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Editorial

Self-Harm and Suicide in Young People: Advancing
Understanding and Intervention

Jo Bell 1,* and Cathy Brennan 2

1 School of Psychology and Social Work, University of Hull, Hull HU6 7RX, UK
2 School of Medicine, University of Leeds, Leeds LS2 9NL, UK; c.a.brennan@leeds.ac.uk
* Correspondence: j.bell@hull.ac.uk

Self-harm and suicide among young people represent one of the most pressing public
health challenges facing contemporary societies. Over recent decades, rates of self-harm
among adolescents and young adults have increased substantially in many countries, and
suicide remains a leading cause of death among young people globally [1]. Self-harm is
widely recognised as the strongest predictor of suicide, making early identification and
intervention critical priorities for researchers, clinicians, and policymakers.

These behaviours are complex and cannot be understood through a single disciplinary
lens [2]. Progress in the field increasingly depends on integrating psychological, social,
cultural, and health-system perspectives. Research on self-harm and suicide among young
people now spans qualitative studies of lived experience, theoretical models of suicidal be-
haviour, epidemiological investigations of risk and protective factors, and the development
and evaluation of clinical interventions.

This Special Issue of Healthcare, Health Risk Behaviours: Self-Injury and Suicide in Young
People, brings together contributions that reflect this multidimensional approach. The eight
papers included in the collection examine the experiences of young people themselves,
the psychological processes associated with self-harm and suicidal thinking, the influence
of social and cultural environments, and emerging strategies for intervention and service
delivery. Taken together, they offer new insights into the complexity of self-harm and
suicide while also highlighting important gaps that remain in knowledge and practice.

Recent years have seen growing recognition that self-harm and suicide among young
people arise from dynamic interactions between individual vulnerabilities, psychological
processes, social environments, and structural inequalities. Traditional models focusing
solely on psychiatric disorders are increasingly complemented by approaches that empha-
sise social determinants, developmental trajectories, and the lived experiences of young
people and those who care for and support them [3,4].

One important development has been the expansion of qualitative research exploring
how young people themselves understand and experience self-harm and suicidal thoughts.
Such work highlights motivations that extend beyond clinical symptomatology, including
emotional regulation, identity formation, interpersonal stress, and feelings of hopelessness
or entrapment [5]. Another area of growing interest concerns the cognitive and motivational
processes that may sustain self-harm behaviours. Emerging evidence suggests that self-
harm may function as a coping strategy that provides short-term emotional relief or
perceived reward, reinforcing the behaviour over time [6,7].

At the same time, there is increasing recognition of the broader social contexts shaping
young people’s mental health. Digital environments, gender expectations, educational
pressures, and sociopolitical conditions can all influence experiences of distress and help-
seeking. Reflecting these developments, the field has also placed greater emphasis on the
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design and evaluation of early interventions, particularly in settings where young people
first present in crisis, such as emergency departments, schools, and primary care [8–10].

The contributions to this Special Issue reflect these evolving priorities, offering insights
that span individual psychological processes, lived experience, sociocultural context, and
clinical response.

Contributions of the Special Issue

The eight papers in this Special Issue are best read not as isolated contributions, but as
a connected body of work that advances the field across several levels of analysis: from the
inner world of reward, motivation, and suicide rumination to the lived realities of young
people in education and in families, to the wider social, cultural, and political conditions
that shape risk, and finally to the question of what services can do, in practice, when young
people present in crisis. In this sense, the Special Issue addresses self-harm and suicide in
young people as both personal and structural phenomena, and as problems that demand
simultaneous explanation, interpretation, and intervention.

Taken together, the eight papers build a picture of a field that is moving beyond single-
cause explanations and towards a more layered understanding of self-injury and suicide
in young people. The collection shows that these behaviours are shaped by disrupted
motivational and cognitive processes, by relationships and institutional responses, by
gendered and cultural expectations, by media ecologies, and by the larger sociopolitical
conditions that determine whether young people experience their lives as viable and
valued. Just as importantly, the Special Issue demonstrates that progress depends on
methodological pluralism: qualitative work is needed to hear what distress feels like from
the inside; quantitative work is needed to test pathways and moderators; theoretical work
is needed to interpret rising risk in changing social contexts; and intervention research is
needed to ensure that knowledge leads to better care.

Future Research Priorities

If this Special Issue shows anything clearly, it is that future research on self-harm in
young people must become more integrative, more developmentally sensitive, and more
structurally informed. The next phase of work in the field should not simply produce more
studies of “risk factors” in the abstract. Rather, it should aim to explain how different forms
of distress emerge, intensify, and are either mitigated or amplified across time, context, and
systems of care.

First, there is a strong case for longitudinal and developmental research that can track
the movement from distress to self-harm thoughts, from thoughts to acts, and from acts to
repetition, recovery, or suicidal escalation. Several papers in this issue identify important
pieces of the puzzle (reward processing, suicide rumination, hopelessness, stigma, and
relational responses), but these are too often studied cross-sectionally or in isolation. Fu-
ture studies should examine how these processes interact over time, and at what points
intervention is most likely to alter trajectories. This is especially important in adolescence
and emerging adulthood, when identities, relationships, and goals are changing rapidly
and when self-harm may serve different functions at different developmental stages.

Second, future research should move decisively towards multi-level models of expla-
nation. The field has made real progress in understanding individual-level correlates of
self-harm and suicidality, but these alone are insufficient. The studies from Pakistan, Iraq,
and the United States in particular make clear that structural adversity, gendered constraint,
political climate, and social marginalisation are not secondary influences: they shape the
very conditions under which despair becomes thinkable. A major priority, therefore, is to
design research that can link subjective experience and clinical presentation with the wider
determinants of mental health, including discrimination, educational exclusion, economic
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insecurity, conflict, and policy change. The challenge for the field is not merely to “add
context” but to theorise and measure how context enters into risk and resilience.

Third, there is a pressing need for more culturally grounded and globally diverse
research. Much of the dominant literature on self-harm and suicide among young people
still reflects evidence generated in a relatively narrow range of countries and service
settings. This Special Issue shows the value of broadening that evidence base, but it also
exposes how much remains to be done. Future work should not assume that models,
measures, or interventions developed in one context will automatically transfer to another.
Instead, research should investigate how local meanings of distress, family obligation,
honour, shame, help-seeking, and gender shape both risk and response. Comparative
and collaborative international studies would be especially valuable, provided they avoid
reducing cultural differences into simple variables.

Future studies should take more seriously the role of institutions and service systems,
not only individuals. The research in this Special Issue shows in different ways that
responses from universities, clinicians, emergency departments, and carers can shape
whether a young person feels understood, dismissed, contained, or abandoned. Research
priorities should therefore include how schools, colleges, universities, emergency services,
and community mental health systems identify risk, respond after self-harm or suicide
attempts, involve families, and manage continuity of care. Intervention development also
needs to include implementation questions from the outset: what is feasible, acceptable,
equitable, and sustainable in routine care, not just under ideal trial conditions?

There is also a need for more co-produced and young people-led research. A field
concerned with young people’s survival and wellbeing should not routinely position them
only as subjects (or participants) of study. Their involvement in framing research questions,
interpreting findings, designing interventions, and shaping dissemination is essential if the
work is to remain relevant and ethically grounded. This is particularly important in areas
where adults’ assumptions may obscure young people’s realities, as the discourse analysis
of media and self-harm usefully demonstrates. Co-production is not a methodological
add-on; it is one route to producing knowledge that is less pathologising, more accurate,
and more likely to improve support.

Finally, future research must engage more directly with the question raised most
forcefully by Yen Li and colleagues: what makes life livable for young people [11]? The
field has become adept at cataloguing risk, but prevention ultimately depends on more
than identifying warning signs. It depends on understanding and strengthening the
conditions that allow young people to experience belonging, dignity, safety, agency, and
future possibility. That means studying protective environments as well as harmful ones; it
means treating schools, communities, and policy contexts as sites of suicide prevention; and
it means recognising that research on self-harm and suicide is inseparable from questions
of justice. A stronger future agenda for the field will therefore be one that not only
reduces harm but also helps build the social worlds in which young people can imagine
staying alive.

Author Contributions: Writing—original draft preparation, J.B.; writing—review and editing, C.B.
All authors have read and agreed to the published version of the manuscript.
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Article

The Experience of Goals and Rewards in Young People Who
Self-Harm: A Qualitative Exploration

Martina Di Simplicio 1,*, Ruksana Begum-Meades 1, Emily Gaardner-Bougard 1, Charis Eleftheriou 1,

Oyinlola Akinsanya 1, Rachel Rodrigues 1,2, Lavanya Thana 1,3 and Lindsay H. Dewa 4

1 Division of Psychiatry, Department of Brain Sciences, Imperial College London, London W12 0NN, UK
2 Division of Psychology and Language Sciences, University College London, London WC1E 6BT, UK
3 NIHR Quality Safety and Outcomes Policy Research Unit, Yorkshire Quality and Safety Research Group,

Bradford BD9 6RJ, UK
4 School of Public Health, Imperial College London, London SW7 2AZ, UK
* Correspondence: m.di-simplicio@imperial.ac.uk

Highlights

What are the main findings?

• Young people who self-harm describe an experience of anticipating rewards and
setting goals largely characterised by over-valuing conditional enjoyment and distant
unachievable goals.

• Young people who self-harm do not find imagining goal achievement a motivational
tool, but rather an unhelpful escapism.

What are the implication of the main findings?

• More research is needed to understand how an imbalance between short-term and
long-term goals may contribute to maintaining vulnerability to self-harm behaviour
in young people.

• Helping young people to develop more adaptive rewards and goals, and to use
mental imagery to support motivation, may represent a novel target for intervention
in self-harm.

Abstract

Background/Objectives. Self-harm is a heterogeneous behaviour with a lifetime prevalence
of around 20% in young people aged 16–25 years old. Recent neurocognitive evidence
suggests that, for some individuals, self-harm is associated with motivational processes
similar to addiction, including maladaptive mental imagery, reward anticipation, and goal
pursuit. However, our knowledge of young people’s subjective experiences of rewards and
goals in relation to self-harm behaviour remains limited. Our study aimed to investigate
how young people who self-harm experience enjoying and wanting rewards and pursuing
goals in daily life and whether this experience changes during periods of self-harm. We
also explored their use of mental imagery as a key cognitive process to support motivation.
Methods. We conducted two parallel focus groups online (total of N = 12) with young
people (mean age = 12.2, SD = 3; nine women, two men, and one non-binary) with a past-
year history of self-harm behaviour. Qualitative data was analysed using inductive thematic
analysis. Two young people with lived experience of self-harm informed the topic guide
and data interpretation. Examples of questions were “Do you think your experiences of
enjoying and/or looking forward to pleasant things are related in any way to self-harm, or
not?” and “Do you visualise things you enjoy or may look forward to? If you do, how is that
experience?”. Results. There were six themes: rewards need deserving, high self-standards,

Healthcare 2025, 13, 3308 https://doi.org/10.3390/healthcare13243308
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keeping control, trapped into long-term goals, unhelpful mental imagery, and self-harm
alters the experience and anticipation of rewards and goal attainment. Most young people
reported enjoying conditional rewards and working towards long-term goals that tend
to be unattainable and beyond their control. Imagining these goals was experienced as
unhelpful by most. For all young people, periods of self-harm thwarted enjoyment and goal
achievement, shifted the preference to short-term immediate gratification, including from
self-harm behaviour, and devalued long-term goals. However, our data cannot determine
if these experiences are specific to young people who self-harm. Conclusions. Our findings
indicate that the reciprocal relationship between motivational processes and self-harm
behaviour in young people warrants further investigation. Helping individuals develop
more adaptive rewards and goals, including appreciation of short-term goals and use
of motivational mental imagery, could represent valued support for young people with
self-harm.

Keywords: self-harm; young people; goals; rewards; mental imagery

1. Introduction

Self-harm is defined as an act of self-injury or self-poisoning, regardless of intent [1].
It is a complex and heterogeneous behaviour that typically peaks in frequency around
age 16 years old [2]. Prevalence has increased over the past 20 years, with approximately
20% of young people under the age of 25 reporting having self-harmed at some point in
their life [3,4]. Self-harm significantly increases the risk of suicide above the presence of
other factors, including psychopathology [5,6]. Psychological interventions can help reduce
self-harm, but access to therapy is limited, and their effect is often small [7,8].

Based on a recent meta-analysis, the most frequently reported functions of self-
harm are to regulate emotions (likely prevalence 63–78%) and to escape aversive affect
(62–78%) [9]. Consequently, existing interventions, such as cognitive behavioural therapy
(CBT) and dialectical behaviour therapy (DBT), focus on improving emotion regulation
and distress tolerance. However, it is well recognised that self-harm can also have other
and multiple motives, including self-punishment (likely prevalence 41–62%) and commu-
nicating distress (30–55%) [9,10]. For some individuals, inducing a desired effect (42–57%)
such as a sense of control, calm, or excitement can be an important driver of self-harm,
leading to a positive reinforcement of the behaviour [11,12]. This highlights the need to
personalise treatment to individual function(s) to improve outcomes [13,14].

The mechanisms maintaining self-harm may also be part of an addictive self-harm
cycle [15,16], yet this is generally not considered in current treatments. Similarly to other
addictive behaviours, the addictive experience of self-harm includes craving or urges
to self-harm, anticipatory mental imagery related to urges, a loss of control over self-
harm, increasing severity or frequency of self-harm over time, continuing despite negative
consequences, and a cycle of abstinence and relapse [15,16].

The reward system is key in maintaining addictive behaviours [17,18] and is an area of
interest in the maintenance of self-harm. Some studies have shown that at a neurocognitive
level, differences in the processing of rewards (namely, anticipation synonymous with
‘wanting’ or craving, and consummation synonymous with ‘liking’ or enjoying rewards)
are associated with self-harm thoughts and behaviour [19–21]. However, the theoretical
implications of this are unclear. One hypothesis posits that a heightened neural consum-
matory response to rewards may contribute to engagement in risky behaviours such as
self-harm, particularly in adolescence [19]. Another hypothesis, drawing on the addiction

6
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literature [17,18], posits that a reduced neural response when anticipating common rewards
such as money [20] may lead to seeking out other more salient rewards such as self-harm.
This putative anticipatory neural bias may be secondary to concurrent depressive symp-
toms such as anhedonia but nevertheless represent a process that may directly contribute
to maintaining self-harm in a similar way to an addiction [21].

Mental imagery is the experience of “seeing or hearing through the mind’s eye” in
the absence of an external sensory stimulus [22]. Imagining what one desires is a key
component of motivational processes, i.e., of anticipating, wanting, and working towards
rewards [22,23]. Mentally simulating enjoyable scenarios boosts anticipated pleasure [24]
and impacts on actual behaviour [25,26]. On the other hand, poor reward-related mental
imagery contributes to reduced effort towards achieving goals [27] and to depressive
symptoms [28,29]. There is growing evidence that mental imagery of self-harm contributes
to wanting to self-harm [30], similar to mental imagery of substances in addiction [31].
However, the motivational mental imagery of general rewards, of desired outcomes, and
how to achieve these remains unexplored in relation to self-harm. Finally, difficulties in self-
regulating goals, another process closely related to reward and motivation, are also present
in individuals who self-harm [32,33]. Difficulties in vividly imagining enjoyable activities
or the accomplishment of goals could hinder efforts at engaging in alternative behaviour to
self-harm. Interestingly, positive mental imagery combined with goal-setting interventions
in young people who self-harm can lead to improved emotional wellbeing and sense of
control [34]. We have recently shown that motivational imagery of adaptive behaviours
can reduce the frequency of self-harm [35,36] and improve goal achievement [37].

In summary, growing evidence suggests that dysfunctional motivational processes
may be involved in self-harm behaviour and represent so far neglected therapeutic targets.
While previous research has examined similarities between addiction and self-harm be-
haviour at the subjective level [38–40], the subjective experience of motivational processing
(liking, wanting) in self-harm has not yet been investigated. Understanding how young
people who self-harm experience everyday reward-processing and goal setting is key to (a)
guide further mechanistic research and (b) ground intervention development in what is
relevant to young people. This study aimed to explore how young people who self-harm
anticipate and experience rewards, set goals, and experience goal pursuit. We also aimed
to explore how young people use mental imagery to simulate rewards and goals, as mental
imagery is a key cognitive process supporting motivation. Our research question was the
following: how do young people who self-harm experience rewards and goals in their
daily life?

2. Materials and Methods

2.1. Design

We adopted an interpretivist approach to gain an in-depth understanding of young
people’s views on reward and goal-pursuit behaviour in relation to their lived experiences
of self-harm. However, we recognise that while we consciously endeavoured to keep an
open stance, our approach was influenced by the quantitative neurocognitive research con-
ducted by our team. Given the absence of previous qualitative studies on this specific topic
and the heterogeneity of self-harm presentations, the choice of focus group format meant
we could interact with participants and be exposed to different viewpoints, facilitating
a broader exploration of themes and depth of discussion. The consolidated criteria for
reporting qualitative research (COREQ) checklist guided our reporting.

7
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2.2. Participants and Procedure

A purposive sample of participants from the experimental study IMAGINE investi-
gating motivational biases in young people with self-harm were recruited (see details in
Yavuz, Rodrigues et al., 2024 [41]). The IMAGINE study recruited young people from the
general population aged 16–25, fluent in English language, and with at least one episode of
self-harm within the past year. Exclusion criteria were current psychotic symptoms, acute
severe suicidal ideation, or any severe neurological impairments. Young people who took
part in the IMAGINE experimental session and consented to take part in qualitative focus
groups were contacted via email and provided with a participant information sheet. None
of the recruited participants were personally acquainted with the researchers who were
present during the focus groups. Recruitment continued until an adequate number and
diversity of representation (e.g., age, gender, and ethnicity) was achieved within the study
time limits. A convenient day and time for the focus groups was then agreed among those
who had expressed an interest. Written consent was taken electronically prior to the focus
groups arranged date. Each participant was reimbursed GBP 40 for their time.

2.3. Topic Guide

Topic guide development was informed by a pre-registered systematic review (PROS-
PERO registration CRD42019132053) investigating the presence of reward processing in
self-harm behaviour measured at cognitive, behavioural, and/or neurobiological level.
First, a new search was conducted to look for relevant qualitative studies on reward process-
ing in self-harm from three electronic databases (EMBASE, PsycINFO, and MEDLINE) on
21 March 2021 using the pre-registered criteria. Two independent raters (CE, OA) screened
the result of the articles (inter-rater reliability = 82%) and extracted 19 qualitative papers for
full-text screening. No paper addressed the pre-registered research question, “Do reward
processing biases exist in self-harm?”, and so no data extraction was conducted. Related
concepts from the full-text papers and categories from the pre-registered review were then
used to inform the nature of the questions and prompts in the topic guide. To minimise
the risk of introducing bias derived from interest in reward processing and addiction
models of self-harm, we deliberately refrained from directly asking participants about
causal relations between motivational processes and self-harm. The topic guide was then
reviewed, critiqued, and finalised by two members of a Young People Advisory Group
(YPAG—see below), before being finalised for use in the focus groups (Table 1).

Table 1. Focus groups topic guide.

Enjoying and Looking Forward to Pleasant Things

What are some things you enjoy/that make you happy/that are important to you in your everyday life?
How do those things make you feel? Why?

Do you find things that other people tend to find rewarding such as praise, compliments, money, as rewarding or not?
How do you feel about looking forward to pleasant things?

Is there anything in particular, that you look forward to in the future or not? (in a few days/weeks/months/years)
Do you think the experiences of enjoying and/or looking forward to pleasant things are related in any way to self-harm, or not?
Have these experiences changed around periods when you were self-harming compared to periods when you weren’t, or not?

Goals

Can you tell us about any goals you may have for the future? (tomorrow or in ten years’ time) How is the experience of setting or
achieving goals, if you do that? Why? Do you think the way you view your goals is related to self-harm or not?

Imagining goals and pleasant things

Can you tell us if you ever visualise things you enjoy or may look forward to? If you do, how is that experience? (e.g., frequency,
feelings, consequences)
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2.4. Data Generation

The number of participants was guided by thematic saturation [42], whilst also con-
strained by academic timelines. Thematic saturation was broadly reached, with recurring
patterns around reward anticipation, goal-pursuit, and control consistently observed across
participants in the two groups, ensuring sufficient depth and richness of data for the study’s
focused aims. Two parallel focus group discussions were conducted via Zoom in April
2021 to explore participants’ subjective experiences of rewards, goal pursuit, and mental
imagery in relation to self-harm. Each group participated in two 90 min sessions (S1 and S2)
to cover the entire topic guide, allowing enough time for discussion. This method allowed
participants to share and reflect on their experiences, consistent with the interpretivist aim
of understanding meaning in context. Participants were allocated to Group 1 or 2 based on
their time and date availability. We aimed for 6–8 participants per group [42], a sample size
that would balance individual contribution with capturing a range of perspectives. Two
participants invited to Group 2 did not attend S1, resulting in uneven numbers between the
groups. Sessions were co-facilitated by CE, OA, and MDS, beginning with introductions
and ground rules. Participants discussed their experiences, while facilitators prompted for
depth and clarity. Non-verbal behaviours, tone, and emotions were noted for contextual
insight (e.g., to assess relative agreement between participants around each sub-theme).
All sessions were audio-recorded, transcribed verbatim, anonymised using participant
IDs, and destroyed after transcription. Data handling followed GDPR guidelines to ensure
confidentiality and ethical compliance.

2.5. Data Analysis

Data were analysed using reflexive thematic analysis following Braun & Clarke’s
updated guidance [43], emphasising reflexivity, rigorous coding, and transparency in the
analytic process. Deductive elements informed by neurocognitive models of reward and
motivation also influenced our final data interpretation. Transcripts were first read and
re-read by the research team to ensure familiarisation with the content. Preliminary codes
were then generated inductively from the raw data, capturing meaningful features of the
discussions. Coding was carried out independently by two researchers (CE, OA), with
discrepancies discussed until consensus was reached. Codes were collated into sub-themes,
which were then conceptualised into tentative themes. These candidate themes were
reviewed in collaboration with the two members of the YPAG and refined through iterative
discussions with the full research team, enabling analyst triangulation and enhancing
interpretive depth. Transcripts were not re-sent to participants for member checking.

Reflexivity was integral to the analytic process, particularly given that one member
of the research team and two members of the YPAG were themselves young people with
lived experience of self-harm. This positionality brought valuable insider insight into
the language, context, and emotional tone of the discussions, supporting a more nuanced
understanding of participants’ accounts. At the same time, we discussed how shared experi-
ences and similarities in age could introduce assumptions or unnoticed points of resonance
that might shape interpretation of the data. In parallel, research team members contributed
a clinical, psychiatric, and cognitive neuroscience perspective, offering insight into mental
health, self-harm behaviours, and broader psychological/neurobiological frameworks.
The combination of insider (lived experience) and professional perspectives allowed for a
balanced interpretation, highlighting both contextual richness and theoretical relevance.

2.6. Patient and Public Involvement

Two young people with lived experience of self-harm informed the topic guide design
and analysis research stages (two females, one BAME, one neurodivergent) via two meet-
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ings lasting approximately 60 min, one prior to data collection (March 2021) and one after
data coding (April 2021) on Microsoft Teams with members of the study team (MDS, CE
and OA). The young people were members of the YPAG supporting the IMAGINE study
(see Rodrigues et al., 2023 [44]), which had seven members in total recruited via social
media and local networks and advised the study between 2018 and 2023 via online and
in-person meetings.

3. Results

3.1. Sample

Twelve young people participated across two focus groups. Demographic characteris-
tics are reported in Table 2. Mental health characteristics (depression scores and self-harm
frequency) were collected during the IMAGINE study experimental session, which took
place approximately 6–12 weeks prior to the focus groups, and so may not accurately reflect
the experiences of the participants at the time of the focus groups.

Table 2. Participant characteristics.

Participant
Number

Gender Age Ethnicity
Depression

Scores

Self-Harm
Frequency
(Lifetime)

Self-Harm
Frequency
(Past Year)

1 W 20 Asian/Asian
British 4 324 3

2 W 18 White 34 265 50
3 W 17 White 0 100 2
4 M 19 White 8 50 10
5 M 21 White 4 missing missing
6 W 17 White 28 50 7
7 W 19 Arab 12 48 12
8 W 18 White 28 173 17
9 NB 25 White 22 Not sure 300

10 W 16 White 26 148 64
11 W 25 White 20 478 52
12 W 16 White 26 100 50

Twelve participants numbered 1–7 (n = 7) were part of focus Group 1 (G1). Participants numbered 8–12 (n = 5)
were part of focus Group 2 (G2); F = female, M = male, NB = non-binary; DASS 21—Depression = Depression
and Anxiety Stress Scale 21 (Normal = 0–9, Mild depression = 10–13, Moderate depression = 14–20, Severe
depression = 21–27, Extremely severe depression = 28+); self-harm frequency = number of times self-harmed in
the past year.

3.2. Themes

Six major themes were identified: rewards need deserving, keeping control, high self-
standards, trapped into long-term goals, mental imagery of long-term goals not helpful,
and self-harm alters the experience and anticipation of rewards and goals attainment.
The themes are summarised together with sub-themes in Table 3 and conceptualised in
a thematic map (Figure 1). Themes are illustrated with quotes below (P = Participant;
G = Group; S = Session).

Table 3. Themes and sub-themes.

Theme Sub-Themes

Rewards need deserving Importance of being productive
Unproductive enjoyments lead to temporary pleasure and negative feelings
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Table 3. Cont.

Theme Sub-Themes

Keeping control
Reward anticipation only for things under their control

Short-term goals—more controllable
Long-term goals—both more and less controllable

High self-standards
Ambitious, unattainable, unrealistic goals

Perfectionism helps stay in control
High standards can generate low motivation

Trapped into long-term goals
Short-term goals not rewarding

Long-term goals are preferred, but more difficult to achieve and overwhelming
Long-term goals can generate low motivation

Mental imagery of long-term goals
not helpful

Imagery reinforces uncertainty, fear of failure, unattainability, and frustration
around long-term goals

Imagery as a form of escapism
Imagery is a pleasant fantasy

Self-harm alters the experience and
anticipation of rewards and goals attainment

Preference shifts to short-term goals
Immediate gratification

Usual enjoyable activities are no longer rewarding
Low motivation

Self-harm becomes the goal

 

Figure 1. Thematic map illustrates how different themes and sub-themes are connected to form
young people’s experience of rewards and goals, and how this is perceived to change in relation
to self-harm. Themes are in rectangular boxes, with respective sub-themes in oval boxes of the
same colour. Low motivation sub-theme has multiple colours to indicate that it is repeated across
three themes. Continuous lines connect each theme with its sub-themes. Thin lines depict links
between different themes and their sub-themes, with arrows suggesting directionality of the link.
E.g., Undervaluing short-term goals may contribute to loss of enjoyment when short-term goals are
preferred; if imagery increases sense of uncertainty around long-term goals, it may also increase the
perception that long-term goals are overwhelming. Conversely, imagery may be unhelpful because
imagined long-term goals are uncontrollable and overwhelming.

3.2.1. Theme 1: Rewards Need Deserving

All participants were able to describe things that they enjoy and consider rewards, such
as activities and hobbies. In particular, gaining a reward because of their own productivity
and hard work provided all participants with feelings of satisfaction and gratification. In
contrast, most participants expressed guilt for enjoying a reward (like a compliment or
money) if they felt they did not deserve it or had not earned it.

“If I just do something I enjoy without doing something productive, you could say, it
would be at the back of my head that I’m doing something, but I shouldn’t be doing it. . .”

(P5, G1, S1)
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A few participants went all the way to describe activities which might have been
experienced as temporarily enjoyable (such as watching videos on YouTube or TV series)
as unproductive “avoidance behaviours”, ultimately associated with negative emotions.
However, a few others disagreed with the need to deserve rewards to enjoy them.

“When it [the enjoyable activity] is a bit more avoidance it feels good at the time but not
really like after”

(P9, G2, S1)

“Nah (laughs) I just feel like it’s a tough life and you have to have nice things and do
things that make you happy. You deserve it regardless.”

(P1, G1, S1)

3.2.2. Theme 2: Keeping Control

For most participants, perceived control over future rewards was very important. For
some, when they felt a lack of control over a future reward or goal, this had the potential to
generate negative reactions, such as feeling anxious. For others, having no control over
delayed gratification led to feeling stressed. Consequently, these participants expressed
only anticipating future rewards if they felt that they had control over obtaining them.

“I just really think it [looking forward to something] depends on how much in control of
this thing I am and how much certainty there is because I find it really hard with like
kind of unpredictable, uncertain things”

(P9, G2, S1)

“If I really am looking forward to it then I want it sooner like really badly—I’m not
prepared to wait kind of thing so it can be quite uncomfortable and quite stressful if it is
quite far away.”

(P3, G1, S1)

The need for control translated into varying attitudes towards short-term (usually
more controllable) vs. long-term anticipated rewards. Short-term rewards felt more con-
trollable to some participants: these would be more mundane events (like seeing friends
or receiving a parcel), leaving space for excitement and positive anticipation. In contrast,
long-term rewards and goals were described more in the domains of “life goals”, and their
uncertainty was perceived by most as less controllable and anxiety-provoking. However, a
few participants viewed this uncertainty also as offering a chance of exerting some control
and shaping the future.

“I look at like what I have next week to look forward to because I’m really scared of the
future. So next week, even if it’s like going out with friends, I’d look forward to that, but
I’m not really like far-fetched.”

(P3, G1, S1)

“I look forward to things much further into the future maybe because it’s uncertain so I
can just shape it however I want”

(P7, G1, S1)

3.2.3. Theme 3: High Self-Standards

Most participants reported a tendency for high self-standards, which translated into
goals that were described as too many, unrealistic, all-or-nothing, and overwhelming. A
few termed the high standards perfectionism and saw it as leading to positive experiences
and achievements. Most participants, however, mentioned the potential negative impact of
their high standards on their own motivation and the ability to put effort into achieving a
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goal. Participants expressed a consensus that high standards could deplete energies and
have a downstream negative effect on general mental health.

“My experience of goals is difficult because I set myself extremely unrealistic goals and
then destroy myself trying to get to them”

(P10, G2, S2)

“I set all these goals and didn’t do anything so I sort of blame myself because I’m not doing
these goals, I’m not progressing so it’s kind of a negative thing in a way, too many goals”

(P5, G1, S2)

3.2.4. Theme 4: Trapped into Long-Term Goals

All participants were able to identify goals and how both setting and pursuing them
can be affected by internal factors including mood, fear of failure, and external factors such
as sharing a collective goal (e.g., preparing an exam) or receiving other people’s validation
(e.g., parents’ feedback or a good mark). Most participants tended to dismiss short-term
goals and their ability to produce any sense of reward. This was explained as the small
steps leading to a bigger goal not counting as sources of gratification or anticipation.

“I just don’t view anything short-term as valuable, it’s like always working towards the
next big thing”

(P10, G2, S2)

“I reckon the term goals is something a bit bigger so just like P5 and P2 said with having
a to do list. I’m not gonna call them ‘small goals’.”

(P1, G1, S2)

All participants described that long-term goals such as career or relationship aspira-
tions were the important and rewarding ones. However, all also noted that the pursuit
of long-term goals could generate a sense of being exhausted and overwhelmed because
these goals are big, important, and cannot be achieved quickly. For some participants, this
meant they lost motivation towards long-term goals due to their unattainability or to the
absence of immediate gratification. Only a few participants described turning to pursuing
short-term goals.

“A lot of the time when I’m setting big goals, I become unmotivated because it seems so
overwhelming like for example, I wanted to be a clinical psychologist since like sixth form
but because it was so overwhelming and such a big thing, I became so overwhelmed and
just didn’t want in the end, so I lost sight of that goal”

(P2, G1, S2)

“Because a long-term goal just seems so unachievable, I just sort of ignore them and they
no longer feel like goals [be]cause there is like no clear plan to work towards them so I
kind of prefer short term goals”

(P7, G1, S2)

3.2.5. Theme 5: Mental Imagery of Long-Term Goals Not Helpful

Two participants reported never visualising things in their mind. All other participants
described imagining long-term (rather than short-term) rewarding scenarios and goals. For
them, imagining long-term goals was potentially distressing because it amplified the sense
of uncertainty and unattainability, fear of failure, and feelings of sadness or frustration
for “not getting there”. Most participants viewed imagining achieving goals as a form
of escapism not conducive to goal attainment, and some participants explicitly named
positive mental imagery as wasting time instead of finding a solution to one’s problems.

13



Healthcare 2025, 13, 3308

“When I imagine positive things, it’s like things very distant in the future, like whether
it’s my dream career or having a house”

(P7, G1, S2)

“I agree it makes me feel sad and overwhelmed and it’s almost like this is how life could
be and you’ve made some rubbish choices so you’re never gonna get there so it actually
makes me feel a bit rubbish”

(P11, G1, S2)

While agreeing with the above, a few participants also reported that at times, picturing
future goals in their mind was pleasant or comforting. These participants described that
simulating desired scenarios would be helpful to lift mood temporarily, to feel prepared, or
to increase motivation. However, they also experienced that the positive effects of imagery
did not last or elicited ambivalent feelings.

“So when I do my whole like, rehearsing-imagining that feels like it’s actually really
productive because I feel like I’ve prepared myself for something so that I definitely feel a
sense of reward.”

(P9, G2, S2)

“It feels comforting and enlightening but also sad for me because I’m like I don’t know if
I’ll ever get there”

(P1, G1, S2)

3.2.6. Theme 6: Self-Harm Alters the Experience and Anticipation of Rewards and Goal
Attainment

During periods of self-harm, some participants described losing the ability to enjoy
or to look forward to things they usually find pleasant. Some participants reported that
activities that are usually enjoyable and typically used as positive coping mechanisms
were no longer pleasant, as they required effort that would not pay off and/or did not
provide immediate gratification. The latter experience translated for some into seeking
more gratifying rewards from more energetic, harder to achieve, or more intense activities.

“I feel like nothing could cheer me up [during times of self-harm] I guess you could say”

(P5, G1, S1)

“When I’m really not feeling great I struggle to be patient and I just feel like I need to feel
different right now and that’s why I find it much harder to get myself to engage in these
positive things cause I know that it will be effort and I won’t necessarily get something
back for my effort straight away.”

(P12, G2, S1)

All participants agreed that in periods of more frequent self-harm, goals would shift
from long-term to short-term. For some participants, the focus on short-term goals was seen
as a means of survival; for others, it reflected instead the search for immediate gratification.
Most participants explicitly mentioned low mood as an important concurrent factor with
self-harm that influenced seeking immediate rewards. Participants referenced the previous
discussion around long-term goals and expressed how low motivation made them refocus
on short-term goals. In this context, a few reported the use of positive imagery of the future
to alleviate negative affect, framed as an escape from the difficult reality.

“Erm, yeah, I think I would choose things that provide a lot of gratification but don’t
require much effort. Other times, simple tasks that make me feel like I’ve achieved
something like a short workout or doing groceries—something you can tick off a list or
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you know, I don’t tend to focus on long-term goals. They just seem unachievable, and I’m
not motivated towards achieving them”

(P5, G1, S2)

“Yeah, I would discard the long-term goals and focusing on the short-term ones, so you
feel like the effects quicker—so more like a to-do list like we said earlier”

(P3, G1, S2)

Some participants also reflected that self-harm could become the epicentre of goal
pursuit, either to obtain the reward from self-harm or to stop self-harming.

“Rather than looking forward to things in the future, it would always be looking forward
to my next incident of self-harm.”

(P2, G1, S1)

“I would only have one goal—don’t cut”

(P8, G2, S2)

4. Discussion

Our study examined for the first time the subjective experience of rewarding activities
and goal pursuit in young people who self-harm, with a particular interest in the use
of mental imagery. Young people expressed six main themes: rewards need deserving,
keeping control, high self-standards, trapped into long-term goals, mental imagery of
long-term goals not helpful, and self-harm alters the experience and anticipation of rewards
and goals pursuit. We found that overall young people with self-harm looked forward to
and enjoyed rewards in their daily lives. However, anticipation and enjoyment tended
to be conditional on productivity and a sense of control over obtaining rewards. Young
people with self-harm often worked towards goals that they perceived as unattainable,
while paradoxically also reporting a need for control over these goals. Long-term goals
were preferred over short-term ones; however, this preference was reported to shift during
periods of self-harm, with the desire for immediate gratification becoming clearer. The use
of mental imagery appeared to be limited to anticipating long-term goals and was largely
reported as being unhelpful and, at times, distressing.

