberate self-harm 
syndrome’, characterised by onset during adolescence, multiple recurrent epi-
sodes, low lethality, harm deliberately inflicted on the body, and extension of 
the behaviour over many years (Pattison and Kahan 1983).

Comparing descriptions

Before going any further, it may be helpful to look at some of the descrip-
tions used by key organisations, professional groups and recognised self-help 
networks. Whilst there are undoubtedly common themes in what each consti-
tutes as self-harm, the words and phrases used are not always used consistently, 
and at times may be contradictory. 
 There are some interesting differences, particularly those related to potential 
causes, which are important when we come to discuss strategies for interven-
tion. Ensuring successful strategies are adopted when responding to self-harm 
requires careful investigation and sound understanding of the expression of 
self-harming behaviour by professionals. As we will see throughout this book, 
this can only be achieved in consultation with the young people themselves 
and their parents or carers, and what works for one young person may not 
necessarily be effective for another. 
 Therefore, making sense of the words each young person uses to describe 
their self-harm is crucially important, and sets the context for any subsequent 
helping intervention if this is required. Table 1.3 compares different brief 
descriptions used by some key organisations and information portals. 
 The terms self-injury and self-harm are often used interchangeably. It is easy to 
see how confusion may develop when describing, discussing and evaluating self-
harming behaviours. Considering both fatal and non-fatal acts is part of the Health 
for All targets of the World Health Organization (WHO 2009). Therefore, some 
would argue that obtaining a consistent formulation is much needed.

An historical perspective

The concept of self-harm has been evolving in the research literature since the early 
twentieth century. Described using many different words and phrases, Emerson 
(1913) considered self-cutting to be a symbolic substitution for masturbation. 



 

Table 1.3 Examples of how self-harm is described by different groups

Source Descriptions

Royal College of 
Psychiatrists

Self-harm happens when someone hurts or harms themselves. It can 
feel to other people that these things are done coolly and deliberately 
– almost cynically. But someone who self-harms will usually do it 
in a state of high emotion, distress and unbearable inner turmoil.  
Some people plan it in advance, others do it suddenly. Some people 
self-harm only once or twice but others do it regularly. It can 
become almost like an addiction.

NHS Direct Self-injury or self-harm is when somebody damages or injures their 
body on purpose. Self-injury is a way of expressing deep emotional 
feelings or problems that build up inside.

Mental Health 
Foundation

Self-harm describes a wide range of things that people do to 
themselves in a deliberate and usually hidden way. In the vast 
majority of cases self-harm remains a secretive behaviour that can go 
on for a long time without being discovered.

TheSite.org People who self-harm deliberately injure themselves mostly as a way 
of coping with painful and difficult feelings. They are not usually 
trying to commit suicide but are thought to be more likely to 
eventually do so.

Selfharm.org.uk Self-harm is when someone deliberately hurts or injures him or 
herself. Some young people self-harm on a regular basis while others 
do it just once or a few times. For some people it is part of coping 
with a specific problem and they stop once the problem is resolved. 
Other people self-harm for years whenever certain kinds of pressures 
or feelings arise.

MIND Self-harm is a way of expressing very deep distress. Often people 
don’t know why they self-harm. It is a means of communicating 
what can’t be put into words or even into thoughts and has been 
described as an inner scream. Afterwards people feel better able to 
cope with life again for a while.

CHILDLINE Self-harm is when people set out to harm themselves deliberately, 
sometimes in a secret way. Self-harm can include cutting, burning, 
bruising or poisoning but does not usually mean that someone wants 
to commit suicide. Self-harm help and support is available from us 
anytime you feel like hurting yourself.

Helpguide.org Self-injury, self-inflicted violence, self-injurious behaviour or self-
mutilation is defined as a deliberate, intentional injury to one’s own 
body that causes tissue damage or leaves marks for more than a few 
minutes which is done to cope with an overwhelming or distressing 
situation.

NICE (2004a) Intentional self-poisoning or injury irrespective of the apparent 
purpose of the act.
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In the 1930s, Karl Menninger classified what he called ‘self- mutilation’ into 
several categories. These were:

1 Neurotic – nail biters, pickers, extreme hair removal and unnecessary 
cosmetic surgery.

2 Religious – self-flagellants and others.
3 Puberty rites – hymen removal, circumcision or clitoral alteration.
4 Psychotic – eye or ear removal, genital self-mutilation and extreme 

amputation.
5 Organic brain diseases – which allow repetitive head banging, hand biting, 

finger fracturing or eye removal.
6 Conventional – nail clipping, trimming or hair and shaving beards.

In some ways, Menninger was ahead of his time when he asserted that when 
supporting people who self-harm, attitudes are more important than facts 
(Menninger 1938).
 Terminology has been refined somewhat since the twentieth century, but 
only on a gradual basis. Pao (1969) made a distinction between low lethality, 
or ‘delicate’ self-harm, and what he called high lethality or ‘coarse’ self-harm. 
Writing in the British Journal of Medical Psychology, he proposed that so-called 
‘delicate cutters’ were young and generally had a diagnosis of borderline 
personality disorder. By contrast, so-called ‘coarse cutters’ were older and gen-
erally thought to be psychotic.
 In the 1960s, researchers proposed that suicidal intent should no longer be 
regarded as essential in self-harm nomenclature. It became increasingly rec-
ognised that many people who attempted suicide performed their acts in the 
belief that they were comparatively safe, aware even in the heat of the moment 
that they would survive (Kessel and Grossman 1961). 
 Consequently, in some circles, the term ‘attempted suicide’ has gradually 
been replaced by ‘deliberate self poisoning’ and ‘deliberate self-harm’. The 
terms were chosen to differentiate between accidental and non-accidental 
events. By the end of the 1960s these terms were widely used by psychia-
trists and other professionals. It was not until the 1970s that the paradigm 
of self-harm shifted away from psychosexual explanations, such as those pro-
posed by Emerson. 
 By the early 1980s, other terms such as ‘parasuicide’ had been introduced. 
This term excludes the question of whether death was a desired outcome. 
Around the same time, other terms such as ‘self-mutilation’ evolved, but later 
this was viewed as being too extreme, implying radical cutting or maiming 
which would account for only a minority of episodes. More recently, the term 
‘self-injury’ has been adopted and is now more commonly used in this field 
(Simeon and Favazza 2007). 
 It is also no longer appropriate to describe someone as committing suicide, 
since suicide is no longer regarded as a crime. One of the reasons deliberation con-
tinues about self-harm and suicide is because no one term absolutely or accurately 
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defines all acts. Acknowledging the complexities involved, the term ‘self-harm’ is 
used to describe to a range of behaviours that are discussed throughout this book.

Deconstructing self-harm

In attempting to understand and describe self-harm, various researchers have 
sought to deconstruct the concept. Kahan and Pattison (1984) identified 
three components of self-harming acts involving directedness, lethality and 
repetition. Table 1.4 summarises the components of self-harming acts, giving 
examples involving each combination of the following factors.

Directedness

This refers to how intentional the behaviour is, if an act is completed in a 
brief period of time and whether the person had full awareness of its harmful 
effects. It is considered direct if there was a conscious intention to produce 
these effects. Otherwise it is viewed as an indirect method of self-harm.

Lethality

This refers to the likelihood of death resulting from the act. Death is usually 
the intent of the person undertaking the act either immediately or in the 
near future. However, the need to establish whether a young person wishes 
to die and what they understand by death is crucially important. Rather than 
the professional’s opinion, it is the young person’s perception of, or belief in, 
potential lethality that matters. 

Repetition

This refers to whether or not the act is done more than once, or frequently over 
a period of time, in other words repeatedly. Young people who self-harm fre-
quently require multiple interventions. However, it is important that health 
professionals do not become complacent and fail to assess the self-harm and 
associated risks accurately. 

Table 1.4 Components of self-harming acts (adapted from Kahan and Pattison 1984)

Repetitive in 
nature

Direct behaviours Indirect behaviours

High lethality Low lethality High lethality Low lethality

Yes Taking small 
doses of poison 
over time

Self-injury cutting. 
Burning, bruising, 
etc.

Type 1 diabetic 
not injecting 
insulin

Smoking,
alcoholism

No Gunshot wound 
to head

Major 
self-mutilation

Terminal cancer 
patient refusing 
chemotherapy

Walking 
around town 
alone at night
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Therefore, it is important to consider each episode of self-harm individually. 
The challenge is to assess risk and help manage the crisis without acting in 
ways which minimalise the self-harming behaviour of the young person and 
invalidate their experience. 

Non-suicidal self-injury

Non-suicidal self-injury (NSSI) is one of the more recent descriptions used 
to explain self-harm. NSSI is defined as the direct, deliberate destruction of 
one’s own body tissue in the absence of intent to die (Nock 2009; Nock et 
al. 2009). These features distinguish it from behaviour involving harmful 
consequences which are not unintended (e.g. lung cancer from smoking) 
and from suicidal behaviour. 
 Nock states that NSSI is conceptualised as a harmful behaviour that can 
serve several intrapersonal (e.g. affect regulation) and interpersonal (e.g. 
help seeking) functions. NSSI most often involves cutting oneself with a 
knife, razor or other sharp implement. Typically, it begins in adolescence 
and among people with a wide range of psychiatric disorders. However, as 
we will see in Chapter 2, the majority of young people who self-harm do not 
have a mental disorder. 
 Nock’s thesis primarily focuses on a theoretical model of the develop-
ment and maintenance of NSSI rather than seeing it as a symptom of a 
psychiatric disorder. He views it as a function of a means of regulating emo-
tion and explains that social modelling may be why people choose to use 
NSSI. Other people may use non-injurious ways to regulate their emotions, 
such as alcohol use, exercise or by verbally communicating with others. In 
contrast, those who engage in NSSI may have observed the behaviour being 
used by others or have experienced invalidating environments. This is dis-
cussed in more depth later. 
 Nock stresses that NSSI is not symptomatic of any mental disorder. 
Instead, he proposes that it may be used to provide an intense signal which, 
because of its intensity, is more likely to be recognised by others. He views it 
as quick and easily accessible which, like alcohol, may be attractive to adoles-
cents (Nock 2009).

Non-suicidal self-injurious behaviour

Another term which has been introduced in recent years is non-suicidal self-
injurious behaviour (NSIB). This is defined as intentionally injuring oneself 
in a manner that results in damage to body tissue, and again it is characterised 
as being without any conscious suicidal intent. NSIB is viewed as falling into 
the larger spectrum of adolescent suicidal behaviours. However, this may be 
misleading because, by definition, it is said to involve no suicidal intent. In 
this analysis, because intent is changeable and not consistent, NSIB falls into 
the category of suicidality. 
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Other descriptive terms

The following terms are found in the research literature and are sometimes 
used to describe self-harm:

• self-injury 
• deliberate injury 
• self-inflicted injury
• self-inflicted violence 
• self-injurious behaviour
• self-mutilation 
• intentional injury to one’s body
• parasuicide 
• attempted suicide.

A good way to understand the range of terms used to describe self-harm 
would be to perceive them as part of a continuum. This has suicidal idea-
tion at one end, moving through to non-fatal injury to completed suicide 
at the other end. Some young people only ever experience suicidal ideation. 
These thoughts may be fleeting and never lead to self-harm. Others may 
act on their thoughts and self-harm by cutting or burning. Their self-harm 
may be of low lethality and have no association with suicidal intent. Young 
people may also follow this continuum to attempt suicide, for example, by 
overdosing or hanging. In this instance, the intent would be greater and the 
lethality higher. 
 Schreidman (1993) differentiates between the intent of a suicidal person 
opposed to the intent of a self-injuring person. He suggests that the motiva-
tion for a suicidal person is to terminate consciousness, whereas self-injury is 
more to modify consciousness by relieving emotions. What is known from 
outcomes research is that young people who attempt suicide are much more 
likely to go on to complete suicide than those in the general population (Social 
Care Institute for Excellence 2005). 
 A Swedish study found that four per cent of adolescents had killed them-
selves when the sample was followed up 10–20 years later (Otto 1972). Thus, 
whilst the majority of self-harming episodes are not about intent to die, a 
minority of young people are at risk of completion. Therefore, prevention and 
early intervention for young people at risk of suicide is imperative. This is 
discussed further in Chapter 10. 
 It is helpful for professionals to consider that every act of self-harm is a 
unique expression to each individual young person. Clinicians working with 
young people need to understand the intentions of a young person who self-
harms as part of the engagement, risk management and ongoing treatment 
process. Because of the confusion with terminology we have heard about, it 
is also important to encourage the young person to describe the behaviour in 
their own words. Avoiding terms such as suicide attempt or parasuicide may 
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enable the young person to speak freely, thus preventing misdiagnosis of the 
key problems the young person may be facing.

Concepts of self-harm and suicide

Professionals and the wider public often confuse self-harm with suicide attempts. 
However, many argue that self-harm can be regarded as the opposite of suicide, 
as it is often a way of coping with life rather than ending it. As with self-harm, 
academics and clinicians have grappled with definitions of suicide. Diekstra 
refers to suicide as death that directly or indirectly results from an act that the 
dead person believed would result in this end (Diekstra 1995). 
 Similarly, parasuicide, as originally proposed by Kreitman (1977), refers to 
behaviours involving self-harm where there is little or no intent to kill oneself 
(Kerfoot 2000). In addition, suicidal thoughts may exist on their own and 
are not necessarily associated with suicidal behaviour (National Collaborating 
Centre for Women’s and Children’s Health 2009). Despite the distinctions, 
around one third of adolescents who kill themselves have a history of self-
harm (Martunnen et al. 1991).
 There is general agreement that self-harm exists without necessarily intend-
ing to end one’s life, whereas in definitions of suicide there needs to be a 
deliberate and direct intent to end life. Currently, WHO have chosen to use the 
term ‘suicide attempt’ any time a self-harming individual does not die, regard-
less of suicide intent (Bille-Brahe et al. 2004). 
 Of course, self-harm is a common precursor to suicide, and people who 
self-harm may kill themselves by accident. Furthermore, a young person can 
be self-harming and suicidal at the same time, but the two terms do not mean 
the same thing. Whilst it is generally considered that suicidal intent is not 
a part of self-harming behaviour, self-harming behaviour may be potentially 
life-threatening. However, to think of all young people who self-harm as sui-
cidal is, in the majority of cases, inaccurate (Schmidtke et al. 1996; Suyemoto 
1998). Consequently, the term self-harm is increasingly used to denote any 
non-fatal acts, irrespective of the intention.
 Trying to define and specify suicidal intent is extremely complex. 
Numerous studies have shown that previous suicidal behaviour in the form 
of one or more non-fatal suicide attempts is the most powerful predictor of 
future suicide (Egmond and van Diekstra 1989). However, the term suicide 
attempt (parasuicide) can be misleading because the majority of acts are not 
intended to be fatal or even to lead to physical harm. In their book focusing 
on suicide in adolescence, Diekstra and Hawton (1987) suggest that different 
motives can be subsumed under three categories (see Table 1.5).
 Diekstra and Hawton propose that most expressions of suicide by adoles-
cents are a combination of interruption and appeal. However, other factors 
need to be taken into consideration when evaluating self-harming behaviour 
in order to convey a more comprehensive understanding of what self-harm 
means for each young person.
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What does self-harm actually involve?

In reaching an understanding about self-harm as opposed to a specific defini-
tion, one should explore what is viewed as features of the behaviour. Table 1.6 
shows a range of self-harming behaviours which are described on several rel-
evant and influential websites. These organisations between themselves have 
identified five or six key behaviours, and in doing so have identified 23 different 
types of behaviour. All descriptions have identified ‘cutting’ as a key behav-
iour, with ‘burning’, ‘overdosing’, ‘skin scratching’ and ‘hair pulling’ featuring 
prominently. As mentioned previously, only one organisation (MIND) has cited 
‘risk-taking behaviour’ and ‘eating disorders’ as some of its key defining features 
of self-harm. 
 Table 1.6 illustrates the wide range of behaviours which may be considered 
to fall within the range of what constitutes self-harm, and of course the list is 
not exhaustive.

Some features and characteristics of self-harm

Some high quality evidence describing the features of self-harm among ado-
lescents is available from a cross-sectional survey of over 6,000 pupils (aged 
15–16) from 41 schools in England using self-reported information con-
ducted by Hawton and colleagues (2002). Self-harm in the previous year was 
reported by 509 (8.6 per cent) pupils, with 179 saying they had wanted to 
die. Self-harm within the previous year was over three times more common in 
females than it was in males (11.2 per cent versus 3.2 per cent). 
 The prevalence for self-harm of 8.6 per cent (past year) and 13.2 per cent 
(lifetime) are similar to those from the largest equivalent study in the United 
States (Centers for Disease Control 1990). Within the 509 cases reported by 
Hawton et al., the two main methods used for self-harm were cutting (257 cases: 
64.6 per cent) and poisoning (122 cases: 30.7 per cent). The researchers high-
lighted a number of other themes in this study. They reported that self-harm was:

• less common in Asian than white females
• more common in females living with one parent
• more common in pupils who had been bullied
• incrementally higher for young people who smoked cigarettes or used 

alcohol or drugs
• strongly associated with physical and sexual abuse in both sexes
• associated with depression, anxiety, impulsivity and self-esteem in both sexes.

Table 1.5 Motives for suicide and self-harm (adapted from Diekstra and Hawton 1987)

• Cessation (stopping consciousness, death).
•  Interruption (interrupting conscious experience briefly, to sleep, not to feel anything 

temporarily).
• Appeal (to affect behaviour in others or elicit care response). 



 

Behaviour Organisation

HWB NI SH MIND RCP MHF CL HG NICE 
(2004a)

Cutting ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Burning/brandishing ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓

Overdose ✓ ✓ ✓ ✓ ✓ ✓

Skin picking/scratching ✓ ✓ ✓ ✓ ✓ ✓

Bruising ✓ ✓

Tearing out hair ✓ ✓ ✓ ✓ ✓ ✓

Throwing oneself against 
something

✓ ✓ ✓

Pulling out eyelashes ✓

Inhaling substances ✓

Swallowing objects ✓ ✓ ✓

Taking unnecessary risks ✓

Eating disorders ✓

Alcohol/drug addiction ✓

Neglecting own 
emotional/physical needs

✓

Banging head ✓ ✓

Punching themselves ✓ ✓

Inserting objects ✓

Scalding ✓ ✓

Breaking bones ✓ ✓ ✓ ✓

Hitting ✓

Multiple piercing ✓

Drinking harmful 
chemicals

✓ ✓

Asphyxiation ✓

Sources
HWB Health and Well Being website
NI National Inquiry into self-harm among young people
SH Self-harm website 
MIND MIND (mental health charity) website 
RCP Royal College of Psychiatrists website 
MHF Mental Health Foundation website
CL ChildLine website
HG Helpguide website
NICE National Institute of Clinical Excellence website

Table 1.6 Key behaviours highlighted by organisations describing self-harm 
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Having said this, self-harming young people form an extremely heterogeneous 
group and self-harm affects young people from many different backgrounds 
and creeds. Different methods of self-harming can denote different expressions. 
Some young people cut when they are anxious and burn themselves when they 
are angry. Some use multiple methods and the type of self-harm they engage 
in may be dictated by availability or means and the circumstances they are in. 
 In general, self-harm occurs much more often than suicide attempts. 
People who cut often do so frequently, and their self-harming behaviour may 
last for many years. People who are actively suicidal often report feeling no 
better after an attempt, whereas young people who cut may do so in order to 
feel better, calmer and less emotionally distressed.

Repetition of self-harm

It is important to understand the developmental course of self-harm. Some 
young people may self-harm only once in their lifetime and rarely require 
ongoing therapeutic interventions, whereas others continue to self-harm 
and may require ongoing help. No intervention is known which can stop 
self-harm altogether, but there are therapies that can successfully reduce the 
amount a young person self-harms. Young people can also be reluctant to say 
they self-harm altogether (Social Care Institute for Excellence 2005).
 Perhaps not surprisingly, Spirito et al. (1989) suggested that many adoles-
cents who self-harm continue to experience difficulties after their first attempt. 
Repetition of self-harming behaviour often, but not always, indicates that 
the young person has a higher degree of disturbance and greater psychosocial 
needs than those who harm only once. Kreitmen and Casey (1988) noted 
that those who repeat are often high consumers of health service resources. 
Follow-up studies of adolescents have suggested that approximately one in 
ten will make a further attempt during the first year (Hawton et al. 1996; 
Hawton et al. 2003). 
 Young people who repeatedly self-harm, compared to non-repeaters, are 
more likely to have ongoing stresses, difficulties in school, and more serious 
suicidal intent (Gispart et al. 1987; Social Care Institute for Excellence 2005). 
Pfeffer and colleagues (1993) carried out a six to eight year comparative study 
of 100 child and adolescent inpatients in New York. The strongest risk factor 
for repeat suicide attempt was found to be the presence of a mood disor-
der. The researchers concluded that repetition was often linked to episodes of 
depression (Pfeffer et al. 1993). 
 A number of narratives have suggested that people who self-harm may go 
on to become suicidal or attempt suicide by a different method (Lefeure 1996; 
Spandler 2001). For example, a young person who regularly cuts him or her 
self may attempt suicide by a different method, such as hanging or overdos-
ing (Bywaters and Rolfe 2002). It is important, therefore, to comprehensively 
evaluate self-harming behaviours and risks as part of the assessment process. 
This is discussed further in Chapters 5 and 6.
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Formal classification of self-harm

Self-harm is not classified as a mental disorder. NICE have published guide-
lines on the short-term physical and psychological management of self-harm 
in primary and secondary care (NICE 2004a). The evidence-based practice 
and good practice points from these guidelines are discussed further in 
Chapter 3 and are referenced throughout this book. NICE suggest that self-
harm is not an illness, but is more or less dangerous behaviour that should 
alert us to an underlying problem, difficulty or disorder (NICE 2004a). The 
guidance makes distinctions about self-harm depending on the age of the 
person involved. 
 The causes or reasons for self-harm are many and varied, and this will be 
explored more fully in other chapters. The NICE guidelines suggest that 
treatment should not be based solely on the service user’s history, nor that 
any assumptions should be made based on this history. Instead, each epi-
sode of self-harm should be regarded as a separate and individual event with 
insular causes. Whilst self-harm is often present in those with mental health 
difficulties, the majority of young people who self-harm do so as a result 
of their social or environmental circumstances. Self-harm directly associated 
with psychiatric causes is much less common. 
 The two main classification systems for mental disorder are the International 
Classification of Diseases (ICD) and the Diagnostic and Statistical Manual of 
Mental Disorders (DSM). However, neither provides diagnostic criteria for 
self-harm.

International Classification of Diseases (ICD-10)

The ICD-10 is a multi-axial classification framework for diagnosing a range 
of mental disorders (WHO 1993) and is the preferred system used in the 
UK and most European countries. Axis four of the ICD-10 contains 24 clas-
sifications of self-harm which are based on the agent responsible for the harm 
rather than the nature or reason for self-harm itself. 
 Codes are used to classify self-harm involving pharmaceuticals, drugs, alco-
hol, gases and pesticides; self-harm by physical means, such as drowning, 
jumping from high buildings, hot objects; and self-harm inflicted by moving 
objects, such as cars or trains (see Table 1.7).

Diagnostic and Statistical Manual of Mental Disorders 

The Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) (American 
Psychiatric Association 1994) is a handbook for mental health professionals 
which includes standardised diagnostic criteria for a range of mental disor-
ders, and is used across North America. The closest the DSM-IV comes to a 
self-harm scale is in the overdose section of Axis III where 24 subcategories of 
potential drug poisons are listed. 



 

Table 1.7 ICD-10 classification of self-harm

Code Descriptor

X60 Intentional self poisoning by and exposure to nonopiod analgesics, antipyretics 
and antirheumatics

X61 Intentional self poisoning by and exposure to antiepileptic, sedative-hypnotic, 
antiparkinsonism and psychotropic drugs, not elsewhere classified

X62 Intentional self poisoning by and exposure to narcotics and psychodysleptics 
(hallucinogens), not elsewhere classified

X63 Intentional self poisoning by and exposure to other drugs acting on the 
autonomic nervous system

X64 Intentional self poisoning by and exposure to other and unspecified drugs and 
biological substances

X65 Intentional self poisoning by and exposure to alcohol

X66 Intentional self poisoning by and exposure to organic solvents and halogenated 
hydrocarbons and their vapours

X67 Intentional self poisoning by and exposure to other gases and vapours

X68 Intentional self poisoning by and exposure to pesticides

X69 Intentional self poisoning by and exposure to other and unspecified chemicals 
and noxious substances

X70 Intentional self-harm by hanging, strangulation and suffocation

X71 Intentional self-harm by drowning and submersion

X72 Intentional self-harm by handgun discharge

X73 Intentional self-harm by rifle, shotgun and larger firearm discharge

X74 Intentional self-harm by other and unspecified firearm discharge

X75 Intentional self-harm by explosive material

X76 Intentional self-harm by fire and flames

X77 Intentional self-harm by steam, hot vapours and hot objects

X78 Intentional self-harm by sharp objects

X79 Intentional self-harm by blunt objects

X80 Intentional self-harm by jumping from a high place

X81 Intentional self-harm by jumping or lying before moving object

X82 Intentional self-harm by crashing of motor vehicle

X83 Intentional self-harm by other specified means

X84 Intentional self-harm by unspecified means

Source
International Classification of Diseases (ICD-10)
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Practitioner classifications

Researchers and clinicians have also attempted to make sense of the self-harm 
nomenclature by attempting to classify it further. Favazza, an American 
psychiatrist who has published widely about self-harm, proposed that the 
behaviour falls into two categories, compulsive and impulsive (Favazza 1996). 

Compulsive

Favazza suggested that compulsive self-harm comprises such activities as hair 
pulling, skin picking and cutting when it is done to remove perceived faults 
or blemishes in the skin. This behaviour may be ritualistic and carried out by 
a young person with obsessive compulsive disorder (OCD). For example, the 
self-harm may be linked to obsessional thoughts and the act relieves tension 
and relief from thoughts that something bad may happen.

Impulsive

Favazza also refers to impulsive acts of self-harm. Both episodic and repetitive 
self-harm are impulsive acts, and the difference between them seems to be a mat-
ter of degree. Episodic self-harm is self-injurious behaviour engaged in every so 
often by people who don’t think about it otherwise and do not see themselves 
as self-harmers. What begins as episodic self-harm can escalate into repetitive 
self-harm, which many practitioners believe should be classified as a separate 
condition (Kahan and Pattison 1984; Favazza and Rosenthal 1993; Miller 1994).

Self-classification

Practitioners rely heavily on self-reporting by young people. However, some 
young people are better able to recognise and label their needs and problems 
than others. The younger the child is, the less developed their insight and 
self-awareness is likely to be. There are many cognitive and physical changes 
that take place during adolescence, and the teenage years are characterised by 
marked mood swings. Young people can be confused about why they self-
harm and often struggle to describe their experience. The words and phrases 
used must always be explored to help ensure that a common understanding 
and language about the experience of self-harm is reached. 

I suppose I could have told them how rubbish I felt, but I just didn’t seem to have 
the words to describe the absolute despair and pain I was going through.

 Kirsty, 17
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Myths and legends about self-harm

There are many popular misconceptions about what constitutes self-harm and 
why young people self-harm. Examining these views and opinions against 
factual evidence and professional experience can help to frame and come to 
a better understanding of self-harm and its motivating features. Fox and 
Hawton have described some of the myths in their book on self-harm in ado-
lescence (Fox and Hawton 2004). 
 The remaining part of this chapter describes some of the common miscon-
ceptions about self-harm. Many of these are not based on any evidence at all, 
others contradict facts and current professional opinion about the nature of 
self-harm. Some of what young people think of the myths surrounding self-
harm is also discussed. In order to provide the best quality care and optimise 
recovery, the unhelpful myths and legends about self-harm need to be dis-
pelled and replaced with more balanced social perceptions about self-harm. 

‘Self-harm is an attempted suicide’

It is rare for self-harm to be an actual suicide attempt. Rather, it can be a way of 
managing suicidal feelings and it is more often a survival and coping mechanism 
where the expressed wish may not be to be dead. Self-harming can be a way of regu-
lating strong emotions and brings about tension relief. In some instances, self-harm 
can be a precursor to suicide. However, this is a much less common phenomenon. 

‘Self-harm is a teenage girl thing’

The ways in which boys and girls cope with emotions varies, and many boys 
and young men find it difficult to talk about their feelings. Many prefer to try 
and cope alone or in silence and refuse to ask for help. It is likely that many 
more boys self-harm than we know about. Access to help for boys and young 
men is less well established than support for girls and young women, but 
some innovative services exist (LifeSigns 2002).

‘Females are more likely to kill themselves’

It is true that more girls and young women report that they have considered 
suicide than boys or young men. However, far more men than women die by 
suicide each year (Samaritans 2008).

‘Young people who self-harm have borderline personality disorder’

People with borderline personality disorder have difficulty controlling their 
mood, problems in interpersonal relationships, an unstable sense of self and 
struggle with recognising, understanding, tolerating and communicating 
emotions. This combination of factors can lead to coping mechanisms, such as 
self-harm (National Collaborating Centre for Mental Health 2009). 
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 Diagnosing people with borderline personality disorder has historically 
been a controversial issue. It has been reported that in some cases, being a 
woman who self-harms is enough to attract such a diagnosis (Spandler and 
Warner 2007). Needless to say, many people do not find this attitude helpful 
and seek out services where they feel less judged and more understood.
 There is a commonly held myth, particularly amongst professional groups, 
that borderline personality disorder and self-harm coexist. Believing this miscon-
ception to be true can often produce negative outcomes for the young people and 
their families. Not all people with borderline personality disorder engage in self-
harm, and most people who self-harm do not have borderline personality disorder. 
However, borderline personality disorder is common among adults with chronic 
self-harming behaviour (Linehan et al. 1991; Linehan et al. 1999). 
 Although borderline personality disorder is thought to affect between 0.9 
and 3 per cent of young people aged 18 living in the community (Bernstein 
et al. 1993; Lewinsohn et al. 1997), the issue of diagnosing young people 
with this condition is even more contentious than making the diagnosis 
for adults. NICE has produced guidance on borderline personality disorder 
which includes children and young people (National Collaborating Centre for 
Mental Health 2009). The guidance urges practitioners to exercise caution 
when making a personality disorder diagnosis in young people. This is due to 
the unstable and developing nature of personality in this age range. However, 
the guidelines state that borderline personality disorder can be diagnosed for 
some children under 16. Treatments for self-harm and borderline personality 
disorder are discussed further in Chapter 7.

‘Young people who self-harm are attention seeking …’

Self-harm is commonly described using negative terms or phrases such as 
‘attention seeking’ or ‘manipulative’ (Spandler 2001). Generally, it is known 
that young people who self-harm try to conceal what they are doing rather 
than draw attention to it. This is because they may feel ashamed, afraid or 
worried about how other people will react (Barnardo’s and Mind 2007). 
 A national survey of children and young people confirmed that the par-
ents of only 78 of the 248 young people aged 11–15 who said they had hurt 
themselves were aware of their child’s self-harming behaviour (Meltzer et al. 
2001). One young person told the National Inquiry into self-harm about their 
perceptions of attention-seeking behaviour: 

Some people do it for attention, like I did when I first started. That doesn’t mean 
they should be ignored. There are plenty of ways to get attention, why cause 
yourself pain and if someone’s crying for help, bloody well give them it, don’t 
stand there and judge the way in which they’re asking for it.
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 The National Inquiry into self-harm also challenges this notion of atten-
tion seeking, pointing out that self-harm often takes place in private and 
at times is not visible to others (Mental Health Foundation and Camelot 
Foundation 2006). In any event, not only is it part of normal human behav-
iour to seek attention from others, but responsible professionals should pay 
close attention to a child or young person who is distressed enough to want 
to die or hurt themselves. 

‘… Or manipulative’

In a study of patient views, Nehls (1999) found the view of self-harm as 
manipulation to be unfair and illogical, revealing an underlying prejudice and 
leading to a negative response to such behaviour by clinicians. Service users in 
this study felt it was much more productive and accurate to view self-harm as 
a way of controlling emotional pain and not as a deliberate attempt to control 
others (Nehls 1999). 
 Believing self-harm simply to be a matter of manipulation or attention 
seeking is unhelpful and misguided, and judgement of this nature should be 
avoided. Children and adolescents can find it difficult to explain their self-
harming behaviour, and the response the young person elicits from others is 
a crucial factor in therapeutic engagement. Whatever it is, self-harm is an 
important communication that the young person has been unable to verbalise 
in a less destructive way. 
 Certainly, at times, the young person may be communicating some unmet 
need and may want to elicit help and support, but self-harm is often a private 
and hidden concern. It has different meanings for the individual, and encour-
aging an open discourse about the possible motives is much more helpful than 
dismissing the act as manipulative or attention seeking.
 Interpreting self-harm accurately is extremely complex and can positively 
or negatively affect engagement with the young person. All too often, pro-
fessionals dismiss the act and view the motives. Their views are frequently  
at odds with those of the young person concerned. In the NICE guidelines 
on self-harm, young people commented on their negative experiences of 
casualty or paediatric wards following self-harm. Young people often felt 
that staff did not take their self-harm seriously and dismissed their desire to 
die (NICE 2004a). 
 This is of concern when research has shown that about half of those who 
commit suicide had discussed or threatened to kill themselves within 24 hours 
of their deaths (Fonagy et al. 2002). For this reason, expressions of suicide by 
young people should always be taken seriously. The following two quotes 
were taken from the National Inquiry report (Mental Health Foundation and 
Camelot Foundation 2006) by young people on the issue of attention:



 

22 What do we mean by self-harm and suicide?

I had to see a children’s psychiatrist, who every week I saw him would tell me I 
had cut myself for the attention, and asked me why I had wanted the attention. 
And every week I would tell him why I had really done it and he would never 
listen. This lack of understanding was so frustrating and patronising, it was 
supposed to help me stop wanting to cut.

I was made to sit in a cold corridor while I was waiting for the blood results. The 
staff were talking about me in the office before that and I could overhear them. 
‘Time waster – as if we haven’t enough to do.’ Those words echoed in my head 
all the next day. I wish they would look closer then they would see me.

 Monique, aged 14

A disregard for the young person’s distress can reinforce their sense of isolation 
and failure. Misinterpreting their expression of self-harm or suicide may result 
in the young person either rejecting offers of help or, worse still, increasing 
their intent. The young person may have high expectations from professionals 
involved in their care, hoping that they can provide an instant solution. 
 Instilling hope for young people who have long since given up is essential, 
but professionals need to be realistic about what can be offered. The National 
Inquiry report also reminds us that a non-judgemental and non-blaming 
approach from practitioners is highly valued by young people.

‘Self-harm and suicide is just copycat behaviour’

The Sorrows of Young Werther, written by Goethe in 1774, triggered an increase 
in suicide leading to its ban in many European states. This became known as 
the ‘Werther Effect’ and was to become connected to the origins of the term 
‘copycat’ (Phillips 1974). Today, use of the term copycat is commonly associ-
ated with suicides and homicides, or crimes and misdemeanours inspired or 
replicated by another. Imitation is the process by which one self-harm or sui-
cide attempt exerts a modelling effect on another. Clusters refer to numbers 
of cases of self-harm or suicides occurring in close proximity with or without 
any direct link (Blumenthal and Kupfer 1990). 
 The phenomenon of ‘social contagion’ is the idea that emotions and behav-
iours are copied from those around us and can spread rapidly among people 
and communities. There are many examples of this in everyday life. Yawning, 
laughing and even the alignment of menstrual cycles of females residing in 
the same house can be considered as social contagion. 
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 More famous examples of the link between social contagion and suicide 
come from the history of suicide locations and landmarks. These include 
Niagara Falls in Canada and Beachy Head on the south coast of England. The 
Golden Gate Bridge in San Francisco, perhaps the most notorious suicide 
location in the world, has seen more than 1,300 people jump to their death 
since it was constructed in the 1930s. 
 There are many theories about how social contagion works, but as yet no 
one really understands why (Jones and Jones 1995). The theory can also apply 
to self-harm and suicide (Rosen and Walsh 1989; Yates 2004). Additional 
explanatory factors include a combination of grief, over-identification and a 
fixation on death. This leads to an increase in suicidal behaviour among young 
people who have been exposed to a suicide (Samaritans 2008). 
 The media plays an important part in social contagion as it is a means of 
transmitting or moderating the information which may lead to contagion. At 
least 60 research studies have explored the relationship between media reporting 
of suicide and actual suicide, and found that it can lead to imitative behaviours 
(Blood et al. 2007). 
 There is evidence that the reporting and portrayal of suicide in the media 
can lead to copycat suicides, especially among young people and those already 
vulnerable and at increased risk. As the media is so influential on young people 
and on attitudes in general, there is huge opportunity to educate the public, 
dispel myths about self-harm and replace these with more accurate informa-
tion about self-harm and suicide. The National Advisory Council for CAMHS 
has called on the press to consider their responsibilities when reporting on 
cases of self-harm and suicide by children and young people (Department for 
Children, Schools and Families 2008a). 
 Research has also confirmed that there are issues of social contagion and 
imitation surrounding young people who self-harm, particularly those who 
are admitted to inpatient settings (Fox and Hawton 2004). A study by 
Hawton and colleagues explored the circumstances surrounding self-harm by 
poisoning by people presenting to accident and emergency services. A fifth of 
those interviewed reported that a recent television drama in which a leading 
character took an overdose of paracetamol influenced their own self-harming 
behaviour (Hawton et al. 1999). 
 As well as concerns about the influence of television, there is growing con-
cern about young people establishing virtual friendships on social networking 
sites and the use of pro-suicide websites. The role of the mass media in shap-
ing attitudes to self-harm is discussed in Chapter 2. The reality is that a lot 
of young people communicate with fellow self-harmers using instant messag-
ing, and through international websites such as Bebo, Twitter and Facebook. 
However, labelling all self-harm as copycat behaviour is very worrying and, in 
some instances, dangerous. All expressions of self-harm and suicide should be 
taken seriously and a thorough assessment of risks and needs should be carried 
out by experienced professionals. 
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‘Self-harming is just a fad’

It is well known that people often do and believe things because many other 
people do and believe the same things. This is sometimes referred to as the 
‘bandwagon effect’, a phenomenon well documented in the field of behav-
ioural psychology. Since self-harming behaviour is more common among 
adolescents than any other age group, this leads many to conclude that it is a 
fad or a phase they are going through. 
 This may, in part, be true since many young people stop self-harming as 
they get older and enter adult life. However, for many young people this is 
not the case, and a small percentage that self-harmed during their adolescent 
years continue to do so as adults. Some go on to complete suicide. Sound 
knowledge of risk and protective factors can help professionals more accu-
rately define the risk of those who will go on to complete suicide or suffer 
adverse psychosocial consequences.

‘Young people who talk about suicide never attempt or 
complete suicide’

Talking about suicidal thoughts can be a plea for help and should always be 
taken seriously by professionals. Some people believe that talking about suicide, 
or asking someone if they feel suicidal, will encourage suicide attempts. There is 
no evidence for this, and failing to ask a suicidal young person how they are feel-
ing may leave them feeling more isolated and unable to express their feelings. 
 This misconception also reinforces the feelings of shame that young peo-
ple may be struggling with. Simply ignoring someone’s distress can prevent 
them from getting help at an early stage and may actually increase the chances 
of a young person harming themselves again. In contrast, talking about sui-
cidal thoughts provides an opportunity for communication and discussion 
about feelings. Permission to talk about the event can help reduce the feelings 
of isolation and entrapment. 
 Many professionals feel anxious about entering into a dialogue with 
the young person about self-harm or suicide, fearing that it may result in 
them going on to complete suicide. Again, there is no evidence for this. A 
number of warning signs may help identify young people who are most at 
risk. Social withdrawal, lack of concentration and weight loss are each signs 
that the young person may be depressed. Other young people may externalise 
their distress and the nature and degree of self-harming behaviours may help 
inform assessments of a young person’s suicidal potential. Risk assessment is 
discussed later in the book.

‘Self-harming through cutting or burning does not hurt those who do it’

Some go a step further and suggest that treatment for self-harm, such as sutur-
ing, does not hurt the young person either. They even consider that if a young 
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person is treated in an uncaring manner, this will prevent them self-harming 
in the future. Consistent reports from service users show that this is nonsense. 
Although people have different pain thresholds, those who self-harm experi-
ence the same sensation of pain as people in general. There is some evidence 
that when the body experiences injury a group of neurochemicals may lead to 
a feeling of calm and well-being (Smith et al. 1998), but this not the same as 
saying self-harm does not hurt. 
 Young people are clear that self-harm from cutting or burning does hurt, 
and so too can treatment. Potentially painful interventions, such as sutur-
ing without appropriate anaesthetic, are unacceptable in modern health care 
provision and the caring and helping professions. Moreover, practice of this 
nature is likely to make the young person feel worse, add to their distress and 
is more likely to increase the chances of them self-harming again. However, 
because of their negative experience, they may be even less willing to access 
the health services they need. 
 The NICE guidelines on self-harm state that young people who have self-
injured should be offered adequate anaesthesia and/or analgesia throughout 
the process of suturing or other painful treatments (NICE 2004a).

‘The seriousness of the self-harm can be measured by the severity of the act’

This again is untrue. The seriousness of self-harm cannot be judged purely on 
the basis of the extent of an injury or size of an overdose. Similarly, the sever-
ity of self-harm often has no clear bearing on the degree of distress a young 
person may be experiencing. Small scratches or cuts or minor acts of self-harm 
often turn out to be markers of high levels of stress and difficulty. 
 Some people inaccurately consider that cutting implies low suicidal intent, 
whereas overdosing is a suicidal act. In fact, both can have lethal consequences 
and the motives behind both acts can be similar. Certainly, the motives of 
each young person need to be explored as fully as possible to determine the 
meaning of the self-harming or suicidal act.

‘Young people who self-harm can’t be treated’

Young people sometimes report that the need for the helping professions to 
make things better, often by attempting to stop the self-harm, has the oppo-
site effect. Professionals sometimes become frustrated when their attempts to 
extinguish the behaviour fail. This can, on occasions, result in the professional 
taking out their own frustrations on the young person, dismissing them as 
untreatable. 

‘Most suicides occur in winter’

Much is written about seasonal affective disorder (SAD), also known as ‘win-
ter depression’ or ‘winter blues’. There is a widespread misconception that 
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suicide rates peak in autumn and winter. This is not true. Instead, most studies 
confirm that there are more suicides of young people in spring and the sum-
mer (Nayha 1982; Partonen et al. 2004; Kaledienne et al. 2006; Samaritans 
2008). Spring and summer peaks have been established in the Northern hem-
isphere. This has led some to speculate that suicide may be linked to longer 
and lighter, rather than shorter and darker, days.

Discourse analysis

In moments of desperation, young people who self-harm often express a wish 
to be dead or take an overdose. This is often shorthand for saying that they 
are seriously struggling. Parents, friends and professionals naturally want to 
understand whether the young person is indeed suicidal. The young person 
may be ambivalent, experiencing conflicting emotions which may intensify 
at crisis and subside after a difficult experience. Ambivalence is normal. The 
young person might hate their self-harm, and at the same time recognise that 
they need it. It is a great help to the young person if the professional is able to 
understand and accept these changing and conflicting feelings. 
 Sometimes it is the release of tension that is helpful to young people, as 
opposed to a desire to bring about death. Undoubtedly, it is a signal of inabil-
ity to cope with things in that moment. Perhaps not surprisingly, adolescents 
who are suicidal, and many of those who self-harm, are often more preoc-
cupied by death than other young people. They may write prose and poetry 
about death and dying, and can lose sight of the irrevocability of death when 
they are in a psychological crisis. One young person depicted this in a poem 
entitled ‘The End’.

The End, by Katie

I stare into the hole
Wishing back my life that it stole

I slip I fell
Reach out my arm grasps the wall

Blind panic
But I stop, think, consolidate for now

I couldn’t live this life anyway
Well I don’t see how

Help!
Reality check – my arms now hurt

I stare at my fingers
Clenching the dirt

I begin to release them one by one
Calm throughout
I feel myself drop
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I see my life as I go down
As they all say you do

But I smile instead of frown
Watching the memories of happiness that love held

Looking back I feel quite bad
As my body goes

I spot a rope
Like a final plea
Or pearl of hope

I ignore it
Close my eyes

I hear my familiar screams and cries
Guilt takes over me
As I cover my ears

I wish they understood my childish feelings
It’s too late now anyway

What is done is done
Drops of tears

Represented by rain
A sign to show the end of pain

Thud
I hit the bottom

Is this it? I wonder
Then the sky darkens

And I see the moon come out
This is the end no doubt

The walls close in
I tingle from within

Smile
Close my eyes

And out loud I say
My final goodbyes

Sorry!

In her poem, Katie describes both an attraction and fear of death. At times 
throughout her poem death seems the ideal solution, whereas at others she 
describes panic and guilt. The way that Katie feels about death may depict 
how she currently feels about her life and discussing the words she has used 
may assist the professional to engage her and reach a common understand-
ing of what self-harm means. Fantasising about death through her poetry 
may have been Katie’s way of dealing with overwhelming feelings. Instead of 
wanting to end her life, it may be a way of helping Katie gain a sense of con-
trol over her life. For those reading it, however, Katie’s poem poses a question 
about her intentions. It is therefore necessary to inquire about suicidality and 
intent as part of the engagement process.



 

28 What do we mean by self-harm and suicide?

 Fantasising about suicide is quite common in young people who self-harm. 
Indeed, it serves as a protective factor from completing suicide. However, fantasy 
may become less effective as the young person continues to experience feelings 
of hopelessness and struggles to resolve interpersonal difficulties. Hopelessness, 
problem solving abilities and skills to resolve conflict need to be considered in 
order to reach a formulation about intent about self-harm and suicide. 

Explaining self-harm

Young people who self-harm often experience difficulty in rationalising and artic-
ulating their feelings and behaviours to others. They may not have the emotional 
vocabulary to describe their thoughts, feelings and intentions. Without these 
communication skills, distressing issues are likely to be expressed in other ways. 
If their communication is met with negativity, they may feel further isolated.
 Below is an excerpt from a conversation between a professional and a young 
person that typically denotes the difficulties in understanding self-harm. Tina 
is aged 14 and has a short-term history of cutting her arms in the context of 
family difficulties. Emma is a mental-health worker and is talking with Tina 
on the paediatric ward after deeply cutting her forearm with a razor.

Tina Not sure why I did it. It seemed the only answer at the time.
Emma What had been happening, Tina?
Tina  It was just the final straw and I couldn’t go on any longer. My 

thoughts were racing and I wanted to die.
Emma How long had you been feeling like this?
Tina  I feel like that a lot of the time, like I want to be dead and life is 

so crap and I know that it’s not going to get better. I genuinely 
wanted to die and get away from things. I have been trying to 
commit suicide for the last few months.

Emma Could you tell me a bit about those feelings?
Tina  I just want something to change and I know that by slashing 

my wrists I will feel calm and when the blood comes out it’s 
just like all the pain is coming out.

Emma  So was it a way of getting rid of all the tension that has been 
building up?

Tina  I don’t know whether I was trying to kill myself or just hurt 
myself. It’s probably impossible to kill yourself that way. 
Maybe I really just wanted to hurt myself.

From the dialogue you can get a sense of Tina’s confusion regarding her self-
harm. Intentions are crucial to the psychological meaning of the act. The 
professional is required to understand the precipitating factors in order to 
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make some sense of what has happened. It is clear that Tina is not sure what 
she wanted to achieve by cutting herself. Perhaps she was afraid or desper-
ate, which does not encourage clear thinking. Defining the behaviour is 
often further complicated by ambivalence and uncertainty. Tina appears to 
be struggling to fathom her own behaviour. She associated her cutting with 
invoking death, and felt that she had been trying to commit suicide for sev-
eral months. However, she was able to describe a wish for things to change 
and sought a release from pain by cutting. She went on to state that it was 
unlikely that she would die from cutting her wrists and decided that she 
probably didn’t want to die after all. 

Summary

There is a lack of clarity and agreement about what defines self-harm and sui-
cidal behaviour, both among those affected by it and those who are involved in 
helping people with it. Research literature is often no clearer and data analy-
sis makes little difference between fatal self-harm and suicide attempts. It is 
important to recognise that definitions are far from straightforward. Categories 
of self-harm and suicide often overlap, descriptors may be used interchangeably, 
and the intent of young people is frequently changeable or unclear. 
 The term self-harm is used to describe a young person’s behaviour rather 
than their intent. Therefore, professionals should seek to differentiate self-
harming from suicidal behaviour, and terms should remain distinct. More 
often than not self-harm is not about ending life but is more about regulating 
emotions, surviving and coping. Although self-harm appears on a spectrum 
with suicide, each has a different pattern and purpose, and interventions to 
help have a different foundation and emphasis. 
 Understanding self-harm requires careful deliberation and the ability to 
listen respectfully and non-judgementally to exactly what the young person 
is trying to communicate. Defining their suicidal or self-harming behaviour 
accurately requires a thorough assessment and a sound understanding of the 
context in which it is taking place. Reaching a consensus about definitions 
requires exploration of many factors. These are discussed in depth in the fol-
lowing chapters.



 

2   Why is self-harm common 
among young people?

Key points:

• Most self-harm occurs during adolescence. This is an evolving period of 
physical, psychological and social development, often characterised by 
confusion, frustration and questions about personal identity. Adolescence 
involves a shift from dependence to independence and from family to peer 
groups. For some young people, the transition is difficult and self-harm 
may be a sign of struggle. 

• Research into self-harm has focused on psychosocial factors including 
stressful life events, alcohol and drug use, child abuse, domestic violence 
and mental disorder.

• There are many reasons why young people harm themselves. Some do so 
in an attempt to kill themselves. More commonly, self-harm is not an 
attempt to die, but a way of dealing with stressful factors, such as bully-
ing or exam pressure. 

• The most common problem cited by young people who self-harm is dif-
ficult relationships with family members. Problems leading to self-harm 
can range from persistent arguments and fights, to issues about separa-
tion, divorce, parenting and discipline.

• Most young people who self-harm, particularly those who take an over-
dose, do so impulsively. There is frequently a lack of thought or planning 
before the self-harm takes place, and little consideration about the 
consequences.

• Certain groups of young people appear to be at greater risk of self-harm 
and suicide. These include children who have been sexually abused, those 
who are looked after by the state, and young people in prison or other 
secure settings.

• Health professionals must take responsibility for checking their own 
beliefs and perceptions about self-harm. They must endeavour not to 
make unhelpful judgements about young people who self-harm, and 
instead offer them support, understanding and compassion.
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Introduction

Young people can feel stressed and unhappy for numerous reasons and it is 
these experiences that often lead to increased risks of self-harm. Often, the 
problems young people experience are transient rather than pervasive. Self-
harm may be an acute reaction to a one-off situation. The trigger may be an 
argument with a friend or family member, the end of a relationship between 
boyfriend and girlfriend or a disappointing exam result. 
 Self-harm is often an isolated occurrence against the backdrop of a sup-
portive family, understanding and accepting peer group and well developed  
emotional health and psychological well-being. Young people who self-harm 
for the first time may feel regret for their actions, want to move on quickly 
from such an episode and forget it ever happened. However, for other young 
people, life and their relationships with self-harm is a more complex and per-
sistent problem. 

What is the scale of the problem?

