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1. Executive Summary 

Levels of Need 

Self-harm in children and young people is a significant public health concern. 

Those who self-harm are at greater risk of poor outcomes such as enduring mental 

health problems, poor educational attainment, unemployment and suicide. 

For most children and young people self-harm is a very private behaviour. This 

makes it difficult to be certain about current levels of need and to seek the views 

of those affected. According to the best locally available data, approximately 1 in 

20 secondary school age children are self-harming regularly in East Sussex (at least 

once a week).  

Local and national evidence indicates that the prevalence of self-harm has did not 

increase during the COVID pandemic. Secondary school survey data for school age 

children in East Sussex suggests the prevalence of regular self-harming behaviours 

in 2020/21 was similar to 2017 and hospital attendances appear to be fairly stable 

over this time period.  

However East Sussex has experienced an increasing and significantly higher rate of 

self-harm admissions1 than England and the South-East, and in the most recent 

year has the highest rate in Sussex.  

It is also clear that the COVID pandemic has had a detrimental effect on the 

mental health of many children and young people, and that the most vulnerable 

pre-pandemic have suffered the most. There were record numbers of referrals to 

mental health services nationally during 2021 and the pressure on local services 

has not abated.  

However, the evidence suggests that we were experiencing a longer-term trend of 

worsening mental health in children and young people’s pre-pandemic, possibly 

related to issues such as academic pressure, increasing social media use, rising 

rates of family instability, growing concerns about the environment, and drug 

dependence. 

It is important therefore that a preventative approach to mental health and self-

harm addresses factors that were of concern to young people’s mental health pre-

 

1 Admission refers to those young people who have been admitted to hospital following 

A&E attendance for self-harm 
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pandemic as well as with major life events that they may have experienced during 

the pandemic, such as having long COVID, interruption of service provision, 

spending a long time away from society when shielding, or losing a loved one. 

Preventing Self-harm 

There is a lack of evidence relating to prevention of self-harm before problems 

emerge (primary prevention). This is perhaps not surprising because our mental 

health is influenced by a complex interplay between the wider determinants of 

health, psychosocial factors, individual behaviours and physical health. Attempting 

to reducing inequalities in health and preventing self-harm, means understanding 

this complexity and the need for a multifactorial approach.  

Despite this complexity, much is known about the risk factors for self-harm and 

these present clear and practical opportunities to make a difference. For example, 

by implementing whole school approaches to mental health prevention, tackling 

bullying, protecting children from online harms and helping young people with 

worries around school, relationships and family problems. 

Early identification and help with problems should form the core of secondary 

prevention (as problems emerge). Recently published NICE guidance describes the 

role that a range of professionals can play, such as mental health workers, youth 

workers, teachers and GPs. This starts with a psychosocial assessment. A continued 

training offer is therefore key to ensure that adults who come into contact with 

young people whom self-harm feel confident and competent to respond positively. 

Many of the stakeholders we interviewed however felt that it was not always clear 

what they should be attempting within their role to help a young person or what 

guidance to follow.  

Engagement with professionals  

Stakeholders commented upon a wide range of issues relevant to prevention and 

early intervention, including the need to improve the early identification of 

children at risk and providing more early intervention support and services. The 

comments reflected longstanding challenges within the system, including limited 

funding, unhelpful thresholds for support and a perceived over-reliance on Child 

and Adolescent Mental Health Services to meet the range and extent of mental 

health burden in Sussex. The view of many was that there remains a need to 

address gaps between universal provision (e.g. teachers, GPs) and specialist 

mental health support. 

There are however a number of services highly valued by both professionals and 

young people, such as iRock and the School Health Service and the growing 
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presence of Mental Health Support Teams. Partnership working was felt to be 

working well is some instances, such as developing tools, training, and protocols. 

However more can be done to work in partnership to reduce gaps and provide a 

more joined up response to children and young people in need. 

Engagement with children and young people 

Our engagement with young people as part of this needs assessment tells us that 

self-harm still carries an unhelpful stigma that can make problems worse and may 

prevent them from seeking help. For LGBTQ young people, who are at increased 

risk of self-harm, they may experience the additional burden of societal prejudice 

and injustice. 

Encouragingly, very few young people surveyed viewed social media and 

influencers/celebrities as a trusted source of information on self-harm. However, 

young people are exposed to a variety of risks through the internet and social 

media and the potential for harm cannot be understated. For example, the East 

Sussex school survey data from 2017 showed that those who reported being bullied 

online/ smartphone app were 5 times more likely to be self-harming than peers 

who hadn’t.  

Young people were more likely to learn about self-harm through friends and were 

most likely to go to them first with difficulties. In terms of supporting peers, they 

were more likely to try and help themselves than encourage them to talk to an 

adult. This emphasises the need to ensure that young people are well equipped to 

support their peers but also, how and when to get help from professionals.  Our 

survey suggests that awareness of some key (and highly regarded) sources of help 

could be improved, such as iROCK, School Health, E-motion and E-Wellbeing 

websites.  

2. Recommendations  

Our key recommendations are presented in two groups, ‘strategic’ and those 

provided by the young people who engaged with us as part of this needs 

assessment. Those from the young people are summarised below, with the full set 

presented in Sec 10.  

From a strategic point of view, the findings and recommendations from this needs 

assessment will inform the implementation of ‘Foundations for Our Future’, the 

Sussex Children and Young Peoples’ Emotional Wellbeing and Mental Health 

Strategy 2022 – 2027 through its key priorities of,  

• Prevention - addressing the issues that impact on mental health 
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• Early help and access to support 

• Specialist and timely support to meet high and complex needs 

• Support for life transitions 

Together, these priorities should greatly improve our ability to prevent and 

respond to self-harm.  

Strategic Recommendations 

1. The multi-agency pan-Sussex Self-harm Learning Network is maintained to 1) 

co-ordinate the provision of training and health promotion activity to 

parents and professionals 2) disseminate learning and share good practice 3) 

review the recommendations of this report 

2. Benchmarking work is undertaken by the East Sussex Mental Health and 

Emotional Wellbeing Partnership group to ensure the recommendations from 

children and young people are incorporated within local plans, to the 

satisfaction of children and young people.  

3. Pan-Sussex work to enhance Real Time Surveillance for suicide is extended 

to self-harm, to make best use of ambulance, hospital and other sources of 

data. 

4. The iTHRIVE conceptual framework for system change contained within the 

Pan-Sussex ‘Foundations for Our Future Strategy’ is used as the basis for 

establishing a consistent, responsive, integrated, needs led approach to 

those who self-harm. 

5. The Self-harm and Suicide prevention strategy includes clear actions for pan-

Sussex and local plans to prevent self-harm in children and young people, 

addressing clear risk factors such as bullying. 

6. The East Sussex Healthy Schools Programme is widely supported, including 

participation in the annual ‘My Health, My School’ pupil survey.  

7. The ‘My Health, My School’ survey data is shared widely to inform planning 

/commissioning and help schools develop their preventative approach to 

mental ill health.  
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Recommendations from Children and Young People 

Education and learning 

8. Mental health training should continue for all staff. 

9. Schools and colleges should proactively explore self-harm behaviours as part 

of the PSHE curriculum and focus on healthy alternative coping responses. 

This should commence in schools at a much earlier age, from Year 7 

onwards. 

10. There is urgent work undertaken to reduce the stigma associated with self-

harm through direct and relevant education and engagement with young 

people (and adults). 

Pupil Involvement 

11. A greater focus on pupils’ voices in schools that see a whole-school 

commitment to listening to the views, wishes, and experiences of all 

children and young people. Schools need to place greater value on what 

young people tell them about their experiences. 

12. We recommend lay-testing/mystery shopping of platforms and resources [for 

self-harm] to support accessibility, especially where focused on children and 

young people. 

Peer support and families 

13. There needs to be clear guidance for young people on how to safely support 

a friend and how to seek professional support. Information and advice needs 

to be readily available for friends who act as listeners and peer support 

mechanisms, including how to protect their own well-being and mental 

health. 

14. Families and carers should receive support and targeted advice to boost their 

knowledge and confidence of how best to support someone who is self-

harming (or at risk of self-harm). 

Providing information and advice  

15. More resources are needed to raise awareness of existing services and 

support mechanisms, including safe and trusted online resources. 
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16. Online websites and virtual resources should be more accessible and visually 

engaging, and to ensure that young people in crisis can easily navigate and 

interpret what they need to do to seek help depending on their needs. 

17. Mental Health and mindfulness apps and self-care techniques should be 

encouraged to accompany support, but they should not be taken as a 'one-

size fits all' cure.  

18. Medical and other trained professionals should be the preferred ‘messenger‘ 

for education, engagement, and communication around self-harm. 

Building trust  

19. Trust should be cultivated and built upon; young people learning to trust 

professionals and seeing the opportunities that can be created will be 

further motivated to trust others within wider networks and support service. 

20. Strategies to reduce self-harming should focus on improving transparency 

and communication with a trusted person or professional, avoiding secrecy 

and a culture of 'victim-blaming' where a young person then might shy away 

from talking about their self-harm and getting support. 
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3. Introduction 

What is self-harm? 

Due to complexity in its presentation and description (for example, non-suicidal 

self-harm, self-injury, or deliberate self-harm), self-harm can often be challenging 

to define. There is currently no single definition of self-harm; the most cited 

being: 

‘Self-harm is any act of self‑poisoning or self‑injury carried out by a person, 

irrespective of their motivation. This commonly involves self‑poisoning with 

medication or self‑injury by cutting. Self‑harm is not used to refer to harm 

arising from overeating, body piercing, body tattooing, excessive consumption of 

alcohol or recreational drugs, starvation arising from anorexia nervosa or 

accidental harm to oneself.’ 

National Institute for Health and Care Excellence (NICE) 

‘Self-harm is the act of deliberately causing harm to oneself either by causing a 

physical injury, by putting oneself in dangerous situations and/or self-neglect’. 

The National Self-harm Network 

Why do children and young people self-harm? 

One of the challenges in the effective prevention and intervention of self-harm is 

the lack of clear understanding of the for the reasons that children and young 

people self-harm. A systematic review1 of research looking at children and young 

people’s non-suicidal reasons for engaging in self-harm, identified several key 

themes: 

Table 1: Commonly reported non-suicidal reasons for self-harm.  

Responding 

to distress 
• Managing distress (affect regulation): managing painful, 

unpleasant emotional states, including making emotional pain 

physical and blocking bad memories 

• Interpersonal influence: changing or responding to how other 

thinks or feel; help seeking 

• Punishment: usually of self, but occasionally of others 



Children and Young People Self-harm Needs Assessment 2022 

13 

• Managing dissociation: either switching off or bringing on 

feelings of numbness and unreality 

• Averting suicide: non-fatal self-harm to ward off suicidal acts 

or thoughts 

Self-harm as 

a positive 

experience 

 

• Gratification: self-harm as comforting or enjoyable 

• Sensation seeking – through a sense of non-sexual excitement 

or arousal 

• Experimenting – trying something new 

• Protection: of self or others 

• Developing a sense of personal mastery 

Defining the 

self 
• Defining boundaries: self-injury is a means of defining or 

exploring personal boundaries 

• Responding to sexuality: through self-harm as creating quasi -

sexual feelings and expressing sexuality in a symbolic way 

• Validation: demonstrating to self, and occasionally to others 

one’s strength or the degree of one’s suffering 

• Self as belonging or fitting into a group or subculture 

• Having a personal language, including one for remembrance: a 

means of conjuring up or acknowledging good past feelings or 

memories 

NB: Excluded are psychotic explanations and rarer motives such as self-harm as a political 

statement  

Self-harm as a significant public health issue 

Self-harm can present in a variety of locations (e.g. home, educational, custodial, 

social care, and healthcare settings) and can result in adverse outcomes, including 

repetition of self-harm, suicide and mortality, mental health morbidity, poorer 

education and employment outcomes, and overall decreased quality of life234. 

Those who self-harm in mid to late adolescence potentially face an increased risk 

of developing mental health issues, as well as higher prevalence rates across a 

range of health risk behaviours in late adolescence and early adulthood; including 

increased likelihood of suicidal thoughts.56 

The Iceberg model of self-harm 

The incidence of self-harm in children and young people is often conceptualised in 

terms of an iceberg model with three levels: fatal self-harm (i.e. suicide), which is 
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an overt but uncommon behaviour (the tip of the iceberg); self-harm that results 

in presentation to clinical services (e.g. A&E), which is also overt, but common; 

and self-harm that occurs in the community, which is common, but largely hidden 

(the submerged part of the iceberg). Establishing the relative incidence of self-

harm at these three levels is important to understanding the extent of the issue 

and in identifying the challenges for prevention and intervention. 

Figure 1: Representation of the relative prevalence of self-harm and suicide in 

young people 

 

In a retrospective study7, national mortality statistics, hospital monitoring data 

and schools survey data were used to estimate the extent of fatal and non-fatal 

self-harm in adolescents aged 12–17 years in England. The research estimates that 

every year in England, approximately 21,000 adolescents aged 12–17 years present 

to hospital following self-harm, with 200,000 engaging in self-harm behaviours 

within the community and not presenting to clinical services (it is noted that the 

latter estimation does not take account of young people who reported self-harm in 

the community and also presented to hospital for self-harm). 

4. Aims, objectives and scope  

Aims 

This overarching aim of this needs assessment is to identify, better understand, 

and produce a set of recommendations on how best the ‘local system’ in East 

Sussex can: 
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• prevent self-harm in children and young people (including primary and 

secondary prevention); and 

• respond to and provide support for children and young people who are self-

harming; specifically in terms of the identification and disclosure of self-harm, 

as well as the initial support provided by first contact services and 

professionals (i.e. early intervention). 

Objectives  

The objectives of this needs assessment are to: 

• describe the size/extent of self-harm in children and young people across East 

Sussex through: 

➢ analysis of available data sources  

➢ Identifying the risk factors that increase the likelihood of children and 

young people self-harming and which children and young people/groups 

are most at risk 

• understand the impact of COVID-19 on: 

➢ common risk factors for self-harm  

➢ those children and young people/groups most at risk of self-harm; 

• the need for, and provision of, early intervention support for children 

and young people who self-harm (or at risk of self-harm) 

• understand the protective factors that reduce the risk of children and young 

people self-harming 

• describe what works in preventing self-harm in children and young people 

• gain the views of children and young people and professionals in relation to: 

➢ Their understanding/experience of self-harm prevention in children and 

young people 

➢ Their understanding/experience of early intervention support for self-

harm (including identification). 

Scope 

The definition of self-harm agreed by the Children and Young People Self-Harm 

Improvement Strategy Steering Group for this needs assessment is set out below: 
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‘Self-harm is when someone causes harm to themselves either by causing a 

physical injury, by putting themselves in dangerous situations and/or self-

neglect’ 

However, it is noted that self-harm prevalence and service activity captured as part of 

this needs assessment does not specifically consider aspects of self-harm related to 

overeating, excessive consumption of alcohol or recreational drugs, starvation arising from 

anorexia nervosa or accidental harm to oneself (e.g. hospital admissions due to eating 

disorders or referrals to the Children, Young People and Family Eating Disorder Service). 

It is not within the scope of this needs assessment to seek the views of children and young 

people and stakeholders regarding their personal experience of self-harming behaviour or 

access to specialist mental health services.  

Due to the ongoing work to implement the Foundation for Our Future Strategy8 across 

Sussex and three local authorities, including adoption of the iTHRIVE framework9 it was 

not feasible to undertake mapping of services within this needs assessment. This is partly 

due to the pace of change in service provision but also the likelihood for duplication. The 

needs assessment can however inform the way the strategy is implemented.  

The scope of the needs assessment will include: 

• children and young people (0-24 years) who live in East Sussex, who may 

identify as 

➢ currently not engaging in self-harm behaviours (or at risk of self-harm) 

➢ at risk of engaging in self-harm behaviours 

➢ currently engaging in self-harm behaviours  

➢ accessing (or having accessed) early intervention support/services for 

their self-harm  

The needs assessment aligns with the Pan-Sussex iTHRIVE framework to support 

mental wellbeing, specifically the ‘Thriving’, ‘Getting Advice’ and ‘Getting Help’ 

categories of need. 

This needs assessment will focus on self-harm prevention and intervention, which 

includes: 

• mental health promotion activities and approaches evidenced to prevent self-

harm in children and young people 

• the identification of self-harm in children and young people  

• the initial disclosure of self-harm by a child or young person  

• the initial response and early support provided by first contact services and 

professionals  
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With regards to the disclosure/identification of self-harm and initial support 

provided by first contact services and professionals, it is recognised that there are 

a multitude of different avenues through which this may occur and that a linear 

pathway does not necessarily exist.  

Methodology 

To help build a picture of children and young people’s self-harm in East Sussex, 

specifically related to prevention, identification and early intervention, the 

following methodologies were utilised: 

Multi-agency steering group: A Children and Young People Self-Harm 

Improvement Strategy Steering Group was established in November 2019. The 

purpose and responsibilities of the Steering Group were to: 

• guide the scope, content and completion of the needs assessment  

• bring knowledge, expertise and intelligence to inform the project 

• ensure that all relevant voices are heard, including those of young people  

• take a strategic approach to the issue, identifying strengths and assets, as well 

as gaps and challenges 

• review written drafts of documents 

• facilitate agreement on actions and recommendations with their own 

organisation 

Literature review: A review of the evidence of risk and protective factors for self-

harm in children and young people was undertaken, alongside a review of the 

evidence to understand what works in preventing self-harm in children and young 

people. See Appendix 1 for details of the methodology. 

Self-harm prevalence and service activity data analysis: This includes analysis of 

hospital admission and A&E attendance data relating to self-harm in children and 

young people, alongside service activity data and data within local surveys 

completed by children and young people. 

Survey and focus groups with children and young people: A self-harm survey for 

children and young people aged 16 to 24 years was administered by East Sussex 

Community Voice during February 2022. This survey, co-produced with young 

people, sought to gain a better understanding of young people’s awareness of, and 

access to self-harm information, the role of support networks, and young people’s 

views and experiences of the initial support they may have received in relation to 

self-harm. Eight focus groups were also undertaken with children and young people 

aged 13 to 25 years using a topic guide co-produced with young people. 
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Stakeholder interviews: Semi structured interviews were conducted with 24 

stakeholders from a range of organisations and sectors, to include education 

settings, the Mental Health Support Team, Early Help, ISEND, Social Care, Clinical 

Commissioning Group, School Health Service, CAMHS and the Police. These 

interviews sought views and opinions on the early identification of self-harm, 

access to and delivery of initial support/first contact services for those who self-

harm and what could be improved or done differently to reduce the number of 

children and young people who start self-harming? 

Note: the timescales for the production of this needs assessment are far longer 

than is usual. This reflects the limited progress that could be made at times 

during the COVID pandemic. We have endeavoured however to ensure the 

information presented is as up to date as possible. 
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5. National And Local Policy Context 

National Policy Context  

In 2011, the mental health strategy, No Health without Mental Health set out plans to 

improve mental health outcomes for people of all ages. As part of a commitment 

to achieving “parity of esteem” between physical and mental health, an 

implementation framework described how different bodies, such as schools, 

employers and local authorities, should work together to support people’s mental 

health. It recommended that schools promote children and young people’s 

wellbeing and mental health and pledge to provide early support for mental health 

problems. 

In 2014, the Department of Health published Closing the Gap: priorities for essential 

change in mental health. This outlined ambitions to improve access to psychological 

therapies for children and young people and support for schools to identify mental health 

problems sooner. In July 2014, a taskforce, led by the Department of Health and NHS 

England, examined how to improve child and adolescent mental health care. They 

subsequently published the Future in Mind report (March 2015) which highlighted the 

difficulties experienced by children, young people and their families in accessing mental 

health support and provided a blueprint for whole systems change. The report set 

ambitions for improving care over the next five years, including making better links 

between schools and specialist services. Key objectives included: 

• tackling stigma and improving attitudes to mental illness 

• introducing more access and waiting time standards for services 

• establishing ‘one stop shop’ support services in the community 

• improving access for children and young people who are particularly 

vulnerable. 

In August 2015, it was announced that £75 million would also be allocated to 

support Clinical Commissioning Groups (CCGs) to work with local partners to 

develop local transformation plans to overhaul mental health services for children 

and young people in their areas. Local Transformation Plans covering all 209 CCGs 

were developed setting out how local agencies would work together to improve 

children and young people’s mental health across the full spectrum of need. 

Additionally, the Government committed to implementing the recommendations 

made in The Five Year Forward View for Mental Health (February 2016). This identified 

children and young people as a priority group for mental health promotion and 

prevention, early intervention and timely access to good quality care. In December 

2017 the Green paper Transforming children and young people's mental health provision 

https://www.gov.uk/government/publications/the-mental-health-strategy-for-england
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/281250/Closing_the_gap_V2_-_17_Feb_2014.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/281250/Closing_the_gap_V2_-_17_Feb_2014.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf
https://www.gov.uk/government/consultations/transforming-children-and-young-peoples-mental-health-provision-a-green-paper
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was published for consultation; this set out measures to improve mental health 

support, in particular through schools and colleges. Proposals included to: 

• incentivise and support all schools and colleges to identify and train a 

Designated Senior Lead for mental health. 

• fund new Mental Health Support Teams, which will be supervised by NHS 

children and young people’s mental health staff. 

• pilot a four week waiting time for access to specialist NHS children and young 

people’s mental health services.  

The Government’s response to the consultation, published in July 2018, committed 

to taking forward all proposals in the Green Paper, with certain areas trialling the 

three key proposals in 2019. 

The NHS Long Term Plan sets out key priorities for the NHS in England over the next 

ten years. The Plan (published in January 2019) restated the commitments set out 

in The Five Year Forward View for Mental Health to improve access to mental 

health treatment for 70,000 more children and young people and set out further 

measures to improve the provision of, and access to, mental health services for 

children and young people, including: 

• a commitment that funding for children and young people’s mental health 

services will grow faster than both overall NHS funding and total mental health 

spending 

• extra investment over the next 5 years in children and young people’s eating 

disorder services. 

