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Young people who self-harm 
 

 Implications for public health practitioners 
 
 
This briefing has been prepared by Angela Underdown, previously Health Awareness 
adviser with the NSPCC.  It is intended to provide an overview of the issues relating to 
young people who self-harm, but is not comprehensive and does not give legal advice.   

 

Self-harm: a national public health concern 
 
Deliberate self-harm has emerged as a major public health issue, affecting at least one in 15 

young people in the UK. It was the subject of a national inquiry carried out by the Mental 

Health Foundation and Camelot Foundation (MHF/CF) in 2006, which reviewed evidence 

from research, personal testimonies and expert opinions.1 The NSPCC (ChildLine) was one 

of 350 organisations who contributed evidence of young people’s views and experiences. This 

briefing pulls together the findings and recommendations from the national inquiry report and 

other research that are particularly relevant to public health professionals. 

  

The definition of self-harm 
 
Self-harm refers to any damaging activity that individuals deliberately inflict upon 

themselves, including cutting, “overdosing” (self-poisoning), hitting, burning or scalding, 

pulling hair, picking or scratching skin, self-asphyxiation, ingesting toxic substances and 

fracturing bones.   Broader definitions of self-harm include drug-and alcohol misuse and 

eating disorders, but these fall beyond the scope of this briefing. 

  

The prevalence of self-harm among children and young people 
 
Prevalence figures are bound to understate the true extent of self-harming, because it is often 

kept secret as young people are reluctant to admit to it. In 2007/08, the NSPCC’s ChildLine 

counselled 2,210 children and young people directly about self-harm, and another 3,883 

mentioned it in the course of discussing other problems. This was however a relatively small 

proportion of the 175,000 young people who were counselled by ChildLine that year. 

 

                                                 
1 Truth Hurts, Report of the National Inquiry into Self-harm among Young People, 2006. 
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Data obtained for MHF/CF national inquiry suggest that one in 15 young people in the UK 

(aged 11 to 25) are harming themselves deliberately.  However, other studies have suggested 

that it may be as high as one in 10 (Hawton et al, 2003).   

 
In 2006/07 intentional self-harm was one of the top five external causes of admissions to 

acute hospital services for males and females of all ages in the UK2 - the majority of these 

cases involved self-poisoning.  However, hospital admissions represent only a small 

proportion of those who self-harm (Green et al 2005; Hawton et al, 2002; Meltzer et al, 2001): 

not all injuries lead to hospitalisation and some might also be explained by other, “legitimate” 

activities such as sports. 

 
The Child and Adolescent Self-harm in Europe (CASE) Study (2005),3 which was based on 

the responses of 30,000 15-and 16-year-olds to anonymous questionnaires, suggests an 

alarming rate of self-harming among young people: in the knowledge that their anonymity 

was protected, over 70 per cent of respondents admitted to self-harming at some stage in their 

lives. (Madge et al, 2008). 

 

Higher risk and vulnerable groups 
 
Bearing in mind that the true extent of self-harming is difficult to ascertain, some research 

findings give an insight into what groups may be relatively more vulnerable. 

 

Self-harming seems to be more prevalent in older groups: a study by Meltzer et al (2001), 

based on parental reports, suggests that the rate among 13-to 15-year-olds is one-and-a-half 

times that of 11-to 12-year-olds (2.5 and 1.6 per cent, respectively).  Similarly, in Hawton and 

Harris’ (2008) study sample of 710 under-15-year-olds who presented at a general hospital, 

most were aged between 12 and 14.  This may of course mask the fact that some children self-

harm earlier without presenting to any services.  