The simple answer to this is that we do not know exactly. There are many 
reasons for this, including poor systems of recognition and recording, and 
because young people sometimes tell inconsistent stories. One of the major 
reasons that the prevalence of self-harm cannot be fully known is because 
many young people who self-harm do so in secret and choose not to tell pro-
fessionals or other adults. This is sometimes referred to as ‘hidden harm’. 
 Data on suicide is also incomplete, partly because only a very small 
number of child deaths are registered as suicides; many more child deaths 
result in open verdicts, or are ‘undetermined’ or associated with ‘misadven-
ture’ (McClure 1994; Madge and Harvey 1999). As various researchers have 
pointed out, failure to accurately estimate the rate of suicide by young people 
in official figures affects how resources are allocated (Bennewith et al. 2005; 
Sinclair et al. 2006; Gosney and Hawton 2007).
 The Samaritans was founded in 1953 following the death of a 15-year-old 
girl who had taken her own life when she started menstruating. She believed 
that she had contacted a venereal disease. Since this date, the Samaritans 
volunteers have supported millions of children and young people, including 
those who are self-harming or suicidal. In 2001 alone, they took over three 
million calls from people in distress. They estimated that their volunteers 
explored suicidal feelings with the caller in more than a quarter of these, 
and the reasons why children and young people were feeling so hopeless 
varied widely. 

Self-harm

A vast amount of research focusing on children and young people who self-
harm has been carried out by Professor Keith Hawton and colleagues at the 
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Oxford University Centre for Suicide Research. It is clear that self-harm by 
children and young people has increased dramatically in recent decades. Rates 
of self-harm among British young people are higher than almost all European 
countries (Hawton et al. 1998a).
 People who self-harm do not belong to a particular socio-economic or eth-
nic group, and there are significant differences in incidence and in methods 
used between men and women. However, Hawton’s Oxford study demon-
strated that the largest group were females aged 15–24. 
 The prevalence of self-harm is low in early childhood but rapidly increases 
during adolescence (Hawton et al. 2003). Data from the Office for National 
Statistics (ONS) shows that as many as one in ten teenagers self-harm, and 
rates among boys and young men have almost doubled since the 1980s. 
However, the problem is not restricted to the teenage years. Studies show that 
a significant number of children aged between five and ten harm themselves 
(ONS 2006). 
 Statistics that are collected suggest that 19,000–20,000 young people 
aged 10–19 are likely to be referred annually to general hospitals in England 
and Wales following an overdose attempt. About 2,000 are 10–14 years old 
and the majority are girls (Hawton and Fagg 1992). 
 The Child and Adolescent Self-harm in Europe (CASE) study is a large 
multi-centre study across seven countries, including England and Ireland 
(Madge et al. 2008). Over 30,000 young people aged 15–16 completed anon-
ymous questionnaires to indicate whether they had ever harmed themselves. 
If they had, they were asked to provide further history about their self-harm 
behaviour. Seventy per cent of those studied admitted to self-harming at some 
point in their lives. Young people were also asked about their physical and 
mental health and general lifestyle.
 The CASE study found that rates of self-harm were twice as high among 
girls as boys, and in several countries at least one in ten girls had previously 
harmed themselves. Around one in five boys and one in four girls remained 
‘hidden’ in the CASE study; that is, they did not go to hospital following self-
harm and reported that they did not tell anyone about it. 
 Although self-harm has been consistently shown to be more common in 
girls and women across the age range (Shaffer 1974), many boys and young 
men also harm themselves. Whereas, more young women take non-fatal over-
doses of drugs, more young men use violent methods, such as hanging, which 
is often associated with greater suicidal intent (National Confidential Inquiry 
into Suicide and Homicide by People with Mental Illness 2009).

Suicide

There is general agreement amongst researchers that suicidal behaviour rises 
with age, is more common after puberty and increases over the course of ado-
lescence (Woodroffe et al. 1993). After road traffic accidents, suicide is the 
biggest cause of death for young people aged 15–24 (Samaritans 2008). 
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 Data on child and adolescent suicides and undetermined deaths in England 
and Wales in 2005 reported 184 deaths of young people aged 10–19. Of these, 
170 were aged 15–19 (136 males, 34 females), and 14 were aged 10 –14 (11 
boys, 3 girls) (ONS 2006). In young people aged over 14, suicide is three times 
more common in boys and young men (17 per 100,000 population) than in 
girls and young women (5 per 100,000 population) (Samaritans 2008).

What causes self-harm and suicide?

No single factor has been shown to predict self-harm or suicide. However, a 
combination of external pressures, strong emotions and life events are con-
tributory factors. For some young people, self-harm may be symptomatic of a 
serious mental health problem such as clinical depression (Pfeffer et al. 1991; 
Brent et al. 1994). For others, it may be the result of experimentation and a 
part of adolescent identity and self-image (Anderson et al. 2004). 
 Triggers include stressful life events and traumatic or abusive experiences, 
difficulties in relationships and problems at home or school (Social Care 
Institute for Excellence 2005). Despite popular fantasy, children and young 
people rarely leave suicide notes to explain their actions. This also makes 
establishing motives difficult.
 Similarly, there is no one reason why self-harm is common among young 
people. Rather, a combination of individual, family and social factors have led 
to a huge increase in self-harming behaviours by young people in recent years. 
It seems the way we are living our lives is leading to an epidemic of mental 
health problems, which sees self-harm in young people almost become main-
stream. If we attempt to visually illustrate causes of self-harm it would look 
something like Figure 2.1.

Figure 2.1 Why is self-harm common among young people?

Low support StressSelf-harm

Young people and self-harm
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Young people constantly feel under increasing pressure and stress, have inad-
equate support systems and, by virtue of age, may be less knowledgeable and 
skilled in adopting healthy coping strategies. Indeed, several studies have shown 
that a significant proportion of young people who self-harm experience difficulty 
in solving problems in non-destructive ways and may struggle with difficult and 
intolerable feelings (McLaughlin et al. 1996; Townsend et al. 2001). This chapter 
addresses some of the factors that lead to the scenario proposed in Figure 2.1 and 
discusses some of the various reasons young people commonly self-harm. 
 Following an episode of self-harm, clients often report a sense of relief from 
emotional distress, while others may see it as a way of avoiding dealing with the 
distress. There are other functions, such as self-punishment and self-regulation. 
In fact, rather than defining the act, it may be more helpful to ascertain the 
motivation for the act. Getting the young person to discuss triggers and events 
surrounding their self-harm will aid definition, and subsequently treatment.

Adolescence

An understanding of adolescent development is an essential normative anchor 
point when working with young people who self-harm. The nature of ado-
lescence has been debated over many years, and is the transitional stage 
between childhood and adulthood. The health and welfare of adolescents has 
received increasing attention in the last decade. This is largely because ado-
lescents make up 13–15 per cent of the UK population (RCPCH 2003), and 
because adolescence is a period of physical, psychological and social growth. 
Adolescents are also large consumers of health services. Although it is com-
monly believed that most young people are healthy, more than half will visit 
their GP at least once every year, and approximately 30 per cent have some 
type of chronic health problem (Coleman et al. 2007). 
 Despite the growing interest in the health and welfare of young people, 
there is little agreement about the age at which a child becomes an adoles-
cent, the factors and developmental tasks that define adolescence or when an 
adolescent becomes an adult. Historically, puberty has been thought to mark 
the onset of adolescence. However, in recent years, children have been starting 
puberty at a younger age which makes the periods of childhood and adoles-
cence more difficult to discern. 
 As a social construct, adolescence means different things to different peo-
ple and the concept varies across cultures. During this period, young people 
experiment, question and try to make sense of the physical, emotional and 
social changes affecting their lives and the world in which they live. The 
transitional phase of adolescence takes place within a social context. Being 
aware of this, as well as wider social processes affecting the development of 
the individual, may help us achieve a deeper understanding of the issues that 
impact to produce self-harm (Anderson et al. 2004). Erikson (1968) has been 
influential in understanding adolescent psychological development which 
includes the attainment of several key tasks:
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• independence
• the formation of sexual role and orientation
• self-control of aggressive and oppositional impulses
• achievement of adolescent identity.

While there will always be individual differences according to temperament 
and personality traits, for some adolescents experimentation can include par-
ticipating in risky behaviours. This is often with the aim of wanting to have 
fun and, in the absence of danger or negative consequences, these risky behav-
iours are often seen as normal in the context of adolescent development (Kloep 
and Hendry 1999). 

Risk taking

In their book on alcohol, drugs, sex and youth, Plant and Plant (1992) sug-
gest that risk taking is a characteristic of normal adolescent development and 
behaviour. For example, hanging on to the back of a bus or lorry, jumping 
into water off a ledge, lighting fires or running across railway tracks are not 
uncommon behaviours among young people. 
 However, when things go wrong and young people and others are injured 
or die as a result, these behaviours are rightly condemned as irresponsible and 
foolhardy. It has been suggested that the majority of these risky behaviours 
are carried out by boys, and it is reported that few move from experimental to 
chronic risk taking (Moore and Parsons 2000). However, the most common 
reason for hospital admission of boys during adolescence is for head injuries 
and open wounds (Coleman et al. 2007).
 Another problem facing adolescents is their oppression within multiple 
social contexts. Young people lack power because of their age, size and lack 
of access to resources. This is in addition to other factors that may disadvan-
tage them, such as socio-economic class, race and gender. Young people react 
to such oppression in a number of ways. This includes passive acceptance, 
using illegitimate coercive power or manipulation of peers and retaliation 
(Kingston et al. 2004). There are a number of proximal and distal explana-
tions for why adolescents may engage in self-harming or suicidal behaviours:

Precipitating factors

• retaliation against real or perceived wrongs
• relief or escape from unbearable pain
• to distract family from another issue
• reunion fantasies, e.g. joining sibling or parent
• an attempt to gain control over their lives
• humiliating experience 
• pregnancy
• break-up with peers.
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Predisposing factors

• lack of boundaries, structure and direction
• intense pressure to succeed
• publicised suicide 
• history of suicide in family or friendship circles 
• family discord, poor communication, lack of cohesive values.

It may seem obvious that when working with a young person who has self-
harmed, their behaviour needs to be understood in the context of adolescent 
development, which is a time of rapid physical, psychological and social changes. 

Independence

The journey through adolescence and towards adulthood usually involves a 
change in relationships with parents or carers. Young people have an increasing 
need for privacy, both physically and emotionally, and embark on a drive to 
become independent and self-sufficient. Whereas younger children often share 
worries and concerns with parents and carers, this is less likely to happen dur-
ing adolescence when there develops a shift towards the peer group as a source 
of support. 
 This developmental stage is not always straightforward for some young 
people. A belief that problems must be resolved without the support of adults 
may lead some to struggle. Indeed, a large survey showed that parents are 
often unaware that their child is self-harming at all (Meltzer et al. 2001).

Impulse control

As adolescence progresses, young people usually become better able to control 
their impulses and emotions. This not only takes longer for some than oth-
ers to achieve, but some young people also find it a difficult developmental 
task to master. Perhaps not surprisingly, self-harm is more prevalent during 
adolescence when young people are less skilled and experienced in managing 
their impulses and strong emotions. 
 Research confirms this hypothesis. Ample evidence has indicated that self-
regulation, such as the ability to control impulses, tends to deteriorate during 
periods of emotional distress. Most young people who self-harm, particularly 
those who take an overdose, do so impulsively (Skegg 2005). There is fre-
quently a lack of thought or planning before the self-harm takes place, and 
little consideration about the consequences. 
 Half the participants in the CASE study reported that they had harmed 
themselves within an hour of the episode in question (Madge et al. 2008). In 
addition, a self-report survey in schools found that adolescents who were more 
impulsive and had a negative self-regard were at greater risk of self-harm. 
However, impulsivity was not shown to be an independent risk factor for boys 



 

Why is self-harm common among young people? 37

(Hawton et al. 2002). Favazza and Rosenthal (1993) argue the case for repeti-
tive self-mutilation (RSM) to be classified as an impulse control disorder. 

Sexuality and personal identity

The increased reliance on friends to provide a model on how to behave leads 
the young person to position themselves in a group of like-minded people. 
They experience a growing pressure to conform, to look good, to fit in and 
develop relationships. Adolescence is a time of identity formation, and teen-
agers are working out who they are and who they want to become.
 During adolescence, young people often ‘try out’ different identities as part 
of their journey to ‘find out who they are’. Puberty also impacts on their 
body image, with which they can become temporarily more preoccupied. For 
young people who are in the process of forging a constructive sense of iden-
tity, positive experiences of sexual expression and intimate relationships can 
help validate their sense of self-worth. In comparison, negative experiences 
may lead to guilt, shame and a sense of worthlessness.   
 Of course, it is not just friends who are influential. Family play a role in 
the acceptance or rejection of a young person’s sexuality. Society also plays 
a critical part in defining socially acceptable values and norms, and this can 
be particularly evident during adolescence. Young people may feel confused 
about their sexuality, as lots of people have feelings for someone of the same 
sex at some stage in their life. However, this is a natural part of sexual devel-
opment and the formation of self-identity. 
 Some young people struggle with this process more than others and worry 
that their feelings may be abnormal. Just as adolescence is a period of transi-
tion, so too is the development of sexuality and self-identity. While young 
people should not feel under pressure to label their sexuality, those who are 
clear about their sexual orientation should be supported to express this with-
out feeing marginalised. 

Lesbian, gay and bisexual young people 

Young people who are lesbian, gay or bisexual are vulnerable, not because of 
their sexual orientation, but because of their lack of acceptance and the experi-
ences of discrimination and stigma they often face. Growing up around other 
young people who are forming their own views, both positive and negative, 
about sexuality and sexual identity may be a difficult and challenging process. 
 Research has shown that young people are at increased risk of experienc-
ing discrimination and social exclusion if they are attracted to the same sex 
(Mental Health Foundation and Camelot Foundation 2006). For young peo-
ple who are gay and do not feel safe in ‘coming out’, fear of rejection can lead 
to self-harm (Brown 2002). 
 Although there is a lack of robust evidence, young people who are lesbian, 
gay or bisexual may be more vulnerable to self-harm and suicide. Research has 
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suggested that girls who are worried about their sexual orientation are four 
times more likely to report self-harm than girls without these concerns. In 
comparison, boys worried about their sexual orientation are twice as likely as 
other males to report harming themselves (Hawton and Rodham 2006a). It is 
therefore important to consider issues of gender and sexual orientation as part 
of the assessment and helping process.

Stress and resilience

Resilience is the capacity to cope with life’s challenges and is both psycho-
logical and physical. Some children are able to grow and flourish in the most 
adverse circumstances and have been called ‘dandelion children’. Others are 
less resilient and more like orchids – they suffer in harsh environments but 
may thrive in a climate of care and support (Thomas-Boyce and Ellis 2005). 
This is partly genetic, but resilience is also dependent on a number of per-
sonal, environmental, social and experiential factors (Williams 2008). 
 The capacity for resilience grows and develops over time, and is enhanced 
and threatened by factors within the individual and wider social system. 
While there is a greater focus on the peer group during adolescence, the fam-
ily remains an important source of support in terms of building resilience as 
the young person moves towards adulthood and independence. 
 A positive child–parent attachment involving warmth, encouragement, 
care and understanding is the basis for a secure and supportive relationship. 
This caring relationship, along with non-judgemental, high expectation 
messages and opportunities for participation and contribution, promotes 
emotional health and well-being in the young person. 
 This resilience, in turn, helps protect against risks, such as engaging in 
self-harm, as a way of coping with stress. In their excellent book, Daniel and 
Wassell (2002) provide a summary of the factors associated with resilience in 
children. These include being:

• female
• sociable
• independent
• reflective rather than impulsive
• able to express emotions.

As well as having:

• hobbies
• a sense of humour
• a willingness and capacity to plan
• good communication skills
• empathy with others
• a sense of competence and being able to do things for oneself
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• problem solving skills
• autonomy.

However, not all young people grow up in an emotionally supportive cli-
mate. Some are at higher risk of self-harm due to negative experiences during 
childhood. The psychological resilience they need in order to deal with the 
developmental tasks of adolescence is either lacking or poorly developed. 
 This may mean that experience of problems is more intense or pervasive, 
and the risk of self-harm is increased as a consequence. Research consistently 
highlights a number of factors which threaten resilience and lead to increased 
rates of self-harm (Ross and Heath 2002), and these are discussed throughout 
this book. 

Pressure to succeed

Many young people are under intense pressure to succeed. This is from parents, 
teachers and friends. These pressures may peak around the time of exams or be 
associated more generally with coursework. Young people may self-harm after 
getting lower grades than predicted, or may harm themselves more regularly 
as a way of coping with the demands of school and the level of work expected. 

Attention seeking

No discourse on self-harm would be complete without an attempt to grapple 
with the derogatory term ‘attention seeking’. It is part of human nature that 
children and young people seek and need attention. As social beings we need 
social interaction, feedback and validation of our worth. This is part of the 
psychological maturation process and the development of what some refer to 
as ‘emotional intelligence’ (Mayer et al. 2008). 
 Very often, young people who self-harm are looking for positive atten-
tion they are not getting in their lives. In an attempt to challenge some of 
the myths and stigma about self-harm, some professionals have replaced the 
phrase ‘attention seeking’ with ‘attention needing’. This shifts the emphasis 
from a young person doing something ‘wrong’ to someone else’s responsibil-
ity to do something ‘right’. Self-harm, of course, does not happen to a person 
in isolation. It is relational, has a social context and is influenced by the sys-
tem in which the young person lives. 

The self-harm made me feel important … it got me noticed and taken seriously 
at school.

 Ellie, 15
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Youth subculture

As stated earlier, many behaviours during adolescence are not usually 
regarded as self-harm. However, with the ‘experimental’ phase of adolescence 
in mind, it is easy to see how self-harm might be something which is tried 
and tested. In discussing the relative emotional coping strategies of boys and 
girls, Hawton (1986) suggests that girls tend to be more ‘intro-punitive’ than 
boys in expressing their distress. By this he means that girls are more likely to 
self-harm than boys, who are more likely to engage in the high-risk behaviour 
described earlier. 
 Many young people will self-harm once and not self-harm again, but oth-
ers will continue for a variety of different reasons, which are explored later in 
this chapter. Some young people self-harm as part of a social group. Over the 
years, there have been examples of youth cultures that include self-harm in 
their identity. Goth has been described as a subgenre of punk with a dark and 
sinister aesthetic, with aficionados conspicuous by their range of distinctive 
clothing and make-up and tastes in music (Hodkinson 2002). 
 A study of 1,258 young people identified as goths was undertaken in 
Scotland by Young and colleagues. They found that belonging to the goth 
subculture was strongly associated with lifetime self-harm and attempted sui-
cide, with a prevalence of 53 per cent and 47 per cent respectively, among 
the most highly identified group (Young et al. 2006). More recently, ‘emos’, 
short for emotional, have been associated with self-harm. Indeed, part of 
emo culture includes the display of visible scars and celebration of self-harm. 
However, it is important to state that not all young people who call them-
selves goths or emos self-harm. 
 Young people are on their way to achieving a number of developmen-
tal tasks during adolescence. These include the attainment of independence, 
self-control of aggressive and oppositional impulses, and the construction of 
individual sexuality and identity. These present young people with a range of 
issues and challenges which are discussed in turn.

Family relationships

The most common problem cited by young people who self-harm is difficult 
relationships with family members. In a large survey of children under 15, 
over three-quarters stated that problems in the family were their primary 
concern (Hawton and Harriss 2008). Problems leading to self-harm can range 
from persistent arguments and fights to issues about separation, divorce, 
parenting and discipline.
 Young people who have self-harmed also report that loss through a family 
bereavement or breakdown in a relationship is often a source of stress. Not 
only do they miss the person who has died or left, but other members of the 
family who are usually supportive may be struggling with their own feelings 
of loss and sadness and are less available to support the young person. 
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 Some young people say that they feel unloved or that they feel different 
to others members of the family. This sometimes manifests as emptiness or 
a sense of not belonging. Whether they have people around them or not, 
some young people feel lonely. This perceived or real lack of connection with 
parents or other family members may be a transitional phase, but for some 
it represents more severe attachment difficulties and young people may feel 
isolated and at greater risk of self-harm. Anniversaries of losses experienced by 
young people can also be significant for those who self-harm. 

Looked After Children

A particularly vulnerable group of young people are those who are ‘looked after’ 
by the local authority and who live with foster carers or in residential children’s 
homes (HM Government 2008). By nature of their looked-after status, their 
relationship with parents has been considered troubled enough to instigate 
safeguarding concerns about their welfare. This may be about their parent’s 
ability to actually parent – to look after, care, protect and appropriately control 
the young person – and where they are not able to do this, sometimes there is 
a need to protect the young person from their own behaviour that is putting 
them at risk of significant harm. 
 Research from Northern Ireland has confirmed that children looked after 
by the state show higher rates of self-harm and suicidal behaviour (Brodie 
et al. 1997; Cousins et al. 2008). A review of the circumstances surrounding 
50 looked after children who died during a four-year period concluded that 11 
were completed suicides (Scottish Executive 2002b). A small follow-up study 
of 48 care leavers showed that 17 (35 per cent) had self-harmed and 29 (60 
per cent) had thought about, or attempted, suicide (Saunders and Broad 1997). 
 Ironically, once in residential care, by putting a group of the most vulnerable 
young people together, other factors, such as social contagion, may come into 
play, so if a young person has not self-harmed previously, they are at increased 
risk of doing so (Christofferson et al. 2003). This is discussed further later in this 
chapter. To help meet the mental health needs of young people in care, many 
CAMHS teams now include Looked After Children (LAC) professionals. These 
professionals provide regular consultation and support to young people and staff 
in residential children’s homes and foster care. This may include a focus on 
a young person’s self-harming behaviour, or support for the staff or carers in 
meeting the needs of young people on a day to day basis. 
 Payne and Butler (2003) drew attention to the fact that looked after chil-
dren represent one per cent of the total child population, but account for 
ten per cent of those who present with self-harm to accident and emergency 
departments. The National Inquiry recommended that there is a need for 
more research to find out why certain environments such as children’s resi-
dential or secure settings seem to be more likely to trigger self-harm, and 
what can be done to change these environments (Mental Health Foundation 
and Camelot Foundation 2006).
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Black and ethnic minority young people

Britain is a multicultural society with one in eight people belonging to an 
ethnic minority community. Disadvantage, discrimination and inequalities 
in mental health are of particular concern among ethnic minority groups. 
Increased rates of self-harm, suicide attempts and completed suicide have 
been reported in some groups of young people. It is of concern that the rate 
of suicide for Asian women in England and Wales is three times higher than 
for women of white British origin (Raleigh and Balarajan 1992; Avan and 
Bakshi 2004). 
 There are likely to be several reasons for these trends. Gender discrimi-
nation, racism and domestic violence are all contributory factors (Glasgow 
Violence Against Women Partnership 2008). The concepts of ‘izzat’, mean-
ing ‘honour’, and ‘sharam’, meaning ‘shame’, derive from Pakistan and the 
Indian subcontinent. These cultural concepts affect how girls and women 
dress, behave, and who they can talk to, be friends with or marry. Izzat can 
be both influential and a source of pressure for some British Asian girls and 
young women. In a focus group of young women aged 16–25, some felt that 
to protect izzat it would be better to commit suicide than leave an abusive 
relationship (Gilbert et al. 2004). 
 Research from the Newham Asian Women’s Project (NAWP) found that 
young Asian women were two to three times more vulnerable to self-harm 
than their non-Asian counterparts. However, NAWP highlight the need to 
look beyond the notion that cultural conflict is the main reason for such high 
rates of self-harm and suicide. Whilst recognising that self-harm allows young 
Asian women to maintain the notion held by their community and culture 
that problems should stay within the family and that it is not acceptable to 
seek outside help, it is important to address the more fundamental factors that 
lead to self-harm and suicide. These include racism, sexism, class inequality, 
patriarchy, sexual abuse, violence and immigration. 
 To address these problems, NAWP has developed the Zindaagi Mental 
Health Project for young Asian women vulnerable to self-harm and suicide. 
‘Zindaagi’, meaning ‘life’, aims to promote education and awareness about 
self-harm and break down the taboos and stigma that are associated with 
the problem. The project involves outreach counselling, a teenagers’ group 
and early intervention in schools. Zindaagi also works with faith leaders to 
raise awareness and to direct young women towards help and support services. 
However, the uptake of mental health services by black and ethnic minor-
ity young people remains low (Neale et al. 2005). This may be partly due to 
prejudiced, stereotyped and racist perceptions that have permeated through 
mental health service planning and delivery. 
 Husain et al. (2006) has suggested that early intervention in schools and the 
transitional phase during adolescence may be an ideal opportunity to explore 
gender role expectations, individual and cultural conflict as a means of prevent-
ing the sudden and significant increased risks in the years after leaving school.
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Trauma and abuse

Many children and young people who self-harm have backgrounds characterised 
by emotional, physical and sexual abuse (Green 1978; Romans et al. 1995; Santa 
Mina and Gallop 1998; Gladstone et al. 2004; Social Care Institute for Excellence 
2005). However, it is important to state that not all those who self-harm have 
been abused as children, and that not all young people who have suffered abuse 
self-harm. Further research is needed on the link between abuse and neglect, 
including emotional neglect, and self-harm (National Collaborating Centre for 
Women’s and Children’s Health 2009). 
 Brown et al. (1999) studied a cohort of 776 randomly selected children 
over a 17-year period from 1975–92 and concluded that children who had 
a history of sexual abuse were at greater risk of becoming depressed or sui-
cidal during their adolescence and young adulthood. A history of sexual 
abuse was also found to be one of the risk factors for self-harm in a study 
conducted by Vajda and Steinbeck (1999), who undertook a retrospective 
medical record review of adolescents 13 and 20 years old who presented at 
the emergency department.
 Young people who have experienced isolated incidents of abuse, such as 
rape, may harm themselves because they feel shame, anger or confusion. Self-
harm may be an expression of self-disgust or self-punishment (Ainscough 
and Toon 1998). Whilst responsibility for sexual abuse always lies with the 
perpetrator, their victims frequently experience a sense of guilt and respon-
sibility and often blame themselves. Young people may also use self-harm to 
cope with keeping their experiences of abuse secret, or to help cope with any 
subsequent investigations into abuse. Police statements, physical examination 
and court appearances are themselves stressful and young people may harm 
themselves to cope with what is a mentally and physically intrusive process. 
 As well as historical abuse, a child or young person may be currently being 
abused. Children who are being sexually abused often experience a sense of pow-
erlessness; their bodies and feelings are invaded and violated and they are unable 
to protect themselves or control what is happening to them (Ainscough and 
Toon 1998). Young people frequently attempt to take control back in some 
way, and this can be enabled through self-harm. An act of self-harm may also 
become protective or self-preserving. For example, hospitalisation following an 
overdose may temporarily prevent further abuse from happening because the 
young person is in a safe place and cannot be accessed by their abuser. 
 It is important to recognise that abuse is often carried out in families, by car-
egivers who should be in a position of trust. Sometimes the abuse has occurred in 
the past and is known by the family. At other times, the young person may have 
kept their abuse secret. They may have been struggling with intense negative 
experiences and decide to tell someone during the assessment or when talking to 
family or friends. A thorough assessment of childhood trauma, self-harm behav-
iours, suicidal ideation and suicide attempts is necessary to help identify young 
people at greatest risk, and so that needs can be identified and addressed. 
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 The Basement Project provides support for people who have been abused 
as children and those who self-harm. The project also provides training, 
supervision and consultation for workers in community and mental health 
services and has published a range of useful resources and training materials 
(Basement Project 1997). 

Domestic violence

Asking young people who self-harm about their experiences of past or present 
abuse is seen as good clinical practice, but it is also important to specifically 
ask young people about their experiences of domestic violence as they may 
not otherwise share this information. At least 750,000 children a year witness 
domestic violence (Department of Health 2002a). How they respond to and 
cope with this trauma depends on a range of factors including age, sex and 
stage of development. According to the Royal College of Psychiatrists (RCP) 
the effects of witnessing domestic violence can include self-harm by taking 
overdoses or cutting (RCP 2004a). 
 Young people who have experienced domestic violence often experience 
mental health difficulties such as anxiety and depression. Many young peo-
ple experience fear and distress and psychological and behavioural problems 
that are not always recognised or understood to be associated with domestic 
violence (Worrall et al. 2008). The relationship between self-harm and abuse, 
and the association between self-harm and domestic violence suggests that 
early detection and protection could reduce the need for people to self-harm 
later in life (NICE 2004a). 

Bullying

Bullying was the biggest single reason for children and young people calling 
ChildLine in 2007, representing 18 per cent of their calls (NSPCC 2008a). 
The impact of bullying on children’s mental health, emotional well-being and 
general development cannot be overstated. It takes many forms and ranges 
from name calling, to direct physical attacks, and includes spreading rumours, 
social exclusion and isolation, threats of violence and destruction of the vic-
tim’s property. Bullying can also include racial or sexual discrimination. 
 It is not unusual for children and young people who are bullied to become 
anxious, depressed and refuse to attend school (Woolley 2006). Whilst the 
effects of bullying are generally agreed to be emotionally harmful, some young 
people manage to cope and are not unduly affected or distressed. A supportive 
network of friends and family and sensitive school based interventions are likely 
to be protective factors. For others however, bullying may be serious, persistent 
or cause psychological or physical harm. Young people may fear serious injury, 
feel humiliated and out of control and self-harm in desperation. 
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They would all make fun of me. Called me psycho bitch and emotional. The 
teachers tried to help but most of it happens when they are not around.

Several independent inquiries into the suicide of young people have high-
lighted bullying as a significant causative factor. For example, a spate of deaths 
of young soldiers at Deepcut Barracks in Surrey during the late 1990s resulted 
in significant media interest and speculation about bullying as well as concern 
about access to weapons by vulnerable young people (Cathcart 2007). 
 It is not unusual for bullying to be done by a former close friend, some-
one with whom a young person had trusted and shared personal information. 
Young people tell us that this leaves them feeling betrayed and vulnerable to 
further bullying. 

However self-harm is tackled within schools or anywhere else, if they didn’t make 
it such a dirty subject, people would come forward a lot more quickly to get help.

When bullying takes place at school, having to attend and face the bullies can 
be extremely difficult. The government has made tackling bullying in schools 
a key priority. All state schools are required to have anti-bullying policies and 
procedures and have been issued with anti-bullying packs based on legisla-
tion, recent research and good practice (Department for Education and Skills 
2002). School programmes have been initiated which include awareness rais-
ing, assertiveness training, peer support and mentoring. Despite this, young 
people often feel unsupported by teachers and many complain bitterly about 
the inept strategies that have been adopted by schools.

Just because I am not an ‘It Girl’ they think I’m a freak. One girl started making 
gestures like she was cutting her arm and another put a razor in my PE kit. The 
teachers were aware of what was going on but they didn’t know how to tackle 
the girls. I used to wish it would stop and that the new teacher would be the one 
who would rescue me.

In some cases, young people feel their only option is to change schools. 
Sometimes young people self-harm as a means of communicating the extent 
of their distress to those around them. They want parents and teachers to 
know that they are struggling to cope with the situation. Parents often 
report that they are aware that their son or daughter has self-harmed, but go 
on to say that they had no idea that the problems were so serious. It seems 
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tragic that young people have to go to such extremes to get people to listen 
and help them.
 In recent years, the proliferation of social networking and virtual friend-
ships has led to the growth of ‘cyber bullying’. This has been linked to 
self-harm and suicide by young people, including the well-publicised suicide 
of Megan Meier, a 13-year-old girl from the USA. Megan hanged herself after 
being bullied on MySpace. The case caused several of the US jurisdictions to 
enact or consider legislation prohibiting harassment over the Internet. In the 
UK, Respect Me, Scotland’s anti-bullying service, has attempted to respond 
to the problem by issuing guidance on cyber bullying. This includes infor-
mation on how to encourage the responsible use of technologies, important 
points to discuss with children and young people and additional points for 
parents, carers and organisations. 

Young people in secure settings

The mental health needs of children and young people in local authority 
secure children’s homes (LASCH) and prisons are known to be considerable, 
severe and complex, with rates of psychosis, self-harm and suicide well above 
those of other children (Utting 1997; Department of Health 2007a). The 
prevalence of self-harm by adult women in prison is high, but for young peo-
ple in prison the rates are twice as high (Youth Justice Board 2006). 
 This is partly explained by the high prevalence of psychosocial adversity 
experienced by young people in secure settings, including substance misuse, 
child abuse and mental disorder, which are themselves risk factors for self-
harm (Singleton et al. 1998). In a study of girls in custody who had offended, 
Wilkinson et al. (2002) found that most girls were extremely vulnerable, 
poor, had been sexually or physically abused and had self-harmed. 
 However, rates of self-harm are also high as a result of being in a secure set-
ting. The shock and physical and emotional isolation of custody leaves young 
people additionally vulnerable. Young people frequently report feeling unsafe 
and may experience bullying and exploitation in custody (Utting 1997; Bradley 
2009). In a sample of 73 young women held in secure settings, over one-
third had self-harmed in the previous month. The majority (93 per cent) told 
researchers they had cut themselves to relieve feelings of anger, tension, anxiety 
and depression, rather than draw attention to their situation. For the minority 
who had harmed themselves, several had witnessed other young people cutting. 
 Arrival in custody is often the time when young people are at greatest risk 
of self-harm or suicide (HM Inspectorate of Prisons 2007). In a joint report for 
the Ministry of Justice and Department for Children, Schools and Families, 
young people in secure settings have also reported that responses to their 
self-harm are often punitive, including segregation and physical restraint 
(Smallridge and Williamson 2008). The following excerpt is taken from a 
report by the Youth Justice Board (2006) and illustrates the difficulties facing 
young people in secure settings:
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Basically, when my Nan died I started on the road, drinking and smoking crack. 
I went a bit loopy and stuff. I started self-harming, just doing little scratches and 
that. Then when I got sent to jail, I found out my boyfriend had been involved in a 
car crash and he was on a life support machine. I had to go and turn it off and that 
sent me a bit more over the edge. I just decided to do big cuts on my arms and 
on my stomach and that. I’ve tried killing myself about seven times, overdosed 
and stuff just because I feel my life’s not worth living at the moment. My little girl’s 
been taken into care and I just feel like self-harming most of the time.

It is not only rates of self-harm that are high among young people in secure 
settings. In addition, suicide by children and young people in custody is a 
major concern and there have been numerous deaths of young people by sui-
cide in the UK in the last decade.

Alcohol and drugs

The number of young people consuming excessive amounts of alcohol has 
grown enormously in recent years (Rossow et al. 2007). MacLachlan and 
Smyth (2004) report growing concern towards a binge drinking and youth 
culture where young people regularly consume large quantities of alcohol. 
There is evidence that the alcohol and drug scenes are merging because both 
are now freely available to young people (Institute of Alcohol Studies 2006). 
 Young people report that alcohol and drug use makes them feel relaxed, explore 
sexual relationships and increase confidence. The reasons young people give for 
drinking alcohol are similar to those reported surrounding self-harm. These include 
coping with stress, wanting to feel better, and altering a mood state. Alcohol and 
drug misuse was reported in 14 per cent of young people presenting to hospital for 
the first time following self-harm (Hawton et al. 2003). This figure is likely to have 
increased more recently as the use of alcohol by young people grows. 

Mental health problems

Self-harm is not classified as a mental disorder, and most agree that it is often 
a symptom and manifestation of significant unmet needs. It can exist with 
other problems or be a symptom of other disorders. Some young people who 
self-harm may have more serious underlying mental health problems, such as 
depression, psychosis or eating disorders (Webb 2002). 
 In particular, self-harm has been associated with emotional and behavioural 
disorders among children and young people. ONS data on 7,404 children 
aged 5–15 found that 324 had an emotional disorder and 355 had a conduct 
disorder (Green et al. 2005). The international CASE study examined depres-
sion and anxiety and found that the risk of emotional disorders was highest 
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in those who had either thought of harming themselves, or had done so, than 
among those who had not (Madge et al. 2008). 

It keeps me happy in front of others. It stops my depression spilling out.

Self-harming and suicidal behaviour can also be associated with eating 
disorders, such as anorexia nervosa, bulimia disorder and binge eating dis-
order (Favazza et al. 1989; Thomas et al. 2002; Sansone and Levitt 2002). A 
number of common characteristics of young people struggling with both eat-
ing disorders and self-harm have been identified. These include dissociation 
and impulsivity. 

Hopelessness 

Hopelessness and despair have been described as the missing link between 
depression and suicide. In addition, a sense of hopelessness in young people 
is a known risk factor for self-harm (Hawton and James 2005). McLaughlin 
et al. (1996) suggest that hopelessness as part of adolescent self-harm is an 
important independent variable over and above depression. In their study, 
young people reported a wide range of problems associated with family rela-
tionships, school and problem solving (McLaughlin et al. 1996). 
 It is therefore important that health professionals talk with young peo-
ple about their hopes and ideas for the future and explore any hopelessness. 
Encouraging young people to have goals and aspirations and supporting them 
to achieve these fosters hope and purpose. Whilst important for all young 
people, this is crucial for those who may struggle to achieve in a society 
where there is increasing pressure to perform academically or vocationally. 
Hopelessness is not just associated with education and unemployment, but 
is influenced and developed through supportive relationships, hobbies and 
interests, and a sense of purpose in life. 

Inadequate support

As part of a self-harm assessment we often ask young people where their ideas 
to self-harm came from. However, if self-harm has been impulsive the young 
person may not have a clear idea of how they got into the situation. Yet, when 
asked if they know anyone who has self-harmed, very often young people do. 
They may be aware of someone in their immediate or extended family, a close 
friend or just know about a person at school or in the community, illustrating 
that self-harm is very common.



 

Why is self-harm common among young people? 49

Stigma

Despite publicity raising the profile of mental health and campaigns focused on 
reducing stigma, people are often reluctant to speak about their own struggles 
with self-harm, believing this may adversely affect their profile or career oppor-
tunities. Indeed, in going public and telling people about their experiences, 
they may be unfairly judged or discriminated against. Therefore, self-harm 
often remains a secret as people feel ashamed, guilty and think that they should 
not talk about it. 
 This has huge implications for young people who want and need help, but 
feel unable to access it. Although self-harm has now become so common it is 
almost mainstream, many young people feel alone, reluctant and unwilling to 
confide in others (Mental Health Foundation and Camelot Foundation 2006). 
 Of course, some people choose not to share their experiences of self-harm 
(Ystgaard et al. 2009). Many will remember the 1995 BBC television inter-
view with the late Princess Diana who shocked the world by admitting she 
cut her arms and legs and had thrown herself down a flight of stairs on more 
than one occasion. Famously, the princess said: 

You have so much pain inside yourself that you try and hurt yourself on the 
outside because you want help.

In another interview, Diana revealed that she started self-harming due to the 
pressure she felt trying to adapt to her role as Princess of Wales, but said 
that it backfired as rather than getting the help she needed, it made peo-
ple think she was attention seeking and unstable. It has been suggested that 
help-seeking by people who self-harm increased following Princess Diana’s 
disclosure (Austin and Kortum 1996). So, too, however, did rates of suicide 
in the months that followed Diana’s death (Hawton et al. 2000). 
 The NICE guidelines on self-harm state that as a matter of good prac-
tice, people who self-harm should be treated with the same care, respect and 
privacy as any patient (NICE 2004a). That this even needs to be stated is 
evidence that discrimination and stigma are experienced by people who self-
harm and who are not already routinely treated in this way. Public health 
strategies to reduce stigma are discussed further in Chapter 10.

Suicide, crime and faith

The historical legal position on suicide has not helped public perceptions, 
having historically been treated as a criminal matter in many parts of the 
world. It was considered a criminal offence in England until the Suicide 
Act was passed in 1961, and until as recently as 1993 in the Republic of 
Ireland. Regarding suicide as an offence can sometimes bring shame and 
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embarrassment and people who have killed themselves are treated accord-
ingly. Whilst the family and friends of a person who had died by suicide were 
trying to understand how this situation had come about, rather than a culture 
of compassion and understanding was an environment of blame and humilia-
tion. Many people therefore discourage the phrase ‘committing suicide’ since 
the term ‘commit’ is most frequently associated with crime.
 Historically, there have also been additional consequences of suicide depend-
ing on religious beliefs. In most forms of Christianity, suicide is considered a 
sin, although it is sometimes believed that mental illness or grave fear of suffer-
ing diminishes the responsibility of the person completing suicide. In ancient 
Greece, a person who had committed suicide (without the approval of the state) 
was denied the honours of a normal burial. They would be buried in a simple 
grave, away from the city and without a headstone or other marker. Christian 
burials and funerals of people who had died by suicide were also denied. Instead 
they had to be buried in unconsecrated ground. A criminal ordinance issued 
by Louis XIV in 1670 confirmed the attitudes of the day to suicide. The dead 
person’s body was drawn through the streets, face down, and then hung or 
discarded on a rubbish heap. All their previous property was confiscated by the 
state. In India, attempted suicide is a crime punishable by imprisonment. 
 Suicide attacks were carried out by Japanese kamikaze air pilots during the 
Second World War, and, today, suicide bombers commit acts of terrorism in 
some parts of the world. At the time of writing this book, children in Palestine, 
Iraq and Afghanistan are killing themselves by detonating bombs strapped to 
suicide vests. Notwithstanding the overarching safeguarding concerns, these 
issues illustrate the complex interrelationship between faith and suicide and the 
different reasons why young people kill themselves.
 Even today, UK insurance companies often have suicide clauses built into 
their policies. For example, some state that claims can only be made if the pol-
icy was open for more than two years prior to the death by suicide. Given the 
legal backdrop and the perceived relationship between self-harm and suicide it 
is perhaps not surprising that stigma persists. It is important to be aware that 
cultural issues may influence a young person’s willingness to seek help.

Coping strategies 

Each of us has differing abilities at different times to use safe and healthy cop-
ing strategies. We all face stress and adversity at some point in our lives, but 
for some these pressures are much greater than for others. As Williams (2008) 
points out, too many children and young people grow up with challenges and 
seriously adverse circumstances with which they cannot deal alone. When this 
happens to young people who have not yet developed stress management and 
conflict resolution skills, they may encounter problem solving difficulties and 
not know where to turn. Adolescence brings with it additional challenges, 
and problems may feel magnified by young people whose bodies and minds 
are undergoing many simultaneous changes. 



 

Why is self-harm common among young people? 51

 Babiker and Arnold (1997) suggest that people who self-harm have often 
found a behaviour that provides a singularly powerful solution to the problem 
of expressing or coping with overwhelming feelings. Supporting a young per-
son to expand their interpersonal and cognitive skills gradually enables them 
to consider and evaluate different strategies. McLaughlin et al. (1996) found 
that many young people who self-harm were unable to generate solutions 
to their problems; they could not find different ways out of the difficulties 
which lead to their self-harm. Often, the task of therapy is to assist them to 
replace self-harm with non-destructive coping strategies. A clear and consist-
ent message from young people is that simply trying to get them to stop 
self-harming is usually ineffective in itself (Mental Health Foundation and 
Camelot Foundation 2006). 

Don’t tell them to stop – they could get worse because it’s their way of coping. 
You need to put the structure in first. Otherwise it’s like leaving a baby alone 
without food and water.

Equally unhelpful, is entering into agreements where young people are asked 
to promise not to self-harm. This can put a lot of emotional pressure on them 
and may add to feelings of guilt and betrayal they may already be struggling 
with. For some young people, self-harm is their only coping strategy. If it is 
removed, they have nothing.

Young people and social identity

Politicians, sociologists and the lay public are concerned that the culture of 
immediate access to material goods and friends has seen a decreasing sense of 
community in the UK. Families have become more mobile, more mothers are 
working and community facilities are closing. People tend to keep to them-
selves rather than foster a shared sense of responsibility. Instead of talking to 
young people in the neighbourhood and getting to know them, adults may 
fear and demonise them. At the time of writing this book a ‘hug a hoodie’ 
campaign by a leading political party calls for more understanding of young 
people and of their behaviours, including crime and self-harm. 
 The Good Childhood Inquiry was commissioned by The Children’s Society 
and launched in September 2006 as the UK’s first independent national 
inquiry into childhood. Its aims were to renew society’s understanding of 
modern childhood and to inform, improve and inspire our relationships with 
children. The report of the inquiry, A Good Childhood, is a collection of the 
evidence, recommendations and summaries of the themes discussed through-
out the Inquiry (Children’s Society 2009).
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How does self-harm help young people? 

Having discussed why young people may be more vulnerable to self-harm 
and how some experience highly stressful situations, we now look at the 
different ways in which they use self-harm. After all, given that so many 
young people self-harm, it must serve a function, even if that function is 
not fully understood. 
 For people who have not self-harmed or have not found themselves in a 
position where they considered self-harm as an option, the behaviour can be 
difficult to fathom. Many young people have voiced their opinions in clinical 
practice and on self-harm websites. Some have suggested that it is not pos-
sible to fully understand self-harm unless it has been directly experienced. 
 If we seek to understand why young people came to harm themselves in 
the first place, this may help us to develop preventative strategies and identify 
those at greatest risk.

I feel so sad that I will now always be someone that has self-harmed. I wish I 
had told someone how I was feeling.

Andrew, 15

Relief and release

Some young people stumble across self-harm by accident. For example, they 
cut themselves and either immediately feel better or later reflect on this as 
being helpful. They report feeling relieved and state that self-harm helps release 
tension. Consequently, they do it again at a later date and under similar circum-
stances. This is to feel the same sensation and reach the experience of feeling 
better again. It is therefore easy to see how a cycle of self-harm can evolve. 

I remember I couldn’t believe what I’d just done – and how much better it made 
me feel.

Kyle, 17

When self-harm involves physical pain, such as cutting and burning, young 
people often report that it reduces their emotional pain (Mental Health 
Foundation and Camelot Foundation 2006). At the time this can be an attrac-
tive option as the physical pain is often experienced as being more bearable 
than the emotional distress. Young people who have experienced some kind 
of trauma often report that self-harm becomes a temporary way to deal with 
their situation and associated feelings.
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Communicating distress

On reflecting about their self-harm with professionals, many young people say 
how they wanted people to ‘know’ something. It was a way of communicating 
when they just could not find a way of putting things into words. This com-
munication may relate to a particular trauma, for example a physical assault by 
someone at school, or be linked to a more pervasive problem in the family. 
 Often, young people don’t know who to ask for help or even who they 
should ask. They may worry about putting more stress onto others. For exam-
ple if a young person perceives that their parents are already stressed, they 
may be reluctant to burden them by talking about exam pressures.
 For some young people who self-harm, triggers for the behaviour are clearly 
evident and self-harm is a way of coping in the absence of other healthier, safer 
alternatives. They may not be able to think clearly in a time of crisis and find 
it difficult to generate ideas about how to deal with the problem. They may 
believe that people around them do not care, will not understand, or do not 
have time to help or fail to take them seriously. These beliefs and perceptions 
may prevent young people from asking others for help in a situation where 
they are struggling to cope on their own.

Self-punishment and blame

One of the themes most commonly identified by young people for their 
self-harm, particularly for those that cut themselves, is the perceived need 
for punishment (Winchel and Stanley 1991; Favazza 1998; MacAniff and 
Kiselica 2001). As guidance from the NHS in Scotland points out, young 
people who cut themselves may be purging, or ridding themselves of poisons 
or ‘dirty’ feelings. Blood is a very visible sign of being alive, being punished 
and being ill. Some like the sight of their blood and may be soothed by its 
loss or seeing it washed away. The visual impact of cutting makes it a popular 
method of self-harm (NHS Scotland 2006). 
 The perceived need for punishment may be associated with past abuse, and 
self-harm can lead to trauma enactment which brings about the feelings a young 
person had when they were first traumatised. Self blame is also common. If a 
young person has struggled with problems for some time, their self-esteem may 
be very low. They may start to believe that some of the problems are directly 
their fault and conclude that they are to blame for everything. 

I use self-harm to punish and cleanse myself and to turn myself from blue to 
red. I am bad to the bone.

Some young people see themselves as dirty, often as a result of abuse. Self-
harm may be a way of symbolically cleansing themselves of the contamination 



 

54 Why is self-harm common among young people?

they feel. Negative beliefs can lead young people to develop a negative self-
image. For some, this self-doubt evolves to the extent that they feel ugly, 
stupid or worthless. Such negative beliefs can lead to self-harm. For example, 
young people may cut themselves as punishment for being all the negative 
things they perceive themselves to be. Relief from feeling bad comes from the 
punishment that cutting provides.

The badness I feel becomes unbearable. I can’t take it any more so I cut. The 
relief is instant. It’s like I’ve got what I deserve. The badness just drains away …

The young person with negative feelings is not helped by adults who overreact 
to their self-harming behaviour. Whilst it is normal for adults to sometimes 
feel shocked or upset when young people hurt themselves or place their lives 
at risk, expressing this to the young person is likely to make them feel further 
blamed and uncontained. Panicking and overreacting can be very frightening 
for the young person, and it is crucial to try and stay calm and take time to 
discuss with them what should be done next. If professionals are to provide 
effective support and be helpful, they must manage their own feelings and not 
add to the young person’s distress. As difficult as it may sound, it is important 
to distance oneself from an excessive emotional reaction and be as supportive 
and understanding as possible.

Regaining control

For some people there are no clear triggers which precipitate their self-harm. 
Rather, they experience a gradual decline in mood and loss of emotional 
control. As they become increasingly despondent or distressed, their need 
to regain control increases. This change of mood state may relate to a spe-
cific mental health problem such as depression or labile emotions in general. 
Unexpected changes in mood and feelings and the subsequent need to regain 
control may also be associated with a history of or present experience of abuse. 
As well as feeling in control, young people report that self-harm can help to 
make them feel ‘alive’ again. 

I used to hurt myself so that I was in control and no one could hurt me more 
than I hurt myself.

Curtis, 16

Regardless of the means by which a young person harms themselves, it is 
nonetheless an act of harm. Even though it may have served to prevent more 
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serious damage or death, it still causes harm. Therefore, the objective of inter-
vention with young people who are distressed or unhappy should always be 
to support them to cope in ways that do not cause harm. Whether self-harm 
becomes less commonly used as a way of coping is to some extent a public 
health priority. This is discussed further later in the book. 

Emotional self-regulation

Self-regulation is the ability to manage and control one’s emotions. As a child, 
regulation is provided by parents and carers through the process of attach-
ment and the provision of a secure base. Experiences such as discipline and 
boundaries, rewards, punishments and limit setting enable children to inter-
nalise the ability to regulate. Over time, most young people develop the skills 
of self-regulation. These include self-soothing and self-distracting techniques 
to avoid aversive experiences, and the ability to talk with others and negotiate 
ways to resolve difficulties and challenges. 
 Many young people who self-harm report that they find it difficult to 
control their emotions, and these testimonials are supported in the research 
literature (Miller et al. 2007). They describe having problems managing their 
anger or sadness and report feeling overwhelmed when upset or challenged. 
Self-harm becomes a way of coping with strong feelings young people strug-
gle to regulate in non-destructive ways. 

Dissociation 

Dissociation is a trauma-based condition. It is a way of separating, as a 
protective strategy, from something unbearable. Dissociation is described 
as being on a continuum. From being associated, young people temporar-
ily switch off, blank out, and cut off from the body. This process involves a 
splitting off from oneself to develop an alternative self (Spandler and Warner 
2007). Dissociative processes often underpin self-harming behaviour, such 
as cutting or burning. As Sellen (2008) points out, if a young person has a 
history in which they have learnt to manage strong sensations through self-
harm, it is not surprising that they will feel a sense of relief, even comfort, 
from dissociation. 
 Some people who experience dissociation and self-harm as a means of feel-
ing in touch with themselves. Self-harm makes them feel real or alive again. 
For young people who are further down the dissociation continuum, the risks 
are greater as the capacity for self-control diminishes. Young people some-
times report feeling frightened about what has happened while they were in 
this dissociated state. During times of dissociation, young people may not 
be able to describe what has happened. They may be vague about the cir-
cumstances and their feelings and imply that they did not feel present when 
the self-harm occurred. In order to reduce the risk of repetition of self-harm, 
young people need therapeutic help to understand and manage dissociation. 
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Habitual self-harm

For some young people, several of the benefits they report about self-harm act 
as positive reinforcers. The act of self-harm temporarily makes them feel bet-
ter and the behaviour can evolve to become habitual. Like many habits, some 
young people may find it more difficult than others to refrain or stop what 
may become increasingly problematic. 

