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Abstract
Self-harm and suicide are serious health concerns facing contemporary society, to
the extent that some have even declared both to be at epidemic levels. The decision
to mainstream mental health into generalist health services, has meant that many
health professionals are being required to treat self-harm, despite never having
received any specific knowledge or training about it, and whilst potentially
harbouring negative attitudes towards the behaviour. The study reported here
developed a 51-item Self-harm Survey, to assess whether CAMHS medical and
nursing staff (generalist health professionals) differed from allied health and support
service employees in their general knowledge, opinions and understandings, and
workplace experiences relating to self-harm, as well as in their views on the impact
social media has on self-harming adolescents. 82 CAMHS participants completed
the survey. Results indicated that contrary to the hypothesis, medical and nursing
staff were found to have higher general knowledge than allied health and support
service staff, providing evidence that current training programs being administered
to address the gap in knowledge have been effective. However, it appears from both
the qualitative and quantitative analyses that such programs need to be updated to
include proactive support skills, especially around the link between self-harm and
social media.
Keywords: self-harm, adolescents, clinical attitudes, CAMHS, social media
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Self-harm and suicide are serious health concerns facing contemporary
society, with presentation increasing exponentially over the past decade, despite the
largely hidden nature of this problem (Gagnon & Hasking, 2012; McAllister,
Creedy, Moyle, & Farrugia, 2002). Some estimates place the incidence rate of selfharm as affecting one in every 12 children and young people (The Lancet, 2012).
Not only is self-harm the biggest predictor of completed suicide, individuals who
engage in such behaviours have been found to be at increased risk of death by any
cause compared to the general population (Bergen et al., 2012). These frightening
statistics emphasize just how vital it is that clients presenting with self-harm are
appropriately treated and referred, thus highlighting the unique and critical role
played by those who encounter these clients in the health system (McCann, Clark,
McConnachie, & Harvey, 2006).
Nevertheless, individuals who engage in self-harming behaviours often
comprise a perturbing cohort for clinical staff to liaise with. The unsettling and
disturbing nature of self-injurious behavior, paired with the potential grotesqueness
of wounds, such as those inflicted by self-cutting, burning or strangulation, often
evoke strong emotions from care-givers who provide treatment to individuals who
participate in such behaviours (Huband & Tantam, 2000). Shock, anger, fear,
frustration and anxiety are just some of the reported intense emotional responses
health professionals experience when facing self-harm (Fleet & Mintz, 2013). As
Nock (2010) advises, to the individual who does not engage in self-injurious
behaviours, the violent, premeditated, painful and gruesome act of self–harm would
most likely be considered immoral and wrong. This attitude could well preclude the
development of barriers; not only those functional in nature, such as those that would
prevent an individual to inflict harm on themself, but may also constitute an
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unconscious aversion towards providing the best quality and most effective
assistance to those individuals who do self-harm (Nock, 2010).
The importance of staff attitudes and understandings towards deliberate selfharm (DSH) becomes apparent when we consider that the attitudes of health
professionals towards self-harming individuals with whom they liaise have been
suggested to be as important as the psychopathy of the individual who commits
suicide (Patterson, Whittington & Bogg, 2007). An alarming finding emerged from
an international study investigating the differences between adolescents who
received aid from health services after an episode of self-harm and those who did not
receive any professional assistance. The self-report data of over 30,000 adolescents
who had self-harmed indicated that it was youth who had been in contact with
mental health services who reported a greater desire to die, use of more lethal
methods, increased comorbidity with drug and alcohol abuse, along with a greater
incidence of DSH within the family (Ystgaard, Arensman, Hawton, Madge, & van
Heeringen, 2009). It is imperative, therefore, that we are able to identify how and
why contact with those individuals entrusted with the care and protection of the sick
and wounded can be producing such contrariwise outcomes.
Self-Harm
For the purpose of this thesis, self-harm is defined as the act of harming
oneself (e.g., burning, cutting, scratching), with or without suicidal intent, which has
a non-fatal outcome (Whitlock, Eckenrode, & Silverman, 2006). Two prevailing
definitions relating to self-harm currently exist within the literature, and have come
to constitute a delicate divide in research efforts. Non-suicidal self-injury (NSSI) is
defined as the destruction of one’s own bodily tissue in the absence of suicidal intent
and for reasons not socially sanctioned or performed for aesthetic or display
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purposes (Muehlenkamp, Claes, Havertape & Plene, 2012). This term is often used
interchangeably with self-harm, self-injury, and other words used to describe the
intentional damaging of one’s body. A subtle, yet critical difference, which should
be noted, however, is that some of the latter terms do not differentiate behaviours
performed with suicidal intention but which prove to be non-fatal, and those enacted
in the absence of such motives. Deliberate self-harm (DSH), the other predominant
term employed by researchers, encompasses those acts of self-harm which are
participated in with or without suicidal intent, but have a non-fatal outcome
(Crawford, Geraghty, Street & Simonoff, 2003).
Differences have been observed cross-culturally for the terminology
preferences of researchers investigating self-harm (Muehlenkamp et al., 2012).
Australian researchers demonstrate a preference for employing the term DSH, so, in
an effort to maintain consistency with the current literature being produced relating
to self-harm, the present paper will also employ this terminology.
Self-harm is a confounding behaviour because it directly contrasts with the
supposition which has organized our understanding of human behaviour, survival
and evolution for thousands of years; that inherent in all animals is an innate drive
for self-preservation and survival, ultimately causing us to make an array of
decisions and sacrifices with the ultimate objective of ensuring longevity, health,
wellbeing and the survival of our genes (Nock, 2010). Yet, it is easily observed that
humans can behave in ways which contrast with this organizing principle; on a
continuum from behaviours which are inconsistent with this fundamental principle,
such as smoking, drug and alcohol abuse, to making choices which are completely
antithetical to life-affirming behaviours, such as self-injury, defined as purposefully
destroying body tissue with no intent of the behaviour causing death (Nock, 2010).
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These choices and subsequent actions appear to peak during adolescence, when
teenagers often take part in activities which place them in harm’s way, increasing
their risk of fatality during this period by 200% compared to childhood (Casey &
Caudle, 2013).
The age-of-onset for engaging in self-harming behaviour is consistently
reported to be between 12 and 14 years; the same age at which suicidal idealization
and attempts begin to occur (Nock, 2010). Adolescents are purported to have more
difficulty regulating self-control, especially in heightened emotional situations
(Casey & Caudle, 2013). It is possible that during this developmental period when
adolescents are attempting to distinguish themselves from their family and others,
establishing their own identity, they are more susceptible to using maladaptive
coping mechanisms such as self-harm, because they have not had the opportunity to
develop more adaptive ones (Nock, 2010).
Self-harm is reportedly a rapid means for relieving feelings of discontent, and
as such, this reward-driven, immediate gratification may provide an alluring appeal
(Oldershaw et al., 2009). Moreover, adolescence is a developmental period during
which teens are at a heightened vulnerability towards the opinions of peers and the
influence of media and social networking sites (Prinstein et al., 2010; Richardson,
Surmitis & Hyldahl, 2012). In a widely-read local media outlet, the lethal cocktail of
“an oversupply of TV images planting the idea, the rush of hormones from early
puberty and a lack of parental supervision” has been blamed as being responsible for
this exponential increase in self-harming behaviours and suicide among today’s
youth (McKibbie, 2008, p.11). Whilst the general consensus among researchers is
that self-harm and other suicidal behaviours are the result of an interaction between
personality and psychological traits, mental and physical disorders, family factors,
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biology and contagion; the most common precursor for this spectrum of behaviours
has been identified as interpersonal conflict or loss (Bridge, Goldstien & Brent,
2006). Certainly, adolescence is rife with mood disturbances, parental conflict and a
surge in risk behaviours (Arnett, 1999). With the advent of the internet and social
networking, today’s adolescents are always tuned into the judgment and appraisals of
their peers; increasing the amount of exposure to potentially adverse environmental
experiences, such as conflict, bullying, family and school problems, and increasing
the probability of an adverse situation or negative appraisal from a peer triggering
negative thinking patterns, potentially increasing the likelihood of engaging in selfharming behaviours (Harrington, 2005).
Public awareness of this disturbing behaviour has increased dramatically over
the past decade. Largely responsible for this dissemination and heightened exposure
regarding DSH are the internet, and media coverage of the issue (Nock, 2010).
Whilst seemingly well-intended, such as to raise public awareness of the issue and
the need for attention, increased coverage of self-harm by the media is often counterproductive, instead leading to a surge in the rates at which DSH occurs (Nock,
2010). In a study by Gould, Midle, Insel and Kleinmann (2007), the amount of
publicity given to a suicide was found to be a significant factor influencing imitation
suicides. Other variables likely to increase the risk of subsequent suicides were
whether newspaper articles included the names of victims, reported the method
employed to commit suicide and whether the term ‘suicide’ appeared in the
headlines. Such findings can be generalized to account for the surge in self-harming
behaviours reported after coverage by social media (Nock, 2010).
This devastating and unique capability of the media to further the devastating
effects of an already tragic situation highlights the media as a “pervasive and potent
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environmental factor” (Gould et al., 2007, p. 165). A recent article on the front page
of the West Australian has linked an increase in self-harm to the use of social
networking sites such as facebook (O’Leary, 2012). The article claims that increased
presentation of adolescent self-harm at emergency departments is “fuelled by their
use of Facebook and other social media” (O’Leary, 2012, p.1). This use of
technology adds an additional element to the mental health issue that is not typically
seen in other age brackets, simply because older individuals do not partake in these
activities to the same extent. The connectivity enabled by Facebook means that one
person sharing their negative thoughts and feelings can instantaneously be shared to
countless others, and this extension is labeled as “unhelpful” (O’Leary, 2012).
Indeed the use of internet in day-to-day life has led to the suggestion that
clinicians should take an ‘internet history.’ Adolescents are increasingly turning to
the internet and social media sites to satisfy a range of social, educational, and
emotional needs, as well as providing an outlet from which to gain amusement
(Cooney & Morris, 2009). Moreover, the internet may provide a more value-free
opinion towards DSH and those who partake in it, making social networking sites an
appealing medium through which self-harming experiences can be shared (Cooney
& Morris, 2009). The anonymity of the internet does not however prevent against the
impact such ‘experience sharing’ can have on others. Indeed, adolescents, who are
especially vulnerable to the influence of peers and feel a pressing desire to fit in
might, through a process of social learning known as social contagion, partake in
DSHs which they have learnt by observing others (Richardson et al., 2012). Whilst
there is scant empirical evidence to support the notion that self-harm is contagious,
there is a widespread belief that this is the case. Indeed, self-harm has been shown to
spread within clinical samples (Whitlock, 2010), while its presence in popular music,
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television and newspapers has increased substantially.
Prevalence. Discrepancies in the language used to discuss self-harm has led
to the development of multiple assessment tools for diagnosing self-harm, with
differing inclusion criterion against which behaviours are deemed to be self-harming
or not. These discrepancies have contributed to difficulties in determining prevalence
rates of this phenomenon (Muehlenkamp et al., 2012), although it is generally
acknowledged that self-harming amongst adolescents in Western, industrial
countries has become increasingly more common (Ougrin & Boege, 2013), with
such rapidity, some have declared it an epidemic (Richardson et al., 2012). In
community samples of adolescents, prevalence rates for reports of having engaged in
self-injurious behaviour appear to fall between 14-45% (Nock, 2010); within clinical
samples this figure nearly doubles, with studies reporting a disturbing 82.4% of
adolescents reporting at least one episode of NSSI engagement (Nock & Prinstein,
2004). These prevalence rates are consistent with those found in Australian research
studies; which found prevalence rates of self-harming behaviour amongst
adolescents of approximately 27% of the community population sample (Baetens,
Claes, William, Muehlenkamp & Bijttebeir, 2011) and approximately 48% amongst
clinical samples of adolescents (Jacobson, Muhlenkamp, Miller & Turner, 2008).
Although adolescent self-harming behaviours often continue into adulthood,
thus discounting suggestions that it is a ‘phase’ adolescents will grow out of, the
rates are much lower, at approximately 4% within community populations and
between 19%-25% within clinical samples (Nock, 2010). While these findings are
consistent for lifetime rates as well, Nock argues that either self-harm rates have
increased over recent years, or that, as individuals get older, they are less likely to
report engaging in self-harm for reasons either due to forgetting or reporting bias.
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However, an increase in self-harming behaviour has been reported by
clinicians, teachers, other mental health professionals, as well as in censual data
which monitors information regarding the rates of self-harm cases encountered by
