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Abstract 

Background Patients who self-harm may consult with primary care nurses, who have a safeguarding responsibility 
to recognise and respond to self-harm. However, the responses of nursing staff to self-harm are poorly understood, 
and opportunities to identify self-harm and signpost towards treatment may be missed. It is unclear how to support 
nursing staff to implement national guidelines.

Aims Among primary care nursing staff to: [1] Examine reported barriers and enablers to nurses’ use of, and adher-
ence to, national guidance for self-harm; and [2] Recommend potential intervention strategies to improve implemen-
tation of the NICE guidelines.

Methods Twelve telephone interviews partly structured around the capabilities, opportunities and motivations 
model of behaviour change (COM-B) were conducted with primary care nurses in the United Kingdom. The Theoreti-
cal Domains Framework was used as an analytical framework, while the Behaviour Change Wheel was used to identify 
exemplar behaviour change techniques and intervention functions.

Results Nursing staff identified a need to learn more about risk factors (knowledge), and strategies to initiate sensi-
tive conversations about self-harm (cognitive and interpersonal skills) to support their professional competencies 
(professional role and identity). Prompts may support recall of the guidance and support a patient centred approach 
to self-harm within practices (memory, attention, and decision making). GPs, and other practice nurses offer guidance 
and support (social influences), which helps nurses to navigate referrals and restricted appointment lengths (environ-
mental context and influences).

Conclusions Two converging sets of themes relating to information delivery and resource availability need to be 
targeted. Nine groups of behaviour change techniques, and five intervention functions offer candidate solutions 

*Correspondence:
Jessica Z. Leather
jessica.leather@manchester.ac.uk
Full list of author information is available at the end of the article

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12912-023-01360-3&domain=pdf


Page 2 of 15Leather et al. BMC Nursing          (2023) 22:452 

for future intervention design. Key targets for change include practical training to redress conversational skill gaps 
about self-harm, the integration of national guidance with local resources and practice-level protocols to support 
decision-making, and creating opportunities for team-based mentoring.

Keywords Self-harm, General practice, Practice nurse, Primary care, Evidence-based guidelines, Tailoring

Background
General practices represent a first point of contact for 
many people who self-harm; most often to seek ongoing 
care for self-harm as a consequence of mental health dif-
ficulties, but patients also present to primary care imme-
diately following an episode of self-harm [1, 2]. Rates of 
self-harm recorded in primary care have risen over the 
past decade, particularly in young people and older adults 
[3, 4]. Despite being a robust risk factor for subsequent 
death by suicide [5, 6], self-harm remains an overlooked 
and often misunderstood behaviour outside of specialist 
mental healthcare settings [7, 8]. To address this, a key 
component of the United Kingdom (UK) government’s 
suicide prevention strategy has been to call for appropri-
ate suicide and self-harm training for all staff in primary 
care settings, including General Practitioners (GPs) [9, 
10]. The role of GPs in identifying and managing patients 
has been a priority for self-harm research in primary care 
[2, 11, 12], but the contributions of other primary care 
staff has received less focus.

Although the makeup of general practice teams in the 
UK can vary depending on size and location, patient-fac-
ing roles typically include partner, salaried, and trainee 
GPs, practice nurses, advance nurse practitioners, and 
healthcare assistants. Some teams also include onsite 
pharmacists and dispensers. While pharmacy staff have 
been recognised as important gatekeepers to prevent self-
poisonings [13] and other primary care providers such as 
paramedics frequently encounter patients who self-harm 
[14, 15], general practice is an important setting for inter-
vention because many people who self-harm in the com-
munity do not present to emergency services [16, 17]. As 
a result, GPs and practice nurses are often a first point of 
contact for people who self-harm in the community [1, 
3, 4, 18]. However, potentially hazardous non-adherence 
to national self-harm guidance has been documented in 
general practice [19, 20], and self-reported implementa-
tion of these guidelines is poorer among staff who are not 
GPs [21]. This indicates that nursing staff in general prac-
tices may benefit from support to follow national guid-
ance for self-harm.

