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of adverse outcomes, including disrupted education and 
employment trajectories and an elevated risk of suicide 
[4, 6]. Recent national survey data highlighted that 24% 
of 17-year-olds in the UK had self-harmed in the past 
year [7]. In England, the lifetime prevalence of self-harm 
among 15-year-olds rose sharply from 22% in 2014 to 
34% in 2021 [8]. Research suggests that the COVID-19 
pandemic further exacerbated mental health difficulties 
among young people, contributing to increased rates and 
severity of self-harm [9]. These trends are often associ-
ated with delays in help-seeking and persistent unmet 
mental health needs, including limited access to appro-
priate support and services [10, 11]. Early identification 
and timely intervention are crucial to improving out-
comes [12]; however, many young people conceal their 
self-harm due to fear of stigma, being misunderstood, 

Introduction
Self-harm or non-suicidal self-injury (NSSI), is increas-
ingly prevalent among young people and is widely rec-
ognised as a significant public health concern [4]. The 
term NSSI is often used in research to refer specifically 
to self-injury without suicidal intent, whereas self-harm 
is a broader term encompassing behaviours with or with-
out suicidal intent. In the UK, self-harm is defined as 
‘intentional self-poisoning or self-injury, irrespective of 
the apparent purpose’ [5], and is associated with a range 
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judged or labelled as ‘attention-seeking’ [10, 13–15]. As 
a result, only a small proportion of adolescents who self-
harm present to hospital services [16].

UK Government policy highlights the role of schools 
in supporting young people’s mental health, including 
early intervention and prevention of self-harm and sui-
cide [17]. Teachers and other education professionals 
are often among the first to notice signs of self-harm and 
are well-positioned to facilitate early intervention and 
referral to appropriate services [18]. Trusted relation-
ships with school staff can play a vital role in encouraging 
help-seeking in adolescents. Research shows that young 
people are more inclined to seek help from a trusted staff 
member who listens, demonstrates empathy, and creates 
a supportive and safe environment [19, 20]. Additionally, 
staff have described how schools are increasingly act-
ing as a “one stop shop” for parents seeking advice about 
their child’s mental health, often before approaching 
health professionals [21].

However, despite a general willingness to help, many 
school staff report feeling ill-equipped to respond to 
a student who is self-harming, citing a gap in training, 
insufficient knowledge and a lack of confidence in man-
aging self-harm within the school setting [22, 23]. A 
recent survey found that only half of school staff received 
any training on self-harm, with just a fifth (22%) rating 
the training as highly adequate [24]. Limited staff knowl-
edge can result in negative emotional reactions from staff 
when faced with a student’s self-harm, including panic, 
fear, or even repulsion [25]. Such responses may inadver-
tently discourage young people from seeking further help 
[10]. School staff have expressed a clear need for training 
and practical support tools to help them respond to and 
manage self-harm [19, 21]. Training programmes, par-
ticularly for pastoral staff, have shown promise in foster-
ing more reflective and supportive school environments, 
by helping staff address their own concerns and challenge 
unhelpful attitudes towards self-harm [26].

Despite school staff expressing a clear need for 
improved knowledge and training on adolescent self-
harm [24, 27], there remains a lack of effective, feasible 
and acceptable training programmes to support school 
staff [22, 28, 29]. A recent online training programme has 
been developed to address this gap [21, 30]. Moreover, 
although students consistently express a desire for open 
dialogue around self-harm, the topic remains largely 
absent from school curricula, and many schools still lack 
a dedicated policy on how to address self-harm [19, 21, 
31]. A recent review highlighted the limited availability 
of school policies on self-harm and identified the need 
for evidence-informed guidelines to support schools in 
responding appropriately to instances of student self-
harm [32].

In the UK, there is limited research and guidance for 
addressing self-harm in schools. A recent update of NICE 
guidance provides key advice on the practical steps edu-
cational professionals should take e.g. seek advice from 
a health professional, have a designated lead, make the 
young person aware of sources of support [5]. In New 
Zealand, Meinhardt et al. (2022) developed guidelines to 
support consistent and effective school-based responses 
to self-harm. Using a Delphi approach, drawing on input 
from mental health and education experts, the study pro-
duced a set of endorsed statements across key domains 
including staff training, responding to disclosures, post-
incident support, and whole school responsibilities [33]. 
More recently, another New Zealand study identified key 
barriers and facilitators to implementing best-practice 
guidance for effective school responses to self-harm [34]. 
However, UK-based studies are currently lacking, and 
there is no equivalent evidence-informed framework to 
guide schools. Such a framework should be underpinned 
by a whole school approach that emphasises collabora-
tion among staff, students, families and the wider com-
munity. This approach views the whole school as the unit 
of change and involves action across the curriculum, 
school ethos, and family and community partnerships 
[35].

