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GOOD PRACTICE GUIDELINES

Introduction to the guidelines
Over the last ten years there has been rapidly growing
awareness, both public and professional, of the issue of selfinjury. Many workers in different professions are coming into
contact with people who self-injure, and are seeking training,
information, support and guidance about supportive and effective
ways of working with their clients. In some areas dedicated
services have been or are being developed to support people who
self-injure.
A consultation process was carried out amongst a large group of
workers, working in a broad range of health and social care
settings in both voluntary and statutory sectors, to identify areas
of concern and the issues felt to be of prime importance and
relevance for inclusion in the guidelines. This information was
used, together with input from service users, and a review of
existing services for people who self-injure, to develop these
guidelines.
The guidelines do not define a particular model or style of working
but seek to prompt those whose work brings them into contact
with people who self-injure to address, or revisit, a number of
central issues.
The guidelines are presented as a checklist, followed by some

discussion and examples of practice in different services, and
ending with a listing of some contacts and resources.
It is hoped that these guidelines will be a useful starting point for
anyone considering developing new services or reviewing existing
service provision for people who self-injure. Though primarily
addressed to 'services' consisting of groups of workers, the
guidelines will also have relevance for individual workers within
services, and to 'lone' workers, for example therapists and
counsellors in private practice, working with clients who selfinjure.

Users of services are variously called patients, clients, residents,
callers, cases and a variety of other names. They will generally
be called 'service users' in this document. Similarly, staff will be
referred to as 'workers'.

BACKGROUND
There are many different settings, both medical and non-medical,
where individuals who self-injure seek help and support. A first
contact may be with a general practitioner or an Accident and
Emergency department. For some it may be a school nurse or
counsellor, a college or university counselling service. For some
self-injury is disclosed when seeking help for other difficulties: a
woman seeking help for post-natal depression may confide in her
health visitor; a woman having problems at work may tell the
worker in Occupational Health.
Many people hide their self-injury, and do not seek outside help.
The stigma and lack of understanding still prevalent about selfinjury mean that, in a lot of settings, the self-injuring is viewed as
'the problem'. The majority of people who self-injure do so
because of underlying difficulties, often unbearable,
unmanageable feelings stemming from unresolved or damaging,
life experiences, from which self-injury gives some relief.
Although self-injury is not itself seen as desirable behaviour, it can
be understood to be a much needed coping strategy, enabling
individuals to live their lives, or times in their lives which might
otherwise be unbearable or untenable.
For some the self-injury itself is very frightening. It may act as a
relief from unendurable feelings, but the relief may only be
temporary, the difficult feelings may return. Although it seems to
be the only way of managing, of coping, it is isolating and
stigmatising. Additionally, there may be wounds that need dealing
with, perhaps alone, perhaps help is needed. Who can be
expected or trusted to understand? Who will give help and
support, and not compound the feelings of shock, fear, hurt,
anger, shame, blame, numbness or hopelessness that the person

may be carrying, along with the wounds? After the wounds have
healed there may be scars to show or to hide, to explain or
explain away.

What is good practice?
Good practice exists where:
• it is recognised that all service users have rights and
responsibilities, regardless of their culture, ethnicity, gender,
age, sexual orientation or impairment;
• workplace practices are clear, have been developed in
consultation with service users, and ensure real partnership
between service users and service providers;
• practices empower the users of services;
• provision is flexible and responsive to the complexity of
individuals' lives, needs and aspirations, their unique
experience, situation and relationships;
• provision is sufficiently robust to set appropriate boundaries
and limits;
• training adequately prepares staff for their work, ongoing
training encourages workers' development; workers are
supported in their work.

PRINCIPLES
Seven inter-related aspects of service provision that
contribute to good practice are offered here as a checklist of
questions to be addressed:

Purpose/statement of approach
•

What is the purpose of the service? Is this clear to everyone
involved?

•
•
•
•

Does the service have a clear statement describing the
understanding of self-injury and the treatment approach
employed?
Is the approach consistent within the service. Do different
professional groups work differently? Is this made explicit?
Are service users made aware of the approach(es) used?
How are service users' views sought in the planning and
delivery of the service?

Managing
•
•
•

Are areas of responsibility, and lines of responsibility clear?
Are there any conflicts between personal autonomy and
professional or statutory responsibilities?
Is there a clear and accessible complaints procedure?

Service user wellbeing
•
•
•
•
•
•
•

Do service users have a choice of services?
Is service provision culturally sensitive?
Are service users aware of what the service can offer, and
what the limitations are? Is information readily available to
service users describing the service?
Is treatment planning user focused, user led, driven by service
user need?
Is a range of provision available to meet individual needs?
Is there consistency of approach within this service?
How does the service promote user empowerment,
responsibility and independence?

