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Forward
The booklet “Self-harm: Supporting refugee and migrant adolescents -Good practice 
guidelines-” was developed as part of a project entitled “From loss and adversity to resilience: 
Capacity building for field workers who support unaccompanied refugee and migrant children.” 
The aim of that project was to build the capacities of shelter coordinators and field workers who 
support unaccompanied refugee and migrant children and adolescents who live in Greece. 

Two of the 16 groups of the 428 participants who were trained and received clinical supervision, 
developed guidelines for good practices on three topics which are of major concern to field 
workers and shelter coordinators: 

• supporting adolescents who self-harm
• managing conflict and incidents of violence, and 
• stress management for field workers who support unaccompanied children.

This booklet aims to enhance understanding and effective support of adolescents who express 
their suffering through self-destructive behaviors. Unfortunately, nowadays, self-harm is 
manifested with increased frequency by adolescents who feel stranded in Greece and are 
uncertain about their future. When field workers minimize the severity of self-harm behaviors, 
when they react impulsively, threaten or enforce punishments, then adolescents are deprived of 
the psychological support they need and deserve. 

We hope this booklet will stir reflection, offer guidance, and empower field workers, teams, and 
organizations which are responsible for their care and accommodation.

The overall project was implemented by “Merimna” the civil, non profit organization for the care 
of children and families encountering illness and death, with the support of UNICEF, and funding 
from the European Commission (Department of Civil Protection and Humanitarian Aid), the 
collaboration of the National Center for Social Solidarity (EKKA) and the Faculty of Nursing of the 
National and Kapodistrian University of Athens. 

Danai Papadatou
Professor of Clinical Psychology
National and Kapodistrian University of Athens
President of the Board of Directors, “Merimna”
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Introduction
As of 2015, more than one million people who had fled from Syria, Iran, Pakistan, Afghanistan, Iraq 
and other African countries arrived in Europe trying to escape conflict, violence and other violations 
of their human rights. Among them, 37% were children who travelled with family members or 
alone in order to resettle in Central or Northern Europe. European countries were caught off-guard 
in coping with this humanitarian crisis, including Greece, which was itself undergoing a severe 
economic and social crisis.

In spite of international attempts to control and deter refugees crossing from Turkey to Greece 
and the growing opposition of most European countries to host them, people continue to arrive in 
Greece when forced to flee from war, conflict, violence and exploitation in hope to settle in a safe 
country and rebuild their lives. It is estimated that, as of April 2019, there were approximately 
3.800 unaccompanied and separated children (UASC) in Greece (out of a total 71.200 refugees 
and migrants including 28.000 children). The large majority of UASC (94%) are boys older than 
14 years of age, from Pakistan, Afghanistan, Syria and other countries in Africa and Asia.

The living conditions for these unaccompanied children are most challenging. While long term 
accommodation capacity has increased three-fold from over 420 places in 2016, to over 1,160 
places in 2019, as of May 2019 the number of unaccompanied children exceeds the number 
of available places, with more than 65 per cent on the waiting list for placement in long term 
accommodation and care. Children on the waiting list reside in temporary accommodations such 
as ‘’safe zones’’, hotels for emergency accommodation in “protective custody” or in insecure and 
informal housing arrangements, and are often at increased risk of violence or exploitation and other 
mental health and psychosocial problems (Digidiki & Bhabha, 2017, 2018; Freccero, Biswas, 
Whiting, Alrabe, & Seelinger, 2017; Save the Children, 2017; Médecins Sans Frontières, 2017).

Given that Greece is not perceived as their desired destination, unaccompanied children experience 
increased levels of anxiety due to long delays in their asylum application, uncertainty about family 
reunification in other European countries and fear of deportation. This prolonged “limbo” condition, 
has severe effects on their mental health, oftentimes manifested as conflict and violent incidents, 
self-harm and other self-destructive behaviors (Nikolaidis, Ntinapogias, & Stavrou, 2017). Field 
workers report lacking the knowledge and skills to manage such problems and highlight the 
inadequacy of the accommodation care system to properly respond to children’s mental 
health needs.

In order to support field workers and ensure adequate care for unaccompanied children, 
Merimna, under a partnership with UNICEF and with the support of the European Commission, 
was commissioned to provide specialized training and supervision to caretakers working in 
accommodation centers. During this process, Merimna noticed high levels of stress and signs of 
burnout among staff working with UASC and developed specialized sessions on stress management 
and self-care. The present guidelines are a product of this work and represent a consolidation of 
good practices drawn from experience and extensive collaboration with field workers.



SECTION 1
Self-Harm



1.1.

What is self-harm?
The term self-harm refers to any deliberate act of self-injury or self-poisoning. Young people 
deliberately hurt themselves without however having any intention to die. Self-harm is not an 
attempt or even indicator of intent to commit suicide. It involves a range of behaviors, and is not 
a psychiatric disorder or mental illness. It is also called “deliberate self-injury” or “non-suicidal 
self-injury”. Even though self-harm is not intended to be fatal, it should always be taken seriously.

