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Egham Park School

Egham Park School is committed to safeguarding the welfare of children and young people and expect all staff and volunteers to share this commitment.

SELF – HARM AND SUICIDE POLICY
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Responding to episodes of Self-harm and Attempted Suicide

Self-harm

Step One 
· Access whether medical treatment is required.

· Administer first aid and/ or accompany the child to St Peters Hospital A&E 

· Inform Designated Safeguarding Lead and Headteacher


Step Two 
· Respond to the child with empathy but deal with the self-harm in a matter-of-fact way.

· Engage the child in a brief risk assessment and consult their safety plan if one exists. (There is unlikely to be a plan if this is the first episode of self-harm).


Step Three
• Document the incident of self-harm on an ‘Accident & Injury Record’/ CPOMS.

• Update the child’s parents, carers and any other responsible adult (e.g., social worker).

• Consult with the Children and Young People’s Mental Health Services (CYPMHS) or GP at the earliest opportunity

	


Expressing a genuine wish, intent, plan or attempt to die
There is a distinction between someone saying they are ‘going to kill themselves’ in the context of appearing functional or expressing frustration, which would usually be viewed as lower risk.

Step One 
• Consider if the child has reported an intent to act on their thoughts in the immediate or near future and/or appears to be taking action towards putting themselves at risk.

• If so, call for assistance and ensure immediate safety of the child.

• Maintain 1 to 1 observation within eyesight and arm’s length at all times.

Step Two 
• If a ligature has been attempted or substances ingested, the child MUST be accompanied to St Peters Hospital A&E where they should receive treatment for their physical condition and undergo risk and full psychosocial needs assessment.

Step Three
• Contact Designated Safeguarding Lead (DSL) and/or Headteacher to decide on a risk
assessment and management plan.

• Consult existing safety plan if one exists.

• (There is unlikely to be a plan if this is the first episode of self-harm).

Step Four 
• CAMHS Single Point of Access: 0330 726 0333 (8am-8pm Mon-Fri)
Central Surrey Health Limited (trading as CSH Surrey)
Block A - 4th floor, Dukes Court, Duke Street, Woking, GU21 5BH
Mindworks: www.mindworks-surrey.org

Step Five 
• Remove all objects and props that could be used by the child to harm/kill themselves.

• Consult with the DSL and Principal /CYPMHS on level of observation required.

• 1 to 1 always means within eyesight and no further than arm’s length from the child.



Step Six 
• Document the incident on an ‘Accident & Injury Record’/ CPOMS.

• Document the risk assessment and management plan and update the safety plan.

• Email to the DSL and Headteacher.

• Update the child’s parents, carers and any other responsible adult (e.g., social worker).

Child and Adolescent Mental Health Service (CAMHS) is an older term for the main specialist NHS community service within the wider CYPMHS that may be available locally.

Egham Park School is committed to safeguarding and promoting the welfare of children
and requires all staff to act in the best interests of our children at all times.

1. Introduction

Egham Park School recognises its duty under the Education Act 2002 to make arrangements to ensure that functions are carried out with a view to safeguarding and promoting the welfare of children and complies with The Education (Independent School Standards) Regulations 2014.

Egham Park School acknowledges the obligations associated with the UN Convention on the Rights of the Child (UNCRC), the Children Act 1989, the Human Rights Act 1998 and the Equality Act 2010. We also follow current DfE guidance, ‘Keeping children safe in education’ (2023), ‘Working together to safeguard children’ (2018)2, HM Government advice ‘What to do if you’re worried a child is being abused’ (2015) and the Local Safeguarding
Children Partnership’s policies, procedures, guidance and protocols.

We will take immediate action, where we believe an individual may be at risk, or it is alleged that a child is suspected of being abused. Our primary concern, at all times, is the welfare and safety of all members of Egham Park School’s community including children, staff and visitors.

This policy and all associated procedures apply to all staff, Senior Leadership Team, Advisory Board, consultants, agency staff, volunteers, students on placement and any other individual working for, or on behalf of Egham Park School, children and visitors and should be read in conjunction with other safeguarding and employment policies

Failure to comply with these policies and procedures may result in disciplinary action, which might include summary dismissal (and referral to the Disclosure and Barring Service and the Teacher Regulation Agency (TRA), where appropriate) or termination of agreement or contract.

2. Definitions

Self-harm (also known as self-injury or self-mutilation) generally refers to the act of deliberately inflicting harm on oneself either by causing a physical injury, by putting oneself in dangerous situations and/or self-neglect. It is not a mental health disorder and may be an adaptive response to emotional pain and/or intolerable experiences. Self-harm can take many different forms.

Self-harm is distinguished from attempted suicide, or suicide, by an intention to harm, rather than kill oneself, although it can in some cases also indicate the presence of some suicidal ideation. The motivation to harm is also significant because it is what distinguishes self-harming behaviours from other risk-taking and experimental behaviours.

Suicidal ideation, strictly speaking, means wanting to take one's own life or thinking about suicide without actually making plans to commit suicide. However, the term suicidal ideation is often used more generally to refer to having the intent to commit suicide, including planning how it will be done. Suicide is the voluntary and intentional act of taking one’s life.

3. Roles and responsibilities

The Headteacher of Egham Park School endorses this policy and has delegated responsibility for its effective operation to the DSL/Business and Compliance Manager.

As Designated Safeguarding Lead (DSL) with ultimate lead responsibility for safeguarding and child protection at Egham Park School, the Headteacher is responsible for dealing with incidents of self-harm and suicide. Amar Panesar, DSL, and Abby Stonell , Headteacher andDeputy Designated Safeguarding Leads (DDSL), authorised to deputise in the absence of the DSL. The Deputy is the first point of contact in the absence of the DSL, to avoid any unnecessary delays in responding to a child’s needs.

