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1. Why children and young people engage in intentional self-harm and suicidal 
behaviour. 

 
The risk factors underlying these behaviours are complex, multifaceted and cumulative, and occur 
in the context of great developmental change. Given they may operate independently in many 
children and young people, they are considered separately below.   
 
1.1 Intentional self-harm 
In a large scale study of Australian adolescents aged 15-17 years, Patton et al (1997) found that 
the presence of mental illness increased the likelihood of self-harm by a factor of 12 for males and 
15 for females, with this association holding across all sub-types of self-harming behaviour. 
Depression has been consistently identified as a significant risk factor for self-harm (e.g., 
Kingsbury et al, 1999; Aglan, 2008), Additional risk factors include:  
 
• Sexual activity and a history of self-harm (Hawton et al, 1997);  
• History of physical and/or sexual abuse in childhood (Yeo et al, 1993; Favazza, 1997);  
• Family dysfunction, conduct disorder and adolescent hopelessness (Aglan, 2008); and 
• Drug and alcohol abuse and eating disorders (Alderman, 1987).  
Whitlock (2009) notes that the literature on self-injury prevalence and gender is mixed, as is that 
relating to cultural background. There have been few studies of socioeconomic status and self-
injury, and thus far few significant differences have been shown (Jacobson & Gould, 2007). The 
only demographic variable to be consistently linked to NSSI is sexual orientation. Young people 
identifying as bisexual or questioning have been shown to be at significantly elevated risk for self-
injury compared to both their heterosexual and homosexual peers (Whitlock et al, 2006; 2009), 
especially among females.  
 
Of the 5.1% of participants in Patton et al's (1997) study that reported self-harming in the previous 
12 months, only six percent indicated a serious attempt to end their lives and six percent thought 
death was a probable outcome. While self-harm may be a risk factor in its own right for suicidal 
behaviour, the vast majority of children and young people who self-harm therefore do so without 
the intent to end their life. Indeed, some young people have described engaging in self-harm to 
reduce the likelihood to engage in suicidal behaviour, with Favazza (2006) conceptualising this as 
“a morbid form of self help”. Intentional self-harm is therefore perhaps better referred to as non-
suicidal self-injury (NSSI), as recommended by Australia's Mental Health First Aid program (see 
www.mhfa.com.au). This term will henceforth be used to refer to self-harm in order to differentiate 
it from suicidal behaviour. 

A study of young people admitted to a psychiatric unit in Brisbane validated modification of the 
Self-Injury Motivation Scale for use amongst adolescents (Swannell et al, 2007).It identified four 
main reasons for engaging in NSSI: 

Reason 1: Emotion Regulation, such as: 
• Decrease an empty feeling 
• Reduce a feeling of being utterly alone 
• Distract myself from emotional pain by experiencing physical pain 
• Produce a feeling of numbness when my feelings are too strong 
• Punish myself for being bad 

 
Reason 2: Communicating to/influencing others, such as 

• Seek support and caring from others when I won’t ask directly 
• Show others how hurt I feel 
• Control reactions and behaviours of others 
• Irritate or shock someone in my life 
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• Show others how angry I am 
 
Reason 3: Punishment/excitement, such as: 

• To experience a high that feels like a drug high 
• Provide a sense of excitement 
• Punish myself for positive experiences/feelings 
• Hurt someone important in my life 
• Keep bad memories away 

 
Reason 4: Psychoses/Lack of insight, such as: 

• Satisfy voices inside or outside telling me to do it 
• Please an important figure who wants me to do it 
• Makes no sense: I don’t know why and it seems to have no function 
• Prevent myself from acting on suicidal thoughts 
• Punish myself for telling secrets 

 

It is rare NSSI fulfils only one of these functions, particularly when practiced regularly (Whitlock, et 
al., 2009). It may be considered a maladaptive coping strategy that can help regulate emotion in 
the short-term but does not help bring about positive longer-term change, and may in fact take on 
an addictive quality (Nixon et al, 2002). Even if it does not result in a suicide attempt, however, the 
consequences can be serious and long-lasting, and may include infection, permanent scarring, 
brain injury and organ damage.  