When I was self-harming numerous times a day, I think I became addicted to 
the feeling of harming more than anything else.

It may be helpful to think about how self-harm compares to other habits or 
addictions. Smoking cigarettes, drinking alcohol or overeating are all things 
people develop gradually. Some people do them more than others, and for 
many they reduce over time without significant effort or professional help. 
For others, they make a decision and stop suddenly, never to do it again 
or relapse every now and again. They experience regular cravings and after 
indulging, get a sense of relief. Some do not manage to stop these habits 
which can eventually become harmful or even fatal. In some ways, self-harm 
is no different and the way in which each young person develops their self-
harming behaviour is different. 

Suicidal intent

The vast majority of young people use self-harm as a coping strategy, as a way 
to survive and deal with the emotional distress they are experiencing. However, 
it is important to note again that only a minority of young people harm them-
selves with the intention of killing themselves. Determining suicidal intent is 
often a challenging task which is discussed further in Chapters 6 and 7. 

Why do some young people stop self-harming?

Just as it is crucial to seek explanations for why young people self-harm, 
understanding what makes them reduce or stop is also important. There is 
a lack of peer-reviewed research exploring the reasons why people stop self-
harming, and the little research that has been done focuses on adults (Sinclair 
and Green 2005). The Centre for Suicide Research has an online resource that 
summarises and catalogues studies undertaken by the department on self-
harm and suicide. Looking at the general trends and statistics over the past 30 
years, incidents of self-harm tend to peek in the late teens and show a decline 
with age, though this pattern does vary according to gender. 
 Some young people therefore appear to grow out of their self-harming 
behaviour. They may be assisted to replace self-harm with alternative coping 
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strategies, or find ways to stop without professional help. Others stop as they 
begin to appraise their problems differently and acquire more independence 
and power to change their lives. Consequently, their problems or difficulties 
are reduced or cease altogether. As young people grow older they may come 
to develop a more positive view of themselves, believe that they have a choice 
and conclude that self-harm does not have to be part of their lives. 
 Again, for some young people this process can occur without professional 
help, whereas for others they require support to develop self-esteem and the 
skills to cope in the face of stress and adversity. Some young people go on to 
help others, either virtually or in person, or by working for organisations such 
as Harmless. This is a user-led organisation that provides a range of services 
related to self-harm, including support, information, training and consul-
tancy to people who self-harm, their friends and families and professionals.
 Whereas many young people reduce their self-harm gradually, others sud-
denly make a decision to stop and do so quite quickly. We have heard that 
some people view their self-harm as a habit that can be very difficult to stop, 
even when they are trying hard to do so. Reducing or stopping self-harm can 
be understood in the same way someone might try to stop smoking cigarettes.

Scarring

Some young people who have cut or burnt themselves come to terms with 
their self-harm. They accept their scars as being part of them and regard them 
as part of what happened at a particular time in their life. They may have 
been unaware of the permanent damage that would be caused, or chose not to 
consider the longer term consequences of their actions.

I used to be really embarrassed and hide my scars by wearing long sleeves in 
summer, but now I wear short sleeves if its nice. I don’t care what people think 
anymore.

Others are aware that their self-harming behaviour may have more permanent 
consequences, or they do not want to be visibly reminded of painful times. It is 
often this foresight that can act as a strong motivator for young people to find 
alternative ways to cope and either reduce or stop their self-harming. Many 
young people are concerned about their body image, how they look and how 
others see them. Consequently, they are keen to find non-destructive ways to 
manage their problems and difficulties. However, rather than stop cutting as 
a result of concerns about body image, some young people harm themselves in 
less visible places, such as their thighs and stomach. Additionally, self-harm 
which is less visible attracts less concern, interest or disapproval from family, 
friends or adults who are concerned about their welfare.
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Media reporting

We have read that popular media plays a key role in shaping views, attitudes 
and social norms. Even if young people have no direct experience of someone 
who has self-harmed, they often relate to characters on TV or in the music 
industry that are associated with self-harm. Indeed, various producers of soap 
operas, artists and musicians have been criticised for increasing self-harm and 
suicide in young people (Armstrong 2006). Young people who are depressed 
or who have made a previous suicide attempt themselves may be particularly 
affected in an adverse way (Cheng et al. 2007a and b). 
 Phillips (1982) demonstrated an increase in suicide up to ten days after 
television news reports about someone killing themselves. Improving media 
reporting was identified as one of the six priority areas in the National Suicide 
Prevention Strategy for England in 2002. In 2006, newspaper editors were 
urged to discourage reporting in depth about self-harm and suicide, and 
the Samaritans have since produced comprehensive media guidelines for the 
sensitive reporting of suicide and self-harm (Samaritans 2008). The Editor’s 
Code also includes a requirement in relation to self-harm and suicide. This 
states that in cases involving grief and shock, enquiries must be carried out 
and approaches made with sympathy and discretion. 
 Due to the risks of imitation described earlier, when reporting suicides, 
the Code states that care should be taken to avoid excessive detail about the 
methods used (Press Complaints Commission Code of Practice). The National 
CAMHS Review (Department for Children, Schools and Families 2008a) has 
also called on the press to consider more carefully their responsibilities when 
reporting on stories of suicide and self-harm. 
 Despite guidance, concerns about the reporting of suicides continue. 
Following a spate of suicides by young people in Bridgend Wales in 2009, 
global newspaper and television interest was attracted by a media release of 
what Garthwaite (2009) called ‘sensational, provocative and inaccurate state-
ments’. This caused distress to the families and friends of those who had died, 
heightened anxiety of young people in schools and gave unhelpful messages 
about self-harm to the public. Generalisations based on small figures always 
require close scrutiny, and terms such as ‘suicide epidemic’ are often unhelp-
ful and misleading. 
 Following the Bridgend suicides, huge resources were put in place to 
provide support to the community. This was partly because people bereaved 
by suicide are themselves at increased risk of suicide and self-harm (Brent 
et al. 1996), and because it is also known that one suicide may lead to others 
within a limited period of time and geographical area (Brent et al. 1989; 
Gould et al. 1990). 
 It is not only in the UK that negative media reporting can increase suicide 
rates among the vulnerable. A study in Hong Kong reported that following 
the death of a famous pop singer who died after jumping from a height, there 
was a significant increase in suicide in the general public, many of whom also 
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died by jumping (Yip et al. 2006). Interestingly, following the death of US 
singer Kurt Cobain, who shot himself in 1994, an increase in suicide among 
young people was not noted. Various reasons for this have been proposed 
for this including positive media reporting. There was also the suggestion 
that the substantial efforts made by Kurt Cobain’s widow, Courtney Love, to 
present his suicide in a negative fashion may have counteracted any potential 
glamorisation of his death (Gould 2001). 
 Various guidelines suggest that responsible reporting of suicide should not 
include speculation about motives and circumstances, but come from a position 
of compassion and social responsibility (Gunnell 1994; WHO 2000b). Whilst 
journalists are under pressure to file reports that are of the moment and in the 
public interest, there remains the responsibility not to glamorise the story or 
intrude on the grief and shock of those affected (Samaritans 2008). 

Summary

The reasons young people self-harm are widespread and often complex. 
However, consistent themes emerge from research and from what young peo-
ple tell us themselves. There has been extensive international research that has 
addressed the association between self-harm and stressful life events, drug and 
alcohol use, child abuse and neglect, domestic violence and mental disorder. 
It is not always possible to solve the problems that the young person identi-
fies as being stressful. However, the objective should be about helping them 
to manage the problem more effectively. This can be the underlying issues or 
the actual self-harm itself.
 If we are serious about reducing self-harm in young people, then there 
are several areas to address. First, we need more knowledge and understand-
ing about adolescent and young adult development. There is a growing 
awareness that prevention of childhood difficulties and early intervention by 
universal services is likely to produce better outcomes than intervention in 
adolescence or adulthood. Parents are often supported by child development 
centres, health and maternity services, nurseries, family centres, and numer-
ous community resources. The same diversity of facilities and supports does 
not currently exist to guide young people and parents or carers through the 
rocky terrain of adolescence. 
 Second, we need to broaden our approaches to engage young people and 
increase access to support for young people who want it. Increasingly, young 
people are using social networking and electronic messaging to communicate 
about self-harm. The real scale of the effects of virtual relationships is not 
known and needs to be explored, and perhaps more appropriately vetted. The 
proliferation of self-harm blogs, message boards and websites may be a mixed 
blessing. Further research and monitoring is needed in this area.
 Third, we need to continue to develop and offer young people a variety 
of services to help meet their individual needs. Finally, as professionals we 
must take responsibility for checking our own beliefs and perceptions about 
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self-harm. We must endeavour not to make unhelpful judgements about 
young people who self-harm, and instead offer them support, understand-
ing and compassion. Finally, we must remain serious about reducing stigma. 
Despite professional guidelines and public campaigns about mental health 
and self-harm, discrimination continues. This adversely affects outcomes for 
children and young people and society as a whole.



 

3   What works for young people 
who self-harm?

Key points:

• The evaluation and treatment of adolescent self-harm and suicide is an 
under-researched area of work both in the UK and the USA. A number 
of studies have been conducted to investigate epidemiological factors and 
risk indicators, but there is much less robust evidence about treatments 
that are known to be effective.

• Drawing firm conclusions about the effectiveness of interventions for 
young people who self-harm is problematic. The ability to devise effec-
tive interventions is significantly compromised by limited knowledge of 
the natural course following a self-harm or suicide attempt.

• Young people who repeat self-harm are very often more disturbed and 
often experience greater psychosocial adversity and coexisting problems 
than those who harm themselves once. The risk of repetition is greater in 
the first few weeks following self-harm, and repetition increases the risk 
of eventual suicide.

• NICE has produced guidelines on the short-term physical and psycho-
logical management and secondary prevention of self-harm in primary 
and secondary care. The guidelines bring together the evidence for self-
harm interventions and set good practice guidelines for professionals and 
organisations that provide services for people who self-harm.

• Despite a range of guidance, many people do not know how to respond 
effectively to young people who self-harm, and what works and does not 
work is not common knowledge.

Introduction

Earlier chapters reviewed some of the literature about young people who self-
harm, those who attempt suicide and young people who kill themselves. This 
is helpful in generating important insights and clues about the kind of risks 
and epidemiological factors which surround the issue. This chapter focuses 
on the evaluation and treatment of young people who self-harm. Aftercare 
following acts of self-harm by young people is an under-researched area of 
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study in the UK (Black 1992). Much of the literature examining short- and 
long-term outcomes has focused on adult self-harm and is mainly classified as 
attempted suicide regardless of intent. This is a major public health concern 
which will be discussed further in Chapter 10. 
 Gunnell and Frankel (1994) suggested that drawing conclusions about the 
effectiveness of interventions for young people who self-harm is an area of con-
troversy. The ability to devise effective interventions for adolescent self-harm 
is significantly compromised by limited knowledge of the natural course fol-
lowing a suicide attempt (Spirito et al. 1989). Therefore, before we consider 
treatment options for young people who self-harm, we must review what is 
known about the outcomes for this population.

Evaluating outcomes

There are several factors which impact on the evaluation of outcomes for young 
people who harm themselves. These present numerous challenges and difficul-
ties for researchers and clinicians. First, statistical information on attempted 
suicides has historically been unreliable and biased. Much of the literature has 
suggested that the number of attempted suicides is grossly under-reported, 
(US Department of Health and Human Services 1981), and the true incidence 
of non-fatal self-harm is not known. This is likely to be because many young 
people do not receive medical treatment following their attempt.
 Second, when reporting self-harm, researchers and clinicians vary widely in 
their definitions of suicidal behaviour, as discussed in Chapter 2. Failure to 
agree a common definition of what we mean by self-harm presents difficulties 
in data collection and analysis. Diagnostic criteria vary considerably, and there 
is a notable lack of agreement in relation to contributing factors. In their Oxford 
study, Hawton et al. (1982) used a simple classification scheme which focused 
primarily on behaviour rather than psychiatric symptoms (see Table 3.1).
 Data was collected on the three groups shown in Table 3.1 and marked 
differences were evident. The difficulties experienced by Group one focused 
almost exclusively on current relationships, whereas the problems experienced 
by young people in Group two and three were more complex. As Table 3.2 
shows, the group with chronic problems and behaviour disturbance had many 

Group one Acute Young people have problems which have lasted for less 
than one month and there is an absence of behavioural 
disturbance.

Group two Chronic Young people have problems which have lasted for more 
than one month and there is an absence of behavioural 
disturbance.

Group three Chronic with 
behavioural 
disturbance

Young people have had problems which have lasted for one 
month or more and there are also behavioural problems.

Table 3.1 Classification of self-harm (adapted from Hawton et al. 1982)
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more problems. When assessing outcomes it is unclear as to what extent find-
ings can be generalised due to such discrepancies.
 A further difficulty with interpreting outcome research is that many studies 
fail to give an adequate age distribution and the samples often include older ado-
lescents and the adult population. This provides greater numbers and has fewer 
methodological considerations, but there are likely to be major differences between 
this group and a group of much younger adolescents. Therefore, the results of 
many studies cannot be generalised adequately to children and adolescents. 
 Third, some young people may reject offers of help with their self-harm 
and this may affect the outcomes for such young people. It is likely that they 
will present in crisis, and initial appeals for help are made closer to home, for 
example through teachers and friends. Following admission to an accident 
and emergency department, their first priority may be to get out of hospi-
tal rather than exploring treatment options. Some young people presenting 
to emergency departments receive no further treatment. Berman and Caroll 
(1984) believe that the psychopathology of parents affects the young person 
receiving appropriate treatment and follow-up. Some families prefer to forget 
the whole incident. Data suggests that approximately half of all self-harmers 
do not receive any formal psychotherapy (Keinhorst et al. 1987).
 Knowledge of psychological status of adolescents who self-harm and those 
who attempt suicide is confounded by the heterogeneity of the population. 
Hawton et al. (1982) looked at outcomes in terms of overall adjustment 
using the classification schema referred to above. The 50 adolescents who 
had self-poisoned in the Oxford study were interviewed one month after their 
overdoses. Due to the relatively short follow-up period, there was an unusu-
ally high follow-up rate. The outcome was that 66 per cent had improved, 

Group one
Acute

Group two
Chronic

Group three
Chronic with 
behavioural 
disturbance

Broken homes + +++

Family history of mental health 
problems +++

Poor relationship with mother + +++

Poor relationship with father + ++ +++

Previous mental health problems 
or treatment + +++

Previous overdose/self-harm ++

Number of problems + ++ +++

Psychiatric symptoms + +++

Table 3.2  Characteristics of adolescent self-poisoners categorised according to a simple 
classification scheme (adapted from Hawton et al. 1982)

Note: + indicates which characteristic is displayed by members of each group.
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32 per cent remained unchanged and 2 per cent reported feeling worse. 
Overall adjustment, using the classification scheme shown in Table 3.3, dem-
onstrated a clear difference between the three groups.
 Ninety per cent of subjects in the acute group were rated as improved 
whereas 75 per cent in the chronic group and only 25 per cent in the chronic 
group with behaviour disturbance admitted to overall improvement. It is evi-
dent that short-term outcomes are relatively good whereas young people in 
the chronic with behavioural disturbances group had more long-term difficul-
ties. Spirito et al. (1989) suggested that many adolescent suicide attempters 
experience continued disturbances after their acute episode.

Repetition of self-harm

Young people who repeatedly self-harm present greater concern because of 
their psychological co-morbidity and the increased risk of suicide. When 
evaluating outcomes, repetition rates are an important area to be investi-
gated. Young people who repeat self-harm are very often more disturbed and 
often experience greater psychosocial difficulties and coexisting problems. 
Kreitman and Casey (1988) noted that young people who repeatedly harm 
themselves are high consumers of health service resources. 
 Follow-up studies of suicide attempts by young people have suggested 
that approximately one in ten will make a further suicide attempt during the 
year after their first attempt. A large study of self-harm repetition by nearly 
2,500 young people aged 12–20 demonstrated that 6.3 per cent harmed them-
selves within one year of their initial admission (Goldacre and Hawton 1988). 
However, these statistics were only an approximation and likely to be an under-
estimate as the numbers were based on hospital admissions. More recent studies 
suggest that up to a quarter of young people repeat self-harm within a year of 

Group self-classification* Improved overall 
adjustment
one month after the overdose

Repeat attempts 
in year after the overdose

Acute (Group 1)
(n=10)

90%
(n=9)

10%
(n=1)

Chronic (Group 2)
(n=28)

75%
(n=21)

0%
(n=0)

Chronic with 
behavioural disturbance 
(Group 3)
(n=12)

25% **
(n=3)

50% ***
(n=6)

*  see table for definition 
of the self-classification 
schema used

**  χ2 = 12.57 (Group 3 versus 
Groups 1+2) p <0.01 

***  χ2 = 13.29 (Group 3 versus 
Groups 1+2) p <0.001

Table 3.3  Short-term outcome and repetition of attempts in 50 adolescent self-poisoners 
(adapted from Hawton et al. 1982, Oxford study)
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an earlier episode (Sakinofsky 2000; Owens et al. 2002). The risk of repetition 
is greater in the first few weeks following self-harm and repetition increases the 
risk of eventual suicide (Zahl and Hawton 2004). 
 Whilst this is clearly important in terms of risk assessment and preven-
tion of repetition, identification of high risk periods following the initial act 
of self-harm have received little attention in research. In another study of 
repeat self-harm, data from the first episode of self-harm were re-examined. 
Young people who were repeat self-harmers compared to those who had 
harmed themselves only once were more likely to be experiencing ongoing 
life stresses, difficulties in school and more serious suicidal intent (Gispert 
et al. 1987). Repetition measures to assess risk in adults who self-harm have 
been published. However, similar measures for use with children and adoles-
cents have yet to be developed.
 Brent (1997) provides an overview related to the aftercare of self-harm. He 
was particularly concerned with the suicidal risk and environmental factors 
most likely to maintain self-harming behaviour. Brent identified important key 
elements, such as obtaining a ‘no suicide’ contract, addressing non-compliance, 
family education, remediation of social skills, and problem solving deficits, 
alongside the treatment of coexisting psychiatric disorders. 

Adverse psychiatric and psychosocial outcomes

In addition to repetition, suicide attempts have been associated with other 
outcomes, such as difficulties with social and psychological adjustment. 
Pfeffer et al. (1991) carried out a six- to eight-year comparative study of 100 
pre-adolescent and adolescent inpatients in New York. The strongest risk fac-
tor for a repeat suicide attempt was the presence of a mood disorder. Pfeffer et 
al. (1993) also found that girls were more likely than boys to make multiple 
suicide attempts during the six- to eight-year follow-up. The evidence dem-
onstrated that many of the repeat suicide attempts occurred among young 
people who reported a suicide attempt at the time of initial assessment. Half 
of this group reported multiple suicide attempts during the follow-up period. 
Asarow et al. (1987) found that inability to access social support from signifi-
cant individuals and minimal social activities with peers were risk factors for 
continued suicidal acts.
 In Pfeffer’s follow-up study (1993) investigating rates and psychosocial 
risk factors for suicide attempts during follow-up, it was observed that chil-
dren who attempted suicide in the follow-up period were 3.5 times more 
likely to have a mood disorder a year after their initial attempt. Other reports 
indicate that even when mood disorder resolves, problems with social adjust-
ment can persist. Lewinsohn et al. (1994) found that outcomes of childhood 
self-harm were similar to that of depression. 
 Pfeffer and colleagues (1993) also found that repetition of self-harm is often 
linked to episodes of depression. However, Kerfoot et al. (1996) suggested that 
major depressive disorder often remits following acts of self-harm. Pfeffer (1993) 
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reported that young people who harmed themselves or had suicidal ideas were 
more likely to have a variety of psychiatric disorders and poorer social adjust-
ment during the post-attempt course. The findings from this study suggest a 
chronic morbidity as these children grow up. Pfeffer et al. (1993) concluded that 
these children required a multi-modal approach, geared towards reducing rates 
of repeat self-harm and the most fatal outcome of all, completed suicide.

Completed suicide

One of the longer follow-up studies is a 10- to 15-year follow-up study of over 
1,500 patients using registers from Swedish institutions (Otto 1972). The 
study found that 67 people died, with 80 per cent by suicide. Granboulan 
et al. (1995) found that out of a sample of 265 hospitalised adolescents, 15 
subjects had died within a follow-up period of nine years. One died from 
natural causes, five had committed suicide and nine had died from unnatural or 
violent causes other than suicide. In all 14 cases, the cause of death appeared 
to be linked to disorders which first started during adolescence. It is widely 
recognised that official suicide rates conceal the real scale of fatalities, particularly 
with the younger population. 
 Recent research has noted the rising rates of completed suicide as part of 
a wider trend of increases in a range of psychosocial disorders. WHO (2004) 
estimated that about 1.5 million people die by suicide each year. Again, this 
is an estimate and the true figure may be considerably higher. It has been sug-
gested that the actual numerical burden and years of life lost to suicide may 
be greater in young people (Jamison and Hawton 2005).

Assessing outcomes – randomised controlled trials

The findings reviewed thus far suggest that young people who harm them-
selves are at risk of a range of adverse outcomes. How can these outcomes 
best be prevented? Randomised controlled trials (RCTs) are seen as the ‘gold 
standard’ in the world of research. They are used to objectively test the effi-
cacy of treatments, and randomisation is used to balance confounding factors 
between treatment groups. Additionally, there has been extensive work con-
ducted using qualitative techniques and invaluable personal testimonies 
which could be the subject of a book in itself. However, the extent of the 
available RCT research literature precludes the need to include these other 
informative, well conducted studies in this chapter. 
 A key review of RCTs was conducted by Hawton et al. (1998b), who car-
ried out a systematic review identifying and analysing the findings from all 
RCTs which had examined the efficacy of treatments on patients of all ages 
who had self-harmed. A total of 20 trials were identified in this review and 
were classified into ten categories according to type of treatment received – 
e.g. problem solving therapy versus standard aftercare. The review included 
studies in which experimental subjects were offered some form of problem 
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solving therapy, compared with the standard or routine care (treatment as 
usual) received in the control group. The studies are summarised in Table 3.4. 
Rates of repetition were measured as opposed to actual suicides owing to the 
large numbers which would be required to evaluate trials in terms of com-
pleted suicide. The quality of concealment from allocation was rated in each 
study, with 1 indicating poor quality, 2 medium quality, and 3 high quality. 
 The results of the systematic review indicated that there is insufficient evi-
dence to make strong recommendations about the type of aftercare needed to 
prevent recurrence of self-harm. Treatment options are likely to vary greatly 
between different countries and regions. One of the limitations not high-
lighted was the vast difference in the age between the populations studied. 
Some children were as young as 12 and other people were as old as 68. This 
provides extreme heterogeneity between subjects, and ultimately causes dif-
ficulties in designing appropriate treatment packages.

Randomised controlled trials with adolescents who self-harm

In a book about children and young people, it is pertinent to identify those 
RCTs which have investigated outcomes with adolescents who self-harm. 
A review of published literature revealed only six relevant RCTs, one of 
which (Cotgrove et al. 1995) was highlighted in Hawton’s systematic review 
(Hawton et al. 1998b). 
 Cotgrove and colleagues (1995) conducted a study where adolescents dis-
charged from hospital following a suicide attempt were randomly allocated 
to two arms of a trial. The first group received standard care, plus a token 
(green card) which allowed them to be readmitted to hospital on demand. 
The second group (control group) received just the standard management. 
The hypothesis behind the study was that in order to reduce future self-harm, 
the young person could use their green card to temporarily ‘escape’ from their 
environment until the crisis or stressful situation had resolved. Follow-up was 
at one year and involved a total of 105 participants. All the young people were 
aged 16 or under with a mean age of 14.9 years. Forty-five per cent received 
the green card treatment and 55 per cent were allocated to the control group. 
 The comparison revealed that six per cent in the treatment group made 
further suicide attempts (11 per cent making use of their green card), whereas 
in the control group 12 per cent made a further suicide attempt. The other 
interesting finding was that the clinician’s crude estimate of risk from the 
index episode (low, medium, high) correlated significantly with repeated 
self-harm or suicide attempts. Cotgrove et al. (1995) reported that the young 
people used their green cards appropriately and concluded that this very sim-
ple technique had a lot of potential to researchers and clinicians in the field. 
 A second randomised controlled trial with adolescents was of a home-based 
family intervention for children who had poisoned themselves. Harrington 
et al. (1998a) compared a brief home-based programme conducted by child 
psychiatric social workers with adolescents and their families, plus routine 
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care with subjects who received routine care only. The hypothesis was that 
the new treatment would lead to lower levels of suicidal ideation and that 
the families would be able to function better as a whole. Repetition was 
not included as the main outcome measure, although data was presented on 
rates of repetition. In total, 85 young people were allocated to the treatment 
group and 77 to the control group. 
 Overall, the findings demonstrated no greater effect of treatment than 
offered by routine care. However with a non-depressed subgroup, those having 
the family intervention had significantly lower levels of suicidal thinking than 
those who did not. The authors considered whether there seemed to be an effect 
of treatment with young people who did not have a depressive disorder. Brent 
and colleagues (1997) reported a similar trend. They concluded that other inter-
ventions, such as individual therapy and cognitive behaviour therapy (CBT) 
approaches may be more effective with young people who take overdoses. 
 In a further randomised controlled trial, Wood et al. (2001) investigated the 
benefits for adolescents randomised to either a group treatment referred to as 
‘developmental group psychotherapy’ plus usual care (DGP) or treatment as 
usual (TAU). Sixty-three young people were recruited to either arm of the trial. 
The young people were followed up on average seven months after entry into 
the trial. Adolescents who received the group treatment demonstrated a signifi-
cant reduction in self-harming behaviour (six per cent in the DGP group versus 
32 per cent in the TAU group at seven months’ follow-up). The young people 
in the group programme had fewer episodes overall, and those who repeated 
their self-harm had a longer time to the first repetition in the active treat-
ment group (7 weeks in the DGP group versus 11 weeks in the TAU group). 
However, there were no differences in suicidal thinking or depression scores.
 On the strength of this study by Wood et al. (2001), and to test the effi-
cacy of the intervention in other locations, the same team commenced a large 
multi-centred trial. Internationally, this is currently the largest trial of young 
people who repeatedly self-harm. In total, 366 young people aged between 
12 and 17 were recruited across eight different sites, involving eight spe-
cialised Child and Adolescent Mental Health Services (CAMHS) teams. The 
trial was a two-arm, single blinded, randomised allocation trial of the manu-
alised group treatment (DGP) in addition to usual care, compared to usual 
care alone. Primary outcome assessment was similar to the previous trial, but 
also included an economic evaluation and, perhaps controversially, an adapted 
version of the Structured Clinical Interview for DSM-IV axis II personality 
disorders (SCID-II) which is used with adults. The results of this important 
RCT are currently being analysed, and the final report will be published in 
summer 2010 (Green et al. 2010).
 Bennewith et al. (2002) evaluated a general practice-based intervention 
whereby GPs were given management guidelines for good practice involv-
ing self-harm, and subsequently proactively offered clients with self-harming 
behaviour the opportunity for a consultation. Although the study was a par-
ticularly well conducted RCT with a large sample size (n=1,932), it failed to 
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find any significant differences between the intervention and non-interven-
tion groups on any of the three outcome measures that were evaluated (repeat 
episodes of self-harm; number of repeat episodes; and time to first repetition). 
This rather disappointing outcome is unfortunately supported by the broader 
range of general practice-based training and other initiatives evaluated in the 
wider literature.
 A further RCT by Carter and colleagues (2005) evaluated ongoing contact 
via postcards sent to people following discharge from hospital following self-
poisoning, the most common form of self-harm by young people. The results 
were slightly more optimistic, but still produced limited positive outcomes. 
No significant differences were found in the absolute likelihood of further 
admissions. However, the intervention group – who received eight sup-
portive postcards enquiring about their well-being over a 12-month period 
– showed a substantive and significant reduction in the total number of epi-
sodes recorded. For the control group, 192 episodes were recorded versus 101 
for the intervention group. For a very minimalist intervention this is quite a 
substantial outcome in clinical terms. Further evaluation of the Carter study 
demonstrated that the impact primarily related to improvements for women 
rather than men, suggesting that the intervention may benefit from targeted 
rather than general implementation. 
 Finally, a quantitative self-harm study by Kapur et al. (2004a) involved 
a retrospective cohort study of people attending A&E departments follow-
ing self-poisoning. Following adjustment for baseline differences, receiving a 
psychosocial assessment was not found to be associated with reduced repeti-
tion rates. However, being referred for specialist follow-up did reduce rates 
of subsequent repetition. This was a particularly well conducted study with a 
large sample size (n=658).

Systematic reviews 

Systematic reviews seek to identify, appraise and evaluate all high quality 
research evidence in a particular area. An overview of systematic reviews con-
ducted by the Scottish Executive (2008) identified seven published reviews 
involving adolescents and young people and these are summarised in Table 3.5 
below. Overall, these studies conclude that some treatments may show prom-
ise, but more research is needed to provide adequate evidence.

Other studies

The review of the effectiveness of interventions to prevent suicide and suicidal 
behaviour (Scottish Executive 2008) did not identify many high quality stud-
ies. In addition to the RCTs identified in Table 3.5, the review noted only 
two other studies which were considered to be well conducted.
 In the first study, Perseius et al. (2003) looked at outcomes in the context 
of both self-harm and suicide attempts, with dialectical behaviour therapy 
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(DBT) showing some promise when used with patients who have borderline 
personality disorder. This treatment is discussed further in Chapter 7. In the 
second study, Cowdery et al. (1990) reported a case of behaviour therapy to 
reduce self-harm. A nine-year-old boy substantially decreased the frequency 
with which he self-mutilated over the course of 50 therapy sessions, using dif-
ferential reinforcement of other (non-self-harming) behaviour (DRO). He was 
not reported as having any specific mental health diagnosis.

Table 3.5  Systematic reviews of interventions to prevent self-harm and suicide in young people 
(from Scottish Executive 2008)

Authors Outline of review Conclusion

Hepp et al. 
(2004) 
(25 RCTs) 

Psychological and psychosocial 
interventions involving people 
who had attempted suicide or 
engaged in deliberate self-harm

Minimal interventions (e.g. green 
card initiatives) and psychodynamic 
interventions (e.g. CBT and DBT) show 
promise but more research is needed to 
provide adequate evidence

Macgowan 
(2004) 
(10 RCTs)

Psychosocial treatments in 
adolescents

A number of treatments are cited as 
promising, but the authors conclude 
that current evidence of efficacy is weak 
and research designs are poor

Merry et al. 
(2004) 
(13 RCTs)

Psychological and/or psycho-
educational interventions 
involving children and 
adolescents

There is insufficient evidence to 
warrant the introduction of depression 
prevention programmes to reduce 
suicide attempts and completed suicide

Ploeg et al. 
(1996) 
(11 RCTs)

Curriculum-based prevention 
programmes with adolescents 
involving prospective studies 
with a control group or before/ 
after evaluation

There is currently insufficient evidence 
to support curriculum-based prevention 
programmes. The evidence suggests 
there may be both beneficial and 
harmful effects on attitudes related to 
suicide

Gould et al. 
(2003)

Psychological and 
pharmacological treatments 
with people who had harmed 
themselves

There remains considerable uncertainty 
about which forms of psychosocial and 
physical treatments for patients who 
harm themselves are most effective

Ryan 
(2005)

Studies of any treatment for 
depression involving children 
and adolescents with depression

Cognitive behavioural therapy and 
interpersonal therapy are better 
than treatment as usual; several 
antidepressants are more efficacious 
than placebo; there is a correlation 
between treatment with SSRIs and a 
decrease in completed suicide, however 
comparing all antidepressants as a 
single group the association is with an 
increase in suicide
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 In summarising the evidence in relation to self-harm and attempted sui-
cide, the Scottish Executive (2008) concluded that there is some evidence that 
DBT may be of value. However, they note that it is important that future 
research outcomes relating to the cognitive components of both this ther-
apy and of CBT are distinguished from outcomes attributable solely to the 
behavioural component. In the same review, there is also some support for the 
efficacy of ongoing contact. 
 However, in the context of self-harm, outcomes for this form of inter-
vention are slightly less convincing than is the case for attempted suicide. 
There is currently no support for the efficacy of GP-based contact and train-
ing initiatives or for psychosocial interventions carried out in the context of 
emergency medical assessment or admission. However, there is some limited 
evidence for referral to specialist services following acts of self-harm (Scottish 
Executive 2008).

NICE guidelines

Clinical guidelines are systematic statements about best practice. They are 
designed to help professionals, health service commissioners and users to 
make informed decisions about appropriate treatment options for specific 
conditions. Clinical guidelines published by NICE set standards for the short-
term physical and psychological management and secondary prevention of 
self-harm in primary and secondary care (NICE 2004a). 
 The guidelines apply to adults and children aged over eight who have self-
harmed and their families and carers. The purpose of the guidelines is to 
improve standards of care, reduce variations in service quality and ensure that 
children and young people who self-harm receive care, treatment and man-
agement that meet their needs. They are intended to build on the knowledge 
and skills professionals have in recognising and responding appropriately to 
young people who self-harm. The guidelines are also designed to help develop 
and maintain high quality support, care and treatment interventions for 
young people who self-harm and their families or carers. 
 Focusing on the first 48 hours of care following self-harm, the guidelines 
evaluate the following areas:

• specific roles of primary and secondary care professionals
• risk assessment and management strategies
• specific psychological and pharmacological interventions
• specific service delivery systems and service led interventions.

The NHS Centre for Reviews and Dissemination (1998) examined effective 
health care for self-harm and concluded that there is insufficient evidence to 
recommend a specific clinical intervention. However, several treatments have 
produced positive outcomes and these are discussed in detail in Chapter 7.
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Summary

Although no form of treatment has been found to be effective in stopping or 
significantly reducing self-harm by children and young people, some inter-
ventions appear to address other factors associated with self-harm in this 
population, such as depression and emotional control (Social Care Institute 
for Excellence 2005). 
 Considerable uncertainty exists about which forms of psychosocial and 
physical treatment are the most effective. It is unlikely that one approach 
could fit all young people who self-harm. Approaches should be individual-
ised rather than generalised, and packages of care should be based on young 
people’s views and experiences. Some of the more promising treatments for 
suicidal and self-harming young people will be explored later in the book. 



 

4   What do young people tell us 
about self-harm?

Key points:

• There is an extensive body of research focusing on the views and opinions 
of young people who self-harm. It is important that professionals and 
other adults take full account of this when planning, delivering or evalu-
ating self-harm interventions and services.

• Young people often say that using physical pain is a way of distracting 
themselves from distressing thoughts and feelings. Indeed, many report 
that physical pain caused by cutting or burning is easier to deal with than 
emotional pain. 

• The caring professions in particular can be extremely paternalistic and 
it is not unusual for professionals to want to rescue the young person 
from their distress and make them better. To do this, professionals may 
feel they have to stop a young person self-harming. This can be a prob-
lem if a young person does not want to stop and can actually make the 
problem worse.

• According to young people, positive attitudes, being listened to and 
given time, being treated in a safe environment and being involved in 
treatment decisions are all important. Rather than professional friends, 
young people want staff to be friendly professionals.

• Young people often report that support groups are helpful. Self-help 
groups and peer support programmes have been proposed as potentially 
effective in providing help to people who self-harm.

• Many young people who self-harm are very creative and use poetry or art-
work as a type of replacement skill when their emotions are running high. 
For some, it helps refocus them and distracts them from intense feelings. 
For others though, it can trigger self-harming episodes. 

Introduction

Despite popular belief, professionals and other adults do not always know 
what is best for a young person who self-harms. This chapter focuses exclu-
sively on the experiences and views of young people about self-harm. What 
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parents and carers tell us has been kept separate and is discussed later in 
the book. This chapter is split into three sections. The first describes young 
people’s views about self-harm; the second explores their views about profes-
sionals; and the third discusses young people’s views about treatments they 
receive for self-harm. 
 This chapter places less emphasis on messages from evidence-based practice, 
which was discussed in Chapter 3. Instead, it focuses more on what we refer to 
as practice-based evidence – testimonies from suicidal and self-harming young 
people themselves.

What do young people tell us?

There is a vast literature exploring service user views about self-harm. 
Although much of this has focused on adults, there have also been numerous 
investigations and studies involving young people (Arnold 1995; Garcia et al. 
2007; YoungMinds 2008). 
 I Feel like I’m Invisible was a report of an 18-month inquiry jointly conducted 
by the Mental Health Foundation and the Camelot Foundation (Dow 2004). It 
connects evidence and research about self-harm with policy and good practice 
recommendations. The report highlights the need for professionals to under-
stand why young people self-harm and what the triggers for this are. 
 Who’s Hurting Who? looked at the views of young people aged between 15 
and 25 about self-harm services (Spandler 1996). A key theme that young 
people reported was the need for control, both of the self-harm and of the 
meaning this had for them. Young people explained that when control was 
taken away from them, this often felt like abuse. This had the paradoxical 
effect of the young person harming themselves more. The report also drew 
attention to the apparent inability of helping services to accept that for some 
young people, self-harm is a way of life.
 The Opal Project is run by young people, for young people, and is made 
up of young people who self-harm and their friends. They provide a range 
of resources for young people, including the Spectrum Journal – a catalogue 
of notes, drawings, poetry and photographs by young people who self-harm. 
This is in addition to an information pack for parents and professionals, and a 
range of leaflets and posters that give positive messages about self-harm. The 
Opal Project is also able to provide talks about self-harm and the work of the 
project. This is for youth groups, organisations working with young people, 
schools and mental health services. 
 Researchers in the CASE study asked young people about many things, 
including bullying and abuse, drug and alcohol use. Relationships with 
friends and circumstances within their families were also explored. Any sig-
nificant life event was found to increase the risk of self-harm and, perhaps 
unsurprisingly, multiple or interrelated events increased their risk further 
still (Madge et al. 2008). 
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Truth Hurts – The National Self-harm Inquiry

One of the most important studies of young people’s views about self-harm, 
Truth Hurts, was undertaken by the Mental Health Foundation and Camelot 
Foundation in 2006. This brought together the available evidence from a 
range of sources about young people aged between 11 and 25. The Inquiry 
panel reviewed published literature and heard evidence from more than 35 
organisations and individuals concerned with young people and self-harm. 
Among other things, the report urged professionals and other adults who 
work with young people to hear the voices of young people (Mental Health 
Foundation and Camelot Foundation 2006). 
 Another key source of information is Understanding Self-harm, the report of 
a web-based questionnaire by SANE which explored the views of nearly 1,000 
people and respondents were aged between 12 and 60 (SANE 2008). Many of 
the key insights and messages for professionals contained in Truth Hurts and 
Understanding Self-harm and other key reports are included in this chapter. These 
are illustrated in speech bubbles, as well as several messages from young people 
which have informed the practice and knowledge of the authors.

Young people’s views about self-harm

This chapter is focused on the views of the young people who responded to 
the National Inquiry and draws on some of their personal testimonies which 
are referenced throughout the report. Other relevant reports and sources of 
information are discussed with a specific emphasis on young people’s views. 
The concluding paragraphs include the personal material and stories of young 
people who attended an outpatient programme in a Tier 4 service in the 
north-west of England.
 The National Inquiry focused on the journey of the young person from their 
first episode of self-harm, their experiences of services and ultimately recovery 
for some of the young people. There are many interpretations of why young 
people self-harm from the clinical and research literature but the strength of the 
Inquiry was how it captured descriptions from the young people themselves.

Self-harm used to be a way to get rid of feelings inside of me, to get out all the 
hurt, anger and pain that I was feeling. The rush is gone; the sense of feeling 
better was always so short-lived, so short that I was doing it many times. I’ve 
been through times when I haven’t been able to get up in the morning and 
function during the day without self-harm, but not now. Now the longer I can 
manage without it, the better. I’m trying to get my life ‘normal’.

Here are some of those personal testimonies about self-harming. Several 
statements were made by young people who did not give evidence to the 
National Inquiry. The statements from young people illustrate an important 
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distinction. They imply that rather than an attempt to take one’s life, self-
harm is often a way of taking control of and surviving the stresses of life.

It seems crazy but although my friends and family felt I was out of control I felt I 
was in control. Like I had found it again through self-harming.

Just like scar tissue that you might have now, it doesn’t tan in the sun because 
it’s dead. If you hurt inside for whatever reason, your insides will die and you 
don’t feel anything but your brain still works, you are still physically alive and the 
only way to bring those feelings back is to physically feel something.

These extracts suggest that self-harm brings around a sense of relief from 
tension and enables a balancing of emotions. Smith et al. (1998) express 
how neurochemicals play an important role in self-harm. Following a release 
of endogenous opioids, commonly known as endorphins, people who self-
harm often experience a sense of relief. These chemicals are released by the 
pituitary gland and hypothalamus when the body is injured in any way and 
they dampen down sensitivity to pain that will help the individual survive. 
Furthermore, people can become addicted to the release of these opioids and 
thus a greater level of self-harm may have to be inflicted to achieve the same 
effect. This biological perspective also implies that the endorphin release can 
provide an escape from what is felt to be unbearable pain.

I feel a warm sense of relief as though all the bad things about me were flowing 
out of me and made me feel alive, real.

Sometimes when I felt numb and empty, scratching myself helped me to feel 
emotions again. Brought me back to life in a way.

Serotonin is a neurotransmitter which is also implicated in self-harm. It is 
released when a person is subjected to high levels of stress. Some have suggested 
that being exposed to stress produces lower levels of serotonin over time. Low 
levels of serotonin can be linked to impulsive risk-taking behaviour and, since 
people who self-harm are often impulsive, it may be harder for those who already 
self-harm to resist the urge to do it again (Nav et al. 2005; Madge et al. 2008). 
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I don’t deal with daily stress well, so when extra events occur, however big or 
small, my tension levels rise resulting in my needing to ‘release’. Self-harm has 
proven to be most successful in dealing with this.

Self-harm also helps some young people regulate distressing ‘self states’, such 
as dissociation. This involves a disruption in what are usually integrated func-
tions of consciousness, memory, identity, or perception of the environment, 
which may be sudden or gradual, transient or chronic (American Psychiatric 
Association 1994). It has been suggested that some young people harm them-
selves in order to feel ‘real’, and that a form of dissociation ensues following 
the act which enables the young person to connect back to the here and now 
(Low et al. 2000; Farber 2008; Bracken et al. 2008).

At the same time as feeling numb I felt extreme pain, so I cut and it got rid of the 
feeling. Cutting in small amounts doesn’t usually help me to relieve pain. It used 
to but I’ve done it for so long I need to cut a lot to help it now.

If I had never cut myself I probably still wouldn’t be around today.

Much has been written about the way self-harm enables people to use physi-
cal pain as a way to distract oneself from distressing thoughts and feelings. 
Indeed, many young people feel that physical pain caused by cutting or burn-
ing is easier to deal with than emotional pain (Mental Health Foundation and 
Camelot Foundation 2006). It can also be a means of punishing oneself for 
perceived misdemeanours. 

My emotions vary rapidly and can be very intense. In an emotionally charged 
situation, I will either, during or shortly after, harm myself. I’m not good at 
dealing with emotions or communicating mine to others.

Another, more recent, report conduced by SANE (2008) provided some quali-
tative evidence about the reasons young people self-harm. Table 4.1 illustrates 
some of the reasons young people give for their first and subsequent acts of 
self-harm.



 

What do young people tell us about self-harm? 83

Many participants in the SANE (2008) research had long histories of self-
harm and some had begun self-harming at the age of four. Whilst some 
people report using self-harm compulsively, or to connect with their feelings, 
this was not the case for them. Rather, respondents had experienced a number 
of distressing experiences and used self-harm to bring about a sense of relief 
from the accumulation. A surprising number of people did not know why 
they self-harmed or felt that they had self-harmed without reason. Others 
described a type of ‘hidden self’. 

When others find me attractive or pretty or socially appealing I harm a lot more 
because I know that they are wrong and I am right and that I have a dark rotten 
core.

Another response describes this notion further:

I have to behave as if my feelings, beliefs and thoughts are different from what 
they actually are.

Young people hide their behaviour for various reasons. Some fear being a 
burden, whilst others are concerned about hurting or frightening their friends 
and family. Young people gave a range of explanations to SANE about why 
their hid their self-harm from others. These included feeling judged or con-
demned, and not wanting to explain or answer questions. Failing expectations 
was a specific issue and referred primarily to relapse of their self-harm. The 
most common motivation reported to SANE was to relieve mental pain with 
over half of all respondents citing this as their primary reason.

Table 4.1 Motivation for self-harm (from SANE 2008)

By accident ‘It was an accident. I dropped something on my hand and 
it was like a light coming on. I felt something at last. It 
felt really refreshing like I had learned something new and 
important.’

During a suicide attempt ‘I was intending to commit suicide but found relief from 
just one cut.’

In the context of self-harm 
aimed at eliciting a response 
from others

‘The first time I self-injured was a different situation to 
those which followed. I self-injured in order to avoid a 
violent punishment.’

When the primary motivation 
for harm was self-punishment 
or expression of self-loathing

‘First I did it to punish myself for not doing well in 
exams, then I did it because I wanted everything to stop.’
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Sometimes my emotional pain is so strong that I don’t feel I can take it and that 
it’s going to destroy me. I just know I need to stop it. Cutting my arms seems to 
help me do that.

As part of their research, SANE launched a website questionnaire charting the 
journey from the first to final acts of self-harm by young people who had recov-
ered. The age range included older people, however, the majority of respondents 
were below 25 years. For most, their self-harm had taken place during early or 
late adolescence. The research team asked open-ended questions and interpreted 
what the participants said. Some of the extracts are shown below:

First I did it to punish myself for not doing well in exams then I did it because I 
wanted everything to stop.

The first time I self-injured was a different situation to those which followed. I 
self-injured to avoid a punishment.

I had heard about people doing this when they were depressed and wanted to 
see how it would make me feel.

When I feel empty it’s like there is nothing inside me. I’d do anything to fill that 
gaping hole. I used to stuff myself with food but it was never enough but when I 
cut it just goes.

Learning from others

Without doubt, issues of contagion are present where groups of young peo-
ple live together. This issue was discussed in the first two chapters. Contagion 
frequently affects self-harm when the groups of children and young people typi-
cally have backgrounds of trauma, abuse and neglect. This is partly why there 
is an increased prevalence of self-harm in children’s homes, mental health inpa-
tient settings and prisons. Some argue that this problem is made worse due to 
scarce resources and competing demands for staff support. The young person 
who does not self-harm may come to observe that there are more benefits for 
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their peers who self-harm in terms of individual staff support time. The effects 
of peer group relationships on self-harming behaviour and on reaching resolu-
tion is an area which requires further research and attention.

The first time I self-harmed was in a mental hospital so everyone else around 
me was doing it. I kind of picked up the habit off them.

Just over a quarter of participants with a history of self-harm stated they 
had stopped. Commonly, people reported that they stopped self-harming not 
because they wanted to, but rather as a result of social pressure.

I still miss it and would continue if the scars were not so hard to hide and long 
in fading.

Some young people told researchers that they had stopped self-harming to 
accommodate changes in their role. Becoming a parent, an employee, wife or 
husband led some to stop. Others said they didn’t want to go on upsetting 
people such as their parents.

My parents found out and made me feel bad about it. I’m glad I don’t do it any 
more but only because I don’t want to upset anyone.

Stopping for some was linked to the maturational process. They reported grow-
ing in confidence, increased stability and more control over their lives. One 
account from a young person was that of being given permission, so to speak.

After I’d been in hospital, I went to the college nurse and told her I had been self-
harming. She told me that there was nothing wrong with doing it and that I should 
continue if I wanted to and booked me into see a counsellor. By telling me that 
I could do it, it took the guilt out of the cycle and I slowly began to stop. I finally 
realised that what I was doing wasn’t ‘bad’ or wrong it was just my way of coping.

This type of permissiveness may be an important element in encouraging 
young people to manage their self-harm. They sometimes experience a sense 
of self-loathing after an episode, and are left with similar emotions precipi-
tating the act. Therefore, for some it may be a way of intervening positively 
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in the vicious circle that young people often find themselves in. Conversely, 
some will stop because they feel guilt before and after self-harming.

Young people’s views about professionals

Various professionals in both statutory and voluntary sector services are 
involved in helping young people who self-harm. Whilst many young people 
have positive experiences of being cared for by staff, others have a negative 
experience. Truth Hurts painted a bleak picture at times. Young people told 
the Inquiry that the experience of asking for help often made their situation 
worse. Many of them were met with ridicule or hostility from the profession-
als they had turned to (Mental Health Foundation and Camelot Foundation 
2006). In a qualitative study of self-harm by Smith (2002), patients reported 
that adults often did not understand their behaviour or feelings. They reported 
that staff treated them like naughty children and made those who return to 
hospital following further acts of self-harm feel like failures. 

After I cut myself I feel good, like I’ve punished them, secretly. I can be talking to 
them and I can feel my arm and it’s like ‘stuff you’, like I’ve got one over on them.

Children and young people often have difficulty explaining their feelings and 
problems to others. They may not have the vocabulary to describe what is 
happening to them to the extent that many do not even ask for help. Mental 
health difficulties often go unrecognised or get passed off as teenage angst. 
Views expressed by adults that they will ‘grow out of it’ can erect barriers 
to communication and prevent access to professional help. Adults may, for 
example, assume that the child or young person is simply passing through a 
stage. Indeed they are, but for some they require help in navigating this stage. 
Minimising their distress can result in the young person becoming isolated.

She told me I should stop being selfish and think of my parents. She asked me 
what I would think if they died.

Adults may be alarmed by a teenager who talks about suicide and may use 
statements such as ‘you shouldn’t talk like that’ or ‘don’t be silly you have your 
whole life in front of you’. Whilst well intended, such comments are often per-
ceived by young people as unhelpful. The caring professions in particular can be 
extremely paternalistic and it is not unusual for staff to want to rescue the young 
person from their distress and make them better. To do this, professionals may 
feel they have to extinguish a young person’s self-harming behaviour. 
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 This can be a problem if a young person does not want to stop. Indeed, 
some youngsters have said they do not want to stop self-harming as it per-
forms an important and worthwhile function for them and does not harm 
anyone else. The natural instinct for people in the caring professions is com-
promised when the young person rejects help or does not want to reduce their 
self-harming behaviour. Young people report that having their means of self-
harm taken away from them may result in them finding alternative ways of 
harming themselves, such as not eating.

I have learned not to tell people when I self-harm because they will only want 
me to stop. I will only end up burning myself. I need to show on my skin all the 
hurt inside. I can be talking to you but when I feel my arm it’s like my body and I 
can decide what to do with me.

Being dismissed or disbelieved may also mean that the young person chooses 
not to verbalise their feelings. Instead, they may attempt to cope alone with 
what are often extremely frightening emotions. Initial responses by profes-
sionals to self-harm disclosures are crucial in engaging the young people in 
treatment. It is therefore imperative that professionals and other adults are 
mindful of these potentially counter therapeutic approaches.
 The poem below is written by a girl who was admitted to hospital following 
self-harm. It describes her unhelpful experience of conflict within a staff group.

Conflict, by Laura

I sit here thinking about my miserable life
Knowing that relief would come if you’d give me the knife

There is no chance of a silent tear
The staff don’t realise it’s all a bluff

And that deep inside I am not very tough
You all pretend that you care
But all you do is sit and stare

I’ve changed so much in so little time
Look at me now I used to be fine

My life no longer has any meaning
So recognise that I am actually screaming

I don’t want you to feel annoyed at me
Because you can’t fix what you really can’t see

Laura describes the dichotomy involving her need to be cared for and the 
inability of staff to see beyond her façade. Undoubtedly, it can be difficult 
for some professionals to avoid withdrawal or avoidance, at least temporarily, 
when faced with someone who is deliberately inflicting damage on themselves. 
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However, negativism by staff can foster hopelessness for the young person 
which is what Laura seems to be portraying in the poem.
 One of the key questions asked of young people by the National Inquiry 
was ‘what do you think could be done to help prevent young people from 
feeling that they want to hurt themselves?’ Over a quarter of the respondents 
said that they wanted someone who would listen to them and give advice and 
support. The Inquiry highlighted some of the work done by the charity The 
Place 2BE in early intervention. This charity provides a dedicated team to 
work with young people within the school environment in a room referred to 
as a ‘safe space’. The workers provide training for the school workforce in both 
identifying and addressing unmet emotional needs. 

