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Overview 

This thesis portfolio comprises three parts: 

 

Part One: Systematic Literature Review 

The systematic literature review explored doctors’ and nurses’ views of self-harm in the UK. A 

systematic search identified ten suitable papers, which were evaluated using the Mixed Methods 

Appraisal Tool (MMAT) (Hong et al., 2018). Narrative synthesis identified three main themes: (1) 

professional attitudes and understanding of self-harm, (2) coping strategies and educational needs, 

and (3) institutional dynamics, social-cultural influences, and stigma. The review assumes a social 

constructionist lens toward perceptions of self-harm. The review highlighted the importance of 

recognising the impact of one’s attitudes and their impact on patient care. It also highlighted the 

need for further training for clinicians to help them care for individuals who self-harm to a higher 

standard. Finally, the research underlined the impact of societal and institutional dynamics on 

patient care.  

 

Part Two: Empirical Paper 

The empirical study explored healthcare professionals’ views on the effect of media on self-harm in 

young people. Ten CAMHS clinicians’ views and experiences of the effect of media on self-harm in 

young people were collected. Critical Discourse Analysis was used to interpret the data. Two main 

discourses were developed: ‘Media as a Disruptor’ and ‘The Hidden World of Youth’ with several 

sub-discourses also coming up. Clinicians viewed media as an entity with a multifaceted nature, 

however, the influence of media was found to be mostly negative on young people who self-harm. 

The negative impact of inaccurate media portrayals, stereotypes, and stigma surrounding self-harm 

and their influence on young people were highlighted. The research also found the importance of 

asking about media in assessments with young people and the need for training and education 
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around the impact of media on self-harm in young people, as well as changes to policies and 

procedures to improve young people’s care overall. 

 

Part Three comprises of the Appendices 

 

Total word count (including abstracts, tables, references, and appendices): 28,822. 
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Abstract 

Self-harm rates in the United Kingdom have been increasing due to various systemic factors 

(McManus et al., 2019). Doctors and nurses are normally the first port of call for an individual who 

self-harms when care is sought (Anderson et al., 2003) and their perceptions influence the care that 

individual receives (Coimbra & Noakes., 2021; Rayner et al., 2019; Mitten et al., 2016; Rosenrot & 

Lewis., 2020; Hunter et al; 2013; Burke et al., 2019). Despite this, current research has only focused 

on doctors’ and nurses’ views separately (bar Anderson et al’s., 2003 review) and has not reviewed 

them together. This systematic literature review used narrative synthesis to bring the research 

together by exploring doctors’ and nurses’ views on self-harm. The studies included mostly had 

good quality, however, some studies did not explicitly state research questions and rationale, which 

may affect the reliability of the data. The synthesis identified three main themes: (1) professional 

attitudes and understanding of self-harm, (2) coping strategies and educational needs, and (3) 

institutional dynamics, social-cultural influences, and stigma. These themes highlighted the 

importance of recognising the impact of one’s attitudes and the impact they can have on patient 

care. It also emphasised the need for further training for clinicians to help them care for individuals 

who self-harm to a higher standard and underlined the impact of societal and institutional dynamics 

on patient care.  

Keywords: Doctors’ and Nurses’; Self-Harm; Views; Systematic Literature Review; Influence of 

Attitudes.  
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Introduction 

Self-harm is defined by the National Institute for Health and Care Excellence (NICE) as an 

intentional act, when an individual harms themselves through self-injury or self-poisoning as an 

expression of their emotional distress, regardless of their purpose or intent of the behaviour (NICE, 

2022).  

 

Self-harming methods can vary; they include self-poisoning, self-injury, and suicide attempts with 

little or no intent (NICE, 2022). Self-poisoning is defined as using household substances such as 

bleach, prescribed medication, illegal drugs, or over-the-counter medication, to harm oneself with 

intent (NICE, 2022). If an individual cuts, stabs, hangs, burns, drowns, jumps from heights or in 

front of vehicles, and swallows or inserts objects with the intent to harm themselves, this is defined 

as self-injury (NICE, 2022). The NICE guidelines (2022) also regard suicide attempts with no or 

little intent as a form of self-harm. This is when an individual harms themselves to communicate 

feeling distressed, to get relief from their difficulties, or to reduce internal pressures (Miller, 2021).   

 

Research shows that self-harm rates in the United Kingdom are growing. Self-harm increased from 

2.4% to 6.4%, from 2000 to 2014 respectively (McManus et al., 2019). Over 200,000 people are 

estimated to present with self-harm to Accident and Emergency departments every year, the highest 

figure for Europe, costing the NHS around £162 million a year (Tsiachristas et al., 2017). More 

recently, data shows that hospital admissions for self-harm in England, include approximately 

100,000 individuals each year (NHS Digital, 2023). These statistics suggest that self-harm is a 

cause for grave concern in the UK.  
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Moreover, the strongest predictor of suicide is self-harm (University of Manchester, 2017). 

Therefore, targeting self-harm can be an important part of suicide prevention (Townsend et al., 

2016).  

 

Research and its Conflicting Views 

It is important to note that, whilst the NICE guidance (NICE, 2022) provides a clear distinction 

between self-harm and suicide, the current literature has conflicting views on this. Mars et al. 

(2019) imply that the intent behind self-harming behaviour is complex and versatile, with 

motivations changing over time and the context surrounding the individual. These fluctuations 

indicate that the categorisation of behaviours as either self-harm or suicidal is not as clear-cut.   

 

Furthermore, O’Connor and Nock (2014) highlight that self-harm and suicidal behaviours share 

many risk factors and psychological foundations. This suggests that these behaviours cannot be 

distinguished as easily as what the intent is behind the behaviour.  This is also supported by 

Klonsky et al. (2013) and Victor and Klonsky (2014) who indicate that intent behind self-harm and 

suicidal behaviours overlap, blurring the lines between the two.  

 

Therefore, it is important to take an individualised approach to understand self-harm and suicidal 

behaviours and to acknowledge the variability and multifaceted nature of self-harming and suicidal 

behaviours (Hooley et al., 2020). While the NICE guidelines (NICE, 2022) provide clear-cut 

guidelines for understanding self-harm and suicide, the current literature calls for a more flexible 

and integrative approach.  
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Healthcare Professionals’ Views and the Effect on Care  

Studies into healthcare professionals’ views on self-harm reveal a diverse range of attitudes, from 

empathy to discomfort. Coimbra and Noakes (2021) found negative attitudes in healthcare 

practitioners towards individuals who self-harmed; this had implications for the care as the 

therapeutic relationship was negatively impacted (Coimbra & Noakes, 2021). Rayner et al. (2019) 

echoed this, as they charted negativity and inadequate empathy from nurses toward individuals who 

self-harmed. Furthermore, young people who self-harmed experienced healthcare professionals 

perpetuating stigma and negative attitudes toward them, leading to a negative care experience 

(Mitten et al., 2016).  

 

Individuals who self-harm may not want to seek support for their difficulties for a range of reasons; 

for example, they may fear healthcare professionals showing negative attitudes towards them or 

worry surrounding their lack of understanding and the shame associated with self-harm (Rosenrot & 

Lewis, 2020). This may stop individuals who self-harm from seeking professional care for their 

difficulties or they may disengage from services if they experience negative attitudes (Hunter et al., 

2013). 

 

The aforementioned research suggests that the way healthcare professionals view self-harm affects 

the way they interact and give care to patients. It is therefore important that this is investigated as 

the treatment of an individual who self-harms can be affected. Moreover, negative attitudes also 

feed into the negative stigma that surrounds self-harm which further influences an individual who 

self-harms (Burke et al., 2019). As doctors and nurses tend to be the first port of call for individuals 

who self-harm (A&E, primary care) the way they care for the patient can impact the patient both 

negatively and positively (Anderson et al., 2003). It is therefore important to look at their views on 
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self-harm as we know it can affect patient care and it is important to give clients a more positive 

experience.  

 

Addressing these attitudes is important for the development and implementation of effective 

healthcare and better client experiences. The NHS Long-Term Plan highlights the institution's 

commitment to enhancing mental health services in the institution, with specific service delivery 

focusing on improving care for individuals who self-harm (NHS., 2019). Comprehensive training, 

and support for healthcare professionals (reflected in the policy) to manage self-harm are important 

aspects, which align with the goals of the NHS Long-Term Plan (NHS., 2019). This can aid 

healthcare professionals in providing more empathetic and effective care. Overall treatment 

outcomes can in turn be improved through reducing stigma and enhancing client trust.  

 

The present literature review will therefore synthesise current literature to examine doctors' and 

nurses' views regarding self-harm. The review aims to highlight the perceptions of doctors and 

nurses on self-harm, specifically these professionals, as they are normally the first point of contact 

for the care of self-harming behaviours (Anderson et al., 2003). Therefore, they can heavily 

influence individuals' perceptions of healthcare services and whether they will ask for help for their 

difficulties in the future. As it can inform knowledge and improve patient care, a key goal of the 

NHS, this review has important clinical implications (NHS., 2019). To ensure that this review was 

original the researcher searched the existing literature and found one existing review (Anderson et 

al., 2003) that addressed doctors' and nurses' views of self-harm in the UK. The NHS has changed a 

lot in 20 years (Ham., 2023), as has the incidence of self-harm (McManus et al., 2019). Only studies 

in the UK were included in the review.  Moreover, given the focus on doctors’ and nurses’ views, it 

was deemed appropriate to only use qualitative research in the review, as it can contribute to a 
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deeper and richer understanding of the question (Busetto et al., 2020). However, mixed methods 

studies were also included, with the researcher only using the qualitative data from these studies. 

This was on the basis that qualitative data from mixed methods studies can still provide rich and 

meaningful insights into the research (Cresswell & Clark., 2017).  

 

The following research questions were developed:  

• What are doctors' and nurses' views on self-harm in the UK?  

• Do these views affect the care they give patients? 
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Method 

Search Strategy  

A literature search was conducted using the electronic databases Academic Search Ultimate, APA 

PsycArticles, APA PsycInfo, CINAHL Ultimate, and MEDLINE for relevant articles. Academic 

Search Ultimate was included as the database includes research in social sciences and medicine.  

The following search terms were used: 

 

(doctor* OR nurse* OR physician* OR “healthcare professional*” OR “healthcare worker*” OR 

“healthcare provider*” OR clinic* ) 

 

AND 

(view* OR opinion* OR belie* OR perception* OR experienc* OR thought* OR attitude* OR 

qualitative*) 

 

AND 

(“self harm*” OR “self-harm*” OR “self injur*” OR “self mutilatio*” OR “self-injur*”)  

 

AND 

("United Kingdom*" or "UK*" or "Britain*" or "Scotland*" or "England*" or "Wales*" or 

"Northern Ireland*") 

 

Article Selection 

Articles were chosen based on the following inclusion criteria: (1) they included nurses and doctors 

as participants, (2) they addressed views on self-harm, (3) they were qualitative studies, and (4) they 
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were mixed methods studies. Articles were excluded if they met the following criteria: (1) they 

were not published in English, (2) they were quantitative, (3) they were grey literature, and (4) they 

were not conducted in the United Kingdom. The articles were then screened by title and duplicates 

were removed. Afterwards, using the inclusion and exclusion criteria article selection was further 

refined (see Table 1).  

Table 1:  

Inclusion and Exclusion Criteria  

Inclusion Criteria Rationale 

Participants must be doctors or nurses.  This review aims to look at frontline staff's 

views on self-harm. Frontline staff who treat 

self-harm are mostly doctors and nurses 

(Anderson, 2003). Medical students and 

nursing students were also included due to 

the fact that they interact and provide care for 

clients.  

The paper addresses views on self-harm.  Research has found that self-harm rates are 

increasing (Borschmann, 2019). Clinicians' 

views can impact on client care (Burke et al., 

2019) 

Qualitative studies Qualitative studies will be able to capture a 

deeper and richer understanding of the 

question (Busetto et al., 2020). 
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Mixed Method Studies Qualitative data from mixed methods studies 

can still provide rich and meaningful insights 

into the research (Cresswell & Clark, 2017). 

 

Exclusion Criteria Rationale 

Studies published in a language other than 

English  

Only studies written in the English language 

will be included in the review as the 

researcher can only read English.  

Quantitative studies  Quantitative studies are limited in their 

ability to capture rich and in-depth views due 

to its reliance on numerical data and 

statistical analysis (Bryman, 2016).  

Grey literature  These types of sources are less likely to be 

peer-reviewed therefore the validity and 

reliability of these pieces of research are 

lower.  

Studies not conducted in the United 

Kingdom  

The researcher is based in the UK and UK 

studies provide insight into NHS practices.   

 

 

Data Analysis  

For the data analysis, narrative synthesis based on Popay et al’s. (2006) guidelines was used. Popay 

et al’s. (2006) methods allow for methodological variation which is evident in the studies.   
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Narrative analysis was deemed to be the most appropriate method as it aligns with the approach of 

understanding views through personal stories. Per Popay et al’s. (2011) guidance, studies were read 

multiple times before generating themes from the relationships observed between them. A quality 

assessment was undertaken to understand the quality and impact of the findings. 

 

Data Extraction  

A table for data extraction was created for the review to extract and summarise crucial information 

from the studies (see Table 2). The table includes the following information: authors, year of 

publication, research aims, design and analysis, methods, participants, key findings, and 

conclusions.  

Figure 1: Article Selection Process (Adapted from “PRISMA Flow Diagram”, Page et al., 2020) 
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Quality Assessment  

To assess the quality of the studies, the Mixed Methods Appraisal Tool (MMAT) (Hong et al., 

2018) was used. As the included studies used both qualitative and mixed methods, the MMAT was 

deemed the most appropriate measure as it is suitable for both.  

The MMAT can critically and reliably assess the quality of studies compared to other tools (Hong et 

al., 2018). Out of the ten papers, nine papers met the MMAT’s baseline requirements. The 

remaining study did not state a clear research question. Hong et al. (2018) discouraged scoring 

when using the MMAT and advised using the detailed criterion to obtain an overall view of the 

quality ratings. Therefore, a table was created to examine the quality ratings of each study visually.  

 

Moreover, to ensure rater reliability and robustness of the quality assessment, five articles were 

rated by a peer reviewer who was blind to the original ratings (Hong et al., 2018). The second 

reviewer rated nine out of ten studies the same as the researcher where one aspect of one study was 

different, a rating was then agreed upon through discussion. All ten studies provided important 

perspectives of doctors and nurses; therefore no studies were excluded.   

 

Researcher’s Position  

The researcher conducting the review is a Brown, British Asian woman who at the time of the 

review was also a Trainee Clinical Psychologist. The researcher has an interest in the topic due to 

her own experiences with the negative taboo regarding mental health difficulties and the detrimental 

effects it can have. The researcher acknowledges that this may have influenced the review; so to 

minimise research bias the researcher made use of a reflective journal and supervision.  
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Results 

Overview of Included Studies  

Ten studies were included in the review and are summarised in Table 2. The studies included were 

all published between 2002 and 2022. Six studies were published before 2014 and four studies were 

published between 2014 and 2022. All studies took place in the United Kingdom (UK). Nine 

studies utilised qualitative methodology and one study used mixed methods methodology with only 

the qualitative data being included in the review.  

 

The main methodological approach used was Interpretive Phenomenological Analysis (n = 5), with 

the remaining studies using Grounded Theory (n = 2), Thematic Analysis (n = 1), Ethnography (n = 

1), and Narrative Analysis (n = 1). Most studies employed semi-structured interviews (n = 7), the 

others used semi-structured interviews and focus groups (n = 1), focus groups (n = 1), and 

questionnaires (n = 1).  Participants included nurses (n = 6), doctors (n = 1), GPs (n = 1), medical 

students (n = 1) and doctors and nurses (n = 1). 

 

Quality of included studies  

The quality of the studies was assessed using the MMAT (Hong et al., 2018). No studies were 

excluded due to the quality assessment as the MMAT discourages excluding studies based on low 

methodological quality (Hong et al., 2018). Seven of the studies had ‘Yes’ ratings on all criteria and 

the remaining three studies received mostly ‘Yes’ ratings. This implies that overall, the studies have 

good methodological quality. However, the ratings did indicate some quality issues.  
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Firstly, Joiner and Kaewchaluay (2022), used focus groups to explore attitudes of medical students 

towards self-harm. Using focus groups may not have given the medical students the chance to 

express their views without the fear of feeling judged (Adams & Cox, 2008) by their peers, 

therefore the data may not be a valid representation of their actual perceptions.  

 

Furthermore, Anderson, Standen and Noon (2003) did not explicitly state why the chosen 

methodology was used. Therefore, the transparency, validity, and replicability of the study may be 

affected. Finally, for Dickinson, Wright, and Harrison (2009), the aims of the study were not 

explicitly stated. They also did not explicitly state why they chose a mixed methods design, and any 

inconsistencies in the data were not explicitly addressed. This also brings into question the validity, 

transparency, and replicability of the study.  
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Table 2 

Summary of Included Studies  

Author(s) and Year 

of Publication 

Research aims Design and 

Analysis 

Methods Participants Key findings 

Anderson, Standen 

& Noon (2003) 

To explore nurses' 

and doctors’ 

perceptions of young 

people who engage 

in suicidal 

behaviours 

(including self-

harm). 