• continued investment in expanding access to community-based mental health 

services to meet the needs of more children and young people; and  

• the NHS to work with schools, parents and local councils to embed school and 

college-based mental health support for children and young people. 

In March 2017, the government announced its intentions as part of section 34 of 

the Children and Social Work Act 2017  to introduce statutory ‘Relationships and 

Sex Education (RSE)’ across all secondary schools, including academies and 

independent schools; and statutory ‘Relationships Education’ across all primary 

schools in England. In July 2018, the Government announced the further 

introduction of statutory Health Education (rather than PSHE education in its 

entirety), and published draft statutory guidance on RSE and Health Education, 

with a consultation on the guidance running until November 2018 

Following consultation, final statutory guidance on Relationships Education, 

Relationships and Sex Education (RSE) and Health Education was published by the 

Department for Education (DfE) in June 2019, with schools able to implement the 

changes from September 2019 should they wish. Whilst this statutory guidance 

https://www.england.nhs.uk/long-term-plan/
https://www.legislation.gov.uk/ukpga/2017/16/section/34/enacted
https://www.gov.uk/government/publications/relationships-education-relationships-and-sex-education-rse-and-health-education
https://www.gov.uk/government/publications/relationships-education-relationships-and-sex-education-rse-and-health-education
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came into force on 1st September 2020; due to the disruption caused by the 

coronavirus pandemic, schools were able to delay the introduction of the new 

requirements until summer 2021 should they not be ready to begin teaching the 

revised subjects in the current circumstances. The statutory guidance sets out 

proposed requirements for health education. The requirements cover physical 

health and mental wellbeing, and it makes clear that the two are interlinked. 

At primary level, pupils are expected to learn: 

• that mental wellbeing is a normal part of daily life; that mental ill health is 

common and can often be addressed effectively.  

• that there is a normal range of emotions 

• how to recognise and talk about their emotions, judge their own feelings, and 

where and how to seek support.  

• the benefits of things like physical exercise, time outdoors, and how to use 

simple self-care techniques. 

• that bullying has a negative and often lasting impact on mental wellbeing. 

At secondary level, pupils should be taught: 

• how to talk about their emotions. 

• that happiness is linked to being connected to others. 

• how to recognise the early signs of mental wellbeing concerns. 

• common types of mental ill health (e.g. anxiety and depression). 

• how to critically evaluate when something they do or are involved in has  

• a positive or negative effect on their own or others’ mental health. 

• the benefits and importance of things like physical exercise, time outdoors & 

community participation 

In May 2021, the Government announced more than £17 million to improve mental 

health and wellbeing support in schools and colleges, to help them recover from 

the challenges of the COVID-19 pandemic. Up to 7,800 schools and colleges in 

England were offered funding worth £9.5 million to train a senior mental health 

lead, part of the Government’s commitment to offer this training to all state 

schools and colleges by 2025. Funding also included a new £7 million Wellbeing for 

Education Recovery programme, to provide training, support and resources for 

staff dealing with children and young people experiencing additional pressures 

from the last year – including trauma, anxiety, or grief. 

National Suicide Prevention Strategy 

In 2012, the Government published the cross-Government National Suicide 

Prevention Strategy. This strategy set out two overall objectives: (i) a reduction in 

https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england
https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england
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the suicide rate in the general population in England; and (ii) better support for 

those bereaved or affected by suicide. To support delivery of these objectives, the 

strategy identified six key areas for action, which were subsequently updated in 

2017 to expand the scope of the strategy to include addressing self-harm as an 

issue in its own right. 

The National Suicide Prevention Strategy is implemented by partners across Government 

working individually and collectively to address suicide prevention within their sector and 

to ensure all partners remain committed to implementing the Strategy’s aims to reduce 

suicides everywhere. Each year a progress report is published detailing activity undertaken 

to reduce deaths by suicide. The latest progress report (published in March 2021) sets out 

a refreshed cross-government suicide prevention workplan. This includes a list of new 

actions agreed specifically in response to the COVID-19 pandemic, as well as existing 

actions that have either been adapted in response to the pandemic, or continue to be of 

high importance in the context of COVID-19. The action plan acknowledges the risks 

exacerbated by the pandemic for specific vulnerable groups (to include children and young 

people, and those who self-harm), with examples of actions relevant to children and 

young people detailed below: 

• Funding mental health advisers in each local authority to upskill education 

staff in responses to trauma. 

• Ongoing creation of Mental Health Support Teams (MHSTs) for schools/colleges  

• The development of implementation guidance for RSHE curriculum content 

• Developing the University Mental Health Charter Award Scheme 

• Every Mind Matters campaign focused on children and young people 

• Establish a new duty of care on how online services should deal with illegal and 

harmful content (including suicide and self-harm) 

• Addressing the lack of LGBT self-harm and suicide data. 

Mental Health Policy And COVID-19  

The COVID-19 mental health and wellbeing recovery action plan sets out an ambitious, 

cross-government, whole-person approach to promoting positive mental health and 

supporting people living with mental illness to recover and live well. It builds on 

collaboration during the pandemic across government departments, health and 

care organisations, local government, and voluntary, community and private sector 

organisations to prevent and mitigate some of the most pressing impacts of COVID-

19 on the nation’s mental health and wellbeing and support people who are 

struggling. The plan identifies key commitments for 2021 to 2022, building on the 

actions taken to date and forms the foundation for future policy development and 

delivery over the coming months and years, as understanding of the pandemic’s 

impact grows. Many of the actions set out throughout this recovery action plan will 

also support people at risk of self-harm or suicide and prevent people from 

reaching this stage.  

https://www.gov.uk/government/publications/suicide-prevention-in-england-fifth-progress-report
https://www.gov.uk/government/publications/covid-19-mental-health-and-wellbeing-recovery-action-plan
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NICE Guidance  

NICE has recently published new guidance Self-harm: assessment, management and 

preventing recurrence which covers the assessment, management and preventing 

recurrence for all people who have self-harmed, including those with a mental health 

problem, neurodevelopmental disorder or a learning disability. 

Local Policy Context  

Foundations For Our Future 

Foundations for our Future10 was an independently led review of the support 

available for children and young people’s emotional health and wellbeing across 

Sussex. Commissioned by NHS commissioners, it was undertaken in 2019/20 

because organisations and services recognised more needed to be done to improve 

the emotional health, wellbeing and mental health of our children and young 

people.  

In particular, the services that are available and the experience of children and 

young people using them needed to improve. 

The review identified a number of key themes and recommendations. One key 

recommendation was the development of a Sussex-wide Emotional Wellbeing and 

Mental Health Strategy for children and young people 0-25 years. This strategy has 

a focus on the improvement of services and the experience of children and young 

people. It also recognises however that this will only be successful if those services 

are supported by changes in other areas, for example physical health, community 

improvements, education, and a stronger focus on prevention. 

The strategy includes a number of recommendations addressing key risk factors for 

self-harm such as bullying and parental mental health problems. It also includes a 

commitment to have a clear pan-Sussex self-harm suicide and prevention strategy. 

Responsibility for the implementation of the strategy sits with the pan-Sussex 

Children’s Board, and locally through ‘mental health and emotional wellbeing 

partnerships in each of the three local authority areas.  

https://www.nice.org.uk/guidance/ng225/resources/selfharm-assessment-management-and-preventing-recurrence-pdf-66143837346757
https://www.nice.org.uk/guidance/ng225/resources/selfharm-assessment-management-and-preventing-recurrence-pdf-66143837346757
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6. Risk And Protective Factors 

Introduction 

Some children and young people are more likely to self-harm than others because 

of their life experiences and life circumstances. For example, experience of 

trauma and relationship difficulties.   

A risk factor is a characteristic that precedes and is associated with a higher 

likelihood of a negative outcome. A protective factor is a characteristic associated 

with a lower likelihood of a negative outcome or a characteristic that reduces a 

risk factor’s impact. Some risk and protective factors are fixed (such as gender), 

whilst others are variable and can change over time (such stressful life events).  

Some risk factors described below may not be directly causal but are rather 

positively associated with self-harm (e.g. goth subculture). Others however may be 

described as causal as they may not be the only cause of the negative outcome but 

removing them would likely change the outcome.11 Knowing what the risk factors 

are help to identify those children and young people most at risk of engaging in 

self-harm and can inform prevention and early intervention approaches. Risk 

factors for self-harm involve a complex interplay of genetic, biological, mental 

disorder, psychological, environmental and cultural factors.12  

Alongside risk factors, research has sought to better understand under which 

circumstances a risk factor may result in children and young people being more 

likely to self-harm, and also the possible internal psychological factors accounting 

for and explaining the relationships between a risk factor and self-harm 

behaviour.13 

Risk Factors  

Appendix  2 provides a summary of the evidence identifying the key risk factors 

associated with self-harm. Most of the study samples included 10–25 year old 

populations and it is not possible to present these according to smaller age groups.  

The highest risks for self-harming are associated with  

• family dysfunction 

• mental health problems 

• child maltreatment 

• adverse childhood experiences and bullying  
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A qualitative study involving 18-25 year olds found similar risk factors including 

distressing emotions, sense of isolation, exposure to self-harm, relationship 

difficulties, social comparison, and school/ work difficulties to be related to self-

harm in young people11. 

The National Institute for Health and Care Excellence guidelines, 202023 highlights a 

similar set of risk factors, including: 

• Socio-economic disadvantage,  

• Social isolation  

• Stressful life events: relationship difficulties, previous experience in the armed 

forces, child maltreatment, or domestic violence, bereavement by suicide 

• Mental health problems: depression, psychosis or schizophrenia, bipolar 

disorder, post-traumatic stress disorder, or a personality disorder 

• Chronic physical health problems 

• Alcohol and/or drug misuse 

• Involvement with the criminal justice system (with people in prison being at 

particular risk) 

• Sex related issues: repeated self-harm and physical health problems in men 

• Age: peak rates in 16 to 24-year-old women and 25 to 34 year old men 

A study completed among LGBTQ young people in England have found that those 

who had experienced abuse or negative interactions related to their sexual 

orientation/ gender identity were 1.55 times more likely to plan/ attempt suicide 

than those in this group who hadn’t24. 

In addition to the current evidence review, a literature search undertaken by 

Brighton and Hove city council (specific timeframe was not mentioned) has 

captured a number of additional studies/systematic reviews outside of the 5 year 

time-frame (2017 to 2021) used as part of our evidence search. They have 

additionally mentioned25  

• low family educational level 

• behavioural disorders 

• anxiety 

• exposure to self-harm/ suicide in others (family/ friends) 

• looked after children/ children in care 

• low emotional intelligence 

• low self-efficacy (problem solving) 

• feelings of entrapment, defeat, lack of belonging, self-blame/ criticism, self-

loathing, disgust, and shame also as some of the risk factors.  
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Appendix 3 provides more detailed summaries of data relating to selected risk 

factors, including, 

• Gender 

• family income and socioeconomic adversity 

• family variables 

• childhood maltreatment/adverse childhood experiences 

• psychiatric and psychological factors 

• LGBTQ+ 

• bullying (including cyberbullying) 

• internet use and social media 

• school absenteeism 

• sleep problems 

• repeat self-harm 

• Parental support 

• Mental wellbeing 

• Self-compassion 

• School connectedness 

Protective Factors 

Protective factors for behavior outcomes during adolescence typically fall into 

three categories:  

1. individual traits (positive social orientation, high intelligence, and a 

resilient temperament) 

2. social bonding (warmth, affective relationships, and commitment)  

3. healthy behavior patterns14 

There is a consensus that during early childhood, having good affective 

experiences and bonds, as well as growing in a stable and safe environment, 

improves emotional development and, consequently, has a positive impact on 

mental health and behavior during adolescence and adulthood15  

Appendix 2 provides a summary of protective factors associated with self-harm, 

established from the literature review. Along with the Brighton and Hove needs 

assessment literature review25, key identified protective factors include: 

• greater mental wellbeing 

• later start of menstruation  

• treatment for any mental disorder 
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• strong social attachments 

• positive family relationships 

• emotional expressivity 

• self-efficacy and optimism  

An analysis of the 2017 Health Related Behaviour Questionnaire (Year 10 pupils) in 

East Sussex highlights a number of risk and protective factors associated with self-

harming (defined as sometimes, usually or always hurt or cut myself when worried 

about a problem or feeling stressed). In alignment with wider evidence, 

unhappiness with life, bullying, LGBTQ+ identity, anxiety/worry and experience of 

abuse were identified as significant risk factors. Protective factors include, being 

non-white British, feeling connected to others, greater mental wellbeing, having 

trusted sources of support and being able to cope/deal with problems.  

Table 2: Risk and protective factors associated with self-harm 

 

NB: All odds ratios are unadjusted – comparing those self-harming who have the 

factor to those who don’t, with no other adjustments for risk factors made 
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Pathways to Self-harm 

Whilst previous research has identified a multitude of internal and external risk 

factors for self-harm, it is acknowledged that it is extremely difficult to accurately 

predict this outcome. There are a number of reasons for this, but much of it 

relates to the multidimensional nature of self-harm risk and the challenges of 

conducting research in this area.16 

However, in a recent UK study17, researchers used data from participants of the 

Millennium Cohort Study, (who had reported self-harm at age 14 years) to identify 

two specific subgroups of adolescents who self-harm. The evidence indicates that 

it is possible to predict those individuals at greatest risk almost a decade before 

they begin self-harming.  

They found that there were 2 distinct subgroups at age 14 years: a smaller group 

(n = 379) who reported a long history of psychopathology, and a second, much 

larger group (n = 905) without. They were similarly characterized by sleep 

problems and low self-esteem, but there was developmental differentiation. From 

an early age, the first group had poorer emotion regulation, were bullied, and 

their caregivers faced emotional challenges. The second group showed less 

consistency in early childhood, but later reported more willingness to take risks 

(often linked to impulsivity) and less secure in their relationships with 

peers/family. Notably, the research found that both groups could be predicted 

almost a decade before the reported self-harm. 

Self-harm and suicide 

There is a strong association between self-harm and risk of future suicide1819, with 

self-harm having been found to significantly predict the transition from suicidal 

thoughts to suicide attempts20. The risk of suicide is increased by between 30 and 

100-fold in the year following an episode of self harm (compared to the general 

population),21 with approximately 50% of all adolescents who die by suicide having 

previously self-harmed.22 Risk of suicide after self-harm is more likely in male 

adolescents, people who have received psychiatric care, and those who repeatedly 

self-harm. As part of the Millennium Cohort Study, analysis of data collected 

during 2018-19 found that one in 10 females (10%) and one in 25 (4%) males 

reported that they had self-harmed with suicidal intent. 

Self-harm and COVID-19  

Evidence from the COVID Social Mobility & Opportunities (COSMO), which surveyed 

Year 11 pupils during the 20121/22 academic year, found that the proportion 
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reporting levels of high psychological stress has increased considerably since 

200723.  

Figure 2: Levels of high psychological distress amongst young people in England 

between 2007 and 2021 

 

Whilst the pandemic is unlikely to solely explain this increase given evidence 

showing ongoing downward trends in wellbeing among young people over the past, 

it is likely to have exacerbated the situation for some. The evidence linking 

experience of the pandemic to mental health is mixed. Evidence gathered during 

the COVID-19 pandemic suggests that most children and young people have broadly 

coped well. 24 For example, the Children’s Commissioner’s ‘Big Ask’ survey reached 

over half a million 6 to 17 year olds in April and May 2021, and found that 80% 

were happy or okay with their mental wellbeing. 

However, as with many aspects of the pandemic, the effects have not been felt 

equally25. Throughout the pandemic, children and young people who were female, 

older (16 to 24 year olds), more disadvantaged, or who had special educational 

needs and/or disabilities (SEND)have been found to be more likely to report 

difficulties with mental health and wellbeing26. It is acknowledged that the nature 

of much of this research makes it difficult to determine if these findings are 
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continuations of pre-pandemic trends or reflect differential experiences between 

groups of children as a result of the pandemic. 

With specific reference to self-harm behaviours, evidence suggests that rates of 

self-harm across all ages have remained relatively constant during the pandemic, 

although self-harm has been reported to be higher amongst younger adults (18 to 

29 years), people with lower household incomes, and those with a diagnosed 

mental health condition.27 

During the first national lockdown, there were initially steep falls in hospital 

presentations for self-harm.28 Whilst these have largely recovered to pre-pandemic 

levels, there remains significant concerns regarding how children and young people 

who self-harm coped during this time and the impact of the ongoing ‘perma-crisis2’ 

that many will be experiencing.  

Evidence shows the importance, therefore, of a preventative approach to mental 

health and self-harm addresses factors that were of concern to young people’s 

mental health pre-pandemic29 as well as with major life events that they may have 

experienced during the pandemic, such as having long COVID, spending a long time 

away from society when shielding, or losing a loved one30. 

  

 

2 Statement: The European Region is in a “permacrisis” that stretches well beyond the 

pandemic, climate change and war (who.int) 

https://www.who.int/europe/news/item/27-09-2022-statement-the-european-region-is-in-a-permacrisis-that-stretches-well-beyond-the-pandemic-climate-change-and-war
https://www.who.int/europe/news/item/27-09-2022-statement-the-european-region-is-in-a-permacrisis-that-stretches-well-beyond-the-pandemic-climate-change-and-war


Children and Young People Self-harm Needs Assessment 2022 

31 

7. Level Of Need In East Sussex 

Data Summary 

• Around a third of secondary school age children report having ever 

intentionally hurt themselves 

• Around 1 in 20 secondary school age children report self-harming regularly 

• Self-harm behaviours are higher in females and increase with age. More males 

are seen with increasing age 

• For those attending hospital for self-harm, drug overdose or self-poisoning are 

the main methods of harm. Other methods of harm are higher in males and 

also in under 15s  

• For those attending hospital, paracetamol is the most common type of 

overdose followed by antidepressants  

• Self-harm increases with increasing levels of deprivation  

• Repeat hospital attendance for self-harm has been higher in recent years and 

is higher in females 

• A&E attendances due to self-harm remain fairly stable 

• East Sussex has an increasing and significantly higher rate of self-harm 

admissions than England and the South-East, and the most recent data for 

2020/21 shows East Sussex has the highest rate in Sussex  

• Within East Sussex, self-harm ambulance call-outs and admissions are highest 

in Hastings with admissions on an upward trend 

• From the local data available we cannot say that the prevalence of self-harm is 

increasing. Survey data for secondary school age children suggests the 

prevalence of regular self-harming behaviours in 2020/21 is similar to rates in 

2017, and A&E attendances appear to be fairly stable. However, the increase 

in self-harm admissions and repeat self-harm clearly indicates that the severity 

of self-harming is getting worse.  

National evidence 

Self-harm has high levels of underreporting31. As a result, accurate prevalence 

figures are difficult to determine precisely, with statistics largely focused on those 

who present to hospital or primary care32. These statistics show that the rates of 

self-harm in children and young people have been increasing over recent decades 

across a number of comparable countries.  

An increase in self-harm presentations to hospitals and clinical facilities may be 

attributable to a number of factors, including changes in the lethality of self-harm 

methods used by children and young people, the younger age of onset of self-harm 
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behaviours, increased risk of self-harm repetition in children and young people 

(relative to young adults), and changes to/improvements in clinical documentation 

and coding of self-harm presentation (resulting in a higher detection rate).  

National prevalence estimates 

Estimates for the prevalence of self-harm amongst children and young people in 

England range between approximately 13% and 20%.3334 For example, analysis of 

data from the Health Behaviour in School-aged Children (HBSC) survey for England 

(2014) found 22% of 15 year olds to report that they had ever self-harmed, with 

nearly three times as many girls reporting that they had self-harmed (32%) 

compared to boys (11%). 

The majority of young people who were self-harming reported engaging in self-

harm once a month or more.35 Furthermore, a more recent analysis of data36 

collected from participants in the Millennium Cohort Study (MCS) during 2018-19 

found that at age 17, 28% of females and 20% of males reported self-harming in the 

previous year. These rates have increased from those reported by children and 

young people participating in the study at age 14; with percentages more than 

doubling for males (9% at age 14 to 20% at age 17), while females experienced an 

increase from 23% to 28% over the same period. a 

Local Data  

Introduction 

The main sources of data relating to self-harm are through surveys or service data 

(e.g. hospitals, ambulance) and each have their limitations. See ‘Data Caveats’ 

below. This section provides a summary of the local survey and hospital data 

available.  

As previously outlined, the research highlights that much self-harm is hidden and 

that there are likely to be high levels of under reporting. A dearth of both local 

and national data and information, and inconsistent recording methods for those 

who are in contact with services, mean it is impossible to fully understand the 

local picture of self-harm among children and young people. This needs assessment 

seeks to provide a picture not only of what we know about self-harm locally, but 

also to provide a starting point for discussion and actions to improve our 

knowledge, understanding and support for those experiencing or at risk of self-

harm. This section presents the data that is available at a local level, and 

acknowledges the caveats associated with these. 
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Data Caveats 

Different services define, record and code self-harm in different ways. It is 

therefore not appropriate to compare data sources and numbers presented may 

not reconcile with each other, even for the same service (e.g. A&E).  

Due to new data systems and resulting data quality for some services, analysis is 

also limited. Appendix 4 provides a summary of the different data sources used in 

this section, definitions and issues to be aware of. Generally data on age group, 

sex and area where patient lives is available, but other known risk/protective 

factors such as ethnicity and LGBTQ+ are not.  

An issue common to analysis of different data sources is the impact of repeat self-

harm. For data relating to children and young people seeking urgent care 

(ambulance call-outs, A&E attendances and emergency admissions) there are two 

ways of looking at it – either service activity (call-outs/attendances/admissions) or 

individuals. Where possible, analysis has been done by both. Where this has not 

been possible it is very important to consider the impact of repeat self-harm and 

how this may skew analysis due to the extent of repeat self-harm at an individual 

level. For example, a rise in hospital admissions or attendance may be due to 

repeat attendance in relatively few individuals. 