Young people in our study did not report any difficulty in anticipating or embracing
(wanting and liking) rewarding experiences in their day-to-day lives. However, during
periods of self-harm, they reported a lack of motivation and inability to enjoy or look
forward to pleasant experiences, which they associated with depressed mood, consistent
with previous literature on future-thinking, reward, and motivational biases in depres-
sion [45–48]. These findings are in line with experimental and neurobiological evidence
showing individuals who self-harm have a typical or enhanced response to consummation
of rewards [19,49–52], and that reduced anticipation of rewards in those with self-harm is
associated with depressive symptoms [20]. Critically, however, any association between
this reward bias and craving for self-harm at the subjective level was unclear from our
findings and should be explored in future studies.

Another characteristic endorsed by most participants was the dismissal of temporary,
short-term rewards, which could instead generate distress unless perceived as “productive”.
The need for deserving rewards may reflect the ubiquitous emphasis on productivity in
Western culture beyond any association with poor mental health or self-harm. Low self-
esteem, poor self-compassion, and self-punishment are often endorsed by young people
who self-harm [53] and may also drive this refusal of purely hedonistic or fortuitous
gratifying experiences. In contrast, during periods of self-harm, participants’ focus shifted
to short-term goals as a means of survival to get through the day or avoid self-harming,
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while working towards long-term goals became less relevant. However, some previously
rewarding activities (e.g., going for a walk) became less appealing if they required effort or
if they lacked intensity, suggesting that the shift to small achievable goals during periods
of poor mental health does not always focus on adaptive behaviour in young people with
self-harm. In fact, for some young people, self-harming would become the only achievable
and overwhelming goal in their day.

Another theme expressed by participants was the importance of perceived control over
rewards and goals. Having an external locus of control, whereby an individual believes
their actions and environment are determined by external forces, has been described as a
personality trait characteristic of individuals who self-harm in correlational studies [54,55].
It may be that young people in our study expressed the need to be in control to counteract an
external locus of control. Similarly, the need to regain control is often described as a driver
of self-harm as part of emotion regulation [56,57]. However, previous neurobiological
research has also suggested that control enhances the activation of reward processing
regions in the brain [58,59]. Future research could elucidate whether the need for control is
a generalised trait or an automatic mechanism to heighten blunted reward anticipation in
this population [20].

The theme of high standards and perfectionism has previously been associated with
self-harming behaviour [60]. In our findings, this trait appears to drive the focus towards
ambitious goals that are nonetheless perceived as unattainable, consistent with previous
research in cohorts of self-harming adolescents [61,62]. It is possible that goals are perceived
as unattainable due to self-criticism [62], pessimistic biases [63,64] and low self-efficacy [65],
all strongly associated with poor mental health [66] and not necessarily specific to self-
harm. However, the combination of high standards, low attainability, and overvaluation
of long-term goals may lead to feeling trapped, one of the key motivational factors in the
Integrated Motivational Volitional model of self-harm [67]. For example, some participants
described ‘painful engagement’, i.e., the inability to relinquish unattainable goals, which
can compromise motivation for new goals [64]. Young people in our study expressed the
pitfalls of pursuing long-term goals, including overwhelm and exhaustion [63,66]. However,
they appeared to dismiss short-term goals outside of periods of self-harm and also denied
imagining short-term goals. It would be important to understand if and how lack of mental
imagery and devaluation of short-term goals are related, and if they are typical of those
who self-harm, given evidence from the general population that adolescents may be more
sensitive to immediate, short-term rewards compared to long-term goal setting [68].

Critically, for young people with self-harm, the use of mental imagery was limited to
distant goals and was overall found unhelpful and distressing as it amplified the sense of
uncertainty and unattainability. A previous qualitative study described that adolescents
with anhedonia have difficulties imagining pleasurable events in the near future but still
look forward to distant goals [69]. Among our participants, even when imagery conveyed
anticipated pleasure and satisfaction, it appeared to subsequently generate the cognitive
dissonance between present and desired self [70] or was viewed by most as merely es-
capism. However, it is possible that undetected aphantasia within the sample and/or
effects of age on the ability to generate complex mental imagery (which may be under-
developed in adolescents) skewed our findings [71]. As mental simulation of proximal
activities contributes to adaptive planning and motivation [72–74], future studies should
test whether a lack of effective future goal-attainment imagery directly impacts reduced
goal specificity, goal expectancy, low motivation, and effort towards goal achievement
reported in individuals with self-harm [63,75]. When reducing self-harm is a goal, the
development of adaptive goal-directed motivational imagery could then represent an im-
portant target for intervention in this population, as suggested by initial findings from our

16



Healthcare 2025, 13, 3308

Imaginator studies [35–37]. Crucially, Imaginator focuses on proximal rewarding goals that
offset an individual’s specific function of self-harm.

4.1. Strengths and Limitations

A key strength was that we built qualitative research questions on a systematic review
framework (https://www.crd.york.ac.uk/PROSPERO/view/CRD42019132053, accessed
on 14 December 2025) and with lived experience input, directly seeking to add rich quali-
tative insight to previously conducted quantitative studies in this area. The involvement
of multiple analysts and iterative review of themes ensured that insider perspectives and
professional expertise enriched, rather than constrained, the transparency and rigour of
our analysis. In terms of limitations, some participants may have withheld sensitive infor-
mation in a group setting. For some young people who reported a low past-year frequency
of self-harm compared to lifetime, the discussion had a largely retrospective nature, which
could have led to recall bias. Moreover, focus groups were conducted in 2021, during the
COVID-19 pandemic, which may limit the generalisability of findings. The group spanned
16–25 years of age, which made it hard to account for possible developmental confounders,
due to neurocognitive maturation and to growing autonomy, e.g., in shaping one’s goals in
older compared to younger participants. It is likely that differences in age, gender, imagery
ability (including possible aphantasia), varying levels of both current and past depression
and self-harm behaviour influenced the group discussions. A sophisticated analysis of
the interaction between individual characteristics, group dynamics, and theme generation
could further enrich the interpretation of our findings. As noted above, a main limitation
of our findings is that while our topic guide tried to separate general experience and to
capture trait-level biases from experience directly related to self-harm, these were hard to
disentangle, as was the impact of concurrent depression. It would be important to extend
our findings by asking about periods of other dominant affective states (anxiety, irritability)
that are often associated with self-harm, and by conducting focus groups with young
people with depression but no concurrent self-harm, as well as without mental health diffi-
culties. It is also possible that different study designs are better suited to disentangle these
associations, such as ecological momentary assessment studies, in which variations over
time in affect, behaviour, and motivational processes could be modelled. Other limitations
included researcher bias (e.g., all female researchers) and the fact that, as this was a student
project, we were not able to involve lived-experience co-researchers in all stages of the
research [76].

4.2. Future Research and Clinical Implications

Our results indicate that interventions that enhance savouring and general future-
orientation may only be relevant when self-harm presents in the context of depression and,
in particular, anhedonia. Rather than learning to simply enjoy positive emotions, young
people with self-harm may benefit from focusing on rewards that originate outside one’s
control, such as an unexpected compliment or a lucky event, and this may be as important
as learning to manage negative emotions. Our findings also suggest that improving the
ability to feel in control via alternative rewarding behaviours may represent a valuable
target for treatment for individuals whose self-harm is motivated by gaining control.

Future research needs to better explore the reciprocal relationship between short-
term and long-term goal pursuit processes, mental imagery, and changes in self-harm
behaviour and mood. Namely, self-harm could be maintained by devaluing short-term
goals when euthymic and/or devaluing long-term goals when low. Overall, it is possible
that developing the ability to value and be satisfied by achievable short-term goals that are
in one’s control might represent an important preventative target for this population during
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periods of relative stability. On the other hand, during periods of self-harm, therapeutic
interventions may focus on identifying adaptive short-term goals, as already included in
some CBT protocols [77]. Training how to modulate motivational mental imagery to serve
different goal timeframes could represent an innovative intervention in keeping with the
recent growth of imagery-based therapies [35,77–79].

5. Conclusions

In summary, our study suggests that the experience of rewards and goals in young
people who self-harm warrants better investigation. Future research should understand
if the need for control over rewards and goals, under- and over-valuation of short vs.
long-term goals, and poor use of motivational mental imagery processes is driven largely
by concurrent depression and how it impacts on actual self-harm. A better comprehension
of these subjective experiences and the underlying cognitive mechanisms could open novel
areas of support for young people both in crisis and in routine clinical management.
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Abstract

Background/Objectives: A need for suicide prevention and postvention strategies in
Higher Education was identified in the United Kingdom and has more recently been
addressed with policies that provide national guidance for organisations. However, a
paucity of qualitative research related to the lived and living experiences of attempted
suicide in young adults remains. The experts in attempted suicide are those who have
experienced it and the objective of our study was to learn from these lived experiences,
with a particular focus on 16–25-year-olds in Further and Higher Education. Methods:
The research presented in this article was part of a nationwide study in the UK which
included 21 semi-structured interviews with young adults who met these criteria on the
impact of attempting suicide on a personal, interpersonal, and institutional level, and
support service experiences and engagement. It aimed to answer two key questions:
1. What can we learn from the lived experiences of young adults who have attempted
suicide? and 2. How can these findings be applied to better meet the needs of young adults
experiencing suicidal thoughts/behaviour in Further and Higher Education? Results:
Reflexive Thematic Analysis was used to analyse the data, and four main themes were
identified: firstly, the impact on ‘self’, including emotional and psychological impact;
secondly, ‘others’, revealing the impact of and on relational factors, stigma, and judgement;
thirdly, ‘systemic’, which highlighted support service experiences and barriers to accessing
and engaging with possible support, and, fourthly, ‘what helps or could help’ on a relational,
educational, and institutional level. Conclusions: The findings from this study generate
new insights into this under-explored and stigmatised area and point to key barriers to
support and gaps in service provision. Attempting suicide is one of the highest risk factors
for a death by suicide and this study highlights the need for additional policy and support
guidance for attempted suicide in Further and Higher Education.

Keywords: suicide; suicide attempt; student; education; Further Education; Higher
Education; lived experience; mental health; stigma

1. Introduction and Context

Much has been written about suicide and suicidal behaviour in post-16 education [1–3],
but with less focus on lived and living experiences, particularly of people who have
attempted suicide. Although models and guidance for student suicide prevention within
Further and Higher Education exist [4,5] and university guidance, such as ‘Suicide-Safer

Healthcare 2025, 13, 3222 https://doi.org/10.3390/healthcare13243222
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Universities’ [6] and ‘Responding to Suicide: Advice for Universities’ [7], has been created,
engagement with and access to support continue to be the greatest barriers [8]. “Suicide
is a whispered word” [9] and its taboo nature create internal and external barriers that
silence it. Although the lived experiences of suicide are unique to the individual, the social
determinants of suicide [10] need to considered.

Existing literature identifies the impact of stigma on interpersonal relationships and
potential help-seeking as a key contributing factor [11,12], with transitions between or-
ganisations heightening loneliness and social isolation amongst new peers, staff and,
structures [13]. Such loneliness is, in turn, a known risk factor and can increase the risk of
suicide following an attempt [14,15]. For example, research has pointed to the association
between social identity [16] and a lack of connectedness [17] or sense of belonging, includ-
ing institutional belonging and suicide attempts, and highlighted the importance of social
support [14].

Self-stigma and self-perceived social failure [14,18] can manifest as an individual’s
internalising of externally perceived stigma and, consequently, an erosion of self-belief,
leading to self-discrimination [12]. The prevalence of self-stigma also challenges self-
compassion [19–21] and a lack of self-efficacy can be a factor in not seeking help. Low,
or lack of, self-efficacy and the impact of trauma-related shame [18,22], bullying and
victimisation [23] have been found to lead to increased emotional distress and add to
feelings of hopelessness. The impact of pressures and expectation on academic functioning
and performance are recognised, leading to increased anxiety and stress associated with
perceived academic achievement [24–26].

Public and personal stigma [27] have also been linked to barriers to the use of mental
health services within colleges and universities [27]. Some studies have found that young
adults thinking about suicide are less likely to confide in mental health professionals [16,28]
and that discrimination, stigma associated with mental illness, social identity, and negative
social stereotypes [16,29] can lead to the fear of friends or family finding out [30]. This
creates further barriers to potential help-seeking [16]. Interpersonal interactions that are
perceived to be negative, critical, or rejecting are also found to increase the risk [21].
Students with disclosed or diagnosed mental health challenges are twice as likely to leave
university without completing their degree [24].

Suicide remains often pathologised [31]. Defining suicide in this way is, however,
reductive and reinforces prejudice, stigma, and self-stigma by not accounting for the
contributory social, cultural, and political factors [32,33]. Suicidal thoughts, feelings, and
behaviours can be experienced by anyone for a variety of reasons at any point in their life.

By focusing on lived and living experiences, we can gain unique insights into the
impact on a person’s sense of self, sense of others, and ways of being in the world, as
well as identifying what has helped someone to stay alive [34]. The aim of this study was,
therefore, to explore what we can learn from the lived experiences of attempted suicide
in young adults, with a particular focus on their experiences of, and engagement with,
Further and Higher Education. Both lived and living experience are referred to in this
article: the former refers to those for whom the experiences reported are in the past and the
latter those living with suicidal thoughts, feelings, and behaviours in their present.

2. Methods

2.1. Design and Sample

As part of a wider UK-based mixed-methods study of young people’s experiences
of attempting suicide whilst in Further or Highter Education [35], we conducted semi-
structured interviews with 21 students with lived and living experiences of suicidality.
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Participants ranged from 16 to 25 years old and included people with neurodiver-
gence, diverse genders, ethnic backgrounds, and cultural beliefs. To protect anonymity, an
aggregate of participant characteristics has been included as Table 1.

Table 1. Participant characteristics.

Area of the UK Ages Gender
Further/Higher

Education
Ethnicity

London: 3
Southeast: 9
Southwest: 1

East Midlands: 2
Yorkshire and the

Humber: 1
Scotland: 4

Northern Ireland: 1

16–18: 6
19–21: 4
21–23: 6
23–25: 5

(N.B. 1 person
included turned 26 by
the time of interview.)

Female: 13
Male: 3

Non-binary: 3
Transgender Male: 2

FE: 6
HE: 15

White British: 16
Any other white
background: 2

Any other Asian
background: 1
East Slavic: 1

Prefer not to answer: 1

They were recruited via a national survey [35], which was promoted on social media
and via organisations and individuals that supported the study (e.g., through relevant
special interest groups and charities, such as MQ Mental Health Research). The survey was
designed to gather experiences of attempted suicide amongst young adults at colleges and
universities, and included an invitation to take part in a follow-up interview. In compliance
with university ethics regulation, we discouraged participation from those who had made
a suicide attempt within the previous 6 months. In 3 cases, participants who had made
more recent attempts still wanted to be involved and asked if they could be contacted
when 6 months had passed. This was honoured, as it felt important to be able to include
everyone that wanted to participate. The interviews took place between January 2020 and
May 2021. The study was non-selective, providing participants met the study criteria: aged
between 16–25, in Further or Higher Education, and had attempted suicide. Everyone who
came forward was included in the study.

2.2. Materials and Procedure

A semi-structured interview schedule (Supplementary File S2) was developed to
create a framework and structure to the interviews. This included questions about how
many suicide attempts they had made and how many of these they had disclosed to their
college and/or university. They were also asked about their experiences of transition
between school and college/college and university and any challenges experienced in
college/university. Participants were also asked about support and suicide attempts, how
suicide attempts impacted their college/university experiences and if support was available,
what was helpful, what was unhelpful, or what could have been helpful. Questions
included a focus on lived experiences and the impact on oneself, what participants would
like others to know about attempted suicide, and any myths they would like to challenge
or dispel.

Participant wellbeing was at the heart of the interviewing and wider research process.
For example, participants were provided with extensive information in advance about
the study, their voluntary involvement, and data use. To give time and space to hear
what participants wanted to share, no time limit was set and interviews lasted between
40 min and 2 h. For some, this was the first time they had spoken about their experiences.
Containment and safeguarding remained a priority. Time was given at the start to ask
any questions and to debrief at the end of the interview, as well as consideration given to
any potential need for ongoing psychological support. All interviews were conducted by
JS, who is a psychotherapist/integrative arts psychotherapist and had access to clinical
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supervision. Consolidated criteria for reporting qualitative studies (COREQ) can be found
in the online appendix (see Supplementary File S1) [36].

2.3. Ethics

This study was approved by the Middlesex University Psychology Research Ethics
Committee (ref. 7390). All research materials and procedures were developed in con-
sultation with a participatory research group (PRG), which included people with lived
experiences, Samaritans, a mental health and education visual media correspondent, aca-
demic experts, and senior college/university welfare and safeguarding staff. Participants
gave written informed consent, with the option to withdraw from the study within 8
weeks of participation (which no participant took up). Data protection and protecting
identity were carefully considered. Any identifiable material was removed or redacted to
ensure anonymity.

2.4. Data Analysis

The interviews generated a large amount of data. Reflexive Thematic Analysis [37]
was used, drawing on a critical realist perspective [38,39]. This provides a robust and re-
spectful approach to the complexity of lived experiences, taking account of the individual’s
unique experience, whilst deepening our understanding of the underlying contributory
causal factors. It enabled a reflexive process where semantic and latent coding [37] was
possible and supported an inductive approach, looking for conscious and unconscious
communication to capture both explicit and implicit meaning. Reflexive TA takes account
of the researcher’s role in the process of analysis and examines how potential subjectivity
could influence emergent patterns. Researcher bias was considered, especially as the lead
researcher had a long working history with people experiencing trauma and suicidality.
Keeping track of coding and ensuring consistency and rigour was paramount. Although
frequency of codes is not a specific feature of reflexive TA per se, it was helpful to keep
track of particular codes that recurred. To ensure robustness and maintain internal integrity
of the analytic process, MAXQDA 2022 [40] software was used.

The structure of Reflexive Thematic Analysis (TA) was followed [37]: 1. familiarising
yourself with the data, 2. generating initial codes, 3. generating initial themes, 4. reviewing
themes, 5. defining and naming the themes, and 6. writing up. All interviews were
transcribed and read and re-read as a whole, and any initial codes and overarching ideas
and themes noted. Next, 10 interviews were selected across timeframes, age, level of study,
gender, intersections, and length of interview. These were coded and recoded inductively
in-depth. This generated a large number of codes which were then reviewed, and emergent
themes identified. Codes were further refined to detect overlap or similarity. Where
appropriate, codes were merged. The remainder of the data were then analysed and codes
tracked, looking out for any new coding or possible themes. Finally, all data were reviewed
again, and themes and sub-themes were reviewed, defined, and named.

Once this process was complete, data were further interrogated, drawing on Corbin
and Strauss’s grounded theory coding paradigm [41]. This was adapted to provide addi-
tional structure, as a framework to help organise the themes and how to best present these
to form a coherent narrative and draw most meaningful conclusions.

Saturation in qualitative research is a recently debated concept [42,43]; however, data
were analysed and re-analysed until no new themes emerged. Data codes and themes were
reviewed by the research supervisors (LM and EC) and a specialist MAXQDA coach.
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3. Findings

We identified four key overarching themes in the interview data: self; others/relational;
systemic, including education, health, and barriers; and what helps or could help (Figure 1).

Figure 1. Impact of and on attempted suicide in Further and Higher Education students.

Participants’ accounts showed the emotional and psychological effects of attempted
suicide, and factors contributing to it, on a person’s sense of self and ways of being. The
diagram (Figure 1) shows how the overarching themes of self, others/relational, systemic,
and insights into what helps or could help all intersect, with commonalities that shall be
discussed in more detail.

We will first discuss the impact of and on Further and Higher Education, followed by
further contributing personal and interpersonal factors.

3.1. Support Services Experiences and Barriers

Initially, the plan was to code support service experiences for each educational sec-
tor, but, as the participants were not evenly split across sectors, this was not possible.
Consequently, systemic issues have been reviewed more broadly, but factors specific to a
particular sector, such as experiences of transitions, were identified.

As the interviews progressed, it became clear that this broader overview of support
revealed patterns that may not have emerged otherwise. Participants relayed negative and
positive experiences within academic and medical systems and how both impacted each
other, including barriers and a lack of support availability or provision. For many, previous
experiences of systemic stigma and judgement originated much earlier, at school and in
child and adolescent services. The impact and implicit fear of these early experiences and
fear of negative consequences transferred to organisations later on and inhibited disclosure.

26



Healthcare 2025, 13, 3222

Barriers often pre-dated the time at college and/or university, with many negative
school experiences shared. A participant reflected:

“I don’t feel ashamed about it anymore because I think it’s a reflection of how I felt at the
time and how I was being handled at the time by my school.”

(R0015, female, H.E.)

Although the study was not related to school or school age, its recurrence across all
interviews is relevant as these experiences became future academic and systemic barriers.
Examples given were oversharing without consent, not being able to go to school, informa-
tion not being responded to, and feeling marginalised, unmet, misunderstood, shamed,
and not being believed about the severity of experience. These manifested in ongoing and
future educational barriers and internalised self-stigma. A participant commented:

“Just because someone hasn’t succeeded at completing suicide doesn’t mean that that
wasn’t their goal, that someone wasn’t in a really dark place.”

(R0020, female, H.E.)

Systemically, participants noted a lack of medical services, support availability and
gaps in service provision across all sectors. This included a lack of immediate support,
or joined-up, long-term support and parity between physical and mental health. They
noted limited choice of support options and capacity, with long waiting lists. Participants
described feeling deprioritised and stuck in a system, being moved around services or being
referred on when considered too high-risk or felt to be “too serious” once they mentioned
suicidal thoughts. Services and support were not easily accessible and what was offered
was limited or cut off abruptly. Support was generalised and not ongoing or not targeted
at suicidality:

“It wasn’t very helpful because I think they were just sort of trying to do a one size fits
all approach.”

(R0016, female, H.E.)

Some participants had made numerous attempts at help-seeking, but none was avail-
able at the time. A participant recalled:

“She said that with waiting lists and my severity that it was unlikely that it would be
anytime soon, and that leaves you thinking. . . what other solution do I have and that is
suicide, which is what I turn to.”

(R0013, female, F.E.)

This eventually stopped another participant from reaching out, “because at one point I’d
had a mental health assessment nine times in a month and each time I got sent away, said go home,
and that was me asking for help.” (R0005, male, H.E.)

3.2. Transitional Barriers

Participants largely felt unprepared for change and transition and experienced anxiety,
nervousness, and apprehension about change, and fear of not coping. Participants de-
scribed particular difficulty at the start of college and/or university and noted an increase in
academic demands across all transitions as well as a need to get used to academic demands
over time. There was a lack of information about support ahead of the transition and
subsequent support with the transition, and a feeling that more could have been done. One
participant recalled, “I arrived there and there was so much they could have done to support me”
(R0014, female, H.E.). Participants expressed a need to raise awareness about transitions,
so that people can be more informed and mentally prepared. Another participant reflected
on the implications of this:
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“I didn’t mentally prepare, and so I think that was definitely a factor because I didn’t give
myself the time to accept that I will be overwhelmed and that I was scared about it, I just
pushed that down.”

(R0018, non-binary, F.E.)

Participants’ attempts at support-seeking were evident and raised issues around the
accessibility of information and thresholds to services, knowing when to seek support, not
meeting the threshold for mental health support, or a need for diagnosis to access support
being presented as barriers. Not knowing what support was available or who to contact
led to feelings of disillusionment and defeat.

Support in academic establishments was described as having a limited focus on
mental health support, with educational support services advertised as disability support,
not mental health support. A lack of signposting, information sharing, and inaccessible
language were often experienced as barriers and equality issues were raised, as expressed
by this participant:

“They need to be signposting services, they need to be making sure that there are
services there.”

(R0014, female, F.E.)

Some highlighted the social challenges with transitions and expressed feeling lonely
and needing social contact, adjusting to living with new people, not able being to settle,
and the ongoing challenge of being in university: “university is hard.”

Participants identified positive experiences that broke down some of these barri-
ers. They appreciated supportive tutors and teacher sensitivity, a collaborative approach,
with targeted academic support and the proactive sharing of resources and helping to
manage expectations.

3.3. Relational Barriers

Overarchingly, relational aspects appeared to affect participants the most and chal-
lenges included feelings of obligation, peer-pressure, people-pleasing, and sacrificing the
self. Power dynamics and negative responses from others when help-seeking at points of
crisis were at times described as catastrophic. Needing to justify oneself and “not being
understood and not being. . . taken seriously” created barriers (e.g., “I won’t go to my mental
health team or my crisis team now because. . .they tell me that it’s not a crisis and if I was serious, I
would just go and do something, I won’t go to them” (R0007, female, H.E.). This also applied to
going to hospital at times of crisis.

Relational factors presented as barriers, both academically and institutionally. Partici-
pants described feeling shut down by staff and expressed mixed experiences of educational
responses post-attempt. They recalled the need for justification to obtain university support,
intrusive questioning, and having to share information for university admin purposes and
the challenging process to obtain academic extenuation; as indicated by one participant, it
felt like “an interrogation almost like why do you need the extension” (R0011, female, H.E.).

The importance of the relationship and relational elements affected support. Building
trust takes time and support needed to come from someone you know or can get to know.
To keep having to tell one’s story due to a lack of consistent support created barriers and
reinforced attachment challenges. A participant commented, “even though there was other
support, I kind of needed someone which I had a really good relationship with, and I didn’t feel I
had that specifically” (R0010, female, H.E.). The inconsistency and changeability of support
and the person who was seen reinforced feelings of abandonment and fear that support be
withdrawn or a support person would leave.

28



Healthcare 2025, 13, 3222

Some participants reflected that disclosures were not always followed up, or they were
not checked up on after they had shared that they were experiencing difficulties/challenges.
Others described going back after an attempt and staff being ill-equipped to navigate these
conversations, resulting in restrictions on courses and suggestions to leave the course; for
example, “with tutors trying to get me to drop out, I feel like I’d have to become like this perfect
student. . .I feel like I’m not allowed to struggle” (R0012, female, H.E.). Additionally, disclosures
were reported to impact university accommodation and, for some, resulted in being asked
to leave. A participant explained:

“It’s basically just the fact after one mention of suicide they decided to chuck me out and
they wanted me off campus as well, the university wanted me out of the halls of residence
because I was too risky.”

(R0005, male, H.E.)

Barriers to accessing support were closely linked to barriers to sharing and help-
seeking. Disclosure felt complex, with difficulty speaking about the attempt and fear of
consequences from opening up to student services. Some expressed unease at not knowing
what had been shared about them with an educational establishment. Participants reflected
on fears of parents or other people finding out, or the consequences of telling, such as
choice being removed. Participants felt disempowered when people were told about
their attempt(s) without their consent, or if they were forced to tell or disclose because
of circumstance.

Expectations from support providers often added pressure to share more than partici-
pants felt comfortable. A power imbalance presented itself and participants felt pressured
to talk about attempts, describing this as intrusive and feeling under surveillance. Some
conveyed the negative impact of others taking control and gave examples of parents being
told about their attempts without their choice or consent. A participant reflected:

“I remember being careful about what I said in terms of suicide because I didn’t want
there to be consequences.”

(R0015, female, H.E.)

Detachment arose from a lack of communication and connection to people and to
the wider world, such as a lack of family or home support and community. Participants
expressed a want and need for help and de-escalation; they were willing to ask for support
but, in many cases, found the barriers too challenging. They identified a lack of respect for
suicidal people, space to talk, and validation, as well as preventative measures post-attempt
and support or specific support service for survivors of suicide attempts.

Missed opportunities for intervention came up repeatedly and were the most chal-
lenging to see emerging across the data. Although this varied from person to person, it
was clear that there was an evident and apparent timeframe where intervention could have
been possible. A participant observed, “I was actually warning people six months before it
happened. . .saying I’m going to crash, this is going to end badly, I’m going to crash!” to both their
school and a psychologist (R0008, transgender male, F.E.).

Some participants were aware of college/university support, but they were not ac-
cessing or engaging with services and described difficulty communicating. The immediacy
of support availability was evident and there was a need for earlier intervention that was
targeted and accessible. For some, this meant in-person rather than phone support, and,
for others, text-based support. They described a need for agency, empowerment, and
independence and reinforced the need to be seen as an individual and to be mindful of
different experiences. They wished to take their own initiatives and have a choice in telling
people about their attempt, as well as a say in support options and action planning.
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Some participants described positive experiences of reaching out for support and
a change in perspective, feeling more connected to support post-attempt. Service and
organisational approaches deemed helpful offered proactive, solution-focused, directed
support, where participants felt prioritised, respected, and validated with dignity. A
participant explained this:

“Targeting the problem from many different aspects, rather than just kind of what just
happened and how do we get over that.”

(R0011, female, H.E.)

It took a long time to find the ‘right’ support and interviewees said that what was
most helpful was regular, ongoing support, particularly post-attempt. Again, human,
interpersonal qualities were most important, such as acknowledgment, understanding,
and being cared about. Participants expressed a need for trust, compassion, kindness, and
respect, including respect for personal space. Staying out of hospital was a motivator.

When considering the relational impact, what particularly stood out was the positive
impact of one specific person alongside them at the time, for some, still remembered years
later. The human, relational qualities were most impactful. A participant remembered
someone’s kindness, care, and compassion:

“It’s not her role to support students in that way but she did, and I found that more
helpful than any other support I got.”

(R0011, female, H.E.)

Additionally, the difficulty speaking about the attempt or attempts to others, but the
willingness and openness to share in the interviews themselves were notable. Some spoke
about their lived experiences for the first time. Participants fed back positively about being
able to speak freely and openly in the interview and to share as much or as little as they
chose to, without pressure or expectation:

“It doesn’t feel as uncomfortable because I know I’m just answering a question, we don’t
have to go into depth about it. . .it’s very much like I’m just explaining it as it is and so it
feels a bit more, I guess, controlled.”

(R0018, non-binary, F.E.)

3.4. Stigma/Judgement/Myths

Participants were asked to comment on any myths or perceptions they wished to
challenge. Negative assumptions and negative reinforcement were prevalent and early
experiences starting at school had developed into withdrawal, self-stigma, and isolation.
Participants remarked on the negative impact of biased media representation and public
perception, people’s judgement, and misunderstanding about suicidal behaviour as a way
of communicating distress, with comments such as “attention seeking”, “cry for help”, and
“not being serious” about the attempt if they survived it. One participant clarified:

“If you think to yourself, oh that person just wants attention, oh my God, how bad is that,
that that person is hurting so much that the only way they felt like they could reach out
for help was putting their own life at risk. . .we all want attention.”

(R0010, female, H.E.)

The impact of misconception was discussed and words such as “selfish” and “weak”
were challenged.

The taboo nature of suicidality and fear of judgement and stigma led to hiding or
having minimised the attempt. Participants professed that many people experience suicidal
thoughts, feelings, and behaviours, but few speak about it. Stigma that derives from myths,
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misinformation, misconception, and judgement leads to self-stigma and internalised shame
that silences. A participant summarised:

“I think I had a lot of shame to do with suicide and self-harm, just from the way that
people had responded to it.”

(R0015, female, H.E.)

Stigma and judgement can make an attempted suicide a dehumanising experience
at a time when someone is already at their lowest point and contribute to further feelings
of hopelessness and defeat. Participants emphasised social injustice and being reduced
to statistics, reinforcing the dehumanising impact of post-attempt experiences. They also
noted that a risk-averse narrative and unhelpful platitudes were alienating, stating “I think
the stigma only harms”. Unconscious bias and stigma included stereotypes about increased
suicide in people with protected characteristics.

Participants described feeling ‘different’ to others and not fitting in. They cited
negative experiences of the social environment and spoke of global inequality. What is
clear from the data analysis is the major impact a person’s response to someone who has
attempted suicide can have. One participant summarised:

“For me it’s never really been the attempt itself, it’s been the reaction from other people
that’s been the biggest deal out of any of it.”

(R0008, transgender male, F.E.)

Assumption and myths were seen as presenting significant barriers to speaking about
suicide. In the words of an interviewee:

“Once society has changed their view on suicide, and then more people will come out and
it doesn’t have to be like. . .even me. . .I’m too scared of their reaction. It shouldn’t be that
way at all.”

(R0005, male, H.E.)

A lack of understanding and awareness was expressed and attributed to inexperience
within medical and mental health teams and insufficient training for medical staff or
tutors. Negative assumptions/comments and advice reinforced feeling of shame. One
participant explained:

“I still feel quite a lot of shame about it, like I don’t tell people when I get to that level
of low.”

(R0015, female, H.E.)

It was difficult to hear how isolated and alone participants had felt and the barriers
that stigma and judgement created, making it feel impossible to reach out: “people that are
considering suicide do not have the capacity to reach out and get help” (R0013, female, H.E.). At
this point, “they need people to reach out to them” and, in some cases, it took an attempt to
realise that people cared.

In this context, suicide prevention campaigns were deemed largely ineffective. Many
were said to be focused on encouraging people to reach out for help. Most participants
voiced that, particularly, in challenging times, this could be the hardest thing to do:

“One of the biggest things for me, and I know for a lot of other people who go through
things like this, is reaching out is the hardest part.”

(R0015, female, H.E.)

The need to demedicalise suicide was clear, with misconceptions about who can be-
come suicidal questioned: “it can happen to anyone” (R0013, female, H.E.). Participants made
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the distinction between thoughts, feelings, and actions and they challenged the assumption
that having future plans in life is an indicator that someone is not actively suicidal.

3.5. Fear and Trauma

Fear of stigma and judgement was a significant barrier to speaking about challenges
faced and accessing support, both at the time of and after their attempt. Participants
described feeling threatened, fear of failure, fear of getting worse, and getting things wrong.
Examples of abuse and the impact of early childhood experiences affected the person’s
sense of self/other/world, including unresolved trauma and not being believed about
traumatic events. Some identified a specific event shortly before an attempt and also
post-attempt trauma triggers, such as the sound of sirens, evidencing both the impact of
traumatic events and the trauma and circumstances of the attempt itself. These included
mixed responses to and from ambulance, police, and hospital staff interventions, and
affected a person’s way of seeing oneself and others and future help-seeking.

3.6. Emotional/Psychological Impact

Participants discussed the impact of their attempt(s) on their sense of self, and ways
of being and relating to others, society, and the world. This included the challenge of being
oneself and needing to put on a mask. As one participant explained:

“With my friends I was always the jokey guy. . .when I was at home, it was almost like
flipping a coin. . .just you know the same coin different face.”

(R0021, male, F.E.)

Covering up and masking led to a presented self [44], a silent struggle, where the
extent of despair was underplayed. Another participant noted “I kind of tried to smile my
sorrows away”.

The internalised message to ‘stay strong’ and having to keep going whilst experiencing
despair affected functioning and enhanced feelings of perfectionism. This split fuelled a
negative cycle of trying harder and further masking that increased hopelessness. As one
participant expressed, “it just kind of went into more kind of hopelessness” (R0020, female, HE).
This resulted in a greater need to withdraw, hide, and isolate from others. Participants
identified shame, self-blame, disappointment in themselves, and having to live, or not
living up to, expectations. An example of the impact was shared:

“Often I know at least personally I wouldn’t want to speak to someone about that because
I would feel probably guilty or ashamed.”

(R0020, female, H.E.)

Others expressed guilt, grief, frustration, and anger, and/or described feeling selfish
and unworthy of support, like a burden, like they were no longer needed, and like they
had a negative impact on the world, or that they did not belong:

“I think I’ve always felt like I was a mistake in the world or like an anomaly.”

(R0018, non-binary, F.E.)

Participants felt misunderstood and described the impact on their self-worth and
self-value, a loss of identity, and loss of themselves. Some felt defined by their attempt(s)
and that suicidality was a part of themselves:

“I think a lot of people kind of hold onto that pain and really internalise and fear letting it
go, as if they’ll be letting go an important part of themself, and you know that pain is
something that if people have gone through then it’s traumatic.”

(R0016, non-binary, F.E.)
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The unspoken and internalised invisibility of hurt, emotional weight, and pain was
clear in many accounts. For some, this manifested in feelings of resignation and defeat.
Functioning day to day whilst masking was hard and they described low mood and loss of
interest, feeling lonely, isolated. A participant conveyed the sense of inevitability expressed
by many and being at a ‘dead end’: “I was so sad, and I was so empty” (R0018, non-binary, F.E.).
The extent of the despair affected self-care and self-compassion. They felt disempowered,
lacking agency, rejected, and let down. Feelings of abandonment and ongoing hardship
eventually led to disconnection, and detachment from self, others, and the world. Another
participant described the tiredness of life [45] and stated, “I was just kind of done with doing
the same thing every day” (R0011, female, H.E.).