Qualitative study, 

Grounded theory 

approach 

Semi-structured 

interviews 

45 Nurses and 

doctors working in 

A&E, paediatric 

medicine and 

CAMHS 

Two main themes:  

- Experiences of 

frustration in 

practice. Three 

subthemes 

were generated 

under this: 

non-

therapeutic 

situations, 

insubstantiality 
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of 

interventions, 

and value of 

life.  

- Strategies for 

relating to 

young people. 

Two 

subthemes 

were generated 

under this: 

specialist skills 

in care and 

reflection on 

own 

experience. 
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Chandler et al. 

(2020) 

Exploring GP’s 

understanding and 

views on self-harm. 

Qualitative study, 

Narrative approach 

Interview in two 

parts: 

- Discussing 

recent 

clinical  

examples 

- Semi-

structured 

interviews 

30 GPs in Scotland Three themes: 

- ‘The good girl’ 

- ‘The problem 

patient’ 

- ‘Out of the 

blue’ 

Dickinson, Wright & 

Harrison (2009) 

To explore the 

attitudes of nurses in 

secure environments 

to young people who 

self-harm 

Mixed-methods 

approach, 

Grounded theory 

Self-Harm Antipathy 

Scale 

 

60 Registered 

nurses and nursing 

assistants working 

in young people’s 

forensic units and 

young offenders’ 

institutions 

Eight themes: 

- Sympathy and 

empathy 

- Antipathy 

- Competing for 

attention 

- Risk 

assessment in 
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relation to 

suicide 

- Insufficient 

education in 

self-harm 

- Difficulty in 

forming 

therapeutic 

relationships 

and 

communicatin

g 

therapeutically 

- Contentions 

with a harm 

minimisation 

and controlled 
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self-harm 

approach 

- Labelling 

Hadfield, Brown, 

Pembroke & 

Hayward (2009) 

To explore how 

doctors working in 

A&E respond to 

treating people who 

self-harm. 

Qualitative study, 

Interpretative 

Phenomenological 

Analysis 

Interviews with 

A&E doctors 

5 Qualified A&E 

doctors who had 

experience of 

treating people who 

self-harm. 

Three main themes 

were identified: 

- Treating the 

body 

- Silencing the 

self 

- Mirroring 

cultural and 

societal 

responses to 

self-harm 
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Hopkins (2002) To look at nurses on 

medical units’ views 

of patients that have 

self-harmed 

Qualitative study, 

Ethnography 

Semi-structured 

interviews 

4 Nurses Three themes: 

- The busyness 

of wards 

- How self-

harmers 

impede the 

busyness of 

the wards 

- Strategies 

nurses use to 

cope with the 

difficulties 

Joiner and 

Kaewchaluay (2022) 

- To examine 

attitudes first 

and final-

year medical 

students have 

Qualitative study, 

Thematic analysis 

Focus groups 21 First and final-

year medical 

students 

Findings: 

- Both negative 

and positive 

attitudes 
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toward self-

harm 

- To examine 

how the 

curriculum 

may 

influence the 

development 

of views 

- Minimal 

exposure to 

self-harm 

through formal 

curriculum 

- Exposed to 

negative 

attitudes by 

healthcare 

professionals 

through 

informal 

curriculum i.e. 

conversations 

with other staff 

-  Self-harm is 

not as 
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important as 

other topics 

- Discouraged 

by healthcare 

staff from 

seeing people 

who self-harm 

Leddie, Fox & 

Simmonds (2022) 

To explore 

community nurses’ 

experiences with 

adolescents who 

self-harm 

Qualitative study, 

Interpretative 

Phenomenological 

Analysis 

Semi-structured 

interviews 

10 Registered 

nurses working in 

CAMHS 

Two main themes: 

- Personal and 

professional 

conflicts. Two 

subthemes 

were 

generated: 

“keeping 

everyone 

happy” and 
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“double-edged 

sword”. 

- Personal and 

professional 

development. 

Two 

subthemes 

were 

generated: “I 

can switch 

off.. from 

being a 

professional, 

and be a 

person” and “it 

has got easier, 
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just with 

experience”.  

Sandy (2013) To explore nurses’ 

explanations of self-

harm 

Qualitative study, 

Interpretative 

Phenomenological 

Analysis 

Semi-structured 

interviews 

25 Nurses working 

in an adolescent 

secure unit 

- Four 

superordinate 

themes were 

generated: 

visibility of 

self-harm, a 

cry of pain, a 

cry for help, 

and detention 

and 

institutional 

factors.  

 

- They found 

that according 
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to nurses self-

harm has 

multiple 

motives such 

as affect 

regulation, 

coping with 

distress, 

averting death, 

regaining 

control, and 

attention 

seeking. 

Shaw and Sandy 

(2016) 

- Examine 

attitudes of 

mental health 

nurses 

Qualitative study, 

Interpretative 

Phenomenological 

Analysis 

Semi-structured 

interviews and focus 

groups 

61 Nurses who had 

at least 2 years 

experience of 

working with self-

Findings:  

- Two second-

order themes: 

positive 
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toward 

service users 

who self-

harm in 

secure 

environments 

- To inform 

the mental 

health 

curriculum 

development 

harm within secure 

units. 

attitudes and 

negative 

attitudes.  

- Six subthemes 

under positive 

attitudes: need 

for training, 

understanding 

self-harm, 

unconditional 

acceptance, 

partnership 

working, 

optimism, and 

provision of 

choice 

activities.  
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- Negative 

attitudes had 

five subthemes 

under them: 

labelling, rigid 

authoritative 

approach, 

refusal to 

undertake 

training, 

blanket 

approach, and 

insensitive 

responses.  

- Nurses’ 

attitudes 

towards self-
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harm were 

mainly 

negative 

- The results led 

to developing 

an educational 

model about 

factors 

affecting self-

harm 

Thompson, Powis & 

Carradice (2008) 

To examine 

community 

psychiatric nurses’ 

experiences of 

working with people 

who engage in self-

harm. 

Qualitative study, 

Interpretative 

Phenomenological 

Analysis 

Semi-structured 

interviews 

8 Psychiatric 

nurses 

    Seven themes: 

- Trying to 

understand 

- Monitoring 

risk 

- Struggling 

with 
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boundaries of 

responsibility 

- Emotional 

impact 

- Relationship 

factors 

- There’s very 

little in the 

way of 

technique 

- Learning to 

cope 
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Table 3 

Quality assessment table: Quality ratings of the included studies  

Study Screening 

Questions 

          Qualitative Mixed Methods 

S1     S2     1.1    1.2   1.3   1.4   1.5 5.1   5.2   5.3   5.4   5.5 

Hadfield, Brown, Pembroke & Hayward 

(2009) 

 Y       Y   Y        Y      Y      Y       Y           -  -        -       -        - 

Hopkins (2002)  Y        Y         Y         Y      Y      Y      Y       -   -       -         -        - 

Thompson, Powis & Carradice (2008)  Y        Y   Y         Y       Y     Y      Y -   -       -         -        - 

Joiner & Kaewchaluay (2022)  Y        Y   Y         N       Y     Y      Y -   -       -         -        - 

Sandy (2013)  Y        Y   Y         Y        Y     Y      Y -   -       -         -        - 

Shaw & Sandy (2016)  Y        Y   Y         Y        Y     Y      Y -   -       -         -        - 

Anderson, Standen & Noon (2003)  Y        CT   Y         Y        Y      Y     Y -   -       -         -        - 

Leddie, Fox & Simmonds (2022)  Y         Y   Y         Y        Y       Y     Y  -   -       -         -        - 

Dickinson, Wright & Harrison (2009)  CT       Y -      -        -        -    -  CT      Y      Y        CT   Y 

Chandler et al. (2020)   Y        Y                  Y          Y        Y       Y    Y                   -   -       -          -       - 

Note. Y, N and CT indicate yes, no and cannot tell. Refer to Appendix D for full MMAT questions.   
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Narrative synthesis  

Initially, all extracted data, including qualitative quotes were organised and coded systematically. 

Through a repetitive process of coding and comparison, patterns that were recurring emerged, 

which enabled the researcher to identify the overarching themes and their respective subthemes.  

From the ten studies, three main themes and six subthemes were generated in relation to the views 

of doctors and nurses regarding self-harm. The three main themes were (1) professional attitudes 

and understanding of self-harm, (2) coping strategies and educational needs, and (3) institutional 

dynamics, social-cultural influences, and stigma.  

 

Doctors’ and nurses’ responses to self-harm were indirectly and directly influenced by the systems 

around them. Bronfenbrenner’s ecological model (Bronfenbrenner, 1979) (Figure 2) was adapted to 

display the impact of doctors’ and nurses’ microsystem (immediate system), the mesosystem (the 

interactions between the microsystems), the exosystem (the indirect influence of the wider social 

settings, in this case the NHS), and the macrosystem (cultural beliefs and values impacting on the 

establishment, in this case the government and politics). The model was adapted and used post-

analysis as a framework to help integrate the themes that were produced by the narrative synthesis.  
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Figure 2: 

An adaption of Bronfenbrenner’s Ecological Systems Theory (1979) demonstrating the systems 

influencing doctors’ and nurses’ responses to self-harm. 

 

 

 

 

 

 

 

 

1. Professional Attitudes and Understanding of Self-Harm 

This theme refers to doctors’ and nurses’ attitudes and understanding of self-harm and how it can 

affect their responses to self-harm. This theme was present in all ten studies; findings also 

highlighted the variability of doctors’ and nurses’ attitudes and the recognition of the complexity of 

their attitudes and understanding of self-harm. Linking this to the adapted Bronfenbrenner’s 

Ecological system’s model (see Figure 2) this theme is the microsystem influencing doctors’ and 

nurses’ responses to self-harm. It encompasses the immediate environment where doctors and 

nurses interact directly, and where their attitudes towards self-harm are shaped by their personal 

experiences, beliefs, and interactions. These findings indicate the significance of individual-level 

factors in shaping doctors' and nurses' responses to self-harming individuals.  

 

1.1 Variability in Attitudes  

The analysis revealed a diverse range of attitudes among doctors and nurses towards individuals 

who self-harm which were influenced by personal beliefs, experiences, and contextual factors. The 
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studies elucidated different reactions among doctors and nurses, which included empathy, 

compassion, and frustration (Hadfield et al., 2009; Joiner & Kaewchaluay, 2022; Sandy, 2013; 

Anderson et al., 2003; Shaw & Sandy, 2016; Dickinson et al., 2009; Chandler et al., 2020).  

 

“I can’t lie; sometimes it just gets frustrating especially if you have already seen them three 

or four times in the week. It’s like, “Why? What do you want from me?” And it’s just because you 

are doing the same thing over and over and stitching them up although you’ve just stitched them up 

and whatever. . . . It’s more frustrating when they turn up and they don’t, they don’t really want to 

engage in the service.”(Hadfield et al., 2009, page 759) 

 

There were also contrasting views among doctors and nurses on medical units where empathy can 

co-exist with frustration due to self-harming behaviours disrupting clinical routines:  

 

“It was characterised by a progressive deterioration in their relationship with others, 

including loss of sympathy and support from members of staff, who tended to construe these 

patients’ behaviour as provocative, unreasonable or overdependent” (Hopkins., 2002, page 151) 

“I have no sympathy for these people as I feel people who are physically ill deserve the beds 

on there [health care wing] more.” (Dickinson et al., 2009, page 949) 

 

1.2 Recognition of Complexity  

Doctors and nurses understood the multifaceted nature of self-harm and recognised the diverse 

range of underlying motives for self-harm such as coping mechanisms, attention-seeking 

behaviours, and distress management. Sandy (2013) described multiple motivations for self-harm in 

the eyes of nurses which include reasons such as attempts to regulate overwhelming emotions and 

seeking attention:  
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“Some users hurt themselves openly in the day area. They do it for attention” (Sandy, 2013, 

page 361) 

 

“When you’ve got a department or ward take full of severe asthma, meningitis, septicaemia 

etc and then you’ve got a couple of young girls who have taken a cocktail of things there will 

always be the couple of girls at the end of the ward who have taken something. They cannot with 

our current resources...be looked after in the same way, which I am not saying I am proud of 

feeling” (Anderson, 2003, page 590) 

 

 

Joiner and Kaewchaluay (2022) indicated a similar understanding among medical students:  

 

“If you’ve got such a nice lifestyle, what is it that’s making you feel that you need to self-

harm?” (Joiner & Kaewchaluay, 2022, page 197) 

 

This indicates a lack of understanding about why an individual may self-harm and how the cause 

can be more intricate. These negative perceptions may be related to the medical students’ education 

and their experiences of seeing their supervisors interact with individuals who self-harm. 

 

“That’s why people in A&E sort of brush these people off, because they think when they 

know when someone’s serious or not” (Joiner & Kaewchaluay, 2022, page 187) 

 

This suggests that medical students may learn from their supervisors that individuals who self-harm 

are not serious or important enough, which may impact negatively on their perceptions and 

eventually their care.  
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2. Coping Strategies and Educational Needs  

This theme refers to how doctors and nurses cope with caring for individuals who self-harm as well 

as what educational training they may need to improve the care they give. This theme was present 

in all ten studies. Again, this theme can be linked to the mesosystem of the adapted 

Bronfenbrenner’s Ecological systems model (see Figure 2). The mesosystem comprises of the 

interrelations between the microsystems. It highlights the interactions between doctors and nurses 

and their institutional (NHS) contexts, as well as the educational resources available to them. 

Studies such as Dickinson et al. (2009) and Leddie et al. (2022) emphasise the adoption of coping 

mechanisms by doctors and nurses in response to the emotional strain associated with caring for 

individuals who self-harm. Furthermore, educational gaps, identified by all the studies indicate that 

training programs do not prepare doctors’ and nurses’ ability to effectively intervene and support 

individuals who self-harm.  

 

2.1 Adoption of Coping Mechanisms  

In navigating the emotional complexities inherent in caring for individuals who self-harm, doctors 

and nurses employed various coping mechanisms while identifying critical gaps in their training. 

Leddie et al. (2022) highlighted the reliance on coping mechanisms by nurses such as seeking 

support from colleagues and engaging in reflective practice.  

 

“It’s a pressure, but a pressure that you can use in a positive way to make you feel more 

determined and more engaged” (Leddie et al., 2022, page 749) 

 

“You come out the other side, with supervision, with support” (Leddie et al., 2022, page 

749) 
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“That is the most valuable tool we’ve got, each other’s experiences, and different ways we 

all manage things” (Leddie et al., 2022, page 750) 

 

Similarly, Shaw and Sandy (2016) and Thompson et al. (2008) emphasised the use of reflection and 

supervision as coping strategies among mental health nurses in secure units. Nurses also identified 

training as a coping mechanism to help with responding to self-harm.  

 

“Users sometimes make you feel angry and frustrated particularly when they keep on 

repeating their behaviours. But training can help us to cope with these emotions” (Shaw & Sandy, 

2016, page 411) 

 

“It was the supervision . . . It just helped . . . so it doesn’t spill on over. I took this woman to 

supervision, and we started doing all this work with her about boundaries and containment, and 

just very simple, sort of , model to use with her, and it was unbelievable what happened.” 

(Thompson et al., 2008, page 158) 

 

2.2 Identification of Educational Gaps  

Furthermore, the studies identified significant educational gaps in training programs, which hinder 

doctors’ and nurses’ ability to provide effective support to individuals who self-harm. Dickinson et 

al. (2009) elucidated the lack of adequate training, and the need for more training on self-harm to 

help with working with individuals who self-harm: 

 

“I would like more training (I have had none) in how to manage and care for self-harming 

young people. Also, the risk associated with self-harm and how to assess this.” (Dickinson et al., 

2009, page 949) 
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Moreover, Chandler et al. (2020) implied a need for more education and training for GPs on self-

harm management and assessment:  

“I don’t know if I’ve ever done very much, but I don’t know if I could have done very much. 

I’ve sort of done damage limitation with her. She has been referred, but I suppose she had to lead 

her own life really, and it is just sad to see people unable to lead it properly” (Chandler et al., 

2020, page 248) 

 

“She’s got a label of personality disorder and she has had a lot of psychiatric involvement 

over the years but it doesn’t change her behaviour and I just don’t know how to deal with her.” 

(Chandler et al., 2020, page 249) 

 

“I haven’t really got training to sit and talk to them about, you know, their problems and 

counsel them, so I tend to leave them alone after they have been medically treated (staff nurse, 

urban hospital)” (Hopkins, 2002, page 152) 

 

3. Institutional Dynamics, Sociocultural Influences, and Stigma 

All ten studies suggested that many external factors impact doctors’ and nurses’ views on self-harm 

and in turn their responses to self-harm and the care they give to individuals who self-harm. These 

external factors include institutional dynamics, sociocultural influences, and stigma. These themes 

come under the adapted Bronfenbrenner’s Ecological systems model (see Figure 2) as the 

exosystem and macrosystem.  

 

The exosystem extends beyond immediate interactions to encompass broader social and 

institutional contexts that indirectly influence doctors’ and nurses’ responses to self-harm. Sandy 

(2013) highlighted the influence of institutional culture on nurses’ attitudes towards self-harm, 

emphasising the challenges posed by prevailing norms within healthcare settings.  
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Additionally, Shaw and Sandy (2016) highlighted the impact of societal attitudes and stigma on 

nurses’ ability to provide compassionate care to individuals who self-harm. The findings emphasise 

that societal norms, values, and cultural beliefs can shape healthcare practices related to self-harm 

and function within the macrosystem of Bronfenbrenner’s (1979) ecological model. The 

macrosystem includes the broader societal and cultural contexts that influence doctors’ and nurses’ 

attitudes and behaviours, as well as the NHS’ institutional policies related to caring for individuals 

who self-harm. Shaw and Sandy (2016) explained the prevalent influence of societal attitudes, and 

stigma within healthcare environments, preventing the provision of compassionate care to 

individuals who self-harm. These factors indicate the need for systemic interventions to address 

societal attitudes and stigma surrounding self-harm and enhance support for doctors, nurses, and 

other healthcare providers.  

