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Abstract 

Background Self-harm is highly prevalent among young people yet remains misunderstood and stigmatised 
in schools and among pupils. Schools are positioned to first detect self-harm but are ill-equipped to respond or sup-
port. Despite these concerns, studies exploring the management of self-harm in schools from staff perspectives are 
limited.

Methods Therefore, the current study explored experiences of secondary school staff when addressing self-harm 
in schools through a Thematic Analysis of semi-structured focus groups.

Results Analysis revealed an overarching theme—addressing self-harm in schools is a systemic issue that requires 
governmental, institutional, and interpersonal support. Two main themes and five subthemes were identified 
within this overarching theme.

Conclusions Lack of standardised guidelines and stigmatisation around self-harm are key barriers that prevent staff 
from effectively addressing self-harm. Training is crucial for school staff to respond safely to self-harm and avoid fear-
ful or avoidant responses, alongside increased access to clinically trained professionals. These findings are discussed 
in relation to school-based interventions targeted towards self-harm.
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Introduction
Self-harm is the strongest predictor for suicide and 
the leading cause of serious injury and hospitalization 
amongst children and young people [1]. One in four 
young people report self-harm in the UK by 17 years old 
[2]. Worryingly, self-harm remains stigmatised and mis-
understood in schools [3]. Self-harm refers to any act 
with a non-fatal outcome where an individual engages in 
a behaviour or ingests a substance with the intention of 
causing harm to themselves [4]. Schools are crucial set-
tings for detecting and supporting youth mental health 
difficulties [5]. Early identification of suicidal thoughts 
or self-harm behaviour is crucial [6]. Self-harm makes 
up 5.1% of all reported safeguarding incidents in schools 
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[7]. Furthermore, the UK Government has set out expec-
tations for schools to play a key role in improving men-
tal health service delivery for young people [8]. Schools 
are on the frontline to identify youth self-harm as 36% 
of students reported that they would go to a teacher if 
they needed mental health support while 30.4% would 
speak to a school counsellor [9]. Trusted and support-
ive authority figures, such as school staff, are critical to 
encourage adolescents’ help-seeking [5].

A recent meta-analysis showed that evidence-informed 
guidelines can assist school staff to provide better sup-
port and respond to student self-harm [10]. Training of 
school staff may provide them with the knowledge and 
confidence to respond appropriately to self-harm and 
prevent escalation that requires emergency intervention. 
Yet, this is not always provided. In a recent survey, only 
half of school staff reported receiving some form of train-
ing on adolescent self-harm and only 22% of these rated 
the training as highly adequate [11]. Self-harm is often 
rendered invisible [12], and young people who disclose 
self-harm are persistently stigmatised, often perceived 
as “attention-seeking” or “manipulative” [13]. Teachers 
who report limited knowledge of self-harm often react 
with strong negative emotions like “shock” and being 
“freaked out” when they detect self-harm in students 
[14]. Stigma and misunderstanding could foster this cycle 
of shame and guilt [10]. Stigma of self-harm can lead to 
social isolation from parents and friends, and symptoms 
of depression, thus further hindering future disclosure or 
help-seeking behaviour [15].

Evans et  al. [11] explored the current delivery of self-
harm intervention in school contexts, and barriers to 
implementation, finding schools would prefer programs 
that promote mental health awareness or wellbeing, over 
targeted interventions on self-harm whilst mental health 
training was not mandatory for school staff. However, 
they did not explore school staff’s experience address-
ing self-harm in school. To the best of our knowledge, 
no qualitative study has been conducted to understand 
how UK schools are currently managing and responding 
to students who self-harm. The current study aimed to 
(1) identify the perceived barriers school staff encounter 
when addressing self-harm and (2) make practical rec-
ommendations for schools to effectively support students 
who self-harm.

Methods
Design
This study was a secondary analysis of qualitative data 
from secondary schools in South-West England (n = 4) 
and Wales (n = 4) as part of a wider project that exam-
ined the existing provision of student self-harm preven-
tion and intervention activities. Evans et al. [11] reported 

the survey findings: this study reports the previously 
unpublished analysis of the qualitative data from focus 
groups.