The Head didn’t want me to mess up the league tables so she told my mum about 
self-harm and soon everyone in the school knew but no one could give me any 
real support because my role was to concentrate on getting A* for the school.

It is not new that there is much evidence commenting on the growing unhappiness 
among young people who are striving to deal with the challenges of our mod-
ern day society. Research from the children’s charity NSPCC reports that between 
2002 and 2003 over 3,000 children and young people called their counsellors about 
self-harm or suicidal thoughts (NSPCC 2007). A more recent survey by ChildLine 
shows that figures have tripled in the last five years to an average of nearly 60 a 
week. Over half of all the calls about self-harm are from children aged between 12 
and 15, and 16 times as many girls than boys call for help (NSPCC 2009). 

Views of accident and emergency staff

For many young people, their first formal contact following an episode of self-
harm is with their local accident and emergency (A&E) department. Much has 
been written about the important role of A&E professionals and some of this 
is discussed in Chapter 9. Whilst attendance at hospital following self-harm 
can be the first stage in accessing help and moving towards recovery, the proc-
ess can also be fraught with difficulties. 
 The young person presenting at A&E is likely to be distressed, confused 
and frightened, and the way in which the staff respond will clearly influence 
their engagement and experience of health care. Many staff are helpful, under-
standing and able to support the young person during their distress, but on 
too many occasions research has shown that this is not the case. The Royal 
College of Psychiatrists surveyed 509 people of all ages who attended A&E 
departments following an episode of self-harm. They found that a substantial 
number of patients had been blamed for wasting time as staff considered that 
their problems had been ‘self-inflicted’ (Palmer et al. 2007).
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I have not self-harmed in order to annoy staff but rather because something is 
very, very wrong inside.

According to Fortune et al. (2005), the majority of adolescents believe that 
they can cope on their own, and choose not to engage with professionals. This 
may be as much about personal choice as the belief that professionals are not 
competent to help them. In many cases they may be right. Other young peo-
ple who self-harm talk about wanting to be looked after by caring staff. The 
following quote is taken from the Basement Project, a service for people who 
have been abused as children and those who self-harm:

It gave me an excuse to go to the nurse and be bandaged up and taken care of.

This may be one reason the pejorative phrase ‘attention-seeking behaviour’ 
has become inextricably linked to self-harm in the minds of many. Young 
people have stated that in some instances they have self-harmed to commu-
nicate to others that they are distressed and that they have wanted to feel 
cared for and looked after. We have heard that it is part of human nature to 
seek positive attention from others, and some young people struggle to do 
this more than others. Responses to young people who self-harm should not 
be punitive or over parental. Rather, it is important to respond as a friendly 
professional and not as a professional friend. Maintaining a helpful, optimistic 
therapeutic alliance and healthy interpersonal boundary is imperative when 
the young person’s life may appear incredibly bleak (Burke et al. 2008). 

What they fail to consider is that maybe a young person simply needs someone 
to talk to, not specifically about self-harm but about the problems and issues 
they are facing in their daily lives which makes them turn to self-harm as a way 
of simply surviving.

Some of the personal testimonies described in the National Inquiry and in vari-
ous other reports, including NICE guidelines on self-harm, describe negative 
and sometimes hostile reactions from A&E staff. Although this is unacceptable, 
A&E staff often describe feeling inadequately qualified to support young people 
who self-harm. It is therefore crucial that better training, supervision and sup-
port for this key part of the children’s workforce is available. The following are 
examples of some young people’s experiences of feeling like time wasters.
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The doctor didn’t speak English but he was still able to convey his disgust with 
me. I could see it in his face and he certainly didn’t want to be bothered with me.

I was covered in blood and the admitting staff let me sit in the crowded waiting 
area. They didn’t even give me eye contact. Another patient gave me some 
tissues and spoke to me softly.

As if I didn’t feel crap enough, the student nurse who wasn’t much older then 
me cleaned my wounds without even speaking to me. She made me feel like a 
piece of dirt from under her finger nails.

Young people’s views of services

As well as their experiences of individual professionals, various consultation 
exercises have been undertaken to elicit young people’s views about the serv-
ices they receive. A project for young people aged between 13 and 25 in Leeds 
sought to understand the factors that make services for self-harm effective 
(Neill 2003). Confidentiality, having choice and being respected were identi-
fied as important factors. 

My nurse would spend loads of time teaching me alternative strategies when I 
felt the urge to self-harm. I had drawn up a safety plan with her which I carried 
in my bag. I had a list of other things to do and she was so kind and without her 
I don’t know if I would get through that horrible time in my life.

Young people’s views about self-management

We have heard that many young people who self-harm do not want profes-
sional help and prefer to cope alone or within friendship circles. Much has 
been written about self-management and the importance of the young person 
being able to distract themselves from self-harming. Some of these techniques 
which are reported by young people to be helpful are highlighted at the end of 
this chapter. One form of self-management which a lot of young people rate 
highly is the technique of postponing the urge to self-harm in the knowledge 
that the feelings will more than likely pass. One young person who spoke to 
the National Inquiry described this eloquently:
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I tried so many things, from holding ice cubes, elastic band flicking on the wrist, 
writing down my thoughts, hitting a pillow, listening to music, writing down pros 
and cons, but the most helpful to my recovery was the five minute rule where if 
you feel like you want to self-harm you wait for five minutes before you do, then 
see if you can go another five minutes and so on until eventually the urge is over.

Some young people describe managing their self-harm by developing different 
coping skills. An initial stage of effective self-management appears to involve 
understanding why one self-harms. In a sense, having the knowledge is power. 
Importantly and positively, a lot of young people believe their recovery is enhanced 
by learning self-management skills. 
 For some young people who self-harm, insight into the reasons why they do so 
is liberating and an essential part of coping, whereas others find the development 
of coping strategies essential during their recovery. The Mental Health Foundation 
and Camelot Foundation produced a questionnaire asking young people about 
treatments that had not been helpful. A substantial number of young people who 
were unable to disclose their self-harming behaviour gave the following reasons: 

They would think I was crazy like some screwball kid who was just a nuisance 
and playing some sicko games.

I expect they would give me sympathy, which would make the feelings worse.

They could be supportive but not know what to do and that would make things 
worse. Then everybody else would find out.

Support from family and friends

During adolescence, peer group relationships often become more intense and 
have a strong influence on the development of interests, beliefs and behav-
iour. Whilst young people may be less inclined to talk to their parents or 
carers, they may share their worries or concerns with friends. Research has 
shown that those who disclose their self-harm to friends are younger than 
those who share these with their family (SANE 2008). This was supported 
by young people who gave evidence to the National Inquiry. They were three 
times more likely to suggest talking to friends or family than professionals. 
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Previous studies have consistently shown that girls and young women are 
more likely to do this than boys and young men (Adams et al. 1995; Fivush 
et al. 2004; Madge et al. 2008). 
 Friends and peers have an important role to play in helping to identify and 
support those who are vulnerable. Studies have examined the social relation-
ships of young people who have taken an overdose, and a somewhat mixed 
picture emerges. Half say that they have no ‘close’ or ‘best’ friend, and this is 
more likely in boys (Kerfoot 1988). Since it is often best friends that young 
people confide in, this is a clearly a concern at a number of levels.

They would support me, as most of my friends have mental problems I take their 
problems and it helps me cope, so they can know mine.

Listening and supporting are important friendship qualities, but if the problems 
cannot be influenced or resolved within friendship circles, they may continue or 
worsen. Here, the support of parents, carers or professionals may be warranted. 
Within peer group relationships this often raises issues of loyalty and trust. 
Friends find themselves in a dilemma about ‘telling’ or sharing information in 
an attempt to enlist support for their friend. The absence of a supportive peer 
group may compound difficulties which can build up over time. In such cir-
cumstances, young people may feel as if problems have become insurmountable. 
A crisis may then ensue and self-harm may become an option.
 The nature of adolescence is often characterised by a mistrust of adults 
and the young person’s friend can often be more informed about the likely 
precipitating factors, extent of self-harm and possibly some of the maintain-
ing factors. A very young self-harming girl expressed her thoughts about her 
friend who also self-harms:

She is the only one who understands. She doesn’t judge or blow her top. She 
accepts me for who I am and without her in my life I would not be able to stop.

Conversely, the friends of young people who self-harm may be misguided and get 
out of their depth in either keeping the secret or feeling responsible for the friend’s 
inability to stop. These types of dialogue take place interpersonally and across the 
many internet sites, and require careful management for both parties.

Maria needed help but she made me promise I wouldn’t tell her parents. She 
wasn’t ill or anything it was just her mood, I didn’t think she would actually cut 
herself. I wished I hadn’t made the promise now.
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Vulnerable young people have a tendency to take on other’s troubles and it is 
unlikely that they are able to differentiate between what is psychological distress 
and what is simply part of adolescence. The situation may be further complicated 
if the young person she tells is self-harming themselves. This is a concerning yet 
common dialogue between self-harmers. However, it is also worrying as young 
people often feel a certain loyalty and may keep suicidal plans about others to 
themselves. When young people engage quite intensely with fellow self-harmers 
the relationship is a salient factor to be addressed for both.
 It is natural that young people will seek out like-minded peers. Even if 
adults dissuade them from particular relationships, the young person may 
rebel against the advice. The experience of clinicians is that young people who 
self-harm will find each other, whether permitted to or not, and the relation-
ship is highly likely to continue, whether covertly or overtly. 
 One of the main avenues young people communicate about self-harm is 
though Facebook and MSN chat rooms. They may feel very intensely and 
intimately involved with fellow self-harmers, and inevitably share experiences 
both positive and negative. However, left unchecked, these relationships may 
sometimes have a mutually negative effect.  For this reason, some have argued 
that grouping young people who self-harm together in a more controlled way 
may be effective (Wood et al. 2001). 

Alienation

The influence of friends and family is not always perceived by young people 
as helpful. An American study by Young and Gunderson (1995) looked at the 
families of 55 young people aged 14 to 18 who had been admitted to an inpa-
tient adolescent unit. Two-thirds of the cohort was suicidal and all had shown 
what the researchers called ‘self-destructive’ behaviour. The study made com-
parisons between the views of young people and those of their parents. It 
was reported that those who were more suicidal tended to see themselves as 
more alienated from their parents, more socially isolated and as having poorer 
overall functioning than others. Their parents did not concur, which to some 
extent supported the young people’s perception that they were alienated. 

What is the role of support groups?

Young people often report that support groups are helpful. Self-help groups 
and peer support programmes have been proposed as potentially effective in 
providing help to people who self-harm (Social Care Institute for Excellence 
2005). The National Self-harm Network (NSHN) provides support and 
advice to people who self-harm, as well as their friends and family. Harmless 
is a user-led organisation that provides a range of services about self-harm, 
including support, information, training and consultancy to people who self-
harm, their friends and families and professionals.
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 The pros and cons of support groups have been debated for some time, 
and there are certainly personal testimonies to the attractiveness of groups 
for young people. This is particularly the helpfulness of contact with peers 
who have had similar experiences. Being part of a group is an adolescent 
phenomenon, and as youngsters who self-harm can often feel excluded from 
their peers, the group can provide them with an inclusive experience. Careful 
orchestration by the facilitators can ensure that the group is a positive, correc-
tive experience and it has proven clinical utility (Wood et al. 2001). However, 
many professionals have reservations about this modality and are concerned 
that talking about self-harm to other people who self-harm may encourage 
people to continue, and to self-harm in new ways (Clarke 2003). 

Self-harm management strategies that young people find helpful

Since for many young people self-harm is a private activity, it is crucially 
important that they can develop strategies to cope alone. The remainder of 
this chapter focuses on material provided by a group of young people aged 
11–18 who repeatedly self-harm. This is used to illustrate how young peo-
ple develop self-management strategies to live with, and sometimes combat, 
self-harm. Approximately three-quarters of the young people who contrib-
uted the material regularly overdosed or cut themselves, and a minority used 
other methods, such as hanging, strangulation and burning. All the young 
people attended a group treatment programme called Developmental Group 
Psychotherapy (DGP), which was described in Chapter 3. 
 The young people formed an extremely heterogeneous group. Some chose 
current material, such as songs, to describe their experience, and several pro-
vided artwork, which included some graphic drawings of wounds and blood. 
Although many people find such artwork disturbing, graphic drawings or 
artwork are a common medium among people who self-harm. 
 Some young people prefer to write down their feelings rather than act them 
out. This may help distance themselves from the immediacy of the experi-
ence. Others may prefer vigorous physical activity to distract themselves from 
self-harm. The following are some of the titles of the young people’s work. 

• ‘All the platitudes about loss getting better with time – it 
doesn’t actually’

• ‘It’s not a bitter rivalry’
• ‘I looked in the mirror and hated myself’
• ‘Up close and personal’
• ‘Inside story’
• ‘Angels and Airwaves’
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Self-harm and poetry

Many young people who self-harm are very creative and use poetry or art-
work as a type of replacement skill when their emotions are running high. 
For some, it helps refocus them and distracts them from intense feelings. 
For others, it can trigger self-harming episodes. An open discourse about the 
communication may be helpful given that young people use creativity and art 
for different reasons.

Angels and Airwaves, by Kirsty

She was a wingless angel
She was a beauty hidden behind sorrow

Nothing made sense in her upside down world
No one held out a hand for her to hold it seems she just fell forever

Her wings were taken right from her back
She was a wingless angel
Perhaps he did love her

Suppose they were meant to be
So why did he love her and let her fall

Where did he go when she needed him most?
This world was so unfaithful to her

She was but an angel who lost her wings
She was a most precious stone

Hidden deep and fair in the darkest of caves
She wanted only to find her way

To be a someone
Why could they not help her?

She just needed help in finding her wings

Kirsty’s poem communicates her isolation and desire to be rescued. Referring 
to herself as a ‘wingless angel’ perhaps depicts the inertia of entrapment that 
surrounds her. The words appear to oscillate between the intolerable feelings 
of hopelessness without her wings, and Kirsty’s desire for someone to provide 
for her or help her find her wings.
 Penny is 15 years of age and began self-harming when she was eight. She 
has a history of abuse and has taken very serious overdoses over the past year. 
She struggles to communicate her inner turmoil and uses prose, art and poetry 
to compensate for her lack of verbal communication. Her poem on page 97 
expresses her wish to be saved from drifting too far. She expresses ambivalence 
about her plight and whether she can be saved in time.
 Nancy is 17 years of age and has a long term history of self-harming behav-
iour and she describes how it started and about the many reinforcing factors 
alluding to the addictive quality of the behaviour. Nancy’s poem ends up 
acknowledging that the course is as yet undecided.
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Think, by Nancy

I feel sad and lonely,
I need a way to let it all out,
My friend used to cut herself,

She said she felt better,
She’s stopped now though,

Maybe it will help me,
I start to cry,

I feel so depressed,
I can hear something inside my head saying

‘Do it, do it’
Whispering,

Egging me on,
I wipe my tears away,

They are a sign of weakness,
I will show no one my weakness,

I decide I shall try it
I go to my kitchen,

As dimly lighted as it may be,
I draw closer to the draw,

I open it,
Out comes a collection of cutlery,

My hand reaches for the first sharpest knife I see,
I pick it up,

The metal is cold and smooth,
The blade is sharp,
This knife is small,

So this will do nicely,
I go back into my room,

And press the ice-cold blade against my warm skin,
I press down and drag,

A searing pain comes from dragging the blade,
The pain numbs my mind, and I can feel again,

And think clearly,
I do it agin and again,

And when I finally stop,
I have many gashes on my wrist,

I look and think,
I do actually feel better,

But I won’t do it again, I mustn’t
Although I feel better I will always have these to remind me of my pain,

But as time heals them,
It will heal a peace inside of me,
And I will be able to move on,
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Self-harm and music

Young people often prefer to use the medium of art and music as a way of 
expressing feelings that they find difficult to verbalise. In particular, song 
lyrics are frequently associated with individual meaning. Two songs by the 
American rock group Linkin Park, ‘Breaking the habit’ and ‘Somewhere I 
belong’ are examples, chosen by young people, they contain lyrics which 
depict very eloquently the struggle of beating self-harm and the internal bat-
tle that often ensues between life and death.

Security management plans

As stated earlier, a central tenet in the treatment of self-harm involves self-
management. Many young people value their individualised security plan, 
which can be revised as techniques or strategies become less potent. 

Finally,
But even though I said never again,
Every night I still rip open my flesh,

Every time there was more,
And were deeper,

So before you think
‘Let me do it just once’

Don’t as even though it helps,
It’s very hard to stop,

You may end up doing it for a majority of your life,
You honestly never know.

Nearly noticed, by Penny

She is lonely
Even though you can’t tell

She is reaching out
For what, she doesn’t know

She will sit in silence
Hoping for someone to stumble across her and all her emptiness

But they only hope that they do it in time
Otherwise she will have drifted too far

And may have to let go of whatever grasps of the world she has
As she will slowly fade out of the lives of everyone

She repeats to herself ‘Nearly noticed’
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 As part of formulating the plan, young people select coping strategies 
which may include alternatives to self-harm, and often focus on harm mini-
misation, which is a risk management approach discussed in Chapter 7. 
Although currently there is no robust evidence to confirm the positive effects 
of individual security planning, it ensures that the young person is an active 
participant in their own recovery. A list of things young people reported they 
found to be helpful as a distraction from the urge to self-harm is shown below. 

• Stay in a public place
• Be with safe and supportive people
• Call a friend
• Write in a journal
• Watch a funny movie
• Make a no harm contract with your therapist
• Go for a drive
• Do relaxation exercises
• Do deep breathing
• Listen to music
• Read a good book
• Go for a walk
• Clean
• Take a bubble bath
• Go shopping
•  Wear a rubber band around your wrist and when the urge to harm is 

strong, snap it lightly
• Hold ice in your hand
• Use a washable red pen and make marks where you want to hurt yourself
• Get rid of anything you could hurt yourself with

Dealing with strong emotions

Young people also identify ways in which they attempt to cope with strong 
emotions, such as anger and sadness, or feelings of emptiness and guilt. These, 
of course, are also regarded by many young people as alternatives to self-harm 
in themselves. The logic behind many of these strategies is that when young 
people feel emotionally aroused they often have a lot of energy. The alterna-
tives provide ways to release that energy without causing harm.
 Recognising the emotions that precipitate self-harming urges often means 
that coping skills are more effective. Like the strategies to replace destructive 
self-harm with less harmful coping mechanisms, the ways in which young 
people attempt to manage strong emotions will vary. Indeed, some strategies 
may make a young person feel worse, and promoting them as helpful may 
actually increase their destructive self-harming behaviour. 
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 The following extract gives some examples of techniques that young people 
use to deal with strong feelings and urges. These were cited in The National 
Inquiry and have been endorsed in other research reports and in service user testi-
monies. The goals of these techniques are to help moderate impulsive behaviour 
and regulate emotions. Of course the list is not exhaustive, and what is helpful for 
one young person may not be an acceptable alternative to self-harm for another.

          Managing strong feelings

Anger

• Squeeze ice
• Do something that will give you a sharp sensation, like biting a lemon
• Exercise
• Take a walk
• Crumple pieces of paper; rip them up
• Take a cold shower
• Imagine getting even with the person who is making you angry or upset
• Listen to angry music; sing along, dance
• Scream loudly
• Snap a rubber band against your wrist
•  Cry – this releases emotions as well as making you feel drained and tired 

and if you sleep, things will usually seem better when you wake up
• Beat up something that isn’t alive, like a pillow
• Play a musical instrument, or bang pots and pans
• Cut up cardboard or an old piece of clothing or fabric
• Flatten aluminium cans for recycling
• Pick up a stick and hit a tree

Sadness

• Take a bath, put bubbles in it
•  Read a book that you like; read a children’s book – they always have 

happy endings
• Buy yourself a present
• Watch a funny movie
• Watch cartoons
• Go out somewhere with a friend
• Write, draw, play a musical instrument – express yourself creatively
• Hug a toy animal
• Hug a loved one
• Hug yourself



 

• Do something that you loved to do when you were younger
• Read jokes or funny stories – you can find lots of those online
•  Talk with a friend – you don’t have to talk about self-harm, talk 

about something cheerful
• Think about things that make you happy and make a list 
• Curl up under your duvet
• Listen to cheerful or calming music
• Play with a pet or sibling

Emptiness

•  Do something that will give you a sharp sensation, like biting a 
lemon or squeezing ice

•  Focus on one thing. Try to describe it like you would to a blind person
• Put a finger or a hand into frozen food like ice cream
• Put your hands under cold water; take a cold shower
•  Focus on your breath, on how your chest and stomach move when you 

breathe in and out. If you were not real you would not be breathing
•  Eat something mindfully. Pay attention to how it tastes and the sen-

sations that it creates in your mouth. Try to describe it to someone 
who has no sense of taste

•  List as many different uses as you can for a random object. Give 
yourself a number to reach – like 20, 40 or 50. Try to surpass that 
number. Don’t stop after two or three uses

• Interact with other people

Feeling guilty or like a bad person

•  List as many good things about yourself as you can. Give yourself 
a number to reach – like 20, 40 or 50. Try to surpass that number. 
Don’t stop after a few good things

•  Read something good that someone has written about you like a let-
ter, a recommendation or an evaluation

• Talk with someone who cares about you
• Do something nice for someone else
• Remember times when you did something good
•  What are you feeling guilty about? Can you change it somehow? Try 

talking with the person you feel guilty towards. Maybe they don’t 
feel as bad as you think they do

•  If you want to hurt yourself to punish yourself, punish yourself by 
not allowing yourself to self-injure instead
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Managing addiction

• Draw or write on yourself with a red pen or marker
• Paint yourself with red paint
• Squeeze ice
• Snap a rubber band against your wrist
• Cry
• Exercise
•  Buy a cheap tattoo, the kind that comes off after a few days and put 

it on yourself
•  Look at your old scars. This may trigger you more, so be careful. It 

may also make the urge go away because you are seeing and experi-
encing scars even though they are old

•  The point here is to create feelings and sensations similar to those 
you experience while hurting yourself. Some of these things create 
visual images like those you may want to see like scars or blood. 
Others release endorphins which is what happens when you hurt 
yourself and what gives you the feeling of euphoria

Waiting

•  Play the 15 minute game. Tell yourself ‘I will not hurt myself for 
15 minutes’

•  Pick a favourite singer or band and tell yourself that you will not 
hurt yourself whilst listening to them

•  Pick a day of the week and don’t hurt yourself on that day. Eventually 
add a second day, and then a third, and so on

•  Buy a calendar and give yourself a sticker for every day that you don’t 
hurt yourself

•  Pick a place to be your safe place, a place you won’t cut, like the 
kitchen, your room etc. Go there when you have an urge

•  The idea is to wait before hurting yourself … the urge may go away 
or be easier to deal with later

Experts by experience

The final words in this chapter are from an 18-year-old girl who has a long-
term history of self-harm and eating disordered behaviour who attended a 
specialist self-harm outpatient service. She has stopped self-harming and is 
undergoing plastic surgery to reduce her scarring. She now provides con-
sultation and direct support to parents and professionals. Her personal story 
elucidates the nature of and some motives for her self-injury. In the follow-
ing extract, Fay pays particular attention to distinguishing her self-harm 
from suicide, and throughout her story makes reference to the overwhelming 
depressive thoughts that were, and at times still are, part of her life.
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        Fay’s testimony

There will be a consummate list somewhere of every traditional, origi-
nal and creative method to damage yourself. Even smoking, getting 
wrecked and jacking up once in a while will be up there. This said, the 
majority of people will harm themselves in some way at some time in 
their life, with or without intent – maybe without even realising. Those 
who deliberately hurt themselves have, in essence, just stepped up the 
deleterious behaviour and made, whatever method intentionally harm-
ful to themselves – just like binge drinking, binge eating and smoking.
 Self-harm is harmful pain rather than harmful pleasure. I can’t speak 
for everyone obviously but to cut, burn or bruise yourself, at least for 
me, isn’t and wasn’t for pleasure. There tends to be a far more negative 
motive under the plasters. The act of self-injury can provide numerous 
voices for innumerable emotions and feelings. It holds many different 
meanings, feelings and functions for that self.
 As I saw it, there was no other way to describe or understand the unfath-
omable depths of what I was feeling. It was alien to me, it hurt desperately 
and without anything tangible to tackle I put my mind to my skin instead, 
in a futile effort to express what I couldn’t say. This was making my body 
become my voice. I didn’t bother or hurt anyone else. I was fixing it.
 Initially, it was a long lasting quick fix that would get me through the 
night or day. I think I was about 12 when I took to my arm with a pair of nail 
scissors. The cuts were superficial. A smattering of blood and a little stinging 
and it was done. A feeling of intense relief flushed through me. The preced-
ing months had been calorie-counted and calculated. I’d starved to gain some 
control over a life that I thought was falling apart right under my feet. 
 In the beginning, the starvation was never about weight loss, it was 
about self-destruction and the juxtaposed self-preservation as I recklessly 
grabbed at anything that could help. I’d lost myself somewhere along the 
way. This blanket of depression had settled itself heavily on my shoulders 
without warning, or apparent trigger, and little Miss A* student didn’t 
have a clever enough answer. She didn’t know how to fix it.
 After a while, its enchanting efficiency makes it a wholly plausible 
act to indulge in. As you position your sleeve out of the blood stream, 
the feelings of guilt and shame dissipate quickly. Self-harm is bitter-
sweet. Perversely, like a Swiss army knife, it’s multi-purpose. At times 
I cut to ground myself or in an effort to come back from whatever disso-
ciative state I was lingering in. Sometimes it was about survival – other 
times about purging my sins. Sometimes it was purely a release, like the 
exhalation of breath, it became natural.
 I remember past conversations with my GP when he was patching 
up my latest curative handiwork. In the end, he thought, in part, that 
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Summary

It is not easy to represent the views of children and young people because there 
is no typical person who self-harms. Different people harm themselves for differ-
ent reasons and at different times. Some people who self-harm say it is difficult, 
if not impossible, for people without personal experience to fully understand the 
issue. However, they believe it is important to listen, to try to understand and, 
most importantly, not to make assumptions or judge people. 
 Young people tell us that their friends are important and that they often find 
it easier to talk to them about self-harm than professionals or parents. In terms 
of what works for young people who self-harm, they say that continuity and the 
offer of longer-term interventions are important. They also want staff involved 
to be non-judgemental, accepting and genuinely interested in them. 
 The first part of any dialogue begins with the intital stages of assessment. The 
next chapter explores the assessment of young people’s psychosocial needs.

I’d become addicted. Whether to the actual act, the rush, the result, or 
what, I do not know, but I’ve since read about the endorphin argument.
 I guess in the end, self-harm even becomes a reasonable response. If you 
forget what caused the bleeding, burns or broken bones for a moment, it 
becomes acceptable. A simple cut can be fixed with a plaster. It can be 
nursed, tended and cared for. This is all technically within the bounds of 
sane human understanding. If you cut yourself on the bread knife innocently 
when cooking, your mum will whip out her first aid kit and kiss it better, 
but if you cut yourself intentionally on that bread knife, there’s confusion 
around whether it’s the first aid kit or the psychiatrist you need.
 Something to point out about self-harm is that it is not a suicide 
attempt. In some ways, it’s an attempt to stop suicide, or at least delay 
it. There are so many rumours and misconceptions surrounding this 
taboo subject. To turn on yourself, you seemingly need to be mad, dan-
gerous, attention seeking, unfeeling and/or manipulative. I’m none of 
these things, but neither am I the oddball exception.
 My self-harm continued for five years. I stopped just after my 17th birth-
day. In time, the rush had worn off. This admittedly crude tool had ceased 
to work, and again, I was alone. Since then, my depressions have worsened. 
Everything’s worsened. Proof perhaps that painting over the cracks doesn’t 
repair the damage. Today, I’m left with bad hypertrophic scarring that, I’m 
told, will need plastic surgery and even then I’ll still be scarred. 
 That first, frenzied fix became my life for half a decade. Even now 
I’ve given up my razors, I’m still suffering the after-effects and am still 
considered one of those mad, dangerous, attention seeking, unfeeling 
manipulative folk that no one seems able to understand.



 

5   Making sense of self-harm
The process of assessment

Key points:

• All professionals are expected to make an assessment before embarking 
on a course of action. Although the assessment framework varies across 
professional groups, there are several common principles which should 
apply in all situations.

• Self-harm means different things to different young people at different 
times, so the assessment process needs to reflect this. Different types and 
levels of assessment are needed depending on the context in which profes-
sionals work and the severity and complexity of concern about a young 
person. Options will include referring to more or less specialist assessment 
services, and professionals must decide whether to assess a young person 
alone or as part of a wider multi-disciplinary or multi-agency team. 

• All young people who have self-harmed should have their psychosocial 
needs assessed. This is to explore psychological, social and motivational 
factors that have led to self-harm, as well as to evaluate suicidal intent and 
the young person’s level of hopelessness. 

• The assessment process should be extensive, dynamic, and rely on several 
sources of information from young people, parents or carers, and teachers 
or other professionals.

• Structured assessment tools can be helpful, but all have their limitations 
and none predict risk with full certainty. Therefore, they should not be 
used in isolation or as a substitute for a full assessment, and results of 
questionnaires or assessment tools should always be considered in context.

• Making sense of the assessment requires the professional to consider 
the information they have gathered in the context of the research and 
evidence-based knowledge about self-harm and suicidal behaviour by 
young people.

Introduction

In order to help young people who self-harm, we must first seek to under-
stand, communicate this understanding and create a therapeutic alliance 
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which is the bedrock for positive change (Armstrong 2006). Assessment is a 
core part of our work with young people who self-harm, so it is important to 
be clear about what it means and what it involves. The process of assessing 
self-harm is as important as any subsequent care or treatment intervention. 
 This chapter is structured in two parts. First, we explore the com-
ponent parts of an effective and comprehensive assessment, and second, 
we describe several standardised assessment tools that can be helpful in 
assessing self-harming and suicidal young people. Two case vignettes are 
included to illustrate the common challenges facing professionals who 
assess self-harming or suicidal young people. The assessment and man-
agement of risk, a fundamental part of the overall assessment process, is 
discussed in a separate chapter.
 It is important to say that many young people who self-harm want help, 
but many resist professional intervention. If they do not want treatment or are 
unwilling to recognise that their self-harm may be a problem, it will be very 
difficult to engage them in a meaningful and helpful relationship. As Barish 
(2004) highlights, a reluctant child is a difficult child to engage. In this case 
it may be wise to offer brief advice based on safety and harm minimisation 
followed by the offer that the young person can return for an assessment if 
they want help and support in the future. This brief intervention may lead to 
engagement for assessment or treatment at a later date (McKay et al. 2006).

Why do an assessment?

Assessment is the decision making process, based upon the collection of relevant 
information, using a formal set of ethical criteria that contributes to an overall 
estimation of a person and his circumstances (Barker 2004). It is helpful in under-
standing how young people perceive, appraise and cope with their difficulties. 
Assessment is a multifaceted process. It involves asking questions and making 
observations, both objective and subjective, about how someone looks and behaves 
and what they are saying to you. Completing a thorough assessment maximises 
skills of engagement with young people and is more likely to lead to willingness 
to take up the offer of supportive therapy (Ougrin et al. 2009).
 A thorough assessment involves the gathering of information from a range 
of sources and making sense of it. At times, there may be a variance between 
what a young person says, what they do and what the assessor and others 
report or observe. All professionals should be expected to make an assessment 
before embarking on a course of action. Although the assessment framework 
varies across professional groups, there are several common principles which 
should apply in all situations. These include the importance of keeping the 
young person at the centre of care and treatment decisions, using a process 
which is easy to understand and apply, and not excluding the application of 
other assessment models.
 For many reasons, the assessment of young people who self-harm is often 
inadequate. The psychosocial and risk assessment of people attending A&E in 



 

106 Making sense of self-harm: the process of assessment

the UK has been described as lacking, characterised by inadequate inquiry and 
poor documentation of mental health findings (Merrill et al. 1992; Kapur et al. 
2008; Taylor et al. 2009). In undertaking a competent assessment, Brent (1997) 
suggested the need to cover five domains:

Assessment domains (adapted from Brent 1997)

• Characteristic features of the self-harm attempt
• History of suicidality and psychopathology
• Psychological characteristics
• Family-based factors
• Availability of self-harm means

Similarly, Hawton et al. (1982) identified several broad aims of the initial 
assessment process: 

Assessment aims (adapted from Hawton et al. 1982)

• Establish a rapport with young person and their family 
• Understand reasons for the self-harm
• Clarify the nature of the young person’s difficulties
• Identify any possible mental health problems
• Establish what help might be needed

The guidelines proposed by both Brent and Hawton were developed on the 
basis of extensive clinical experience. How the professional or other adults 
broker this type of inquiry will vary, but these areas should generally be 
addressed during the stages of the assessment process. 

What kind of assessment?

Arguably, anyone can do an assessment, but what skills does one need in order 
to perform a ‘good’ and useful assessment? Engagement through the develop-
ment of a therapeutic relationship relevant to the context is paramount for two 
vital reasons. First is about emotional investment. If the young person is not 
likely to see you again it is important to make this explicit. This helps avoid the 
young person feeling let down if they expect to receive ongoing support. 
 Second is about managing expectations. If you plan to work with young 
people for some time, tell them about the options and how they might want 
to best use the time. Be clear about your role and remit, are you someone 
that can ‘signpost’ them on to a different service, someone who can see them 
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for regular appointments, or someone who they can call to see spontaneously 
when they feel the need? If you are signposting/referring/transferring them to 
another service, discuss all the options: Do they want to go there? Would it 
help if you accompanied them the first time? Could this be part of your role?

Different assessment styles

We saw in Chapter 3 that different professionals use different diagnostic 
frameworks, formulations and a range of therapeutic models to understand 
and address self-harming and suicidal behaviour. For example, medical pro-
fessionals may lean towards the use of psychiatric diagnoses, whereas nurses 
may be more likely to focus less on the condition and more on how the indi-
vidual perceives and copes with their difficulties (Altschul 1997). Assessment 
techniques also vary. Nurses, psychologists and other professionals often use 
clinical or case formulations, which offer a hypothesis about the cause and 
nature of the presenting problem. 
 For example, a psychodynamic formulation will usually comprise a summa-
rising statement, background events and a description of core psychodynamic 
factors using a specific model and a prognostic assessment (Perry et al. 1987). 
Formulations are considered by some to be less categorical than psychiatric 
diagnoses (Bond and Bruch 1998). The use of diagnoses, formulations and 
other conceptual models is often an area of controversy among professionals 
who work with self-harming or suicidal young people. 
 Regardless of professional or theoretical orientation, it is essential to apply 
a systematic framework to assess and understand self-harm. The assessment 
process will usually lead to a formulation which may or may not include a 
clinical diagnosis. This is used to base decisions about care planning and man-
agement strategies. Again, regardless of one’s profession and the assessment 
tools they use, it is important to keep the young people and, where appropri-
ate, their parents and carers informed about the process. 

Assessments in context

Assessments take place in a range of different contexts. Time is often of the 
essence, and it is important to use the available time a professional has effec-
tively. Sometimes, a snapshot of the key issues will be required whilst other 
times assessments will be detailed and carried out over a longer period, per-
haps during several sessions. The type of assessment needed also depends 
partly on the seriousness of the situation and who the young person chooses 
to ask for help. Young people often talk to adults they feel comfortable with, 
prioritising this over and above the person’s knowledge and experience.
 In some situations, the health professional is likely to have little prior 
information on which to base their assessment. In other circumstances it 
may be possible to perform an assessment which is detailed, comprehen-
sive and based on multiple sources of information. In either case, Mitchell 
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(2006) suggests that it is important that the health professional performs an 
assessment that is structured.

Developing a therapeutic relationship

The reaction a young person receives when they reveal their self-harm has 
a major impact on whether they go on to get help and recover (Jones 2003; 
Mental Health Foundation and Camelot Foundation 2006). A systematic 
review conducted by Lambert and Barley (2001) summarised over 100 studies 
concerning the therapeutic relationship and outcomes of professional inter-
vention. They focused on four areas that influenced service user outcome:

• extra therapeutic factors
• expectancy effects
• specific therapy techniques
• therapeutic relationship factors.

Within the review, the researchers averaged the size of contribution that 
each predictor made to outcome. They found that 40 per cent of the variance 
was due to extra therapeutic factors, 15 per cent to expectancy effects, 15 
per cent to specific therapy techniques, and 30 per cent of variance was pre-
dicted by the therapeutic relationship. Lambert and Barley (2001) concluded 
that improvement in psychotherapy may best be accomplished by learning to 
improve ones ability to relate to service users and tailoring that relationship 
to help meet their needs.
 Research findings concerning first responses are important when we con-
sider young people who self-harm. This is in terms of what constitutes good 
communication skills with children and young people, and an understand-
ing of the predicament the person may be facing (Jones 2003). It has been 
observed that some children and young people who have had been sexually 
abused are more sensitive to adult responses, and struggle to communicate 
their difficulties when asked about them. They may experience fear, embar-
rassment or feeling that they will not be believed (Lawson and Chaffin 1992; 
Sharland et al. 1996). Whilst we heard earlier that most young people who 
self-harm have not been sexually abused, a proportion have been. The rela-
tionship between sexual abuse and self-harm was discussed in Chapter 2. 
However, these messages from research may be generally helpful when we 
consider the overall process of assessment of young people who are often expe-
riencing problems they find difficult to discuss. 

Information gathering

Before addressing suicidal or self-harming behaviour, it is important to set 
the scene by understanding the young person in context. Armstrong (2006) 
suggests that information about the following factors should be sought:
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• family, using family tree or genogram
• peers, school and hobbies
• other agencies and professionals involved
• developmental history
• physical health, emotional health and well-being and history of abuse 

or neglect
• alcohol or substance misuse
• relationships and support systems
• history of previous self-harm, including knowledge of others that self-harm.

Set in context, an informed assessment also depends on detailed information 
about the self-harming or suicidal behaviour. This will enable the professional 
to gain an understanding about issues surrounding the following questions:

• What did the young person do?
• Why did they do it? 
• What was their intention?
• How do they feel about it?
• How can the underlying problems be addressed? 
• What are their hopes for the future?
• What can be done to change or improve their situation?

For example, when assessing someone after an overdose, we should seek to 
understand where the tablets were obtained and whether other tablets were 
taken at the same time. We should seek to establish whether the overdose was 
impulsive or planned, and if so, how long the young person had been thinking 
about it. It is also important to know where the young person was when they 
took their overdose, or if they were in company, who was present. We should 
ask whether a note or other communication was left which might help clarify 
motives and intentions. 

Corroborating information

Many young people who self-harm have been subjected to numerous assess-
ments by professionals in the various agencies they have come into contact with. 
Mitchell (2006) reminds us that although assessment of their educational, social 
care or mental health needs may well have been completed in the past, under-
standing how such needs impact on the overall functioning of a young person 
is often lacking. Although previous assessments may be limited in their scope, 
they may contain important information that will inform decision making in 
terms of meeting needs and managing risks. Therefore, professionals assessing a 
young person’s self-harming or suicidal behaviour should always seek to obtain 
and corroborate information from as many sources as possible. 
 Using several sources of information also generates comparisons, and help 
clarify inaccuracies or inconsistencies previously not recognised by other 
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professionals. Sometimes these are propagated from one assessment report to 
another. Mitchell (2006) points out that it is easy to see how myths about 
needs and risks can be generated and perpetuated. Once in circulation, such 
myths can easily distort the assessment of needs, risks and negatively influ-
ence the service a young person receives as a result (Mitchell 2006).

Assessing the young person

It may seem obvious, but the main ingredient in a thorough assessment 
is the young person themselves. However, it is often not young people 
who first ask for help from professionals. Rather, a parent may be worried 
about their son or daughter’s low mood and discuss this with their GP. 
Alternatively, a school nurse may notice cuts on a student’s arm and raise 
concerns with parents or CAMHS. Whilst the views of parents and others 
are helpful and inform a valuable part of the assessment, seeing the young 
person is of utmost importance. 
 If the young person is happy to be seen on their own, and before seeing 
their parents, this is ideal as most young people speak more freely when 
not with others. It is also important not to rush the young person. Studies 
have shown that assessments that are driven by professionals who dictate the 
agenda are less effective than those where the pace is led by the young person 
(Angold 1994). We must, therefore, encourage young people to discuss issues 
and difficulties as they see them, and at their own pace.
 It is important to remember how the assessment process may be perceived 
by the young people and their parents or carers. Part of forming a therapeutic 
relationship involves making all those who are involved feel at ease. Talking 
to young people about general issues can help engage them. Asking what 
they like and dislike is a way of connecting with people in a manner that is 
genuine, warm and honest. Young people who self-harm are often sensitive 
to the appraisal that others may have of them. For this reason, it is important 
that professionals who offer help are genuine and sincere in their interactions, 
saying what they mean and meaning what they say (Lewer 2006). 
 In his book on communicating with vulnerable children and young people, 
Jones (2003) identifies the following core skills and qualities professionals 
need to de able to demonstrate effectively:

• listening to the child
• conveying genuine interest
• empathetic concern
• understanding
• emotional warmth
• respect for the child
• capacity to manage and contain the assessment
• awareness of the entire transaction between interviewer and child
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• self-management
• technique.

Gender of the professional

The NICE guidelines on self-harm remind us to consider the young person’s 
wishes regarding the gender of the therapist (NICE 2004a). Girls in particu-
lar may find it more difficult to talk to a man about certain problems, and 
there are several reasons for this. It is fine to consider these issues ‘out loud’ 
with the young person, giving them options wherever possible. It may be 
they feel more comfortable having a female present even if they are not able 
to lead the assessment. In certain contexts, professional trainees can fulfil this 
role whilst having the dual purpose of enhancing their learning experience. 

What made him think I was going to tell him all my personal stuff when I’d never 
met him before? He walked in fired questions at me and didn’t even seem that 
interested. 

 Anne, 16

Creating a climate of safety

Young people who are suicidal or self-harming need to be supported to feel 
safe during the assessment process. As Lyon (1997) points out, bombarding 
them with questions will not support a distressed and vulnerable young per-
son who will typically feel powerless and objectified. It is therefore important 
to set a safe scene. Introductions will include saying ‘Hello’ to the people 
present, but also informing them about how long the appointment will last, 
how things work, and what the overall aims and objectives are. This is in an 
attempt to make all parties feel as comfortable and involved as possible. 
 One way to engage young people and their parents or carers can be to do a 
‘genogram’, or family tree. It can also be helpful to talk about friends, school 
life and hobbies or interests. This enables the person doing the assessment to 
gain a broad, holistic picture of the person before talking more specifically 
about their self-harming or suicidal behaviour. 
 As Professor Phillip Barker reminds us, focusing on people’s thoughts, feel-
ing and behaviour are assumed to be human responses to life problems (Barker 
2004). The more confident and competent the assessor feels with their role, 
the more they should be able to make the young person and their family feel at 
ease. It is important to recognise how hard it may be for a young person to talk 
about their self-harm. It may take a lot of courage for a person to discuss their 
thoughts and feelings, and it may be difficult for them to put things into words. 
Gentle, patient encouragement can help young people feel at ease.
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People don’t realise how nervous you can be.

 Casey, 16

Most adolescents want to be assessed individually, and for someone to listen to 
their point of view and try to understand what it is like to be them. However, 
younger children often feel differently. When given the option to talk on their 
own or be accompanied by a parent, some will ask for their parent to be present. 
This is even more likely if the child has never met the professional before. They 
may be feeling very anxious and fearful about what questions will be asked, 
and worry what is going to happen to them. It is not unusual for children and 
adolescents to believe that they will not be allowed home from hospital, that 
they will be taken into care, or that they or their parents will get into trouble.

Please explain why you are there and what you are doing and why, so we 
understand and are not confused, so we feel a little more at ease.

 Mia, 13

Meeting with parents and carers

While seeing the young person and talking to them on their own is cen-
tral to the assessment process, gathering information from others makes the 
assessment more comprehensive by encompassing other perspectives. Many 
universal ‘Tier 1’ CAMHS services, such as school nurses and counsellors, to 
assess young people on their own. For more specialist assessments, includ-
ing those undertaken in hospitals or community mental health settings, the 
involvement of parents and carers is usually required. Typically, the parents 
or carer of the young person will be invited to accompany the young person 
and be part of the self-harm assessment process. 
 Parents and carers can give valuable, additional information by sharing their 
views on any problems the young person has been having and their ideas about 
underlying reasons, concerns and possible solutions. Sometimes parents share 
things that the young person has been worrying about but are unable to say 
themselves, for example they may be feeling embarrassed about something they 
have done, such as getting drunk at a party or lying about something at school. 
Parents may say, did they tell you about ‘such and such’. When meeting a pro-
fessional for the first time, it is not unusual for young people to present a ‘good’ 
picture of themselves, so they might leave out certain information that they feel 
may have a negative influence on the professional. 
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Developmental history

Depending on the situation and the reasons the young person has self-harmed, 
it may be important to obtain a detailed developmental history. For instance, 
their difficulties may have been evident for several years which may point to 
chronic rather than transient difficulties. The development assessment should 
include information about the following:

• labour, delivery and birth, including any perinatal complications
• postnatal development, including attachment relationships
• developmental milestones
• temperament
• medical history
• progress at school, including learning difficulties, ability to separate from 

parents or carers, and comparison to peer group of same age and develop-
mental status.

Significant others

We have heard that the assessment of self-harm and suicidal behaviour often 
takes place in the hospital setting. If a young person is already known to other 
professionals, for example a targeted or specialist CAMHS worker, social worker 
or school counsellor, their views will be an important source of additional assess-
ment information. Likewise, if the young person has already been admitted to 
hospital, a summary of ‘handover’ from the nurse in charge of the ward or their 
key worker is crucial and helpful in making sense of a young person’s self-harm-
ing behaviour. The following vignette illustrates how this can often be helpful 
information to consider as part of the overall assessment.

Rachel was observed to be sitting up, eating and drinking normally, 
smiling and talking to other young people in the paediatric ward. 
When her mother arrived to visit, Rachel did not speak, lay in bed with 
covers over her head and refused to eat her lunch.

The physical environment

It is also important to consider the physical environment as this can have 
an impact on the information obtained during the assessment. Ideally, 
the room in which a young person is assessed should be inviting, nicely 
decorated and furnished, enabling young people to feel as comfortable and 
relaxed as possible. In practice, such ideals can not always be met, and where 
we assess young people is not always conducive to therapeutic recovery or 
within our direct control. However, regardless of the environment there are 
some basic criteria that should always be met. 
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 First, the room should be private. The young person must feel confident 
that they cannot be overheard by family, friends or strangers. Holding an 
assessment by the bedside in a hospital ward or in a school corridor does not 
provide sufficient privacy. Second, wherever possible the assessment should 
not be interrupted. Some young people find it difficult to articulate how they 
feel and others are understandably shy, anxious, reticent or mistrustful. If they 
start talking and are then interrupted by a ringing telephone, call for assist-
ance or other impingement, they may then lose their flow and stop talking. 
In addition, they might conclude that the person doing the assessment is not 
fully interested or engaged. It is therefore helpful to put a ‘do not disturb’ 
sign on the door and make this clear to colleagues.

The psychological environment

Pacing the assessment and enabling young people to feel comfortable and at 
ease is a key skill that will help them to express their distress and to share 
their feelings without getting more anxious. Trust is often a major issue for 
young people who self-harm, particularly where there are attachment difficul-
ties or there have been previous breaches of trust.
 Young people may be wary of what others think about them, or believe 
professionals and other adults will not understand and that things will be taken 
out of their control. Edwards (2007) alerts us to the likelihood that trust in a 
relationship may be regularly tested by young people. They may have lengthy 
hypothetical discussions about what would happen if they disclosed something, 
or may test and retest the boundaries of the therapeutic alliance. 
 Spandler and Warner (2007) emphasise the importance of ‘working along-
side’ young people. This recognises that a young person’s self-harm is a coping 
strategy, and involves reflecting on the therapeutic process rather than jump-
ing to find what might be solutions to eradicate their self-harm, and thus 
a coping strategy. Giving young people time to explore underlying issues 
rather than focussing only on the self-harm is crucial. This enables the profes-
sional to work in partnership with the young person, and to identify shared 
goals for the assessment and any subsequent care and treatment.

I used to think, ‘I’m not telling her anything’, now I feel I can talk to her about 
things I couldn’t talk to anybody about!

 Lauren, 17

If a young person feels engaged with the professional undertaking the assess-
ment they are much more likely to verbalise their thoughts and feelings and 
share information which will enhance the assessment. Additionally, research 
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has shown time and time again that it is the therapeutic relationship that has 
most impact on change over and above the choice of therapeutic model deliv-
ered. This is discussed in detail in Chapter 7.

Listening

Listening and caring are two of the most important qualities that young peo-
ple identify as being helpful. It might not seem much, but showing that you 
want to know and understand can make a positive difference. Active listening 
is a key assessment skill and is easier said than done. When the professional 
has heard what the young person has said they then need to check that they 
have understood it correctly. This clarity can be achieved by paraphrasing or 
asking the young person whether the key issues they have picked up are the 
right ones. Clarifying questions such as ‘is this what you are saying?’, or ‘have 
I understood this correctly?’, can be helpful in reaching a shared understand-
ing of the issues and problems facing the young person.

Containment

Working with suicidal or self-harming young people often invokes strong 
feelings in others, and this is part of human nature. According to psycho-
analytic theory, such feelings provide an insight into what the young person 
may be experiencing, and subsequently what they feel and therefore need. It 
is important that the professional who is assessing a young person can toler-
ate and connect with these intense emotions, think about them, attempt to 
understand them and respond to them. This is the psychodynamic process of 
containment, and involves a cycle of projection, introjection, reverie and com-
munication (Seinfeld 1996).

Don’t be scared of talking to the person about self-harm or they will get more 
scared to talk about it too.

 Sadie, 15

In providing effective containment for young people who are suicidal or self-
harming, it can be helpful to think of what Lewer (2006) calls an ‘internal 
supervisor’. This serves to remind us that the strong emotions we are feeling 
may be being projected by the young person. If we successfully manage the 
anxiety that the young person evokes in us, we will signal to them that we can 
also manage theirs, and trust and development can take place. 
 If anxiety is not managed, professionals may find themselves tempted to 
‘do’, rather than simply ‘be with’ young people. This can be a significant 
obstacle if the young person states that they do not want or need anything 
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from us. If the professional is able to successfully contain strong feelings, the 
young person is likely to have an experience of being accepted and under-
stood, which assists with engagement and the process of therapy and recovery 
(Lewer 2006). 

Containing anxiety

We have heard that some young people who self-harm go on to kill them-
selves. It is therefore easy to see how one may become anxious due to the 
potential risks involved. However, not only does anxiety have a negative effect 
on our ability to think clearly, but the young people pick up on these feel-
ings. This can feel very uncontaining and may have a negative effect on the 
engagement process. In contrast, ‘holding’ – another psychodynamic concept 
which refers to the ability to contain strong emotions – can enable a suicidal 
or self-harming young person to feel safe and less overwhelmed.
 The self-harming or suicidal behaviour of a young person often arouses 
huge anxiety in parents, professionals and organisations in which they work. 
Therefore, containment is an essential skill, not only in terms of working with 
the young person who self-harms, but also with the systems in which they live 
and express their needs. 

