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Executive Summary
The Centre for Health and Development (CHAD) at Staffordshire University was
asked to carry out research and a consultation exercise for Stoke-on-Trent City
Council, due to increases in the rate of hospital admissions as a result of self-harm
for 15-19 and 20-14 year olds in 2016/2017. The aim of the research was to explore
why children and young people (CYP) in Stoke-on-Trent self-harm and reasons for
increased rates.
The research consists of four parts: a literature review that looked at the statistics of
self-harm, the factors involved and suggestions to reduce rates of self-harm; a
review of self-harm statistics specific to Stoke-on-Trent; consultation with
professionals from health, wellbeing and educational services, and third sector
organisations in Stoke-on-Trent; interviews with four young women about their
experiences of self-harm, contributing factors and recommendations for the future
generation of CYP in Stoke-on-Trent.
The following brings together all four elements of the research and summaries key
findings, ending with recommendations. It is acknowledged that the underlying
reasons for self-harm are complex and multifaceted, therefore it is important that all
findings are considered together.

KEY FINDINGS
The effect of deprivation:
•
•
•

Analysis of statistics for admission due to self-harm in Stoke-on-Trent suggest
that rates may be increasing more rapidly within the most deprived areas
The impact of low socio-economic status was identified by professionals as a
risk factor for self-harm, in keeping within the literature
Interview participants and professionals discussed CYP experiencing chaotic
lifestyles and adverse experiences, which can contribute to self-harm
behaviours (although not always directly)

Types of self-harm:
•
•
•
•

Behaviours such as hair pulling, self-neglect and eating problems were
considered types of self-harm that are not always recognised as such and can
happen at an early age
Participants discussed researching types of self-harm online and that acts of
self-harm could become more severe in adolescence
Professionals expressed difficulty in distinguishing self-harm from behaviours
found in developmental disorders
Participants discussed a clear distinction between suicide attempts and selfharm behaviours

Psychological factors:
•
•

Mental health difficulties were acknowledged as risk factors by professionals
and in the literature, and also applied to the young women interviewed
Self-harm was framed as gaining ‘control’, however, this could turn into an
‘addiction’ or ‘habit’
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•

Participants’ self-harm was often wrapped up in feelings of loneliness and
isolation

Relationships with others:
•
•
•
•
•

A lack of communication with parents/caregivers during adolescence
Feelings of shame and stigma around their mental health and self-harm were
themes running through interviews with young women
Peers and families did not always know how to help
The literature discusses a sense of belonging when interacting with other
individuals who self-harm
Mixed experiences with health professionals; some participants felt judged,
others were more positive

Mental health services:
•
•
•
•

Referrals to mental health services for CYP increased from 2014/15 to
2017/18
Professionals discussed increased pressure on them and services. They were
worried about ‘getting it wrong’ and failing CYP
Issues surround the transition from child to adult mental health services.
Problems around self-referral, lower levels of intensive support and longer
waiting times were evident
Professionals considered that parents and CYP believed that acts of selfharm provided a quicker route into Child and Adolescent Mental Health
Services (CAMHS)

Hospitalisation:
•
•
•

Often difficult to gain access to psychiatric hospital
Participants recognised that hospitalisation could provide access to more
support and reported that discharge can happen too soon
A sense of connectedness with other patients in psychiatric hospital, although
difficulties in not being allowed to hug others

RECOMMENDATIONS
➢ Produce a clearer definition of self-harm, which considers unrecognised
behaviours
➢ Develop or source an information leaflet about self-harm for peers/parents
➢ Examine Special Educational Need and Disability (SEND) provision in
Stoke-on-Trent
➢ Address childhood adversity through a multi-disciplined approach
➢ Regulate the access that CYP have to online self-harm materials
➢ Disseminate evidence-based information, and provide education and
awareness training on mental health and self-harm for all professionals
working with CYP, including those who work in A&E and primary care
➢ Regular consultation between health and educational services
➢ Review the transition of mental health care from child to adult
➢ Propose the use of text messaging from adult mental health services to
young people waiting for appointments
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Introduction
Data collected by Public Health England (PHE) show that Stoke-on-Trent had a
significantly higher rate of hospital admissions of self-harm for 15-19 year olds and
20-24 year olds compared with the national average in 2016/17. Moreover,
compared to its statistical nearest neighbours, Stoke-on-Trent had the highest rate of
hospital admissions of self-harm for 15-19 year olds.
The Centre for Health and Development (CHAD) at Staffordshire University was
asked to carry out research and a consultation exercise for Stoke-on-Trent City
Council. The aim was to discover why the rate of hospital admissions as a result of
self-harm for children and young people (CYP) in Stoke-on-Trent had increased. A
literature review was conducted to understand the prevalence, outcome and risk
factors for CYP that self-harm, worldwide and in the United Kingdom (UK). This will
provide some context to try to help explain increases in the rates of self-harm
nationally and in Stoke-on-Trent. Analysis of secondary data was carried out to
determine any variations within self-harm rates for CYP by demographic factors. This
used self-harm hospital admission episode data for Stoke-on-Trent, provided by the
Midlands and Lancashire Commissioning Support Unit (MLSCU).
Consultations with a range of professionals were used to gain an understanding of
what self-harm is, why CYP in Stoke-on-Trent self-harm, what could be done to
address self-harm, and consequently, how to reduce the rate of hospital admissions.
To explore the experience of young people who have self-harmed, we conducted
one-to-one interviews with four young people. The interviews allowed individuals to
share their experiences of self-harm, their wider context, their thoughts on self-harm
and young people, and recommendations to help reduce the rate of self-harm. This
report concludes with a discussion of the findings from both consultation with
professionals and individual interviews with young people, with subsequent
recommendations on how to reduce rates of self-harm.
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1. Literature review
This review sets out to gain an understanding of the prevalence, outcomes and risk
factors for children and young people (CYP) aged 12 to 25 years that self-harm,
together with suggestions/recommendations for reducing rates.
What is self-harm?
Acts of self-harm could include, but are not limited to: overdosing on tablets, cutting,
burning, banging and punching, sticking things into a person’s body and swallowing
objects (Royal College of Psychiatrists, 2016). Self-harm is defined by the National
Institute for Health and Care Excellence (NICE) (2013) as “any act of self-poisoning
or self-injury carried out by a person, irrespective of their motivation”.
Self-harm definition
The definition of what constitutes self-harm is problematic. The NICE guidelines
(2013) are important in what they do not consider self-harm: accidental harm, body
piercing and tattooing, excessive recreational drug or alcohol consumption,
starvation and over eating. Nevertheless, contrary to NICE, the National Health
Service (NHS) website, regards eating disorders (as well as excessive exercise) as
self-harm (NHS, 2018).
Similarly, there is disparity in the academic literature regarding the conceptualisation
and definition of self-harm. Some researchers argue for the binary distinction of selfharm-with or without suicidal intent. Others support definitions that are mindful that
CYP self-harm for multiple reasons, and some propose a spectrum (Edmondson,
Brennan & House, 2016; Mars et al., 2014; O’Connor et al., 2018). Indeed, the terms
deliberate self-harm (DSH) and non-suicidal self-injury (NSSI) are commonly used.
But, the latter does not include self-poisoning even though it may be carried out with
a non-suicidal intent (Edmondson et al., 2016; Kapur, Cooper, O’Connor & Hawton,
2013). Furthermore, switching between definitions and methods of self-harm is likely
to occur (Diggins, Kelley, Cotterall, House & Owens, 2017; Kapur et al., 2013;
Owens et al., 2015). Determining what is and is not self-harm is nuanced and difficult
to capture.
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Data caveats
Care should be taken in comparing data from different studies due to the variation in
data collection methods, age ranges, definitions of self-harm and timescales
(Morgan et al., 2017; Swahn et al., 2012). Furthermore, differences in self-harm data
collection methods (single question versus checklist) have an impact on any rates
calculated (Muehlenkamp, Claes, Havertape & Plener, 2012; Swannell et al., 2014).
Consequently, researchers recognise the need for a ‘gold standard’ to improve
comparability (Mars et al. 2016; Muehlenkamp et al., 2012).
‘The Iceberg Model’ (Figure 1) is a concept that researchers use to visualise the
relative incidence rates of suicide, hospital presentations for self-harm and
community-occurring self-harm (Geulayov et al., 2017; Hawton, Saunders &
O’Connor, 2012; McMahon et al., 2014). There is a perceived lack of accurate data
relating to self-harm at a community level due to its covert nature; if the self-harm
does not lead to involvement with clinicians then it cannot be reflected in health
service data (Geulayov et al, 2018; Hawton et al., 2012). Moreover, the collection of
self-harm data in the community is both self-reported and retrospective, which could
lead to an underestimation of self-harm episodes (Mars et al. 2016; Morgan et al.,
2017).

Figure 1: ‘The Iceberg Model of Suicide and Self-Harm’. Hawton et al. (2012, p.2).

Global context
Prevalence and incidence rates of self-harm in adolescents available in developed
countries need to be considered in the context of what, when and how they were
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measured. A systematic review in 2012 of self-harm data gathered from community
or school settings, found international prevalence rates of DSH and NSSI as 16.1%
and 18.0% respectively, with rates possibly stabilising between 2005 and 2011
(Muehlenkamp et al., 2012). A further systematic review found international NSSI
prevalence rates ranging from 7.5-46.5% from studies between 1998 and 2016,
while a meta-analysis found an average NSSI rate of 17.2% from international
studies carried out between 1993 and 2012 (Cipriano, Cella, & Cotrufo, 2017;
Swannell et al., 2014).
UK routinely collected self-harm data
Public Health England’s (PHE) fingertips data on self-harm (for all ages) is collected
at a regional and clinical commissioning group (CCG) level, including Hospital
Episode Statistics (HES) on emergency department data alongside admission
values. According to a study carried out by Clements et al. (2016) HES emergency
department data underestimate the number of self-harm episodes and show
fluctuations year on year. However, the authors suggest that the HES admission
values are reliable, but advise caution if relying on only HES data to describe the
national situation.
UK self-harm rates
Rates of self-harm in the UK are estimated by self-reported questionnaires and HES
data. A school survey completed by 12-17 year olds in 2014/2015 found lifetime
prevalence rates of self-harm of around 18% (Geulayov et al., 2018). A lifetime
prevalence rate of 18% was also reported in a 2012 self-report survey from the Avon
Longitudinal Study of Parents and Children (ALSPAC) (Kidger, Heron, Lewis, Evans
& Gunnell, 2012). Data collected from the Clinical Practice Research Datalink
(CPRD) linkage scheme showed that the annual self-harm incidence rate in 13-16
years old girls increased by 68% between 2011 and 2016 (Morgan et al., 2017).
However, a scarcity in data regarding trends over time in self-harm and a tendency
to underestimate prevalence within the United Kingdom and elsewhere is
acknowledged (O’Connor et al., 2018; Morgan et al., 2017; Swannell et al., 2014).
Care should be taken in interpreting rates and extrapolating them to a national scale.
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Hospitalisation rates
The presentation of self-harm to clinical services is thought to represent a small
proportion of overall incidence; most self-harm occurs undetected (Hawton et al.,
2012). A Freedom of Information Request by the National Society for Prevention of
Cruelty to Children (NSPCC) to all NHS Trusts found a 14% increase in CYP
admitted to hospital between 2013/2014 and 2014/2015 (NSPCC, 2016). A UK
survey carried out by Geulayov et al. (2018) found a higher number of girls than boys
self-harming, and that hospital presentation occurred in 9% of adolescents (12-17
years old) after an episode of self-harm, most of which related to self-poisoning
(71%). A study from Ireland calculated a 22% increase in the number of 10-24 year
olds that had received hospital treatment for self-harm between 2007 and 2016;
increases were greatest among females and 10-14 year olds (Griffin et al., 2018).
A study of 12-25 year olds emergency hospital attendances from Leeds found: selfpoisoning was the most common type of self-harm for all ages; more episodes
regarding females (than males) were only found at a younger age; and older CYP
carried out more severe types self-harm (Diggins, Kelley, Cottrell, House & Owens,
2017). Furthermore, the authors discovered that, at time of presentation, CYP aged
12-17 received more intensive after-care than older CYP, and it was more likely that
12-14 year olds had already engaged with mental health services. The authors
believed that older CYP were potentially missing out on high-intensity therapies
during the transition from the NHS’s CAMHS to Adult Mental Health Services. This
provides some insight into the variation of CYP within hospitalisation for self-harm,
but data were collected between 2004 and 2007, so may not reflect current patterns
(Diggins et al., 2017). Further in-depth studies in this area are needed, although
potential variations within self-harm assessment methods at hospitals and the selfharm population mean comparisons may be problematic (Carroll, Metcalfe, &
Gunnell, 2014; Quinlivan et al., 2014).
Why is self-harm important?
Increased risk of suicide and premature death
Once a CYP self-harms there is an increased risk of repeat episodes of self-harm or
suicide. A UK study by Herbert, Gilbert, Gonzalez-Izquierdo, Pitman and Li (2015)
found that for both sexes, adolescents discharged from hospital following self-harm
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had a higher risk of death or being readmitted in the subsequent 10-year period
compared to other adversity-related injuries. Other studies show similar patterns for
adults in terms of premature death risk following self-harm (Bergen et al., 2012;
Owen, Horrocks & House, 2002).
Economic Cost
Mean cost of a hospital episode of self-harm in England (that included adults and
CYP) has been estimated at £809, with CYP having higher costs than adults, and
the total annual cost to services estimated at £162 million (Tsiachristas et al., 2017).
Moreover, an increased cost burden was incurred by health and social services
through individuals repeatedly self-harming; five or more episodes resulted in the
greatest cost (Sinclair, Gray, Rivero-Arias, Saunders, & Hawton, 2011). There is
likely to be an economic cost of self-harm beyond the direct cost to services;
individuals and communities will be impacted.
Social Cost
The impact of self-harm on families cannot be underestimated. Parents are
described as being ‘bewildered’ and ‘shocked’ upon discovery of their child selfharming which can lead to feelings of guilt, shame and worry (Ferrey et al., 2016;
Hughes et al., 2017; Wadman et al., 2018). Issues surrounding social and financial
costs, social isolation and stigma can have a huge impact on families and dissuade
parents from accessing help for themselves (Curtis et al., 2018; Ferrey et al., 2016).
However, parents recognise the importance of their role in offering support for CYP
that self-harm, together with a greater sense of understanding of how difficulties in
the future may affect CYP (Ferrey et al., 2016; Wadman et al., 2018).
Self-harm in CYP is widely considered a nationwide public health concern, yet
Edmondson et al. (2016) propose that some might perceive self-harm as a positive
experience through giving a sense of identity. Some CYP may view self-harm as a
helpful mechanism to relieve the stresses of modern life.
The demographics of self-harm:
The annual Good Childhood Report (The Children’s Society, 2018) asks CYP about
their wellbeing and happiness. It has shown a statistically significant differences in
rates of CYP self-harm by demographic group. For example, self-harm appears
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more likely in: girls versus boys; young people attracted to the same or both sexes
(versus opposite sex); and children from White, Mixed or Other ethnic groups
(versus Indian, Pakastani/Bangledeshi, Black/Black British groups) (The Children’s
Society, 2018).
Gender
It is well established that, females tend to be more likely than males to self-harm
(Geulayov et al., 2018; Klemera, Brooks, Chester, Magnusson & Spencer, 2017;
Madge et al., 2008). Yet males are more likely to carry out violent acts of self-harm
and have a higher suicide incidence rate (Cooper et al., 2010; Geulayov et al.,
2018). A study of CPRD data found that 15-24 year old females had higher overall
rates of self-harm (than any other group), and that 15-24 year old males incidence
rates rose significantly, between 2001 and 2013 (Carr et al., 2016). Overall, there is
clear evidence gender variation in terms of prevalence and severity of self-harm
acts.
Sexual Identity
A systematic review found that Lesbian Gay Bisexual and Transgender (LGBT)
people are at an increased risk of self-harming compared to heterosexual people
(King et al., 2008). A thematic analysis of LGBT and self-harm online sites between
2005 and 2011 found three main themes regarding reasons for LGBT CYP selfharm: discrimination/victimisation, self-loathing and issues unrelated to their
sexuality (McDermott, Roen & Piela, 2015). Experience of victimisation was found to
increase the risk of LGBT CYP self-harming by 2.5 in a study from the USA (Liu &
Mustanski, 2012).
Ethnicity
The Children’s Society (2018) survey found an increased risk of self-harm in females
and White ethnic groups (compared to others ethnicities), whereas Cooper et al.
(2010) found an increased risk of self-harm among young Black females (compared
to other ethnicities) from three English cities between 2001 and 2006. Inconsistent
findings could be explained by a recognised paucity of data relating to specific ethnic
groups and self-harm, due to difficulty in recruitment (Cipriano et al., 2017; Ferrey et
al., 2016; Hughes et al., 2017), aforementioned measurement/definition issues, and
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cultural differences in accepting and acknowledging acts of self-harm (Hughes et al.,
2017). Further studies are required to understand the effect of cultural factors.
Factors that could determine self-harm:
Multiple motivations that can change from one episode of self-harm to the next
(Kapur et al., 2013), creates difficultly in disentangling the underlining reasons why
CYP self-harm. Figure 2 shows the potential pathway towards self-harm or suicide in
relation to particular risk factors. Risk factors are unlikely to work in isolation;
opportunity and availability also play their part.