A&E attendances for 2019/20 and 2020/21 needs to be considered in the context 

of changes in A&E activity due to the COVID-19 pandemic. For all East Sussex 

resident A&E attendances, attendances in April 2020 were almost half the monthly 

average pre-pandemic with children and young people aged under 20 having larger 

drops compared to older age groups. For all ages, there were 19,558 fewer 

attendances in April-September 2020 compared to the same period the year 

before. Attendances appear to have returned to more normal levels in August 

2020, but then began to decrease again until they picked up in March 2021.  

Please note that small numbers may be suppressed/categories combined for 

disclosure control purposes. 

Prevalence 

Local health behaviour surveys of secondary school age children were conducted in 

2017 and 2020/21 that included questions around self-harm, and which provide 

some indication of prevalence among this cohort. 

The 2017 Health-Related Behaviour Survey (HRBS) included a section on emotional 

health and wellbeing and asked: ‘when you have a problem that worries you or 

you are feeling stressed, what do you do about it?’. Amongst a list of options ‘cut 
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or hurt myself’ was included and pupils could select ‘never’, ‘sometimes’, 

‘usually’ or ‘always’.  

• 16% of pupils reported that they cut or hurt themselves sometimes, usually or 

always (11% for males and 21% for females)  

• 6% of pupils reporting usually or always cutting or hurting themselves (3% for males 

and 7% for females). 

During the academic year 2020/21 the My Health My School survey was undertaken 

in some East Sussex schools. Due to low participation to date and different schools 

undertaking the survey at different times of the year, results must be treated with 

caution. Over a third of the nearly 2,000 pupils who responded reported having 

ever hurt themselves, with 6% reporting doing so at least once a week. Self-

harming behaviours reported were higher for females and increase with age.  

Table 3: Self-reported self-harm behaviours for Year 7, 9 and 11, 2020/21 

 

Table 4: Self-reported self-harm behaviours for Year 7, 9 and 11 by sex, 2020/21 

 

Both surveys, which were conducted around 3 years apart, show a prevalence of 

regular self-harm (either usually or always cutting or hurting themselves in 

response to worry/stress or hurting themselves at least once a week) of 6%. This 

would equate to around 1,860 secondary school age pupils (12-16 year olds) in East 

Sussex who are regularly self-harming. A third of secondary school age pupils 

reported having ever self-harmed which equates to around 10,250 pupils.  

For those who had ever hurt themselves, statement that best describes them Year 7 Year 9 Year 11 Total

I used to hurt myself but no longer do it 10% 11% 13% 11%

I have hurt myself once or twice (in the last 12 months) 10% 11% 12% 11%

I sometimes (more than once a month) hurt myself 5% 6% 7% 6%

*often (more than once a week but not every day) or regularly (every day) hurt myself 5% 7% 6% 6%

Total reporting that they had ever hurt themselves 30% 35% 38% 33%

Number of respondants 875 889 212 1976

Percentage of school roll paticipated in the survey 16% 17% 4% 13%

*often and regularly have been combined due to small numbers

For those who had ever hurt themselves, statement that best describes themselves Female Male

I have hurt myself once or twice (in the last 12 months) 13% 7%

I often (more than once a week but not every day) hurt myself 5% 2%

I regularly (every day) hurt myself 2% 1%

I sometimes (more than once a month) hurt myself 7% 3%

I used to hurt myself but no longer do it 11% 10%

Total reporting that they had ever hurt themselves 38% 24%

Number of respondants 894 956
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Health Service Data 

Using the data we have available from the last 10 years, table x shows an estimate 

of scale of the issue in terms of children and young people seeking urgent 

care/contact with health services in an emergency situation due to self-harm in 

East Sussex.  Please note any East Sussex Healthcare Trust (ESHT) A&E trend data 

presented in this section uses different data sources and definitions and is not 

possible to ascertain the impact of these in relation to the overall picture in East 

Sussex. This is a particular issue for 2020/21 data. 

2020/21 self-harm data for East Sussex residents Under 25s 

492 ambulance call-outs 

486 A&E attendances at ESHT (Eastbourne or Hastings) 

523 admissions (all hospitals) 

Table 5: Estimates of children and young people resident in East Sussex seeking 

urgent care due to self-harm per year. 

Activity type Activity – numbers Individuals - numbers 

Ambulance call-outs 500 Unknown 

A&E attendance (ESHT 

only – Hastings or 

Eastbourne) 

630 - 800 470 – 560 

Admission (any hospital) 400 – 530 300 - 400 

 

Age And Sex 

Self-harm call-outs/attendances/admissions are higher for females. From an 

activity (number of overall admissions and attendances) perspective across the 

different datasets over the last 10 years, it ranges from 60-80% for females. If 

admissions/attendances are looked at in terms of number of individuals attending 

or admitted this reduces slightly to between 56-78%. More males are seen with 
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increasing age. Admissions and ESHT A&E data suggests that the percentage of 

activity/individuals who are male are on downward trend over the last 10 years 

with a slight upward trend seen for females. 

Figure 3: Percentage of activity/individuals that are male, 2011/12 to 2020/21 

 

Figure 4: Percentage of activity/individuals that are female, 2011/12 to 

2020/21 

 

The majority of self-harm activity for under 25s is for young people aged 18-24 

years (table x). Children resident in East Sussex and aged under 15 years account 
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for 17% individuals who were admitted to a hospital due to self-harm in 2020/21, 

compared to 31% who were 15-17 and 51% who were 18-24. 5% self-harm related 

ambulance call-outs were for this age group during the same year, compared to 

18% 15-17 year olds and 76% 18-24 year olds.  

Table 6: 2020/21 Self-harm activity for East Sussex residents by age and sex  

2020/21 activity Under 15s 15-17s 18-24s Males Females 

Ambulance call-

outs 

27 (5%) 90 (18%) 375 (76%) 112 (23%) 376 (77%) 

A&E attendances 

(EHST) 

51 (11%) 132 (27%) 302 (62%) 133 (27%) 352 (73%) 

Admissions (all 

hospitals) 

91 (17%) 163 (31%) 269 (51%) 106 (20%) 416 (80%) 

NB: small numbers of records had no age or sex recorded 

Data for 2020/21 indicates that 376 under 25s were admitted to a hospital for self-

harm: 20% of whom were under 15 years old. However, when under the 17 age 

groups are combined, the data indicates that more young people under 17 years 

(198) were admitted to a hospital for self-harm than 18-24 year olds (178). Of 

those residents who attended ESHT A&E, 60% were 18-24. Individuals seeking help 

were 2.5x as likely to be female than male.  

Table 7: Individuals seeking help for self-harm during 2020/21 for East Sussex 

by age and sex (small numbers of records do not have age/sex recorded) 

2020/21 

individuals 

Under 15s 15-17s 18-24s Males Females 

A&E 

attendances 

(EHST) 

47 (14%) 93 (28%) 199 (60%) 107 (32%) 226 (68%) 

Admissions (all 

hospitals) 

74 (20%) 124 (33%) 178 (46%) 92 (25%) 274 (75%) 
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Across all age groups there has been a general upward trend in hospital admissions 

over the last 10 years, particularly amongst 18-24 year olds (figure x). However, 

Conversely, ESHT A&E attendance data (including historic analysis of self-harm 

attendances for 2007/08 to 2009/10) shows more year-on-year variation, with 

attendances generally fairly stable in under 15s (figure x).  

For 15-17 year olds and 18-24 year olds attendances were slightly higher during 

2008/09 to 2011/12, but then dropped slightly and have since plateaued. Although 

these data are describing different cohorts of patients (East Sussex residents at 

any hospital for admissions, and only East Sussex residents at ESHT for A&E 

attendances), it does suggest that in general there is not an increase in children 

and young people seeking hospital help for self-harm, but there has been a 

potential increase in those with more significant self-harm seeking help (i.e. 

requiring admission). There is insufficient information available to indicate the 

reasons for this increase.  

Figure 5: Admissions and individuals admitted by age group, 2011/12 to 

2020/21 

 

Figure 6: ESHT overall A&E attendances and individuals attending by age group, 

2011/12 to 2020/21 
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Geography 

Overall, 1 in 4 self-harm hospital admissions for children and young people residing 

in East Sussex are for those from Hastings with 1 in 5 from Lewes and a further 1 in 

5 from Wealden.  

Over the last 3 years Hastings has had a significantly higher rate of overall 

admissions (one person can be admitted more than once) than the rest of the 

county. If looking at the rate of individuals admitted, Hastings is not significantly 

different to the rate for Rother (although is significantly higher than the other 

areas). Eastbourne has the lowest rate of overall admissions and Wealden the 

lowest rate of individuals admitted.  

Figure 7: Rates of admissions and individuals admitted by district/borough (with 

95% confidence intervals), 2018/19- 2020/21 
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Figure 8: Self-harm admissions (number) by district/borough, 2011/12 to 

2020/21 

 

Over the last 5 years there is a clear upward trend in the overall admission rate for 

Hastings and Wealden which is not reflective of the national trend. In terms of 

individuals being admitted, the rate in Hastings has increased at a slower rate in 

the latest year (2020/21) compared to overall admissions, and for Wealden shows a 

slight drop compared to an increase in the admission rate.  

Due to data issues, it is not possible to get an up-to-date view of A&E attendances 

by district/borough. 

Figure 9: Self-harm admission rate by district/borough, 2016/17 to 2020/21 
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Figure 10: Rate of persons admitted due to self-harm by district/borough, 2016/17 to 

2020/21 

 

Ambulance call-outs are significantly higher in Hastings than all other areas (Figure 

x). Eastbourne also has a significantly higher rate than Lewes, Rother and Wealden 

(note that ambulance call-outs will include all repeat self-harm, and rates could 

look very different by individuals).  

Figure 11: Rate of self-harm ambulance call-outs by district/borough, 2020/21 
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Deprivation 

Both ambulance and admission data show that self-harm increases with increasing 

levels of deprivation. Admissions and call-outs from the most deprived areas are 

significantly higher compared to the rest of East Sussex. Ambulance call-outs to 

the East Sussex areas that are in the least deprived quintile nationally (quintile 5) 

are slightly higher than quintile 4, but not significantly so. When considering 

individuals who are admitted for self-harm, young people living in the East Sussex 

areas that fall in the 40% most deprived areas nationally (quintile 1 and 2) have 

significantly higher admission rates than the rest of the county.  

Figure 12: Ambulance call-outs by deprivation, 2020/21 

 

Figure 13: Admissions and individuals admitted by deprivation, 2016/17 to 

2020/21 
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Method Of Harm 

Intentional drug overdose/self-poisoning is the main method of harm (72% of 

ambulance call-outs, 2020/21 (Table x); 84% admissions 2016/17 to 2020/21 (Table 

x)). Both ambulance and admission data show intentional drug overdose/self-

poisoning is higher for females than males.  For ambulance call-outs intentional 

drug overdose/self-poisoning is highest in 15-17 years olds but for admissions it is 

highest for 18-24 year olds.  

Table 8: method of harm by age group, ambulance call-outs, 2020/21 

 

Table 9: method of harm by age group and sex, admissions 2016/17 to 2020/21 

 

A&E data for the calendar year 2021 (for all providers) shows the most common 

type of overdose was by paracetamol, with over 300 attendances and then anti-

depressants with almost 130 attendances (Table x). 

NSAIDs3 have the smallest numbers overall, although are higher in under 18s 

compared to 18-24 years olds.  

Table 10: A&E overdose attendances (any hospital), 2021 (patients can have 

more than one type of overdose so may be counted more than once) 

 

 

3 Non-steroidal anti-inflammatory drugs (NSAIDs) are medicines that are widely used to 

relieve pain, reduce inflammation, and bring down a high temperature. For example, 

ibuprofen. 

Method Under 15s 15-17s 18-24s

Intentionally harming self 9 20 104

Intentional drug overdose/self-poisoning 18 70 271

% Intentional drug overdose/self-poisoning 67% 78% 72%

Under 15s 15-17s 18-24s Under 15s 15-17s 18-24s

Self-poisoning 40 100 302 310 494 739

Other method 16 33 45 63 110 112

% self-posioning 71% 75% 87% 83% 82% 87%

Males Females

Self-harm admissions by method, age and sex, 2016/17 to 2020/21

Method of harm

U18s 18-24s Total

Diagnosis Overdose Antidepressant 32 97 129

Diagnosis Overdose Benzodiazepine 11 73 84

Diagnosis Overdose NSAID 33 24 57

Diagnosis Overdose Paracetamol 175 130 305
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Although very small numbers, admissions due to self-harm by hanging, 

strangulation and suffocation increased in 2020/21. 

Table 11: Method of harm by year, admissions 2016/17 to 2020/21 

 

Time/day Analysis 

Both ambulance and A&E attendance data show that incidents/attendances are 

lowest around 3/4am until noon and pick up around 6pm. Ambulance incidents 

peak around 10-11pm and in A&E around midnight.  

Table 11: time of day analysis – counts by hour for ambulance and ESHT A&E 

Method of self-harm 2016/17 2017/18 2018/19 2019/20 2020/21 Total

Self-poisoning 329 376 455 401 426 1987

Use of sharp object 42 53 60 55 64 274

Hanging, strangulation and suffocation * * * * 13 31

Other specified means * * * * 10 30

Unspecified means * * * * * 20

Use of blunt object * * * * * 12

Jumping from a high place * * * * * *

Smoke, fire and flames * * * * * *

Jumping or lying before moving object * * * * * *

Drowning and submersion * * * * * *

Steam, hot vapours and hot objects * * * * * *

 Total 389 448 533 474 523 2367

*small numbers have been suppressed due to disclosure control

Number of admissions by method of self-harm, by year
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Numbers are generally lower Wednesdays to Saturdays (up to midnight on these 

days) but for ambulance call-outs numbers are highest on a Monday (then 

Sunday).Attendances are highest for Tuesdays (then Sunday) in A&E.  

Table 12: day of the week analysis – counts by day of the week for ambulance 

and ESHT A&E 

 

Repeat Self-Harm 

The majority of children and young people residing in East Sussex who receive hospital 

care as a result of self-harm have only done so once (80% for A&E attendances at ESHT 

2019/20 to 2020/21; 75% of admissions 2016/17 to 2020/21).   

Aug 19-Mar21 19/20 & 20/21

Hour Ambulance ESHT A&E

0 54 76

1 40 61

2 35 42

3 36 27

4 20 36

5 21 28

6 13 23

7 16 17

8 11 23

9 21 25

10 26 24

11 25 35

12 32 38

13 29 42

14 35 45

15 39 41

16 38 46

17 36 46

18 55 52

19 52 57

20 67 61

21 59 57

22 75 57

23 59 67

Day Monday Tuesday Wednesday Thursday Friday Saturday Sunday

Aug 19-Mar21 Ambulance 111 83 104 103 99 101 108

19/20 & 20/21 ESHT A&E 155 158 151 146 122 137 157
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Table 13: number of attendances of East Sussex residents aged under 25 at 

ESHT A&Es due to self-harm, 2019/20 to 2020/21 

 

Table 14: number of hospital admissions of East Sussex residents aged under 25 

due to self-harm, 2016/17 to 2020/21 

 

Over the last 10 years individuals who have had more than one attendance within 

the year at ESHT A&Es ranges from 13% in 2013/14 to 19% in 2020/21 (Figure x). 

2020/21 had the highest repeat self-harm as measured by at least 1 attendance 

within year, with 9 individuals who had at least 5 attendances within the year. 

From an admissions perspective it ranges from 13% of individuals having at least 

one admission within year in 2011/12 to 21% in 2018/19.   

Number of 

attendances

No of 

people
% of people

1 attendance 570 80%

2 attendances 82 12%

3 attendances 28 4%

4 attendances 13 2%

5 or more 19 3%

712 100%

Number of admissions
Number of 

people
% of people

1 1112 75%

2 217 15%

3 70 5%

4 28 2%

5 14 1%

6 15 1%

7 8 1%

8 or 9 15 1%

10 or more 9 1%

1488 100%
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Figure 14: Percentage of individuals repeat self-harming (at least one 

attendance/admission within the year) ESHT A&E and all admissions, 2011/12 

to 2020/21 

 

Repeat self-harm is higher in females. For females, attendances at ESHT A&E for 

repeat self-harm was highest in 2016/17. with attendances since this time 

remaining consistently higher compared to the 5-year period before (2011/12-

2015/16). For males, repeat self-harm in 2020/21 was the highest it has been over 

the last 10 years. Over this period, 29% of females who were admitted for self-

harm were admitted on more than one occasion compared to 20% of males.  

Figure 15: percentage of individuals with repeat self-harm (at least one 

attendance within year) at ESHT, by sex, 2011/12 to 2020/21 
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Repeat self-harm is higher in young people aged 18-24 years. Over the last 10 years 

attendances at ESHT A&E for repeat self-harm ranged from 9% in 2013/14 to a 

peak of 15% in 2015/16 for under 18s and has remained between 12% and 14% in 

subsequent years; and for 18–24-year-olds it ranged from 15% in 2013/14 to a high 

of 22% in 2020/21.  

Figure 16: percentage of individuals with repeat self-harm (at least one 

attendance within year) at ESHT, by age group, 2011/12 to 2020/21 

 

Place of Attendance/Admission 

Around two-thirds of A&E self-harm attendances for East Sussex Under 25s are at 

ESHT hospitals and a further 1 in 5 at University Hospitals Sussex – East (attending 

in Brighton or at Princess Royal in Haywards Heath). It is not possible to break the 

available data down by hospital site for all attendances. Data from ESHT shows 

that just over half (54%) of self-harm attendances at the Trust are at Conquest 

Hospital.  

Around half of self-harm admissions for under 25s in East Sussex are to the 

Conquest Hospital in Hastings (note that there are no beds at Eastbourne District 

General Hospital (EDGH) for children who need an overnight stay – they would be 

transferred to Conquest or another suitable hospital if needing to stay overnight. 

EDGH does have a Short Stay Paediatric Assessment Unit). Almost 1 in 5 admissions 

are in Brighton (Royal Sussex County Hospital or Royal Alexandra Children’s 

Hospital).  
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Table 15: Where patients admitted to for self-harm by age group, 2016/17 to 

2020/21 

 

Comparisons To England 

The only self-harm data for which there is sufficient data to allow comparisons to 

other areas is for self-harm admissions. The rate of self-harm admissions for under 

25s has been on an upward trend over the last 10 years in East Sussex, which is not 

the case for England where the rate has been more stable since 2013/14. East 

Sussex has had a significantly higher rate than England and the South East in the 

most recent years. All Sussex areas have had higher rates than nationally with the 

latest year (2020/21), which is also the first year East Sussex has seen the highest 

rate in Sussex (though not significantly higher).  

Figure 17: 10-year trend in self-harm admission rates for Under 25s, Sussex and 

England 

 

 

Hospital Under 15s 15-17s 18-24s Grand Total
% of total 

admissions

Conquest Hospital 306 388 508 1202 51%

Eastbourne DGH 19 95 266 380 16%

Royal Sussex County Hospital 0 31 187 218 9%

Royal Alexandra Children's Hospital 84 135 0 219 9%

The Tunbridge Wells Hospital 15 59 121 195 8%

Princess Royal Hospital * * 62 74 3%

Queen Victoria Hospital (East Grinstead) * * * 14 1%

East Surrey Hospital * * * 11 0%

Number of admissions by hospital and age group, 2016//17 to 2020/21
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8. Preventing Self-Harm 

The Building Blocks of Health 

The building blocks of good mental health are wide ranging and include our 

biology, the environment within which are born, grow, live and work, and other 

wider determinants of health, such as income, parental education, housing, and 

the natural and built environment. See Fig X 

Figure 18: Determinants of health and wellbeing 

 

Source: Barton, H. and Grant, M. (2006) A health map for the local human habitat. The 

Journal for the Royal Society for the Promotion of Health, 126 (6).  

The risk of developing a mental health problem is influenced by multiple factors 

past and present. This report has highlighted a range of factors that increase or 

decrease the likelihood that a young person will self-harm. Figure x shows the 

complex interplay between wider determinants of health and psycho-social factors 
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(for example, isolation and social support), health behaviours (for example, 

smoking and drinking) and physiological impacts (for example, high blood pressure 

and anxiety and depression). 

Attempting to reducing inequalities in health and preventing an issue such as self-harm, 

means understanding this complexity and the need for a multifactorial approach. 

The National Institute for Health and Care Research (NIHR) has produced an interactive 

web-based tool that brings together evidence from academic research, reports, and 

practitioner and public consultations to map out the factors affecting mental health across 

all stages of a person’s life, including links to key evidence and lived experiences. It is a 

useful tool for exploring the range of factors that impact on mental health37.  

Figure 19: Patterns of risk affecting mental health and well-being 

 

Adapted from Labonte’s health promotion and empowerment practice framework. 38 



Children and Young People Self-harm Needs Assessment 2022 

52 

Evidence of What Works 

Primary Prevention (before problems emerge) 

There is a lack of national evidence relating specifically to the primary prevention of self-

harm, perhaps reflecting the complex nature of self-harm risk factors. 

There is however a strong evidence base supporting interventions aimed at preventing 

mental illness and promoting good mental health in school aged children and early years. A 

report outlining this evidence was commissioned in July 2022 by Brighton and Hove Public 

Health. The methodology followed is provided in Appendix 5. The evidence is summarised 

below, with more detail provided in Appendix 6.  

Table 16: Summary of evidence - Preventing mental illness and promoting good 

mental health or wellbeing among parents, children and young people 

Early Help 

• Promote and implement the Healthy Child Programme4 through a multi-agency 

approach including, as examples, primary mental health workers, safeguarding, 

youth workers, counsellors, and public health specialists. 