All members of staff (including, volunteers, students on placement and any other individual working for, or on behalf of Egham Park School) have a responsibility to provide a safe environment in which children can learn; and they must be aware of systems that support safeguarding.

Staff should be proactive in sharing information, as early as possible, to help identify, assess and respond to risks or concerns about the safety and welfare of children and must inform Amar Panesar, Designated Safeguarding Lead (DSL)/Business and Compliance Manager or another Designated Person of any child protection concerns (i.e., concerns about welfare or safety) about a child or member of staff, as a matter of utmost urgency.

If a child is in immediate danger or is at risk of harm, a referral should be made to children’s social care and/or the police immediately.


4. Egham Park School’s admissions policy

On receiving a referral, the Headteacher will seek to establish whether the child being referred, would be likely to benefit from a placement at Egham Park School.

Some children placed at Egham Park School already have an established pattern of self-harm. In these circumstances, the assessment of the child’s needs must take into account the factors that led to their self-harm; and that the placement plan includes a strategy to keep them safe and minimise the likelihood of the child self-harming in the future. This strategy will be discussed and, as far as possible, agreed with the parents, carers,
referring authority, social worker (where appropriate) and the child concerned; and include detailed information about the responsibilities of all services, the child’s parents, carers or any other responsible adult (e.g., social worker).

If the child is looked after, their care plan (arranged by their placing authority) should include such a strategy. When a child is placed out of their local authority area, the responsible authority must make sure that the child has access to the services they need. Notification of the placement must be made to the host authority and other specified services.

Priority is given to the safety and stability of the group environment, and consideration is always given to the impact of a new child on the existing population.

5. Functions of self-harm and suicide

Although some people who self-harm may be suicidal, self-harm is often a way of managing difficulty emotions without being a suicide attempt. The most useful theoretical perspective is one that views self-harm behaviours as behaviour which originates as an adaptive response to a child’s situation, and which fulfils specific and complex functions. Each child may self-harm for different reasons, and they could vary from episode to episode.

6. Risk factors

Self-harm and suicide in children and adolescents are the end products of a complex interplay between genetic, biological, psychiatric, psychological, social and cultural factors including problems such as bullying, trauma and mental health conditions.

It is not usually triggered by one isolated event, but rather a set of circumstances that leave children overwhelmed and unable to manage their feelings; it is not the core problem but a sign and symptom of underlying emotional difficulties and is often used as a way of coping.

Most do so to get relief from overwhelming feelings and situations where the physical pain is easier to deal with than the emotional pain they are experiencing because it is tangible. Inflicting pain can also result in a change of mood, which can become habit forming.

7. Warning signs

Staff may become aware of signs which indicate a child is experiencing difficulties that may lead to thoughts of self-harm or suicide. These warning signs must always be taken seriously and staff observing any of these warning signs must report the concern as a matter of utmost urgency to the Designated Safeguarding Lead (DSL) and Headteacher and record the details on a CPOMS and submit the record within 2 hours, or by the end of the working day, whichever is sooner.

If you have reason to believe that a child is an immediate suicide risk, you must:

• Keep the child under continuous adult supervision - they must not be left alone under any circumstances.

• Inform the Designated Safeguarding Lead (DSL) and Headteacher immediately.
 Responsible local authority: the local authority that is responsible for a looked after child’s care and care planning.

Host local authority: the local authority in which a looked after child is placed when placed out of the responsible local authority’s area.

8. Responding to episodes of self-harm and suicide

• Stay calm. Don’t panic, make sure the child is safe.

• Remove the child from the environment, if remaining there is likely to cause further distress to them or their peers.

• In the case of an acutely distressed child – their immediate safety is paramount, and an adult should remain with the child.

• Call for assistance from other staff, if necessary; and ensure staff are available to support other children in the vicinity.

• Any actual or suspected loss of consciousness, must be regarded as a medical emergency, requiring prompt assessment and the appropriate use of first aid and life support procedures.

8.1 Self-harming behaviours

• If a child has engaged in self-harming behaviours, immediately assess whether any injuries are present.

• The child should be empowered to dress their wounds if it is safe to do so.

• If injuries have been caused, such as a deep wound or insertion of objects under the skin that cannot be treated by first aid, seek immediate medical assessment and treatment for the child by going straight to A&E or calling 999.

• On entry to the emergency department children who have self-harmed should receive the treatment for their physical condition, undergo risk and full psychosocial needs assessment involving parents, carers and significant others (as appropriate) and referral for further treatment and care as necessary.

• Inform the Designated Safeguarding Lead and the Headteacher.

8.2 Suicidal behaviours
• If the child has ingested a substance or ligatured, they must be taken immediately to St Peters Hospital Accident & Emergency (A&E) for medical assessment and treatment.
• As above, on entry to the emergency department children who have self-harmed should receive the treatment for their physical condition and undergo risk and full psychosocial needs assessment.

• A CYPMHS Referral may be activated by the hospital and a referral to C-SPA (or equivalent) will be made by Egham Park School.

• Always inform the Designated Safeguarding Lead and Headteacher of any suspected or observed attempt to ligature, ingest substances or any other attempt to engage in suicidal behaviours.

• Ensure another member of staff remains with the child (within eyesight and arm’s length at all times) whilst the Designated Safeguarding Lead and/or Headteacher is informed of the suicidal behaviour and actions agreed.

Contact CAHMS Single Point of Access: 0300 222 5755 (8am-8pm Mon-Fri)
Azalea House,
Farnham Road Hospital,
Guildford,
Surrey GU2 7LX,
United Kingdom

Child and Adolescent Mental Health Service (CAHMS) is an older term for the main specialist NHS community service within the wider CYPMHS that may be available locally.