Figure 2: ‘Key risk factors for adolescent (12-15 year olds) self-harm and suicide’. (Hawton et al.,
2012, p.2).

Internet
Use of social media has been found to have potentially beneficial and harmful effects
for CYP (Dyson et al., 2016; Marchant et al. 2017). A systematic review of self-harm
and internet use in adolescents found an association for use of websites containing
materials about self-harm, addiction to the internet and high usage (Marchant et al.,
2017). The use of platforms to inform and converse about self-harm to potentially
help reduce social isolation, along with an opportunity to gain help and support were
seen as positive aspects of social media (Dyson et al., 2016; Marchant et al. 2017).
Indeed, Mars et al. (2015) found that a higher number of respondents from the
ALSPAC study used the internet to gain help or support about self-harm versus sites
that provided material on how to self-harm or commit suicide (8.2% vs. 3.1%). The
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role of the Internet in relation to self-harm is likely to gain interest given ever-growing
social media engagement in CYP.
Cyberbullying
A 2018 systematic review identified an association between suicidal or self-harm
behaviours and being the victim or perpetrator of cyberbullying (John et al., 2018).
The authors acknowledged problems regarding potential differences in definitions of
cyberbullying across studies and called for further studies to clarify this and
determine if other factors, such as gender, have a role to play (John et al., 2018).
Relationships
The relationships a CYP has with families, friends and peers can have an impact on
the likelihood of self-harm. Parents and peers can play a part in both triggering an
episode of self-harm and providing support and care for a CYP (Wadman et al.,
2018). In terms of peers, a lack of understanding between those that self-harm and
those that do not may exist; in particular, considering self-harm behaviour as
attention seeking (Doyle, 2017; Klineberg, Stansfeld, & Bhui, 2013). Positive
relationships with parents are important; parenting styles that are more open and
communicative potentially offer greater protection and well-being for CYP (Curtis et
al., 2018; Klemera et al., 2017). Furthermore, strong positive relationships with both
peers and parents may have a protective effect against other factors.
Sleep
Researchers have found a strong association between CYP that identify themselves
as poor sleepers and self-harm (Hysing, Sivertsen, Stormarck & O’Connor, 2015;
Russell, Rasmussen & Hunter, 2016). A survey of CYP in Stoke-on-Trent carried out
by the Centre of Health and Development (CHAD) in 2018 found that sleep was
important to children’s wellbeing; 75% of children stated that getting enough sleep
most of the time or always made them feel happy (CHAD, 2018).
Socio-economic status (SES)
Lower socio-economic status is a key determinant of health. There is evidence that
adolescents from a lower SES group have an increased risk of self-harm with
suicidal intent (Carr et al., 2016; Mars et al., 2014; Page et al., 2014). It has been
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shown that adolescents from the most deprived neighbourhoods have a higher risk
of death and readmission to hospital after a self-harm hospital admission and
discharge (Herbert et al., 2015) and a higher incidence of substance poisoning
(Tyrell, Kendrick, Sayal and Orton, 2018). Moreover, a study on general practice
data found referral levels after self-harm were lower in practices from more deprived
areas (Morgan et al., 2017). It appears that more deprived groups have a higher
potential risk of self-harm, compounded by poor access to relevant services.
Furthermore, higher rates of self-harm within the 16-64 populations were found in
areas that had increased levels of unemployment (Hawton et al., 2016).
Subcultures and Sense of belonging
A sense of identity and belonging could impact the likelihood of self-harm in CYP.
Hughes, Knowles, Dhingra, Nicholson and Taylor (2018) found that young people
who identified with an alternative subculture were more likely to carry out self-harm
and suicide. Klemera et al. (2017) found that CYP had greater odds of self-harming if
they had perceived low levels (versus high levels) of belonging at school.
Psychological factors
Adolescence can be a turbulent time of life with the co-occurrence of hormonal,
developmental and psychological changes. Psychological factors associated with
self-harm include impulsivity, perfectionism, low self-esteem, mental health
problems, hopelessness, alcohol and drug abuse and a lack of social skills (Hawton
et al., 2012). Impulsivity is often perceived to be at higher in adolescence. Madge et
al. (2011) found higher levels of impulsivity in CYP that had a single episode of selfharm compared to CYP with self-harm ideation (self-harm is considered, planned for
or thought about). A cross sectional survey found that CYP who self-harmed
perceived that the act resulted from an impulsive decision (Doyle, 2017).
Abuse
A large study of Norwegian 18-19 year olds found a significant association between
CYP self-harming and sexual, non-physical and physical abuse; moreover, CYP had
increased odds of self-harming if verbal bullying by peers had occurred (Mossige,
Huang, Straiton & Roen, 2016). A further study from Canada found that children had
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higher odds of NSSI if they had ever been physically or sexually abused (Baidon,
Stewart & Fallon, 2017), although a dose-response effect was not observed.
Mental Health Services
There are recognised issues in terms of growing demand for CYP’s mental health
services (McShane and Rouse, 2015) and problematic transitions from CAMHS to
adult mental health services. Cleaver, Meerabeau and Maras (2014) found
difficulties for CYP aged 16-17 securing admission to any mental health service, and
in determining whether 16-17 year olds should access CAMHS or adult services.
This could lead to older adolescents (18-21 year olds) receiving a lower standard of
care (Diggins et al., 2017). There is inconsistency in the age-bands that are used to
define ‘a child’, which may contribute to the differences in care for different ages.
Cleaver et al. (2014) highlight differences between the NICE (2004) guidelines on
self-harm, as defining a child as 16 and under, whereas The Royal College of
Paediatrics and Child Health (2012) define a child as 18 and under.
Mental Health diagnosis
The co-morbidity of self-harm and other mental health illnesses was explored in a
study of CPRD data from 10-19 year olds between 2001 and 2014. Depression was
diagnosed in over 25% of boys and over 33% of girls who self-harmed (Morgan et
al., 2017). Autistic Spectrum Disorder (ASD), schizophrenia, Attention Deficit
Hyperactivity Disorder (ADHD) and conduct disorder were more prevalent in boys,
whereas eating disorders more common among girls (Morgan et al., 2017). A further
study of 1-18 year olds with ASD reported a high prevalence (52%) of self-injury, but
no gender or ASD severity differences were found (Duerden et al., 2012).
Suggestions for reducing the prevalence of self-harm
A Cochrane Review in 2015 found a comparatively few intervention studies
pertaining to young people and self-harm, and rated the evidence as low quality
(Hawton et al., 2015). More studies are required to determine the type of
interventions (psychological, pharmacological etc.) and determine their effectiveness
(Brown and Plener, 2017).
However, there are some recommendations that emerge from the literature. For
example, ensuring that therapeutic and preventative care is provided at all levels of
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the ‘iceberg’ (especially community level) together with recognising the importance of
mental health provision through schools (Geulayov et al, 2018; Klemera et al., 2017;
Rasmussen, Hawton, Philpott-Morgan & O’Connor, 2016).
All interventions need an interagency and collaborative approach with CYP that are,
or have, self-harmed ensuring continuity of care from children to adult services
(Hawton et al., 2015; Hawton et al., 2012; Morgan et al., 2017). Additionally,
“interventions that focus on reducing rash reactivity to emotions or improving selfregulation and decision making” would be beneficial for adolescents that self-harm
(Lockwood, Daley, Townsend & Sayal, 2017, p.1).
Other suggestions include implementation of policies that reduce the access to
drugs, weapons and other objects used to self-harm (Hawton et al., 2012) and the
increased dissemination of evidence-based information to both CYP and parents, in
a variety of formats to address misconceptions surrounding CYP and self-harm
(Curtis et al., 2018).
Conclusion
The reasons that CYP self-harm are wide-ranging, complex and specific to each
CYP. The use of multiple definitions of self-harm can reduce clarity around what is
and what is not an act of self-harm. There is a need for consensus on this, across
the literature and national bodies, to standardise how self-harm is defined (and
therefore measured). There is also a need for more high quality intervention studies.
Further qualitative studies that investigate the reasons why CYP self-harm, or do not
self-harm, together with improvements in data collection on incidence and
prevalence rates (especially in the community) could improve understanding of this
area.
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2. Data Analysis
Hospital Admission Data
In England, data on patients is collected from hospitals as part of the Commissioning
Data Set, which is then submitted to the Hospital Episode Statistics (HES) database
(NHS Digital). HES includes emergency department data alongside admission
values. It should be noted that HES data measures episodes rather than the number
of different individuals accessing hospital services.
Public Health England (PHE) collates data on self-harm (for all ages) and the
‘fingertips’ online tool allows comparison of rates at regional and national levels.
Figure 3 displays the HES self-harm rates for 10-14, 15-19 and 20-24 year olds in
Stoke-on-Trent, from 2011/12 to 2017/18. Tables 1, 2 3 and 4 show the rate of
hospital admissions for 15-19 and 20-24 year olds in 2016/17 and 2017/18
respectively, using a crude rate (per 100,000 population). Confidence intervals show
that Stoke-on-Trent has a significantly higher rate of hospital admissions of self-harm
for 15-19 year olds and 20-24 year olds compared with England averages in 2016/17
and 2017/18. Stoke-on-Trent in 2016/17 also had a significantly higher rate of
hospital admissions of self-harm compared to other Chartered Institute of Public
Finance and Accountancy (CIPFA)1 nearest neighbours, especially for 15-19 year
olds.

.

1

The Chartered Institute of Public Finance and Accountancy (CIPFA) nearest neighbours are
local authority areas that are socio-economically similar to Stoke-on Trent, in that they have
similar levels of deprivation.
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Figure 3: HES self-harm admission data for 10-14, 15-19 and 20-24 year olds from 2011/12 to
2017/18 (PHE, 2019)

Table 1: HES self-harm admission data for 15-19 year olds, comparing Stoke-on-Trent with its CIPFA
nearest neighbours in 2016/17 (PHE, 2018)

Table 2: HES self-harm admission data for 20-24 year olds, comparing Stoke-on-Trent with its CIPFA
nearest neighbours in 2016/17 (PHE, 2018)
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Table 2: HES self-harm admission data for 15-19 year olds, comparing Stoke-on-Trent with its CIPFA
nearest neighbours in 2017/18 (PHE, 2019)

Table 3: HES self-harm admission data for 20-24 year olds, comparing Stoke-on-Trent with its CIPFA
nearest neighbours in 2016/17 (PHE, 2018)
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Table 4: HES self-harm admission data for 20-24 year olds, comparing Stoke-on-Trent with its CIPFA
nearest neighbours in 2017/18 (PHE, 2019)

Figures 4 and 5 illustrate the increasing trend of hospital admissions as a result of
self-harm for 15-19 and 20-24 year olds in Stoke-on-Trent compared to the England
average, from 2011/12 to 2017/18.

Figure 4: HES self-harm admission crude rate (per 100,00 population) for 15-19 year olds in Stokeon-Trent compared against England average (PHE, 2019)
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Figure 5: HES self-harm admission crude rate (per 100,00 population) for 20-24 year olds in Stokeon-Trent compared against England average (PHE, 2019)

Further Analysis of self-harm data for Stoke-on-Trent
Recognising the increasing trend of hospital admission for self-harm in 15-19 and
20-24 year olds, further data were requested to explore demographic patterns in selfharm rates.
HES data for self-harm admissions in 10-24 year olds residing in Stoke-On-Trent
wards was provided by Midlands and Lancashire Commissioning Support Unit
(MLCSU, 2018). The data were broken down by financial year of admission, 5-year
age bands (2014/2015 to 2017/2018 and provisional data for 2018/2019 which was
not analysed), gender, type of self-harm, deprivation level (Index of Multiple
Deprivation (IMD)2) and ward level using any self-harm diagnosis (primary or
2

The Index of Multiple Deprivation (IMD) is the official measure of relative deprivation for
small areas in England; with IMD1 the most deprived 10 per cent in the country and IMD10
the least deprived 10 per cent in the country.
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secondary) between X60-X84 (Classification of Diseases: ICD-10 intentional selfharm codes). 3
The following analysis attempts to determine any trends using data on self-harm
admissions for 10 to 24 year olds in the wards of Stoke-on-Trent. Furthermore, data
widely accessible from NHS Digital (2018) for self-harm admissions for University
Hospital of North Midlands (UHNM) Trust were analysed to determine changes in
self-harm admissions after National Institute for Health and Care Excellence (NICE)
guidelines changed in 2011.
Age, gender and IMD Deciles
Table 5 shows the number of hospital admission episodes between 2014/15 and
2017/18 split by age group and gender.
Table 5: HES self-harm admission data from 2014/15 to 2017/18 split by age and gender (MLCSU,
2018) (*values under 5 are suppressed)

Age Band

10-14

15-19

20-24
Grand Total

Gender

Female
Male
Total
Female
Male
Total
Female
Male
Total

2014/15

2015/16

2016/17

2017/18

37
*
39
71
36
107
72
36
108

28
5
33
95
40
135
65
48
113

22
7
29
95
40
135
93
46
139

38
5
43
97
37
134
76
48
124

254

281

303

301

Figures 6 and 7 below show the number of hospital admission episodes for self-harm
in Stoke-on-Trent wards split by: IMD decile of patient, based upon the Lower Layer
Super Output Area (LLSOA) and split by gender and age in IMD decile 1 (MLCSU,
2018).
CYP from the most deprived areas (IMD decile 1) had the highest absolute number
of hospital admission episodes for self-harm, followed by CYP in IMD decile 2; both
of which are much higher than when compared against other IMD deciles (Figure 6).
3

See Appendix B for a list of admission codes
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Furthermore, an increase in the number of episodes of CYP from IMD 1 that selfharmed was observed between 2016/2017 and 2017/2018.

Admission for Self-Harm Aged 10-24 by IMD deciles
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Figure 6: HES self-harm admission data for 10-24 year olds split by IMD deciles (number of episodes)

In line with research on self-harm trends, Figure 7 shows that for CYP living in IMD
decile 1 in Stoke-on-Trent, females in the 15-19 year age category have the highest
number of self-harm episodes. An increase in the number of episodes can been
seen for both genders in most age groups from 2016/17 to 2017/2018, with 20-24
year old males showing the overall greatest increase, which will be discussed further
in the next section.
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Admission for Self-Harm by age and gender in IMD
decile 1
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Figure 7: HES self-harm admission data (number of episodes) for 10-24 year olds split by gender and
age in IMD decile 1

As previously noted, the figures above use an absolute value - the number of
episodes of self-harm. Although this can show which groups have the highest
number of episodes, and which are potentially increasing, they need to be
considered in relation to the proportion of CYP within IMD deciles, gender and age
bands.
Estimated self-harm rates
Mid-year estimates for populations from the Office of National Statistics (ONS) were
used to determine rates of self-harm. Population estimates from LSOAs in mid-2017
(ONS, 2017) were combined with the English Indices of Deprivation 2015-LSOA
Level (Ministry of Housing, Communities & Government, 2018) to estimate
populations for gender, age and IMD decile, from which self-harm rates by group
were derived.
Analysis by age and gender groups found non-significant increases in self-harm
rates from 2014/15 to 2017/18 (Figure 8).

