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Abstract 

A female acute inpatient mental health ward developed a care pathway to support women 

who self-harm during their admission. This service evaluation was the first to explore staff and 

patients’ experiences of the care pathway using qualitative methods. Semi-structured interviews 

were completed with eight staff members and five patients. Thematic analysis was used to analyse 

the interview data. Themes developed from staff interviews were about: “Effects on staff and staff 

support”, “enabling patients to manage self-harm autonomously”, and “the ward environment”. 

Themes developed from patient interviews were about: “Enabling engagement”, “putting skills into 

practice”, and “least restrictive practice”. Staff and patients viewed the pathway as effective in 

reducing self-harm incidents and levels of restriction on the ward. The pathway is viewed positively 

by staff and patients, though improvements could be considered to increase its efficacy. 
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Introduction 

Self-harm is broadly defined as intentional harm to one’s body, including cutting, burning 

and scratching (Hansen et al., 2021) and it occurs for many reasons, such as to alleviate 

psychological distress, punish one’s self, and manage feelings of dissociation (James et al., 2012; 

Klonksy et al., 2014). Prevalence of self-harm on UK inpatient wards varies between 4% (Bowers et 

al., 2003) and 70% (Swinton et al., 1998). It is estimated that 84% of psychiatric nurses witness self-

harm each year (Nijman et al., 2005) which can negatively affect their own emotional wellbeing 

(Wilstrand et al., 2007). Where there is an incident of self-harm on an inpatient ward, the risk of 

other patients also self-harming increases (James et al., 2012). Further, patients who self-harm on 

the ward are at higher risk of future self-harm or suicide (James et al., 2012). Inpatient mental health 

services are required to offer a safe environment for those who self-harm (Bowers et al., 2008) and 

aim to reduce self-harm, partly because of the associated increased risk of suicide (James et al., 

2012). 

A multimodal self-harm care pathway was developed in 2014 by the nursing team and ward 

psychologist (second author; ES) in an acute inpatient mental health ward in Northwest England (see 

Figure 1). The pathway is delivered by the multi-disciplinary team (MDT), primarily nursing staff and 

health care assistants (HCAs), and consists of structured individual sessions and groups, covering 

skills to support patients to understand and manage their self-harm. Each patient has a ‘named 

nurse team’, a designated team of three staff members made up of nurses and HCAs who deliver the 

individual sessions with them. The skills are primarily based on Cognitive Behavioural Therapy (CBT), 

Dialectical Behaviour Therapy (DBT) and problem-solving as recommended by research and the 

National Institute for Health and Care Excellence (NICE, 2011; Panos et al., 2014). The pathway also 

provides a framework drawn from Structured Clinical Management (Bateman and Krawitz, 2013) and 

Cognitive Analytic Therapy (Ryle et al., 1990) within which the MDT can reflect on therapeutic 

relationships and interpersonal styles of engaging as well as a structure within which safety planning 

can be safely implemented when responding to self-harm incidents. This approach allows staff to 
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meet Department of Health (2014) recommendations to treat people with compassion, dignity and 

kindness while understanding the reasons for behaviour that challenges.  

The pathway was designed to reduce self-harm incidents on the ward by supporting staff to 

respond to those who self-harm safely and effectively and to work in the least restrictive manner 

possible in line with national policy (Care Quality Commission, 2015). The pathway is supported by 

regular staff supervision and training offered by the psychology team. 

Rationale  

A quantitative evaluation of the pathway is currently underway, and the pathway is regularly 

audited, however a qualitative evaluation of staff and patients’ views on the pathway has not been 

conducted before. The current evaluation gathered staff views on the benefits and challenges of the 

pathway and how supported they feel in their role. This is important as working with people who 

self-harm can have negative effects on staff wellbeing (e.g., feeling fearful and powerless; Wilstrand 

et al., 2007), and on their views about patients (O’Donovan and Gijbels, 2006). Further, staff may 

have differing views on least restrictive practice (LRP) which could lead to unhelpful inconsistencies 

in care (James et al., 2017). Patients’ views were also gathered in line with recommendations to use 

patient feedback to improve and develop inpatient services (Royal College of Psychiatrists, 2017).  

Aims 

The aims of the evaluation were as follows: 

• To explore staff and patients’ experiences of the self-harm pathway, especially around the 

benefits and challenges of the pathway and support around this 

• To highlight areas of good practice and provide recommendations for improvements, in 

order to enhance the effectiveness of the pathway and patient’s ability to engage with it. 

Methods 

Participants 

All ward staff who deliver the pathway were invited to participate in order to gather data 

from a range of participants. Eight staff members participated (three nurses, three HCAs, one peer 
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support worker, and one assistant psychologist), all females aged 20-50. Six patients were on the 

pathway during data collection, of whom five agreed to participate, aged 20-30.  