1.2.

How is it manifested?
Common methods of self-harm among young people are the following:

• Cutting oneself with sharp objects
• Hitting or banging body parts
• Burning parts of one’s body
• Pinching or scratching oneself, resulting in bleeding
• Interfering with wound healing
• Hair pulling 
• Self-poisoning through an overdose of medication or the drinking of poison

Self-harm does NOT involve harm arising from overeating, body piercing, body tattooing, 
excessive consumption of alcohol or recreational drugs, starvation due to anorexia nervosa or 
accidental harm to oneself (NICE, 2013).

1.3.

Why adolescents engage in self-harm? 
Adolescents who self-harm find it difficult to talk about their suffering so they use self-
harm to express their distress. Self-harm is PURPOSEFUL, and used as a way:

• TO FEEL BETTER and alleviate suffering

“When I cut myself, I feel that my anger vanishes and I feel better”, “It relieved me from stress, 
I knew it was not good, I did it because someone else told me it helped him.”

• TO FEEL “ALIVE” when they are experiencing emotional ‘numbness’, dissociation οr 
depersonalization, as if they are out of their body or dreaming

“At last I felt something…. Until now everything inside me was dead.”

• TO COMMUNICATE THEIR EMOTIONAL SUFFERING and reach out for help

“When I burn myself, I express my anger which does not remain inside me anymore.”

• TO REGAIN A SENSE OF CONTROL over living conditions that trigger powerlessness, 
helplessness, and low self-esteem.

“When I cut my hands and my legs, I feel relieved from the pressure and I can go to sleep.”

• TO PUNISH THEMSELVES for acts they feel ashamed or guilty

 “I felt ashamed, terrible, guilty, really bad.” 

SECTION 1 S E L F - H A R M
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SECTION 1 S E L F - H A R M

The relief experienced after self-harm is only temporary. When distress and suffering re-emerge, 
adolescents feel the urge to self-harm again. This cycle of self-harm is often difficult to break. 
They often hide their wounds by wearing long sleeves which cover their scars or avoid any 
body exposure (e.g. swimming). These reactions explain why they do not use self-harm to seek 
attention or to manipulate others in order to obtain benefits. In reality, they experience increased 
suffering and adopt dysfunctional coping patterns to manage painful emotions, negative thoughts, 
and memories of acts they feel guilty or ashamed (Dole, Sheridan, & Treacy, 2017).
 
Self-harm is not a psychiatric disorder and we should avoid pathologizing adolescents 
for their behaviors. Nevertheless, in rare situations, self-harm may be manifested along with 
mental disorders, such as depression, bipolar disorder, anxiety disorders, conduct disorders or 
substance misuse.

10 WARNING SIGNS

1. Unexplained injuries such as cuts, scratches, bruises, burns

2. Mood swings with frequent displays of anger and depressive bouts

3. Feelings of emptiness and boredom

4. Changes in sleeping and eating patterns

5. Withdrawal, more quiet or reserved than usual

6. Uncertain about identity and self-image 

7. Unexplained physical complaints such as headaches or stomach pains

8. Dramatic changes in daily performance and interactions 

9. Impulsivity with money, drug or alcohol misuse, sexual relationships, shoplifting, etc

10. Loss of interest and pleasure in activities that used to be enjoyable

The above signs should be taken in consideration with other vulnerability factors (see p. 24).

12

1.4. 

How does self-harm relate to suicide?
• Adolescents who self-harm are not trying to kill themselves 

Through self-harm they try to cope with distress. However, there is a chance to hurt 
themselves more than they intend to (especially if they are under the influence of drugs) and 
for this reason, they are at risk of accidental suicide. 

• Adolescents who repeatedly self-harm may become suicidal 
When self-harm is no longer effective to relieve, even temporarily, their emotional distress, 
then they engage in suicidal behaviors as a way of ending an overwhelming sense of suffering 
that they can no longer manage.

• A history of self-harm increases the adolescent’s risk of suicide 
According to research evidence, of those who die by suicide, more than 50% have a history of 
self-harm. People who self-harm have a 50 to 100% higher likelihood of dying by suicide in 
the 12-month period after an episode, than people who do not self-harm (NICE, 2013).
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1.5.

What do we know about self-harm among 
unaccompanied adolescents who reside 
in Greece?

There are no studies on self-harm among culturally diverse refugees nor among unaccompanied 
adolescents. Given that they rarely end up in a hospital, data is scarce and focuses mostly 
on suicidal behaviors. Nevertheless, it is widely recognized that, in association with the 
developmental challenges of adolescence, these youngsters experience increased acculturation 
stress in their effort to become assimilated into the culture of the host country while remaining 
loyal to their original culture.