• Collaborate with NHS England to support the local implementation of the Early 

Intervention in Psychosis (EIP) model - to reduce treatment delays at the onset of 

psychosis and promote recovery by reducing the probability of relapse following a 

first episode of psychosis. 

• Implement NICE guidance on preventing psychosis, such as access to pre-emptive 

CBT for people considered to be at increased risk. 

• There are significant effects in favour of Wraparound care in improving young 

people’s mental health (wraparound invests in a care coordinator with low 

caseloads who convenes a team that includes the family’s friends and natural 

supports, as well as professionals). 

• Early Support Hubs offer a speedy, easy-to-access and non-stigmatising way of 

getting mental health support for young people. See #FundTheHubs campaign. 

• implement brief psychological interventions to prevent mental health issues in 

young people (e.g. group-based CBT resilience and protective factors, coping 

skills, mindfulness, emotion recognition and management, empathic 

relationships, self-awareness and efficacy, and help-seeking behaviour). 

 

4 The Healthy Child Programme is an evidence based universal programme available to all 

children and aims to ensure that every child gets the good start they need to lay the 

foundations of a healthy life. It is primarily delivered through health visiting (ages 0-5) 

and school nursing (ages 5-19) services.  
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Whole-school Approaches 

• A ‘whole-school approach’ to mental health is widely acknowledged to have the 

biggest impact. Supporting your local schools to adopt this approach will boost 

children’s mental health and school achievement. 

• Implement whole settings-based programmes within local colleges and 

universities informed by the work of the English Healthy Universities Network, 

Student Minds and the World Health Organisation’s Health Promoting Universities 

Programme. 

• Social and Emotional Learning (SEL) programmes that help children and young 

people to recognise and manage emotions, set and achieve positive goals, 

appreciate the perspectives of others, establish and maintain positive 

relationships, make responsible decisions and handle interpersonal situations 

constructively. 

• Intervention to help reduce the incidence of bullying can have positive benefits 

for mental health of victims and perpetrators. 

• Target support to children who are out / or at risk of being out of school and who 

have greater exposure to factors that negatively impact mental health, for 

example, children who are homeless or those in the criminal justice system 

Other 

• Adopt a range of prevention strategies for eating disorders:  

• Universal media literacy and using the media to critically look at body 

ideals. 

• Prevention interventions aimed at children at risk using body image 

focused cognitive behavioural activities in schools. 

• Cognitive dissonance activities that engage young people in conversation 

on body image. 

 

• Tackle racism and discrimination. Racial injustice is toxic to young people’s 

mental health.  

Consider using digital interventions which have been shown to be effective to reduce 

depression in young people (e.g. MoodGym). 

Reducing Parental Conflict (RPC) has become a government priority through the 

Department for Work and Pensions, given the detrimental impact this can have on 

children’s mental health. The evidence shows some positive changes in children’s 

mental health from the RPC programme. 
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Whilst interventions to address the wider determinants of mental health are 

important, there is limited evidence of their effectiveness. In recognising this 

limitation, Shah et al (2021) analysed 14 systematic reviews and concluded that 

there is ‘high quality evidence’ to suggest that more generous welfare benefits 

may reduce socioeconomic inequalities in mental health outcomes; and a wide 

range of ‘lower quality evidence’ suggesting that social policies were associated 

with improved mental health outcomes, including paid parental leave, gender 

equality policies, and community based parenting programmes.  

Secondary Prevention (as problems emerge) 

Early identification of need and access to early help should form the basis of a 

preventative response to those who are beginning to show signs of poor mental 

health and self-harm.   

NICE has recently published new guidance Self-harm: assessment, management and 

preventing recurrence which covers the assessment, management and preventing 

recurrence for all people who have self-harmed, including those with a mental 

health problem, neurodevelopmental disorder or a learning disability.  

This guidance acknowledges that an initial assessment will need to be undertaken 

by a range of non-mental health professionals, such as GPs, teachers and social 

care staff. The nature of this assessment varies by role, but is likely to incorporate 

concerns around 

• Physical health 

• Consent and confidentiality 

• Involvement of parents/family 

• Provision of information and ongoing support 

• Getting ‘more help’ where necessary 

Additional guidance for the assessment and care of self-harm is provided for 

specific non-mental health staff, such as those working in hospital emergency 

departments, primary care, social care, education, criminal justice and secure 

settings. 

The guidance also states that at the earliest opportunity after an episode of self-

harm, a mental health professional should carry out a psychosocial assessment to:  

• develop a collaborative therapeutic relationship with the person  

• begin to develop a shared understanding of why the person has self-harmed 

• ensure that the person receives the care they need  

• give the person and their family members or carers (as appropriate)  

• information about their condition and diagnosis. 

https://www.nice.org.uk/guidance/ng225/resources/selfharm-assessment-management-and-preventing-recurrence-pdf-66143837346757
https://www.nice.org.uk/guidance/ng225/resources/selfharm-assessment-management-and-preventing-recurrence-pdf-66143837346757
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Guidance relating to the treatment and aftercare of young people who self-harm is 

included, but is not within the scope of this needs assessment.  

Local Guidance  

There are a number of local resources to help parents and professionals respond in 

a safe and consistent way to young people who self-harm.  

The Self-harm Toolkit, for schools and colleges has been developed by East Sussex 

County Council to help adults to recognise the signs, identify risks and support 

children and young people who self-harm, or who are at risk of intentionally 

harming themselves. Although in many cases a young person may need support 

from a mental health professional, it is important that a wide range of adults are 

able to respond confidently and positively to someone who is self-harming and 

provide early help and advice. 

East and West Sussex and Brighton and Hove local authorities have jointly 

commissioned a series of webinars delivered by Dr Pooky which include tips for 

parents/carers whose child is self-harming. 

Young Minds have produced guidance for anyone finding themselves in the position 

of wanting to support a young person who is self-harming. This can be difficult due 

to lack of confidence or uncertainty about what to say or do. The guidance is 

intended to help take those first steps. No Harm Done 

The Charlie Waller Trust has produced guidance specifically for parents. It includes 

information on the nature and causes of self-harm, how to support a young person 

when facing this problem and what help is available. Support for parents and carers – 

Charlie Waller  

Our literature search found some further resources to help people respond in a 

supportive and constructive way to those who have begun to self-harm.  

➢ A document prepared on self-injurious behaviour in children with an 

intellectual disability presents a summary of research evidence on defining self-

injury, causes of self-injury and effective interventions to help parents and 

carers of such children. It focuses on children with profound to moderate 

intellectual disability.        

➢ A guide for practitioners in repeating self-harm attempts and prevention 

prepared in Cambridgeshire gives valuable guidance on how to tackle/ handle 

an individual, important aspects that needs to be concerned during such 

events, importance of involving the young person throughout the discussion/ 

each phase. 

https://czone.eastsussex.gov.uk/health-safety-wellbeing/mental-health-emotional/practical-resources/self-harm-toolkit/
https://czone.eastsussex.gov.uk/health-safety-wellbeing/mental-health-emotional/mental-health-guide/self-harm/
https://www.youngminds.org.uk/media/wr5fwijg/no-harm-done-professionals-pack.pdf
https://charliewaller.org/resources/coping-with-self-harm/
https://charliewaller.org/resources/coping-with-self-harm/
file://///ESUSER/Userdata/BenBr/Cerebra.org.uk.%20Research%20Summary%20Self-injurious%20behaviour%20in%20children%20with%20an%20intellectual%20disability.%20(2021).%20Retrieved%209%20September%202021,%20from%20https:/cerebra.org.uk/wp-content/uploads/2020/01/Self-injurious-behaviour-2019-low-res.pdf.
file://///esuser/Userdata/BenBr/Understanding%20and%20responding%20to%20children%20and%20young%20people%20at%20risk%20of%20self-harm%20and%20suicide%20A%20guide%20for%20practitioners%20in%20Cambridgeshire.%20Keep-your-head.com.%20(2014).%20Retrieved%209%20September%202021,%20from%20http:/www.keep-your-head.com/assets/1/cyp-at-risk-self-harm-suicide.pdf.
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➢ A recently developed online safety plan app “Beyond Now” was evaluated for 

effectiveness of using in self-harm prevention among a group of 16–42 year old 

participants in a tertiary medical health service and was found to be user-

friendly and easily accessible. Complementing this app, “Blue Ice” app was 

specifically designed for use which includes a mood diary, a menu of 

personalized mood lifting activities and automatic routine to delay and 

preventive strategies when risk of self-harm is reported.  

9. Stakeholder/Provider Voice  

Stakeholders 

Those who work closely to support children and young people (CYP) who self-harm, 

or are at risk of self-harming, have a unique insight into what is working well in 

terms of prevention and early intervention, and where there might be room for 

improvement. Many service providers are East Sussex residents and so they, their 

families and social networks are also potential users of the services. 

Methodology 

Semi structured interviews were conducted with key providers and partners to gain 

a professional perspective of self-harm prevention and early intervention, for 

residents in East Sussex.  

From an initial 39 key partners approached, 24 were interviewed. Key Partners 

interviewed included: Pastoral managers of colleges; Family support workers; 

Police officers; Mental Health Support Team SLES; Fellowship of St.Nicholas; 

Places2Be Area Manager; Practice Educator East Sussex CCG; Holding Space; 

Elective Home Education; Schools Mental Health and Emotional Wellbeing Adviser 

ISEND; SENCO; Senior Key worker; Assistant Headteacher for safeguarding and 

wellbeing; GP; Practice manager; Programme Manager of CCG; CYP mental health 

and wellbeing lead, NHS Sussex; Social worker ESCC; Specialist mental health 

practitioner ISEND; E-motion Counselling;  School Health Service; CAMHS. 

There were 6 key questions asked to all stakeholders interviewed: 

1. In your opinion, what, if anything, is working well to support children 

and young people in relation to:  

a) the early identification of self-harm? 

b) accessing initial support/first contact services for those who self-harm? 

https://www.beyondblue.org.au/get-support/beyondnow-suicide-safety-planning
https://www.oxfordhealth.nhs.uk/blueice/
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c) the delivery and organisation of initial support/first contact services? 

2. In your opinion, what is not working well in relation to: 

a) the early identification of self-harm? 

b) accessing initial support/first contact services for those who self-harm? 

c) the delivery and organisation of initial support/first contact services? 

3. In your opinion, what could be improved or done differently to reduce the 

number of children and young people who start self-harming? 

4. What, in your opinion, are the needs of children and young people who self-

harm (or who are at risk of self-harm) that are not being met by current 

approaches to prevention/early intervention? 

5. What has been the impact, if anything, of COVID-19 on the need for, and 

provision of initial support/first contact services for children and young people? 

6. In your opinion, what would be the priority for improving/developing the 

provision of early intervention self-harm support for children and young people 

in East Sussex? 

Results 

A summary of the high-level thematic analysis across all participants is provided 

below. The themes were grouped into four categories,  

1. Strategic approach 

2. Service provision 

3. Access 

4. Operational approach 

Within each, the tables present sub-categories which are ordered relative to the 

frequency of mention.  

1) Strategic Approach – Summary 

(most prevalent theme and key points first for each category) 

CATEGORY THEME KEY POINTS 
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Working well Partnership working Whole-school approach, Clear 

pathways, Agencies working 

together, information sharing 
 

MH support in every school Reduce medicalisation, Mental 

health lead 
 

Integration of services Integrated health and social care 
 

Prevention/Early 

intervention 

Picking up on student behaviour 

Not working 

well 

Prevention/Early 

intervention 

Difficult to detect early, asking 

direct questions, definition of SH 

vague 
 

Variation in service 

provision 

Variable access to services and 

resources 
 

Partnership working Lack of communication between 

services, meetings, joint working, 

no framework of available 

services, lack of clearly defined 

roles 
 

Lack of 

resources/funding/services 

Services overwhelmed, lack of 

funding, lack of good quality 

resources or time 

For 

improvement  

Partnership working Clear evidence-based 

pathways/guidelines/map of 

services, regular multi-disciplinary 

team meetings, collaboration with 

external agencies, whole school 

approach 
 

Resources/funding Resources for home-schooled, 

more funding, more resources 
 

Prevention/Early 

intervention 

Early identification, social media, 

preventative measures, impact of 

way of life, clarity of interventions 
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Variation in service 

provision/Equal access to 

MH support and education 

MH part of curriculum in all 

schools, resources/law change for 

home schooling 

 Prevention/Early 

intervention 

Clear thresholds, early access to 

interventions, interim services 

Needs not 

being met / 

gaps 

Funding/resources Consistent resources across 

schools, the right resources, more 

funding and time 

Priority for 

improvement 

Partnership working Clear evidence-based 

pathways/guidelines/map of 

services, support network of 

agencies, MDT meetings 
 

Funding/resources More money, staff, funded 

training, resources, increase 

services 
 

Variation in service 

provision/Equal access to 

MH support and education 

Equal access to MH support across 

regions, comprehensive approach, 

MH part of curriculum of all 

schools 

COVID-19 Number of MH/SH cases More or worsening MH in CYP, 

worse anxiety, more SH (seen by 

services?), exposure of hidden MH 

issues, parental anxiety about 

COVID, lockdown helping anxiety 
 

Prevention/Early 

intervention 

More difficult to identify  

 

Funding/resources stretched services, long waiting 

lists, delayed or inappropriate 

management, lack of funding 
 

Inequality exacerbated some schools able to cope with 

COVID better, private vs state 

school 
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Strategic Approach: Partnership working 

Partnership working was identified as a key theme across a number of interview 

questions. For example, in terms of what is working well as part of the early 

identification of self-harm and delivery of initial support/first contact services, a 

number of stakeholder responses specifically mentioned partnership working, to 

include information sharing between organisations and how this can help to ensure 

children and young people receive appropriate support.  

‘I think some of the information sharing there by the A&E departments is 

important with schools under the safeguarding protocols, so when you've pitched 

up in A+E your school is likely to find out unless there are very clear reasons not 

to share information with schools. I think that's beneficial, because the schools 

will be dealing with that young person the next day.’ 

The positive impact of partnership working was also highlighted by multiple 

respondents in in terms of developing pathways and processes, specifically with 

regards to the development of assessment tools and the dissemination of guidance 

and joint processes (e.g. flow charts) through the new East Sussex Self-harm 

reference group. 

Finally, a number of stakeholder responses also made reference to the value of 

utilising a whole school approach, including the value of the relationship between 

schools (including staff trained in mental health) and parents/carers in the early 

identification of self-harm.  

There are also aspects of partnership working that were highlighted as not working 

so well. For example, a number of stakeholder responses specifically highlighted 

that communication between services (and between areas) was not working well, 

and that there was a lack of clear framework or pathway for mental health 

services that support children and young people’s self-harm. 

‘I think from my perspective, what's not working well is that we don't have a 

structure where all of the agencies are meeting together and mapping the 

services so that the young person can have a clear vision of what is available and 

how they can access that support. It would be good to have a stepping up and 

stepping down system so that there is this holistic approach.’ 

A number of stakeholder responses also made reference to roles and 

responsibilities across different services (with regards to risk) and how this may 
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not always be conducive to effective partnership working or support for a young 

person. 

‘We work closely with the mental health support team. We have a nearly 

qualified trainee practitioner, and her remit says that once a pupil is self-

harming it's not her level of support any longer.’ 

‘One of the real problem areas initially is the concerns that are held among 

some groups around the risk levels that are in play, as a YP you are taking quite 

a big step/risk in terms of your own wellbeing to discuss this stuff, and if that 

initial discussion ends up being one where the person you’re speaking to says 

‘you’re too risky for us, we’re going to pass you on’, then that’s problematic.’ 

Stakeholder responses identified partnership working to be the top priority for 

improving the provision of early intervention self-harm support for children and 

young people and also an area for improvement. Stakeholders spoke of the 

importance of partnership working/ bringing multi-disciplinary stakeholders 

together regularly to support the mapping of services, development of clear 

pathways, production of guidance, tools and policies and also the importance of 

strengthening partnerships between organisations, including support agencies and 

schools. 

‘I think it's about having a forum to meet consistently and periodically accessing 

support between and within agencies, mapping services out so we're not 

duplicating support, and just building relationships so that we can work 

professionally with other agencies.’ 

‘…what really worked well [in response to a major local incident] … was that we 

had meetings every month where all of the agencies involved will get together 

and network, but also discuss what was working well, what could be improved, 

what gaps there were, or other agencies we were not engaging with. That really 

maximised the impact of what was being done.’ 

Strategic Approach: Funding/resources 

Funding and resources were identified as a key theme across a number of 

interview questions, including what could be improved or done differently to 

reduce the number of children and young people who self-harm and what people 

saw as the top priorities for improving the provision of early intervention self-harm 
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support. Comments reflected a need for further funding to provide greater 

volumes of support, particularly at an early intervention stage (e.g. with schools, 

youth clubs, and parents/carers) as well as the need for funding to support the 

provision of a trained workforce. 

‘If you're telling them they've got to wait for that service for three or four 

weeks, God only knows what's going to happen to them in that time and how 

they're going to spiral. So I think, unfortunately, what it comes down to is money 

to put towards increasing services or providing more people for them to speak to 

or places for them to go to.’ 

In terms of what is not working well, a lack of resources or funding was and the 

associated impact on service provision was one of the predominant issues raised. 

Stakeholders spoke of overstretched services/support systems, with some citing 

lack of time impacting on their capacity to identify and support children and young 

people in a timely way or deliver an optimal service. 

‘As with everything or services have been stretched. For example with our triage 

nurse, we've had so many calls that on some occasions we've not been able to 

offer that facility to people because they've been on another job that's been 

deemed a higher threat/higher risk. So at the time, they've just had to have the 

police officer, which is something, but it's not the full service that we could be 

providing.’ 

Stakeholders described how the COVID-19 pandemic had only served to exacerbate 

this situation, resulting in long waiting lists, delayed support, and higher risk cases 

being managed at lower levels. 

‘In our services – police, mental health, NHS, and social services - we have been 

so stretched over the last two years that unfortunately unless your case has been 

quite high on the threat, harm, risk and scale, you've been shifted to one side.’ 

‘Now we've got lots and lots of referrals going in for things that perhaps might 

not have been so obvious or have even been there prior to COVID. Everyone I 

speak to has got the same number of staff but more and more people being 

referred to them, and I think that's really hard. I've spoken to social workers who 

have said that they are only meant to have 16 people on their caseload and now 

have nearly 40.’ 
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Other themes raised highlighted a lack of funding, specifically relating to early 

intervention such as counselling in schools, and a lack of 

resources/support/services for specific groups, such as parents/carers and 

electively home educated children. 

Strategic Approach: Prevention/early intervention 

Whilst prevention/early intervention was mentioned on a small number of 

occasions by stakeholders as something that is working well; a greater number of 

comments concerned the aspects of prevention/early intervention that were not 

working so well or could be improved.  

For example, stakeholder responses highlighted the difficulties in being able to 

detect/identify self-harm at an early stage, and the challenges associated with 

this in terms of defining self-harm, asking young people direct questions, and the 

often secretive nature of self-harm behaviours themselves.  

Stakeholder comments also reflected upon a wide range of issues relevant to 

prevention and early intervention, including the need to improve the early 

identification of children at risk and providing more early intervention support and 

services, as well as tackling some of the issues contributing towards children and 

young people’s anxieties (e.g. trauma during early childhood, children living in 

chaotic and challenging life circumstances, lack of social connections, bullying, 

academic pressure, social media). 

‘I mean we were saying that just improving general welfare services, having 

drop-ins, having people that are available because to catch them when they 

have those first symptoms that anxiety that you know when they come just 

feeling really low. That's when it's going to start, isn't it? And it could start and 

catching them at that stage before it escalates.’ 

‘More generic provision. Need awareness of provision and how to reach it. If a YP 

starting to experience anxiety or a traumatic event then that’s when we should 

start our provision before they start to self-harm.’ 

Other issues raised included the negative impact of the COVID-19 pandemic on 

self-harm prevention and early intervention, caused as a direct result of increases 

in demand for mental health support/services.  
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‘People being seen less does mean that there is going to be less early 

identification.’ 

Strategic Approach: Variation in service provision 

The final strategic theme identified was a perceived variation in service provision. 

For example a number of stakeholder responses specifically highlighted variation in 

the early identification of self-harm and delivery of initial support/first contact 

services across East Sussex and some of the negative impacts of this in terms of 

awareness of what is available for children of different ages and the support they 

can subsequently access. 

“So what we see for those that fit the age group for I-rock, that's great, but 

we're getting younger and younger children who are coming to us who need that 

support and there is no walk-in triage kind of service for younger children. We 

can encourage them to go to their GP but for an 11-year-old, for example, or 

other children who are primary school age, we haven't got anybody to refer to 

who directly can pick that child up rapidly.” 

‘First contact means school. Mishmash of services available – some services 

available to some schools…How do you know who you need to contact and the 

help you’re entitled to? How do you get a referral to the right place at the right 

time?’ 

When asked what could be improved or done differently to reduce the number of 

children and young people who self-harm there appears to be some consensus of a 

need for equal access to mental health support and education with many 

comments focused on continuing to strengthen mental health education as part of 

the curriculum/whole school approach. 

“In the last 20 years, we have done a great job of destigmatising emotional and 

mental health problems. We’ve equipped a generation with knowledge and a 

language around mental health that previous generations did not have. What we 

have massively failed to do is teach young people how to use that information 

and better understand or control their emotions.” 

“Education, education, education! Start talking about mental health early in 

schools.” 
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Equal access to mental health support and education was raised by some as a key 

priority for improving the provision of early intervention self-harm support. 

Comments centred on the need for a comprehensive approach/offer for all age 

groups and geographical areas. 