Design  

Face-to-face interviews were conducted. Interview questions were developed based on 

research on self-harm in inpatient settings (e.g. James et al., 2017; Kool et al., 2009; Timberlake et 

al., 2020) and recommendations from the service’s psychology team who developed the pathway. 

Questions covered topics such as benefits and challenges of the pathway, and how it affects staff 

and patients’ understanding of, and ability to manage, self-harm. Examples of questions for staff 

were: What are the benefits and challenges of using the self-harm pathway? How has working on 

the pathway affected your understanding of self-harm? How does the self-harm pathway affect your 

feelings about working with people who self-harm? Examples of questions for patients were: How 

has being on the pathway affected your understanding of self-harm? How does it feel when staff 

work in a least restrictive way? How beneficial do you feel the pathway has been for you? The 

interview questions are available from the authors. Data collection occurred from June to August 

2021.  

Procedure 

Potential participants were given a participant information sheet about the project and how 

their information would be used. Patients were made aware that their decision would not affect 

their care.  All participants were given an opportunity to ask questions about the project to ensure 

informed consent and signed a consent form.  

Semi-structured interviews lasting approximately 10-15 minutes were completed in a ward 

therapy room. As the service prohibits recording, participants’ answers were written verbatim. The 

accuracy of the written responses was checked with participants throughout the interview to reduce 

the chance of missing out important information. The interviewer monitored for signs of distress 

during patient interviews. If any patient had appeared distressed, the interviewer would have 

offered to stop the interview and signposted them to support from ward staff. 
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Data Analysis 

Interview data was analysed using reflexive thematic analysis to identify patterns within the 

data. Braun and Clarke’s (2006) six-step model was followed, using an open coding process (Braun 

and Clarke, 2020). First, data were read repeatedly to gain familiarity and initial thoughts regarding 

possible codes were noted down. Next, initial codes were produced for the data and codes with 

similar content were grouped into potential themes. Then, initial themes were reviewed and refined 

by checking the consistency of extracts in each theme and how well themes reflected meanings in 

the data set. This resulted in 12 codes grouped into three themes for staff, and seven codes grouped 

into three themes for patients. Quotes representative of each theme are reported below. 

Ethical Issues 

The service evaluation complied with the Trust Research and Development Team guidelines. 

It was reviewed and approved by the service manager. 

 

Results 

Staff Themes 

Three themes occurred regarding staff experiences of the pathway: (a) Effects on staff and 

staff support, (b) enabling patients to manage self-harm autonomously, and (c) the ward 

environment. 

Effects on staff and staff support 

Most staff reported that the pathway increased their understanding of the functions and 

ways to manage self-harm. This enabled them to manage difficult emotions related to their work, 

such as fear and frustration, allowing them to empathise with patients: “I used to think ‘they’re a 

time-waster, why are they doing it?’ Sometimes I still get frustrated…but I’m more sympathetic, I 

understand why they’re using it,” and fostered a sense of self-efficacy: “I understand it’s a coping 

strategy, and I can help them use safer ones instead.” This suggests that increasing understanding 
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could buffer staff against difficult emotions when working with people who self-harm in inpatient 

mental health settings (Lindgren et al., 2021). 

Some staff highlighted feeling “pulled into an over-soothing role” and “doing too much” 

when interacting with some patients who self-harm. They expressed awareness of the drawbacks of 

this (Kool et al., 2009) and reported that sources of support such as reflective practice were 

important in managing the pull to over-soothing roles: “Reflective practice was being able to say ‘I 

think you were over-soothing’ and they’d reflect on it.” Reflective practice was also helpful when 

feeling ‘stuck’ with a patient, allowing them to discuss ideas as a team: “It definitely helps...The team 

can support with options that we’ve not considered” suggesting reflective practice had similar 

benefits to those found in other research (Thomas and Isobel, 2019). 

Enabling patients to manage self-harm autonomously 

All staff expressed that the pathway effectively reduces the frequency of self-harm. Staff 

reflected on the importance of increasing patients’ autonomy in supporting them to reduce their 

self-harm: “We are empowering the ladies to use the skills on discharge.” This is in line with previous 

research which reported that increased autonomy is key in reducing self-harm (Kool et al., 2009). 

Staff viewed their role in this as supporting patients to learn and use new coping skills: “We’re 

encouraging people to develop a skillset to use independently, to be able to manage their own 

emotions.”  