1.2 Suicidal Behaviour 

Christoffersen (2009) proposes six classes of risk factors relating to suicide attempts and 
completion amongst young people: 

(1) Genetics and biological background, with a family history known to be a predictor of :suicidal 
behaviour among adolescents.  
 
(2) Parenting and disadvantages during the formative years, which may lead to the development 
of low self-esteem, hopelessness and low degree of resilience.  
 
(3) Structural factors, including unemployment, educational level and a high degree of socio-
economic inequality.  
 
(4) Norms and values in the local society, such as the influence of the media on suicidal 
behaviour.  
 
(5) Present individual resources, including poverty, substance abuse, poor physical health, mental 
illness, homelessness and imprisonment; and  
 
(6) Contemporary situation and opportunities, including access to means to attempt suicide. 
 
Beautrais (2006) found that the same risk factors (mood disorder, history of psychiatric care, 
educational disadvantage, stressful circumstances) play a similar role in suicide completion and 
serious suicide attempts amongst young people. In a study of young people who had attempted 
suicide, some described in detail specific incidents which prompted their suicide attempt(s). 
However, it was more commonly a culmination of a long period of feeling depressed, isolated, 
stressed and exhausted (Griesbach, 2007). 
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1. The incidence and factors contributing to contagion and clustering involving 
children and young people.  

In the case of each of these behaviours, it is important to note that contagion effects are not just 
limited to the peers of a child or young person who engages in them. Workers, parents and carers 
and members of the wider may also be vulnerable, and so need to be considered in assessing the 
impact of exposure and designing interventions to address potential contagion effects from NSSI 
and suicidal behaviours.  

2.1 Non-suicidal self-injury 
 
Self-injury contagion has been defined as (a) acts of self-injury that occur in two or more persons 
within the same group within 24 hours, or (b) acts of self-injury occur within a group of statistically 
significant clusters (Walsh & Rosen, 1985). There is growing evidence that NSSI "is a behaviour 
subject to peer influence, perhaps particularly among adolescents ... [which] presents a large 
public health concern" (Prinstein et al., 2009, p89).  
A recent study by Prinstein et al (2010) found that amongst both a school and an adolescent 
inpatient setting, there was a contagion effect on adolescents’ own NSSI for girls, but not for boys, 
even after controlling for depressive symptoms as a predictor. Similarly, a large-scale community 
study of Chinese adolescents found engagement in NSSI by both their best friend and their 
friendship group independently and significantly predicted their own engagement in NSSI. 
Additionally, adolescents with NSSI tended to join peer groups with other members also engaging 
in NSSI (You et al, 2013). The latter finding supports the suggestion that contagion effects can be 
explained by the fact that vulnerable people might cluster together, and that NSSI is their 
response to a shared stressful event (Joiner, 2003). Another explanation is that the NSSI of 
others may provide a behavioural model for vulnerable individuals, thereby increasing the 
likelihood that their own thoughts of self-harm are acted on (O'Çonnor et al, 2012).   
The Cornell Research Program on Self-Injury and Recovery in New York has developed a useful 
guide for developing and implementing protocols for schools to respond to NSSI (for more 
information see www.selfinjury.bctr.cornell.edu/documents/schools.pdf). This could be modified 
(with acknowledgment) to the Australian context for those educational sectors that do not yet have 
such a resource, as well as other settings in which exposure to a child or young person's NSSI 
could have a contagion effect.  
 