3.1 Influence of Institutional Culture  

The institutional culture significantly shaped doctors’ and nurses’ attitudes and approaches towards 

self-harm. Thompson et al. (2008) highlighted the impact of institutional culture on attitudes, which 

poses challenges for individuals who self-harm and may contribute to the increase in the frequency 

of self-harming behaviours. Hadfield et al. (2009) raises the importance of the use of protocol as a 

positive influence on their care.  

 

However, Hadfield et al. (2009) also mention protocols ‘removing emotional thoughts’ (Page 761) 

which may leave individuals who self-harm feeling like the healthcare professional doesn’t care. On 

the other hand, taking away their feelings and reflections may enable the healthcare professional to 

care for the individual without negative biases, so it is important to have a balance. Furthermore, 

Joiner and Kaewchaluay (2022) described how medical students experienced doctors and nurses 

showing negative behaviours about individuals who self-harm, which may, in turn, impact the 

medical student’s own beliefs, attitudes, and responses towards individuals who self-harm.  
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“When you’ve got lots of other people on your caseload. . . the people that aren’t getting the 

attention and start upping the ante, it’s, you just feel torn” (Thompson et al., 2008, page 158) 

 

“I think you just have to [manage], or I just have to get on with it unfortunately. . . . So to 

have that protocol there ensures the patient’s safety really, more than ours. . . . It ensures that you 

are giving best treatment and also it’s good because by having a set protocol you’re removing any 

emotional thoughts about the patient yourself . . . no matter what you think, you know what you 

have to do. It’s probably the same way soldiers were.” (Hadfield et al., 2009, page 761) 

 

“Students described common experiences of doctors and nurses becoming irritated with 

people who self-harm and expressing that such people were wasting their time as “they didn’t have 

to harm themselves.” Nursing and medical staff gave the impression that people who self-harm 

were “bedblocking” due to non-medical problems. Students reported witnessing nurses laughing 

and rolling their eyes at people who self-harm, and saw senior doctors being abrupt or impartial. 

Students also witnessed senior doctors express self-harm as unimportant by stating people who self-

harm are “for the juniors [to see].” (Joiner & Kaewchaluay, 2022, page 198) 

 

3.2 Broader Societal Attitudes and Stigma  

Societal attitudes and stigma within healthcare environments play a crucial role in shaping doctors' 

and nurses’ perceptions and responses to self-harm. Hadfield et al. (2009) underscored the impact of 

broader societal attitudes and stigma on doctors’ experiences and responses to self-harm.  

 

“There’s a lot of “sad” people out there, you know, who come from poor backgrounds and 

they’ve got no expectation in life at all, they’ve left school early and so they are protected from that 

point of view. They go and work in a shop, a, you know, factory floor or a line or something, you 

know, an assembly line and they’re always overseen. They’re told what to do, they’re told how to 
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do it, they don’t have to cope; they just exist. Now that’s not right in my opinion, you have to give 

people, put them into stressful situations for them to learn to cope; otherwise, they will always come 

back to the copers. . . .We often do, you know, we take everything away from patients, call them 

what you will, and you don’t have that in a lot of countries.”(Hadfield et al., 2009, page 761). 

 

“That is why I talk about society’s responsibility—it’s like with disabled people, lets not 

label a child something because they are disabled—I think that perhaps it’s because society doesn’t 

want to look after them and I think we all have a responsibility” (Anderson et al., 2003, page 593) 

 

Anderson et al. (2003) discussed the impact of unnecessary labels, arising from societal pressure, 

and their negative effect on the care of individuals who self-harm. They also mentioned changes in 

societal influence over time and the negative effects: 

 

“When I was a child it’s not something that I would have even considered. And you see 

some children 9 or 10 taking paracetamol. When I was that age, I was just running around, playing 

football in the park, its not something I would have even contemplated or thought about...even when 

I was a teenager.” (Anderson et al., 2003, page 594) 
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Discussion 

This review aimed to explore the views of doctors and nurses towards self-harm and how these 

attitudes may influence client care. Through narrative synthesis three key themes were identified 

from the data, shedding light on the complex dynamics at play within clinical settings. 

 

Overview of Findings  

The findings from the review reveal three overarching themes. These themes encompass a spectrum 

of perspectives, coping mechanisms, and contextual factors that shape caregiving in healthcare 

settings.  

 

The first theme, ‘Professional Attitudes and Understanding of Self-Harm’, indicated the varied 

perspectives among doctors and nurses. The review uncovered a range of attitudes towards self-

harm, from empathy and understanding to discomfort and negative perceptions. These diverse 

views imply the complexity of addressing self-harm within healthcare contexts and emphasise the 

need for tailored support for professionals (Rayner et al., 2019; Coimbra & Noakes, 2021).  

 

The second theme, ‘Coping Strategies and Educational Needs’, identified various coping 

mechanisms employed by doctors and nurses to manage the challenges associated with caring for 

individuals who self-harm. From reflection and supervision to seeking additional education and 

training, doctors and nurses implemented diverse strategies to navigate the complexities of self-

harm. Additionally, the review indicated the need for ongoing education and training to address 

gaps in knowledge and skills related to managing self-harm and assessing self-harm (Mitten et al., 

2016).  

 

The third theme ‘Institutional Dynamics, Sociocultural Influences, and Stigma’, encompasses the 

broader contextual factors that shape doctors' and nurses’ responses to self-harm. The findings 
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within this theme highlighted the significant influence of institutional culture and societal norms on 

doctors' and nurses’ attitudes and behaviours toward self-harm (Chandler et al., 2020; Burke et al., 

2019).  

 

Furthermore, the review reaffirmed the significant impact of broader societal attitudes on doctors' 

and nurses’ perceptions of self-harm. The studies highlighted the challenges posed by societal 

stigma, which directly affected their interactions with patients (Burke et al., 2019). This indicates 

the importance of addressing stigma at both individual and societal levels. Training should aim to 

challenge societal norms while fostering empathy and understanding within healthcare settings. The 

review revealed how these dynamics contribute to the perpetuation of stigma and negative attitudes, 

suggesting the need for systemic interventions, ongoing training, and education, to foster a more 

supportive healthcare environment, and to challenge stigma (Victor & Klonsky, 2014; Hooley et al., 

2020).  

 

The review, therefore, contributes to the existing body of literature by shedding light on consistent 

themes regarding doctors' and nurses’ responses to self-harm. Building on previous research by 

Coimbra and Noakes (2021) and Rayner et al. (2019), the review highlights the prevalent negative 

attitudes among doctors and nurses toward individuals who self-harm. These attitudes pose 

significant barriers to establishing therapeutic relationships and delivering effective care, as echoed 

in the literature (Coimbra & Noakes, 2021; Rayner et al., 2019). This again shows the urgent need 

for targeted training aimed at addressing negative attitudes and educational gaps while promoting 

effective coping strategies among doctors and nurses. Such training informed by the literature, has 

the potential to improve patient care and support in clinical settings.  

 

However, some exceptions to the main findings emerged that shed light on the complex interplay 

between doctors’ and nurses’ attitudes, societal norms, and the provision of care for individuals who 
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self-harm. One such finding was the significant prevalence of stigma perpetuated by doctors and 

nurses as reported by studies such as Leddie et al. (2022) and Chandler et al. (2020). Despite efforts 

to provide compassionate care, the review revealed instances where doctors and nurses 

inadvertently contributed to the stigma surrounding self-harm. This indicates the prevalent nature of 

stigma within healthcare settings and emphasises the urgent need for training to challenge these 

attitudes and foster a more supportive environment for individuals who self-harm (Coimbra & 

Noakes, 2021).  

 

Identifying Limitations 

Although the review provides valuable insights into doctors' and nurses' attitudes towards self-harm, 

the limitations of the review should be acknowledged. Firstly, the focus of the review was limited to 

studies conducted in the UK due to feasibility constraints. While this allowed for an explanation of 

attitudes within a specific context, the findings may not be directly transferrable to healthcare 

settings in other cultural contexts (Knott, 2022).  

 

Additionally, most of the included studies focused on doctors and nurses, with no representation 

from other frontline healthcare professionals such as paramedics. While this reflects the dominant 

roles of doctors and nurses in providing care for individuals who self-harm (Anderson, 2003) it also 

highlights a potential gap in understanding the perspectives of other key stakeholders. Future 

research should aim to include a broader range of healthcare professionals to provide a more 

comprehensive understanding of attitudes towards self-harm within the healthcare sector.  

 

Furthermore, the use of self-report measures and focus groups may introduce response biases and 

limit the depth of understanding (McCrae, 2018). While self-report measures and focus groups are 

used in qualitative research to capture perspectives, they may be subject to social desirability biases 
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(Bergen & Labonté, 2019). Alternative methods, such as interviews, could provide richer and more 

in-depth insights into healthcare professionals’ attitudes toward self-harm (Knott, 2022).  

 

Finally, the potential impact of publication bias should be acknowledged and may skew the overall 

understanding of attitudes towards self-harm (Murad et al., 2018). While every effort was made to 

include a comprehensive range of studies, using quality analysis, it is important to recognise the 

limitations of the available studies and consider the broader context in which the findings are 

situated, including gaps and potential biases, decreasing the validity of the overall research.   

 

Clinical Implications  

The findings of this review hold several important implications for clinical practice. Firstly, 

addressing healthcare professionals’ attitudes towards self-harm is essential for promoting patient-

centred care and improving treatment outcomes. By fostering empathy and compassion among 

clinicians, healthcare institutions can create a supportive environment where individuals who self-

harm feel understood and valued (Miller, 2021). However, it is important to note that these 

suggestions need to be reflected in NHS policy before any changes can be implemented in clinical 

practice.  

 

Furthermore, interventions aimed at challenging stigma and negative attitudes towards self-harm are 

crucial for reducing barriers to care. Providing education and training programs for healthcare 

professionals can help raise awareness about the underlying factors contributing to self-harm and 

equip clinicians with the skills and knowledge needed to provide effective support (Rosenrot & 

Lewis, 2020). 
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Utilising Bronfenbrenner’s (1992) theory, strategies can be identified to target and limit stigma 

across the various levels in the system. At the microsystem level, open communication and support 

within families and peer groups should be promoted, which can be done through family therapy 

sessions and peer support groups to foster understanding and a supportive environment. At the 

mesosystem level, it is important to strengthen connections between the already existing 

microsystems such as schools, workplaces, and healthcare providers. This can be done through 

school-based mental health programs and regular multidisciplinary meetings to make sure 

individuals receive consistent support. In addition, at the exosystem level, to reduce stigma in 

professional settings, workplace policies that support mental health, and more training is required. 

Furthermore, at the macrosystem level, a more accepting societal attitude is needed towards people 

and their mental health difficulties (Ahmedani, 2011). Cultural and societal attitudes need to be 

addressed, which can be achieved by positive and realistic media representation regarding mental 

health difficulties, public awareness campaigns, and legislation advocating for people who have 

mental health difficulties. Finally, long-term support programs that offer continuous care and 

follow-ups are needed at the chronosystem level (Castillo et al., 2019). This helps validate the 

impact of life transitions on people and to help them navigate these changes. Applying these 

suggestions can help foster a more supportive and inclusive environment for individuals who self-

harm.   

 

Moreover, the identification of coping strategies and educational needs among healthcare 

professionals’ highlights opportunities for targeted training. By addressing specific areas of 

concern, such as boundary setting and emotional coping mechanisms, healthcare institutions can 

better support their staff in managing challenges associated with caring for individuals who self-

harm (Søvold et al., 2021). However, while it may not be the institution’s responsibility to provide 

direct emotional coping mechanisms, it can play a pivotal role in facilitating access to resources, 

training, and support to aid clinicians in developing these skills.  
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In addition, the recognition of institutional dynamics and sociocultural influences shows the 

importance of systemic changes within healthcare settings. Creating policies and protocols that 

promote a culture of understanding and acceptance can help address the root causes of stigma and 

discrimination i.e., a top-down approach, ultimately improving the quality of care provided to 

individuals who self-harm (Townsend et al., 2016). A top-down approach can be implemented 

through legislative frameworks to establish care standards that clinicians can follow. Professional 

organisations such as the Department of Health, the Department of Media, and Parliament should 

collaborate with the NHS to drive policy reforms, by advocating for evidence-based practice, more 

in-depth training programs, and ensuring that healthcare policies are always up to date and in line 

with the latest research. By professional organisations collaborating, an environment that supports 

people who self-harm, as well as a more inclusive and compassionate healthcare system, can be 

achieved.  

 

Overall, addressing healthcare professionals’ attitudes toward self-harm and implementing targeted 

interventions can have a positive impact on patient care and treatment outcomes. By fostering a 

culture of empathy, understanding, and support within clinical settings, healthcare institutions can 

better meet the needs of individuals who self-harm and promote their overall wellbeing.  

 

Future Directions 

Many future directions of research have emerged from the findings of this review. 

 

Exploring Cross-Cultural Variations  

Given the focus on studies conducted in the UK, future research should investigate cross-cultural 

variations in healthcare professionals’ attitudes towards self-harm. Comparing attitudes across 

professionals from different cultural backgrounds and contexts could provide valuable insights into 
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the impact of cultural factors on the provision of care for individuals who self-harm (Handtke et al., 

2019).  

 

Inclusion of Paramedics and Other Healthcare Professionals  

There was no representation of paramedics and other frontline healthcare professionals in the 

included studies, which highlights the need for research that encompasses a broader range of 

healthcare roles. Future studies should aim to include other key stakeholders such as paramedics to 

ensure a comprehensive understanding of attitudes towards self-harm across the healthcare sector.  

 

Longitudinal Studies  

Longitudinal studies tracking changes in healthcare professionals’ attitudes over time, could provide 

valuable insights into the impact of interventions and educational initiatives, aimed at challenging 

stigma and promoting understanding. By examining attitudes at multiple time points, researchers 

could assess the effectiveness of interventions and identify areas for improvement in the provision 

of care for individuals who self-harm (Caruana et al., 2015).   

  

Exploring the Impact of Training and Education 

Further research is needed to evaluate the effectiveness of training and educational initiatives in 

promoting empathy, reducing stigma, and improving the provision of care for individuals who self-

harm. Comparative studies assessing the impact of different training programs and educational 

interventions could inform the development of evidence-based approaches to addressing self-harm 

within healthcare settings.  

 

However, it is crucial to recognise the broader political and systemic issues at play. The NHS is a 

system that is struggling to survive, with the burdens of understaffing across the system, not enough 

resources, and insufficient support, especially for emergency departments and GPs (British Medical 
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Association, 2022). Emergency departments are therefore having to handle cases that would be 

more appropriate for GPs, adding to the current difficulties in the NHS (Care Quality Commission, 

2021). Recommendations to improve this include better triages, improved staffing levels, and more 

support for clinicians. This can alleviate the strain put on services and aid in improving healthcare. 

These systemic issues are incredibly important to address as healthcare professionals need to have 

the capacity to deliver supportive and compassionate care. Not acknowledging this and not 

addressing the wider political and institutional problems, improving empathy, and reducing stigma 

may not be possible.  

 

Conclusion 

This review offers insights into doctors' and nurses’ attitudes towards individuals who self-harm. A 

comprehensive narrative synthesis of qualitative and mixed methods studies in the UK identified 

three key themes: (1) ‘Professional Attitudes and Understanding of Self-Harm’, (2) Coping 

Strategies and Educational Needs, and (3) Institutional Dynamics, Sociocultural Influences, and 

Stigma.  

 

While the findings imply the importance of addressing stigma and promoting understanding, 

limitations such as the focus on UK studies exist. Future research should explore cross-cultural 

variations, include a more diverse range of healthcare professionals, and explore the impact of 

training and education. Overall, this review contributes to understanding self-harm perceptions and 

emphasises the need for education and training for healthcare professionals to improve healthcare 

professionals’ responses.  
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Abstract 

Healthcare professionals play an integral part in caring for young people who self-harm. Many 

factors influence young people to self-harm, but a prevalent factor that has kept emerging over the 

last few years is the media. There is currently no research looking at healthcare professionals’ views 

on the effect of media on self-harm. This study used Critical Discourse Analysis to explore Child 

and Adolescent Mental Health Services (CAMHS) clinicians’ views on the effect of media on self-

harm in young people. Two main discourses were developed: ‘Media as a Disruptor’ and ‘The 

Hidden World of Youth’ with several sub-discourses also developing. Clinicians viewed media as 

an entity with a multifaceted nature, however, the influence of media was found to be mostly 

negative on young people who self-harm. They also talked about the negative impact of inaccurate 

media portrayals, stereotypes, and stigma surrounding self-harm and the influence this has on young 

people. Clinical Implications included the importance of asking about media consumption in 

assessments with young people and the need for training and education around the impact of media 

on self-harm in young people, as well as changes to policies and procedures to improve young 

people’s care overall. 