Participants and sampling
Eight focus groups were conducted with a total of 47 
participants. Each focus group included staff from one 
school, the number of participants in each group ranged 
from two to nine. Three of the focus groups comprised 
five or six staff members. In the fourth focus group, the 
school encountered some organisational problems and 
following the rearranging of the focus group only two 
staff members were able to attend. The professional roles 
of staff included: assistant head teacher; Special Educa-
tional Needs Co-ordinator (SENCo); school counsellor; 
head of house/year; teacher; teaching assistant; safe-
guarding officers; and pastoral or support  staff. Schools 
were purposively recruited to represent a breadth of key 
characteristics: self-harm provision, free school meal eli-
gibility (above or below regional mean) and geographical 
spread. All focus group participants were staff members 
from schools that completed the initial quantitative sur-
vey and indicated interest in follow-up participation [11]. 
All focus groups were conducted in school, and schools 
were reimbursed £200 for their time. Informed consent 
was obtained from all participants.

Ethical approval
Ethical approval was granted for this study  by the Uni-
versity of Cardiff (SREC/4104) and the University of Bath 
(UG 21-033).

Clinical trial number: not applicable.

Procedure
Facilitators followed a semi-structured interview sched-
ule (Supporting Information S1) that covered schools’ 
current approach toward students who self-harm, future 
intervention needs and recommendations for new prac-
tices. Focus groups lasted one to two hours and were 
audio-recorded then transcribed verbatim. AR led half 
of the data collection and was involved with generation 
of transcripts. The other focus group facilitator was a 
trained mental health practitioner. Audio recordings 
were not obtained due to identifiable information how-
ever the transcripts used for analysis were checked for 
accuracy and anonymised.

Data analysis
Author CC led the data analysis. Weekly meetings were 
held to discuss the coding process and development of 
thematic map with AR who collected 50% of the original 
data and was heavily involved in the wider project, having 
previously coded all the qualitative data to answer other 
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research questions. Several meetings were arranged to 
discuss emerging findings with the wider research team 
to ensure themes and subthemes were perceived as accu-
rate in relation to the data.

Data were analysed using Thematic Analysis [16]. A 
coding tree was developed from an initial descriptive 
labelling of transcripts line by line. This was discussed 
and refined with a researcher from the original team. 
The transcripts were coded using the coding tree struc-
ture in NVivo version 12, with new codes being added, 
combined, and refined in an iterative manner. A thematic 
map that captured the initial codes was developed after 
the full dataset was coded (See Supporting Information 
S2). Themes were then generated on a semantic level 
using an inductive approach [16]. After further revisit-
ing the original transcripts, themes were refined and 
finalised.

Reflexivity
Author CC acknowledge that they approach the study 
analysis from the position of an undergraduate psychol-
ogy student at University of Bath, where mental health 
knowledge is accessible. Furthermore, AR collected 
the data and was familiar with the tone and expression 
of staff participating in focus groups. She and the other 
authors associated are accomplished researchers in the 
field of child and adolescent mental health, with high 
education levels and pre-existing proficiency.

Results
An overarching theme across the whole dataset was that 
the management of self-harm in schools is a systemic 
problem. Schools need resources and guidance that 
are specific to self-harm, as currently staff lack knowl-
edge and confidence. This fosters fear of addressing and 
managing self-harm in schools. The subthemes all play 
important and interacting roles in the same ecological 
system instead of being discrete factors that stand alone. 
Within the overarching theme, two main themes were 

generated (see Table 1). Theme one represents barriers to 
self-harm management that interact at the national level 
(government) and the institutional level (schools). Theme 
two represents barriers that interact across with the insti-
tutional level (schools) and interpersonal level (individ-
ual staff members). Figure  1 demonstrates how the two 
themes align in an ecological system.

Theme 1: Government support schools 
on self‑harm specific resources
Self-harm was perceived by participants as the respon-
sibility of schools, falling under the “safeguarding 
umbrella”.

Standardised safeguarding procedure for self‑harm
All staff reported that there was no standardised safe-
guarding procedure provided by local authorities or the 
UK government “…If we were talking about a self-harmer 
we didn’t have a strategy… “. Staff reported that a stand-
ardised guideline would be helpful:

“Everybody should follow the same… same paper-
work, same everything…”

Schools generally followed their safeguarding proce-
dure. but stated that they would prefer a guideline spe-
cific to self-harm since they do not consider themselves 
“mental health experts” and felt they “don’t have the 
expertise within to be able to talk about self-harm”. Mul-
tiple participants said they relied on third sector organi-
sations to look for strategies but were unsure of how 

Table 1 Themes and subthemes identified in relation to the 
study research questions

