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Background
Psychological therapies following an episode of self-harm should
happen quickly to ensure patients receive the care they need
and to reduce the likelihood of repetition.

Aims
We sought to explore patients’ subjective experience of acces-
sing psychological therapies following self-harm and their views
on improving practice.

Method
Between March and November 2019, we recruited 128 patients
and 23 carers aged 18 years or over from 16 English mental
health trusts, from community organisations and via social
media. Thematic analyses were used to interpret the data.

Results
Participants reported longwaiting times,multiple failed promises
and rejection when trying to access psychological therapies
following self-harm. Poor communication and information pro-
vision contributed to uncertainty, worsening mental health and
further self-harm. Other barriers included: lack of tailored inter-
ventions, stigmatising responses, use of exclusionary thresholds
to access services, and punitive approaches to treating these
patients. Participant recommendations to improve access to
psychological therapies included: (a) the importance of com-
passionate and informed staff; (b) having timely access to

aftercare from well-funded and well-resourced teams; (c) con-
tinuity of care, improved communication, and support during
waiting times and while navigating the referral process; (d)
greater information on the availability and benefits of psycho-
logical therapies; and (e) greater choice and flexibility over
interventions.

Conclusion
Our findings identify long waiting times and inadequate service
provision as barriers to high-quality and safe aftercare for
patients who have self-harmed. Consistent with clinical guide-
lines, all patients should receive prompt aftercare and access to
tailored psychological treatments following a self-harm episode.
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Self-harm is a priority area for suicide prevention and patient safety
internationally.1,2 Consistent with the National Institute for Health
and Care Excellence (NICE), self-harm in this study is defined as
any intentional self-poisoning or injury, irrespective of motive or
suicidal intent.3 Annually, at least 200 000 episodes of self-harm
are treated in hospital emergency departments in England.4

Around a tenth of patients harm themselves again within 5 days
of the initial episode,5 and the risk of suicide is markedly elevated
immediately after hospital presentation following self-harm.6 Any
intervention for patients who have self-harmed should therefore
happen quickly to reduce the markedly elevated risk of further epi-
sodes and of fatality.3,5

Motivations for self-harm and suicidal intent can fluctuate,
change over time, and vary within and between episodes.7

Irrespective of suicidal intent, self-harm acts as an important risk
factor for adverse events, including suicide.7,8 Psychological therap-
ies after a self-harm episode represent an important opportunity to
help patients and prevent repetition and suicide.3 However, there
are few services dedicated to this group in the UK and other
countries.3,9,10

Several studies have investigated patient experiences of health-
care services following self-harm11–15 and/or access to psychological
therapies generally.16–18 However, few have specifically focused on
access to psychological therapies following self-harm. One volun-
tary sector report on aftercare following self-harm described nega-
tive experiences of healthcare services (e.g. not taken seriously,
exclusion).15 Although unmet needs for talking therapies and

good quality aftercare are indicated, we know little about the conse-
quences of these experiences for patients or about strategies to
improve services from the perspective of people who have self-
harmed. We previously investigated aftercare following self-harm
from the perspective of liaison psychiatry practitioners referring
patients into services. Staff reported concern over the harmful
impact of limited aftercare services and long waiting times on
patients.19

Understanding patient views on barriers and enablers to acces-
sing psychological therapies following self-harm is essential for
facilitating implementation of clinical guidelines into practice and
making services safer for patients. Therefore, we conducted a co-
designed qualitative survey to investigate access to psychological
therapies from the perspectives of patients and carers (as proxy
respondents for patients). Our specific aims were to explore (a) sub-
jective experiences of accessing psychological therapies and (b)
patients’ views on improving access to psychological therapies for
patients who have self-harmed.

Method

Ethics statement

The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and insti-
tutional committees on human experimentation and with the
Helsinki Declaration of 1975, as revised in 2008. All procedures
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involving human subjects/patients were reviewed and approved by
Greater Manchester Central Research Ethics Committee (REC no:
18/NW/0839) prior to commencement of the study.

Consent statement

Written consent was obtained from all participants. This confirms
that any participant has consented to the inclusion of material per-
taining to themselves, that they acknowledge that they cannot be
identified via the manuscript, and that the participant has been
fully anonymised by the authors.