Keywords: Healthcare Professionals’; Views; Self-Harm; Media; Young People; Critical Discourse 

Analysis 
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Introduction 

Self-Harm 

The National Institute of Care Excellence (2022) defines self-harm as an act of self-injury or 

poisoning that is intentional, regardless of the assumed intention or motivation; as an expression of 

emotional distress (NICE, 2022). Self-harm can occur through self-poisoning, using over the 

counter or prescribed medication, illegal drugs, or household substances like bleach; it can also 

occur through self-injury such as cutting, burning, or drowning (NICE, 2022). The NICE guidelines 

(2022) also consider suicide attempts with little or no suicidal intent as self-harm when used to 

communicate distress or alleviate internal tension.  

 

Despite the NICE guideline’s (2022) definition of self-harm being widely used in clinical practice 

in the UK, it is important to highlight and consider the complex debate concerning the definitions 

and distinctions between self-harm and suicidal behaviour within the literature. The literature 

highlights how there is overlap between the two and distinguishing between them brings challenges 

(James & Stewart, 2018). Self-harm can be defined as injuring or poisoning oneself, regardless of 

intent (Rahman et al., 2021) or without suicidal intent (Baetens et al., 2020). Suicidal behaviour can 

be defined as a behaviour to end one’s life with suicidal intent (O’Donnell et al., 2024).  

 

Research shows that self-harm and suicidal behaviours share risk factors and intent, so 

differentiating between the intent behind the behaviours is not as clear-cut (Klonsky., 2013; 

O’Connor & Nock., 2014; Victor & Klonsky., 2014). Therefore, it is important to consider this 

when referring to self-harm and suicidal behaviours. For this study, the terms self-harm and suicidal 

behaviour will be used interchangeably to refer to injuring or poisoning oneself regardless of intent.   
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Historical Patterns of Self-Harm 

Over the past two decades, self-harm rates among young people in the UK have risen significantly 

(Diggins et al., 2024). The early 2000s marked an era of more systematic research into self-harm, 

with the ‘Truth Hurts’ report (Brophy & Mental Health Foundation, 2006) being at the forefront. 

The report found that approximately 6.7% of young people had self-harmed, highlighting the 

prevalence of self-harm and the urgent need for support for young people who self-harm in the UK.  

By 2014, self-harm had gained more public and professional interest, and a national survey 

conducted across the UK in 2014 found rising rates of self-harm among young people in the UK 

between 2002 and 2014 (Brooks et al., 2015).  

 

Recent Patterns of Self-Harm 

In 2018-19, 24% of 17-year-olds reported that they had self-harmed during the past year, with 7% 

reporting they self-harmed with suicidal intent throughout their lives (Patalay & Fitzsimons, 2020). 

McManus et al. (2019) found that self-harm behaviours in 16-74 years olds increased from 2.4% in 

2000 to 6.4% in 2014, an increase of more than double, in under 15 years. More specifically, 

research has found that self-harm rates in children and young people have doubled over the last 10 

years (Diggins et al., 2024).  

 

Gandhi et al. (2018) found that self-harming behaviours are most likely to start at 12 years old, peak 

between 14–16, and start decreasing at around 18 years old.  Furthermore, Diggins et al. (2017) 

found that individuals aged 12-17 years were more likely to present to the hospital after using self-

poisoning to self-harm and that 18–25-year-olds were more likely to present with self-harm due to 

injuring themselves, mostly due to cutting. Self-harm due to self-poisoning decreased within the age 

group 18-25 (Diggins et al., 2017).   
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Understanding Self-Harm: Exploring Risk Factors & Triggers  

It is important to explore the intricate web of factors contributing to the occurrence of self-harm. 

Long et al. (2013), explored the lasting impact of childhood adverse experiences and found that 

these experiences can be precursors to self-harming behaviours later in life. The effects of these 

formative experiences resonate through adulthood, shaping individuals’ coping mechanisms and 

vulnerability to psychological distress (Long et al., 2013)  

 

Moreover, more recent research such as Hetrick et al. (2020), found that among young adults who 

were aged 18-25, distressing emotions, feelings of isolation, exposure to self-harm, interpersonal 

conflicts, and the pressures of academic or occupational demands were factors that precipitated self-

harming. These triggers, intricately intertwined with the complexities of emerging adulthood, 

indicate the multifaceted nature of self-harm and the myriad of challenges faced by young people.  

 

Delving into the complexities of motivation, studies by Adshead (2011), Barton-Breck and Heyman 

(2012), and Ogden and Bennett (2015) offered perspectives on the underlying reasons for self-harm. 

From expressions of distress to attempts at emotional regulation and moments of control, 

individuals may navigate a troubled internal landscape wrought with difficulties and uncertainty. 

These motivations, deeply ingrained in the personal experience and psychological resilience of the 

individual, imply the profound interplay between inner turmoil and external stressors.  

 

Exploring Self-Harm through a Social Constructionist Lens 

An alternative position is to consider self-harm through a social constructionist lens. Social 

constructionism explains that an individual’s reality is created through individual experiences with 

themselves and their relationships and interactions with others (Burr, 2015). There are four aspects: 

language, cultural and historical specificity, discourse and disciplinary power, and power relations. 
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The language aspect implies that the way we understand the world is through how the world is 

represented/produced through language (Burr & Dick, 2017).  

 

Cultural and historical specificity indicates how we understand the world varies culturally (in 

different places) and historically (over time) (Burr & Dick, 2017). Discourse and disciplinary power 

imply we understand the world through culturally significant ideas such as personality or 

disposition (Burr & Dick, 2017). Lastly, the aspect of power relations proposes that the positions 

people occupy in society affect the way they view the world (Burr & Dick, 2017).  

 

Therefore, the environmental model (Suyemoto, 1998) is a useful model to consider. This model 

proposes that individual behaviour is due to the way an individual interacts with their environment 

and the influence of the systems within that environment (Suyemoto, 1998). Moreover, the more the 

individual interacts with these systems, the more their behaviour continues and is reinforced, 

suggesting that when this behaviour perpetuates both the individual who is conducting that 

behaviour and the systems in that environment. The model also suggests that many factors could 

cause the behaviour and maintain it.  

 

In the case of self-harm, something happening in the individual’s environment/system, e.g., familial 

dysfunction, leads them to have an emotional response which is self-harm (Suyemoto, 1998). This 

behaviour takes attention away from the real issue, which is the disruption in the family system, 

producing a state of equilibrium (Markland, 2013). If the individual’s environment/system is still 

disrupted, then the self-harm may continue as it may be reinforced by a possible feeling of relief 

when the self-harm occurs. This reinforcement may therefore increase the possibility the self-

harming behaviour is repeated, especially if the environment/system is still disrupted (Markland, 

2013).  
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Favazza (1996) theorised that the skin can be thought of as a message centre or advertising board 

and when someone self-harms it may be a way of communicating beliefs. In self-harm, an 

individual is communicating a message of internal pain. Moreover, Crowe (1996) proposed the 

body being seen as a ‘discursive site’ and on this site, an individual’s public self and private self 

both exist, but in dissonance. The objective and subjective coming together at the discursive site 

causes tension for the individual which cannot be contained; in turn, the person may not be able to 

express this using their words and therefore acts instead, and self-harms.  

 

The Influence of Media on Mental Health: Perpetuating Stigma & Stereotypes  

Currently, media representations have a significant influence over stigmatised societal perceptions 

of mental health difficulties through sensationalised narratives and distorted portrayals (Srivastava 

et al., 2018) These portrayals can depict people struggling with mental health difficulties as violent, 

unpredictable, flawed, and weak, which can impact societal perceptions (Srivastava et al., 2018). 

Srivastava et al. (2018) also imply the media sensationalises coverage of stories linked to mental 

health difficulties and can use negative imagery and language to negatively frame individuals who 

self-harm.  

 

Riddle (2014) researched the impact of media representations on individuals’ self-perceptions and 

further highlighted the deceptive nature of media influence. Documentaries and news reports, while 

informative can often distort reality, painting an unrealistic picture of mental health difficulties and 

perpetuating harmful stereotypes. These also influence individuals’ perceptions of themselves, 

contributing to feelings of shame, inadequacy, and self-doubt (Riddle, 2014).  

 

The Role of Media in Self-Harm and Suicide: A Growing Concern  

Arendt, Scherr and Romer (2019) and Daine et al. (2013) provided insights into the harmful effects 

of media depictions of self-harm. The normalisation and sensationalisation of self-harm behaviours 
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contribute to heightened risk among vulnerable individuals. Bridge et al. (2020) further indicated 

the profound impact of media sensationalisation on suicide rates, particularly among young people. 

They found that the television programme ‘13 Reasons Why’ (Yorkey, 2017), aimed at young 

people, concerning a young person dying by suicide was associated with an increase in suicide rates 

after the release of the programme.  

 

Furthermore, the ‘Werther Effect’ (Philipps, 1974) and the ‘Papageno Effect’ (Niederkrotenthaler et 

al., 2010) give evidence of the influence of media on suicidal behaviours. The Werther Effect refers 

to a phenomenon where greater exposure to suicidal behaviours via media leads to an increase in 

copycat suicides (Stack, 2003). Sisak and Varnik (2012) corroborated this; they found that 

sensationalist media portrayals of suicidal behaviours can significantly increase suicidal behaviour. 

The Papageno Effect (Niederkrotenthaler et al., 2010) is a phenomenon where responsible media 

reporting can have positive impacts by depicting positive coping mechanisms and preventing 

further suicides.  

 

This shows the potential negative consequences of irresponsible media portrayals and the positive 

consequences of responsible portrayals. It also highlights the urgent need for responsible media 

practices and exhaustive preventive interventions. Moreover, it is important to highlight the 

literature has implied the pressing need for professionals who work with young people to 

understand the impact of media on them in more depth, achieved by including questions about 

media consumption as part of their assessments (Bell, 2014).  

 

Polymedia and its Implications 

There are guidelines for responsible reporting of suicidal behaviours in the media to reduce the 

impact of negative effects which advise against glamorising, sensationalising, or romanticising 

suicidal behaviour and avoiding detailed descriptions of the behaviours (World Health 
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Organisation, 2023).  Research has found that adhering to these guidelines is important as it can 

reduce imitative suicidal behaviour (Niederkrotenthaler et al., 2010).  

 

Importantly, the nature of media has changed significantly over time and has become more digital 

and interactive; referred to as ‘Polymedia’ (Madianou & Miller, 2012), meaning exposure to media 

has become more integrative, interchangeable, complex, and challenging (Bell & Westoby, 2021). 

This shift in the platforms of media, increases the accessibility to content that is unhelpful and 

harmful, making media’s role in influencing suicidal behaviour more powerful and prevalent 

(Competiello et al., 2023).  Moreover, Bell and Westoby (2021) elucidate the relationship 

individuals have with media has evolved over the last few years, making it harder to separate 

traditional media from digital media. This highlights how the emergence of Polymedia has 

increased exposure to harmful and unhelpful content, constituting a more complex and multifaceted 

impact of media.  

 

The Death of Molly Russell; Implications for Media  

It is incredibly important to consider the negative effects of media on young people, as it can have 

fatal consequences. A recent significant case was the death of 14-year-old Molly Russell, bringing 

significant attention to the impact of social media on self-harm and suicide. Molly’s inquest 

revealed she had been exposed to thousands of images and content relating to self-harm on her 

devices. The coroner concluded she ‘died from an act of self-harm while suffering from depression 

and the negative effects of online content’ (BBC News, 2022). This was a landmark case as it was 

the first time where media was directly incriminated in a death (BBC News, 2022). The case 

highlighted the urgent need for better regulation of media content and led to campaigns by 

organisations to address the impact of content (HM Government, 2019). Furthermore, Samaritans 

have developed guidelines for media when reporting on suicide (Samaritans, 2020) in response to 

cases such as Molly Russell’s. 
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This case, along with recent research discussed, highlights the urgent need for more research to 

address the influence of media on adolescents in the UK who have lived experience of self-harm 

and suicidal intent. This is important especially with self-harm rates and suicidal behaviours 

increasing (Newlove-Delgado et al., 2023), putting pressure on Child and Adolescent Mental Health 

Services (CAMHS) (Huang & Ougrin, 2021). This would in turn help shape interventions to target 

these risk factors.  

 

Professional Perspectives on Self-Harm: Addressing Attitudes and Stigma  

Among healthcare professionals, attitudes toward self-harm play a pivotal role in shaping patient 

care and treatment outcomes. Saunders et al. (2012) and Coimbra and Noakes (2021) document 

prevalent negative attitudes and stigmatisation toward individuals who self-harm, highlighting the 

need for comprehensive interventions to address attitudes and promote compassionate care. 

Healthcare professionals must be equipped with the knowledge and skills to provide non-

judgemental, evidence-based care to individuals in crisis, fostering an environment of trust, respect, 

and understanding.  

 

Therefore, the way healthcare professionals view self-harm affects the way they interact with and 

give care to patients, so must be investigated. Moreover, negative attitudes also feed into the 

negative stigma surrounding self-harm, influencing the wellbeing of individuals who self-harm.  

 

In summary, there is an association between media and increased risk of self-harm, suicide risk, and 

mental health difficulties, which are exacerbated by sensationalisation and stigma surrounding self-

harm, suicidal ideation, and mental health difficulties. The research also considers the effect of 

professionals’ views of self-harm on an individual’s care. However, one gap in the literature is 

professionals’ views on the effect of media on self-harm, which is important as a professional’s 
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view will impact the care given to a client who self-harms. Moreover, understanding if media 

influences self-harm may help with interventions for individuals who self-harm.  

 

Rationale for the study 

This is the first study to explore professionals’ views on the effect of media on self-harm. The 

research is clinically relevant as there are increasing numbers of children and adolescents who use 

mental health services due to self-harm (Huang & Ougrin, 2021). The findings of the study could 

help inform the development of interventions tailored to address this. Notably, the perspectives of 

healthcare professionals can have considerable influence over the quality of care given to a child or 

young person (Saunders et al., 2012; Coimbra & Noakes, 2021).  

 

Using a social constructionist lens, this study seeks to add to existing literature by providing newer 

insights into self-harm. Embracing a social constructionist lens, means that the researcher will look 

at self-harm in a different context, where the societal factors and systematic difficulties are 

illuminated, shifting undue focus away from the individual. This is important as many discourses 

surrounding self-harm blame the individual rather than other factors (Dempsey et al., 2023). 

Additionally, Favazza’s (1996) and Crowe’s (1996) hypotheses lend credence to the idea that self-

harm is a form of communication. 

 

Using critical discourse analysis (Mullet, 2018) as the method, this study aimed to explain the 

various discourses surrounding the link between media exposure and self-harm (Potter, 1996). 

Critical discourse analysis will enable the researcher to investigate how notions of self-harm are 

constructed in the media and their effect on individuals. In turn, the research may help inform 

interventions and help professionals build better therapeutic relationships with their clients due to a 

better understanding of the subject.  
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Research Aims 

• To understand professionals’ views of the effect of media on young people’s self-harm.  

• To understand the effect of professionals’ views on their care for clients who self-harm. 

Research Questions  

• What are professional’s views on the effect of media on self-harm? 

• How do these views impact their care? 
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Method 

Design 

This exploratory study of professional’s views on the effect of media on self-harm in young people 

is a qualitative study using semi-structured interviews (See Appendix I for interview schedule). 

Data was analysed using critical discourse analysis (Mullet, 2018).  

 

Participants  

This study aimed to recruit 8-12 participants from CAMHS services across England as literature 

surrounding qualitative research recommended this, so ten interviews were carried out to produce a 

quality data set for analysis (Vasileiou et al., 2018).  

 

Inclusion criteria:  

• Professionals were CAMHS practitioners from any clinical background, involved in 

interventions, to ensure that views from different specialities were considered. CAMHS 

practitioners were the clinicians undertaking the interventions targeting self-harm.   

• The clinicians had worked within CAMHS for 1 year or more to make sure they had 

extensive experience of working with children and adolescents who self-harmed.  

• The clinicians had at least one experience of working with children and adolescents who 

self-harmed within a CAMHS setting.  

Exclusion Criteria:  

• Unable to speak fluent English, as the interview process required lengthy answers with 

good, descriptive detail.  
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Measures 

Semi-structured interview: This was used so the researcher could give the participants a space to tell 

their stories and share views, providing in-depth answers.  

 

Procedure 

Participants were healthcare professionals working in CAMHS services in England who 

volunteered to take part in the study. The researcher approached NHS Trust research departments to 

gain permission for recruitment of staff within the service. The research departments put the 

researcher in touch with a clinician in the CAMHS team who sent an email to their staff containing 

the research poster.  

 

Participants who showed interest contacted the researcher by email. They were provided with an 

overview of the study, inclusion and exclusion criteria, and an information sheet with further 

details. The researcher asked if they would be willing to take part in the study. If they agreed they 

were asked for a convenient date, time, and place for the interview.  

 

If the clinician was still willing to take part in the study (before the interview and at the time of the 

interview), a written consent form was sent to them to read through and sign. All participants 

requested online interviews, which were conducted on Microsoft Teams and recorded with their 

permission. Before each interview started the researcher summarised the details of the study and 

asked if the participants had questions, which were answered. Verbal permission for the interview 

to be recorded was obtained and the researcher checked the written permission had been received. 

The interview was recorded on the researcher’s NHS encrypted laptop and lasted on average an 

hour.  
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After the interview, the researcher ensured the participants had the researcher’s contact details, to 

enable contact if needed. Finally, a debrief sheet was sent to the participants.  It is also important to 

note and acknowledge that the research was carried out post COVID-19 Lockdown, therefore may 

have impacted on the study. 