The current study aimed to (i) explore the perspectives 
of young people and school staff about how schools can 
address self-harm and (ii) use the findings to develop a 
set of UK-specific principles of practice for supporting 
students who self-harm.

Methods
Design
This study was part of a broader programme of work that 
developed an online self-harm awareness training pro-
gramme for secondary schools [19, 21, 29, 30]. We anal-
ysed qualitative data collected through focus groups with 
young people and school staff. Reporting has followed 
the Consolidated Criteria for Reporting Qualitative Stud-
ies (COREQ) guidelines (supplemental file 1).

Ethical approval 
The authors assert that all procedures contributing to this 
work comply with the ethical standards of the relevant 
national and institutional committees on human experi-
mentation and with the Helsinki Declaration of 1975, as 
revised in 2013. Ethical approval was granted by the Uni-
versity of Cambridge Department of Psychology Ethics 
Committee (refs: PRE.2022.05; PRE.2024.006).

Participants and sampling
We conducted seven focus groups with 38 participants: 
five with secondary school staff (n = 27) and two with 
young people (n = 11). Staff were recruited from four 
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state-maintained schools and represented a range of 
roles, including senior leadership (n = 5), teaching staff 
(n = 8), administrative and support staff (n = 3), and men-
tal health and pastoral teams (n = 11). All schools had 
above-average rates of free school meal eligibility (>19%) 
and higher numbers of students with Special Educational 
Needs or Disabilities, both associated with poorer men-
tal health. Three schools were mixed-sex and located in 
high-need areas of the East of England [36], while the 
fourth was a boys’ school in an inner-city London bor-
ough with above-average poverty levels.

Young people were recruited through one participating 
school and via social media. They were aged 14–21 years 
(median = 16) and had personal experience of self-harm 
and/or supporting a peer or sibling. Most (n = 9) were in 
secondary school, while one was attending university and 
another was in full-time employment.

Procedure
We developed topic guides for each participant group in 
collaboration with public advisors, including four young 
people and a parent with lived experience, two school 
staff with mental health roles, and two representatives 
from a national charity specialising in self-harm aware-
ness training in schools. Public advisors also reviewed 
and gave feedback on study documents and procedures 
to ensure that they were appropriate, acceptable and sen-
sitive. Based on their input, we briefed participants prior 
to the focus groups about the nature of the discussion 
topics and clarified that they would not be asked to share 
personal experiences of self-harm.

At the beginning of the young people’s focus groups, we 
introduced short vignettes depicting scenarios of school 
staff responding to a student who was self-harming [37]. 
These served as a valuable tool to facilitate discussion of 
a sensitive topic, allowing participants to reflect with-
out drawing directly on their own personal experiences. 
Topic guide questions for school staff explored their 
views on how schools should address self-harm, their 
own feelings (e.g. confidence and concerns about manag-
ing such situations), and their perspectives on staff train-
ing (see Supplementary file 2).

All participants were fully informed about the study 
and provided electronic consent before taking part; 
parental consent was obtained for those under 16 years 
of age. Focus groups were facilitated by AMB, an expe-
rienced qualitative researcher with expertise in working 
with young people who self-harm, supported by HG and 
PH. Two members of the team were clinically trained, 
and all members of the team were trained in safeguard-
ing and risk management. Staff groups were conducted in 
schools during the school day. One young people’s group 
took place in school with a mental health lead present, 
while the other was conducted online to accommodate 

an evening time slot. At the start of the focus group, par-
ticipants were reminded that they would not be asked to 
discuss their own self-harm experiences and that they 
could withdraw from the discussion at any point without 
giving a reason. It was explained that we would only dis-
close personal information if a participant shared some-
thing suggesting a risk of harm to themselves or others. 
Following each session, participants were debriefed both 
verbally and by email and provided with information 
about support resources.

Focus groups lasted about 1–2 hours, were audio 
recorded, and transcribed by a university-approved tran-
scription service. Transcripts were checked, anonymised 
and stored securely in password-protected folders acces-
sible only to the research team. Participants received a 
£20-per-hour online shopping voucher as a thank you for 
their time.

Analysis
We analysed the qualitative data using the six stages of 
the Framework Method [1, 2], a pragmatic approach to 
analysis. Two researchers (AMB, HG) immersed them-
selves in the transcripts and independently coded a 
subset, working deductively with reference to the topic 
guide and inductively to capture meanings arising from 
the data. We compared and discussed our initial coding 
to develop a preliminary analytical framework, which 
we then applied to the remaining transcripts. We met 
weekly throughout the process, resolving any differences 
through discussion to reach consensus. This iterative 
approach enabled us to refine the framework construc-
tively, incorporate new codes, and ensure consistency 
across the dataset, thereby strengthening the credibility 
and dependability of the process.

We created an Excel matrix, with rows representing 
focus groups and columns representing subthemes. Data 
were charted into this framework by AMB, HG and XS, 
with summaries supported by illustrative quotations to 
preserve the richness of participants’ accounts. In the 
final stage, we reviewed the data to identify cross-cutting 
patterns and generate higher-level themes.