Design and sample

This study is part of a larger programme of work on psychosocial
assessments and psychological therapies following self-harm. Our
qualitative survey methods have been reported previously.11,12 In
brief, we conducted a co-designed qualitative online survey18 of
people with experience of self-harm and accessing psychological
therapies. The use of an online patient/carer survey provided
greater anonymity and control to the participants when sharing
their experiences.11,12,18 Survey questions (Supplementary
Appendix A) were co-developed with our patient and carer involve-
ment panel and included open, closed and free-text options without
word limits. Further details on question development are presented
in Supplementary Appendix B and our previous publications.11,12

Recruitment

Patients and carers (as proxy respondents for patients) aged 18 or
over with any experience of harming themselves (defined as inten-
tional self-poisoning or self-injury irrespective of motivation or sui-
cidal intent)3 and of accessing psychological therapies and/or
psychosocial assessments were eligible to participate in a national
online survey. We recruited participants through 16 mental health
National Health Service (NHS) trusts around England, as well as
social media, community organisations (e.g. charities, patient
groups) and newsletters, from April to November 2019.
Additional methodological information is presented in
Supplementary Appendix B.11,12

Analysis

Thematic analysis, within a qualitative paradigm (as opposed to a
post-positivist paradigm) was used to explore patterns, shared
meaning, similarities and differences across the study data-set.20–
24 Thematic analysis was used instead of other methods (e.g.
content analysis)25 because we wanted to explore subjective experi-
ences of accessing psychological therapies following an episode of
self-harm. We addressed our research questions from a qualitative
critical realist theoretical position,21 which considers meaning and
experience as subjective realities for participants and our active
role in conducting the analyses.21,23 Coding and themes were gener-
ated through our reflexive and active engagement with the data.
People with lived experience, clinicians, and experts in health ser-
vices and qualitative research were involved throughout the study
to bring their perspective, views and experiences to the analyses.

Consistent with the approach developed by Braun and Clarke,20

after immersion and familiarisation with the data, we coded the data
systematically and iteratively at a predominantly semantic level.
Two authors (L.G. and L.Q.) independently and systematically
coded the full data-set. Six members of our patient and public
involvement (PPI) panel, which included individuals with lived
experience in this area, coded sections of the data (the data-set
was split across members to minimise the burden). Throughout
the process, codes and themes were iteratively generated, revised,
reviewed and named via discussion within the team (L.Q., L.G.,

S.M., E.M., S.A., R.T.W. and N.K.). This team facilitated discussion
and reflection around the process of accessing psychological therap-
ies following self-harm, which enriched our interpretation of the
data. The final themes, thematic structure and write-up (report)
were agreed through discussion among team members. Themes
addressed important aspects of the data in relation to our research
question. We did not generate descriptive statistics for themes
(e.g. use of counts or percentage values). This approach would
have been inconsistent with our methodological approach and
may have undermined the importance of some subjective
experiences.21,23

SPSS version 22 was used for generating demographic descrip-
tive statistics.26 NVivo 12 software was used for data management.27

Additional methodological details, including author details, and the
Standards for Reporting Qualitative Research Framework28 are
included in the Supplementary material available at https://doi.
org/10.1192/bjo.2023.27.

PPI panel

Our patient and carer advisory panel was involved in all aspects of
the research process, including setting research questions, design,
conduct, reporting and dissemination plans. The PPI panel collab-
oratively developed the initial research and survey questions,
analysed the data, reviewed the results and contributed to interpret-
ation and are co-authors. This research was also reviewed by a team
with experience of mental health problems and their carers who had
been specially trained to advise on research proposals and docu-
mentation through the Feasibility and Acceptability Support
Team for Researchers (FAST-R), a free, confidential service in
England provided by the National Institute for Health and Care
Research (NIHR) Maudsley Biomedical Research Centre at King’s
College London and South London and Maudsley NHS
Foundation Trust. There was PPI input into our dissemination
plan, which includes communicating key findings to relevant
patient groups, carers and mental health services.

Results

For the online survey, 151 participants provided text responses on
access to psychological therapies following self-harm. Most parti-
cipants were patients (128/151, 84.8%), and the remainder were
carers (23/151, 15.2%). Patients were aged between 18 and 75
years, and their median age was 32 (interquartile range (IQR):
26–45). Carers were aged between 52 and 73 years, with a
median age of 50 (IQR: 38–59). Most patient respondents (106/
128, 82.8%) identified as women and White British (121/127,
95%), 18 (14.1%) participants identifed as men, and four (3.1%)
as other (non-binary/gender-queer). Most carer respondents
(20/23, 87%) identifed as women and White British (21/23,
95%). Additional sociodemographic information about partici-
pants is provided in the Supplementary Appendix B.

Qualitative results

Themes and subthemes are presented in Fig. 1. We generated and
grouped themes into two sections. The first section presents
patient experiences of accessing psychological therapies following
self-harm, and the second explores patient perspectives on improv-
ing access to aftercare following self-harm. The first four themes
(‘Too little, too late’; ‘Feeling like a non-person’; ‘Challenging to
access psychological therapies’; and ‘Exclusion, rejection, and puni-
tive treatment’) report participants’ experiences of accessing psy-
chological therapies following self-harm. Participants’ views and
strategies for improving access to aftercare are reported in the
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second section and include ‘Self-harm awareness and a compassion-
ate, supportive response’ and ‘Widening access to appropriate and
timely aftercare’. Tabulated summaries are provided after each
section (Figs 2 and 3). Additional supporting quotations are
tabulated in Supplementary Appendix C.