The preoccupation and persistence in suicidal thoughts overwhelmed and participants
felt tired, trapped, “spiralling down”, with no escape and “not being able to see into the future”.
The extent of hopelessness and helplessness was clear and there was a need for a way out.
One participant used a powerful metaphor to illustrate this point:

“Say they’re trapped in a box and they’re kind of saying, OK, well you know suicide’s
this trap door.”

(R0020, female, H.E.)

Some participants stated that they had wanted to die, but others felt relief when they
realised that they had not died. Participants discussed not wanting to act on thoughts.
Suicide is “not always wanting to die” (R0009, female, F.E.), but a response to total despair
and hopelessness. Some expressed needing to hit rock bottom before being able to find a
way forward. They described not feeling able to be alone or to go to sleep, unable to trust
or keep themselves safe (“It’s really, really difficult to pause between that feeling and that action”
R0018, non-binary, F.E.), but, at the same time, unable to reach out and needing to fight and
hold onto some hope that support was available.

Many participants described numbness at the time of attempting (“It’s like I felt nothing,
I was just completely empty. And I think that’s almost always the same feeling” (R0018, non-binary,
F.E.)), or once they realised that they had lived beyond the attempt:

“I think I just didn’t really feel anything. . .it wasn’t like a sense of relief, it wasn’t a sense
of regret, it was just absolutely nothing.”

(R0016, non-binary, H.E.)

Some participants recalled feeling that a failed attempt meant that suicide was no
longer an option (“It’s the last option, so what do you do when the last option’s taken away, you
literally feel like you have nothing left” R0010, female, H.E.). This, in turn, reinforced negative
self-belief, with punitive statements such as “I can’t even get that right,” whereas, for others,
the lasting effect of a failed attempt was a driver for future attempts, for example:

“My first attempt was like unfinished business, almost like a ghost I would say, like oh
why didn’t you do this, you should have done it, you’re not good enough and so on.”

(R0021, male, F.E.)

Many participants described feeling changed after the attempt and difficulty ad-
justing to life post-attempt, like a different person. In contrast to feeling defined by the
suicide attempt, some participants described it with ambivalence as “just something that
happened. . .an event.”

3.7. Ongoing Impact

Codes related to time, transience, and the long-term, lasting effects post-attempt
highlighted the ongoing impact and complexity of suicide. Participants explained that the
feelings are changeable and can fade over time, but a fear of the feelings returning remains.
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Participants were clear that an attempt is not an isolated event and that there are multiple
contributing factors to suicide. A participant reflected:

“I never expected it to get that bad I always believed I’d get through it somehow, because
you know I’ve felt suicidal multiple times in my life and I’ve managed to dig myself out
of that big hole and keep going.”

(R0019, female, H.E.)

Nuanced differences in experience were identified, such as fluctuations in the intensity
of suicidal feelings, levels of intent, and capacity to be proactive. These were largely
impacted by relational factors.

Suicide was described in several ways, as a coping mechanism over time, as
a way out/escape, as an impulsive act, or as a carefully planned process. As one
participant explained:

“My attempts aren’t necessarily impulsive, they tend to have months of build-up and
then they kind of happen. . .kind of opportunistically but very planned. . .it’s not like I
have an argument and I attempt.”

(R0008, transgender male, F.E.)

Sometimes, life felt like an ongoing battle and the attempt was the result of utter
hopelessness. Some were unable to identify a specific trigger and expressed that, in that
moment, suicide was not rational, as they were not able to think. Others described it as a
carefully thought-out process:

“It was the weighing up of pros and cons, which for me felt very rational, rather than the
emotional kind of feelings you associate with suicide.”

(R0013, female, F.E.)

Other participants described living alongside suicidal thoughts, always there in some
form as a part of someone’s life:

“It’s so weird how you just like move on from that. But I think a part of me never really
does. And I think there is a void from each time, and I do try to fill it with things. . .but it
doesn’t work.”

(R0018, non-binary, F.E.)

Adjusting to life post-attempt included conflicted feelings of regret, wishing it
had worked, or a wish to attempt again. Some experienced this as an enduring,
ongoing challenge:

“A lot of the time people get through a suicide attempt and they haven’t had this epiphany,
they feel the same, and being told by everyone they should feel grateful when it’s like,
honestly I’ve never felt less grateful. . .It’s the last option, so what do you do when the
last option’s taken away, you literally feel like you have nothing left.”

(R0010, female, H.E.)

The length of one’s recovery time was a common theme and the challenge of needing
to plan life post-attempt was clear. The month directly after and up to six months following
an attempt were described as the hardest:

“It’s not just the crisis point that’s difficult, it’s kind of the months after it that are most
difficulty, at least in my experience.”

(R0011, female, H.E.)

Not having expected to live beyond a death date compounded uncertainty about the
future and was fuelled by ‘what ifs’ and ‘what comes next’. The unique nature of lived expe-
rience was noted, and the impact of living beyond a death date. The participant explained:
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“It felt like I had to plan my life over again, because in my head I wasn’t going to be here
after that set date. . .it’s almost like you’ve got a life that I didn’t expect to have.”

(R0011, female, H.E.)

Some participants spoke of the complexities related to not knowing, or having, a place
in the world, or not having found one’s purpose yet. The data reflected endurance and
patience, waiting for the future to take shape.

Changes in feelings post-attempt were identified. For some participants, an attempt
was a turning point. They shared that time was helpful and made a positive difference,
providing a capacity for reflection. They noticed a change in perspective and perception
about staying in the world, focusing on life ahead, or life moving on or moving forward. In
the words of one participant:

“I’m glad that I got help now and that I survived it, because even though my life is not
perfect, far from it. . .I’m trying to do a lot more with my life now. . .I wouldn’t have got
where I was now.”

(R0012, female, H.E.)

3.8. What Helps/Could Help

Participants were asked to identify what was helpful at the time and for any sugges-
tions as to what could be, or could have been, helpful based on their past experiences.
A participant summarised what many expressed, that, with more support, most of the
attempts could have been preventable:

“I feel like a lot of this could have been preventative had it have been from like the earliest
start as possible.”

(R0006, female, H.E.)

The need for support, particularly for ongoing support post-attempt, was evident.
Consistency and a proactive approach, being reached out to, and the importance and impact
of a specific person were especially noteworthy. The importance of systemic support and
student services were recognised, both academic as well as pastoral support. Meeting
individual needs, accessibility, and easy access to resources were key:

“It would save so much time and effort and money and service space if they were more
proactive from the beginning. . .they need to be engaging robust support, they need to be
signposting services, they need to be making sure that there is services there, and that
there are reasonable waiting times.”

(R0014, female, F.E.)

Participants understood the pressure on services but stressed the need for “quicker
referrals”, quicker response times, and proactively being reached out to. Transparency from
the start and highlighting which services were available would help with this.

Preparing students in advance with transition support across organisations could be
beneficial; a participant recalled that “I think just being more educated on things is always the
way forwards” (R0017, male, H.E.). They needed to see and get to know the person within
the institution offering support.

Again, the taboo nature of suicide was raised, and the need for safer spaces and a
support network. A wish to be reached out to and for people to understand, for someone
to be alongside them who was respectful, validating and reassuring, open-minded, and
non-judgemental, and who could actively advocate for and engage in joining up support.

Human connection, interaction, and the physical presence of others fostered a sense of
belonging and community. The availability of support was vital. Ideally, this would come
from someone known, such as friends, partners, and parents, or professionals who were
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consistent and whose support was ongoing. Someone proactively asking about the attempt
and looking beyond the surface presentation encouraged disclosure, openness about the
experience, and reduced suicidality. The value of listening, and feeling seen and heard
were stressed, as described by one participant:

“Listen to people, rather than going off your own assumptions of what’s the right thing to
do, ask them. . .listen to them I think is the most important thing to do.”

(R0015, female, H.E.)

Addressing many of the issues raised earlier in schools would mitigate some of the
challenges experienced later.

Joined-up support, with a relational, collaborative, flexible, co-created, holistic ap-
proach felt empowering and supported a sense of agency. Taking account of individual
needs where organisations could put in place what students themselves considered most
helpful, to “tailor it to the individual. . .you can’t have dignity without person-centred care.”
(R0010, female, H.E.). With consent, carefully considered cross-college/university sharing
of information with staff could be worthwhile. This would avoid the potential challenges
in communication for both staff and the student, especially around administrative mat-
ters such as absences and late submissions. Having a GP on the campus was found to
be helpful.

A wish for more specific, targeted support for survivors of attempted suicide was
clearly communicated:

“There is nothing for survivors afterwards, after the attempt, or to prevent that thought
process from ongoing to going from between I feel like a coward to I need to try that again,
which really makes me angry.”

(R0006, female, H.E.)

3.9. Educating Others and Demystifying

Current education and awareness around suicide prevention were perceived as posi-
tivist, tokenistic, and not integrated. Participants stressed the importance of knowledge
about mental health and the need for more trained professionals within institutions (“al-
though her compassion you know was there, she probably could have done with some training”
(R0006, female, H.E.)) Specific education and practical training about self-harm and sui-
cide within all sectors was raised. Participants felt that training for tutors should be a
pre-requisite. Additionally, they identified a specific training need for police and the
availability of support and training for parents.

Some participants conveyed a wish to be involved in the development of training,
raising awareness, advocacy, and activism, with the aim to challenge assumptions, des-
tigmatise, and demystify, stating that “I want to use my lived experience to help other people”
(R0012, female, H.E.). They believed that including people with lived experience in educa-
tion, policy, and training would help others gain a better understanding and, thereby, feel
more equipped to support when needed.

4. Discussion

The aim of this research was to present the voice of lived and living experience as
accurately and respectfully as possible and to start building bridges towards a kinder,
more inclusive approach to suicidality, breaking down barriers and opening channels for
further discussion to take place to support colleagues and institutions with an immensely
challenging task, faced with cuts to funding and service provision in all public sectors.

It has been theorised that, although risk factors for suicidality are experienced at an
individual level, they are heavily influenced by social determinants [10]. As evidenced
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by the findings, our study provides new insights into the far-reaching impact of suicide
attempt(s) on a person’s sense of self, others, and ways of being in the world, as well as
one’s relationship with mortality, the future, and an unexpected life ahead. To counter this,
we need to start breaking down barriers by viewing suicide more as a transitory state of
being and acknowledging that some people live alongside suicidal thoughts, always there
in some form as part of one’s life.

Literature suggests that the majority of students who consider suicide do not access
mental health services [46,47] and that, in fact, those perceived to be most in need of services
are least likely to access them [48]. Our study reiterates that past experiences of services
and reaching out for support have been found to influence potential help-seeking and a
positive experience was more likely to lead someone to engage with this [16]. Another
barrier identified in the literature and supported by our study was not knowing about
resources or the availability of college/university support services [49], as well as the lack
of specifically trained and/or experienced mental health professionals on site [50]. Our
study suggests that this remains the case and that there is a definite need for a change in
the culture to proactive rather than reactive support strategies and reaching out to people
experiencing suicidality.

Literature also suggests that students fear stigma from the university structures, with
some evidence suggesting students feared that information sharing could affect academic
progression and their sense of belonging [16,51]. Again, our findings confirm that this
poses an ongoing barrier to disclosure and accessing support.

It has been suggested that, in light of the additional pressures of transitions between
education sectors, a possible focus on early intervention for first-year students, and students
identifying with one or more of the protected characteristics or mental health challenges [49]
could be a proactive measure. Our study shows that the greatest need is to first remove
the barriers to access and engagement with support. It supports the literature that draws
attention to the need for an inclusive approach to interventions, rather than a generalised
approach to suicide prevention, by targeting and tailoring interventions to meet the di-
verse needs and experiences of students, including students with any of the protected
characteristics [52], and cultivating a culture of belonging and inclusivity.

However, as revealed by the findings, some of the support needs are specific to post-
suicide attempts and thereby differ from prevention strategies and require a different kind
of intervention than that outlined in existing policies [4–7]. This is particularly relevant
when considering the challenges identified with the transition to university.

Furthermore, the adjustment to life post-attempt highlights the urgent need to be
seen sooner and for consistency in support, and to take into account the recovery time
and also the impact of trauma of the attempt itself. This will firstly need to start with
destigmatisation, to break down some of the identified barriers and to encourage disclosure.
Secondly, finding ways to promote a culture of ‘reaching out to’. And, thirdly, consistent,
targeted, and focused support for attempt survivors that considers transitional support
and ways for support to be joined-up, so that this can be proactively approached and
address some of the mitigating factors such as social isolation, pressure, and destabilisation
that inevitably comes with change. As evidenced by the findings, the relational qualities
of people in support roles are central to this and how organisations can work towards
removing some of the barriers that derive from stigma present internally and externally.

4.1. Strengths and Limitations

Within qualitative research, there is a tension to create translatable codes and themes,
whilst still doing justice to the unique nature of lived and living experience. The relational
approach to interviewing itself was a strength and supported the aim not to speak for, but
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to best represent the voices that shared their lived and living experiences with integrity
and respect.

Although recruitment reached far and wide across the four nations of the UK, the
authors acknowledge the limitations of the non-homogenous nature of the study and
that we only heard the voices of people who came forward. Consequently, the findings
presented are therefore not necessarily representative of all people experiencing attempted
suicide in Further and Higher Education.

Not having an even spread across Further and Higher Education meant that sub-
themes, such as transitions, could not be compared. Additionally, not clearly delineating
questions about health and educational support meant that these could not be written
about separately, unless a particular sector was explicitly stated. However, it is likely that
the depth of feeling and wider context would not have been as clear if these questions
would have been more structured.

As this was a UK-based study that refers to UK guidance and procedures, and a
UK educational and mental health service context, this may make it more difficult for
people in other countries to relate to some of the findings. However, many of the themes
remain relatable.

4.2. Implications and Future Directions

The study was specific to ages 16–25, but participants were asked when they made
their first attempt. Most participants’ first suicide attempts pre-dated their 16th birthday,
with the earliest recorded at 12 years old. Experiences before F.E. and H.E. were noted
and challenges at school and in child and adolescent services had created anticipation and
apprehension that particularly affected help-seeking and engagement. Participants spoke
of challenges at the time that had deeply affected them. The need for earlier intervention is
clear and additional study into school-age suicidality would be beneficial.

Our study identifies a gap in guidance and policy for attempted suicide at university.
This is particularly noteworthy, given that attempting suicide is a strong risk factor for a
death by suicide [53].

Universities UK and their colleagues have done much work to create pre- and postven-
tion guidance and policy. This has gone some way to address the issues raised; however,
the pressure on support providers across all sectors is immense [54]. These operate from a
reactive stance due to long waiting lists and financial constraints. A review of funding and
human resource allocations is much needed.

Further training to educate about and destigmatise suicide is needed, so that staff can
feel empowered to foster more inclusive, compassionate approaches [3,55]. The effects and
impact of the depth of emotional pain and trauma on staff are not to be underestimated
and it is encouraging that, since the start of the study, colleagues have focused specifically
on this [56].

The identification that more targeted and specific support is needed for suicide attempt
survivors highlights an area for further studies into the difference in experiences between
suicidal thoughts, feelings, and behaviours and how best to support and meet these
differing needs.

In a world that is increasingly looking to utilise AI, the human and relational aspects
across all data cannot be ignored, particularly when it is so hard for people to reach out.
To create a practice of reaching out, we need to reframe current narratives. Campaigns
to ‘Ask Twice’ [57] are helping to encourage this on an interpersonal level, but this needs
embedding on an institutional level. A recent announcement stated that a Multi-Modal
Approach to Preventing Suicide in Schools (MAPSS) will be taught in schools, specifically
targeted at Year 10 students, aged 14 or 15 [58], with trials planned until January 2026.
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Additional training in suicide prevention will be offered to teachers and parents. This feels
to be a helpful step towards affecting change, but we will be interested in the feedback
from young people, teachers, and parents with lived and living experience of/supporting
individuals with suicidality.

Our findings suggest that the biggest challenge remains stigma and what is evident
across the data is the need to depathologise suicide and address the fear that creates barriers
to both support provision and the access to it.

5. Conclusions

Much of the literature and current policy frameworks focus on suicide prevention and
postvention. Close analysis of these documents and the findings from our study highlights
a gap in policy for students who have attempted suicide.

Efforts are already being made to fight the tide and the confirmation that one specific
person can make the difference between life and death and can provide a glimmer of hope
in a hopeless place. To honour the voices presented in this article, a participant quotation is
included to stress this point:

“So the main message that I would give to people who attempted suicide. . .you will meet
hopefully that one person who will change everything in your life.”

(R0021, male, F.E.)

Kindness and compassion, breaking down barriers, and challenging stigma all impact
how a person feels met and understood in the world. It is hoped that this research supports
a growing understanding in both education and society that the relational aspects are the
biggest barrier, and that this article in some way goes towards bridging this.
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Abstract

Background/Objectives: Suicide is among the biggest causes of death in the world. In
recent years, suicide rates have increased remarkably in developing countries such as
Türkiye. Therefore, there is a need to understand the psychological mechanisms underlying
suicidal ideation and behaviors. Within this context, this study aimed to examine the
complex relationships between psychological strain and suicide rumination. Methods:
The study was conducted on 470 university students because young adults constitute the
largest suicide risk group in Türkiye. Results: The findings showed that psychological
strain was a significant predictor of suicide rumination. Additionally, depression was
found to play a mediating role between psychological strain and suicide rumination.
Furthermore, both resilient coping and perceived social support were shown to play a
moderating role in the relationships among psychological strain, depression, and suicide
rumination. The results confirmed the Strain Theory of Suicide in a sample from Türkiye.
Conclusions: These findings are expected to contribute to psychologists, psychiatrists and
public health specialists’ development of suicide prevention and intervention programs
for university students. These suicide prevention and intervention efforts may focus on
enhancing resilient coping and perceived social support in combating psychological strain
and depression.

Keywords: suicide rumination; psychological strain; depression; resilient coping; perceived
social support

1. Introduction

Suicide is seen as a common public health problem in many countries around the
world, with 726,000 people dying by suicide every year [1]. Suicide attempts are known to
be at least 20 times more common than completed suicides [2]. Furthermore, according to a
study conducted in 2018, there are at least 135 people who directly and indirectly recognize
a person who has died by suicide [3]. Therefore, approximately 100 million people are
exposed to the effects of suicide every year. This situation reveals the breadth of the impact
of suicide, which is characterized as a social bomb [4].
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Suicide is the third leading cause of death, especially among individuals aged
15–29 [1]. Suicide cases among university students in this age group have shown a remark-
able increase in the last 10 years [5]. Türkiye is among the countries where such an increase
is observed. According to 2023 suicide reports, Türkiye has reached the highest suicide
rate (4.94 per 100,000) in its history [6]. Within this rate, the group with the highest number
of suicide cases includes individuals between the ages of 20 and 29. These individuals
in the quarter-life crisis age range are assumed to be going through a chaotic period due
to identity confusion, uncertainty about the future, and conflicts in romantic and family
relationships [7]. This transition period, during which it is difficult to respond to the
requirements of life, increases the likelihood of experiencing various mental problems
that may result in suicide [8]. In a study conducted on young adults, mostly university
students in Türkiye, psychological vulnerability and emotional problems (depression,
anxiety, somatization) were found to be significant predictors of suicidal ideation [9]. Ac-
cording to another study conducted with Turkish university students, defeat, entrapment,
and thwarted belongingness were reported to be significantly positively associated with
suicidal ideation [10].

To prevent the suicidal thoughts and behaviors of university students in Türkiye,
research is needed to discover new risk and protective factors. Although thousands of
studies have been conducted on suicide, new theoretical and practical research continues
in light of the debate on the predictability and randomness of suicide [11,12]. Within this
context, there are many first- and second-generation theories of suicide used to explain
suicide [13]. One of these theories is the Strain Theory of Suicide (STS), developed by
Zhang [14]. According to Zhang, psychological strain caused by four different sources
leads to suicide [14]. These sources include value strain, aspiration strain, deprivation
strain, and coping strain. Value strain refers to the conflict between social values that are
of similar importance to the individual, while aspiration strain arises from the conflict
between the actual situation and the individual’s aspirations. Deprivation strain is the
individual’s feeling that he/she leads a worse life than people who he/she thinks have
similar backgrounds, and coping strain is the individual’s feeling of helplessness in the
face of life crises [15].

Psychological strain refers to the strain experienced by individuals when confronted
with two equally important and contradictory situations. This strain can disrupt the psy-
chological balance of the individual and cause psychological pain accompanied by disap-
pointment, depression, and restlessness. Individuals who want to get rid of psychological
pain and regain balance may see suicide as a solution [16]. Significant positive correlations
between psychological strain and suicidal ideation have been found in university students
from different cultures [17]. Within this context, the present study suggests that psycho-
logical strain may predict suicidal rumination, which includes suicidal ideations. When
suicidal ideations and plans become repetitive, they turn into suicidal rumination [18].
Suicide-specific rumination is known to be the strongest risk factor for lifelong suicide
attempts [19]. Suicide rumination includes mental obsessions during the transition from
suicidal ideations to suicidal behaviors. Therefore, studies on suicidal rumination con-
tribute to the identification of high-risk groups in different cultures by determining the
frequency and severity of suicidal ideations [20,21].

Depression, which is associated with both rumination and psychological strain [22],
is shown to be among the important risk factors for suicide. Meta-analysis studies on
mental health risk factors of university students, in particular, show that depression is still
effective in explaining suicidal ideation and behavior [23,24]. Additionally, psychological
strain is known to be a significant predictor of depression in university students [25].
Studies show that the relationship between psychological strain and suicidal ideation
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is explained by depression [26]. Additionally, depressive thinking and rumination are
often seen together [27,28]. Indeed, Nolen-Hoeksema et al. argue that rumination is a
form of repetitive negative thinking in which the individual focuses his/her attention
on depressive symptoms [29]. Rumination, a cognitive vulnerability factor, increases
the duration and severity of depression and strengthens the possibility of suicide [22].
Furthermore, depression was found to significantly predict suicide rumination according
to a study conducted on university students [30]. Consequently, psychological strain
predicts depression, while depression predicts suicide rumination. Within this context, it is
thought that depression could mediate the relationship between psychological strain and
suicide rumination.

Depression plays a mediating role in the relationship between coping strain, which
is a sub-dimension of psychological strain, and suicidal ideation [31]. This finding shows
the importance of the inadequacy of coping mechanisms in psychological strain leading
to depression. Coping methods accompanied by resilience are especially known to be
protective factors against suicide in university students [32]. Furthermore, according to an
empirical study, resilient coping was found to reduce the risk of suicide [33]. Resilient cop-
ing is one of the effective methods for adaptively overcoming strain and stress. Individuals
with resilient coping are goal-oriented individuals who believe that they can cope with
challenging circumstances [34]. Studies conducted on university students have found that
resilient coping has positive correlations with optimism and life satisfaction and negative
correlations with depression and anxiety [35,36]. Therefore, resilient coping may moderate
the effect of psychological strain on depression by buffering inadequate coping caused by
psychological strain.

One of the protective factors against suicide is perceived social support. Perceived
social support has a significant negative relationship with suicide as well as with many
risky behaviors [37]. Additionally, it is known that social support moderates the effect of
psychological strain on suicidality in university students [38]. Therefore, perceived social
support may have a moderating effect on depression predicted by psychological strain
and suicide rumination. Indeed, perceived social support plays a critical role in coping
with depression in university students [39]. University students who can develop healing
social relationships have less difficulty coping with depressive moods. This coping method
reduces the effect of depression on hopelessness, which is one of the main causes of suicidal
thoughts [40]. Within the framework of this literature, perceived social support is expected
to play a moderating role in the relationship between depression and suicide rumination.

The Present Study

Psychological strain, the main concept of the Strain Theory of Suicide (STS), is seen
as the source of the pain that leads to suicide. The pain and strain that occur as a result
of the conflict between the realities of life and the ideals of individuals can increase the
frequency and severity of suicidal ideations [16]. However, the variables underlying
this linear relationship between psychological strain and suicide are not yet sufficiently
known. Therefore, the present study aimed to examine the role of depression, resilient
coping, and perceived social support in the relationship between psychological strain and
suicide rumination. Additionally, there is a need for in-depth research on the causes and
consequences of suicide among university students, who are among the highest suicide
risk age groups in Türkiye. Therefore, this study is expected to guide suicide prevention
studies for university students going through a challenging period full of uncertainties.

In this study, the mechanisms underlying the relationship between psychological
strain and suicide rumination were examined. Within this context, based on the theoretical
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and empirical findings in the literature, the following research questions (RQs) were tested
in the present study:

1. Does psychological strain predict suicide rumination?
2. Does depression have a mediating effect on the relationship between psychological

strain and suicide rumination?
3. Does resilient coping have a moderating effect on the relationship between psycho-

logical strain and depression?
4. Does perceived social support have a moderating effect on the relationship between

depression and suicide rumination?

2. Materials and Methods

2.1. Participants

This study was conducted with 470 university students, taking into account the
minimum number recommended by G*Power, version 3.1. Of these, 73.6% were female
(n = 346) and 26.4% (n = 124) were male. Their ages ranged from 16 to 47 years, with a
mean age of 24.93 (SD = 3.77). According to socioeconomic status, 105 (22.3%) participants
reported low socioeconomic status, 354 (75.3%) reported medium socioeconomic status,
and 11 (2.3%) reported high socioeconomic status.

2.2. Instruments

• Sociodemographic data. It was administered to obtain information about the sociode-
mographic characteristics (e.g., age, gender etc.) of the participants.

• Psychological Strain Scales-Short Form (PSS-SF). PSS-SF was developed by Zhang
et al. [41]. The short form of PSS-SF was developed by Huen et al. [42]. PSS-SF was
adapted into Turkish by Özmen et al. (43/submitted for publication). Each item is
scored between 1 (strongly disagree) and 5 (strongly agree). PSS-SF is a 5-item scale
developed to determine the level of psychological strain experienced by the person.
High scores indicate high levels of psychological strain. Sample item: ‘Even if I can’t
change, I would like to live in a better family.’ PSS-SF has shown good reliability
in previous studies (α = 0.80; [42]). The psychometric properties of PSS-SF were
examined while it was adapted to Turkish by Özmen et al. [43]. The results showed
that, as in the original version, the scale had a single-factor structure and good fit
values. Furthermore, the current study re-examined the scale’s CFA and reliability
values. The CFA of the scale showed that the fit values were at an excellent level
(χ2/df = 1.88; RMSEA = 0.04; CFI = 0.99; IFI = 0.99; GFI = 0.99; NFI = 0.98; TLI = 0.98;
RFI = 0.96). PSS-SF has shown reliability above the acceptance limits in the current
study (α = 0.72).

• Suicide Rumination Scale (SRS). The SRS is a 6-item scale developed to assess recurrent
suicidal ideation [18,44]. The SRS is scored from 1 (strongly disagree) to 5 (strongly
agree). High scores on the scale indicate high ruminative suicidal ideation. Sample
item: “I have difficulty getting suicidal thoughts out of my mind”. In this study, the
SRS demonstrated excellent reliability (α = 0.95).

• Depression Anxiety Stress Scale 8 (DASS-8). The DASS-8 [45] comprises eight items
and three subscales: depression (e.g., “I feel down and blue”; three items), anxiety
(e.g., “I worry about situations where I might panic and make a fool of myself”; three
items), and stress (e.g., “I feel under a lot of stress”; two items). The cut-off points for
depression and anxiety were normal (0–3), moderate (4–6), and severe (7–9), while
the cut-off points for stress were normal (0–2), moderate (3–4), and severe (5–6). This
study examined the validity and reliability of the scale.
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• Brief Resilient Coping Scale (BRCS). The BRCS [34,46] was used to assess resilient
coping and was adapted into Turkish by Özmen et al. (43/submitted for publication).
Each item is scored between 1 (does not describe me at all) and 5 (describes me very
well). The BRCS is a 4-item scale that assesses a person’s level of resilient coping
in the face of stressful and destructive life events. Sample item: ‘I believe that I can
develop positively by coping with difficult situations.’ Previous studies have also
shown that BRCS has good reliability (α = 0.85; [47]). The psychometric properties
of BRCS were examined while it was adapted to Turkish by Özmen et al. [43]. The
results showed that, as in the original version, the scale had a single-factor structure
and good fit values. Furthermore, the current study re-examined the scale’s CFA and
reliability values. The CFA of the scale showed that the fit values were at an excellent
level (χ2/df = 2.56; RMSEA = 0.06; CFI = 0.99; IFI = 0.99; GFI = 0.99; NFI = 0.99;
TLI = 0.99; RFI = 0.98). The scale showed good reliability in the current study
(α = 0.84).

• Perceived Social Support Questionnaire (F-SozU K-3). The F-SozU K-3 [48] is a 3-item
scale developed as a brief screening instrument. Each item is scored between 1 (not
true at all) and 5 (very true). The F-SozU K-3 assesses the level of social support
perceived by the individual in the face of any negative experience. Sample item:
‘When I feel down, I know who I can go to without hesitation.’ The F-SozU K-3
showed good reliability in the original study (α = 0.80; [48]). This study examined the
validity and reliability of the scale.

2.3. Procedure

The first author obtained approval for this study from the Siirt University Ethics
Committee (Date: 9 January 2025, reference number: 8241). Data collection took place in
February and March 2025. The sample consisted of active students studying in the depart-
ment of social work. The data were collected via the WhatsApp application in academic
classrooms where university students were present. A consent form was presented to all
participants both verbally during the application phase and in writing at the beginning of
the questionnaire. The questionnaire was administered to university students in a quiet
environment free of distracting stimuli. All participants were informed that they could
withdraw from the study at any stage. No reward, points, or gifts were given to the partic-
ipants, as this would not align with normative values in Türkiye. The participants were
assured that no personal data would be collected and that the data would be analyzed in
groups. All stages of the study were conducted in accordance with the provisions of the
Declaration of Helsinki.

2.4. Data Analysis

IBM SPSS Version 27 and AMOS Version 25 were used for data analysis. Data analysis
consisted of two stages. In the first stage, the DASS-8 and F-SozU K-3 were adapted.
Analyses related to the adaptation of the DASS-8 and F-SozU K-3 into Turkish were
performed. It was assumed that a model with an RMSEA value <0.05 indicates a good
model, while values between 0.05 and 0.08 indicate acceptable fit. Other modification
fit index values CFI, RFI, GFI, IFI, NFI, and TLI > 0.95 were accepted as indicators of
good fit [49–51]. The model was then tested in the second stage. First, the participants
(n = 22) who incorrectly marked the control item were excluded from the analysis, as this
would reduce the reliability of the data. Second, the normality assumptions of the data
were examined [52]. Third, the mediation effect of depression was tested using the SPSS
PROCESS macro model 4 proposed by Hayes [53]. Fourth, the SPSS PROCESS macro
model 21 proposed by Hayes [53] was used to check whether the conditional indirect effect
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of perceived social support and resilient coping in the relationship between psychological
strain and suicidal rumination was significant. Fifth, for the significance of direct and
indirect effects, confidence intervals not covering zero with 5000 resamples were taken as a
reference [54].

3. Results

3.1. Psychometric Properties of DASS-8 and F-SozU K-3

Translation and back-translation procedures were applied during the adaptation of
the scales to Turkish [55]. The scale items were translated into Turkish by three field
expert academicians fluent in Turkish and English. Two field expert academicians re-
viewed the translation in terms of clarity and cultural appropriateness of the questions.
To examine the grammar of the translated scales, they were back-translated into English
by two academicians working in the English department. The suitability of the scales
for Turkish was examined by two Turkish teachers. Necessary corrections were made to
the scales in line with the feedback provided after all examinations. In the validity and
reliability analyses of the scales, Exploratory Factor Analysis (EFA) was performed with
230 data points; following this, Confirmatory Factor Analysis (CFA) was performed with
240 data points.

According to the EFA results for the DASS-8 scale, the KMO value was 0.89 and the
p value in the Bartlett test was significant (910.623 (p < 0.000). The scale items explained
51% of the total variance. The factor loadings of the scale items ranged between 0.48
and 0.78. CFA of the scale showed that the fit values were above the acceptance limits
(χ2/df = 2.52; RMSEA = 0.08; CFI = 0.97; IFI = 0.97; GFI = 0.96; NFI = 0.95; TLI = 0.95;
RFI = 0.92). To examine convergent validity, the correlation coefficients between the total
score of DASS-8 and other research variables were calculated. Psychological distress, which
is the total DASS-8 score, is associated with depression (r = 0.87), anxiety (r = 0.90), and
stress (r = 0.86). SRS is also moderately correlated with depression (r = 0.48), anxiety
(r = 0.38), and stress (r = 0.35). The relationship between DASS-8 and BRCS confirms
discriminant validity. BRCS correlates with depression (r = −0.21), anxiety (r = −0.24), and
stress (r = −0.17) with low magnitude. Additionally, as a result of the analysis, the CR and
AVE values of the scale were found to be 0.93 and 0.57, respectively. The DASS-8 indicated
good reliability for depression (α = 0.81), anxiety (α = 0.81), and stress (α = 0.78) in the
present study. The total DASS-8 score, indicating psychological distress, also has a good
level of reliability (α = 0.89).

According to the EFA results for the F-SozU K-3 scale, the KMO value was 0.62 and
the p value in the Bartlett test was significant (97.070 (p < 0.000). The scale items explained
40% of the total variance. The factor loadings of the scale items varied between 0.52 and
0.79. CFA indicated excellent fit (df = 0.00/0 = 0.00, CFI = 1.00, GFI: 1.00, NFI = 1.00,
NFI = 1.00, RMSEA = 0.00, SRMR = 0.00). Similarly, the F-SozU K-3 also had excellent fit
index values in the original study [48]. However, since the factor loadings are high as in
the original study [48], all three items of the scale can be accepted as meaningful indicators.
To examine convergent validity, correlation coefficients between the F-SozU K-3 score and
other research variables were calculated. F-SozU K-3 was moderately correlated with BRCS
(r = 0.30) and SRS (r = −0.27), which confirms convergent validity. In addition, F-SozU K-3
is associated with depression (r = −0.18), anxiety (r = −0.18), and stress (r = −0.15) in small
dimensions. Furthermore, as a result of the analysis, the CR and AVE values of the scale
were found to be 0.82 and 0.60, respectively. The F-SozU K-3 showed good reliability in the
present study (α = 0.82). As a result, it can be said that the validity and reliability values of
the F-SozU K-3 scale are at an acceptable level.
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3.2. Model Analyses

Before testing model 21, we examined the mean, standard deviation, normality values,
and correlation coefficients of the variables. Table 1 shows that the research variables
met the normality assumptions. However, psychological strain was negatively associ-
ated with perceived social support and resilient coping, whereas it was positively asso-
ciated with depression and suicide rumination. Perceived social support is negatively
related to depression and suicide rumination, and positively related to resilient coping.
Finally, depression is positively related to suicide rumination and negatively related to
resilient coping.

Table 1. Descriptive statistics.

Descriptive Statistics and Reliabilities Correlations
Variables M SD Skewness Kurtosis α 1 2 3 4 5

1. Psychological strain 2.76 0.91 0.24 −0.40 0.72 -
2. PSS 3.67 1.19 −0.70 −0.51 0.82 −0.29 ** -
3. Depression 1.38 0.81 0.46 −0.67 0.81 0.45 ** −0.18 ** -
4. Resilient coping 3.67 1.01 −0.66 0.11 0.84 −0.20 ** 0.30 ** −0.23 ** -
5. Suicide rumination 1.56 1.01 2.11 3.66 0.95 0.39 ** −0.27 ** 0.47 ** 0.31 ** -

Note. PSS = Perceived Social Support; ** p < 0.01.

3.3. Testing for Mediation Effect

For RQ1, the total effect was analyzed to examine whether psychological strain pre-
dicts suicidal rumination. After controlling for age, gender, and socioeconomic status,
psychological strain strongly positively predicted suicide rumination in total (β = 0.44,
t = 8.87, p < 0.001). For RQ2, whether depression has a mediating effect on the relationship
between psychological strain and suicidal rumination was tested. SPSS macro model 4 was
used to test this model (Figure 1). First, the predictive relationships in the variables were
discussed, and then the mediating effect was analyzed. After controlling for age, gender,
and socioeconomic status, psychological strain positively predicted depression (β = 0.39,
t = 10.33, p < 0.001). Similarly, psychological strain positively predicted suicide rumination
(β = 0.25, t = 4.90, p < 0.001). Depression positively predicted suicide rumination (β = 0.47,
t = 8.54, p < 0.001). The total effect between psychological strain and suicidal rumi-
nation was also positively significant (β = 0.44, t = 8.87, p < 0.001). Finally, after con-
trolling for covariates, depression had a strong mediating effect on the relationship be-
tween psychological strain and suicidal rumination (indirect effect = 0.19, SE = 0.04,
95% CI = [0.1201, 0.2608]).