Themes Subthemes

Government support schools 
on self-harm specific resources

• Standardised safeguarding proce-
dures for self-harm
• Access to mental health profes-
sionals
• Access to professional training 
on safeguarding knowledge

School staff fear self-harm • Fear of contagion
• Stress and demands on staff
o Emotive nature of self-harm
o Conflict in roles and responsibility

Fig. 1 Two main themes in terms of systemic levels they operate 
across
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appropriate resources were: “We want to cover ourselves 
in terms of safeguarding…but I don’t know if what I source 
off the internet is the correct document.” Many discussed 
creating a “chain of support”. Schools varied in designa-
tion of who should take responsibility for the student 
(designated safeguarding leads vs those who had an exist-
ing relationship with the student). Instead of one member 
of staff handling the situation, participants also reported 
passing the case on a small group.

Access to mental health professionals
Participants often lacked information about students’ 
safety outside of school due to limited communication 
with emergency services, leading to a delay in staff being 
aware of additional support needs:

“Sometimes we don’t even know about it, they just 
turn up and … they’ll say, “I’ve been in hospital over 
the weekend Miss, I tried to take my own life.”

Specifically, participants expressed dissatisfaction with 
Child and Adolescent Mental Health Services (CAMHS) 
being “stretched”. Schools reported two levels of diffi-
culties with CAMHS: long waiting lists, and difficulties 
accessing to professional safeguarding advice if referral 
was not possible. Staff expressed concern over the lack of 
capacity in CAMHS.

A further consideration was that students might not 
reach any mental health services since they “do not meet 
the threshold” of a “high-end case”, even after onset of 
self-harm or suicide attempts. Participants reported that 
students often do not get “picked up because they’ve not 
taken it to the extremes”. Participants reported struggling 
to both access and communicate with CAMHS. They also 
sought help from other professionals in schools, such as 
“counsellors” and “educational psychologists”. However, 
most referred to these professionals as infrequently pre-
sent, or unavailable, only having support for their school 
for e.g. “6 h a week”.

Access to professional training on safeguarding knowledge
Many reported a lack of confidence addressing self-harm. 
School staff being equipped with knowledge was per-
ceived to be key to being able to provide better support:

“We sort of need a knowledge and information shar-
ing session, but not the fear.”

Concerns derived from inexperience and fear that 
inappropriate language or vocabulary would worsen the 
situation. This was exemplified in their discussion of per-
ception of self-harm. Some participants reported that 
they were concerned with the reasons behind self-harm, 
attributing self-harm as a “negative coping mechanism”, or 
“self-destruction”.

Staff felt they lacked access to professional advice on 
self-harm, and a “mental health care plan” tailored for 
school staff on “what were the good things and the things 
not to do” would be useful. Training or workshops were 
reported to be desirable, yet few reported receiving any 
training:

“I’ve not had any training how to deal with that 
other than you know we do a risk assessment?”

For staff who had received training, programmes were 
often not designed for secondary schools, self-harm spe-
cifically, or were delivered infrequently.

Theme 2. School staff fear self‑harm
Fear of contagion
Many participants reported that their school avoided 
addressing self-harm directly with students. Self-harm 
was considered a “taboo subject” that was not discussed 
openly. Staff feared that discussion would “put the idea 
in their head”, providing students with information that 
would not be accessible otherwise. Any open discussion 
about self-harm was thought to potentially encourage it: 
“I feel really uneasy about that because most of the kids in 
year 11 aren’t doing that”. Staff instead considered wellbe-
ing workshops or mental health-promoting activities as 
appropriate interventions that could prevent self-harm. 
Assemblies or events on “mindfulness and counselling” 
were delivered as a part of the curriculum and are univer-
sal programs delivered to foster “emotional coping mech-
anisms” rather than specifically addressing self-harm or 
suicide.

Few participants had different perspectives on address-
ing self-harm amongst students. Most showed under-
standing that disregarding self-harm in schools was an 
ineffective way to prevent it. They suggested that self-
harm could be addressed openly if it were done in a 
sensitive manner. One participant suggested that, if self-
harm can be explained to students by professionals, stu-
dents could then learn “how to manage how [they] feel.”

One group was an exception to the other schools in the 
study: staff reported that encouraging discussion of self-
harm has “worked wonders” for them as they shifted the 
school policy to raise awareness of mental health con-
cerns and encourage help-seeking behaviour.