26

Table 6: Estimated HES self-harm hospital admission data for 10-24 year olds split by age categories
and gender (per 100,000 population-calculated using population estimates for 10-24 year olds from
LLSOAs in mid-2017)

Age band

Gender

2014/15

2015/16

2016/17

2017/18

10-14

Female

516.4

390.8

307.0

530.4

Male

26.8

66.0

93.7

66.9

Female

1035.0

1384.8

1384.8

1414.0

Male

487.2

541.3

541.3

500.7

Female

834.8

753.6

1078.3

881.2

Male

381.0

508.0

486.9

508.0

15-19

20-24

15-19

20-24

Estimated rates of self-harm per 100,000 population
Male
Female
2017/18

Male

2016/17
Female

2015/16

10-14

2014/15
Male
Female
0
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1400
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Figure 8: Estimated HES self-harm hospital admission data for 10-24 year olds split by age categories
and gender (per 100,000 population-calculated using population estimates for 10-24 year olds from
LLSOAs in mid-2017)

Due to the relatively small numbers involved in these IMD deciles and that the data
consists of episodes (not patients), it is impossible to conclude if increases relate to
a greater number of CYP being admitted for self-harm, or if a small number of CYP
within those deciles had repeated admissions to hospital for self-harm.
Figure 9 below shows an estimated rate of admission for self-harm per 100,000
population by IMD decile. A linear trend line suggests that the differences in rates
between the most and least deprived may be widening. CYP living in the most
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deprived areas (IMD 1-5) were 1.9 times more likely (Relative Risk = 1.9, 95%
confidence intervals (1.2, 2.8), p<0.00) to be admitted to hospital for self-harm than
CYP in the least deprived (IMD 6-10) in 2017/18.
Estimated self-harm rates per 100,000 population,
2014/2015 to 2017/2018 for 10-24 year olds by IMD level
1000.0
900.0

per 100,000 population

800.0
700.0
600.0

2014/2015

500.0

2015/2016

400.0

2016/2017
2017/2018

300.0

Linear (2014/2015)

200.0

Linear (2017/2018)

100.0
0.0
IMD 1 IMD 2 IMD 3 IMD 4 IMD 5 IMD 6 IMD 7 IMD 8
to 10
Deprivation level

Figure 9: Estimated HES self-harm hospital admission data for 10-24 year olds split by IMD deciles
(per 100,000 population-calculated using population estimates for 10-24 year olds from LLSOAs in
mid-2017)

When split by IMD decile, there appears to be a statistically significant increase
when comparing 2014/2015 to 2017/2018, in the estimated rate of admissions for
self-harm in IMD decile 1 (most deprived) (Figure 10)4. The 95% confidence intervals
(as calculated using the PHE tool for rates) for the aforementioned years do not
overlap, indicating statistically significant differences. (See Appendix A for further
analysis of IMD decile 1 split by age group and year)

4

IMD deciles 8 to 10 were suppressed to avoid identification of CYP.
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Estimated rate per 100,000 population in IMD decile 1 (95%
confidence intervals)
2017/2018
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2015/2016

2014/2015

0
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800

1000

Approximated self-harm rate per 100,000 population
Figure 10: Estimated HES self-harm hospital admission data for IMD decile 1 (per 100,000
population-calculated using population estimates for 10-24 year olds from LLSOAs in mid-2017)

Further examination of groups within IMD decile1 indicated that 20-24 year old males
maybe driving this apparent trend. By comparing the 20-24 year old males estimated
self-harm admission rates from 2014/2015 to 2017/2018 (Figure 11), the difference
between rates in these two years appear to be of borderline significance, although
the 95% CI intervals are wide. Differences in self-harm rates across the period
2014/2015 to 2017/2018 within IMD decile 1 did not approach significance for other
gender or age groups.
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Estimated rate per 100,000 population in IMD 1 for 20-24
year old males
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Figure 11: Estimated HES self-harm hospital admission data for 20-24 year old males from IMD decile
1 (per 100,000 population-calculated using population estimates for 10-24 year olds from LLSOAs in
mid-2017)

Mental Health Services Referrals
Data regarding mental health service referrals was received from the MLCSU (Table
7). In analysing the data the following caveats (stated by the MLCSU) should be
considered:
•

Data received from provider trusts have not been quality assessed by the
MLCSU;

•

‘Any’ referral category may include patients who received a referral before or
after the admission for self-harm occurred;

•

‘Open’ referral relates to patients who were referred to Mental Health Services
before the admission for self-harm, and were discharged after the admission
occurred, or may include patients that have no record of being discharged
(where patients may have been discharged but not recorded, or, not yet
discharged from Mental Health Services); and,
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•

These figures may contain multiple referrals from the same patient.

Table 7: Number of Mental Health Referrals between 2014/15 and 2017/18 (percentages in brackets
are in relation to total admission numbers for self-harm) (MLCSU, 2019)

Admissions

Total admissions
Admissions
where NHS
number absent
Admissions
where patient
had any MH
referral
Admissions
where patient
had an open MH
referral

2014/15

2015/16

2016/17

2017/18

254

281

303

301

3
(1.2%)

2
(0.7%)

3
(1.0%)

2
(0.7%)

169
(66.5%)

222
(79.0%)

281
(92.7%)

284
(94.4%)

72
(28.3%)

103
(36.7%)

151
(49.8%)

198
(65.8%)

Data show an increase in both ‘any’ and ‘open’ mental health referrals from 2014/15
to 2017/18. The increase in ‘any’ mental health admissions might suggest that
patients are now more likely to be routinely referred, and/or, there is an increase in
patients being referred to mental health services before and after admission of selfharm. Moreover, a near three-fold increase in the number of patients with an ‘open’
referral, which show referrals made before an admission for self-harm, was observed
between 2014/15 and 2017/18. However, it is unclear if an increase results from
more patients being referred, or, if individual patients are receiving more referrals.
Admission Diagnosis
Figures 12 and 13 show the self-harm diagnosis split by gender from 2014/15 to
2016/17. They show that for both females and males the majority of CYP admitted to
hospital in Stoke-on-Trent have self-poisoned, but a higher percentage of males
have used a sharp object compared to females (11 vs. 8%); indeed, males are 1.5
times more likely to self-harm using a sharp object than females.
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Self-harm HES Admissions diagnoses for females 10-24
year olds from 2014/15 to 2017/18

3%

4% 3%
Painkillers

11%

Prescription drugs
Sharp object
Other drugs

8%
54%

Narcotics and hallucinogens
Unspecified
Other

17%

Figure 12: HES self-harm admission data for 10-24 year old females from 2014/15 to 2017/18 split by
diagnosis (MLCSU, 2018).

Self-harm HES Admissions diagnoses for males 10-24 year
olds from 2014/15 to 2017/18

2% 5%
6%
Painkillers
10%

Prescription drugs
46%

Sharp object
Other drugs

11%

Narcotics and hallucinogens
Unspecified
Other
20%

Figure 13: HES self-harm admission data for 10-24 year old males from 2014/15 to 2017/18 split by
diagnosis (MLCSU, 2018).
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Table 9 displays the percentages of diagnoses from 2014/15 to 2017/2018. There
are small variations over time, suggesting the cause of admission remains similar.
Table 9: HES self-harm admission data for 10-24 year olds, by diagnosis (MLCSU, 2018).

Cause of Admission

2014/15

%

2015/16

%

2016/17

%

2017/18

%

Intentional selfpoisoning by and
exposure to nonopioid
analgesics,
antipyretics and
antirheumatics

129

50.8

152

54.1

159

52.5

145

48.2

Intentional selfpoisoning by and
exposure to
antiepileptic, sedativehypnotic,
antiparkinsonism and
psychotropic drugs,
not elsewhere
classified

42

16.5

53

18.9

59

19.5

53

17.6

Intentional self-harm
by sharp object

21

8.3

24

8.5

29

9.6

31

10.3

Intentional selfpoisoning by and
exposure to other and
unspecified drugs,
medicaments and
biological substances

15

5.9

21

7.5

16

5.3

21

7.0

Intentional selfpoisoning by and
exposure to narcotics
and psychodysleptics
[hallucinogens], not
elsewhere classified

14

5.5

9

3.2

11

3.6

12

4.0

Intentional self-harm
by unspecified means

12

4.7

9

3.2

6

2.0

14

4.7

Other* Intentional
self-harm or selfpoisoning

21

8.3

13

4.6

23

7.6

25

8.3

Grand Total

254

281

303

301

* See Appendix B for diagnoses included in ‘Other’
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NICE Guidelines
In November 2011, four recommendations on the assessment of risk, special issues
for CYP and psychological, psychosocial and pharmacological interventions for
people aged 8 and over were replaced with recommendations from NICE’s longer
term management plan (Clinical guideline CG133) (NICE, 2018).
In September 2018, UHNM Trust data published online showed the count of finished
admission episodes (FAEs) for CYP under-18, by gender, and for external codes of
self-poisoning and self-harm from 1997/1998 to 2017/2018 (NHS Digital, 2018). Data
showed a 110% increase for females under the age of 18 between 2011-2012 and
2012-13; increasing from 50 FAEs to 105 with an external code of self-poisoning. An
increase of 100% was seen in the number of FAEs for under 18s males during the
same time scale and same external code. See Appendix C for table.
The changes to NICE guidelines for self-harm and children in 2011 meant that the
appropriate services are required to ensure follow-up care for CYP that have selfharmed. Although the changes in the guidelines in 2011 may explain an initial jump
in FAEs around 2011/2012 to 2012/2013 at UHNM, increases have continued.

A further limitation to note is the potential for errors and inconsistency in coding of
self-harm injuries.
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Summary of Quantitative Data
•

PHE data showed that Stoke-on-Trent had a significantly higher rate of
hospital admissions for self-harm in 15-19 year olds and 20-24 year olds
compared with national averages in 2016/17 and 2017/18.

•

Stoke-on-Trent also has a significantly higher rate of hospital admission of
self-harm harm in 15-19 year olds and 20-24 year olds compared with its
nearest statistical neighbours (in 2016/2017).

•

Analysis of data from the MLCSU (2018)5 suggests significant increases in
rates of hospital admission for self-harm in 10-24 year olds in the most
deprived decile (IMD decile 1), and in particular, for 20-24 year old males from
the most deprived neighbourhoods (IMD decile 1).

•

CYP from the most deprived 50% of neighbourhoods (IMD deciles 1-5) were
1.9 times more likely to be admitted to hospital than those from the least
deprived 50% of neighbourhoods (IMD 6-10) in 2017/2018. The difference in
rates between the most and least deprived appears to be widening.

•

No significant differences between types of self-harm by gender were found in
collated data from 2014/2015 to 2017/2018. However, males were 1.5 times
more likely (than females) to carry out acts of self-harm using sharp objects
that resulted in hospital admission.

•

There was a three-fold increase in the number of ‘open’ referrals to Mental
Health Services from 2014/15 to 2017/18. The extent to which this reflects a
higher number of individuals or increased repeat referrals is unclear.

5

Caution needs to be taken when interpreting these estimated rates due to the small numbers

involved in subgroup analysis (e.g., by age group, decile).
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3. Consultation with Professionals
Workshops with a variety of professionals explored their experiences and
perspectives of interacting with CYP who had self-harmed. The organisations and
roles represented at the workshops included:
▪

Child and Adolescent Mental Health Service (CAMHS)

▪

Diamond Families (wellbeing provision provider)

▪

Primary School Teacher and Special Educational Needs Co-ordinator

▪

Mental Health Nurse for the NHS

▪

Changes

Workshops took place during events held locally as part of the Mental Health and
School Services Link Programme of the Anna Freud National Centre for Children
and Families (June – July 2018). CHAD led two workshops, information from which
form much of the basis of this section. A further two workshops were facilitated by
members of Stoke-on-Trent City Council/Anna Freud. All workshops involved
discussion around three broad questions: What is self-harm? Why do young people
self-harm? What is needed to address this growing problem in Stoke-on-Trent?
Below are views of professionals involved in the workshop sessions.
What is self-harm?
The workshops illustrated the need for greater clarity in the definition of self-harm.
Furthermore, the professionals stated that presentations of self-harm vary for
different ages and gender. This concurs with the varied definitions used in the
literature and by relevant organisations.
Professionals spoke about the variety of behaviours and acts that CYP they worked
with had undertaken and the need for a clearer definition:
“The type of self-harm varies enormously; biting, head-banging, attempted
ligature, overdose and suicide threats” and “in adolescence piercings and
tattoos (seen) as a form of self-harm.”
“Different methods and different responses. Boys punch walls, ligaturing and
men self-harm with strangulation.”
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“I see eating disorders as forms of self-harm too.”
“Dragging object on to skin to make smiling faces ‘smileys’.”
“Hair/teeth pulling.”
“Presentation in primary school could be e.g. scratching, pulling hair, head
butting.”
“Aerosol burning.”
“Some pick at old cuts to re-open them.”
“Anger when coping with autism.”
“Risk taking behaviours lead to legal high substances used by CYP.”
“Many forms of self-harm from suicide to showing/not showing self-harm.”
What are the main reasons for CYP self-harming?
The professionals all agreed that self-harm was a way for CYP to communicate and
take some form of control in their lives. However, the consensus was that the
reasons why a CYP self-harms are complex:
“One big error is the oversimplification of self-harm, as if it’s like cancer to cut
out. But it is much more complex. Early life, development, lifestyle, economic
position etc. have an effect.”
The literature review above discusses a number of factors that can impact on CYP
self-harming. Cyberbullying, sleep and abuse were identified in the literature but
were not explicitly discussed by the professionals as factors in Stoke-on-Trent.
The following were factors considered by the professionals as reasons why CYP in
Stoke-on-Trent self-harm. They correspond with those found in the literature review
above and are classified as such, illustrated with relevant quotations.
Socio-economic status (SES)
“More deprivation in Stoke-on-Trent the more deprived the greater the need.
Confusion around emotional health and serious mental health.”
“Socioeconomic factors not necessarily a trigger.”
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Internet
“Social media impacts/facilitates county lines and exploitations in CYP cases.”
“Online there’s go cut yourself pages.”
“Images of self-harm shared.”
Relationships
“Something immediate, falling out, break down of relationships. Context of
something broader.”
“Lack of male role models. Know it’s stereotyping, but if they don’t have the
male link.”
“CYP don’t have communication techniques, support network, positive peers,
don’t have alternate outlet.”
“Another CYP stated the last time a person had really hurt them and so they
chose to hurt themselves instead, control.”
“Families struggling to cope with high levels of distress.”
“Goaded by people.”
“A group of people have told them to self-harm.”
“Abandonment from parents coupled with other factors.”
Subcultures and Sense of belonging
“Young people see it as a thingy to try. Seems to be some CYP see status
about it. Get irritated about other CYP that self-harm. One-up man ship.
‘When I see other girls self-harm, I want to do it. I want to do better’.”
“Difficult to experience other people getting lots of care. Get attention from
self-harm.”
“CYP can meet people who are very similar. Nice experience as a human to
connect but then has to give it up. Self-harm is a part of it.”
“Gang culture. Initiation can be self-harm acts.”
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Psychological factors
“A mindful activity where nothing else matters in that moment.”
“Self-harm is a mindful activity. CYP focus so intently when self-harming, so a
break from it all.”
“CYP commented they don’t self-harm because they want to die but to feel
alive-feel the pain when can not or don’t want to feel other emotions or are
unable to understand CYP own emotions.”
“Haven’t had a positive sense of self-worth.”
“High levels of stress, not supported by family, psychological factors.”
“The self-harm pain can be easier to go back to and identify for CYP.”
“Superficial cuts/ligatures happen from over emotional CYP needing help with
emotional recognitions/alternative strategies rather than self-harm
behaviours.”
“Self-harm for control over their lives.”
“Gives them an excuse. If they were well they would have to face up to
things.”
“Feel shame, guilt, punish themselves, cathartic release.”
“Done to blot out negative emotion, low self-esteem.”
“Poor emotional literacy; unable to describe feelings.”
“Lack of development in emotional abilities can lead to self-harm and other
risky behaviours.”
Mental Health Services
“Connectedness in Mental Health Units. CYP can meet people who are very
similar. Nice experience as a human to connect but then has to give it up.
Self-harm is apart of it.”
“A&E referrals lead to fast track emergency to CAMHS.”
“Professional sites are under-resourced.”
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Mental Health diagnosis
“Relationship with mental health. Feel mental health is a part of their identity”
“Classifying terms of mental health-scale movement/continuum. My job is to
decide where the CYP falls in the classifying area.”
School
Another reason identified by the professionals was the response of schools to CYP
that are thinking about or have self-harmed and pressure to succeed at school. This
was not widely found within the literature as a key factor why CYP self-harm. Below
are the thoughts of the professionals on why schools are a factor:
“School age CYP struggle with when it is okay to discuss self-harm.
Professional opinion is to discuss self-harm and be vocal to be able to seek
help/be open about what is happening. School’s take is not to discuss selfharm within school. It causes confusion for when it is appropriate to discuss
self-harm and when it is not, leads to upset about the openness of self-harm.”
“Different responses are given to different settings (schools etc.) to CYP who
makes a self-harm claim.”
“Children have too high expectations of themselves-under pressure to
achieve.”