hospitals; all evidence which continues to provide support for the conclusion that
what is being observed here is an increasing trend of self-harming behaviour that is
not due to measurement errors or variation in definition (Muehenkamp et al., 2012).
These alarming statistics stress the imperativeness of accurately understanding,
addressing, treating and preventing self-harming behaviour; and this injunction is
especially true for those employed within the mental health industries who work
with youth (Richardson et al., 2012).
A plethora of hypotheses exist which try to explain this confounding
behaviour. These range from biological accounts to social learning explanations.
Despite the diversity among theories, it is widely agreed that self-harming behaviour
arises in response to a number of factors, and no single factor has been identified as
being responsible for its expression. Possessing a theoretical understanding of this
behaviour is important, because it enables us to see how our knowledge about selfharm presupposes the attitudes we are likely to have towards this behaviour.
Theoretical frameworks
The Four- Function Model of Self-Injury
An integrated theoretical model of self-injury and a comprehensive attempt
from a functional perspective, to understand the perturbing and generally unobserved
behaviour of self-injury is presented by Nock (2010). Consistent with behavioral
accounts, he contends that self-injury should be understood in terms of what
proceeds the behaviour, and the consequences which immediately follow the
behavior, otherwise conceptualized as the antecedent, behaviour and consequences
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incurred after the behaviour. In essence, the behavior is deemed to be maintained via
a process of reinforcement for the particular functions it serves (Nock, 2010).
Reinforcement can be positive or negative, and the resulting events can serve an
intrapersonal or interpersonal purpose. Thus, four potential processes are proposed to
maintain self-harming behaviours. Intrapersonal negative reinforcement reduces or
alleviates the experience of aversive thoughts or feelings such as anger or stress.
Intrapersonal positive reinforcement, by contrast, is maintained by the occurrence or
increase of certain emotions or feelings after engaging in acts of self-harm, such as
feelings of self-stimulation or satisfaction from having ‘punished’ oneself.
However, sometimes the function maintaining self-harming behaviour is not
experienced subjectively by the individual, but rather by either increasing or
reducing a social event. Thus, interpersonal negative reinforcement refers to
engaging in self-injurious behaviour because it leads to a decrease or cessation of
some social event, such as bullying, whereas interpersonal positive reinforcement
denotes self-harming behaviour which is maintained by the occurrence or increase of
a desired social event, such as receiving attention or support (Nock, 2010).
The validity of this theory has been tested by several studies, and appears to
account quite accurately for the reasons adolescents report engaging in self-harming
behaviours (e.g. Nock & Prinstein, 2004; Zetterqvist, Lundh, Dahlström & Svedin,
2013), but little is known regarding whether the different postulated functions
maintaining adolescent DSH result in different treatment by clinical staff.
Clinical Attitudes to Self-Harm
The attitudes of clinical staff towards self-harming individuals and their
knowledge about this behavior are likely vital factors which influence their clinical
practice (Saunders, Hawton, Fortune & Farrell, 2012). However, studies
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investigating attitudes towards people presenting with DSH held by staff employed
within the health system have been found to be largely negative (Saunders et al.,
2012; Taylor, Hawton, Fortune & Kapur, 2009). Client outcomes, experiences,
treatment effectiveness and even possibility of repetition are all likely to be affected
by clinical staff’s attitudes and understanding of self-harm. However due to the
unsettling nature of this behaviour, self-harm has the potential to evoke powerful
emotions from those who encounter it, raising anxieties which have been shown to
adversely influence client treatment and outcome (Huband & Tantam, 2000). A caregivers inability to contain emotional responses has the potential to compromise or
even adversely impact any future treatment efforts (Huband & Tantam, 2000).
These negative attitudes are detected by individuals presenting to health
services with self-harm; often reporting staff to be unsympathetic and providing
unsatisfactory care (McCann, Clark, McConnachie & Harvey, 2007). To ensure the
most effective management of individuals who deliberately self-harm, it is pivotal
that we have an accurate understanding of the attitudes and beliefs held by those who
are trusted with their treatment. The majority of the existing literature has explored
DSH attitudes held amongst accident and emergency department staff; respondents
typically being doctors and triage nurses who often constitute the first point of
contact for self-harming individuals (McCann et al., 2007).
Clinicians providing care to individuals presenting with DSH often report
feeling frustrated, ambivalent or helpless (McAllister et al., 2002). Some potential
explanations for the negative attitudes held by these individuals include the nature of
the service setting and a lack of specialist knowledge regarding DSH, leading to
feelings of inadequacy and low confidence in the appropriate treatment and referral
of these clients (McCann et al., 2006). In the case of accident and emergency
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departments, the atmosphere could be expected to be quite similar to that of acute
service settings, which provide rapid short-term assistance to young people
experiencing severe mental health difficulties, involving brief assessment and shortterm interventions designed to quickly stabilize situations whilst providing support
to the individual and their families, before they can be referred to appropriate
community-based care (McAllister, 2003; West Australian Mental Health
Commision, 2013). But research on the personal characteristics of individuals
working in these settings has produced contradictory results, with attributes such as
age, gender, and years of experience being unable to consistently account for more
negative/positive attitudes towards DSH (e.g., Gibb, Beautrais, & Surgenor, 2010;
Patterson et al., 2007). For example, in an Australian study of accident and
emergency nurses, older and more experienced nurses were found to have more
supportive attitudes towards clients presenting with DSH compared to their younger
counterparts (McCann et al., 2006). However, in another Australian study, younger
psychologists were found to hold more supportive attitudes and be more confident
treating self-harm than their peers (Gagnon & Hasking, 2012).
Research into service providers’ understandings of DSH have revealed
significant variation between occupations, with psychologists, social workers and
health carers being found to show more favorable attitudes towards DSH, compared
to medical staff, GPs and psychiatrists (Jeffery & Warm, 2002). In addition,
unqualified mental health workers report more fear and negativity towards working
with DSH than qualified staff working in inpatient settings (Wheatley & AustinPayne, 2009).
These findings suggest that attitudinal differences may be attributed to
differences in training and education, rather than experience. For example, despite
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years of experience working in accident and emergency (A&E) departments, staff
who had no previous training in how to handle DSH reported more unsympathetic,
angry and unhelpful attitudes than those staff who possessed the skillset. Many of
these staff wanted patients to be seen to by specialist mental health professionals
(Friedman et al., 2006). The proposed mechanism by which education improves the
attitudes of clinical practitioners towards self-harm is by facilitating understanding of
this perplexing behaviour (McHale & Felton, 2010). Therefore, it is not surprising
that individuals who have obtained a qualification in counseling have been observed
as less likely to defensively attribute onus for self-harm onto clients, perceiving these
actions to be outside of individual’s conscious awareness and control, thereby
facilitating a more favorable attitude towards them and an increased desire to help
them (Huband & Tantam, 2000).
Gauging health professionals’ beliefs about the reasons why individuals may
engage in self-injurious behaviors is important for understanding their attitudinal and
behavioural responses toward self-harming clients. Especially as the number of
individuals suffering from this mental health issue continues to rise, the onus is
falling on a wider catchment of health practitioners, enlisting generalist health
practitioners to treat and care for mental health clients (Brunero, Jeon, & Foster,
2012). Most health practitioners believe increased training and support would aid
their interaction with and treatment of self-harming clients (e.g., Gibb et al,, 2010;
Smith, 2002; Timson, Priest & Clark-Carter, 2012) and even short intensive training
programs have been shown to significantly improve staff attitudes and client quality
of care (e.g., Cooper, Hunter, Owen-Smith, Gunnell, & Donovan, 2011; Rossetti,
Jones-Bendel, Portell, Kunz, & Sobotka, 2012; Saunders et al., 2012).
Several efforts have been made to develop measures which assess
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professional staff’s knowledge and attitudes regarding self-harm. For example, a 20item measure of staff knowledge of self-harm was developed by Jeffery and Warm
(2002). The scale consists of 10 true statements, and 10 statements based on
common myths. The Self-harm Knowledge Scale has repeatedly demonstrated high
reliability, and has been used by numerous studies assessing staff knowledge (e.g.,
Gagnon & Hasking, 2012; Timson et al., 2012).
The Self-Harm Antipathy Scale (SHAS) was constructed to measure levels of
antipathy that mental health nurses may have developed towards self-harm, due to
prolonged engagement with repeat self-injuring clients (Patterson et al., 2007). It
contains 30 attitudinal items and aims to detect any ‘malignant alienation’ on the
behalf of mental health workers, and instead promote sensitivity and awareness
amongst staff (e.g., Rosetti et al., 2012; Ross & Goldner, 2009).
The Attitudes Towards Deliberate Self-Harm Questionnaire (ATDSHQ)
(McAllister et al., 2002) is another attitudinal scale, and identifies themes consistent
with those revealed in the SHAS; recognizing confident assessment and referral
skills, a feeling of being effective in the treatment of self-harming clients, empathy,
and ability to practice within hospital and legal guidelines as core determinants
influencing how Australian nurses felt towards self-harming clients. Both thee SHAS
and the ATSHQ have demonstrated high validity and internal consistency, and as
such, have been adopted by other researchers in their efforts to measure the attitudes
of health professionals towards clients who self-harm (e.g., Gagnon & Hasking,
2012).
Other research has targeted staff’s personal characteristics as responsible for
their negative attitudes, such as low levels of confidence in assessing, treating and
managing DSH clients, or their perception of how much control clients’ have over
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their self-harming behavior (McHale & Felton, 2010). McAllister and colleagues
(2002) identified four factors which influenced nurses’ attitudes towards clients
presenting with self-harm. These factors were as follows: perceived confidence in
the appropriate assessment and referral of self-harming clients, the ability to deal
effectively with clients, an empathic approach, and the ability to cope with the legal
and hospital regulations which guide practice for treating individuals presenting with
self-harm. Whilst these factors might influence nurses’ attitudes towards clients
presenting with DSH, the possibility exists that those attitudes might not influence
the actual care delivered. A qualitative study investigated service providers’
perceptions of the care received by self-harming clients. Their appraisals were fairly
consistent with those reported by service users (Smith, 2002). Interestingly,
however, it was highlighted that the type of care an individual receives may be
dependent on where they enter the service provision (Smith, 2002).
In Australia there has been little research carried out on mental health
workers’ perceptions, attitudes and understanding of self-harm. Current existing
literature tends to focus primarily on questioning nurses and GPs who work in
accident and emergency departments, often the front line in dealing with these
patients (e.g., McCann, 2006). Comparisons of nurses and doctors have revealed
their opinions of self-harm to be quite similar, perceiving the behaviour to be
indicative of mental illness (Anderson & Standen, 2007).
Nevertheless, this similarity in attitude does not resolve the existing
ambiguity in the meaning of ‘risk,’ that can often produce variability in outcomes on
assessment inventories, especially since no standard format for risk assessment exists
(Cahill & Rakow, 2012). This uncertainty has led to the notion that existing risk
assessments may be flawed, due to the low specificity of risk factors. Research has
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found that many clients may not reach the threshold to be judged as requiring
specialist ongoing care, and those who rank lower on these assessment scales have
been found, somewhat surprisingly, to be those individuals most likely to engage in
repetitive self-injuring behavior (Owens, Horrocks & House, 2002). Nevertheless,
comparisons of the risk assessments of clients presenting with self-injurious
symptoms made by psychiatrists and mental health nurses have found a great degree
of similarity between the two professional groups; differing only on psychiatrists’
increased tendency to admit individuals to inpatient facilities (Murphy, Kapur, Webb
& Cooper, 2011). Taken together, these findings tend to suggest that although there
is no specific, universal, and cross-culturally standardised measure for assessing risk
in self-harming clients, many health staff responsible for administering such
assessments appear to have broadly consistent guidelines by which to make these
judgments (Cahill & Rakow, 2012).
However, once clients have had their injuries tended to, and been referred on,
the attitudes of mental health practitioners to whom they are referred have been
largely ignored. There has been no study, to this researcher’s knowledge
investigating and comparing staff attitudes in different branches of mental health
care, such as in the different service areas from which the Child and Adolescent
Mental Health Services of Western Australia operates (i.e., medical, nursing,
administrative, management, allied health and support service areas). The follow-up
care and maintenance of individuals who engage in self-harming behaviours is
critical to their recovery process, especially immediately following discharge
(Cooper, Murphy, Jordan, & Mackway-Jone, 2008). The lack of research into this
area raises serious concerns regarding the ongoing risk assessment, treatment and
management of clients presenting with self-harm to West Australian health services.
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Overview of the Current Study
The objective of the present study is to assess the general knowledge,
opinions and understandings of CAMHS staff in relation to people who self-injure,