Asking about thoughts and feelings

We have heard that talking to young people about their self-harm does not 
encourage or make it worse. Importantly, we should explore thoughts and 
feelings before, during and after the act of self-harm. This is in addition to 
exploring what the young people did as a result of the thoughts and feelings, 
and whether other people were involved or alerted as a response. Attitudes 
towards the self-harm and ideas of regret or remorse are important to identify 
at this stage.
 Good information gathering is assisted by asking general and specific 
questions. Whilst some young people appear to find structured questions 
confrontational and difficult to answer, others find them easier than a less 
systematic method of enquiry:

It’s easier when you’re asked specific questions, instead of just being expected 
to talk and you don’t know what to say – then you can tell them what they want 
to know.

 Casey, 16 
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However it shouldn’t feel too formal or one-sided either:

It’s better when it feels like a conversation rather than an interview.

 Holly, 17

We need to keep in mind that young people don’t always have the answers to 
questions we may ask:

You can feel pressured when you are asked certain questions such as, ‘why do 
you self-harm?’ when you are not sure yourself!

 Lauren, 17

The importance of non-verbal communication

So far, we have considered the ways in which professionals can gather informa-
tion through questioning and corroborating information from third parties. 
However, it is also important to consider non-verbal communications and 
whether they give the same or different impressions when compared to verbal 
or written accounts. 
 For example, a young person might say that they feel calm when they look 
quite agitated. Alternatively, a young person may say they feel fine when 
they are clearly upset. Non-verbal communications include facial expressions 
(including eye contact), as well as posture, gestures and other behaviours. For 
suicidal young people, it is especially important to be aware of both verbal 
and non-verbal communication, as what they say might not always reflect 
how they feel and what they are planning to do.

Mental health assessment

A comprehensive self-harm assessment should also include a focus on mental 
health and disorder. This is to identify symptoms of known risk factors for 
self-harm and suicidal behaviour, including depression and psychosis.

Assessing mood

Descriptions of the young person’s mood over recent weeks can tell us a lot 
about how they are feeling and if this changes in different circumstances. It is 
useful to know if there are times when the young person feels happy and looks 
forward to things, has a sense of self-worth and enjoyment, as well as gaining 
an understanding about episodes of low or depressed mood.
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 Some young people will describe how they are fine at school and when out 
with friends, but once they return home their mood changes and they feel 
depressed. Others experience the opposite and struggle more at school and 
in social situations. If young people use the term ‘depression’, it is important 
to explore what they mean. As well as a commonly used word, which can be 
used in a different ways that may not be the same, depression is also a com-
mon mental disorder. The term ‘depression’ may be a euphemism for feeling 
sad, upset or unhappy in given circumstances, or it may be associated with a 
clinical disorder, the symptoms of which are described below.

Common symptoms of depression

• Persistent low mood, unhappiness and irritability
• Loss of interest in recreation, activity and friends
• Loss of energy and concentration
• Deterioration in school or work performance
• Change in appetite with corresponding weight change
• Disturbed sleep
• Thoughts of worthlessness and suicide 
• Somatic complaints, e.g. headache, abdominal pain

If a young person’s low mood continues for several weeks and seems per-
vasive in all situations, then it may be helpful to refer the young person 
for a specialist, comprehensive mental health assessment, and they may 
require psychological and/or pharmacological treatment. The NICE guide-
lines on depression in children and young people (National Collaborating 
Centre for Mental Health 2005) give comprehensive information about the 
roles and responsibilities of all professionals who work with children and 
young people. 
 It is important to note that some young people can present with quite 
vague symptoms, seeking out help without a clear idea or understanding of 
what they feel is wrong. This situation can be quite challenging for profes-
sionals who may be faced with a dilemma. On the one hand, due to the risks 
involved, it is imperative that symptoms of mental disorder are not missed or 
left untreated. On the other, there may be concern about the issue of ‘patholo-
gising’ or the unhelpful labelling of young people who are arguably reacting 
normally, albeit in self-destructive ways, to adverse life events. 
 If a professional or other adult has concerns about a young person’s low mood, 
it is reasonable to discuss these with the young person and their family. Some 
people find a name or label for symptoms of depression helpful whereas others 
find them unhelpful and stigmatising. Importantly, whatever the feelings of low 
mood are called, it is important to address these and seek ways in which young 
people can be supported to feel better. For professionals who are not trained to 
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recognise depression, it is important that reports of symptoms listed earlier are 
discussed with specialist CAMHS colleagues (de Wilde et al. 2001).

I told my GP how I was feeling low and he wanted to put me on anti-depressants. 
I didn’t want to take tablets. I wanted to sort out the problems.

Lisa, 17

Other mental health problems

Whilst suicidal ideation in adolescence is most strongly associated with 
depression, other disorders, such as anxiety, psychosis and substance misuse 
can also exist (Lewinsohn et al. 1996; Hawton et al. 2005). The mental health 
assessment, therefore, needs to include consideration of broader mental health 
issues, including phobias, compulsions or anxiety, eating disorders, substance 
misuse, and bipolar and attention deficit hyperactivity disorder (ADHD). 
 Any feelings of hope and hopelessness that are expressed by young people 
also need to be explored. This can be done using narrative, where the young 
person gives an account of how they see their future, or it can be addressed 
by using a ‘scaling question’. For example, we often ask a young person how 
hopeful they feel about the future on a scale of one to ten. However, it is 
important to be clear whether the number zero or ten is as bad as it could get. 
 It can be reassuring and protective if, whilst a young person is very distressed, 
they also remain hopeful about their future. Questions and observation in relation 
to appearance and self-care, eye contact, agitation, speech, mood, concentration, 
self-image and insight to their problems also help elicit useful information that 
contributes to an overall picture of a young person’s mental state.

Structured assessment tools

A range of structured assessment tools and screening instruments are available 
which may be helpful when assessing self-harm and suicide. Some of these are 
general and address related issues such as depression or risk factors. Others are 
specific and focus on self-harm or suicidal behaviour, and these are discussed 
in the next chapter. Some of those that focus on general functioning and issues 
commonly related to self-harm are listed below.  

Beck Hopelessness Scale

The Beck Hopelessness Scale (BHS) is a brief self-report inventory. There are 
20 items assessing feelings about the future, loss of motivation and expecta-
tions. Each item consists of a ‘true or false’ statement and is scored zero or one. 
Negative responses on each item are added together to give a total score out of 
20. The BHS is designed for use with people aged over 17. The Hopelessness 
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Scale for Children (HSC) is a 17-item scale used with children aged 6–13 and 
has been adapted from the BHS.

Beck Depression Inventory

The Beck Hopelessness Scale correlates with the Beck Depression Inventory (BDI, 
BDI-II) and the two are commonly used in conjunction. Suitable for children and 
young people aged over 13, the BDI is a multiple-choice self-report inventory. It 
includes questions on cognitive processes, such as guilt, hopeless and irritability, 
as well as physical symptoms of depression, such as loss of weight, tiredness and 
apathy. There are three versions of the BDI. The original was first published in 
1961 and was revised in 1978 as the BDI-1A. More recently the BDI-II was pub-
lished and is used by health professionals and researchers. 
 Like many self-rating tools, the scores can either be minimised or exag-
gerated by young people who complete them. This means that results must 
always be considered in the context of the wider assessment.

Hospital Anxiety and Depression Rating Scale 

The Hospital Anxiety and Depression Rating Scale (HADS) (Zigmund and 
Snaith 1983) is a commonly used screening and self-rating questionnaire. It 
can be used with adolescents and young people in a range of settings, and only 
takes a few minutes to complete.

HoNOSCA

The Health of the Nation Outcome Scale for Children and Adolescents 
(HoNOSCA) is a routine outcome measurement tool which assesses the behav-
iours, impairments, symptoms and social functioning of children and adolescents 
with mental health problems (Gowers et al. 1998). There are separate versions for 
clinician use and for parents and young people to complete. HoNOSCA scales 
cover a number of domains, including non-accidental self-injury and raters are 
asked to report self-harm such as hitting self, self-cutting, suicide attempts, over-
doses, hanging and drowning. Self-harm behaviour is rated on a scale of 0–4:

0 No problem of this kind during the period rated.
1 Occasional thoughts about death or of self-harm not leading to injury. 

No self-harm or suicidal thoughts.
2 Non-hazardous self-harm such as wrist scratching, whether or not associ-

ated with suicidal thoughts.
3 Moderately severe suicidal intent (including preparatory acts e.g. collect-

ing tablets) or moderate non-hazardous self-harm (e.g. small overdose).
4 Serious suicidal attempt (e.g. serious overdose), or serious deliberate 

self-injury.
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Strengths and Difficulties Questionnaire

The Strengths and Difficulties Questionnaire (SDQ) (Goodman 1997) is a brief 
behavioural screening questionnaire for children and adolescents aged 4–16. 
Several versions exist which have been adapted to suit the needs of clinicians and 
researchers. Although the SDQ does not address self-harm directly, it covers 
many areas which young people may be struggling with on a day-to-day basis. 

Children’s Global Assessment Scale 

The Children’s Global Assessment Scale (CGAS) (Shaffer et al. 1983) is a 
numeric scale (1–100) used by mental health professionals to rate the general 
functioning of children and young people under the age of 18. It does not 
directly address self-harm, but provides anchor point descriptions of behav-
ioural functioning. 

Salford Needs Assessment Schedule for Adolescents 

The Salford Needs Assessment Schedule for Adolescents (SNASA) (Kroll et al. 
1999) is a generalised needs assessment measure for use with young people. It 
is comprehensive and addresses multiple domains of need. Outcomes are gen-
erated from current and historical information provided by the young person 
and their parent, carer or other significant adult.

What are the limitations of assessment tools?

The use of structured assessment tools, particularly those that have been 
researched, developed and validated in clinical practice, inform decisions about 
the most effective way to meet the young person’s needs (Mitchell 2006). 
However, for any assessment tool to be used effectively, it is important that the 
professional administering the tool has been trained to use it. They must also be 
aware of the specific strengths and weaknesses of the particular assessment tool. 
 Mitchell (2006) suggests that assessment tools do not disempower the 
health professional or stifle individual clinical judgement. Rather, he pro-
poses where an assessment tool produces an outcome that the professional 
considers to be unrealistic, it is important that clinical judgement and dis-
cussion with the multi-disciplinary team is factored into the evaluation and 
outcome process of assessment. It is the combination of an experienced profes-
sional using a structured, validated tool which is likely to produce the best 
outcomes whether it is needs or risk that are being assessed (Mitchell 2006).
 Some assessments may involve asking a few simple questions, but when 
the assessment concerns a young person who has self-harmed and may be 
at risk of suicide, professionals may need to use a more comprehensive and 
dynamic assessment process. For this purpose, many professionals and services 
choose to adopt or design an assessment proforma such as the one used by 
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Nottingham CAMHS self-harm team (see Table 5.1). These can be extremely 
helpful in reminding us to address all important areas and reduce the chances 
of missing key information.
 The Nottingham self-harm pro forma is useful for those who may be less 
familiar and confident about assessing a young person who has self-harmed. In 
some situations it is acceptable to allow the assessment to be led by the young 
person and further information can be gathered at a subsequent appointment. 
However, when assessing self-harm and suicidal intent, missing key information 
could lead to a fatal outcome, so the assessment should always be structured. 
Like all human beings, health professionals perform better some days than oth-
ers, and errors do occur. Having the support and structure of a framework such 
as the Nottingham self-harm pro forma leaves less to memory and helps to 
reduce omissions which may lead to potentially fatal consequences. 
 It is important to point out that the pro forma is a guide, it is not intended 
to be ‘read out’ word for word and, where relevant, questions should be 
expanded and more detail obtained. The themes on the pro forma are selected 
from a contemporary evidence base, and regularly reviewed, ensuring that key 
questions are asked, which would include information about both risk and 
needs as recommended by NICE (2004a). 

Table 5.1 Nottingham self-harm pro forma

Care Pathway standards for Young People under 16 admitted to medical wards (and all ages on 
paediatric wards) following attendance at Emergency Department for episode of self-harm. Young people 

should be referred to CAMHS when medically and physically fit.

Intervention Date/
Initial

Tick and explain 
N/A and No

Choice of therapist gender discussed [ ] Yes 
[ ] No

Request for specific therapist gender available [ ] Yes – state
[ ] No
[ ] N/A

CAMHS self-harm risk and needs assessment form 
completed – enclosed in notes

[ ] Yes 
[ ] No
[ ] N/A

Young person seen alone (without parent) [ ] Yes 
[ ] No
[ ] N/A

Parent/carer present for part of assessment [ ] Yes 
[ ] No
[ ] N/A

Management plan completed – in notes [ ] Yes 
[ ] No
[ ] N/A



 

Intervention Date/
Initial

Tick and explain
N/A and No

Young person contributed to/agreement with 
management plan

[ ] Yes 
[ ] No
[ ] N/A

Parent/carer contributed to/agreement with 
management plan

[ ] Yes 
[ ] No
[ ] N/A

Copy of management plan given to young person/
parent/carer

[ ] Yes 
[ ] No
[ ] N/A

Recognised CAMHS risk assessment completed [ ] SH assessment form
[ ] Level 1 – green sheet
[ ] Level 2 – CPA
[ ] FACE 

Assessed for CPA [ ] Yes 
[ ] No
[ ] N/A

Care plan/CPA process completed [ ] Yes 
[ ] No
[ ] N/A

Discussed concerns/advice sought from colleague [ ] Psychiatrist
[ ] Other MDT – state
[ ] No

Use of rating scales [ ] Yes – state which one/s? 
[ ] No

CAMHS outcome measures completed [ ] HoNOSCA
[ ] SDQ
[ ] CHI-ESQ
[ ] CGAS
[ ] CORC

Information given to service user [ ] Choice leaflet
[ ] YP self-harm leaflet
[ ]  Parent/carer self-harm 

leaflet 
[ ]  Getting involved with 

CAMHS
[ ] YP – feedback forms
[ ]  Parent/carer – feedback 

forms

Discussed young person in clinical supervision [ ] Yes
[ ] No
[ ] N/A

Received follow-up appointment within 14 days [ ] Yes
[ ] No
[ ] N/A

Table 5.1 continued
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Young people in complex situations

Sometimes an assessment is fairly straightforward. The young person and the 
family are engaged in the process, they agree about the precipitating cir-
cumstances, the young person regrets what they have done, the family is 
supportive and there is a clear agreed plan about how to help things improve. 
However, at other times the process is less straightforward. 
 Young people who self-harm are not always easy to engage, and of course 
some choose to decline the offer of support. For those that do agree to have an 
assessment and then don’t show up at the hospital or clinic setting, a home 
visit may need to be arranged. Some young people may even resort to locking 
themselves in their bedroom and refuse to talk or come out. Here, the pro-
fessional needs to consider whether the young person is at risk and whether 
the young person is able to decide for themselves whether they need to be 
assessed. This depends on a range of issues including age, competence, risk 
and resilience factors. 
 If an assessment is difficult to conduct because the young person is reluc-
tant to engage with the process, then the professional must prioritise what 
they need to achieve. If a full assessment is not possible, then it is important 
to establish the meaning of the self-harm, specifically if it is done with any 
suicidal intent. Often, the self-harming or suicidal young person is not known 
to professional services and is first encountered in a crisis situation. Here, it 
is essential that the professional undertaking the assessment gathers as much 
information as possible about the precipitating factors, antecedents and self-
harming behaviour itself. In these circumstances, the assessment of risk is 
crucially important. 

Matthew

Matthew, aged 14, presents at A&E saying he has taken an undisclosed 
number of tablets. The nurse who assesses Matthew has met him previ-
ously and is not convinced. She arranges for Matthew to have a blood 
test to be on the safe side. His blood results indicate that very low levels 
of paracetamol are present and this is not consistent with his reports of 
an overdose. The nurse notes from Matthew’s records that he has pre-
sented at A&E on five separate occasions in the last month saying the 
same thing. Each time, his blood results do not corroborate his overdose 
claims. How can this situation best be managed?

Difficult decisions

As Matthew’s case illustrates, there are circumstances in which a young per-
son self-harms that may challenge our ethical values, codes and preferences. If 
a young person tells you they have taken an overdose, then they need to get 
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urgent medical attention. National guidance indicates that all young peo-
ple under 16 years old should be admitted to a hospital medical ward for 
a comprehensive self-harm assessment from a specialist CAMHS team. If a 
young person has cut or burned themselves it will depend on the severity, 
frequency, their intentions and involvement with services as to whether they 
need to attend hospital for a specialist CAMHS assessment (Royal College of 
Psychiatrists 1998; 2004b).
 In Matthew’s situation, it is best not to share our thoughts and doubts 
with him. Fearing that he is not to be believed or taken seriously may lead 
Matthew to feel rejected. He may then feel angry, guilty or upset and then 
take a ‘real’ overdose. It is generally better to be safe than sorry. Treating 
someone who says they have taken an overdose and may not have done, 
is less potentially harmful than challenging them in a way they may not 
be able to cope with, thus increasing the risks. In this situation, it would 
be sensible for the nurse assessing Matthew to discuss the situation and 
circumstances with her colleagues. Together, they may consider that it is 
not appropriate, or ‘safe enough’, to share their reticence about Matthew’s 
alleged overdose directly with him. 
 However, it may be appropriate to address this issue at a point when Matthew 
is feeling safer and is not in a crisis situation. A good therapeutic relationship 
may have formed, and it may be possible to encourage Matthew to talk about 
his worries and concerns, and the reasons he feels the need to present to crisis 
services saying he has taken an overdose. Reflecting together that taking tab-
lets, or saying you have, will not resolve the problems, but in fact create some 
additional ones, may be helpful in identifying opportunities for positive change. 
However, conversations of this nature should always be conducted with sensi-
tivity and understanding, rather than challenge or confrontation. 
 Usually asking questions and inviting curiosity leads to further under-
standing of a situation. But again, there are times when we would choose not 
to be curious, not to ask further questions, and not want to expand. This is 
not to show disinterest, but is to address the critical issues before returning to 
motives and curiosity. The importance of avoiding challenge and confronta-
tion is illustrated in Rochelle’s case:

Rochelle

Rochelle says she took an overdose of ten parcetamol tablets because she 
wanted to die. She took the tablets while travelling home on the school 
bus. Her best friend Kate took the tablets from Rochelle to prevent her 
taking any more. Rochelle is unknown to services.

Health professionals are often asked to assess a suicidal or self-harming young 
person for the first time. They have not yet got to know them, which makes it 
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difficult to draw conclusions about their behaviour. In this situation, it would 
not be appropriate to take risks and challenge Rochelle’s motivation. It would 
not be helpful to say that she would be unlikely to die taking tablets in front 
of her friends. Rather, it would be important to connect to how she was feel-
ing and to try and understand what led her to behave in this way.
 Sometimes it is parents who are expressing doubts and are not sure how 
to handle the situation. Parents sometimes doubt the suicidal intent of their 
son or daughter who is expressing a wish to die, or may suggest that claims 
of self-harm are exaggerated or made up. Again, it is often best not to chal-
lenge at the stage where emotions may be running high and the family are 
distressed and vulnerable. A discussion could take place at a later time, if that 
feels right, or it may be that the situation is never discussed or clarified. 

What do young people tell us about assessment?

The following list of helpful and unhelpful interventions for assessment 
was created by young people in a repeat self-harm group in Nottingham 
(see Table 5.2).

Making sense of the assessment information – 
informed judgements

So far we have discussed how to use engagement and assessment skills to 
gather as much relevant information as possible within the time available in 
any given context or circumstance. This is then applied to what we under-
stand about research and evidence-based practice about self-harm and suicidal 
behaviour by young people.
 Often, a decision will need to be made about whether to make a referral to 
another service. This may be for more specialist assessment and intervention, 
or for a service more ‘accessible’ to the young person in terms of location and 
possible appeal or attraction. It is important to give the young person some 
choice as a way of encouraging them to seek help, and they may perceive some 
services as less stigmatising than others. 

Table 5.2 Dos and don’ts of assessment (Nottingham repeat self-harm group) 

DO DON’T

Act like a friend, be friendly Judge me and patronise me

Make me feel comfortable Ask ‘how does that make you feel’?

Talk to me and see me as a ‘whole’ person Avoid talking about self-harm or suicidal 
feelings

Make me feel like you care Be scared of self-harm

Talk about self-harm Just talk about self-harm
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Summary

With appropriate education, training, support and supervision most profes-
sionals can undertake assessments of young people who self-harm (Wright 
and Richardson 2003). We have discussed what an assessment is, why it is 
needed and what to include, considered aspects of how to conduct an assess-
ment and tools that may be used to facilitate the process. We have put this in 
the context of adolescent development which is an evolving process. 
 Self-harm means different things to different young people at different 
times and so the assessment process needs to reflect this. Different types and 
levels of assessment are needed depending on the context in which profession-
als work and the severity and complexity of concern about a young person. 
 Options will include referring to more or less specialist assessment serv-
ices, and professionals must decide whether to assess a young person alone 
or as part of a wider assessment team. The assessment and management of 
risk is part and parcel of the overall assessment process, and is discussed in 
the next chapter. 



 

6   Assessing and managing the risk 
of self-harm and suicide

Key points:

• All young people who have self-harmed should have their risk assessed 
as part of a broader psychosocial assessment. The risk assessment should 
focus on triggers and the severity of the self-harm, and maintaining fac-
tors which may lead to repetition.

• Assessing suicidal intent is a key part of the assessment process and it is 
often inadequate. Young people who repeatedly self-harm do not always 
do so for the same reason and by the same means, making evaluation of 
motivation and intent a challenging process. 

• A focus on impulsivity and planning is crucial. It is important to estab-
lish whether steps were taken to avoid discovery, or if preparations for 
death were made. A tendency to impulsive behaviour may increase risk of 
repetition, but it is important to remember that an impulsive act can be 
just as damaging or potentially fatal as a planned one. 

• There are a number of known risk factors to consider when making sense 
of assessment information. These may increase the likelihood of further 
self-harming or suicidal behaviour.

• Just as it is crucial to assess risk, so too is it important to assess protective 
factors, strengths and resources in the young person, family and wider com-
munity network. This is to inform decisions about whether the risks and 
benefits of professional intervention outweigh the risks of non-intervention.

• Risk management entails finding the best possible solution to a given 
problem. It involves consideration of all the options, eliminating the ones 
that are less helpful, and selecting those that are most suitable.

Introduction

All professionals who work with children and young people share a duty to 
keep them safe (Department for Education and Skills 2003). Recognising and 
reducing the potential risk of self-harm, suicide and self-neglect is central to 
our work, and this is with the fundamental aim of improving quality of life 
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and promoting recovery. In essence, the better our knowledge about a young 
person, the better our risk assessment is likely to be.
 Just as it is crucial to assess risk, so too is it important to assess strengths and 
protective factors in the young person, family and wider community network. This 
is to inform decisions about whether the risks and benefits of professional interven-
tion outweigh the risks of non-intervention (Ryan and McDougall 2008). 

What is risk?

Risk refers to the factors in a child or young person’s life that may have a nega-
tive impact on their health, development and psychosocial functioning. It is 
important for us to distinguish between acute and chronic risks. We have previ-
ously heard that self-harm and suicidal behaviours occur for a variety of reasons. 
Among other things, this includes managing strong negative emotions, to elicit 
care from someone, to cope with dissociation, or to end one’s life. 
 Acute risks are those which occur in the context of crisis and further 
increase the likelihood of suicidal behaviour. In contrast, chronic risk refers 
to the long-term risk of self-harm and suicide. A 2009 poll by YoungMinds 
asked children and young people about the difficulties they experienced which 
could be regarded as risks.

Problems that concern children

• Bullying
• Siblings being mean
• Parents getting divorced
• Family problems
• Living with parents who don’t look after you
• Fears about being taken away from your parents
• Worries about money
• Someone hurting your body
• Mum and Dad always arguing
• Missing friends
• Relationship problems
• Drugs and alcohol
• Isolation
• Boredom
• Things that we see in the news that no-one talks to us properly about

YoundMinds 2009

Raby and Raby (2008) warn that risks can have a domino effect, that is, where 
one problem can lead to the development of a series of other problems.
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How do we assess risk?

Risk assessment is an examination of the context and the detail of past risk 
incidents, in the light of current circumstances. From this we can extrapolate 
predictions of the future likelihood of risk behaviours (Morgan 2003). This, 
of course, is not an exact science and it is not possible to predict which young 
people will kill themselves (Hargus et al. 2009). 
 Assessment of levels of risk and predictions of future risk are difficult to 
quantify with accuracy; they are guides, not absolutes, established with the 
information available at that specific time. The Department of Health (2007b) 
gives comprehensive guidance and identifies best practice for understand-
ing, assessing and managing risk. It suggests that a thorough risk assessment 
should focus on the following three questions:

• how likely is it that the event will occur?
• how soon is it expected to occur?
• how severe will the outcome be if it does occur?

According to the NICE guidelines an assessment of self-harm should focus 
both on risk and on needs (NICE 2004a). The assessment of suicidal risk 
is undoubtedly the most important part of a self-harm treatment package 
and it is often inadequate (Sheldrick 1999). A risk and needs assessment is a 
dynamic, ongoing process. Changes can occur at any time, making the situ-
ation likely to be more or less risky, so the process needs to be continually 
reviewed. Mitchell (2006) states that risk assessment and risk management 
should be considered as two sides of the same coin. It is pointless to under-
take an assessment of risk unless consideration is given as to how that risk 
will be managed.

Assessing suicidal thoughts

When young people tell us they are feeling suicidal or have thoughts of want-
ing to die, we need to take this very seriously and talk with them in detail. 
Suicidal thoughts and their association with self-harming or suicidal behav-
iour can range in intensity from:

• expressions to self or out loud to others – without real conviction or 
intent;

• vague, passive feelings of wishing one was better off dead;
• thoughts that lead to self-harm in a safe context where outcomes are 

largely known;
• thoughts that lead to self-harm in an unsafe context where outcomes are 

largely unknown; and
• thoughts leading to self-harm likely to cause significant harm or be fatal.
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According to O’Driscoll and Holden (2002), suicidal intentions and help 
seeking behaviours may be expressed in a variety of ways including: 

• overt verbal or written expression of suicidal thoughts, preparations or 
plans;

• definite statements of intent, for example; ‘I’ve had enough, I want to kill 
myself’;

• vague or suggestive statements of intent, for example; ‘Don’t bother with 
me’, ‘I’m more trouble than I’m worth’, or ‘People would be better off 
without me’;

• non-verbal indications, such as uncharacteristic increased or decreased 
contact with care staff;

• metaphorical statements of intent, for example getting one’s affairs in 
order, saying goodbye, giving away belongings, or returning borrowed 
items.

Although guidance for professionals on assessing risk following self-harm by 
adults is available (Royal College of Psychiatrists (2004b), there are fewer 
resources that focus on risk assessment in children and young people. Hawton 
and Rodham (2006a) propose that instruments that have been used to evalu-
ate suicidal behaviours in children and adolescents can be divided into those 
that assess:

• the presence of suicidal behaviours
• the risk or propensity for suicidal behaviours
• the intentionality and medial lethality of suicidal behaviours
• exposure to suicidal behaviour.

Known risk factors

There are a number of known risk factors to consider when making sense of 
assessment information. The following factors increase the likelihood of fur-
ther self-harm, and have been derived from research.

• Gender – male (suicide); female (self-harm) (Madge 1996)
• Previous self-harm (Gunnell et al. 2008)
•  Mental health problems e.g. depression (Beautrais et al. 1998; 

Beautrais 2001) 
•  Hopelessness or lack of goals (Beck et al. 1993; Marciano and Kazdin 

1994; Kerfoot et al. 1996)
• Impulsiveness (Kingsbury et al. 1999; Evans et al. 1996)
•  Lack of support from family and friends, social isolation (Morano 

et al. 1993)
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• Bullying (NSPCC 2008a)
•  Poor coping/problem solving ability (Schotte and Clum 1987; 

Speckens and Hawton 2005; McAuliffe et al. 2006)
• History of abuse (Kendall-Tackett et al. 1993)
• Substance misuse (Rossow et al. 2009)
• Unemployment (Young et al. 2007)
• Access to self-harm means

Research by Sankey and Lawrence (2005) put some of these risk factors into 
context. They studied case records of suicides and risk-taking deaths in 
12–17-year-olds in New South Wales and found three distinct groups:

1 Sixty-six per cent had enduring difficulties based within the family, men-
tal health and school.

2 Fourteen per cent had recently experienced a pivotal life event including 
relationship break-ups, deaths or a major argument.

3 Fifteen per cent had experimented with drugs.

Previously Shaffer (1974) has suggested there were two types of children who 
kill themselves: 

1 highly intelligent, socially isolated with mentally ill mothers
2 aggressive, impulsive and often in trouble at school.

In their excellent book, Hawton and Rodham (2006b) reflected on the reasons 
6,000 young people gave for their experiences of self-harm or suicidal behaviour. 
This includes a focus on the risk and protective factors for self-harm, and profes-
sionals are offered guidance on how to recognise those who may be at greatest risk. 
 Regardless of the event experienced and what may appear trivial to an 
adult, it is important that professionals are mindful that problems may seem 
insurmountable to an adolescent. Just as it is not only the quantity of tab-
lets that a young person has taken, but their understanding of lethality that 
informs risk – it is not the severity of the event that has occurred, but a young 
person’s perception of severity which is important. Matching these factors to 
the information gained, along with knowledge about protective factors, helps 
us make a formulation and subsequent risk management plan. 

Ambivalence

Self-harm and suicidal behaviour is often accompanied by ambivalence. 
Young people may have thoughts of wanting to kill themselves with varying 
degrees of commitment to carry out these ideas. This may vary from vague 
feelings, to ambivalence, to definite plans. Suicidal thoughts can also change 
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quickly and are likely to be more or less intense depending on the levels of 
stress a young person may be experiencing.
 In addition, what starts off as suicidal behaviour for some young people 
may evolve over time to become non-suicidal behaviour. In contrast, young 
people may have completed suicide when death was not their intention, that 
is, where their actions were by accident as opposed to design.
 Furthermore, we need to be aware that what young people say and tell us 
and what they have done are not always the same. Sometimes young people 
want us to believe they have made a serious suicide attempt, when they have 
not, perhaps to get us to understand how they are feeling about the situation 
they find themselves in and to get some help. 
 More worryingly, others may tell us that they are coping and try to con-
vince us that all is well. They may be telling us what they think we want to 
hear to reduce our levels of concern. This may be with the intention of putting 
plans to kill themselves into action. It goes without saying that professionals 
should be mindful of this scenario in every self-harm risk assessment.

Adolescent errors of judgement

We saw earlier in the book that risk-taking behaviour during adolescence can be 
seen as part of identity formation and, to some extent, a normal developmental 
task. Research by Rodham and colleagues (2006b) has focused on adolescents’ 
perceptions of risk, and found that they perceive risk as something where the 
outcome is uncontrollable. This is compared to a challenge where there is a 
known end point, even though it might be difficult to achieve. 
 The study showed that adolescents were confident in their ability to make 
rational decisions having weighed up the pros and cons and had an overall appre-
ciation of risks. However, there was some evidence to suggest that their lack of 
knowledge and life experience may lead to errors of judgement. Rodham et al. 
went on to suggest that some adolescents lack the ability to assertively state when 
they do not want to engage in a particular behaviour for fear of peer rejection. This 
clearly impacts negatively when the behaviour involves harm to self. 
 An example of this is a young person who miscalculated the risk of taking 
an overdose of 30 tablets. 

Rachel

Rachel took 30 paracetamol knowing that she would be OK. She ‘knew’ 
this because her friend Sarah had taken more than this a few times and 
Sarah was OK. 

Rachel’s overdose was perceived as a serious risk by her concerned parents and 
other adults, but based on her friend Sarah’s overdoses, Rachel did not believe that 
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she would come to harm. This, of course, is an error of judgement. Just because 
one adolescent tolerated 30 tablets without evidently suffering serious harm, this 
does not mean than another person’s body would react in the same way. Indeed, 
very small overdoses of paracetamol have proven to be lethal, whereas, on other 
occasions, larger overdoses have not resulted in permanent damage or death.
 Another illustration of how adolescents may misjudge the anticipated 
response to their self-harming behaviour is illustrated in the following vignette:

Tom

Tom took an overdose of tablets ‘safe’ in the knowledge that his mother 
would see the empty packet when she returned from work.

Tom took a controlled overdose as a way of asking for help, but presumed that 
a number of factors that were actually beyond his control would be predict-
able. Indeed, Tom’s mother might have been late returning from work, or fail to 
notice the empty packet of tablets. She may even have chosen to conclude herself 
that Tom had taken a ‘safe’ overdose based on her previous experience of manag-
ing Tom in this situation. These are dynamic factors which Tom may not have 
fully considered and which may have delayed access to urgent medical attention.
 It is therefore essential to explore beliefs about self-harming behaviour as 
part of the risk assessment process. It is common for young people to underes-
timate the severity of their self-harming behaviour. They may be ill informed 
about the associated problems which may include mental and physical health 
problems, school exclusion and the risk of death.

Concerns about immediate risk – suicide and safety

The fundamental aim of a self-harm assessment is to keep the young person 
safe. The evaluation of risk should primarily be organised around a central 
question – is this young person able to keep themself safe? The previous 
chapter shows that answering this question competently depends on engag-
ing the young person first. The following vignette illustrates the issues to 
be considered:

Stacey

Stacey, aged 13, took an overdose of yew tree berries. She subsequently 
suffered a cardiac arrest. Her parents are distraught and cannot under-
stand why their daughter is feeling so bad. Stacey is not sure why she 
took the yew tree berries and isn’t sure whether she wanted to die. She 
is assessed on a cardiac ward with her parents present. 
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Armstrong suggests how judgements about risk may be formulated:

• How much substance was accessible/available/taken?
• Were drugs or alcohol involved? If so, which drugs or alcohol and how 

much?
• Was the overdose planned or impulsive?
• Was the overdose taken whilst the young person was alone? If not, who 

was present?
• Were active precautions taken to avoid discovery?
• How much does the young person know about the lethality/harmful 

effects of the overdose?
• Was a suicide note written?
• Did the young person tell anyone before or after the overdose?
• Did the young person attempt to gain help during or after the overdose?
• Is the young person regretful or disappointed to be alive?
• Would the young person take another overdose?
• Is the young person planning to take another overdose?
• How hopeful/hopeless does the young person feel about the future?

(Armstrong 2006)

If the professional undertaking the assessment is concerned that a young 
person is imminently at risk of suicide, then an action plan needs to be devel-
oped and implemented. The young person and their parents or carers may 
have ideas about how to keep the young person safe until the acute crisis is 
resolved. For instance, this might involve not having to see particular people, 
seeing others, having some time out, staying with a supportive family mem-
ber, or not spending time alone. The ability of parents or carers to keep their 
son or daughter safe should be part of the overall assessment process.

Is it safe for the young person to be at home?

Risk management entails finding the best possible solution to a given prob-
lem. It involves consideration of all the options, eliminating the ones that are 
less helpful, and selecting those that are most suitable. For the large majority 
of young people who self-harm this will mean remaining at home with their 
parents or carers. In some circumstances, the risks may be so high that admis-
sion to hospital or another residential setting may be required. However, this 
can bring additional risks associated with social contagion, which were dis-
cussed earlier in the book.
 The purpose of inpatient adolescent mental health units is primarily for 
the assessment and treatment of young people with severe mental health 
problems. Many young people who self-harm do not fit this description, so it 
is only in rare circumstances when the person is considered to be at imminent 
risk of suicide that admission should be considered. 
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 If a young person is struggling with chronic life stresses and these are likely 
to continue, then a short stay on an adolescent unit is unlikely to change this 
situation. Professionals therefore need to find a way to support the young 
person and the family, and this will often mean multi-agency partnership 
working to develop an agreed management plan. In rare circumstances, the 
young person may be accommodated in local authority secure facilities if their 
safety cannot be managed at home or in an alternative community setting. 
 Whilst some people may come into hospital as a place of safety, with the 
hope of getting help, it is important to note that for some their intention is 
to kill themselves. If their suicidal thoughts have led them to make detailed 
plans, they may view it as a neutral place, or as being less painful to their fam-
ily. The multi-disciplinary team needs to keep this possibility in mind. 

Risk assessment tools

We saw in the previous chapter that all assessment tools have their limita-
tions in terms of scope and validity. This is pertinent when we consider risk 
because no assessment tools predict risk with full certainty. This is because 
the absolute risk of suicide is very low (Dennehy et al. 1996). 
 Most of the available risk assessment tools come from the US (Fox and 
Hawton 2004). They are imprecise in that they sometimes overestimate (false 
positives) or underestimate (false negatives) needs or risks. Therefore, risk 
assessment measures should not be used in isolation or as a substitute for a full 
assessment, and results of questionnaires or assessment tools should always be 
considered in context. Nor should risk assessment measures be used to justify 
not offering or withholding a service to a young person considered to be low 
risk. As Lyon (1997) puts it, no checklist can spell away the real fears of a 
distressed young person or their worker. 
 A number of resources have been developed to assist professionals and 
other adults who work with young people who self-harm in providing 
safe and competent interventions. The following risk assessment tools and 
resources may be helpful as part of a wider assessment of self-harming or 
suicidal young people. 

Pierce Suicidal Intent Scale

This interview-based or self-administered scale is derived from the Beck 
Scales and is designed to assess the intention to die among people who have 
attempted suicide (Pierce 1997). It has 15 items separated into circumstances 
related to the suicide attempt (e.g. presence of a suicide note) and self-report 
items (e.g. expectations of fatality). The first group of items can be completed 
retrospectively from case notes. Each item is scored on a three-point scale and 
cut-offs for severity are provided. Five additional items do not contribute to 
the overall score. There are no specific cut-offs and a positive response to any 
item should be a cause for concern for professionals. Although the Suicidal 
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Intent Scale is used widely, there has been a lack of research focusing on its 
use with young people (Antretter et al. 2008).

Scale for Suicide Ideation

Again based on original Beck Scales, the Beck Scale for Suicide Ideation (BSS) 
assesses an individual’s thoughts, attitudes and intentions about suicide. This is 
a 21-item scale which can be completed by a practitioner or the young person 
themselves. The BSS is designed to assess the intensity of a person’s attitudes 
towards suicide, as well as their behaviours and plans to complete suicide during 
the past week. Some 19 test items are each rated between zero and two and added 
together to yield a total score ranging from 0–38. Two additional items ask about 
previous suicide attempts and the seriousness of intent during the most recent 
episode. The first five of the 19 items act as a screening filter. Whilst a higher 
score is associated with a higher risk, there are no specific cut-offs. As with the 
Pierce scale, a positive response to any item should concern professionals.

SAD PERSONS

The SAD PERSONS Scale is a suicide risk scale to assess immediate prob-
ability of suicidal behaviours. The scale’s name is an acronym, with each letter 
representing one of the ten risk factors that are identified. Although the scale 
has been found to provide a semi-structured framework for the assessment 
process, it lacks reliability and validity measures (Juhnke 1994).
 The SAD PERSONS Scale has been adapted for use with children and 
young people (A-SPS). The specific risk factors addressed in the scale are: 
age; depression or affective disorder; previous attempt; alcohol or drug abuse; 
rational thinking loss; social supports lacking; organised plan; negligent 
parenting; significant family stressors; suicidal modelling by parents or sib-
lings; and problems at school (Juhnke 1996). 

PATHOS

PATHOS is a screening questionnaire which is used to identify young people 
aged 13–18 who are at high risk after taking an overdose. The five areas of 
PATHOS, on which the acronym is based, are:

• Have you ever had Problems for longer than one month?
• Were you Alone at the time?
• Did you plan the overdose for longer than Three hours?
• Are you feeling HOpeless about the future?
• Were you feeling Sad for most of the time before the overdose?

The more features present, the greater the likelihood is of significant suicidal 
intent and depression. PATHOS has been used in emergency departments 
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and can be helpful in determining hopelessness and intent surrounding fur-
ther self-harm (Kingsbury 1993; Kingsbury 1996; Kumar et al. 2006). 

FACE 

Functional Analysis of the Care Environment (FACE) is a system and means 
of collecting information for the purpose of assessing individual needs and 
progress, measuring outcome and ensuring high-quality care. Including a 
focus on self-harm and suicide risk, the tools integrate the processes of assess-
ment and outcomes measurement, and also include care planning and review 
documentation. The FACE Risk Assessment Package is a portfolio of risk 
assessment tools designed for a wide range of health and social care settings. It 
includes both screening and more detailed assessment, and includes specialist 
forms applicable to areas, such as mental health and young people.

STORM

The STORM Project for Children and Young Adults offers skills-based 
training in risk assessment and management of suicide and self-harm. It is 
aimed at frontline professionals in health, social and criminal justice services. 
Modules cover suicide and self-harm risk assessment, crisis management and 
prevention and self-help strategies. Packages are available separately or as part 
of a computer course.

Assessing self-harm and suicide in secure settings

We heard in an earlier chapter that young people in secure settings are at 
greater risk of self-harm than young people in general. 
 The ASSET tool is used across secure settings and is a screening instru-
ment intended to capture basic needs, including those related to vulnerability 
and associated risks including self-harm. ASSET includes a pathway to spe-
cialist mental health assessment through SQUIFA (Screening Questionnaire 
Interview for Adolescents) and SIFA (Screening Interview for Adolescents), 
both mental health assessments for young people in secure settings. In par-
ticular, ASSET includes a Risk of Serious Harm Assessment; a Vulnerability 
Management Plan; and a Risk Management Plan. 
 In addition, the prison service uses the ACCT (Assessment, Care in Custody 
and Teamwork) system to respond to the vulnerable needs of young people 
in custody. The ACCT process sets out care planning and review objectives 
in relation to self-harm and suicide attempts. Collectively, these provide a 
mechanism to improve risk management related to suicide by young people 
in secure settings. 
 Young people who self-harm in secure settings may benefit from dialec-
tical behaviour therapy (DBT), a treatment that has been used successfully 
with adult and young offenders in the UK and North America (McDougall 
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and Jones 2007). Self-harm and suicide by young people in secure settings is 
increasingly recognised as a safeguarding issue (National Children’s Bureau 
2008; HM Treasury 2008). 

What do we do with the risk assessment?

There is little point assessing risk without considering how best to address 
and manage the risk. The overall purpose of a risk assessment is to gain a 
broad understanding of why the young person is suicidal or self-harming, to 
explore what kind of help may be required and to encourage the young person 
to consider alternative, non-destructive coping strategies. 
 Health professionals and others must always be able to justify the decisions 
they make, regardless of whether the decisions are about meeting a young 
person’s needs or managing their risk. This is particularly important when 
such decisions are likely to have safety and resource implications. 
 Risk can be both general and specific, and good management can reduce 
and prevent harm. Therefore, the management plan should involve developing 
one or more flexible strategies aimed at preventing the negative event from 
occurring or, if this is not possible, minimising the harm that may be caused. 

Management plans

A comprehensive psychosocial risk assessment involves talking with the young 
person individually, meeting with their parents or carers and then making a 
collaborative management plan (Armstrong 2006). If, through the assessment 
process, it is established that the self-harm was not done with suicidal intent, 
then a plan needs to be made with the young person about the safest way to 
manage their self-harm. This should also include a plan of how to address the 
underlying problems, thus reducing the risks for further self-harm.
 Factors that may trigger further episodes of self-harming or suicidal behav-
iour should always be recorded in a risk management plan, which is readily 
available to all those involved in the young person’s care and treatment. It is 
important to actively involve the young person and their parents or carers in 
the development of the risk management plan, which should identify both 
chronic and acute risks. In addition, young people should be encouraged to 
identify alternatives to high-risk behaviours which may cause further harm. 
 Risk management plans must include clearly defined action points, where 
accountability for each aspect of the plan is allocated to a suitably qualified 
or experienced professional or other adult. All risk management plans should 
contain review dates.

Harm minimisation

In recent years, there has been a focus on harm minimisation in relation to 
self-harm and suicide. This focuses on the recognition that some people need 
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to self-harm, and encourages their behaviours to remain within safe limits. 
Harm minimisation has mainly focused on self-injury, but has also included 
restricting access to the means of self-harm. 
 Applied inappropriately, harm minimisation strategies may give the mes-
sage that self-harm by young people is to be encouraged rather than replaced. 
This concern becomes greater the younger a child is. This is not to say that the 
goal is to stop young people self-harming, rather that whilst they are explor-
ing alternatives, guidance in relation to their self-harm focuses on safety and 
reducing the potential for long-term damage or death.

Is harm minimisation effective?

There has been a lack of research on the effects of restricting access to means 
of self-harm on rates of completed suicide (NHS Health Development Agency 
2002). In addition, there has been little research investigating control of self-
harm and suicide means. 
 For example, Hawton and colleagues (2009) explored the relationship 
between the use of lockable storage devices for pesticides and self-poisoning 
by people in Sri Lanka. Better controls in relation to easy access to pesticides 
by suicidal people had positive outcomes, and the researchers suggested that 
a larger scale trial was warranted. 
 Practical methods, such as reducing the availability of the means of self-
harm can be helpful at both an individual and societal level (Cotgrove 2005). 
NICE recommends that for all children and young people, parents and carers 
should be advised to remove all means of self-harm, including medication, 
before the child or young person goes home from hospital (NICE 2004a).

Safety in overdose

The Department of Health’s national suicide prevention strategy and reports 
identify the year following self-harm as a high-risk time for young people, 
and highlight the need to reduce access to significant quantities of medicines 
(Department of Health 2002b; Department of Health 2003). Many prescrip-
tion medications have now been made safer in overdose. These include newer 
antidepressant drugs, such as selective serotonin reuptake inhibitors (SSRIs), 
which are less toxic in overdose than the older tricyclic antidepressants. 
 Safety warnings in general have been improved in product information, but 
some have argued that this may increase risk in some people for whom such  
information on overdose or poisoning may assist suicide. The various views 
about prescribing and self-poisoning in relation to UK regulatory authority 
warnings has had a significant effect on the use of SSRIs with young people 
under 18 (Bergen et al. 2009).
 Whilst it is important to take an overall harm minimisation approach 
to self-harm, harm minimisation strategies should not be recommended for 
young people who ingest tablets and other poisons. This is because there are 
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no safe limits in self-poisoning (NICE 2004a). Instead, advice about the toxic 
effects of poisoning should be given to the young person. 
 There is some evidence that restricting access to large quantities of 
over-the-counter medicines reduces the severity of adverse consequences of 
overdose. Children and young people who take overdoses often swallow para-
cetamol (Clark et al. 2000; Hawton et al. 2001; Bhugra et al. 2004; Social Care 
Institute for Excellence 2005). This is partly because it is readily available in 
pharmacists, supermarkets and small shops and other outlets such as garages. 
Paracetamol is also available in combinations with other preparations, includ-
ing decongestants and over-the-counter remedies, which increases the risk for 
accidental poisoning as well as self-harm (Farley et al. 2005). 
 When we consider that most self-harm by young people is impulsive, the 
availability of cheap, potentially lethal medication 24 hours a day should be 
cause for concern. Legislation passed in 1998 enforced blister packaging with 
reduced pack sizes of 16 tablets for over-the-counter sales of paracetamol. Due 
to the impulsive nature in which some overdoses are taken, blister packag-
ing provides delays to help the person think about what they are doing. This 
makes the process of overdose slower, and packages generally contain fewer 
tablets than bottles. Findings strongly supporting this have been published 
since the legislation was passed, as results show a reduction in the amount of 
tablets taken in a single overdose (Hawton 2002; Turville et al. 2000). 
 Farley et al. (2005) go further, stating that a more direct health promo-
tion message, involving the media, about the potentially fatal consequences 
of paracetamol poisoning may help reduce the number of impulsive self-harm 
attempts. This might be similar to the health promotion campaigns in the 
1970s and 80s which helped to pass clear messages through generations of 
parents about keeping medicines and chemicals such as bleach, safely out of 
the reach of young children. Safety caps on bottles aided the goal of reducing 
accidental poisoning in this young age group.

Risk management and the Care Programme Approach

The Care Programme Approach (CPA) is the UK system of delivering hos-
pital- and community-based mental health services. It was introduced in 
England in 1991 and by 1996 was in use across most specialist mental health 
services. Risk management is a key part of the CPA framework. The CPA 
involves identifying specific interventions based on an individual’s support 
needs, taking into account safety and risk issues. Care plans should be drawn 
up to meet all of the service user’s needs, including those needs relating to risk 
(Department of Health 2008).

Wider risk issues

The assessment of suicide risk involves an exploration of behaviour across 
several domains, including school, interpersonal relationships and social 
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functioning. The presence of acute and chronic stress factors should be identi-
fied and recorded. Primary risk factors, including mood disorder, should be 
explored using direct questioning. This is to assess current ideation, intent 
and planning (Leighton 2006). Secondary risk factors, such as substance abuse 
and situational factors, such as family functioning, social support, and major 
life events all need to be explored using multiple methods and involving dif-
ferent people (Stanard 2000).
 As we have seen, self-harm can be part of a complex picture, often accom-
panying other risky behaviours. It is therefore important to ensure that these 
other areas are also included in the assessment as well as the evaluation of self-
harm and suicidal behaviour. Such behaviours include:

• aggression/violence/harm to others/property
• exposure to past/present physical/sexual/emotional abuse/domestic violence
• self-neglect
• exploitation.

Protective factors

When conducting an assessment as well as considering all the risk factors, 
protective factors also need to be considered. These are the aspects of a per-
son’s life that may help to reduce the impact of the risks they are facing. 
Protective factors can help facilitate positive outcomes, even when a young 
person is experiencing adverse life events and external stress. The following 
is a list of protective factors that support positive outcomes for young people 
who self-harm:

• Personal resources – emotional resilience
• Strong connections and supportive relationships with family and friends
• Evidence of ability to use problem solving skills and coping strategies
• Restricted access to lethal means of self-harm and suicide
• Access to supportive mental health, care or therapeutic relationship
• Enjoyment and involvement with school 
• Life-affirming beliefs that discourage suicide and support self-preservation

Summary

A catalogue of child protection failures has resulted in organisations provid-
ing services for young people to become more risk averse. Sellen (2008) argues 
that the plethora of risk assessment and management tools and the pressure on 
frontline professionals and their managers to ‘get it right’ has created unhelp-
ful anxiety within children’s services.
 All information which is gathered and corroborated during the assessment 
process is used to make judgements and decisions in relation to a young per-
son’s self-harm and risk of serious injury or death. This is based on a number 
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of factors, including the young person’s choice; issues of competence and 
capacity; the assessor’s knowledge and experience; and the research evidence 
about what works for young people who self-harm. Rather than making deci-
sions about risk in isolation, it is good practice to discuss risk assessments and 
management strategies with colleagues. This allows different perspectives to 
be considered and provides an opportunity to highlight issues that may have 
been overlooked.  
 Structured assessments can be helpful in assessing the risk of self-harm and 
suicide, but there are currently no instruments with a satisfactory evidence 
base. Therefore, a thorough and competent assessment should address pre-
cipitating factors, the context in which the self-harming or suicidal behaviour 
takes place and the role of psychosocial factors.
 All tool-based risk assessments should be conducted as one part of a thor-
ough and systematic overall clinical assessment. This is particularly important 
when assessing the risk of suicide and self-harm, as there is currently no 
instrument with a sufficiently strong evidence base or predictive power.



 

7   Treatments for young people 
who self-harm

Key points:

• The evidence base for the treatment of self-harm and suicidal behaviour 
by children and young people is extremely limited.

• Notwithstanding limitations in the knowledge base, available treatment 
options include individual psychological interventions, behavioural tech-
niques, medication targeted at coexisting mental health problems, and 
both family therapy and group psychotherapy. 

• Working in an honest and open way with young people and families is 
always the key to success. Sharing our views and generating and agreeing 
collaborative management plans is likely to enable positive outcomes. In 
contrast, unilateral decision making and paternalistic interventions are 
likely to be less successful.