To translate findings into practical recommendations, 
we mapped the themes onto the Education Endowment 
Foundation’s Implementation in Schools Framework [3]. 
Using a structured statement format (specifying what 
should be done, by whom, when, and how), we devel-
oped a set of evidence-informed principles of practice 
to enhance the likelihood of effective implementation in 
schools.

Researcher background and reflexivity
Our study team all have psychology backgrounds, includ-
ing two Chartered Psychologists and are mixed-meth-
ods researchers with expertise in young people’s mental 
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health and school-based interventions. Two members of 
the team are senior researchers, and AMB has specialist 
expertise in qualitative and participatory methods. We 
met weekly throughout the analysis process to promote 
transparency and rigour, reflecting on how our disciplin-
ary backgrounds and personal experiences might have 
influenced the interpretation of the data.

Results
In this section, we present the main themes generated 
from the analysis, integrating the overlapping views and 
distinct perspectives of staff and young people: (1) Under-
standing the nature and scope of self-harm in schools, (2) 
Building whole school capacity to respond to self-harm, 
and (3) Creating a supportive school environment. While 
some subthemes reflected shared perspectives across 
both participant groups, some were primarily informed 
by staff data, particularly those focusing on organisa-
tional responses and staff preparedness. In contrast, sub-
themes related to help-seeking, trust and confidentiality 
were largely informed by young people’s accounts. The 
themes are summarised in the section below (see Figure 
1), together with illustrative quotes from staff and young 
people. This section also presents the evidence-informed 
principles of practice developed from the themes.

Theme 1: Understanding the nature and scope of self-harm 
in schools
Recognising hidden and varied forms of self-harm 
Both staff and young people viewed self-harm as a press-
ing and increasingly common issue in schools. Staff 
linked the rise of self-harm to several intersecting factors: 
high academic expectations, identity-related struggles, 
peer dynamics, the influence of social media and the lin-
gering effects of the COVID-19 pandemic. Staff noted 
that self-harm is often “hidden”, particularly among high-
achieving students, making it harder to identify those in 
need.

Even though there’s no sign academically that that 
kid is struggling, they’re actually buckling under the 
worry and the weight of it all. (Staff)

Mental health and pastoral staff emphasised that self-
harm can take varied and often non-visible forms, 
highlighting the importance of recognising behaviours 
beyond cutting, such as ingestion of harmful substances, 
and of understanding the underlying emotional distress 
that drives these behaviours. There was broad consensus 
that improving staff awareness in this area is essential to 
ensure they are equipped to identify and support stu-
dents who might otherwise remain unnoticed.

“…digesting different types of toxic materials can 
be a form of self-harm. Recognising that you’re 
not always looking out for someone who’s got long 
sleeves. It’s different types of harm.” (Staff).

Breaking down stigma and stereotypes
Stigma was viewed as deeply rooted in generational and 
cultural attitudes, where mental health is not openly dis-
cussed and often perceived as “silly” or “shameful”. Staff 
expressed concern that some colleagues and parents hold 
judgemental attitudes about self-harm, and such beliefs 
could undermine relationships and deter young people 
from seeking help. They emphasised the need to chal-
lenge these attitudes, improve colleagues’ understanding, 
and adapt approaches to work sensitively with families 
from diverse backgrounds.

…there’s generations where mental health wasn’t 
spoken about…And then it’s that element of they 
don’t know how to deal with it because their parents 
just shut it down. And so there needs to be more of a 
society training to deal with – not an epidemic, but 
there’s a lot more mental health issues now. (Staff)
I’ve been brought up in a culture that self-harm was 
this kind of an attention-seeking tactic…that culture 
very much still exists and I think it’s really impor-
tant that we stamp that out. (Staff)

Young people also noted that stigma, particularly the 
perception of self-harm as “attention-seeking” can dis-
courage young people from seeking help. They felt 

Fig. 1  Main themes and subthemes
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schools should actively challenge these misconceptions 
by promoting education and open discussion to raising 
awareness.

And the stigma behind it that some people might 
think that you’re only doing it for attention-seeking, 
and you don’t really want people to think that about 
you. (Young person)
I think the stigma with people our age is very much 
like they’re attention-seeking and that definitely is 
something that I think schools need to address more 
because the stigma around things really, really can 
make an impact on whether a student tells a teacher 
what’s going on or not. (Young person)

Both young people and staff highlighted the need to chal-
lenge stereotypes. Staff working in a single-sex boys’ 
school pointed out that self-harm remains an issue 
among male students, despite the stereotype that it is 
predominantly a female problem. They noted that pre-
vailing gender norms may contribute to the under-rec-
ognition of self-harm among boys and deter them from 
seeking support.