“It’s still a bit of a taboo subject … but it’s ok for 
them to be able to come to us and say, ‘I’ve had this 
urge to do this’ or ‘I have done this’ instead of there 
still being this whole conception about it being a cry 
for attention.”

The group reported that there were “less incidents of 
self-harm” and “less copy-cat things” after the change 
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in approach and introduction of transparency on the 
subject:

“In its isolation is that the reason why it’s gone 
down? Probably not. But is it a contributing factor? 
Yes I think it is.”

However, this differed starkly with other focus groups, 
where participants were concerned that any group-level 
discussion of self-harm could be harmful, especially as it 
might not stay confidential among peers.

“Kids are kids…it wouldn’t stay confidential…some 
of their private things would be then divulged down 
the corridor.”

Students learning about self-harm from peers was 
another concern reported by participants in relation to 
their reluctance. Staff expressed concern over vulnerable 
students who they felt may start to self-harm if this was 
a norm in online friendship groups: “They are looking to 
belong to a group, to conform.” Participants reported that 
peers often were the first to detect self-harm among oth-
ers and were concerned that this detection might impact 
on other students’ wellbeing. Some expressed their con-
cern as to whether self-harm was too “raw” and “heavy” 
to be discussed among students: “I think it’s the worry of 
the individual but also the impact that it has on others 
around that individual.” Participants were also concerned 
that detection and unsupervised discussion between 
peers on self-harm would potentially introduce addi-
tional and unnecessary stress on students.

“…say she is about to self-harm, call up one of their 
friends…absolutely scare the living daylights out of 
the friend … “

Overall, staff reported that they preferred to work with 
other staff to gain more safeguarding knowledge and 
support individual student disclosures. Participants per-
ceived adults “react better” to self-harm information.

Stress and demands on staff
Emotive nature of self‑harm
Participants expressed that they had experienced nega-
tive emotional states like “fear” or “panic” when they had 
to manage self-harm. Self-harm was considered an emo-
tionally challenging topic and their limited knowledge 
only amplified those emotions:

“I don’t want to take my eye off the ball and then 
think, ‘Oh if I’d only done this, she may have not 
done that’.”

Participants reported that handling self-harm had 
a negative impact on their personal lives and found it 
“exhausting”:“For my sanity I have to separate my job 

from my home life because I’d go mad.” Most reported 
their school instructed staff not to panic when self-harm 
incidents arose, but some reported to have failed to do 
so:

“…both teachers one after the other came dash-
ing down … and were really quite frightened by it, 
panicked…because they don’t want to say the wrong 
thing.”

Participants expressed that the rapport they build with 
the students could become a challenge, as these in-depth 
personal discussions lead to difficulties maintaining a 
“teacher-student boundary”, reporting having difficul-
ties setting clear boundaries. A few mentioned that they 
experienced this blurring of role especially when they 
accompanied the student to medical settings: “…she 
wouldn’t go with her mother without [staff] there…”. Staff 
also expressed their concerns about losing students’ trust 
when they followed school policy and informed other 
teachers or parents.

“We have a duty of care to tell the parents so we’re 
stuck between a rock and a hard place.”

Communication with parents was perceived by staff as 
one of the most difficult aspects. Parents could be “defen-
sive” or “aggressive” when they were informed;

“I’d say, sometimes…the parents aren’t particularly 
understanding..And…it makes the students more 
anxious…and actually that that can trigger more 
self-harm”

Conflict in roles and responsibility
Some participants, especially pastoral staff, reported that 
managing self-harm should not be the responsibility of 
subject teachers, as their remit was academic.

“I think the problem for staff is they still don’t feel it’s 
their job to deal with mental health”

However, this varied, with the majority feeling that 
involvement in mental health training or workshops 
should be part of all staffs’ responsibility, and the work-
load and responsibility for each individual should vary 
depending on job role and personal preference. As men-
tioned earlier, procedures within schools to manage self-
harm were often to pass on relevant information to one 
or two key individuals (usually the safeguarding lead).