Hospitalisation rates of self-harm in Stoke-on-Trent
Professionals were informed of the recent increase in the rate of hospital admissions
for 15-19 year olds that self-harm. Professionals confirmed that this this was
reflected in their experiences and that it was occurring at a younger age:
“Increase across the board in adolescent years for self-harm. Young kids
more hair pulling and head banging.”
“Increasing year on year, possibly as CYP have less coping strategies and
more pressures at school.”
“Starting younger, common at Secondary School and now at Primary School.”

40

“Adolescent behaviours more prominent in A&E. Younger CYP tend to be
more subliminal behaviours.”
“Agreed and from a much younger age. SATs exams are more focussed on
high achievements in recent years. Seen 8 year old with anxiety/panic attacks
which can lead to self-harm behaviours.”
“Parents say he’s going to kill himself, said it at 7. Parents worried.”
Deprivation in Stoke-on-Trent was regarded as contributing to self-harm in CYP (see
above). Additionally, professionals considered it a factor in possibly increasing
hospital admission rates:
“More prevalence for self-harm occurring now compared to last 10-15 years.
Poverty has an impact.”
“Money, economics.”
“Deprived area and/or dysfunctional home, CYP not able to form secure
attachment. No time or effort given to CYP from parents/families undermined
with comments of ‘what have you got to be sad about?’. Then CYP seek
likeminded information/people. Suicide online/YouTube.”
As the literature suggests, the factors involved in CYP self-harming tend not to work
in isolation. For CYP in Stoke-on-Trent, professionals felt that online sites and social
media can have an impact:
“Using online presence as a way to be seen/communicate with the world.”
“They need to be seen/via social media.”
“Deep cut self-harm sites where people share experiences on how far they
can go with out needing to access emergency medical care. But sites target
self-harm because of a lack of self-esteem.”
“CYP have used social media to lose weight on anorexia sites.”
The majority of professionals worked in settings with contact with CYP with a variety
of mental health and special educational needs. The following shows professionals’
concerns surrounding certain mental health or educational conditions and the
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resulting support available. As found in the literature review, ASD in particular was
linked to a high prevalence of self-injury:
“More complex cases from Autism Spectrum Disorder (ASD), mental health
risks with risks and reconstructed family life.”
“ASD prevalence increasing, not sure if more reported case of CYP diagnosis
seeking.”
“Hate labels but need to be labelled get support/access to services.”
In line with research, it was acknowledged that there is an increased need and
demand for mental health services. Comments alluded to the fact that, within Stokeon-Trent, widespread deprivation and cuts to support services have resulted in a lack
of support. Furthermore, professionals were concerned about making mistakes and
being criticised:
“So many young people who are struggling to cope and professional sites are
under-resourced.”
“CYP not feeling safe or listened to leads to self-harm (safe guarding). Multiagency involvement benefits CYP. Professional need to have a greater
background experience and have a voice to be heard in the system, as even
professional’s opinion can be overlooked/not heard.”
“Perspective is that CAMHS only respond to self-harm. Wonder how that
feeds in. Can call for a range of reasons. Heard that parents seriously think
we only respond to self-harm.”
“Anxiety and self-harm, services criticised, didn’t get it right, get defensive. If
people were more confident to look at factors. I have lots of staff feeling
unconfident about self-harm. Anxiety about getting it wrong. CAMHS a clunky
mechanical system. Very anxious about getting it wrong.”
“Many of the services being cut- Health Visiting, Children’s Centres, Primary
Mental Health workers are key to supporting CYP’s emotional wellbeing.”
“What is a problem is that those who already self-harm, support is not
available. Intense therapy is needed but resources are strained. Everyone
gets a little bit.”
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What has been the impact on services and care of self-harm in Stoke-on-Trent?
An increase in hospital admissions for CYP that self-harm will undoubtedly have a
bearing on services and care. Professionals discussed the impact on the provision of
care from self-harm services:
“Before my time, priority team that were on call had days that they didn’t have
a call out. Ultimately it has ramped up, 2/3 everyday now. Much bigger
concern. Different for hospitals-pressure on beds. Increase in use from a
mental health point of view.”
“People are surprised at the response. Not as robust as they thought.”
“As an in-patient, CYP can still be self-harming when discharged. Threshold
has changed. See an escalation.”
How could we address levels of self-harm in Stoke-on-Trent?
General ideas to help reduce rate of self-harm included:
“Listen-to the young people, parents and the clinicians.”
“Need experienced staff in services who are listened to outside of their
services.”
“There could be a walk-in centre, but it wouldn’t be enough.”
“Communication is key!”
“All settings need a dedicated, supervised named person that CYP can talk
to.”
“There could be an information leaflet-what to do if you notice signs of selfharm.”
Professionals discussed whose role it should be to work with self-harming CYP;
professionals expressed a belief that it needs to be multidisciplinary. This
corresponds with calls in the related literature for interventions using a collaborative
approach, provided at all levels of the ‘iceberg’:
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“It’s everyone’s business, but particularly social care as many of the perceived
causal factors are social.”
“Where do we see the CYP fitting? Usually falls in to mental health and
actually it can have social health links. So really needs a multi-disciplinary
team involvement for self-harm and CYP.”
“Multidisciplinary services needed. Services under one roof, e.g. health, youth
services, offending…”
Another suggestion identified in the review above was the dissemination of
evidence-based information and training to CYP and parents. The professionals
proposed a similar idea: to provide training to educate professionals, peers and
parents:
“Young people get educated about sex, drugs/alcohol…why not parenting?
How to be a good parents…”
“Changes looking at interest in beginning a course-CAMHS Tier 1 for parents
of CYP. This is great, but again is a non-statutory organisation being
stretched to do something that should be set out at a higher, more strategic
level of a statutory organisation.”
“Need to cascade the training to all professionals.”
“Support/supervision for teachers dealing with the situation they encounter.”
“Peer support/mentoring. Currently examples of experts by experience
informing the strategic level of organisations but needs to be hands on the
ground too and supporting young people directly.”
Professionals also suggested bringing mental health services into schools and the
subsequent benefits or difficulties:
“For services that do come into school, a reduction in ‘do not attends’ and
feeling of support and guidance for teaching staff.”
“Bringing professionals in. CAMHS is away, isolated. Feels like you have to
send out mountain rescue to get to the top of the CAMHS mountain.”
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“CAMHS/LA need to be clear on expectations and roles of each
area/organisation (include in strategy). At present every school does things
differently, some struggle, some buy in support. Can we get to a point where
we all do the same?”
“Having CAMHS on site as reassurance would be great.”
Much research highlights the important role for schools in mental health provision;
the professionals echoed this:
“Schools a good forum for preventative strategies but difficult for CYP to focus
on emotions though. Under enough strain already.”
“Parents have no responsibility anymore and needs of children vary. Help at
schools not bespoke enough to truly help. Government needs to step in.”
“Difficult in large classes and without a system to help them.”
“Could be transferred to school but no on is trained there.”
“Counsellors deliver PHSE sessions.”
“1st level response would be pastoral support-working with the family.”
“Schools have a history and observation to potentially help.”
“Only good for teachers with small classes. System is stressed. Lucky if CYP
know their teachers.”
“It doesn’t have to fall to teachers, plenty of other staff members available to
make a forum.”
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Summary of consultation with professionals
•

The workshops illustrated that the definition of self-harm needs to be clearer
for everyone.

•

The presentations of self-harm can be different for different age and
gender groups.

•

Self-harm needs to be distinguished from behaviours that result from
developmental disorders, such as Autistic Spectrum Disorder (ASD).

•

Self-harm was a way for young people to communicate and take some form
of control in their lives.

•

Recent increase in hospital admissions for 15 to 19-year olds was viewed as
a potential result of young people using the experience as a chance to escape
from a situation (e.g., at home, with friends or at school).

•

Young people and parents may perceive self-harm as a quicker route to
access CAMHS.

•

Increased pressure from both exams and home, together with young people
having fewer coping strategies and less resilience were discussed as reasons
for increased rates of hospital admissions for self-harm.

•

Strategies for reducing self-harm in Stoke-on-Trent included: developing the
role of schools in providing mental health support; all support taking a
multidisciplinary approach; and, educating parents, professionals and peers.
Potential difficulties of these strategies were also discussed.
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4. Interviews with Young People
Data collection
Semi structured interviews were completed with four young females aged between
19 and 24 years. The inclusion criteria included: aged between 18 and 24 years;
currently accessing support through a support/wellbeing service; able to provide
consent to take part; English speaking; live in Stoke-on-Trent; and experience of
self-harm. Data collection took place in May 2019 through one-to-one face-to-face
interviews held at the relevant support service venue.
Recruitment
Three relevant local support services agreed to facilitate recruitment of participants.
Participants were purposively recruited by the three services. Despite a target
sample size of 10, only four interviews were conducted.
Data analysis
All interviews were audio-recorded and transcribed verbatim. Data analysis involved:
immersion and familiarisation, organising the data, and identifying key categories
and concepts (Clark and Emmel, 2010). Our process followed Braun and Clarke’s
(2006) phases of thematic analysis and focused on identifying patterns of meaning
(themes) across the dataset. Specifically, this involved: transcription and
familiarisation with the data, coding the data in a systematic way, searching for and
reviewing themes, defining and naming themes, and producing the write up. Two
researchers were involved throughout analysis, to limit any potential bias in
reporting.
Ethics
Full ethical approval for the interviews was granted by the University of
Staffordshire’s Ethics Committee. All participants were provided with an information
sheet and written informed consent was obtained before they took part in the
research.
Given the sensitive nature of the topic, procedures for interviews (including action in
the case of an adverse event) were agreed with each service prior to data collection
(and approved by the Ethics Committee). Interviews took place at the support
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service the participant was recruited through, and with someone available during and
afterwards, should they become distressed/require further support.
To capture any changes in emotional wellbeing as a result of speaking to the
researcher (and to explore whether a follow up was required), participants were
asked to complete a visual analogue scale to rate how they were feeling at the
beginning and end of the interview. This followed a study by Wadman et al. (2017) to
gauge whether participants experienced a change in wellbeing by taking part in an
interview about self-harm. Participants marked on a scale of 0-10 how they felt, from
0 (labelled with an unhappy face) to 10 (labelled with a happy face).
To protect the identities of participants, all names and other identifying features were
removed and do not appear in any quotes within this report. We have deliberately
not labelled the quotations with the participant identifiers in case, when considered
together, they could reveal participant identities.
Participant characteristics
The following presents the findings from interviews with four females aged between
19 and 24 years recruited from across the three support services involved. Three
participants were classed as of White-British ethnicity, and one Pakistani-British.
Three participants had experience of being admitted to psychiatric hospitals related
to their wider mental health, including self-harm (and eating issues as part of this),
and suicide attempts. One also spoke about visiting A&E multiple times
(approximately ten). For one participant, there had never been any involvement with
‘medical professionals’ or hospitals. All were currently engaged with support services
(outside of the NHS/statutory organisations) related to wider mental health or selfharm specifically. Thus, participants had experience of trying to make sense of their
self-harm experiences and talking about these experiences with (at least a few) other
people. In addition, three participants had experience of attempting suicide, whilst
one had thought about and planned it, but not carried it out.
Emotional wellbeing rating scale
All participants reported that their emotional wellbeing had increased by the end of
the interview (Table 10).
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Table 10: Pre and Post - Emotional wellbeing scores

Pre

Post

Explanation

7.6

8

Increase - from talking about it, want to make a difference

8

9.2

Increase - because talking about it - it's OK not to be OK

2

5

Increase - because speaking about it

2

3

Increase - because talking about it and feeling validated

Findings from qualitative interviews

Findings are presented in three sections:
1. Participants personal experiences around self-harm, including reasons linked
to their self-harm, associated ‘life experiences’ that include relationships with
others, and current experiences and strategies for self-harm ‘management’
2. Participant views and experiences related to professional support – and
mainly from health professionals – and hospitalisation
3. Participant views on children and young people’s self-harm more generally,
including recommendations for improving the situation for children and young
people who are self-harming, or who may do so in the future.

1. Participants’ stories about their own self-harm

This first section will follow a life trajectory approach to delineate events and
situations that may arise at different chronological, developmental, educational and
societal stages. It is acknowledged that this is based on participants’ recollections
and interpretations of past events – we are interested in how they make sense of
these experiences and how they contextualise them within their wider lives.
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Experiences in early life (pre-adolescence)
For three of the participants, adverse experiences in childhood were talked about as
a key aspect of their self-harm and wider mental health issues.
This early period was framed in a chaotic lifestyle and experiencing adverse
outcomes such as neglect, physical abuse, parental criminality (including a mother
involved in sex work), abusive relationships (including sexual grooming), and
parental substance abuse.
“I think it was more family problems because my mum used to have loads
of people round and it used to be a bit chaotic and I was quite a shy child.
I just used to sit in a corner and colour in”
“I know my mum was a prostitute and that was one of the issues that
started it all off with Social Services because I used to go with her when I
was a baby. They (parents) fractured my skull because they were
abusive towards me as well. And eventually my mum was like OK I don’t
want her. You can go with your Nan. And that was it.”
“My dad was obviously an alcoholic so I watched him self-medicate, a
form of self-harm, pour alcohol down his throat every evening, like that is
something I saw on a regular basis. So that is…a learnt behaviour from
pre-teen”

Two of these participants indicated problematic relationships with family, and
particularly with their mothers, at a young age. Subsequently, both described feeling
abandoned by their mothers, between the ages of six and eight. This resulted in
them living with other family members (dad, and grandparents) and also being
separated from their siblings in the process. By the age of 14, one had gone into
care.
“Well just after my mum left, we were in the house on our own because
she just upped and left. Like there was no prior warning but that was when
my Nan came round on that particular day for some reason and found us.”
“I was about 3 and I feel like between the ages of 3 to about 6ish it was
all, I guess, building up because I didn’t really understand. I was a bit like,
OK I know my mum wasn’t great and my dad wasn’t great. But I had
suddenly been given up and I am living with my grandparents and I was
like, ‘what’?”
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In a direct response to her mother leaving, one participant described trying to drown
herself in the toilet, which led to her first experience of going to hospital:
“I don’t remember much about that day, but I remember that was the first
time they took me into hospital because I tried to drown myself in the
toilet”

Unrecognised self-harm behaviour
Both of these participants discussed early behaviours, which they did not necessarily
consider self-harm at the time, but in hindsight described them as such. They
included flicking elastic bands, which resulted in bruising; biting fingers and grazing
skin; and pulling out hair. One participant discussed confusion around her feelings
and reasons why she was self-harming at the time, citing possible influences of the
relationship with her parents and the situation in which she found herself at a young
age:
“I was about six… I didn’t realise what I was doing. It was like to hurt
myself, but I would not have labelled it as self-harm…. I would not have
classed it at the time, was more like pulling my own hair out and that is
what I was doing, but I was really ashamed about it. I was like ... my hair
is falling out. That is all it is, I just didn’t want anybody to know. I am not
100% sure what I was feeling like, I was just stressed and angry that I
didn’t understand.”