Field workers who are employed in shelters for unaccompanied adolescents, report that common 
methods of self-harm are «cuts» in the arms or under the elbows, and occasionally in the 
abdomen and chest. These are performed with sharp objects, pieces of glass or razor blades. 
Less common are burns and the consumption of medication. Adolescents report that self-harm 
helps them: (a) to express their emotional suffering that is transmuted into a more tangible 
physical pain, (b) to feel “alive” when everything is perceived vain and out of their control, and (c) 
to react to the unbearable “limbo” situation they are placed, agonizing over an uncertain future.

Most unaccompanied adolescents who are currently in Greece adhere to Islam. Their Islamic faith 
banes self-harm (“haram” means banning), as it supports man’s surrender to life’s difficulties 
and perceives cruelty towards children as wrong. However, it reinforces the practice of self- 
flagellation (known as “zanjeer zani”), as an aspect of a grief ritual for the murder of Hussein ibn 
Ali, the grandson of Muhammad (Kazmi, 2008). Our knowledge about the faith and religious 
practices of refugee and migrant adolescents who live in Greece is very limited, and we remain 
unaware of how their religious beliefs and cultural background affect self-harm behaviors. 
We acknowledge, however, that religious faith and spirituality affect behavior. 

Management of self-harming behaviors in accommodation facilities

When self-harm occurs in the accommodation facility, then field workers assume the care of 
the adolescent’s wounds, and only if damage is uncontrolled, they accompany him or her to 
the hospital. Later on, mental health professionals (psychologists and social workers) assume 
the responsibility to assess the triggering factors that led to self-harm. With the consent of the 
adolescent, collaboration is subsequently established with a psychologist.

Some barriers to effective management of self-harm incidents are the following:

• Field workers lacking training and supervision to manage the adolescents’ emotional and 
behavioral difficulties

• Absence of an action plan that prevents uncoordinated interventions which may cause panic 
among field workers and distress in the peer group of adolescents

• Employees’ misconceptions such as “the intention of self-harm is to kill oneself”, 
“self-harm is normal in some cultures” or “self-harm is a manipulative behavior”

• Lack of effective cooperation among mental health professionals and field workers to address 
the suffering of refugee and migrant adolescents

• Adolescents’ biases towards psychologists and unfamiliarity with the psychotherapeutic 
process which may result in refusing any collaboration

• Adolescents’ difficulties in developing secure attachments with field workers, as a result of 
having been exposed to traumatic experiences that may have caused a mistrust of others.
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Table 1. Myths and realities about self-harm

1.6.

5 points to always remember

1. Self-harm and suicide attempts are different

  SELF-HARM SUICIDE ATTEMPT

FREQUENCY Incidents are frequent Attempts happen less frequently

METHODS Cutting, burnig, self-hitting Self-poisoning

SEVERITY Less severe Much more severe, sometimes lethal

PURPOSE Done to avoid suicidal impulses Done with an intent to die

Attention: Every adolescent who self-harms must be assessed by a mental health professional 
for suicide risk 
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Myth Reality

Adolescents harm themselves in order to 
draw attention, manipulate others or gain 
benefits

Adolescents harm themselves in an attempt to 
relieve their emotional suffering 

Self-harm is a symptom of mental disorder  
Self-harm is a dysfunctional coping pattern which is 
used to manage painful emotions and high distress

Self-harm is equivalent to suicide
When self-harm occurs repeatedly, it may lead to 
suicide under specific circumstances 

Adolescents harm themselves without a 
good reason, and should be punished for 
their action or ignored

Adolescents harm themselves intentionally for 
various reasons. Understanding their motives can 
help us provide support tailored to their needs

Self-harm is an indication of mental 
disorder and adolescents should be 
hospitalized in a psychiatric clinic

Every incident of self-harm requires an in depth 
psychological assessment and an ongoing collabo-
ration with the adolescent who is helped to manage 
his or her suffering and distress 



2. Self-harm is not suicide, but may end up in suicide

INJURY

Self-harm may lead to suicide:

• When it is no longer an effective coping method to alleviate the suffering caused by stress or 
trauma (Whitlock & Knox, 2007). 

• When the adolescent has become desensitized and habituated to pain through repeated self-
harming incidents, and views a suicide attempt as less frightening (Stewart et al., 2014). 

• When self-harm occurs with increased frequency and is ignored by significant others.

3. Self-harm is a learned behavior
Adolescents who lack secure attachments, have been physically or sexually abused or neglected, 
learn early in life that to express their needs in constructive ways, does not ensure that their 
needs will be met. Through trial and error, they come to mistakenly assume that the only way 
people close to them will notice and respond to their needs, is through self-harming behaviors. 

4. Self-harm is also affected by contextual factors
Occasionally, self-harming behaviors are reinforced by individuals outside of the adolescent’s 
peer group, such as unknown or known individuals on the internet or field workers who 
mismanage or ignore the adolescent who self-harms. 