 

Self-harming is more prevalent in females than in males: Fox and Hawton (2004) suggest a 

ratio of four to one, while Hawton and Harris’s (2008) study suggest an even higher ratio of 

6.5 to one.  Asian females aged between 15 and 35 are two to three times more likely to self-

                                                 
2 NHS Information Centre for health and social care, personal correspondence, 25 November 2008. 
3 The Child and Adolescent Self-harm in Europe (CASE) study, completed in 2005, was a seven year 
international research project funded by the European Commission Daphne Programme and 
coordinated by the National Children’s Bureau.  
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harm than their non-Asian peers according to a study by Soni-Raleigh (1996).4 A complex 

range of family and social pressures are implicated in these higher rates of self-harm.  

 
Young people held in custodial settings are more likely candidates. The MHF/CF inquiry 

(2006) found that 65 per cent of young women and 10 per cent of young men in these settings 

reported self-harm, and that females were also more likely to harm repetitively. 

 
Children and young people who have spent time in local authority care are more likely to 

experience mental health problems (Payne et al, 2003), which results in an increased risk of 

self-harm. Similarly, Hurry et al (1998) found that although “looked after” children 

represented 1 per cent of the total child population, they accounted for 10 per cent of those 

who presented with self-harm to Accident and Emergency departments.    

 

The reasons for self-harming 
 
It is important to recognise that self-harm is not usually triggered by one isolated event but 

rather a set of circumstances that leave young people overwhelmed and unable to manage 

their feelings: it is not the core problem but a sign and symptom of underlying emotional 

difficulties, used as a way of coping. (MHF;CF, 2006).  

 

The 70 per cent of respondents in the Child and Adolescent Self-harm in Europe (CASE) 

Study who admitted to self-harming, said that they did so to “get relief from a terrible state of 

mind” (Madge et al, 2008); the views and experiences of the English respondents were 

broadly in line with those of their European counterparts.  

 

The MHF/CF national inquiry report (2006) points out that “people who hurt themselves 

often feel that the physical pain is easier to deal with than the emotional pain they are 

experiencing, because it is tangible.” Children and young people who self-harm may find that 

inflicting pain changes their mood, which can become habit-forming.  Cutting, for instance, 

releases endogenous opioids such as endorphins, which produce a brief calming sensation, 

and serotonin, which lifts the mood (Smith et al, 1998).  

 

Young people have described their self-harming as a form of relief:  

 

                                                 
4 Soni-Raleigh,V. (1996) Suicide patterns and trends in people of Indian subcontinent and Caribbean 
origin in England and Wales. Ethnicity and Health, 1(1), 55–63. As cited in the MHF/CF National Inquiry 
report (2006). 
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“I don’t really like school and nick off as much as I can. There’s always arguments at 

home so I go out and hang around with a group of lads and lasses. We all drink a bit; 

sometimes I cut my arm with a bit of broken glass. It feels good, but then I regret it 

the next day when I see the scar.” 

  (Dimmock, 2008:45) 

 

“I cut myself when I’m angry, it hurts but it helps my anger.” (Dow, 2004:2). 

 

“The thoughts are in my head every day, I can’t take it. Cutting myself is the only way 

I can deal with him being around.” (Dow, 2004:2). 

 

“Cutting takes my mind off things, when I’m unhappy about myself, the way I am.” 

(Dow, 2004:2). 

 
 
 
Risk factors  
 
There are many stress factors that may trigger self-harming.  The MHF/CF report lists a 

number of these that children and young people themselves identified: 

 

 being bullied at school 

 not getting on with parents 

 stress and worry about academic performance and not getting on with examinations 

 parental divorce 

 bereavement 

 unwanted pregnancy 

 experience of abuse in earlier childhood (whether sexual, physical, neglect  and/or 

emotional) –  severe and prolonged sexual abuse is known to lead to a higher incidence of 

self-harm. 

 difficulties associated with sexuality - lesbian, gay, bisexual and transgender young 

people are estimated to be two or three times more likely to self-harm than heterosexual 

young people, and homophobic bullying at school is implicated in higher rates of self-

harm.  

 problems to do with race, culture or religion 

 low self-esteem 

 feeling rejected.   
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Other studies also point to adverse family circumstances leading to a higher incidence of self-

harm: dysfunctional relationships, domestic violence, poverty, parental criminality and 

periods spent in local authority care (Fox and Hawton 2004), or frequent punishments and 

family transitions, especially where step siblings are involved. (Meltzer et al, 2001).  