…there’s some kind of gender divide, I mean, I think 
groups of boys in school, it’s not something that is 
spoken about (Young person).
Because obviously this is a boys’ school, I don’t know 
if it’s more common in a girls’ school, like I think boys 
would try and hide it more. (Staff)

Theme 2: Building whole school capacity to respond to 
self-harm
Gaps in staff preparedness and confidence
Staff described the evolving role of teachers, noting that 
schools are increasingly functioning as “frontline ser-
vices for students”. They reported being expected to man-
age complex mental health needs with limited guidance, 
fragmented support, and inconsistent training. Several 
recalled having to respond to self-harm incidents in the 
classroom without formal training or preparation, rely-
ing instead on instincts to remain calm and prevent 
escalation.

I’ve had one girl who just did it with anything. I had 
to literally just go over and taking the object out of 
her hand and saying, “Right, we need to focus on our 
work now. But it was literally shocking just to think 
what she did. I’ve had no training. (Staff)

Confidence in managing a self-harm disclosure varied 
widely across staff. Some described self-harm as a “scary” 
subject, primarily because of its close association with 
suicide. They reported feelings of guilt or denial after 

discovering a young person’s self-harm, as well as anxiety 
about “saying the wrong thing” and potentially triggering 
further harm.

I thought it was a lot of pressure. You don’t want to 
do something wrong, you don’t know the wrong and 
right thing to do. Like you don’t want to make a situ-
ation worse, but then you don’t want to not help. So 
it’s like, for me, I just didn’t know the right or wrong 
way to go about things. (Staff)

Teachers who felt unprepared described how limited 
training exacerbated anxiety and undermined their con-
fidence in responding appropriately.

I think mental health in general, school staff find 
it difficult if they've had no training or not thought 
about it,  or if they think that speaking about it is 
likely to make it worse and therefore, don't ask the 
kind of direct questions you need to be able to make 
a risk assessment. (Staff)
 …it is very shocking when a kid discloses it to you... I 
would like to know how to react to that information 
so that I don't do any more damage... I would like to 
be able to communicate better to pupils about these 
issues. (Staff)

Staff confidence was often linked to previous mental 
health training. Those with relevant experience felt more 
able to engage in conversations with students, while oth-
ers reported feeling unprepared and uncomfortable, 
sometimes avoiding the topic altogether. This lack of con-
fidence was closely associated with limited knowledge, 
insufficient training and the absence of clear practical 
guidance. 

Because you might just freeze and your mind just 
goes blank and you don’t know what to actually say. 
You don’t want to say the wrong thing. So that would 
be good, just to have some guideline of what to say 
and questions. (Staff)

Safeguarding provision was widely described as generic, 
with self-harm addressed only superficially and without 
practical strategies, leaving staff feeling under-prepared. 
A common concern was the absence of specific dedicated 
self-harm policies, with the issue typically subsumed 
under broader safeguarding procedures, as one staff 
member noted:

Most schools don’t have a specific policy on self-
harm...it kind of falls under the safeguarding proce-
dures. (Staff)



Page 6 of 12Burn et al. BMC Public Health          (2026) 26:267 

A lack of targeted guidance, combined with minimal 
training, was seen to undermine staff confidence and 
contribute to variable practice.

Need for whole school training, education and guidance
Staff emphasised the importance of a whole school 
approach to responding to self-harm, with training acces-
sible to all staff, not only teachers or mental health teams. 
Non-teaching staff such as catering assistants, caretakers, 
and librarians were often described as having informal, 
trusting relationships with students, and therefore being 
well placed to notice early signs of distress. 

I think for something like self-harm, it should be an 
all-staff thing… they’re going to go to the person they 
feel most comfortable talking to. (Staff)
I work in the school library…I would like to be able 
to spot the warning signs. (Staff)

Staff advocated for guidance on what to say and how to 
say it when a student discloses self-harm, going beyond 
procedural reporting. A whole school approach was 
viewed as essential for fostering shared understanding, 
ensuring consistency in responses and promoting a cul-
ture where safeguarding is a collective responsibility. 

I would feel really good about other people having 
the same knowledge…and that we have a shared 
knowledge base at a minimum. (Staff)

Staff also emphasised the need for practical, acces-
sible provision that could be integrated into existing 
safeguarding or Continuing Professional Development 
(CPD) sessions. Preferred formats included short, flexible 
modules delivered online or holding small, face-to-face 
groups, which would encourage discussion, reflection 
and sharing of good practice. 

It was good to be able to talk to other people… you 
got ideas from them or lived experiences from them, 
or how they deal with it. (Staff)

Young people felt strongly that self-harm should be 
included in the curriculum and discussed more openly 
within schools to raise awareness and reduce stigma, 
which they saw as a barrier to help-seeking. They pre-
ferred that it be addressed directly rather than incorpo-
rated under general mental health education. 