Staff suggested that the pathway may be less effective when patients have experienced it on 

previous admissions: “Patients who’ve been in previously, repeatedly on the pathway, they aren’t 

willing to work in that way.” This indicates that adapting materials for these situations could be 

beneficial.  

The ward environment 

All staff expressed that the pathway reduced restrictive practice and felt this was positive. 

This was in line with previous research where staff who had implemented LRP saw it as empowering 

for patients and effective in reducing self-harm (James et al., 2017). Staff highlighted that, prior to 



7 
 

the pathway, self-harm incidents led to increased restrictions on patients: “Everyone was on one-to-

ones, medicated up to the eyeballs” whereas the pathway allowed a holistic and proactive approach: 

“If someone has self-harmed, we try not to go for PRN or restraint. We look at alternatives we can 

do.” This was viewed as allowing for more personalised care: “Different approaches are helpful to 

different people, so we ask the ladies what they find helpful.” 

 Staff emphasized the importance of consistency in delivering the pathway but stated that 

the ward often presents barriers to this. The main barriers highlighted were the high level of input 

required to run the pathway: “Staffing levels, when they’re low, it can be easy to fall off the 

pathway” and inconsistencies in staff approaches: “You’re fire-fighting if you’re trying to stick to the 

pathway and some aren’t.” Therefore, staff may not always be able to provide the quality of care 

they would like due to ward pressures. This is consistent with previous research with inpatient 

nursing staff who reported that lack of time and resources hindered good nursing practice and may 

lead to increased incidents of self-harm (Lindgren et al., 2021).   

Patient themes 

Three themes were developed regarding patients’ experiences of the pathway: (a) Enabling 

engagement, (b) Putting skills into practice, and (c) Least restrictive practice.  

Enabling engagement 

Most patients stated that the pathway reduced their self-harm. Nearly all described the 

intrapersonal factor of “feeling ready” as key to engaging in interventions: “I haven’t looked at the 

safety plan…I knew it would help me and I didn’t want to. Now I’m in a better place, I am more 

willing to look at it.” Patients perceived staff as important in facilitating engagement by having a 

non-judgemental approach: “It was good to talk without being judged. My nurse was nice, easy to 

talk to.” They also reported that staff taking a person-centred approach helped to facilitate their 

engagement: “I’ve had the same named nurse each time. She knows what I’m like, that’s helpful” 

suggesting that both intrapersonal factors and professional support help individuals reduce self-

harm (Mummé et al., 2017). 
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Putting skills into practice 

Patients emphasized the importance of implementing skills in reducing their self-harm: “It’s 

helped me to build on skills...Cos, you can know about them, but it’s more about putting them into 

practice.” Personalised care, such as incorporating patients’ skills or hobbies into the tools, increased 

the likelihood of them being put into practice: “She knows I’m creative, so she included that into my 

safety plan, rather than a booklet where it’s just your triggers and stuff.” However, intense emotions 

can be a barrier to implementing skills (Barnicot et al., 2015), particularly when using them 

independently, and this was reflected in some of the patients’ experiences: “When you get to that 

point when you want to self-harm, it happens so quick, nought to a hundred, there’s no time to take 

a step back” because it becomes difficult to remember the skills: “I don’t know whether I’d think 

about it in the moment.” 

Least restrictive practice 

Patients agreed that the pathway reduced restrictions. Three appreciated LRP as being 

preferable to restrictions: “No-one wants to be on fifteen-minute observations” giving more 

independence: “It takes the pressure off…it’s nice to have that freedom” or fitting with their recovery 

goals: “I prefer to try different things before resorting to pills so it’s helpful.” However, two patients 

viewed the LRP approach negatively: “I had opportunity to self-harm, which I did, and that inhibited 

my recovery.” They described not feeling ready to reduce self-harm independently and believed that 

some situations necessitated restrictions such as restraint or PRN medication. This suggests that, 

despite being recommended practice, not all patients value LRP and therefore discussions with 

patients about their sense of safety on the ward and ways of increasing it can be valuable. 

 

Discussion 

Gaining understanding of self-harm and reflecting on their practice enabled staff to manage 

the emotions and roles they felt drawn into and gain confidence in their work. However, staff only 

described being drawn into over-soothing roles, whereas staff in forensic mental health settings 
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have reported being drawn into both over-soothing and over-punitive roles (Hamilton, 2010). This 

warrants further exploration, as it is unknown whether punitive roles were not mentioned here 

because they occur less in non-forensic settings, or because they are harder to acknowledge. It also 

highlights the importance of using reflective practice to focus on staff wellbeing to support staff in 

maintaining good practice and managing difficult emotions and interpersonal dynamics. 