 

5. Imitation of self-harming behaviors is common among adolescents
Self-injury may be contagious. Social contagion refers to the process by which a behavior spreads 
among the members of the adolescent’s peer group. Self-harming behaviors are susceptible to 
social contagion because of their power to communicate a message of discontent and to provoke 
by their social stigma (Jarvi, Jackson, & Crawford, 2013). Knowing that others engage in similar 
behaviors may increase the incidence of self-harm among youngsters whose developmental stage 
is characterized by an increased susceptibility to peer influence. 

It is not just the act of self-harm that appears to be contagious; the anxiety and depression that 
prompt young people to hurt themselves may be socially transmitted among refugee and migrant 
adolescents who currently live with ambiguity as to their uncertain future. They seek one another 
for support, co-ruminate over their problems which are exacerbated, and may collectively adopt 
dysfunctional coping patterns to manage their distress.

15
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SECTION 2
Good Practice Guidelines



2.1.

Why “good practices” may be helpful 
to field workers?

Self-harm is an extreme behavior adopted by adolescents who, mistakenly, believe it may relieve 
their suffering. According to field workers, the incidence of self-harm is alarming. Good practice 
guidelines may help them prevent, effectively cope with self-harm, and support adolescents in 
distress.

Without guidelines for good practice: 

• Self-harming behaviors are oftentimes underestimated 
• The adolescent’s suffering is misunderstood
• The likelihood of repeating self-harm increases, as the relief brought by self-harm is only 

temporary 
• Peers may be deeply affected or imitate self-harm behaviors
• Short and long-term interventions are not planned and implemented for adolescents in need of 

support. 

2.2.

Who benefits from “good practices”?
Good practices inform and guide unaccompanied refugee and migrant adolescents who 
self-harm as well as those who support them.

They are of benefit to:

• Unaccompanied adolescents who self-harm, since they find a supportive environment 
that is able to contain their suffering, to understand their needs and to help them replace 
dysfunctional coping strategies, such as self-harm, with functional strategies for managing their 
difficulties 

 • Peers of unaccompanied adolescents who acquire new knowledge and skills that help them 
prevent further self-harming behaviors and participate in supportive interventions

• Field workers who manage incidents of self-harm and support both adolescents who engage in 
self-destructive behaviors and their peers

• Cultural mediators who are involved in scheduled sessions with the adolescent, 
the psychologist, the social worker or the lawyer, and engage in informal discussions 
with the youngster 

• Educators who identify indicators of self-harming behaviors and are expected to support 
and/or refer the adolescent to a mental health professional

• Mental health professionals who assume the clinical assessment of the adolescent’s 
suffering and implement short-term and long-term supportive interventions

• Members of the organization’s administration who are have the responsibility to ensure 
that good practices are implemented and interventions are evaluated.

 

SECTION 2 G O O D  P R A C T I C E  G U I D E L I N E S
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2.3.

10 principles for effective support 

For refugee minors who engage in self-harming behaviors the following is important:

1. To be cared for with compassion, respect and dignity in a safe physical environment

2. To be assessed for their physical health and for the risk to repeat self-harm or commit suicide

3. To be informed about the potential benefits of psychological interventions

4. To have access to an interpreter or cultural mediator so as to share their needs and 
experiences in their own language

For mental health professionals, field workers and coordinators of living accommodations 
the following is important:

5. To receive training on how to manage and prevent self-destructive behaviors 

6. To collaborate with the adolescent who engages in self-harm and to develop a “safety plan” 
in order to prevent further self-harm (p. 25)

7. To provide culturally and socially appropriate support for the adolescent 

8. To develop and implement a plan that ensures ongoing support for adolescents who self-harm 
and for peers who imitate similar behaviors

9. To receive ongoing regular supervision, as well as in crisis situations, when supporting 
adolescents who are at risk or display self-harming or suicidal behaviors

For the organization’s administration the following is important: 
10. To ensure safe and dignified living conditions, to undertake specific measures for their 

improvement, and to provide appropriate support for both adolescents and team members. 
Supporting youngsters in a safe physical environment decreases anxiety, distress, suffering, 
and reduces the risk of repeated incidents of self-harm.

SECTION 2 G O O D  P R A C T I C E  G U I D E L I N E S
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WHAT TO DO
• After an incident of self-harm, move the adolescent’s peers away from the scene or remove the 

adolescent to a private and safe setting 
• Take self-harm seriously
• Talk about it
• Ask how the adolescent is feeling
• Show care and respect, without making judgments 
• Acknowledge the adolescent’s distress and suffering
• Be supportive by focusing on the adolescent’s needs, rather than on the act of self-harm
• Maintain a predictable and regular schedule
• Set limits
• Make sure that the adolescent does not have access to objects that may be used for self-harm 
• Let the adolescent know that you are there for him or her
• Encourage the adolescent to seek professional help
• Inform your team and identify key members who can serve as main contacts 
• Recognize that peers may also need support
• Develop with your colleagues a plan for the prevention of further self-harming behaviors and for 

the support of the adolescent and his or her peers 
• Be aware of your own feelings and seek supervision or guidance from experienced colleagues