• Attending A&E can be a frightening, upsetting and potentially traumatic experience for a child. However, for some children, the time, care and attention they receive from staff in this situation may be rewarding and encourage them to harm themselves again and establish a pattern of attachment-seeking or care eliciting behaviour.

However, regardless of the function of the behaviour, the child must be taken to A&E for medical assessment and treatment. Please be mindful that the NICE guidelines state that children who present at A&E should be triaged, assessed and treated by appropriately trained children’s nurses and doctors in a separate part of the emergency department.

• Consult with the Designated Safeguarding Lead and/or Headteacher and CAHMS Crisis Team regarding the level of observation required.

If it is decided that the child cannot keep themselves safe, staff will need to provide 1 to 1 observation with the child always remaining within eyesight and arm’s length. Continue to observe the child.

• Implement immediate safety measures, such as increased supervision and monitoring, and removal of sharp objects, as appropriate and necessary.

• If a child has a safety plan, refer to this to inform the current risk assessment (this may need to be updated if the severity of the risk has increased).

• Document the risk assessment and safety plan in an email to Designated Safeguarding Lead and Headteacher who will ensure the safety plan is updated and that the relevant parties are informed. Documenting all instances of self-harming and suicidal behaviour is best-practice and ensures a high quality of care.

• Follow necessary safeguarding procedures and inform parents, carers and professionals, involved in the child’s care, of the incident and subsequent risk assessment and safety plan. If the child has contact planned at home or with a foster placement, advise them to prepare the environment and remove medications or sharp objects, as appropriate.

• If the likelihood of harm reduces (for example, if a child’s mood improves, they begin to engage in normal routines and activity, they no longer report experiencing an intention to die), consult with the Designated Safeguarding Lead and/or Headteacher and/or the CYPMHS Crisis Team, before any changes are made to the  level of supervision and frequency of observation.

8.2 What is helpful in responding to self-harm and suicide

• Take all self-harm and suicidal behaviours seriously.

• Take a non-judgmental approach and try to reassure the child that you understand that this behaviour might be helping them to cope at the moment and that you want to help and understand, making sure they understand the limits of confidentiality.

• Appreciate that feelings such as shame, guilt (e.g., being a burden to others), and fear (of others not being able to cope, being rejected/judged, or made to stop) could prevent the child feeling able to talk about self-harming or suicidal behaviours.

• Have information to hand to offer the child about self-harm (e.g., useful telephone numbers, apps, websites).

• Offer care and support but be realistic about the limits of the support that can be offered. We must work together with children to help them find new ways of bearing pain and coping with it in a safer way.

• Use active and reflective listening skills, empathy, validation and a problem-solving approach. Avoid asking too many questions and instead try to use open-ended questions. Make sure it’s clear that it’s okay to talk about self-harm and that you want to listen, acknowledge that it can be hard to talk about self-harm and takes courage to do so, and show your concern for the distress that lies behind the self-harm.

• Show that you know that self-harm has meaning for them and that it is something some people do at difficult times or when difficult things have happened. Reassure the child that there is hope that they can stop self-harming but that this is something they can do at their own pace.

• Try to conduct a brief risk assessment asking the child about their:

• Thoughts, urges and images of self-harm and/or suicide.

• The intent to harm themselves,

• The motivation for doing so,

• Any planning that had taken place or current plans they have,

• How they plan/planned to harm themselves,

• How serious or fatal they thought his would be.

• Take into consideration known triggers, risk factors, protective factors and strategies that do/don’t work.

It is the job of a trained mental health professional to complete a full clinical risk assessment and if the child does not want to share this information with you, please record this and pass on the information to the mental health worker.

For risk management purposes, if a safety plan has not been completed already, ask the child what can be done to help them manage at that moment as well as planning for the future.

8.3 What is unhelpful in responding to self-harm and suicide

• Reacting with strong or negative emotions: alarm or discomfort, disapproval, disgust, shock

• Asking abrupt or rapid questions

• Threatening or getting angry

• Making accusations, e.g., that the child is attention-seeking

• Minimising the child’s experience as non-intentional - suicide is highest in children.

• Frustration if the support offered does not seem to be making a difference

• Too much focus on the self-harm itself

• Engaging in power struggles or demanding that self-harm should stop

• Ignoring other warning signs

• Promising to keep things a secret

9. Hanging and ligature
Hanging and ligature is one of several techniques used by pupils to self-harm or attempt suicide. 

9. Risk assessment and safety plans
All children at Egham Park School whose behaviour may present a significant risk to themselves, or others have an individual risk assessment, and this assessment should always consider the potential for self-harm. Assessment of risk of self-harm and suicide is often complex. At Egham Park School, all staff play a vital role by assessing risk of
self-harm and suicide in their daily contact with children and responding to this in accordance with the guidance outlined in this document.

• The Designated Safeguarding Lead (DSL)/ Headteacher is accountable for managing the risk and must be consulted when children report thoughts of self-harm or suicide and/or display related behaviours.

• External agencies such as CYPMHS, the pupils’s GP and A&E are also available to support the child with these needs.

• Consulting with parents, carers and social workers, where appropriate, and listening to their concerns is also a crucial part of the risk assessment and management process.
Communication between all parties is paramount in ensuring the safety and wellbeing of the child.


Safety plans

Any child known to have a history of self-harming or is at risk of self-harming or suicide must have a safety plan which is regularly reviewed and updated. Details should include: their historical risks, possible triggers, early warning signs, levels of self-harming behaviour and level of risk (including the risk of suicide), agreed support and intervention plans and agreed risk management strategies.

Wherever possible, staff should seek clinical advice and support: these incidents can cause upset, anxiety, confusion and even anger for those supporting the child.