 

The MHF/CF report (2006) also points out that the experience of physical and emotional 

changes that normally occur in adolescence can further compound stressful circumstances and 

lead to self-harming, noting that the most common age of onset is around 12-13 years, 

generally the start of puberty. Deliberate self-harm is also more likely if a family member or 

close friend has previously self-harmed or attempted suicide.  

 

Mental health problems (such as anxiety, depression and feelings of hopelessness which may 

or may not be a result of these stress factors) are significantly associated with self-harming 

behaviour. The prevalence of self-harm for children experiencing specific disorders, as found 

by Meltzer et al (2001), is detailed in the table below:  

 
 

Diagnosed condition Percentage self-harming 
Anxiety disorder 9.4% 
Depression  18.8% 
Conduct disorder 12.6% 

Hyperkinetic disorder 8.5% 
 

 

Links to suicide  
 
In the majority of cases, self-harm appears to be a way of coping rather than an attempt at 

destroying life: it is usually intended to inflict harm rather than kill (MHF;CF, 2006).  

 

In the words of young people: 

 

“People often link self-harm to suicide but for me it was something very different; it 

was my alternative to suicide; my way of coping even though sometimes I would wish 

my world would end.” (MHF;CF, 2006: 28). 
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“The only time I overdose is when I want to die. The cutting up’s not about wanting 

to die whereas the overdoses were because I wanted to die.” (ibid: 2). 

 

Bywaters et al (2005) confirm that overdoses are more likely to reflect suicidal intent than 

cutting, which tends to be a survival response to distress and depression.  However, overdose 

survivors sometimes claim that they never wished to kill themselves, and some suicides may 

in fact be the result of accidental overdoses.  

 

Fox and Hawton (2004) estimate that between 40 to 100 times as many young people have 

engaged in self-harm than actually ended their own lives: i.e. for every one young person who 

has committed suicide, there are between 40 and 100 who have self-harmed.  Although this 

supports the view that self-harm in most cases does not lead to suicide, the National Institute 

for Clinical Excellence Self-Harm Scope report (2002) indicates that those who have self-

harmed are 100 times more likely than the general population to die by suicide in the 

subsequent year.  It also states that half of the 4,000 people who die by suicide each year will 

have self-harmed at some time in the past (NICE 2002). – The same figure is reported in an 

earlier study by the Samaritans (2001).  The risk increases for those who self-harm repeatedly, 

as evidenced by a study of Zahl and Hawton (2004).  

 

While some would argue that that self-harm is in fact the opposite of suicide, i.e. a way of 

coping with life rather than giving up on it, there is an equally compelling argument that they 

are part of the same continuum, both being a response to distress.  There is sufficient evidence 

to suggest that skilled support at the time of the first episode of self-harming offers an 

opportunity to prevent further self-harming and, potentially, a suicide attempt.  

 

Service response  

Myths and misconceptions 
 
The MHF/CF inquiry confirmed that self-harm is frequently misunderstood and stigmatised, 

and consequently remains hidden. Young people often feel guilty and ashamed and these 

feelings may be compounded by the reaction they receive when disclosing.  This is a critical 

determinant of whether they choose to access services. (MHF;CF, 2006).   

 

There are numerous negative stereotypes and myths that act as barriers to accessing 

appropriate care, such as the suggestion that children and young people self-harm to 
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manipulate people or situations; to draw attention to themselves; because they are mentally 

ill; or because it is part of the “Goth” sub-culture. As one young person effectively 

summarised: 

 
“Some young 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 go and get attention, why 

cause yourself pain? And if someone cries for help, bloody well give them it, don’t 

just stand there and judge the way in which they’re asking for it.” (MHF;CF, 

2006:27).  