2.2 Suicidal behaviour 
 
Gould et al (2003) found that suicide clusters tend to occur more within populations of 
adolescents and young adults, with only minimal effects of suicide contagion being found among 
those over 24 years of age. Following exposure to a suicide, 15 to 19 year-olds were two to four 
times more likely to display suicidal behaviour themselves than any other age-group (Gould, 
Wallenstein, Kleinman, O’Carroll and Mercy, 1990). In a recent study, Colman et al (2013) 
surveyed more than 22,000 Canadian children aged 12 to 17 years who were asked if anyone in 
their school, or anyone they knew personally, had died by suicide and if they had seriously 
considered attempting suicide themselves in the past year. The researchers found that the risk of 
suicide was magnified even if the child did not know the deceased student personally, and that 
this risk was elevated two years later. It was greatest amongst 12 to 13-year-old children, who 
were five times more likely to have suicidal thoughts in the previous year than teens who had not 
been exposed to a death. By the time  respondents were 16 or 17 years old, one out of four were 
reporting that somebody in their school had died of suicide.  
 
The degree of impact also varies depending on characteristics of the individual whose death was 
the first in a potential cluster. For example, the suicide of someone who is very popular may have 
a greater impact than the suicide of someone who is isolated or considered to be a loner (Gould, 
1990). Similarly, Poijula, Wahlberg and Dyregrov (2001) report that suicide contagion is less likely 
to occur amongst adolescents if they learn that a suicide victim was psychiatrically disturbed, was 
functioning in a psychopathological way, or was subject to individual psychosocial stressors.  
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combat injury" (p 5). It is hypothesised that the same fragmentation has occurred in the Australian 
context, which justifies the need for a coordinated approach to data collection.  
Timely awareness of the incidence of NSSI and suicide completion would enable early 
identification of community risk factors and clusters to help services plan their responses 
accordingly. The collection of accurate data is also vital in monitoring the scale of the problem of 
child and youth NSSI, suicide attempts and completion, as well as evaluating the impact of related 
policy development and intervention programs. 
 
The National Injury Prevention and Safety Promotion Plan: 2004–2014 has identified seven 
national injury prevention areas for action in Australia, including a focus on children (ages 0–14) 
and young people (15–24). Specific efforts should be placed to ensure the collection of 
demographic data to help identify the groups that may be at heightened risk of injury and death, 
including those who are of a Aboriginal and Torres Strait Islander or CALD background, gender 
variant and sexually diverse, in out-of-home care or in detention.  
 
The development and maintenance of a database monitoring NSSI and suicidal behaviour in 
children and young people could be managed by the National Injury Surveillance Unit to help 
implement and evaluate the NIPSP Plan, with findings to be reported to key stakeholders 
(including the National Children's Commissioner) to inform strategic policy development and 
funding allocation across relevant sectors.  

The types of programs and practices that effectively target and support children and 
young people who are engaging in the range of intentional self-harm and suicidal 
behaviours. Submissions about specific groups are encouraged, including children and 
young people who are Aboriginal and Torres Strait Islanders, those who are living in 
regional and remote communities, those who are gender variant and sexuality diverse, 
those from culturally diverse backgrounds, those living with disabilities, and refugee 
children and young people seeking asylum. De-identified case studies are welcome. 

7.1 NSSI  

In 2012, the Royal Australian and New Zealand College of Psychiatrists endorsed local use of the 
clinical guidelines titled Self-harm: The short term physical and psychological management and 
secondary prevention of self-harm in primary and secondary care 
(www.ranzcp.org/Publications/Statements-Guidelines/Self-harm-practice-guidelines.aspx). 
These were developed by the United Kingdom's National Institute for Health and Clinical 
Excellence (NICE), with the key clinical points from the guidelines summarised below:  

• All persons who self-harm (regardless of motivation) and present to hospital should be 
assessed by a mental health professional and a professional responsible for medical 
treatment. 

• Mental health assessment should include a diagnostic interview, a mental health  history 
obtained from family members and/or GPs, a risk assessment and the decision to treat as 
either an inpatient or outpatient. 

• A management plan should be developed and should include follow-up arrangements with 
an identified health-care professional, either a clinician or a mental health service. The 
management plan needs to be clearly communicated to the patient and the family, and 
documented in the patient’s records. 