Scant information is available about what typically 
happens when a patient attends general practice to seek 
care relating to self-harm, or how frequently such occur-
rences take place with a nurse. A study of young peo-
ple’s medical records found that patients tend to seek to 

see different healthcare professionals depending on the 
nature of their self-harm; patients that self-injure prefer 
to consult with a practice nurse, while people that have 
self-poisoned make appointments directly with their GP 
[18]. Nursing staff are practice team members with a 
duty of care towards patients, professional registration 
requirements for the use of evidence-based care, and 
considerable autonomy [22]. These roles provide poten-
tial opportunities to identify and signpost patients who 
may be at risk of further self-harm, in addition to provid-
ing ongoing care for patients whose self-harm has already 
been recorded. Therefore, it is paramount that the expe-
riences of these staff members are understood, to ensure 
best care for patients and that their practice is congruent 
with the expectations of national guidance and nursing 
competencies.

The National Institute for Health and Care Excellence’s 
(NICE) guidance for self-harm has recently been updated 
into a single guideline [22]. The previous guidance is 
largely consistent with the combined guidance, stating 
that all clinical and non-clinical employees working for a 
primary care service should be provided with appropriate 
training to understand and care for people that have self-
harmed [23–25]. The most recent update to the Nursing 
and Midwifery Council (NMC) standards of proficiency 
for registered nurses includes competencies related to 
suicide prevention [26]; specifically the knowledge to 
recognise and assess self-harm risk, and the skills to ini-
tiate interventions for people who self-harm. In addition 
to providing direct care, nursing staff may encounter 
patients that present following an episode of self-harm, 
who need to be escalated for an initial assessment by a 
GP [27]. However, healthcare professionals who quali-
fied before the new curricula were published in 2018 may 
not be aware or have achieved these competencies, and 
there are concerns that existing training programmes do 
not adhere to national self-harm and suicide prevention 
competency frameworks [28, 29]. Such gaps in educa-
tion create barriers to implementing national self-harm 
guidelines, since staff who are poorly informed about 
self-harm are less likely to identify patients who are at 
risk [30, 31].

Beyond skills and knowledge, a lack of training about 
self-harm negatively impacts nurses’ confidence to 
address self-harm routinely, due to fears that confronting 
sensitive mental health topics incorrectly would offend 
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or distress their patients [18, 31]. A recent nationally 
representative survey of healthcare professionals found 
that under one third of respondents (30.6%, n = 312) had 
taken part in any training about self-harm [21]. Practice 
nurses followed the guidance with 33% of patients per-
ceived to be at risk of further self-harm, compared to 
61% of GPs. A previous survey found that asking about 
self-harm was not routine practice in primary care, sug-
gesting that opportunities to intervene may be missed by 
healthcare professionals because of an absence of habits 
[32]. Environmental barriers to guideline-adherent prac-
tice in primary care include a high volume of patients, 
short appointment times, and difficulties making refer-
rals to secondary mental health services [2, 33, 34]. Since 
these findings are chiefly derived from GP samples, there 
remains a need to establish what unique barriers nursing 
staff face within this healthcare setting, using compre-
hensive theoretically-grounded frameworks. To change 
healthcare professionals’ behaviour, implementation 
strategies require a foundational understanding of the 
multifaceted determinants of guideline-congruent prac-
tice, as informed by behaviour change theory, to identify 
drivers and appropriate strategies for change [35, 36].