Worker training and support
•
•

Does worker training include input on working with people who
self-injure?
Have individual workers received training on putting the
agency's approach into practice?

•
•
•
•
•

Are there opportunities for ongoing training and professional
development?
How are workers supported in dealing with the emotional
impact of their work?
Is there formal space for workers to reflect on their work and
receive feedback and support eg supervision, team meetings?
Are all workers familiar with any policy statements and
guidelines relating to people who self-injure?
Are workers supported by the team? and by management?

Procedures
•
•
•
•

Is a formal 'risk assessment' used? What are the
consequences of this?
What should workers do if client/patient tells them of intent to
self-injure?
What should workers do if client/patient has self injured wound care, emotional care?
Is there a process for crisis planning with the individual? Does
this include consideration of harm minimisation?

Resources
•
•
•

Are workers aware of the range of resources available to
service users, for example literature, local support groups,
helplines, crisis services?
Are workers aware of relevant training opportunities, and do
they have access to them?
Are workers aware of relevant literature/research, and do they
have easy access to it?

Monitoring and evaluation of service provision
•
•

Is the service reviewed regularly
How are service users' views included in the review process?

Is monitoring user-focussed?

Purpose of service/statement of approach
•
•
•
•
•

What is the purpose of the service? Is this clear to everyone involved?
Does the service have a clear statement describing the understanding of
self-injury and the treatment approach employed?
Is the approach consistent within the service, or do different professional
groups work differently? Is this made explicit?
Are service users made aware of the approach(es) used?
How are service users' views sought in the planning and delivery of the
service?

Few services specialise in provision for people who self-injure,
though many will have people who self-injure amongst their
service users. The aims and purpose of the service will determine
how workers in that service respond to service users who selfinjure, and the extent to which those service users' needs can be
addressed.
An inpatient psychiatric unit serving a sparsely populated
rural area is able to offer self-referred retreat or asylum to its
service users in times of rising or acute distress or need.
Service users are, in this way, encouraged to recognise their
own need and to seek help in the familiar environment when
desired.
Accident and Emergency services are set up primarily for
treating physical trauma, and the triage system is designed
to assess and prioritise patients' needs. There is also
provision, (perhaps by admission to a psychiatric ward
overnight) for treating people going through severe
emotional distress, though this provision may be limited, and
may be insufficient or inappropriate to addressing the
emotional needs of the individual who has self-injured.

It is important that workers have some shared understanding of
self-injury and also that the service offers guidance to its workers
on this. Without some shared position, service users may
experience confusing and frustrating differences in responses
from workers. This does not preclude differences in personal
style or professional approach, but promotes an overall
consistency. For example, nursing staff, a social worker and a
psychologist involved with a individual may have different roles in
relation to the service user but at the same time will be offering
part of an integrated service, based on the service user's needs.
It is widely accepted that self-injury is an expression of distress, a
way of coping with emotional pain, and that injuring can release,
relieve or express acute feelings of self-hatred, anger or anxiety.
People who self-injure frequently report feeling relief immediately
after injuring. The relief may be short lived, particularly if the
source of the distress is not being addressed. The injuring itself
may bring a range of difficult feelings including shame, stigma and
isolation.

Service users need to know what a service can offer to them.
"....Once the medical and nursing staff have assessed your
physical injuries, they will ask you whether it would be helpful to
talk about what might have led up to you injuring yourself.
However, some people prefer to just sit quietly or to have a cup of
tea. Whatever is most helpful to you will be respected.....
What we believe
It does not matter about the origins of your self-harm or injury here you will be treated with respect and understanding, however
your injuries were caused. We will challenge any blaming
attitudes towards those who have taken an overdose or who
experience self-injury. We welcome comments and views on the
service you receive whilst in the Accident and Emergency
Department and will respond positively to suggestions for further
improvements in the care we provide."
Form the leaflet ' Information following self-injury', Mental Health Liaison
Service, Bath Mental Health Care Trust

Managing
•
•
•

Are areas of responsibility, and lines of responsibility clear?
Are there any conflicts between personal autonomy and professional or
statutory responsibilities?
Is there a clear and accessible complaints procedure?