Themes

Section 1: experiences of accessing psychological therapies follow-
ing self-harm

Theme 1: ‘Too little too, too late’

Limited availability of tailored interventions for people who self-
harm, barriers to accessing help and long waiting times negatively
affected many participants’ safety and well-being.

Failed promises and uncertainty

Initial assessments and referrals to psychological therapies were typ-
ically followed by long waiting times, rejection by healthcare ser-
vices and further unsuccessful referrals. Poor communication
from healthcare services contributed to participants’ uncertainty
over already long waiting times and feelings of exclusion. After
reaching out and struggling to access help, participants reported
that their mental health worsened in the absence of timely
intervention.

‘It’s stressful, you have a positive meeting about this
therapy that’s meant to help then you get left waiting for
months with no contact or updates’ (R43, female, patient,
aged 18–25).

‘Significantly [impact of waiting times on mental health]. I feel
like no one cared if I lived or died. I opened up and was really
honest and I was left to rot’ (R149, female, patient, age 50).
‘Felt like I was worthless, more so than I already felt’ (R118,
male, patient, aged 40–59).

Lack of tailored interventions for self-harm

Participants reported a lack of appropriate psychological therapies
for people who have self-harmed. Existing treatments were reported
as being insufficient for self-harm and/or ongoing support needs,
which resulted in participants feeling unsuccessful in recovering
from their distress. The dearth of psychological therapies was
mostly attributed to underfunding of healthcare services and lack
of resources.

‘It’s [talking treatments] just not available to people’ (R39,
female, patient, aged 26–35).

‘Six sessions of CBT [cognitive behavioural therapy] isn’t going
to do it, and would make me feel I’d failed’ (R30, female,
patient, aged 60+).

Marked deterioration, psychological pain and self-harm:
‘Too little, too late’

The impact of excessive waiting times on participants was stark.
One mother talked about the profound impact of waiting for psy-
chological therapies on her daughter, who only received psycho-
logical assessments just before she died by suicide.

‘Terribly [impact of waiting times]. My daughter did not
receive psychological support according to national guidelines.
After waiting four months for first appointment, she only
received two further appointment before her death. Too
little, too late’ (R44, female, carer, aged 40–59).

Opportunities to intervene over self-harm for some people were
missed, while others lost the ability to work, their quality of life,
and hope. Significant distress over waiting times exacerbated
strong negative feelings towards the self (mental pain).
Participants reported feeling hopeless, anxious, worthless, aban-
doned, scared, and undeserving of help: ‘I gave up hope’ (R151,
female, patient, age 40–59). Participants commonly reported
further harming themselves again during the waiting period for

Too little, too late 

Failed promises and uncertainty
Lack of tailored interventions

Marked deterioration  

Widening access to appropriate and timely aftercare

Timely access from well-funded and well-resourced teams
Information, accessibility and flexibility 

Tailored interventions and choice 

Participant experiences of accessing psychological therapies 

Self-harm awareness and a compassionate, supportive response 

Clinical response: informed and compassionate
Continuity of care and supportive clinicians

Participant perspectives on improving access to psychological therapies 

Feeling like a non-person

Stigmatising responses from
healthcare services 

Internalised stigma and shame

Accessing psychological therapies following self-harm: themes and subthemes 

Exclusion, rejection and
punitive treatment 

Thresholds, risk and complexity
No place for self-harm 

Challenging to access
psychological therapies  

Difficult process to navigate

Limited information

Fig. 1 Themes and subthemes generated from the data.
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psychological therapies, and some reported heightened suicidal
thinking. Other participants lost trust in mental health services
and/or were reluctant to seek help for self-harm: ‘I have lost the
ability to trust anyone enough to talk about how I actually feel’
(R31, female, patient, aged 40–59).

‘My mental health deteriorated, my quality of life and func-
tioning was impaired, I was unable to work or study, my
self-care deteriorated, my self-injury became more severe, I
experienced a severe relapse of anorexia nervosa, and I eventu-
ally attempted suicide. I was then put in hospital as an involun-
tary patient’ (R71, female, patient, aged 26–35).

Theme 2: ‘Feeling like a non-person’

The overarching participant experience for this theme was the stig-
matising response of healthcare services when seeking help follow-
ing self-harm. These responses, in addition to personal feelings of
shame over self-harm, became internalised for participants and
acted as a barrier to further help-seeking. Participants felt worthless,
experienced further shame and felt that they were a ‘non-person’
undeserving of help.