The capabilities (C), opportunities (O), and motiva-
tions (M) model of behaviour change (B; COM-B) [37] 
provides an accessible approach to conceptualise the 
environmental, social, affective, and cognitive influences 
on behaviour. The COM-B stipulates that behavioural 
drivers can be categorised into its six components, which 
were distilled from numerous theories of behaviour 
change [38]. However, the breadth of these components 
limits its utility for intervention design because it does 
not provide an adequate level of detail about the determi-
nants of behaviour. An extension of this model known as 
the Theoretical Domains Framework (TDF) [39] offers a 
solution. The TDF was purposely designed for implemen-
tation research by elaborating on the components of the 
COM-B model with a framework comprising 14 domains 
[36, 40]. The TDF is part of the Behaviour Change Wheel 
for intervention development which has the COM-B 
model at its centre [38]; as a result, the TDF offers a sys-
tematic approach to identify corresponding intervention 
functions, behaviour change techniques, and policy cat-
egories to develop theory-based behaviour change inter-
ventions [41]. This approach has been used as a basis for 
intervention development for practice nurses in relation 
to cervical screening [42] and consultations for osteoar-
thritis [43].

While primary care nurses encounter patients that self-
harm in primary care, few implement national guidance 
for self-harm and opportunities to identify and signpost 
towards care for patients at risk of further self-harm may 
be missed. The present study aimed to: [1] examine the 

barriers and enablers to primary care nursing staff’s use 
of, and adherence to, national guidance for self-harm, 
and [2] recommend potential intervention strategies 
to improve implementation of the NICE guidelines and 
nursing competencies relating to self-harm by primary 
care nurses.

Methods
Design
Semi-structured telephone interviews were conducted 
with primary care nurses based in general practice. A 
topic guide structured around components of the COM-B 
model [37] was produced, which was derived from an 
existing schedule created for use with healthcare pro-
fessionals [44] (Additional file  1). Structuring interview 
questions around the COM-B provided: (a) theoretically-
grounded questions to explore drivers of guideline imple-
mentation, (b) the option to use the TDF as an analytical 
framework to interpret themes in the data, and (c) the 
ability to connect components of the COM-B model to the 
TDF framework to precisely identify barriers and enablers 
to implementing national guidelines for self-harm. Using 
open-ended questions structured around COM-B com-
ponents instead of TDF domains enabled respondents to 
discuss drivers of their own behaviour spontaneously; this 
is advantageous because it provides opportunities for par-
ticipants to describe barriers or enablers that may not be 
sufficiently captured by the TDF [45].

Participants
A purposive sample of 12 GP practice nurses were 
recruited to this study. Participants had already taken 
part in a cross-sectional survey (administered by a survey 
panel company) examining implementation of the NICE 
guidelines for self-harm [21], and had expressed an inter-
est in taking part in follow-up research. All participants 
had qualified prior to the addition of the of suicide pre-
vention competencies to the NMC’s nursing proficiencies 
[26]. The final interviews generated no new data, suggest-
ing data saturation had been achieved.

Data collection
Ethical approval was granted in February 2019 by a uni-
versity ethics committee (Ref: 2019–5456-9504), and 
data collection took place between April 2019 and May 
2019. Two members of the survey panel company (one 
male, one female) conducted the interviews; external 
interviewers were utilised to minimise potential response 
biases arising from the interviewees’ professional rela-
tionships [46]. Both interviewers were provided with an 
interview topic guide and summary information sheet 
about the NICE guidelines for self-harm for reference 
(Additional file  2). The information sheet advised the 
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interviewers to (a) use open-ended questions to allow 
drivers of guideline implementation to be explored spon-
taneously; (b) be cautious when asking about current 
practice to mitigate social desirability or professional 
identity biases, and (c) ask participants to provide exam-
ples of any instances where they encountered patients 
who had self-harmed [38]. Invitation emails were dis-
tributed following completion of the online survey [21]; 
the survey panel company incentivised potential par-
ticipants with a points-based reward system [47]. The 
telephone interviews were recorded and transcribed ver-
batim by the company, then anonymised and delivered 
to the research team for analysis. Informed consent was 
obtained before each interview. No personally identifia-
ble participant data was shared with the research team, to 
adhere to YouGov’s General Data Protection Regulation 
(GDPR) regulations.