WHAT NOT TO DO
• DO NOT respond with shock, revulsion or averted gaze 
• DO NOT become excessively sympathetic 
• DO NOT threaten, give ultimatums or punish the adolescent for his or her action 
• DO NOT respond by minimizing or hiding the act of self-harm from other adolescents 

or colleagues
• DO NOT promise confidentiality and always share the act or intention of self-harm with mental 

health professionals 
• DO NOT avoid to discuss the subject and pretend that nothing happened
• DO NOT focus only on the self-harming behavior but on the adolescent and his or her needs 
• DO NOT ignore the adolescent’s need for care
• DO NOT engage in informal discussions with colleagues about the incident but bring it to the staff 

meetings and to the supervision session

19
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THE RIGHTS OF ADOLESCENTS WHO SELF-HARM
• The right to medical health provision and dignity
• The right to have their distress recognized
• The right to actively participate in developing an intervention to relieve their suffering
• The right to choose with whom to share their experience
• The right not to be stigmatized for their action
• The right to choose among functional coping strategies those that can help them prevent self-

harm behaviors
• The right to have self-harm behaviors be acknowledged as a need to communicate their suffering, 

rather than as an attempt to manipulate others
• The right to be cared with compassion and have access to specialized psychological support

Remember
Take self-harm seriously. It doesn’t mean the adolescents want to die. It probably suggests that they 
have major difficulties and need help, support, and understanding (Center for Suicide Prevention, 
CSP, 2014).

Example 1. 
Maher’s incident of self-harm

Maher, a 14 year old boy from Syria, impatiently awaits to be informed by his lawyer whether 
his request for reunification with his uncle in Germany, submitted 6 months ago, will be granted. 
While relaxing in his room after a soccer game, Maher receives a text message in his viber account 
from his uncle who informs him that he changed his mind, and will not accept his guardianship 
given that he experiences the responsibility as overwhelming. Maher bursts into tears, takes a 
razor blade, and cuts his left arm. Maher’s roommate, who is also Syrian, attempts to limit the 
bleeding with a towel and comforts his friend. Another adolescent seeks help from a caretaker 
who is on duty.

What immediate actions should be undertaken?
• Ensure Maher’s privacy, safety, and an appropriate place for his care
• Provide first aid. Assess wound severity and whether it requires medical care. If medical aid is 

needed, call an ambulance and escort the adolescent to the hospital
• Support Maher, without forcing him or her to talk about his act or feelings
• Remove sharp items 
• Inform by phone the team coordinator
• Write a report in the “incident book” to inform coworkers

What actions should be undertaken the following 3 to 4 days?
• Gather detailed information about the incident of self-harm
• Ensure that Maher receives support by the “contact person” assigned to him, the psychologist, 

the team coordinator, and lawyer
• Call an emergency staff meeting and develop a collectively agreed plan on how best to support 

Maher and prevent further self-harm incidents
• Ensure support for Maher’s roommate(s) and friends 

20
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Example 2.
Mohammad’s incident of self-harm

Mohammad, a 16 year old Afgan boy, lives over the past two months in the “safe zone” for 
unaccompanied children, in a camp for a refugee and migrant population. He is introverted and 
leaves his room only when encouraged by field workers or one of his peers. He enjoys watching 
movies on his mobile and communicating with his family.

It is lunch time, and a field worker goes to Mohammad’s room and notices that he is very 
distressed while talking on his mobile phone. The adolescent notices him and makes a non 
verbal sign that he will soon attend the meal. Twenty minutes later the field worker returns to 
Mohammad’s container and finds him lying in bed with a piece of glass in his right hand, while his 
left hand is bleeding. The field worker offers first aid and realizes that the cut is deep and requires 
medical assistance, but Mohammad refuses to go to the hospital.

Then the psychologist of the safe zone, who is also Mohammad’s “contact person”, approaches the 
adolescent. The boy reveals to her that he is in despair and that his life has become unbearable.

How would you manage Mohammad’s refusal to receive medical care? 

What did the psychologist do?

The psychologist stayed calm and gave Mohammad enough time to settle down after the incident 
of self-harm. When his anxiety subsided, she explained the reason he needed medical attention 
at the local hospital, where he had received medical care for another health issue. During this 
exchange, no reference was made “how” and “why” Mohammad harmed himself; instead she 
focused on the care of his wound and stood by his side without criticizing his act.

What actions would you undertake after Mohammad’s return from the hospital?

What did the psychologist and the team do?