Stigmatising responses and misunderstanding from
healthcare services

Stigma and misunderstanding from some healthcare providers were
identified as barriers to accessing help for self-harm. Participants
felt that they were not taken seriously and that their distress was tri-
vialised by some healthcare professionals. Individuals received
judgemental responses when attending mental health services,
which resulted in fear, apprehension and anxiety when subsequently
asking for help or seeking psychological therapies.

‘I had to talk to four separate professionals before they helped
me. They ignored me saying it was silly and trivial’ (R06,
female, patient, 18–25).

‘Fear of judgement- fear of being called “attention seeking” or
that it’s just a “phase”. And also not being taken serious enough
because you haven’t cut deep enough or been to the hospital for
it’ (R142, female, patient aged 18–25).

Internalised stigma and shame: feeling like a non-
person, undeserving of help

Internalised stigma and shame were common barriers to accessing
psychological therapies. People experienced great shame, embar-
rassment, stigma and worry over asking for help. The response of
some clinical services to their previous help-seeking exacerbated
these negative feelings. Combinations of stigma and high thresholds
to access services left some participants feeling they did not deserve
help for their self-harm.

‘Shame, guilt, trauma, internalised stigma, self-hatred, feeling
unworthy and undeserving of treatment, stigmatising and
dehumanising attitudes and stereotypes about self-harm,
putting other people first (other patients, health resources,
the time of health professionals)’ (R71, female, patient, aged
26–35).

Theme 3: challenging to access psychological therapies

Difficult and confusing to navigate access to
psychological therapies

Navigating access to psychological therapies was perceived as emo-
tionally and physically difficult, irrespective of the pathway (e.g.
referral by a clinician or self-referral). Participants felt greater
anxiety, distress and uncertainty during the referral process over
the possibility of further rejection. Unsuccessful referrals via
several professionals and services added to already long waiting
times and feelings of despair.

‘There were many unsuccessful referrals to begin with, which
had a significant detrimental effect on my mental health, as I
felt untreatable and lost hope. The successful referral, which
led to my current Psychological input, took about 7 months
from point of referral to initial assessment. This was difficult
as it felt like a long time to sit with the uncertainty that I
would just be assessed and denied treatment again, and it left
me feeling very anxious’ (R46, patient, female, aged 26–35).

Self-referral was a core but challenging route into psychological
therapies when people were mentally unwell and exhausted.
Participants reported struggling with administrative issues,
booking appointments and uncertainty when seeking help via the
self-referral route.

‘They are usually in a low state of mind and have nomotivation
to ring places and make appointments’ (R130, patient, female,
aged 40–59).

‘Understanding and awareness of the support available and
how to access them is a barrier, but also if you’re struggling
with mental health issues you often won’t have the confidence
or even ability to be proactive or persevere in the face of waiting
lists and organisations with limited resources’ (R141, male,
patient, aged 40–59).

Limited information on psychological therapies

Participants reported a lack of information on psychological therap-
ies, including what they are, where they are available and how to
access appropriate treatments. This knowledge vacuum exacerbated
challenges in navigating the mental healthcare system. Participants
wanted information on the benefits of psychological therapies but
felt that some healthcare staff knew little about available treatments.
Other participants mentioned that staff did not discuss psycho-
logical therapies when they presented to healthcare services for
self-harm (e.g. when speaking to the mental health team in the
emergency department). General practitioners (GPs) were com-
monly utilised when trying to access psychological therapies, but
their knowledge and response to self-harm also reportedly varied.

‘Emergency department staff were either not well-informed of
psychological therapies or did not have the capacity to explain
this when I was presenting regularly there. I was under the
impression at the time that my GP needed to refer me for
talking therapies that were more intensive and didn’t know
that I could self-refer to a lower step and be referred on’
(R144, patient, male, aged 40–59).

‘There is no information given following self-harm, when self-
harming people are not aware of the help that is out there’
(R13, patient, male, aged 40–59).
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Theme 4: exclusion, rejection and punitive treatment

Thresholds, risk and complexity

Participants referred to thresholds, perceptions of risk and complex-
ity, and restrictive criteria as barriers to accessing psychological
therapies. Exclusion from IAPT (Improving Access to
Psychological Therapies) and some third-sector mental health char-
ities for self-harm were common experiences among participants.
Participants perceived that the stigma associated with self-harm
resulted in some clinicians’ assumptions that they were emotionally
unstable, or that their conditions were too complex or severe for
psychological therapy in primary care. However, exclusion in sec-
ondary care was also common, because the service did not deem
the person severely ill enough to warrant treatment.

‘My local psychological therapies service had refused to see me
as I was deemed too severe. At the same time, I wasn’t deemed
severe enough for alternative services so I was left to cope
alone. Things escalated over time and I didn’t refer myself as
I was struggling more than when they had said I was too
severe’ (R105, female, patient, aged 26–35).