At the time, her grandparents took her to the GP about the hair loss and she was
prescribed a cream. She described embarrassment and shame around this, and not
wanting to tell anyone what was really happening. Moreover, the participant noted
that no-one tried to probe any deeper to ascertain whether anything else was going
on for her at that time.
For the third participant mentioned in this section, whilst self-harm behaviours did not
begin as early as the other two, it was clear she felt her experiences in childhood
had contributed to her later self-harming behaviours and mental health more
generally:
“I had a lot of childhood, sort of big events that definitely shaped my
personality. So before the age of 5, I was involved with someone who
later became known as a sort of sex offender, specifically with young
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children…And I know that he sort of groomed me but I have no memories
attached to him that are negative, I only have positive memories.”

The ‘classic’ age of self-harm: adolescence

Ages and types – the ‘how’
All participants discussed self-harming during adolescence, between the ages of 11
to 16. For two participants, this was when they considered that their self-harm
behaviours started; again, both described events and relationships within their
families as important factors:
“I was having problems at home. You are 15/16, you don’t like being told
what to do, being bossed about and all that. Just like every other normal
teenage girl. But me and my mum were butting heads quite a lot and it
kind of got to a point where I broke, and I crumbled”
“I was probably 14 or 15 and I used a ... it was just after my Grandmother
died and I used a letter opener. Like one of those old fashioned knife type
letter openers, that was really, really blunt. And I basically just scratched
my skin, sort of all of my wrists on both sides, until they bled.”

Self-harming by cutting was most commonly mentioned and carried out by all
participants. They used scissors or razors to cut wrists, arms, legs and stomachs or
a combination. Other forms included, burning, bruising and biting, self-neglect and
consistently taking over the recommended dosage of paracetamol. Three of the
participants also talked about issues related to eating as a form of self-harm, as
described more below.
“So it started with the classic sort of cut wrists like I had seen in the
movies and on warning posters and self-harm just in general. So it
started there and then I moved on to punching, hitting, scratching, like
physically hitting myself.”
“Self-harm through neglect. I didn’t wash, I didn’t shower, I didn’t brush
my teeth. I put my school shirt on over the top of my pyjamas. I took my
shirt off and then had my pyjamas on underneath every day. Every day,
because I did not want to leave the house. I didn’t open the curtains in my
bedroom. I sat in the dark constantly. I was just not looking after myself.”
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The above examples highlight the types and changes in severity of self-harm
methods participants used, and suggests that imagery of self-harm had influenced
some self-harm behaviour. One participant acknowledged that she had actively
researched types and examples of self-harm:
“And it started with just the cutting, I think, maybe two years after that, it
became other stuff like the bruising. I don’t know. I think it was like, it is
just not doing it for me, so I have got to try something else. I was like,
researched it, like what self-harm was and I was like, oh OK, so people
bruise themselves sometimes, maybe I should try that. That could
work…. On the NHS website.”

For this participant, there was a sense that her previous form of self-harm was no
longer having the desired effect. This was echoed by another participant who
described her behaviours as escalating from using an elastic band to cutting during
this time of life:
“I think at the time it was just, the elastic band wasn’t enough in terms of
the like controlling it”
Other participants made deliberations around different ‘forms’ of self-harm that were
not always considered self-harm at the time, similar to those unrecognised self-harm
behaviours at a young age. For some of these young women, problems with eating
and food were considered a form of self-harm that they were continuing to deal with.
“People seem to think there is just self-harming is just cutting, pinching
yourself, scratching yourself. Not eating, starving yourself ... that is a form
of self-harm in itself because you are mutilating your body and that is what
self-harm is, it is self-mutilation.”
“I would, in hindsight I would class that as self-harm. Because it is
denying myself food”

Self-harm as distinct from suicide attempts
As discussed in the literature review, self-harm is a known risk factor for suicide.
During the interviews, all four participants described a clear distinction between selfharm and suicide attempts, with the reasons behind each also relatively distinct.
Three of the participants talked about previous suicide attempts, whilst the other had
thought about it and planned it out but not gone through with it for spiritual reasons
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related to after-life. It was often framed that self-harm methods were not considered
the ‘way they would want to die’ as the quotes below from across the sample show:
“Yes because everyone is always like oh you are cutting yourself to kill
yourself, or whatever. I am like, no it is different. To me it is different, other
people not.”
“I never did it so deep to kill myself because that is not how I thought I
would do it (suicide). And it hurt as well, so I thought I don’t want to go in
too deep because it will hurt really bad.. So that suicide thing with the
self-harm never occurred to me.”
“I used to think of them (suicide and self-harm) as separate because, it
sounds dead weird, the cutting was like not the way I wanted to go if I was
to go, so they were separate things.”
“... My suicide attempts and my self-harm are always completely separate.
It was never self-harm gone wrong. It was always completely intentional.”

Making sense of their self-harm – the ‘why’
The reasons why an individual self-harms are often specific to that person and
difficult to unpick from a multitude of factors and situations that can occur in life.
Participants’ responses suggested a lack of understanding around why they were
self-harming at that time. The use of vague and generic language in explaining why
they self-harmed further suggests confusion and difficulty in explaining their selfharm behaviours. In that, an isolated event or situation could not explain their
behaviour, and within the moment, their mood could influence actions.
“It was like the same as when I was a kid, it was like I didn’t understand at
the time that I was self-harming. I didn’t even know what I was doing, I
don’t know why. I don’t even remember what went through my head
when I was like, when I cut myself. I don’t even know how I thought about
that”
“There is nothing I could really say that goes through my head, that I can’t
pick anything out. It is just, I am in a mood for that, and I am in a mood for
a particular place as well. Literally I don’t know…..It can be just that my
mood has just gone down and there has not even been a trigger for it, and
it is just like yes, I need to do that.”
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Mental health
During the interviews and particularly in discussions about how they were feeling
before they self-harmed, issues related to mental health, including depression,
anxiety, “feeling sad” and “feeling bad” were described.
“I was just depressed. I was so unhappy. That’s the way I can describe
it…I didn’t know how to handle stress, I didn’t know how to handle
negative emotions and when I was 15/16 that is the first thing that came to
mind, don’t tell anyone how you feel, they aren’t going to care, just do this”

“Interviewer: How were you feeling before then?”
Participant: “Before I self-harm? Bad. Just like, not even like suicidal or
anything like that. It is just I am sad, and it doesn’t have to be like
something has happened. It can be just that my mood has just gone down
and there has not even been a trigger for it, and it is just like, yes I need to
do that”

“That is when (after grandmother’s death) my sort of depression and selfharm and all this kind of thing was ... begun because I kept thinking to
myself, I wasn’t done yet, I wasn’t done with you yet. I am one of the
youngest of her grandchildren… so I was like, you have got to see all the
others grow up. Why didn’t you want to see me, and that kind of thing.”

It was also clear that some participants had issues around self-esteem and
confidence in themselves and their appearance. This resulted in participants selfharming due to a sense of ‘deserving’ the pain that self-harming brought or feeling
their body was ugly and that they should “make it uglier with these cuts on my arms
or whatever it is”.
“It is either the pain in my head that I need to see it somewhere or I
deserve to be in pain. I have done something horrible, I am a horrible
person. I am awful, I deserve whatever self-harm I give myself”
“At that time as well I wasn’t happy with how I looked. My physical
appearance, I was not happy with it and self-esteem and self-confidence
just took a huge tumble and I think at the same time, I thought my body
was ugly.”
“I had a basis of you are undeserving, you are this, you are that but
rubbish you are useless, you need a basis of that to self-harm.”
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Sense of control and ‘addiction’
Three individuals discussed self-harming, including over or under eating, to gain
some sort of perceived control, where mental health and emotional difficulties could
manifest into self-harm behaviours. These considerations around ‘control’ could
appear, to a degree, contradictory compared to subsequent explanations and
reasons given around why they self-harmed. They discussed that this attempt to
exert ‘control’ could then manifest into an addiction, likening the effect of selfharming to a ‘release’ similar to drugs. It appears that although initially self-harm was
used to help control feelings or to feel in control, the act of self-harm could result in a
lack of control; participants found it difficult to stop and/or needed to pursue more
extreme forms to achieve the desired effect.
“I think it was the controlling part of it. You can control when you do it and
when you are not doing it.”
“Like I wouldn’t eat or I would over eat. But I think that was more to do
with the control as well. Cause I haven’t been able to get out of that habit,
because it is quite a stuck habit.”
“It kind of got to a point where it became sort of an addiction… if I didn’t
do it, I would be oh no no. I would get dead anxious and I would get like
oh no I need to do it... it was like a drug but with a temporary release.”

One participant framed her self-harm behaviours until recently (which is explored
later, and is something she was still trying to make sense of herself) as being well
controlled, which she contrasted with her suicide attempts, when she described not
being in control:
“I need to do the self-harming and I have enough self control to know what
my body can deal with. So I will not cut any deeper than sort of surface,
like things that will make my brain feel better but my body isn’t like in
serious danger and I need to do that. And I knew how to do that. I didn’t
ever want to go any further. And that was actually, I am not saying it is
healthy but it is not dangerous and as a coping mechanism, on the way to
better forms of coping mechanisms, that is OK.”

Relationships
Relationships appeared important for participants during early life. As in the
discussion above regarding early chaotic life experiences, participants also talked

56

about adverse experiences during their adolescence and at the time they were selfharming. Two individuals spoke of adverse experiences during adolescence that
included: previous abusive relationships; separation/divorce of parents; dealing with
bereavement; an alcoholic parent; and, entering the care system at 14. There was a
sense that these experiences had influenced and shaped future behaviours.
“It is because I went into care (that she lives alone). You see I eventually
went into care when I was like 14ish and obviously when you turn 16, it is
always, you have got to live, sort of on your own, but people check on
you. Then when you turn 18, then you have to be on your own.”

Relationships with peers
During this stage of life, relationships with peers appeared important, and could be
described as variable, with some participants struggling to confide in friends due to
worries about trust and confidentiality. Participants acknowledged that it was difficult
for some friends to know what to do or how they could tangibly help.
Consequently, the experience of self-harming, for some participants, led to losing
friends or feeling unable to share their experiences; worries around being judged by
their peers and stigma appeared to create barriers. For one participant, when aged
around 13, her best friend noticed the cuts on the participants’ arms; the friend told
her mum who then informed the participants’ grandparents and then it came out at
school as well:
“It was like as soon as it (self-harming) came out, it was like, as soon as
they came out, everybody knew and then I lost everybody, like I didn’t
have any friends anymore.”
“If you told a friend you were going through something like this and you
got into an argument, this person would most likely go up and gossip
about you to somebody else. You know what I mean, that is why I don’t
think a lot of young girls or young boys even really talk about it.”
“I definitely thought doing this (self-harm) is a lot easier than talking to
someone”.
“I have had incidences before where I spoke to somebody and they were
like, they felt bad because they can’t do anything, they physically can’t do
anything other than listen.”
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“He (friend) didn’t have a clue how to actually help. He was just stabbing
in the dark and hoping it would work. And sometimes it did, but like, it ... at
the same time it’s not ... it wasn’t ever going to stop the behaviour.”

One participant described distancing herself from her school friends, because she
thought that no-one would understand how she was feeling or what she was doing.
She explained that she later found out one of her best friends was going through
similar experiences at the time, but they never realised or spoke to each other about
it:
“You didn’t realise, no, like when you are in that sort of mind space, you
think it is just you. You think nobody else could possibly feel your
feelings.”

Again, a sense of loneliness and isolation in what they were going through ran
through participants’ accounts. For one individual, bullying was described as a
trigger for her starting to cut herself at High School (as opposed to the methods of
self-harm she had previously used). In addition, for two participants, bullying
occurred at the same time as they were self-harming. As the following quote from
another individual illustrates, bullying was one aspect of the bigger picture of their
lives that contributed to them self-harming:
“Around about that time I was like being bullied or ... I always remember
the first day as well. I don’t remember the exact trigger; I just know I was
really unhappy at high school…Then people were just saying so much
horrible things... Generic stuff like you are fat, you are ugly, that stuff and
everyone always knew that I grew up with my grandparents and they were
always like, your parents never wanted you and that was always the thing
that hurt the most. I was always like, yes I know I am fat, I have been fat
since I was a kid. But the parents stuff, no. I could not deal with shit like
that.”

Relationships with schools and educational professionals
Experiences around bullying were related to relationships with educational
professionals at schools. Some participants felt that teachers and school staff were
not dealing with bullying seriously enough when initially informed about it. One
individual felt that she had been labelled by the school as an ‘attention seeker’ for
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self-harming after explaining that bullying had contributed to her self-harm
behaviours. She felt that she had been punished, while the bullies got away with it:
“All she (Behavioural Manager) said was, she (the participant) is just
attention seeking but we know those people bully other people too. So it
was a bit, OK, sure. Then that was all that happened. Like they didn’t do
anything else, the school didn’t do anything else.”

This participant also attended a pupil referral unit (PRU) after being hospitalised.
This change of school was framed as another punishment; the participant had a love
for learning, which she felt she unable to follow at the PRU so she returned to a
mainstream school:
“I was in a few hospitals but then I went to, you know (xxx), it’s like a
behavioural school. I went to there. I hated that so I came back. .. it
wasn’t like a proper school, like I love learning, I do like my classes, it is
just the people. Like I want to actually be taught but when you are like at
(xxx), it was like I was kid. I feel like they thought I was thick….. I am not.
I want to learn. So I came back.”

Another participant described the school as “nosey buggers” for getting involved; she
recalls they sent her for one counselling session, which made her feel worse:
“They (the school) said we will get you some counselling and everything
like that and it made me feel worse because they only came in for one
session and then that was it, I never saw them again. And if anything…I
thought, they were supposed to make me feel better, you made me feel
even worse and it made me want to do it even more…and I thought tis is
what it’s come to, I can’t turn to anyone, I can’t talk to anyone about
anything”

Overall, participants’ experiences of how their self-harm was managed by schools
varied. Two participants, with hindsight, acknowledged that there had been concern
from teachers at school. For one though, it was never discussed directly with her:
“Now I look back there probably was teachers or people that I knew of,
that were giving me little hints and tips on how to cope but I didn’t take
them”
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The other described her unease at “feeling watched” and not recognising that as
them being concerned or offering to help:
“Teachers and people that were in a care and pastoral caring role, they
were also watching you but they are trying to watch to make sure you are
OK. But at that point you just feel watched, you don’t feel looked after
because everybody is, sort of ... like the teacher that doesn’t actually
teach you, that is just a science teacher that sees you every so often in
the corridor, they are still watching you because they care but you aren’t
seeing the care because you have no emotional connection to them.”

She went on to explain how she interpreted their input as “being told off”:
“There were many times over my school years where I was pulled into a
small room, an office with varying teachers that were going, what’s
happening, is there something going on. But because I was a reasonably
good kid, I never ... I immediately associated, I am being pulled into a
room by a teacher as, you are being told off.”