as well as staff’s workplace attitudes relating to DSH and to the role social media is
perceived to play in self-harming behaviours. Although this study is largely
exploratory, the focal question it seeks to answer is whether CAMHS staff working
in different service areas (and, thus, of different professional and educational
backgrounds) differ in their levels of DSH general knowledge, opinions and
understandings of self-harm, workplace attitudes towards dealing with self-harm and
towards the perceived impact of social media on individuals who self-harm.
Moreover, this research sought to evaluate knowledge and understanding of
treatment protocols that exist within CAMHS, and to identify any potential barriers
to the effective treatment of clients presenting with self-harming tendencies, and how
work with this difficult cohort of clients can be optimized.
Specifically, whilst levels of general knowledge are expected to be high
amongst all CAMHS staff, it is hypothesized that allied health and support service
workers, having received more targeted training about deliberate self-harm, will have
a higher level of general knowledge than medical and nursing staff, who have been
identified in previous research as lacking in self-harm education and training
(McCann et al., 2006). This hypothesis is consistent with research from the UK
which found that in a comparison of accident and emergency (A&E) , CAMHS and
secondary school staff that CAMHS workers possessed the most knowledge about
self-harm, and reported feeling more effective than either A&E staff or teachers
(Timson et al., 2012).
As individuals with more specific training and education regarding DSH
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behaviours are likely to be more supportive and caring towards clients presenting
with this problem (e.g., Jeffery & Warm, 2002; McCann et al., 2006; Timson et al.,
2012), it is hypothesized that medical and nursing staff will have lower opinions and
understandings of self-harm than individuals employed within allied health service
areas. This hypothesis is consistent with other findings that psychiatrists and medical
workers had poorer understandings of self-harm compared to psychologists, social
workers, and community care workers (McAllister et al., 2007), that nurses educated
on how to treat DSH had lower antipathy compared to their colleagues (Patterson et
al., 2007) and that psychologists had a generally positive attitude towards selfharming patients (Gagnon & Hasking, 2012).
The workplace attitudes of medical and nursing staff are expected to be more
negative than those of allied health and support service workers, due to the nature of
the service setting from which they operate. As previous research has identified, the
business and commotion of accident and emergency departments can often lead to
clients presenting with DSH being perceived as an unnecessary burden (McCann et
al., 2006). Also, these service areas are associated with higher levels of burnout,
which is also indicative of negative attitudes (Friedman et al., 2006).
Finally, it is hypothesized that psychologists, counselors and other allied
health service workers will perceive social media to be more detrimental to the selfharming adolescents, than medical and nursing staff. As allied health workers
generally spend more time with youth who self-harm than do the medical staff who
constitute the first point of contact, it is expected that their unique interaction with
these individuals will provide a window into the first-hand effects social media can
have on perpetuating this vicious cycle (e.g., Gould et al., 2007; Richardson et al.,
2012).
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Method
Participants
After gaining ethical approval for this project from the Murdoch University
Human Research Ethics Committee, (MUHREC No. 2013/062), this study used
opportunistic sampling to recruit individuals currently employed within CAMHS as
participants. Access to the potential sample of CAMHS employees was facilitated by
the Executive Director of CAMHS and the Director of CAMHS Clinical Services
and was part-funded by a research grant in which CAMHS is involved, that is
investigating the possible links between self-harm, suicide and social media.
CAMHS provides mental health services to infants, children and adolescents located
within the metropolitan area. CAMHS includes community services, inpatient
services, youth services, acute response team and care unit, as well as providing
various intensive intervention programs. 380 survey packages were distributed, with
a 21.5% response rate. Participants consisted of 82 CAMHS employees, including
16 males (19.5%) and 66 females (80.5%). Individuals ranged from between 20-24
and 65-74 years of age. No incentive was offered to participants in exchange for
their participation. The only eligibility criterion was that individuals were employed
within CAMHS.
Materials
The materials used in this study were compiled into a CAMHS Self-harm
survey package; consisting of a cover letter provided by the Acting Director of
Specialist CAMHS, the Murdoch University information letter which described the
nature and purpose of the study and outlined what participation in the study would
involve, as well as the voluntary nature of participation, and details regarding the
possible publication of findings. A copy the CAMHS Survey package, as received
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by participants, is attached as Appendix A.
Questionnaire development. The questionnaire was constructed after an
extensive literature review to identify major issues pertaining to the general
knowledge, attitudes and understandings of self-harm held by mental health
professionals, workplace experiences and potential barriers to working with selfinjurious clients, and the role of social media in relation to DSH. A total of 51 items
was selected from several existing scales measuring the knowledge and attitudes of
health workers towards self-harm. Some items were retained in their original form,
whilst others were adapted to suit the purposes of the current investigation.
Appendix B outlines the sources of original items, including details of any changes
that were made. Due to the preliminary nature of this survey, item refinement is
discussed in the results section below.
The questionnaire was divided into five parts, with each part beginning on a
new page. Instructions were printed in a bolded text box at the top each page. The
first part requested basic descriptive information about the respondents and provided
a definition of self-harm. The second part informed participants that the survey
contained statements about self-harm which they were requested to carefully read
and indicate how strongly they agreed or disagreed with each individual statement.
This instruction was followed by four separate sections, as described below.
Responses were made on a 5 point Likert scale; strongly disagree (1), disagree (2),
neutral (3), agree (4) and strongly agree (5).
Health Demographics. Health demographics were collected regarding
participants’ age level, gender, employment status, average weekly hours, service
area in which they are currently employed, the location of their service, service
setting, years of experience held in current role, the frequency of contact they have
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with self-harming clients and the number of self-harming clients they would have
contact with in an average week.
Section A: General knowledge about DSH. This section assessed the general
knowledge participants had in relation to DSH. The lead-in “Individuals who selfharm…” was followed by 15 statements, such as “Often have mental illnesses” and
“Cannot control the extent and severity of their injury.” Responses were made using
the Likert scale, as described above.
Section B: Opinions and Understandings of DSH. This section measured
participants’ personal opinions and understandings abut self-harm. The lead-in “In
my opinion, self-harm…” was followed by 19 statements, such as “Is a form of selfpunishment” and “Clogs up the health system.”
Section C: Workplace experience with DSH. This section contained 15
statements about the workplace experiences of participants with self-harming clients,
to assess their attitudes towards working with self-harm. Examples of items included
“I am adequately trained to help individuals who self-harm” and “Staff attitudes
towards self-harm can affect the repetition of self-harm.” Following the survey
statements, two open-ended questions were included, with instructions asking
participants to take a moment to think about the following questions before
answering; “What is the most difficult thing for you about working with clients who
self-harm?” and “What could improve your work with clients who self-harm?”
Section D: Social Media and DSH. This section examined participants’
beliefs about the relationship between social media and DSH. The lead-in
“Individuals who self-harm…” was followed by nine statements, such as “Use selfharm chat rooms to seek approval for their self-harm,” and “Are likely to seek help
and advice from the internet rather than a doctor”. Following the survey statements,
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participants were asked to indicate if they were a member of any social networking
sites, and, if yes, how often they visited these sites. The final question, in open-ended
format asked participants, “In your opinion, what impact does social media have on
young people who self-harm?”
Procedure
All CAMHS agencies were contacted by the Acting Managing Director of
CAMHS, informing managers that they would be provided with an opportunity to
participate in a research study investigating staff knowledge, workplace experiences,
and opinions and understandings of self-harm, as well as the role played by social
media in the perpetuation of this phenomenon. They were informed one of the
research project control officers would be attending their regular CAMHS review
meeting to further describe the nature and purpose of the study, and would provide
staff with paper copies of the survey and the information letter. Employees from all
service areas were invited to participate in the research project, and informed consent
was indicated by participant’s decision to go ahead with the survey after reading the
information letter and consent form.
Completed surveys were placed in sealed envelopes to ensure confidentiality,
and were either collected by the CAMHS research coordinator or returned to the
project supervisor at Murdoch by post. The survey distribution commenced during
August 2013 and concluded at the beginning of October 2013.
Results
The Statistical Package for Social Sciences (SPSS), version 21 for Windows
(2012) was used for all data analysis. SPSS Frequencies and SPSS Descriptives were
used to examine missing data and participant demographics. Scale reliabilities were
assessed and refined using Cronbach’s α. Inter-correlations between variables were
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examined before a multivariate analysis of variance (MANOVA) was performed to
determine if the collapsed service areas differed on the General Knowledge,
Opinions and Understandings and Workplace Attitudes dependent variables. An
independent samples t-test compared the opinions of medical and nursing staff and
allied health and support staff regarding the impact of social media. Finally, a basic
content analysis was performed on the three qualitative questions, to extend the
exploratory analyses of the data.
Demographics
Descriptive statistics for the demographics of participants (n=82) revealed
48.8% of participants worked within the Allied Health services, with 24.4% from
nursing, 9.8% from medical service areas, 8.5% from management positions, 7.3%
from support services and 1.2% from administration. 6.1% of respondents were aged
between 20 and 24, and 18.3% were aged between 25 and 34. The majority of
respondents (69.5%) were mature aged; 28% were aged between 35 and 44, 25.6%
were aged between 45 and 54, 18.3% between 55 and 64, and 3.7% aged between 65
and 74 years.
Participants were either full-time (34.1%) or part-time (65.9%), and worked
an average of 35.31 hours per week (SD=13.11), ranging between 15 and 80 hours.
The majority of respondents of respondents (97.6%) worked in the Perth
metropolitan area (from the CBD, n=10, or the surrounding suburbs, n=70), with
only two participants indicating a regional or remote service location. Over half of
the participants (56.1%) had over 6 years’ experience in their current role; 22
individuals had between 6 and 8 years’ experience, eight had between 10 and 15
years of experience, and 16 had over 16 years’ experience.
Most individuals came into contact with self-harming clients on a daily
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(53.7%) or weekly (35.4%) basis, with a minority having fortnightly (6.1%), or
monthly (3.7%) contact. Only one participant (1.2%) reported never coming into
contact with a self-harming client. The majority of respondents (71.6%) reported
having contact with between one and five self-harming clients per week; 22 (27.2%)
individuals reported contact with between one and two self-harming clients, 36
(44.4%) participants indicated coming into contact with three to five self-harming
individuals on a weekly basis. However, 21 (25.9%) reported contact with 6 to 10
self-harming clients and two (2.5%) participants reported encountering between 11
and 15 self-harming clients per week. Most respondents indicated that their
workplace maintained a risk management plan for clients who self-harm (96.2%),
and that they used a risk assessment tool (97.5%). Risk assessment tools used by
staff were generally the standardized CAMHS risk assessment form, Brief Risk
Assessment (BRA) or Clinical Risk Assessment and Management templates.
In an effort to increase the number of participants in the comparison groups, a
decision was made to collapse the medical and nursing participants into one
category, administration and management into one category, and to group allied
health with support services. Even after collapsing the service area categories, the
administration and management group was considered too small to include in
subsequent analyses (n=8). As this group of participants was considered unlikely to
have been involved in direct work with clients who had self-harmed, it was decided
they represented a different professional group, and, thus, this group was excluded
from all further statistical analyses.
Internal Scale Reliability
As this was a pilot run of the self-harm questionnaire, assessing the survey’s
internal consistency and reliability was essential. Calculating Cronbach’s alpha
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revealed some issues with the internal consistency of several items within three of
the four subscales, namely the General Knowledge scale, Opinions and
Understandings scale and the Workplace Experiences scale. To improve the alpha
value of these scales to a level considered adequate for research purposes, the scales
were analyzed and items with low values were removed. All subsequent analyses are
based on the shortened versions of each scale, as described below. Table 5 presents
descriptive statistics for each of the adjusted versions of the four subscales including
mean, standard deviation, Cronbach’s alpha and the number of items in each scale
(k).
General Knowledge. Cronbach’s alpha for the 15-item General Knowledge
questionnaire was .689. Removal of item 8 resulted in an improved alpha of .701
Table 1 presents the descriptive statistics for the retained General Knowledge items.
Table 1.
Descriptive Item Statistics for the Adjusted General Knowledge Scale
General Knowledge item
1A. Individuals who self-harm have often been sexually abused