Different professions have their own guidelines and codes of
practice which define areas of responsibility and accountability,
confidentiality and informed consent.
"You have a professional responsibility to promote client
independence and autonomy. This means discussing with clients

their proposed treatment or care. Decisions made by the interdisciplinary team regarding the client's treatment or care should,
where possible, involve the client and always be in the client's
best interests." (UKCC Guidelines for mental health and learning disabilities
nursing. 1988)

Self-injury as a behaviour occupies a singular position. Usually
carried out to provide some sort of emotional relief, it causes
immediate damage to the body and may thus set up a conflict for
anybody in a 'caring role', in a direct way. Who is responsible for
the injurer's body?
In some settings, workers are required to take on responsibility for
ensuring that someone does not cause themselves harm, and, if
assessed to be at risk, does not have access to the means to take
their own life. It is important to differentiate between suicidal
behaviour and self-injury and to provide a structure within which
an individual can retain their autonomy, dignity and responsibility
wherever possible.
A telephone helpline offers a confidential, non-judgemental
service, and callers have the opportunity to talk through any
issues or feelings. A caller may ring in because she is
experiencing a need to self-injure, but wants to avoid this by
talking through what she is feeling. The helpline worker will
help the caller explore her feelings. She may it helpful to
talk about other issues: what has helped in the past; what
has been going on in her life recently, other possible coping
strategies. By the end of the call, the urge to self-injure may
have lessened.

Services users may feel dissatisfied with the service they have

received: it is important that they feel able to complain about the
standard of services and that they will be treated fairly following
the complaint. The complaints procedure should be clear to both
service users and workers, and include a timescale for dealing
with the complaint, mechanisms for resolving the issues and ways
of incorporating the learning from justifiable complaints.

Service user wellbeing
•
•
•
•
•
•
•

Do service users have a choice of services?
Is service provision culturally sensitive?
Are service users aware of what the service can offer, and what the
limitations are? Is accessible information provided to service users
describing the service?
Is treatment planning user focussed, user led, driven by service user need?
Is a range of provision available to meet individual needs?
Is there consistency of approach within this service?
How does the service promote user empowerment, responsibility and
independence?

People who self-injure seek help and support from a wide range
of services and less formal sources, including general
practitioners, helplines, accident and emergency departments,
counsellors and self-help groups.
There is often very little or no choice of services in a particular
area: service users are consequently in a disadvantaged position
when it comes to seeking help, especially when statutory
provision is targetted on the severely mentally ill. Workers are
often correspondingly aware that services they provide may not
be suited to needs but that there may be little else available.
Self-injury support groups are developing around the country and
many people find them an important element in their support
systems. Groups can provide support in many ways: providing a

place where self-injury can be talked about with people who have
some similar experience and understanding; breaking down some
of the associated feelings of isolation and stigma; sharing
thoughts and ideas about the meanings and functions of selfinjuring for individuals; sharing experience, information and
support for living with self-injury; exploring ways of harming less
or finding alternatives if desired; offering and receiving support
and encouragement.
Preventing someone from self-injuring, (whether by contract,
threat of withdrawal of services or attention, or by confiscation of
the means to injure), is likely to be counter-productive as it may
intensify the feelings and consequently increase the need to
injure. It is also likely to hinder the development of a therapeutic
relationship
A woman attending a day hospital found herself excluded
when she had self-injured, despite the fact that the self-injury
was one of the issues determining her original referral.

Worker training and support
•
•
•
•
•
•

Does worker training include input on working with people who self-injure?
Have individual workers received training on putting the agency's approach
into practice?
Are there opportunities for ongoing training and professional development?
How are workers supported in dealing with the emotional impact of their
work?
Is there formal space for workers to reflect on their work and receive
feedback and support?
Are all workers familiar with any policy statements and guidelines relating
to people who self-injure? Are workers supported by the team? and by
management?

Few professional trainings include any specific consideration of
self-injury. Workers frequently report this as a shortcoming and
feel unprepared, unsure and tentative in their work with people
who self-injure. Training needs to be provided to ensure workers
have a good understanding of the issue, and are able to work
optimistically and creatively with their clients. Training should
include an understanding of the possible underlying and
immediate causes of self-injuring and of the model or approach
for responding / treatment used in the agency.
It may be relevant and necessary for all workers to receive
training in 'First Aid' and 'Health and Safety'.
Training also needs to be provided to familiarise workers with
agency policies and to support workers in applying these policies
to their work with people.
Bristol Crisis Service for Women provides helpline support to
women who self-injure. Helpline calls are limited to one
hour. Helpline workers receive specific training in ending
calls. This includes using a range of cues throughout the
call, such as: "You've got up to an hour to talk about
anything you want", "We've got about fifteen more minutes",
"Would you like to spend the last few minutes talking about
what you will do when you come off the phone?" Training
also addresses the rationale behind the policy limiting the
length of calls.
Workers also need the opportunity to attend ongoing training to
maintain and develop their skills and potential. Conference
attendance is also helpful to keep abreast of developments in the
field, to network with colleagues and to share understanding and
practice dilemmas.
Work with individuals who self-injure can have an intense

emotional impact on workers and appropriate support needs to be
provided for the work. There are many forms that this can take
and a range of models appropriate to differing styles of working.
Workers in a supported housing project for young women
receive fortnightly managerial supervision, where issues
such as training needs and time management are
discussed, and attend a weekly supervision group where
issues arising in the work are explored with colleagues.
Volunteers working on a telephone helpine receive peer 'day
after' support after working on the helpline, and attend
monthly group supervision meetings.