 

Ethics  

The University of Hull’s Faculty of Health Sciences Research Ethics Committee authorised ethical 

approval for the study (See Appendix E). Approval was also given by the Health Research 

Authority due to NHS staff being recruited (See Appendix F). Data collected from the participants 

were all anonymised. Participants were given an information sheet where they were informed about 

the study and were made aware that after their interview, they had the right to withdraw at any time 

until the interviews were anonymised.  

 

Data analysis procedures 

The data from the interviews were analysed using discourse analysis, more specifically Critical 

Discourse Analysis (CDA). Critical discourse analysis is a method of qualitatively analysing data 

and studying the connection between power, language, and social constructs (Buchholz, 2021). 

CDA aligns effectively with the social constructionist approach of the study, as it was important to 

examine the data through the perspective that an individual’s reality is shaped through discourse 

with both internal reflections and external interactions (Burr & Dick, 2017). In addition, social 

constructionism theorises that people construct meaning in relation to their lives and the 

environments and systems around them, therefore using CDA allowed the researcher to examine 

these constructions of meaning surrounding the effect of media on self-harm (White, 2004).  The 

analysis aimed to understand professionals’ views on the effect of media on self-harm.   
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Once the data was collected, the researcher transcribed all interviews. The analytical process 

adapted Mullet's (2018) seven-step CDA process. The researcher first examined the background of 

the interviewee and analysed how this may affect their view. The researcher then coded the 

interview and identified overarching discourses. They then identified any interactions between the 

interviews and any positionalities the interviewees suggested. Next, the researcher analysed the 

internal relations in the texts by analysing any patterns, words, or linguistic devices depicting social 

context, interviewees’ positionalities, and power relations (Mullet, 2018). Finally, the researcher 

interpreted the major discourses and the internal and external relations (Mullet, 2018). During this 

process, the researcher also noted down their reflections on how their perspectives may have 

influenced the analysis, questions, gaps they found, and any insights (Mullet, 2018). Reflexivity in 

qualitative research is essential as it can help enrich the researcher's understanding of the work and 

can enhance the findings’ credibility (Dodgson, 2019).  
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Results 

The data analysis revealed two dominant discourses emerging from the ten interviews with 

CAMHS clinicians: “Media as a Disruptor” and “The Hidden World of Youth”. The discourses 

cover the effect of media on self-harm among young people and reflect the clinicians’ perceptions 

as well as highlighting how language, including metaphors and constructions, positions young 

people within the context of the influence of media and self-harm. 

 

Media as a Disruptor 

The discourse of media as a disruptor appeared across all ten interviews. This discourse looks at 

how media is seen as a powerful system influencing young people’s behaviours and perceptions, 

relating to self-harm. The analysis revealed several sub-discourses within the main discourse: ‘Ease 

and Facilitation of Access’, ‘Multifaceted Nature of Media’, ‘Inaccuracy of Portrayals’, 

‘Pathologising Behaviours’, and ‘Stereotypes and Stigmatisation’. 

 

Ease of Facilitation of Access  

In this sub-discourse, media is portrayed as a facilitator of dangerous knowledge, with all clinicians 

expressing concern over the unrestricted access young people have to harmful content relating to 

self-harm. For example:  

“….it allows young people access to information that they shouldn't really have. It's not 

monitored. You know, some parents don't feel like they have the control to put boundaries in 

place …and they have access to information. They have forums where they can find out how to self-

harm. They get tips, and chat rooms. So I think it has a real influence on young people.”(Clinician 

2) 

 

The clinician uses lexical choices such as “shouldn’t really have”, “not monitored”, and real 

influence” to indicate the danger of easy access to media. The repetition of the verb “access” 



    
 

 

73 
  

 

highlights how easy it is to access harmful information relating to self-harm, whilst the phrases 

“find out how to self-harm” and “get tips” indicate a direct link between media and the facilitation 

of self-harm behaviours. The use of modal verbs like “should” and “can” implies a prescriptive 

stance on what is appropriate for young people, which positions the media as overstepping 

boundaries regarding easy access to inappropriate material relating to self-harm.  

 

Clinician 5 further reinforces this perception:  

“So I feel like outside influences do impact their relationship with media and how often they 

access things that…might lead to them… self-harm in all might sort of start off that spiral that ends 

in self-harm.” (Clinician 5) 

 

The phrase “outside influences” is a metonym for media, indicating external factors, such as 

friends, beyond parental or clinical control. The clinician’s use of the verb “spiral” metaphorically 

suggests a downward, uncontrollable trajectory that can be initiated by exposure to media. The 

hesitations and pauses (“…””) reflect the clinician's struggle to articulate the complex process of 

media influence and emphasising the deceptive nature of the exposure to media.  

 

Multifaceted Nature of Media  

Clinicians also acknowledged the multifaceted role of media, and recognised its potential for both 

harm and benefit:  

“The the young person who was hiding or holding the medication….found out that if I take 

1000 milligrams of so so…. I'll kill myself. I can die and that's where…the information came from 

so I don't know.  Yeah, that's quite alarming. At the same time, we've got young people on inpatient 

that belongs to a suicide pact… meeting total strangers…on social media and getting ideas about 

self-harming and…hurt themselves  …but at the same time, there's one or two young people who 

meet people online, and they've been advising or please talk to your doctor…ring your phone telling 
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your mom about what is happening, so it's kind of…it's a two-way things….it's it's sometimes 

positive. And I've had examples of being positive at the same time. I've had examples of where it is 

quite negative and alarming.”(Clinician 3) 

 

The clinician above juxtaposes harmful and protective aspects of media. The repetition of “at the 

same time” aims to balance the multifaceted nature of media influence. The clinician’s narrative 

shifts from alarming scenarios (“hiding or holding the medication”, “suicide pact”) to more 

positive interactions (“advising”, “please talk to your doctor”). The lexical choice “alarming” 

contrasts with “positive” implying the ambivalent impact of media.  

 

This is echoed by Clinician 6:  

“And I guess, you know, there's lots of…access…to many different and…at many different 

kind of sites and apps and…I don't even know how…how we keep track of them all, to be honest. 

So…I think…it I'm defensive about it…I think it can be really good when it's used well and it can be 

the devil's playground…a lot of the time. I then also think that there is an element of actually. Is 

there too much?”(Clinician 6) 

 

The use of the metaphor “devil’s playground” describes the potential dangers of media, suggesting 

it is chaotic with a dubious reputation. The phrase “when it’s used well” acknowledges the positive 

potential of media, while the rhetorical question “Is there too much?” implies the overwhelming 

nature of the everchanging and growing landscape of media.  

 

Inaccuracy of Portrayals  

This critical sub-discourse looks at the inaccurate portrayal of self-harm in the media:  

“You know, it's not, it's not some some planned out you know like as you say romanticised 

event it's it's not anything like how it's portrayed in that programme but for the young person you 
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know they think that that's what it's like because that's their only experience of being 

shown….whole thing, so definitely damaging.” (Clinician 5) 

 

The use of negation by the clinician (“not some planned out”, “not anything like”) to show their 

frustration of the romanticised portrayals of self-harm in media. The use of the verb “romanticised” 

is somewhat loaded, suggesting the deception of self-harm can be unrealistic and idealised and can 

mislead young people. The repetition of the adverb “not” emphasises the clinician's view that 

media portrayals and the reality of self-harm are two very different and contrasting aspects.  

 

“Negative…Yeah, there's still…Yeah, it's interesting….there's this real idea, or I guess the 

perception that somebody might have when they when something like that is….put out there in the 

way that it is with a bias that that young person is damaged. Broken. There's something you know, 

must be something, really….difficult that they're going, you know. And I'm not saying there isn't, but 

I guess the the kind of portrayal of that is always really, you know, really negative.” (Clinician 7) 

 

The clinician's use of fragmented sentences and hesitations reflects the complexity and sensitivity of 

discussing media portrayals for clinicians. The use of the verb “damaged” and the adjective 

“broken” are metaphorical and imply the media can portray young people who self-harm in a 

stigmatising light. The repetition of the phrase “really negative” underpins the clinician’s concern 

about the detrimental impact of inaccurate portrayals of self-harm in the media.  

 

Pathologising Behaviours  

This sub-discourse also criticises media and how it can unnecessarily pathologise common 

behaviours in young people.  

“I feel….that there are more influencers getting involved with regards to mental health, 

which therefore means that mental health seems to be a very hot topic …and it makes people who 
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may be struggling…but it's a struggle that is in keeping with the situation, so it's a normal 

emotional feeling, start questioning whether whether they're suffering from mental health 

problems.” (Clinician 2) 

 

The use of the phrase “hot topic” suggests mental health difficulties are being sensationalised and 

unnecessarily pathologised in the media. The contrast between the phrases “mental health 

problems” and “normal emotional feeling” suggests that the media can blur the lines between 

young people’s typical behaviours and mental health difficulties which may lead to needless self-

diagnosis.  

 

This is also reinforced by Clinician 9:  

“And I suppose, yeah, trying to sort of….get parents to be open to the idea that emotional 

instability in adolescence is really quite normal….but yeah, but because somebody had said it on 

the telly, that was, yeah, the kind of the battle that we had that month.” (Clinician 9) 

 

The term “emotional instability” is used as a nominalisation that abstracts and generalises the 

concept, while “quite normal” sets out to normalise young people’s behaviours. The clinician’s 

reference to “somebody had said it on the telly” implies the authoritative power of the voices of the 

media, which can override clinical advice and complicate therapeutic efforts.  

 

Stereotypes and Stigmatisation  

Finally, this sub-discourse surveys how the media can reinforce negative stereotypes and stigmatise 

young people who self-harm: 

“And with the news as well, I mean it's always negative, right? I always find the influence 

that it has is that it makes young people think that….services don't know what they're doing. You 

know, there's always young people that are ending their lives, and services weren't there, or it was 
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an inpatient unit that let them go home to too soon. And then things went wrong. So I think the news 

gives young people a bad a negative impression of services.” (Clinician 2) 

 

The clinician uses generalisations (“always negative”) and absolutes (“always”, “don’t know what 

they’re doing”) to highlight the consistent negative bias in media regarding young people who self-

harm. The narrative in the media of “young people ending their lives” and “things went wrong” 

constructs a narrative around mental health services failing which can promote distrust and 

discourage help-seeking in young people who self-harm.  

 

“But then also you do get the…the services are rubbish and stretched and waiting lists and 

all that good stuff, so it's a tricky one”(Clinician 8)” 

 

The use of informal and colloquial language (“rubbish”, “all that good stuff”) minimise serious 

difficulties in mental health services like long waiting lists, reflecting a casual dismissal that may 

influence young people’s perceptions of services and in turn may negatively impact on seeking help 

for mental health difficulties that young people may experience.  

 

Hidden World of Youth  

This second main discourse focuses on how young people often hide the impact of media on their 

difficulties from parents, carers, and professionals. It also reveals the clinicians’ suggestions for 

strategies to address media influence and highlights the need for improvements in the approach to 

caring for young people who self-harm. Three sub-discourses were developed: ‘Asking About 

Media in Assessments’, ‘Risk Assessments’, and ‘Importance of Further Education’.  

 

 

 



    
 

 

78 
  

 

Asking About Media in Assessments  

Clinicians acknowledged the need to integrate discussions about media consumption into initial 

assessments with young people:  

 

“But yeah, I think it's something that often it it will speak about it if they bring it up. I would 

say it wouldn't be something that I would proactively discuss….No, but I feel like it probably should 

have to change. I don't feel like… I probably should be better at that…..I think maybe just asking 

those questions more and just saying to people, because often it's it's offered by them. Really what 

what they want to share about their…media awareness and how much they pay attention to 

things…because of the, so we don't do assessments like that in our team typically. So that because 

of the nature of the way that we work…unless it was an identified problem, I wouldn't naturally 

bring it up unless they did with me.(Clinician 8)” 

 

The clinician’s hesitation and self-reflection (“I would say it wouldn’t be something”, “I probably 

should be”) indicate an awareness of the gap in current practice and a recognition of the need for 

improvements and change to improve the care for young people who self-harm. The phrase 

“proactively discuss” indicates that this approach is different from the previous reactive approach, 

suggesting a shift towards a more deliberate inclusion of questions related to media consumption in 

assessments with young people.   

 

Risk Assessments  

This discourse on risk assessments reveals concerns about the length and rigidity, which can hinder 

rapport, therapeutic relationship building, and engagement with young people.  

 

It is easy to have a questionnaire about risk… And you, you you can ask those questions… 

reading it from a clipboard or you can engage in a conversation… and know the know the bits that 
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you need to hit to write a really good risk assessment, but without it feeling like the young person's 

just being interrogated (Clinician 1) 

 

The clinician contrasts the impersonal nature of a “questionnaire” with the relational approach of a 

“conversation”. The repetition of “you” and the juxtaposition of “clipboard” versus 

“conversation” highlight the clinician’s preference for a more interactive and less intimidating 

method of assessment.  

 

“A risk assessment which at the moment in our services are very, very lengthy document. So 

I think it's almost gone back to that filling a full session on risk and I don't think that's necessarily 

been useful….I would say….yeah, I almost wish that in this setting it we where we steer away from 

focusing solely on risk, but ensuring that the young person feels that their individual needs are still 

being met despite the risk, if that makes sense.” (Clinician 4) 

 

The clinician’s use of the phrase “very, very lengthy” and “filling a full session” implies how 

burdensome the current risk assessments can be for clinicians. The clinician's wish for a shift away 

from “focusing solely on risk” suggests a need for a more balanced risk assessment approach that 

can address both the risk and the young person’s individual needs.  

 

“Yeah, and and it can. It can also, I guess, reinforce dynamics of infantilization and 

victimisation, and it can prevent clinicians from….seeing and sharing and celebrating the strengths 

that the child has and the you know the rest of their internal world, which might be rich and 

fulfilling and….you know, we can miss that and we can reinforce…the problem itself, inadvertently 

through through that sense of threat that we have and…yeah, I guess the proverbial kind of tail that 

wags the dog rather than the dog that wags the tail….kind of….that can be what happens, can't it 

with these processes, that should be just the tip of the iceberg of what we're doing and should be 
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there to serve what we're doing, but instead can become…the beginning and the end and the the 

middle of it all. Yeah, it's a risk”.(Clinician 10) 

 

The clinician elaborates on the negative dynamics that can arise from a rigid focus on risk. They use 

complex metaphors (“tail that wags the dog”) and idiomatic expressions (“tip of the iceberg”) to 

illustrate the unintended consequences of a risk-focused approach. The phrase “reinforce dynamics 

of infantilisation and victimisation” critiques how risk-focused assessments can make the young 

person feel like a child and diminish the power and strengths of young people. This in turn can 

affect the rapport building, therapeutic relationship, and the care of the young person.  

 

Importance of Further Education  

Clinicians highlighted the need for ongoing education and training so they can understand and 

explore the impact of media on self-harm in young people.  

 

“I think it is definitely shown me how little I know about this area. And I think as you quite 

rightly said…having an understanding of what it is that you know of the world, the online worlds 

that young people are inhabiting…and the exposure, you know what it what they are exposed to is 

so crucial for actually being able to engage with them and for them to feel understood 

and…potentially disclose what's going on so that it's been really helpful on that on that front. And 

it's made. It made me want to go and do my own research. Really. And, you know, I don't know 

where that would begin because I'm sure it would lead to all of the things we've talked about that 

rabbit holes that. Yeah, but I think I think you're right. Some training around this….sounds very 

appropriate, yeah” (Clinician 10) 

 

The clinician admitted their limited knowledge “show me how little I know” conveying a sense of 

humility and openness to earning. The use of the phrase “having an understanding” by the clinician 
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emphasises the importance of gaining insights into the media consumption of young people and the 

effect it can have on self-harm. This suggests a desire for understanding and empathy from the 

clinician. Moreover, the repetition of the word “exposure” highlights the clinician’s recognition 

that the media can have a large impact and influence in shaping young people’s perspectives and 

experiences. It also emphasises the prevalence and impact of media exposure and the consumption 

of media.  

 

Furthermore, the pause (“…potentially disclose what’s going on”) draws attention to young people 

potentially disclosing their experiences when they feel like they are in a safe space and understood, 

which is important to the care of young people who self-harm. This rhetorical device emphasises 

the importance of building rapport, fostering trust, and a supportive therapeutic relationship in 

clinical practice.  

 

Finally, the clinician’s mention of “rabbit holes” evokes a sense of the overwhelming and 

extensive nature of the effect of media on self-harm. This implies that more conversations and 

research into the effect of media on self-harm may lead to more knowledge about the effects on 

young people. The metaphorical language also indicates the complexity and depth of the effect of 

media on self-harm in young people.  
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Discussion 

Healthcare professional’s views on the impact of media on self-harm among young people are 

complicated and diverse, as revealed through the Critical Discourse Analysis of ten interviews 

conducted with CAMHS clinicians. The findings shed light on two prominent discourses: “Media 

as a Disruptor” and “The Hidden World of Youth” and encapsulate various sub-discourses that 

indicate the complex relationship between media consumption and self-harming behaviours in 

young people.  

 

Overview of Findings. 