At first, the psychologist discussed with the adolescent the factors that triggered his desire to 
self-harm, the effects of his action on him, and his despair over a life that had been described as 
“unbearable”. Then, she developed, in collaboration with Mohammad, a “care plan” which helped 
him to realize that he had options about how to manage his distress. During regular sessions 
with the boy, she assessed his vulnerability and risk to engage in suicidal behavior as well his 
resilience capacities. In collaboration with team members, they developed a plan to support 
Mohammad and enhance his resilience.

SECTION 2 G O O D  P R A C T I C E  G U I D E L I N E S
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SECTION 2

2.4.

Resilience and vulnerability factors

Living conditions and critical events 

• Death of significant other(s), forced separation 
from family, missing loved ones

• Exposure to traumatic experiences (e.g. physical 
or sexual abuse, trafficking)

• Undignified and unsafe living condition, 
uncertain future

• Safe and stable living conditions, sense of 
belonging, and active participation in the daily 
routine of the living accommodation

• Opportunities for personal development and 
social integration 

• Being granted asylum or residence permit 

Psychological and physical health 

• Low self-esteem
• Pessimism, negative view of self, others and life
• Health problems or impairment(s)
• Difficulty to regulate emotions and adoption 

of dysfunctional coping strategies to manage 
suffering (i.e. self-harm, violence, suicidality)

• Diagnosed mental disorder (e.g. depression, PTSD, 
anxiety disorders, psychosis, grief complications) 

• History of psychological or physical neglect, 
of domestic violence, of traumatic events and 
unresolved losses

• High self-esteem
• Optimism, positive view of self, 

others and life
• Good health, self-care
• Adoption of functional coping strategies to 

manage adversities
• Development of skills that promote social 

integration (e.g. Greek language) 
• Dreams and future plans

Interpersonal relationships

• Lack of secure attachments 
• Conflictual or lack of communication with family 

members 
• Lack of social support
• Social isolation, stigmatization, marginalization 

due to ethnicity, physical impairment(s) or LGB 
orientation

• Imitation of dysfunctional coping patterns 
(e.g. self-harm) or integration in peer group 
that engages in antisocial behaviors, drug use and 
illegal activities

• Secure attachments and trusted relationships 
with field workers, educators, and community 
members 

• Ongoing and supportive communication with 
family members

• Social support - Networking and friendships 
with peers and adults of the same or different 
ethnic and religious background

• Support from individuals who acknowledge 
and foster the adolescent’s capacities and 
talents 

Resources

• No access or unavailability of health and mental 
health services 

• No access to education 
• Lack of financial resources

• Opportunities for the development of skills, 
knowledge, talents, interests

• Access to health and mental health services
• Faith in the divine, perfrormance 

of religious rituals
• Access to education - Knowledge of Greek 

language
• Skill specialization, job opportunities in late 

addescence or financial resources
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2.5.

Acute phase of psychosocial support
This phase involves “first aid psychological support”, a thorough psychosocial assessment of the  
adolescent’s mental health, and the development of a “safety plan” to prevent further self-harm.

2.5.1.

Psychosocial assessment
NICE (2013) recommends that every person should have access to psychosocial assessment 
after an episode of self-harm. However, this does not always occur especially if the harm is 
perceived to be minor or superficial. A rushed or inadequate assessment deprives adolescents of 
the opportunity to be listened to and understood; it also compromises their collaboration in the 
development of a management plan.

An in-depth psychosocial assessment should be carried out by a mental health professional. 
This assessment should explore, but not be limited to the methods, conditions, and intention of 
self-harm, the adolescent’s physical and mental health, the living conditions, and the risk of 
further self-harm or suicidality.

DOMAINS OF PSYCHOSOCIAL ASSESSMENT

METHODS 
OF SELF-HARM

• methods of self-harm (e.g. cutting, burning, self-hitting, 
overdosing)

PHYSICAL HEALTH • level of consciousness when engaging in self-harm 

• gravity of physical injuries 

• level of pain 

• previous attempts of self-harm

MENTAL HEALTH • level of distress 

• intent of self-harm 

• meaning attributed to self-harm

• current difficulties and unmet needs 

• presence of mental health problems and/or medication 
consumption

• risk to repeat self-harm 

• resilience factors 

• willingness to remain engaged in a supportive relation-
ship with a mental health professional

23
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INTERPERSONAL 
RELATIONSHIPS 

• relationships with other unaccompanied children 
relationships with field workers and mental health 
professionals

• communication with the “absent” family

• relationships with individuals of similar cultural 
and religious background

• family history of substance abuse, mental disorder 
or suicidal behaviors

• relationships with peers at school or wider 
community context

LIVING CONDITIONS • living and safety conditions

• sense of belonging and integration in the daily life 
of the accommodation facility

• school integration

• participation in athletic, artistic, recreational and/or 
other social activities which facilitate social integration 
and enhance the adolescent’s mental health

• legal status as a refugee or migrant

 

QUESTIONS TO HELP MENTAL HEALTH PROFESSIONALS 
ASSESS SUICIDAL RISK

• Have you ever thought that this life is not worth living?