Following any incident of self-harming or suicidal behaviour, a safety plan will be generated, and this will reflect the ongoing clinical care plan for the child, in addition to a psychological formulation of the child’s self-harming and/or suicidal behaviour, and risk management strategies. The aims of this document are to:

• Preventing escalation

• Reducing harm arising from self-harm or reduce or stop self-harm

• Reduce or stop other risk-related behaviour

• Improve social or occupational functioning

• Improve quality of life

• Improve any associated mental health conditions

• Identify short and longer-term goals and steps to support the child.

This plan must incorporate the voice of the child and should be agreed with their parents, carers, social worker, placing authorities and all health and/or medical professionals involved with the care of the child, where possible.

All relevant staff are obliged to familiarise themselves with the current risk assessment and safety plan (where applicable), for every child they are likely to have responsibility for educating, engaging, supporting or supervising.

10. Reporting and recording incidents of self-harm

All incidents of self-harm must be reported to the Designated Safeguarding Lead (DSL) and Headteacher as matter of utmost urgency and recorded on CPOMS and submitted within 2 hours, or by the end of the working day, whichever is sooner.

All incidents of self-harm must be reported to parents/carers (where appropriate) and relevant authorities by a designated member of staff within 24 hours. The nature of communication may include email, telephone, voicemail, or face-to-face conversation.

Where an individual cannot be contacted within 24 hours, the details of the self-harm must be communicated as soon as is reasonably possible. All such communications must be recorded in accordance with Egham Park School’s procedures.

If you have any concerns that a child’s behaviour may be associated with any of the following:

• child criminal exploitation (CCE), such as county lines

• child sexual exploitation (CSE)

• female genital mutilation (FGM)

• forced marriage

• involvement in gangs

• radicalisation and/or violent extremism

• child on child abuse, including sexual violence and sexual harassment

you must immediately share this additional information with Amar Panesar, Designated Safeguarding Lead (DSL)/ Headteacher or another Designated Person, in accordance with our ‘Child Protection Policy’.

If you feel that there is an immediate danger to the life of the individual or others, then call 999.

11. Self-harm and the use of restrictive physical intervention

Egham Park School does not support the routine use of restrictive physical interventions, as a means of managing self-harming behaviour. However, where a child places themselves in clear and present danger, reasonable force, may be used in accordance with our Safeguarding and child protection policy.

12. Multi-agency partnership

As a school we work in partnership with children’s social care in both our locality and children’s home areas. Any duplication or inconsistencies between locally agreed procedures and those of other placing authorities will be discussed and addressed, as appropriate.
We are committed to working with parents/carers, local authority representatives, local health services and other interested parties, including the child themselves, in a positive and constructive relationship to support children who may be at risk of self-harm and suicide.

We take appropriate steps to escalate concerns, including with the placing and host local authority and the child’s allocated social worker (where appropriate).

In the event that a child repeatedly self-harms, attempts suicide or engages in other high-risk behaviours, the Designated Person will co-ordinate and/or host a multi-agency risk management meeting involving the parents/carers, placing authority, the local authority in which the setting is located and representatives from the Children and Young People’s Mental Health Services (CYPMHS).

Any meetings with the child, parents/carers, local authority representatives, local health services and other interested parties will be recorded in accordance with relevant policies, procedures and guidance.

Child and Adolescent Mental Health Service (CAMHS) is an older term for the main specialist NHS community service within the wider CYPMHS that may be available locally.

13. Staff induction, training and support

All staff are required to attend a basic safeguarding and child protection course (including online safety), as part of their induction and before working with children and refresher sessions every year.

Working to safeguard vulnerable children is demanding and can be stressful and distressing. Egham Park School is committed to ensuring that all staff involved in managing self-harming behaviours and suicide incidents receive the time and support necessary to safeguard their own physical and emotional well-being.

All staff involved in an incident of self-harm or suicide should be formally debriefed within 24 hours by a senior member of staff or someone suitably qualified, as delegated by SLT and details of any discussion recorded.

In addition, all staff and children, must be given an opportunity to discuss incidents they have witnessed or been affected by, with an appropriate member of staff.


14. Seeking the views of children, parents, carers, local authorities and staff

Regular enquires are made of all children as to how safe they feel at Egham Park School and ways in which services and outcomes can be improved. The views of parents, carers, local authorities and staff are also sought through existing mechanisms for consultation and feedback. Records are kept of these enquiries as well as any associated actions.

15. Safeguarding and child protection

Egham Park School will always consider whether a child’s behaviour gives cause to suspect that they are suffering, or are likely to suffer, significant harm; or whether their behaviour might be the result of unmet educational or other needs. All child protection concerns will be addressed in accordance with our ‘Child Protection Policy’.

16. Complaints

Children, staff, parents, carers, and any other adult with parental responsibility (e.g., social worker) or other local authority representatives are all able to complain to Egham Park, if they are unhappy with any aspect of the education or care provided. All complaints are taken seriously and will be dealt with without delay.

 For further information, see our ‘Complaints Policy’.

All complaints concerning allegations of child abuse will always be addressed in accordance with our ‘Child Protection Policy’.

17. Implementation, monitoring, evaluation and review

The designated senior member of staff with overall responsibility for the implementation, monitoring and evaluation of the ‘Self-harm and Suicide Policy’ is the Headteacher and DSL.

The designated member of staff is also responsible for ensuring that where appropriate children, staff, parents, carers and placing local authorities are aware of our policy and know what to do if they believe that a child is being abused.

Additional support would also be provided to any parent or significant person, wishing to know more about the policy and procedures outlined above.

This policy document will be reviewed, at least annually and, if necessary, more frequently in response to any significant incidents or new developments in national, local and organisational policy, guidance and practice.