The discourse on “Media as a Disruptor” highlights the prevalent influence of media on young 

people’s perceptions and behaviours related to self-harm. Clinicians expressed concerns about the 

ease of access to harmful content facilitated by media platforms, including forums and chat rooms 

where self-harming techniques can be openly discussed. This finding resonates with previous 

literature such as Patalay and Fitzsimmons (2020) and McManus et al. (2016) who found the 

widespread prevalence of media platforms, as sources of information and encouragement for self-

harm behaviours among young people.  

 

Furthermore, clinicians recognised the complicated nature of media, acknowledging its potential to 

both exacerbate and mitigate self-harm behaviours in young people. While media often 

sensationalises or glamorises self-harm, documentaries, and educational content have the potential 

to raise awareness and connect individuals with support services (Gandhi et al., 2018; Diggins et al., 

2017). This polarity implies the importance of critically evaluating representations of self-harm in 

media and promoting responsible media consumption among young people.  

 

Moreover, the findings of this study align with various theoretical frameworks mentioned 

previously, offering lenses through which we can interpret and understand the findings of this study. 
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The concept of social constructionism (Burr, 2015; Burr & Dick, 2017) highlighted the role of 

discourse and social interactions in shaping perceptions and behaviours. In this study, the discourse 

of “Media as a Disruptor” among healthcare professionals reflected how media narratives 

constructed and influenced attitudes toward self-harm in young people. The sub-discourses 

identified, such as “‘Ease and Facilitation of Access’, ‘Multifaceted Nature of Media’, ‘Inaccuracy 

of Portrayals’, ‘Pathologising Behaviours’, and ‘Stereotypes and Stigmatisation’, aligned with this 

perspective by demonstrating how media discourse can contribute to the normalisation and 

glamorisation of self-harm, influencing young people and their caregivers.  

 

In addition, the second discourse, “The Hidden World of Youth” emphasises systemic challenges 

within clinical practice. Previous research such as Saunders et al. (2012) and Coimbra and Noakes 

(2021) found negative attitudes and stigma among healthcare professionals towards people who 

self-harm and highlighted the need to address these attitudes. Through the discourse of “The Hidden 

World of Youth”, sub-discourses were developed: ‘Asking About Media in Assessments, ‘Risk 

Assessments’ and ‘Importance of Further Education’. These sub-discourses underlined the need for 

change within clinical settings to improve care for young people who self-harm which is in line 

with previous research.  

 

Additionally, Suyemoto’s (1998) ecological model, theorised that sociocultural factors influence 

self-harm, including the impact of cultural norms and media representation on individual 

behaviours. This study also corroborates this perspective, particularly in the sub-discourse of 

“Stereotypes and Stigmatisation”. Healthcare professionals’ concerns about negative media 

portrayals perpetuating stigma and hindering help-seeking behaviours among young people resonate 

with Suyemoto’s (1998) model, highlighting the role of media in shaping societal attitudes towards 

self-harm in young people.  
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Additionally, Favazza (1996) and Crowe (1996) explored self-harm within the context of skin being 

a discursive site. It helps us understand how media influences intersect with the complex nature of 

self-harm behaviours among young people, as revealed in the study. For example, the sub-discourse 

of “Inaccuracy of Portrayals” resonates with the framework, illustrating to us how media 

representations often sensationalise or romanticise self-harm for young people, distorting the true 

emotional experiences underlying these behaviours. The study’s findings suggest that such 

misrepresentation may contribute to the normalisation of self-harm and the perpetuation of harmful 

stereotypes.  

 

Limitations of the study  

Whilst the study provides important insights into healthcare professionals’ perspectives on the 

influence of media on self-harm in young people, limitations should be considered. The study relied 

on self-report data obtained through semi-structured interviews with CAMHS clinicians. While 

efforts were made to make sure of the confidentiality and anonymity of clinicians, social 

desirability bias may have influenced their responses. Clinicians may have provided socially 

acceptable or expected responses due to feelings of inclination, leading to an underestimation or 

overestimation of attitudes or experiences related to the effect of media on young people who self-

harm.  

 

Another limitation was that the study focused only on the perspectives of clinicians, neglecting the 

voices and experiences of young people themselves and their parents or carers. Including their 

perspectives about the effect of media consumption on self-harm would provide a more 

comprehensive understanding of the phenomenon. Future research should seek to incorporate the 

perspectives of young people and their parents or carers who have been directly affected by self-

harm and the influence of media consumption. This would help inform clinicians of interventions 

regarding the influence of media on self-harm in young people in the future.  
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Furthermore, despite the researcher trying to recruit clinicians from multiple parts of the UK, they 

only recruited one clinician from the South of England, the rest of the nine clinicians were recruited 

from the North of England. Cultural, social, and institutional factors may influence clinicians’ views 

therefore a more diverse set of clinicians may have been better to help explore this.  

 

Finally, the cross-sectional design of the study limits the ability to draw causal inferences about the 

relationship between media exposure and self-harm behaviours. Longitudinal studies tracking 

changes in media consumption patterns and self-harm behaviours over time would provide more 

robust evidence of any causal relationships. 

 

Clinical Implications  

This study's multiple clinical implications imply the need for a few different changes. By 

recognising and addressing the influence of media, care practices and support for young people who 

self-harm can be enhanced. Firstly, the findings emphasise the importance of incorporating 

discussions about media consumption into clinical assessments and interventions. Clinicians should 

proactively inquire about young people’s media consumption, paying particular attention to the 

types of content they are exposed to and how it may influence their self-harm behaviours. 

Integration of these questions can help clinicians gain valuable insights into potential triggers and 

risk factors for self-harm, allowing for more targeted and holistic care plans.  

 

Moreover, the study also highlights that clinicians feel that risk assessments interfere with 

understanding the young person better, by impacting rapport building and obstructing the 

therapeutic relationship, influencing care. They feel as if risk assessments should not be lengthy and 

should not feel like a checklist for both the clinician and the young person. A recommendation is 

that risk assessments enable clinicians to have more of a conversation with the young person to find 
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out more information about their risky behaviours which can also help improve the rapport building 

and therapeutic relationship.  

 

Importantly, even though the NICE guidelines (2022) provide an extensive framework for working 

with individuals who self-harm, it includes limited guidance regarding the impact and role of media 

on self-harm. While acknowledging the significance of social media and internet use in children and 

young people who self-harm, the guidelines do not provide recommendations for interventions, 

safety planning, harm minimisation, and clinician training regarding media consumption.  

 

Following this study's findings, it is recommended that guidance be updated to incorporate media-

specific strategies for interventions and safety planning such as personalised media safety plans, 

safe spaces, and resources for young people experiencing difficulties with self-harm. In addition, 

harm minimisation strategies should include psychoeducation on media consumption risks and 

having healthcare providers collaborate with media platforms to produce safe and regulated 

platforms for young people. Media platforms should ensure that harmful and unhelpful material 

regarding self-harm is removed and that more resources supporting young people in distress are 

more readily accessible.  

 

The guidance should also include recommendations regarding training for clinicians. Training 

programs should be routinely updated to include the impact of media on self-harm in young people. 

The training should cover trends in media consumption, social media challenges, the potential risks, 

and communication strategies for exploring media consumption and its impacts, with young people. 

It should also cover intervention strategies targeting the impact of media consumption on self-harm 

such as psychoeducation on critically assessing media content and guiding young people to make 

safer choices with media consumption.  
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This research and previous literature underscore the urgent need to update the NICE guidelines 

(2022) to reflect the impact of media on young people. Inquests into cases such as Molly Russell’s 

have revealed the extent of the effects of media exposure and consumption of self-harm-related 

content, which no one in her surroundings seemed to be aware of. This was also the first case where 

media was considered a significant contributing factor (BBC, 2022). Including questions about 

media consumption in assessments by clinicians is necessary and may help engagement with young 

people and their ‘Hidden Worlds’ more, improving care and practice.  

 

Additionally, the findings imply the importance of collaborative working between clinicians, the 

media, educators, and policymakers to develop and implement strategies for promoting responsible 

media representations. Advocation is needed for media literacy programs in schools, developing 

guidelines for media platforms to be more responsible with content, especially in relation to self-

harm, and more regulation of online platforms to ensure young people’s safety and wellbeing.  

 

Furthermore, clinicians play an important role in challenging stigma and misconceptions 

surrounding self-harm perpetuated by media platforms. By engaging in curious, open, non-

judgemental conversations with young people and parents or carers about media influences, 

clinicians can help by providing accurate information and empowering young people and their 

parents or carers to critically evaluate messages about self-harm in the media.  

 

Finally, the present study highlights the need for ongoing education and training initiatives for 

clinicians to stay informed of the ever-changing media landscape and its impact on young people, 

their mental health, and more specifically self-harm. Training should aim to equip clinicians with 

up-to-date knowledge of the current media landscapes, skills to critically evaluate media content, 

and how to provide evidence-based guidance to young people and their families on safe media 

consumption practices.  



    
 

 

88 
  

 

Conclusion  

In conclusion, this study explored healthcare professionals' views on the effect of media on self-

harm in young people. The study found two main discourses “Media as a Disruptor” and “The 

Hidden World of Youths”. Clinicians viewed media as an entity with a multifaceted nature, 

however, the influence of media was found to be mostly negative on young people who self-harm. 

They also talked about the negative impact of inaccurate media portrayals, stereotypes, and stigma 

surrounding self-harm and the influence this has on young people. Clinical implications include the 

importance of asking about media in assessments with young people and the need for training and 

education around the impact of media on self-harm in young people for clinicians, as well as 

changes to policies, guidelines, and procedures, to improve young people’s care overall.  
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Part Three: Appendices 

Appendix A: Reflective statement 

Reflection is a process that I have gone through a lot throughout my three years on the Clinical 

Psychology Doctorate. I have done so much reflection, that at times I have felt ‘reflected out’. 

However, I know how important this technique/strategy is and how helpful it is for my journey into 

clinical psychology. I also understand how privileged I am to be able to have all these opportunities 

to reflect and I am grateful for this. I will definitely be using reflections in my practice going 

forward as well as trying to give time for reflective practice for other healthcare professions. This 

statement will hopefully offer an insight into my three-year research journey.  

 

Journey Into Research  

I am a British South Asian woman who is also a first-generation immigrant from Sri Lanka. I 

moved to the UK when I was two years old and have lived here ever since. During my time on the 

doctorate, I often felt like I was an imposter and that my good luck would finally run out with 

myself being kicked off the course (Wang & Li., 2023). To keep myself going I have constantly had 

to reflect on a few things. I have had to remind myself of where my roots are and how far I have 

come. I have also had to remind myself of the sacrifices my parents made to help me get to the 

place I am currently at, which I am eternally grateful for. This journey has been scary for me as 

during school I was told that I was not good enough for university by two of my teachers, so my 

confidence in my academic ability has not been great. However, this journey has helped me get my 

confidence back and disprove my thoughts. It has given me hope and a feeling of pride about how 

far I have come.  
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Empirical Paper  

I remember trying to choose my supervisor and topic in my fourth year. It was so nerve-wracking; 

there were so many choices and so many decisions to make, which I am not the best at. I remember 

how overwhelming it was writing my first research proposal and the pang of disappointment when I 

was not able to get my first choice.  

 

I recall thinking to myself whether it was my fault I did not get my first choice and a feeling of not 

being good enough started to linger. I then got notice of who my supervisor would be, and it was 

Paul. I was nervous at first meeting him and telling him about my many big ideas. Paul was able to 

reassure me, and he was very helpful in bringing me back down to earth when I needed it. 

 

I started with wanting to do research into mental health stigma in the South Asian Community. This 

was a topic that hit close to home due to my cultural background as well as my own experiences of 

having mental health difficulties. However, upon further thought and many discussions, it was 

decided that this would not be feasible as a sole researcher due to the vast work that would be 

needed to do this topic justice. 

 

I then brought up my second topic which was about how young people viewed media and its effects 

on self-harm. This was an important topic to me as growing up I definitely felt the effects of media 

on my mental health, and it was something that I had always been interested in due to my own 

experiences. I recall talking this through with Paul and getting excited that this would be my topic. 

Unfortunately, looking at young people’s experiences would not be feasible. Upon many reflections 

between me and Paul, we thought that it would not be ethical for me to interview young people 

about their experiences as it was a sensitive topic and could potentially trigger young people. It was 

also hard to pinpoint whether I would interview young people who were currently in services or 

young people who had already been in services. We discussed the ethical implications of this and 
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the negative impact this could have had on young people and found the negatives outweighed the 

positives, so we decided not to aim for young people as participants.  

 

So, what could I do? I was very passionate about the effect of media on self-harm in young people 

and really wanted to do it justice. Who would be the next best participant group that would be able 

to reflect on this? We decided that it would be CAMHS clinicians. CAMHS clinicians work daily 

with young people who self-harm, and it is especially salient with self-harm rates rising in the UK 

(Diggins et al., 2024). They would definitely be able to reflect on experiences to answer the 

research question, with their valuable knowledge. It was settled, that my empirical paper would be 

on Healthcare Professionals’ Views on the Effect of Media on Self-Harm.  

 

We then moved on to the design of the study, where I had to think about what would do healthcare 

professionals views justice. I decided on semi-structured interviews to enable the clinicians to have 

a space to tell me about their experiences and perceptions on the topic (DeJonckheere & Vaughn, 

2019). Paul then set me the task of figuring out which method I was going to use for analysis. This 

was such a long process. I had no clue about what I was doing and the vast number of methods 

available made it feel so overwhelming. I remember looking through all the different methods and 

Critical Discourse Analysis was one that stuck in my mind. The importance it puts on power and 

societal influences made me think about the power of media and its influences (Fairclough., 2013). I 

thought this would be amazing for my research. I then made my choice; I would be using Critical 

Discourse Analysis.  

 

Then before my fourth research proposal was due, my whole world fell apart. In October 2022, my 

family friend Dinal, who was like a brother to me and who was someone I had grown up with, died 

by suicide at age 16. I remember getting a call from my younger brother, Dinel, who I could not 

understand as he was unintelligible. Through his tears, he told me that Dinal had died. I was in so 
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much shock and pain. Dinal, his family, my family, and a few other family friends had just come 

back from a lovely holiday away on the Tuesday night. Dinal died by suicide in the early hours of 

Thursday morning of the very same week. I was frozen. Dinal was someone I had known since the 

day he was born, and I couldn’t believe or understand that he was gone. I had just seen him in 

August, and I remember having a laugh and a good time with him. Guilt racked over me, and I 

started thinking ‘Should I have seen this coming? /I should’ve known, ‘Should I have done 

something/ I should have done something?’. Here I was working in the NHS as a Trainee 

Psychologist, helping other people with their mental health difficulties but I couldn’t help my own. 

I felt like a fraud. I was heartbroken and kept searching for answers which in hindsight I shouldn’t 

have as I know don’t always come.  

 

Everyone also kept looking at me for answers and I couldn’t give them any. Why would Dinal do 

this? He was so talented and had his whole future ahead of him. He was such a lovely, kind, and 

sweet soul, why would he do this? This shook our whole community, especially the Sri Lankan 

community. There was still a stigma around mental health in our community, no one liked to talk 

about it. The silence was deafening. People could not understand why he would do this, in their 

eyes he had the perfect life, and he couldn’t possibly have any problems. What mental health 

difficulties they said, he’s 16. No one understood and this frustrated me. I knew I needed to start 

opening people’s eyes. Through many, many conversations, even with my parents, I have noticed a 

shift in my family's thoughts surrounding mental health difficulties. We later found out that Dinal 

took his life as he was being blackmailed over Snapchat for money. The anger I felt was enormous. 

What kind of evil person would do this to a child? The anger I felt then and the anger I feel now 

have helped keep my passion for my research and it has shown even further how important this 

topic is and how something really needs to be done to safeguard our children and young people.  
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Using my feedback from my research proposals I finalised the study with Paul. During the summer 

of 2023, I then got the news that Paul was leaving his post at the university, and I would have a new 

research supervisor. It was all feeling so uncertain. But I kept in mind what Paul had continuously 

told me ‘Back yourself, Tharushi’. Using this I continued my work and used what was left of Paul’s 

time to get his feedback on my research.  

 

I was then told that Annette would be my supervisor going forward. From the get-go, she made sure 

I was on track and the transition went well. Annette knew what I needed, which included a firm 

approach, otherwise I would procrastinate and not make progress. Annette’s words of wisdom and 

valuable knowledge have got me through. Through many emails and meetings, we started the next 

steps in my research journey.  

 

Next came Ethics. I had heard horror stories about the ethics process, especially NHS ethics, and 

the amount of time and effort it took to get approval. It was true, it did take a lot of time and effort, 

but it was not as bad as I thought it was. Yes, there was a lot of going back and forth with 

corrections, however, once they were done approval was quick.  

 

I then moved on to my recruitment. I had definitely underestimated the time and work it would take 

for this. I would definitely recommend getting in touch with NHS research departments before you 

send off your IRAS application, as the process of finding a collaborator in the trust and looking at 

feasibility takes time. I sent many emails to many trusts in the hope of someone saying yes. Some 

trusts I still have not got a reply from! I managed to recruit from trusts mainly in the North of 

England and one in the South of England.  

 

Once the email about my study went out, I got so many emails from eager clinicians wanting to take 

it back. I was so grateful for the response I received as I was not expecting that many clinicians to 



    
 

 

101 
  

 

get back to me so quickly. This was reassuring for me and showed me that clinicians were eager to 

share their views and experiences on the topic. I recruited 10 clinicians from CAMHS services in 

England.  