• Individual therapy with young people who self-harm is often based on the 
principles of crisis intervention which is brief, intensive and focused on 
current difficulties.

• Although the number of studies is small, there is a relatively strong evi-
dence base for group treatments on reducing the likelihood of self-harm 
repetition.

• Family-based interventions, whilst an important component of therapy 
or treatment, are rarely effective in isolation. Furthermore, family inter-
ventions are not suitable for all children and young people, particularly 
older adolescents. 

• Multi-modal treatment strategies designed to support young people who 
self-harm should focus on social skills building, problem solving skills 
and care seeking behaviours.

• Treatment programmes for young people vary widely across the UK and 
include different forms of counselling, individual and group therapy and 
problem solving strategies, but there is currently not enough evidence to 
demonstrate which are the most effective. 
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Introduction

Working in an honest and open way with young people and families is always 
the key to success. Sharing our views and generating and agreeing collabora-
tive management plans is likely to enable positive outcomes. By contrast, 
unilateral decision making and paternalistic interventions are likely to be less 
successful. Before any therapeutic work can take place with young people who 
self-harm, a trusting therapeutic relationship will need to be established in 
a climate of understanding and acceptance. This is part of the engagement 
process discussed in earlier chapters.

Promising treatments

The primary purpose of intervention with children and young people who are 
suicidal or self-harming is to prevent suicide, reduce repetition of self-harm 
and address the issues that combine to produce self-harm or suicidal behav-
iour. Secondary aims are to enhance psychological and social functioning and 
improve quality of life.
 Treatment options include psychological interventions, behavioural tech-
niques, medications targeted at coexisting mental health problems, family 
therapy and group psychotherapy. The mental state of the presenting young 
person can be complex and involve a host of environmental, interpersonal and 
internal difficulties. Although there are many different treatment strategies 
used, less evidence is available on whether these are effective or not. 
 Non-compliance with treatment is well documented, and Kreitman (1979) 
reported compliance in less than one-half of young people referred for deliber-
ate self-harm. There are likely to be many reasons for this, but little is known 
about the effect of strategies to increase treatment compliance by children and 
young people who self-harm.

Individual therapies 

Individual therapies generally aim to address the psychological factors that 
combine to cause and maintain self-harm or suicidal behaviour. These may 
include anxiety or depression, impulsivity or difficulties with problem solv-
ing. The principal aim of most individual psychological therapies is to enable 
people to adapt perspectives and develop alternative coping strategies and 
ways of expressing their feelings (Social Care Institute for Excellence 2005).
 There are many different forms of individual therapy. Deciding which 
approach to use depends on the developmental status of the child, the evidence 
base for use and the specific wishes of the child, their family or carers. Expressive 
therapies, such as play or music therapy, may be appropriate for younger chil-
dren, whereas older adolescents may benefit from talking therapies such as CBT 
or family therapy. Children with a low IQ or marked receptive speech diffi-
culties and social impairment are less likely to benefit from talking therapies. 
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Creative therapies often have a psychodynamic basis and may be used on an 
individual or group basis. Some children may benefit more from using expres-
sive or creative media, such as art, music or dance therapy (Nation 2003).
 Individual therapy with young people who self-harm is often based, at 
least initially, on the principles of crisis intervention. Crisis or problem solv-
ing therapy is likely to be brief, intensive and focused on current difficulties. 
There is some evidence that problem solving therapy produces lower rates 
of repetition of self-harm during follow-up periods, although effect sizes are 
small (Department of Health 2003b). 
 Individual therapy varies considerably depending on the type of support 
needed by the particular young person. Most professionals tend to have their 
own framework of understanding the distress and a commitment to a par-
ticular kind of response. Such interventions range from counselling to more 
structured cognitive behavioural type strategies. Counsellors tend not to 
give advice or tell the young person how to solve their problems. Cognitive 
behavioural therapists are likely to be more directive and prescriptive about 
reaching resolution.

Cognitive therapies

Cognitive interventions are designed to change negative beliefs by gaining 
insight into how one’s thoughts, feelings and behaviour are connected. Young 
people are helped to first elucidate, and then challenge, aspects of their core 
beliefs and negative thoughts (Woolley 2006). Cognitive behavioural therapy 
(CBT) is a discrete, time limited, structured psychological treatment. It is 
based on the premise that cognition is a primary determinant of behaviour 
and mood (Fonagy 2003). 
 Interventions are aimed at targeting and changing faulty cognitions to 
produce a change in affect and behaviour. Therefore, the removal of negatively 
distorted beliefs improves coping mechanisms. CBT interventions and prob-
lem solving strategies are used increasingly with young people who self-harm, 
and their use with adolescents has been shown to be effective (Wood et al. 
1996; Harrington et al. 1998a; Rohde 2005). However, most of the studies 
that investigate outcomes and effectiveness involve teenagers and adults, and 
fewer studies have been conducted with younger adolescents and children. 
 There has been some evidence to suggest that cognitive behavioural ther-
apies are effective in reducing suicidal behaviours (Salkovskis et al. 1990). 
Kolko and Brent (1988) demonstrated that 80 per cent of young people who 
engaged in a treatment programme of combined cognitive and interpersonal 
therapy showed remission for suicidal behaviour. Liberman and Eckman’s 
(1981) study, highlighted earlier, compared a behaviour therapy approach 
with an insight orientated therapy with adults, and reported a relatively posi-
tive result with both groups. However, neither study included the additional 
treatments participants may have received, such as antidepressant medication. 



 

Treatments for young people who self-harm 147

Manual assisted cognitive therapy

Manual assisted cognitive therapy (MACT) was developed by Evans and 
colleagues as a brief, cognitively orientated and problem focused therapy 
comprising up to five sessions in three months of an episode of self-harm, 
with the option of a further two booster sessions within six months (Evans et 
al. 1999). There is evidence that MACT has some effect on reducing self-harm 
and suicidal acts in adults (Fagin 2006; Weinberg et al. 2006). However, 
there is a lack of research exploring MACT with young people under 18. 

Problem solving therapy

Problem solving therapy is a brief psychological treatment for depression and 
is based on the principles of CBT (Huband et al. 2007). However, research 
with children and young people has been limited, and most studies have been 
conducted with adults. Problem solving techniques can be helpful in encour-
aging the young person to re-establish a sense of autonomy. Problem solving 
therapy as a brief psychological intervention has been used extensively as a 
form of crisis intervention following self-harm or attempted suicide (Hawton 
and Kirk 1989). 
 Through a collaborative process, the therapist forms a supportive relation-
ship with the client whereby together they can clarify and work out which 
steps need to be taken to begin to solve the problems. In cognitive therapy, 
the therapist may assist the patient in recognising and re-appraising negative 
cognitions which threaten constructive action.
 Like many individual therapy approaches, psychotherapeutic interventions 
aim to explore feelings, thoughts and experiences. The origins of current 
problems are viewed as being related to the past. Psychotherapy often involves 
more intensive, regular meetings and is likely to span a longer period of time. 
Role play, play therapy and other creative therapies may be used to enable the 
young person to use different mediums of communication. 

Dialectical behaviour therapy

Dialectical behaviour therapy (DBT) is the only treatment known to be effec-
tive in reducing self-harm among people with borderline personality disorder. 
Earlier in the book, we mentioned that borderline personality and self-harm 
do not necessarily coexist, but for some people with borderline personality 
disorder, self-harm is a coping strategy. Various randomised controlled trials 
(RCTs) have shown that those who have had DBT have fewer suicidal ideas, are 
less likely to engage in self-harming behaviour and have fewer hospital admis-
sions following self-harm (Koerner and Dimeff 2000; Dimeff et al. 2002). 
 The NICE guidelines on self-harm state that for people who self-harm and 
have a diagnosis of borderline personality disorder, consideration should be given 
to the use of DBT (NICE 2004a). DBT is also cited as an effective treatment in 
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the NICE guidelines on the treatment and management of borderline personal-
ity disorder (National Collaborating Centre for Mental Health 2009).

What is DBT?

DBT is a cognitive behavioural psychotherapy based on biosocial theory pio-
neered by Marsha Linehan and colleagues at the Behavioural Research and 
Therapy Clinics in the USA. This was first used to treat the chronically para- 
suicidal behaviours of adult women. Although developed as an outpatient 
treatment, DBT has also been shown to be effective in other contexts, includ-
ing inpatient units and forensic settings (Barley et al. 1993; Linehan et al. 
1999; Bohus et al. 2001). 
 DBT is most commonly used to help people with borderline personality 
disorder manage their self-harm. This is achieved by developing self-awareness, 
reducing impulsivity and through emotional regulation and positive coping 
strategies. DBT comprises a programme of individual and group therapy, 
social skills training and access to crisis management by telephone. DBT has 
been adapted to use with young people, particularly those who repeatedly 
self-harm (Miller et al. 2007). 
 Linehan describes the features of borderline personality disorder in terms of 
‘dysregulation’. This means that people often struggle with their sense of self and 
frequently describe feeling empty, unreal or ‘cut off’. Therapists at the Behavioural 
Research and Therapy Clinics refer to dysregulation in cognitive, affective, behav-
ioural and interpersonal terms (see Table 7.1). People with borderline personality 
disorder are emotionally vulnerable. They may have unrealistic goals and expecta-
tions, feeling angry or worthless if they struggle or fail to achieve these. 
 Due to extreme emotional reactions, people with borderline personal-
ity disorder frequently have a chaotic lifestyle. In an attempt to cope with 
intolerable feelings of stress they may engage in suicidal, self-harming or 
impulsive behaviours. DBT aims to help people with borderline personality 
disorder to decrease destructive, self-harming or life-threatening behaviours, 
and improve their overall quality of life.
 DBT is based on a biosocial theory which suggests that borderline person-
ality disorder evolves as a consequence of an emotionally vulnerable person 
growing up within an ‘invalidating environment’ (Linehan 1993a). Linehan 
defines an emotionally vulnerable person as one whose autonomic nervous sys-
tem reacts excessively to stress, and is slow to return to a normal baseline. An 
invalidating environment is a situation where a child’s emotional responses 
are ignored by significant others such as their parents. 
 As the name suggests, DBT places emphasis on dialectics and there is 
no absolute truth. Young people are encouraged to recognise that reality is 
complex, and that contradictory thoughts and views are both inevitable and 
can be synthesised. In DBT, the relationship between client and therapist 
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is considered to be highly influential in the success of treatment. The most 
fundamental dialectic of all involves accepting the young person as they are. 
This is in the context of supporting them to change, to be comfortable with 
change, and to develop non-destructive coping strategies. 
 Dialectic strategies used in DBT enable the young person and therapist to 
balance change and acceptance, and reduce the potential for both people get-
ting stuck with rigid thoughts and behaviours. Therapists receive supervision 
as part of therapists’ consultation groups. This is intended to enhance thera-
peutic capabilities and prevent burnout.

The four stages of DBT

Young people with emerging borderline personality disorder often have mul-
tiple interpersonal problems and struggle with coping with stress and conflict. 
Deciding where to start is often difficult for both the young person and thera-
pist. For this reason, agreeing what to focus on and when is one of the first 
tasks in DBT. This is addressed through a four-stage treatment hierarchy (see 
Table 7.2). The pre-treatment stage focuses on assessment, commitment and 
orientation. This is to assess motivation to change and set achievable goals. 

Table 7.1 DSM-IV criteria for borderline personality disorder

Affective dysregulation Unstable mood; which may be episodic, intense and associated 
with anxiety or irritability. This usually lasts a few hours, and 
rarely more than several days

Anger which may be intense, inappropriate or poorly 
controlled. This may manifest as temper tantrums, displays of 
anger and physical fights

Behavioural 
dysregulation

Potentially self-destructive impulsivity in at least two areas 
of functioning. This may include sexual behaviour, substance 
abuse or binge eating. Suicidal or self-mutilating behaviour is 
not included. Recurrent suicidal gestures or threats of self-
mutilating behaviour are included

Interpersonal 
dysregulation

Efforts to avoid abandonment which may be real or imagined

Unstable and intense interpersonal relationships characterised 
by extremes of devaluation and idealisation

Self dysregulation Disturbance of self identity and self image, and chronic feelings 
of emptiness

Cognitive dysregulation Brief, stress related paranoid ideas or extreme dissociative 
symptoms
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Stage 1 focuses on suicidal behaviours, therapy interfering behaviours, and 
behaviours which interfere with quality of life. Stage 2 deals with post-trau-
matic stress. Stage 3 focuses on self-esteem and individual treatment goals. 
The targeted behaviours that are being addressed at one stage are brought 
under control before moving on to the next stage. This is achieved using a 
range of therapeutic strategies which include validation and problem solving.

Individual therapy

In DBT, the relationship between the young person and therapist is thought 
to be highly influential in the success of therapy. DBT is a collaborative 
therapy and requires a lot of motivation from both the young person and 
their therapist. Weekly therapy sessions are provided, structured around 
the young person’s diary card. This is used to monitor target behaviours, 
the intensity of emotions they experience, and the new skills that are being 
learned (see Table 7.3). 
 If a young person harms themself between individual sessions they are 
expected to complete a ‘chain analysis’. This involves a detailed behavioural 
analysis of the events that led to the self-harm, and can help identify likely 
reinforcing contingencies for the maladaptive behaviours that followed. 
Between sessions, young people are offered telephone support from their 
individual therapist. The focus of this is to support young people in their 
application of adaptive skills learned during individual therapy sessions.

Skills training group

Young people receiving DBT also attend a skills training programme comprising 
four modules. These are used to help the young person modulate their emotions 
and behaviours (see Table 7.4). Although the module on ‘mindfulness’ is always 
completed first, subsequent modules on interpersonal effectiveness, emotional 
regulation and distress tolerance can be completed in any order. The final mod-
ule called ‘Walking the Middle Path’ is specifically for adolescents.

Table 7.2 Four-stage DBT treatment hierarchy

Therapy stage Focuses on

Pre treatment Assessment, commitment and orientation

1 Suicidal behaviours, therapy interfering 
behaviours and behaviours that interfere 
with quality of life

2 Post-traumatic stress

3 Self-esteem and individual treatment goals



 

DIARY CARD

Name: …………………………..............................

Week commencing: ……………….............................

Day

Mon Tues Wed Thur Fri Sat Sun

*Urges

Self-harm 0–5

Suicide 0–5

Other 0–5

Emotions

Pain 0–5

Sad 0–5

Shame 0–5

Anger 0–5

Fear 0–5

Other 0–5

Actions

Self-harm 0–5

Other 0–5

*Skills 0–7

Table 7.3 Example of young person’s diary card

*Urges
 0 no urges
 5 extremely strong urges

*Skills used
 0 not thought about
 1 thought about, not used, didn’t want to
 2 thought about, not used, wanted to
 3 tried but couldn’t use them
 4 tried, could use them, but didn’t help
 5 tried, could use them, helped
 6 didn’t try, used them, didn’t help
 7 didn’t try, used them, helped
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The concept of ‘mindfulness’ is at the centre of DBT. This refers to the abil-
ity to be in control of your own mind instead of letting your mind be in 
control of you (Linehan 1993b). Young people learn the difference between 
what Linehan calls the reasonable, emotional and wise mind. The reasonable 
mind is portrayed as logical, rational and focused and thoughts are ‘cool’. In 
contrast, an emotional mind is controlled by current feelings. ‘Hot’ thoughts 
drive emotions, logical thinking becomes difficult and reality is distorted. 
The wise mind integrates the reasonable and emotional mind, and adds intui-
tive knowing so that the wise mind knows something to be true or valid. 
As part of mindfulness, young people are supported to focus on the present 
moment, rather than past or future events. 
 The second module focuses on interpersonal effectiveness training. 
This enables young people to deal with situations of conflict and develop 
self-respect. They are taught how to make their wants and needs known 
to others, respectfully and assertively, and how to say no to unreasonable 
requests or demands. 
 In the third module, young people are supported to develop skills to 
regulate their emotional responses. This involves recognising, labelling and 
managing strong emotions, such as sadness and anger. Young people learn 
that complete emotional control cannot be achieved, and that being emo-
tional is a normal part of life. 
 The fourth skills training module focuses on distress tolerance. There 
is often a connection between an inability to tolerate strong emotions and 
impulsive behaviour which can serve to reduce intolerable distress. During 
this module, young people work on skills to manage anxiety or upset without 
making impulsive decisions, including self-harm. 

Walking the middle path

DBT has been adapted for use with adolescents (DBT-A). This is with the 
primary focus of supporting young people and their families cope with the 
transition from adolescence to adulthood and manage the stresses and strains 
of family-based interpersonal relationships. A fifth skills module has been 
developed to teach adolescents and their parents about the concepts of dialec-
tics, validation and reinforcement. 

Table 7.4 DBT skills training group

Module 1 Mindfulness

Module 2 Interpersonal effectiveness

Module 3 Emotion regulation

Module 4 Distress tolerance

Module 5 Walking the middle path (adolescents)
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Multi-family skills training

Recognising that young people who self-harm often live with parents and 
carers, Alex Miller and colleagues have developed a DBT multi-family skills 
training group for adolescents and their parents or guardians (Miller et al. 
2007). The 24-week skills-training programme includes weekly homework 
and the generalisation of new skills to real-life situations. 

Multi-systemic therapy 

Multi-systemic therapy (MST) is an evidence-based treatment from the 
USA. It is an intensive, home and family-based treatment combining fam-
ily and cognitive behavioural strategies with a range of other family support 
services. A typical MST intervention lasts between four and six months and 
the service is on call 24 hours a day, seven days a week. Each MST therapist 
has a caseload of three to five young people and is expected to adapt their 
working pattern so they are available at times convenient to their service 
users or to respond to a crisis.
 MST has been shown to reduce attempted suicide among children and ado-
lescents. Young people presenting in psychiatric crisis were randomly assigned 
to MST or hospitalisation (Huey et al. 2004). Indices of attempted suicide, 
suicidal ideation, depressive affect and parental control were assessed before 
treatment, at four months after recruitment and at one year post-treatment 
follow-up. MST was found to be significantly more effective than emergency 
hospitalisation at reducing rates of attempted suicide, and symptom reduc-
tion over time was better for young people receiving MST. However, since the 
study group included psychotic and aggressive young people as well as those 
who were suicidal or self-harming, the population was not entirely consistent 
with the outcome being examined (Social Care Institute for Excellence 2005).

Family therapy

Since children grow up in families or alternative families, many solutions to 
problems can be found in the family context. Family therapy is based on the 
principles of a systemic or contextual approach (Woolley 2006). Although the 
two most common are strategic family therapy and structural family therapy, 
other techniques including narrative, psycho-educational, behavioural and 
Milan family therapy are also used. Techniques used in strategic family ther-
apy include challenging rigid or absent boundaries, unbalancing the family 
equilibrium by temporarily joining with one family member against others, 
and setting ‘homework’ tasks designed to restore hierarchies (Asen 2002).
 Randomised controlled trials have not shown family therapy to be as effective 
as other interventions for young people who self-harm (Senior 2003). However, 
since family dysfunction and poor relationships are predictors of persistence, it 
is common sense that family intervention alongside other treatments is likely 
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to be helpful. There is some evidence that family dysfunction and poor com-
munication between family members is associated with self-harm (Kerfoot et al. 
1995; Kerfoot et al. 1996; Harrington 2001; Chitsabesan et al. 2003). 
 Much of the literature on the treatment of suicidal young people also sug-
gests that family therapy or family involvement is an important component in 
treatment. There have been frequent reports on family dysfunction and on the 
family’s lack of understanding and knowledge about suicidal behaviour. Some 
theorists have advocated a didactic intervention where parents receive a psycho-
educational approach to help them understand the young person’s dilemma. 
 Harrington et al. (1998b) used a brief home-based family intervention 
which targeted difficulties, such as poor communication and difficulties with 
problem solving. Family therapists may work with one whole family or a 
particular subgroup, for example mother and daughter. In many cases how-
ever, the family may not be motivated or compliant with treatment, making 
the role of family work even more complex. Kolko and Brent (1988) noted 
the importance of combining individual psychotherapies and family systemic 
approaches in the treatment of suicidal young people. 
 A team in Leeds are currently planning to conduct the SHIFT (Self-Harm 
Intervention Family Therapy) trial – a large multi-centred trial of a manualised 
family therapy 12-week programme. This aims to prevent self-harm repetition, 
and is discussed further in Chapter 10. While much has been reported about 
strong associations with family dysfunction and self-harm, family therapy is 
rarely effective as the sole treatment, nor is it recommended for all suicidal 
youngsters, particularly older adolescents.

Brief solution focused therapy

Brief solution focused therapy (BSFT) is aimed at building solutions rather 
than solving problems (Iverson 2002). A small number of studies have dem-
onstrated positive outcomes with children and young people (Zimmerman 
et al. 1996; Lethem 1994; Rhodes and Ajmal 2004). BSFT aims to produce 
change and to enable the young person to recognise why change has occurred. 
 Using a scale between one and ten, Iverson (2002) suggests that improve-
ment can be tracked, and explanations for what has caused such improvements 
can be identified. Comparing the different ratings provided by young people 
and their parents or carers can be helpful in understanding family relation-
ships, perceptions of difficulties and coping styles within the family.

Group treatment 

Group therapy is based on the premise that children’s difficulties develop 
within a network of relationships and in the social context. Relationships 
are explored as part of a dynamic and changing process. Children and young 
people are able to discuss problems, identify with others and share strategies 
to resolve conflict and distress (Woolley 2006). 
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 Group therapy has been used to treat a wide range of difficulties experi-
enced by young people (Scheidinger and Aronson 1991). However, it has been 
seldom used with adolescents who self-harm. A group therapy programme for 
adolescents who repeatedly self-harmed found that group therapy was more 
effective at reducing future instances of self-harm than routine care (Wood 
et al. 2001). Most treatments to date have focused on individual therapy. This 
may be partly due to anxieties about grouping suicidal people together in case 
of issues of contagion or imitation of self-harm. In addition, there has been a 
lack of training for therapists in this modality. 
 Although psychotherapists sometimes recommend that suicidal people 
should be excluded from groups there has been no evidence to suggest that 
group therapy can be detrimental or harmful. Young people tend to want to 
belong to groups, and there is evidence from practice that suggests young 
people who self-harm identify with each other and often form covert groups. 
Through the evolution of social networking sites and other internet based 
resources, virtual groups of self-harmers have been developing. However, 
their impact on rates of self-harm and suicide is not known (WHO 2000a; 
Whitlock et al. 2006). 
 Feedback from young people suggests that they tend to find group treat-
ment more attractive, and young people describe many positives, particularly 
reducing their sense of isolation and the promotion of social inclusion. 
Again, like many therapies, group therapies can be used in conjunction with 
other treatments. The NICE guidelines on self-harm (NICE 2004a) suggest 
that developmental group psychotherapy could be offered to young people. 
Similarly, group dialectical behavioural therapy has shown promise for sui-
cidal adolescents in the USA (Miller et al. 2007). Both treatments involve the 
group programme being added to other approaches.

Psychopharmacological interventions

Psychotropic drugs can be used in the treatment of self-harm particularly 
when there is evidence of co-morbidity, such as anxiety states, psychosis and 
depressive symptomatology. However, treating children and young peo-
ple with psychoactive medication is controversial. Use of medication with 
suicidal young people needs to be a cautious undertaking, given the high 
level of toxicity and fatal consequences of some drugs in overdose. Rettersol 
(1993) reported an increase in antidepressant overdose as a method for sui-
cide. Reynolds and Mazza (1993), on the other hand, demonstrated efficacy 
in reducing suicidal ideations with antidepressants in the adult population. 
 Selective serotonin reuptake inhibitors (SSRIs), such as fluoxetine, are 
often the drug of choice for adolescents because they have fewer side effects 
and are safer in overdose. However, a systematic review by Whittington 
et al. (2004) reported that, with the exception of fluoxetine, SSRIs offer 
more risks than benefits to children and young people. The NICE guide-
lines on depression in children and young people recommends that those 
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prescribed an antidepressant should be closely monitored for the appearance 
of suicidal behaviour, self-harm or hostility (National Collaborating Centre 
for Mental Health 2005).
 Although some evidence supporting the use of depot flupenthixol has 
emerged from a systematic review on interventions for repeated self-harm 
in adults (Hawton et al. 1998b), there is no evidence to support its use with 
young people. Since injecting young people with slow-release antipsychotic 
medication is arguably even more controversial than using oral antidepres-
sants, these drugs have rarely been considered as a frontline treatment for 
self-harm in young people unless, of course, self-harm co-occurs with psycho-
sis (Pryjmachuk and Trainor in press).
 A recent randomised controlled trial conducted in Manchester and 
Cambridge (Goodyer et al. 2007) found no benefit for CBT combined with 
an SSRI antidepressant over the use of an SSRI alone. This study provoked an 
ongoing debate among clinicians and researchers, and focused debate on the 
use of antidepressant medication and psychological treatments for children 
and adolescents (Cotgrove 2007; Timimi 2007). 

Complimentary therapies

There is a lack of evidence about the impact of complimentary therapies on 
self-harm and suicidal behaviour. People often report that massage, medi-
tation, aromatherapy and homeopathy can alleviate stress, and creative 
therapies such as those which use art, music or dance may be helpful in ena-
bling expression, articulating thoughts and feelings and channelling distress 
(SANE 2007). 

Conclusions

The evaluation and treatment of adolescent self-harm and suicide is an under-
researched area of work in both the UK and the USA. A number of studies 
have been conducted to investigate epidemiological factors and risk indica-
tors, but there is little robust evidence about treatments that are known to 
be effective.
 Some of the promising individual treatments have been highlighted in this 
chapter. Although there has been a significant increase in interventions over 
the past ten years, there is currently no standard treatment in the UK or USA 
that is seen to be more superior than another. However, what seems clear is 
that high quality longitudinal studies are required with young people who 
self-harm and those at risk of suicide. Time and money can be wasted, and 
opportunities lost, by providing interventions that are not evidence-based nor 
produce good outcomes for children and young people.



 

8   Involving parents and carers

Key points:

• Numerous reports have highlighted that parental involvement is often 
woefully inadequate, and on occasions parents are excluded from profes-
sional care and treatment decisions at the most basic of levels.

• If a child or young person does not wish their parent or carer to be involved, 
every effort should be made to fully understand the reasons for this. This is 
not to apply pressure, but is to enquire if any steps could be taken to address 
the reasons why a young person may not want their parent or carer involved.

• Seeing, or being aware of, one’s child hurting themselves and putting 
their life at risk can be very distressing for those around them. It is there-
fore important to address the impact of self-harm on parents, carers and 
other family members.

• The natural reaction for parents or carers is often to want to protect and 
take control of the situation. However, this may sometimes be coun-
terproductive and they may sometimes need to be supported to get the 
balance right. 

• Feeling helpless can influence parental behaviour and parenting interven-
tions, leaving people feeling paralysed. Many describe a sense of ‘walking 
on egg shells’ or being ‘held at ransom’, and are wary of setting limits 
and boundaries. This leaves parents feeling disempowered, anxious and 
worried. These anxieties can be exacerbated by a lack of information and 
support from some health professionals.

• When parents or carers have been directly involved in the care and treat-
ment of their son or daughter it is important to ask about their experience 
of this. This is so the service can reflect on whether parents and carers feel 
listened to, that their views are being considered and that they have been 
appropriately involved. 

Introduction

Depending on the different organisational or community context in which 
adults come into contact with young people who self-harm, the degree and 
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extent to which parents and carers may be involved will vary. However, it is 
essential to remember what to some may at first seem obvious – the majority 
of children and young people have parents or carers and many will want them 
to be involved to some degree. 
 This chapter explores some examples of how parents or carers can be appro-
priately involved when their son or daughter is suicidal or self-harming. It 
addresses some of the key issues that need to be considered, as well as discusses 
some of the more complex issues that may arise.

Policy context

Parents and carers’ involvement in care and treatment decisions is at the heart 
of the modernisation of the NHS and its component structures, organisations 
and services. The National Service Framework for Children, Young People 
and Maternity Services includes a detailed standard on supporting parents and 
carers (Department of Health 2004). This sets out the requirements of serv-
ices to work together so that parents and carers are properly involved, have 
access to appropriate information and have the support they need in looking 
after and meeting the needs of their children. 
 The Health Advisory Service points out that parents of teenagers are often 
the last group to be seen as a resource, and yet they are, more often than any 
other group of adults, the first person a child or young person confides in 
(Health Advisory Service 1994). In recent years, the profile of ‘involvement’ 
has been raised and NHS organisations have developed strategies for public 
and patient involvement (PPI). This takes many forms, including the employ-
ment of service users and carers who contribute to the planning, delivery and 
evaluation of the organisation’s activities.

What do we mean by parental involvement?

It is important to discuss what we mean by involving parents and carers. 
Whereas most children and young people live with a family member, some 
are looked after by the local authority. In this chapter, the term carer is used 
to refer to an adult with responsibility for a child or young person. This may 
involve parental responsibility or a more general responsibility for a child’s 
welfare or well-being. Of course, many children and young people have par-
ents as well as carers. This includes those who have residential respite care or 
who are living away from home in hospital. Such care is provided by an adult 
in a loco parentis role.
 It is important to be clear that involvement per se is not a specific activity. 
Rather, it is a process and refers to a range of different interventions which 
vary in frequency and intensity according to the issue being considered. 
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Why is involving parents important?

Whilst it is important to be clear about consent and confidentiality, it is 
essential that professionals and other adults take every opportunity to appro-
priately involve parents wherever their child or young person may be living or 
receiving a service. This is because the majority of children and young people 
live with one or both parents, and involving them in their care in some way 
is a matter of common sense. In addition, in a large scale survey of young 
people’s life experiences, support from family was identified as being key to 
overall well-being (Princes Trust 2009).
 Research into child heath and well-being suggests that British youngsters 
have among the worst relationships with parents in Europe (UNICEF 2007). 
In a study of 100 young people admitted to hospital following an episode of 
self-harm, 47 per cent identified a serious disagreement with a parent during 
the previous 24 hours as the main reason for their self-harm (Kerfoot 1988). 
This suggests that the relationship a young person has with their parents or 
carers may be directly connected to their suicidal or self-harming behaviour. 
Therefore, parental involvement is likely to be necessary in understanding 
and addressing the difficulties involved.
 Chapter 5 highlighted the importance of collecting information from a 
range of different sources. This is to assist the professional in formulating their 
understanding about what a young person’s suicidal or self-harming behav-
iour is about. Parents and carers usually know their children much better than 
professionals, and often have views about what their son or daughter’s, self-
harm or suicidal behaviour is about. Parents can also provide a developmental 
history, sometimes crucial in determining when a young person’s difficulties 
began, and how they have evolved. Notwithstanding issues of confidentiality, 
it is therefore important to seek their views. 

How can we properly involve parents and carers?

Despite the obvious principles which have been discussed so far, numerous 
reports have highlighted that parental involvement is often woefully inade-
quate. All too often, parents are excluded from professional care and treatment 
decisions at the most basic of levels. This is despite clear messages in research 
and policy documents that parental involvement is of central importance. 
 Some organisations have attempted to address this situation by publishing 
strategies to involve and support parents at every level of service planning and 
delivery. Parent Power is Tameside’s parent plan which aims to empower par-
ents of vulnerable children, including those who are suicidal or self-harming. 
Recognising that some parents require additional support, the strategy has 
key priorities, including emotional health and well-being.
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Thameside’s Power, Parent Power Strategy and action plan

1  All service plans for children and young people and their families 
should indicate how they will include and support parents.

2  Services will recognise their role in supporting parents by mapping 
their position on the Parenting Support Framework to reflect the dif-
ferent levels of support that parents require.

3  Parent support will be developed and delivered to meet the needs of 
parents.

4 Parents know about what is available.
5  Develop a local delivery model for parenting courses and informal 

support.
6  Develop a skilled and knowledgeable workforce to provide quality 

parent support.
7  Parents have the opportunity to influence services for children and 

young people.
8 Parent support and involvement is adequately funded.
9 Parent support and involvement is monitored and evaluated.

(Thameside Children and Young People 
Strategic Partnership 2008)

Achieving a balance

People who self-harm should be allowed, if they wish, to be accompanied by a 
family member, friend or advocate during the assessment or treatment process 
(NICE 2004a). Indeed, many children and young people want their parents 
to be present, particularly during initial assessments. However, young people 
should always be offered the opportunity to speak alone. This is in order to 
maintain confidentiality and allow discussion about issues and problems that 
are directly associated with family members and relationships.

Time on your own is important as there are some things you wouldn’t want to 
say in front of your parents. You can be worried to say certain things as it can 
cause arguments when you get home.

 Lauren, 17

Some services are designed and organised in a way that includes parents 
directly in the assessment and treatment or therapy process. For example, 
in specialist CAMHS, parents are usually present for at least some of ini-
tial assessments, and in some cases subsequent treatment sessions. Whilst the 
young person may be having individual sessions or group work, there may be 
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sessions arranged for the parents on their own, or the work may involve family 
therapy, seeing part of or the whole family together.
 It is always important to sensitively explore views about information 
sharing. If a child or young person does not wish their parent or carer to be 
involved in decisions about their self-harm, every effort should be made to 
fully understand the reasons for this. This is not to apply pressure on the child 
or young person to share information they do not wish to share, but to enquire 
if any steps could be taken to address the reasons why a young person may not 
want their parent or carer involved. This requires a careful balance of enquiry 
and respect for privacy, and young people should never be made to feel pres-
sured about decisions involving parents and carers.

When parents refuse to be involved

It is not always young people who decide they do not want their parents to be 
involved. Sometimes, parents choose not to be involved themselves and refuse 
to cooperate with the young person’s or professional’s request to contribute 
to the assessment or therapy process. Perhaps not surprisingly, research has 
shown that young people who have uncooperative parents are more likely to 
repeat their self-harm. Refusing to allow the young person home following 
treatment in hospital for self-harm, or refusal to remove medicines from easy 
access are both risk factors for further self-harm. Sometimes, this may be a 
parent’s initial reaction as they are finding it hard to deal with their own feel-
ings and put the needs of their child first. At other times these uncooperative 
behaviours represent a serious breakdown in parenting, and in some circum-
stances social services need to be informed and may become involved.
 The paediatrician and child psychoanalyst Donald Winnicott coined the 
term a ‘good enough mother’ to refer to someone who provides unconditional 
love, care and consistency for their child. This includes physical and emotional 
nurture and protection such as warmth and praise, in order for their child to 
grow into a healthy, secure adult. The ‘good enough’ parent is in contrast to 
the unrealistic and unhelpful notion of a ‘perfect mother’ (Winnicott 1965). 
The vast majority of parents are considered ‘good enough’ parents and man-
age to meet their child’s needs. However, some struggle, and perhaps have 
not received what they would consider as good enough parenting. They may 
have an idea they want to be different, but putting these ideas consistently into 
action can be difficult. 

Sharing difficult situations

Parents often share the same worries as the young person. For example, they 
may have been concerned about their low mood for some time, or worry that 
friendships are becoming strained. Together, they may have thought about 
getting help or may have already approached services for help. At other times, 
parents may be completely unaware of their child’s self-harm or not know that 
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they were feeling suicidal. They may express surprise or be dismayed that all 
had seemed normal. Oldershaw (2008) describes how parents and young peo-
ple sometimes share ambivalence about seeking help, together hoping that 
problems will resolve themselves.
 It is important to put the account given by the young person and the parents 
or carers together. This is to help make sense of both the episode of self-harm 
and the underlying factors. When parental accounts of self-harm are very simi-
lar to young people’s, it can indicate that they are in touch with each other 
and share a close, caring relationship. However, this is often not the case, and 
accounts may differ considerably. The young person may have been showing 
their distress for some time but the parent may not have noticed. It is not unu-
sual for young people to have been keeping their distress and self-harm well 
hidden. Indeed, by all accounts the self-harm may have come ‘out of the blue’ 
and not occur in the context of other problems that parents may be aware of.
 Young people can often be supported to involve their parents in understand-
ing and addressing their self-harming behaviour. This does not need to be an 
all-or-nothing situation. They may agree to share the main themes, such as 
warning signs that they are struggling, or strategies to help keep them safe, but 
make some exceptions to information sharing. For example, they may consider 
that things they wish to remain private have little or no bearing on the current 
situation. For example, they may smoke cigarettes or be engaged in a sexual 
relationship and request that this information is kept confidential. 
 Sometimes young people agree that their parents should know about self-
harm, but not want them to know how long this has been happening. Other 
times they may only agree to minimal involvement, which might include 
knowing that their son or daughter is attending therapy sessions to talk to 
someone. Occasionally, young people refuse to have parents involved at all, 
even to be informed that they are having, or are in need of, help.

How parents might be feeling

It is important to address the impact of self-harm on parents, carers and other 
family members. Seeing or being aware of one’s child hurting themselves and 
putting their life at risk can be very distressing for those around them. The 
NICE guidelines on self-harm advise that professionals should provide emo-
tional support and help if necessary to the relatives or carers of people who 
have self-harmed (NICE 2004a). 
 As well as gaining additional information to help build a bigger picture of 
the self-harm or suicidal behaviour, it is important to give parents an opportu-
nity to express how they feel and explore how this may impact on the recovery 
of the young person. Anger, self-blame and helplessness have each been reported 
as parental responses to self-harm by their son or daughter (Raphael et al. 2006). 
 Parental perspectives on their child’s self-harm have not been widely pub-
lished. One study concluded that parents often spot signs of self-harm early 
on, but need more help and support in how to deal with it (Oldershaw 2008). 
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Byrne et al. (2008) conducted a study to identify the support needs of parents 
and carers of young people who had self-harmed. Focus groups highlighted 
the following themes as important: 

• support
• information about self-harm
• skills for parenting
• managing future incidents
• communication
• relationships
• discipline. 

An eight-week parenting group called SPACE was developed from the study 
which aimed to address these key themes (Byrne et al. 2008).  
 Another study that recruited parents of young people attending CAMHS 
for support with repetitive self-harm showed that parents experienced feelings 
of shock, disappointment, guilt, fear, sadness and a sense of loss (Oldershaw 
et al. 2008). The researchers found that parents benefited from advice and 
support, either individually or in a group, to help them manage their child’s 
self-harming behaviour. They noted that even those with prior knowledge of 
self-harm and an intellectual understanding of the issues struggled to come to 
terms with and manage these behaviours by their own child. 
 This ambivalence needs to be discussed, along with other parental feelings, 
so as to help and support the parent and influence the young person in the 
most helpful way. For example, non-attendance at appointments may be as 
much to do with parental ambivalence as uncertainty on the part of the child 
or young person themself.

Shock and distress

Listening to someone who is distressed, even for professionals, can be extremely 
demanding and upsetting, and this is why there are professional systems such 
as clinical supervision. There is no doubt that self-harm or suicidal behaviour 
by a son or daughter can be an extremely traumatic experience for parents. 
Parents are often devastated when their child self-harms, either by overdose 
or through self-injury, such as cutting or burning. Their natural reaction is 
often to want to protect and take control of the situation. However, this may 
sometimes be counterproductive. 

I can’t believe my daughter would do this, the thought of her cutting herself 
makes me want to cry. I have brought her up to protect her from harm and now 
this is happening.

 Angie
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As difficult as it may be, it is important for parents or carers to be as under-
standing and supportive as possible about their child’s self-harm. This is no 
easy task and some parents simply cannot cope with seeing someone they love 
harm themselves. The relationship a parent has with their child is different to 
the one that a professional has with a child, and parents often need to be sup-
ported to remain calm and manage their own feelings of upset and distress. 
This is if they are to be helpful and not make things worse.

Helplessness 

Parents often report feeling powerless, helpless and out of control when their 
child self-harms. In a study by Raphael (2006), parents expressed concerns 
about coping with their child on discharge from hospital, and were worried 
about the possibility of future incidents. Some parents struggle with putting 
their child’s needs ahead of their own. The self-harming behaviour of their son 
or daughter may resonate with the past experiences of parents and generate 
strong negative feelings. For example, past experiences of bullying or abuse 
may reawaken feelings of helplessness, disempowerment and loss of control in 
the parent or carer. 
 Parents have learnt a lot about how to be a parent from their own experi-
ences of childhood and being parented. Some parents find it helpful to reflect 
on the ways in which they themselves were parented. This allows them to 
consider alternatives, make adjustments and reconsider or revise parenting 
strategies. It is important for parents to recognise their own issues and set 
these aside from those which belong to their son or daughter. Being aware of 
these processes means parents can address them, and often, the awareness that 
they are different people in different circumstances is sufficient. 
 Feeling helpless can influence parental behaviour and parenting interven-
tions and leave people feeling paralysed. Many describe a sense of ‘walking 
on egg shells’ or being ‘held at ransom’, and are wary of setting limits and 
boundaries. This leaves them disempowered, anxious and worried. These 
anxieties can be exacerbated by a lack of information and support from some 
health professionals. However setting appropriate rules and providing con-
sistent boundaries that produce a sense of safety, security and containment 
is an important part of a parent’s role with a young person who is suicidal 
or self-harming. However, for some parents or carers, this is not as easy as it 
sounds, and professional support may be required.

Exclusion

Some young people do not want their parents to be involved, and others want 
only minimal involvement. Whilst informed decisions by young people need 
to be respected, this can leave parents feeling excluded and wondering what is 
troubling their son or daughter. As we discussed earlier, the transition from child-
hood to adulthood sees a move from dependence to independence, with increased 
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importance placed on the peer group rather than parents or carers. This can often 
include the blanket exclusion of parents in all things personal and private. 
 We have also heard that many young people remain ambivalent about 
parental involvement, and some need to be reassured that their parents are 
available, even though they may be reluctant to admit it. Therefore, the 
involvement of parents and carers should be seen as an evolutionary process. 
Again, this is not to cajole young people into sharing information they do 
not wish to divulge, but it is about recognising that adolescence is a period of 
transition and young people often change their minds. 
 Parents can be reassured by hearing that their experiences of struggling to 
support their son or daughter are not unusual. It can be validating to hear that 
being ignored for hours on end or being the repository for all the problems in the 
world is part of parenting an adolescent. It is not unusual for teenagers to spend 
hours alone in their rooms or immersed in the cyber world, or to use the house 
like a hotel, coming in to eat and expecting to be waited on hand and foot. Quite 
understandably, parents of young people who self-harm often struggle with this. 
Evidently it is still their job to look after their child physically, but faced with 
self-harm which is usually a sign of distress, they are excluded emotionally. 
 Young people are not expert problem solvers. They are still experiment-
ing with problem solving and relationship management and will get things 
wrong some of the time. Unlike adults, they do not have the benefit of exten-
sive life experience on their side, and this is where parents can be supportive. 
Parents are often reassured to hear that exclusion may be perfectly normal.

Kerry’s choice

Kerry, aged 15, took an overdose of ten paracetamol tablets following 
pressure of exams and an argument with her boyfriend. She called for 
an ambulance herself and was admitted to hospital. Kerry’s parents were 
away for the weekend and she was at home with her 19-year-old brother.
 None of her family know about the overdose and Kerry is adamant 
she does not want them to know. She is medically fit for discharge.
 The professional and Kerry discuss the reasons why Kerry does not 
want her parents to know about her overdose and why the professional 
thinks her parents should know – Kerry lives with her parents, they care 
for her, they help her sort out issues at school with her exams and have 
supported her during a split from her boyfriend.
 Kerry says she feels stupid and that she has broken her parents trust. She 
says the overdose was impulsive. She reports that she has never done any-
thing like this before and is adamant that she will not harm herself again. 
She wants no one to know and now just wants to get on with her life.
 Putting all factors together the outcome of the risk assessment sug-
gests that Kerry is at low risk of further self-harm or suicide.
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In situations such as Kerry’s, professionals should always try to involve par-
ents in the care of their daughter or son as this is recognised as best practice in 
engaging young people and families or carers. Whilst the dilemma surround-
ing Kerry’s choice does occur, in most cases young people who self-harm can 
be persuaded to recognise the importance of support from a responsible adult 
and agree that their parents should be involved.
 However, when a young person refuses to have parents involved, profes-
sionals need to: 

 a)  Assess whether the child or young person is competent or has capacity. 
This is discussed further in chapter 11.

 b)  Complete an individual risk and needs assessment, which may indi-
cate low, medium, or high risk of further self-harm, and subsequently 
develop a robust management plan. This is discussed further in chap-
ters 5 and 6.

 c)  Consider the welfare of the child or young person. Where there are 
concerns about safety and the young person is considered to be at risk 
of significant harm then confidentiality can be breached whether the 
young person is competent or not. 

There are often no straightforward solutions to such dilemmas. It is important 
for professionals to balance the young person’s right to confidentiality with 
the principle of parental involvement in the health and welfare of their child. 
This is in the context of the safety and welfare of the child. Whilst many 
parents have knowledge of the law and can appreciate their child’s rights, it is 
understandable when some find this situation difficult and believe they have 
a right to know what is happening to their son or daughter. These issues are 
discussed further in chapter 11.

Involving parents in risk management

Discussions and decisions about parental involvement should always take 
place in the context of a therapeutic relationship between the young person 
and the professional. This provides a framework of trust, honesty and respect 
where collaboration and agreement can often be reached. 
 However, there are exceptions to the degree of collaboration, limits 
to confidentiality and circumstances in which the young person’s right to 
confidentiality may be overruled. This is where the risks of not sharing infor-
mation are considered too high, and maintaining confidentiality may lead 
to significant harm. The welfare of the child is paramount, and the limits to 
confidentiality need to be made explicit to the young person. 
 In practice, this means that if a person is self-harming safely and is unlikely to 
cause themselves any significant harm, their confidentiality need not be breached. 
In contrast, there are circumstances in which a young person who is actively sui-
cidal may have their rights to confidentiality overruled, and informing others, 
including their parents or carers is necessary as part of a risk management plan. 
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 When a young person has definite plans to achieve death by suicide, involve-
ment of their parents or carers is crucial. This is to minimise the risks, keep the 
young person safe and, where possible, address the underlying issues to help 
reduce suicidal feelings. Parents’ views about this, as well as those of the young 
person and the professionals, are central. A written management plan needs to 
be implemented, and where the risks are considered too high to manage in the 
community, the plan may involve inpatient hospital admission.

Helping to keep the young person safe

Parents have a key role to play in keeping a child or young person safe. The greater 
the concern about risk and safety, the more likely it is that parents will need to be 
fully involved. The management plan following self-harm has safety as its overall 
objective. Parents need to be involved in reducing the risk of further self-harm 
and this will involve recognising signs of distress, communication and specific 
interventions such as safe storage of medicines. This is one of the most effective 
ways of helping to reduce the risk of further self-harm or suicide. 
 The NICE guidelines on self-harm state that initial management should 
include advising carers of the need to remove all medication or other means of 
self-harm available to the child or young person who has self-harmed (NICE 
2004a). Parents may also need to be more vigilant, not necessarily being with 
the young person 24 hours a day, but checking that they are okay and observ-
ing them on a regular basis.  

Managing distress

Some young people can tell their parents or carers when they are struggling. 
This may include statements about feeling unsafe, or verbal expressions about 
thoughts and feelings. However, parents sometimes need to be supported to 
recognise that young people are not easily able to verbalise their distress. 
Here, other communication systems can be developed and agreed. 
 Some young people like to use creative ideas like traffic light systems – 
indicating red, amber or green on their bedroom door to represent if things 
are going well or if parents need to be worried. Sporty young people may like 
the football analogy of using red and yellow cards, warning parents that they 
have fouled or are losing control. Different systems work for different young 
people, and it does not matter what is used as long as the form of communica-
tion is understood by all involved. 

Overdoses

We have heard that the large majority of young people who have taken an 
overdose have done so impulsively with little in the way of prior planning 
or thought. Things have often built up; young people feel overwhelmed and, 
faced with the availability of tablets, the act has occurred. This is one of several 
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reasons why we discourage use of the term ‘deliberate’. Often, young people 
do not make a considered decision to self-harm and many believe, rightly or 
wrongly, that the tablets would do them no harm. In such circumstances, lack 
of easy access to medicines and other means of self-harm can be a preventative 
measure. As Anne so powerfully puts it:

If only the tablets hadn’t been there, I would still be the same person I was. 
Instead I am always going to be a person who has taken an overdose. I will 
have to live with that for the rest of my life.

 Anne, 14

Many parents and young people can see that this approach is a matter of com-
mon sense and agree to reduce access to medicines as part of the management 
plan. However, professionals and parents sometimes challenge the logic of 
this approach, arguing that the young person can go to the shop and buy tab-
lets if they want to. This is indeed true, but it seems that most do not. This 
may because it is late at night or they don’t want to go out, or they don’t want 
to spend their money on tablets. With barriers to access they may choose to do 
something else instead. They may call a friend, go on the computer or listen 
to music, and in doing so, the moment may pass. 
 Some parents argue that the young person has to learn to take responsibility for 
themselves. Again, this is true, but we should recognise that many young people 
struggle to do this, which is why they are self-harming in the first place. Such 
appraisal by parents can reflect how they are feeling about their child’s self-harm. 
For example, they may be angry with the young person and feel they want to pun-
ish them. They may be finding it difficult to show them that they care, when this 
is often exactly what the young person needs during times of distress.

Cutting

Restricting access to sharp items is less straightforward. Young people use a 
variety of things to cut themselves including razors, scissors, knives, broken 
glass, pencil sharpener blades and broken shards of plastic. The principle of 
harm minimisation should be discussed with parents and carers as well as 
young people themselves. It is unrealistic and inappropriate to remove every-
thing sharp from the house or environment in which a young person is living. 
However, there may be specific items that the young person uses to self-harm, 
and having those removed would help them to resist any urges to cut. 
 Attention should also be paid to where the self-harm usually occurs. For 
example, if the young person usually cuts themselves in their bedroom, it 
makes sense not to keep razors in there. 
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 However, we know from some young people who have cut themselves 
many times and over long periods of time, that having something available, to 
hand, clean and not used by other people is important. This may be preferable 
to them finding and using something dirty such as a piece of broken glass and 
using this in desperation. So, as strange as it may seem to parents and carers 
and some professionals, removing all sharp items, even if it was possible, may 
not be the safest thing to do. 

Being there

Simply being with a young person is preventative in itself. Ideally, parents 
should be able to talk with their son or daughter about thoughts and feelings, 
but this is not always possible. Communication may be poor, and both young 
people and adults can struggle with their respective roles in a parent–child 
relationship where emotional support is required. 
 It is not uncommon for parents not to know how to approach sensitive 
issues with their children. Many need support from professionals to build 
strategies and confidence to communicate effectively, and for some the proc-
ess can be enormously difficult. However, just being with young people doing 
everyday things can be sufficient and containing in itself. It is often at night 
when the young person is alone, not with friends, or less distracted that they 
are more vulnerable to self-harm.  
 Sometimes, when young people do confide in a parent, the worries and 
problems they describe may not seem that serious to the parent. For example, 
their son or daughter may talk about feeling ugly or stupid, or not fitting in 
with others at school. Just as it is important to reassure them and tell them 
how special they are, it is also helpful to empathise with how negative the 
young person is feeling. This is to accept and validate how they feel and to 
avoid dismissing their feelings. 

Support for parents

A recent study has suggested that young people who do not live with both 
parents seem to be at increased risk of repetition of self-harm (Anderson et al. 
2009). The reasons for this are not fully understood. Whilst it may be possible 
that young people feel some sense of loss or rejection, the parent may also be 
feeling less supported and more stressed in their parenting role.
 When their child is suicidal or self-harming, there are several key issues 
that are important to parents. Not least is trying to understand why they have 
self-harmed in the first place, and this has been discussed in earlier chapters. 
Also is the desire to keep them safe. Another theme is the need for support for 
themselves. Whilst they may have been supported during the assessment and 
treatment process, having peer group support is often extremely helpful. 
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Parent support groups

Parenting support is any activity or facility aimed at providing information, advice 
and support to parents and carers to help them in bringing up their children. Whilst 
not routinely available, there is a growing awareness of the important role parent sup-
port groups can play in supporting young people who are suicidal or self-harming. 
 Support groups can help parents and carers to feel less isolated and provide 
an opportunity to express feelings such as guilt, shame, anger and distress. 
This is in a forum which provides support from other parents who may be in 
similar circumstances. The availability of parental support groups will vary 
depending on where people live. 
 FLASH (Families Learning about Self-Harm) in Berkshire is an example of 
a specialist parenting group aimed at parents and carers of children over 11 
years old. This is a partnership between specialist CAMHS and universal serv-
ices providing early intervention, parenting support and guidance for families 
of children who self-harm (Massie 2008).