The Principal has direct responsibility for all aspects of operations in all Egham Park School settings including health, safety and child protection.

The Headteacher and SLT will also undertake an annual review of the school’s policies and procedures relating to safeguarding and ensure that all duties have been discharged in accordance with current legislation, regulations and statutory guidance; as well as local authority procedures and practice, including the relevant Local Safeguarding Children Partnership(s).

The Proprietor stringently holds senior leaders to account for all aspects of the school’s performance through robust systems of governance, reporting and monitoring.

Types of self-harm

Self-harm can take many different forms, outlined below is a list of some of the most common methods:

• Banging, hitting, punching or bruising the head or other parts of the body

• Biting

• Breaking bones

• Burning or scalding the body

• Cutting, scratching, scraping, rubbing or picking skin

• Hair-pulling including pulling hair out

• Inserting objects under the skin and/or into the body

• Intentionally taking too much or too little prescription or non-prescription medication

• Jumping from heights or in front of vehicles

• Over-eating, food restriction and induced vomiting

•Promiscuity

• Scouring or scrubbing the body excessively

• Alcohol and substance misuse

• Stabbing or shooting

• Suffocation, self-strangulation (ligature) and hanging

• Swallowing hazardous/poisonous materials or substances

• Swallowing inedible objects

This list provides examples of self-harming behaviours and is not exhaustive.

Roles and responsibilities

The designated senior member of staff with overall responsibility for dealing with incidents of self-harm and suicide at Egham Park School is the Headteacher and DSL

The role of the Designated Person is to:

• oversee the planning and co-ordination of self-harm education.

• monitor, evaluate and review the provision of self-harm education.

• take a lead role in managing self-harm and suicide incidents in accordance with Egham Park School’s policies and procedures.

• ensure effective recording, reporting and information-sharing procedures are implemented.

• co-ordinate and/or host multi-disciplinary meetings in response to self-harm and suicide incidents

• monitor, analyse and report on the levels and frequency of self-harm incidents to Egham Park School’s Leadership Team, Safeguarding Team and other interested parties, as appropriate.

• provide advice, guidance and support to staff involved in/affected by self-harm and suicide incidents.

• provide advice, guidance and support to children involved in/affected by self-harm and suicide incidents.

• notify Egham Park School Group Safeguarding Lead about ALL child protection concerns that warrant discussion with parents, carers or an external agency/professional, including the local multi-agency safeguarding hub (or equivalent), Designated Officer, police or children’s social care including the allocated social worker; within 24 hours of the concern being reported; and record all relevant information on CPOMs.

• maintain a record of all ‘cause for concern’ issues and child protection concerns, on CPOMS.

It is the responsibility of all professional staff to follow the procedures outlined in this policy; and report and record any issues associated with self-harm and suicide to a senior member of staff.

Functions of self-harm and suicide

Although some people who self-harm may be suicidal, self-harm is often a way of managing difficulty emotions without being a suicide attempt. The most useful theoretical perspective is one that views self-harm behaviours as behaviour which originates as an adaptive response to a child’s situation, and which fulfils specific and complex functions. Each child may self-harm for different reasons, and they could vary from episode to episode.

Some common functions of self-harm behaviours include, to:

• manage extreme emotional upset/recurrent distress/interpersonal crises

• communicate distress

• reduce tension (most common with cutting)

• stop feeling numb and feel something or feel real or feel good

• escape feelings

• provide a feeling of physical pain to distract from emotional pain

• express emotions such as hurt, anger or frustration

• cope with effects of past or ongoing trauma including abuse

• feel more in control over problems or feelings

• elicit care from others or gain revenge by inducing guilt

• identify with a peer group

• express suicidal thoughts

Self-harm can also be an attempt to

• punish themselves or others (most common with cutting); or

• take their own life.

It is important to try to understand the message or personal motivations that underlie suicidal behaviours:

• Avoidance: A person may intend to avoid or escape ongoing or prevent future distress - death may be seen as a relief from their current pain.

• Communication: It may be an attempt to convey to others the severity of distress.

• Control: A way of taking control in a powerless situation.

• In rare circumstances, it may be an attempt to sacrifice themselves for the greater good e.g., to unite a fragmented family.

• Other factors which may encourage someone to attempt suicide include the belief that their death will benefit others close to them, or when there is a lack of connection with others.

• Repeated self-harm may be a way of reducing fear and desensitising to pain and therefore increases the risk of suicide. Exposure to others killing themselves may work in a similar way and appears to increase the risk of suicide in children.

The cycle of self-harm

Self-harm usually starts as a way to relieve the build-up of pressure from distressing thoughts and feelings.

When a person inflicts pain upon himself or herself the body responds by producing endorphins, a natural pain reliever that gives temporary relief or a feeling of peace. While this might give temporary relief from the emotional pain the person is feeling, it’s important to know that this relief is only temporary because the underlying reasons still remain. 

Soon after, feelings of guilt and shame might follow, which can continue the cycle.
Because there may be some temporary relief at the start, self-harm can become someone’s normal way of dealing with life’s difficulties. This means that it is important to talk to someone as early as possible to get the right support and help. Learning new coping strategies to deal with these difficulties can make it easier to break the cycle of self-harm in the long term.







The cycle of self - harm
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Mental Health Foundation ‘The truth about self-harm for young people and their friends and families’ p.7 Longer-term treatment and management of self-harm It can take time and great efforts for anyone to change a behaviour, and this is true of self-harming behaviours.

Helpful responses from staff for the longer term include:

• A consistent approach showing care, respect and acceptance

• Creating and maintaining healthy boundaries

• Being mindful of the impact on transitions (breaks and endings e.g., end of term)

• Working with the child’s strengths i.e., their skills, abilities, knowledge and experiences and support systems surrounding them

• Empower, empathise and engage with the child to help them communicate their distress in safer ways.