 

Before I started the interviews, I felt nervous as I was going to be asking experienced clinicians 

questions. Who was I to ask questions? I was just a trainee! However, all the clinicians were lovely 

and very much wanted to talk about their experiences and views, which gave me so many valuable 

insights. I knew then that I was doing something important, especially with all the clinicians saying 

how media is very much a prevalent factor they see that affects young people who self-harm.   

 

Afterwards, it was time to transcribe and analyse all the data. Ten, one hour- one hour and a half 

interviews. I was dreading it. It took me such a long time to transcribe and I thought at some points 

I would never finish. But I did finish. I definitely overlooked the importance of transcribing as it 

gave me a very good insight into my data. I then moved on to my analysis process using CDA. This 

was one of the hardest parts of my journey. I definitely did not take into account how much extra 

work CDA would take, especially the analysis of the language. Taking themes into supervision was 

helpful, as the feedback I received enabled me to see things in a different type. During this process, 

Jo Bell also joined my research supervision. Her insights have been so valuable, especially as she is 

a researcher in this field. Her thoughts and advice have helped shape my research.  

 

Systematic Literature Review  

I started thinking about my SLR with Paul just before he left. I knew the topic had to be connected 

to my empirical paper, so I looked into the rising rates of self-harm and how important it was to 

look at this (McManus et al., 2019).  I started with self-harm in South Asian communities, and 

during my research into this topic, I found that there was not enough data to do this topic justice.  
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Therefore, I decided to expand my remit a bit further. I remember forgetting about this part of my 

research for a while. I was then prompted by Annette to start refining my SLR topic and start the 

process. I reflected on my experiences of difficulties with my mental health and used this to think 

about what an important piece of research would be.  

 

I started to think about the interactions I had had with mental health professionals and how this had 

shaped my views and perceptions (Coimbra & Noakes., 2021). I then looked into healthcare 

professionals’ views of self-harm, which is a subject I had already started researching for my 

empirical paper. Through my further research, I found that a lot of the literature involved doctors, 

nurses, and their perceptions of self-harm. No current reviews were looking at doctors' and nurses' 

perceptions of self-harm in the UK. As the research also showed us that clinicians’ views impact on 

care, I thought it would be best to bring together research regarding doctors' and nurses’ views on 

self-harm in the UK (Mitten et al., 2016). Further rationale for this was also doctors’ and nurses’ 

tending to be the first port of call for individuals who self-harm, and that their views would impact 

the individual's care and in turn their help-seeking behaviours (Anderson et al., 2003)  

 

The End is in Sight 

As I write this I am nearly at the end of my journey on the doctorate. And wow, what a journey it 

has been. I have learnt so much and experienced so much that I am grateful for. My research has 

given me so many valuable insights from clinicians that I will definitely be taking forward and 

integrating into my practice. Here’s to breaking barriers and making sure people from minority 

groups get their chances, whether it be becoming a Clinical Psychologist or being able to access 

mental health services for help. And to younger Tharushi, you have made it! 
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Appendix B: Epistemological statement 

Willig (2019) looks at epistemology as the “nature of knowledge” and defines it as the beliefs and 

processes surrounding knowledge and how knowledge is gained. On the other hand, Ontology is 

defined as the “theory of being” and is an interpretation of the connotations around existence 

(Willig., 2019). The researcher needs to know and be aware of their epistemological and ontological 

positions. It can help aid the researcher to reflect upon their work and understand the impacts of 

their own lenses they bring to their research (Bracken, 2010). This epistemological statement will 

present the researcher's epistemological position regarding their portfolio thesis.  

 

The researcher’s ontological position is relativism, and their epistemological stance is social 

constructionist which informed and guided their research. Relativism takes the position that there 

are no right standards of reality and that it differs between different cultures and different time 

periods Baghramian (2001). Moreover, the social constructionist epistemology takes the stance that 

an individual’s reality is created through that individual’s experiences with themselves and their 

relationships and interactions with others (Burr, 2015). This stance aligns with the researcher's own 

views and also brings a valuable lens to look at professional’s views on the effect of media on self-

harm. The researcher also acknowledges that they will bring their own perspectives into this 

research which may affect the analysis of data. 

 

As this study was the first to look at healthcare professional’s views on the effect of media on self-

harm in young people, with an emphasis on their perceptions and experiences, it was deemed 

necessary by the researcher to use a qualitative approach for the study. It would also enable the 

researcher to hear about the clinician’s individual experiences in depth. In this case, the qualitative 

method chosen by the researcher for the analysis of the data was Critical Discourse Analysis 

(CDA). The study aimed to explain the various discourses surrounding the link between media 
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exposure and self-harm (Potter, 1996).  CDA therefore enabled the researcher to investigate how 

notions of self-harm are constructed in the media and their effect on individuals.  

 

Moreover, another reason why CDA was chosen to analyse the semi-structured clinician interviews 

was due to the approach focusing on power. The CDA approach likes to analyse the way power 

emerges in the use of language (Jiang, 2023). As the researcher was looking at the influence of 

media on self-harm in young people, where media is positioned as the entity with the power, it was 

important to explore this power in the research. Hence, CDA was chosen. In addition, CDA aligns 

effectively with the social constructionist approach of the study, as it was important to examine the 

data through the perspective that an individual’s reality is shaped through discourse with both 

internal reflections and external interactions.  (Burr & Dick., 2017). Also, social constructionism 

theorises that people construct meaning in relation to their lives and the environments and systems 

around them, therefore using CDA allowed the researcher to examine these constructions of 

meaning surrounding the effect of media on self-harm (White., 2004).   

 

It is also important to know that at the time of the research, the researcher was a Trainee Clinical 

Psychologist working within the National Health Service (NHS), who also had experience working 

with young people who self-harmed and with CAMHS clinicians who worked with young people 

who self-harmed. Due to these experiences, the researcher felt like interviews would help give the 

clinicians a space to reflect and think about their perceptions of the effect of media on self-harm. 

The researcher was very aware of the busy schedules of the clinicians, so they were flexible on the 

dates and times of interviews. Furthermore, due to these busy schedules, the researcher offered all 

clinicians the opportunity for an online interview, knowing from their own experiences that it may 

make things easier for the clinicians. This was further echoed by all ten clinicians interviewed 

choosing online interviews.  

 



    
 

 

107 
  

 

Finally, the researcher also completed a systematic review of doctors’ and nurses’ views on the 

effect of media on self-harm in the UK, through a narrative synthesis. Nine of the studies that were 

included in the review used qualitative methodology, whilst one used mixed methods but only the 

qualitative data was included from this study. The social constructionist epistemology, therefore, 

aligns with the choice of narrative synthesis and the research question, as the epistemological 

position looks at an individual’s reality being created through that individual’s experiences with 

themselves and their relationships and interactions with others (Burr, 2015). Doctor’s and nurses’ 

views would be influenced by their personal experiences with people who self-harm, echoing a 

social constructionist stance.  
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Appendix C: Notes or Guideline for authors for the systematic literature review and empirical 

paper  
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8. Post Publication 

9. Editorial Office Contact Details 
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Authors should kindly note that submission implies that the content has not been published or 

submitted for publication elsewhere except as a brief abstract in the proceedings of a scientific 

meeting or symposium. 

New submissions should be made via the Research Exchange submission portal. You may check 

the status of your submission at any time by logging on to submission.wiley.com and clicking the 

“My Submissions” button. For technical help with the submission system, please review 

our FAQs or contact submissionhelp@wiley.com. 

All papers published in the British Journal of Psychology are eligible for Panel A: Psychology, 

Psychiatry and Neuroscience in the Research Excellence Framework (REF). 

Data protection: 

By submitting a manuscript to or reviewing for this publication, your name, email address, and 

affiliation, and other contact details the publication might require, will be used for the regular 
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https://submissionhelp.wiley.com/
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operations of the publication, including, when necessary, sharing with the publisher (Wiley) and 

partners for production and publication. The publication and the publisher recognize the importance 

of protecting the personal information collected from users in the operation of these services, and 

have practices in place to ensure that steps are taken to maintain the security, integrity, and privacy 

of the personal data collected and processed. You can learn more 

at https://authorservices.wiley.com/statements/data-protection-policy.html 

Preprint policy: 

This journal will consider for review articles previously available as preprints. Authors may also 

post the submitted version of a manuscript to a preprint server at any time. Authors are requested to 

update any pre-publication versions with a link to the final published article.  

2. AIMS AND SCOPE 

The British Journal of Psychology publishes original research on all aspects of general psychology 

including cognition; health and clinical psychology; developmental, social and occupational 

psychology. For information on specific requirements, please view Author Guidelines. 

We attract a large number of international submissions each year which make major contributions 

across the range of psychology, particularly where the work has the following characteristics: 

• articles or groups of articles dealing with topics which are of interest to researchers from 

more than one specialism; 

• section of psychology or which address topics or issues at the interface between different 

specialisms or sections of psychology; 

• articles or groups of articles which take different or contrasting methodological or 

theoretical approaches to a single topic; 

• articles or groups of articles dealing with novel areas, theories or methodologies; 

• integrative reviews, particularly where the review offers new analysis (e.g. meta-analysis), 

new theory or new implications for practice; 

• articles or groups of articles dealing with the history of psychology; 

https://authorservices.wiley.com/statements/data-protection-policy.html
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448295/homepage/ForAuthors.html
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• interdisciplinary work, where the contribution from, or to, psychological theory or practice 

is clear. 

It enjoys a wide international readership and features reports of empirical studies, critical reviews of 

the literature and theoretical contributions which aim to further our understanding of psychology. 

The journal additionally publishes a small number of invited articles by people who lead their field 

on a topic that provokes discussion. These articles include a short peer commentary. 

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS 

• All papers should be no more than 8000 words (excluding the abstract, reference list, tables 

and figures). In exceptional cases the Editor retains discretion to publish papers beyond this 

length where the clear and concise expression of the scientific content requires greater 

length (e.g., explanation of a new theory or a substantially new method). Authors must 

contact the Editor prior to submission in such a case. 

• Please refer to the separate guidelines for Registered Reports. 

• All systematic reviews must be pre-registered and an anonymous link to the pre-registration 

must be provided in the main document, so that it is available to reviewers. Systematic 

reviews without pre-registration details will be returned to the authors at submission. 

4. PREPARING THE SUBMISSION 

Free Format Submission 

British Journal of Psychology now offers free format submission for a simplified and streamlined 

submission process. 

Before you submit, you will need: 

• Your manuscript: this can be a single file including text, figures, and tables, or separate files 

– whichever you prefer (if you do submit separate files, we encourage you to also include 

your figures within the main document to make it easier for editors and reviewers to read 

your manuscript, but this is not compulsory). All required sections should be contained in 

your manuscript, including abstract, introduction, methods, results, and conclusions. Figures 

https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448295/homepage/registeredreportsguidelines.htm


    
 

 

112 
  

 

and tables should have legends. References may be submitted in any style or format, as long 

as it is consistent throughout the manuscript. If the manuscript, figures or tables are difficult 

for you to read, they will also be difficult for the editors and reviewers. If your manuscript is 

difficult to read, the editorial office may send it back to you for revision. 

• The title page of the manuscript, including a data availability statement and your co-author 

details with affiliations. (Why is this important? We need to keep all co-authors informed of 

the outcome of the peer review process.) You may like to use this template for your title 

page. 

Important: the journal operates a double-anonymous peer review policy. Please anonymise 

your manuscript and prepare a separate title page containing author details. (Why is this 

important? We need to uphold rigorous ethical standards for the research we consider for 

publication.) 

• An ORCID ID, freely available at https://orcid.org. (Why is this important? Your article, if 

accepted and published, will be attached to your ORCID profile. Institutions and funders 

are increasingly requiring authors to have ORCID IDs 

 To submit, login at https://wiley.atyponrex.com/journal/BJOP and create a new submission. Follow 

the submission steps as required and submit the manuscript. 

If you are invited to revise your manuscript after peer review, the journal will also request the 

revised manuscript to be formatted according to journal requirements as described below. 

Revised Manuscript Submission 

Contributions must be typed in double spacing. All sheets must be numbered. 

Cover letters are not mandatory; however, they may be supplied at the author’s discretion. They 

should be pasted into the ‘Comments’ box in Editorial Manager. 

Parts of the Manuscript 

The manuscript should be submitted in separate files: title page; main text file; figures/tables; 

supporting information. 

https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/2044835X/Sample_Manuscript_Title_Page%20-%20revised-1556026160210.docx
https://orcid.org/
https://wiley.atyponrex.com/journal/BJOP
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Title Page 

You may like to use this template for your title page. The title page should contain: 

• A short informative title containing the major key words. The title should not contain 

abbreviations (see Wiley's best practice SEO tips); 

• A short running title of less than 40 characters; 

• The full names of the authors; 

• The author's institutional affiliations where the work was conducted, with a footnote for the 

author’s present address if different from where the work was conducted; 

• Abstract; 

• Keywords; 

• Data availability statement (see Data Sharing and Data Accessibility Policy); 

• Acknowledgments. 

Author Contributions  

For all articles, the journal mandates the CRediT (Contribution Roles Taxonomy)—more 

information is available on our Author Services site. 

Abstract 

Please provide an abstract of between 100 and 200 words, giving a concise statement of the 

intention, results or conclusions of the article. The abstract should not include any sub-headings. 

Keywords 

Please provide appropriate keywords. 

Acknowledgments 

Contributions from anyone who does not meet the criteria for authorship should be listed, with 

permission from the contributor, in an Acknowledgments section. Financial and material support 

should also be mentioned. Thanks to anonymous reviewers are not appropriate. 

Main Text File 

https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/20448295/Sample_Manuscript_Title_Page%20-%20revised-1556027917130.docx
http://www.wileyauthors.com/seo
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448295/homepage/forauthors.html#data_share
https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/credit.html
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As papers are double-anonymous peer reviewed, the main text file should not include any 

information that might identify the authors. 

Manuscripts can be uploaded either as a single document (containing the main text, tables and 

figures), or with figures and tables provided as separate files. Should your manuscript reach revision 

stage, figures and tables must be provided as separate files. The main manuscript file can be 

submitted in Microsoft Word (.doc or .docx) or LaTex (.tex) format. 

 

If submitting your manuscript file in LaTex format via Research Exchange, select the file 

designation “Main Document – LaTeX .tex File” on upload. When submitting a LaTex Main 

Document, you must also provide a PDF version of the manuscript for Peer Review. Please upload 

this file as “Main Document - LaTeX PDF.” All supporting files that are referred to in the LaTex 

Main Document should be uploaded as a “LaTeX Supplementary File.”   

LaTex Guidelines for Post-Acceptance:  

Please check that you have supplied the following files for typesetting post-acceptance:   

• PDF of the finalized source manuscript files compiled without any errors.  

• The LaTeX source code files (text, figure captions, and tables, preferably in a single file), 

BibTex files (if used), any associated packages/files along with all other files needed for 

compiling without any errors. This is particularly important if authors have used any LaTeX 

style or class files, bibliography files (.bbl, .bst. .blg) or packages apart from those used in 

the NJD LaTex Template class file.   

• Electronic graphics files for the illustrations in Encapsulated PostScript (EPS), PDF or TIFF 

format. Authors are requested not to create figures using LaTeX codes.  

  

Your main document file should include:  

• A short informative title containing the major key words. The title should not contain 

abbreviations; 
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• Abstract without any subheadings; 

• Up to seven keywords; 

• Main body: formatted as introduction, materials & methods, results, discussion, conclusion; 

• References; 

• Tables (each table complete with title and footnotes); 

• Figure legends: Legends should be supplied as a complete list in the text. Figures should be 

uploaded as separate files (see below) 

• Statement of Contribution.  

  

Supporting information should be supplied as separate files. Tables and figures can be included at 

the end of the main document or attached as separate files but they must be mentioned in the text. 

• As papers are double-anonymous peer reviewed, the main text file should not include any 

information that might identify the authors. Please do not mention the authors’ names or 

affiliations and always refer to any previous work in the third person. 

• The journal uses British/US spelling; however, authors may submit using either option, as 

spelling of accepted papers is converted during the production process. 

References 

This journal uses APA reference style; as the journal offers Free Format submission, however, this 

is for information only and you do not need to format the references in your article. This will 

instead be taken care of by the typesetter. 

 

Tables 

Tables should be self-contained and complement, not duplicate, information contained in the text. 

They should be supplied as editable files, not pasted as images. Legends should be concise but 

comprehensive – the table, legend, and footnotes must be understandable without reference to the 

text. All abbreviations must be defined in footnotes. Footnote symbols: †, ‡, §, ¶, should be used (in 
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that order) and *, **, *** should be reserved for P-values. Statistical measures such as SD or SEM 

should be identified in the headings. 

Figures 

Although authors are encouraged to send the highest-quality figures possible, for peer-review 

purposes, a wide variety of formats, sizes, and resolutions are accepted. 

Click here for the basic figure requirements for figures submitted with manuscripts for initial peer 

review, as well as the more detailed post-acceptance figure requirements. 

Legends should be concise but comprehensive – the figure and its legend must be understandable 

without reference to the text. Include definitions of any symbols used and define/explain all 

abbreviations and units of measurement. 

Supporting Information 

Supporting information is information that is not essential to the article, but provides greater depth 

and background. It is hosted online and appears without editing or typesetting. It may include 

tables, figures, videos, datasets, etc. 

Click here for Wiley’s FAQs on supporting information. 

Note: if data, scripts, or other artefacts used to generate the analyses presented in the paper are 

available via a publicly available data repository, authors should include a reference to the location 

of the material within their paper. 