• Have you ever thought that death would be better than this life?

• Are there any moments that you wish God would let you die?

o If yes, have you ever thought of ending your life?

o If yes, have you made plans about how you would like to put an end to your life? 

o If yes, what plans have you made?

• Have you ever, in the past, tried to end your life?

o If yes, what did you do? What happened afterwards? 

• Have you ever, in the past, tried to harm yourself? 

o If yes, when did this happen? What were the outcomes of your self-harming behavior? 

Source: Merimna – Papadatou, Tselepi, Manatou, Kamberi, Giannopoulou (2018).

ΕΡΩΤΗΣΕΙΣ ΓΙΑ ΤΗΝ ΠΡΟΛΗΨΗ ΕΠΑΝΑΛΑΜΒΑΝΟΜΕΝΩΝ

G O O D  P R A C T I C E  G U I D E L I N E S
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«My Protective Shield»
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2.5.2.  

Adolescent support and prevention                                
of further self-harm
The “Safety Plan”

A psychosocial intervention begins with the development of a “Safety Plan” which aims 
at preventing further self-harming. This plan is an agreement between the mental health 
professional and the adolescent and includes the following information:

• Warning signs that render the adolescent vulnerable to self-harm

• Coping strategies and skills to manage distress and ease suffering 

• Constructive and helpful thoughts and actions to prevent self-harm 

• People and conditions that provide a distraction from self-harm

• Sources or networks of support (e.g. people, activities that bring comfort)

• Identified staff members to contact for help when the above strategies are ineffective. 

The Safety Plan can be recorded on the “My Protective Shield.” On one side of the shield, 
7 questions help the adolescent identify warning signs and resources so as to prevent future 
self-harm; In addition it contains an agreement signed by the adolescent and mental health 
professional. On the other side of the shield, the adolescent is invited to paint, draw or create a 
collage, depicting whatever gives him or her strength, motivation and energy to cope with life’s 
challenges and adversities.
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Which activities bring you comfort and can prevent you 

from harming yourself?

 Take a deep breath and count to 10 when you feel stressed

 Take time when you are thinking of harming yourself and seek recreational ways to relieve 
yourself

 Keep yourself busy by going for a walk, watching TV, talking to a friend or field worker, 
whom you trust

 Write on a piece of paper all your negative feelings and then tear it apart

 Think all the things that are really important to you

 Keep a journal with your thoughts and emotions, express them through a painting, or 
share them with someone who is supportive to you

 Think about something positive that happened in the course of last week, and try to find a 
way to make it happen again 

 Practice relaxation exercises, breathing techniques, or meditation

 Engage in physical exercise (e.g. football, cricket, martial arts)

 Pray

 Other / what?
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What helps you avoid harming yourself again?

 When you DO NOT think and DO NOT engage in self-harm? 

 What is the longest interval (days, weeks, months) between episodes of self-harm?

 What was happening during those days or weeks?

 What were you doing during that period?

 Who was supportive to you during that period?

 What activities were you enjoying?
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2.5.3 

Prevention of self-harm “contagion” 
among peers
Field workers must remain calm after an incident of self-harm and help the adolescent manage 
his or her scars and wounds. To prevent social contagion, they should avoid informal discussions 
and discourage rumors among peers and gossip. It is useless to pretend that “nothing happened” 
when peers have been present or aware of the self-injury. Discussions with adolescents who 
have witnessed self-harming behaviors are helpful when they focus on identifying the signs 
of distress that render youngsters vulnerable to self-harm, and when they teach positive 
coping skills for managing distress and suffering. Great caution is required when a popular 
adolescent engages in self-injury or when self-harm aims at ensuring cohesiveness among peers 
and a sense of belonging. 

2.5.4

Discussing with the adolescent
the consequences of self-harm
• The relief that comes when you engage in self-harm is only temporary

• Relief may be followed by feelings of shame and guilt

• You can hurt yourself badly, even if you may not intend to. It’s easy to end up with an infected 
wound or misjudge the depth of a cut

• Self-harming can become addictive. It usually starts as an impulsive action or an attempt to 
control your feelings, but you may soon realize that it controls you and you are unable to stop it

• Keeping the act of self-harm secret may isolate you from others

• Self-harming prevents you from learning more effective ways to feel better

• You can learn more constructive ways to cope with your emotional pain, when you collaborate 
with a professional who can help you
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2.6.

Phase of long-term psychosocial support
Adolescents who self-harm need ongoing support and monitoring by field workers and mental 
health professionals. Monitoring involves securing a safe physical environment that is supportive 
and minimizes distress and risks of further self-harm (e.g. access to sharp objects or to 
medication).

2.6.1. 

Ongoing psychological support 
“Ongoing” refers to longer-term psychological support of the adolescent who presents one 
or recurrent episodes of self-harm. There is some evidence that some psychotherapeutic 
approaches are effective in reducing and preventing self-harm. The decision to refer the 
adolescent to a mental health professional should be made after informing and discussing with 
him or her the potential benefits of psychotherapeutic support. 