Item Item
mean SD
3.48 .99

2A. Individuals who self-harm usually have poor communication skills

3.07

.97

3A. Individuals who self-harm are likely to be sexual minority youth

2.67

.85

4A. Individuals who self-harm do not come from healthy, supportive families

2.80

.83

5A. Individuals who self-harm often have mental health issues

4.07

.63

6A. Individuals who self-harm cannot control the extent and severity of their injury

2.40

.83

7A. Individuals who self-harm are more likely to be female than male

3.59

.77

9A. Individuals who self-harm are not likely to comply with professional treatment
and advice
10A. Individuals who self-harm often have poor social skills and low self esteem

2.30

.74

3.70

.90

11A. Individuals who self-harm do not respond to professional care

2.00

.57

12A. Individuals who self-harm have a greater risk of suicide

3.38

.99

13A. Individuals who self-harm are likely to have been neglected children

2.85

.84
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14 A. Individuals who self-harm receive less attention from medical staff than
people with other medical problems
15A. Individuals who self-harm often come from lower socio-economic
backgrounds

2.91

.98

2.33

.78

Opinions and Understandings. Seven items were removed from the
Opinions and Understandings scale to increase an original alpha of .345 to .636.
Items removed were items 1, 3, 4, 6, 10, 12 and 19. Descriptive item statistics for the
adjusted Opinions and Understandings scale are presented in Table 2.
Table 2.
Descriptive Item Statistics for the Adjusted Opinions and Understandings Scale
Opinions and Understandings item
2B. In my opinion, self-harm helps to release feelings of anger

Item Item
mean SD
4.03 .56

5B. In my opinion, self-harm is a serious moral wrongdoing

1.6

.82

7B. In my opinion, self-harm clogs up the health system

2.19

1.0

8B. In my opinion, self-harm helps to stay in control of emotions

3.67

.77

9B. In my opinion. self-harm relieves stress and anxiety

3.93

.60

11B. In my opinion, self-harm maintains a sense of identity

3.07

.82

13B.In my opinion, self-harm is a waste of the health professional's time

1.49

.58

14B. In my opinion, self-harm provides an escape from depression

3.20

.96

15B. In my opinion, self-harm is a means of getting attention

2.77

.95

16B. In my opinion, self-harm should be blamed on parents

1.8

.69

17B. In my opinion, self-harm is a means to punish other people

2.24

.82

18B. In my opinion, self-harm reflects a lack of religious conviction

1.49

.61

Workplace Attitudes. The Workplace Experience scale initially demonstrated
a low alpha of .151 However, this was able to be improved to an alpha of .627 by
removing six items with either negative or ambivalent attitudes, from the scale. Items
2, 3, 4, 5, 7 and 13 were removed, leaving primarily positive attitude items in the
subscale. Descriptive item statistics for the adjusted Workplace Attitude scale are
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presented in Table 3.
Table 3.
Descriptive Item Statistics for the Adjusted Workplace Attitude Scale
Workplace Attitude item
1C. My workplace procedures allow me to treat individuals who self-harm to the
best of my ability
6C. I feel confident assessing individuals who self-harm for risk of suicide

Item Item
mean SD
3.96 8.7
4.01

.94

8C. Staff attitudes towards self-harm can affect the repetition of self-harm

3.67

.86

9C. I am adequately trained to help individuals who self-harm

3.59

1.01

10C. Ongoing education and training would help me treat self-harm clients more
appropriately
11C. My knowledge of referral sources is important for the ongoing care of
individuals who self-harm
12C. I take the time to listen to the problems of individuals who self-harm

3.87

.87

4.00

.74

4.29

.57

14C. I have the appropriate counseling skills to assist individuals who self-harm

3.84

.84

15C. I always prioritize individuals who self-harm when they are in a crisis

3.74

.75

Social Media. The original alpha for the Social Media subscale was deemed
to be high enough to warrant retaining all items. The descriptive statistics for items
are presented in Table 4.
Table 4.
Descriptive Item Statistics for the Adjusted Social Media Scale
Social Media item
1D. Individuals who self-harm are likely to seek help and advice from the internet
rather than a doctor
2D. Individuals who self-harm use social networking sites to talk anonymously
about self-harm
3D. Individuals who self-harm learn how to self-harm through websites and social
networking sites
4D. Individuals who self-harm use self-harm chat rooms to seek approval for their
self-harm
5D. Individuals who self-harm use the internet to follow celebrity role models who
self-harm

Item Item
mean SD
3.67 .65
3.94

.70

3.67

.74

3.54

.69

3.54

.69
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6D. Individuals who self-harm will not recover if they continue to visit self-harm
chat rooms
7D. Individuals who self-harm use self-harm forums for non-judgmental support
8D. Individuals who self-harm should seek help from health professionals rather
than the internet
9D. Individuals who self-harm are negatively influenced by internet images of selfharm

2.87

.76

3.69

.55

3.80

.93

3.80

.73

Descriptives
Composite scores ranged from 1-5 and were calculated by averaging item
scores for each scale. Higher scores reflect higher levels of the relative construct. An
inspection of normality plots revealed three univariate outliers, which were removed
from subsequent analyses. The descriptive statistics for each scale are presented in
Table 5 below.
Table 5
Descriptive Statistics for General Knowledge, Opinions and Understandings,
Workplace Attitudes and Social Media Adjusted Subscales (n=71).

General Knowledge

Mean
2.95

SD
.38

α
.701

K
14

Opinions and Understandings

2.61

.33

.636

12

Workplace Attitudes

3.89

.41

.627

9

Impact of Social Media

3.57

.41

.725

9

Correlations
To further examine any potential differences between Medical and Nursing,
and Allied Health and Support Service areas, the inter-correlations among variables
were examined individually. Table 6 presents the inter-correlations among variables
for Medical and Nursing service areas, whilst Table 7 presents the inter-correlations
among variables for Allied Health and Support Services.
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Table 6
Inter-Correlations Among Variables for Medical and Nursing Service Areas (n=26)
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

1. Gender

-

2. Age

-.326

-

3. Employment

.310

.285

-

4. Average hours per week

-.226

-.062

-.721**

-

5. Service Area

-.264

.196

-.040

-.057

-

6. Service location

-.076

.223

.083

-.033

-.076

-

7. Service setting

-.374

.358

.099

.310

.098

.241

-

8. Years of experience

-.263

.415*

-.029

-.063

.197

.051

.084

-

9. Frequency of DSH contact

.052

-.069

.165

-.204

.244

-.172

.109

-.304

-

10. DSH clients in average week

.263

-.229

-.157

.047

-.323

.395*

-.221

.214

-.587**

-

11. Risk assessment tool

.134

-.064

-.147

.028

-.295

.025

.029

.184

-.155

.241

-

12. DSH Risk management plan

.133

-.235

-.146

.033

.133

.023

-.422*

-.090

-.160

.243

-.043

-

13. General Knowledge

.080

.072

.180

-.171

.155

.007

.089

-.112

.038

.019

-.307

.135

-

14. Opinions &Understandings

-.019

.182

.040

.226

.309

-.098

.293

-.099

.151

-.230

.003

.475*

.234

-

15. Workplace Attitudes

-.022

.000

.065

-.233

-.084

.363

-.328

.262

-.442*

.295

-.112

.259

-.114

-.414*

-

16. Social Media

.132

-.178

-.314

.276

.132

-.306

-.338

-.223

.125

.061

-.217

.474*

.332

.223

-.207

Note. *=p .05; **=p .01, all 2-tailed.
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Table 7
Inter-Correlations Among Variables for Allied Health and Support Service Areas (n=45)
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

1. Gender

-

2. Age

-.290

-

3. Employment

.329*

.215

-

4. Average hours per week

-.148

-.136

-.750**

-

5. Service Area

.011

.087

.277

-.234

-

6. Service location

-.089

.111

.136

-.154

-.066

-

7. Service setting

-.023

.364*

.263

-.348*

.146

.114

-

8. Years of experience

.072

.402**

.121

-.189

-.003

-.170

.164

-

9. Frequency of DSH contact

-.001

-.005

-.125

.025

.169

.136

.068

.086

-

10. DSH clients in average week

.163

-.033

-.130

.177

-.072

-.241

-.101

.114

-.469**

-

11. Risk assessment tool

-.180

-.126

-.157

.056

-.087

.033

.073

.006

-.014

-.039

-

12. DSH Risk management plan

-.323*

.091

-.107

.035

.425**

.024

.053

.046

.099

-.028

-.034

-

13. General Knowledge

.084

.141

-.128

.166

-.056

-.145

-.034

-.397**

-.205

.213

.072

-.114

-

14. Opinions &Understandings

-.075

.116

.109

-.162

-.091

.132

.034

.259

.117

-.466**

-.019

-.215

-.215

-

15. Workplace Attitudes

.080

-.066

-.029

.208

-.052

-.074

-.035

-.038

-.173

.318*

.203

-.136

.162

-.292

-

16. Social Media

-.084

-.027

.007

-.226

-.056

-.270

.130

-.032

-.127

.101

.139

-.001

.209

.121

.013

Note. *=p .05; **=p .01, all 2-tailed.
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The correlations between health demographic variables and the four subscales
(General Knowledge, Opinions and Understandings, Workplace Attitudes, and
Social Media) indicated no significant correlations between gender, age,
employment type, service location, and service setting for any of the dependent
variables for either group of participants. Gender, age, employment type, service
location, and service setting were not significantly correlated with General
Knowledge, Opinions and Understandings, Workplace Attitudes or Social Media
variables for either group of participants. However, examining the inter-correlations
for each service area group revealed some unique correlations.
Medical and Nursing Service Areas. Within the Medical and Nursing
service areas (Table 6), frequency of contact with self-harming clients was
significantly, and negatively, correlated with Workplace Attitudes at a moderate
level, such that the more contact medical and nursing staff reported having with selfharming clients, the less positively they felt about their workplace. A significant,
negative, correlation was also found to exist at a moderate level between Workplace
Attitudes and Opinions and Understandings of self-harm, indicating that more
positive opinions and understandings associated with self-harm were also related to
medical and nursing employees having less positive workplace attitudes. A
significant, positive correlation also existed between having a risk management plan
and Opinions and Understandings, and between having a plan and perceptions of the
impact Social Media has on adolescents who self-harm. These moderate correlations
indicate that medical and nursing staff who’s workplace had a risk management plan
had more positive opinions and understandings towards self-harm, and perceived
social media to be more pervasive and detrimental to adolescents who self-harmed.
Allied Health and Support Service Areas. For the combined Allied Health
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and Support Service areas (Table 7), General Knowledge was found to be
significantly, and negatively, correlated at a moderate level, to years of experience in
current role; lower general knowledge was associated with increased years of
experience respondents had in their current allied health or support service
professional roles. The number of self-harm clients respondents encountered in an
average week was significantly, and negatively, correlated at a moderate level with
their Opinions and Understandings of self-harm, indicating that allied health and
support service staff had less positive attitudes towards self-harm the more
frequently they encountered it. Interestingly, however, a significant, positive,
relationship existed at a moderate level between Workplace Attitudes and the
number of DSH clients encountered in an average week, indicating that working
with a higher number of self-harming clients each week was associated with more
positive workplace attitudes.
Differences between Medical and Nursing Service Areas, and Allied Health and
Support Service Areas
A multivariate analysis of variance (MANOVA) was used to examine if
participants employed within different service areas of health care differed in their
levels of general knowledge, opinions and understandings and workplace attitudes
towards self-harm. Before conducting the MANOVA the data were examined to
ensure that the assumptions of normality, multicollinearity, linearity and
homogeneity of variance-covariance matrices had been satisfied. All assumptions
were met, however a significant Levene’s value for workplace attitudes,
F(1,69)=6.78, p=.011, suggested a potential issue with equality of variances for this
construct. Although this violation was acknowledged as potentially problematic,
MANOVA’s general robustness in the face of violations with relatively large sample
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sizes, particularly when the number of cases in each cell is more than adequate, and
the concern that any further adjustments or data transformations on this variable
would cause a considerable distortion to the interpretation of subsequent analyses, a
decision was made to proceed with the MANOVA.
Findings demonstrated that there was a significant effect of the service area
variable (participants employed within medical and nursing service areas versus
participants employed within allied health or support services) on the combined
dependent variables, F(3,67)=2.89, p=.042, partial