2) Service Provision Summary 

(most prevalent theme and key points first for each category) 

CATEGORY THEME KEY POINTS 

Working well Online services Virtual GP consultations, online resources, iRock 

(and iRock webinars), text school nurse service, 

C-zone, websites 
 

Specialist 

services/hubs 

Drop-ins, triage nurses, youth hubs, workshops, 

mental health lines, health in mind, young minds 
 

iRock good for 14-25, accessible, speeds up referral, 

self-referral, virtual consultations, responsive 
 

School services school health services equipped for SH and MH, 

text your nurse service,  

Not working well iRock Lack of communication between iRock and other 

services, No ongoing care after drop-in 
 

CAMHS Clinical/too formal, Identify need but don’t take 

next steps 
 

Specialist SH 

service 

No specialist self-harm service 

 

Vague or varying 

organisation 

name 

vague or varying organisation names, not clear 

what they do 

For improvement Drop-ins Have more drop ins/safe environments to talk 
 

Welfare services Improve welfare services 

Needs not being 

met/gaps 

Inconsistent 

service 

Not all schools giving appropriate service, not all 

schools have interim services/key workers, lack 

of resources 
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School 

counselling 

Availability of school counselling/talking 

therapies, therapy for whole family, talking 

appointments difficult for SEN,  

Priority for 

improvement 

Diverse services More options/diversity of services, online 

provision, youth workers, no wrong front door 
 

Online services individual care packages, variable access 

COVID-19 Online services difficult going from face-to-face to online, 

difficult to build relationship, not inclusive 

(some people wont like), don’t get full picture, 

18+ don’t like, innovative/more options, some 

young people like it, SEN prefer it, access from 

anywhere, reaching new people 
 

CAMHS Not going out to do face to face assessments 

 

Service Provision: Online services 

Online services were identified as generally working well. A number of 

stakeholders spoke positively about online services available, whether this be 

anonymous reporting apps to aid early identification, information provision online 

(such as websites targeting young people, professionals, and/or parents and 

carers), or services developing and enhancing their virtual offer (e.g. via virtual 

consultations and drop ins, utilising social media channels to deliver interventions 

with young people, and extending virtual support to additional audiences).  

‘The increase in online support available to young people. I think that extra 

level of service that’s offered, means that some young people are more willing 

to engage and share.’ 

‘Recently, we've introduced ‘Whisper app’ which is a facility on our website, and 

it means that people can report things anonymously – either about themselves or 

their friend. We anticipate that that's also going to be another tool to aid that 

early identification.’ 

The need to develop and enhance online services during COVID-19 was also noted 

by several respondents as having a positive impact on the provision of initial/early 

self-harm support for children and young people, and were particularly well 

received by some groups of young people such as those who are neurodiverse or 
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with high anxiety, or those who found it more difficult attending a face-to-face 

service.  

Others also spoke about how the increase in online services provision during 

COVID-19 enabled them to not only offer young people something different, but to 

also reach a slightly different cohort of young people, whilst also being a way of 

enabling continuity of support (e.g. when school buildings were closed during the 

holidays). 

“[We] hadn’t previously offered online sessions. [We] began to reach a slightly 

different cohort of young people. Really good long-term lesson because there is 

a massive desire from some young people for online sessions – some people 

simply can’t engage face to face e.g. due to anxiety.” 

Although mentioned less frequently by stakeholders, online services were also 

mentioned as a negative consequence of the COVID-19 pandemic on the provision 

of initial/early self-harm support for children and young people. For example, 

some stakeholders highlighted how it was sometimes difficult to develop 

relationships and build connections with young people whilst delivering services 

online, and that it could be difficult to pick up on young people’s non-verbal cues 

or cues from their environment when providing support virtually.  

Whilst online services were perceived to be preferred by some children and young 

people and deemed more accessible, some stakeholders also fed back that online 

services may automatically preclude some young people from being able to access 

support and may not suit (or be the preference of) all young people.  

“COVID has stopped that face-to-face interaction, which you need if you’re 

isolated – screen time doesn’t work as well….But if you aren’t going out to 

children’s houses and picking up on the cues or being able to physically see 

them, you don’t have that protective factor. You can’t do any of that through a 

screen.” 

A minority of respondents highlighted development of online services as a priority 

for improving the provision of early intervention self-harm support for children and 

young people in East Sussex. Responses reflected the need to consider those 

digitally excluded as well as how services used their online presence to support 

wellbeing. 

Service Provision: Existing local services 



Children and Young People Self-harm Needs Assessment 2022 

68 

With regards to services that support children and young people currently engaging 

in (or at risk of) self-harm, a number of existing local services were mentioned as 

working particularly well to meet need, specifically existing drop-in services such 

as iRock and those provided by the East Sussex School Health Service.  

A number of stakeholders also specifically referenced the value of iRock service, 

particularly in relation to the ease of referral/ability to self-refer, a lack of mental 

health threshold enabling more young people to be able to access the service, 

young people being able to access the service quite quickly and in varying formats 

(e.g. virtual and face to face), and that the service was staffed by both NHS and 

local authority professionals.  

‘From the health point of view, we have iRock, a mental health drop in, which 

works well in that it has no thresholds so kids can just drop in and access help 

straight away.’ 

Finally, the Single Point of Access (SPoA) was mentioned by several respondents as 

working well in terms of general awareness of this service/ process, the ability of 

professionals and carers to access this service for advice (even if this did not result 

in a young person accessing a further service), and how it was joined up with the 

0-19 Early Help Service (i.e. keywork). 

A number of stakeholder responses also specifically spoke positively about the 

School Health Service as part of the interviews, with a number of aspects of the 

service highlighted. These included the awareness and profile of the service, how 

they work with the young person and effective communication between the 

service and referring individual. 

‘With school nursing, we will put those referrals in but and then they will often 

give us a call back so they do feedback and they will let us know and then come 

back and talk to us’ 

‘I suppose that everyone can ring up SPOA e.g. parent/carer/member of staff 

can ring up for advice and guidance – whether results in a service or not then 

they can still ring it.’ 

Other services mentioned by a small number of respondents as working particularly 

well include CAMHS, School Counsellors (where available), and the support 

provided through triage nurses (located in ESHT hospitals). 
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A small number of stakeholders, however, mentioned elements of some of these 

services they perceived as not working so well. For example, for those accessing 

IRock who may require more support than is possible through a drop-in service, or 

better communication for those referring to the service in relation to those they 

refer.  

‘So when a family is referred to iRock or we suggest they refer their child to 

iRock we don't necessarily know if that family has gone to iRock and we don't 

necessarily know unless the family, you know we can do a welfare check up call 

and we can ask but we don't necessarily know from that service whether 

provision is being put in place. I understand that capacity doesn't give them time 

to necessarily come back to us.’ 

CAMHS was also mentioned by a minority of respondents as being impacted by 

COVID in terms of a lack of assessments and face-to-face support during the 

pandemic, and as sometimes being too clinical/formal an environment for a child. 

Service Provision: Challenges or gaps in service provision 

A number of challenges or gaps were identified by a small number of key 

stakeholders with regards to current provision for children and young people 

currently engaging in (or at risk of) self-harm. Key challenges identified included 

variable quality and consistency of provision leading to CYP not being able to 

receive the right type of support required at the right time (often associated with 

available capacity or resources).  

The availability of school counselling/talking therapies was also mentioned as not 

currently sufficient to meet need, as well as the adoption of a whole family 

approach as part of service provision. Finally, drop in services and earlier 

engagement/ wider reach of support for children and young people emerged as 

less prominent themes for areas to be improved.   

Service Provision: Diverse services 

Stakeholder responses identified diversifying the provision of services to be a priority for 

improving early intervention self-harm support for children and young people in East 

Sussex. A wider approach (considering the community offer, such as youth workers), was 

prioritised to offer more flexibility and diversity in access support, and also in the types/ 

formats of activities offered. As part of this, a few stakeholder responses specifically 

spoke about the importance of open access and adopting a ‘no wrong front door’ 

approach, as well it being priority to ensure that services are promoted and made 

available where children and young people are, such as via social media and schools. 
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3) Access – Summary 

(most prevalent theme and key points first for each category) 

CATEGORY THEME KEY POINTS 

Working well 
 

No wrong front door Multiple access points, easily 

accessible, early intervention 
 

Low thresholds/open to 

everyone 

Anyone can get help/have 

conversation, iRock, SPOA, no 

criteria 
 

School access C-zone, increase in school 

access,  

Not working well 
 

High/variable thresholds CAMHS, iRock, SPOA, 

overwhelmed, not meeting 

criteria, age boundaries 
 

Waiting times Long waiting list school, GP, 

CAMHS 
 

Poor communication difficult to get in touch with 

CAMHS, nobody gets back to the 

parents 
 

CYP Not convenient, have to leave 

lessons, not seeking support 

For improvement Easier access age limit for iRock, preventative 

measures, high thresholds, 

generic access, out of hours 

contact  

Needs not being 

met/gaps 

Poor access/strict 

thresholds 

CAMHS, school counsellors, 

dismissing as behavioural rather 

than MH, high thresholds, early 

intervention 

Priority for 

improvement 

Widen access Phone number, out of hours, 

flexible options, earlier 

intervention, lower thresholds, 

interim services 
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COVID-19 Poor access no home visits, cant get full 

picture of issue, no access to 

face to face services such as 

youth groups, school closure 

 

Accessibility of service provision for self-harm support for children and young 

people was a key theme that emerged across the cohort of stakeholders engaged 

with. A small number respondents identified improvements in accessibility for 

some services, particularly in mental health advice in schools, open access to 

iRock (but this is only available for those over 14) and SPOA. However, the vast 

majority of those who mentioned accessibility spoke of challenges of high and 

variable thresholds for support, with a perceived gap in provision particularly 

between early intervention and CAMHS specialist help. Several respondents 

suggested that in most circumstances, self-harming behaviour itself would not 

meet a threshold for acceptance to CAMHS.  

“[Its] all about upping the pressure all the time rather than supporting and 

soothing and containing. It’s hard to access support unless you say there is a 

significant amount of harm” 

Access to specialist advice and support for self-harm outside of CAMHS is also 

perceived to be limited, with the increasing pressure that services are under 

meaning that it can be difficult to get a response from other potential front doors 

for help including GP and SPOA. A number of stakeholders commented that 

perception of services as being hard to access can persist, such that some may not 

try to refer.  

A number of stakeholders also commented upon the impact of COVID for accessing 

support, particularly in terms of restrictions on young people’s ability to access a 

range of supportive connections (such as clubs, school, youth groups), rather than 

mental health services. 

Several stakeholders suggested that it is important to understand how young 

people want to access help, and not making assumptions about what would make it 

easiest.  
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“I think children who self-harm need to be given an opportunity to have a 

discussion with a professional who is independent and detached from the current 

environment, and that would include a school.” 

When asked how support and provision could be improved, there was a broad 

consensus that central to this would be addressing over-reliance on CAMHS and 

having a greater range of options for young people at an earlier point. This would 

enable a greater range of professionals to have a role in helping young people but 

also address and hopefully resolve problems at an earlier point. It was also 

identified that generic mental health support should be available at an early point. 

4) Operational Approach – Summary 

(most prevalent theme and key points first for each category) 

CATEGORY THEME KEY POINTS 

Working well Training Self-harm training for schools (Pooky 

Knightsmith), GPs, workshops, webinars 
 

Awareness Increased awareness in schools, open 

communication, reducing stigma 
 

Relationships Trusting relationship with students 

(Schools), open communication with 

families 
 

Referrals Self-referral (Health in Mind, iRock), 

signposting to multiple sources 

Not working well Training Variable training across different staff - 

social workers, schools undertrained, don’t 

want to promote SH 
 

Awareness Lack of awareness of MH and SH in schools, 

parents, definition of SH, scared to 

encourage SH, blaming parents, blaming 

CYP, services available, glamourisation, 

stigma 
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Relationships Lack of good relationships with students, 

prevents asking direct questions, 

teacher/parents 
 

Support Lack of MH support in schools, support for 

parents, correcting misinformation, giving 

health coping mechanisms 

For 

improvement 

Support MH support in schools, give coping 

mechanisms, understanding the reason 

behind it, dedicated time for wellbeing at 

school, support for parents 

 Awareness Awareness of available support, reduce 

stigma, give parents support, reduce 

glamourisation, improve understanding of 

SH 

 Relationships/ 

Communication 

Encourage open communication about MH, 

speaking to actual person, communication 

between parents and children, continuity 

of care, improving how we treat people 

 Education Train teachers about MH, educate CYP 

about risks and alternative to SH 

Needs not being 

met/gaps 

Support Support for parents, safe space at school, 

peer support/group counselling, support 

for teachers 
 

Staff People who have time/job is to talk to 

them, variety of people to talk to 
 

Education Lack of trained staff, Lack of health coping 

mechanisms, lack of sense of self 
 

Awareness SEN linked to MH + SH, holistic view of 

CYP, Stigma, available support, parents 

understanding, parents feeling judged, 

needs of families being met, not taking it 

seriously 
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Priority for 

improvement 

Awareness Destigmatisation, better 

understanding/definition, increased 

awareness of support and how to access it, 

taken seriously 
 

Support  adequate/appropriate/clinical level MH 

support in schools, support for parents, 

support groups/peer networks for CYP,  
 

Education Education and training for staff - 

particularly teachers, giving coping 

mechanisms to CYP 
 

Opinions of CYP 

/parents 

CYP and parents opinions of what is 

needed 

COVID-19 Communication 

/relationships 

Missing out on social/isolation, barriers to 

communication/contact, 18+ prefer face 

to face 
 

School experience Missing out on full school 

experience/academic, struggling coming 

back to school from lockdown 
 

Support Lack of MH support/services stopped, 

support for families/parents 
 

Awareness Increased awareness of MH+SH, decreased 

stigma, open communication about MH 

 

Another key area of insight from this cohort of providers and other key 

stakeholders related to the practicalities of service provision (the operational 

approach to provision). A major theme that emerged related to training 

opportunities in self-harm support. While the available training was noted to be 

working well for many (including teachers, and workshops and dedicated webinars, 

for example the self-harm training delivered by Dr Knightsmith), several others felt 

that the offer could be more widely available, particularly outside school settings, 

such as to social workers. Others however commented on the need for clarity and 

consistency about whether it was appropriate to work with young people who self-

harm in their particular role and what level of risk could be ‘held’ outside mental 

health services. 
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“Our team (…..) were previously taught not to work with children who self-harm 

(because training involves a low intensity CBT model which is not designed to 

address self-harm, and people are taught at university that self-harm is not in 

their remit. But the need is there and CAMHS don’t accept referrals unless the 

CYP is suicidal. Can’t respond to a child disclosing self-harm behaviour by saying 

‘that’s not within our remit” 

Awareness of mental health issues and self-harm was another major theme 

emerging across the insights. Many stakeholders felt that the general awareness of 

mental health issues and self-harm had improved over the years, including better 

understanding of the factors or difficulties that might lead to this behaviour. Some 

commented that this has helped reduced the stigma that many young people feel. 

However, many also commented that fear and anxiety prevented some schools 

from taking the issue seriously or thinking pro-actively how to support pupils. For 

example, some felt that parents, teachers and others may be reluctant to ask 

about self-harm, partly through fear of making things worse but also because there 

may not be the support available to address the identified need.  

The need to support parents in particular to manage self-harm of their children, 

many of whom may be struggling in other ways, was also raised.   

“Lots of [parents] might have MH issues of their own, difficult relationships, all 

sorts of complex issues – and then there are so many parents who are in a battle 

to try to get support for their children. Then the parents’ ability to support their 

child’s needs gets worn away slowly” 

A key consensus across many stakeholders, was that it is not always clear where to 

go for help, or rather what each service provides and how they relate to each 

other. 

“Where do you go? A large number of contacts yp & parents have to make before 

get to the right service. When you don’t work in services, it’s very difficult to 

find out which the right service is for you” 
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10. Children And Young People’s Voice  

A community survey for children and young people aged 16 to 24 years was administered 

by East Sussex Community Voice during February 2022. The survey was co-produced with 

young people and refined with the input of Public Health. The purpose of the survey was 

to understand more about young people’s views and experiences in relation to: awareness 

of self-harm, their attitudes and opinions, sources of support, helping others and 

improving mental health.  

We did not ask young people about their personal experience of self-harm as this was 

outside the scope of this work.  

Online Survey Results 

287 young people took part in the survey which ran from 31st January 2022 until 1st March 

2022. The full survey results are available as an addendum to this report.  

Age Profile of Participants  

 

Other Characteristics 

• 59% of respondents identified as male, 28% as female, 8% as non-binary, 5% 

preferring not to say or self-describe 

• 49% identifying as heterosexual/straight, 23% bisexual, 6% pan-sexual, 5% 

lesbian/gay woman, 1% gay man, 5% asexual, 8% preferring not to say or self-

describe 

• 25% of participants considered themselves to be ‘disabled’, of which 52% 

specified this as a mental health condition, 15% as a learning disability or 

difficulty, 6% a physical or mobility impairment, 2% a sensory impairment, 2% a 

long term condition 
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• 85% White British, 4% white other background, 3% prefer not to say, 2% 

mixed/multiple ethnic group 

General Awareness  

• 80% of respondents had first become aware that some children and young 

people self-harm before the age of 14yrs. 30% by the age of 12 and 20% by the 

age of 11yrs. 

• Young people became aware that some children and young people self-harm 

through a friend (32%), by seeing others self-harming (20%), or by self-harming 

themselves (6%) 

Sources of Information 

Thinking about what young people might know about self-harm, we asked young 

people to think about what their main sources of information/influence had been. 

The top 3 answers were, 

Friends 64% 

Social media 60% 

School 47% 

When asked to select up to 3 sources of information about self-harm that they 

would trust the most, medical and health professionals was the top answer. 

Medical  / Healthcare Professional 43% 

Friends 27% 

Websites (including support websites)  26% 

School and/or PSHE lessons and/or teachers 31% 

The least trusted sources were: movies and TV shows, apps books/magazines and 

influencers/ celebrity. 

When asked whether they had ever actively sought out information about self-

harm, 46% of participants said they had. Two thirds sought out information online 

using websites or via social media. Examples included BBC, NHS, Samaritans, 

Childline, and Young Minds.  

“I went online , seeking other people who did but had stopped or people who 

had knowledge of how to stop, so sometimes friends, websites, even some 

influencers who were spreading awareness” 
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Far fewer said that they had sought information from specialist services, with 5% 

saying they had sought information from Child and Adolescent Mental Health 

Services (CAMHS) and 11% from other NHS services. 

Three quarters of those who sought out information found it helpful. The most 

common reason was that it had educated them and given them the answers they 

had sought. 

“It helped me understand the topic and how to care for myself around this area” 

“It educated me, and the information came from people who have experienced 

self-harm themselves, not just facts about it but personal experiences” 

“It specifically helped me with learning how to talk to a counsellor and rules 

around confidentiality as parents knowing before I'm ready would make the 

condition I'm in currently far worse” 

The reasons young people gave for information being unhelpful were less defined, 

however across the responses received, young people told us that the information 

hadn’t helped with self-harm behaviour and/or was ineffectual or was not pitched 

at the right level. 

“It was damaging, and I was told I wasn't 'ill' enough or self-harming enough.” 

“I was given leaflets containing information I already knew, mostly describing 

what it was and why people did it. There was no advice or help.” 

“Generalisation, typically only refer to self-harm as "cutting” 

Attitudes and Opinion 

As part of the survey, young people were asked if they agreed or disagreed with a 

number of statements. In terms of experiences and perceptions of self-harm, over 

three quarters who answered the question stated that they knew someone who 

self-harms or has self-harmed, and the majority of respondents were concerned 

that self-harm was becoming a normalised coping mechanism, and that stigma 

prevents people talking about it.  
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“People tend to normalize self-harm so much as we as society have come to a 

conclusion that self-harm is what individuals do as a resort to ignore their 

feelings. This stigma has created an impression on people that it’s wrong to seek 

for help as they may be seen as 'weak'. Moreover, it’s the fact that they don't 

want to worry anyone.” 

When asked about information and education, only around one in five respondents 

felt either that they received the right amount of information through education 

or work, or that social media was a safe source of information. 

“I think people still spread harmful information online especially on apps such as 

twitter which may be triggering for some who are trying to be clean.” 

Statement % agreed / 

strongly agreed 

Most people my age have at least one friend that self-

harms/has self-harmed in the past 

82% 

I am worried that many people my age view self-harm as a 

'normal' way of dealing with difficult feelings, situations, or 

experiences. 

69% 

Self-harm still carries an unhelpful stigma that prevents 

people from talking about the issue 

87% 

Young people receive the right amount of education and 

support from school/ college/university/ or place of work 

relating to self-harm 

18% 

On balance, social media is a safe source of information for 

someone who may be thinking about self-harming or 

experiencing self-harm 

20% 

 

Sources of Support 

For those young people currently self-harming or thinking about self-harming 72% 

said that they had a person or persons they could turn to for support. 
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When asked who they would most likely go to as a first source of support, the most 

common answer was a friend (47%) or a parent or carer (20%). Only 5% would go to 

a Medical/Healthcare Professional, 4% to a teacher and 3% to a school nurse or 

staff support. 

When asked why they would turn to this person (and were encouraged to select up 

to three response options), trust was the most common reason selected: 

I trust them 74% 

They don't judge 38% 

They listen 34% 

They are likely to understand 32% 

They are easy to talk to 30% 

I can reach them easily 25% 

They keep it confidential 24% 

When asked whether there was an organisation they might turn to for support, 75% 

young people said ‘No’. 

Of those that said ‘Yes’, the most frequently mentioned organisations from a total 

of 48 responses were: i-Rock; Mind; Childline; Samaritans, and Health in Mind.  

Only 5 (9%) young people said they would turn to their school for support.  

When asked to consider the top 3 things which influence their choice of 

organisation, confidentiality had the greatest influence, closely followed by trust 

and a lack of judgement:. 

It is confidential 31% 

I trust them 25% 

They don't judge 25% 

I can call them 20% 

I can reach them online or through an app 20% 

They listen 18% 

They provide the services I need 18% 

They have a good website 16% 

They are likely to understand 15% 

They have a good reputation 15% 
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“They listened, didn't judge and they make it a comfortable environment every 

time I go so that I feel more comfortable sharing how I'm feeling.” 