General Style Points 

For guidelines on editorial style, please consult the APA Publication Manual published by the 

American Psychological Association. The following points provide general advice on formatting 

and style. 

• Language: Authors must avoid the use of sexist or any other discriminatory language. 

• Abbreviations: In general, terms should not be abbreviated unless they are used repeatedly 

and the abbreviation is helpful to the reader. Initially, use the word in full, followed by the 

abbreviation in parentheses. Thereafter use the abbreviation only. 

http://media.wiley.com/assets/7323/92/electronic_artwork_guidelines.pdf
http://www.wileyauthors.com/suppinfoFAQs
http://www.amazon.co.uk/gp/product/1433805618?ie=UTF8&tag=thebritishpsy-21&linkCode=xm2&camp=1634&creativeASIN=1433805618
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• Units of measurement: Measurements should be given in SI or SI-derived units. Visit 

the Bureau International des Poids et Mesures (BIPM) website for more information about 

SI units. 

• Effect size: In normal circumstances, effect size should be incorporated. 

• Numbers: numbers under 10 are spelt out, except for: measurements with a unit (8mmol/l); 

age (6 weeks old), or lists with other numbers (11 dogs, 9 cats, 4 gerbils). 

Wiley Author Resources 

Manuscript Preparation Tips: Wiley has a range of resources for authors preparing manuscripts for 

submission available here. In particular, we encourage authors to consult Wiley’s best practice tips 

on Writing for Search Engine Optimization. 

Article Preparation Support: Wiley Editing Services offers expert help with English Language 

Editing, as well as translation, manuscript formatting, figure illustration, figure formatting, and 

graphical abstract design – so you can submit your manuscript with confidence. 

Also, check out our resources for Preparing Your Article for general guidance and the BPS 

Publish with Impact infographic for advice on optimizing your article for search engines. 

5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS 

Peer Review and Acceptance 

Except where otherwise stated, the journal operates a policy of anonymous (double-anonymous) 

peer review. Please ensure that any information which may reveal author identity is anonymized in 

your submission, such as institutional affiliations, geographical location or references to 

unpublished research. We also operate a triage process in which submissions that are out of scope 

or otherwise inappropriate will be rejected by the editors without external peer review. Before 

submitting, please read the terms and conditions of submission and the declaration of competing 

interests. 

We aim to provide authors with a first decision within 90 days of submission. 

http://www.bipm.org/en/about-us/
http://www.wileyauthors.com/prepare
http://www.wileyauthors.com/seo
https://wileyeditingservices.com/en/article-preparation/?utm_source=wol&utm_medium=backlink&utm_term=ag&utm_content=prep&utm_campaign=prodops
https://authorservices.wiley.com/author-resources/Journal-Authors/Prepare/index.html?utm_source=wol&utm_medium=backlink&utm_term=ag&utm_content=prepresources&utm_campaign=prodops
https://pericles.pericles-prod.literatumonline.com/pb-assets/hub-assets/bpspubs/BPS_SEO_Interactive-1545065172017.pdf
https://pericles.pericles-prod.literatumonline.com/pb-assets/hub-assets/bpspubs/BPS_SEO_Interactive-1545065172017.pdf
https://wol-prod-cdn.literatumonline.com/pb-assets/assets/2044835X/BPS_Journals_Terms_and_Conditions_of_Submission%20-%20addition%20for%20authorship.doc
https://bpspsychub.onlinelibrary.wiley.com/journal/10.1111/(ISSN)2044-835X/homepage/BPS_Journals_Declaration_of_Competing_Interests.doc
https://bpspsychub.onlinelibrary.wiley.com/journal/10.1111/(ISSN)2044-835X/homepage/BPS_Journals_Declaration_of_Competing_Interests.doc
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Further information about the process of peer review and production can be found in ‘What happens 

to my paper?’ Read Wiley's policy on the confidentiality of the review process.  

 

Appeals Procedure  

Authors may appeal an editorial decision if they feel that the decision to reject was based on either a 

significant misunderstanding of a core aspect of the manuscript, a failure to understand how the 

manuscript advances the literature or concerns regarding the manuscript-handling 

process. Differences in opinion regarding the novelty or significance of the reported findings are not 

considered as grounds for appeal.   

To raise an appeal against an editorial decision, please contact the Editor who made the decision in 

the first instance using the journal inbox, quoting your manuscript ID number and explaining your 

rationale for the appeal. Appeals are handled according to the procedure recommended by COPE. If 

you are not satisfied with the Editor(s) response, you can appeal further by writing to the BPS 

Knowledge & Insight Team by email at Academic.Publications@bps.org.uk. Appeals must be 

received within two calendar months of the date of the letter from the Editor communicating the 

decision. The BPS Knowledge and Insight Team’s decision following an appeal consideration is 

final.   

If you believe further support outside the journal’s management is necessary, please refer 

to Wiley’s Best Practice Guidelines on Research Integrity and Publishing Ethics or 

contact Academic.Publications@bps.org.uk.  

Research Reporting Guidelines 

Accurate and complete reporting enables readers to fully appraise research, replicate it, and use it. 

Authors are encouraged to adhere to recognised research reporting standards. 

We also encourage authors to refer to and follow guidelines from: 

• Future of Research Communications and e-Scholarship (FORCE11) 

• The Gold Standard Publication Checklist from Hooijmans and colleagues 

https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/20448260/WhatHappenstoMyPaper-1701772818310.pdf
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/20448260/WhatHappenstoMyPaper-1701772818310.pdf
https://authorservices.wiley.com/Reviewers/journal-reviewers/tools-and-resources/review-confidentiality-policy.html
https://bpspsychub.onlinelibrary.wiley.com/pb-assets/assets/20448295/BPSJournalsappealsprocess-1702657400210.pdf
mailto:Academic.Publications@bps.org.uk
https://authorservices.wiley.com/ethics-guidelines/index.html
mailto:Academic.Publications@bps.org.uk
http://www.force11.org/node/4433
https://www.ncbi.nlm.nih.gov/pubmed/20507187
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• FAIRsharing website 

Conflict of Interest 

The journal requires that all authors disclose any potential sources of conflict of interest. Any 

interest or relationship, financial or otherwise that might be perceived as influencing an author's 

objectivity is considered a potential source of conflict of interest. These must be disclosed when 

directly relevant or directly related to the work that the authors describe in their manuscript. 

Potential sources of conflict of interest include, but are not limited to: patent or stock ownership, 

membership of a company board of directors, membership of an advisory board or committee for a 

company, and consultancy for or receipt of speaker's fees from a company. The existence of a 

conflict of interest does not preclude publication. If the authors have no conflict of interest to 

declare, they must also state this at submission. It is the responsibility of the corresponding author 

to review this policy with all authors and collectively to disclose with the submission ALL pertinent 

commercial and other relationships. 

Funding 

Authors should list all funding sources in the Acknowledgments section. Authors are responsible 

for the accuracy of their funder designation. If in doubt, please check the Open Funder Registry for 

the correct nomenclature: https://www.crossref.org/services/funder-registry/ 

Authorship 

All listed authors should have contributed to the manuscript substantially and have agreed to the 

final submitted version. Authorship is defined by the criteria set out in the APA Publication 

Manual: 

“Individuals should only take authorship credit for work they have actually performed or to which 

they have substantially contributed (APA Ethics Code Standard 8.12a, Publication Credit). 

Authorship encompasses, therefore, not only those who do the actual writing but also those who 

have made substantial scientific contributions to a study. Substantial professional contributions 

may include formulating the problem or hypothesis, structuring the experimental design, organizing 

http://www.biosharing.org/
https://www.crossref.org/services/funder-registry/
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and conducting the statistical analysis, interpreting the results, or writing a major portion of the 

paper. Those who so contribute are listed in the byline.” (p.18) 

Data Sharing and Data Accessibility Policy 

The British Journal of Psychology recognizes the many benefits of archiving data for scientific 

progress. Archived data provides an indispensable resource for the scientific community, making 

possible future replications and secondary analyses, in addition to the importance of verifying the 

dependability of published research findings. 

The journal expects that where possible all data supporting the results in papers published are 

archived in an appropriate public archive offering open access and guaranteed preservation. The 

archived data must allow each result in the published paper to be recreated and the analyses 

reported in the paper to be replicated in full to support the conclusions made. Authors are welcome 

to archive more than this, but not less. 

 

All papers need to be supported by a data archiving statement and the data set must be cited in the 

Methods section. The paper must include a link to the repository in order that the statement can be 

published. 

 

It is not necessary to make data publicly available at the point of submission, but an active link must 

be included in the final accepted manuscript. For authors who have pre-registered studies, please 

use the Registered Report link in the Author Guidelines. 

 

In some cases, despite the authors’ best efforts, some or all data or materials cannot be shared for 

legal or ethical reasons, including issues of author consent, third party rights, institutional or 

national regulations or laws, or the nature of data gathered. In such cases, authors must inform the 

editors at the time of submission. It is understood that in some cases access will be provided under 

restrictions to protect confidential or proprietary information. Editors may grant exceptions to data 
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access requirements provided authors explain the restrictions on the data set and how they preclude 

public access, and, if possible, describe the steps others should follow to gain access to the data. 

 

If the authors cannot or do not intend to make the data publicly available, a statement to this effect, 

along with the reasons that the data is not shared, must be included in the manuscript. 

 

Finally, if submitting authors have any questions about the data sharing policy, please access 

the FAQs for additional detail. 

 

Open Research initiatives. 

 

Recognizing the importance of research transparency and data sharing to cumulative 

research, British Journal of Psychology encourages the following Open Research practices. 

Sharing of data, materials, research instruments and their accessibility. British Journal of 

Psychology encourages authors to share the data, materials, research instruments, and other artifacts 

supporting the results in their study by archiving them in an appropriate public repository. 

Qualifying public, open-access repositories are committed to preserving data, materials, and/or 

registered analysis plans and keeping them publicly accessible via the web into perpetuity. 

Examples include the Open Science Framework (OSF) and the various Dataverse networks. 

Hundreds of other qualifying data/materials repositories are listed at the Registry of Research Data 

Repositories (http://www.re3data.org). Personal websites and most departmental websites do not 

qualify as repositories. 

 

Publication Ethics 

Authors are reminded that the British Journal of Psychology adheres to the ethics of scientific 

publication as detailed in the Ethical principles of psychologists and code of conduct (American 

https://bpspsychub.onlinelibrary.wiley.com/hub/datasharingfaqs
http://www.re3data.org/
http://www.apa.org/ethics/code/index.aspx
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Psychological Association, 2010). The Journal generally conforms to the Uniform Requirements for 

Manuscripts of the International Committee of Medical Journal Editors (ICJME) and is also a 

member and subscribes to the principles of the Committee on Publication Ethics (COPE). Authors 

must ensure that all research meets these ethical guidelines and affirm that the research has received 

permission from a stated Research Ethics Committee (REC) or Institutional Review Board (IRB), 

including adherence to the legal requirements of the study county. 

Note this journal uses iThenticate’s CrossCheck software to detect instances of overlapping and 

similar text in submitted manuscripts. Read Wiley’s Top 10 Publishing Ethics Tips for 

Authors here. Wiley’s Publication Ethics Guidelines can be found here. 

ORCID 

As part of the journal’s commitment to supporting authors at every step of the publishing process, 

the journal requires the submitting author (only) to provide an ORCID iD when submitting a 

manuscript. This takes around 2 minutes to complete. Find more information here. 

6. AUTHOR LICENSING 

WALS + standard CTA/ELA and/or Open Access for hybrid titles 

You may choose to publish under the terms of the journal’s standard copyright agreement, or Open 

Access under the terms of a Creative Commons License.  

Standard re-use and licensing rights vary by journal. Note that certain funders mandate a particular 

type of CC license be used. This journal uses the CC-BY/CC-BY-NC/CC-BY-NC-ND Creative 

Commons License. 

Self-Archiving Definitions and Policies: Note that the journal’s standard copyright agreement 

allows for self-archiving of different versions of the article under specific conditions. 

 

BPS members and open access: if the corresponding author of an accepted article is a Graduate or 

Chartered member of the BPS, the Society will cover will cover 100% of the APC allowing the 

article to be published as open access and freely available. 

http://www.icmje.org/urm_main.html
http://www.publicationethics.org/resources/code-conduct
http://www.wileyauthors.com/ethics
http://authorservices.wiley.com/ethics-guidelines/index.html
http://olabout.wiley.com/WileyCDA/Section/id-828034.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/licensing-info-faqs.html
https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/author-compliance-tool.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/open-access-agreements.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/open-access-agreements.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/self-archiving.html
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7. PUBLICATION PROCESS AFTER ACCEPTANCE 

Accepted Article Received in Production 

When an accepted article is received by Wiley’s production team, the corresponding author will 

receive an email asking them to login or register with Wiley Author Services. The author will be 

asked to sign a publication license at this point. 

Proofs 

Once the paper is typeset, the author will receive an email notification with full instructions on how 

to provide proof corrections. 

Please note that the author is responsible for all statements made in their work, including changes 

made during the editorial process – authors should check proofs carefully. Note that proofs should 

be returned within 48 hours from receipt of first proof. 

Early View 

The journal offers rapid publication via Wiley’s Early View service. Early View (Online Version of 

Record) articles are published on Wiley Online Library before inclusion in an issue. Before we can 

publish an article, we require a signed license (authors should login or register with Wiley Author 

Services). Once the article is published on Early View, no further changes to the article are possible. 

The Early View article is fully citable and carries an online publication date and DOI for citations. 

8. POST PUBLICATION 

Access and Sharing 

When the article is published online:  

• The author receives an email alert (if requested). 

• The link to the published article can be shared through social media. 

• The author will have free access to the paper (after accepting the Terms & Conditions of 

use, they can view the article). 

• For non-open access articles, the corresponding author and co-authors can nominate up to 

ten colleagues to receive a publication alert and free online access to the article. 

http://www.wileyauthors.com/
http://olabout.wiley.com/WileyCDA/Section/id-404512.html#ev
http://www.wileyauthors.com/
http://www.wileyauthors.com/
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Promoting the Article 

To find out how to best promote an article, click here. 

Measuring the Impact of an Article 

Wiley also helps authors measure the impact of their research through specialist partnerships 

with Kudos and Altmetric. 

9. EDITORIAL OFFICE CONTACT DETAILS 

For help with submissions, please contact: Hannah Wakley, Associate Managing Editor 

(bjop@wiley.com) or phone +44 (0) 116 252 9504. 

 

 

 

http://www.wileyauthors.com/maximize
http://www.wileyauthors.com/kudos
http://www.wileyauthors.com/altmetric
mailto:bjop@wiley.com
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Appendix D: Mixed Methods Appraisal Tool (Hong et al., 2018) 
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Appendix E: University Ethical Approval  
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Appendix F:  Health Research Authority Approval  
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Appendix G: Information sheet  
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Appendix G: Information Sheet Continued  
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Appendix G: Information Sheet Continued  
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Appendix H: Consent forms  
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Appendix I: Semi-Structured Interview Schedule  
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Appendix I: Semi-Structured Interview Schedule Continued  
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Appendix J: Qualitative analysis extract 

 

 

 

 

Subject Positioning – clinician positions themselves outside the current teenage experience, 

emphasising relief that they didn’t face the same issues.  

Hesitation and Uncertainty – frequent pauses and self-corrections imply the clinician’s 

uncertainty of the topic due to its complexity. The use of filler words and repeated phrases suggests 

ambivalence towards the effect of media.  

Censorship vs Openness: Questions indicate a tension between protecting young people and being 

transparent. Reflects societal debates – how much information about self-harm should be publicly 

available?  

Overwhelm of the Society of Media– Clinician expresses a sense of being overwhelmed by the 

everchanging nature of media platforms and the difficulty keeping on top of them. Broader 

concerns are highlighted about the rapid evolution of media and how it outruns the ability of 

caregivers and professionals to manage the impact.  

Defensiveness– Clinician is defensive and indicates a personal investment in the topic. Implies how 

invested CAMHS clinicians are in the care they give young people.  

Multifaceted Nature- Media being referenced as the “devil’s playground” is a metaphor to 

indicate the dangerous nature of media and how media can play games with young people and their 

INTERVIEWER 

OK. Thank you. So my next question is what are your thoughts on media specifically news, TV, film and Internet and how they affect children and 

adolescents? 

 

Clinician 6 

I'm just really glad I was not a teenager that had to deal with….all of the stuff that teenagers have to deal with now, I think….I think it's a real 

struggle…because it's a….it's such a it can be the power of of all of those mediums that you speak about that you've just listed can be so important 

in…helping kids, you know, the more isolated kids get it. It can just be a powerful good, but it is also can be really dark place where people…you 

know….does there need to be more censorship. Does there need to be more…openness about these difficulties? And I don't think they'll ever be a unanimous 

agreement about, you know, should they be showing on the news at 5 about, you know, how you, you know, self-harm in or, you know, should they, should 

they be talking about those things? And I guess, you know, there's lots of…access…to many different and…at many different kind of sites and apps and…I 

don't even know how…how we keep track of them all, to be honest. So…I think…it I'm defensive about it…I think it can be really good when it's used well 

and it can be the devil's playground…a lot of the time. I then also think that there is an element of actually. Is there too much?  
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mental health difficulties. This metaphor is juxtaposed with the potential benefits of media and 

implies the clinician's internal conflict around the effect of media.  