‘I know how to make a referral for IAPT, but they won’t
provide a service for me because of dx [psychiatric diagnosis].
Too mad for IAPT, not mad enough for CMHT [community
mental health team]’ (R07, female, patient, aged 40–59).

No place for self-harm

Disclosing self-harm was a source of exclusion from psychological
therapies. For example, some participants were unable to access
IAPT, third-sector charities, or eating disorder services owing to
disclosing self-harm. Other participants reported that some
service providers insisted that the self-harm ceased prior to and

during psychological therapy, or they would risk exclusion or dis-
charge from the service.

‘When my daughter was an inpatient on an acute unit the staff
said that if she self-harmed she would be discharged. The staff
did not offer any support or help in stopping her from self-
harming. When she became extremely distressed and unable
to cope she self-harmed and was discharged immediately,
despite being suicidal’ (R126, female, carer, aged 40–59).

‘Told I have to have 3 months with no self-harm before being
allowed to start trauma therapy’ (R28, female, patient, aged
36–39).

Participants struggled to access psychological therapies because
they were currently under existing mental health services or on the
waiting list to access services. Punitive approaches to treatment and
exclusions for self-harm left some people without support while
struggling with their mental health. They had to manage their escal-
ating distress alone or to try to find help for self-harm elsewhere,
often at great expense.

‘Currently accessing eating disorder services therefore not eligible
for therapy re: self-harm’ (R72, female, patient, aged 36–39).

‘It was difficult because I needed support, but other services won’t
see you in themeantime if you’re already on the waiting list for an
existing service’ (R146, patient, genderqueer, aged 18–25).

‘I have been discharged from psychological therapies after self-
harm and no follow up. I have struggled to receive any psycho-
logical support about it’ (R37, female, patient, aged 26–35).

‘I pay for this [psychological therapies] privately. At a great
expense to be honest’ (R112, patient, female, aged 26–35).

Figure 2 summarises participant views on barriers to accessing psy-
chological therapies.

Participant views on barriers to psychological therapies

Challenging to access

Stigma and shame

Exclusion, rejection and
punitive treatment

Lack of tailored and timely
interventions

Impact: marked
deterioration and
psychological pain

Emotionally and physically difficult to access psychological therapies
Self-referral can be challenging when unwell and exhausted

Multiple referrals and rejections add to waiting times and despair

Limited information available for patients on psychological therapies

Poor communication and knowledge on psychological therapies from healthcare practitioners

Lack of tailored interventions for self-harm

Many existing treatments are insufficient for self-harm and ongoing support needs

Excessively long waiting times

Treatment not occurring when needed/ missed intervention/engagement opportunities

Waiting times and lack of tailored interventions had a stark impact on patient safety and well-being

Patients experienced a lower quality of life, greater hopelessness and negative self-perception

Greater psychological distress, self-harm and suicidal thinking were common

Stigma and misunderstanding from health services over self-harm

Previous negative experiences when accessing health services

Internalised stigma and shame; embarrassment and worry over asking for help

Exclusion of people who self-harm due to perceptions of risk, thresholds and instability

Exclusion due to disclosure of self-harm

Exclusion when under existing services or on waiting lists

Fig. 2 Participants’ views on barriers to psychological therapies (summary).
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Section 2: improving access to psychological therapies

Theme 5: self-harm awareness and compassionate,
supportive response

Clinical response: informed and compassionate

Participants suggested that greater awareness, understanding and
training regarding self-harm were necessary for healthcare staff to
reduce stigmatising responses and anxiety over including people
in treatment. Participants also consistently highlighted the import-
ance of a collaborative, compassionate, empathetic and hopeful
response to patients seeking psychological therapy for self-harm.

‘A better understanding of self-harm among professionals to
reduce the fear in treating these individuals’ (R105, female,
patient, aged 26–35).

‘Staff having better empathy, a better attitude, better training,
better understanding’ (R50, female, patient, aged 36–39).

Continuity of care and supportive clinicians

Ongoing relationships with healthcare providers were an important
source of support during long waiting times and mitigated some
uncertainty and distress. Participants explained how mental
health and primary care professionals advocated for access to psy-
chological therapies and provided support during the self-referral
process. Some participants also depended on a high level of continu-
ity of care with their GP to get through challenging waiting times.

‘I have spoken to my GP who has given me information for a
self-referral treatment. I found the company who did self-refer-
ral treatments not particularly useful and went back to my GP
for further help… I regularly saw my GP during the wait for
my current treatment which helped a lot; however I did strug-
gle when my GP went on maternity leave as I felt I had to start
over and struggled to talk as easily. However, the new doctor
I saw was understanding and tried to listen and suggest
simple ways to help whilst I was waiting for my therapy to
start’ (R47, female, patient, aged 26–35).