When asked what would make it easier for them to seek professional support or to 

talk to a professional, the most popular answers were,  

It is confidential 55% 

Having a comfortable setting or environment 44% 

Knowing it's anonymous 44% 

It's easy to access 29% 

I can text/message them 25% 

I can access help online 17% 

The survey also looked at young people’s awareness of sources of support available 

for them.  From the 200 responses received, national sources of support were by 

far the most recognised.  

Childline 80% 

Samaritans 67% 

Young Minds 60% 

CAMHS 57% 

Mind 51% 

I-Rock 40% 

School health drop-in sessions 25% 

Shout Crisis Text Line 19% 

Text your school nurse 17% 

E-motion 17%  

Mental Health Support Teams 16%  

Self-Harm UK 13% 

E-Wellbeing (YMCA Downslink) 10% 

In terms of awareness of self-harm support apps, the greatest awareness by far 

was ‘Calm Harm’ with few reporting that they knew of other apps. 

Calm Harm 25% 

Pacifica 3% 
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distrACT 5% 

BlueIce 4% 

ThinkNinja 4% 

Self-Heal 6% 

Other (please specify) 2% 

 Accessing Services 

63 young people (22% of respondents) answered the question as to what services 

they had accessed  

The four most frequent answers (with the number of mentions in brackets) were: 

• CAMHS (20) 

• iRock (7) 

• Samaritans (5) 

• School Teacher / Counsellor (5) 

Young people were asked what was most or least helpful about the service they 

received. Unfortunately the number of responses was too low to draw firm 

conclusions, but having someone to talk to, having fast and easy access, feeling 

listened to and being non-judgemental were highlighted as important.  

Helping Others 

We asked how they would like to be responded to if they were to tell a friend or a 

trusted person that they were self-harming or thinking about it, the main 

responses sought were listening and not judging: 

To listen 52% 

Not judge me 46% 

To be calm 39% 

Giving me opportunity to talk about how I am feeling 35% 

Not push me to change my behaviour 34% 

Practical ways to help me cope 25% 

To ask how best they can support me 21% 

Help me to find support 18% 
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When asked how confident would they feel in being able to respond in a helpful 

way if a friend or someone they knew told them that they were self-harming, or 

thinking about self-harming, the responses were as follows, over half stated they 

were confident or very confident, while 1 in 7 were not confident at all.  

 

When asked to select the top three types of support/advice they would be most 

likely to offer if they were concerned about a friend, or someone they knew who 

was self-harming (or at risk of self-harm), nearly three quarters of young people 

said they would try to help by talking and listening, and over a third by suggesting 

distractions in moments of desire to self-harm, or encouraging talking to a 

professional.  

Try to help them myself by talking and listening 73% 

Suggest other things they could do in the moment when they feel  

the urge to self-harm e.g., play music and sing or dance along /  

hold an ice cube 42% 

Encourage them to talk to a doctor or other health professional 35% 

Encourage them to talk to a trusted adult 26% 

Suggest ways to self-care e.g., mindfulness or enjoying the outdoors 21% 

Pass on information that you think would be useful, e.g., 

books/leaflets/websites/apps 18% 

Encourage them to talk to their parents / carer 16% 

Suggest they write down their thoughts 15% 

Encourage them to talk to a teacher 8% 

Encourage them to find a help group 5% 

0%
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10%

15%

20%

25%

30%

35%

Responses

How confident do you feel you would be to respond in a helpful way?

Very confident

Confident

Slightly confident

Not confident at all

I don't know
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Improving the Mental Health of Young People 

We asked young people to tell us what they felt would make the biggest impact to 

children and young people's mental health in East Sussex?  

Free text responses were themed, with the top five answers being: 

• Destigmatising self-harm/talking about it  

• More Mental Health lessons/awareness in schools 

• Easy to access and more approachable services 

• More counsellors in schools – that focus on individual support  

• Truly confidential services  

Focus Group Results 

Eight focus groups were also undertaken with 47 children and young people aged 

13 to 25 years.  

A topic guide was co-produced with a core group of ESCV young volunteers who 

have past and present lived experiences of issues relating to self-harm, health, and 

wellbeing, along with experience of community action and co-facilitation. Young 

volunteers explored a variety of options before selecting and planning the final 

activities which they deemed appropriate and engaging young participants. 

In partnership with local youth workers and recruited through our prior networks 

and new connections, participants were drawn from: 

• Peacehaven Community School 

• Peacehaven LGBTQ+ Youth Group and Young Women’s Group 

• Youth Inspect & Advise Group 

• Young Healthwatch East Sussex 

• I-Rock Youth Advisory Group 

• Sussex Partnership NHS Foundation Trust Expert by Experiences 

• Youth PPI Café (16 -25 years)  

Young volunteers were supported by project staff to prepare, plan for, and co-

facilitate the majority of focus group sessions. Sessions were up to 1.5 hours long, 

and participants were provided with a briefing before and signposting & support 

afterward (if needed). Participants were offered a £15 gift voucher to thank them 

for their time and the value of their contributions. Staff and young volunteers used 

different activities and participation methods to capture the views and insight of 

participants. Multiple notetakers were used to improve the reliability of our data. 
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Scenarios 

As part of each focus group we asked young people to consider the following 

scenario:  

❖ A friend discloses to you that they are self-harming and that they need some 

extra support and help. 

❖ Where would you ‘signpost’ them to? 

❖ Who would you recommend that they talk to? 

❖ What information/websites/services do you know of that you would signpost 

them to? 

In responding to the scenario provided, young people recognised the need for 

appropriate signposting and generally recognised that their role is not to provide 

clinical guidance or direct advice.  

Young people spoke of ‘the therapist friend’ and acknowledged that it can be 

damaging to one’s own mental health to take on the responsibility of giving advice 

and support to someone else who is struggling. Some young people told us that 

they would feel panicked and ‘underqualified’ to deal with a fellow young person 

that was in crisis. Many group participants said that for them the priority would be 

to listen and offer reassurance to the young person, but not to advise or signpost.  

Some young people suggested they would talk to the young person’s family or 

someone at school, however others indicated that they would be much more aware 

of their friend’s wishes and would ‘go at their pace’ and wouldn’t want to be seen 

to betray their friend’s trust.  

In terms of websites and services, the NHS website was a popular suggestion for 

support, and likewise, i-Rock and local voluntary sector services were referenced 

as possible options for signposting and information. Trust and confidentiality were 

key concerns with some young people reporting that they had found issues 

surrounding confidentiality in accessing help and that there is a need to keep data 

safe. 

When talking about websites in general, young people fed back that they often 

found websites contained out-of-date or less reliable information, and that was a 

concern. 

A clear takeaway from this exercise was that many young people recognised this 

scenario, had experienced this situation were not surprised by the questions, Some 

were able to discuss the scenario from first-hand experience.  
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What young people said about stigma and self-harm 

The majority (93%) of the 47 young people we spoke to as part of the focus groups 

agreed that there was still a high level of stigma surrounding self-harm. Young 

people reported that they were more likely to feel stigma in relation to self-harm 

from their parents/carers, whereas there was less stigma found amongst friends 

and peers. 

Young people told us that their social groups are more acclimatised to talking 

about self-harm. They agreed that schools have been making an increasing effort 

to raise it as an issue but some felt that it’s not always done in the right way. Most 

felt schools were uncomfortable discussing self-harm and that they were reactive 

rather than proactive - acting only when they hear about instances of self-harm 

taking place.  

“it’s definitely being talked about more but there’s defo still a stigma around it, 

especially older people” 

What young people said about schools and self-harm  

Young people told us that they value learning about self-harm, self-destructive 

behaviours, and coping mechanisms and they want to understand why people act 

in a certain way.  

The LGBTQ+ group told us that mental health and self-harm were not discussed in 

schools – in general. They indicated that they experience a lack of understanding 

and support from their schools. 

For those young people who received some education on self-harm at school, their 

experiences were on the whole not felt to be positive.  

“it wasn’t thoroughly covered it was kinda brushed over and then we moved on -

and the attitudes towards Self Harm didn’t really change”  

“It was viewed as quite trivial and something not serious” 

Young people felt that they are  sometimes taught by the wrong person which they 

said made the situation worse. For example, at one school pupils were being 

taught by a P.E Teacher who it was felt had no interest in self-harm.  
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There was also a lot of negativity around the support offered in school. Young 

people fed back that staff in schools and colleges do advise students to come to 

them about self-harm, but there remains scepticism about the quality of the 

support, whether it would be truly confidential, and the time it might take to 

access support.  

“Support from my college has a waitlist of 10 months” 

“Staff are in an amazing position to influence our decision making, so it’s 

dangerous when they’re teaching with outdated research, with figures from 

outside the UK.” 

What young people told us about accessing online information  

Young people told us that the key problems with accessing available information 

online is that it is not always applicable to their needs and potentially harmful. For 

example, peer groups for those currently self-harming and lists of ways to act on 

self-harm is very accessible.  

Cost was mentioned as a barrier to accessing good support online – often apps will 

require payment to access full content making it inaccessible for many young 

people.  

Young people fed back that the most useful information they would like to access 

would be support resources for after self-harm has occurred or after they have 

recovered and relapsed. 

“I had a brief look at the NHS website. It was quite informative but not helpful.” 

“Its tricky as you can find loads of things which may not be good but ChildLine is 

good to talk to even though they do take a while to get back to. I- Rock is great 

as they are quick to get back.” 

Support Strategies 

The focus group facilitators shared with each focus group several examples of 

common support strategies; these were taken from the Young Minds website (a UK 

charity focused on children and young people's mental health). Strategies included 

the removal of instruments, reducing screen-time/social media time, recovery 

boxes and green activities.  
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Young people were asked which of these strategies they thought were appropriate 

for helping a young person to stop self-harming (in the short term). Most of the 

suggestions were seen as somewhat helpful, however, the ‘No shut door policy’ 

and the ‘removal of instruments’ were seen as less helpful than the other 

strategies.  

The suggestion of reducing screen time was seen as more useful, but as a 

compromise only. Instead, explaining how social media could be triggering for self-

harm behaviours, and educating young people to use positive social media well 

were seen as better solutions.  

Targeted Youth Support was seen as extremely important by most of the focus 

groups. The young people participating in the focus groups welcomed any package 

of support that would be tailored to each young person (with plenty of 

options),and saw encouraging and motivating a young person to be more supported 

and use healthier coping strategies as one of the better strategies. In their own 

words, young people told us …  

“Internet friends can be their support network, so taking a vulnerable young 

person away from their support network could actually be damaging” 

“Distraction can be useful but needs to be clear it is only short term” 

“I think the no shut doors policy is very dangerous but that is well-intentioned. If 

you are destroying someone’s privacy it may have an adverse effect on the self-

harm.”  

“Shut door policy - They’ll try to become more secretive about self-harm. 

They’ll find another way around it.”  

“Distractions is great. A walk with friends I think would be nice, with no 

phones.”  

 “Activities like camping with friends or family is nice to get away for 

everything.”  

“Talking to someone or removal of instruments I think isn't for us, it’s more 

about an older person maybe” 

Recommendations from Engagement with Young People 
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The following recommendations were generated in co-production with young 

volunteers and researchers. They have taken young people’s comments and 

experiences collected during the engagement activities and shaped them into 

powerful suggestions for change.  

Education and learning 

1. More resources and support should be directed at schools and colleges to 

help prevent and address self-harm in children and young people, to include 

targeted mental health training for staff  

The survey findings revealed that most young people became aware that some 

children and young people self-harm before the age of 14, with 65% aware of self-

harm by age 12. Given that for most young people, this awareness stemmed from 

being made aware of self-harm by a friend (which might not be the most 

accurately informed source), seeing others’ actual self-harm behaviour, or because 

of their own self-harm behaviours, we are recommending that:  

2. Education relating to self-harm and self-harm prevention should commence 

in schools at a much earlier age, from year 7 onwards 

3. A whole-school approach should be embedded in all East Sussex schools and 

colleges to ensure that mental health is supported, and self-harm is included 

across the curriculum 

4. Schools and colleges should proactively explore self-harm behaviours as part 

of the PSHE curriculum and focus on healthy coping responses versus self-

harm 

The survey and focus group findings confirmed that self-harm still carries an 

unhelpful stigma that prevents young people from talking about the issue 

(particularly with parents/carers). The focus group findings also revealed that for 

many young people, self-harm is viewed as a 'normal' way of dealing with difficult 

feelings, situations, or experiences. This perception, coupled with not feeling able 

to talk about self-harm with adults due to fear of stigma is a worrying combination 

that may increase rates of self-harm in young people and limit the ability of young 

people to seek support. Therefore, we recommend that: 

5. There is urgent work undertaken to reduce the stigma associated with self-

harm through direct and relevant education and engagement with young 

people (and adults) 
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Further recommendations are:  

6. Closer relationships should be established (with a focus on information 

sharing) between schools/colleges and mental health/self-harm support 

organisations 

7. A greater focus on pupils’ voices in schools that see a whole-school 

commitment to listening to the views, wishes, and experiences of all 

children and young people. Schools need to place greater value on what 

young people tell them about their experiences 

8. We recommend lay-testing/mystery shopping of platforms and resources to 

support accessibility, especially where focused on children and young people 

Peer support and families 

The survey and focus group findings highlighted the significant role of peers in not 

only how young people access self-harm information, but in providing support to 

young people currently engaged in self-harm behaviours (or at risk of self-harm).  

The survey findings revealed that only 50% of young people reported that they 

would be confident or very confident in responding to a friend if they were to tell 

them they were self-harming, yet peers were the most likely place young people 

would go to first for support. Therefore, we recommend that: 

9. There needs to be clear guidance for young people on how to support a 

friend to seek professional support. Information and advice needs to be 

readily available for friends who act as listeners and peer support 

mechanisms, including how to protect their own well-being and mental 

health 

10. Young people should receive clarity and reassurance from professionals, 

guardians, and teachers that there are limits to the support they can be 

expected to provide to their peers.  

11. Families and carers should receive support and targeted advice to boost 

their knowledge and confidence of how best to support someone who is 

self-harming (or at risk of self-harm) as early as possible 

12. Strategies to reduce self-harming should focus on improving 

transparency and communication with a trusted person or professional 

avoiding secrecy and a culture of 'victim-blaming' where a young person 

then might shy away from talking about their self-harm and getting 

support 
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Providing information and advice  

The survey findings revealed that young people are not receiving enough 

information about self-harm and self-harm prevention and have limited awareness 

of local support services - over 60% of survey participants were not aware of any of 

the apps listed. 

The survey and focus group findings also further highlight the need for young 

people to receive high quality self-harm education, with young people beingmost 

likely to find out about self-harm from their friends, more likely to trust their 

friends that other adults, and more likely to turn to their friends first for support. 

Therefore, we recommend:  

13. To prevent young people from turning to less trusted sources of information, 

more resource needs to be put into a) highlighting the risks and b) raising 

awareness of national and local services/websites that young people can 

access to seek evidence-based information relating to self-harm  

14. More resources are needed to raise awareness of existing services and 

support mechanisms, including what young people can expect from 

them to ensure that young people understand that they don’t have to 

manage self-harm by themselves 

15. Online websites and virtual resources should be more colourful, visually 

engaging, and accessible to ensure that young people in crisis can easily 

navigate and interpret what they need to do to seek help depending on 

their needsMental Health and mindfulness apps and self-care 

techniques should be encouraged to accompany support, but they 

should not be taken as a 'one-size fits all' cure 

Building trust  

The survey and focus group findings highlighted the important role of trust and 

confidentiality to young people in accessing support for self-harm. As part of the 

survey, 75% of young people reported that if they were currently self-harming, 

thinking about self-harming, or were ever to be in this situation in the future, they 

did not have an organisation they might turn to for support (compared with 28% 

who responded that they did not have a person or persons they could turn to for 

support).  

Whilst the survey findings found that young people regarded healthcare 

professionals as the most trusted source of self-harm information, they were more 

likely to access information about self-harm from friends, social media, and their 
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school. To build trust in accessing a variety of professionals, including medical 

professionals, we are recommending that: 

17. Educational settings or workplaces foster trust between staff and 

pupils/employees by ensuring a culture of openness, sincerity, and 

consistency in all its approaches  

18. Trust between young people and professionals should be cultivated and built 

upon; young people learning to trust professionals and seeing the 

opportunities that can be created will be further motivated to trust others 

within wider networks and support services  

19. Medical and other trained professionals should be the preferred ‘messenger‘ 

for education, engagement, and communication around self-harm   
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11. Appendices 

Appendix 1 - Literature Review 

The aim of the rapid literature review was to identify common risk factors for self-

harm and the children and young people most likely to be affected, with the 

objectives of understanding how to: 

1. Reduce the incidence of self-harm in children and young people <25 years 

2. Plan primary, secondary and tertiary prevention interventions 

3. Use resources, assuming a proportional universalism approach 

Prevention of self-harm requires a multi-faceted approach including strategies, 

direct provision, system approaches, primary to tertiary prevention, wider 

determinants etc. For this review, the focus will be on risk factors which are 

feasible to be managed/ prevented by a local public health team with the 

available resources and finances.  

English language articles/ guidelines restricted to the United Kingdom involving 

children and young people < 25 years were included for this review. Quality 

assessment was not carried out and mostly abstract reading was done. Three 

comprehensive online searches were done from 2017 – 20211. Multiple online 

platforms were searched. 

Online sources 

Gov.UK, NICE evidence search, PubMed, Knowledge share, Medline, Public Health 

England, Royal College of Paediatrics and Child Health, Royal College of 

Psychiatrists, Google, Google site search, British Medical Journal using broad 

search terms (Annex 1). 

Methods  

Initially title and abstract screening were done. Selected studies were entered into 

an Excel data sheet and duplicates were removed. Author, year, title of the 

article, type of study and risk factors for each study were extracted from the 

abstracts. Articles on risk factors for self-harm, suicidal ideation/ behaviour, 

deliberate self-harm, or non-suicidal self-injury were selected. Thirty-two articles 

including sixteen systematic reviews, ten descriptive cross-sectional studies, three 

longitudinal studies, one qualitative study and two guidelines were extracted from 

the evidence review.  
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Appendix 2 – Risk and Protective Factors for Self-

harm – Literature Review Results 

An OR is interpreted as how many times more likely a risk factor predisposes a 

subject to experience self-harm. E.g., Anti-depressants increase the risk of self-

harm by 1.4 times in an individual compared to a person who is not taking them. 

95% CI indicates that with 95% certainty we can interpret that the risk of self-harm 

is increased within the range of 1.2 – 1.6 by anti-depressants. A β value means that 

for every single unit increase in the risk factor, self-harm will be increased by this 

value. E.g., β=0.1 means that for every single unit of unhappiness in school the risk 

of self-harm is increased by 0.1 times) 

 

Risk factors OR (95% CI) Type of study 

Ethnic factors   

Mixed ethnic backgrounds  1.2 (0.9 - 1.7) DCS2 

Goth identification 2·3 (1·8 – 3.0) 

16.4 (5.1 - 52.9) 

LS 3 

LS4 

Alternative subculture (Goth, Emo, Punk, Mosher) 3.5 - 14.2 (-) DCS4 

Family/peer issues   

Family circumstances 1.9 (-) DCS5 

History of family dysfunction 3.6 (1.3 - 10.0) LS6 

Parental separation 1.1 (0.7 - 1.6) SR7 

Financial difficulties 1.2 (1.1 - 1.3) SR7 

Socioeconomic adversity 1.2 (1.1 - 1.8) LS8 

Low support system from peers/family (β = 0.2) Not mentioned LS9 

Physiological /Physical issues   

Pain  2.2 (1.6 - 2.8) DCS10 

Early menarche (<11.5 years) 1.3 (1.0 - 1.6) DCS11 

Psychological issues   

Depression  1.2 (1.1 - 1.2) DCS12 
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5.8 (2.4 - 14.4) LS6 

Psychosis 1.1 (1.0 - 1.2) DCS12 

Posttraumatic stress symptoms 3.2 (1.4 - 7.6) LS6 

Current mental health problem 3.6 (1.0 - 12.8) 

2.7 (1.9 - 3.7) 

SR7 

SR13 

Borderline personality disorder 3.5 (1.8 - 6.5) SR14 

Any personality disorder 2.5 (1.7 - 3.8) SR14 

Any mood disorder 2.2 (1.1 - 4.3) SR14 

Severity of hopelessness 3.0 (1.7 - 5.0) SR14 

Parental mental health problems 1.7 (1.3 - 2.4) LS8 

Low self-esteem (β = 0.6) Not mentioned LS9 

Social issues   

Conflict with peers  2.00 DCS5 

Having caregivers with self-reported higher 

extraversion (β = 0.1) 

Not mentioned LS9 

Sex related issues   

Female sex  1.4 (1.1 - 1.8) 

3.1 (1.8 - 5.2) 

DCS2 

DCS15 

Sexual-minority adolescents at 16 years 4·2 (2·9 - 6·2) DCS16 

Alternative identity 4.2 (1.9 - 9.1) DCS15 

School related issues   

Vocational school 2.3 (1.00 - 5.1) DCS15 

School absenteeism 1.3 (1.2 - 1.5) SR17 

Occasional school bullying victimization 1.2 (0.8 - 1.9) 

1.3 (0.7 - 2.6) 

SR18 

SR18 

Childhood issues   

Adverse childhood experiences 4.3 (2.0 - 9.2) SR7 

Children in the Poor fetal growth 1.9 (1.0 - 3.4) LS8 
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Abuse and neglect   

Sexual abuse 3.4 (2.9 - 4.0) SR19 

Physical abuse 2.2 (1.8 - 2.7)  

Emotional abuse 2.2 (1.4 - 3.6)  

Emotional neglect 1.9 (1.4 - 2.7)  