However, Washburn et al (2012) note that the NICE guidelines are not specific to NSSI, as they 
define self-harm as “self-poisoning or injury, irrespective of the apparent purpose of the act” (p.7). 
Only a small section of the guidelines focus on psychotherapeutic interventions, and little 
guidance is provided to the type of interventions that should be provided. Indeed, the NICE 
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resilience; and programs training individuals to better intervene in a mental health crisis. These 
are summarised in Appendix 2.  

Beautrais et al. (2007) reviewed the evidence for effective suicide prevention strategies in New 
Zealand. This review acknowledged that the effectiveness of suicide prevention initiatives has not 
been sufficiently evaluated, but reported on the evidence that was available. The interventions 
highlighted as best practice were medical practitioner and gatekeeper education, and restriction of 
access to lethal means. Beautrais et al. (2007) also identified several approaches directed at 
suicide prevention which have been found to be harmful or potentially harmful. These were: 
school-based programs that focus on raising awareness about suicide; public health messages 
about suicide and media coverage of suicide issues; no-harm and no-suicide contracts in mental 
health settings; and recovered or repressed memory therapies. 

Some of the issues raised by Noar (2006) may present challenges to the feasibility of developing, 
implementing and evaluating a universal public education campaign, but need to be considered if 
it is to be effective. In suggested above, NSSI and suicidal behaviours should not be explicitly 
identified as the target of the campaign as this could help normalise them amongst children and 
young people, especially those who may be particularly vulnerable.  
 

9. The role, management and utilisation of digital technologies and media in preventing 
and responding to intentional self-harm and suicidal behaviour among children and young 
people. 

An online survey undertaken by the Australian Communications and Media Authority (ACMA) in 
2013 examined the use of social media by 1511 young people ranging in age from eight to 17 
years. It identified that 95% of eight to 11 year olds surveyed had accessed the internet in the last 
four weeks, with this rising to 100% by the age of 16-17 years old. The internet is a positive 
experience for the majority of 12-17 year olds. Facebook was the most popular social network 
service for 12-17 year olds, with the majority of users accessing the site at least daily and in some 
case more often. In comparing results to those yielded from a similar survey conducted in 2009, 
its appears the importance of the internet has increased significantly across all age groups, 
especially amongst children.  
 
The internet (and accompanying digital technologies and media) therefore play an important role 
in shaping the lives of Australian children and young people, including those who may engage in 
NSSI and/or suicidal behaviours. However, these mediums may promote or glorify (or at least 
normalise) such behaviours, and therefore contribute to the contagion effect noted above. For 
example, a recent study by Lewis et al (2011) examining the accessibility and scope of the 100 
most-frequently viewed NSSI videos available on YouTube noted that they had been seen over 
two million times and 80% were accessible to a general audience. Viewers had rated them 
positively, with the tone being largely factual/educational or melancholic with explicit imagery 
being common. The authors suggested professionals need to be aware of this ease and potential 
impact of access in working with children and young people who engage in NSSI. 

In 2006, Australia was the first country in the world that enacted legislation to effectively bans 
‘pro-suicide’ websites (i.e., websites that provide access to means of suicide, reinforce pro-suicide 
ideologies and/or facilitate suicide pacts), although this is limited to sites developed in Australia. 
Impact of the legislation has not been rigorously evaluated, but it appears to have deterred 
Australian individuals and organisations who might have otherwise posted pro-suicide material on 
local sites (Pirkin et al, 2009). Since then the development of social media more widely has seen 
the emergence of a range of new opportunities to share content relating to mental health issues, 
especially amongst young people as the early adopters of such mediums. In May 2014, the USA's 
Entertainment Industries Council launched Social Media Guidelines for Mental Health Promotion 
and Suicide Prevention (see www.eiconline.org/teamup/wp-content/files/teamup-mental-health-
social-media-guidelines.pdf). Topics covered include social media strategy; content consideration 
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(for the areas of both mental health and suicide prevention), language and images; building online 
engagement; privacy and safety concerns; and addressing suicide-related posts by others. The 
guidelines have been endorsed by Facebook, and although developed in America could be 
considered to inform mental health promotion and suicide prevention activities for children, young 
people, families, services and online communities in Australia.  