 

Children and young people gave the MHF/CF national inquiry a number of reasons why it 

was difficult to ask for help, saying that they: 

 

 thought it would be a ‘once only’ event that they could manage 

 wanted to put it to the back of their minds 

 felt that they had no one to share their feelings with 

 had no idea how to access services 

 were concerned that their coping strategy would be taken away from them by being 

prevented from self-harming 

 were worried that they would be judged as “attention seeking” or “stupid” 

 felt that their physical injuries were not serious enough to need help 

 were anxious that disclosure of self-harm would limit their future career opportunities   

 were concerned that they would lose control over their situation if their behaviour became 

public knowledge.   

 

As a consequence, they often felt that they were facing extremely stressful situations on their 

own:    

“As someone who had self-harmed I found it hard to accept that I wasn’t alone as I’d 

never heard of it - I wanted someone else to clarify what I did, show that they 

understood and be willing to listen and not judge.” (MHF;CF, 2006:6). 

 
 
Confidentiality issues 
 
Children and young people may be reluctant to disclose their self-harming because they are 

fearful that their disclosure will not be treated confidentially and that their parents and their 

GP will be informed. According to the MHF/CF report, “those young people who spoke 

directly to an adult said that once they had done this, all decision-making and control were 

© NSPCC 2009 
 

7



Child Protection Research Briefing                                                                                               Self-harm  

taken from them. They were not being consulted about the services that might be contacted, 

or about the exact sort of help and information that would support and help them deal with 

their self-harm. Many were unsure - and felt unable to ask about - who else would be told or 

involved after they had disclosed private and sensitive information.” (MHF;CF, 2006: 53). 

 

One study by Best (2005) looked at school policies and found that in many cases parents were 

routinely contacted with the urgent recommendation to contact their GP, though another 

school, which catered predominantly for pupils from a minority ethnic group, avoided 

informing parents in some cases as they believed the response could be harmful or even 

abusive:  

 
“Where ongoing or previous abuse by parents lies at the heart of the self-harming 

behaviour, informing the parents might not be in the best interests of the child at all, 

let alone the automatic first step.” (Best 2005:7).  

The National Inquiry produced a separate briefing to outline the legal perspective on children 

and young people’s consent to treatment without the need for parental involvement.  It 

pointed out the relevance of assessing “Gillick competence” and the provisions of the 1989 

Children Act in this context: “overall these provisions will mean that most older children and 

young people will be able to give informed consent and can expect confidentiality in their 

dealings with services and staff. The Mental Health Act 1983 is also relevant as will be the 

Mental Capacity Act 2005.”5 (MHF;CF 2006:51). 

“Gillick competence” is assessed to decide whether a child under 16 is able to consent to his 

or her own medical treatment without parental permission or knowledge: a child should fully 

understand the medical treatment that is proposed. 

School nurses should be trained to assess Gillick competence, and adhere to a strict code of 

confidentiality. Their assessments should be underpinned by the National Institute of Clinical 

Excellence Guidelines (NICE) and the Common Assessment Framework (CAF).  However, 

the lack of school nurses means that they are not easily accessible to every child and young 

person. Moreover, in some areas they are more likely than in others to have received training 

about self-harm and how to conduct risk and resilience assessments to inform decisions about 

whether to refer a child. (CPHVA6, 2008: personal communication).  

 

                                                 
5 This came into force in 2007. 
6 Community Practitioners and Health Visitors Association. 
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The Royal College of Nurses told the MHF/CF national inquiry that schools may be reluctant 

to acknowledge that self-harm is happening. There is also evidence that many teachers are in 

fact ill-prepared to manage such emotionally distressing situations, expressing  feelings of 

“sorrow, alarm, panic, anxiety, and shock, and of being scared, distressed, upset, taken aback, 

fazed, freaked out, repulsed, bewildered, frustrated and mystified.” (Best 2005: 7).   