=.115. Analysis of the

dependent variables individually showed no significant effects for the opinions and
understandings and workplace attitude variables. However, the general knowledge
variable was significant at a Bonferroni adjusted alpha level of .016, F(1,69)=6.21,
p=.015, partial

=.083. Medical and nursing service area workers reported

significantly higher self-harm general knowledge than allied health and support
service workers. These values are presented in Table 8 below.
Table 8
Descriptive Statistics for Medical and Nursing, and Allied Health and support
services average responses for General Knowledge, Opinions and Understandings,
Workplace Attitudes and Social Media scales, n=71, with standard deviation in
parentheses.
Medical and

Allied Health and

Nursing

Support Services

General Knowledge

3.09 (.30)

2.86 (.40)

Opinions and Understandings

2.51 (.28)

2.66 (.35)

Workplace Attitudes

3.95 (.30)

3.86 (.45)

Impact of Social Media

3.6 (.36)

3.56 (.43)

An independent samples t-test was used to determine if there was any
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difference between the medical and nursing group and the allied health and support
services group regarding the impact they perceived social media to exert on selfharm. Normality and homogeneity of variance assumptions were satisfied, and the ttest was performed. The analysis yielded a non-significant difference, t(69)=.364,
p=.717. A preliminary examination of the responses made to the question “In your
opinion, what impact does social media have on young people who self-harm?”
revealed over half the respondents (56.6%) felt social media had a negative impact
on adolescents who engaged in self-harming behaviours.
Open-ended Questions
A very basic content analysis was performed on the responses made to the
three open-ended items. Items were coded to identify major recurring themes,
however, it is stressed that these analyses were preliminary, as the focus of this
research was not on qualitative interpretation. Table 9 presents the coding reference
for responses to the Workplace attitudes question about the most difficult thing about
working with self-harm. Coded responses are attached in Appendix C.
Table 9
Coding interpretations and examples of responses to the Workplace Attitudes
question “What is the most difficult thing for you about working with clients who
self-harm?”
Coded Interpretation
Example
1
Staff anxiety, distress and self- “It is emotionally distressing”
care
2
Families of clients who self-harm “Engaging with avoidant parents of
young people who self-harm”
3
Under resourced
“No IP beds when needed”
4
Time restrictions
“It takes a long time for self-harming
clients to change and find new coping
strategies, and my contact with such
clients is very short term (3-7 days)”
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5

6

7

8

“I’m not good with the blood and guts.
The most difficult thing is the
challenging personality structures that
often accompany people who selfharm”
Anxiety and stigma within wider “Dealing with the attitudes of other
health system and society, health professionals towards young
referrals
people who suffer mental health
difficulties”
Under-trained
or
lacking “Lack of confidence in skills. Gap in
education
knowledge of self-harm however
availing of training”
Crisis and risk management
“Managing risk of suicidal intention
and escalations”
Client characteristics

The percentage of Medical and Nursing staffs’ coded responses, in
comparison to Allied Health and Support Service staffs’ responses, are presented in
Table 10 below.
Table 10
Frequency of responses made to the question “What is the most difficult thing about
your work with DSH?”, represented in percentages, for each service area.
Coded responses

Medical & Allied Health &
Nursing
Support
(n=26)
Services (n=45)
Staff anxiety, distress and self-care
28.6%
13.2%
Families of clients who self-harm
14.3%
15.8%
Under resourced
5.3%
Time restrictions
14.3%
13.2%
Client characteristics
9.5%
26.3%
Anxiety and stigma within wider health system and 18.4%
society, referrals
Under-trained or lacking education
4.8%
2.6%
Crisis and risk management
28.6%
5.3%
Responses to the Workplace attitude’s question, “What could improve your
work with clients who self-harm?,” were also subjected to a preliminary content
analysis. The coding reference is presented in Table 11 below and a complete list of
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participants’ coded responses is attached in Appendix D. Table 12 presents the
frequency of responses made by the Medical and Nursing staff, and Allied Health
and Support Services.
Table 11
Coding interpretations and examples of responses to the Workplace Attitudes
question, “What could improve your work with clients who self-harm?”
Coded Interpretation
1
Education and training
2
More resources

3

Community and family support

4

Increased communication,
supervision and team sharing

5

Improved follow-up and
psychoeducation practices

Example
“Ongoing professional learning”
“Step up-step down facilities for youth
and crisis accommodation services for
youth”
“Improved awareness of mental health
for health care workers in the wider
community”
“Increasing supervision opportunitiesparticularly debriefing and consultation
with peers”
“Improved follow-up and support in
community plus more psychoeducation
about self-harm”

Table 12
Frequency of responses made to the question, “What could improve your work with
clients who self-harm?,” represented in percentages, for each service area.
Coded responses

Medical & Allied Health &
Nursing
Support
(n=26)
Services (n=45)
Education and training
50%
52.9%
More resources
6.3%
14.7%
Community and family support
6.3%
14.7%
Increase communication, supervision & team sharing 18.8%
11.8%
Improved follow-up and psychoeducation practices
18.8%
5.9%
Appendix E provides a copy of the responses to the social media question,
“In your opinion, what impact does social media have on young people who self-
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harm?” Responses were coded according to the criteria presented in Table 13.
Table 13
Coding interpretations and examples of responses to the Social Media question, “In
your opinion, what impact does social media have on young people who self-harm?”
Coded
1
2
3

4

Interpretation
Example
Negative
“It glorifies it”
Positive
Potential to be both positive and “Offers anonymous community where
negative
one can look for help – but risks are not
managed”
Neutral/unsure
“Not sure”
Table 14 presents the frequency of Medical and Nursing staffs’ responses to

the question, “In your opinion, what impact does social media have on young people
who self-harm?,” compared to the frequency of responses made by Allied Health and
Support Service employees.
Table 14
Frequency of responses made to the question, “In your opinion, what impact does
social media have on young people who self-harm?,” represented in percentages, for
each service area.
Coded responses

Negative
Positive
Potential to be both positive and negative
Neutral/unsure

Medical & Allied Health &
Nursing
Support
(n=26)
Services (n=45)
72.7%
61.4%
22.7%
27.3%
4.5%
11.4%

Discussion
This study examined CAMHS staffs’ general knowledge, opinions
and understandings, workplace attitudes relating to self-harm, and their perceptions
regarding the role of social media in perpetuating self-harming behaviours.
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CAMHS Staff General Knowledge.
Contrary to the first hypothesis, staff from medical and nursing service areas
had

significantly

greater

general

knowledge

regarding

self-harm

then

did allied health and support service employees. This finding is inconsistent with
earlier research, which identifies Australian psychologists as having generally high
levels of general knowledge (Gagnon & Hasking, 2012), and identifies Australian
A&E staff as receiving no targeted education in the area of self-harm, and in need of
further training (e.g., Saunders et al., 2012; Gibb et al., 2010; McCann et al., 2007).
The finding also contrasts with research from the UK, which found A&E staff to be
less knowledgeable about DSH compared to CAMHS staff (Timson et al., 2012).
There are several potential explanations for these differences. Firstly, the high level
of general knowledge reported by Gagnon and Hasking (2002) was found among a
sample consisting of registered Australian psychologists. The present study
collapsed allied health professionals and support service staff into one category, and
did not differentiate explicitly between the specific professions of participants. As
such, psychologists may be considerably underrepresented among this sample of
allied health professionals, leaving the relative measure of general knowledge to be
determined by individuals who are less likely to have received specific DSH
education or training.
Another potential explanation for this difference is the service settings from
which the populations of participants have been drawn. Self-harming clients are
often viewed negatively within A&E departments, as ‘inappropriate’ attendances
(Sanders, 2000). Yet, most studies investigating the understanding and attitudes
medical and nursing staff have towards self-harm appear to recruit their participants
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from this service setting. It is not too surprising, then, to expect that the medical and
nursing staff in the current study who were not been sampled from the ‘front-line’ of
dealing with self-harming clients would have a greater knowledge of this
phenomenon compared to their A&E counterparts. The acute service setting of A&E
departments has previously been proposed as a potential explanation for low or
inaccurate levels of DSH knowledge among staff (e.g., McCann et al., 2006).
Although hospital emergency departments often constitute the first point of contact
self-harming individuals have with health services, the sheer diversity of reasons
individuals present to A&E settings means that staff cannot possibly be well-versed
in every potential issue they may encounter at work. Nursing staff also have a greater
level of contact with self-harming clients (Saunders et al., 2012), and the decision
taken in this study to collapse the medical and nursing service providers into one
area may have distorted the relative levels of knowledge.
The present study assessed general knowledge using an adapted version of
Jeffery and Warm’s (2002) Knowledge of Self-harm scale. Responses were
originally forced choice (true/false); however, in this study the scale was adapted for
present purposes and responses indicated on a Likert scale. As a result of this
conversion, individuals were now provided with an opportunity to respond neutrally
to a general statement, which may not be an accurate indicator of their knowledge on
that particular item. However, other studies which also opted to convert the forcedchoice response to Likert scales reported that reliability was retained (e.g., Timson et
al., 2012). Nevertheless, it should also be noted that this study also had substantially
fewer medical and nursing participants compared to the sample sizes of other
research, and when compared to the size of the CAMHS allied health and support
service group.
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Both collapsed service areas demonstrated a negative correlation between
years of experience in current role and general knowledge; however, this correlation
was significant only for the allied health and support service group. This finding
seems to suggest that the earlier health professionals entered into their respective
fields, the less likely they were to have received education regarding self-harm,
simply because the issue was nowhere near as prevalent or prolific a decade ago as it
is today (e.g., Gagnon & Hasking, 2012; Gibb et al., 2010; McAllister et al., 2009).
In Australia in 1992, the provision of mental health services was
mainstreamed within general hospital and community health service providers. This
process was initiated as part of the national health strategy, in an attempt to
deinstitutionalise mental health issues, and provide improved care to individuals
living with mental illnesses (Brunero et al., 2012). The present study’s finding
appears to provide indirect evidence for the notion that mental health service training
courses are placing a greater emphasis on DSH education, in response to the gap
which has been identified in previous research (e.g., Gibb et al., 2010; McCann et
al., 2006). The increase in knowledge among generalist health professionals may be
the result of either targeted education programs (e.g., McAllister, Moyle, Billet, &
Zimmer-Gembeck, 2009; Patterson et al., 2007), or from more generally dissipated
awareness initiatives, such as ‘Beyondblue,’ designed to raise public awareness of
depression (McCann et al., 2006). Either way, this is an encouraging finding, as
well-established studies demonstrate that an increased understanding of self-harm
facilitates a more positive attitude towards individuals who engage in these
behaviours, which is reflected in care practises (e.g., Saunders et al., 2012; Timson
et al., 2012). The more accurate knowledge of generalist health practitioners is a
promising indication that an integrated approach towards mental health is an
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effective one, providing improved access and care for all individuals.
CAMHS Staff Opinions and Understandings
In line with the second hypothesis, allied health and support service staff
were found to have more positive opinions and understandings towards deliberate
self-harm, compared to medical and nursing staff; however, this difference was not
significant. This finding is consistent with previous research investigating mental
health professionals’ opinions and understandings of self-harm (e.g., Gagnon &
Hasking, 2012; Timson et al., 2012), but, the limited sample size of the present study
may have been insufficient to detect true differences. An unexpected finding was
that general knowledge was not found to be significantly related to the opinions and
understandings towards self-harm for health professionals from any service areas. In
fact, data indicated that any potential relationship was likely to be the opposite; such
that greater knowledge would be associated with less positive attitudes. This seems
to contradict the wealth of data supporting the notion that training and education
improve health professionals’ attitudes and opinions towards clients who self-harm
(e.g., Brunero et al., 2012; McCann et al., 2006; Timson et al., 2012). One potential
explanation could be that general knowledge is different to the knowledge delivered
in targeted education and training programs, which have been shown to initiate
positive attitudinal change when implemented in other studies (e.g., Brunero et al.,
2012; Patterson et al, 2007). Certainly, recent interventions such as ‘solution-focused
nursing’ (McAllister et al., 2009) are highly structured programs which advocate for
the teaching of proactive health skills and coping strategies, not just content
knowledge. The findings of the present study provide support for the benefits of
adopting a proactive approach to self-harm education and training, instead of purely
the dissemination of facts and figures.
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For medical and nursing staff, having a risk management plan in place in the
workplace appeared to be related to employees having more positive attitudes and
opinions towards self-harm. This finding is consistent with previous research, which
identified improved management practices facilitated more positive outcomes for
clients and health professionals alike (Slaven & Kisely, 2002). Having a risk
management plan in place appeared to be a greater concern for medical and nursing
staff, who reported crisis management and risk assessment as the most difficult thing
about their work with self-harm, a finding which has also been reported previously
(e.g., McAllister et al., 2002).
For the allied health professionals, opinions and attitudes towards self-harm
became less positive as the number of self-harming clients they encountered in an
average week increased. This finding is consistent with previous research, which
identifies increased contact with DSH as a predictor for practitioner burnout (Gibb et
al., 2010), and a risk factor for increased antipathy developing in response to contact
with this disturbing behavior (e.g., Patterson et al., 2007). Support for this
interpretation of allied health professionals’ feeling more burnt out due to increased
contact with self-harming clients are their self-report comments, highlighting time
restrictions and being under resourced as major difficulties for their work with selfharming individuals.
Workplace Attitudes and Experience
In contrast to the third hypothesis, medical and nursing staff were found to
have slightly more positive attitudes towards their workplace than staff from allied
health and support services, although this difference was not significant. Although
this contrasts with previous findings, it is likely that as the present sample were not