Analysis
A framework approach [48] was adopted to map the data 
onto appropriate TDF domains using Microsoft Excel. 
Interview scripts were analysed by two members of the 
research team (JZL and CK), who are health psychol-
ogy researchers. The researchers reviewed each other’s 
analysis during ongoing meetings. Unanimous agreement 
was reached about the codes allocated to the data, sug-
gesting the coding process was consistent between both 
researchers. To ensure the TDF was an appropriate ana-
lytical framework, CK reviewed data from the first 25% 
of interviews matched to domains by JZL. The research-
ers agreed about the majority (> 60%; [39]) of domains 
assigned to the data, and areas of disagreement were 
resolved through discussion to reach a consensus about 
appropriate domains.

Deductive (first level) coding was used to identify, 
record, and categorise occurrences of TDF domains in 
the data (i.e.: directed content analysis; [49, 50]). Like-
wise, data relating to COM-B components were coded 
and assigned to their corresponding TDF domains (as 
described in [38]). Key domains were selected based on: 
[1] their prominence in the data (mentioned by > 60% 
of participants) and [2] whether their significance was 
described spontaneously by participants. These two crite-
ria have been used in previous research to identify salient 
domains (e.g.: [44, 51]). Inductive (second level) coding 
was then undertaken to generate explanatory themes for 
the key domains [39].

Finally, the Behaviour Change Wheel [38] was uti-
lised to interpret the domains and identify functions and 
behaviour change techniques to illustrate how the find-
ings could be used to inform intervention design [41] by 
JZL and CJA, who are experts in health psychology. The 
Behaviour Change Wheel is an amalgamation of nineteen 

frameworks of behaviour change interventions, and uses 
the COM-B as its central hub. It contains nine catego-
ries of intervention functions to address deficiencies in 
capabilities, opportunities or motivations (e.g.: Incen-
tivisation), and seven policy categories that could enable 
those interventions (e.g.: Fiscal measures, [38]). Exemplar 
behaviour change techniques (BCTs) and intervention 
functions recommended by the Behaviour Change Wheel 
have been operationalised by providing candidate inter-
vention strategies to illustrate how the techniques could 
be used to improve implementation of the NICE guide-
lines for self-harm.

Results
Participant demographics are detailed in Table  1. The 
sample (n = 12) comprised primary care nurses work-
ing in GP surgeries. Length of interviews ranged from 
18–43 min (mean length 33 min). Results are presented 
by theoretical domains and explanatory themes; a sum-
mary is presented in Table 2, while key findings are illus-
trated in Fig. 1.

Convergence between explanatory themes is depicted 
in Fig.  1 by connecting lines; two groups of themes 
consisted of both barriers and enablers, and have been 
labelled as relating to information delivery, or resource 

Table 1 Participant demographics (n = 12)