3.4. Moderated Mediation Analyses

PROCESS macro model 21 was used to conduct moderated mediation analyses. For
RQ3, whether resilient coping moderated the first stage of the mediator in the relation-
ship between psychological strain and suicidal rumination was tested. As seen in Table 2
and Figure 2, there is a moderating effect of resilient coping on the effect of psycho-
logical strain on depression. The association of psychological strain with depression
was stronger among individuals with low levels of resilient coping (β = 0.44, SE = 0.05,
95% CI = [0.3438, 0.5356]) than among individuals with high levels of resilient coping
(β = 0.29, SE = 0.05, 95% CI = [0.1912, 0.3938]). However, the indirect association of
psychological strain via depression with suicide rumination was stronger among individ-
uals with low levels of resilient coping (β = 0.21, SE = 0.04, 95% CI = [0.1346, 0.2855])
than among individuals with high levels of resilient coping (β = 0.14, SE = 0.03,
95% CI = [0.0769, 0.2068]).
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Figure 1. The moderated mediation model. Path coefficients are standardized regression coefficients.
* p < 0.10, ** p < 0.01, *** p < 0.001.

Table 2. Conditional effect coefficients predicting suicide rumination and depression.

Variables β SE t

Mediator—depression
Predictor: psychological strain 0.37 0.04 9.44 ***
Moderator: resilient coping −0.11 0.03 −3.22 ***
Interaction: psychological strain x resilient coping −0.07 0.03 −2.31 *

Outcome—suicide rumination
Predictor: psychological strain 0.21 0.05 4.07 ***
Mediator: depression 0.45 0.05 8.28 ***
Moderator: perceived social support −0.11 0.03 −3.25 **
Interaction: depression x perceived social support −0.10 0.04 −2.94 **

R2 0.31

Different resilient coping values β SE 95% CI

−1 SD 0.44 0.05 [0.344, 0.536]
Mean 0.37 0.04 [0.290, 0.542]
+1 SD 0.29 0.05 [0.191, 0.394]

Different perceived social support values β SE 95% CI

−1 SD 0.57 0.07 [0.444, 0.708]
Mean 0.45 0.05 [0.341, 0.554]
+1 SD 0.32 0.07 [0.179, 0.460]

Note. CI = Confidence Interval; SE = Standard Error; * p < 0.05; ** p < 0.01; *** p < 0.001.

For RQ4, whether PSS moderates the second stage of the mediator in the relationship
between psychological strain and suicidal rumination was examined. As seen in Table 2
and Figure 3, there is a moderating effect of PSS on the effect of depression on suicidal
rumination. The association of depression with suicidal rumination was stronger among
individuals with low levels of PSS (β = 0.57, SE = 0.07, 95% CI = [0.4439, 0.7078]) than
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among individuals with high levels of PSS (β = 0.32, SE = 0.07, 95% CI = [0.1786, 0.4603]).
However, the indirect association of psychological strain via depression with suicide
rumination was stronger among individuals with low levels of PSS (β = 0.23, SE = 0.05,
95% CI = [0.1286, 0.3398]) than among individuals with high levels of PSS (β = 0.13,
SE = 0.03, 95% CI = [0.0625, 0.1990]).
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Figure 2. Interaction between psychological strain and resilient coping on depression.
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Figure 3. Interaction between depression and perceived social support (PSS) on suicide rumination.

4. Discussion

This study examined the complex relationships between psychological strain and
suicide rumination. Previous studies have shown that suicidal ideation [56,57], suicidal
intent [58], and suicidal behavior [59] are associated with psychological strain. However,
no previous studies have been found that examine the relationship between psychological
strain and suicide rumination and the possible psychological variables that may affect this
relationship. Considering this gap in the literature, the present study aims to examine the
mediating role of depression and the moderating role of resilient coping and perceived
social support in the relationship between psychological strain and suicide rumination.
The results confirmed the direct and indirect effects of psychological strain on suicide
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rumination. The findings showed that depression mediated the relationship between
psychological strain and suicide rumination, and resilient coping and perceived social
support had a moderating role in this indirect relationship. In addition, the present study
showed that the Strain Theory of Suicide can be used to explain suicide rumination in
Turkish youth who continue their university education.

The psychometric properties of the DASS-8 and F-SozU K-3 scales were tested in
the Turkish population. The EFA results for the construct validity of the DASS-8 scale
showed that the scale comprises a three-factor structure in the Turkish population, similar
to the results of previous studies. According to the EFA results for the F-SozU K-3, the
scale consists of a single dimension, which is consistent with the previous study [48].
Then, a separate CFA was applied for both scales, and it was determined that the fit index
values of DASS-8 were above the acceptance limits, while the F-SozU K-3 had excellent
fit index values [49–51]. The goodness of fit values of both scales are similar to previous
studies [45,48,60]. In the current study, the convergent and discriminant validity of the
scales were also examined. The CR and AVE values [61,62] of DASS-8, the significant
relationship between the DASS-8 total score and SRS and depression, anxiety, and stress
confirm the convergent validity of the scale. Similarly, the CR and AVE values [61,62] of
the F-SozU K-3 and the significant relationship between the scale and BRCS and SRS scores
confirm the convergent validity. In addition, the significant correlation of both scales with
depression, anxiety, and stress, which is less than 0.85, confirms the discriminant validity
of the scale [50]. The internal consistency coefficients of both scales are consistent with
the results of previous studies [48,60], and the results show that the scales are reliable.
In summary, the results show that the DASS-8 and F-SozU K-3 are valid and reliable
measurement tools in the Turkish university student population.

Whether psychological strain predicts suicide rumination in RQ1 has been tested. The
findings showed that psychological strain significantly predicted suicide rumination in a
positive direction. This finding indicates that Turkish university students who experience
psychological strain may have difficulty in reaching a solution, and repetitive thoughts
about ending their lives may increase. This finding is consistent with the results of previous
studies [22,56,57]. There are also studies in the literature reporting that rumination increases
in individuals who experience stressful life events [63]. Psychological strain involves
both internal conflicts and strain that require resolution, as well as inadequate coping
mechanisms [16]. Furthermore, university students are a population that has to deal with
many developmental tasks [64], challenging peer relationships [65], and academic [66]
and financial stress [65,67]. Intense strain felt in the face of different problem areas and
inadequate coping mechanisms can hinder students’ ability to make healthy cognitive
assessments and produce effective solutions. Individuals who are unable to achieve
internal balance may feel trapped and develop mental obsessions with repetitive suicidal
thoughts (suicide rumination), considering suicide as a solution. However, this finding was
obtained with the total score of psychological strain. Some university students may not
experience psychological strain in all four areas, and the areas where they do experience
psychological strain may vary. Therefore, a future, more detailed investigation of the effects
of psychological strain sources on suicide rumination will contribute to the expansion of
knowledge on this subject.

For RQ2, whether depression would mediate the relationship between psychological
strain and suicide rumination was tested. As expected, the findings showed that psycho-
logical strain has an indirect effect on suicide rumination through depression. In this case,
it can be said that depression explains psychological strain leading to suicide rumination
among Turkish university students. This finding is in accordance with studies reporting
that depression increases as the level of psychological strain increases [68,69] and that
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individuals with depression have more suicidal thoughts [70]. Psychological strain may be
accompanied by feelings such as frustration, hopelessness, and helplessness [16]. Challeng-
ing emotions experienced with psychological strain and decreased emotional resilience [69]
may trigger depression. Depression may lead to increased suicide rumination because it
reduces positive emotions [71], increases rumination, and reduces the use of functional
and flexible emotion regulation strategies [72]. In addition, the current research finding
supports previous research results showing that depression mediates the association be-
tween psychological strain and suicidal ideation in various populations [22,57]. Negative
emotions that arise with psychological strain may deepen with depression. In the face of
intense, challenging emotions, an individual’s emotion regulation mechanism may become
dysfunctional. This situation may negatively affect the well-being of university students
and increase the tendency of repetitive thinking about suicide. Although the current study
provides explanatory information about the role of depression in the relationship between
psychological strain and suicide rumination, this relationship was examined in a one-way
manner because a cross-sectional design was used in the study. These variables have a
dynamic structure and interact with each other. Future research using a longitudinal design
may provide deeper insights into the relationship between variables and change over time.

Findings showed that resilient coping moderated the relationship between psycho-
logical strain and depression. This finding supports recent research reporting significant
negative associations between resilient coping and depression [73,74]. In addition, it is
reported in the literature that those with high levels of resilient coping experience less psy-
chological strain [75]; indeed, one of the four sources of psychological strain is inadequate
coping [16]. Therefore, individuals with high resilient coping skills may experience psycho-
logical strain in fewer areas. In addition, when these individuals experience psychological
strain, they can make active efforts to make progress by using their own resources and
resort to new ways for solutions [46]. Making an effort and the search for new solutions,
which develop due to resilient coping, can make individuals feel more hopeful [76]. Indi-
viduals with high levels of hope experience fewer depressive feelings and thoughts [77]. In
conclusion, these relationships support the buffering role of resilient coping in the effect
of psychological strain on depression. For this reason, intervention programs could be
developed that aim to develop resilient coping skills, especially in university students
experiencing psychological strain.

Finally, this study showed that perceived social support has a moderating effect on
the relationship between depression and suicide rumination. In other words, higher levels
of perceived social support are associated with a reduced effect of depression on suicide
rumination. This finding supports the results of studies reporting a negative significant
relationship between depression and perceived social support [78] and demonstrating
the protective function of perceived social support towards suicidal ideation [79]. When
individuals with depressive symptoms have a high perception of social support, they can
cognitively reappraise events [80,81] and use more flexible coping strategies [75]. This
situation may reduce the level of depression by increasing the use of individuals’ per-
sonal resources. A decrease in depression levels is characterized by positive cognitive
and emotional changes, which may also reduce suicide rumination. In addition, social
support contributes to the individual’s sense of belonging to his/her wider environment,
society, and the world—from his/her family to the world. Social support has an especially
important place in Turkey, where collectivist cultural values are dominant [82]. Therefore,
social support may decrease suicide rumination by increasing belongingness and decreas-
ing feelings of loneliness in depressed Turkish university students. However, this finding
does not provide detailed information about which sources the participants received social
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support from and to meet which needs [83]. Future studies may contribute to the expansion
of the literature on this subject by addressing these dimensions of the social support source.

The findings of the present study should be evaluated while considering its limitations.
The first limitation of the study is that causal inferences cannot be made using the findings
due to the study’s cross-sectional design. Experimental and longitudinal studies can be
planned in the future to overcome this limitation. The second limitation is that the study
sample consists of university students in the Southeast region of Turkey. Therefore, the
results of the study cannot be generalized to all university students or different age groups
across Turkey. In the future, studies with participants from different regions and age
groups [84] can be conducted, and the results can be analyzed comparatively. The third
limitation of the study is that the proportion of female participants is higher than that of
male participants. The convenience sampling method was used, and the volunteering
of the participants was taken into account. Since females volunteered to participate in
the study more than males in the accessible population, a sufficient balance could not
be achieved in the female–male ratio. Similar to the current study, the inadequacy of
male and female representation in different disciplines and research areas is a topic of
discussion [85,86]. To address this point, researchers can examine the factors affecting
volunteering in psychological research from a gender perspective. Another limitation is
that the participants could not respond to the measurement tools under similar conditions
because the research data were collected through an online platform. This situation may
have increased the effect of external factors and affected participant responses. Finally, the
data for this study were collected using self-report instruments. Therefore, the participants
may have answered the scales in the direction of social desirability. This limitation can be
overcome by using qualitative data collection methods such as observations and interviews
in future studies.

5. Conclusions

The present study provides important findings that can be used to inform interven-
tions aimed at preventing suicide among university students. In particular, mental health
professionals, university administration units, and academicians can ensure that the results
of this research are translated into practice through various planned studies. Considering
that suicide rumination is one of the determining factors of lifelong suicide attempts [19],
identifying university students experiencing psychological strain may be the first step of
suicide prevention interventions that can be carried out at universities. In the next step, ef-
fective intervention programs can be implemented for students experiencing psychological
strain. Preparing the content for these programs, approaches, and techniques can be used
to reduce depression, strengthen resilient coping, and increase social support resources
instead of focusing only on psychological strain. In addition, mental health professionals
could use group therapy while providing services to university students who are experi-
encing psychological strain and undergoing depressive processes. In addition to reducing
psychological strain and depression levels in group therapy processes, students may find
the opportunity to gain resilient coping skills and get rid of their feelings of loneliness. Ad-
ditionally, university administration units could aim to increase perceived social support by
designing spaces and planning activities that will increase students’ interactions with their
peers and professors. Academics, on the other hand, could plan activities that can be done
together with groups in classes and structure courses to strengthen interpersonal bonds.
Furthermore, policymakers can act by taking into account the results of this study when
determining public health policies. In this way, suicide can be prevented by increasing
strategies for coping with psychological strain.
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Abstract: Background: Suicide and self-injury are serious public health concerns, especially
in young populations, owing to multiple social, cultural, and gender determinants. Quali-
tative evidence exploring narratives regarding the factors behind suicide among young
women is rare in Pakistan. Objective: The present study aims to explore the complex
dimensions of suicide or self-injury among young women of Southern Punjab. Methods:
Semi-structured interviews were conducted in a marginalized district in South Punjab,
with participants consenting to in-person meetings at their homes or phone interviews. We
collected detailed accounts of fifteen deceased girls or self-harm survivors, with insights
provided by close relatives of the victims. Results: Our findings identified several con-
ducive factors to suicidality, including receiving insults in front of others, low self-esteem,
household pressures, work burdens, unfulfilled romantic desires, feelings of worthlessness,
cheating in love, marriage without choice, and engagement in risky behaviors. These
causes could be categorized into personal (such as an inferiority complex), social (a lack of
family support and frequent conflicts), and cultural factors (forced marriages). Conclusions:
Our study advocates for empowering women through education and restricting access
to suicide means, such as pesticides or Paraphenylenediamine (PPD). Moreover, the gov-
ernment should take strict measures to discourage the forced marriage of young females
in rural contexts. This study highlights the importance of integrating suicide prevention
initiatives with research efforts within Pakistan’s healthcare system.

Keywords: suicidality; rural women; marriage; Paraphenylenediamine (PPD); Southern
Pakistan; thematic analysis

1. Introduction

Suicide is a major global health issue, particularly among individuals aged 15–30, with
over 800,000 deaths annually [1,2]. It is a leading cause of mortality in several low- and
middle-income countries (LMICs), with nearly 45% of global suicides occurring in just
two countries: China and India. In China, the suicide rate is notably higher in rural areas
compared to urban regions.

Healthcare 2025, 13, 1284 https://doi.org/10.3390/healthcare13111284
60



Healthcare 2025, 13, 1284

The accurate reporting of suicides to the police, health systems, and the WHO is often
hindered by the potential legal and social repercussions faced by the victims’ families.
Official mortality data on suicide at the national level in Pakistan are unreliable because
family members often attribute suicide to “accidental” deaths or “natural death”. However,
the WHO’s estimates show a suicide rate of 7.5 per 100,000 individuals, a 2.6% rise since
2000, with approximately 270,000 annual cases of deliberate self-harm (DSH) [1]. The WHO
prioritizes the elimination of suicidal acts through initiatives such as the Mental Health
Gap Action Program (MHGAP), and preventing suicide is included in its sustainable
development goals [3].

Suicide is defined as a fatal self-inflicted act with clear evidence of an intent to die [4].
Around 80% of all suicides occur in LMICs [5]. In 2015, the global suicide rate was 10.7 per
100,000 people, equating to approximately one death every 20 s. Suicide represents 1.4%
of all deaths and ranks as the 15th leading cause of death worldwide [3,5]. In LMICs, the
suicide rate among women is very high [6]. Evidence indicates that women’s suicidality is
higher in Asian countries such as China, India, Pakistan, and Nepal [7].

In general, suicidal behavior is correlated with conflict, tragedy, violence, abuse, loss,
and a sense of isolation [1]. Both self-harm and suicide are prohibited and considered
illegal under Islam and the law of the country. Self-harm or suicide is viewed as a sin
in Islam. In Islam, suicide is deemed an illegitimate act, and those who commit suicide
are believed to be denied entry into paradise [8]. Legally, suicide is a violation and is
classified as a violent crime. For a suicide attempt, Section 325 of the Pakistan Penal Code
(PPC) mandates penalties of up to one year’s imprisonment, fines, or both [9]. As per law,
suspected suicide or self-harm cases ought to be reported to selected medicolegal centers
(MLCs). However, to avoid legal repercussions, family members usually request initial
treatment at private hospitals, often discharging themselves against medical advice due
to the fear of prosecution, financial limitations, and societal shame. Suicidal behavior is
under-reported due to these challenges in Pakistan.

The World Health Organization (WHO) aims to enhance the public understanding of
the health impacts of suicide and self-harm while also assisting countries in developing
and strengthening comprehensive, multisectoral strategies for suicide prevention within
a public health framework [3]. Suicide often goes unrecognized or unreported due to its
sensitive nature and the ongoing taboo surrounding it [10]. The risk of suicide is linked to
traumatic events and environmental changes [11,12].

Lester’s work, Why Women Kill Themselves, is a comprehensive, cross-disciplinary col-
lection that includes several insightful sections on the psychological mechanisms associated
with suicide and the spiritual themes found in women’s suicide notes [13]. However, the
collection has its shortcomings as it highlights a prevalent tendency among researchers to
examine women’s suicide with their biology, particularly their reproductive cycles. It is
noteworthy that between 1999 and 2012, the increase in the suicide rate among women in
Northern Ireland was slightly higher than that among men [14], yet their deaths received
minimal attention. For example, suicide in women is rarely covered in the media, and even
more concerning is that women often go unrecognized in suicide prevention policies [15].
Research has explored how social factors, life events, and aspects of female identity may be
linked to the deaths of women who died by suicide [16].

Only few previous qualitative studies showed that an early age of marriage, the lack
of independence in the choice of the male partner (arranged marriage customs), pressure to
have children early in the marriage, the desire for a male offspring, economic dependence on
husband, a joint or extended family system, and domestic violence are critical sociocultural
factors that determine women’s health. There is little evidence that shows that gender is an
important determinant of suicide and self-harm in Pakistan, especially when considered in
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the context of marital status among young rural women. There is a dearth of qualitative
studies that focus on social and cultural determinants of women’s suicide; therefore, the
present study explores the causes of suicide and self-injury among young rural women
from South Punjab.

2. Methodology

2.1. Background and Study Setting

In this study, we investigate suicide among young rural women of Southern Punjab
regions, examining reports of suicide and self-harm, their current mental health status, and
their future intentions regarding suicide. Pakistan, a country with a population of 220 mil-
lion, comprises four provinces (Punjab, Sindh, Baluchistan, and Khyber Pakhtunkhwa)
with various languages and cultural norms. Southern parts of the country are marginalized,
including the Southern Punjab districts in Punjab province. South Punjab is a highly disad-
vantaged region that lacks adequate hospitals, psychiatrists, and clinicians. In southern
districts, young people are deprived of essential services such as healthcare, education, safe
drinking water, food, and sanitation, and children suffer from diarrhea and malnutrition.
Rural areas in South Punjab are marginalized with limited health facilities, particularly for
women, who face significant barriers to accessing healthcare, resulting in missed opportuni-
ties for better health [6,17]. Contraception prevalence is low, and women have to experience
high fertility and low birth spacing. Poverty is widespread, and communities often face
moderate to severe water and food insecurity experiences [18]. Household male members
have to migrate to Gulf countries as manual labor for their survival and subsistence, while
women have to work as domestic household servants [19,20]. Many poor females suffer
from domestic and gender-based violence and insulting behaviors from their in-laws after
marriage due to their unemployment, poverty, and low education level [21–23].

2.2. Participants
2.2.1. Sampling and Inclusion/Exclusion Criteria

This qualitative study is based on a purposive selection of victims’ relatives, siblings,
neighbors, and teachers from the South Punjab region of Pakistan. The respondents in
this research were identified through close connections, who were engaged to explore
the circumstances that led them to believe there is no way out. We also discovered what
methods and means they used to harm themselves and the impact on their health.

This study specifically included participants who recently had lost a close young
female sibling, relative, or friend. Only young and rural women between 18 and 25 from
the most marginalized districts of South Punjab, who have committed or survived suicide
attempts, were eligible to be included. In total, fifteen respondents showed willingness
to participate in this study and provided their verbal consent. In the final round, nearly
thirteen cases of young women between the ages of 18 and 25 years could be narrated.
Most of our study involved cases of victims who died after suicide attempts, while a few
cases were those who self-injured.

2.2.2. Interviews and Data Collection Procedure

The data were collected through semi-structured interviews and analyzed through
probing, exploratory scrutiny, fact-finding, and a comprehensive examination of the cir-
cumstances in which individuals feel trapped. We selected interview locations that made
respondents feel safe and comfortable. The use of audio recorders was with their permis-
sion. Some participants did not allow recording; therefore, we took notes respecting the
participants’ traditional views and comfort levels. The interviews were conducted in a
flexible format, lasting between one and two hours, and in the local (Seraiki) language. We
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fostered a warm and inviting atmosphere during the interviews and asked participants
about the motivation for committing suicide or self-injury. They were asked to narrate
the important and relevant parts of the victim’s life story. Participants were allowed to
withdraw at any time without consequences. They were allowed to take a break if any
difficult situation arose.

2.3. Thematic Analysis Procedure

Various steps were followed using Braun and Clarke’s framework for a thematic
analysis procedure [24]. Soon after data collection from consenting participants using
purposive sampling, all thirteen semi-structured interviews and field notes were translated
from the local language to English. Three authors (FA, SZ, and RA) familiarized themselves
with the data through the repeated reading of transcripts. Subsequently, in the next stage,
recorded interviews were transcribed, and a coding frame was developed. Two authors (FA
and SZ) used Nvivo for line-by-line coding to identify meaningful units. Then, two authors
(FA and NIM) grouped several codes into themes and edited them through iterative
discussion. Finally, researchers cross-checked themes against raw data and detached
discrepancies via consensus. Themes were organized based on the analyzed data using a
qualitative interpretative approach. Using this systematic approach, we ensured rigor and
transparency in originating insights from respondents’ self-reported experiences. Thematic
analysis provides a rigorous framework for in-depth qualitative exploration, allowing the
systematic organization and interpretation of complex data. With participants’ informed
consent, we collected and analyzed self-reported experiences through semi-structured
interviews, ensuring rich, detailed responses for evaluation. The themes and sub-themes
are shown in the diagram (Figure 1).
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Figure 1. Suicidality among young women in Southern Pakistan.
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2.4. Ethical Consideration

Department of Anthropology at the Islamia University of Bahawalpur granted ethical
approval for this study (IUB/ANTH/99; date of approval 5 June 2024). Before participating
in the study, all respondents were informed about its nature. Informed consent was taken
from the respondents. Privacy, confidentiality, and anonymity were fully ensured. We did
not disclose the real names of participants to protect their identities. Moreover, fictitious
numbers were used to hide the original identity of the suicide and self-harm cases.

3. Results

Table 1 gives the sociodemographic characteristics of the study respondents. Most
women were young, less educated, rural, and from a lower socioeconomic background.
Many of them used poisonous substances to kill themselves, and marriage-related issues
were behind the underlying determinants.

Table 1. Sociodemographic characteristics of victims, harm methods, and causes behind suicide
and self-harm.

Case
Age in
Years

Education
Household

Income (PKR)
Harm Method

Immediate Cause Behind
the Attempt

Underlying
Cause

R9 18 Higher
Secondary 20 K Came under a train

Family violence,
psychologically tortured,

and abused
Insult

A2 21 Middle 21 K Black Rock
Mentally tortured and
badly labeled by his

brother’s wife
Insult

H11 20 Illiterate 10 K Black Rock Stepmother’s abuse and
insult Insult

R12 16 Illiterate 12 K Insecticide
Husband insulted

(marital stress),
psychologically tortured

Insult

T4 25 Illiterate 15 K Organophosphorus
(pesticides)

Husband insults in front
of family members Insult

T10 19 Secondary 25 K Hanged Boyfriend cheats on her
Love Marriage

Failure
infidelity

S13 24 Secondary 14 K Black Rock
Escape with boyfriend,

destroy parents’
reputation (honor)

Love Marriage
Failure

N1 20 Secondary 25 K Insecticide Spouse’s family disagreed
about love marriage

Love Marriage
Failure

U7 20 Illiterate 50 K Hanged Violence and boyfriend’s
death

Love Marriage
Failure

K3 20 Primary 13 K Black rock Exchange marriage does
not satisfy desire

Forced
Marriage

E6 19 Middle 15 K Nail polish
remover

Does not agree to marry
an old man

Forced
Marriage

B6 18 Higher
Secondary 20 K Firearm Marriage Arranged

Marriage

A7 21 Middle 21 K Hanging Marriage without consent Forced
Marriage
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3.1. Theme One: Forced Marriages or Marriage Without the Choice of Young Girls

Women are forced to marry according to the will of their parents, family members, and
relatives. However, these exchange marriages do not guarantee fulfilling their emotional
and sexual needs. Multiple times, the age factor in these marriages is not considered.
Exchange marriages without consent often stop sexual needs from being satisfied and
cause suicidal ideation among rural females.

3.1.1. Protest Against the Forced Marriage

Marriage with an aged person was the main cause, as one woman reported. Her old
husband was unable to fulfill the sexual desire of her young wife. For this reason, the young
bride was angry with her parents, but no one bothered to understand her feelings. On her
first suicide attempt, some relatives arrived on time and carried her to the hospital, where
her stomach was washed and her life was saved. After some time, she again attempted
suicide but could not survive this time, and she passed away. One lady explained about
her old uncle’s exchange marriage (locally called watta-satta).

“My 70-year-old uncle got married by exchanging her son’s daughter with the groom’s
brother. Once I asked, Are you happy with this old uncle? She said, ‘he can’t fulfill my
desire. Wealth is not sufficient. Please ask my parents, “I can no longer live with him.
Otherwise, I would take my life.” ‘Everyone was aware of her critical situation. One
day, in the absence of my uncle, she attempted suicide, but one family member saved her
life. She warned, ‘If you don’t divorce me, I will do it again.’ But no one could take it
seriously. After some time, she took a black rock and ate it with some juice. This time she
succeeded in dying”.

Self-harm due to forced marriage is common. One respondent explained how a young
girl in their family attempted suicide due to forced marriage:

“She did not agree to marry an old man and attempted suicide. When we reached, she
had drunk all the nail-polish remover, and her family members were crying. Her stomach
was bulging inside her belly, she was not breathing well. She was catching her neck. My
husband brought her to the hospital. The doctor told her that her breathing pipe would be
disturbed for her whole life”.

3.1.2. Cultural Violence as the Motivating Determinant of Suicide

Suicide was committed as a form of protest against cultural violence, as remarked by
a woman.

“The future of women is decided without their consent, by the parents and family elders,
and soon after marriages, domestic disputes and unsustainable relationships erupt with
husbands, which forces women to commit suicide”.

A mother of a 25-year-old female suicide victim reported the following:

“My husband disliked that her daughter disobeyed his decision to marry. I failed to
convince him, but he deemed his daughter’s confrontation an abuse of the local norms and
customs. This controversial marriage made her depressed. My well-educated daughter
decided to kill herself soon after she was forced to marry her uneducated cousin. My
husband was ready to withdraw from his stance, so our daughter thought it better to lose
her life”.

The custom of honor killing is very relevant in the rural context of South Punjab.
According to a mother, “kalakali” is the main issue for the increased suicide cases.

“Kalakali means when a married woman is caught with her boyfriend, the family honor is
considered ruined. Women in that case often prefer to die otherwise, they are sold out or
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murdered. The reasons to commit suicide are many, but the main causes are misbehavior,
domestic issues, and violence by husbands and relatives. We did not report the suicide
case to the police and kept it secret to evade social stigma”.

3.2. Theme Two: Insulting Behaviors of Relatives and Suicide Among Women
3.2.1. Violence, Stigma, and Depression

Several reasons were identified for suicide and self-harm: violence, stigmatization,
mental torture and labeling, and the stepmother’s abuse and insults. Insulting behavior
from family members and in-laws is the leading reason for suicide in young women. One
respondent discussed the suicide of her aunt:

“My aunt fell in love; her boyfriend sent his family to propose, but her parents refused,
saying that since your elder sisters are still unmarried, how can you marry? After this,
her family members used to abuse her verbally and physically. One day, she came in front
of the train and was no more”.

Embarrassed by her brother’s and his wife’s behavior, the 18-year-old girl heard that
someone had died by suicide by eating kala pathar [PPD] with a glass of sweet juice.
Abused by her brother’s wife, she also prepared her mind to do the same. She went to the
shop, bought and ate PPD with juice, and died by suicide. Her relatives called her again
and again, but she was missing. Her younger brother’s daughter went to the room where
she was vomiting, but after some time, she was no more. Stigmatizing someone might be a
risk factor.

One aunt talked about her niece’s sudden death at a young age in the following words:

“My niece was young, energetic, and talented. Her brother’s wife was strict and cruel;
she treated her like a maid. Her mother was a social lady and often used to leave her alone
in the house with her brother’s wife. She was asked to wash clothes and utensils and cook
food. Even after her work, her brother’s wife was not happy and used to label, stigmatize,
and abuse her all the time. One day, she bought a packet of henna with black rock (PPD)
and ate it with juice. After some time, her brother’s wife called her to make the loaf, but
there was no answer. Her daughter went to check her in the room, but she was vomiting,
and later she died”.

Black rock is a hair-dyeing mixture with red henna. It is available in every local
market, small shops, and even in food shops. Everyone can buy it very easily. It gives a
very luminous color to hair, but it can kill within a few minutes if eaten.

The stepmother’s violence and labeling were reported as the reason for her taking her
life. One female told the story of her niece:

“My niece was a young, beautiful, and intelligent girl. But for some time, she was very
disturbed and disappointed with her stepmother. She abused her in front of her dad, but
her dad never interfered and supported. She came to me and was weeping and said, ‘Aunt
(father’s sister), I will not go to my house because my stepmother pains me and labels me.’
The next day, we heard that she had eaten the black rock, which she reportedly brought for
dyeing the hair. The main reason was consistent mistreatment of her stepmom with her
and often labeling her as a bad character woman”.

3.2.2. Insult in Front of Other Family Members

Insult in front of family members strongly motivated suicide among women. One re-
spondent who attempted suicide but was saved explained how her husband’s insult
caused suicidality:

“It was his habit to insult me before our children. One day, I told him, Now our children
are older, please don’t insult me in front of them.” He replied, ‘I don’t care about you and
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your children, leave me, I will never die without you.’ I was shocked and went to the
room, took the pesticide, and drank it. But later, I was saved by the doctors”.

Women self-harmed when their self-respect was crushed. One lady elaborates as follows:

“My husband was bad-tempered and used to insult me in front of my family members.
He often put me in a painful situation. Once, I saw a spray bottle of organophosphorus
compounds (pesticides) in anger and drank a few sips. But my family members managed
to take me to the hospital, and I was saved”.

3.3. Theme Three: Failure in Marriage or Love Due to Unfaithfulness
3.3.1. Failing to Marry Due to Cheating

Failing to marry due to cheating is another major reason for suicide among women.
Marriage reportedly failed owing to a range of factors, including cheating, refusing to marry
the boyfriend, destroying the parents’ reputation (honor), resistance from the spouse’s
family about a love marriage, and the boyfriend’s death.

Quarrelling with a girlfriend was also highlighted as one of the potential causes. One
lady elaborates on her sister’s suicide case due to infidelity:

“My sister loved a boy, but when she insisted on marrying her, he shouted and said No,
I have many girlfriends, and I can’t marry all of them. You are not the only one with
whom I talk. If you ask me to marry you, I will block your number from my contact list.
And he literally did this. My sister was very sensitive; she could not accept this insult
and hanged herself. After a few days, the police arrested him, and he agreed that they
both quarreled”.

Women commit suicide when they get cheated on and their family’s reputation (honor)
is spoiled. One girl elaborates on her classmate’s suicide:

“My classmate from a very ethnically strict family fell in love. People told her not to meet
with that guy. He belonged to a very rich family, maybe he will cheat you. She said, ‘Love
is blind. I cannot live without him. I know my parents are strict, but this love is not in
my control, it’s in my heart.’ Once she escaped with that guy, but unfortunately, the
boy left her. After some days, my classmate came to her parents’ house, but they did not
want to accept her. They said, ‘You buried our honor, we wish you were buried under this
earth.’ She did not accept this treatment from her own parents and committed suicide
with the black rock”.

3.3.2. Failure of a Love Marriage

Failure of a love marriage can also trigger suicide among sensitive females. A girl
narrated a story about her sister:

“She was young, beautiful, with long hair, but was looking sad. I tried to investigate what
happened. She revealed: ‘I think I will die soon because I often dream, I am dying. One
night I dreamed that I died and there was a moringa tree upon my grave.’ I said to her,
Don’t feel stressed, just donate some slaughter. It was just a dream. My sister fell in love
with my cousin, but the boy’s mom did not agree. One night, my sister used insecticide
crushed tablets, which were used for the protection of wheat. In the early morning, she
fainted and all family members wanted to save her life, but it was too late”.

Marriage outside of the family is disliked. Many girls commit suicide when their
families do not support their marriage. The death of a lover was mentioned as a strong
reason for suicide. A teacher narrated the story of her student:

“One of my female students fell in love with someone, and the boy was from another
caste. She discussed this matter with her brothers, who got angry when she discussed this
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matter with them. They said, Go and marry, but we will give no piece of land to you. We
will not allow them to become rebels like you. After some period, that girl came to me and
told me, ‘My love has died due to a medical issue, my brothers also don’t accept me, now I
have no reason to live, I want to die. After that, she hanged herself and died”.

4. Discussion

In this study, we identified the causes of suicide among young rural females of South
Punjab, Pakistan. The primary factors contributing to suicide include poverty, insufficient
family support, violence, insult, fear, conflicts within marital life, and forced marriages.
According to Agnew’s General Strain Theory (GST) [25], there are three primary functions:
the blocking of personal goals, the absence of positive stimuli, and the presence of negative
stimuli. The first type of strain involves the obstruction of personal goals. The second type
of strain refers to the loss of a loved one, such as a partner or significant other. The third
type of strain encompasses traumatic events like inhumane treatment, neglect, and abusive
behavior [25].

4.1. Socioeconomic and Demographic Factors

Understanding the social dynamics surrounding suicide is crucial, as it highlights the
importance of addressing and reducing suicide risks to implement more effective early
interventions [26]. Evidence strongly supports that poor economic status and deprivation
are significant risk factors for suicide [27–29]. A recent systematic review of contributing
factors revealed that two major reasons behind suicide are unemployment and low socioe-
conomic status [30]. The study argued that suicide decisions are not always illogical, as
according to the classic economic theory of suicide, suicide is rationalized after analyzing
the costs and benefits. The rise and fall of suicide rates vary with unemployment, the level
of economic development, and educational achievement. When adolescents and young
people face adversity and challenges at a young age, it becomes a significant risk factor for
suicide. Similarly to our study, a recent study also highlights that high suicide risk was
associated with low educational attainment and ethnic disparities [31].

Our findings are perfectly corroborated by a recent qualitative study from neighboring
India that showed that “interpersonal stressors, particularly in young age females”, shortly
before a suicide attempt produce distorted cognitions and irresistible emotions of anxiety
or anger due to relationship issues with partners or family members deeply rooted in
sociocultural norms. This study recommends fostering life skills for young people and
high-risk groups, such as women, curbing access to harmful substances, and involving
family stakeholders [31,32].

Factors within the household, such as strained relationships and emotional neglect,
contribute to feelings of hopelessness and despair [33–35]. When desperation, dissatisfac-
tion, and abuse intersect, they significantly increase the risk of suicidal behavior [36–39]. In
Pakistan, mental health awareness remains limited, leading many to attribute psychological
distress to supernatural reasons such as divine punishment, curses, or magic [40]. the
literature has revealed that individuals who engage in self-harm or attempt suicide often
experience higher levels of depression [41,42]. Consequently, vulnerable members resort to
sacrificing their own lives or those of their children, or offer symbolic items like roosters,
goats, or prayers in the expectation of alleviating their suffering.