Mental health is spoken about in a very generalised 
way. It would be beneficial to speak more openly and 
specifically about self-harm. (Young person)

Young people also stressed the importance of being 
informed about relevant school policies and the sup-
port available to them, with several noting that uncer-
tainty about where to seek help could delay or prevent 
disclosure. 

I think a lot of it is people don't know where to get 
that kind of support. So I think it's really important 
for schools to really put it out there and let students 
know where they should go to get that help. (Young 
person)

They felt that while assemblies are helpful for sharing 
information about support, small group discussions were 
preferable for sensitive topics, as these provide a more 
comfortable space for conversations. 

Assemblies can be awkward…especially for more 
sensitive topics… you’re just sitting there awkwardly 
uncomfortable with it, then you’re not going to take 
in that information you need. It needs to be a com-
fortable environment. (Young person)

Both staff and students emphasised the importance of 
clear, step-by-step guidance for what happens after a dis-
closure, with young people particularly highlighting the 
need to be actively involved in decisions about next steps 
to ensure that support is responsive and collaborative.

Theme 3: Creating a supportive school environment
Co-design safe, accessible, and youth-friendly spaces for 
support
Participants emphasised that support for students who 
self-harm should be readily accessible, flexible and 
embedded in the school day. Both young people and 
staff felt it was important to provide quiet, private spaces 
where students could go for help without fear of being 
overheard or judged, particularly in moments of acute 
distress. Providing students with choice over how and 
where support takes place was seen as a way to increase 
their sense of control and reduce anxiety.

‘Well, where would you like to have a chat?’ It gives 
them a bit of control over probably what is quite a 
scary situation. (Staff)

Staff highlighted the importance of creating informal, 
youth-friendly spaces in which students feel safe to talk, 
as a way to build trust, reduce stigma around self-harm, 
and encourage early intervention.

Young people echoed this, describing the need for 
spaces that feel confidential and safe. However, there was 
a clear tension between staff and young people’s perspec-
tives on what constitutes a safe space. While staff viewed 
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designated ‘support rooms’ or‘ wellbeing hubs’ as visible 
and accessible sources of support, some young people felt 
these spaces could be intimidating or stigmatising, as oth-
ers might notice and make assumptions about their men-
tal health. Flexible, student-informed approaches were 
therefore seen as essential for encouraging help-seeking 
while minimising the risk of judgement or labelling.

It’s got to be in their terms, that they feel comfortable 
that they have somewhere to go to talk particularly 
about whatever is on their mind at the time. (Staff)
Sometimes having a designated room can be more 
daunting…people assume they’re going there for a 
specific reason. (Young person)

 Across all participants, ‘trust’ emerged as central to 
encouraging help-seeking. While young people recog-
nised the role of designated mental health staff, they 
stressed that familiarity and comfort would determine 
who they approached. Informal, everyday interactions 
- such as a chat with a form tutor during form time or 
lunchtime – were preferred over more formal sessions 
after school which could draw unwanted attention. Small 
gestures, like asking “How are you today?” were seen as 
important for building rapport and making support seem 
more accessible.

…even just asking if the student is OK, just to let 
them know that someone cares…even if you don't 
already have that trust, you can build on that. 
(Young person)

Navigating confidentiality and parental involvement
Transparency about confidentiality was a priority for 
young people, who wanted clear information on when 
and how parents would be involved. Uncertainty about 
these processes was seen as a source of anxiety that could 
deter disclosures. Young people felt that parents could 
struggle to accept or believe their child is self-harming. 

 I think some parents would be like, "Oh, yeah, that 
would never happen to my child. Oh, they'd never do 
that," and brush it away. (Young person).
...you don't know what the relationship between the 
student and their parents is like, and having that 
shared at home could have giant repercussions. It 
could impact in a negative or a positive way, I guess, 
but if it impacts in a negative way, then it can make 
the situation so much worse. (Young person).

Staff described the most challenging situations as those 
where students disclosed self-harm but do not want 
their parents informed. Safeguarding policies meant that 
staff had to act when a student’s safety was at risk, but 

explaining this to a student can be difficult and could 
undermine trust. 

I think the trickiest area for me when I've had those 
conversations is when students don't want their par-
ents to know…my concern when you're sat having 
that conversation with a child and they do this and 
then they go, "Are you going to tell my parents?" and 
you have to then navigate your way around explain-
ing why that has to happen. That's the tough bit. 
(Staff)

Both staff and young people highlighted the importance 
of engaging parents constructively and sensitively. How-
ever, young people were particularly concerned that 
some home environments may not be supportive or may 
be the source of the young person’s distress. 

…we're assuming that the student has a good home 
life where they'll be supported through it, but that 
might not be the case, and it might be because of 
things at home. (Young person)

This highlighted contrasting perspectives in how staff 
and young people viewed confidentiality and disclosure. 
Staff were concerned with meeting safeguarding obliga-
tions, while young people valued autonomy and trust in 
deciding when and how to involve parents.