• Reassure the child that you want to listen

• Help them to identify and name feelings

• Offer and respond to other forms of expression (e.g., writing, poetry, art)

• Be patient

In the longer-term you may be able to explore the underlying emotional needs of the child. You may be able to identify the triggers to self-harming behaviours and how it makes them feel afterwards. This will help to gain insight into the function of the self-harming behaviour. This might enable discussions and exploration of alternative, safer ways to behave in order to fulfil the same functions. Helping the child to identify the advantages and disadvantages of making changes and learning new skills could be helpful and help to identify their
motivation to change. 

Allow the child to make changes in their own time and recognise small steps as being
valuable achievements.

Risk and protective factors

There are risk (risk enhancing) factors that make a child vulnerable to self-harm. During the process of risk assessment these need to be assessed against protective (risk reducing) factors that have been found to mitigate risks of self-harm and suicidal behaviour. 

This information can provide staff with a potentially helpful starting 
point in supporting children. Unfortunately, many looked after children possess few of these when they enter the care system.

Care leavers are at increased risk of lack of social connectedness and the stress of this during their transition may overwhelm their ability to problem-solve effectively.

Please see the table below for a list of risk and protective factors:

	Positive Factors
	Risk Factors

	Individual Factors

	Good emotional problem-solving skills and self-regulation/distress tolerance skills, internal locus of control, capacity to mourn losses; solve conflicts productively; express anger assertively; cope with family disorganisation
	Genetic vulnerability

Male (risk of suicide)

Female (risk of self-harm)

Emotional reactivity

Favourable attitude towards self-injury as a way of regulating emotions

Inflexible coping style

Poor distress tolerance



	Good self-esteem
	Low self-esteem and negative body image

	Absence of psychological disorders
	Mental health conditions including anxiety, depression, ADHD, bi-polar disorder, eating disorders, personality disorder, schizophrenia

	Absence of illness, disability, physical and
multiple co-morbid disorders
	Epilepsy, chronic pain, illness or disability,
multiple chronic co-morbid disorders

	Capacity to form therapeutic alliance and
engage in treatment for psychological and
physical disorders
	Previous psychological and/or psychiatric
Treatment

	Low level of hopelessness, perfectionism,
impulsivity, hostility/aggression
	High levels of hopelessness, perfectionism, impulsivity, hostility/aggression

	Effective communication, problem
solving/coping skills such as self-control, self-efficacy and positive future thinking
	Poor/lack of communication, problem solving or coping skills

	Absence of drug or alcohol abuse
	 Drug or alcohol abuse

	No previous self-harm, suicide attempts,
psychiatric treatment
	Previous repeated threats, attempts or acts of self-harm or suicide

	 No involvement in the juvenile justice
system
	Involvement of the juvenile justice system

	Capacity to solicit care from others
	Non-heterosexual orientation

	Family Factors 

	No family history of suicide attempts,
depression, drug and alcohol abuse,
assaultive behaviour.
	Family history of depression, drug and
alcohol abuse, self-harm, abuse and neglect, assaultive behaviours, self-harm and suicide.

	No current mental health difficulties in the family
	Mental health difficulties in the family

	Absence of drug/alcohol misuse in the family
	Drug/alcohol misuse in the family

	Supportive parental relationships
	Poor parental relationships including
arguments and domestic abuse

	Positive family experiences and supportive family
	Parents are critical or unsupportive; conflict between child and parents; unreasonable expectations; excessive punishments or restrictions.

	Intact two-parent family
	Parental separation or divorce

	Family accepts seriousness of suicide
attempt
	Family denies seriousness of suicide
Attempts

	Family has low stress and adequate housing; Family has good social support network.
	Family has high stress and crowding, low
social support and is socially isolated.

	No loss of a parent in early life
	Loss of a parent in early life

	No physical, sexual, emotional abuse or
neglect
	Physical, sexual, emotional abuse or neglect

	Absence of childhood adversity
	Childhood adversity

	Upbringing in family/stable foster home
	Institutional upbringing

	Social Factors 

	Good peer relationships
	Loneliness and isolation, difficulties in
making/maintaining friendships, peer
rejections

	Strong religious commitment
	Weak religious commitment

	Strong connectedness to school
	Poor relationship with school

	No bullying
	Victim of bullying

	No childhood adversity
	Childhood adversity e.g., extreme poverty

	Moderate socioeconomic status
	Low social class (risk of suicide)

	Capacity to distance self from
deviant/suicidal peers
	Availability of methods of self-harm, friends who self-harm, media and internet

	Status as UK citizen/right to remain
	Asylum-seeker

	
	Early summer (most common time for
completed suicide)



Many of the risk factors listed above are common among children in care and care leavers, whose backgrounds typically include severe trauma and family difficulties, and whose experiences growing up, both at home and in the care system, can limit opportunities for healthy emotional, social and cognitive development. 

Children who are looked after or care leavers are more at risk of both hurting themselves and completing suicide than their peers.

Self-harm and suicide are not mental health problems in themselves, but they are linked with mental distress. 

The level of diagnosable mental disorders among children with self-harming and suicidal behaviours is elevated and there is clear evidence that this is true for children in care too. This poses a further risk to children in care and care-leavers, particularly as we know that mental health problems increase as children face the difficulties of leaving care and moving towards independence.

Precipitating factors:
In addition to the risk and protective factors listed above, self-harm and suicide attempts may be triggered by the following events however this list is not exhaustive and a focus on a child’s unique experience and background history is required:

• Stressful events such as significant interpersonal conflict or devastating loss involving a parent or romantic partner.