This participant described, when aged 16, her school arranging for her to go off-site
for counselling and they agreed not to tell her parents about it.
Relationships with family
As mentioned previously, relationships with family appeared important in
adolescence as well as early life. Whilst two participants recalled problematic
relationships with their mothers during childhood, all participants discussed problems
with caregivers during the period of adolescence. Some related to a sense of feeling
unable to talk to caregivers or unable to gain attention from them; others discussed
conflict within the relationships and ‘butting heads’ with their caregivers. One
individual had lived with her grandparents after her mother abandoned her and
although she recognised what they had done to help, her experience with each
grandparent was mixed. Overall, there was a sense that participants, for whatever
reason, found it difficult to communicate with their caregivers at this period in their
lives. To an extent, this was framed as ‘normal’ for teenage girls.
“I am really, really grateful that they (grandparents) took me in. Like I
couldn’t be happier that I wasn’t in care, but they weren’t great. My
Granddad was, and he tried but my Nan, no.”
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“Around that time (after grandmother’s death) ... everyone sort of isolated
themselves. And like, as a teenager anyway, I was already prone to, no
you don’t get me...”

The following participant recalled not being able to talk to her dad and her perception
at the time was that he “didn’t care”, but also recognised that he took her to the GP
because she had lost so much weight:
“No because he (Dad) is not the type of person you sit down and talk to
about how you were feeling. He is better now than what he was. But ... It
is not that he doesn’t care, it is just he can’t physically show emotions... I
understand it now but when I was younger, it was like, you don’t care.”

Two participants talked about telling parents about their self-harm themselves. One
describes:
“They didn’t know at all, so I thought I would just come clean and tell
them”

For the other, she recalled telling her dad after she completed a set of counselling
sessions (aged 16) and described his response:
“Don’t tell your Mum you will upset her... One of the things that could
have made this so much better is if I had told my Mum. Because my Mum
and I would have ... were both feeling depressed and anxiety… it would
have been something that she and I could share. It would have stopped
the isolation and isolation was one of the main things. And so like,
outwardly that was the first ... that was one of the first and only times that I
have ever spoke about my mental health and the first time I did it, I was
told to stop talking about it, to keep it quiet.”

A third participant talked about trying to “drop hints” to her Grandmother (such as
asking for plasters) but sensed that because she was of a different generation, she
did not pick up on that it could be anything other than ‘innocent’ accidents.
As mentioned earlier, a friend’s mother informed the fourth participant’s caregivers
about her self-harm. This can lead to a lack of trust in friends but also for individuals
to have to deal with their caregivers’ responses, which could result in a negative
experience. Feelings of shame and being a ‘burden’ on their families were also
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discussed. For some participants it was felt that caregivers could not understand why
they were self-harming and the lack of communication and understanding continued
after the self-harm was out in the open:
“They (Grandparents) were just sort of like sitting with me and were
looking at my arms. It was never like ... it was always like; we knew you
were being bullied but why and they never really understood it. They
never really spoke about it.”
“They (parents) were scared, and they were shocked.”
“Yes because I think my family close off to it because I think they feel
guilty as well. So I think they close off the more they don’t ask it’s good
for them because they don’t know sort of thing. But they do know,
because I am getting medical help for it.”

Current experiences: Self-harm in the context of today

For two participants, self-harm was described as no longer part of their lives – both
stopped around the age of 18 (although there was a sense that there were ongoing
issues with eating). For one, after a 4-month stay in a psychiatric hospital, she
described having more support around her than ever before and described stopping
then:
“I am always quite an anxious person anyway. I don’t think I have known
it any different… But I have completely stopped it now (self-harm). I deal
with it in more, with what the doctor calls, conventional ways.”

The other, around the same age, described just feeling better in herself:
“I think it was just... I felt a lot better. I lost weight; I was feeling good
about myself. I was happier, emotionally, mentally and physically, I felt
really good about myself. So that is probably what brought it (self-harm)
to an end. People seem to think it was just a phase, it wasn’t just a
phase. When you are going something like that it is not a phase. It is not
something you pick up all of a sudden. So I think ... I am completely in a
good space right now. I am happy.”

For the other two participants, self-harm continued to be part of their lives but there
was a sense that it is less regular now than previously. One participant was still
relatively disconnected from her family and was living alone. Night times were found
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to be particularly difficult for her, and she noted this was when the support service
(that she was recruited through) was closed:
“It is like, suddenly there is a switch, and you just harm. I feel depressed
now. I don’t know. It is every single time, it is night. In the morning I am
relatively OK.”

The fourth participant also described recent experiences of self-harm (within the last
two weeks). This participant was going through a lot and, at the time of interview,
was awaiting further mental health assessments in the hope of getting a diagnosis.
She described recent changes in her self-harm behaviours and there was a sense
she was still trying to make sense of these changes; for example, she talked about
receiving a promotion at work and feelings of stress related to this. This resulted in
her self-harming at work (in a public facing role) whilst previously it would always
have taken place in private. As part of this, she also described how her self-harm
and thoughts of suicide had blurred more recently and she had ‘lost her boundaries’
around self-harm:
“Until a few months ago when I lost my boundaries, it was like I had lost
my own boundaries and a lot of my self-harm often comes from, I feel
numb, I feel nothing, I need to feel something, and the extremes will make
me feel something”
“It was muddled, it kind of flipped. It was like two sides of a coin… it
would change every few minutes, every few seconds. I want to die. I
want to hurt. I want to ... I deserve to be in pain. This, that and the
other... suicide was mixed in there, but it wasn’t a constant .... it wasn’t I
just want to die, it wasn’t like that, it was up, down, back, forward ..”

This had culminated in a weekend stay at a psychiatric hospital (as explored in the
next section), and she was currently waiting for follow up assessments. She had also
recently joined a support service, which she framed as positive.
Some participants described relationships with family and caregivers as having
improved, and that they now feel better able to communicate and articulate their
feelings with friends and families:
“I am not the same person that I was 5, 6, 7 years ago, I am completely
different, I am in a completely different head space and I am happier, so I
am a lot more openly talking about how I feel. If I say I am feeling like
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this, feeling like that, they (parents) will be like OK so what is upsetting
you, what is troubling you and all that. That’s is what it is like now, but I
think before they didn’t really know ... This could have been completely
new to them, you know.”

Most participants discussed their involvement with support services (through which
they were recruited) and the positive impact on their lives. These support groups
were perceived as being less stigmatising, where individuals could be themselves
and talk about what they were going through:
“I don’t really like telling people about my problems and stuff but when I
am here (support service) I am an open book. But that is because
everyone has been through similar experiences, everyone has been
through pretty much the same thing or we have felt the same emotions or
whatever it is, so this is the best environment to be, I think, when you are
in that kind of bad head space. Because you have people around you
that will support you”
“Yes I love going to talk to her (advisor at support service). She is like,
not a counsellor, but I like it. She is like normal”.

Mindfulness activities, including knitting, colouring, grounded techniques, using apps,
reading and getting enough sleep were strategies that participants used.

2. Professional support
All participants had accessed some kind of support for their mental health, whether
through counselling, wellbeing services or health professionals including GPs,
nurses, and hospitals. It should also be acknowledged that one participant had never
accessed NHS related support.

Relationships with health professionals and counsellors
Experiences around accessing General Practitioners (GPs) for self-harm, and the
support provided were mixed. One individual had been accessing her GP from early
childhood and, although she did not necessarily enjoy going, there was a sense that
her GP’s regular involvement and care was beneficial:
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“Even though it (visiting GP) helped, it is just weird because I was
probably there twice a week, most weeks. And if I wasn’t there he would
ring up and would be like, are you OK. Sort of thing.”

For another individual her previous experiences of accessing her GP was damaging;
it was clear that she had lost trust and felt judged by inappropriate comments from
the GP:
“I had loads of scars all down my legs and he was like, oh are you trying
to be like a tiger. And I know for some people it is a bit like oh that is not
so bad, it’s not like a nasty remark, I don’t like it. I am not there for that, I
don’t look at stuff like that. Or there was one time, when I was having
really bad stomach pains, and I have got loads of scars on my stomach
and he was like, oh have you had a baby before, are them stretch marks.
I said no. They are obviously scars, they are very different scars. I just
hate it; I just don’t want to go, and I am not going ever again.”

In fact, this participant had another poor experience in A&E where a Doctor’s
remarks around depression, and further discussion of the patient in earshot of others
(including her granddad) were perceived as unhelpful and a violation of
confidentiality. This compounded the lack of trust this individual held for medical
professionals:
“I went to A&E. I think it was just like a doctor… He was asking me about
my mental health and blah-de-blah, and he said if I walked into the waiting
room and I saw you, you are the last person I would say is depressed.
That is not helpful… And he then went off and told all the nurses about all
my issues in the ward. I could hear him and so could every other patient.
Thank you mate. That was lovely that was. And my Granddad was there
at the time. And he heard stuff I had never told him before. That is one of
the reasons that I really hate the professionals. I am never going again,
ever.”

A third participant never accessed her GP, while another visited her GP to discuss
mental health difficulties, such as psychosis and dissociation and to increase levels
of medication. Her GP suggested that (as an adult) she self-referred to counselling,
which in itself was found to be difficult and will be discussed later. For this individual,
the suggestion of repeated counselling from her GP was frustrating and was felt to
create a barrier in accessing the medication she perceived she needed:
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“But when my GP was like, go back (to counselling), I was like oh my
God.”

There were mixed experiences of accessing counselling and the subsequent
provision. Some had been provided with counselling through their school/college.
One participant felt that she was unable to address previous adverse events through
counselling and had another situation where she was made to feel judged and
therefore ‘worse’:
“I don’t mind talking about the past, I can go into detail, and it is not
upsetting, but there was one woman who said, because I was saying how
it really upset me that my mum would not let me see my siblings, because
of what I was doing to myself, and she said, the professional said, well I
would not let you see my kids either if you were my daughter.”

The feeling of ‘being judged’, stigma, and concern around what others would think
was part of the reason that one participant never sought any support from a health
professional:
“I was embarrassed, and I didn’t want people to think I was crazy or
anything like that. So I think that is what stopped because that is why
young teenagers that are experiencing this, they don’t because the
reaction they get out of people and they think, people may say, you need
to see a psychologist or whatever, I don’t want to, I don’t want someone
sitting there analysing me telling me what is what. You know what I
mean. I think that is probably what goes on in their heads, that is why
they don’t want to tell anyone about it.”

All participants had accessed counselling in some form (not necessarily NHS) and
some had used multiple counselling services. Two participants talked about specific
negative experiences with particular counsellors that made them want to self-harm
more, while another also talked about some negative experiences from the various
counselling services she had used; this participant though also had positive
experiences to share, and the fourth participant was largely positive about her
experiences of counselling. Yet, there was consideration around the importance of
needing a counsellor that was ‘right’ for the individual to find it beneficial:
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“I know there is only a certain amount they can do at a young age
because they (counsellors) think you will grow out of it or ... because I
heard that from one of the counsellors at college.”
“You just have to get the right person (counsellor) that fits you. Just like
anything else.”

Long waiting lists and delays were reported, together with variation in the support
and care provided. However, subsequent experiences with other wellbeing services
(not counselling per se, or NHS services), through which they were recruited, were
found to be beneficial, as discussed earlier. A group of health professionals that one
participant found particularly good were paramedics. This individual had poor
experiences with other services, but described paramedics as the ‘best’ and treated
her like a human:
“It was shit. Apart from the paramedics, they are like the best people I
have ever met. They are always the nicest; they always treat you like you
are a person. I don’t know. Just nice. They talk to you like you are a
normal person. I like them. Beautiful.”

Hospitalisation experience
Three participants had experience of hospitalisation to a psychiatric hospital due to
mental difficulties that were coexisting with self-harm; moreover, illness due to eating
disorders and a threat of suicide. The decision to go to hospital was often taken by
someone else, although one individual knew that her disclosure of self-harm to a
friend would result in admission to hospital. It was clear for one individual, agreeing
to be admitted, rather than forced admission (e.g. sectioning), resulted in more
freedom, in terms of access to family and friends.
“I went along with it (admission to hospital). Because I don’t know. I
thought if I don’t go along with it they are going to force me to anyway, so
you might as well just go probably. Because then you get more freedom if
you go willingly. Because I kept getting told that.”

However, another participant described difficulty securing an admission to a
psychiatric hospital, which took three days of ‘trying’ to get a place at the weekend:
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“But after I was admitted and while I was trying to get admitted, the ... I
was like screaming for help and the only ... my boyfriend was the one like,
she needs it, she needs it, she needs it. I cannot sit and watch her every
single day. I have locked away the cutlery. I have locked away our
prescription medication. I have locked away our Paracetamol. I can’t find
a knife to eat my dinner with and I have to go to work. I need help, I need
someone else.”

She and her boyfriend felt that health professionals were not deeming her ‘extreme’
enough to warrant admission, which they found frustrating – there seemed to be an
expectation that the boyfriend should ‘keep watch’ over her which they had explained
he could not continue to do because he had to go to work and get some sleep.
There were negative experiences for two of the participants in psychiatric hospital.
As patients, they were not allowed to hug and comfort other patients. One individual
was remonstrated for hugging her partner, which led to her partner leaving abruptly
and to her carrying out a violent act of self-harm. This inability to gain human contact
and connect with others in hospitals was clearly difficult and upsetting.
“I hated it. I hated every single hospital that I have been in. They are just
crap. They are all crap. I feel they treat you like, I don’t know, I am insane,
but I am a kid. The worse thing I always hated, was that you weren’t
allowed to hug anybody. You have always got to be like be this far away.
Why. I want to hug somebody. If somebody is upset, let me hug them.”
“We (with partner) get told off by one of the nurses. She is like, guys that
is not appropriate. We are sitting next to each other and I am holding his
hand. Like, I gave him a hug. Like it is not like ... I am not snogging him
... like I haven’t removed all of my clothes. I am sat in the canteen. I am
holding his hand and giving him a hug. We are sat close together. I didn’t
even kiss him, I just gave him a hug. And was sat close and was holding
his hand. Because someone in the hospital made him upset and this
nurse came up to me and said that is no appropriate guys. And he’s off
the handle.”

Nevertheless, two participants felt that the overall experience of hospitalisation (to
the psychiatric hospital) had been positive. For one, this experience and being able
to access a whole range of support in one place brought an end to her self-harm
(she stayed in the hospital for 4 months). For another, who experienced problems
with a lack of human contact, the structure and attention offered in hospital resulted
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in her perceiving that her health needs were being fully considered – and related to
this, she was unhappy that she was being discharged after 72 hours:
“I wanted to stay there (but she was discharged after 72 hours) because it
felt like someone was doing something. They made sure I took my meds.
They made sure I couldn’t hurt myself. They like ... although I ended up
hurting myself anyway, when they weren’t looking, like ... I felt it was one
of the first times that I felt like my health, my mental health, was being
taken seriously. It was the only time that I felt it was being taken
seriously.”

Unfortunately, this was also the case for another participant who had negative
experiences of health professionals. Despite some positive feelings about being in
hospital with other patients, when discharged from hospital, she left feeling some
sort of abandonment and that her issues were not fully resolved, coupled with a lack
of faith in the health care system.
“I guess, maybe I felt safe, maybe a routine. I mean I hated all the rules,
but I loved all the people. All the patients were amazing. They were nice
to you.”
“They just sort of ... leave you, like bye you are leaving now. I don’t know.
When it comes to your point, when you are going to leave, you have like a
review, and they always say, oh you are so much better and all this other
crap. I am not though.”