Supporting the wider school community
Participants highlighted the need to extend support 
beyond the young person who is self-harming. For 
example, peers may sometimes learn that a friend is self-
harming and disclose this to staff. Both staff and students 
emphasised the importance of reassuring peers that they 
had acted appropriately in seeking help, while managing 
confidentiality carefully. Staff expressed a need for clear 
protocols for handling peer-reported self-harm, rec-
ognising that insensitive responses could damage trust 
and potentially make the situation worse. Young people 
suggested that providing peers with general information 
about the support their friend would receive could help 
reduce uncertainty and anxiety, and encourage them to 
approach staff with concerns in the future.

I would want to know how I could help my friend 
in that situation, because I think I'd feel quite lost. 
(Young person)

Participants highlighted the importance of engaging par-
ents constructively, providing accessible information and 
guidance on how to respond. This was seen as crucial 
given that self-harm is often hidden from parents, and 
first reactions may be angry, dismissive or disbelieving. 
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Staff described the range of emotional responses they 
encounter and highlighted the need for greater parental 
support.

We deal with a lot of parents who are naturally 
angry about what their child's done; they're disap-
pointed, upset, angry, all of those kind of emotions, 
because they don't want their child to be doing that 
to themselves. I think that there's a certain degree of 
education for parents in supporting those young peo-
ple, around what it is (Staff)

Young people also noted that some parents might 
struggle to accept their child is self-harming, highlight-
ing the need for awareness-raising and clear guidance 
to help parents recognise warning signs and respond 
constructively.

I think with parents and figures of authority, I think 
the worry is a bad reaction because if they react 
badly, then you can't do anything about it and you've 
just got to deal with whatever the result of that may 
be. (Young person)

Participants further emphasised the need of schools to 
be mindful of home circumstances. Not all families are 
supportive, and breaking confidentiality could have unin-
tended consequences. As one young person explained:

Telling one person such a big thing… if they go and 
tell loads of other people/tell your parents, it’s like 
all this information at once… at first it’s good to only 
tell one person and they keep that private. (Young 
person)

To address these challenges, general education on self-
harm for parents was considered essential, particularly 
during the early years of secondary school. Suggested 
approaches included parent workshops, written guides, 
and opportunities to speak with designated staff, enabling 
parents to feel more confident in having open, supportive 
conversations with their children about mental health.

 Staff discussed the emotional toll of responding to self-
harm disclosures, particularly for those staff members 
with personal or family experience of self-harm. Such 
experiences could increase the emotional impact but also 
shape professional practice. Senior leaders emphasised 
the importance of signposting staff to appropriate sup-
port and resources to help them manage these demands:

There is that fear from me as a leader… this could 
be really tough for someone to take on board. (Staff)

 Translating qualitative findings into actionable principles 
of practice for schools 
 From our analysis, we developed a set of behaviour-
focused principles of practice to support schools in 
creating a whole school approach to self-harm. These 
principles were aligned with the Education Endowment 
Foundation’s Implementation in Schools Framework, 
based on an evidence review (3, 38). The framework con-
ceptualises implementation as an iterative process com-
prising four stages (explore, prepare, deliver, sustain). 
For effective implementation, schools are encouraged 
to adopt three key behaviours (engage, unite, reflect). 
Engage involves meaningful consultation to shape overall 
direction, unite focuses on building buy-in and reinforc-
ing why the new initiative is important, and reflect sup-
ports ongoing monitoring, adaptation and improvements 
to implementation. (Table 1)

Discussion
 The current study explored the views and experi-
ences of young people and school staff on how schools 
can address self-harm. Framework analysis generated 
three themes which represent overlapping views of staff 
and young people, including the need to understand 
the nature and scope of self-harm in schools, building a 
whole school approach, and creating a supportive school 
environment. Findings highlighted several ways in which 
schools can support students and have directly informed 
the principles of practice for a whole school approach to 
self-harm.

Staff and students perceived self-harm as a press-
ing and increasingly common issue, consistent with 
recent evidence of rising prevalence in the UK (39). Staff 
attributed this to multiple, interacting factors, such as 
high academic demands, identity related struggles, peer 
dynamics, social media and the effects of the COVID-19 
pandemic. This suggests that many staff in our study were 
aware of the potentially complex and varied risk factors 
that can contribute to self-harm. Staff who had com-
pleted prior mental health training noted that self-harm 
behaviours are diverse, often hidden, and not readily 
recognised, supporting evidence that limited awareness 
of this range of behaviours may contribute to self-harm 
being frequently over-looked (40).