Discussion
Our findings complement and extend existing research 
that indicates youth self-harm demands immediate 
response from schools; yet systematic barriers such as 
a lack of guidance and resources prevent schools from 
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managing self-harm in an appropriate manner [17]. Stud-
ies from Canada and Australia have reported similar 
findings. They showed that it is common for staff to be 
overwhelmed or find the concept of self-harm in schools 
“horrifying” [18]. One factor that this qualitative study 
did not explore was teaching experience, however other 
research has found that the number of years working in 
schools was found to be positively associated with bet-
ter knowledge and confidence to address students’ self-
harm [19]. Findings indicate that mental health provision 
varied across schools. School staff have emphasised the 
strong need for consistent, regular attendance of men-
tal health professionals to provide immediate support 
for students [20]. However, despite 81% of school coun-
sellors having reported working with youth self-harm, 
only 14.8% of psychologists who work in schools report 
screening students in the previous 12 months (Burn 
& Rapee, 2021). These concerns do not only stem from 
school staff: psychologists in the above study expressed 
concerns over the difficulties supporting students who 
were identified as being at-risk of self-harm and ability 
implement support programs. Our findings are consist-
ent with Berger et al. [19] where staff reported difficulties 
accessing mental health services for students. Coun-
sellors have also identified difficulties in working with 
students who self-harm due to the lack of training, coop-
eration with school personnel and school policies [21]. 
Student self-harm is not within the service boundary of 
many new practitioners [22], creating an even wider gap 
between the awareness or disclosure of self-harm in the 
school setting, and access for that young person to any 
kind of clinical support.

The current study found that school staff need policies 
and resources to move forward and to manage self-harm 
better and more efficiently. The lack of standardised safe-
guarding procedures for self-harm is a prominent issue 
reported by staff across different schools [11]. A recent 
systematic review identified only one high-quality clini-
cal practice guideline for long-term management of self-
harm [23]. Implementing national guidelines or policies 
for schools and other youth settings to follow regarding 
self-harm or suicide ideation would promote consist-
ency and provide school staff with reassurance. Address-
ing self-harm in an appropriate and sensitive manner has 
been shown to help build awareness among young peo-
ple and support prevention [19]. Findings from this study 
suggest that awareness of and access to resources such as 
“Responding to Issues of self-harm and thoughts of suicide 
in young people” published by the Welsh Government 
[24] would be helpful to staff. This guidance was devel-
oped with the intention of providing information for 
school staff or health professionals on how to respond to 
self-harm in young people following the data collection 

for the current study, so it is unknown whether this has 
been disseminated and implemented within all Welsh 
schools. Supporting Information S3 details more proto-
cols from different local authorities that educational staff 
may find of use.

The current study also found that school staff would 
welcome training on addressing self-harm in young peo-
ple. A recent systematic review found that interventions 
aiming to increase skills and confidence of staff to address 
self-harm are highly effective and acceptable [25]. Staff 
training is generally viewed as more acceptable and feasi-
ble than screening programs for students [26]. Programs 
like Skills Training on Risk Management (STORM) found 
improved attitudes and confidence of staff to manage 
self-harm in schools after a 6-months training [27]. Sup-
porting Information S4 shows more training programs 
provided by different charity sectors or non-governmen-
tal organisations on how to respond safely to youth self-
harm in the UK. Given the above evidence showing that 
training is both effective and acceptable, it is of concern 
that it is so poorly disseminated to UK school staff. How-
ever, additional training poses time, cost and resources 
concerns that schools currently must bear themselves. 
Therefore, the government or local education authorities 
should allocate resources to improve the accessibility of 
training programs for schools and consider mandating 
training for those work in safeguarding. Other countries 
have had success with investing resources in prevention, 
for example the National Self-Injury Project in Sweden, 
a collaboration between the Self-harm and Eating Dis-
orders Organisation and the Swedish government have 
demonstrated success in decreasing the number of young 
people who self-harm by implementing better and more 
structured early care such as the Emotion Regulation 
Individual Therapy for Adolescents [28].

Staff have reservations about delivering universal inter-
ventions focusing solely on self-harm as it is perceived 
to be contagious. Our findings are consistent with the 
current evidence-base where over 80% of young people 
would choose to disclose self-harm to their peers (over 
teachers or parents) [29]. However, studies on social 
contagion of self-harm in young people produce mixed 
evidence [30], and as there is little evidence of conta-
gion effects when students were asked about self-harm 
and suicide [31]. Several empirical studies have found 
that social modelling or learning about self-harm could 
increase the likelihood for young people to engage in 
self-harm [32], yet it should be noted that no causality 
should be inferred between the onset of and exposure 
to self-harm. Many factors that could mediate the effect 
and disclosure may also be nuanced: such as the nature 
of friendship and their perception of self-harm [33]. 
There may also be key protective effects when discussing 
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self-harm: having supportive friends and family was 
associated with a reduced likelihood of engaging in such 
behavior [34]. Schools’ reluctance to address self-harm 
poses significant barriers to effective communication, 
and provision of empirical evidence to allay staff con-
cerns is a high priority for future research.