 
 
Experiences of Accident and Emergency services 
 
It is clear that treating the physical injuries caused by self-harm in a sensitive and non-

judgemental manner is an important first step in encouraging children and young people to 

engage with support services. National Institute of Clinical Excellence Guidelines (NICE) are 

available for health staff in England and Wales, and particularly focus on care in A and E 

departments, ensuring that physical, psychological and social assessment are carried out in the 

first 48 hours after presentation at hospital. (MHF;CF, 2006).  

 

The attitude of A and E staff is the most important factor that influences later coping. The 

Royal College of Psychiatrists, who surveyed 509 people of all ages attending A and E for 

treatment following self-harm, found that a significant minority of patients had been blamed 

for wasting time, as staff felt their problems were self-inflicted (Palmer et al, 2007).  But as 

one patient pointed out: 

 
“I have not self-harmed in order to annoy staff, but rather because something is very, 

very wrong inside” (Palmer et al 2007: 5).  

 
The MHF/CF inquiry reported a similar finding among young people, and noted that many  

did not find that attending accident and emergency departments helped with their wider 

problems:  

 
“When I go to A and E I just want appropriate medical care. Sometimes I want to see 

the duty psychiatrist but this shouldn’t be inflicted on me (as it often has been). I feel 

hospital staff are just covering their backs rather than actually being concerned 

about me when they make a referral straight away.” (ibid: 50).  

 
According to Fortune et al (2005) the majority of adolescents believe that they can cope on 

their own and choose not to engage with services, which probably also indicates a lack of 

belief in their efficacy.   
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Who do they turn to: sources of support for children and young people 
 
Given their reluctance to confide in adults, children and young people who self-harm are three 

times more likely to turn to a friend than a professional: approximately half of the young 

people who responded via the inquiry’s consultation sites had confided in friends who had 

then, in turn, disclosed to teachers (MHF;CF, 2006).    

 

Telephone helplines were another common source of help mentioned to the National Inquiry 

(MHF;CF 2006) by children and young people, undoubtedly because they felt that consistent, 

non-judgemental advice could be accessed and some control could be maintained. 

 
 
ChildLine 
 
ChildLine is the NSPCC’s free, confidential 24-hour helpline for children who are in distress 

or danger and need to talk to someone who is impartial. Trained volunteer counsellors 

comfort, advise and protect young callers, but remain non-judgemental and leave them to feel 

safe and in control.   

 

In 2007/08 ChildLine counselled more than 175,000 children and young people: almost 500 

every day – around 500,000 calls were actually received, which indicates that the demand for 

the service is still much higher than can presently be met.  In total, 6,093 children and young 

people talked about self-harm (almost double the number in 2002/03): for 2,210 it was the 

main reason for making the call, but another 3,883 disclosed in the process of talking about 

other problems.  Even though these children had often already spoken to someone prior to 

contacting ChildLine (many young people who phone in will already be in touch with other 

help agencies), their needs had clearly not been met, which highlights the benefits of a 24-

hour, direct access service. 

  

When self-harm is disclosed to a ChildLine counsellor, it is considered to be a child 

protection issue and a supervisor will be involved throughout the process. The counsellor will 

explore how and when the caller self-harms and help them to reflect on how they feel before, 

during, and after. This process often aids children and young people to identify the reasons for 

self-harm. Acceptable alternatives to self-harm are explored with the caller and the counsellor 

will suggest that the next time the young person feels the urge to self-harm, they should ring 

ChildLine first.  
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As self-harm is considered a child protection issue, an individual risk assessment is carried 

out by ChildLine workers to decide whether confidentiality needs to be broken. Only when 

this need has been identified, usually because there is an immediate danger, the emergency 

agencies are contacted (Dow, 2004).  

 

There4me 

There4me is the NSPCC’s online help service, aimed at 12-to16-year-olds. The site offers 

message boards, access to an “agony aunt”, and an opportunity to talk to an adviser in 

confidence. 