Physical neglect 1.8 (1.3 - 2.5)  

Combined abuse 3.4 (2.1 - 5.5)  

Cyber issues   

Cyberbullying victimization 5.1 (1.4 - 17.9) 

2.4 (1.6 - 3.3) 

SR20 

Sleep related issues   

Trouble falling asleep (β = 0.1) Not mentioned LS9 

Other issues   

Being more willing to take risks (β = 0.1) Not mentioned LS9 

Children with psychopathological issues   

Psychological issues    

Poor emotional control (β = 0.7) Not mentioned LS9 

Low self-esteem (β = 0.5) Not mentioned  

Sleep related issues   

Waking during sleep (β = 0.2)  Not mentioned LS9 

Trouble falling asleep (β = 0.2) Not mentioned  

Relationship issues   

Quarrels with caregivers (β = 0.1) Not mentioned LS9 

School related issues   

Being unhappy at school (β = 0.1) Not mentioned LS9 

Factors related to repeated self-harm  OR (95% CI) Type of study 

Being male   1.1 (1.0 - 1.2) DCS21 
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10-17 years  

Consuming ≥ 50 tablets  

Taking benzodiazepines  

Antidepressants  

1.3 (1.2 - 1.4) 

1.3 (1.1 - 1.5) 

1.7 (1.4 – 2.0)  

1.4 (1.2 - 1.6) 

 

*OR: Odds Ratio, CI: Confidence Interval, DCS: Descriptive Cross-Sectional Study 

Protective factor OR (95% CI)  Type of study 

Greater mental wellbeing (within 

six months) 

0.8 (0.8 - 0.9)  DCS26 

Black African backgrounds  0.8 (0.7 – 0.9)  DCS2 

Schoolwork/ career (for suicidal 

ideation) 

0.8  DCS5 

Late menarche (>13.8 years) 0.7 (0.6 - 0.9)  DCS11 

Lower symptoms of mania 0.9 (0.8 – 0.9)  LS12 

Connectedness Not mentioned  SR27 

Paternal warmth   Not mentioned  SR28 

Self-compassion     

Having an active coping style 

(protective against suicide attempts 

for males, but not for females) 

   

Isolation reduction and outreach  Not mentioned  SR27 
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Appendix 3 – Evidence Summaries for Selected Risk 

Factors 

Gender 

The female gender has been identified across several studies3940 as a risk factor 

self-harm. For example, in a study to estimate the extent of mental health 

problems in children and young people aged 11 to 14 years living in inner city 

London, females were 1.4 times more likely to have ever tried to harm or hurt 

themselves then males.41 Furthermore, in a study exploring different youth 

cultures and self-harm behaviour, 15 year old females were 3 times more likely 

than males to report having ever harmed themselves on purpose.42 

In a recent study using data collected from participants of the Millennium Cohort 

Study (MCS), at age 14, 22.8% of females reported having self-harmed in the prior 

12 months compared to 8.5% of males, with the proportions at age 17 being 28.2% 

and 20.1% respectively. Whilst at both ages more females than males reported 

having self-harmed; at age 17 the difference between the genders was much 

smaller, highlighting a much steeper increase in self-harm behaviour for males 

between these ages43 This finding is consistent with other research which has found 

the female to male self-harm ratio to be as high as 6:1 (e.g. in 12 to 14 year olds), 

before decreasing with increasing age.44 

It is recognized that the relationship between self-harm and gender is complex. 

Whilst potential reasons for the differential prevalence of self-harm behaviours in 

young females compared to young males includes issues related to puberty and the 

earlier age of onset of psychiatric disorders and sexual activity4546; it is 

acknowledged that in general more females than males present to health services 

for self-harm47 and in part this may be due to females being more likely to seek 

medical support.  

A UK study48 investigating self-harm presentation across healthcare settings in 

young people found that females were more likely than males to be admitted 

following A&E attendance for self-harm. This was most evident in those aged 10–15 

years, where 76% of females were admitted compared with just 49% of males. 

Furthermore, self-harm in young males may manifest in behaviours that may fall 

outside of typical self-harm definitions used by services or the community itself 

(for example self-battery, excessive alcohol consumption, or drug use) meaning 

that self-harm in young males is likely to be under-reported.  

Family income and socioeconomic adversity 
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Family income or socio-economic position (SEP) is also a known risk factor for self-

harm behaviours in children and young people. For example, in a longitudinal 

study49 investigating whether parental SEP during childhood was associated with 

subsequent self-harm in adolescence, lower parental SEP was found to be 

associated with an increased risk of offspring self-harm (with stronger associations 

evident for self-harm with suicidal intent).  

In this research, adolescents of parents reporting consistently low income levels 

during childhood were approximately 1.5 times more likely to engage in self-harm 

than those never to report being on a low income. Furthermore, in an analysis of 

data from the Health Behaviour in School-aged Children (HBSC) survey for England 

(2014), the likelihood of self-harm varied by socio-economic status (as measured 

by the Family Affluence Scale), with 18% of young people categorised in the high 

family affluence group reporting self-harm behaviour compared to 30% of young 

people categorised in the low family affluence group.50  

Findings from a European-based study have also suggested that low parental 

socioeconomic position is associated with self-harm in adolescence, particularly for 

girls.51 Finally, in a study52 investigating parental income trajectories during 

childhood and subsequent risks of self-harm in young adulthood, children from 

families who remained in the least affluent fifth of society over the first 15 years 

of life were 7 times more likely to harm themselves as young adults compared to 

the wealthiest fifth.  

It is noted however that this association has not been found across all studies. In a 

recent study using data collected from participants in the Millennium Cohort Study 

(MCS) in 2018-19, self-harming behaviour was not clearly patterned by family 

income, with rates of self-harming broadly similar across all quintiles of family 

income.53 Low income is often regarded as a stressor, which can affect the socio-

emotional, behavioral and cognitive development of children, alongside the 

development of coping strategies,54 parenting practices, and access to 

services/support.55  

Family variables 

A number of stressors originating within family may play an especially important 

role in relation to self-harming behaviours in children and young people. They 

include parental separation and divorce, parental mental health, marital or family 

discord, and interpersonal difficulties.565758  

In a recent systematic review, family variables (to include family support, family 

cohesion, parenting behaviours or parental mental health) were found to 

prospectively predict non-suicidal self-injury (NSSI) in young people59 (in line with 
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previous studies6061). As part of the Health Behaviours in School-Aged Children 

survey (2014), young people who reported self-harm were found to be more likely 

to report difficulties with communicating with their mother and father and less 

likely to say they had someone in their family they could share their problems 

with. Furthermore, self-harming behaviour was found to be more prevalent among 

young people living in one parent households (35% vs 17%); however it is 

acknowledged that one parent households are more likely to be below the poverty 

line and that a lower family affluence is also strongly associated with self-harm.62  

Poor family functioning has also been found to be an important link between 

childhood adversity and adolescent self-harm, with poorer family functioning at 

age 14 (and childhood family adversity) found to be positively associated with 

onset of non-suicidal self-injury (NSSI) between ages 14 and 17 years. Family 

functioning may influence self-harm behaviours through several risk factors for 

NSSI such as impulsivity, emotion regulation, self-esteem, interpersonal skills, 

coping skills, and mental illness. 63 

Childhood maltreatment/ Adverse childhood experiences 

Increasing evidence suggests that childhood maltreatment is strongly associated 

with self-harm, suicide behavior, lower resilience to mental health problems, and 

greater impulsivity64. A number of systematic reviews have explored the 

association between childhood maltreatment and self-harm and suicide behaviors. 

Those experiencing sexual abuse, emotional abuse or combined abuse are up to 

four times more likely to engage in self-harm and suicide behaviours than those 

not experiencing abuse. However, all forms of abuse are all significantly associated 

with higher rates of suicide attempts and self-harm. 656667 

Researchers have attempted to identify the potential mechanisms which underlie 

the association between child maltreatment and self-harm; these include via post-

traumatic stress disorder68, depression69, and emotion dysregulation70. However the 

association between child maltreatment and self-harm or suicidal behaviors has 

not been confirmed across all studies.71  

Adverse Childhood Experiences (ACEs) are “highly stressful, and potentially 

traumatic, events or situations that occur during childhood and/or adolescence. 

They can be a single event, or prolonged threats to, and breaches of, the young 

person’s safety, security, trust or bodily integrity.”72. They include child 

maltreatment such as verbal, physical and sexual abuse, alongside children living 

in households experiencing parental separation, domestic violence, mental illness, 

alcohol abuse, drug use and incarceration.  
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Exposure to adverse childhood experiences (ACEs) is a well-established risk factor 

for self-harm.73 For example, in a study74 using data from the Avon Longitudinal 

Study of Parents and Children, higher ACE scores were associated with an 

increased risk of self-harm at 16 years, such that with each additional ACE, an 

individual was 11% more likely to report self-harm. The strongest evidence for an 

association with self-harm was found for emotional abuse and parental separation. 

Psychiatric and psychological factors  

Evidence shows that psychiatric and psychological factors are strongly associated 

with self-harm in children and young people; this includes mental disorder, 

especially depression, anxiety, attention deficit hyperactivity disorder (ADHD), 

drug and alcohol misuse, impulsivity, low self-esteem, poor social problem-solving, 

perfectionism and hopelessness.75767778  

For example, in a study involving over 30,000 secondary school-aged pupils across 

seven countries, increased severity of self-harm history was associated with 

greater depression, anxiety, and impulsivity and lower self-esteem.79 Furthermore, 

in one systematic review80 exploring psychiatric disorders in patients presenting to 

hospital following self-harm, 8 in 10 young people presenting to hospital with self-

harm suffered from at least one mental health issue. Depression, anxiety 

disorders, and substance misuse were most commonly described, although ADHD 

and conduct disorder were also common. Finally in a study81 investigating the 

association between various aspects of adolescent health and risk of later self-

harm requiring hospital admission, several indicators of psychological distress were 

found to be strongly associated with increased risk of self-harm. Frequently feeling 

tense and uneasy, or afraid and anxious, was found to increase the risk of self-

harm hospitalisation by over four times; whilst symptoms of anxiety/depression, 

and often feeling lonely were also associated with more than three times the self-

harm risk compared to less symptoms and psychological distress. 

LGBTQ+  

There is significant evidence that young people who identify as lesbian, gay, 

bisexual, transgender, or gender-queer/questioning (LGBTQ+) are more likely to 

report engaging in self-harm behaviours compared to their heterosexual peers; 

with self-harm behaviours among LGBTQ+ young people found to be around 30–50% 

more likely.8283 As part of a research project84 conducted by Youth Chances into the 

mental health of LGBTQI+ young people, 52% of LGBTQ+ young people reported 

having ever self-harmed compared to 35% of heterosexual non-trans young people. 

Furthermore, research85 involving 4828 young people participating in the Avon 

Longitudinal Study of Parents and Children found that sexual-minority young 
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people were more likely than heterosexual young people to report previous self-

harm at both age 16 and 21 years (OR 4·23, CI 2·90 to 6·16). By age 21 years, 

sexual minorities were over 4 times (OR 4·53, CI 3·02 to 6·78) more likely to report 

lifetime self-harm (i.e. on at least one previous occasion) with suicidal intent than 

heterosexuals. Research also suggests that the greatest demographic risk factor for 

self-harm in LGBTQ+ young people is identifying as a trans or non-binary gender 

identity. In a national cross sectional survey86 of LGBT young people aged 11-19 

years, 65% of LGBT young people reported having ever self-harmed; with trans 

young people (compared to non-trans young people) and young people who 

identify as non-binary (compared to those who identify as male or female) being 

four times more likely to report having ever self-harmed. 

Evidence suggests that LGBTQ+ young people experience different risk factors87 

and that these unique risks, combined with general life stressors, have the 

outcome of higher levels of self-harm, suicidality and impulsivity.88 For example, 

among LGBTQ+ young people, self-harm ideation and behaviors have been linked to 

high rates of mental health difficulties,89 victimization and negative responses to 

being LGBTQ+ (e.g. rejection, peer abuse, bullying, non-acceptance),90 

interpersonal problems, lower self-esteem,91 struggling with 

processing/understanding one’s own LGBTQ+  identity, difficulties with self-

concept integration, and social comparison.92  

Meyer’s minority stress theory93 provides a possible mechanism to help explain the 

increased risk of self-harm amongst LGBTQ+ young people. This theory suggests 

that the stigma, prejudice and discrimination (minority stress) associated with 

being a sexual minority leads to higher rates of depression, anxiety, psychological 

distress and mental health issues within this population, which may subsequently 

account for adverse outcomes such as an increased prevalence of self-harm.94 The 

model describes distal (external) and proximal (internal) stressors associated with 

being LGBTQ+, which include homophobic and biphobic discrimination, prejudice 

and violence, expectation of rejection, concealment of LGBTQ+ identity and 

internalized homophobia and biphobia.95 Research has also suggested that the pre-

cursor to self-harm in LGBTQ+ young people may not be discrimination per se, but 

rather emotional dysregulation. In a study of self-harm among university students, 

the LGB orientation was associated with increased risk of self-harm with this 

relationship mediated by self-esteem. This suggests that LGB young people with 

decreased self-esteem may be at higher risk of harming themselves.96 Finally, 

research shows there is a higher prevalence of childhood adversity, such as 

bullying and childhood sexual abuse, among LGBTQ+ individuals, with such 

stressors associated with the onset of poor mental health.97 

Bullying (including cyberbullying) 
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Bullying is the systematic abuse of power and is defined as aggressive behaviour or 

intentional harm-doing by peers that is carried out repeatedly and involves an 

imbalance of power, either actual or perceived, between the victim and the 

bully.98 There are many different types of bullying that can be experienced by 

children and young people; these usually take the form of physical (e.g. assaults), 

verbal (e.g. insults and threats), relational (e.g. social exclusion and spreading 

rumours) or more recently, cyber-bullying.99 

Several studies have found bullying victimisation to be associated with an 

increased risk of  self-harm in children and young people.100101102 For example, in a 

systematic review103 examining the association between cyberbullying involvement 

and self-harm and suicidal behaviours in children and young people, experience of 

cybervictimization was found to increase the risk of self-harm by 2.35 times (95% 

CI 1.65-3.34) compared to those who had not experienced cybervictimization. 

Furthermore, in a systematic review104 examining the association between 

deliberate self-harm and school bullying victimization in young people, a positive 

association between school bullying victimization and NSSI was found, with the 

effect size [OR (95%CI)] ranging between 1.33 (0.67-2.64) and 4.75 (2.36-9.54) for 

occasional school bullying victimization and 11.75 (5.54-24.94) for repetitive 

school bullying victimization (demonstrating that even occasional school bullying 

victimization is associated with increased risk for NSSI). 

In particular, studies have found a strong association between verbal bullying by 

peers and self-harm among young people,105 and when combined with traditional 

in-person bullying, cyberbullying has been found to have an independent and 

cumulative effect on self-harm behaviours.106107 Importantly, studies indicate that 

it is not only bullying victimisation that is associated with self-harm, but also the 

experience of being a perpetrator of bullying.108 For example, in a cross-sectional 

study109 involving 16,182 young people aged 12 to 19 years, the risk of self-harm 

was six times higher (OR 5.97) for those who had experienced both bullying by 

their peers and had bullied others (compared to those who had not experienced 

bullying by their peers or bullied others), with the risk five times higher (OR 5.04) 

for those who had experienced bullying by their peers and three times higher (OR 

3.2) for those who had reported bullying others.  

It is important to note that not all children and young people who experience 

bullying will go onto engage in self-harm behaviours. Whilst limited research has 

been undertaken to date to establish which risk and protective factors may 

confound the relationship between the different bullying types and self-harm; a 

recent study found that depression, anxiety and parental conflict accounted for 

some of the association between being bullied and self-harm, with the relationship 
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between the being bullied and self-harm significantly moderated by parental 

support and school well-being.110 

Internet use and social media 

Internet use has been found to have a mixed effect on children and young people’s 

well-being, with evidence of increased self-esteem and perceived social support 

alongside harmful effects such as increased exposure to graphic content and cyber-

bullying111 

Specifically in relation to self-harm, in a systematic review112 exploring the 

relationship between internet use, self-harm and suicidal behaviour in young 

people, self-harm/suicidal behaviour was particularly associated with internet 

addiction, high levels of internet use, and websites with self-harm or suicide 

content. However it was noted that whilst studies showed a significant potential 

for  harm from online behaviour (e.g. normalisation, triggering, competition, 

contagion), the potential for internet use to reduce isolation, enable outreach and 

act as a source of help and therapy were also identified. Furthermore, in a 

systematic review113 examining associations between social media use and self-

injurious thoughts and behaviours (SITB), results largely suggested medium effect 

sizes for associations between specific social media constructs (cybervictimization, 

SITB-related social media use, problematic social media use) and SITBs. There was 

no association between frequency of social media use and SITBs; however, studies 

on this topic were limited. The majority of studies identified focused on 

cybervictimization, and results suggested positive associations with all SITBs. 

School absenteeism 

It is widely recognized that poor school attendance is associated with a range of 

negative outcomes across the life course, including poor educational attainment, 

unemployment, and poverty114115, as well as violence, injury, substance misuse and 

a number of mental health problems.116 Specifically, school absence has a been 

identified as a risk factor for self-harm and suicidal ideation in children and young 

people. In a systematic review117 of observational studies exploring the association 

between school absenteeism (including school refusal, school phobia, truancy or 

long-term absence due to ill health) and self-harm; school absenteeism was found 

to be associated with an increased risk of self-harm [OR 1.37, 95% CI 1.20–1.57, 

P = 0.01] in children and young people. Whilst this association was not found in all 

studies reviewed (with some studies reporting an inverse association); the 

combined analysis detected a 37% increase in odds of self-harm for those with 

school absenteeism. Furthermore, in a retrospective cohort study118 to explore 

whether adolescents with Autistic Spectrum Disorder (ASD) are at higher risk than 
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the general population of presenting to emergency care with self-harm, poor 

attendance at school was found to be associated with self-harm in both boys and 

girls with and without ASD. Specifically, for those young people with less than 80 

per cent attendance, the likelihood of presenting to emergency care with self-

harm was three times greater. Whilst such findings do not show that absenteeism 

causes self-harm, they do suggest that is an important behaviour to target for 

preventive interventions. The possible mechanisms which could explain the 

relationship between school absenteeism and self-harm include the presence of a 

mental disorder (with depression, anxiety and externalising disorders known to be 

associated with both poor school attendance119 and self-harm, alongside 

bullying).120 

Sleep problems 

In recent years, there has been growing evidence that sleep problems are risk 

factors for self-harm in young people that this relationship is independent of any 

psychiatric disorder.121122123124 For example, in a large population based study125 

surveying over 10,000 young people aged 16-19 years, young people with sleep 

problems were significantly more likely to report self-harm than those without 

sleep problems. For example, a significantly (P<0.001) larger proportion of young 

people reporting self-harm slept less than 5 h compared with those young people 

who did not engage in self-harm. Insomnia, short sleep duration, long sleep onset 

latency, wake after sleep on set as well as large differences between weekdays 

versus weekends, yielded higher odds of self-harm consistent with a dose–response 

relationship. Whilst depression did account for some of the association between 

sleep and self-harm, neither perfectionism nor symptoms of ADHD had any impact 

on the sleep-self-harm association. This findings were also replicated in a more 

recent systematic review126 of sleep problems and self-injury. Findings indicated 

that sleep problems such as short sleep duration, sleep disturbances, and poor 

sleep quality were all associated with non-suicidal self-injury, with adolescents 

and young adults with sleep disruptions found to be at a higher risk of non-suicidal 

self-injury. In this review, emotional dysregulation, depression, and post-traumatic 

stress disorder appeared to mediate this relationship. Finally, in a study127 seeking 

to identify subgroups of young people who self-harm and longitudinal risk factors 

leading to self-harm, sleep difficulties (i.e. waking during sleep and trouble falling 

asleep) age 14 years were commonly associated with self-harm behavior, 

irrespective of subgroup. 

Repeat self-harm 
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Evidence shows that self-harm is associated with future risk of suicide, and in 

particular, repeated self-harm.128129 Risk factors associated with an increased risk 

of repeat self-harm in children and young people include psychological factors 

(e.g. psychiatric morbidity, features of previous self-harm, specifically use of the 

cutting method, psychological distress, and depression), psychosocial factors (e.g. 

alcohol and drug misuse, poor family and peer relationships, and social isolation), 

sociodemographic factors (e.g. age, gender and ethnicity) and a poor school 

record.130131  

For example, in a study132 involving over 30,000 secondary school aged pupils 

across seven countries, the female gender, higher depression, lower self-esteem, 

experiencing the suicide or self-harm of others, and trouble with the police 

independently distinguished multiple from single-episode self-harmers. In addition, 

in a systematic review133 of factors associated with the repetition of self-harm 

behaviour in young people presenting to clinical services, borderline personality 

disorder (OR 3.47, 95% CI 1.84–6.53), any personality disorder (OR 2.54, 95% CI 

1.71–3.78), any mood disorder (OR 2.16, 95% CI 1.09–4.29), severity of 

hopelessness (OR 2.95, 95% CI 1.74–5.01), suicidal ideation (OR 2.01, 95% CI 1.43–

2.81), and previous sexual abuse (OR 1.52, 95% CI 1.02–2.28) were all associated 

with repetition of self-harm. Finally, with specific reference to young people 

presenting to hospital with intentional drug overdose, factors associated with risk 

of repeat self-harm included being male (HR = 1.13, 95% CI: 1.03–1.24), aged 10–17 

years (HR = 1.29, 95% CI: 1.18–1.41), consuming ≥ 50 tablets (HR = 1.27, 95% CI: 

1.07–1.49) and taking benzodiazepines (HR = 1.67, 95% CI: 1.40–1.98) or 

antidepressants (HR = 1.36, 95% CI: 1.18–1.56).134 

Parental support 

Positive attachment or ‘closeness’ to at least one adult during childhood is a 

protective factor against mental illness, self-harm and suicide. Where no such 

relationship exists, or there is insecure parent/carer or peer attachment, the risk 

of self-harm and particularly repetition of these behaviours, is significantly 

increased.135   

Despite the role of parental support being complex, a number of large, well-

conducted studies concur that factors such as perceived parental warmth, 

connectedness to parents and parenting behaviours may be protective of self-harm 

in children and young people.136137138 139 For example, in a cross-sectional study140 of 

youth in an urban area to examine the prevalence and psychosocial correlates 

associated with reporting self-harm and suicide attempts, youth who had parental 

support was less likely to report both self-harm and suicidal behaviours (Adjusted 

OR = 0.50; 95% CI: 0.33, 0.76). Furthermore, in a study141 to evaluate the time-
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lagged associations between both peer and parent relationship characteristics and 

new onset of NSSI in a large, urban community sample of adolescent girls, positive 

parenting behaviours were found to have a protective effect in reducing the odds 

of NSSI onset over the following year (OR = 0.94, 95% CI [0.89, 0.99], p = 0.01). 