Written information

Written information can be helpful in engaging and, therefore, involving par-
ents and carers as well as young people themselves. For example, leaflets can 
be designed to inform parents about the service they and their child can expect 
to receive. Written information can also set out the choices available to them, 
including those related to gender of therapist, venue and models of treatment 
or therapy. Leaflets should be available that explain self-harm. Some national 
documents are also available including Truth Hurts which includes an appen-
dix for parents (Mental Health Foundation and Camelot Foundation 2006). 

Verbal and written feedback

We have seen that parents and carers’ involvement in care and treatment 
decisions is often crucial in supporting young people who are suicidal and self-
harming. There are different ways of obtaining feedback from parents and carers, 
and the method used will depend on what has been agreed about information 
sharing and the stage the young person is at in their support or treatment. 
 Notwithstanding issues of consent, ongoing verbal feedback during the 
course of therapy can be helpful in reviewing the balance of parental involve-
ment and potentially the focus of the work. This tends to be specific, perhaps 
about the frequency of the sessions, content or a wish to involve a different 
family member, such as an aunt, uncle or grandparent. 
 When parents or carers have been directly involved in the care and treat-
ment of their son or daughter it is helpful to get some written feedback of 
their experience of the service. This is so the service can reflect on whether 
parents and carers feel listened to, that their views are being considered and 
that they have been appropriately involved. 
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 Written feedback can help to establish themes which can positively influence 
service development and improvements. For example, parents and carers often 
highlight the need for written information, such as leaflets about self-harm, 
information about pharmacological treatments and any parent support groups 
available to them. Others report their experiences of stigma in using mental 
health services. They describe how difficult it can be attending appointments, 
not knowing what to expect, and being worried that their son or daughter 
would be disadvantaged by accessing mental health services. Written feedback 
can be useful in helping to identify gaps in service provision and addressing 
these in collaboration with parents and carers, managers and commissioners.

Other resources for parents

PAPYRUS, a UK charity committed to the prevention of suicide by children, 
teenagers and young adults, offers a range of resources that are helpful for 
both parents and professionals. Their publication Not Just a Cry for Help offers 
the following guidance which can be used by parents and carers. They encour-
age parents to be ALERT as follows:

• Ask young people how they are feeling
• Listen to them
• Empathise with them
• Reassure them
• Try to give support.

They also advise parents and carers not to PANIC:

• Put young people down or do things that might make them feel worse
• Abandon or reject them in any way
• Nag or intrude
• Ignore what has happened
• Criticise their actions.

Another useful resource is Help is at Hand, developed by Hawton and Simkin 
(2008) in collaboration with PAPYRUS, the Samaritans and other key organi-
sations. It aims to help people bereaved by suicide and other sudden traumatic 
deaths. The book offers both practical and emotional support, and in some areas, 
groups have been set up using the book as a template for group work. 

Virtual support

Like children and young people, parents and carers need to be able to access 
support in a range of different ways. Some prefer support from family and 
friends, and others want professional support. Of course, many require both 
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formal and informal support. There is also a growing number of virtual 
resources for young people who self-harm and their parents or carers.
 Parentline Plus is a national charity that works for and with parents. They 
recognise that family life can be challenging, and help support parents to do 
their best. They offer email support, an online community message board and 
small telephone groups, as well as face-to-face group work in some areas of the 
country. The workers are all parents and many are volunteers. Their strapline 
is ‘we’re here because instructions aren’t included’.

Parental mental health 

As many as one in four adults experience mental health problems, and many 
are parents. Depending on the severity of their symptoms, their mental health 
problems may negatively impact on their parenting. It is important that par-
ents with mental health problems receive the appropriate care and support 
services that they need in order to fulfil their parental role. Some parents self-
harm and many have tried to kill themselves. Some misuse drugs and alcohol, 
which can also have a detrimental impact on parenting. 
 Specialist CAMHS are sometimes asked to help a child whose parent or carer 
is self-harming (Wright and Richardson 2003). This requires close collabora-
tion between CAMHS and adult services, and safeguarding children must be at 
the centre of all interventions. Children in this situation may be inappropriately 
fulfilling a ‘young carer’ role, and the welfare of the child should always be 
paramount. As with young people, it can take parents time to acknowledge that 
they have mental health problems and agree to access help.

Summary

Parenting is often described as being the most difficult job in the world and 
is one that comes without any training. In some circumstances, parents may 
be struggling to meet their own needs and therefore find it more difficult to 
meet the emotional and psychological needs of their children. When a young 
person is self-harming the demands may be even greater. Parents of young 
people who are suicidal or self-harming invariably need support, and if given 
this they can help improve the long-term outcomes for their child.
 As part of helping children and young people who self-harm we should 
generally encourage the involvement of parents. In most cases this is fairly 
straightforward, but on some occasions this may not be in the young person’s 
best interests. For example, some parents are not able to put the needs of their 
child above their own, or have repeatedly broken trust or let them down. In 
these circumstances we have to be guided by young people. It may be that as 
the work and therapeutic relationship develops, they may consider minimal 
parental involvement and that may gradually increase, depending on the cir-
cumstances and their experience of their parents during this time.



 

9   Service provision and care 
pathways

Key points:

• Professionals who work with children and young people encounter self-
harm in a range of residential and community settings. This includes 
schools, health services, social services placements and prisons. It is 
important that they are able to recognise self-harm and ensure that young 
people can access help from the right person or service at the right time.  

• Whilst many young people who self-harm should be supported in frontline 
services, others require assessment or treatment by targeted or specialist 
services. The skills and competencies required of professionals and other 
adults in universal or mainstream services are different to those required 
in specialist self-harm services.

• Care pathways for young people to reach help and support should be 
clearly defined and agreed by all stakeholders. They should also be easily 
accessible and readily understood by all professionals and other adults 
who work with young people who self-harm.

• Tailored interventions for young people who self-harm are provided by 
specialist CAMHS which provide assessment and treatment for young 
people with complex, persistent or serious mental health difficulties. In 
addition, they provide consultation to professionals and workers in pri-
mary services who may be working with suicidal young people or those 
who self-harm.

• It is important that professionals and other adults who work with young 
people who self-harm feel appropriately trained. Despite guidance, self-
harm remains poorly understood by many professionals and other adults 
who work with children and young people. 

• Providing care and treatment for young people who self-harm can be 
emotionally demanding for adults who work with them. Organisations 
providing self-harm services should ensure that staff can access ongoing 
support and supervision.
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Introduction

The full range of resources and interventions needed by young people who 
self-harm spans the responsibilities of many agencies and services. However, 
care services, including accident and emergency and mental health services, 
play the greatest role. People who self-harm often come to health services 
in crisis and may present with a range of emotions including intense worry, 
unhappiness and anger. Consequently, they often require mental health as 
well as physical health care services. 
 However, it is not only health services that support young people who 
self-harm. Other statutory and third-sector providers also have a key contri-
bution to make. This chapter discusses interventions in primary services and 
secondary care services for young people who self-harm, and explores the roles 
and responsibilities of key workers in community and hospital settings. Good 
practice in referral, admission and discharge procedures are discussed. 

The role of accident and emergency departments

Many children and young people who present to health services following 
self-harm are admitted to A&E departments (Crawford 1998). This is for 
assessment and treatment and access to medical and surgical beds if they 
require emergency treatment or recovery facilities. As well as managing the 
immediate medical or surgical consequences of self-harm, there is also the 
need to assess risk prior to discharge.
 It is estimated that each year about 19,000 children under 16 are admit-
ted to hospital after attempting suicide (Hawton et al. 1996). A one-year 
survey found that more than 60,000 young people aged 12–24 presented to 
A&E departments following self-harm, and over half were admitted (Hurry 
and Storey 1998). Concerns have been raised about the quality of self-harm 
assessments and care by A&E staff (O’Dwyer et al. 1991; Pritchard 1995; 
Clark et al. 2000), which partly led to the development of the NICE guide-
lines on self-harm. 
 Young people themselves have complained that many A&E and other 
health staff can be judgemental, unhelpful and unwilling to understand 
(Social Care Institute for Excellence 2005). The extract on the following page 
shows how a young person aged 16 experienced A&E.

NICE guidelines

Current NICE guidelines on self-harm focus on the first 48 hours after a child 
or young person arrives at hospital following self-harm. This is to ensure that 
high quality physical, psychological and social assessments are carried out. 
It is essential that there are protocols and guidelines in place between emer-
gency departments and specialist CAMHS. This is so that young people who 
have self-harmed can have their needs assessed, including an evaluation of 
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My time at A&E

More often than not, self-harm will eventually land you a seat in A&E 
with all the caring doctors and nurses (apologies to any A&E staff etc, 
this is based on my own experiences and I appreciate, somewhat like 
self-harmers, that you’re not all to be tarred with the same brush).
 Medically trained and compassionate, you’d expect some warmth 
and understanding at least from here. You’d expect the same level of 
care as anyone else who passed through the red doors and through the 
cramped waiting room. All injuries that need treatment should be given 
the same quality of care, regardless of how the injury was sustained. 
Yet you believe that because we were the cause we should either ‘deal 
with it’ ourselves or be subjected to sub-standard care and punishment 
resembling treatment. 
 Would an obese, sedentary male suffering from a heart attack be 
turned away because they ‘did it themselves’? 
 I’ve heard stories of wounds being stitched minus the apparently 
‘optional’ anaesthetic because you think we ‘don’t feel pain’. When I 
attempted suicide earlier in the year by overdose, my blood pressure 
was checked on arrival and I was shut in a room until the psychiatrist 
and my parents came to get me. The only contact I got was when my 
bed was pulled from the wall when I began to bang my head against 
it. This resulted in concussion, a rather hefty lump, which again wasn’t 
monitored, and the threat of security and police when I escaped into the 
outside road and was carried kicking and screaming back into my room. 
 Appreciated is the fact that A&E staff are overworked, and accepted 
is the fact that in the agitated depressive state I was in, further exacer-
bated by the tablets, I was perhaps deemed as a nuisance, but I was out 
of control. 
 I was distressed and they shut me in a room for two hours. My experi-
ence definitely wasn’t an isolated incident, but neither was the genuinely 
compassionate and caring treatment I’d received at other times in other 
A&E departments. 
 My GP, for example, has always closed and cleaned wounds when 
I haven’t been able to make it to A&E. He’s talked to me. He’s never 
judged me, and while I do moan about some of the stuff he says, he’s 
been there throughout this whole sorry mess and has given up his own 
time to help me.

future self-harm or suicide risk. However, despite standards set by NICE and 
professional bodies, the quality of such protocols and the degree of collabora-
tion and joint working between paediatric and mental health services varies 
considerably in the UK.
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Positive engagement

Attendance at A&E is often the first port of call for a young person who has 
self-harmed. Treating the physical injuries caused by self-harm in a sensitive, 
non-stigmatising and non-judgemental manner is an important first step in 
encouraging them to engage with support services (NSPCC 2009). Children 
and young people who have attended emergency departments following self-
harm should be treated with the same care, respect and privacy as any other 
patient. This is regardless of the apparent purpose of the self-harm, and health 
care professionals should take full account of the likely associated distress 
experienced by young people (NICE 2004a). 

Triage

In order to ensure that young people receive an assessment of their self-harm 
and are able to access appropriate treatment, NICE recommends that a proc-
ess of triage should be used. Various models of triage exist, including the 
Australian Triage Scale (ATS) which can be used to assess clinical risk and 
urgency for treatment. Children and young people’s triage doctors and nurses 
should be trained in the assessment and early management of mental health 
problems and, in particular, in the assessment and early management of chil-
dren and young people who have self-harmed. Young people should also be 
assessed and treated in a separate children’s area of the emergency department 
(NICE 2004a). This is in order to help ensure that care and treatment is devel-
opmentally appropriate, and that young people feel welcome.
 The Royal College of Psychiatrists (RCP) has produced council reports 
related to managing self-harm in young people (RCP 1998). Among other 
things, RCP recommends that young people who self-harm should be admit-
ted to general hospital, since the annual rate of repetition is higher for 
adolescents who are not admitted (Hawton and Fagg 1992). Discharge from 
hospital and referral to specialist services should be based on an overall assess-
ment of psychosocial needs and risk. 

How do children get referred to specialist services?

We have heard that most young people who self-harm do not come to the 
attention of professional services and only a minority are assessed by self-harm 
specialists. However, it is important to point out that not all young people who 
access specialist services find them acceptable or helpful (Young et al. 2007).
 Specialist interventions for young people who self-harm are provided by 
professionals in Tier 2, 3 or 4 CAMHS. Specialist CAMHS provide assess-
ment and treatment services for young people with complex, persistent or 
serious self-harm. In addition, they also provide consultation to professionals 
and workers in primary services who may be working with suicidal young 
people or those who self-harm (Wright and Richardson 2003). 
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The tiered model of service delivery

The Health Advisory Service (1995) review report, Together We Stand, gave a 
detailed account of the characteristics of nationwide CAMHS, with sections on 
epidemiology, needs assessment, service principles, and service commissioning 
and provision. The report promoted the national adaptation of the acronym 
CAMHS and with its framework of four tiers, helped promote the important 
message that child and adolescent mental health is everyone’s business.
 The CAMHS tiered model of service delivery is a framework to organ-
ise the commissioning, management and delivery of mental health services 
for children and young people with mental health problems and disorders 
(Health Advisory Service 1995). This framework is currently the preferred 
model for planning and delivering child mental health services which often 
includes self-harm services. Although the framework has been in place for 
nearly 15 years, it is, however, sometimes misunderstood by service users, 
commissioners and providers (see Figure 9.1). 

Tier 1

Parents and frontline professionals in primary services are usually the first to 
recognise self-harm. These include GPs, teachers, health visitors and school 
nurses. Sometimes referred to as universal, frontline or primary services, 
Tier 1 services are those in which children receive day-to-day care, education 
or health care interventions. Such services include those provided in schools, 
GP practices and children’s homes, and professionals in these settings should 
have a basic understanding about self-harm, and know how to refer a child for 
primary care or more specialist assessments. 
 Professionals in Tier 1 services are most likely to encounter young people 
who self-harm in the context of interpersonal difficulties, such as those aris-
ing from bullying or problems within the family. An awareness of self-harm 
may enable Tier 1 professionals to contextualise a young person’s behaviour 
and help them continue to provide frontline services for this vulnerable 
group. In order for Tier 1 professionals to most effectively meet the needs of 
young people who self-harm, they require training and support. This train-
ing may be most effectively targeted at services which have children and 
young people with higher rates of self-harm. As we saw earlier, this includes 
looked after children, children who have been abused and young people in 
secure settings.
 The NICE guidelines on self-harm recommend that primary care workers 
should assess the urgent physical and mental health needs of young people 
who have self-harmed during the previous 48-hour period (NICE 2004a). In 
the case of self-poisoning, primary care workers should refer the young person 
to A&E and also consider referral for other forms of self-harm, such as cutting. 
Referral of a young person to A&E will depend on the severity, intention, and 
frequency of the self-harm. 



 

Figure 9.1  NHS Health Advisory tiered model of CAMHS service delivery (1995) 
(from McDougall (2006)

Tier 1
Services at primary level by professionals providing non-specialist CAMHS in health, 

education, social services and youth justice settings. This involves mental health 
promotion, early identification of mental health problems and, in some cases, treatment 

for less severe mental health problems, e.g. sleep, temper tantrums, behaviour 
problems at home/school and bereavement

Professionals
Health visitors, practice nurses, school nurses, SureStart worker, GPs, voluntary 

sector workers, youth workers, teachers, Healthy Schools Project workers, 
social workers, family support workers

Tier 2
Individual professionals who work relatively independently from other services, but 

relate to each other through a network. They provide training and consultation to Tier 1 
workers, outreach to identify complex, severe or persistent mental disorders and 

signpost children and young people to specialist CAMHS at Tiers 2 or 3

Professionals
Clinical psychologist, educational psychologist, child and adolescent psychiatrist, YOT, 

health nurse specialist, primary mental health worker, community paediatrician, 
hospital paediatrician

Most children with mental health problems will be seen at Tiers 1 and 2

Tier 3
Specialist multidisciplinary child and adolescent teams

Professionals
Psychiatrists,  mental health nurses, psychologists, social workers, family therapists and 
others providing assessment and treatment for children and young people with complex, 

persistent or severe mental disorders. Assessment for referrals to Tier 4.
Provision of support and training for Tier 2 and offer consultation to Tier 1 professionals.

Tier 4
Specialist multidisciplinary child and adolescent teams.

Inpatient child and adolescent units may also have support from occupational 
therapists, speech and language therapists and creative therapists who specialise in art, 

music, drama or play therapy.

Inpatient child and 
adolescent units,
day services

Intensive home based 
treatment teams/crisis 
outreach services

Outpatient services for 
eating disorders, 
neuropsychiatric problems, 
sexual abuse, OCD, etc.
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Sometimes, referral to A&E is not made as the assessment of risk by the 
primary worker is low, and their needs can be met more appropriately 
elsewhere. Where primary workers suspect that a young person is harm-
ing themselves, they should consider discussing this with a colleague 
in a specialist CAMHS team. This may result in a formal consultation 
and the referral of the young person for a specialist CAMHS assessment 
(Armstrong 2006).

Tier 2

Tier 2 services are provided by professionals with additional training or exper-
tise in child and adolescent mental health. The role of a Tier 2 professional is 
to provide direct assessment or treatment interventions for individual children 
and young people with less complex problems than those requiring Tier 3 or 
4 services, and to offer support, guidance and training for Tier 1 professionals 
providing frontline services. Tier 2 professionals sometimes support young 
people who are self-harming to develop low intensity skills interventions, 
often focusing on emotional regulation and the development of alternatives to 
self-harm as coping strategies. 
 Professionals working in services at Tiers 1 and 2 must be able to access 
specialist CAMHS. This is where they have concerns that a child or young 
person they are working with may require a full multidisciplinary assess-
ment or specialist treatment for their self-harming or suicidal behaviour. 
Young people presenting with repeated self-harm should always be referred 
to Tier 3 CAMHS for assessment. Referral to social services either using 
section 47 (Child Protection) or section 17 (Child in Need) of the Children 
Act 1989 may also be required if there are significant concerns about fam-
ily functioning and the welfare of the child or young person.  

Tier 3

Tier 3 services are dedicated multidisciplinary specialist teams providing 
comprehensive assessment, treatment and consultation services for children 
and young people with complex, persistent or severe mental health needs and 
disorders. Many referrals to Tier 3 CAMHS are of suicidal children and young 
people and those who self-harm (McDougall and Crocker 2001). Tier 3 teams 
usually comprise nurses, psychiatrists, psychologists, family therapists, social 
workers and therapists. They offer a range of treatments for suicidal or self-
harming young people, including individual and group therapy.
 Tier 3 CAMHS usually provide specialist assessments of self-harm and sui-
cidal behaviour by using a rota. This means that clinicians can assess a young 
person in crisis and waiting times are reduced.  
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Tier 4 

Sometimes young people have very complex, severe or debilitating mental 
disorders and they cannot be safely or effectively managed by Tier 3 CAMHS. 
Tier 4 services are highly specialised tertiary CAMHS and include inpatient 
child and adolescent units, specialised eating disorder services and forensic 
CAMHS, as well as multi-agency services, such as home treatment services, 
community support teams and crisis teams. The evidence base for Tier 4 serv-
ices is in its infancy (McDougall et al. 2007). 

Inpatient mental health admission

The large majority of young people who self-harm are not treated in hospital. 
Factors warranting consideration for admission include acute suicidality asso-
ciated with mental disorder, and high risk behaviour which cannot safely be 
managed by the family or community based services. 
 Most admissions to Tier 4 inpatient settings happen ‘informally’. This 
means either that the child or young person has agreed to come into hospital 
and accept help with their mental health problems, or their parent has con-
sented. This is important since commitment to receiving help is linked to 
better outcomes for this group. On other occasions, where the young person 
does not recognise or agree that they require hospital admission, and the risks 
are such they can not remain at home, the Mental Health Act 1983 may be 
used to provide compulsion and admit young people to hospital against their 
wishes. This is discussed further in Chapter 11.
 Inpatient units providing assessment and treatment for self-harming or 
suicidal young people should have a clearly defined and structured treatment 
programme and a team with the ability to tolerate and take therapeutic risks. 
This includes the capacity to discharge young people who remain at risk of 
self-harm or suicide if admission is ineffective or makes a young person’s self-
harming worse. 

What are the risks of hospital admission?

Admission to a child or adolescent mental health inpatient setting would 
not usually be to manage self-harm per se, but would be to contain associ-
ated risks or address additional mental health co-morbidity, such as psychosis 
or depression. Indeed, some argue that admitting self-harming young peo-
ple to hospital may often be ineffective or even make their self-harm worse. 
Health professionals sometimes try and stop young people self-harming. This 
removes power and control and may create the very circumstances that led to 
the self-harm in the first place. 
 In addition, the social contagion theory described earlier in the book sug-
gests that some young people may learn self-harming behaviour from others. 
The NICE guidelines on depression in children and young people warn that 
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an impressionable child or young person with high levels of self-harming 
behaviour is at risk of acquiring additional dysfunctional behaviours or coping 
strategies, even where a skilled and experienced staff team openly address such 
potential difficulties (National Collaborating Centre for Mental Health 2005). 
 It is therefore important to pay close attention to the mix of young peo-
ple on the child or adolescent inpatient unit at any one time. Caring for and 
treating young people who self-harm along with young people who may be 
acutely psychotic could be counterproductive. This is because both groups of 
young people require different treatment programmes and benefit from dif-
ferent therapeutic milieus. Young people who self-harm often require a busy 
arousing programme of activity and frequently engage in group activities. By 
contrast, those who are psychotic often require a low stimulus environment 
and individual treatments (Cotgrove et al. 2007). 

Managing transitions

Many young people who harm themselves stop doing so without professional 
intervention. Others recover with support from adults who understand and 
can help. Some, however, continue to require ongoing support with their 
self-harm as they leave adolescence and enter adulthood. Whilst some young 
people experience a smooth transition from adolescent to adult services, oth-
ers find the process anxiety-provoking and stressful. Their self-harm may 
increase as a result.
 It is of concern that various reports have confirmed that transitional 
arrangements for young people who self-harm are often poorly defined, cri-
sis led and frequently managed on a case-to-case basis (Singh 2009). These 
have included Turned Upside Down, a three-year study by the Mental Health 
Foundation which focused on the views of 45 young people aged between 
16 and 25. The report showed that young people found neither children’s 
nor adult’s services adequate in terms of supporting them during transition 
(Smith and Leon 2001). 
 Research shows that many young people ‘fall through the net’ due to 
inadequate and fragmented mental health services, and poorly developed 
care pathways and transitions between CAMHS and adult mental health 
services (Pugh et al. 2006). Dedicated 16–19 services are not available in all 
areas of the country, and this leaves gaps in access for many young people 
(McDougall et al. 2009).
 It is not only transitions from children’s to adult’s services that young peo-
ple who self-harm require support with. There is well documented evidence 
that the transition from junior school to secondary school; or the process of 
leaving college to start employment can be stressful events for many chil-
dren and young people. During this transition, one-to-one teacher support 
decreases and the demands placed by a bigger peer group increases. Self-harm 
can often be a manifestation of the difficulties children and young people are 
facing and struggling with. 
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Innovative services

Although there is no compelling evidence that specialist self-harm services 
reduce repetition rates, they have been found to reduce the need for hospital 
admission (Kapur et al. 2002; Taylor et al. 2006). One example of a specialist 
service for young people who self-harm is the Adolescent Self-Harm service 
in Glasgow. This is a rapid intervention, home based service based on CBT. 
 Another example of a specialist service is the Oxford Looked After Children 
Dialectical Behaviour Therapy team. This is also an NSF Development initia-
tive aimed at children with complex needs, including self-harm or suicidal 
behaviour, and who are difficult to engage. The project aims to help young 
people who self-harm change their lifestyles and avoid hospital admission 
(Massie 2008).
 The Nottingham Self-Harm team is another example of an innovative serv-
ice, led by a nurse consultant to provide hospital assessments and follow-up 
for young people who self-harm.

Hartlepool Self-Harm Service

A further innovative development is the Hartlepool Self-Harm Service. 
Funded by the Children’s National Service Framework development initia-
tives for psychological well-being and mental health, this is a partnership 
between specialist CAMHS and children’s services, providing an early inter-
vention service for school-age children and young people who self-harm. The 
initiative builds on capacity in schools to assist in recognition, response and 
management of self-harm. It also aims to improve access to services before the 
young person reaches crisis, reducing the number of young people presenting 
at accident and emergency departments. 
 Protocols have been agreed between the team and local hospital. If a young 
person presents at A&E with self-harm they will be admitted to the paediatric 
ward if they are under 16. If they are over 16, overnight admission for medical 
and mental health assessment is encouraged, but some young people refuse 
and decide to go home. In this situation, the CAMHS team will follow them 
up the next day.
 The Hartlepool project has also developed the Vulnerability Assessment 
Screening Tool (VAST), which is used by school teachers to recognise and 
address behaviours which are of concern, including cutting. The project has 
not yet evaluated service user data, but, interestingly, its needs analysis did 
not show a wide variation between the self-harming behaviour of girls and 
boys (Massie 2008). 

Self-harm protocols 

The aim of a protocol is to improve the quality of support, guidance and 
advice provided by staff who are working with young people who self-harm. 



 

Service provision and care pathways 183

Protocols for self-harm focus on clinical interventions and care pathways, and 
set standards for assessment, care and treatment (NICE 2004a). 
 The majority of self-harm protocols summarise care pathways, define referral 
criteria, and set out roles and responsibilities of professionals in contact with 
young people who self-harm. Most protocols for self-harm are multi-agency 
agreements. They often identify a single point of referral or entry to a service, set 
thresholds for accessing treatment interventions and include ‘signposts’ where 
referral to another agency may be required, for example, due to the severity or 
risks associated with a young person’s self-harm. Figures 9.2 and 9.3 are two 
examples of self-harm protocols. It is important that pathways to services for 
young people are clear and developed as part of multi-agency agreements and 
children’s services plans.

Quality standards

The Royal College of Psychiatrists has published quality standards for 
health care professionals focused on improving services for people who 
self-harm (Royal College of Psychiatrists 2006). Funded by the Health 
Foundation, these have been developed in conjunction with a range of pro-
fessional bodies and organisations including the British Association for 
Emergency Medicine and the College of Emergency Medicine; the Royal 
College of Nursing and the National Collaborating Centre for Mental 
Health. Service user experts were also consulted. The standards are intended 
to support emergency department staff, ambulance service, mental health 
teams and primary care practitioners. The quality standards for self-harm 
are mapped against the Department of Health (2006), with clear references 
to the Commission’s core standards focusing on standards of services that all 
patients should be able to expect 
 The standards apply to people of all ages, but include specific criteria on 
children and young people aged under 16 (see Table 9.1).

Telephone support lines

In 2007, ChildLine received over half a million calls and over 175,000 chil-
dren were counselled. Over 6,000 of the callers talked about self-harm, many 
of whom were already engaged with public services but whose needs were 
not being fully met (NSPCC 2009). This illustrates the demand for tele-
phone helplines for children and young people in crisis. The National Inquiry 
report into self-harm by young people suggested that telephone lines may 
be a common source of help because they offer consistent, non-judgemental 
advice, and that some control can be maintained by the caller (Mental Health 
Foundation and Camelot Foundation 2006). However, there have also been 
critics of telephone support lines, claiming that they are a poor substitute for 
face-to-face help.



 

Figure 9.2 Derby multi-agency self-harm pathway

Source: Derby City Partnership multi-agency self-harm protocol
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Table 9.1  Adapted from Royal College of Psychiatrists Quality Standards for Healthcare Professionals

Standard Criterion

Appropriately trained 
children’s nurses or doctors 
should be available to 
ensure that young people 
who have self-harmed are:

• Triaged by appropriately trained children’s nurses
•  Assessed by appropriately trained children’s doctors or 

nurses
• Treated by appropriately trained doctors or nurses

Young people should be 
provided with facilities and 
information which is child 
friendly:

•  Young people should be triaged, assessed and treated in a 
separate children’s area of the emergency department

•  Written information provided to young people should be 
written in child-friendly language

Young people who have 
self-harmed should be 
admitted to an age-
appropriate environment:

•  Children and young people who have self-harmed should 
normally be admitted overnight to a paediatric ward

•  Children and young people should be assessed fully the 
following day, before discharge or further treatment is 
initiated

•  Alternative placements should be available depending 
on the age of the child, family circumstances, the time 
of presentation to services, safeguarding issues, and the 
physical and mental health of the child. This might 
include admission to a child or adolescent psychiatric 
inpatient unit where necessary

•  For young people aged over 14 admission to a ward for 
adolescents may be considered if this is available and 
preferred by the young person

•  A paediatrician should normally have overall 
responsibility for the treatment and care of children and 
young people who have been admitted to a paediatric 
ward following self-harm

All assessment and 
treatment of young people 
should be conducted with 
the appropriate consent:

•  Following admission of a child or young person who has 
self-harmed, the admitting team should obtain parental 
(or other legally responsible adult) consent for the mental 
health assessment of the child or young person

Staff who have emergency 
contact with young people 
who have self-harmed 
should have received 
training in:

• Assessing mental capacity and consent
• The concept of Gillick competence
• Safeguarding vulnerable children
• Recognition of abuse
•  Confidentiality issues related to children and young 

people
•  Use of the Mental Health Act, Mental Capacity Act and 

the Children Act
• Assessing risk in young people

CAMHS professionals 
who are involved in the 
assessment and treatment of 
children and young people 
who have self-harmed 
should:

•  Work specifically with children and young people and 
their families or carers after self-harm

• Have regular supervision
• Have access to consultation with senior colleagues

continued
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PAPYRUS is a voluntary UK organisation committed to the prevention of 
suicide and the promotion of mental health and emotional well-being. It 
offers support for those dealing with suicide, depression or emotional distress 
– particularly teenagers and young adults. They operate a confidential tel-
ephone helpline offering support, practical advice and information to young 
people as well as their family, friends and professionals. 

Is self-harm guidance effective?

It is important to remember that guidelines are not a substitute for profes-
sional knowledge, experience or expertise. Rather, they complement good 
practice and, like all guidelines, have their limitations. There seems to be lit-
tle doubt that clinical guidelines, parameters and protocols generally improve 
clinical practice (Hill and Taylor 2001). Guidance such as that published by 
the National Collaborating Centre on behalf of NICE has been developed 
from empirical evidence, the clinical consensus of experts and the voice of 
service users. They set standards or principles in relation to good practice 
based on the best available evidence. 
 A review of protocols for the management of self-harm by young people 
revealed that many services fail to implement good practice recommendations 
(Dorer 1998). These findings are consistent with the research of Armstrong 
(1995) who explored the management of young people who self-harm. In this 
study, nine hospital departments and six GP practices were asked about their 
referral and treatment guidelines. The study found that only four services had 
formal guidelines. 
 Although National guidelines were published at the time, it is important 
to note that both studies described above were conducted over ten years ago. 

Standard Criterion

Children and young people 
admitted to a paediatric 
ward following self-
harm should be assessed 
appropriately:

•  All children and young people who have self-harmed 
should be assessed by health care professionals experienced 
in the assessment of children and adolescents

•  Assessment should include a full assessment of the family, 
their social situation and any child protection issues

Young people who have 
self-harmed (and their 
carers) should be offered 
appropriate advice and 
treatment:

•  Initial management should include advising parents or 
carers of the need to remove all medications or other 
means of self-harm available

•  For young people who have self-harmed several times, 
consideration may be given to offering developmental 
group psychotherapy with other young people who have 
repeatedly self-harmed. This should include at least six 
sessions. Extension of the group therapy may also be 
offered. The precise length of this should be decided 
jointly by the service user and clinician 

Table 9.1  Adapted from Royal College of Psychiatrists Quality Standards for Healthcare 
Professionals, continued
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In the last decade, substantial guidance has been issued and quality standards 
are now available. Therefore, it is hoped that practice is improving and young 
people are receiving better services from health care professionals. However, 
the messages from young people throughout this book suggest that there is 
still a way to go.

Training

Everyone shares a responsibility to promote positive mental health and well-
being within their role. It is important that professionals and other adults who 
work with young people who self-harm feel appropriately trained. Despite 
guidance, self-harm is poorly understood by many professionals and other 
adults who work with children and young people. 
 The NICE guidelines on self-harm highlight the need for training across 
the workforce and make several recommendations and good practice points 
(NICE 2004a). Improving staff knowledge and attitudes is the key to better 
services and reduction in the substantial morbidity and mortality associated 
with self-harm. The guidelines state that clinical and non-clinical staff who 
have contact with people in any setting should be provided with appropri-
ate training to equip them to understand and care for people who have 
self-harmed (NICE 2004a). 
 In particular, emergency departments should make training available in 
the assessment of mental health needs and the preliminary management of 
mental health problems, for all staff working in that environment. In addi-
tion, mental health services and emergency department services should jointly 
develop regular training programmes in the psychosocial assessment and early 
management of self-harm, to be undertaken by all health care professionals 
who may assess or treat people who have self-harmed.
 The National Inquiry into self-harm by young people found that health, 
education and social care professionals were not receiving the training or 
guidance they needed to support young people who self-harm (Mental Health 
Foundation and Camelot Foundation 2006). The report of the Inquiry rec-
ommended that a comprehensive self-harm strategy requires both a broad, 
generic focus on promoting positive well being, and behaviour-specific infor-
mation, training and intervention. 
 As well as formal training in the assessment and management of self-harm 
and suicidal behaviour, there is much to be learnt from taking the opportu-
nity to work alongside and ‘shadow’ experienced colleagues, and to develop 
skills through supervised experience. 

Supervision

Working with young people who are suicidal or self-harming is an emotive and 
challenging area of work. It is crucial that all professionals and other adults have 
access to support and supervision (Best 2005). When assessing and working 
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with young people who self-harm, discussion of one’s concerns with colleagues 
is an essential part of good practice. There needs to be both formal and informal 
support structures in place and access to regular clinical supervision. This ena-
bles space for the reflection of the work on one’s own feelings but also aids the 
development of high quality clinical assessments and practice. A good rule of 
thumb is that when a young person cannot manage their own feelings, it is very 
important that their carers are equipped to manage their own. 
 Lyon (1997) suggests that three risks face professionals who are caring for 
suicidal or self-harming young people (see Table 9.2).
 It is therefore important that the risks to professionals when working with 
young people who are suicidal or self-harming are recognised, managed and 
addressed. It is vital that professional boundaries are defined and maintained, 
that the professional is aware of their own responses to a young person in 
distress, and that organisations have systems in place to provide supervision, 
support and training.

Advocacy

Sometimes young people who are suicidal or self-harming do not want their 
parents involved or do not find their involvement helpful. Other times par-
ents do not involve themselves or feel out of their depth. Either way, young 
people can be left feeling alone and advocacy can be very helpful. This is not 
to say that advocacy is an alternative to parental involvement. Although there 
are different types of advocates, in general they work as volunteers or paid 

Table 9.2 Risks facing professionals (adapted from Lyon 1997)

Risk Reason

Staff may be challenged Young people often challenge adults as part of establishing 
their own identities. At a time of experiencing rapid change 
and confusion themselves, young people may sometimes 
enter into confrontations and conflict with professionals.

Staff may be rejected Young people who are distressed may feel compelled to 
repeat past experiences. If they have previously been abused 
or rejected, they may reject first. Sometimes, the closer they 
get to an adult the more worrying this feels. In this situation, 
the professional should be consistent and steady, but not 
intrusive.

Staff may get over involved Vulnerable young people may be suspicious and wary 
of forming relationships with professionals. They may 
be seeking trust, understanding and warmth. It can be 
difficult to maintain boundaries with young people who 
are self-harming or suicidal. Within a confiding and close 
relationship it is easy for the professional to feel that they are 
the only one able to deal with the young person’s problems. 
This is a common, seductive and sometimes frightening 
experience for professionals.
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My role as an advocate – Jo

My son was 15 years old when he was admitted to a mental health unit 
and our lives as a family changed dramatically over a short space of 
time. My days consisted of visiting my son, attending meetings about 
his future care and spending hours researching, trying to increase my 
knowledge and understanding of mental health problems, whilst also 
trying to maintain normality for my daughter who was only one year 
old at the time.
 Ultimately, I lost my job, my partner left and I had to sell our home. 
I didn’t know who to turn to, friends and family didn’t seem to know 
what to say and at that time I didn’t know anyone else who was going 
through similar circumstances. I had never felt so alone in my life. My 
son at this time had all but given up and I worried about how we would 
get through this as a family. We were allocated a family therapist from 
the adolescent unit, she listened and gave us an opportunity to offload 
all our fears and frustrations, and she gave us greater understanding of 
the services available which enabled me to access support that met my 
son’s needs. In short, she gave us hope.
 My son eventually came home. The relief was enormous but because 
he had been in hospital for so long we had to go right back to basics. 
We had fantastic support from CAMHS and I am delighted to say he is 
doing really well.
 Although it was a truly traumatic experience for my family, it was 
also an important learning curve for us. Over the last four years I have 
attained a good knowledge of the services that are available, and have 
become aware of the difficulties young people have in accessing them. 
I have never forgotten the difference it made to us when somebody lis-
tened and what we were able to achieve because of it. I knew I wanted 
to give something back and felt very passionately about becoming 
involved in some way. I therefore decided to start up and provide an 
advocacy service for young people with mental health problems.
 I now meet with young people on a regular basis, slowly building 
trusting relationships and trying to address any issues they may have. I 
soon realised that self-harm was a reoccurring issue. The young people 
I support explain that self-harm is a way of releasing tension and pain 
when they feel there is nobody to listen or understand how they were 
feeling. I believe that by listening, providing support and information

workers who have been trained in listening and negotiating skills. Their role 
is to respect the views and wishes of the person they advocate for, promoting 
their rights to access information, services and opportunities (MIND 2009). 
Jo is an advocate who works with young people in hospital (see extract below).
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and encouraging young people to speak up, they are empowered to 
obtain the individual care and services they need. Advocacy helps 
young people address their own issues and enables personal growth 
and recovery.
 The feedback I have received for the advocacy service has been very 
positive. The following quotes have been provided by parents and young 
people who have used the service.

‘I found the advocacy service very supportive to myself and my daugh-
ter. It was reassuring to know that a person independent of the staff had 
a professional overview of what was happening.’

‘An invaluable service, it is great being able to speak to someone who 
has been through similar circumstances, feeling there is hope even when 
you feel low.’

‘It was great to have a listening ear, it relieved pressure, allowing me to 
deal with issues in a different way rather than hurting myself.’

‘It is so easy to talk to Jo, which is good as you feel comfortable and 
confident speaking about your issues.’

‘Jo takes the time to listen, she understands and helps me a lot. She 
helps me talk to other staff and to get what I want and deserve.’

‘My advocate helped me apply for benefits I didn’t know I was entitled 
to, which will help me get out and about a bit more when I get home.’

Summary

Wherever possible, models for care, treatment and service delivery should be 
based on evidence and established best practice guidelines. Various guidelines 
exist to assist clinicians, commissioners and managers in planning, delivering 
and evaluating self-harm services. Yet all too often, the services that children 
and families receive do not reflect best practice.
 In the UK, guidelines published by the National Institute for Clinical 
Excellence describe evidence-based interventions and models of service pro-
vision which are known to produce positive outcomes. Health professionals 
and others should consult these best practice guidelines at every stage of the 
assessment and treatment process.



 

10  Preventing suicide and 
self-harm
A public health priority

Key points:

• Self-harm by young people places economic demands on health and social 
care services. Public health strategies that focus on universal interven-
tions to prevent and reduce self-harm by children and young people may 
offset the future burden on paediatric, mental health and social services.

• Preventing self-harm and suicide requires a comprehensive, integrated 
effort involving children and young people, families and communities, 
schools and the media. No single approach is likely to be effective in 
addressing what is a large-scale universal problem. 

• School-based interventions offer the potential to improve outcomes for 
children and young people who self-harm by promoting emotional health 
and well-being and intervening early. School-based professionals are in 
key positions to support young people who self-harm or feel suicidal, and 
refer those who may require specialist assessment or treatment to special-
ist services. 

• Young people who self-harm, as well as their parents and carers, siblings 
and friends, are affected by stigma. Just as stress can build up in a young 
person who has no appropriate source of support, so too can it negatively 
impact on their social networks. Reducing the stigma associated with 
self-harm should be a key part of all that we do as health professionals. 

• Campaigns to promote awareness, recognition and understanding about 
self-harm are crucial if the helping and caring professions and wider pub-
lic are to improve outcomes for young people who self-harm.

• Several training packages are available to help health professionals become 
more knowledgeable and skilled in assessing and working with young 
people who self-harm.

• There are a growing number of online resources for children and young 
people who self-harm. Whilst many focus on recovery, advice and 
support and offer the potential to highlight positive messages about 
self-harm, others reinforce negative messages and promote self-harm in 
an unhelpful way.
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Background

Self-harm and attempted suicide have been steadily increasing since the 1960s 
and are presently a serious public health concern (Centers for Disease Control 
1992; Schmidtke et al. 1996; Hawton et al. 1996; Kerfoot 2000; Fox and 
Hawton 2004). This is not only in Western societies; research in developing 
countries has also shown that self-harm is reaching epidemic proportions and 
is a public health priority across the globe (Eddleston et al. 1998). 
 Suicide is a leading cause of death among young people (Windfhur 2008), 
and we have previously seen that young people who self-harm represent the 
highest risk group for subsequent suicide (Hawton 1992). High rates of self-
harm and suicidal behaviour are often a result of war, poverty, poor human 
rights, social deprivation and lack of opportunities for young people. 
 Whilst some countries have implemented national suicide prevention strate-
gies based on guidance from the UN and WHO, many have not and suicide 
prevention is not defined as an explicit health priority (Windfhur 2009). 

The emotional health and well-being of British children and young people

Mental health promotion strategies aim to encourage a positive view of men-
tal health rather than highlighting disorders, illnesses or deficits. This is with 
the purpose of developing the building blocks to emotional health and well-
being, such as self-esteem, conflict resolution skills and the ability to face 
and manage the challenges of growing up. However, whilst holistic, multi-
dimensional self-esteem based programmes have been found to have positive 
impacts on young people’s emotional health and well-being, their impact 
on reducing self-harm and suicide is yet to be demonstrated (NHS Health 
Development Agency 2004). 
 Despite good evidence, the focus on mental health promotion and early 
intervention should be stronger and better specified in UK policy. When we 
consider self-harm, support and treatment at an earlier stage is likely to be 
more effective and less costly than that which will be needed over a lifetime if 
the opportunity for prevention and early intervention is missed. 
 We have heard that adolescence is often a difficult period to navigate, even 
in the most favourable of circumstances. However, recent research claims that 
British teenagers are among the unhappiest in the world (UNICEF 2007). 
The report shows that Britain is in the bottom third in five of the six catego-
ries, making Britain’s children unhappier and feeling less loved than those in 
almost any of the world’s wealthiest nations. 

Investing to save

The emotional health and well-being of children and young people should be 
of major concern to world leaders. The future prosperity of our planet and its 
inhabitants depends crucially on the future welfare of our children. Recent 
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national children’s policy and research reports highlight the need for early 
intervention to prevent problems during childhood (Department of Health 
2004; Action for Children and New Economics Foundation 2009; Gunnell 
et al. 2009). 
 Failure to interrupt the negative developmental trajectories of children 
places a future burden on the economy through long-term demands on adult 
mental health services, social services, general health services and the criminal 
justice system. In the current financial climate, it is more important than ever 
for services to get it right first time for children and young people. The King’s 
Fund has projected that the cost of mental health services will increase from 
£22.5 billion in 2007 to at least £32.6 billion by 2026. If we add loss of earn-
ings and the costs that fall to other agencies, this figure will be even higher. 
 The Backing the Future report by Action for Children and the New 
Economics Foundation suggests that the costs to the UK economy of fail-
ing to tackle family breakdown, substance misuse and mental disorder may 
cost as much as £4 trillion over two decades (Action for Children and New 
Economics Foundation 2009). We know that these are all potent risk fac-
tors for self-harm and suicide. The report goes on to say that providing early 
interventions to prevent psychosocial problems could save the UK economy 
£486 billion over 20 years. They recommend moving to a social return 
on investment, which helps services understand and manage the social and 
economic value they are creating (Action for Children and New Economics 
Foundation 2009). 

How can the problem be addressed?

It is notoriously difficult to accurately predict those young people who self-
harm who later go on to kill themselves (Kapur et al. 2004b). Follow-up 
studies in the past few decades have usually been between five and ten years 
post intervention. Earlier studies have had a much longer duration but may 
not reflect the major changes in epidemiological factors in self-harm and com-
pleted suicide rates (Hawton and Catalan 1987).
 The socio-economic factors that combine to produce self-harm, such as pov-
erty and educational disadvantage, and the problems which are associated with 
these, such as alcohol and substance misuse, domestic violence and mental ill-
ness, are each universal prevention priorities. Preventing this negative sequelae 
and intervening early in childhood may reduce rates of self-harm in adulthood. 
 Evidence from WHO shows that factors preventing young people from self-
harm and suicide include effective coping skills, positive peer groups, conflict 
resolution skills, good self-esteem, academic achievement and opportunities 
for participation in meaningful activities (WHO 2000b). These factors are 
closely aligned with the outcomes of Every Child Matters (Department for 
Education and Skills 2003).
 The last decade has witnessed a growing interest in early prevention pro-
grammes to interrupt the developmental trajectories leading to poor outcomes 
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for children and families. There is now a rapidly expanding evidence base show-
ing that strategies to promote, prevent and intervene during childhood can 
offset the development of future problems and disorders in adolescence and 
adulthood. Our understanding of the epidemiological and social factors sur-
rounding self-harm and suicide is becoming more sophisticated (Hawton 2005).

Suicide prevention

The prevention and control of suicide and self-harm is no easy task. However, 
high quality research suggests that it is feasibly possible, but involves a series 
of coordinated activities. WHO has suggested that these should focus on pro-
vision of the best possible conditions to bring up our children and youth, 
through the effective treatment of mental disorders, to the environmental 
control of risk factors (WHO 2000b).
 Some European countries have defined suicide as a major public health 
concern and have developed suicide prevention centres that carry out research 
and inform health policy and planning. Suicide prevention centres are usually 
based in universities and carry out large multi-site studies. 
 One of the best known suicide prevention centres in the UK is the National 
Confidential Inquiry into Suicide and Homicide by People with Mental 
Illness (NCI/NCISH) based at the . This aims to 
reduce suicide rates by examining all deaths by suicide of people in contact 
with mental health services. Other key organisations are the Oxford Centre 
for Suicide Research where Keith Hawton and his team are based.

National strategies

A number of long-term strategies have been developed in the UK. Whilst 
most do not focus directly on self-harm, the majority address the issues and 
factors that often combine to cause young people to self-harm. Some of the 
overarching strategies apply to the UK, whereas others are country specific. In 
addition, some include specific plans for young people and high risk groups, 
such as Looked After Children.

England

The National Service Framework (NSF) for Children, Young People and 
Maternity Services is a ten-year programme that aims to bring about long-
term and sustained improvements in children’s health (Department of Health 
2004). The NSF sets standards and defines service models for children across 
all NHS and social care settings. There are five core standards in the NSF 
which focus on involving children and families, interagency working, com-
petent commissioning and care pathways. In addition, there are six specific 
standards which focus on children and young people with particular needs.
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The National Service Framework for Children, Young People and 
Maternity Services

Standard  1:  Promoting health and well-being, identifying needs and 
intervening early

Standard  2: Supporting parents
Standard  3: Child, young person and family centred services
Standard  4: Growing up into adulthood
Standard  5:  Safeguarding and promoting the welfare of children and 

young people
Standard  6: Children and young people who are ill
Standard  7: Children in hospital 
Standard  8:  Disabled children and young people and those with 

complex needs
Standard  9:  Mental health and psychological well-being of children 

and young people
Standard 10: Medicines for children and young people
Standard 11: Maternity services

The NSF does not address self-harm specifically, but most of the standards 
contain markers of good practice which health professionals should apply as 
part of their day-to-day practice with young people, parents and carers.

Standard 7: Children in hospital

This standard refers to the need for all staff to possess the skills to recognise 
and manage self-harm. It also states that all hospitals receiving and treating 
children and young people should have policies and liaison arrangements to 
deal with management of overdoses and self-harm, including self-mutilation 
and attempted suicide. The standard goes on to specify that staff should pay 
particular attention to ensuring proper medical and mental health care provi-
sion for self-harming and suicidal young people in A&E departments, where 
evidence suggests their needs can be badly neglected. 

Standard 9: Mental health and psychological well-being of children and young people

This standard addresses mental health and psychological well-being of 
children and young people. This includes standards in relation to col-
laborative arrangements between multi-agency services (Department of 
Health 2004).
 The need for health professionals to recognise self-harm and help iden-
tify support for young people is also stated in the government’s strategy for 
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children and young people’s health, Healthy Lives, Brighter Futures (Department 
of Health 2009). 

Suicide prevention

Reducing the mortality rate from suicide was identified as a key priority in 
the government’s white paper, Saving Lives: our healthier nation (Department 
of Health 1999), which set out to reduce the death rate from suicide and 
undetermined injury by at least one-fifth by 2010. Action to help meet this 
target was later set out in the National Suicide Prevention Strategy for England 
(Department of Health 2002). 
 The Health Development Agency has published an evidence-based briefing 
on the effectiveness of preventative strategies for youth suicide and suicidal 
behaviour (NHS Health Development Agency 2002). This was published on 
behalf of the UK and Ireland Public Health Evidence Group and identifies all 
relevant systematic reviews, syntheses and meta-analyses relating to suicide 
by young people.
 As part of Local Safeguarding Children Boards (LSCB), child death review 
panels are required to consider deaths of children and young people in each 
local area and identify lessons that can be learned to prevent future serious 
cases of self-harm and suicide (HM Government 2008).

Scotland

One in ten of the million children living in Scotland have mental health 
problems that interfere with their everyday lives. For many, this includes self-
harm (Public Health Institute of Scotland 2003). Rates of suicide by people 
aged over 14 in Scotland have decreased by 12.5 per cent in the last decade 
(Samaritans 2008) (see Table 10.1). 

Table 10.1 Number of deaths by suicide in 2006 (from Samaritans 2008)

Country Number of deaths Rates per 100,000 of people 
aged over 14

England  4191 10

Wales  300 12

Scotland  765 18

Northern Ireland  291 21

Republic of Ireland  409 12

UK total  5576 11

UK and RoI total  5985  9
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Choose Life is a National programme which aims to improve the mental 
health and well-being of the Scottish population (Scottish Executive 2002). 
It includes a strategy and action plan to prevent suicide and provides joint 
multi-agency guidance relating to children and young people. The strat-
egy forms a key part of the work of the National Programme for Improving 
Mental Health and Wellbeing in Scotland, which was launched in 2001. 
Among other priorities, this includes a target to reduce the suicide rate in 
Scotland by 20  per cent by 2013. Guidance issued as part of Choose Life seeks 
to raise awareness and defines the overarching roles and responsibilities of the 
relevant agencies supporting children and young people who self-harm. Three 
main priorities are identified as the following:

1 Supporting the improved coordination of efforts by local agencies to 
develop and implement local suicide prevention action plans.