4.2. Gendered Vulnerability and Violence

The findings reveal that women often face harsh criticism from their family and
relatives, which leads to feelings of isolation and hopelessness. Research suggests that
gender-based vulnerabilities may contribute to an increased risk of suicidal behavior.
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Insults in front of family members and the mistreatment of women are significantly linked
to suicidal behavior. Rural women, in particular, are disproportionately affected by violence,
discrimination, and emotional distress, which have been linked to suicidal actions [43].
The literature showed that corporal punishment, spiritual abuse, collaborative brutality,
living in oppression, and being imprisoned in a household caused suicide [44]. Evidence
indicated that family violence and social humiliation produced emotions in which no other
choice is recognized except suicide in India [45] and Nepal [46].

Research indicates that violence poses significant risks to women’s mental health. In
tribal Pashtun culture, parents often arrange marriages for their daughters and sisters with-
out considering their preferences. This lack of agency can lead to household conflicts and
disputes with husbands, which, in turn, may result in women attempting self-harm [47,48].
A study found that ongoing and severe mistreatment from partners has detrimental effects
on women’s psychological well-being [49,50]. Some cases also reported injuries resulting
from violence against women [24]. Increasing evidence of physical, sexual, and emotional
abuse indicates a decline in women’s mental health [51,52]. Similar research suggests that
violence is more prevalent in LMICs where resources are distributed unequally [53].

4.3. Marital and Family Dynamics

Women identified marital conflicts as a major reason for suicide [54]. A study indicated
that marital conflict, abusive arguments, and physical violence against women contribute
to suicide [41]. Suicides among women in the Malakand division were prompted by
marital issues, violence, and other factors [55]. Evidence shows that suicidal behavior
among adolescents and young adults, caused by an unfriendly family atmosphere, broken
interactions between family members, and an absence of perceived family support, might
lead to suicide. Therefore, these causes must be anticipated before suicide prevention
planning [56]. A study in Pakistan [57] found that adverse childhood experiences led to
significant stress, anxiety, and insecurity among children. A study found that if a woman
experiences stigmatization, violence, labeling, and abuse from her family, there is a critical
need for social support programs such as shelters, group homes, and social networks to
assist [35]. In Uganda, women often resort to suicide in response to household problems
and a lack of social support [58].

Additionally, forced marriage is considered a violation of women’s and girls’ rights.
Partners are often pressured and coerced into marriage through domestic violence [59]. This
coercion undermines their freedom and dignity, effectively forcing them into the role of a
spouse. Studies have shown that suicidal behavior among adolescents and young adults is
influenced by perceived domestic factors, including aggressive home environments, critical
comments, a lack of validation from mothers, and insufficient emotional support from
family members [56]. Parental conflicts disrupt the home environment. Parents who are
unwilling to engage in positive conversations, parental separation, and abuse contribute to
suicidal behavior [56]. Research has identified that issues like a lack of respect and empathy,
along with spiritual neglect from the family, are primary reasons for self-harm [60]. Another
study conducted in Nepal [54] found that poor marital conditions, abuse, and neglect by
husbands often contribute to suicide among women.

Our results indicated that some women died by suicide because of unfulfilled sexual
needs as they were forced to marry aged men. A study conducted in Sweden highlights
that in heterosexual relationships, men and women are on an equal footing when it comes
to the key aspect of “sexual pleasure on equal terms”. They achieve mutual sexual desire
and satisfy each other’s needs [61]. In Pakistan, it is rare for individuals to choose their
spouses [62]. Pridmore [63] notes that major causes of suicide include issues related to fate,
well-being, freedom, and honor. Researchers have observed similar issues in the district of
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Chitral, Khyber Pakhtunkhwa, Pakistan, where conflicts, unmet desires, and a lack of hope
are prevalent [64].

4.4. Family Honor and Ethnic and Cultural Violence

This study reveals that the respect and dignity (izzat) associated with family or caste
are significant causes of suicide in rural and tribal areas. People are extremely concerned
about the honor of their family (Baradari). Daughters have little opportunity for love
marriages, and if a girl falls in love, her parents may respond with anger, violence, and
aggression. If a girl marries and runs away with a boy, her parents often refuse to accept
her back, closing their doors to her rebellious actions. Without support from their parents
and with limited interaction with family, many women view death as the only solution to
their problems. In Nepal, the shame and social exclusion experienced by girls who marry
and leave school at a young age are largely responsible for their disallowed attachment
connections [54].

Feelings of anger, depression, irritation, and dissatisfaction become sources of strain,
potentially leading to crime or suicide [65]. In South India, cultural values, normative
behaviors, and family structures prevent clinicians and therapists from referring suicide
attempt survivors for further help [66]. Evidence from other South Asian countries, such
as Nepal [67], also suggests that a family’s izzat (social status) is a major concern. Haga-
man [68], a medical anthropologist, suggested adding familial perspectives and experiences
to high-level policy and planning.

4.5. Methods and Means of Suicide

Research indicates that victims utilized various methods for suicide, including black
rock (often mixed with juice), insecticides, pesticides, hanging, and nail polish remover.
While all these methods pose significant risks, black rock was identified as the most lethal,
leaving no chance of survival. Many women used “black rock”, a substance commonly
found in grocery stores that is typically used for dyeing hair. According to previous
studies, women have been known to use benzodiazepines or organophosphate pesticides
as methods of suicide [69]. Given the severe dangers associated with pesticides, some
studies [70,71] suggest that rural and agricultural communities should take measures to
restrict young women’s access to these substances.

4.6. Limitations and Strengths of the Study

Our study has some limitations. First, it is specific to the context of the Southern
Punjab province of Pakistan, which may limit its generalizability to other ethnic or cultural
settings of the country. Secondly, the sample size is not very large, which could further
restrict the broader applicability of the findings. Thirdly, interviewing relatives may also
introduce potential exaggeration or personal bias in our qualitative data. Despite these
limitations, there are key strengths of this study. It is a novel contribution to exploring
young and rural women and sociocultural and marital factors, a topic that has rarely been
examined before. Furthermore, the use of in-depth interviews and rapport-building in an
ethnographic approach adds depth and credibility to this research.

5. Conclusions

In this study, we investigated the primary motives behind women’s suicides in the
South Punjab region of Pakistan. Our findings revealed that the prominent factors re-
volved around marital life, including relationship failures, desperation, violence, family
torture, abuse, impatience, poverty, forced marriages, and fear of their husbands. Forced
[or exchange] marriages must be closely monitored, and those involved should be held
legally accountable. Empowering women and ensuring their economic independence can
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eliminate their dependency on in-laws and relatives, thereby preventing the insult and
abuse often faced by dependent women. Providing emotional health counseling for young
women can offer crucial support and improve their quality of life. Additionally, there is
a pressing need for improved emergency care, and the government should take steps to
ban the sale of harmful and deadly products. This highlights the importance of Integrating
suicide prevention initiatives with research efforts within Pakistan’s healthcare system.
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Abstract: Background: The suicide rate among Iraqis is rising, with many analysts attribut-
ing it to political instability, exposure to trauma, economic hopelessness, social stigma
surrounding mental health as well as cultural and societal pressures. However, the preva-
lence of suicidal ideation and associated risk factors in Iraqi youth is unknown, requiring
urgent attention and effective public health initiatives. Thus, the aim of this study was
to explore rates of suicidal ideation and associated risk factors among female secondary
school students in Baghdad, Iraq. Method: A cross-sectional study was conducted, utilising
quantitative survey data collected in four girls’ secondary schools across Baghdad, Iraq,
between August and December 2023. The survey consisted of questions relating to their
demographic characteristics (age, gender, school) and a series of measures pertaining to
participants’ levels of suicidal ideation, as well as factors commonly identified in the litera-
ture as predictors of suicide. Results: Four-hundred and two female participants took part.
Participants were aged between 13 and 17 years (M = 15.50; SD = 1.22). In total 11.3% of the
students scored in the at-risk range for suicidal behaviour and only 20.1% (n = 91) said they
had not had some thoughts of suicide in the previous two weeks. Previous diagnoses of
anxiety, high levels of depression and hopelessness, and poor quality of life were significant
risk factors for suicidal ideation. On average, students reported moderate levels of depres-
sion and high levels of hopelessness. Conclusions: Female Iraqi secondary school students
experience high levels of suicidality, alongside several other known risk factors for suicide
ideation. However, a limitation of this study is that cross-sectional designs limit causal
interpretation. Findings emphasise the importance of developing targeted school-based
interventions to support students’ mental health. Increasing research and attention in this
area is vital to not only improving the mental health of students in Iraq but also reducing
the stigma around mental health and suicide. Future policies should include specific mental
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health support for those young people affected by conflict, displacement and family loss,
integrating trauma-informed care into both mental health and educational services.

Keywords: school; female; suicide; self-harm; suicide prevention

1. Background

Suicide is the second leading cause of death amongst youth aged 10 to 34 worldwide.
Approximately 703,000 people die by suicide annually, and 20 suicide attempts occur for
every suicide [1]. Therefore, practical strategies to prevent or reduce suicide are necessary.
Data from the Iraq National Study of Suicide revealed that the crude suicide rate was
10.9/100,000 in 2016 [2] compared to 7.3/100,000 in 2017 in the UK [3], with statistics
suggesting that deaths by suicide have been increasing each year since [4]. Among those
who died, 36.6% were below the age of 20 [5]. There are particular concerns of a rising
suicide rate among Iraqi youths, with many analysts suggesting it may be due to the
economic hopelessness so many have experienced during childhood. However, little is
known about the current suicide rate in Iraqi youth, or the key risk factors. The prevalence
of suicidal ideation and associated risk factors in Iraq, therefore, requires urgent attention
and effective public health initiatives, particularly targeting youth, who seem to have been
omitted to date.

Basra recorded the highest rates of suicide or suicide attempts across Iraq, with the
ages of those dying by suicide ranging from 18 to 30 years old [6]. However, the rates
are generally considered to be an underestimate, as many people keep deaths by suicide
hidden for social reasons. For instance, doctors in Iraq have reported facing pressure from
relatives and tribal authorities to prevent post mortem examinations from investigating
the cause of death for two key reasons: (1) due to socio-religious beliefs that the autopsy
would damage the body, and (2) to cover up the real reason behind the death, as the family
refuse to disclose it due to social stigma and religious concerns [7].

In Iraq, several other factors are thought to contribute to levels of suicide ideation,
including intimate partner problems, physical health conditions, financial challenges, and
legal issues [7]. Others are personal or family experiences of violence, including child
abuse, neglect, and domestic violence, as well as family history of suicide and broader
community conditions, such as high crime rates and violence [8]. The COVID-19 pandemic
is also known to have contributed to an increase in several risk factors, such as rates of
domestic violence in the country, with one survey reporting that currently one in five Iraqi
women experience domestic violence [9].

Furthermore, the political situation in Iraq over the last two decades may present with
several unique risk factors for adolescents and young adults, with particular reference
to the Iraq mental health crisis [10]. For instance, many Iraqi children and their families
have suffered with mental health scars caused by past conflicts, wars, and economic
hostilities, including control by the Islamic State (ISIS) [11]. As a result, a study conducted in
Mosul across eight secondary schools reported 30% had symptoms of post-traumatic stress
disorder (PTSD), with rates higher in older adolescents [12]. Amplifying the existing mental
health concerns among Iraqi youth is the lack of mental health support and treatment across
the country [13]. These have been further compounded by the stay-at-home restrictions
and limited movements required to curb the spread of COVID-19. Concerns of increased
suicide ideation and associated risk factors have been highlighted by public health networks
globally [9].
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Iraqi females are thought to be disproportionately affected by suicidal ideation, self-
harm and suicide attempts, often noted to be driven by factors such as familial conflict,
economic dependence, and the limitations placed on women’s roles within society [14].
For example, in a recent systematic review [7] young females represented higher levels
of suicide attempts and ideation using potentially lethal methods such as self-burning,
thought to be due to high rates of depression, as well as community and domestic violence.
Furthermore, a comprehensive survey conducted in Iraq by the WHO in collaboration
with the Iraqi Ministry of Health [15], the Iraqi Mental Health Survey (IMHS) 2006–2007,
revealed that 5.4% of females had seriously considered suicide compared to 2.5% of males.
Females were also nearly three times more likely to engage in suicide attempts. These
findings are consistent with broader global trends where females, particularly adolescents
and young women, are more vulnerable to non-lethal self-harm and suicide attempts, often
to cope with psychological pain, depression, and trauma [4]. As such, work centred around
female adolescents is imperative to ensure appropriate targeted support is on offer.

The current study aimed to explore rates of suicidal ideation and associated risk factors
among female secondary school students in Baghdad, Iraq, a previously overlooked public
health concern.

2. Methods

2.1. Design

The current cross-sectional study utilised quantitative survey data collected in sec-
ondary schools across Baghdad, Iraq, between August and December 2023.

2.2. Participants and Recruitment

Four female secondary schools were recruited to participate. Baghdad is divided into
two parts, known as Karkh and Rusafa, by the Tigris River. Consequently, two female
schools were selected from each part to ensure representation of schools across the city. Data
collectors visited the four selected schools and, in coordination with the school principals,
selected a maximum of two classrooms per school (with an average of 50 students per
classroom). Students were invited to complete paper-based surveys in school, which
included all measures stated below. If the parents/carers consented to their child taking
part, students were invited to complete paper-based surveys in school. To maintain
participant privacy, female data collectors were assigned to female schools. Informed
assent was sought from the students, who were asked to tick a box at the beginning of the
questionnaire if they consented to taking part. Students were informed that participation
was voluntary, and they could leave before or during the completion of the questionnaires
without any negative consequences. Some students chose to leave before starting or did not
complete the questionnaires (n = 27; 6%). The study received ethical approval on 15 August
2023 Imam Ja’afar Al-Sadiq University, College of Arts Ethical Approval Committee (Ref:
2023-01).

2.3. Measures

The survey consisted of two parts: Part 1 asked participants questions relating to
their demographic characteristics (age, gender, school), while Part 2 presented a series of
measures pertaining to participants’ levels of suicidal ideation, as well as factors commonly
identified in the literature as predictors of suicide (outlined below). All measurements
have been validated for use with adolescent populations except for the brief two-item
hopelessness measure.
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2.3.1. Suicidal Ideation

Suicidal ideation was assessed via the Suicidal Ideation Attributes Scale (SIDAS) [16].
The SIDAS is a self-report measure designed to screen individuals in the community for
the presence of suicidal thoughts and assess the severity of these thoughts, over the past
month. It comprises five items, each targeting an attribute of suicidal thoughts: frequency,
controllability, closeness to attempt, level of distress associated with the thoughts, and
impact on daily functioning. Responses are measured on a 10-point scale. Total SIDAS
scores are calculated as the sum of the five items, with controllability reverse scored, and
with total scale scores ranging from 0 to 50. A higher total score reflects more severe
suicidal thoughts. Scores over 21 represent the clinically significant threshold for high-risk
suicide ideation.

2.3.2. Depression and Suicidal Thoughts and Plans

Depression symptoms were assessed using the Patient Health Questionnaire-9-item
version (PHQ-9) [17]. Participants are asked to indicate how often they have been bothered
by nine problems over the past two weeks. Each item is rated on a four-point Likert scale
ranging from 0 (“not at all”) to 3 (“nearly every day”). Scores are summed such that the
potential range is 0–27, with higher scores indicative of greater distress. Clinical thresholds
are provided, indicating ‘mild’, ‘moderate’, ‘moderately severe’ and ‘severe’ depressive
symptoms. The final question of the PHQ-9 asks participants to indicate the number of
days they have had thoughts that they would be better off dead or hurting themselves
in some way. If they indicated any suicidal thoughts, participants were presented with a
purpose-designed item, asking them to indicate which of the following describes the level
of suicidal ideation they were experiencing: “Mild suicidal thoughts with no plan or intent
to act”; “Moderate suicidal thoughts with a rough plan and some intent”; “Severe suicidal
thoughts with a specific plan and intent to act”.

2.3.3. Hopelessness

Hopelessness was assessed using the Brief-H-Pos, a two-item positively worded
measure of hopelessness [18]. Respondents indicate agreement on a five-point scale
(range 2–10), with lower scores indicating higher hopelessness.

2.3.4. Help-Seeking Intentions

Intentions to seek help were assessed using part two of the General Help Seeking
Questionnaire (GHSQ) [19]. The GHSQ presents participants with a list of potential sources
of help and asks them to indicate the likelihood that they would approach that source if
they were experiencing suicidal thoughts on a five-point scale (very unlikely-very likely).
Higher scores indicate greater levels of intended help-seeking.

2.3.5. Health-Related Quality of Life

Health-related quality of life was assessed using the Child Health Utility–9 (CHU9D) [20].
The CHU9D is a multi-attribute utility instrument suitable for young people aged 7–17 years.
The questionnaire has nine items, each with a five-level response category that assesses a
young person’s functioning “today” across various domains. The total score ranges from 0
to 40, with higher values indicating greater behavioural and emotional difficulties.

2.3.6. Suicide Literacy

Suicide literacy was assessed using an adapted version of the Literacy of Suicide Scale
(LOSS) short form to ascertain participants knowledge about suicide [21]. This contains
nine statements about suicide and asks participants to rate whether they believe it is true,
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false, or they do not know. The scale provides a total literacy score (percent correct), where
higher scores indicate greater suicide literacy.

2.4. Procedure and Analytic Strategy

A pre-testing pilot was conducted to test the translation of the survey from English
to Arabic on a small group similar to the target population (n = 7). The survey was then
distributed within schools. See Box 1 for more information on the translation process.

Prior to analysis, participants’ responses on the paper-based surveys were scanned
using Remark Office OMR software Version 11 by data entry personnel. The file was then
imported into IBM SPSS Version 29 for analysis.

This was an exploratory analysis, whereby descriptive statistics were conducted to
identify the socio-demographics of the sample and the factors characteristic of students
experiencing suicide ideation. To achieve this, we conducted the following set of analyses.
Descriptive analysis (e.g., means, standard deviations, frequencies, percentages) were
used to characterise the overall sample in terms of age, gender, ethnicity, academic status,
and other socio-demographic variables. Next, chi-squared analyses were used to assess
associations between categorical variables (e.g., gender and suicidal thoughts), as well
as independent sample t-tests and one-way ANOVAs to compare means of continuous
variables (e.g., levels of stress, social support) across groups defined by the presence or
absence of suicide ideation or across multiple categorical groups (e.g., academic year).
Association analyses using Spearman’s Rank correlation were also employed to examine
relationships between continuous and ordinal variables (e.g., perceived stress and suicidal
ideation scores). Regression analyses were then conducted with suicide ideation and
suicidal thoughts as outcome variables to identify significant predictors. We did not
conduct Bonferroni corrections for multiple comparisons based on recommendations from
Armstrong [22] and Rothman [23] that corrections for multiple comparisons in exploratory
studies are not required, due to the increased likelihood of Type 2 errors.

Box 1. Translation process.

1. Formation of Translation Teams:

• A translation team was established, comprising a professional English translator and a
professor specialising in clinical psychology who is proficient in English.

2. Translation of Questionnaires:

• The team translated the questionnaires from English to Arabic.

3. Language Review:

• The translated questionnaires were reviewed by an Arabic language specialist to ensure
linguistic accuracy and appropriateness for secondary school students.

4. Back-Translation:

• A second team was formed, consisting of a professional English translator and a professor
specialising in clinical psychology who is proficient in English. This team performed a
back-translation of the Arabic questionnaires into English.

5. Review and Finalisation:

• A meeting was held between the two translation teams to discuss feedback regarding
the translations and to agree on a finalised Arabic version of the questionnaires.

3. Results

3.1. Demographic Characteristics

A total of 452 female participants took part. Participants were aged between 13 and
17 years (M = 15.50; SD = 1.22). The most common mental health diagnosis reported by
students was anxiety (n = 190; 42%), followed by depression (n = 99; 21.9%) and obsessive-
compulsive disorder (OCD; n = 77; 17.0%). The prevalence of neurodivergent conditions
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was broadly in-line with international rates, with 2.0% (n = 9) reporting an autism diagnosis
and 11.1% (n = 50) reporting a diagnosis of attention deficit hyperactivity disorder (ADHD).
See Appendix A Table A1 which provides the breakdown of mental health diagnosis.

3.2. Suicidal Ideation (SIDAS)

Mean scores for suicide ideation on the SIDAS were 8.45 (SD = 10.30) out of a maximum
score of 50 (range = 0–50). Seven participants (1.5%) had the maximum possible score.
Responses to the individual items are presented on Appendix A Table A2.

A total of 11.3% of the students (n = 51) scored in the at-risk range for suicidal be-
haviour (a score ≥ 21). This was consistent across age groups. A logistic regression
was performed to identify significant predictors of high-risk SIDAS scores. The overall
model was statistically significant (c2 (1) = 186.127, p < 0.001), explaining 17.5% of the
variation (Nagelkerke R2). Depression (p = 0.001), quality of life (p = 0.003), and hopeless-
ness (p = 0.044) were significant predictors of high-risk SIDAS scores. Table 1 provides
further details.

Table 1. A logistic regression examining predictors of high-risk levels of suicidal ideation.

Total Scores β S.E. Wald Significance Exp (B) 95% CI Lower 95% CI Higher

Depression 0.095 0.028 11.825 <0.001 ** 1.100 1.042 1.161

Help-seeking 0.010 0.016 0.403 0.525 1.010 0.979 1.043

Quality of life −0.066 0.022 8.532 0.003 ** 0.937 0.896 0.979

Suicide Literacy −0.044 0.113 0.151 0.698 0.957 0.767 1.195

Hopelessness 0.166 0.082 4.061 0.044 * 1.180 1.005 1.387
* <0.05. ** <0.01.

A logistic regression was also performed to ascertain the effects of previous mental
health diagnosis on at-risk SIDAS scores. The overall logistic regression model was statisti-
cally significant (c2 (1) = 186.127, p < 0.001), explaining 10.4% of the variation (Nagelkerke
R2). Those with a mental health diagnosis of anxiety were 1.9 times more likely to score ≥ 21
on SIDAS (p = 0.052). Similarly, students with any diagnosis of a personality disorder were
3.6 times more likely to score ≥ 21 (p = 0.027). No other predictors were significant.

3.3. Suicidal Thoughts and Behaviours

The final question on the PHQ-9 relates to suicidal thoughts—‘thoughts that you
would be better off dead’. Nearly half of the sample (n = 220; 48.7%) disclosed they had
these thoughts ‘nearly every day’ in the last two weeks, 19.2% (n = 87) reported having
these thoughts ‘more than half of the days’, and 11.9% (n = 54) reported having these
thoughts ‘several days’. Only 20.1% of students stated they did not have these thoughts
over the time frame (n = 91).

For those who did report having suicidal thoughts in the last two weeks (n = 361),
they were asked whether they had a plan to act on these thoughts. 72.3%% (n = 327) had no
plans or intent to act upon these thoughts, 15.9% (n = 72) had a rough plan or some intent,
and 10.4% (n = 47) had a specific plan or intent. Further analyses revealed a significant
association between age and suicidal thoughts (χ (6) = 17.134, p = 0.009)—see Table 2.

A logistic regression was performed to identify significant predictors of suicidal
thoughts. Overall, the regression model had a good fit (c2 (1) = 138.013, p < 0.001), explain-
ing 33.4% of the variation (Nagelkerke R2). Depression scores (p < 0.001), suicide ideation
(SIDAS; p < 0.001), and quality of life (p < 0.001) were significant predictors of suicidal
thoughts. Table 3 provides further details.
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Table 2. Rates of reported suicidal thoughts by age.

Age
Not at All
(n; %)

Several Days
(n; %)

More than Half
(n; %)

Nearly Everyday
(n; %)

13–14 years (n = 85) 12 (14.1%) 4 (4.7%) 14 (16.5%) 55 (64.7%)

15–16 years (n = 307) 64 (22.6%) 35 (12.3%) 61 (21.5%) 123 (43.4%)

17+ years (n = 89) 15 (17.8%) 15 (17.8%) 12 (14.3%) 42 (49.4%)

Table 3. A logistic regression examining predictors of suicidal thoughts.

Total Scores β S.E. Wald Significance Exp (B) 95% CI Lower 95% CI Higher

Depression 0.194 0.028 47.476 <0.001 *** 1.214 1.149 1.283

Help-seeking −0.003 0.013 0.058 0.809 0.997 0.972 1.023

Quality of life 0.068 0.019 12.342 <0.0001 *** 1.071 1.031 1.112

Suicide Literacy −0.060 0.096 0.390 0.532 0.942 0.779 1.137

Suicide ideation (SIDAS) −0.079 0.014 33.817 <0.001 *** 0.924 0.899 0.949

Hopelessness −0.130 0.082 2.530 0.112 0.878 0.747 1.031

*** <0.001.

3.4. Potential Risk Factors
3.4.1. Suicide Literacy

The mean score for students on the LOSS was 4.46 (SD = 1.40) out of a maximum score
of 9 (range = 0–12). Total scores of correct answers in the current sample ranged from 0
(0.2% of the sample) to 8 (1.3%), out of a possible 9. Most commonly, students answered
four (28.1% of the sample) or five (28.3%) of the questions correctly. No significant age
differences were identified. Individual responses are provided in Appendix A Table A3.

3.4.2. Depressive Symptoms

The mean score for students on the PHQ-9 was 11.10 (SD = 5.91) out of a maximum
score of 27 (range = 0–27). This is considered ‘moderate’ depression. A Spearman’s Rank
analysis indicated a statistically significant weak, positive correlation between age and
depressive scores, with depression scores increasing with age (rs (452) = 0.101, p < 0.05).

3.4.3. Hopelessness

The mean score for students on the Brief-H-Pos was 3.42 (SD = 1.79) out of a maximum
score of 10 (range = 0–10), indicating high levels of hopelessness. Almost two-thirds (62.4%;
n = 282) disagreed or strongly disagreed with the statement “the future seems to me to be
hopeful and I believe that things are changing for the better”. Similarly, 65.0% (n = 294) disagreed
or strongly disagreed with the statement “I feel that it is possible to reach the goals I would like
to stive for”. Further details are provided in Appendix A Table A4. A one-way ANOVA
indicated a significant association between age and hopelessness scores, (F (2, 449) = 3.514,
p = 0.031). Post hoc analyses revealed that 15–16-year-olds were significantly more likely to
be hopeful compared to 17+ year olds (0.55 ± 0.21, p = 0.026).

3.4.4. Quality of Life

The mean score for students on the CHU9D was 19.87 (SD = 8.04) out of a max-
imum score of 40 (range = 0–36). Responses to individual items are presented in
Appendix A Table A5.

A one-way ANOVA indicated a significant association between age and quality of life
scores, (F (2, 449) = 5.927, p = 0.003). Post hoc analyses revealed that 13–14-year-olds were
significantly more likely to report higher quality of life than 15–16-year-olds (2.52 ± 0.98,
p = 0.029) and 17+ year olds (4.15 ± 1.22, p = 0.26).
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3.4.5. Help-Seeking Intentions

The mean score for students on the GHSQ was 16.27 (SD = 10.35) out of a maximum
score of 35 (range = 1–33). Most commonly, students said they would seek help from a
sibling (mean = 2.81; SD = 1.85) or online (mean = 2.58; SD = 2.06). They were least likely to
seek help from a teacher (mean = 1.81; SD = 2.20) or counsellor (mean = 2.13; SD = 2.08).

A one-way ANOVA indicated a significant association between age and help-seeking
intentions, (F (2, 449 = 22.59, p <0.001). Post hoc analyses revealed that help-seeking
intentions decreased with age; 13–14-year-olds were significantly more likely to seek
help than 15–16-year-olds (6.23 ± 1.22, p = < 0.001) and 17+-year-olds (10.04 ± 1.52,
p = < 0.001), while 15–16-year-olds were more likely to seek help than 17+-year-olds (3.80
± 1.23, p = 0.006).

4. Discussion

The current study aimed to explore rates of suicidal ideation and the associated
risk factors among female secondary school students in Iraq. Across the current sample,
students reported ‘moderate’ levels of depression and high levels of hopelessness. Students
were most likely to seek help from a sibling or online and least likely to seek help from a
teacher or counsellor. Quality of life was associated with age, with higher age groups (17+)
reporting lower levels of quality of life, compared to 13–14-year-olds. Finally, depression,
quality of life and hopelessness significantly predicted suicidal ideation among female
students. Adolescent suicidal behaviour is a neglected public health issue, especially in
middle- and low-income countries, and there is a greater need for more attention and
research exploring suicidal ideation among students in Iraq. Furthermore, females have
been shown to be disproportionately affected by suicidal ideation and/or behaviours, with
societal factors and pressures placing a bigger burden on female adolescents.

Little research has been done into the mental health of Iraqis; as such, the prevalence
of suicidal ideation and associated risk factors requires urgent attention and effective public
health initiatives, particularly targeting youth. One national survey conducted in 2007 (Iraq
Mental Health Survey; IMHS) [24], with 4332 respondents showed anxiety disorders to be
most common (13.8%), followed by major depressive disorder (7.2%). Similar findings were
reported in the current study, with the most common mental health diagnosis reported by
students being anxiety (42%), followed by depression (22.1%) and obsessive-compulsive
disorder (OCD; 16.5%). Given that the IMHS highlighted increasing lifetime prevalence of
most disorders across generations, and with individuals younger than 18 years making up
almost half the population, addressing the mental health of youth in Iraq is imperative [25].

Over the last two decades, past conflicts, war and economic hostilities have impacted
upon the mental health of many Iraqi youth and their families. Exposure to violence,
displacement and loss of family have been identified as key factors contributing to poor
mental health, in particular PTSD. Research indicates that nearly one in five Iraqi children
exhibits symptoms of PTSD, with rates significantly higher in areas most affected by
conflict [26]. Furthermore, the ongoing instability and lack of access to mental health
services exacerbates these issues, leaving many youths without support [12]. Interestingly,
there was no link found between PTSD and mental health in the current study; however,
this may be due to the low base rate of students with a PTSD diagnosis. Future research
should, therefore, build upon this to further explore the link with PTSD-related symptoms
and suicidal ideation among this population.

The current study also highlights high rates of suicidal ideation among Iraqi female
secondary school students. Schools provide an important opportunity for suicide preven-
tion and intervention, yet in the current study students disclosed they would be least likely
to seek support from teachers. Most teachers in Iraq receive no training on mental health
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during their teaching career, and there is a high unmet need for school-based mental health
interventions [27]. Students seeking help from siblings or online resources, thus, provides
an important avenue to explore, highlighting the specific needs of female students and
ensuring the quality and standards of that level of support online is evident to protect those
young people seeking support. Despite the obvious need for school-based suicide preven-
tion and mental health intervention, implementing these programmes in Iraq may face
significant challenges, including cultural stigma and limited resources [28]. This challenge
may further be amplified for female adolescents, who face additional societal pressures
surrounding the role of a woman [14]. As such, the existing stigma surrounding suicidal
ideation and behaviours is also important to address to better support Iraqi adolescents.

4.1. Limitations

While the current study provides novel insights into the rates of suicidal ideation and
associated risk factors of female Iraqi youth, there are some limitations that need to be
acknowledged. Firstly, this study examined students across four schools in one area in
Iraq, which limits the generalisability of the findings. The sample was relatively small, and
while cross-sectional studies are efficient and inexpensive, they have limitations regarding
causal inference and temporal relationships, impacting their overall rigor [29]. As the study
was conducted between August and December, the shift between season changes may
have been associated with changes in mood and the development of Seasonal Affective
Disorder (SAD) [30]. Furthermore, the validity of translated measures cannot be assumed,
as well as the validity of research findings, since stigma may have been an issue for some
Iraqi adolescents when answering questions regarding suicide. Additionally, regression
models identified key predictors, such as depression and hopelessness, highlighting their
significant roles. However, much variance remains unexplained, which may suggest the
involvement of additional psychological, social or contextual factors not captured in the
model. This is something future research can explore looking at capturing longitudinal
data with more measures to better understand the complexity of suicidal ideation within
Iraqi youth. Finally, the lack of PTSD data, despite its known prevalence in conflict-exposed
youth in Iraq, limited the findings. Future research should include rigorous research
designs, larger sample size and translated psychometric measures that have been validated
within Iraqi schools.

Implications for Health and Policy

Findings from the current study highlight the need for mental health education and
training, specifically suicide prevention, for school staff, supporting the necessity for and
appropriateness of suicide prevention programmes for Iraqi youth. There is an urgent
need for a national suicide prevention policy for Iraqi adolescents, particularly females, as
well as ensuring appropriate funding allocation for mental health services to ensure access,
especially in schools. The stigma around mental health and suicidal ideation, especially
for females, is a major barrier to seeking help; thus, public health campaigns are needed
to reduce stigma and promote open discussions about mental health. These campaigns
should be sensitive to cultural norms but work towards normalising mental health care
and encouraging early intervention. Finally, the ongoing conflict, economic instability and
past trauma many Iraqi youths have faced has significantly impacted on mental health
and suicidal ideation. Policies should, therefore, include specific mental health support
for those young people affected by conflict, displacement and family loss, integrating
trauma-informed care into both mental health and educational services.
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5. Conclusions

The current study explored rates of suicidal ideation and associated risk factors among
female secondary school students in Baghdad, Iraq, a previously overlooked public health
concern, particularly among low and middle-income countries. Findings reveal that Iraqi
secondary school students experience moderate levels of depression and high levels of
hopelessness, both of which are significant predictors of suicidal ideation. The reluctance
of students to seek help from teachers emphasises the importance of developing targeted
school-based interventions to support young people’s mental health. Increasing research
and attention in this area is vital to not only improving the mental health of students in
Iraq but also reduce the stigma around mental health and suicide.
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Appendix A

Table A1. Reported diagnosis rates of mental health and neurodivergent conditions.

Mental Health Diagnosis Yes (n) No (n)

Depression 99 (21.9%) 353 (78.1%)
Anxiety 190 (42%) 262 (58%)
Bipolar 14 (3.1%) 438 (96.9%)
OCD 77 (17.0%) 375 (83.0%)
Anorexia 40 (8.8%) 412 (91.2%)
Bulimia 11 (2.4%) 441 (97.6%)
Any Personality Disorder 21 (4.6%) 431 (95.4%)
PTSD 25 (5.5%) 427 (94.5%)
Substance Use 1 (0.2%) 451 (99.8%)
Psychotic Disorder 22 (4.9%) 430 (95.1%)
ADHD 50 (11.9%) 402 (88.9%)
Autism 9 (2.0%) 443 (98.0%)
None 99 (21.9%) 353 (78.1%)
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Table A2. Individual item responses on the SIDAS (0 = Never, 10 = Always).

0 1 2 3 4 5 6 7 8 9 10

In the past month, how often have you had thoughts about suicide?

265 (58.6%) 53 (11.7%) 24 (5.3%) 23 (5.1%) 29 (6.4%) 10 (2.2%) 7 (1.5%) 11 (2.4%) 5 (1.1%) 6 (1.3%) 19 (4.2%)

In the past month, how much control have you had over these thoughts?

228 (50.4%) 26 (5.8%) 14 (3.1%) 13 (2.9%) 10 (2.2%) 16 (3.5%) 9 (2.0%) 11 (2.4%) 14 (3.1%) 17 3.8%) 94 (20.8%)

In the past month, how close have you come to making a suicide attempt?

331 (73.2%) 39 (8.6%) 23 (5.1%) 15 (3.3%) 11 (2.4%) 7 (1.5%) 3 (0.7%) 3 (0.7%) 5 (1.1%) 0 15 (3.3%)

In the past month, to what extent have you felt tormented by thoughts about suicide?

303 (67.0%) 45 (10.0%) 19 (4.2%) 20 (4.4%) 11 (2.4%) 10 (2.2%) 6 (1.3%) 16 (3.5%) 2 (0.4%) 1 (0.2%) 19 (4.2%)

In the past month, how much have thoughts about suicide interfered with your ability to carry out daily activities, such as work, household tasks or
social activities?

285 (63.1%) 79 (17.5%) 7 (1.5%) 4 (0.9%) 10 (2.2%) 25 (5.5%) 7 (1.5%) 6 (1.3%) 5 (1.1%) 3 (0.7%) 21 (4.6%)

Table A3. Responses to individual items on the LOSS.

True (T)—1 False (F)

1–0 “Most people who die by suicide are younger than
30” (F) 156 (34.5%) 296 (65.6%)

2–1 “Men are more likely to die by suicide than
women” (T)

302
(66.80%) 149 (33.0%)

3–1 “People who want to attempt suicide can change their
mind quickly” (T) 208 (46.0%) 243 (53.8%)

4–0 “Media coverage of suicide will influence other people
to attempt suicide” (F) 168 (37.2%) 284 (62.8%)

5–0 “Everyone who dies by suicide would be diagnosed as
depressed” (F) 201 (44.5%) 251 (55.5%)

6–0 “Talking about suicide always increases the risk” (F) 184 (40.7%) 268 (59.3%)

7–1 “A suicidal person will not always be suicidal” (T) 147 (32.5%) 305 (67.5%)

8–1 “Seeing a health professional can prevent suicide” (T) 130 (28.8%) 322 (71.2%)

9–1 “You don’t have to be a professional to help someone
who is suicidal” (T) 279 (61.7%) 173 (38.3%)

Table A4. Responses to individual items on the Brief-H-Pos.