Transition from child to adult mental health services
There was the perception that, once an individual is in the ‘system’, there is more
support for children than young people. Problems arose when participants reached
the age to access adult services. Differences in how they were treated followed.
There was a perceived increase in the expectation from professionals that
individuals should take more responsibility for their self-harm behaviours:
“I think, when I was kid, it was better, as like younger than 16. Then as
soon as I turn to 16, and I am adult now, they talk to you shit. They talk to
me like it is my responsibility. I mean, yes, it is my responsibility to stop
myself because you can’t exactly make me stop. But then they always
talk to you as if your reasons behind is your responsibility, whereas it is
not really my responsibility, so stop. That is what I hate.”
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Being moved from child to adult mental health services resulted in different pathways
to access counselling. As an adult, participants discussed having to self-refer to
counselling services and the associated problems with that pathway. Firstly, it was
found to be difficult for individuals, especially given the reluctance of participants to
disclose their self-harm. Secondly, this self-referral could then result in delays and
long waiting times to be seen by services, which was not always found with child
services.
“It was sort of just like, oh you are 18 now, go off into the wide world and
be your own person. You can’t ... your GPs won’t refer you to a
counsellor if you need one anymore. It is all self referral but if you aren’t
in the right space to self referral but then your doctor knows it is right, I
don’t see why they can’t but apparently, they can’t so .... and it is like a
year waiting list.”
“It is really difficult and horrible for somebody to reach out and self-refer.
And lots of mental health providers are self-referral based.”

It was also acknowledged that budgetary pressures on mental health services have
reduced availability and quality, forcing prioritisation of resources:
“It is nobody’s specifically fault. They don’t have the services. There is not
the funding there. People have to prioritise and if you are not shouting, if
you are not screaming, then you are (perceived to be) fine.”

3. Perceptions of the wider issues of CYP and self-harm
Towards the end of the interviews, participants were also asked their views about
young people’s self-harm generally. They were informed that hospital statistics
suggested an increase in hospital admissions related to self-harm locally and asked
for their thoughts on that. In terms of potential reasons, participants talked about
social media and they intimated that the availability and content of social media had
changed since their childhood. It was felt that children today use different platforms
and there was concern that children had greater access to inappropriate content.
Moreover, it was perceived that online behaviours had become nastier and that
expectations around appearance had changed, which was also linked to bullying.

70

“There is Instagram now and all these different ones that I have never
even heard of. It is like, oh my God, and the thing is with ... that as well
you can alter your age and change it and stuff. So kids having access to
that kind of thing so young, you get exposed to a lot of deep creepy,
excuse my language, shit and it is scary because it is a lot more sinister
these days.”
“I think children in general have just become a lot more nastier because
there are a lot more standards and if you aren’t this particular size or
weight, then you will get bullied for it.”
“The computer is not in their dining room, that nobody is eating their
dinner while watching you go, why are you googling that. So they have
the ability to see what it is more like, there is much more. Not only is it
more recognised in (social) media but they have the privacy to view it on
their own.”

It should also be acknowledged that participants seemed to find it hard at times to
discuss self-harm for young people in general terms because it was framed in terms
of their personal experience. However, issues related to mental health, feeling
‘pressure’ – including pressure to look a certain way – and low self-esteem, were all
mentioned:
“But that is a false image they are portraying to young girls and I think it is
a self-esteem issue as well. That is why young girls may do it, I am not
entirely sure, but I think that’s what it was with me”
“Because they are depressed. I don’t know. Pressure. Everyone is always
saying we feel loads of pressure, which I guess we do”

Recommendations for others
Many of the recommendations made by participants appeared to contradict some of
their own experiences and actions. For example, they suggested that individuals
should access support from counsellors and to talk to friends and family, despite
often not doing so themselves.
Given that two participants discussed researching and accessing imagery of selfharm as adolescents, and that all participants highlighted social media as potential
contributor to increasing self-harm, it was perhaps not surprising that they suggested
regulation of online content of self-harm:
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“Like regulating the type of material on line, like, you see a lot of videos
about self-harm, actually show you pictures, and some people think if they
don’t see it, then they don’t know about it, they won’t do it. Because you
would have to know what it is to do it, sort of thing.”

Another recommendation included, when working with or offering support to a young
person who is self-harming or wants to attempt suicide, ensure that one is not
projecting their own emotions on to them, or making them feel guilty for their
behaviours:
“Someone who is self-harming or is suicidal or is hurting themselves in
any way is a volatile person with plenty of emotion. You adding your
emotion into it does not help, you need to be external, you need to be the
brick, the support network, the rock”.

Also, for schools and educational professionals to stop bullying as soon as possible,
by believing children and adolescents when bullying is disclosed, and for
professionals to “stop calling us attention seekers”.
Early intervention and communication
Participants discussed a variety of adverse childhood experiences (ACEs) from
childhood and adolescence. The identification of ACEs in early in life and
subsequent support to deal with them was suggested to reduce the impact of ACEs
on self-harming behaviours.
“Mostly it stems from childhood issues. Like the crap when I was little,
that no one ever sorted.”
“If you can pinpoint the sort of key things, like, if you can pinpoint selfharm behaviour in parents, or like negative things that happen in young
children’s life, you can prevent self-harm I reckon.”

For one participant, support from professionals, including health and psychiatric
hospitals, was framed as very positive and what ultimately helped her the most; and
she also remained in regular contact with her GP. However, she did suggest a need
to help people at an earlier point:
“I think you have to be quite severe to get that help and it would help if
people got it before it got to be a really severe state”
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The addictive nature of self-harm and its potential to escalate into more extreme
forms led two participants to suggest that young people should never try self-harm.
Ensuring prompt action when self-harm is disclosed, together with getting children
and young people to talk more was discussed. However, similar actions when the
participants themselves were self-harming as adolescents were not always found to
be effective.
“I want them to get help straight away because it is so hard to stop. It
really is an addiction and then you are escalating, and you really don’t
want to get to that stage.”
“You are better than this, put that razor or sharp object down. Don’t do it.
It is going to make you ... it is a temporary release; it will make you feel
worse and if you have a problem just talk to someone.”

With their own hindsight, their advice to other young people self-harming or
thinking about it was often to talk to somebody:
“Talk to somebody, which is really hard because sometimes you don’t
know who to talk to and you need to know the people who are not going to
be judgmental”

Participants referred to the need for everyone involved with young people who selfharm to be non-judgemental, open-minded and kind; offhand remarks were
considered detrimental. Participants also discussed the need to challenge the
assumption that if an individual look happy, nothing is wrong. Consequently,
consideration around these two aspects was thought to allow children and young
people more opportunity to share their feelings and concerns with others.
“Or like, one thing which I do, and I know loads of other people do, when
we are nervous, we are like laughing and smiling, and especially when it
is around professionals, they don’t like that. They always have to make a
remark about it, or they are always like, are you bi-polar. No, just
nervous.”

Another recommendation was that professionals should consider how they
communicate and interact with self-harming individuals. A participant who received
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inappropriate remarks from a GP and a lapse in confidentiality from a hospital doctor
noted:
“It is just the way people talk to us. Even like the proper professional
mental health people, they don’t talk to us nicely.”

Their advice to parents of young people also centred around improving
communication and ‘don’t judge them’ so that discussions around mental health can
be opened up:
“Just not be ignorant because I think sometimes family members think, oh
she won’t suffer with that, or, she is quite a happy child or just sit down
and ask them how their day is. Because then if you do it more often, they
are more likely to blurt out one day that they are not OK or that somebody
has said something to them.”
“People are really good at hiding things and there is ... like ... it’s making
yourself available and making it very clear in general conversation to
everybody you know that you are not a judgemental person. Like, open
mindedness, consistent, open mindedness, all the time. It is something
that says they are the person I would talk to; they are not going to shame
me; they are not going to make me feel bad for this”
“If I have a daughter and she is going through something like this, I will tell
her about personal experiences as well, so I will be a lot more vocal with
them about mental health…most parents aren’t so I think that is where
there needs to be a bit more of a conversation there about that type of
thing”

In terms of barriers to individuals feeling able to discuss self-harm, participants often
described a sense of stigma and concern about what other people would think of
them. Their self-harm was often wrapped up in feelings of abandonment, isolation,
loneliness, low self-esteem, depression and anxiety.
“I was embarrassed, and I didn’t want people to think I was crazy or
anything like that”

Related to that, another participant suggested that services could communicate with
patients via text messaging while they are waiting for an appointment. This was seen
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as a way to avoid feeling abandoned by services, which had long waiting lists or
could be delayed:
“You just need a text that says we haven’t forgotten you, we haven’t
forgotten you, this is what is happening, this is what we are doing.”

For these participants, how they felt about themselves, their relationships with peers,
parents/caregivers, professionals and services were all important and were identified
as areas for improvement for the current and future generations of children and
young people.
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Summary of interviews with young people
•

Adverse childhood experiences, such as abandonment, physical and
emotional abuse, can have a profound impact and were often discussed as
underlying reasons for CYP self-harm. This included often unrecognised selfharm behaviours, such as hair pulling, scratching and bruising at a young age.

•

Different types and an increase in the severity of self-harm occurred in
adolescence. These can result from increased attempts to feel in ‘control’ and
by accessing self-harm imagery.

•

There is a clear distinction between suicide attempts and self-harm
behaviours; participants would not use self-harm methods to commit suicide.

•

Mental health difficulties, low self-esteem and potential undiagnosed
developmental disorders were discussed as contributing to self-harm
behaviours.

•

Participants’ self-harm was often wrapped up in feelings of abandonment,
isolation and loneliness.

•

Self-harm is used as a way to ‘control’ mental health and emotional
difficulties, but this can turn into a controlling ‘addiction’ or ‘habit’.

•

Worries around stigma and being judged can affect participants’ willingness to
open up to others.

•

Peers, parents and some professionals have difficulty in knowing what to do
when self-harm is disclosed.

•

Bullying and a lack of subsequent action by school staff were detrimental. A
sense of punishment and being labelled as ‘attention seeking’ was discussed.

•

A lack of communication with families during adolescence, and feelings of
‘shame’ and being a ‘burden’ on families were found.

•

Participants discussed the positive impact of current support services they
were accessing

•

Experiences with health professionals were mixed; some participants felt
judged and were distrustful of professionals, whereas others were positive
about their experience with GPs and psychiatric hospital.
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•

The transition from children’s to adult’s mental health services was
problematic. There were issues around self-referral and long waiting lists
when trying to access adult services.

•

Difficulties were found in accessing hospital care. Two participants felt that
they were discharged too soon. Gaining access to support and services while
in hospital were considered beneficial.

•

There were feelings of connectedness with other patients while hospitalised,
although a lack of human contact (hugs and providing comfort) was difficult.

•

Participants were concerned about the ease with which CYP today can
access inappropriate material online, with behaviours online becoming
‘nastier’.

Recommendations for future generations of CYP included:
•

Regulate access to online self-harm material for CYP.

•

Schools should believe individuals when bullying is disclosed and to deal with
it straight away.

•

Identity adverse experiences in early life and offer support to deal with them.

•

Prompt action to stop self-harm becoming an addiction.

•

Professionals working with CYP need to be kind, open-minded and nonjudgemental.

•

Services should communicate with patients waiting for mental health
appointments by text message, to show that they have not been forgotten.

•

To improve relationships with peers, family and professionals.
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5. Discussion
This discussion will collate information from: statistics on self-harm specific to Stokeon-Trent, consultation with professionals working with CYP that self-harm and
interviews with four young women who have previous and current experience of selfharm. These will be examined, alongside self-harm research, to gain an
understanding of the potential reasons that rates of self-harm have increased in
Stoke-on-Trent and recommendations to reduce rates and minimise the impact of
self-harm on individuals, families and communities. Particular consideration will be
made to the role of health services, health professionals and other services that work
with CYP.
Quantitative Data
Data collected from Public Health England (PHE) show that Stoke-on-Trent had a
significantly higher rate of hospital admissions of self-harm for 15-19 year olds and
20-24 year olds compared against England averages in 2016/17 and 2017/18 and a
significantly higher rate than the Chartered Institute of Public Finance and
Accountancy (CIPFA) nearest neighbours in 2016/2017. Further data from the
Midlands and Lancashire Commissioning Support Unit (MLCSU, 2018) was used to
calculate estimated rates of self-harm. These suggest that statistically significant
increases may have occurred for 10 to 24 year olds in the most deprived decile (IMD
1), and in particular, for 20 to 24 year old males in IMD 1. This data concurs with
other research, which has suggested that adolescents from more deprived areas are
at a greater risk of self-harm with suicidal intent (Carr et al., 2016; Mars et al., 2014;
Page et al., 2014).
An increase in the number of referrals made to Mental Health Services between
2014/15 and 2017/18 suggests an increase in the demand of services. Indeed, our
consultation with professionals suggested that they perceived a greater need more
recently for CYP in Stoke-on-Trent, in terms of emotional and mental health
problems and requiring support. It is important to consider this together with the
largely accepted possibility that under representation of self-harm is found at a
community level. Also, the possibility of miscoding self-harm injuries at hospitals
could also under-represent self-harm levels. Stoke-on-Trent’s high levels of
deprivation means that the amount of self-harm could be greater than reported.
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Interviews with young women found that they kept the majority of their self-harm
episodes hidden from others. However, it needs to be clearly noted that the
‘episodes’ reported cannot be teased apart to determine if more individuals are selfharming and/or requiring mental health support, or if a fewer number of individuals
have increased episodes of self-harm requiring admission/referrals to mental health
services. There is a need to investigate these differences further.
Definitions
The varying definitions of self-harm found within the literature, relating to different
types of self-injury, combined with or without suicidal intent suggests that the
manifestation of self-harm may be much wider and less recognisable than ‘classic’
forms. Our interviews with young women in Stoke-on-Trent found that hair pulling at
a young age was not recognised as a form of self-harm at the time and was also not
recognised by a GP and family. Participants also discussed that they perceived
eating disorders as a form of self-harm, and as also found in the literature most
switched types of self-harm. For some of our participants, severity of self-harm
increased. It was interesting to note that participants made a clear distinction
between self-harm and suicide that related to control (discussed later). Consultation
with professionals established that they recognised that different forms of self-harm
can vary by age, gender and psychopathology, with younger children having more
‘subliminal’ behaviours, which are not always recognised by family or professionals.
These considerations raise the point that the definition of self-harm needs to: be
clearer, consider the possible varying types by age, gender etc. and that this
knowledge needs to be well disseminated to all professionals working with CYP.
Professionals suggested creating information leaflets to educate parents, peers and
other professionals about self-harm.
Complex and psychological reasons
It is clear that the underlying reasons for self-harm are often connected and can be
very complex. This was evident from the literature, consultation with professionals
and interviews with young people who had self-harmed. The participants in our
interviews sometimes struggled to ‘reason’ their actions, and this could be related to
the multiple motivations (Kapur et al., 2013). For example, psychological factors. The
literature suggests that factors, such as low self-esteem and mental health problems,
can contribute to self-harm. Both the workshops with professionals and interviews
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with young people echoed these, and there was a sense of individuals punishing
themselves through self-harm.
Reasoning, adverse experiences, control and addiction
Interview with young people found that when asked direct questions about their
reasons for self-harming they sometimes used vague or generic language. However,
they subsequently disclosed traumatic events that occurred in their early and more
recent life. There was a sense that individuals had, or were trying to, make sense of
these previous experiences. They acknowledged that they were dealing with
emotional pain (likely from traumatic experiences) that manifested itself into selfharm. It is considered that emotional pain, created by childhood adversity, increases
the chance of addiction in later life (Mate, 2012). This was found for some of our
participants; a sense of control gained from self-harm turned into a ‘habit’ or
‘addiction’, which could be perpetuated in a ‘cycle of self-harm’ as demonstrated by
Figure 14. Consultation with professionals raised the point of how CYP in Stoke-onTrent were using self-harm to form some sort of control in their lives. Additionally, the
literature also points to self-harm being used to create a sense of identity and more
likely to be carried out by individuals with a low sense of belonging at school. These
point to feelings of isolation and loneliness, as discussed by interview participants.
Subsequent activities carried out by participants, including using mindfulness apps,
accessing support groups and improving communication with families were
considered helpful measures that might break the ‘cycle’ of self-harm.