The There4me approach to dealing with self-harm, as submitted to the MHF/CF national 

inquiry, can be summarised as follows:  

“We recognise the importance of talking to young people who self-harm in a non-judgemental 

way. We take the approach that there is a reason for their self-harming and we explore why 

they might need to do this as a coping mechanism. We are never critical, we listen and try to 

find different ways to cope or deal with the issue that might be causing the self-harming 

behaviour. We do not approach self-harmers as attention seekers or in any other 

negative/judgemental way.” (MHF;CF, 2006) 

There4me also reported to the inquiry that young people enter the site to talk about many 

issues, and confirmed that self-harm is often a symptom of other concerns, such as being 

sexually, physically or emotionally abused, being bullied (by the peer group and/or family) 

parental rejection, domestic violence, poor family relationships, exam pressures etc.   

 

Within the constraints of an online service, There4me advisers continually assess risks posed 

to young people by themselves and others, explore the issues sensitively, and suggest support.   

 

Therapeutic interventions 
 
The MHF/CF national inquiry cites examples of effective therapeutic practice, though 

availability of such services generally appears to be “patchy”.  One of these is the 

“Adolescent deliberate self-harm service”, delivered by a nursing team in Glasgow, which 

focuses on rapid intervention and regular review.  Intervention is home-based, uses cognitive 

behaviour techniques and also offers sessions to parents. After treatment, patients are 
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monitored and reviewed regularly, and they can continue to access the service in times of 

crisis (MHF;CF, 2006).  

 

Types of therapeutic interventions mentioned in the MHF/CF report (2006) include: 

  

 counselling that concentrates not on the injuries but the underlying problems that have 

triggered the self-harm 

 family therapy  

 in-patient treatment e.g. in a specialist unit  

 brief psychological therapy (problem-solving therapy) 

 crisis cards (showing the card assures the holder of quick access to mental health workers 

and admission to hospital in a crisis) 

 behaviour therapy involving individual therapy.  

 

Professional practice implications 
 
Dismantling the misconceptions 
 
Children and young people identified the need to de-stigmatise self-harm and to ensure that 

informed professionals are available to listen empathetically and constructively to the 

difficulties many face:  

 
“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” 

 

“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.” (MHF;CF, 2006: 43). 

 

Respect confidentiality and young people’s wishes 
 
The Child and Adolescent Self-harm in Europe (CASE) Study (2005), mentioned earlier, 

showed that a significantly higher proportion of young people admitted to self-harming (70 

per cent) than other studies have suggested.  The young respondents clearly felt safe in the 

knowledge that their answers would remain anonymous. It is probably fair to say that this 

demonstrates the importance of confidentiality to young people, and their wish to control their 
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own situation.  Ultimately, this means that strict reporting requirements have to be balanced 

out against young people’s wishes and their wellbeing, which produces challenging moral, 

ethical and legal issues that will need to be fully debated.   In any case, if a young person is 

prepared to disclose, their courage to do so needs to be acknowledged and their views on the 

pace of events, and on how things should be handled, should be respected.  

 

Disclosing self-harm to parents needs to take into account individual circumstances and 

appreciate that parents may be shocked and confused.  The National Inquiry produced further 

information to help parents to better understand the issues (MHF;CF, 2006c).  

 

Setting the right priorities 
 
A “harm minimisation” approach, which prioritises “least harm” rather than focusing on 

stopping it altogether, may be appropriate when it is likely that immediate referral or 

information sharing will compound difficulties and not be in the best interests of the child or 

young person. Merely stopping the behaviour, without offering support in tackling the 

underlying difficulties, can actually increase distress and lead to alternative forms of self-

harm. 

 

In essence practice must be defensible within the context of the current relevant legislation 

and codes of practice:   

 

“Practice must be demonstrably defensible in the context of the current law, codes of practice 

etc: for example, a robust risk assessment which is sound in its own right and which properly 

takes account of other professional assessments and judgements might reasonably conclude 

that tolerating or accepting a degree of self-harm whilst tackling the underlying causes of that 

self-harm is preferable to pursuing complete cessation where that is likely to result in more 

serious self-harm and associated injury or damage (i.e. the ‘harm minimisation’ 

approach).”(MHF;CF, 2006b:21). 