47

recruited from A&E departments, they are unlikely have to experienced the same
degree of ambivalence, interference and distress towards self-harming clients that is
felt by individuals operating within acute settings (McAllister et al., 2002). An
examination of respondents’ qualitative answers to questions about their workplace
supports this interpretation, as medical and nursing individuals did not report feeling
under resourced or pressured by time restrictions. The most difficult issue about
working with self-harm, as reported by medical and nursing staff, was dealing with
staff anxiety and a lack of self-care practices, as well as risk assessment and crisis
management. Although the difficulties inherent in using multiple risk assessments
across health departments has been identified as problematic and a waste of valuable
time, prompting efforts to standardise risk assessment measures (e.g., Cahill &
Rakow, 2012; Slaven & Kisley, 2002), self-care practices for medical and nursing
health professionals has now been identified by the current study as a gap in the
literature. As we shift away from institutionalization and expect generalist health
professionals to be able to treat individuals with mental health problems, it is also
important to acknowledge that a need arises with this process. Measures need to be
put in place to ensure medical and nursing staff have sufficient self-care and
opportunities to disclose their experiences with self-harm to colleagues and
supervisors, just as these preventative measures exist for more traditional mental
health practitioners such as psychologists and counselors (Fleet & Mintz, 2013).
An examination of the inter-correlations among variables revealed that the
number of DSH clients medical and nursing staff had contact with in an average
week was significantly, and negatively, correlated with their workplace attitudes,
such that the more self-harming clients they encountered, the less positively they felt
towards their workplace. This finding is interesting because, although increased
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frequency of contact with self-harming individuals appeared to be related to negative
outcomes in both groups, they appeared to attribute the negativity differently.
Specifically, allied health and support service staff are more likely to associate this
negativity with their personal opinions and understandings of self-harm, whilst
medical and nursing staff experience negativity towards their workplace. Allied
health professionals are more likely to maintain ongoing contact with a self-harming
client than medical or nursing staff, and as such, there is an increased opportunity for
relationship development and for client characteristics to impact on the therapist
(e.g., Fleet & Mintz, 2012). Supporting this notion, allied health professionals
reported that client characteristics were the most difficult thing about their work with
DSH.
Medical and nursing staff were more likely to perceive their workplace
negatively if they held more favorable opinions and understandings of self-harm. It
may be that medical and nursing employees, who are high in empathy and
understanding towards adolescents who self-harm, are more inclined to feel negative
about specific aspects of their workplace which they feel impede the care they are
able to provide, or if their workplace maintain ineffective treatment practices for
these individuals. Contrary to this relationship for medical and nursing staff, allied
health workers report increasingly positive attitudes towards their workplace as they
work with greater numbers of self-harm clients. One explanation for this finding may
be that mental health professionals still feel effective treating the DSH, although they
may have negative attitudes towards it. Psychologists who feel effective at
performing their job report positive feelings about their profession, and about their
workplace (Timson et al., 2012).
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Social Media
Both collapsed service areas indicated that they considered social media to
have an impact on adolescents who self-harm. No significant difference was found,
although medical and nursing staff estimated this effect to be marginally greater than
did the allied health and support service professionals. The question asking what
impact social media was perceived to have on adolescents who self-harmed received
the highest response rate, suggesting it is an important topic for health professionals.
The overwhelming majority of individuals from both groups indicated they felt
social media negatively influenced youth who engaged in self-harming behaviours,
and no respondent deemed social media had a positive impact. Approximately a
quarter of respondents from both groups acknowledged that there may be a potential
to use social media to achieve positive outcomes, such as by providing information,
support and connectivity to adolescents. The need for more research in this area was
stressed, however, as most individuals acknowledged that unmanaged, social media
has the potential to trigger devastating and irreversible outcomes.
Strengths, Limitations and Directions for Future Research
There are several limitations of the current study which should be noted.
Firstly, as this was the pilot run of the Self-harm Survey, the sample size was quite
modest. Although the sample size was sufficient enough for the analyses performed
here, and similar in size to other recent studies (e.g., Gagnon & Hasking, 2012),
future research should attempt to encapsulate a larger, more representative sample
from which current findings can be confirmed, and more accurate generalisations can
be made. The sample may have been potentially biased, as individuals who decided
not to participate in the survey may have more negative opinions and understandings
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of self-harm, and/or less positive attitudes towards their workplace than those
individuals who did choose to respond. Moreover, the present study reached only
metropolitan CAMHS, despite research indicating that remote and regional areas of
Australia are at increased risk of self-harm, and are most crippled by the current lack
in resources (Slaven & Kisely, 2002). Future research endeavours should attempt to
compare the attitudes and knowledge of metropolitan CAMHS staff with those
operating from regional and remote locations.
Strengths of the present study included the use of both qualitative and
quantitative research methods to develop a comprehensive picture of how health
professionals think and feel about self-harm, and working with self-harming clients.
Although the content analysis conducted here was basic, it did reveal some important
information about different health professional’s experiences working with selfharm. Participants were provided with an opportunity to share their concerns about
their work with these clients and contribute suggestions they may have to
overcoming these obstacles. While only two individuals reported feeling
undertrained or uneducated about DSH, over a third of all respondents said that more
education and training would improve their work with self-harming clients. In line
with other research, it would be the recommendation of the present study that more
solution-focused education and training programs (e.g., McAllister et al., 2009) are
implemented for health professionals, teaching strategies that allow them to engage
with their vulnerable clients, by demonstrating genuine caring behaviours such as
actively listening, providing reassurance, acknowledging client’s feelings and
offering non-judgmental, and unconditional support (McAllister et al., 2009).
Specific research into what scales of ‘general knowledge’ are actually
measuring, and whether this is the same or different to the content being delivered in
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self-harm targeted training and education programs, is necessary to clarify the
unexpected findings of the present study. Finally, the present study adds support to
the need for future research to investigate the impact of social media on self-harm,
and identify how social networking can be used to facilitate positive outcomes, and
how negative effects can be contained. Finally, a more advanced thematic analysis of
health professionals’ qualitative answers is merited as even at the basic level at
which they were examined in the present study, valuable points are raised, with the
potential to greatly improve health professionals’ work with self-harm, providing
better quality of care for this group of individuals.
Practical Implications
This study highlights the need for ongoing professional development courses
and activities to address negative attitudes, but also emphasizes the importance that
such programs go beyond purely addressing knowledge content, to developing the
proactive skills which can transform ordinary contact with a self-harming client into
a positive relationship, providing support, care and understanding to individuals who
feel that they must harm themselves (Huband & Tantam, 2000; McAllister et al.,
2002; McAllister et al., 2009).
Concluding Statements
The present study sought to investigate the adolescent self-harm knowledge,
opinions and understandings of health professions who work with this vulnerable
cohort of at-risk clients. Although the sample size was limited, several important
findings emerged from this research, making a valuable contribution to the existing
literature on this subject, aimed at improving the quality of care received by selfharming clients, and, potentially, reducing the risk of future self-injury, or even
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suicide (Patterson et al., 2007). Ongoing professional care and training programs
appear to be an effective means for improving health practitioners’ knowledge,
opinions and understandings surrounding self-harm, however, these programs need
to be updated to include proactive support skills, especially around the link emerging
between self-harm and social media.
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The following questions ask you to provide information about yourself.
Please select where appropriate or answer in the space provided.
For the purpose of this survey, self-harm is defined as an act of harming
oneself, with or without suicidal intent (e.g. cutting, burning) that leads to
a non-fatal outcome.

1. Please specify your gender.
o Male
o Female
2. Please specify your age.
o
o
o
o
o
o
o
o

Under 20 years
20-24 years
25-34 years
35-44 years
45-54 years
55-64 years
65-74 years
75+

3. Regarding your employment, which of the following applies to you?
o
o
o
o

Full-time
Part-time
Casual
Volunteer

4. How many hours do you work in an average week?
_________________ per week.
5. What service area do you work in?
o
o
o
o
o
o

Medical
Nursing
Administration
Management
Allied Health
Support services

6. Where is your service located?
o Perth CBD
o Perth suburb
o Regional
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o Remote

7.
o
o
o
o
o
o
o

Which setting do you work in?
Emergency Department
Hospital Inpatient
Hospital Outpatient
Community
Community Inpatient
Community Residential
Outreach/Emergency Response

8. How many years of experience do you have in your current role?
o
o
o
o
o
o

Less than 1
Between 1-2
Between 3-5
Between 6-10
Between 11-15
16+

9. How frequently do you come into contact with clients who self-harm?
o
o
o
o
o

Daily
Weekly
Fortnightly
Monthly
Not at all (Please move on to page 3)

10. In an average working week, how many clients who self-harm would you
come into contact with?
1-2
3-5
6-10
11-15
o 16+
o
o
o
o

11. In your workplace, do you use a risk assessment tool for clients who selfharm?
o Yes, please specify _____________________________________________________________
o Not at all
12. In your workplace, do you maintain a current risk management plan for
clients who self-harm?
o Yes
o Not at all
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This survey contains statements regarding self-harm. Please indicate how
strongly you agree or disagree with the following statements.
A. This section is about your general knowledge about deliberate self-harm.
Individuals who self-harm ...
Strongly
Disagree
1.

Have often been sexually abused.

2.

Usually have poor communication

Disagree

Neutral

Agree

Strongly
Agree

skills.
3.

Are likely to be sexual minority
youth.

4.

Do not come from healthy,
supportive families.

5.

Often have mental health issues.

6.

Cannot control the extent and
severity of their injury.

7.

Are more likely to be female rather
than male.

8.

Usually have substance abuse
problems.

9.

Are not likely to comply with
professional treatment and advice.

10.

Often have poor social skills and
low self-esteem.

11.

Do not respond to professional care.

12.

Have a greater risk of suicide.

13.

Are likely to have been neglected
children.

14.
15.

Receive less attention from medical
staff than people with other medical
problems.
Often come from lower socioeconomic backgrounds.
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B. This section is about your opinions and understandings of deliberate
self-harm.
In my opinion, self-harm ...
1. Is not a form of manipulation.

Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

2. Helps to release feelings of anger.
3. Is a form of self-punishment.
4. Is unlikely to become a chronic
condition.
5. Is a serious moral wrongdoing.
6. Acts as a coping strategy.
7. Clogs up the health system.
8. Helps to stay in control of emotion.
9. Relieves stress and anxiety.
10.Is not a cry for help.
11.Maintains a sense of identity.
12.Is an expression of emotional pain.
13.Is a waste of the healthcare
professional’s time.
14.Provides an escape from depression.
15.Is a means of getting attention.
16.Should be blamed on parents.
17.Is a means to punish other people.
18.Reflects a lack of religious convictions.
19.Is only a temporary phase.
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C. This section is about your workplace experience with deliberate selfharm.
Strongly
Disagree

Disagree

Neutral

Agree

Strongly
Agree

1. My workplace procedures allow me to
treat individuals who self-harm to the
best of my ability.
2. I often feel helpless when listening to
the problems of individuals who selfharm.
3. My intervention will have no impact on
individuals who self-harm.
4. I think individuals who self-harm
should always be referred to external
services for further assessment and
treatment.
5. My workload makes it difficult for me
to effectively treat individuals who selfharm.
6. I feel confident assessing individuals
who self-harm for risk of suicide.
7. I do not have the time to help
individuals who self-harm when they
make unscheduled contact.
8. Staff attitudes towards self-harm can
affect the repetition of self-harm.
9. I am adequately trained to help
individuals who self-harm.
10. Ongoing education and training would
help me treat self-harm clients more
appropriately.
11. My knowledge of referral sources is
important for the ongoing care of
individuals who self-harm.
12. I take the time to listen to the problems
of individuals who self-harm.
13. My ability to treat individuals who selfharm is hampered by mental health
legislation and procedures.
14. I have the appropriate counseling skills
to assist individuals who self-harm.
15. I always prioritize individuals who selfharm when they are in crisis.

Please answer the following questions in the spaces provided.
16. What is the most difficult thing for you about working with clients who self-harm?

17. What could improve your work with clients who self-harm?

D. This section is about social media and deliberate self-harm.
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Individuals who self-harm ...
Strongly
Disagree
1.
2.

Disagree

Neutral

Agree

Strongly
Agree

Are likely to seek help and advice from the
internet rather than a doctor.
Use social networking sites to talk
anonymously about self-harm.

3.

Learn how to self-harm through websites
and social networking sites.

4.

Use self-harm chat rooms to seek approval
for their self-harm.

5.

Use the internet to follow celebrity role
models who self-harm.

6.

Will not recover if they continue to visit selfharm chat rooms.

7.

Use self-harm forums for non-judgmental
support.

8.

Should seek help from health professionals
rather than the internet.

9.

Are negatively influenced by internet images
of self-harm.

10. Do you use any social networking sites?
o No (please move to question 12)
o If yes, please select the sites you use …
o Facebook
o Twitter
o MySpace
o LinkedIn
o Instagram
o Bebo
o Flickr
o Tumblr
o Other (please specify)______________________________________
11. If yes, how often do you visit social networking websites?
o
o
o
o
o

Many times a day
Once a day
3 times a week
Once a week
Once a month or less

12. In your opinion, what impact does social media have on young people who self-harm?
______________________________________________________________________________________________________________
______________________________________________________________________________________________________________
Thank you for participating in this survey.

69

Appendix B
Section A General Knowledge
Original Items

New/Amended Items

Children who have been sexually abused are 1A. Individuals who self-harm have
more likely to self-harm than the general often been sexually abused.
population (Crawford et al., 2003).
Individuals who self-harm often have poor 2A. Individuals who self-harm usually
communication skills and low self-esteem have poor communication skills.
(Crawford et al., 2003).
Gay young men are no more likely to self-harm 3A. Individuals who self-harm are likely
than the general population (Crawford et al., to be sexual minority youth.
2003).
4A. Individuals who self-harm do not
come from healthy, supportive families.
Individuals who self-harm usually have mental 5A. Individuals who self-harm often
health issues (Crawford et al., 2003).
have mental health issues.
6A. Individuals who self-harm cannot
control the extent and severity of their
injury (Huband & Tantam, 2000).
Self-harm is more common in girls than boys 7A. Individuals who self-harm are more
(Crawford et al., 2003).
likely to be female rather than male.
8A. Individuals who self Usually have
substance abuse problems.
Individuals who self-harm are likely to comply 9A. Individuals who self-harm are not
with treatment and/or professional advice likely to comply with professional
(Huband & Tantam, 2000).
treatment and advice.
People who self-harm often have poor 10A. Individuals who self-harm often
communication skills and low self-esteem have poor social skills and low self(Crawford et al., 2003).
esteem.
Self-harming clients do not respond to care 11A. Individuals who self-harm do not
(Patterson et al., 2007).
respond to professional care.
Individuals who self-harm have a greater risk of 12A. Individuals who self-harm have a
completing suicide in the future (Crawford et greater risk of suicide.
al., 2003).
Only neglectful parents have self-harming 13A. Individuals who self-harm are
children (Crawford et al., 2003).
likely to have been neglected children.
I feel that clients who self-harm are treated less 14A. Individuals who self-harm receive
seriously by the medical staff than clients with less attention from medical staff than
medical problems (McAllister et al., 2002).
people with other medical problems.
Self-harm is more likely to occur among youth 15A. Individuals who self-harm often
who are socioeconomically disadvantaged come from lower socio-economic
(Crawford et al., 2003).
backgrounds.
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Section B Opinions and Understandings
Original Items

New/Amended Items

Self-harm is a manipulative act (Jeffery & 1B. In my opinion, self-harm is not a
Warm, 2002).
form of manipulation.
Self-harm provides an escape from feelings of 2B. In my opinion, self-harm helps to
anger (Jeffery & Warm, 2002).
release feelings of anger.
3B. In my opinion, self-harm is a form
of self-punishment.
4B. In my opinion, self-harm is unlikely
to become a chronic condition.
Self-harm is a serious moral wrongdoing 5B. In my opinion, self-harm is a serious
(Patterson et al., 2007).
moral wrongdoing.
Self-harm is a coping strategy (Jeffery & Warm, 6B. In my opinion, self-harm acts as a
2002).
coping strategy.
Self-harm clients just clog up the system 7B. In my opinion, self-harm clogs up
(McAllister et al., 2002).
the health system.
Self-harm is a means of staying in control of 8B. In my opinion, self-harm helps to
emotions (Jeffery & Warm, 2002).
stay in control of emotion.
Self-harm helps to relieve (stress) tension 9B. In my opinion, self-harm relieves
(Jeffery & Warm, 2002).
stress and anxiety.
10B. In my opinion, self-harm is not a
cry for help.
Self-harm helps and individual maintain a sense 11B. In my opinion, self-harm maintains
of identity (Jeffery & Warm, 2002).
a sense of identity.
Self-harm is an expression of emotional pain 12B. In my opinion, self-harm is an
(Jeffery & Warm, 2002).
expression of emotional pain.
Dealing with self-harm clients is a waste of the 13B. In my opinion, self-harm is a waste
health care professionals time (McAllister et al., of the healthcare professional’s time.
2002).
Self-harm provides an escape from depression 14B. In my opinion, self-harm provides
(Jeffery & Warm, 2002).
an escape from depression.
Individuals who self-harm are attention seekers 15B. In my opinion, self-harm is a
(Jeffery & Warm, 2002).
means of getting attention.
Parents of children who self-harm usually make 16B. In my opinion, self-harm should be
me feel angry (Crawford et al., 2003).
blamed on parents.
People who self-harm are typically trying to get 17B. In my opinion, self-harm is a
even with someone (Patterson et al., 2007).
means to punish other people.
Individuals who self-harm lack
convictions (Patterson et al., 2007).

religious 18B. In my opinion, self-harm reflects a
lack of religious convictions.
19B. In my opinion, self-harm is only a
temporary phase.
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Section C Workplace Experience
Original Items

New/Amended Items

1C. My workplace procedures allow me
to treat individuals who self-harm to the
best of my ability.
I often feel helpless in dealing with the 2C. I often feel helpless when listening
problems with DSH clients (McAllister et al., to the problems of individuals who self2002).
harm.
My intervention will have no impact on young 3C. My intervention will have no impact
people who self-harm (Crawford et al., 2003).
on individuals who self-harm.
Referral of DSH clients to external consultant
services for further assessment or treatment is
an effective course of action (McAllister et al.,
2002).

4C. I think individuals who self-harm
should always be referred to external
services for further assessment and
treatment.

My workload makes it difficult for me to deal 5C. My workload makes it difficult for
with self-harm patients appropriately (Gibb et me to effectively treat individuals who
al., 2010).
self-harm.
I feel confident assessing the risk of suicide 6C. I feel confident assessing
with self-harm patients (Gibb et al., 2010).
individuals who self-harm for risk of
suicide.
7C. I do not have the time to help
individuals who self-harm when they
make unscheduled contact.
Staff attitudes towards self-harm can affect the 8C. Staff attitudes towards self-harm can
repetition of self-harm (Gibb et al., 2010).
affect the repetition of self-harm.
I think I am adequately trained to deal with self- 9C. I am adequately trained to help
harm patients (Gibb et al., 2010).
individuals who self-harm.
Ongoing education and training would be useful 10C. Ongoing education and training
in helping me deal appropriately with deliberate would help me treat self-harm clients
self-harm clients (McAllister et al., 2002).
more appropriately.
Knowledge of referral sources is important 11C. My knowledge of referral sources
when dealing with deliberate self-harm is important for the ongoing care of
(McAllister et al., 2002).
individuals who self-harm.
I listen fully to self-harming clients problems 12C. I take the time to listen to the
and experiences (Patterson et al., 2007).
problems of individuals who self-harm.
13C. My ability to treat individuals who
self-harm is hampered by mental health
legislation and procedures.
I have the appropriate knowledge in counseling 14C. I have the appropriate counseling
skills to help deliberate self-harm clients skills to assist individuals who self(McAllister et al., 2002).
harm.
15C. I always prioritize individuals who
self-harm when they are in crisis.
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Section D Social Media
Original Items

New/Amended Items
1D. Individuals who self-harm are likely
to seek help and advice from the internet
rather than a doctor.
2D. Individuals who self-harm use
social networking sites to talk
anonymously about self-harm.
3D. Individuals who self-harm learn
how to self-harm through websites and
social networking sites.
4D. Individuals who self-harm use selfharm chat rooms to seek approval for
their self-harm.
5D. Individuals who self-harm use the
internet to follow celebrity role models
who self-harm.
6D. Individuals who self-harm will not
recover if they continue to visit selfharm chat rooms.
7D. Individuals who self-harm use selfharm forums for non-judgmental
support.
8D. Individuals who self-harm should
seek help from health professionals
rather than the internet.
9D. Individuals who self-harm are
negatively influenced by internet images
of self-harm.

*All social media items were constructed after an examination of the literature, and
not adapted from other sources.
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Appendix C
“What is the most difficult thing for you about working with clients who
self-harm?”
Feeling sick, horrified, scared
Feeling frustrated by families who dismiss their child's self-harm, labeling
it as a 'fad', 'trend' etc. inflexible systematic issues.
Very limited resources, underfunded
Lack of adequate community based services to help provide safety for
clients in community
Their families
Assessing the risk, finding containing short term environments
It takes a long time for self-harming clients to change and find new coping
strategies, and my contact with such clients is very short term (3-7days)
Repetitive behaviours and clients unwilling to engage
The blood
Helping family understand DSH
time and staffing restraints allowing adequate time to care or patients
Dealing with attitudes of other professionals towards young people who
suffer mental health difficulties
Lack of confidence in skills. Gap in knowledge of self-harm however
availing of training
Anxiety within the broader system. All young people who self-harm are
viewed as potentially suicidal leading to inappropriate admissions.
The number of them these days and the high number of clients overall
not directly involved with clients thus not always able to fully grasp the
significance of their self-harming problem
When clients don’t want to change the way they manage their distress therapy resistant
Commit time and capacity
Ever present concern about risk management - lack of availability of group
based therapy (e.g. DBT) for adolescents
Self-harmers are a major client group. they are often prioritised above the
cases who would benefit from therapy
Lack of understanding by either family or professionals
Having regular appointments and having therapy disrupted by crisis
admissions
Managing risk of suicidal intention and escalations
It is emotionally distressing
Managing risk and knowledge that they could significantly hurt themselves
The number of them these days, and high risk clients as well
Seeing their pain - not always able to help them
As triage office you do not have a chance to build rapport/trust
I’m not good with blood and guts. Most difficult thing is the challenging