Absolutely
Disagree

Somewhat
Disagree

Cannot
Say

Somewhat
Agree

Absolutely
Agree

Missing
Data

“The future seems to me to be
hopeful and I believe that things
are changing for the better”

234 (51.8%) 48 (10.6%) 58 (12.8%) 12 (2.7%) 11 (2.4%) 89
(19.7%)

“I feel that it is possible to reach
the goals I would like to
strive for”

233 (51.5%) 61 (13.5%) 44 (9.7%) 106 (23.5%) 6 (1.3%) 2 (0.4%)
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Table A5. Responses to individual items of the CHU9D.

I Don’t Feel/I Had
No Problems
with. . .

I Feel a Little Bit/I
Had a Few
Problems with. . .

I Feel a Bit/I Had
Some Problems
with. . .

I Feel Quite/I
Have Many
Problems with. . .

I Feel Very/I
Can’t. . .

Worried 77 (17.0%) 65 (14.4%) 81 (17.9%) 86 (19.0%) 143 (31.6%)

Sad 82 (18.1%) 121 (26.8%) 65 (14.4%) 82 (18.1%) 102 (22.6%)

In pain 69 (15.3%) 33 (7.3%) 54 (11.9%) 83 (18.4%) 213 (47.1%)

Tired 111 (24.6%) 160 (35.4%) 57 (12.6%) 71 (15.7%) 52 (11.5%)

Annoyed 151 (33.4%) 42 (9.3%) 72 (15.9%) 81 (17.9%) 106 (23.5%)

Completing school
work/homework 45 (10.0%) 59 (13.1%) 76 (16.8%) 96 (21.2%) 176 (38.9%)

Sleeping 100 (22.1%) 136 (30.1%) 41 (9.1%) 69 (15.3%) 106 (23.5%)

Completing my
daily routine 30 (6.6%) 30 (6.6%) 139 (30.8%) 71 (15.7%) 182 (40.3%)

Joining in activities 76 (16.8%) 132 (29.2%) 54 (11.9%) 73 (16.2%) 117 (25.9%)
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Abstract

We pose the question of whether life has become unlivable for the young in America amidst
the current political climate, which has systematically deregulated our social structures
that safeguard against oppressive and unjust practices. What leads the young to become
demoralized to the point of wanting to end their lives? Drawing on several established
psychosocial models for suicide, including those of Durkheim, Joiner, and Butler, we
highlight how groups of youth as disparate as youth of color, LGBTQ+ youth, and young
men experience unique sociopolitical stressors that contribute to increased suicidality.
We argue that despite differences in their contexts, they experience shared pathways to
suicide. At a time when U.S. funding cuts threaten to dismantle the progress made in recent
years to address structural racism and sexism, we also make a case for the importance of
mental health clinicians’ engagement in advocacy work that recognizes the sociopolitical
influences on mental health and highlight universal school-based social emotional learning
(USB SEL) as one beneficial intervention to target mental health outcomes across disparate
youth groups.

Keywords: suicide; adolescent; DEI; livability; LGBTQ+; youth of color; incels

1. Introduction

Youth suicide is a major public health concern globally and is the third leading cause
of death among 15 to 29-year-olds [1]. In the United States, suicide is the second leading
cause of death among 10 to 19-year-olds, and one in five youth have reported seriously
contemplating suicide [2,3]. Suicide deaths among 10 to 24-year-olds in America increased
by 62% from 2007 to 2021; they have also risen dramatically in American preteens as young
as 8 years old, with an 8.2% annual increase from 2008 to 2022 [4]. High suicide rates
are found in subsets of youth as diverse as LGBTQ+ youth, youth of color, and young
men. The prevalence of despair in youth is similarly high, with significant disparities by
race, sex, and gender identity. In 2024, the CDC reported that 40% of high school students
reported persistent feelings of sadness or hopelessness during the past year. This was
higher in females (53%) than males (28%); higher among LGBTQ+ (65%) than cisgender and
heterosexual (31%) individuals; highest among American Indian or Alaskan Native (45%),
Hispanic (42%), multiracial (41%), Black (40%), White (39%), and Asian (32%) individuals;
and lowest among Native Hawaiian or Pacific Islanders (26%) [3,5].

We share our perspective as psychiatrists practicing in San Francisco, long hailed as
a city championing social activism and compassionate ethos, where progress made over

Healthcare 2025, 13, 2585 https://doi.org/10.3390/healthcare13202585
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the decades is being toppled at an alarming rate. The current Trump administration has
ushered in what might be considered a post-DEI era, enacting numerous executive orders,
leading to the dismantling of diversity, equity, and inclusion (DEI) efforts, restrictions
on gender affirming care, reversal of transgender policies, deportation and detention of
immigrants, and rollback of research funding and health insurance coverage [6–8]. We
know that self-harm rates are worse in marginalized groups such as youth of color and
LGBTQ+ adolescents, but we are losing funding to both study and treat these populations,
as a loud and powerful majority center White men as perceived victims [9,10]. As re-
sentment against marginalized groups mounts and the narrative of victimhood becomes
increasingly universalized, we explore why different groups, regardless of their identity,
might see themselves as vulnerable and ostracized. We highlight how groups of youth as
disparate as youth of color, LGBTQ+ youth, and young men experience unique sociopo-
litical stressors that contribute to increased suicidality. We argue that despite differences
in their contexts, they experience shared pathways to suicide. Of note, we do not discuss
intersectionality in the scope of our paper but recognize this is an important considera-
tion that must be explored. In response to regressive policies that strip away resources
from marginalized groups, we propose that mental health professionals must not only
advocate for protective policies but also collaborate with the education and public health
sectors to strengthen programs such as the Social Emotional Learning curriculum, which is
foundational in building a nurturing school climate.

2. Theoretical Frameworks for Understanding Suicide

There have been dramatic shifts over the years in how society has viewed suicide,
from the older religious perspective that taking one’s own life is a sin to the current day’s
strong influence of the psychological model, which purports that mental illness is the
primary cause, the so-called “90 percent statistic” [11]. In ancient Rome, some forms
of self-killing were considered honorable, with the Epicureans acknowledging that one
had the right to dispose of their own life. Laws permitted self-killing for a variety of
reasons, including taedium vitae (one has had enough of life), inpatientia (bodily suffering),
dolor (psychic pain), and pudor (shame) [12,13]. In 1897, Durkheim proposed that the root
cause of suicide might be underlying social conditions, which heralded the move away
from the religious belief that condemned it to be a moral crime. He proposed four different
types of suicide based on the lack or abundance of social integration and moral regulation:
egoistic suicide, altruistic suicide, anomic suicide, and fatalistic suicide [13–16]. Joiner
talks about “thwarted belonging,” also in the context of isolation and non-integration, as a
cause for suicide [17]. While it is considered in suicidology to be a well-established fact
that 90% of all suicides are a consequence of mental disorders, Hjelmeland and Knizek
argue that, in addition to psychiatric conditions, one has to focus on the contextual and
the relational in the life course perspective to fully understand the nature of suicide [18].
There have been many theories to better understand suicidal thoughts and behaviors,
but predictive ability has not improved despite a half-century of risk factor research [19].
There is no simple solution to decrease suicidality and increase mental well-being across a
wide range of youth groups, yet ongoing research and theories are critical to refining and
developing intervention and prevention efforts. A cohesive way to approach how diverse
groups experience mental health challenges is to understand the social determinants of
mental health, an approach that is aligned with Durkheim and Joiner’s views that the
sociopolitical context is inextricably tied to suicide.
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3. Sociopolitical Forces Eroding Belonging in Disparate Youth Groups

Cover elegantly puts together a narrative for rethinking minority youth suicide, draw-
ing upon themes of loneliness, isolation from the works of Durkheim and Joiner, and
Butler’s approach to social belonging, livability, and grievability [20]. Butler defines liv-
ability as sociopolitical, economic, institutional, biological, and psychological conditions
that enable a life of meaning rather than mere existence, while unlivability is characterized
by a loss of these vital conditions, leading to extreme suffering and injustice. When one is
faced with an unlivable life, life may not feel worth safeguarding, protecting, or valuing,
hence not worth grieving or “ungrievable” [21]. Rather than viewing isolation and lone-
liness as the root causes of suicide, Cover articulates that they may be reconceptualized
as contributions to unlivability [20]. Together, these frameworks suggest that disparate
populations may face suicide risk via common pathways toward an “unlivable life,” which
may be paved by sociopolitical conditions that erode belonging, deprive resources for basic
needs, or impose persecution.

3.1. Youth of Color

The suicide rate among American Black youth between 10 to 17 years old increased
by 144% between 2007 and 2020, significant for being the fastest-growing rate among racial
groups [22]. Joseph and colleagues showed that from 1999 to 2020, suicide rates among
Black females aged 15 to 84 increased from 2.1 to 3.4 per 100,000, with a concentrated
rate increase from 1.9 to 4.9 per 100,000 among those aged 15 to 24. They utilized age,
period, and cohort (APC) effects to elicit key information, which helped with more precise
identification of the concentration of suicide risk for young Black women in the US [23].

The sociopolitical context has had a marked impact on suicide rates among youth of
color in the United States. Structural factors such as racism, concentrated poverty, and
economic segregation are strongly associated with suicide risk [24,25]. The CDC’s Youth
Risk Behaviors Survey from 2023 found that students who experienced racism had a higher
prevalence of indicators of poor mental health, substance use, and suicide risk. Among
students of color, including American Indian or Alaska Native, Asian, Black, Hispanic, and
multiracial students, those who experienced racism had two times higher prevalence of
seriously considering and attempting suicide compared with those who never experienced
racism [26,27]. Moreover, this group’s disparities in access to healthcare and education
may be further exacerbated by disproportionate representation of youth of color in the
foster care and juvenile incarceration systems, settings known to be associated with higher
suicide risk [28,29]. Beyond systematic forms of racism, many American youth of color
experience insidious forms of discrimination in daily life, such as through online racial
discrimination on social media; these forms of racism are also associated with increased
suicidal ideation among Black and Latinx youth [30–32].

Recent sweeping policy changes from the current administration have compounded
an already vulnerable social foundation. Executive orders terminating diversity, equity,
and inclusion (DEI) programs and initiatives have unilaterally retracted critical programs
that ameliorated inequities for minoritized youth and halted research documenting race-
and ethnicity-disaggregated research on mental health outcomes for particular minoritized
groups [33]. Moreover, the administration’s targeting of news outlets, suppression of
dissent, threats of funding cuts to academic institutions for DEI efforts, and aggressive
enforcement of anti-immigration policies have exerted a “chilling effect” on minoritized
Americans [34–37]. These executive orders codify the erasure of youth of color from public
and academic awareness, withdraw resources, and mechanize discrimination, all factors
that contribute to suffering, injustice, and unlivability.
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3.2. LGBTQ+ Youth

Mental health challenges and suicidality are significant concerns for LGBTQ+ youth, a
population that has its own unique history and sociopolitical context. It is important to un-
derstand the underlying role stigma and minority stress play in determining mental health
disparities among LGBTQ+ youth. Meyer posited the minority stress theory in 2003, by
which individuals from stigmatized social categories are exposed to excess stress as a result
of their social and often minoritized position [38,39]. These unique stressors go beyond the
general stressors that are experienced by all individuals in that they are both socially based
and chronic throughout one’s lifetime, given their perpetuation through laws and policies.
Therefore, any discussion of mental health challenges present in LGBTQ+ youth must
acknowledge that the presence of these challenges is significantly impacted by targeted
stigma operating on an individual, interpersonal, and structural basis.

On an individual level, internalized homophobia and transphobia, which refer to
the internalization of negative societal attitudes about one’s sexual orientation and gen-
der identity, can lead to unhealthy behaviors and poor mental health outcomes among
LGBTQ+ individuals. For example, Perez-Brumer et al. show internalized transphobia is
associated with increased risk of lifetime suicide attempts among transgender adults [39].
Another example of the impact of stigma on the individual level is rejection sensitivity.
As a consequence of previous experiences with prejudice and discrimination toward their
LGBTQ+ group membership, many individuals learn to anxiously anticipate rejection and
develop unhealthy coping strategies as a result [40].

Perhaps one of the most salient examples of interpersonal stigma leading to poor
mental health outcomes in LGBTQ+ youth is bullying and victimization. To draw from
data reflecting another Western country, in British LGBTQ+ youth, bullying and online
bullying have been shown to be correlated with self-harm and suicidal ideation [41]. In 2024,
the Trevor Project reported that nearly half of LGBTQ+ teenagers in the US experienced
bullying and demonstrated higher rates of suicide attempts than their counterparts who
did not experience bullying [42]. Jadva et al. found that nearly 17% of UK adolescents who
experienced more homophobic, biphobic, and transphobic (HBT) bullying were more likely
to report self-harm and suicidal ideation, while 20% were more likely to report a suicide
attempt. These results are even stronger with regard to online bullying, with adolescents
who experienced online bullying being 25% more likely to report self-harm and suicide
ideation and 22% more likely to report a suicide attempt [41].

The Trump administration ushered in America’s post-DEI era, enacting numerous
executive orders rolling back DEI initiatives and suppressing recognition of gender and
sexual minorities, amplifying negative structural effects on LGBTQ+ mental health. Recent
cuts in federal funding for public health care have jeopardized targeted resources for
minoritized populations, such as the discontinuation of the LGBTQ+ youth suicide hotline
on 17 July 2025 and limitations on gender affirming care. Given limited data on these
very recent changes on federal, state, county, and city levels, only an anecdotal discussion
based on clinical and academic experiences can be shared. As recently as Spring 2025, the
academic clinical staffing within our city’s LGBTQ+ clinic serving publicly-insured patients
was severely cut as a result of shifting national and state funding contracts. As a result of
these political shifts, both public and private clinics serving LGBTQ+ identifying patients
across the California Bay Area have seen exacerbations in mental health symptoms, from
depression and anxiety to trauma and gender dysphoria. These symptom exacerbations
have been experienced in waves that correlate with social and political discourse centered
on sexual and gender identity and threats to their legal protections. Some states like
California are stepping up to fill the gap, but without federal support, our nation will face
a patchwork quilt of mental health care policy deserts for minoritized youth [43]. As such,
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discriminatory policies systematize structural stigma and inevitably undermine public
mental health [44].

3.3. Young Men and Boys

The sociopolitical context of young men and boys has shifted drastically in the last
several decades. Economically, technological advances in job automation have decreased
well-paying manufacturing and manual labor work that were predominantly occupied by
men; these trends are likely to be ongoing with the spread of generative artificial intelligence
technology. The COVID-19 epidemic additionally exacerbated economic pressures, dimin-
ished social ties, and negatively impacted civic and social communities. These changes
intersect with gendered norms such as R.W. Connell’s conception of hegemonic masculinity,
which emphasizes stoicism, toughness, and control [45]. These norms socialize boys and
men to suppress emotional vulnerability, which in turn reduces help-seeking behaviors for
depression, anxiety, and suicidal ideation [46]. Young men find themselves in the “double
bind” of masculinity, where conforming to masculine norms leaves them bereft of care,
but eschewing these norms alienates them from their peers [47]. These shifts have led to
significant declines in mental health outcomes for young men.

In 2023, the suicide rate among American men was nearly four times higher than
women, accounting for 80% of all suicides [48]. Explanations for the suicide rate disparity
between men and women have been hypothesized to be related to the higher lethality
methods that men are more likely to employ (e.g., hanging, asphyxiation, and by firearm).
Other possible reasons for high-lethality behavior in males may be: a stronger intent
to die, a greater threshold for help-seeking, social isolation with a lower likelihood of
being rescued, more aggressive personality traits, the involvement of alcohol, and the
significant role of unemployment [49]. Young men are increasingly facing disconnection
from educational, employment, civil, and social life. Compared to women, men in the US
face higher unemployment rates and have seen a precipitous drop in college enrollment
and completion over the last decade, with over 10% of men between the age of 25 and 54
neither working nor in school. Unemployment, lack of a college education, and financial
hardship are all respectively associated with triple, quadruple, and quintuple the odds of
suicide attempts [50–54]. Data from a population-wide study in Germany showed that
nearly a quarter of men report social isolation, both through objective metrics such as living
alone and being unmarried and subjective reports of loneliness [55]. These compounding
factors of unemployment, reduced education, and increased loneliness drive the majority
of suicides in young men [55,56].

This erosion of social and civic connection coincides with a broader shift toward
life online, where American youth aged 8 to 18 now spend an average of 7.5 h per day
on digital platforms [57]. For many young men, loneliness and disconnection increase
susceptibility to online radicalization. Research links vulnerability to extremism with lower
levels of social capital, and extremist online communities show a high concentration of
mental health difficulties [58]. The involuntary celibate (“incel”) community offers a stark
example.

The term “involuntary celibate” was originally coined by a Canadian female un-
dergraduate student in 1997. It was then adopted by a group of heterosexual men who
coalesced around their frustration from romantic rejection and pointed to several perceived
causes of this rejection, which ranged from their own physical appearances to larger soci-
etal movements such as feminism. This online subculture first emerged on Reddit, with
40,000 active members before it was banned in 2017; online membership then moved to
numerous other platforms such as 4chan, 8chan, and privately encrypted platforms such as
Telegram and Discord. Since then, the incel community has radicalized significantly, adopt-
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ing extremist ideologies including misogyny, racism, and in rare cases, terrorism. Emerging
research demonstrates that factors such as social alienation, perceived lack of social mo-
bility, algorithm-driven dating technology, and online echo chambers have heightened
mating market competition and engendered hopelessness, both of which are associated
with increased suicidal ideation [59–63].

Increasingly, studies point to a significant burden of mental health challenges in the
incel community. Despite public perception, most incels do not engage in violence. Ex-
ploratory studies show incels report a high prevalence of being bullied, greater rejection
sensitivity, a greater fear of being single, and lower levels of self-esteem and secure at-
tachment than their male counterparts. Incels’ self-reported prevalence of depression and
anxiety is as high as 95% and 94%, respectively; in comparison, a representative sample of
American adults reported a prevalence of depression and anxiety of 28% and 35% to the
CDC in 2020 [64,65]. Only about half of incels have reported engaging in psychotherapy
but are ten times less likely to report benefit from it compared to the majority of American
adults who have engaged in psychotherapy [60,64–66].

The incel community exhibits a complex relationship with suicidality, in which high
baseline vulnerability is compounded by online discourse that both offers support and
normalizes self-harm. Within incel forums, an analysis of 80 suicide posts by incels, Daly
and Laskovstov found that incel communities were complex in their dual role as a support
for lonely and hopeless incels and also sometimes as pro-suicide spaces where “roping”
was encouraged [67]. While this particular community may find themselves holding demo-
graphic markers with higher social capital (cis-gendered men, heterosexual, predominantly
Caucasian), the discussion above demonstrates how loneliness and hopelessness may drive
their radicalization and subsequent poor mental health outcomes.

4. Shared Pathways Toward Suicidality

Although the contexts of youth groups as disparate as youth of color, LGBTQ+ youth,
and young men feature distinct histories and sociopolitical pressures, their pathways
toward suicidality converge along several shared mechanisms. When one considers Joiner’s
ideas of “thwarted belonging,” these groups of youth demonstrate social alienation through
the influences of racism, homophobia, bullying, and in the disconnection from social
communities and meaningful relationships. In an effort to better understand the increase in
self-harm tendencies in sexual minorities, the psychological factors such as self-esteem and
thwarted belongingness have been shown to have a greater association, and may be helpful
in directing preventative and interventional efforts [68,69]. Butler’s description of the
“precariousness” of life and argument that sustaining a “livable” life necessitates affirming
socio-economic and political conditions is evident through the transformative and injurious
effects of the COVID-19 epidemic and recent systematic national policies ossifying race-,
sex-, and gender-based discrimination. In 2022, Case and Deaton echoed Butler’s ideas
when they coined the term “deaths of despair” to describe the connection between the
deterioration of life for many White male Americans and rising deaths from substance
use overdoses and suicide in the latter part of the 20th century [70]. Their selective and
narrow depiction of these deaths as disproportionately affecting White men led Trump’s
first-term administration to focus on opioid use disorder treatment efforts, but in ways
that predominantly served White Americans [71]. There have been many reports that
have refuted this data, including Muennig and colleagues, who offer a more expansive
and enduring narrative of the opioid crisis that highlights deaths of despair are “neither
a recent problem nor is it confined to Whites.” Their work identifies disturbing trends in
declining relative life expectancy in the United States and is part of a large body of literature
connecting this excess mortality from despair to suicidality [72].
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The ideas of these thinkers and researchers highlight the inherent interconnectedness
of our lives to each other and to the sociopolitical environments we live in. While it may be
unconventional to draw parallels between these disparate groups of youth, their shared
end outcomes of increased rates of self-harm and suicidality, in part brought about by
isolation and loneliness, exemplify Butler and Cover’s “unlivability” of life.

5. Recommendations and Next Steps

The intersubjective conditions of a livable life in the world imply a social and ethical
obligation toward the life of the other [21]. When the social fabric supporting those with
limited resources is stripped, and a government no longer honors obligations to those who
need it the most, advocacy work to nurture the conditions that sustain life becomes even
more vital.

Amelioration of upstream factors like poverty, for example, is correlated with declines
in suicide risk, highlighting the necessity of addressing the sociopolitical context in efforts
to reduce suicide risk in youth [24]. In the current American sociopolitical landscape, it
is also important to recognize how policy and funding changes will limit our ability to
formally study the mental health outcomes in youth of color and LGBTQ+ youth and
sustain dedicated clinical spaces for their treatment. Mental health professionals can act
by advocating for reforms in public policies and for changes in social norms. Shim and
Compton posed the question, “If not now, when? If not us, who?” in 2020 with an urgency
that is even more relevant today [73].

5.1. Policy Advocacy

Mental health clinicians are in a unique position to advocate for a myriad of policies
that support public mental health. As administrative executive orders terminate DEI and
gender equity and sexual identity inclusiveness initiatives across industry, schools, and
healthcare, essentially codifying structural discrimination, it becomes increasingly vital
that mental health clinicians engage in political advocacy work against such oppressive
policies. The links between discriminatory policies and worse mental health outcomes
cannot be ignored. For example, English and colleagues conducted an analysis showing
states with more indicators of structural racism (e.g., residential segregation, incarceration
rates, and educational attainment) and anti-LGBTQ+ policies (e.g., HIV criminalization,
conversion therapy, and permitting hate crimes) are associated with suicide risk factors
such as depressive symptoms, perceived burdensomeness, thwarted belongingness, and
suicide attempts in young Black sexual minority men [74].

Just as one might prescribe therapy or pharmacotherapy to treat a mood disorder,
interventions such as anti-discrimination policies have been shown to protect mental health
outcomes [44]. For example, state policies that protect gender-diverse people have been
associated with decreased discrimination against and reduced rates of suicidality in gender-
minority individuals living in those states [75,76]. Similarly, interventions to improve the
mental health of youth of color in the United States must address the underpinnings of
racism within healthcare, disparities in access to quality mental health care, housing and
education inequities, and the disproportionate funneling of youth of color into the U.S.
incarceration system [77]. For example, investments in interventions such as multisystemic
therapy, an intensive community- and family-based therapy modality which addresses risk
factors across family, peer, school, and community contexts, have demonstrated reductions
in recidivism and mental health issues, and improved functioning for juvenile justice
involved youth [78–80].

The high suicide rates of young men also necessitate policies that target the recon-
nection of this large group of youth to schools, work, and relationships. Several states
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have begun to recognize this. For example, this year, the Governor of California signed an
executive order addressing the “growing crisis of connection and opportunity for men and
boys” [81]. Such orders are a first step to generate pathways for youth to enter education,
civic life, and the workforce, expand access to mental health care, and recruit positive role
models into positions of mentorship for young men.

5.2. Education

Considering the above discussion on individual, interpersonal, and structural stigma
and their role in precipitating poor mental health outcomes, we advocate for interventions
centered within the education sector that could target all three levels. Given the existing,
large-scale implementation of universal school-based social emotional learning (USB SEL),
mental health clinicians have a unique opportunity for collaboration to better tailor these
curricula to target outcomes such as self-harm and suicidal ideation present across the
youth groups discussed above. USB SEL has the potential for large-scale impact not only
due to its universal implementation across many schools around the country but also
because of its ability to teach youth core concepts within psychoeducation.

Fricker introduced the concept of epistemic injustice, which included testimonial
injustice (unjust deficit of credibility owing to prejudice) and hermeneutical injustice (one’s
inability to give meaning and/or communicate their experience because their marginal-
ized social group lacks the collective conceptual resources to interpret it) [82]. When one
considers the idea of epistemic uncertainty—that a lack of knowledge about a situation or
system gives rise to uncertainty within an individual and limits their ability to verbalize
their experience—it is clear that helping youth understand their internal mental health
experiences could increase their ability to access care and reduce their isolation. Encour-
aging skill building in this arena from an early age through school is a powerful way to
encourage youth to develop the self-knowledge and communication skills for a livable and
connected life [83].

USB SEL interventions are designed to support the development of intrapersonal and
interpersonal skills to promote psychological health for all students in a given school or
grade. Cipriano and colleagues’ meta-analysis of over 400 studies of USB SEL found that
students who participated in USB SEL interventions experienced statistical improvement
in school climate and safety, civic attitudes and behaviors, SEL skills, peer relationships,
attitudes and beliefs, prosocial behaviors, externalizing behaviors, emotional distress,
school functioning, and academic achievement [84]. These outcomes are particularly
bolstering for the role of USB SEL when one considers UK-based data that adolescents
who reported a more positive school experience were 40% less likely to report self-harm
or suicide attempts and 65% less likely to report suicidal ideation [41]. Across disparate
groups of youth, further development and improvement of peer relationships, emotional
distress, and prosocial behaviors could benefit their mental health outcomes.

One example of potential collaboration could be the incorporation of the findings from
Brennan et al.’s systematic review and thematic meta-synthesis into the appropriate USB
SEL skill teachings [85]. Brennan and colleagues identified the importance of breaking the
link between a person’s current psychological state and the act of self-harm as a key point
of intervention in reducing self-harm. Relevant skills such as shifting focus, substituting
physical actions, and managing provocations could be taught under the competency areas
identified by the Collaborative for Academic, Social, and Emotional Learning (CASEL)
framework: self-awareness, self-management, and responsible decision making [84–86]. A
second example may be to consider Schacter and colleagues’ ways of enhancing episodic
memory, a life-oriented thought pattern that has been studied in suicidal individuals, which
describes the ability to imagine personal events in both the past and future [87]. In an
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increasingly turbulent world, it is difficult to imagine a better tomorrow, let alone plan for
it, especially for the young. For this reason, it is critical that USB-SEL programs help youth
incorporate enhancements to episodic memory by providing brief training in recollecting
details of past experiences and bridging them to creative thinking and problem-solving for
the future. These skills are the foundational elements to instill hope and imagine a more
livable future.

6. Discussion and Conclusions

Our perspective makes a case for shared pathways to suicidality across disparate
youth groups, drawing on traditional suicide paradigms. The scope of our paper is limited
to the United States, with some studies drawing on research from mainly Westernized
countries. In the future, it may be illuminating to explore parallel policy developments and
their outcomes for minoritized youth groups in other countries, within the context of their
unique sociocultural–political settings. We also acknowledge the limitation posed by this
paper’s lack of a first-person lived experience perspective in the form of a case or vignette
that could highlight the influence that the American sociopolitical landscape has had on
suicidal behavior.

We acknowledge that our perspective is informed by our strong belief in the impor-
tance of sociopolitical structures and policies that promote the freedoms of individuals
with minoritized identities, including DEI efforts. Our use of the term “post-DEI” is based
on our observations of the recent sociopolitical shifts of the current Trump administration
toward dismantling numerous DEI policies. While exploring alternative views is outside
the scope of our perspective piece, we recognize many may hold different beliefs regarding
DEI policies, including views that “merit, excellence, and intelligence” (MEI) should be
prioritized in hiring and admission decisions, DEI efforts violate Constitutional protections,
and DEI policies could generate backlash [88–90].

Current sociopolitical shifts have drastically destabilized what was once foundational
support for vulnerable groups of youth, sowing fear and uncertainty. These recent shifts
have further disintegrated social bonds and structures, promoting an increasingly atomized
society. We have sought to highlight how lost meaningful connections to self, others, and
society carve a shared pathway towards suicidality across very disparate youth groups;
groups who are considered outliers, whether perceived by themselves or others, are partic-
ularly vulnerable. The intersubjective nature of our shared lives as humans allows us to see
and verbalize what would be an unlivable life for any of us. As mental health professionals,
we must lean into advocacy to build livable conditions of life within our sociocultural
context and equip youth with the skills to understand and articulate their internal and
external experiences, build relationships, seek support, and navigate an ever-changing and
precarious landscape.
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Abstract

Background: Self-harm in young people is influenced by multiple factors, with media play-
ing a significant role. While research has examined its harmful and protective effects, little
attention has been paid to how healthcare professionals interpret and respond to media’s
role in shaping young people’s experiences of self-harm. To our knowledge, no research has
examined adolescent mental health professionals’ perspectives and, crucially, how these are
constructed and understood. The study aimed to examine the following: (1) how mental
health practitioners construct and use discourses to interpret the role of media in young
people’s self-harm; and (2) how these discourses shape clinical understanding and practice.
Methods: This qualitative study employed semi-structured interviews with ten clinicians
from child and adolescent mental health services across England working with young
people who self-harm. Data were analysed using critical discourse analysis to uncover how
broader societal and institutional narratives shape clinicians’ perspectives. Results: Two
dominant discourses were identified: “Media as Disruptor” and “The Hidden World of
Youth”. These discourses framed media as both a risk factor and a potential intervention
tool, positioning media as a powerful yet morally ambiguous force in young people’s lives.
Clinicians largely framed media’s influence as negative but acknowledged its capacity
for education and intervention. Conclusions: This research offers new insights into how
media-related self-harm risks and benefits are framed and managed in mental health care
settings. The study underscores the need for systemic changes in clinical practice, enhanced
training, updated guidelines and a shift towards broader sociocultural perspectives in
understanding self-harm and suicidal behaviour.

Keywords: healthcare professionals’ views; self-harm; suicide; media; young people;
critical discourse analysis

1. Introduction

The National Institute of Care Excellence (NICE) [1] defines self-harm as an act of self-
injury or poisoning that is intentional, regardless of the assumed intention or motivation,
as an expression of emotional distress. Current NICE guidelines [1] also consider suicide
attempts with little or no suicidal intent as self-harm when used to communicate distress
or alleviate internal tension.

Despite the NICE guideline’s [1] definition of self-harm being widely used in clinical
practice in the UK, the research literature highlights an overlap between self-harm and
suicidal behaviours, and distinguishing between them brings challenges [2]. Self-harm
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can be defined as injuring or poisoning oneself, regardless of intent [3] or without suicidal
intent [4]. Suicidal behaviour can be defined as a behaviour to end one’s life with suicidal
intent [5]. For the purposes of this article, the terms self-harm and suicide will be used
interchangeably to refer to deliberate self-injurious behaviour, regardless of suicidal intent.

Over the past two decades, self-harm rates among young people in the UK have
risen significantly. In the early 2000s, the issue gained prominence with reports like Truth
Hurts [6], reporting that 6.7% of young people aged 11–25 had self-harmed between
2004 and 2006. By 2014, public and professional awareness of self-harm had increased.
National surveys showed rising rates of self-harm among young people, compared to
earlier studies [7,8]. By 2018/19, 24% of 17-year-olds reported self-harming in the past
year, with 7% stating they had self-harmed with suicidal intent during their lifetime [9].
Moreover, from 2012 to 2021, hospital admission rates for self-harm among 10–24-year-olds
rose significantly from 400 per 100,000 to a peak of 550 per 100,000 [10]. These trends
highlight the prevalence of self-harm and the urgent need for support for children and
young people who self-harm (YPSH) in the UK.

Self-harm in young people is influenced by a complex interplay of psychological,
social and environmental factors [9,11]. Research suggests that adverse childhood expe-
riences (ACEs) can have a lasting impact, shaping individuals’ coping mechanisms and
increasing their vulnerability to psychological distress well into adulthood [12]. In addition
to early-life adversities, more immediate stressors—such as feelings of isolation, interper-
sonal conflicts, academic or occupational pressures and exposure to self-harm—have been
identified as key triggers for self-injurious behaviours among young adults [13]. These find-
ings highlight the multifaceted nature of self-harm, reflecting both deep-seated emotional
struggles and the broader challenges of emerging adulthood.

Furthermore, self-harm serves a range of functions, from expressing distress to attempt-
ing emotional regulation or exerting a sense of control in moments of uncertainty [14–16].
These motivations underscore the profound interplay between internal turmoil and ex-
ternal stressors, reinforcing the need to consider both individual experiences and wider
societal influences when examining self-harming behaviours.

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

One of the most important wider societal influences is media, which has become
increasingly embedded in young people’s everyday lives over recent years, shaping their
perceptions, behaviours and interactions with the world. Research [17] highlights that
media portrayals of self-harm and suicide—whether through news reports, fictionalised
content or social media—may inadvertently amplify risks for vulnerable individuals. Stud-
ies suggest that the normalization and sensationalisation of self-harm in media contribute
to heightened risk [18,19]. Research further emphasises the impact of highly publicised
portrayals on suicide rates [20]. For example, the release of the television series 13 Reasons
Why [21], which depicted the suicide of a young person, was associated with an increase in
suicide rates among young audiences in the US.

The impact of media on suicidal behaviours has been commonly understood through
two key foundational concepts: the Werther Effect [22] and the Papageno Effect [23].
The Werther Effect describes how exposure to suicidal behaviours in media can increase
suicide rates by encouraging imitation; a phenomenon supported by research indicating
that sensationalist portrayals can exacerbate suicidal behaviours [24,25]. Conversely, the
Papageno Effect highlights the potential of responsible media reporting to prevent suicide
by promoting narratives of resilience, coping strategies and recovery [23]. Together, these
perspectives illustrate the dual role of media in both contributing to harmful behaviours or
serving as a protective factor through constructive portrayals.
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Beyond media portrayals, the nature of young people’s media use itself is a growing
area of concern. Bell and Westoby [26] argue that today’s media landscape is far more
pervasive and interactive than ever before, leading to increased exposure to self-harm-
related discourse and content. This shift has heightened accessibility to unmoderated
content, making the media’s role in influencing self-harm behaviours more powerful and
difficult to manage [27]. A striking example of this is the case of Molly Russell, a 14-year-old
girl in the UK who died by an act of self-harm after prolonged exposure to distressing
online content. The 2022 inquest into her death concluded that she had suffered from “the
negative effects of online content” [28], marking the first time social media influence was
explicitly linked to a cause of death.

However, the media’s influence on self-harm is not wholly negative. Digital spaces also
provide young people with avenues for support, education and community [29–31]. Online
forums, mental health advocacy campaigns and personal recovery narratives have been
found to offer valuable support for young people experiencing distress. While some forms
of media content may glamorise or reinforce self-harm, others contribute to awareness,
prevention and access to professional help.

Recent reviews of international research reflect this duality in the role of media influ-
ence on YPSH [32–36]. A systematized review [32] found that YPSH are more active on
social media than their peers, often using these platforms for connection and support, while
also being at risk of harmful exposure and psychological distress. Similarly, a narrative
review [33] highlighted both risk and protective factors across 38 studies, noting social
media’s role in exacerbating self-harm for vulnerable young people but also its potential
for suicide prevention.

Despite the well-documented dual influences of media on self-harm among young
people, there remains a pressing need for professionals working with this population to
deepen their understanding of media’s impact and to integrate this knowledge into clinical
practice [29,33,37]. Recent scholarship has shifted focus in this direction. For example,
a large-scale meta-analysis [34] reinforced the importance of focusing on the nature and
quality of online engagement. A practitioner-oriented systematic review [34] underscored
the need for open, developmentally appropriate clinical conversations to mitigate harm
while respecting young people’s autonomy. Consistent with these findings, a scoping
review [36] called for a more nuanced, balanced and context-sensitive approach to research
and practice.