 

As self-harm is a coping mechanism, inadequate or inappropriate responses can leave the 

child in greater jeopardy, so treating children and young people with respect and 

understanding is crucial. 
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Training and supervision of professionals 
 
Changes in professional attitudes can and should be achieved by offering training that 

explains the reasons for self-harm and provides suggestions on how to respond (Palmer et al 

2007). Young people’s views and experiences should be an essential element of planning and 

implementing effective training. Supportive supervision for staff is equally important. (Best 

2005). 

 

The UK Department of Health report You’re welcome (DH, 2005) recommends that all staff 

receive interdisciplinary child protection training in conjunction with the Local Safeguarding 

Children Boards, and that this should include training about the moral, legal and ethical issues 

around self-harm.  

 

Early prevention  
 
A public health approach should aim to promote emotional well-being, security and resilience 

from an early age, so that children do not resort to self-harm to cope with their problems. 

Recent research (Fonagy et al 2004; Gunnar et al 2002) underpins the importance of the early 

environment for brain development, for building resilience and for dealing with stress in later 

life, proving that early identification of distress and accessible, informed support are crucial in 

preventing the escalation of difficulties.   

 

Other research also underlines that the best prevention for self-harm is having accessible 

people at home or school who can listen to difficulties and anxieties (Fortune et al 2005). 

Peers should not be placed in a position where they receive confidences about self-harm 

without effective support frameworks being in place. Adults who work with children need to 

be well-informed and clear about their responsibilities. 

 

Promoting mental health in schools 
 
Initiatives that aim to promote mental health in schools can contribute to raising awareness 

and prevention of self-harm. The UK Department for Children, Schools and Families (DCSF) 

has invested £60 million in the “Social and Emotional Aspects of Learning” (SEAL) 

programme, which will be used to promote mental health in all primary schools and half of 

secondary schools by 2012. The Healthy Schools Standard will include 75 per cent of schools 

by 2009 and the new anti-bullying guidance, Safe to Learn, includes new strategies on 

combating homophobic and cyber-bullying. 
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The Welsh Department for Children, Education, Lifelong Learning and Skills published a 

strategy in April 2008 to ensure high quality, accessible counselling in every school. The aim 

is to make professional counselling services available in every school so that pupils are 

confident that their needs will be heard and addressed. This is in addition to other mental 

health promotion within schools.  

 

Conclusion 
 
Children and young people may resort to self-harming as a way of coping with serious 

distress.  However, much of this is hidden and will remain so until young people feel assured 

that their disclosure will be treated in strictest confidence, and that any action taken will be 

with their consent and at their pace.   Currently, they do not feel that service providers fully 

understand their problems, or are able to meet their needs. They fear that once they tell 

someone, they will be misjudged and lose control of what happens next.   Initial responses by 

professionals to self-harm disclosure are crucial in engaging young people in further 

counselling or other treatment. 

 

Service providers and individual practitioners need to become more accessible. They also 

need to be skilled in assessing the priorities when dealing with individual cases of self-harm: 

there can be no generalised approach.  This has implications for professional training in that, 

while best practice within moral, ethical and legal frameworks must be ensured, promoting 

the young person’s recovery and wellbeing remains the overriding objective.   

 

Young people also need to be equipped with the skills to be aware of their own mental health, 

and to tackle self-harm as early as possible. School-based primary prevention has a big part to 

play in this.  

 

 

 

 

 

Note:  The NSPCC has published “Procedures and core standards” relating to self-harm, used 

in its work with children, young people and their families: 

www.nspcc.org.uk/Inform/resourcesforprofessionals/PSPs/PCS10DealingWithSelfHarm_wdf

53336.pdf  
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