Theme 6: widening access to appropriate and timely
aftercare

Timely access from well-funded and well-resourced
teams

Overwhelmingly, participants indicated that reducing waiting times
for psychological therapies was vital when improving access to care
for people who have self-harmed. Services for these patients were
also deemed to require adequate funding, staffing and resources
to meet patient demand and need.

‘Fund these services better. These services are important to the
well-being of patients. There should be better access, more
referrals and shorter timescales for referrals’ (R24, female,
patient, aged 40–59).

Information, accessibility and flexibility

Participants also preferred to have greater information about avail-
ability, access and benefits of psychological therapies from health-
care staff, in addition to ease of referral via a range of different
services (e.g. helplines, hospitals, GPs). Participants called for inter-
ventions to be delivered at the right time and at accessible local

locations, with flexibility around appointment times to accommo-
date work and other commitments.

‘To know more information about why it would be beneficial’
(R42, female, patient, aged 18–25).

‘Flexible appointments – late nights and weekends. More
availability so lower waiting time’ (R84, female, patient, aged
18–25).

‘Make them accessible immediately after discharge from hos-
pital’ (R114, female, patient, aged 60+).

Choice and greater availability of tailored
interventions

Participants called for greater availability of tailored interventions
for self-harm. Participants suggested having a greater choice of
treatments to suit their individual needs, including peer-supported
options and group and individual therapies. However, choice was
also important in the delivery of therapies. Some people wanted
enhanced access to group interventions or drop-in services, but
others indicated that these interventions could trigger further self-
harm episodes or social anxiety for some individuals. Other partici-
pants noted the importance of interventions to help them to stabilise
prior to psychological therapy.

‘Informed by lived experience of self-harm. Offered peer
support’ (R64, female, patient, aged 40–59).

‘Care tailored to needs rather than trying to fit people into
boxes’ (R70, female, patient, aged 26–35).

‘I think it would have helped me to have some sort of motiv-
ational interview-type intervention to identify other support
networks or strategies I could put into place while waiting
for therapy. Once I started to do this for myself (using high-
intensity exercise to manage my distress) I realised how power-
ful it was at getting me to a place where I could benefit from
therapy’ (R44, female, patient, aged 26–35).

Figure 3 summarises participant views on improving access to psy-
chological therapies.

Discussion

Main findings

We sought to understand contextual issues and experiences behind
access to psychological therapies following self-harm from the per-
spective of patients. Disappointingly, given the publication of
several clinical guidelines,3,29–31 our qualitative study suggests that
access to psychological therapies remains low and challenging.
Participants experienced multiple failed promises from mental
health services after reaching out to seek help for self-harm. Lack
of prompt intervention and distress and anxiety over long waiting
times exacerbated hopelessness, self-harm and suicidal thinking
for many patients.

Reported barriers to access psychological therapies included
poor communication and information provision on psychological
therapies from healthcare services, a lack of tailored interventions
for self-harm, and stigmatising responses from some service provi-
ders. Exclusion, rejection and punitive approaches to self-harm and
repetition were commonly reported, leaving many participants
struggling alone during times of acute distress. Participant recom-
mendations to improve access to psychological therapies for
patients who have self-harmed included: (a) having timely access
to aftercare from well-resourced teams; (b) receiving information
about the benefits and availability of interventions from healthcare
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staff; and (c) increased accessibility and choice. Continuity of care
and a compassionate response were deemed as paramount for any
healthcare worker treating patients who have self-harmed.

Strengths and limitations

This study was part of an overall larger programme of work on psy-
chosocial assessments and psychological therapies. The methodo-
logical strengths and limitations of the qualitative survey design
have been comprehensively reported elsewhere.11,12 In brief, we
conducted a qualitative survey to explore patient experiences and
views on accessing psychological therapies following self-harm.
Our aim was to explore shared context, meaning and experiences,
rather than clinical management and generalisable attendance
rates for aftercare following self-harm. Our approach was similar
to that taken by other participatory studies, which enable wider
access to a range of often stigmatised experiences22 while providing
control and choice to participants.

Our recruitment strategy included hospital sites and commu-
nity groups, enabling us to gather a wide range of experiences
nationally. Our sample characteristics were broadly consistent
with other community samples of self-harm, with the majority
being women and White British.32,33 Self-harm rates are higher
for women in several Western countries.34–36 Our results provide
important information about individuals’ unmet needs when
trying to access psychological therapies after self-harm. However,
healthcare needs and inequalities when accessing psychological
therapies may vary across specific groups (e.g. LGBTQ+, men,
young people, older adults).3 Access to aftercare following self-
harm is also lower among minority ethnic groups compared with
White ethnic groups.37 Further co-designed studies using multiple
mixed methods may be helpful to ensure more equitable inclusion
in research and the development of tailored treatments for people
who have self-harmed.