While prior research has examined the influence of media content on YPSH, there is a
marked absence of research exploring how healthcare professionals themselves make sense
of this influence in clinical settings. Critically, clinicians’ perspectives not only shape the
quality of care and support provided to young people [38,39], but also influence how risk
is assessed, managed and responded to within services. Despite the centrality of clinician
perspectives in shaping care pathways, no existing studies have specifically explored
how adolescent mental health professionals conceptualise and respond to media’s role
in self-harm, or how these understandings are discursively constructed within broader
institutional and sociocultural contexts.

This study directly addresses this gap. To our knowledge, it is the first study to
examine adolescent mental health professionals’ perspectives on the influence of media on
YPSH through a social constructionist lens. In doing so, it offers a novel contribution to the
field by shifting focus from media content and adolescent behaviours to the interpretive
frameworks clinicians use. Given the increasing rates of YPSH [10], the rising number of
YPSH engaging with mental health services [40] and the increasing awareness of media’s
role as a risk factor, this research is particularly timely. Insights from this study could
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inform interventions, risk assessment frameworks and professional training to better
address media-related risks.

1.2. Exploring Media and Self-Harm Through a Social Constructionist Lens

A social constructionist approach provides a valuable framework for examining how
the influence of media on YPSH is understood and constructed in clinical discourse. Social
constructionism posits that knowledge and meaning are shaped by social interactions,
language and cultural contexts [41]. This perspective challenges fixed or essentialist
understandings of self-harm, instead emphasising how discourse, power dynamics and
historical context shape how self-harm is framed and responded to in clinical practice.

Four key aspects of social constructionism—language, cultural and historical speci-
ficity, discourse and power dynamics—are particularly relevant to this study. Language is
central to how self-harm is understood, as it determines how experiences are represented
and interpreted [42]. Cultural and historical specificity highlights how perceptions of
self-harm evolve over time and differ across societies. Discursive and disciplinary power
shape dominant narratives, influencing whether self-harm is framed as an individual
pathology, a social phenomenon or a consequence of systemic issues [29]. Finally, power
dynamics play a critical role in clinical practice, as professionals hold authority in defining
risk, vulnerability and appropriate interventions [43].

This study contributes to the existing literature by offering new insights into the
influence of media on YPSH through a social constructionist lens. It aims to examine the
following: (1) how mental health practitioners construct and use discourses to interpret the
role of media in YPSH; and (2) how these discourses shape clinical understanding and prac-
tice. By analysing the discourses used by mental health professionals, the study advances
current knowledge in three key ways. First, it shifts analytical focus from the impact of
media on young people to the ways in which mental health professionals construct mean-
ing around media’s role in self-harm, a perspective that has been largely overlooked in the
existing literature. Second, by applying a social constructionist lens, it challenges dominant,
individualised understandings of self-harm [44] and foregrounds the sociocultural and
institutional discourses that shape clinical practice. Third, the study provides practical
insights into how these discourses influence clinical responses, potentially informing more
reflective and context-sensitive approaches to care.

2. Materials and Methods

This is a qualitative study using semi-structured interviews. Participants were
10 English-speaking clinicians from child and adolescent mental health services (CAMHSs)
across England (3 males; 7 females). All had at least one year’s experience of working with
YPSH within a CAMHS setting. They were recruited through purposive and snowball
sampling [45].

The study did not collect data on participants’ age, race/ethnicity, education level and
sexual orientation as the focus was on discourse rather than individual characteristics [46].
As individual characteristics were not under examination, in the interest of participant
anonymity, it was deemed best not to collect the information [47].

Interviews were conducted via Microsoft Teams and recorded with clinicians’ con-
sent. Interviews lasted approximately one hour, and clinicians were debriefed afterwards.
The interviews were designed to provide rich qualitative data, offering insights into how
clinicians construct and interpret media’s influence on YPSH. Questions explored clini-
cians’ roles and experiences of working with YPSH, their workplace practices and their
perspectives on how societal and media narratives shape attitudes towards self-harm.
Key areas of discussion included the following: young people’s engagement with media
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(news, television, film, social media and the internet) and its perceived impact on self-harm;
how media is discussed within clinical settings and the extent to which it is considered in
assessments and interventions; clinicians’ perceptions of media portrayals of self-harm and
how these representations influence public and professional attitudes; the influence of clini-
cians’ own perspectives on their approach to care; direct experiences with media-related
self-harm cases and reflections on how media exposure may contribute to young people’s
self-harming behaviours.

2.1. Ethics

The University of Hull’s Faculty of Health Sciences Research Ethics Committee and
the Health Research Authority provided ethical approval for the study.

2.2. Data Analysis

Data from the interviews were analysed using critical discourse analysis (CDA) [48].
CDA aligns with the social constructionist approach of the study, allowing for examination
of the data through the perspective that an individual’s reality is shaped through discourse
with both internal reflections and external interactions [41]. Using CDA allowed the
researchers to examine constructions of meaning surrounding the influence of media on
self-harm [49].

Interviews were transcribed verbatim and analysed according to the seven-step CDA
process [48]. The professional roles of the interviewees were noted. Transcripts were
then coded, and overarching discourses were identified. Similarities across transcripts
and any positionalities the interviewees suggested were noted. Internal relations in the
transcripts were highlighted by analysing any patterns, words or linguistic devices depict-
ing social context, interviewees’ positionalities and power relations [48]. Finally, major
discourses and the internal and external relations were interpreted. During this process,
the researcher noted their reflections on how their perspectives may have influenced the
analysis, questions, gaps and any insights [48].

2.3. Reflexivity

This study is grounded in relativist ontology and social constructionist epistemology,
viewing knowledge as shaped by context and social interaction [41,50]. These informed
the use of qualitative methods and CDA. At the time, the lead researcher who undertook
data collection was a trainee clinical psychologist. Their clinical experience with YPSH
and CAMHS professionals informed the research focus and helped build rapport. On-
going reflexivity was maintained through journaling and regular supervision to manage
potential bias [51]. The co-authors (a clinical psychologist and an academic) supported
the lead researcher through regular, reflexive supervision and contributed to data analysis,
interpretation and writing through relativist and social constructionist lenses.

We acknowledge that our backgrounds—as clinical and academic professionals with
varying degrees of proximity to the subject matter, from different generations and differ-
ent cultural backgrounds, with different family/professional roles and responsibilities—
inevitably shaped the research process. We consider our diverse perspectives a resource
for generating rich, multi-layered interpretations, provided we remain vigilant to the risks
of over-identification or blind spots. Our commitment to reflexivity, transparency and
collaborative analysis was central to ensuring the rigor of our qualitative inquiry [52].

3. Results

Data analysis revealed two dominant discourses: “Media as a Disruptor” and “The
Hidden World of Youth”. These discourses cover the impact of media on YPSH and reflect
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clinicians’ perceptions as well as highlighting how language (including metaphors and
constructions) positions YPSH within the context of the influence of media and self-harm.

3.1. Media as a Disruptor

The discourse of media as a disruptor appeared across all interviews. This discourse
emphasises how media is seen as a powerful system influencing young people’s behaviours
and perceptions relating to self-harm. The analysis revealed several sub-discourses within
the main discourse: “Ease and Facilitation of Access”, “Multifaceted Nature of Media”,
“Inaccuracy of Portrayals” and “Pathologising Behaviours”.

3.1.1. Ease of Facilitation of Access

In this sub-discourse, media is portrayed as a facilitator of dangerous knowledge, with
all clinicians expressing concern over the unrestricted access young people have to harmful
content relating to self-harm. For example,

“. . ..it allows young people access to information that they shouldn’t really have. It’s not
monitored. You know, some parents don’t feel like they have the control to put boundaries
in place . . .and they have access to information. They have forums where they can find
out how to self-harm. They get tips, and chat rooms. So I think it has a real influence on
young people.” (clinician 2, CAMHS crisis consultant, female)

The clinician used lexical choices such as “shouldn’t really have”, “not monitored”
and “real influence” to indicate the danger of easy access to media. The repetition of the
verb “access” highlights how easy it is to access harmful information relating to self-harm,
whilst the phrases “find out how to self-harm” and “get tips” indicate a direct link between
media and the facilitation of self-harm behaviours. The use of modal verbs like “should”
and “can” implies a prescriptive stance on what is appropriate for young people, which
positions the media as overstepping boundaries regarding easy access to inappropriate
material relating to self-harm.

Clinician 5 further reinforces this perception:

“So I feel like outside influences do impact their relationship with media and how often
they access things that. . .might lead to them. . . self-harm in all might sort of start off
that spiral that ends in self-harm.” (healthcare assistant in a CAMHS inpatient
unit, female)

The phrase “outside influences” is a metonym for media, indicating external factors,
such as friends, beyond parental or clinical control. The clinician’s use of the verb “spiral”
metaphorically suggests a downward, uncontrollable trajectory that can be initiated by
exposure to media. The hesitations and pauses (“. . .”) reflect the clinician’s struggle to
articulate the complex process of media influence and highlights the deceptive nature of
the exposure to media.

3.1.2. Multifaceted Nature of Media

Clinicians also acknowledged the multifaceted role of media, framing its potential for
both harm and benefit:

“The the young person who was hiding or holding the medication. . ..found out that if I
take 1000 milligrams of so and so. . .. I’ll kill myself. I can die and that’s where. . .the
information came from so I don’t know. Yeah, that’s quite alarming. At the same time,
we’ve got young people on inpatient that belongs to a suicide pact. . . meeting total
strangers. . .on social media and getting ideas about self-harming and. . .hurt themselves
. . .but at the same time, there’s one or two young people who meet people online, and
they’ve been advising or please talk to your doctor. . .ring your phone telling your mum
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about what is happening, so it’s kind of. . .it’s a two-way things. . ..it’s it’s sometimes
positive. And I’ve had examples of being positive at the same time. I’ve had examples of
where it is quite negative and alarming.” (clinician 3, specialty doctor in a CAMHS
inpatient unit, male)

The clinician above juxtaposed harmful and protective aspects of media. The repetition
of “at the same time” aims to balance the multifaceted nature of media influence. The
clinician’s narrative shifts from alarming scenarios (“hiding or holding the medication” and
“suicide pact”) to more positive interactions (“advising” and “please talk to your doctor”).
The lexical choice “alarming” contrasts with “positive”, implying the ambivalent impact
of media.

This is echoed by clinician 6:

“And I guess, you know, there’s lots of. . .access. . .to many different and. . .at many
different kind of sites and apps and. . .I don’t even know how. . .how we keep track of
them all, to be honest. So. . .I think. . .it I’m defensive about it. . .I think it can be really
good when it’s used well and it can be the devil’s playground. . .a lot of the time. I then
also think that there is an element of, actually, is there too much?” (core CAMHS
practitioner, female)

The use of the metaphor “devil’s playground” describes the potential dangers of
media, suggesting it is chaotic with a dubious reputation. The phrase “when it’s used well”
acknowledges the positive potential of media, while the rhetorical question “Is there too
much?” implies the overwhelming nature of the ever changing and growing landscape
of media.

3.1.3. Inaccuracy of Portrayals

This sub-discourse reveals how clinicians challenge dominant media representations of
self-harm, exposing underlying ideological constructions that can misinform and stigmatise:

“You know, it’s not, it’s not some some planned out you know like as you say romanticised
event it’s it’s not anything like how it’s portrayed in that programme but for the young
person you know they think that that’s what it’s like because that’s their only experience of
being shown. . ..whole thing, so definitely damaging.” (clinician 5, healthcare assistant
in a CAMHS inpatient unit, female)

Clinician 5’s use of repeated negation (“not some planned out” and “not anything
like”) functions as a discursive strategy to dismantle media narratives that romanticise
self-harm. This repetition constructs a binary opposition between media portrayals and the
clinician’s experiential knowledge, reinforcing the idea that popular representations are
not only inaccurate but potentially harmful. The term “romanticised” operates as a loaded
evaluative term, suggesting that media narratives may aestheticise or trivialise self-harm,
transforming it into a consumable spectacle rather than a serious mental health issue. In
doing so, the clinician articulated concern over media’s influence on young people, framing
them as susceptible to these distorted narratives due to limited alternative representations
(“that’s their only experience of being shown”).

The phrase “definitely damaging” further consolidates a discourse of harm, whereby
the media is positioned as a powerful actor capable of shaping perceptions and, by implica-
tion, behaviours. This construction reinforces a broader ideological critique of media as a
space where complex psychological realities are oversimplified and commodified.

“Negative. . .Yeah, there’s still. . .Yeah, it’s interesting. . ..there’s this real idea, or I guess
the perception that somebody might have when . . . something like that is. . ..put out there
in the way that it is with a bias that that young person is damaged. Broken. There’s
something you know, must be something, really. . ..difficult that they’re going, you know.
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And I’m not saying there isn’t, but I guess the the kind of portrayal of that is always really,
you know, really negative.” (clinician 7, clinical lead in a CAMHS crisis team, male)

Clinician 7’s fragmented syntax, marked by hesitations (“yeah. . .there’s this real idea,
or I guess the perception. . .”) reflects the struggle in articulating an issue that is both
ideologically charged and personally emotive. The clinician’s lexical choices—particularly
“damaged” and “broken”—reveal the internalisation and critique of dominant discourses
that frame YPSH through a pathologising lens. These metaphors signal a powerful ideolog-
ical framing in which self-harm is equated with deficiency or malfunction, perpetuated
through biased media narratives.

The repetition of the evaluative phrase “really negative” at the end of the extract
intensifies the critique and highlights the pervasiveness of stigmatising portrayals. This
functions not only as a critique of media bias but also as a call for a more nuanced and
respectful representation of young people’s mental health in public discourse.

3.1.4. Pathologising Behaviours

This sub-discourse also criticises media and how it can unnecessarily pathologise
common behaviours in young people.

“I feel. . ..that there are more influencers getting involved with regards to mental health,
which therefore means that mental health seems to be a very hot topic . . .and it makes
people who may be struggling. . .but it’s a struggle that is in keeping with the situation,
so it’s a normal emotional feeling, start questioning whether whether they’re suffering
from mental health problems.” (clinician 2, CAMHS crisis consultant, female)

The use of the phrase “hot topic” suggests mental health difficulties are being sensa-
tionalised and unnecessarily pathologised in the media. The contrast between the phrases
“mental health problems” and “normal emotional feeling” suggests that the media can blur
the lines between young people’s typical behaviours and mental health difficulties which
may lead to needless self-diagnosis.

This is also reinforced by clinician 9:

“And I suppose, yeah, trying to sort of. . ..get parents to be open to the idea that emotional
instability in adolescence is really quite normal. . ..but yeah, but because somebody had
said it on the telly, that was, yeah, the kind of the battle that we had that month.”

(CAMHS crisis assessment practitioner, female)

The term “emotional instability” is used as a nominalisation that abstracts and gener-
alises the concept, while “quite normal” sets out to normalise young people’s behaviours.
The clinician’s reference to “somebody had said it on the telly” implies the authorita-
tive power of the voices of the media, which can override clinical advice and complicate
therapeutic efforts.

3.2. Hidden World of Youth

This discourse focuses on how young people’s use and engagement with media
(and associated difficulties) is often hidden from parents, carers and clinicians. It also
reveals clinicians’ suggestions for strategies to address media influence and highlights the
need for improvements in the approach to caring for YPSH. Three sub-discourses were
developed: “Asking About Media in Assessments”, “Risk Assessments” and “Importance
of Further Education”.

3.2.1. Asking About Media in Assessments

All clinicians described the need to integrate discussions about media consumption
into initial assessments with YPSH:
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“But yeah, I think it’s something that often it it will speak about it if they bring it up. I
would say it wouldn’t be something that I would proactively discuss. . ..No, but I feel
like it probably should have to change. I don’t feel like. . . I probably should be better at
that. . ...I think maybe just asking those questions more and just saying to people, because
often it’s it’s offered by them. Really what what they want to share about their. . .media
awareness and how much they pay attention to things. . ., so we don’t do assessments like
that in our team typically. So that because of the nature of the way that we work. . .unless
it was an identified problem, I wouldn’t naturally bring it up unless they did with me.”
(clinician 8, mental health nurse in a CAMHS intensive community support
team, female)

The clinician’s hesitation and self-reflection (“I would say it wouldn’t be something”
and “I probably should be”) indicate an awareness of the gap in current practice and a
recognition of the need for improvements and change to the care for YPSH. The phrase
“proactively discuss” indicates that this approach is different from the previous reactive
approach, suggesting a shift towards a more deliberate inclusion of questions related to
media consumption in assessments with YPSH.

3.2.2. Risk Assessments

This discourse on risk assessments reveals concerns about the length and rigidity,
which can hinder rapport, therapeutic relationship building and engagement with YPSH
as demonstrated by clinicians 1 and 4:

“It is easy to have a questionnaire about risk. . . And you, you you can ask those
questions. . . reading it from a clipboard or you can engage in a conversation. . . and
know the know the bits that you need to hit to write a really good risk assessment, but
without it feeling like the young person’s just being interrogated (clinician 1, CAMHS
clinical lead, male)

Clinician 1 contrasted the impersonal nature of a “questionnaire” with the relational
approach of a “conversation”. The repetition of “you” and the juxtaposition of “clipboard”
versus “conversation” highlight the clinician’s preference for a more interactive and less
intimidating method of assessment.

“A risk assessment which at the moment in our services are very, very lengthy documents.
So I think it’s almost gone back to that filling a full session on risk and I don’t think that’s
necessarily been useful. . ..I would say. . ..yeah, I almost wish that in this setting it we. . ..
we steer away from focusing solely on risk, but ensuring that the young person feels that
their individual needs are still being met despite the risk, if that makes sense.” (clinician
4, CAMHS practitioner, female)

The clinician’s use of the phrase “very, very lengthy” and “filling a full session” implies
how burdensome current risk assessments can be. The wish for a shift away from “focusing
solely on risk” suggests a need for a more balanced approach that can address both the risk
and the internal world of what matters for YPSH:

“Yeah, and . . .. It can also, I guess, reinforce dynamics of infantilization and victimisation,
and it can prevent clinicians from. . ..seeing and sharing and celebrating the strengths
that the child has and the you know the rest of their internal world, which might be rich
and fulfilling and. . ..you know, we can miss that and we can reinforce. . .the problem
itself, inadvertently through through that sense of threat that we have and. . .yeah, I guess
the proverbial kind of tail that wags the dog rather than the dog that wags the tail. . ..kind
of. . ..that can be what happens, can’t it with these processes, that should be just the tip of
the iceberg of what we’re doing and should be there to serve what we’re doing, but instead
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can become. . .the beginning and the end and the the middle of it all. Yeah, it’s a risk.”
(clinician 10, clinical psychologist in a CAMHS children in care team, female)

The clinician elaborated on the negative dynamics that can arise from a rigid focus on
risk. They used complex metaphors (“tail that wags the dog”) and idiomatic expressions
(“tip of the iceberg”) to illustrate the unintended consequences of a risk-focused approach.
The phrase “reinforce dynamics of infantilisation and victimisation” critiques how risk-
focused assessments can diminish the power and strengths of young people. This in turn
can affect the rapport building, therapeutic relationship and the care of the young person.

3.2.3. Importance of Further Education

Clinicians highlighted the need for ongoing education and training to understand and
explore the impact of media on YPSH:

“I think it is definitely shown me how little I know about this area. And I think as you
quite rightly said. . .having an understanding of what it is that you know of the world,
the online worlds that young people are inhabiting. . .and the exposure, you know what
it what they are exposed to is so crucial for actually being able to engage with them and
for them to feel understood and. . .potentially disclose what’s going on so that it’s been
really helpful on that on that front. And it’s made. It made me want to go and do my own
research. Really. And, you know, I don’t know where that would begin because I’m sure
it would lead to all of the things we’ve talked about that rabbit holes that. Yeah, but I
think I think you’re right. Some training around this. . ..sounds very appropriate, yeah”
(clinician 10, clinical psychologist in a CAMHS children in care team, female)

Here, the clinician’s narrative constructs a position of professional inadequacy and
uncertainty in the face of rapidly evolving media landscapes, as evidenced by the admission:
“it is definitely shown me how little I know about this area.” This serves to highlight
a perceived knowledge-power gap between clinicians and YPSH. The phrase “having
an understanding. . .of the online worlds that young people are inhabiting” reflects the
discursive separation of clinicians from youth digital cultures, implicitly constructing
these online environments as distinct, unfamiliar and potentially threatening domains.
The clinician drew a boundary between professional expertise and the lived experiences
of YPSH, situating the latter as an area in need of increased institutional knowledge
through “training”.

Repetition of the term “exposure” works to foreground media as an omnipresent
and potentially harmful force, constructing a narrative in which young people are framed
as passive recipients of media content, thereby requiring protection or interpretation by
informed adults. This aligns with a paternalistic discourse that reinforces adult authority
and positions youth as vulnerable.

The metaphor of “rabbit holes” is particularly revealing, invoking imagery of depth,
confusion and danger. It contributes to a discourse of media as a chaotic and unknowable
terrain, potentially undermining clinicians’ authority and simultaneously justifying the
call for structured training and the discourse of professional uncertainty that legitimises
further institutional investment in media-related education.

4. Discussion

Our findings align with and extend insights from the existing research that highlights
the complex and ambivalent role of social media in YPSH [32–34]. These studies underscore
the dual nature of media—a view echoed by clinicians in our study. Our work builds
on this literature by offering a critical discursive lens, showing how UK mental health
professionals construct media as simultaneously harmful and potentially supportive and
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how these constructions shape their clinical reasoning and interactions with YPSH. Our
findings also resonate with practitioner-focused research [35,36], which has advocated
for a more nuanced, context-sensitive understanding of media use and both risk and
resilience. Importantly, our study brings added attention to how clinicians’ views may
inadvertently underplay young people’s capacity for media literacy, resilience and self-
regulation—factors that are increasingly recognised as protective in the literature. These
parallels reinforce the relevance of our discursive approach in exploring how clinicians
grapple with this complexity in practice.

Our analysis sheds light on two prominent discourses: “Media as a Disruptor” and
“The Hidden World of Youth”, which encapsulate the complex relationship between media
consumption and YPSH. These discourses reveal how language and underlying ideologies
construct and shape the understanding of YPSH and their interactions with suicide- and self-
harm-related media. The discourse of “Media as Disruptor” positions media as a powerful,
almost omnipresent force that significantly influences young people’s perceptions and
behaviours. By framing media as a “disruptor”, the language reflects a duality: media
is both a source of risk (facilitating access to harmful content) and a tool for potential
mitigation (educational and supportive content). This dual framing reflects broader societal
anxieties about media’s influence and its moral ambiguity. The emphasis on media’s
transformative influence constructs it as an agent of power, often overshadowing young
people’s agency. This framing risks portraying them as passive consumers of media, subject
to its influence, rather than active participants navigating and resisting harmful discourses.

The sub-discourses of “Ease and Facilitation of Access” and “Inaccuracy of Portrayals”
highlight how media shapes the normalisation and glamorisation of self-harm through
content on media platforms, such as forums and chat rooms, where self-harm techniques
are sometimes openly discussed and even encouraged. From a CDA perspective, these con-
structions reflect societal preoccupations with control and moral regulation. The language
emphasises how repeated exposure to certain narratives or imagery desensitises viewers,
making self-harm seem more acceptable or inevitable. This draws on a broader cultural
discourse of media as a homogenising force, blurring the boundaries between deviant and
normative behaviours [53]. However, these discourses often fail to fully account for young
people’s awareness of these dynamics and their ability to disengage from harmful content.

The discourse of “Pathologising Behaviours” highlights how media frames self-harm
in ways that reduce it to a clinical issue or spectacle. This could inadvertently marginalise
the sociocultural and emotional complexities of self-harm, simplifying the phenomenon to
fit media’s demand for sensationalised or digestible content.

Patalay and Fitzsimmons [9] and McManus et al. [11] identified the widespread use
of media platforms as sources of both information and encouragement for self-harming
behaviours among young people. These findings lend authority to the claims about the
risks of media exposure to suicide-related content, while the inclusion of clinicians’ per-
spectives situates the discussion within a professional context. This interplay legitimises
the argument while potentially marginalising alternative narratives, such as the empow-
ering aspects of young people’s media use. While some media content sensationalises or
glamorises self-harm, documentaries and educational content have the potential to raise
awareness and connect individuals with support services [54,55]. This polarity highlights
the importance of critically evaluating representations of self-harm in media while recog-
nising that young people are not passive consumers but active participants who interpret,
engage with and navigate media in complex ways.

The discourse of “Hidden World of Youth” constructs a narrative of young people’s
lives as inaccessible, veiled by the complexities of digital interactions: it highlights the
often private, inaccessible or misunderstood aspects of YPSH lives, particularly in the
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context of their interactions with digital media. This “hidden world” encompasses online
spaces, behaviours and social dynamics that YPSH engage in, which can be difficult for
parents, carers and health practitioners to fully grasp due to the unique ways young
people navigate and use social media. The framing of online spaces as “rabbit holes” or
“devil’s playgrounds” employs metaphorical language that evokes danger, mystery and
moral panic. By emphasising the “hidden” nature of young people’s worlds, the discourse
implicitly critiques adult institutions—such as parents, carers and clinical systems—for
failing to keep pace with youth culture [56]. This reveals a broader ideological tension
between generations and their differing relationships with digital media [57]. Reframing
this “hidden world” as a space of both vulnerability and empowerment opens possibilities
for clinicians to better support young people’s resilience, recognising that not all online
experiences are inherently pathological.

4.1. Clinical Implications

The findings highlight power dynamics, ideological underpinnings and systemic
limitations inherent in current clinical approaches. The discourse of “media as a disruptor”
reframes media not only as an external influence but as a critical factor shaping the lived
experiences of YPSH. Media has significantly altered the environment in which young
people are growing up, shaping their cognitive, social and emotional development in
ways that are distinct from previous generations. Integrating discussions about media
consumption into clinical assessments becomes a means of unearthing the “hidden world”
of young people. This approach reflects the necessity of challenging reductionist clinical
practices that prioritise overt risk indicators over nuanced understandings of complex
social and emotional contexts. It also creates opportunities for clinicians to recognise and
build upon young people’s media literacy and capacity for critical engagement, rather than
assuming a position of vulnerability alone.

By exploring young people’s media interactions, clinicians can dismantle the taken-
for-granted assumptions about media as a neutral or wholly negative force. Instead,
media is positioned as a site of complex negotiation, where triggers, social identities and
coping mechanisms intersect. This perspective invites a more collaborative approach
that foregrounds young people’s agency, adaptability and reflexivity in their lives. Such
inquiry disrupts conventional power dynamics in clinical settings, allowing young peo-
ple to co-construct their narratives rather than having their experiences pathologised or
oversimplified.

The discourse surrounding risk assessments underscores the professional’s role in
perpetuating institutionalised practices that prioritise efficiency over relational depth.
These assessments often rely on procedural checklists, reflecting a broader institutional
discourse of control and standardisation. The study challenges this framework, arguing for
a shift towards risk assessments that foster dialogical engagement with YPSH. This shift
calls for practices that privilege narrative depth and emotional resonance, disrupting the
clinician−client hierarchy and enabling the co-production of meaning. Such practices also
create space to explore how young people manage and interpret their own media environ-
ments, empowering them to reflect on their agency and strategies for navigating online risk.
Clinicians should proactively inquire about young people’s media use, paying particular
attention to the types of content they are exposed to, the frequency with which they engage
and how it may influence their self-harm behaviours. Integration of these questions can
help clinicians gain valuable insights for more targeted and holistic care plans.

The absence of media-specific guidance in current NICE assessment and management
guidelines reflects a gap in institutional discourses around self-harm and media. Impor-
tantly, although current NICE guidelines [1] provide an extensive framework for working
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with YPSH, guidance regarding the impact and role of media on self-harm is currently
absent. While acknowledging the significance of social media and internet use amongst
YPSH, the guidelines do not provide recommendations for interventions, safety planning,
harm minimisation and clinician training regarding media use. By failing to explicitly
address the role of suicide- and self-harm-related media, these guidelines inadvertently
reinforce a discourse of omission, where media’s pervasive impact on young people is
minimised or ignored. Updating NICE guidelines to include media-specific strategies for
interventions and safety planning—such as personalised media safety plans, safe spaces
and online resources for YPSH—would signify a discursive shift towards acknowledging
the sociotechnical realities of self-harm. This shift would not only validate young people’s
experiences but also challenge the medical and risk-oriented frameworks that currently
dominate clinical practices. It would also recognise young people’s agency, whose insights
and choices can inform more balanced, ethical and empowering responses to online content.

The discourse of “the hidden world of youth” emphasises systemic challenges within
clinical practice and underscores the necessity of equipping clinicians with the skills to
engage meaningfully with the evolving media landscape. Our findings advocate that NICE
guidance should also include recommendations regarding training for clinicians–training
which interrogates both the content and the context of media use, enabling clinicians to
critically evaluate and respond to the cultural and ideological forces at play. Such training
should also equip professionals to recognise and support young people’s strengths—such as
their media literacy, peer support networks and self-help practices—as potential resources
in care planning. This would support clinicians to engage in open conversations that
recognise young people’s autonomy in navigating media and enable clinicians to work
collaboratively with both caregivers and young people to develop strategies for safer media
engagement. This cooperative approach promotes shared responsibility, ensuring that
media use is managed in a way that prioritises well-being while respecting young people’s
perspectives and experiences.

4.2. Limitations of the Study

Several limitations should be acknowledged, which may affect the transferability of the
findings. The study relied on self-reported data obtained through a small number of semi-
structured interviews, introducing the possibility of self-selection and social desirability
biases [58]. Nine of the ten participants were recruited from a single region in England,
resulting in a geographically limited sample; a larger and more diverse sample could
yield a broader range of perspectives. The design of the study also precludes causal
inferences regarding the relationship between media exposure and self-harm behaviours.
Longitudinal quantitative research examining changes in media use and self-harm over
time would offer a stronger basis for identifying causal pathways.

Finally, the study focused only on the perspectives of clinicians, neglecting the voices of
YPSH and their parents or carers. Future research should seek to include these perspectives
and investigate how YPSH respond to the clinician discourses identified here. Future
research should also explore the efficacy of training programs tailored to address the
challenges clinicians face in understanding “The Hidden World of Youth”, incorporating
the perspectives of YPSH and evaluative research on training interventions. This would
generate more specific recommendations to enhance clinical training for mental health
professionals.
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5. Conclusions

To our knowledge, this is the first study to employ a CDA approach to examine health-
care professionals’ perspectives on the influence of media on self-harming behaviours in
young people and how these are constructed and understood. Through an analysis and in-
terpretation of the discourses of “Media as a Disruptor” and “The Hidden World of Youth”,
the findings highlighted how these discourses are constructed through language and reflect
broader societal concerns, positioning media as a powerful yet morally ambiguous force in
young people’s lives.

Clinicians predominantly framed media’s influence on YPSH as negative, empha-
sizing risks such as desensitisation, glamorisation, and the normalisation of self-harm.
This framing, however, risks oversimplifying media’s role and neglecting young people’s
agency in navigating their digital environments. The findings underscore the need for
systemic changes in clinical practice, including the integration of media-specific enquiries
into assessments, enhanced training to critically evaluate the influence of media and the
development of updated guidelines that promote personalised media safety strategies.
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Abstract

Background: Self-harm is a growing public health concern and the strongest predictor
of suicide in young people (YP). The “Supporting Adolescents with Self-Harm” (SASH)
intervention was developed with YP with lived experience and expert clinicians. It involves
rapid follow-up after ED attendance and up to six intervention sessions. The intervention
has three components: Therapeutic Assessment (TA) of self-harm; an enhanced safety
plan (SP); and Solution-Focused Brief Therapy (SFBT). Depending on the YP’s preference,
carers can join sessions. Carers can also receive two individual sessions. The clinical
and cost-effectiveness of SASH is being evaluated in a randomised controlled trial across
nine emergency departments in three NHS Trusts in London, England. A total of 154 YP
were recruited between May 2023 and March 2025 and randomised on a 1:1 ratio to SASH
alongside Treatment As Usual (TAU) or TAU. A logic model describes the SASH inputs,
activities, mechanisms, outcomes and longer-term impacts. The aim of this paper is to
(1) illustrate how TA, SP, and SFBT were implemented in practice by presenting interven-
tion materials and session recordings for four YP cases and one carer case and (2) explore
how the case study materials/recordings reflect the intervention mechanisms in the SASH
logic model. Methods: Each case focused on a different component of the intervention.
Intervention materials (TA self-harm diagram and completed SP) and recorded SFBT ses-
sions with four YP and one carer were analysed using a descriptive case study approach.
The TA diagram and SP were extracted from medical records. Audio/video recordings
of intervention sessions were identified. Recordings of intervention sessions and qual-
itative interviews were transcribed. Quotes from qualitative interviews with the same
participants were included where relevant. Results: Across the four YP cases, some core
themes emerged. The role of friendships for young people, particularly at school, was
important in both negative and positive ways. Experiencing difficulties with friends at
school led to feelings of sadness and stress, which could become overwhelming, leading to
thoughts of self-harm (“I just need to hurt myself”), triggering self-harm behaviour. YP
described mood changes and signs that they were becoming stressed, which improved
their self-awareness and understanding of the link between their feelings and self-harm
behaviour. They reflected on what kept them feeling calm and overcoming their fear of
burdening others by sharing how they were feeling, as this helped them not to self-harm.
They also described difficult feelings stemming from a need to please everyone or needing
validation from others. Overcoming these feelings led to less social anxiety and more
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confidence. This made it easier to go to school and to be more social with friends/student
peers, which in turn improved their mood. Conclusions: These case studies demonstrate
how YP improved their self-awareness and understanding of the link between feelings and
self-harm behaviour and identified personal strategies for managing difficult feelings and
situations. The carer case study demonstrates how sessions with carers can facilitate carers
better supporting their YP’s mental health. Supporting YP and carers in this way has the
potential to reduce the risk of future self-harm.

Keywords: self-injurious behaviour; suicide prevention; adolescent; emergency service;
crisis intervention; carers

1. Introduction

Self-harm is a growing public health concern. Self-harm is defined as any “intentional
self-poisoning or injury irrespective of the apparent purpose of the act” [1]. The 2023/24
UK government figures show that in young adults (ages 16–24 years old), 31.5% reported
lifetime suicide thoughts, 24.6% reported having self-harmed and 10.3% reported a lifetime
suicide attempt [2]. Self-harm is the strongest risk factor for suicide in young people (YP),
which is one of the leading causes of death in YP [3]. Over 50% of those under 20 who
die by suicide have a history of self-harm [4]. YP who visit the emergency department
(ED) with self-harm have up to a 50-fold risk of future suicide. This makes the ED a crucial
opportunity for intervening as early as possible with YP presenting with self-harm.

In England, the National Institute for Health and Care Excellence (NICE) recommends
a psychosocial assessment by specialist mental health practitioners in the ED for YP who
present with self-harm and a 7-day follow-up [1]. Practitioners from Child and Adolescent
Mental Health Services (CAMHS) crisis teams conduct psychosocial assessments to assess
mental health, risks, care needs, and agree on a management plan. Follow-up within
7 days seeks to provide appropriate aftercare, including reviewing the risk and onward
referrals. However, evidence from a meta-synthesis found that YP often report that ED
treatment for self-harm exacerbates their distress and that EDs are unable to meet their
needs [5]. Difficult experiences of ED deter future help-seeking and contribute to vicious
cycles of repeat ED attendances and escalating suicidality [6]. A recent review found that
the international picture is consistent with that in the UK; globally, many YP receive neither
assessment in the ED nor follow-up, and only around half are referred on for further input
from community mental health services [7].

While there are few psychological interventions for YP presenting to the ED with
self-harm, different activities have been investigated. A novel approach to the assessment
of self-harm in YP is Therapeutic Assessment (TA). It involves describing the YP’s personal
cycle of self-harm to help the YP understand their emotions and self-harm behaviour, along
with possibilities for breaking the cycle [8]. TA is a promising approach that is therapeutic
in seeking to understand the complex reasons and psychological “core pain” that drives
self-harm in young people. A previous non-randomised study found that YP who received
TA were more likely to engage in follow-up care after attending the ED and less likely to
harm themselves [9].