Procedures
•
•
•
•

Is a formal 'risk assessment' used? What are the consequences of this?
What should workers do if client/patient tells them of intent to self-injure?
What should workers do if client/patient has self-injured? - wound care,
emotional care?
Is there a process for crisis planning with the individual? Does this include
consideration of harm minimisation?

A formal or informal risk assessment procedure is carried out
routinely when individuals are admitted to or attend some
services.
Risk assessment may be aimed principally at determining whether
there is a likelihood that the individual will attempt suicide. A
possible consequence of this is that service users' needs are not
taken seriously unless there is seen to be a risk of suicide;
additionally that prevention of suicide may be prioritised to the
exclusion of other considerations, for example, 'specialling' an
individual, but not talking to them or supporting in any other way.

Other assessment procedures are more comprehensive and
designed to highlight the individual's particular needs or
vulnerabilities. This would then form the basis for care planning
for the individual.
A project providing short term housing for single young
women carries out a rigorous assessment procedure as part
of the admission process. This includes a wide range of
areas - including history of self-harming, level of
independent living skills, self esteem. The information is
used initially to decide if the placement is appropriate for the
young woman and able to meet her needs sufficiently, and is
then used as the basis for collaboratively planning her
support and development, and her eventual resettlement in
permanent housing.
Agency guidelines need to specify what action workers should
take if a service user discloses the intention of self-injuring.
Again, practice will be determined by the needs of the individual,
the relationship between the service user and the worker, and the
nature and goals of the service.
A residential specialist self-harm service "works on the two
therapeutic strategies of retention of responsibility by residents,
and calculated short-term risk tolerance by staff. This includes
offering the opportunity of handing in potentially harmful object (eg
razors, acids) until they feel safer......In the short term taking risks
of this nature may result in some degree of escalation of the selfharm as the individual tries to adapt to a degree of responsibility
to which they have not been accustomed".
Crisis Recovery Service - Philosophy and Protocols for the Management of Self
Harm

Agency guidelines need to address what to do following selfinjury. Workers may or may not be qualified and confident in
making decisions about the seriousness of injuries and may need
to access extra support. Are First Aid boxes available and kept
well stocked? In some agencies service users will be encouraged
to take responsibility for the care of their own self-injury, for
example, keeping their own first aid supplies, dressing wounds
and accessing medical services, with support from staff as
required.
The impact of self-injury on other service users needs to be
considered, and measures appropriate to the individual service
need to be put in place. This might take the form of briefing other
service users about self-injury in the same way as drugs or HIV
awareness sessions might be presented. Additionally, an option
in a residential service would be to identify an area, the
individual's own room or some other space, where self-injury
would have least impact on others.

Resources
•
•
•

Are workers aware of the range of resources available to service users, for
example literature, local support groups, helplines, crisis services?
Are workers aware of relevant training opportunities, and do they have
access to them?
Are workers aware of relevant literature/research and do they have easy
access to them?

It can be invaluable to maintain up to date information on a range
of resources, including:
• other available services (helplines, counselling agencies,
support groups, crisis houses, drop-in support) that service
users may find helpful in addition to your service or on
discharge.
• newsletters, self-help and other relevant literature for both
service users and workers
• training, development and networking opportunities for
workers, that include service user/survivor input and
perspectives
• relevant conferences and seminars, current research
See resource list at end.

Monitoring and evaluation of service provision
•
•

Is the service reviewed regularly?
How are service users' views included in the review process? Is
monitoring user-focussed?

Services need to regularly review their effectiveness. This is
obviously related to the purpose and aims of the service.
Consideration will need to be given to all stakeholders, and to the
particular questions they want answered. How well does the
service meet users' needs? How could the service better meet
users' needs? Is the service cost effective, taking into account
both short and long term views? Are there people who could
benefit from the service but are unable to access it for some
reason, for example lack of childcare provision, or lack of
provision for a hearing impaired person to use the service?

This will necessarily include seeking service users' views of
provision and suggestions for improvements. Services might
consider ‘User Evaluation of Service’ sheets which service users
can fill in and return anonymously. Some agencies may have a
‘Service User Advisory Group’ which either meets regularly or is
convened when particular issues or pieces of work need attention.
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