 Our findings also suggest that disclosure of self-harm 
and responses from others are influenced by broader 
cultural and social factors, such as stigma, stereotypes, 
and generational or cultural attitudes. Consistent with 
a previous study, young people described facing stigma 
and being labelled as attention-seeking (15), while wider 
cultural perceptions and societal norms across religion, 
media, and ethnicity can exacerbate feelings of guilt, 
shame or acceptance (41). 
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 Participants in our study consistently endorsed imple-
menting a whole school approach to self-harm that offers 
readily accessible and flexible support to all students who 
need it. Both staff and young people valued the avail-
ability of safe, quiet spaces within schools to speak with 
staff and receive support. However, some young people 
were cautious about designated wellbeing spaces, as they 
could make young people feel exposed and stigmatised 

when support is too visible. Other studies have shown 
that young people often feel uncomfortable sharing pri-
vate thoughts and feelings in the presence of peers, as 
this makes them feel more vulnerable (19, 42). Moreover, 
being seen speaking with designated pastoral staff can 
carry negative labels such as ‘troublemakers’ and ‘diffi-
cult’, creating concerns around stigma (43).

Table 1  Principles of practice for schools
Theme What Who When How
Understanding 
the nature and 
scope of self-
harm in schools

Whole school training 
for all school staff

Senior 
leadership

Prepare/Deliver Unite staff around a shared understanding of self-harm.
Train all staff (teaching & non-teaching) to recognise varied 
self-harm behaviours, risk factors, and how to respond ap-
propriately and where to signpost.

Develop school-wide 
self-harm policy

Senior leader-
ship with 
whole school 
community 
input

Explore/Prepare Self-harm policy tailored to school.
Step-by-step post-disclosure guidance.
Co-produce policy with students, staff and parents to pro-
mote shared understanding and consistency of response.
Ensure the policy reflects the values of the whole school 
community.

Raise awareness with 
staff, students, and 
parents to address mis-
conceptions and stigma 
(e.g., “attention-seeking”, 
gender bias)

Wellbeing 
staff* & Men-
tal Health 
Lead

Deliver/Sustain Assemblies for general information on where to find 
support.
Form time, posters, peer-led initiatives, parent workshops to 
provide information, support and anti-stigma messaging.

Integrate self-harm 
awareness in curriculum

Senior leader-
ship, teachers 
& students

Deliver/Sustain Curriculum materials co-produced with students to be 
presented in small group PSHE or equivalent sessions; avoid 
large assemblies for sensitive topics.

Building whole 
school capacity 
to respond to 
self-harm

Induction & CPD** 
training and briefings for 
all staff

Senior 
leadership
Wellbeing 
team & Men-
tal Health 
Lead

Sustain Scenario-based training for all school staff; quick-reference 
guides; reflection group discussions; access to follow-up 
support and resources provided.

Ensure students know 
support options & 
policies

All school 
staff

Deliver/Sustain Posters in visible locations, raise awareness of designated 
contacts, and methods to speak to staff.
Engage with students to understand their ongoing level of 
awareness.

Creating a sup-
portive school 
environment

Visible, accessible self-
harm support within 
daily school routines

All school 
staff

Deliver/Sustain Co-design confidential, stigma-free spaces with students.
Engage with students to understand any barriers to 
help-seeking.

Guidance for staff 
on managing 
confidentiality

Senior 
leadership

Prepare/Deliver/Sustain Provide clear protocols on the limits of confidentiality.

Support for peers follow-
ing disclosures

All staff Deliver/Sustain Selected staff provide informal check-ins with peers. Reas-
sure the peer student that they acted appropriately.
Maintain confidentiality for peers to protect trust.
Discuss with students how they would like the school to 
support them, giving them a sense of choice and autonomy.

Monitor staff wellbeing 
and confidence

Senior 
leadership

Prepare/Deliver/Sustain Access to reflective supervision, wellbeing resources, emo-
tional support to manage the personal impact of disclosures.

Engage parents with 
the school’s self-harm 
strategy and encour-
age positive, trusting 
relationships between 
staff and parents

All staff, Well-
being Team 
and Mental 
Health Lead

Deliver/Sustain Offer parents clear, practical information & resources on rec-
ognising signs of self-harm and responding constructively, 
especially at key transitions; provide workshops for parents.

*e.g. Counsellors, Safeguarding Leads, Mental Health Support Teams (MHSTs)

**Continuing Professional Development
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In our study, trust and existing relationships were seen 
as key. Findings highlighted that young people prefer to 
speak with a familiar staff member they trust, rather than 
a formal ‘point person’, reflecting broader concerns around 
confidentiality and privacy when speaking about mental 
health to a staff member they do not know well (44). School 
staff in other studies have emphasised the ongoing need to 
build and maintain trusting relationships so that students 
feel comfortable seeking support at school when problems 
arise (45). Our findings highlight the need to involve young 
people in decisions around parental involvement, ensuring 
a balance between safeguarding responsibilities and student 
preferences. Consistent with prior studies, staff supported 
a student-led approach in which students are consulted on 
the timing, content and extent of how much information is 
disclosed (46, 47).