Our definition of self-harm includes any intentional act of self-
injury or self-poisoning irrespective of method or suicidal intent,
which is consistent with the definition used by NICE.3,30 We recog-
nise that suicide attempts constitute a distinct subset of all self-harm
episodes and require different treatment approaches. However,
people can have several motivations for harming themselves,
other than to die.38 It is challenging to accurately dichotomise

suicidal intent, and classifications such as non-suicidal self-injury
can lead to further exclusion or inappropriate treatment for
patients.7 For example, people who have used self-cutting or self-
injury as a method are taken less seriously and are less likely to
receive a psychosocial assessment and aftercare.11 Motivations for
self-harm and suicidal intent (including self-poisoning) fluctuate,
yet people who have self-poisoned are excluded from definitions
of non-suicidal self-injury.7 Consistent with clinical guidelines, all
patients who have self-harmed, irrespective of motive or suicidal
intent, are at risk of further self-harm and suicide and should be
offered psychological therapies.3,30

Comparisons with existing research

For decades, service provision for people who have self-harmed has
been characterised as variable and patient experiences have been
reported as generally poor.39 The most comprehensive study of
patient management in 2013 found that referral rates to follow-up
with specialist mental health services varied between 11% and
64%.39 Our qualitative study suggests a lack of available aftercare
and that patients still struggle to access psychological therapies fol-
lowing self-harm. However, nationally representative survey
research is needed to evaluate the quantity, quality and effectiveness
of aftercare following self-harm.

Similar to the findings of Punton et al16 and third-sector
reports,15,17,18 our results demonstrate the detrimental and
unacceptable implications of struggling to access psychological ther-
apies on patients. We found that waiting for too long was especially
pernicious for people’s mental health following an episode of self-
harm. Participants in our study reported substantially reduced func-
tioning, higher levels of emotional distress, and increased frequency
of self-harm and suicidal thinking. Emotional distress was exacer-
bated by cumulative failed promises, poor communication and a
lack of tailored interventions for people who have self-harmed.

Our findings are consistent with third-sector reports of poor
patient experiences when accessing aftercare and the use of exclu-
sionary thresholds.15 Reports of punitive treatment towards
people who have self-harmed when accessing aftercare were also
common in our data. Participants reported exclusion from psycho-
logical therapies when on waiting lists owing to perceived further
self-harm risk and/or emotional instability. Others were requested

Self-harm awareness, compassion and
continuity of care 

Widening access to appropriate
and timely aftercare

Participants' views on improving access to psychological therapies

Information, accessibility and
flexibility

Choice and availability of tailored
interventions

Training, awareness and understanding
over self-harm

Compassionate, empathetic and
hopeful responses from staff

Collaborative approaches to risk
Continuity of care

Well-funded and resourced
services

Timely access

Ease of referral pathways via
different services

Information about psychological
therapies (e.g. availability,
benefits, access)

Accessible local locations and
flexible appointments

Support and communication during self-
referral process and waiting times

Greater availability and choice of tailored
interventions

Peer-supported options and involvement
of lived experience

Choice between groups, drop-in services
and individual therapies

Options for helping to stabilise and
prepare patients during waiting times

Fig. 3 Participants’ views on improving access to psychological therapies for self-harm (summary).
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by clinical services not to self-harm or risk exclusion from the
service. This approach is similar to the use of ‘no-harm contracts’
for suicide risk (patient agrees not to self-harm, either verbally or
in writing). Such approaches may negatively affect the therapeutic
relationship, reduce the likelihood of disclosure, are not supported
by evidence and may be harmful.40

The detrimental impact of stigmatising expereinces (societal
and from healthcare staff) on patient engagement, help-seeking
and well-being has long been reported.32,41 Consistent with previous
reports, we found that many participants experienced stigmatising
responses from healthcare services and staff when they sought
help for self-harm. These negative experiences contributed to inter-
nalised stigma and acted as barriers to subsequently accessing psy-
chological therapies.

We focused on experiences of accessing psychological therapies
rather than specifics of support that may be beneficial in interven-
tions or the socioeconomic determinants associated with help-
seeking. It is of course important to address wider socioeconomic
determinants of healthcare access, given the association between
deprivation and reduced access to specialist mental health ser-
vices.37,42 Future research is needed to understand contextual bar-
riers in these areas and to improve access to evidence-based
healthcare services for marginalised groups. Brennan et al43

suggest addressing societal, social and interpersonal aspects in inter-
ventions to reduce repeat self-harm frequency. However, given the
individual nature of self-harm episodes, they caution against blanket
recommendations in the development of any supportive interven-
tions to reduce repetition.