Our findings also highlighted how young people interact 
outside of the school environment; social media could be 
an important source of information for staff. Staff reported 
that students would frequently encounter self-harm 
images online, and they are concerned over social con-
tagion online. A content analysis on Instagram identified 
a high frequency of pictures and posts of self-harm with 
hashtags like #cutting attached [30]. Online content relat-
ing to suicide or self-harm is often described as a “double-
edged sword” depending on the way it is portrayed [35]. 
Specific forms of media reporting of suicide are known to 
increase risk of imitational suicides, known as the Werther 
effect [36], but safe reporting also serves as a protec-
tive factor, or young people finding supportive peers and 
safe online space to express their emotions, known as the 
Papageno effect [37]. Individuals who focussed on the 
images or methods of self-harm were more likely to engage 
in self-harm while individuals who sought help were posi-
tively influenced [38]. Given that online safety is taught 
in schools and considered part of their educational remit, 
extending this to sensitive topics such as self-harm has the 
potential to benefit young people.

Furthermore, findings from this study indicate that staff 
were reluctant to talk about self-harm with young peo-
ple. They hold different views on the subject and many 
consider open discussion of self-harm to be taboo. Staff 
clearly indicated their preference to promote preventive 
programs that do not address self-harm directly, that 
would have fewer barriers to implementation but may 
not be as effective in addressing self-harm specifically. 
Programs such as the Developing Emotional Awareness 
and Listening (DEAL) from Samaritans, aim to develop 
emotional awareness and build resilience [39]. Alterna-
tive coping skills could be introduced to pupils who self-
harm to reduce or avoid self-harm. However, there are 
few universal prevention programs for self-harm behav-
iours compared to interventive programs. To the best of 
our knowledge, there are currently only a few evidence-
based school prevention programs such as The Signs of 
Self-Injury (SOSI) program in the USA [40] and the Du 
un deine Emotionen (DUDE, [You and your emotions]) 
program in Germany [41]. Both programs aim to educate 
staff and students on self-harm while providing guide-
lines to help respond safely to self-harm. Muehlenkamp 
et  al. [40] found that participation in these programs 
increased knowledge on self-harm and perceived abil-
ity to support peers who self-harm. However, evidence 

is sparse and no other behaviour such as help-seeking 
behaviour were measured as outcomes [42]. Further, 
the SOSI program is a tertiary prevention program that 
only intervenes after the onset of self-harm. Primary pro-
grams, such as the Saving and Empowering Young Lives 
in Europe (SEYLE), aim to prevent onset of self-harm 
or suicide yet are rarely evaluated so the effectiveness of 
those programs remains unclear [43]. Therefore, greater 
focus should be put on evaluating preventative measures 
in schools.

The fear of social contagion discussed by our partici-
pants might not reflect the reality of adolescents’ expe-
riences, and comparatively little is known from research 
about how young people discuss about self-harm and 
suicide. Future research might consider involving young 
people’s views on school programs to ensure inclusivity 
and applicability.

Strengths and limitations
This study bridged the understanding of school staff’s 
experiences and beliefs on addressing self-harm with 
their standard practice in school. It also added to the lim-
ited qualitative evidence on experiences of staff address-
ing self-harm, which has not been explored in the UK 
context. The findings emphasised that resources and 
training are urgently necessary for schools to respond 
safely to youth self-harm. However, inherent to the 
nature of secondary analysis on already existing data, the 
data were not specifically collected to answer the second 
research question of this current study [44]. Evans et al. 
[11] aimed to map the existing provision of student self-
harm prevention and intervention activities in schools, 
while this study focused on the barriers that secondary 
school’s staff experienced addressing self-harm in schools 
and practical recommendations. The lead author did not 
engage in the data collection process and had no control 
over what was contained in the dataset, they are there-
fore independent from study-specific nuance or bias [45].