 Participants described responding ‘on their feet’ to dis-
closures without training or clear guidance, with self-harm 
most often treated solely as a safeguarding issue. These 
accounts reflect wider evidence that school staff feel under-
prepared, lacking in knowledge and confidence to respond 
to self-harm, and call for targeted training and consistent 
school-level policies (22, 28, 29). Staff in our study advo-
cated for a unified approach, shared practice, and training 
accessible to all members of the school community. This is 
consistent with evidence showing that staff members with-
out a mental health support role are often the first to iden-
tify signs of self-harm (48), and that equipping all staff with 
basic skills to recognise mental health difficulties and pro-
vide appropriate support is essential (46). Recent work also 
highlights the importance of implementing best practice 
guidelines consistently across schools (34). Young people 
in our study emphasised the value of including self-harm 
within the curriculum to raise awareness, reduce stigma and 
encourage help-seeking, echoing calls for structured educa-
tion on self-harm in schools (19). However, the design and 
delivery of education materials should be co-produced with 
students to ensure relevance and engagement. 

 Our study also draws attention to the need for schools to 
support the wider school community following incidents of 
self-harm. Staff sought clearer guidance on responding to 
peer-reported self-harm and for supporting students who 
confide about a friend’s behaviour. This aligns with an ear-
lier study that young people want education on recognising 
signs of self-harm and how to respond to a disclosure from 
peers (19). Both staff and young people highlighted that 
peers who disclose another student’s self-harm also require 
support and reassurance that they have done the right thing. 
Parents were also identified as needing tailored information 
and guidance in how to recognise signs of self-harm and 
respond constructively to their child. This reflects previous 
research showing that parents value support related to com-
munication, psychoeducation, emotional regulation and 
parenting strategies (49). Finally, staff in our study raised the 

personal and emotional impact of managing student self-
harm, particularly for those with lived experience. Staff in 
leadership roles emphasised the need for resources to sup-
port staff wellbeing, echoing findings that staff often experi-
ence lasting emotional strain and find it difficult to ‘switch 
off’ outside of work. These insights highlight the importance 
of access to external support (48).

A participatory approach is critical in school-based 
mental health research to ensure that policies and guid-
ance are grounded in the lived experiences and per-
spectives of students and staff. Such involvement helps 
ensure that recommendations are contextually relevant, 
feasible within school systems, and sensitive to the rela-
tional dynamics that influence help-seeking and access 
to support. Drawing on these perspectives, this study 
developed a set of evidence-informed principles of prac-
tice specific to self-harm, aligned with broader evidence 
on effective implementation in schools. These principles 
move beyond general recommendations for staff train-
ing or policy development by offering practical guidance 
on how schools can create supportive environments that 
foster early identification and compassionate responses. 
They are also intentionally adaptable, providing a flex-
ible framework that can be applied across diverse educa-
tional contexts - an essential feature given the variation 
in school resources, student needs, and local service 
provision.

Limitations 
A strength of this study is that participants were drawn 
from areas with high levels of mental health need, includ-
ing schools with above average rates of free school meal 
eligibility in both urban and rural settings. However, recruit-
ment was limited to the East of England and London and 
may not reflect the perspectives of staff and young people 
in other parts of the UK. While the findings are grounded 
in the perspectives of school staff and young people in Eng-
land, they may be applicable to similar educational con-
texts with appropriate adaptation. Moreover, the themes of 
stigma, staff confidence and the importance of whole school 
approaches are consistent with international literature, sug-
gesting the findings may have broader relevance beyond the 
UK context. We also acknowledge the imbalance in sample 
sizes between staff and young people, meaning themes may 
be more reflective of staff perspectives. However, the con-
cept of  information power (50) underpinned our analytic 
approach, and the adequacy of the sample was supported 
by the richness and relevance of the data in addressing the 
study aim. 

 Future research should focus on developing and evalu-
ating interventions for parents that promote constructive 
responses to self-harm disclosures, as well as interven-
tions to support staff wellbeing in managing the emo-
tional demands of these situations. In addition, there 
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is a need to design resources for siblings and peers of 
young people who self-harm as they may also be affected. 
Further work should explore young people’s views in 
greater depth to inform the development of student-
centred spaces and policies for responding to self-harm 
within schools, ensuring that practices are acceptable 
and appropriate. Finally, research should examine how 
schools can engage parents and students in co-producing 
a whole school policy on self-harm, to address differences 
in perspectives and foster a shared understanding of how 
best to prevent and respond to self-harm.

Conclusions
This study makes an important contribution by developing 
evidence-informed principles of practice for UK schools, 
grounded in the perspectives of staff and young people. 
While schools are a key setting for early intervention and 
prevention of self-harm, staff often feel underprepared due 
to limited training, knowledge and guidance. By highlight-
ing these gaps and proposing whole school principles of 
practice, this study provides a foundation for improving staff 
confidence, fostering supportive environments and ensur-
ing that school responses to self-harm are both effective and 
acceptable to young people.
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