Being understaffed was described as a key challenge to maintaining the pathway. As 

understaffing can negatively impact quality of care (James et al., 2012) and presents barriers to 

implementing interventions (Jorgensen et al., 2019), contingency planning for low staffing levels may 

be integral to implementing such a pathway. Towards this, assistant psychologists are sometimes 

included within named nurse teams in this service to support the pathway and refresher training is 

regularly offered.  

Staff and patients reported that the pathway meets its aim of reducing self-harm. This is 

consistent with research in community settings where gaining insight into triggers and alternative 

coping strategies were reported to help individuals reduce their self-harm (Kruzan and Whitlock, 

2019). Participants also described non-judgmental and person-centred staff approaches as 

instrumental in reducing self-harm, factors which are widely recognised as central to a positive 

therapeutic alliance (McAllister et al., 2019; Moreno‐Poyato and Rodríguez‐Nogueira, 2021; Wright, 

2021), and incorporated into nursing proficiency standards (Nursing and Midwifery Council, 2018) 

and the NHS Long Term Plan (NHS England, 2019). However, participants recognised that 

intrapersonal factors were also important; autonomy and feeling ready facilitated reductions in self-

harm, whereas intense emotions were a barrier. While several intrapersonal factors have been 

suggested as important in reducing self-harm (Kool et al., 2009; Kruzan and Whitlock, 2019; Mummé 

et al., 2017), there is no clear evidence on which are most important. Further exploration of this 

would be helpful, as greater insight into intrapersonal factors which facilitate or impede reduction in 

self-harm would allow for further personalisation of skills and may increase the effectiveness of care 

pathways. 
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Staff and patients felt that the pathway achieved its aim of reducing restrictions. Staff 

viewed this positively, as more effective and empowering for patients. This is in line with research 

which found that staff in acute mental health wards felt uncomfortable using restrictive practices 

and preferred to use alternative interventions which are more recovery-focused and allowed 

patients to learn to manage their own self-harm (Murphy et al., 2019). The variation in patient views 

may reflect different stages of recovery. For example, having limits set by others may be an initial 

phase in stopping self-harm (Kool et al., 2009), therefore those early in the pathway may perceive 

restrictions as more necessary to maintain their safety (Wilson et al., 2017). Alternatively, it may be 

that inconsistent implementation led to negative views of LRP (Timberlake et al., 2020). This 

highlights the importance of both sensitively discussing the ward’s approach to managing self-harm 

with each individual and applying LRP consistently. It may therefore be beneficial for all MDT staff, 

including ward doctors, to attend reflective practice and pathway training in order to enhance 

consistency around restrictions such as PRN medication, thus providing a clearer message around 

LRP to patients. 

Limitations  

The nature of the acute ward meant that most patients were still engaging in self-harm and 

had not completed the pathway when the interviews were conducted with them. Thus, it would be 

useful to explore the experiences of people who have completed the pathway and compare them to 

the current findings. Further, patients were not consulted during the development of the evaluation 

due to time constraints. Co-development of service evaluation would support collaborative working 

and ensure that interview questions were relevant and important to patients. Additionally, the ward 

reflective practice groups were facilitated by the interviewer’s clinical supervisor, therefore staff 

may not have been fully open in their opinions despite reassurances about confidentiality. Further, 

the interviews were completed on the ward, thus there were often distractions such as noise which 

may have affected participants’ ability to concentrate. Also, staff participated in the interview during 

their shifts which may have affected their ability to engage fully. 
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Finally, it was not possible to record the interviews. Attempts were made to ensure the 

interviews were recorded as fully as possible by checking written responses with participants 

regularly throughout each interview. However, it is possible that some information given by 

participants was missed, which may have introduced some bias into the findings. 

Conclusion 

This service evaluation made a significant contribution to the understanding of how a self-

harm care pathway is experienced by staff and patients within acute inpatient mental health care. 

This paper highlighted the advantages of having a multidisciplinary psychosocial care pathway for 

both patients and staff as well as the challenges and ways of overcoming them. 
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Key points 

• Staff and patients reported that a self-harm care pathway on a female acute inpatient ward 

contributed to reductions in self-harm and restrictive practices. 

• Staff members reported the pathway having a positive impact on them individually and on 

the ward environment. 

• Understaffing was described as a challenge in delivering the pathway consistently. 

• Patients felt that a non-judgmental approach and feeling ready were important in helping 

them engage in the pathway. 

Reflective questions 

• What relational roles do you feel pulled into in your interactions with patients who self-

harm? 

• How do you manage difficult emotions that arise during work? 

• How does the environment of your workplace affect the care you are able to provide? 

• What are the advantages and potential challenges of having a psychosocial care pathway 

within acute inpatient mental health wards to support staff and patients manage self-harm? 
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