• Ongoing conflict with parents, particularly if child abuse is involved. The more severe the abuse, combined physical and sexual abuse and chronic abuse are all associated with higher risk.

• Conflict over disciplinary matters and rule breaking - particularly if it involves a court appearance and imprisonment.

• Other losses such as diagnosis of mental health disorder or exam failure may precipitate self-harm.

• Involvement in the juvenile judicial system.

• Adolescent pregnancy.

• Intoxication following drug or alcohol use - increases impulsivity and impairs the capacity for flexible problem solving.

• Imitation of others who have attempted or died by suicide within the peer group, school or locality or media coverage of suicides.

• Media exposure to self-harm.

• Non-suicidal self-harm is associated with impulsive separation following romantic relationship difficulties or a recent court appearance due to impulsive or aggressive anti-social behaviour.

Warning signs of self-harm and suicide
Signs and symptoms are sometimes absent or easy to miss. It is not uncommon for individuals who self-harm to offer stories which seem implausible, or which may explain one, but not all, physical signs.

 If a child says they are not self-harming or evades the question, you can keep the door open by reminding them that you are always available to talk about anything, should they so wish. Try to stay connected to the child and look for other opportunities to ask, particularly if there are continuing signs that your suspicion is correct.

Possible warning signs of self-harm include:
• Sudden/marked changes in personality, behaviour, activity levels, attitudes, dress or appearance.

• Changes in mood or mood swings e.g., becoming more aggressive or introverted than usual.

• Changes in sleeping and eating habits including sudden changes in weight.

• Increased isolation, withdrawal, separation and/or alienation from friends, family or social activities.

• Unexplained or repeated absences or truancy.

• Excessive involvement in high-risk activities such as reckless actions, taking unnecessary risks, endangering life and impulsivity.

• Abusing drugs, medication or alcohol including inappropriate stashes of medication.

• Unexplained cuts, burns, bruises, scars or markings on the skin.

• Changes in dress habit particularly covering their body - wearing long sleeves and trousers, even in warm weather; constant use of wristbands, bandages or other coverings.

• Avoiding changing clothes around others and unwillingness to participate in events or activities that require less clothing e.g., swimming, or other sports where shorts are worn.

• Secrecy, such as keeping a specific drawer locked or hiding specific items.

• Evidence of drug, medical and other unusual/inexplicable paraphernalia e.g., razor blades.

• Evidence of carrying unnecessary sharp objects, matches or lighters.

• Sudden changes in academic performance, achievement or results at school.

• Loss of interest in favourite hobbies, activities or sports.

• Blaming themselves for problems or expressing feelings of failure, uselessness or hopelessness.

• Expressing/exhibiting feelings of anxiety, depression (including lack of interest in life), agitation, rage or anger.

• Overreacting to criticism or being overly self-critical.

• Talking or joking about self-harm, suicide or death.

Additional warning signs associated with suicide may include:
• Getting affairs in order – finishing off important emotional or practical business.

• Giving away important, valued and/or prized possessions.

• Increased ‘accident prone’ incidents and self-harming behaviours.

• Increased use of alcohol and/or drugs.

• Fascination, preoccupation with or fantasy of self-harm, suicide or death including intense interest in people who have killed themselves.

• Referring to death via poetry, writings and drawings.

• Suffering a major loss or life change – unable to recover from ongoing and overwhelming feelings of grief.

• Threatening to commit suicide and openly talking about death, not being wanted or needed, being a burden to others, wishing to die or not being around.

If you have reason to believe that a child is an immediate suicide risk, you must:
• Keep the child under continuous adult supervision - they must not be left alone under any circumstances.

• Inform the Headteacher and/or Designated Safeguarding Lead (DSL) as soon as possible.

What to do in the event of a suicide attempt
In the event of an actual suicide attempt staff must:

• notify the Designated Safeguarding Lead and Headteacher immediately

• ensure short-term physical safety of the child


The Designated Safeguarding Lead or Headteacher must:
• call 999

• keep the child under constant supervision at all times

• communicate with appropriate staff, parents, carers, social worker, placing authorities and relevant health professionals to establish immediate plan of action

• ensure that school or social worker refers parent(s)/ guardian(s) to CYPMHS or other appropriate professional for implementation of long-term plan of action for child (in follow-up to immediate physical needs),

• ensure accurate and complete records are made of all actions taken on behalf of the child (including referrals, phone contacts, follow-up activities).

• offer support to any staff or child who is affected

Communicating with children about a suicide:

If a suicide does occur:

• Release information in a small group setting (not assembly)

• Be truthful, avoid too much detail

• Attempt to stop rumour

• Dis-identify with/dissociate from the victim

• Acknowledge grief and loss

• Respond to individual needs, views and opinions

• Without going into excessive detail, provide children with facts about the suicide

• State that the only one ultimately responsible for the suicide is the victim

• Acknowledge that the suicide was an avoidable act

• The child made a poor choice – other choices were available

• Portray the act as a permanent solution to temporary problems

• Discuss how survivors are different from the suicide victim.

• Portray the suicide victim as very upset, disturbed, and as someone who had not found an effective way to work out problems.

• Help survivors to dis-identify with/dissociate from the victim without abusing the victim’s character.

• State that there is no ‘right way’ to feel after a suicide

• Point out that painful reactions to the suicide will be alleviated with time and talk

• Acknowledge that people may have suicidal thoughts following the suicide of a significant other

• Provide information about the warning signs of suicidal behaviour and available mental health/support resources inside and outside the school

• Prepare children for the funeral, if appropriate.