Finally, in a study142 examining the association between bullying perpetration and 

victimization and NSSI and suicidal ideation among young males, parental warmth 

was negatively related to NSSI and suicidal ideation. Specifically, the association 

between bullying victimization and non-suicidal self-harm was weaker at higher 

levels of parental warmth, highlighting the important role of parents in mitigating 

the negative effects associated with bullying perpetration and victimization. 

Finally, in a cross-sectional study143, examining the relationships between 

perceived family expressed emotion and shame, emotional involvement, 

depression, anxiety, stress and non-suicidal self-injury; emotional involvement and 

overall shame were the only significant predictors of self-injury status. For 

example, individuals with no history of self-injury reported significantly more 

emotional involvement from family members than self-injurers overall (t(258) = 

2.96, p = 0.003) and past self-injurers reported significantly more emotional 

involvement from family members than current self-injurers (t(258) = −3.98, p < 

0.001). Furthermore, for every one-unit increase in emotional involvement, the 

odds of currently engaging in self-injury decreased by a factor of 0.860. 

Mental wellbeing 

A number of studies have found mental wellbeing to be a protective factor 

associated with self-harm in children and young people. For example, in a study144 

exploring whether mental well-being protects against subsequent self-harm 

thoughts and behaviours, researchers found that young people who reported 

greater mental well-being at baseline were less likely report having thought about 

harming themselves (OR: 0.876, 95% CI: 0.820,.936, p < 0.001) or engaging in self-

harm (OR: 0.913, 95% CI: 0.838,.995, p = 0.032) during the subsequent six month 

period. Importantly, these relationships persisted when controlling for gender and 

depressive symptomology. This study also found that young people with better 

mental well-being were more likely to report lower perceptions of defeat and 

entrapment (negative appraisals that have been shown to be proximal predictors 

of intention to harm oneself). Furthermore, in a study145 exploring risk and 

protective factors associated with suicidality and self-harm among traditional 

bullying and cyberbullying victims, positive mental health/resilience (alongside 

adequate sleep) were found be significantly (p < 0.05) associated with decreased 

self-harm in both types of bullying victims. 

Self-compassion 
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Self-compassion is a process through which an individual has the intention and 

motivation to adopt and apply a compassionate mindset to themselves.146 For 

example, accepting personal short-comings rather than being critical of oneself. 

Neff 147 describes self-compassion as a balancing of six integrally connected 

elements: ‘self-kindness’ – extending kindness and understanding to oneself in 

instances of perceived inadequacy or suffering rather than harsh judgment and 

self-criticism, ‘common humanity’ – seeing one’s experiences as part of the larger 

human experience rather than seeing them as  separating and isolating, and 

‘mindfulness’ – holding one’s painful thoughts and feelings in balanced awareness 

rather than over-identifying with them in an exaggerated manner.148  

Several studies149150 have found self-compassion to be a protective factor 

associated with self-harm in children and young people. For example, in a 

systematic review151 exploring the nature and extent of the relationship between 

self-compassion and self-harm/suicidal ideation, individuals with no history of self-

harm reported higher self-compassion. Higher self-compassion was also repeatedly 

associated with lower levels of risk factors for self-harm (including lower 

depressive symptoms) and was associated with better peer and familial 

relationships, including greater feelings of maternal (B= .20, SE= .05, p<0.001) and 

paternal closeness (B=.18, SE. 04, p<0.001). Greater closeness was in turn 

associated with lower NSSI (e.g. maternal, OR= -1.22, p<0.001). Furthermore, in a 

study152 exploring whether self-compassion mitigated the impact of daily peer 

hassles and depressive symptoms on NSSI, analysis showed that self- compassion 

had a moderator effect on the association between depressive symptoms and NSSI. 

In other words, the impact of depressive symptoms on NSSI was diminished in 

adolescents who had the ability to be kind and compassionate towards themselves. 

School connectedness 

Positive orientation to school, teacher support, school engagement, school 

attachment, school bonding, school climate, school involvement are all terms that 

refer to the attachment individual pupils have to the school153. Although there are 

differences in how these concepts are measured, most questionnaires arguably are 

associated with an underlying construct known as ‘school connectedness’. 

Research has found school connectedness to be associated with many health 

behaviours, with a number of studies showing higher levels of school 

connectedness to be associated with lower rates of depression154, self-harm, and 

suicidality in young people.155156157 For example, in a systematic meta analysis158, 

higher school connectedness was found to be associated with reduced reports of 

suicidal thoughts and behaviors across both general (OR = 0.536), high-risk (OR = 

0.603), and sexual minority (OR = 0.608) adolescents. 
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There is also some evidence to show that school connectedness may act as a buffer 

against the negative impact of adverse events. For example, in a study159 aiming to 

better understand the association between bullying behaviour and self-harm, a 

significant (p<0.001) interaction effect between school well-being and bullying 

behaviour was found. School well-being (including support from teacher) was 

found to be more protective of self-harm for those who had experienced bullying 

(plus those who were bullies as well as bully-victims) than it was for those who had 

not experience bullying or been a bully. 

Appendix 4 – Data Sources 

Data Source Time 

period 

Self-harm definition Activity 

and/or 

individuals 

Other information to note 

Prevalence 

of self-harm 

in year 10 

pupils 

East Sussex 

Health-Related 

Behaviour 

Survey (HRBS) 

2017 Self-reported ‘cut or 

hurt myself’ when 

worried/stressed 

n/a Survey had 65% participation 

(n=3,089 Year 10 pupils) 

Prevalence 

of self-harm 

in Year 7, 

Year 9 and 

Year 11 

pupils 

My Health My 

School Survey 

2020/21 

academic 

year 

Self-reported hurting 

themselves on 

purpose 

n/a Low participation: 

Year 7 16% coverage; Year 9 

17% coverage and Year 11 4% 

coverage of school roll. 

Different schools undertook 

survey at different times of 

the year 

Self-harm 

incidents 

attended by 

ambulance 

service 

South East 

Coast 

Ambulance 

Service 

(SECAmb) 

January 

2018-

March 

2021 

provided 

– only 

used 

August 

2019-

March 

2021 

Incidents attended in 

East Sussex where 

crew condition code 

is O07 – Intentionally 

harming self, O08 – 

Intentional drug 

overdose or O14 

Intentional self-

poisoning 

Activity – 

incidents 

attended only. 

Cannot look at 

repeat self-

harm 

Due to changes made to 

data systems only data from 

August 2019 onwards has 

been used. Crew condition 

codes for suicide attempt, 

suicidal thoughts and death 

by hanging are excluded 

A&E 

attendances 

due to self-

Hospital 

Episode 

Statistics 

2011/12 

to 

2018/19 

Where patient group 

(reason for A&E 

Attendances 

and individuals 

Due to a change to national 

A&E data systems data is 

only available up to and 
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Data Source Time 

period 

Self-harm definition Activity 

and/or 

individuals 

Other information to note 

harm – East 

Sussex 

residents 

accessed by 

East Sussex 

Public Health 

Intelligence 

team 

episode) = 30 

Deliberate self-harm 

including 2018/19 via 

Hospital Episode Statistics 

A&E 

attendances 

due to self-

harm at East 

Sussex 

Healthcare 

Trust 

Emergency 

Department 

data provided 

by East Sussex 

Healthcare 

Trust (ESHT) 

2019/20 

and 

2020/21 

01/04/2019 to 

09/12/20 Incident 

type code 30 = 

deliberate self-harm. 

For period 10/12/20 

to 31/03/21 chief 

complaint SNOMED 

Description of ‘self-

harm’ (Snomed code 

248062006) or 

presenting complaint 

of ‘self-harm’ 

Attendances 

and individuals 

Attendances at ESHT only 

account for around two-

thirds of self-harm 

attendances in children and 

young people in East Sussex 

A&E 

attendances 

due to self-

harm – East 

Sussex 

residents 

Emergency 

Care Data Set 

data provided 

by 

Performance 

and 

Intelligence 

Team, Sussex 

NHS 

Commissioners 

2021  Self-harm: 

combination of Chief 

Complaint: Self-

harm, Injury Intent: 

Self-inflicted injury 

and Comorbitities: 

History of deliberate 

self-harm 

Overdose: Includes an 

overdose diagnosis 

code in any position 

(Overdose of 

angiotensin-

converting-enzyme 

inhibitors,Antidepress

ant 

overdose,Benzodiaze

pine overdose,Iron 

product 

overdose,NSAID 

overdose,Paracetamo

l overdose) 

Attendances 

only. Cannot 

look at repeat 

self-harm 

Due to the variation in 

coding practices of different 

providers for self-harm, only 

overdose data has been 

presented.  

Age groups can only split 

into Under 18s and 18-24s 

and is not available by sex.  
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Data Source Time 

period 

Self-harm definition Activity 

and/or 

individuals 

Other information to note 

Emergency 

admissions 

due to self-

harm 

Hospital 

Episode 

Statistics 

accessed by 

East Sussex 

Public Health 

Intelligence 

team 

2011/12 

to 

2020/21 

Where external cause 

code is ICD10 X60-X84 

(Intentional self-

harm) 

Admissions 

and individuals 

 

 

Appendix 5 - Public mental health areas across the 

life course that have the potential to prevent mental 

illness and promote good mental health or wellbeing 

- methodology 

The evidence review was undertaken by Dr Lester Coleman, Coleman Research & 

Evaluation Services during June/July 2022. The aims were to, 

1. To identify public mental health areas across the life course that have the 

potential to prevent mental illness and promote good mental health or 

wellbeing. To source evidence from reviews of reviews and meta-analyses.  

2. To summarise where there is evidence of effective preventative 

interventions based on these reviews. Organise by life course stage. 

The focus of this review was to examine evidence, mainly sourced from reviews, 

reviews of reviews, and meta-analyses to identify public health interventions that 

can prevent mental illness and promote good mental health or wellbeing.  

The literature has been used to identify evidence-based activities or services that 

can help prevent mental illness and promote good mental health during various 

stages of the life course. These were summarised in a series of tables,  

Popular search terms to identify the literature (mainly from Google Scholar, 

PubMed and JSTOR) were: ‘mental health’, ‘wellbeing’, ‘intervention’, 

‘prevention’, ‘life course’, ‘perinatal’, ‘early years’, ‘workplace’, ‘loneliness’ and 

‘long-term conditions’. The search revealed 20 reviews and several other relevant 
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primary data studies. Further works were identified from the references within 

these studies. 

Appendix 6 - Public mental health areas across the 

life course that have the potential to prevent mental 

illness and promote good mental health or wellbeing 

-results 

Perinatal and infant mental health - Evidence for mental health 

prevention – what works?  

a) Mental Health Foundation Strategy 2020-2025 Making Prevention Happen 

(2020): 

An indication of the potential for preventative approaches can be seen by 

examining the priority areas for the Mental Health Foundation from 2020 -2022. 

These are being evaluated from 2022. Although they are yet to be evaluated, their 

inclusion in their Strategy suggests they have some level of effectiveness. Of their 

priorities, three are relevant for the perinatal period through to school age: 

• Best start in life – focus on parenting, nurseries and home. 

• Mentally healthy schools, colleges and universities – focus on peer education 

and addressing stress. 

• Address Adverse Childhood Experiences (a range of stressful or traumatic 

events that children and young people can be exposed to) – focus on schools, 

vulnerable parents, care leavers, youth violence, trauma-informed approaches. 

b) Royal College of Psychiatrists (2022) Summary of evidence on public mental 

health interventions: 

There is strong evidence (‘showing the strongest evidence of effectiveness’) for 

perinatal interventions targeting parent tobacco, alcohol and substance use during 

pregnancy; interventions during pregnancy and immediately after birth to prevent 

child mental disorder; and home visiting and parenting programmes to improve 

child-parent attachment and prevent child adversity. 

c) Mental Health Foundation (2016) Mental health and prevention: Taking local 

action for better mental health: 

There is a need to develop Integrated Care Pathway approaches across local areas 

that take in to account the physical needs of pregnancy and child development 
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alongside the potential challenges to mental health and the significant 

opportunities in the perinatal period to improve mental health outcomes for 

families. 

There is an evidence-base to invest in health visiting and home and family-based 

interventions to support maternal mental health improvement. 

d) McDaid, D. and Park. A. (2022) The economic case for investing in the 

prevention of mental health conditions in the UK.  Care Policy and Evaluation 

Centre, Department of Health Policy, London School of Economics and Political 

Science: 

A number of economic evaluations now indicate the cost effectiveness of some 

measures to prevent and/or intervene early in perinatal depression, including 

health visitor provided counselling and/or psychological therapies, primary care 

screening and treatment for depression and telephone peer support. 

e) Knapp, M., McDaid, D and Parsonage, M. (2011). Mental health promotion 

and mental illness prevention: The economic case London School of Economics 

and Political Science: 

Health visitors are well placed to identify mothers suffering from postnatal 

depression and to provide preventative screening and early interventions. A range 

of UK trials with interventions provided by health visitors have been positive: 

women were more likely to recover fully after 3 months; targeted antenatal 

intervention with high risk groups was shown to reduce the average time mothers 

spent in a depressed state; and a combination of screening and psychologically 

informed sessions with health visitors was clinically effective 6 and 12 months 

after childbirth. 

f) Mental Health Foundation (2016) Mental health and prevention: Taking local 

action for better mental health: 

Producing prevention plans that address suicide within the perinatal period 

following the Joint Commissioning Panel for Mental 

Health’s three steps: 

1. Identify those at increased risk of developing perinatal conditions. 

2. Develop a personalised care plan for each woman at increased risk. 

3. Ensure that women with a history of serious illness are prepared for pregnancy 

and receive preventative management when pregnant. 
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Ensure that perinatal and infant mental health pathways include opportunities, for 

those that need it, to access appropriate support prior to conception and that 

every woman (where clinically appropriate) has access to mother and baby units. 

Where appropriate, implement national improvement initiatives locally, including:  

• developing local Health Visitor Champions; 

• implementing the Family Nurse Partnership Programme for young first-time 

mothers; 

• ensuring that midwives have access to Perinatal Mental Health Training; and  

• implementing guidelines for GPs and primary care from NICE and the Royal 

College of General Practitioners (RCGP). 

g) Mental Health Foundation (2016) Better Mental Health For All: A public 

health approach to mental health improvement:  

The Maternal Mental Health Pathway sets out guidance for healthcare professionals 

supporting mothers during pregnancy and after birth to prevent the development 

or exacerbation of mental health problems during this period and to manage 

existing conditions. The overarching rationale for the pathway is to strengthen 

consistent and seamless support and care and to recognise that enhanced 

partnership working will support the delivery of the Healthy Child Programme and 

achieve quality outcomes for children and parents.  

There are also several national training initiatives available including the Health 

Visitor Champions training and the Perinatal Mental Health Training for midwives.  

h) Perinatal mental health services: Recommendations for the provision of 

services for childbearing women (2021): 

Mother and baby units and community perinatal mental health teams should aim to 

be accredited by the Royal College of Psychiatrists’ Centre for Quality 

Improvement (CCQI).  Also, see the Royal College of Psychiatrists (2018) ‘Perinatal 

specialist community mental health team service specification template’ at 

https://www.rcpsych.ac.uk/docs/default-source/improving-

care/nccmh/perinatal/nccmh-perinatal-specialist-community-mental-health-team-

service-spec-template-may2018.pdf?sfvrsn=aa70cd14_4 

 i) McDaid, D. and Park. A. (2022) The economic case for investing in the 

prevention of mental health conditions in the UK.  Care Policy and Evaluation 

Centre, Department of Health Policy, London School of Economics and Political 

Science:   

https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/perinatal/nccmh-perinatal-specialist-community-mental-health-team-service-spec-template-may2018.pdf?sfvrsn=aa70cd14_4
https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/perinatal/nccmh-perinatal-specialist-community-mental-health-team-service-spec-template-may2018.pdf?sfvrsn=aa70cd14_4
https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/perinatal/nccmh-perinatal-specialist-community-mental-health-team-service-spec-template-may2018.pdf?sfvrsn=aa70cd14_4
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More work is needed to look at interventions for fathers, as well as interventions 

addressing anxiety in new parents. 

j) Royal College of Psychiatrists (2022) Summary of evidence on public mental 

health interventions: 

There is a moderate evidence rating (showing some evidence of effectiveness) as 

regards: 

• Perinatal interventions targeting birth outcomes 

• Breastfeeding support. 

k) Mental Health Foundation (2016) Better Mental Health For All: A public 

health approach to mental health improvement: 

Universal infant programmes, which include programmes offered in the context of 

antenatal care and programmes offered at birth to help all parents develop 

sensitivity to their infants, have been shown to be effective in improving parental 

mental health as well as that of the infant. They show parents what infants are 

capable of, help them to identify temperamental differences, provide them with 

knowledge of child development, and help them manage infant behaviours like 

sleep and crying. More progressive, targeted 

interventions to address specific needs among more vulnerable and at risk groups 

can complement these universal programmes. 

Promotional interviewing, an approach which focuses on the positive and aims to 

empower and support parents as well as to identify needs, is recommended in the 

English Child Health Promotion Programme during pregnancy and the postnatal 

period. 

Programmes to address both antenatal and postnatal depression cover prevention 

in high-risk groups and intervention in mothers with established depression. They 

include cognitive behavioural and person-based counselling, both of which are 

equally effective if the practitioner can establish a trusting relationship with the 

mother. 

Effective universal approaches to prevention have not yet been 

developed and programmes for fathers are still relatively new.  

Parenting and protecting mental health in early years - evidence for 

mental health prevention – what works? 



Children and Young People Self-harm Needs Assessment 2022 

118 

a) Royal College of Psychiatrists (2022) Summary of evidence on public mental 

health interventions: 

There is a strong evidence base for the effectiveness (‘showing the strongest 

evidence of effectiveness’) of how parenting and home visiting programmes can 

prevent child mental disorder, substance use, antisocial behaviours and 

unintentional injury and improve child behavioural outcomes, parenting and 

parental mental health. 

Home visiting programmes can also improve attachment-related outcomes in 

preschool children including among children with existing severe attachment 

problems. 

b) Mental Health Foundation (2016) Better Mental Health For All: A public 

health approach to mental health improvement:  

The evidence base for parenting programmes is very large and demonstrates an 

impact on a wide range of outcomes including child conduct disorder and parental 

mental health. Most parenting programmes are strengths-based; identifying and 

building on what parents are getting right rather than on problems. 

c) Mental Health Foundation (2016) Mental health and prevention: Taking local 

action for better mental health:  

Ensuring families at greater risk for mental health can access evidence-based 

mental health support, including:  

• Triple P; the Solihull Approach; Mellow Parenting; Strengthening Families 

Strengthening Communities; and Incredible Years. 

• A family-systems approach to consider the care giving relationship between the 

parent and the child as well as the relationship between parents. 

• Video Interaction Guidance (VIG), as this is currently considered to be the best 
evidenced therapy for developing mother-child interactions. 

d) McDaid, D. and Park. A. (2022) The economic case for investing in the 

prevention of mental health conditions in the UK.  Care Policy and Evaluation 

Centre, Department of Health Policy, London School of Economics and Political 

Science: 

There is good evidence for parenting programmes. Parenting programmes can help 

promote positive mental health and reduce the risk of poor emotional 

development. Universal programmes for all the relevant population, as well as 

targeted programmes for parents and their children at risk of mental health 

problems, or for those already experiencing behavioural difficulties, have been 
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shown to be effective. These programmes are often delivered within or around 

school settings, with teachers and teaching assistants trained to deliver the 

programmes.  

e) Knapp, M., McDaid, D and Parsonage, M. (2011). Mental health promotion 

and mental illness prevention: The economic case London School of Economics 

and Political Science: 

Parenting programmes can be targeted at parents of children with, or at risk of, 

developing conduct disorder, and are designed to improve parenting styles and 

parent-child relationships. Reviews have found parent training to have positive 

effects on children’s behaviour, and that benefits remain one year later. 

f) Centre for Mental Health (2002) Mentally healthier council areas: Manifesto 

ideas for the 2022 local authority elections. Centre for Mental Health: 

Effective support with parenting has been shown to be especially valuable, yet 

access is not universally available and is a postcode lottery. 

g) Mental Health Foundation (2016) Better Mental Health For All: A public 

health approach to mental health improvement:  

Parental mental health has been mostly studied in the context of the perinatal 

period. The impact of parental mental health problems on children’s mental 

health in later childhood has been much neglected. Programmes to support 

parents, children and parenting in families where a parent has a mental health 

problem which have been thoroughly evaluated and disseminated internationally 

are: The William Beardslee programme, a family-based approach for prevention in 

children at risk; Lets Talk About Children, a manual for a two session discussion 

with parents who are living with a mental health problem; and Parenting under 

Pressure, a promising programme for supporting parenting in families where 

parents abuse drugs or alcohol. 
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