The internet more generally can be used to promote access to support for vulnerable groups, with 
a systematic review by Kauer et al (2014) examining whether online mental health services 
improve help-seeking for young people. The 18 studies that met the criteria for the review 
suggested that this was not the case. However, results suggested that people regularly used 
these services, would generally recommend the services to friends, would use them again, and 
overall found them easy to use and satisfactory. Furthermore, young people suggested that they 
were accessible and available, anonymous, allowed personal stories to be shared with others, 
were trustworthy and were less stigmatizing than phonelines and face-to-face services. The 
findings suggests that although online services may not enhance help-seeking directly, they did 
appear to increase mental health literacy which is likely to assist young people in recognition and 
management of mental health problems and may also reduce the self-stigma associated with 
mental illness. As with face-to-face services, some barriers to online services remain such as 
unfavorable content, a lack of awareness of online resources, some young people’s preference 
for face-to-face services, lack of motivation to seek help online, the lack of trust in websites and 
the tendency of young men to seek online help less often than females.  
 
Gender differences in help-seeking are increasingly attracting attention in terms of both research 
and resources. For example, a series of surveys and focus groups undertaken with young 
Australian men (aged 16-24 years) by Ellis et al (2013) yielded negative views on support 
services, and a related perception that seeking professional help may challenge the accepted 
view of masculinity. Participants suggested that interventions should not be explicitly branded as 
‘mental health interventions’, but rather tap into male sub-cultures, focus on building strength or 
improving performance and be action- rather than talk-based. Results also indicated a strong 
willingness by young men to use the internet  to find mental health information and support, and 
satisfaction with the outcome when they do so. There are a range of online supports designed to 
help improve the mental health needs of young men which have been developed specifically to 
address the finding that 80% of people who complete suicide are male.  

Another innovative website for supporting the mental health of Australian young people is 
www.tuneinnotout.com, a multi-award winning youth health portal. It features videos, stories, 
blogs, music and factsheets from services across the country, brought together in one central 
location. Young people are encouraged to get involved in a range of ways, with content 
moderated by professionals and resources linked to Facebook, twitter, Google plus and Pinterest. 
A search of the site identified more than 60 posts relating to the topic of suicide, and more than 50 
for the term "self harm".  

Finally, pivotal to the area of harnessing innovative technology for the improved mental health of 
young Australians is the Young and Well Collaborative Research Centre. (YAW_CRC; see 
www/youngandwellcrc.org.au). The Centre is a Australian-based, international research centre 
that unites young people with researchers, practitioners and policy makers from over 75 partner 
organisations across the non-profit, academic, government and corporate sectors. It was 
established in 2012 with the purpose of exploring the role of technology in young people's lives, 
and to determine how these technologies can be used to help improve the health and well-being 
of young people aged 12-25 years. Longer-term, its aims comprise the following:  

1. A reduction in youth suicide, suicide attempts and self-harm in young people.  

2. A reduction in youth mental health problems including depression, anxiety, problematic drug 
and alcohol use and eating disorders.  
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3. Increased rates of help-seeking by young people.  

4. A reduction in lost productivity of young people due to days absent from education or work.  

5. A reduction in social isolation experienced by young people and their families.  

6. Improved mental health resulting in a reduction in medical, carer and welfare costs.  

7. An improvement in quality of life for young people, their families and their communities. 

 
It would be important to engage the Centre in any ongoing discussions about future directions 
arising from the Human Rights Commission's inquiry regarding the use of technology in 
supporting children and young people experiencing - or at risk of - NSSI and/or suicidal 
behaviours. 
