Further information and advice

Outlined below are details of specialist organisations that you may find useful. For more information, please click on the links below:

Alumina (previously Self Harm UK)  https://www.selfharm.co.uk

CALM – Campaign Against Living Miserably  https://www.thecalmzone.net/

Childline  https://www.childline.org.uk/

Harmless  https://harmless.org.uk/

Kooth  https://www.kooth.com/

LifeSIGNS  https://www.lifesigns.org.uk/

Mind  https://www.mind.org.uk/

Papyrus https://www.papyrus-uk.org/

Royal College of Psychiatrists  https://www.rcpsych.ac.uk/

Samaritans  https://www.samaritans.org/

Self-Injury and Support (Women and girls only)  https://www.selfinjurysupport.org.uk/

YoungMinds  https://www.youngminds.org.uk/

Zero Suicide Alliance  https://www.zerosuicidealliance.com/

Rescue of the hanging person
Whilst this guidance cannot replace the need for appropriate staff training it is important that staff remember the fundamental points:

Risk Assessment
It is essential that any rescue attempt is performed in a safe manner. Factors to consider include:

· Alertness and mental state of the casualty - what threat do they pose to me?

· The physical build and weight of the casualty - can I manage their body weight?

· The distance from feet to ground - can I support their body weight when they fall?

· The presence of blood and other bodily fluids; potential risk of cross infection: the need to treat any cuts or bleeding

· Availability of assistance and ligature cutter

· The possibility of Suspension Trauma and Reflow Syndrome Procedure

· Raise the alarm/call for immediate assistance. Ideally, 3 people will be required to perform effective rescue.

· Quickly assess the risks to yourself.

• If assistance is imminent and

• you feel that you are strong enough and

• you can do it safely, support the weight of the casualty, taking the strain off the 	l	    ligature.

· If the risk to yourself or the casualty is above an acceptable level, wait until help 	arrives.  Prepare what you can in readiness for the rescue e.g., get something safe to stand on, if required.

· When assistance is available, one or more persons should take the weight of the 	casualty.  The ideal method is for one person to hold around the casualty’s waist/hips and gently lift 3 to 4 inches.

· Whilst taking the casualty’s weight and immobilising the casualty’s cervical spine, if possible, a second person should cut the suspension cord (away from the casualty and the other member of staff).  Remember: Do not cut the knots – these will be needed during investigation.

· Once the ligature is cut, the casualty should be gently lowered to the ground, maintaining stability of the neck, if possible. Remember: if the casualty was suspended for 20 minutes or more, DO NOT lie them flat. Place them immediately into a sitting position on the floor.

· When on the ground (lying flat or sitting), remove ligature from around the neck and assess airway and breathing, as appropriate.

· Try to maintain in-line C spine immobilisation throughout.

Guidelines on the use of ligature cutters
Ligature cutters offer an effective and safe method of cutting a ligature that is tied around a person’s body part, whether the ligature is tied solely to the person or attaches the person to any aspect of the environment e.g., a door handle.

The ligature cutter at the school, the metal part is designed so that the outer edges are smooth and blunt and only the inner edge of the hook is sharp.
The design of the metal hook allows for the speedy and relatively safe insertion under the ligature, whilst also minimising the risk of secondary injury to the person or member(s) of staff.

The effectiveness of the ligature cutter is largely dependent upon the sharpness of the blade. Therefore, to reduce risk, ligature cutters must only be used to cut ligatures. If a ligature cutter is used for any other purpose, or to cut anything other than a ligature, this will negatively impact upon the sharpness of the blade and ultimately, might render the ligature cutter less effective in an emergency situation. Inappropriate use of ligature cutters
may result in disciplinary action against staff.

The sharpness of the ligature cutter is so crucial that they are considered to be single-use items i.e., whenever a ligature cutter has been used to cut a ligature, it must be immediately replaced with an unused or re-sharpened one.

Ligature cutters must be stored securely in areas that are only accessible to staff members.

However, it is important that all members of staff have quick and easy access to the ligature cutters and therefore, appropriate storage places e.g., rooms or offices should be agreed and recorded, ensuring that all members of the staff team are familiar with ligature cutter location.

AREA/LOCATION OF LIGATURE CUTTERS

	Area/Location
	Access Arrangements

	First Aid Kit in the First Aid Room by the office/reception area (High Street Site)

Large First Aid kit on top of black filing cabinet in office/reception area (Waspe Farm site)
	Staff only


Staff Only



• To optimise the safe and effective use of the ligature cutter, its rounded and blunt end should be initially placed flat against the person’s body so that it can slide under the ligature.

• Where possible, staff should avoid cutting the knot of the ligature to reserve forensic evidence in the event of a police investigation.

• At this point, staff should pull away from the person’s body, using a sawing motion, so that the ligature cutter cuts through the ligature material.

• It is essential that staff always retain the cut ligature for later inspection in order to preserve incident evidence e.g., forensic evidence in the event of a police investigation.

Every incident involving the use of a ligature cutter must be recorded on CPOMS providing  details of the event, the use of the ligature cutter and the outcome.

The ligature and any knot are important items in the event of any police investigation and therefore, they should be ‘interfered with’ as little as possible and be preserved by leaving them at the scene wherever possible. 

Staff must not remove any remnants of a ligature still fixed to an environmental suspension point, and only tidy up or dispose of any items at the scene following consultation with senior staff and, if applicable, after the police have given permission.

Every use of ligature cutters must be recorded on CPOMS. Used ligature cutters must be withdrawn from circulation and replaced immediately. It is the responsibility of the Business and Compliance Manager to ensure that any used ligature cutter is disposed of appropriately and replaced.

Ligature cutters are to be returned in a secure way to their agreed storage area to avoid sharps injury.

In the unlikely event that an unused ligature cutter becomes contaminated with bodily fluids they should be carefully washed in warm soapy water and carefully dried in accordance with infection control guidelines for dealing with blood spillage, prior to replacement. 
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