2 Encouraging and supporting more innovative local voluntary services, 
community based and self-help initiatives that contribute to the preven-
tion of suicide in local neighbourhoods and communities.

3 Developing and implementing local training programmes.

The Scottish Government has also published Towards a Mentally Flourishing 
Scotland which outlines six main priorities for health improvement, including 
the need to reduce the prevalence of suicide and self-harm.

Towards a Mentally Flourishing Scotland

1 Mentally healthy children, infants and young people
2 Mentally healthy later life
3 Mentally healthy communities
4 Mentally healthy employment and working life
5  Reducing the prevalence of suicide, self-harm and common mental 

health problems
6  Improving the quality of life of those experiencing mental health 

problems and mental illness

(Scottish Executive 2008)

Another promising initiative is Building the Strengths Within. This has been 
jointly published by the Scottish Development Centre for Mental Health and 
the Camelot Foundation, and aims to increase and share learning around young 
people from minority communities and self-harm (Scottish Development 
Centre for Mental Health and the Camelot Foundation 2005). The project is 
aimed at young people aged 16–25 from black and minority ethnic (BME) 
groups, including young refugees and asylum seekers, who self-harm or who 
are at risk of self-harm.
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Other Scottish public health initiatives have included Breathing Space, a 
helpline for young people with low mood or depression to offer advice and 
support and facilitate access to appropriate help and care services.

Wales

There are over half a million children living in Wales and they make up approx-
imately one-fifth of the total population (Welsh Office 1997). Suicide rates of 
young people in Wales are higher than in England but lower than in Scotland or 
Northern Ireland (Welsh Assembly Government 2008) (see Table 10.1). 
 Talk to Me is the Welsh National action plan to reduce suicide and 
self-harm, and includes a particular focus on children and young people. 
The priority areas in the action plan are listed below (Welsh Assembly 
Government 2008).

Republic of Ireland

Suicide in Ireland rose dramatically in the 1990s and the increase was largely 
accounted for by young men (Cullen 2006). In the last decade however, the 
Republic of Ireland has seen the largest decrease in rates of suicide with a 
reduction of 14.5 per cent of deaths of people aged over 14 (Samaritans 2008) 
(see Table 10.1). Some have argued that this is partly due to the strong eco-
nomic recovery experienced in Ireland from the prolonged slump of the 1980s 
to the boom of the 1990s. 
 Other factors that are thought to be important are the growth of multi-
culturalism and the reduced influence of the Catholic Church (Nolan et al. 
2001). A report by Cullen (2006) on the coverage and treatment of suicide in 
the Irish print media stated that the prevention of suicide has not historically 
been given high priority in Ireland. Suicide prevention has received signifi-
cantly smaller amounts of funding than road safety awareness, despite road 
traffic accidents accounting for fewer fatalities than deaths by suicide.   

Talk to Me action plan

• To help people feel good about themselves
• To ensure early action is taken
• To respond to crises in people’s lives
• To deal with the effects of suicide and self-harm
• To increase research and improve information
•  To work with the media to ensure sensitive reporting on mental 

health and suicide
• To restrict access to things which could be used for suicide 
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 The Report of the National Task Force on Suicide (Department of Health and 
Children 1998) helped set the policy context for suicide prevention. Although 
this does not focus specifically on children and adolescents, the report sets a 
framework to prevent suicide by young people. Following this report, the 
National Suicide Review Group formed and the National Office for Suicide 
Prevention was established as part of the Health Service Executive. 
 A number of key public health reports focusing on suicide prevention in 
Ireland have also been published. These include Suicide in Ireland: Everyone’s 
Problem which highlighted a range of contributory factors (Bates 2005).

Northern Ireland

Over a quarter of Northern Ireland’s population are children under the age 
of 18 (Northern Ireland Statistics and Research Agency 2002). However, 
very little robust epidemiological information about self-harm and suicidal 
behaviour among the child population is available. The widely cited research 
studies of 10,000 children published by the Office for National Statistics 
(Green et al. 2005) did not include children from the province.
 The Health and Wellbeing Survey (Department of Health, Social Services 
and Public Safety 2001) looked at the Northern Ireland population in general. 
The survey concluded that people living in Northern Ireland are at greater 
risk of mental ill health than people in England and Scotland (Department of 
Health, Social Services and Public Safety 2001). This is partly due to higher 
levels of socio-economic deprivation, the ongoing civil troubles, and higher 
rates of mental health problems in adults (Northern Ireland Association for 
Mental Health and Sainsbury Centre for Mental Health 2004). 
 Prevention of suicide has been identified as a key area in Northern Ireland’s 
strategy and action plan on Promoting Mental Health (Department of Health, 
Social Services and Public Safety 2003). In 2006, Protect Life was launched by 
the Department of Health, Social Services and Public Safety. This is Northern 
Ireland’s five-year suicide prevention strategy and action plan until 2011. The 
strategy requires each Health and Social Services Board to develop a local Protect 
Life action plan which reflects the needs of children and young people. 
 Although rates of mental disorder across England, Wales and Scotland are 
thought to be broadly similar, Northern Ireland has the highest suicide rate 
in the UK with 21 per 100,000 young people over 14 years of age. This is an 
increase in 111 per cent since 1997 (Samaritans 2008) (see Table 10.1). 

Prevention of self-harm

Interventions designed to reduce or eliminate self-harm have been researched, but 
this has mainly been with young adults. Fewer studies have been conducted with 
children and adolescents and we cannot rely with confidence upon extrapolation 
of findings with adults to support our work with young people (Livesey 2009). 
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 In recent years there have been several major systematic reviews of universal 
or primary prevention programmes focused broadly on improving emotional 
health and psychological well-being (Harden et al. 2003; Wells et al. 2003; 
Edwards 2003). Several have included selective or indicated programmes 
addressing self-harm and suicide prevention.

What do we mean by prevention?

Prevention of self-harm involves universal or primary interventions which are 
aimed at the factors which contribute to self-harm and are focused on the health 
and well-being of children and young people in general. This includes the devel-
opment of emotional resilience and healthy psychological coping strategies. 
 Secondary prevention is focused on reducing the prevalence of self-harm 
and involves early identification and interventions for young people at risk. 
This involves developing support systems in order that young people in dis-
tress can access help if they are struggling. 
 Tertiary prevention is concerned with providing support for those already 
struggling with self-harm and is often associated with harm minimisation. This 
can involve approaches to reduce repetition and harm minimisation strategies. 
 Healthy Lives, Brighter Futures, the Government’s child health strategy high-
lights the need for the children’s workforce to be able to recognise and identify 
support for young people who may be self-harming (Department of Health 2009).

Innovative approaches

Research on what works to prevent young people from self-harming is lacking. 
At the time of writing this book a large multi-centre trial has commenced and 
will run until 2016. The Self Harm Intervention Family Therapy (SHIFT) 
trial will involve around 800 young people, aged 11–17, and their fami-
lies. It will be one of the largest and most comprehensive studies of its kind. 
Researchers will look at whether a whole-family approach, which focuses on 
the relationships, roles and communication patterns between family mem-
bers, will enable families to work with young people to help them manage 
crises and emotional situations more effectively. 
 Participants in the SHIFT trial will have self-harmed more than once and will 
have required hospital admission for their injuries, although those diagnosed with 
severe depression or other serious mental disorders will not be asked to take part. 
The study is being funded by the National Institute for Health Research Health 
Technology Assessment programme and led by the University of Leeds and NHS 
Leeds. Sixteen other organisations will collaborate on the study by recruiting young 
people to the trial and delivering family therapy sessions in their local areas.
 Projects such as the Manchester and Salford Self Harm Project aim to moni-
tor patterns of self-harm across local populations, evaluate service effectiveness 
and provide local evidence on which service development and training strate-
gies are based. 
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School and college based interventions

As many as one in five children and adolescents have mental health problems 
(Mental Health Foundation 1999; British Medical Association 2003) and up 
to one in ten children and young people aged 5–15 in England, Scotland and 
Wales will have a diagnosable mental disorder (Green et al. 2005). 
 This means that in an average secondary school with 1,000 pupils, as many 
as 50 will be depressed, between 10 and 20 will be anxious and between 
five and ten will have an eating disorder (YoungMinds 1999). This is clear 
evidence that children and young people are struggling, and many turn to 
self-harm in an attempt to cope. 
 Schools and colleges play a vital part in helping children develop emo-
tional health and well-being and children and adolescents spend longer in 
school than any other environment (WHO 1997). One of the recommenda-
tions from the National Inquiry was that head teachers play a pivotal role in 
developing positive mental health strategies in schools, and that they should 
recognise the need to develop a whole school awareness of mental and emo-
tional health issues. 
 Given that a large number of children and adolescents who self-harm are 
of school or college age there is huge potential to intervene in a positive way. 
Young people told the National Inquiry they feel it is important that coun-
sellors rather than teachers should take on the role of supporting them with 
self-harm. In addition, the University of Oxford Centre for Suicide Research 
and the Samaritans recommend that schools should play a more prominent 
role, arguing that prevention needs to take place in the community and ide-
ally within schools.

What can schools do?

A range of school-based professionals, including school nurses, educational 
psychologists, Special Educational Needs Coordinators (SENCOs), speech 
and language therapists, learning mentors, classroom support assistants, 
pastoral staff and school counsellors, play a key role in supporting pupils 
and students achieve their potential. Emotional health and well-being is 
now a core part of the national curriculum and personal, social and health 
education (PSHE) agenda. 
 School-based professionals, such as teachers and school nurses, are often 
the first to notice that a young person may be self-harming. They are in key 
positions to support young people and refer those who may require specialist 
assessment or treatment to specialist CAMHS or dedicated self-harm services. 

If there had been people to talk to at school then maybe I wouldn’t have felt the 
need to start self-harming then.
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Anti-bullying strategies and whole school approaches focused on emotional 
health and well-being appear to have a beneficial effect, but their outcomes 
in relation to self-harm are yet to be evaluated. Indeed, there is evidence 
that targeted interventions with individual young people at suicidal risk 
may be superior to whole school approaches or interventions at a group level 
(Thompson et al. 2000). In some areas of the country, ChildLine has been 
working with schools to set up the CHIPS (ChildLine in Partnership with 
Schools) Project. This helps schools set up schemes to encourage children and 
young people to support each other in school. 

National strategies

Through the development of comprehensive programmes, universal approaches 
and targeted interventions, education service commissioners and professionals 
in schools are encouraged to focus on the development of emotional health 
and well-being in all areas of curriculum design and implementation.
 There is presently a lack of evidence for curriculum-based universal suicide 
prevention programmes aimed at children and young people (NHS Health 
Development Agency 2002). As part of its public health programme, NICE 
has produced guidance in relation to social and emotional well-being in primary 
schools (NICE 2008). Although the guidelines omit to directly including self-
harm, the suggested areas for investment by schools include problem solving, 
coping with stress, conflict resolution and understanding feelings. These are all 
areas of functioning which many young people who self-harm find difficult to 
manage on a day-to-day basis (McAuliffe et al. 2006).
 The most important programmes that address mental health in schools 
have been the government-funded SEAL and TaMHS projects:

SEAL

The Social and Emotional Aspects of Learning (SEAL) programme 
(Department for Education and Skills 2005a) is part of the National Healthy 
Schools Programme (NHSP) (Department for Education and Skills 2005b). 
SEAL is a comprehensive approach to supporting the emotional and social 
skills that underpin effective learning and social and psychological well-
being. The programme covers many areas that frequently challenge young 
people who self-harm, including making friends and getting on with others, 
bullying and managing changes. 
 In addition to curricular inputs to help support children to develop social 
problem solving skills and emotional processing skills as a means of prevent-
ing self-harm and suicidal thinking and behaviour, it is necessary to focus 
on whole school approaches to self-harm. For some children, school is part of 
the problem. Worries such as progress with work, assessments and peer rela-
tionships are very high indeed on children’s lists of stressors (Morris 2008). 
Moreover, studies have suggested that there is a significant minority of pupils 
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who do not feel that support is available in school, and who believe that rela-
tively few teachers can be depended upon to offer timely or effective help 
when they are anxious, unhappy or worried on their own or others’ behalf 
(Morris 2008). 

TaMHS

The Targeted Mental Health in Schools (TaMHS) project is funded by the 
Department for Children, Schools and Families, and aims to transform the 
way in which children aged 5–13 can be supported to develop good men-
tal health. The supporting materials include information on recognising and 
managing self-harm in schools. This draws on evidence-based advice for men-
tal health professionals working with children and adolescents who self-harm 
(Wolpert et al. 2006). Importantly, the evidence suggests that whilst school-
based interventions can improve knowledge and attitudes towards self-harm 
among young people, they have not been shown to increase help seeking 
behaviour among high risk groups such as young men and those who have 
already self-harmed (Wolpert et al. 2006).

Training and support for schools 

Despite government policy to improve child mental health training for 
frontline professionals (Department of Health 2004), and the very high 
level of contact teachers have with children and young people who self-
harm, training about self-harm and mental health problems in general for 
teachers and other school-based staff has been lacking (Gowers et al. 2004).
 Furthermore, when faced with students who self-harm, teachers and other 
school and college staff often need the support of specialist mental health 
services. In fulfilling their responsibilities to support the promotion of mental 
health and by responding appropriately to suicidal or self-harming pupils, 
schools can draw on expertise from external services and agencies in the form 
of consultation and advisory support (Morris 2008). In addition, since many 
young people who self-harm turn to their friends for support, there is a need 
to address school based peer support schemes and systems, such as student 
mentors who are trained to support other students who are having problems. 

Stigma

There is growing acknowledgement that stigma is a major problem experi-
enced by many people with mental health problems and people who self-harm. 
The impact of stigma has been recognised since Erving Goffman (1963) pub-
lished a book subtitled Notes on the Management of Spoiled Identity. In this book 
he traced the origins of stigma back to ancient Greece where a brand or vis-
ible mark was placed on the foreheads of people in ‘tainted’ groups, such as 
traitors, or to identify an animal or slave. However, it has only been in recent 
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years that public campaigns have begun to promote better understanding 
about mental health and challenging stigma. 

See Beyond the Label

YoungMinds have published See Beyond the Label, which is a comprehensive 
training manual to help professionals develop effective support services for 
young people who self-harm. It provides opportunities to think about our 
attitudes towards self-harm, and to increase our understanding of why chil-
dren and young people harm themselves. Based on feedback from young 
people, the resource reminds professionals that:

• young people rarely ask for help directly
• they often choose to talk to a friend rather than parents or professionals
• they do not want adults to overreact
• they do not want to be called self-harmers.

YoungMinds also encourages professionals and school staff to seek out ways 
to tackle the stigma commonly associated with expressions of mental distress, 
and to ensure the involvement of young people who self-harm in the design, 
implementation and evaluation of local self-harm protocols (YoungMinds 
2006). There are four key aims underpinning the training:

• provide opportunities for all of us to think about our attitudes to 
self-harm;

• increase our understanding about why children and young people 
self-harm;

• seek out ways to tackle the stigma commonly associated with expressions 
of mental distress; and

• ensure the involvement of young people who self-harm in the design, 
implementation and evaluation of local self-harm protocols. 

Stigma and families

It is not only the young person who is affected by stigma. Often the parents, sib-
lings and friends of a young person who self-harms also frequently suffer as a result 
of negative attitudes and behaviours. Parents may be unsure whether to tell family 
and friends about their child’s self-harm, or keep it secret. Just as stress can build 
up in a young person who has no appropriate source of support, so too can parents 
and carers struggle when there is no available network of support. 
 The Time to Change campaign in the UK aims to end mental health discrimi-
nation through various events and films, though it does not focus particularly 
on young people or self-harm. Time to Change is enlisting the help of celebrities 
and people known to the public, who are willing to speak out about their own 
experiences of mental health and illness (www.time-to-change.org.uk/home). 
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 As well as UK stigma campaigns, some of the individual countries have 
embarked on activities to eliminate stigma. Using TV, radio and bus shelter 
advertisements See Me has been launched across Scotland and calls for greater 
awareness and understanding of self-harm among Scotland’s many differ-
ent cultures. In particular, the campaign aims to tackle the issue of self-harm 
amongst black and minority ethnic communities (www.seemescotland.org.uk). 
Produced as part of See Me, Just Like Me uses animation and cartoons to help 
children and young people learn about the effects of stigma and how to tackle 
it. The Just Like Me website includes stories about young people who self-
harm (www.justlikeme.org.uk).
 In addition, the national charity Rethink has been running an anti-
stigma campaign in Northern Ireland since 2007. This has featured TV, 
outdoor and bus advertising, and a number of service users have trained as 
media volunteers and shared their stories and experiences with the local and 
national media.

Tackling stigma framework

A model of intervention for tackling stigma in children, young people and 
their families has been developed by Gale (2007). This can be implemented 
within CAMHS and children’s services in general (see Figure 10.1).

Figure 10.1 Tackling stigma framework (Gale 2007)
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Media, social networking and self-harm

Against the context of individual factors we have discussed, children and 
young people are living in a society where there is a high expectation of 
instant gratification and quick fixes. Young people are growing up in a cul-
ture where people do not expect to have to wait to have their wishes and needs 
fulfilled. From material goods, such as houses, holidays, clothes and music, 
there is increased instant access through loans and 24-hour facilities, to com-
munications with email, MSN, social websites and mobile phones. 
 Today’s young people have a world of technology at their fingertips. 
Adolescents use the internet for the purpose of socialising and communicating 
with others more than any other age group (Lenhart et al. 2001; Gross 2004). 
Like many closeted or stigmatised behaviours, self-harm communities and 
outlets flourish on the world wide web (Norris et al. 2006; Biddle et al. 2008). 
 Perhaps the best known examples of this are the ‘Pro Ana’ and ‘Pro Mia’, 
websites which respectively promote anorexia nervosa and bulimia nervosa as 
lifestyle choices rather than eating disorders. The internet may appeal par-
ticularly to young people who are shy, socially anxious or isolated, or those 
who feel marginalised (Subrahmanyam et al. 2004). This is because it provides 
a relatively low risk venue for finding others who share their perceived or real 
differences (McKenna and Green 2002). Young people who self-harm are one 
such group. Mobile phones, emails, instant messaging and social networking 
sites can be hugely influential in both preventing and promoting self-harm.
 When we consider that many young people who self-harm are reluctant to 
confide in adults and are three times more likely to turn to a friend than a pro-
fessional (Mental Health Foundation and Camelot Foundation 2006), social 
networking is something of an untapped resource. However, it is important 
that young people should not be in a position where they receive confidences 
about self-harm without effective support systems being in place (Fortune 
et al. 2005). As children turn to their friends for advice, they need help not 
only coping with their own emotional problems, but also in supporting 
friends who may be in distress. The establishment of peer support, ‘buddy 
schemes’ and mentoring systems in schools have been a helpful step in this 
regard (Morris 2008). 

Are self-harm websites helpful or harmful?

Evidence has shown that young adults who self-harm often use websites to 
gain empathy and understanding, a sense of community and ways of coping 
with social and psychological distress. This, in turn, leaves them feeling bet-
ter understood and less isolated (Baker and Fortune 2008). These benefits, as 
well as possible risks, associated with such websites need to be understood 
further as they are increasingly used by children and young people.
 In their discussions with professionals, young people who self-harm 
describe two different types of website. First are those run by professionals, 
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and second are those created by people who self-harm. The anonymity of not 
having face-to-face contact can encourage youngsters to be fairly explicit 
about their self-harm, which can have a negative effect on vulnerable young 
people who may be tempted to imitate behaviours. Often, these discussions 
take place far from the scrutiny of parents or carers. 
 The boundaries of cyber relationships are at the discretion of the young 
people who may not have reached a level of maturity whereby they can impose 
their own limits on unhealthy relationships. Furthermore issues such as bul-
lying can be rife, as was the case with so-called ‘happy slapping’ through text 
messaging, which was reported a few years ago on national television. The 
National Inquiry recommends that reputable sites are publicised more widely 
to young people to ensure that they can access the most appropriate advice. 
The role of the media in promoting positive attitudes towards self-harm and 
suicide has been discussed earlier in the book. 
 An interesting study by Whitlock and colleagues explored the use of the 
internet as a coping strategy for young people who self-harm (Whitlock 
et al. 2006). They used observational data from blogs and message boards to 
investigate how adolescents solicit and share information about self-harm. 
Findings showed that online access clearly provided essential social support 
for otherwise isolated adolescents, but the authors concluded that it may also 
normalise and encourage self-harm and add potentially lethal behaviours to 
the repertoire of young people who are already self-harming and those explor-
ing alternative coping strategies (Whitlock et al. 2006). 

Instant messaging

The needs and intentions of young people who self-harm are often com-
municated by mobile phone. The growth and availability of mobile phone 
technology has changed the landscape in which young people communicate 
and receive support from family and friends. The large majority of young 
people own a mobile phone, and most keep them on their person at all times. 
Conversations with young people in general suggest that many could not con-
template the idea of switching off their phones and being unavailable, even 
during the night. 
 For those that self-harm, texts and emails are often a critical communication 
or cry for help. For those that receive them, the communications may indicate 
that their distressed friend is in need of support. Some have argued that we are 
at risk of creating a culture whereby young people feel increasingly less able 
to wait, to contain their own feelings, and to go some way towards sorting 
problems out themselves before calling upon the support of others. PAPYRUS 
has published guidance for parents and carers to support their children to take 
a safe and responsible approach to the cyber world, or who may have concerns 
that their child is depressed or suicidal (PAPYRUS 2008). 
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Modernising e-access to services

It is concerning that for some young people who self-harm there is a paradox. In 
this era of increased technological communication they find themselves more 
isolated and less likely to discuss their difficulties face-to-face. A recent report 
by YouthNet highlights how important modern technology is for young peo-
ple. They found that 82 per cent of young people used the internet at some 
point to look for information and advice, and use a range of different mediums 
to access this. This provides a key opportunity to provide services differently 
and in a way that children and young people find helpful.
 Several charities, including the Samaritans, have attempted to respond to 
this by providing ‘electronic befriending’, using the internet to enable young 
people to directly access support services. Some UK CAMHS teams have 
attempted to adapt their communications to meet the needs of young peo-
ple in the twenty-first century. By using text, email and instant messaging 
they have attempted to improve access and engagement. However, this is not 
widespread and the effectiveness of this change in communication strategy is 
yet to be evaluated. 

Self-harm and suicide training packages

With appropriate training, health professionals and others can become skilled 
in early and accurate identification of self-harm and suicidal risk (Horowitz 
et al. 2001). There are several training packages available to help professionals 
become more knowledgeable and skilled in assessing and working with young 
people who self-harm. Two examples are ASIST and STORM.

ASIST

Applied Suicide Intervention Skills Training (ASIST) is a suicide ‘first aid’ 
training programme developed in Canada. It is suitable for professionals and 
lay people and consists of a two-day interactive package on suicide risk man-
agement. The aim of ASIST is to prepare caregivers to recognise suicide risk 
factors, and develop skills to intervene during crisis. The programme addresses 
attitudes to self-harm and explores the resources available within local com-
munities. ASIST has been successfully implemented in a number of countries 
worldwide. It is recognised by the Department of Health in England and has 
been adopted as a national suicide intervention training programme by the 
Scottish Executive Government.

STORM

Skills Based Training on Risk Management (STORM) is a suicide prevention 
training package which can be used as part of an overall suicide prevention 
strategy by organisations in statutory and voluntary sectors. It can be delivered 
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either in a short modular format or over one or two days. The package cov-
ers assessment, crisis management, crisis prevention and problem solving 
when working with potentially suicidal service users. A version for children 
and young people is available in addition to the adult format. Facilitators are 
professionals, non-professionals or service users with relevant experience who 
have been trained to deliver the package in a cascade model.

Summary

A reduction in suicidal behaviour, both fatal and non-fatal, is part of the 
Health for all Targets of the World Health Organization. However, there is 
a serious lack of information about which treatments or preventative strate-
gies are effective for young people who self-harm (WHO 1997). Knowledge 
regarding prevention is limited. Furthermore, there has been relatively little 
empirical work on the treatment of adolescent suicides. Further research is 
required to identify the long-term costs of self-harm by young people and to 
inform strategic policy and planning decisions.
 Campaigns to promote awareness, recognition and understanding about 
self-harm are crucial if the helping and caring professions and wider public 
are to improve outcomes for young people who self-harm (McDougall and 
Brophy 2006). Many young people who self-harm experience rejection, abuse 
and trauma, and encounter stigma when seeking help for their self-harm. This 
is unacceptable in modern caring and support services.
 Innovative approaches to prevention and intervention should be developed 
across organisations, services and professional groups who work with children 
and young people. Improving ways to engage young people through creative 
arts, media and social networking are a few ways in which professionals can 
help make a difference. 



 

11  Self-harm and the legal 
framework

Key points:

• It is important that professionals helping children and young people who 
self-harm are clear about the legal frameworks within which they work. 
Regardless of the context in which they practice, professionals should 
be familiar with human rights legislation, children’s rights and mental 
health law and how these frameworks interact.

• Like any child or young person, those who self-harm have a right to pri-
vacy, dignity and respect. Despite these principles, young people often 
report that they are not involved in decisions, frequently have their 
privacy, dignity and confidentiality compromised and do not feel that 
professionals respect them.

• Children have a right to protection from all forms of violence. Professionals 
and the organisations within which they work must protect children from 
all forms of physical and mental violence, injury or abuse and neglect, 
including protecting children from suicide and self-harm.

• Evaluating competency is an essential part of the assessment process prior 
to the provision of any assessment or treatment for self-harm by a child or 
young person. Children’s competence is determined by their maturity and 
understanding rather than their fixed chronological age. This means that 
they may be competent to make one treatment decision but not another.

• Children’s and young people’s rights to confidentiality should be strictly 
observed. Health professionals should have a clear understanding of their 
duties of confidentiality, and any limits to such an obligation should be 
made clear to the child or young person who has the capacity to understand.

• Professionals may be concerned that sharing information about a young 
person’s suicidal self-harming behaviour may breach their right to con-
fidentiality. This is often the case when working with teenagers where 
the views of the young person and their parents are important. Whilst it 
is vital to have a working knowledge of the legal frameworks involved, 
simply asking the young person and parents about these issues can often 
be helpful and need not involve any breach of confidentiality.
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Introduction

Care and treatment decisions affecting children and young people can often 
be complex, and it is essential that health professionals understand the differ-
ent statutory frameworks within which they work. During the last few years 
there have been several changes to the law affecting children and young peo-
ple. There have been amendments to the Children Act 1989 and the Mental 
Health Act 1983, and the main provisions in the Mental Capacity Act 2005 
apply to 16- and 17-year-olds. There have also been amendments to the 
Domestic Violence, Crime and Victims Act 2004. 
 It is crucially important that changes to the law affecting the care and 
treatment of children and adolescents who are suicidal or self-harming are 
understood by health professionals and other adults who work with these 
young people. 
 This chapter is intended to provide guidance to health professionals 
about legal issues affecting the care and treatment of young people who 
self-harm. It clarifies the law, and offers practical guidance on dealing with 
common difficulties that arise on a day-to-day basis. These include dilem-
mas related to confidentiality, consent and refusal. For the purpose of this 
chapter, the term treatment refers to paediatric, psychiatric, psychological 
and psychotherapeutic interventions. It is necessary for readers to consider 
the range of issues set out in this chapter in order to understand how the 
various legal frameworks combine.
 Some professionals, such as nurses and doctors, have responsibilities that 
are enshrined within their duties of care and codes of professional practice. All 
are required to ensure that children and young people are kept safe. Health 
professionals practise in a culture of litigation and their duty to care must be 
brokered with a wider responsibility to enable children to reach their fullest 
potential (Department for Education and Skills 2003).

Human rights and young people

Professionals who work with children in any context should be familiar with 
human rights legislation. The European Convention on Human Rights, 
the United Nations Convention on the Rights of the Child and the Human 
Rights Act 1998 provide the overarching human rights framework. 

The European Convention on Human Rights (ECHR)

The ECHR was passed by the Council of Europe in 1950 and came into force 
in 1953. It was intended to give binding effect to the guarantee of various 
rights and freedoms contained in the UN Declaration on Human Rights, 
adopted several years earlier.
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United Nations Convention on the Rights of the Child (UNCRC)

The UNCRC is the first legally binding international instrument to incor-
porate the full range of human rights. In 1989 world leaders decided that 
children needed a special convention because people under 18 years often need 
special care and protection. The leaders also wanted to make sure that the 
world recognised that children have human rights too (Harbour 2008). 
 The UNCRC establishes a range of civil, political, socio-economic and cul-
tural rights that apply to all children and young people. As well as several 
important articles, there are two guiding principles that professionals who 
work with children and young people must always take into account in their 
day-to-day work:

1 There is a need to consider the best interests and views of the child.
2 Decisions in relation to children and young people must be made in a 

manner consistent with their evolving capacities. This means that as chil-
dren mature and grow up towards independence, their views and wishes 
should be given greater weight in the decision making process. 

Article 19 of the UNCRC entitles children to the right to protection from 
all forms of violence. States must take measures to protect children from all 
formals of physical and mental violence, injury or abuse and neglect. This 
includes a requirement to take measures to protect children from suicide and 
serious self-harm. This is therefore important when considering harm mini-
misation strategies which were discussed earlier in the book.

The Human Rights Act

The Human Rights Act (HRA) was passed in 1998 and became operational 
in 2000. It incorporates the rights enshrined in the European Convention 
on Human Rights into UK domestic law. This requires public authorities, 
organisations and professionals to take into account human rights in their 
day-to-day work with children and young people. The following articles are 
included in the HRA, of which article 1 is the convention. Article 2 dictates 
that authorities have a positive obligation to protect life.
 Human rights law has lead to an increasing recognition that children and 
young people have rights and entitlements and can often make decisions 
for themselves. 

Human Rights (articles)

 1 Right to life
 2  Protection from torture and inhuman or degrading treatment or  

punishment
 3 Protection from slavery and forced labour
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 4 Right to liberty and security
 5 Right to a fair trial
 6 Protection from retrospective criminal offences
 7 Protection of private and family life
 8 Freedom of thought, conscience and religion
 9 Freedom of expression
10 Freedom of assembly and association
11 Right to marry and found a family
12 Freedom from discrimination

Children’s rights

The Children Act 1989 is a key legal framework governing the care and welfare 
of all children and young people under 18. Whilst the Children Act has been 
amended since it first came into force, most importantly by the Adoption and 
Children Act 2002 and the Children Act 2004, the original Act remains intact 
and in use today. The Children Act brings together private and public law pro-
visions in a single legislative framework for law affecting children. It attempts 
to strike a balance between the rights of children, the responsibilities of both 
parents to their child and the duty of the state to intervene when the child’s 
welfare requires it (Department for Children, Schools and Families 2008).

Respecting rights

As children and young people get older and move towards independence, 
their involvement in decision making increases. Whatever the age of the 
child, it is always important to keep them as fully informed and involved as 
possible. They should receive clear and detailed information in a format that 
is appropriate to their age and developmental understanding. 
 Like any child or young person, those who self-harm have a right to privacy, 
dignity and respect. Despite these principles, many of which are enshrined in 
human rights law, young people often report that they are not involved in 
decisions, frequently have their privacy, dignity and confidentiality compro-
mised and do not feel that professionals respect them. This is unacceptable, 
and professionals must improve their practice in this area. Some young people 
feel they are not made aware of their rights:

There needs to be more awareness of our choices – of not having a parent 
there with you if that is what we want.

 Casey, 16
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Competence, capacity and consent

The United Nations Convention on the Rights of the Child and the Children 
Act (1989) entitles children to participatory decision making rights. Health 
service professionals are therefore obliged to give children and young people 
any information necessary to ensure their full participation in decision mak-
ing. However, it is important to state that this does not necessarily mean 
children make the final decision, and this right may be mediated through the 
law on consent (Lansdown 2000). 
 When working with children and young people who self-harm, health 
professionals are frequently required to consider consent issues. For example, 
they may be faced with a child who refuses to enter an ambulance to attend 
hospital after an overdose. Alternatively, they may be asked by an adolescent 
not to share information with parents about cutting. 
 Making appropriate care and treatment decisions is not always straightfor-
ward, and professionals and other colleagues may sometimes disagree or make 
poorly informed choices. Young people have said clarity about confidentiality 
and consent is important to them (Mental Health Foundation and Camelot 
Foundation 2006), and it is important that health professionals carefully con-
sider the legal implications of any decision they take.

Competence and capacity

Evaluating competency and capacity is an essential part of the assessment 
process prior to the provision of any assessment or treatment for self-harm by 
a child or young person. Children’s competence is determined by their matu-
rity and understanding rather than their fixed chronological age. This means 
that they may be competent to make one treatment decision but not another.
 A person with the capacity to consent should be able to:

• understand in broad terms what the treatment is, what it is for and why 
it is being proposed;

• understand the principle benefits, risks and alternatives to the treatment 
being proposed;

• understand the likely consequences of not receiving the treatment being 
proposed;

• retain the above information for long enough to make an informed 
decision; and

• make a choice that is free from external pressure an secondary gain.

Consent by children under 16

Consent to medical treatment by or for children can be complex and requires 
a balance between preserving the principle of legal autonomy for children, 
whilst providing protection to safeguard their physical and mental health. 
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 Within the framework of UK law, children and young people can do 
different things at different ages (Whotton 2002). Children under 16 can 
consent to treatment if they are deemed to be competent to do so. In order for 
consent to be valid, the child or young person must be capable of consenting, 
the consent must be freely given and the child or young person involved must 
be given appropriate information. 

Gillick competence

In 1980, what was then the Department of Health and Social Security (DHSS), 
issued guidance on family planning services. The guidance suggested that in 
certain situations, a physician could lawfully prescribe contraception for a girl 
under 16 without the consent of her parents. 
 Five years later in 1985, the DHSS guidance was challenged in court by 
Victoria Gillick, the mother of five girls all aged under 16. Judge Scarman, 
who heard the case, concluded that ‘the parental right to determine whether 
or not their minor child below the age of 16 will have medical treatment 
terminates if and when the child achieves sufficient understanding and intel-
ligence to enable him or her to understand fully what is proposed’. This 
became known popularly as the test of ‘Gillick competence’, and the effect 
was to allow a competent child under the age of 16 a right to consent to treat-
ment without the necessity to obtain parental consent (Harbour 2008).  
 Also ruling on the Gillick case, Lord Fraser set out guidelines to help deter-
mine competence, but in straightforward terms, this requires a child under 
16 who has sufficient understanding and intelligence to enable him or her to 
fully understand what is being proposed (NSPCC 2008b). This is commonly 
referred to as the ‘Fraser ruling’. 
 However, competence may vary according to the decision being proposed. 
A child or young person may be competent to make one decision but not 
another. Therefore, any assessment of a child or young person’s capacity to 
consent must be ‘decision specific’. To illustrate, consent for one thing (such 
as the assessment of self-harm) does not necessarily mean consent for another 
thing (such as referral for psychological treatment for self-harm). Competence 
may also fluctuate, particularly when there is mental disorder, and therefore 
consent for treatment decisions must always be kept under review. 

Consent by young people aged 16 and 17

The assessment of capacity and of the ability to make decisions and consent to 
treatment is different for young people aged 16 and 17. The Mental Capacity 
Act 2005 provides that all people over 16 have the right to autonomy and 
independent decision making unless it can be shown that they lack capacity 
as defined in the Mental Capacity Act. Where young people lack capacity, 
decisions can be taken on their behalf in accordance with the legal provisions 
set out in the Act. 
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Treatment without consent

Care and treatment can be provided to children and young people without 
their consent in certain situations. This is where they lack capacity, and 
life saving treatment or treatment to prevent serious harm can be provided 
within the common law. There are also circumstances when the Mental 
Health Act 1983 can be used to provide physical treatment against a young 
person’s wishes. 
 Research has shown that children who are given life saving treatment for 
severe eating disorders without their consent have been later grateful for treat-
ment (Faith 2002). It has been suggested that suicidal children and young 
people may be similarly appreciative (Leighton 2007). 

Mental Capacity Act – assessing capacity 

Excepting situations when the Mental Health Act applies, the concept of 
mental capacity is central to decisions about treatment for a child or young 
person who refuses it. The Mental Capacity Act (MCA) 2005 provides the 
legal framework for adults who lack capacity to make decisions themselves. 
The Act does not generally apply to children aged under 16. However, there 
are two exceptions to this:

• The Court of Protection can make decisions about a child’s property or 
finances if the child lacks capacity to make such decisions and is likely to 
still lack capacity to make financial decisions when they reach the age of 18.

• Offences of ill treatment or wilful neglect of a person who lacks capacity 
can also apply to victims younger than 16.

The main provisions of the MCA apply to 16- and 17-year-olds. There are 
several guiding principles enshrined in the Act:

• A person must be assumed to have capacity unless it is established that 
they lack capacity.

• A person is not to be treated as unable to make a decision unless all prac-
ticable steps to help them do so have been taken without success.

• A person is not to be treated as unable to make a decision merely because 
they are likely to make an unwise decision.

• An act done or decision made using the Act must be done or made in the 
person’s best interests.

Having capacity to make a decision means having the ability to understand 
information, weigh up this information and come to an informed decision. 
People are said to lack capacity if they cannot do one or more of the following 
four things:
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• understand information that is given to them
• retain information for long enough to able to make the decision
• use the information to make the decision 
• verbally or non-verbally communicate their decision.

People carrying out acts in connection with the care and treatment of a young 
person aged 16 or 17 who lacks capacity to consent, will generally have pro-
tection from liability, as long as the person carrying out the act has taken all 
reasonable steps to establish that the young person lacks capacity (National 
Institute for Mental Health in England 2009). 
 When assessing the young person’s best interests, the person providing 
care or treatment must consult those involved in the young person’s care 
and anyone else interested in their welfare, which may include parents. Care 
should be taken not to unlawfully breach the young person’s right to confi-
dentiality. In the event that there are disagreements about the care, treatment 
or welfare of a young person aged 16 or 17 who lacks capacity, the case may 
be heard in the family courts or the Court of Protection. 

Mental health legislation

The Mental Health Act (MHA) 1983 is concerned primarily with the circum-
stances in which people with mental disorders can be detained for assessment or 
treatment without consent. Most provisions apply to people of all ages, but there 
are additional safeguards for the care and treatment of children and young people.
 Professionals who work with children and young people need to have a 
working knowledge of the MHA 1983 which was amended in 2007 to make 
nine key changes all applicable to children and young people (see Table 11.1).

Table 11.1 The nine key changes to the Mental Health Act

Key change

1 A simplified single definition of mental disorder

2 Abolished the treatability test and introduced an Appropriate Medical 
Treatment Test

3 Requirement that age-appropriate services are available to any patients 
admitted to hospital who are aged under 18

4 Broadening of the professional groups that can take particular roles

5 Right for patients to apply to court to displace their nearest relative

6 Access to advocacy when under compulsion

7 New safeguards for patients receiving ECT

8 Supervised Community Treatment to allow a patient detained on a 
treatment order to receive their treatment in the community

9 Referral to a Tribunal where patients do not apply themselves
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The MHA 2007 introduced five guiding principles through a revised Code of 
Practice (COP). These are intended to help professionals apply the Mental Health 
Act and Code of Practice in particular situations. The guiding principles are:

• purpose
• least restriction
• respect
• participation
• effectiveness, efficiency and equity.

Professionals must have regard to, and follow, the advice contained in the 
COP or be able to justify why they are not able to do so. 
 Chapter 36 of the COP is concerned with children and young people. As 
well as the guiding principles, it contains some key factors to acknowledge 
when considering use of the Act. These include the welfare principle, consid-
eration of the principle of ‘best interests’ and the need to involve children and 
young people in treatment decisions.

What are the particular changes that affect children and 
young people?

The main amendments that affect children and young people refer to age-
appropriate services; consent to treatment which was discussed earlier; and 
electro-convulsive therapy. 

Age-appropriate facilities

The National Service Framework for Children, Young People and Maternity 
Services sets the expectation that young people admitted to hospital for men-
tal health treatment should have access to appropriate care in an environment 
suited to their age and development (Department of Health 2004). 
 Section 31 of the Mental Health Act 2007 amends the Mental Health 
Act 1983 to place a duty on hospital managers to ensure that patients under 
18  who are admitted to hospital for mental disorder are accommodated in 
an environment that is suitable for their age (subject to their needs). This is 
set out in section 131A of the Mental Health Act 1983 and the provision 
applies to both informal and detained patients. An age-appropriate environ-
ment refers not just to the physical layout, but to the accommodation, staff 
and facilities that children and young people need to fulfil their personal, edu-
cational and social development whilst in hospital (McDougall et al. 2009). 
 For all children under 16, and most young people aged 16 or 17 who require 
an inpatient mental health service, the most appropriate environment will be 
within a child and adolescent inpatient service. However, young people aged 
16 or 17 may be admitted to adult mental health wards if this is the most suit-
able environment to meet their needs. In the exceptional case where a young 
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person cannot be accommodated in a dedicated child or adolescent ward, dis-
crete accommodation within an adult mental health ward is permissible if 
appropriate CAMHS support, robust safeguarding measures and age-appropri-
ate facilities are made available. In determining whether the environment is 
suitable, hospital managers must consult a person with experience in child and 
adolescent mental health.

Zone of parental control

Whilst not part of statute, the concept of the ‘zone of parental control’ (ZPC) 
was introduced by the updated Mental Health Act Code of Practice. This 
states that in certain circumstances, parents can consent on behalf of their 
child if a decision is said to fall within the ZPC. 
 There are no clear rules on what may fall within the ZPC, and each decision 
needs to be considered in the light of the particular circumstances at the time. 
Factors such as the potential impact that the decision will have on the child 
or young person, their age and maturity, the nature of the treatment being 
considered and whether the child or young person is objecting to the treat-
ment should all be considered before it can be decided whether the decision 
falls inside or outside the zone. 
 In assisting professionals to determine whether a decision falls within the 
ZPC, the COP sets out the following guidelines: 

• Is this a decision that a parent would usually be expected to make, having 
regard to what is considered to be within the realms of normal parenting 
and human rights? 

• Are there any indicators that the parent might not act in the best interests 
of their child or young person? 

The less confident the professional that the answer to these questions is ‘yes’, 
the more likely it will be that the decision in question falls outside the zone 
of parental control. 
 It may be appropriate to involve a court to intervene where parents refuse 
to consent for treatment (considered by a physician to be necessary) to be 
given to their child; or where there are child protection concerns that impact 
negatively on parental ability to act in the best interests of their child. 

Refusal and emergency treatment for self-harm

The Children Act 1989 refers to circumstances where a child can refuse to be 
assessed, examined or treated. The provisions state that, not withstanding any 
court direction, a child with sufficient understanding to make an informed 
treatment decision can refuse to be assessed, examined or treated. However, as 
we will see later, parents can sometimes consent on their child’s behalf.
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 However, in rare circumstances, the court can override such a refusal if 
it is deemed to compromise the best interests of the child. There are several 
circumstances where the refusal by a young person of potentially life saving 
treatment could be overruled. They might not fully comprehend the conse-
quences of his or her decision, they may be acting under the undue influence 
of another, their emotional distress may impair their judgement, or the 
young person’s behaviour shows that they are deeply ambivalent about the 
decision, for example by initially seeking help from emergency services 
(NICE 2004a). 
 Practitioners can also use the common law to treat a child or young person 
without their consent in a life threatening emergency. This is when immedi-
ate action is needed to either save a life or protect them from serious further 
harm. In such cases, the treatment must be reasonable and limited to what-
ever appears necessary to resolve the emergency. The courts have stated that 
doubt should be resolved in favour of the preservation of life, and it is accept-
able to undertake treatment to preserve life or prevent irreversible serious 
deterioration of the patient’s condition. Emergency treatment for self-harm 
only applies to physical interventions for self-harm, such as resuscitation after 
a cardiac arrest induced by a serious overdose or life saving surgery after self-
injurious behaviour.

Confidentiality and information sharing

The purpose of sharing information is to ensure young people who harm 
themselves or are perceived to be at risk of self-harm, as well as suicide, are 
given the help and support they need. A commitment to sharing information 
and the need for clear communication across agencies is crucial if young peo-
ple are at serious risk from self-harm or suicide attempts. However, this needs 
to be balanced against the rights of young people to confidentiality which can 
only be breached in certain circumstances. 
 The right to confidentiality applies to children and young people. Where 
they are able to make decisions about the use and disclosure of information 
they have given in confidence, the views of children and young people should 
be respected in the same way that those of adults are respected (National 
Institute for Mental Health in England 2009). 

Can confidentiality be breached?

A child or young person’s right to confidentiality can be limited in certain 
circumstances but this should only be on a ‘need to know basis’. This is where 
a risk of serious harm or abuse is suspected and safeguarding concerns justify 
disclosure without consent (Department for Skills and Education 2006a). 
 For example, if a health professional is concerned that a child or young 
person is going to kill themselves, information relating to this risk can 
be disclosed without consent, even if the young person is competent. It 
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is important to remember that any decisions concerning the disclosure 
of information about a child or young person without their consent must 
always be proportionate to protect the needs in question (Department for 
Skills and Education 2006b). 
 Guidance from the Department of Health on confidentiality for health 
professionals is available, and staff working for the NHS are obliged to follow 
the NHS Code of Practice on Confidentiality (Department of Health 2003b).

What do young people think about confidentiality?

Quite understandably, young people are often reluctant to disclose their self-
harm due to fears that their right to confidentiality might be compromised 
(NSPCC 2009). The CASE study sent questionnaires to 30,000 young people 
aged 15 or 16. Reassured that their confidentiality would be protected and 
that answers would be anonymised, 70 per cent admitted to self-harming at 
some stage during their adolescence (Madge et al. 2008). 
 This appears to confirm that confidentiality is important to young people 
who self-harm. The CASE study finding has previously been supported in a 
qualitative research study by Le Surf and Lynch (1999). Investigators set out 
to understand the perceptions and attitudes of young people towards counsel-
ling. The need for confidentiality was highlighted as a consistent theme. This 
was often associated with stigma and the effects of having counselling, as well 
as a deeper experience of shamefulness. 
 Research and surveys of service user views confirm that young people 
may often not want others to know they are having counselling for their 
self-harm. For many, their history, background and personal information 
has been shared among many professionals, and often the child or young 
person is unaware of who knows what about them. They frequently have 
an overwhelming sense that their privacy and boundaries are being invaded 
(Edwards 2007). It is therefore crucially important to be clear about the 
limits of confidentiality and the circumstances within which disclosure to a 
third party would be necessary.
 As guidance for public health practitioners issued by the NSPCC points 
out, these issues mean that strict reporting requirements have to be balanced 
against young people’s wishes and their well-being (NSPCC 2009). This gen-
erates a range of moral, ethical and legal issues for professionals who work 
with young people who self-harm, each of which needs to be fully considered. 
For example, if a young person insists that their parents are not informed 
about their self-harm, and they may be at significant risk of harm, health 
professionals are faced with a potentially difficult decision. In making an 
informed decision we should consider at least three issues:

1 What are my moral and ethical obligations?
 What do I believe is the right thing to do or not to do? 
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2 What are my contractual obligations?
 What does my employer require me to do or not to do?

3 What are the legal obligations?
 What does the law require me to do or not to do?

Professional concerns about confidentiality

It is not only children and young people that have concerns about confiden-
tiality and the use and disclosure of information. So too do professionals who 
may be concerned that sharing information may breach a young person’s right 
to confidentiality. This is often the case when working with teenagers where 
the views of the young person and their parents are important. 
 However, whilst it is important to have a working knowledge of the legal 
frameworks, simply asking the young person and parents about these issues can 
often be helpful and need not involve any breach of confidentiality. This is provid-
ing that the person requesting or providing the information does not reveal any 
personal confidential information that the parent or carer would not legitimately 
know anyway (National Institute for Mental Health in England 2009).

Parental responsibility and involvement

Parental responsibility is defined in the Children Act 1989 as ‘all the rights, 
duties, powers, responsibilities and authority which by law a parent has in rela-
tion to a child and his property’. Wherever the care and treatment of a child 
who has self-harmed is being considered, the person, or persons, with parental 
responsibility must be identified, and their views sought as appropriate. 

Who has parental responsibility?

The person with parental responsibility is usually, but not always, the child or 
young person’s parent. However, it is important to establish who has parental 
responsibility and whether this is shared with another parent or the local authority. 
 First, this is important because the person or persons with responsibility 
may be able to consent to their child’s treatment. This may involve author-
ising admission to hospital for treatment of self-harm. Second, children’s 
legislation determines that it is good practice to involve those with parental 
responsibility even if they do not consent to their child’s treatment.
 The mother of a child will automatically have parental responsibility for 
her child unless the child has been adopted by someone else. The father has 
responsibility for his child if he either:

• was married to the child’s mother at the time of the child’s birth
• acquires parental responsibility by becoming registered on the birth 

certificate
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• makes a parental responsibility agreement with the child’s mother
• acquires parental responsibility through a court order.

Step-parents may acquire parental responsibility through a residence order, by 
adopting the child or becoming their legal guardian as defined in the Children Act. 
 The local authority can also acquire parental responsibility for a child. This 
is through a care order and, with restrictions, under an emergency protection 
order. However, the local authority does not acquire parental responsibili-
ties if a child is voluntarily accommodated by the local authority (National 
Institute for Mental Health in England 2009).

Shared parental responsibility

Where more than one person has parental responsibility for a child, each 
may act alone, without the other, in meeting that responsibility. This 
means that, for example, professionals can lawfully provide treatment to 
the child with the authority of one parent, even though both parents have 
parental responsibility. 
 A person who does not have parental responsibility for a child but has care 
of the child may do what is reasonable under the circumstances to safeguard 
or promote the child’s welfare. Whether or not the intervention can be con-
sidered reasonable depends on the urgency or seriousness of the situation and 
the extent to which it is practicable to consult a person with parental respon-
sibility (National Institute for Mental Health in England 2009). This allows 
professionals to act in emergencies where treatment following self-harm is 
considered necessary. 

Summary

The law in relation to children and young people who self-harm is complex. 
Health professionals should have easy access to legal advice and consultation 
to ensure their practice is lawful. All professionals who work with children and 
young people should be clear about their professional obligations and the vari-
ous legal frameworks affecting the care and treatment of young people. The 
National Institute for Mental Health in England (2009) has published a guide 
for professionals on the legal aspects of the care and treatment of children and 
young people with mental disorder. This is helpful in assisting health profes-
sionals to navigate the complex legal terrain within which they work with 
young people who are suicidal or self-harming. 
 Issues of confidentiality should be openly discussed with the young person 
and jointly understood. Where confidentiality needs to be compromised in 
relation to risk, it should be done respectfully and openly. Normally, a profes-
sional’s duty to protect a young person from serious harm will outweigh their 
duty to maintain confidentiality, although each case should be considered in 
its own right. 
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Online resources

42nd Street
www.fortysecondstreet.org.uk

The Basement Project 
www.basementproject.co.uk

Better Services for People who Self Harm
www.rcpsych.ac.uk/crtu/
centreforqualityimprovement/servicesforself–
harm.aspx

Bristol Crisis Services for Women
www.selfinjurysupport.org.uk

LifeLink
www.lifelink.org.uk

LifeSigns
www.lifesigns.org.uk

Mental Health Foundation 
www.mentalhealth.org.uk

National Self Harm Network
www.nshn.co.uk

Newham Asian Women’s Project
www.nawp.org

Oxford Centre for Suicide Research
http://cebmh.warne.ox.ac.uk/csr

Papyrus
www.papyrus–uk.org

Parent Line Plus
www.parentlineplus.org.uk

Penumbra
www.penumbra.org.uk

Samaritans
www.samaritans.org

Self Harm Alliance
www.selfharmalliance.org

Self Harm Recovery, Advice and Support
www.thesite.org/healthandwellbeing/
mentalhealth/selfharm

TheSite
www.thesite.org

YoungMinds
www.youngminds.org.uk

The following links take readers to useful resources:
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