Participants in our study reported the importance of GPs for
accessing psychological therapies, continuity of care and support
during waiting times. The quality of interactions with GPs was
also reported as variable, which is consistent with other
studies.13,44 GPs have an essential role in the provision of ongoing
support and care continuity for patients who have self-harmed.45

Research is needed to understand shared communication and tran-
sitions between primary and secondary services to improve care
quality for patients when unwell. GPs and staff working in GP sur-
geries may need support and professional training to confidently
and compassionately support patients who have self-harmed.45

Participants reported a lack of information provision on psy-
chological therapies from healthcare staff. Our previous study on
referrer views of barriers to accessing aftercare for patients who
have self-harmed indicates that this may partly be due to siloed

working and service cuts and changes.19 Staff may be unaware of
available and suitable psychological therapies in their area or
nationally for out-of-area presentations. Reluctance to mention or
refer to aftercare may also be due to the dearth of available treat-
ments, barriers to accessing services and apprehension over disap-
pointing patients.19

Implications for clinical practice and policy

The revised NICE guidelines for self-harm3 recommend follow-up
within 48 h of a psychosocial assessment for self-harm, as well as
recommending that any psychological interventions are based on
a comprehensive assessment of needs, risk and coexisting condi-
tions (see Fig. 4 for an infographic summary). Consistent with
these clinical guidelines, participants in this study highlighted the
importance of promptly delivered, collaboratively planned aftercare
and tailored interventions that are determined on the basis of need.
Participants also indicated the importance of staff having improved
knowledge and information on the benefits and availability of
accessible psychological therapies, as well as having choice in
terms of delivery (e.g. group, individual). Above all, and consistent
with other studies,11–15 participants highlighted the importance of
compassionate, empathetic and hopeful responses from any staff
working with people who have self-harmed (Fig. 3).

Previous clinical guidancemay not have been implemented widely
owing to lack of capacity, ongoing staffing challenges, and fragmenta-
tion and rapid transformation of services. Implementation of the new
self-harm guideline on future clinical practicemay be better because of
the increased focus on aftercare following self-harm and evidence base
for psychological therapies.3 There is also substantial policy focus on
reducing fragmentation between services, translating research to clin-
ical practice and improving community mental health provision for
people who have self-harmed.46 Liaison psychiatry services have
also transformed rapidly over the past decade and have received dedi-
cated funding to expand services, which will hopefully include greater
investment for out-patient clinics.47,48

Our previous study on referrer views of barriers and/or facilita-
tors to accessing aftercare for patients who have self-harmed indi-
cates that prompt follow-up from the mental health liaison team
may increase the likelihood of patients being accepted onto psycho-
logical therapies and improve safety planning and therapeutic rela-
tionships.19 Further co-designed studies using patient-determined
outcomes are needed to evaluate models of follow-up care

Patients should receive a
specialist psychosocial
assessment

Within 48 h of the
psychosocial assessment,
provide initial aftercare

Initial aftercare is
provided by the mental
health team, general
practitioner (GP) or team
who carried out the
assessment

•   Plan according to
psychosocial assessment
co existing conditions

•   Specifically structured
for self-harm

•   Prompt, tailored and
person-centered
cognitive–behavioural
treatment treatment
(typically 4–10 sessions)

•   Consider use of safety
plans

Presentations to primary
care: GP maintains
regular contact and
follow-up

Dicuss, agree and record
aftercare plan

Psychosocial assessment

Initial aftercare Interventions

Continuity of care

Fig. 4 National Institute for Health and Care Excellence recommendations for aftercare following self-harm,3 infographic summary.
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prospectively. Considering the frequent contact of patients who
have self-harmed with emergency departments and primary care
services,42,44,45 these areas have significant scope for the provision
of prompt follow-up care and improved integration between ser-
vices for people who have self-harmed.

Current economic crises and the COVID-19 pandemic may have
potentially long-lasting effects on psychological distress and the
demand for mental health services.49 Rates of self-harm are also
increasing in many Western countries.50,51 Patients and staff have
long voiced their frustrations over the lack of aftercare service provi-
sion for people who have self-harmed and the associated patient
safety risks. There is an urgent need to transform services for
people who have self-harmed and to develop promptly accessible
models of safe and effective care, delivered by well-resourced and
supported teams. Routine aftercare services for people who have
self-harmed in England do exist, but they are rare,48 which may
widen inequalities in help-seeking and recovery. Decades of research
on evidence-based care exists for people who self-harm, and there are
substantial policy-funded initiatives to improve care quality.3,52,53We
need to prioritise learning from examples of good practice, under-
standing what works for whom, when, and where, address inequal-
ities and implement beneficial change more widely.
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