The sample for the study was varied: a wide range of 
participants were recruited with schools varying in socio-
economic profile and self-harm provision. Participants are 
with a wide range of different roles within schools, includ-
ing pastoral staff, subject teachers, teaching assistants, 
administrative staff and SENCos. This allowed inclusive 
opinions and views to be captured in focus groups result-
ing in a broad perspective on how different staff handle 
self-harm. Although qualitative findings are not neces-
sarily generalisable to other regions of the UK, this study 
found similarities across Wales and South-West England 
[46]. Larger-scale research is needed to investigate if the 
findings are generalisable, and if the same barriers are pre-
sent in secondary schools across the UK.
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The dataset used in the current study was collected in 
2016. The UK Government Green Paper on managing 
youth mental health difficulties has ssince set expectations 
for schools and clinicians to better support young peo-
ple’s mental health [47]. However, it is unlikely that major 
changes were made since recent evidence still showed 
under-provision of mental health services for young peo-
ple and an absence of “mental health leads” in schools [8, 
48], and as mentioned above for many of these new teams, 
self-harm is considered too complex for their service remit. 
Young people with mental health concerns are consistently 
reporting distressing emotions and a sense of isolation [49].

There is also the potential of selection bias: recruitment 
of participants was constrained by the existing provi-
sion of self-harm prevention and intervention activities 
reported in the survey that preceded focus group invites, 
and a school staff gatekeeper supported recruitment of 
staff to attend the focus groups. It is likely that staff who 
were more knowledgeable on self-harm management 
were recruited as participants which may have restricted 
the variety of perspectives gathered. Participants were 
recruited on a voluntary basis if they were interested 
and free at the time arranged by senior staff. This might 
limit responses from staff who were interested yet not 
approached or were not able to participate due to the time 
of the focus group, which was dictated by senior staff.

Conclusion and recommendations
Based on the current literature and the implications of 
our finding, we make the following recommendations:

National level: 1. Allocate mental health expertise 
in schools that have the knowledge 
and training to address self-harm (Clinical 
psychologists, wellbeing practitioners 
or counsellors)
2. Develop and mandate standardized 
safeguarding guidelines or protocols 
on self-harm specifically
3. Develop policy tools specific for self-harm
4. Allocate resources for all schools to be 
able to train staff on self-harm and suicide

Local community level: 5. Develop safeguarding guidelines 
or protocols on self-harm that are relevant 
to the local community
6. Work with researchers or scientists 
to provide evidence-based intervention 
or evaluate emerging services for adoles-
cents in need
7. Develop quick and easy-to-access 
programs that young people and schools 
could access when youth do not meet 
the threshold for severity for NHS referral

School level: 8. Encourage staff to participate in training 
that provides mental health education 
on self-harm and how to address self-
harm in a sensitive manner

Individual staff/student level: 9. Report to school authorities or trusted 
adults self-harm incidents

Based on the current literature and the implications 
of our findings, we believe that these recommendations 
are well-founded. Given the important yet stigmatised 
nature of self-harm, alongside the complex hierarchi-
cal nature of school procedures and governance, with 
intersecting responsibility of the individual school, 
Local Authority or Trust, and national policy, resources 
deployed at all levels are crucial to increase skills and 
confidence of staff in addressing self-harm [25]. Future 
research should focus on the feasibility and potential 
to provide more mental health services for adolescents 
in school settings that have the remit of addressing 
self-harm.

In conclusion, this study offers insights into the 
experience and views of school staff who are sup-
porting young people who self-harm. Staff reported 
that they feel they lack knowledge and confidence 
in this area thus hindering appropriate responses 
to self-harm. Training should be implemented to 
educate staff on how to safely respond to self-harm, 
while intervention programs and preventive meas-
ures should be developed and evaluated. Increased 
integration of mental health and clinical special-
ists in schools who are trained to respond to stu-
dent self-harm and support school staff is essential. 
Inclusive policies and guidelines should be devel-
oped for local communities and schools to bet-
ter support young people who self-harm to obtain 
accessible treatment and address mental health dif-
ficulties effectively.

Key points and relevance

• Self-harm is the strongest predictor for suicide and highly prevalent 
amongst children and young people. Yet, self-harm remains stigmatised 
and misunderstood in schools

• Schools are positioned to first detect self-harm but are ill-equipped 
to respond or support

• This study bridged the understanding of school staff’s experiences 
and beliefs on addressing self-harm and added to the limited qualitative 
evidence in the UK context

• Addressing self-harm in schools is a systemic issue that requires govern-
mental, institutional, and interpersonal support

• Providing staff with training on addressing self-harm in young people 
and building a standardised procedure could aid staff to safely respond 
to self-harm

• Based on our findings and current evidence, we made practical recom-
mendations for schools to effectively support students who self-harm
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