Safety plans (SPs) have been investigated and found to be effective for suicide preven-
tion in adults. However, research on safety plans with YP is limited [10]. A non-randomised
study evaluating an intervention that included safety planning in a mixed sample of adoles-
cents partially recruited from emergency departments saw reductions in suicidal ideation
and behaviour at 6-month follow-up [11]. Support for YP after discharge is lacking due to
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underfunding and increasing rates of CAMHS referrals [12]. As a result, many YP who
have presented to the ED with self-harm may require further support and are referred to
CAMHS but end up on lengthy waiting lists for treatment: YP are typically waiting over
one year for CAMHS treatment in the UK [13]. The gap between demand and availability
of services is an international problem, as data from North America reveal a similar picture
of YP facing lengthy waits to access treatment [14]. Long wait times prolong distress
and exacerbate YP’s mental health difficulties [15]. A recent report found that 26% of YP
attempted suicide while waiting for CAMHS treatment [16]. Deteriorating mental health
also has wider impacts on school absence and poorer social and educational development.

Solution-focused brief therapy (SFBT) is a strengths-based intervention where YP
are considered experts in their own lives. In other settings, SFBT is as effective as other
evidence-based treatments, but progress happens in fewer sessions: This requires fewer
resources, making it potentially more cost-effective (average 4–5 sessions, compared to 8
for other talking therapies) [17,18]. As it is a brief systemic approach, it has the potential to
support YP and families in a mental health crisis.

To address the current gap in rapid interventions for YP in crisis, we developed the
Supporting Adolescents with Self-Harm (SASH) intervention with the input of YP/carers
with lived experience and mental health clinicians. The SASH intervention aims to provide
rapid follow-up within 1–2 weeks after attending the ED. It includes up to six sessions
over approximately 2 months with YP and parents/carers. The intervention comprises the
following: (1) TA of self-harm, addressing the YP’s core pain, their cycle of self-harm, and
identifying how to break this cycle; (2) an enhanced SP based on the Stanley and Brown
model; and (3) SFBT where the YP/carer identifies their future hopes and resources to
help them move forward in their lives. Depending on the YP’s preference, parents/carers
are invited to join sessions with the YP. Carers can also receive two individual sessions
focused on psychoeducation around self-harm and their best hopes for themselves and
their child. Evidence shows that involving families and the system supporting the YP
improves outcomes for YP [18].

The clinical and cost-effectiveness of the SASH intervention in addition to TAU is
currently being evaluated in a randomised controlled trial in England. It is being compared
to Treatment As Usual (TAU), and the primary outcome is repeat self-harm after 6 months.
Full details are described in the trial protocol [19] (https://sashstudy.co.uk/, accessed on
19 December 2025). Secondary outcomes include symptoms of depression and anxiety, ED
reattendance, death by suicide, school attendance, and psychological wellbeing (see [19] for
all outcomes), collected at baseline and 6-month follow-up. A total of 154 YP were recruited
into the trial and are currently being followed up, with follow-up data collection having
recently been completed. SASH draws on existing components of self-harm interventions
that have been tested in previous studies, including Therapeutic Assessment (TA), safety
planning, and SFBT. The aim of this paper is to (1) illustrate how TA, safety planning, and
SFBT were implemented in practice by presenting intervention materials/recordings for
four YP cases and one carer case and (2) explore how the case study materials/recordings
reflect the intervention mechanisms in the SASH logic model. A future publication will
report on the clinical and cost-effectiveness of the SASH intervention.

2. Materials and Methods

2.1. Setting

We present intervention materials and recordings from the SASH trial. SASH is a
multicentre parallel group individually randomised controlled trial (RCT). YP and carers
were recruited across nine ED departments in west, north, central, and east London. The
trial has been described in full elsewhere [19]. CAMHS practitioners working with YP in
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crisis were trained in the SASH approach across 1.5–2 days. A manual, training videos,
and handouts were provided to practitioners to support the delivery of the intervention
and adherence to the approach. Practitioners were invited to weekly group supervision
with senior members of the research team to discuss cases and discuss the delivery of the
intervention in line with NHS Trust clinical processes and policies.

2.2. The Intervention

The intervention comprises up to six sessions with YP and their carers. The first
session is delivered within approximately seven days of ED attendance. Subsequent ses-
sions are delivered at approximately two-week intervals. Sessions are primarily delivered
face-to-face, though remote delivery is possible where permitted by clinical services. Inter-
vention delivery is designed to be flexible to maximise engagement. In response to changes
in risk or worsening of presentation, clinicians can refer YP on for more support or for
specialist assessment. The first session includes TA and safety planning, while follow-up
sessions are SFBT sessions. To ensure consistency in intervention delivery across sites, the
research team met regularly with practitioners (aiming for every two weeks), encouraged
attendance at weekly supervision, and provided top-up training in specific areas (e.g.,
working with parents/carers). To assess intervention fidelity, two researchers indepen-
dently applied a bespoke fidelity scale to a sample of practitioner intervention session
notes. Bespoke logs were developed to monitor adherence to the intervention and record
practitioner supervision attendance. We worked with senior leadership teams in services
to support practitioner attendance at supervision alongside their clinical commitments.

2.3. Therapeutic Assessment

TA was developed by Ougrin et al. specifically for YP presenting with self-harm
in crisis [8]. It is a novel approach to working with YP (and families), derived from
solution-focused and systemic traditions. It involves joint production of a diagram of the
self-harm cycle, with three elements: identification of core pain, maladaptive behaviours,
and means to break the cycle. YP are asked to identify a previous episode of self-harm.
Diagrams are constructed using the YP’s language and aim to identify and understand
the YP’s difficulties, instil hope, and provide a foundation for therapeutic change. See
Figure S1 in the Supplementary Materials for a schematic of the TA diagram.

2.4. Enhanced Safety Planning

The SP is an adapted version of the Stanley and Brown model of safety planning [20]
and involves co-construction of an individualised safety plan in the YP’s own words. This
consists of two sections: the first section describes the YP when they are well and what
they like to do, what helps them to stay well, and what might get in the way of this. The
second section relates to warning signs of self-harm and means of managing thoughts
of self-harm, including individual actions (distractions and changing environment), and
support networks that can be drawn on (contacting trusted others and professionals). The
SP can be in paper or electronic form and can be completed either by the YP, practitioner,
or jointly. For enhanced safety plan template, see Figure S2.

2.5. Solution-Focused Brief Therapy

The follow-up sessions (up to five) involve SFBT. SFBT is a strengths-based interven-
tion involving a paradigm shift from problem reduction to promoting strengths and new
ways of thinking and behaving. SFBT is as effective as other evidence-based treatments but
is achieved in fewer sessions (average 4–5 sessions). A systematic review and meta-analysis
found that SFBT is effective for YP and adult depression, low self-esteem, family dynamics,
relationship problems, and parental stress in community settings [21]. SFBT for carers has
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been found to improve YP mental health [22]. SFBT’s focus on the therapeutic relationship
empowers YP to experience a more hopeful future through collaboratively formulating
solutions and how to move forward [23–26]. For SFBT templates, see Figures S3 and S4.

2.6. Parent/Carer Involvement

According to the YP’s preference and consent, parents/carers may join sessions with
the YP. Parent/carer involvement can support the YP emotionally, improve their under-
standing of the YP’s experience, and increase awareness of strategies that can be used by
the YP. Parents/carers may be invited to participate in a joint SFBT session with the YP,
where a shared understanding of what the YP and parent/carer may be generated. In
addition to joining the sessions with their YP, parents/carers are offered 1–2 of their own
individual sessions (these may involve more than one parent/carer) where clinicians take
a solution-focused approach and offer psychoeducation for self-harm. We will explore the
effects of parent/carer involvement systematically in statistical analyses in the randomised
controlled trial.

2.7. Data Collection
2.7.1. Participants

Participants were identified from the group of YP in the SASH intervention arm
(n = 78), who had either intervention session recordings available or intervention-related
materials uploaded to their medical records. Parents/carers of YP in the intervention arm
were selected if they had an individual or joint intervention session recording available.

2.7.2. Procedure

Participants provided informed consent for audio/video recording for intervention
sessions and qualitative interviews and specified consent for the use of this data as part of
consent for participating in the trial. Audio/video files were transcribed using a two-step
procedure; firstly, a secure auto-transcription tool was used to capture the live interaction
and was downloaded, after which auto-transcripts were manually checked and corrected
for accuracy. Before recording, practitioners reaffirmed the participants’ consent to be
recorded. Recordings were made on secure, encrypted devices and were securely trans-
ferred to approved electronic storage. All identifying details were removed from transcripts,
and participants were assigned pseudonyms.

2.7.3. Sampling

1. Intervention sessions and documents

Of the pool of young people assigned to the intervention arm (n = 78), we reviewed
all available intervention session transcripts (n = 16) and intervention-related materials (TA
diagrams n = 7, SPs n = 8, SFBT handouts n = 16). The intervention manual and fidelity scale
were used to guide the selection of cases with acceptable fidelity to the intervention manual.
Selections were made by reviewing transcripts of intervention sessions and intervention
materials to identify exemplars of each of the three intervention components. We also aimed
to capture variation across the type of session (YP only and parent/carer session only). All
data were anonymised prior to analysis. Assessments of fidelity to the intervention will be
published alongside the main trial results.

2. Qualitative interviews

Purposive sampling was used in the SASH trial to invite YP from the intervention arm
and practitioners who delivered the intervention to take part in a qualitative interview as
part of the process evaluation. Full transcripts were reviewed, and excerpts were identified
that corresponded to that person’s TA, SP, and SFBT sessions. Practitioner qualitative
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transcripts were reviewed for reflections on the implementation of the intervention relating
to the activities and mechanisms of change.

2.8. Data Analysis

A descriptive case study approach [27] was taken when analysing the intervention
materials and recordings. Activities and mechanisms of change from the SASH logic model
were used as a framework to guide the presentation of each component of the intervention.

The logic model in Figure 1 was developed based on existing evidence of how the dif-
ferent components of the SASH intervention are intended to influence outcomes, informed
by literature review, expert input, and refined iteratively during intervention delivery.
Inputs, activities, mechanisms of action, outcomes, and impact outline the theory of change
underpinning the intervention. Inputs relate to resources and assets which support the
intervention, for example, practitioner training and supervision; activities relate to actions
or processes which are both specific to the different components of the intervention and
generic across the approach; mechanisms of change relate to how and why the interven-
tion achieves its intended outcomes; outcomes relate to the intended consequences of the
intervention and impact relates to the longer term effects of the SASH intervention on
key stakeholders. In the trial, we administered a measure of the quality of the therapeutic
relationship post-intervention (or TAU), as we hypothesise that this outcome may mediate
the effect of the intervention. Other mechanisms in the logic model will be explored in
qualitative and quantitative analyses.

Figure 1. SASH intervention logic model.
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2.9. Ethics

The SASH study was approved by the London-Riverside Research Ethics Committee
(Ref: 22/LO/0400). Fully informed written consent was sought from YP, parents/carers,
and practitioners. For YP under the age of 16 years, written assent was sought in addition
to fully informed written parental consent. YP, carer, and practitioner consent forms
included optional items for audio/video recording of sessions: When this optional consent
was obtained from all parties, sessions were recorded where possible by the practitioner.
Pseudonyms have been used and identifying details changed to preserve anonymity in the
presentation of the case studies.

3. Results

Five case studies are presented, as shown in Table 1. The case studies include four
YP who received the SASH intervention, each focusing on a different component of the
intervention (TA, SP, and SFBT) and one parent/carer (mother) of a YP who received the
SASH intervention.

Table 1. Participant characteristics.

Pseudonym YP/Carer ED Presentation Age Gender Neurodiversity Ethnicity No. Sessions Attended

Adah YP Suicide attempt 13 F N Mixed ethnic
background 5

Eliana YP Suicide attempt 15 F N Black British 5

Charlotte YP Suicidal ideation
(and recent self-harm) 14 F N White British 5

Wai YP Suicide attempt 16 F N Other—Hong Kong
and Indonesia 4

Michelle Carer N/A 53 F N Black British 1

3.1. Case Study 1: Therapeutic Assessment of Self-Harm with Adah

In most cases, the TA was conducted in person in the first session, within one week of
ED attendance. As the SASH intervention was provided in addition to TAU, this session
also typically included a reassessment of risk, mental state, and a check-in around referrals
and contact with other agencies, e.g., social care, which is what would be provided in the
TAU routine 7-day follow-up. The practitioner report suggests that TA took longer on
average with early teens and with YP who are neurodivergent, taking longer to identify
feelings and link behaviours together in a chain. Practitioners could use the “Feelings
Wheel” [28] from the intervention manual to help YP identify emotions, consider relevant
adaptations such as using emoji scales instead of numbers, and were advised to spend
additional time building rapport with YP if needed.

Case study 1 focuses on the TA of Adah, who presented to the ED with a suicide
attempt. She received five sessions in total across 3 months. During the first session, the YP
and practitioner co-constructed the self-harm cycle (see Figure 2). The YP began by describing
the events leading up to her suicide attempt and explained that she had been feeling
stressed and sad (core pain) while at school due to issues in her friendship group (trigger)
and felt the only way to deal with these overwhelming feelings was to take an overdose.
When she took the overdose, she described experiencing a clear mind (short-term relief).
She then started to reflect on what she had done, felt panic and worry, started crying, and
had a panic attack. This led to disclosure about the overdose to school staff, who called
an ambulance. When she reached the hospital, she felt safe because she was in the ED but
described feeling worried about herself and what she had done, which led to feelings of
confusion and sadness and disbelief at her actions (long-term negative consequences). She
identified that she would choose to break the self-harm cycle by noticing when she is feeling
stressed or has mixed emotions, for example, after friendship conflict, and identified a
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range of things as part of safety planning that she can do instead of self-harming, building
a sense of confidence in alternative means of coping.

Figure 2. Self-harm cycle for Adah.

3.2. Case Study 2: Enhanced Safety Planning with Eliana

In most cases, the practitioner and YP conducted safety planning in the first session
after completing the TA cycle. In some situations where more time was needed, the YP
took the safety plan home to complete, while others completed it at the beginning of the
second session. In routine care (or Treatment As Usual in the trial), a SP is discussed in the
psychosocial assessment in the ED. SASH practitioners were advised to incorporate any
previous elements of the ED safety plan into the SASH SP where relevant. Parents/carers
were often brought into the session to discuss the safety plan with the practitioner and YP
to support its use.

Case study 2 focuses on Eliana, who attended five sessions (one TA/SP session and
four SFBT follow-up sessions). Eliana’s issues were centred around school—they were not
regularly attending school and found it difficult when they did. They were being seen by
a broad range of professionals, including a family therapist.

The first section of the SP involves getting to know the YP, exploring what they are
like when they are well and what they like to do, what helps them to stay well, and what
might get in the way of this. This begins to build a picture of the YP’s life, where they feel
safe, who they trust, and what they feel their barriers are to feeling well (difficulties in
their life). Getting to know the YP fosters a therapeutic relationship and helps to personalise
the intervention. This YP commented on its comprehensiveness: “I liked how it’s more
detailed and I was able to add more to the plan rather than the one in the A&E one where it
was just like more basic. . ..”. SPs in the ED tend to focus on means restriction and generic
signposting to crisis lines/support.

https://doi.org/10.3390/healthcare14020168
125



Healthcare 2026, 14, 168

In the first section of the SP, the YP identified positive attributes of themselves, to begin
to engender positive emotions and identify their own strengths. They described themselves as
loud, confident, fun, easy to talk to, caring, reliable, funny, loyal, honest, and beautiful when
they feel okay. When feeling okay, they described their preferred activities as drawing/art,
listening to music, watching TikTok/shows, spending time with cousins, and taking a nap.
To feel okay, the YP described that she needed sleep, to watch comfort shows, TikTok,
and to talk to cousins on the phone. Reflecting on this helps the YP to begin to recognise
that they can use some of their own resources to make progress. Barriers to feeling okay were
identified as arguments, [feeling] physically unwell, bad relationships with friends, not
being able to regulate emotions, and being around too many people.

Practitioners then support the YP to create a granular safety plan with multiple coping
strategies. Eliana began by identifying warning signs of escalating distress, building
self-awareness of self-harm, and the onset of thoughts of self-harm. Practitioners are en-
couraged to use a traffic light system to help the YP identify early warning signs before
self-harm becomes too challenging to avoid. Eliana identified physical sensations (feeling
extremely hot, head twitching slightly, mini panic attacks, fidgeting, picking fingernails,
squeezing the palms of hands, negative thoughts (worthlessness, failure, and “don’t de-
serve to be here”), and emotional changes (sudden mood changes and angry). Elian was
usually in her bedroom or in public when this started and described a range of ways to
distract herself: by watching a comforting show on Netflix, listening to music, drawing,
and spending time with cousins. She felt she was likely to do this only sometimes, as she
would be thinking, e.g., “I just need to hurt myself” and that her distress may burden
others who are close to her. Eliana identified small steps to overcome these barriers, build-
ing motivation and hope, and ensuring the strategies are realistic and actionable. Small steps
included managing low self-esteem with positive affirmations, building her confidence
more by speaking to her parents, and talking to others. She noted new ways of thinking
about herself and the importance of building herself up: “I can’t please everyone, therefore
the best person I can please is myself”, suggesting a developing sense of agency.

YP then consider ways to break the cycle of self-harm by distracting themselves from
escalating distress, specific to the setting in which the warning signs typically emerge. This
YP identified walking in the local area, going to a place they like, such as the cinema or their
cousin’s house, or going to their bedroom. They described it as being very likely that they
would use these techniques, but that feeling too distressed/overwhelmed, not wanting to
ruin the fun, or pressure from the group might stop them. Small steps to overcome these
barriers included improving self-esteem and confidence, limiting social anxiety, reading
motivational quotes, and using countdown techniques.

In the final two sections of the SP, YP are prompted to use their own resources to make
progress by identifying others whom they can contact as an alternative way of breaking the
cycle of self-harm and increasing their sense of agency. This YP identified parents and family
(cousins) as people to contact when feeling overwhelmed but noted that it was not very
likely that they would contact them because they would feel like a burden, unheard, and
judged. Small steps to overcome these barriers would be if close others were willing to
listen and be understanding.

In the final stage, YP identify professionals whom they would contact when in distress,
in order to build awareness of available realistic and actionable coping strategies. The YP
described that they would be very likely to access a mixture of school (school counsellor
and safeguarding network), healthcare (GP, A&E, and crisis line), and charity-based (Kooth,
Young Minds, and Textline) professional support, but barriers would include the fear of
being misunderstood or unheard. The YP reported that identifying what they would
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discuss and imagining that the professional would be a listening ear would be ways to
overcome these barriers.

3.3. Case Study 3: First Solution-Focused Brief Therapy Session with Charlotte

The first SFBT session follows the therapeutic assessment/safety plan session. Given
the recent presentation to the ED with self-harm, this tended to also include a check-in on
any self-harm/suicidal ideation or safeguarding issues that may have needed attention
since the previous session.

The following session involves Charlotte, a girl, aged 14, who presented to the ED
with suicidal thoughts (with recent self-harm). She was not attending school regularly.

• Best Hopes

The practitioner asks the opening question about what is wanted by the YP: “what are
your best hopes from us talking?”. Charlotte answers, “I don’t know”. Often, YP respond
in this way. This is permission to ask another question. The practitioner asks again in lines
4–5, “what are you hoping to see?”, and Charlotte responds, “Get better”. The practitioner
asks for clarification (lines 7–8), “what does getting better mean?”, and Charlotte responds,
“as in mentally”. The practitioner asks for some further information (lines 12–13), and
Charlotte responds, “trying to communicate better”. This shows how the focus is on what
Charlotte hopes to achieve (underlined text) rather than on the practitioner’s agenda. This
increases engagement in the session as it defines the agenda for the whole session. It moves
the talk away from the problem to what is wanted. In this session, Charlotte hopes to feel
mentally better and to communicate better (Figure 3).

Figure 3. Transcript excerpt from Charlotte’s SFBT session: exploring best hopes.

The practitioner then asks a follow-up question below (lines 2–3) to the best hopes
question, “what difference will it make?” if Charlotte is mentally better. This helps her
to articulate the positive difference this will make in her life. Charlotte responds, “a lot
of difference”, and the practitioner asks for a description. Charlotte states she would be
happy to go to school, socialise with people in school, and participate in lessons (lines 6–7)
(Figure 4).

• Miracle Question

After establishing the person’s best hopes, the next “miracle question” (lines 1–3
below) encourages Charlotte to visualise a good day when she is feeling mentally better.
This prompts Charlotte to visualise a day when she is “mentally better” and provides
descriptive details about what will be happening on this kind of day. Charlotte states she
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would be “a lot happier” (line 4). By asking “how will you know you’re a lot happier”,
the practitioner elicits a behavioural description: “if I have something to do, I would just
get up and do it straight away” (lines 6–7). A further question, “How will you know that
tomorrow is a day that you’re feeling mentally better?” elicits further detail from Charlotte,
“I’d go to school”. Although this is a very similar question to the previous miracle question
in lines 1–3, it elicits further behavioural description about how this will show in her life.
The practitioner then asks a common SF question, “what else” (line 13), to encourage
further description. The YP adds she would be “more social in general” (line 14) (Figure 5).

Figure 4. Transcript excerpt from Charlotte’s SFBT session: the difference achieving her best hopes
would make in her life.

Figure 5. Transcript excerpt from Charlotte’s SFBT session: the miracle question.
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The SF questioning prompts Charlotte to describe getting up straight away if she has
something to do, going to school, being more social, and participating more in lessons, all
of which would make her feel happier. Asking questions that elicit detailed descriptions
translates what “mentally better” would look like in Charlotte’s day.

3.4. Case Study 4: Follow-Up Solution Focused Session with Wai

Follow-up SF sessions focus on what has been better and amplifying the person’s
resources, coping skills, and strengths. This follow-up session is with a YP called Wai, who
is aged 16. Reflecting on the impact of the solution-focused sessions, Wai said she has “been
a lot more calm in stressful situations. . .” The opening question in a follow-up SF session is
“What has been better?”. This directs Wai to notice small signs of progress, as described in the
logic model. In the transcript below, Wai responds that she has become more comfortable
with her surroundings, her school, and has got closer to people. The practitioner invites
Wai to elaborate further in lines 5–6, “In what way?”. Wai describes meeting with a friend
between classes and opening up to her about her self-harm and how she was feeling. Wai
describes how it felt nice to share how she was feeling with her friend, as it was mutual
because she usually worries about pushing people away or sharing too much (lines 21–24)
(Figure 6).

Figure 6. Transcript excerpt from Wai’s follow-up SFBT session: describing what has been better
since the last session.

When the practitioner asks Wai what was there instead of worry (line 30), the YP
responds that there was reassurance. This draws out exceptions to the problem, namely how
Wai is able to share how she feels and feel reassured rather than worried. The practitioner
asks what it was about how Wai’s friend responded that helped her feel reassured (33–34).
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Wai describes how her friend tried to understand what she was going through rather than
asking her why she felt that way or why she did what she did (Figure 7).

Figure 7. Transcript excerpt from follow-up SFBT session with Wai: exceptions to the problem.

The practitioner then returns to Wai’s description of being better at the beginning of
the session, “feeling more comfortable with my surroundings”, and asks her to elaborate
further. This activity is amplifying signs of progress. Wai describes feeling more comfortable
with the area (as she had recently moved there), along with feeling more comfortable with
her classmates and being around them and being able to talk to them. When Wai describes
how other students were “strangers” at first (lines 46–47), the practitioner asks what she
could call them now, rather than strangers. Wai responds, “peers, classmates”. These
questions elicit Wai’s personalised descriptions of how “more comfortable” is happening
in her life (Figure 8).

Figure 8. Transcript excerpt from Wai’s follow-up SFBT session: amplifying signs of progress.

In the following excerpt, the practitioner asks Wai what she has learned about herself.
Wai describes a specific set of events that led to her breaking point (lines 56–60) when
her old best friend said he did not care about her. The practitioner then asks about coping
strategies: “that sounds really challenging. Kind of when he approached you, and said what
he said, how did you cope?” (lines 65–66). Wai describes that previously she felt that he
was a person who cared about her and that she “realised that he’s not and that, like, I don’t
mean much, if not anything to him now”. She describes this realisation as helping her not
to be pushed to her breaking point (Figure 9).
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Figure 9. Transcript excerpt from Wai’s follow-up SFBT session: identifying coping strategies.

• Scaling Questions

To identify what is already working is commonly used in SFBT. The practitioner asks in
lines 2–4 below, “imagine that like on scale of 0 to 10, 10 means that your best hope has
been realized so in this case, 10 completely, 0 the opposite where do you think you’d put
yourself?”. Wai responds, “four”. The focus is on why Wai is where they are on the scale
and not lower. Wai states that she understands her emotions quite well: She knows why she
feels the way she does, and she overthinks. She is starting to accept it but has not fully
accepted it fully yet. The practitioner reiterates that she is a “four” because of that “sense of
understanding”, then explores small signs of progress by asking Wai what would be different
if she were one point up—a five on the scale (lines 13–16). Wai describes not feeling like
she needs validation or to talk to other people if she is feeling upset: Rather, she would be
feeling okay by herself (lines 20–28) (Figure 10).

3.5. Case Study 5: Solution Focused Session with Carer Michelle

Sessions are offered to carers if they would like to avail of them. Sessions can be for
one or more carers. In interviews, practitioners noted that these sessions gave a space for
carers to talk, reflect on supporting themselves and their mental health, helped bridge
understanding between them and their son/daughter, and sometimes were a space to
reflect on their own experiences of growing up, their relationships with their parents/carers,
along with diverse cultural approaches to parenting. Practitioners found that identifying
where the YP and their carer have some shared aspect in their best hopes can provide
a basis for improved relationships, which are often strained by the crisis. Given that
relationship problems between family members are commonly reported problems in YP
who self-harm [29], this may contribute to a reduction in the risk of repeated self-harm.
A practitioner reflected on the impact of improved understanding among YP and carers
and offering targeted support to carers: “every single dynamic of YP and parent I’ve
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worked with have had a transformed dynamic by the end of the intervention. . . the YP
may be the one who is self-harming, but the parent is often also in crisis”.

Figure 10. Transcript excerpt from Wai’s follow-up SFBT session: scaling question.

In the following SFBT session with Michelle, she describes her best hopes of “having
an outlet”, “being able to talk”, “get things off my chest”, “being able to speak about how
it impacts on me”, and “process how I’m feeling and what I’m holding”. The practitioner
also explores her best hopes for her daughter Wai (83–84), which are for her “to be safe”
and “finish her education safely” (line 85) (Figure 11).

The practitioner then asks, “what difference do you think that would make to you if
you were able to talk and have a safe outlet?” (lines 104–105). In SFBT, it is very important
to use the person’s exact words. This question helps Michelle to describe how the desired
changes would impact tangibly on her life: This would lead to her feeling better. The
practitioner asks Michelle to describe “what better looks like”. Michelle responds that it
would be “sleeping better” and “being calm in situations”. Again, the practitioner uses
Michelle’s words (“if you were feeling better, sleeping better, able to remain calmer and
deal with these situations better, what do you think that would lead to in your life?”).
Michelle describes “less stress” (115) and “less anxiety” (117). Michelle then describes her
morning after she has slept better, including that her daughter “works well when you’re

https://doi.org/10.3390/healthcare14020168
132



Healthcare 2026, 14, 168

not on top of her” (135–136). If Michelle has slept better, this would also have an impact on
her daughter in the morning before they start their (Figure 12).

Figure 11. Transcript excerpt of parent/carer SFBT session with Michelle: Michelle’s best hopes.

The practitioner then asks Michelle what she is already doing to get a good night’s
sleep (lines 300–301 below). This directs Michelle to notice what is already working. Michelle
reports going to the gym and having an evening for herself. When the practitioner asks,
“Anything else”, this elicits further information about positive things Michelle is already
doing: Michelle puts on calming music/YouTube and goes running. The practitioner then
asks strategy questions: “how did you go about managing to implement these things? What
did it take for you to do these things?” (lines 309–310). These questions elicit Michelle’s
resources (“I know it helps me so I just push myself”—line 320) and what she is already
doing to achieve her best hope of “sleeping better” so that she is “feeling better” (Figure 13).

These brief SFBT excerpts illustrate some of the techniques and questions that are
used to focus on what the YP or carer wants to be better (their best hopes) and what will
be happening if their best hopes are achieved (their preferred future). The conversations
show how practitioners attend closely to the YP/carer’s exact words. This supports shared
understanding and collaborating closely with the YP and carer in.
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Figure 12. Transcript excerpt from Michelle’s follow-up SFBT session: exploring the difference
achieving her best hopes would make.
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Figure 13. Transcript excerpt from Michelle’s follow-up SFBT session: encouraging Michelle to notice
what is already working.

4. Discussion

The intervention materials and session transcripts illustrate how the SASH interven-
tion can support YP to (1) better understand their personal self-harm and identify ways
of breaking the cycle of self-harm, (2) develop a highly personalised and granular safety
plan with a range of coping strategies, and (3) identify their personal hopes for what they
want to be better in their lives and how they are already moving in this direction. All
three components prioritise the YP’s or carer’s language and use their words to formulate
the cycle of self-harm, the safety plan, and hopes for/progress towards their preferred fu-
ture. The collaborative approach fosters the therapeutic relationship and personalised care.

Across the sessions, some core themes emerged. The role of friendships for young
people, particularly at school, was important in both negative and positive ways. Experi-
encing difficulties with friends at school led to feelings of sadness and stress, which could
become overwhelming, leading to thoughts of self-harm (“I just need to hurt myself”)
and triggering self-harm behaviour. YP described noticing mood changes and signs that
they were becoming stressed, which improved their self-awareness and understanding
of the link between their feelings and self-harm behaviour. They reflected on what kept
them feeling calm and overcoming a fear of being a burden on others by sharing how they
were feeling, which helped them not to self-harm. They also described difficult feelings
stemming from a need to please everyone or needing validation from others: Overcoming
these feelings led to less social anxiety and more confidence. This led to finding it easier to
go to school and being more social with friends/student peers, which in turn improved
their mood
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In the TA case study of Adah, drawing the cycle of self-harm helped the YP to unpack
the “core pain” behind their self-harm (sadness) and how this led to self-harm (“I thought
it was only option”). Breaking down the chain of events and asking the YP to consider the
positive short-term consequences (relief as “nothing going on in my head”) and then the
negative longer-term consequences (a panic attack and having to attend the ED) helps the
YP to understand the link between their emotions and behaviour. Developing a detailed
personalised trajectory enables the YP to explore where they feel it would be helpful to
think about breaking the cycle. This contrasts with more generic advice about stopping
self-harm and reflects the logic model mechanisms of change, namely building the YP’s self-
awareness of their self-harm and instilling confidence in how to break the cycle. Synthesis
of accounts of people who reduced or stopped self-harming reveals the importance of
breaking the link between an individual’s psychological or social states and self-harm
behaviour [30]. YP report being given advice that they do not feel is relevant for them [31].
Previous research has found the Therapeutic Assessment to be effective in improving
engagement in subsequent follow-up care [32]. In this case, the YP attended four further
sessions after the TA, indicating good engagement in the SASH intervention.

The SP case illustrates an initial focus on what the YP is like when they are well. This
addition to the SP was suggested by our Young Person Advisory Group (YPAG) who
we collaborated with during the SASH trial. This is consistent with a more positively
framed approach, similar to the Reasons for Living approach, which focuses on positive
reasons for staying alive in YP admitted to the hospital [33]. Enhanced Safety Planning
is a very granular approach. YP identify their own personal warning signs (thoughts,
emotions, and body sensations), where they typically are when these signs appear, and a
range of coping strategies they can draw on in these moments. It incorporates principles of
behaviour change by explicitly asking about barriers to implementing helpful behaviours
and reaching out to others when things are starting to deteriorate and how to overcome
these barriers.

While SP are recommended in NICE guidelines following an episode of self-harm [1],
they typically provide basic information about means restriction and crisis phone numbers.
Although there is little research on YP’s experiences of safety planning, adults have de-
scribed safety plans as too generic and not sufficiently personalised to them [34]. Patients
often report doubts about being able to use their safety plan [35]. This reflects the impor-
tance of troubleshooting barriers to using the coping strategies and thinking these through
before the person is going into or in a crisis: Adah described saying positive affirmations to
herself in these moments. These strategies provide new ways of thinking, which support
the YP’s motivation and hope that they can break the self-harm cycle.

SFBT sessions focus on the YP’s or carer’s best hopes for the future (rather than
problems) and current strengths. They generate positive emotions by visualising and
describing a good day, identifying what is already working, noticing exceptions to the
problem, and orienting the YP/carer to notice small signs of progress. Similar to TA and
SP, SFBT elicits personalised, detailed descriptions about the YP/carer’s situation. In Case
study 3, Charlotte describes wanting to get better mentally and to communicate better.
Her visualisation and detailed description of a good day starts with her getting straight
out of bed in the morning and being happier to go to school and socialise more with
people. This would make her happier, which in turn would make her mentally better. The
transcripts of the SFBT sessions show how questions elicit detailed descriptions of what
will be happening in the person’s daily life when things are better [36].

SFBT has been used with people with suicidal thoughts or in a mental health crisis [37].
By focusing on the person’s strengths and resources, it helps to instil hope [37]. SF ap-
proaches have also been used in the assessment and [37,38] management of suicide risk,
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albeit more commonly in adults [39]. A solution-focused approach is a paradigm shift
from the usual way of working in crisis mental health care in the NHS. However, it can
be embedded within NHS systems of care and in the context of self-harm and suicide risk
management [40].

Supporting carers is increasingly recognised as an important part of care for YP
presenting to the ED with self-harm in a mental health crisis. Recent clinical and practice
reviews recommend greater attention paid to family involvement [7,18]. Meanwhile,
Mughal et al. (2022), in their systematic review of the needs of individuals supporting
YP, found that they also need support, especially as they negotiate new identities when
handling self-harm in YP [41].

Strengths and Limitations

This paper presents five case studies based on materials and recordings of the SASH
intervention sessions, which were collected as part of a process evaluation in an ongoing
randomised controlled trial. The intervention was implemented in routine clinical settings
in the NHS in the UK. Clinical and other outcomes (e.g., depression, anxiety, wellbeing,
and school attendance) are assessed after 6 months, and the primary outcome is self-harm.
The trial will also consider service use, costs to carer, and carer health-related quality of life
to evaluate the costs and cost-effectiveness of the intervention.

As described by McLeod (2010) [27], this is useful for demonstrating how psychologi-
cal interventions are delivered in practice and provides practitioners with real examples
of working with YP presenting with self-harm. We used case materials from medical
records and intervention recordings to illustrate components of the SASH intervention
delivered by child and adolescent mental health practitioners. While the RCT results have
not yet been published, this study offers insights into real-world treatment, providing
fine-grained and practice-based evidence of how the SASH intervention was delivered to
YP in crisis. This offers valuable information for clinicians on how the SASH techniques
were implemented in real clinician-patient interactions. Multiple sources of data, including
intervention session transcripts, bespoke intervention materials, and qualitative interviews,
are used to demonstrate the delivery of the intervention in practice. The logic model pro-
vides a structured conceptual framework for interpreting potential mechanisms of change
of the intervention. While we only presented five case studies, there was cultural diversity
in the cases described.

Limitations relate to the availability of intervention session recordings and sampling
of the cases. Intervention sessions were sampled according to availability, audio quality,
and fidelity to the intervention according to the manual. Only n = 16 intervention sessions
were recorded among 78 participants. Consent from the young person, carer, and practi-
tioner was required, and in many cases, consent to recording was not given by one or all
parties. Future studies could further encourage the recording of intervention sessions in
research studies.

Only five case studies were presented, which may not capture the variation in imple-
mentation across different groups of YP and may not be representative of the broader pool
of intervention sessions. Once the trial results are available, it will be important to consider
the clinical and service use outcomes of the YP in the SASH intervention compared to
those receiving Treatment As Usual. Given the link between ED self-harm presentations
and the risk of future suicide, re-presentations to the ED will be of particular interest. In
addition, data on YP engagement in the intervention, YP who dropped out, and the number
of sessions attended will provide insights into the acceptability of the intervention. The
SASH trial recruited YP and carers from nine EDs in London. All of the case studies were
based on YP who were female (and cis gender). This reflects the overall SASH sample,

https://doi.org/10.3390/healthcare14020168
137



Healthcare 2026, 14, 168

which was predominantly female. None of the current case studies included YP who were
neurodivergent or gender diverse. This may limit the generalisability of the findings to
a more diverse group of YP and carers.

5. Conclusions

These case studies demonstrate how YP improved their self-awareness and under-
standing of the link between feelings and self-harm behaviour and identified ways of
breaking the self-harm cycle, along with detailed strategies for managing difficult feelings
and situations at school and with friends. The carer case study demonstrates the potential
to support carer mental health so they can, in turn, better support their YP’s mental health.
Supporting YP and carers in this way has the potential to reduce the risk of future self-harm.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/healthcare14020168/s1, Figure S1: Therapeutic Assessment:
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