Figure 14: ‘The self-harm cycle’. (Fegans, 2019).
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Friends and family; stigma and shame
Concerns and worries about stigma and shame surrounding discussions of mental
health difficulties and self-harm were evident in our interviews and discussions with
professionals. The participants in our interviews were apprehensive about how their
friends, family and others would react to their disclosures. When participants’ peers
and caregivers found out about their self-harm, the reactions were not always
reported as helpful. The literature suggests that caregivers themselves may struggle
with feelings of guilt, stigma, shame and social isolation (Curtis et al., 2018; Ferrey et
al., 2016). This is likely to affect the amount of support they are then able to offer to
CYP. Moreover, the literature points to a lack of understanding in peers who have
not attempted self-harm (Doyle, 2017; Klineberg et al., 2013). This was also found in
our interviews where some friends just did not know how they could help, and other
friends walking away from the friendship. One participant discussed distancing
herself from friends and family, as she believed they would not understand what she
was going through, with another participant feeling that she had ‘lost everybody’. It is
interesting to note from the literature that family and peers can both trigger, and help
with, an episode of self-harm (Wadman et al., 2018). In their recommendations
participants clearly acknowledged that relationships with friends and family are highly
important to help individuals address and deal with their problems and self-harm.
However, this requires understanding, sensitivity and awareness to ensure that they
provide the appropriate support. The impact of stigma and shame around self-harm
needs to be mitigated, again by improving education about self-harm and by building
strong, positive relationships with peers and parents. It was recommended by
professionals that evidence-based information and training could be provided for
professional and parents, with classes on ‘how to be good parents’ suggested for
parents and peers.
School
Participants discussed mixed reactions from contact with educational professionals
regarding self-harm. A lack of understanding and tendency not to discuss self-harm
in school, was suggested by professionals. Some interview participants had been
subjected to bullying before and during their periods of self-harm, and there were
concerns that teachers and school staff were not dealing with disclosures of bullying
promptly or strongly enough. Other negative experiences included being labelled as
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an attention seeker by school staff and a sense of punishment through disclosing
self-harm and attending a different school due to mental health difficulties.
Participants commented that although school staff could be concerned about them,
their attempts to communicate could be confusing. They found that teachers tended
to hint at ways to cope or the participant perceived from the discussion with teachers
that they had done something wrong by self-harming. Although these considerations
were made with hindsight (at age 19 to 24 years), the consultation with professionals
suggests that anxiety and apprehension when dealing with students that self-harm
remains within the educational community. Consequently, there is a sense that not
all schools are adequately equipped to deal with self-harm. Opportunities to
effectively address self-harm at schools are likely to have been missed. A suggestion
from professionals to have support services or CAMHS at schools was thought to
provide ‘reassurance’ for school staff that did not feel sufficiently knowledgeable to
deal with issues surrounding self-harm in CYP. Moreover, as the literature
recommends, this would allow care and support at a community level.
Hospitalisation
The experience of hospitalisation due to self-harm is an important consideration
given the increase in admission rates. Professionals felt that this increase was due to
mental health difficulties resulting in increased pressure on bed spaces. Participants
found some of the restrictions within psychiatric hospitals problematic; indeed, a lack
of physical contact (hugs and comforting) was challenging for some. Nevertheless, a
sense of connectedness with other patients while in hospital was valued, something
also identified from consultations with professionals. There were concerns by some
professionals that changes in thresholds means that CYP can still be self-harming on
discharge. Some interview participants who did not feel ready to leave when
discharged and felt they would continue to self-harm echoed this. This was further
highlighted by the contrasting experience of another participant who had been
admitted shortly before her 18th birthday, which she acknowledged was uncommon.
Her lengthy stay at psychiatric hospital allowed access to a range of services and a
positive experience, resulting in her no longer self-harming. Questions around the
perceived severity of individuals requiring support could be made though, and it is
clear that an increase in numbers and a reduction in funding have had an impact. It

82

was acknowledged by a participant that help would be given to whoever ‘shouted the
loudest’.
Health Services
The impact of increased numbers of individuals’ self-harming and accessing support
on health services was a real concern for professionals. They discussed worries
about ‘getting it wrong’ for CYP who self-harm, given that professional services, in
particular more preventative services, are under-resourced and over-stretched.
Within the interviews, participants discussed their varied experiences of contact with
health professionals. One participant in particular recalled poor experiences of
inappropriate and unprofessional comments made by a GP and a hospital doctor.
This suggests a lack of understanding of self-harm by some professionals. During
our consultation with professionals, there were suggestions for self-harm training and
education.
Diagnosis of developmental disorders
Alongside the literature, professionals also discussed developmental disorders with
increased prevalence of self-harm behaviours, in particular, autism spectrum
disorder (ASD). They identified a need for a distinction between self-harm and
behaviours due to developmental disorders. Related to this, an interview participant
who was trying to get diagnosed for a disorder concurred with professionals in
feeling that labels were required to access the support she needed. Reforms at a
national level to Special Educational Need and Disability (SEND) provision in 2014
are considered to have resulted in parents struggling to access support and care for
their children, with an increase in appeals to local authorities to diagnose conditions
and access appropriate services, seen by parents (Education Policy Institute, 2019).
As the literature discusses, there is often co-morbidity between self-harm and
developmental and mental health disorders, which is important to consider.
Transition and waiting lists
A theme that ran throughout interviews with young women and the workshops with
professionals was the problems when transferring from children’s to adult’s mental
health services. This variation was discussed by participants accessing adult
services, who reported now experiencing: longer waiting times, a sense that they
were expected to be taking more responsibility for their actions in relation to self-
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harm and that they had to self-refer to gain access to certain services. All of these
factors were problematic for participants; barriers to accessing the support they
needed. Moreover, a previous study (Diggins et al., 2017) found that younger CYP
were receiving more intense after-care than older young people. It is not to say,
however, that children’s services do not have to deal with high demand. It was noted
by professionals that they thought CYP and parents in Stoke-on-Trent perceived
self-harming as a quicker route to gain access to CAMHS, although the interview
participants did not discuss this. A suggestion to deal with this high-demand from
one participant was that services could text individuals on the waiting list, which
would allow individuals to feel connected and avoid a sense of abandonment.
Social Media
Professionals working with CYP and participants in interviews discussed the role of
the Internet in allowing CYP to research and view imagery of self-harm, possibly
contributing to increased rates of self-harm. Although not applicable to themselves,
participants felt that CYP today had access to more inappropriate content on social
media. However, research on social media and its effect on the wellbeing of CYP is
mixed, and the same applies to research on social media in relation to self-harm.
One participant suggested removing access to self-harm imagery. This appears to
be recognised by the Government who published a white paper ‘Online harms’ in
April 2019 (HM Government, 2019) that proposes to keep CYP safe by establishing
a new statutory duty of care for technology companies and to provide extra support.
However, this also encompasses a broad range of other potential threats to CYP,
and its effectiveness in specifically reducing access to self-harm imagery will require
scrutiny.
Other factors
A variety of complex factors and motivations underpin actions of self-harm. A strong
association between poor sleep and self-harm in CYP was evident from the literature
(Hysing et al., 2015; Russell et al., 2016). This corresponded with one participant in
our interviews who was continuing to self-harm and had problems sleeping. During
consultation with professionals, the topic of academic pressure contributing to higher
levels of anxiety and stress in CYP today was also discussed. There is also evidence
of an increased risk of self-harm due to sexuality (King et al., 2008) and mixed
findings on association between ethnicity and self-harm. For one participant, cultural
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values and beliefs stopped a suicide attempt. Although sexuality was not discussed
by professionals or interview particpants, the literature suggests discrimination and
stigma related to sexuality can contribute to self-harm behaviours. Suggestions from
participants to ensure that families and people working with CYP are kind, nonjudgemental and open-minded are pertinent given these factors.
Strengths and limitations
It is important to note that the use of a visual analogue scale (VAS) before and after
interviews allowed the interviewer to consider the impact of discussing self-harm on
participants (Wadman et al., 2017). As Table 10 (in the qualitative findings section
above) shows, all participants reported an increase in their emotional wellbeing after
their interviews. They perceived a benefit from sharing their experiences and
explained that they felt ‘validated’ from the encounter. The use of the VAS during
interviews on a sensitive subject with a vulnerable group, allowed the impact of
carrying out the research to be measured, and should be considered a strength.
The statistics presented in this report suggest an increase in the episodes of
admission for self-harm in Stoke-on-Trent compared against the national averages
and CIPFA areas. However, given the nature of the data, caution must be taken
when interpreting and explaining why increases have occurred. Episodes in
themselves do not distinguish between an increase in the number of individuals selfharming or if there is an increase in the number of episodes attributable to fewer
individuals self-harming. Estimated rates in this report are as such, and caution
should be taken not to consider them as anything other than approximations.
Moreover, the literature calls for improvement on data collection on incidence and
prevalence of self-harm to allow greater understanding of the current situation.
Our consultation with professionals involved a range of services; views and
experiences were shared from professionals who have worked with CYP that selfharm. The workshop setting of our consultation allowed this wide participation;
however, it is acknowledged that some individual’s opinions may not have been
shared within this type of setting.
Interviews with young women provided their reasoning and context behind their selfharm. Acts of self-harm are immensely personal and it should be acknowledged that
their thoughts and suggestions could be specific to their individual experiences of
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self-harm. Connected to this, we were unable to recruit any male participants for our
interviews and recognise that their experiences and thoughts around self-harm could
vary compared to the females we interviewed. Moreover, the sample was much
smaller than anticipated due to difficulties with recruitment. The interviews we
conducted were also retrospective in nature; participants were asked to discuss
feelings, experiences and events that occurred, in some instances, a considerable
amount of time ago. Consequently, there is the possibility of recall bias and that any
considerations made were related to a specific time of their lives, which current CYP
are not experiencing.
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6. Recommendations
The following recommendations have been developed by considering the views of
professionals, the experiences of young women that have self-harmed, the self-harm
statistics for Stoke-on-Trent and the wider literature. It is clear that the contributing
reasons and factors why CYP self-harm are wide-ranging and multifaceted.
Therefore, it is imperative that all action adopts a multidisciplinary and collaborative
approach. We would also suggest that all recommendations are further underpinned
by a quote from consultation with a professional: “Communication is key!”
•

There is a need for a standardised definition of self-harm that is broader and
recognises a wider range of self-harm behaviours. Hair pulling, self-neglect
and eating problems are all forms of self-harm that need to be acknowledged.

•

Commission the development of, or source, a leaflet/guide to disseminate to
peers, parents, health professionals and educational professionals to help
recognise self-harm behaviour (and respond appropriately), particularly at a
younger age.

•

Examine the Special Educational Need and Disability (SEND) provision within
Stoke-on-Trent in relation to self-harm behaviours, developmental disorders
and access to support and services.

•

A multi-disciplined approach to identify and address adverse experiences in
childhood. Services need to communicate effectively with each other to
ensure important information is shared and actions are taken.

•

Investigate the feasibility of an organisation offering ‘parenting classes’.

•

Regulate the access for CYP to online self-harm materials. This is being
developed at a national level, but parents could be better educated to monitor
their children’s activities online.

•

Provide education and awareness training on mental health and self-harm for
all professionals working with CYP, including educational staff and those
working in A&E and primary care. This must highlight the importance of adults
working with CYP being kind, non-judgemental and open-minded.

•

Disseminate evidence-based information to all professionals that work with
CYP. This information should be regularly reviewed and updated.
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•

Regular consultation between health and educational services are required to
inform local strategies around self-harm. It would also be useful to consider if
and how access to mental health support and services can be facilitated
through schools.

•

Review the transition from children’s to adult mental health services in Stokeon-Trent. This should also consider the impact of long waiting times and the
intensive therapies currently available through adult services.

•

Investigate the use of text messages to keep in contact with young adults who
are waiting for adult mental health service’ appointments. This may help to
reduce anxiety and feelings of abandonment.
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Appendices
Appendix A:

IMD 1:

Estimated self-harm rate per 100,000 population in
IMD 1 2014/2015
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Figure 15: Estimated HES self-harm hospital admission data split by age bands for CYP in IMD
decile1 in 2014/2015
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Figure 16: Estimated HES self-harm hospital admission data split by age bands for CYP in IMD
decile1 in 2015/2016

Estimated self-harm rate per 100,000 population in
IMD 1 2016/2017 (95% CI)
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Figure 17: Estimated HES self-harm hospital admission data split by age bands for CYP in IMD
decile1 in 2016/2017
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Estimated self-harm rate per 100,000 population in
IMD 1 2017/2018 (95% CI)
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Figure 18: Estimated HES self-harm hospital admission data split by age bands for CYP in IMD
decile1 in 2017/2018
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Appendix B: Diagnosis codes
PainkillersIntentional self-poisoning by and exposure to nonopioid analgesics, antipyretics and
antirheumatics
PrescriptionIntentional self-poisoning by and exposure to antiepileptic, sedative-hypnotic,
antiparkinsonism and psychotropic drugs, not elsewhere classified
Sharp ObjectIntentional self-harm by sharp object
Other DrugsIntentional self-poisoning by and exposure to other and unspecified drugs, medicaments and
biological substances
Intentional self-poisoning by and exposure to narcotics and psychodysleptics [hallucinogens],
not elsewhere classified
UnspecifiedIntentional self-harm by unspecified means
OtherOther* Intentional self-harm or self-poisoning
*Diagnoses included in the "Other" category:
Intentional self-poisoning by and exposure to other drugs acting on the autonomic nervous
system
Intentional self-poisoning by and exposure to other and unspecified chemicals and noxious
substances
Intentional self-harm by hanging, strangulation and suffocation
Intentional self-poisoning by and exposure to alcohol
Intentional self-harm by other specified means
Intentional self-harm by jumping from a high place
Intentional self-harm by jumping or lying before moving object
Intentional self-harm by other and unspecified firearm discharge
Intentional self-harm by crashing of motor vehicle
Intentional self-poisoning by and exposure to pesticides
Intentional self-poisoning by and exposure to organic solvents and halogenated hydrocarbons
and their vapours
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Intentional self-harm by blunt object
Intentional self-harm by steam, hot vapours and hot objects
Intentional self-harm by smoke, fire and flames
Intentional self-poisoning by and exposure to other gases and vapours
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Appendix C:
Table 11: FAEs with an external cause code of self-poisoning or self-harm for under 18s by gender
(NHS Digital, 2018)

Self-poisoning

Year

Females

1997/1998

90

1998/1999

90

1999/2000

Self-harm

% change
from
previous
year

Females

Self-poisoning
% change
from
previous
year

Males

% change
from
previous
year

Self-harm

Males

% change
from previous
year

*

40

0

0.0

*

30

-25.0

*

90

0.0

*

40

33.3

*

2000/2001

70

-22.2

*

20

-50.0

*

2001/2002

65

-7.1

*

10

-50.0

*

2002/2003

70

7.7

10

15

50.0

*

2003/2004

80

14.3

*

35

133.3

*

2004/2005

60

-25.0

*

20

-42.9

*

2005/2006

65

8.3

*

20

0.0

*

2006/2007

95

46.2

*

15

-25.0

*

2007/2008

95

0.0

10

25

66.7

*

2008/2009

50

-47.4

10

0.0

20

-20.0

*

2009/2010

45

-10.0

10

0.0

10

-50.0

*

2010/2011

45

0.0

10

0.0

10

0.0

*

2011/2012

50

11.1

15

50.0

15

50.0

*

2012/2013

105

110.0

*

30

100.0

*

2013/2014

125

19.0

20

30

0.0

*

2014/2015

145

16.0

30

50.0

30

0.0

10

2015/2016

185

27.6

25

-16.7

35

16.7

15

50.0

2016/2017

145

-21.6

30

20.0

30

-14.3

10

-33.3

2017/2018

135

-6.9

30

0.0

25

-16.7

15

50.0
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