Coded
1
2
3
3
2
4
5
1
2
4
6
7
6
3

5
4
8
5
2
5
8
1
8
5
1
4
5
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personality structures that often accompany people who self-harm
Establishing adequate supports to work consistently with the person within
the family and across the system
No IP beds when needed
Self-care
Limited opportunity for staff debriefing due to workloads and lack of
dedicated space
Managing the risk
Concern for their wellbeing
1. Having the time (duration of admission) to R(?) effectively. 2. Patients
with poor emotional support/care
Understanding where the self-harm is coming from and the purpose it is
serving
It is usually an indicator of high levels of emotional distress
Fragmented healthcare system
When their support networks do not implement agreed on safety/risk
management plans
Engaging with avoidant parents of young people who self-harm
Being able to work systematically with other agencies who support the
young person. Processes are not adequately in place for this.
Making clients wait sometimes months until they are able to be seen for
ongoing treatment due to staff shortages
Working on safe management plans and ensuring quick follow up from ED
Other agencies/people approach to clients who self-harm
Trying to educate family and the community to reduce their reactions, panic
and stress and contain their own anxiety based outdated assumptions of
self-harmers
Society’s feelings towards kids who self-harm and schools management
Often working on the mindset of the parents who have differing views of
self-harm
I believe that the function of self-harm is multifaceted and its time
consuming to sort this, yet an important first step. Current constraints
impact on the amount of time clinicians can dedicate to this first and
subsequent step
Unpredictability of when they self-harm. Their impulsiveness at times
possibly justification of knowing how they will later regret the scarring
staff anxiety
Dealing with other professionals anxiety
Stages of change- pre contemplation stage. Clients who are reluctant to
engage/open up re DSH makes it difficult
Containing parents/families as self-harm usually occurs in the
Developmental stage of separation and individualisation - a tenuous period
for many families who flounder with this need

2
3
1
1
8
1
4
5
5
6
8
2
6
4
8
6
2

6
2
4

5
1
1
6
5
2
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Parents of adolescents often have own significant histories and need
treatment/counseling separately
Communication
Often the length of time needed to effect change
Inadequate and poorly lead and trained crisis and emergency services.
DRT& DCIT - will not accept referrals
Working with parents and schools
Resource management
The repetition of instances of self-harm
Their issues are extremely complex; personal self-care after work is
important
Unable client to stop self-harming
Weighing up short term safety and long term quality of life issues to
formulate best response
Dealing with issues with risk and risks relating to suicide
Facing distress and helplessness experienced by their parents
I have not had sufficient training and have not acquired the relevant skills to
personally work with clients who self-harm, especially when they are in
crisis
Crisis management
Engaging individual in implementing alternative coping strategies

2

4
8
2
3
5
1
1
1
8
2
7

8
5
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Appendix D
Coded
“What could improve your work with clients who self-harm?”
Less fear
More training/PD in this area
1
More resources
2
Step up-step down facilities for youth & crisis accommodation services for
2
youth
Having a mental health system that is inadequately resourced. A just society
2
that funds education properly with the ability to provide more services for
individuals who struggle within it. A society that values people and pigs
might fly.
Community supports
2
Not sure, maybe more specific training
1
Education
1
More support via time/resources & help family with education
2
More education
1
Improved awareness of mental health for health care workers in the wider
3
community
More information, training and developing my experience in a supportive
1
team environment
More community support. Better understanding that self-harm (without
3
suicidal intent) is best managed in the community. *Nb more research
needed into treatment options in NSSI (without suicidal intent) as combining
both is not helpful for clinicians
Regular training and support
1
Ongoing professional learning
1
The ability (time and resources) to run DBT groups and direct information
2
and support groups
Knowing there is a team/wrap around support available to draw upon as and
4
when needed - effective collaboration between individual professionals and
agencies
Increased resources
2
Ongoing research and education in this area
1
Further training, e.g. in DBT
1
More training and resources to support education
1
Additional training
1
Regular training and support
1
More training (ongoing)
1
More Groups therapy and involvement by parents i.e. DBT specifically for
2
teenagers and their parents
I think its ok
Good supervision, supportive team environment where risk can be discussed
4
Better mechanisms in place to ensure communication occurs. More FTE
4
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available to respond to the influx of referrals
Reflective practice in team sharing knowledge and skills
Increasing supervision opportunities - particularly debriefing and
consultation with peers
Further training Ax measures anchored to action plans
more support and training
1. The ability to treat them for longer, 2. Less patients on a case load, 3.
more external agencies who can provide emotional support for self-harming
patients
More experience with this client group and discussion with team members
DBT group or DBT trained therapists
More case presentations across CAMHS sites re training to increase skills/
all of CAMHS ongoing training
The above especially between NGO's, other departments in CAMHS and
education and DCP
Shorter waiting times to be seen/ increase CAMHS staff
Improved follow up and support in community plus more psychoeducation
about self-harm
Broader education for other agencies/organizations
Access to latest research journals and PD specifically on DSH
Less stigma in general to mental health and self-harm
Nothing really, I think it’s pretty damn good!
More shared understandings of self-harm service wide
Ongoing training and supervision
Possibly access to 'healthy' internet sites- more ability to use internet at work
e.g. use of pads with kids
More education, reduction in staff anxiety
No idea
Possibly client handouts of alternative ideas etc. SH assessment. Always
could use more training (although I have a lot)... Maybe attachments linked
to self-harm or ways therapists can assist/ assess
The ability to provide longer term work if necessary that crosses the divide
of 18 years from child/adolescence and into adult. If young people at risk
could be assisted by a consistent clinician/service unit into adulthood then
they have a greater opportunity of meeting their stage of development need
and not regressing into an unfulfilled need
improved understanding by wider health system and professionals
particularly medical regarding their own understanding of why young people
self-harm, labeling under diagnostic criteria Is often unhelpful with regard to
communicating the 'real' issues of these young people
Improve harm
More training
Closer follow up from afterhours services. Easier access - why are the after

4
4
1
1
2

4
1
1
1
2
5
3
1
5
3
1

1
1

3

1
5
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hour services based at PMH? They should be accessible locally
More education to schools and parents
Increase call to make home and (unknown calls?) automatic services
Better access to case managers
Educate clients regarding self-harm, self-management re: self-harm and
introduce coping strategies introduction to clients
More training, consistent approach/response across directorates coordinated
to provide best outcome for client
Ongoing training and support from other senior staff
Supervision with peers dealing with counter transference
More training on how to deal directly with clients who self-harm, especially
when they are in crisis and how to assist care givers
Ongoing education and training and supports from supervisors and
professional peers
Involving external family members in care/restriction

3
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1
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Appendix E
“In your opinion, what impact does social media have on young people who Coded
self-harm?”
Not sure
4
Can sometimes glamorize self-harm contagion effect; doesn’t always promote
1
other ways of dealing with emotional distress
A negative impact
1
seems to promote the behavior
1
A lot
4
Sometimes it can reinforce self-harm, as praise and trophy photos are posted
1
when one is seeking validation
Negative impact
1
It glorifies it
1
Can be both helpful/not helpful
3
I believe it has a negative impact due to cyber bullying leading to distress
1
Builds culture, can provide support, can create distress
3
Negative impact as it gives them access to information and advice on how to
1
self-harm and commit suicide. If forums were monitored and provided
information on how to better cope it could be helpful or useful
Creates and propagates a belief that self-harm is a typical way of managing
1
distress
Pros and cons, parents need more education
3
Contagion effect
1
Has the capacity to compound the problem by validating/normalising it
1
Vicious bullying done anonymously - extremely damaging; tumblr hosts
1
blogs - self harm sites; Facebook – problematic
Depends on context and individual - need for young people they have the
3
opportunity to discuss and put things in perspective in adults - just as with
other media. Potential also for support and connection.
Encourages the idea that depression/anger/grief needs to be visual to matter
1
It helps them feel validated as self-harmers
1
Uncertain - sometimes would be helpful as young people relate well to social
3
media.
Generally perpetuates self-harm - glamorizes and promotes an identity
1
Gives sense that it is normal
1
Romanticizes it
1
Offers anonymous community where one can look for help - but risks are not
3
managed
Parents need more education
4
Can be negative or positive - negative because it may increase the intensity to
3
self-harm and be given wrong advice - positive because talking to other young
people who self-harm may make them feel not so alone
Probably some
4
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Anonymous, supportive, encouraging self-harm
Limits their time to process alone. Increases exposure to social triggers
It can spread misinformation and provides a very limited form of support.
This provides the young person with a false expectation of support that they
will receive, and at times the young person is bullied for their disclosure
potentially positive but all too often negative
Social networks affect health behaviour. Study on voting in US election
tracked 65 million people 1/2 got message personally 1/2 by Facebook.
Friends saw posting influencing voting. The power of peer group. We
currently focus on triad medical model and face to face. we not up with the
‘Igen’ who are online
Considerable
Significant harms I don’t use it but ask FM - anonymous postings cause
Increase in distress and haters to vulnerable youth. Particularly anonymous
sites. Tumblr also enables anonymous postings which also affect vulnerable
youth. Under 13s should not be permitted to access these sites. many young
people have their own blogs-online journaling (wordpress) etc. as well
Different impacts for different individuals
The potential for significant negative or positive outcomes
These sites can facilitate self-harm
Increases their awareness of ways in which they can self-harm
In some cases it can be reinforcing in a negative way and in other cases it can
provide support and a feeling of not being alone
Contributes
Every young person’s situation is unique and should be considered with its
own merit, however I am concerned that social media can reinforce and
continue self-harm behaviour rather than offer more healthy ways of coping
with distressing emotions
It can have both a helpful and unhelpful effect
Huge impact on self-harm/suicide. E.g. a suicide in school used to be fairly
contained- now kids all over Perth are aware of a suicide through Facebook
etc.
Can have a contagion effect
Has high impact - esp. Facebook
Contagion, triggers (i.e. bullying)
Some impact unsure of how much
Perpetuates DSH as normal, offers ideas re-different methods
Significantly
Instant accessibility, and is dependent on the young person’s frame of mind,
and who they are communicating with!
Could be positive or negative but we tend to see the groups which is
struggling and self-harm (amongst other issues) so it seems that the rampant,
easy to lose control of where messages/images go or who accesses it all
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together with the anonymity that can remain - means it has great negative
potential. also because who places images how to, doesn’t need to feel a sense
of responsibility for their actions
A negative impact due to comments made about self-harming. May lead to
bullying and negative comments about behavior
I think social media has negative affect on self-esteem -> DSH, creates a
'culture' of self-harming, gives younger people ideas about harming and how
to do it, can romanticize self-harming
Normalises DSH
Provides them an outlet
Contagion = DSH, suicide
Social media and its impact needs further research as there could be positive
benefits that have not yet been identified. The negative impact is more widely
recognised but this info needs to be harnessed and contained rather than
scaremongering that is touted
Would probably be different for different individuals depending on their own
history. Some more vulnerable than others
Serious impact
1. Social media has the potential to spread the phenomenon; 2. Social media
can provide a forum for the bullying, which can cause self-harm.
My opinion is social media has a huge impact on people who self-harm
Extremely powerful and negative influence
Can be supportive or unsupportive
Can be supportive and can also be harmful- depends on perspectives and
needs of the young people
Amount of time used up can be detrimental
A space to talk about their experiences (positive or negative); can sometimes
lead to online bullying
Most of the clients I have worked with reported learnt about self-harm from
social media either someone posting message on social media about self-harm
or even posting pictures of self-harm. Also reported of wanting to be like or
support someone who has done self-harm
They are exposed to a false peer group that may exacerbate self-harm or are
unable to provide support. Contagion impact, trauma etc.
I’m really not sure, but I am generally concerned about how social media
impacts on young people overall.
It can influence/emphasize how young people think about self-harm - their
beliefs and the meaning they make of self-harm
Its increasing young people’s isolation yet simultaneously keeps them
persistently connected to their peers, both positive and negative. There is no
break for them from the gossip, criticism, norms and expectations o their
peers. For some, the pseudo-close contact and friendships replaces actual
face-to-face contact and relationships, leaving them isolated, news also
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spreads much quicker through social media which may result in a small
incident they had been involved in being blown up to a bigger story and
making them feel embarrassed and self-conscious! Depending on the nature
of the individual their peers and use of social media, however social media
can also have a positive influence as it enables them to (re)connect with
friends and/or resources who can support and assist them psychosocially. In
saying that, I feel there is a very fine line between how social media can have
a positive or negative impact on those who self-harm and more often than not
I find social media has a negative impact on those who self-harm.
It could cause negative impact if young people receive wrong misleading info
on the subject. However positive impact could be due to the anonymous
nature of the social media, young people feel safer to express their feelings or
share their experience without being judged.
Neutral can be used in a positive or negative way depending on individual e.g.
age etc.

3
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