According to the National Institute for Health Care Excellence (NICE, 2013): 

• The intervention should be tailored to the adolescent’s needs

• Three to 12 sessions of psychosocial support may be helpful

• Mental health professionals should work in collaboration with the adolescent to identify the 
problems that are causing distress or the conditions that lead to self-harm

• Mental health professionals and interpreters should be trained and supervised for the services 
they provide to injured adolescents

The psychotherapeutic approaches which are adopted with increased frequency for the 
treatment of self-harm and have provided evidence as to their effectiveness, are the 
following: 

• Cognitive Behavior Therapy (CBT), 

• Dialectic Behavior Therapy (DBT) which is a variation of CBT designed to change self-
destructive behaviors and work toward a more fulfilling life (Sanderson, 2008), and

• Problem Solving Therapy (PST) which helps adolescents learn to clearly define a problem, 
brainstorm alternative solutions, and decide on the best course of action (Martin et al., 2010; 
Sanderson, 2008).
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Ongoing support for unaccompanied refugee and migrant adolescents

When an adolescent is using drugs or alcohol and engages in self-harming behaviors we must 
ensure that he or she receives specialized services. For example, he or she may be referred to the 
MOSAIC KETHEA program (www.kethea.gr/en/kethea/therapeutic-programmes/kethea-mosaic/). It 
is a specialized program, where refugees and migrants with addictions can benefit from information, 
counseling, psychological support and relapse prevention services. 

When the adolescent is suffering from a mental disorder and is engaging in self-harm, it is crucial to 
refer him or her for clinical assessment and psychological treatment to a Community Mental Health 
Centre, to a Medico-Psychological Health Centre for Children or to a Child Psychiatric Department of 
general hospitals. 

Field workers and teams who support unaccompanied refugee and migrant children who self-harm 
may seek supervision, consultation and support at Merimna’s Childhood and Family Bereavement 
Counseling Centers in Thessaloniki (Helpline: 2310-510010) or Athens (Helpline: 210-6463367).

Pharmacological interventions are not indicated in self-harm unless the adolescent is diagnosed 
with a mental health disorder that requires medication (e.g. depression, bipolar disorder).

2.6.2. 

Support during transitions
When the adolescent must change setting in which he or she receives mental health services 
(e.g. referral from childhood to adult services, settlement to a new accommodation facility 
or in another country), then all the concerned organizations, must collaborate to develop 
a “care plan” which will ensure his or her support during the transition. Without such a plan, 
the youngster may feel isolated, unsupported, and be at risk of further self-harm. Being actively 
involved in the development of the care plan will help the adolescent know whom to contact 
if a crisis occurs.



2.7.

Recommendations
For the administrators of organizations which operate living accommodations: 

• Offer adequate training to all field workers on how to prevent and manage self-harm incidents. 

• Ensure that all employees receive clinical supervision on a regular basis. The supervisor should 
be highly experienced and an external collaborator to the organization.

• Extend clinical supervision beyond regular sessions, whenever the management of self-harm 
and/or suicide is distressing to one employee or challenging to all team members.

• Cultivate partnerships with other child and adolescent mental health services. The psychosocial 
support of minors at risk for self-harm and suicide should be included in every organization’s 
strategic plan of operation.

• Provide opportunities for athletic, artistic and recreational activities through which adolescents 
can release their distress by means of nonverbal methods. This is particularly significant 
for those who have been exposed to traumatic experiences and who may find relief through 
physical discharge and relaxation.

• Cultivate a culture of care and support for both unaccompanied adolescents and employees.

For field workers who support unaccompanied refugee and migrant adolescents:

• Plan weekly staff meetings and regular supervision sessions with all employees who work in 
a shelter or facility for unaccompanied refugee children. Facilitate a reflective process among 
team members to improve understanding of unaccompanied children’ needs and concerns, and 
implement interventions which support vulnerable children by fostering their resilience.

• Develop, in collaboration with the adolescent, an individualized “safety plan” (e.g. see activity 
“My Protective Shield”, see pp. 25 & 32).

• Consider carefully the necessity and goal of a meeting with adolescents who live together in an 
arrangement characterized by frequent self-harm episodes, and discuss constructive ways to 
manage distress.

• Ensure the implementation of all indicators for an effective intervention (pp. 27 & 34). 

• Evaluate periodically the effectiveness of your short-term and long-term interventions, and 
adopt measures to prevent self-destructive behaviors among adolescents.

For the best use of the Good Practice Guidelines: 

• Inform all staff members about the good practice guidelines and use this booklet as an 
opportunity for team reflection, discussion, and the development of a strategic plan to prevent 
and manage self-harming behaviors and to provide effective support to adolescents who 
experience increased suffering.
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