Variables N %

Gender
 Female 12 100.00

Age
 35–44 3 25.00

 45–54 2 16.67

 55–64 6 50.00

 Did not state 1 8.33

Ethnicity
 White British 9 75.00

 Chinese 1 8.33

 Other ethnic group 1 8.33

 Did not state 1 8.33

Years in profession
 First year of practice 1 8.33

 7–10 years 2 16.67

 16–20 years 1 8.33

 Over 20 years 8 66.67

Work Setting
 GP practice 12 100.00

Professional Role
 General Practice Nurse 10 83.33

 Lead General Practice Nurse 1 8.33

 General Nurse Practitioner 1 8.33



Page 5 of 15Leather et al. BMC Nursing          (2023) 22:452  

Ta
bl

e 
2 

Su
m

m
ar

y 
of

 k
ey

 fi
nd

in
gs

CO
M

 d
om

ai
n

TD
F 

do
m

ai
n

D
es

cr
ip

tio
n 

of
 d

om
ai

n
Ex

am
pl

e 
qu

ot
es

In
te

rv
en

tio
n 

fu
nc

tio
n

In
di

vi
du

al
 B

CT
s

Ca
nd

id
at

e 
in

te
rv

en
tio

ns

Ps
yc

ho
lo

gi
ca

l C
ap

ab
ili

ty
Kn

ow
le

dg
e

Kn
ow

le
dg

e 
ga

ps
 w

er
e 

id
en

tifi
ed

 p
er

ta
in

in
g 

to
 s

el
f-h

ar
m

 ri
sk

 fa
ct

or
s 

an
d 

pr
ot

oc
ol

s. 
N

ur
se

s 
di

d 
no

t p
er

ce
iv

e 
a 

ne
ed

 fo
r i

n-
de

pt
h 

le
ar

ni
ng

 a
bo

ut
 s

el
f-

ha
rm

, i
ns

te
ad

 w
an

tin
g 

to
 im

pr
ov

e 
th

ei
r a

w
ar

en
es

s 
of

 th
e 

se
lf-

ha
rm

 g
ui

de
lin

es

“T
he

y 
to

uc
h 

up
on

 th
in

gs
 

lik
e 

m
en

ta
l h

ea
lth

 a
nd

 o
ur

 
ro

le
 in

 s
ea

rc
hi

ng
 o

ut
 s

ig
ns

 
an

d 
th

in
gs

 li
ke

 th
at

 b
ut

 
it 

w
ou

ld
, k

in
d 

of
, h

al
f 

a 
le

ct
ur

e.
 I 

do
n’

t t
hi

nk
 it

’s 
qu

ite
 fo

cu
ss

ed
 o

n 
en

ou
gh

.” 
(P

ra
ct

ic
e 

N
ur

se
 1

)

• E
du

ca
tio

n
• P

ro
m

pt
s/

cu
es

• I
nf

or
m

at
io

n 
ab

ou
t h

ea
lth

 
co

ns
eq

ue
nc

es
• I

nf
or

m
at

io
n 

ab
ou

t e
m

o-
tio

na
l c

on
se

qu
en

ce
s

• I
nf

or
m

at
io

n 
ab

ou
t a

nt
e-

ce
de

nt
s

Ed
uc

at
io

n 
ab

ou
t t

he
 p

os
i-

tiv
e 

im
pa

ct
s 

on
 h

ea
lth

 
as

so
ci

at
ed

 w
ith

 a
rr

an
gi

ng
 

a 
ps

yc
ho

so
ci

al
 a

ss
es

sm
en

t 
fo

llo
w

in
g 

se
lf-

ha
rm

 (I
F:

 E
du

-
ca

tio
n;

 B
C

T 
5.

1:
 In

fo
rm

at
io

n 
ab

ou
t h

ea
lth

 c
on

se
qu

en
ce

s)

Co
gn

iti
ve

 a
nd

 In
te

rp
er

-
so

na
l S

ki
lls

N
ur

se
s 

w
er

e 
hi

gh
ly

 
sk

ill
ed

 a
t b

ui
ld

in
g 

tr
us

t 
w

ith
 p

at
ie

nt
s. 

Pr
ac

ti-
ca

l a
dv

ic
e 

w
as

 n
ee

de
d 

ab
ou

t s
ta

rt
in

g 
co

nv
er

sa
-

tio
ns

 a
bo

ut
 s

el
f-h

ar
m

 
in

 w
ay

s 
th

at
 p

re
se

rv
e 

pa
tie

nt
 tr

us
t a

nd
 ra

pp
or

t

“I 
th

in
k 

it’
s 

ha
rd

er
 

fo
r n

ur
se

s 
be

ca
us

e 
w

e 
do

n’
t a

lw
ay

s 
ha

ve
 th

e 
sk

ill
s 

be
ca

us
e 

w
e 

ha
ve

 m
or

e 
of

 a
 b

ro
ad

 ra
ng

in
g 

se
t 

of
 s

ki
lls

.” (
Pr

ac
tic

e 
N

ur
se

 1
0)

• T
ra

in
in

g
• D

em
on

st
ra

tio
n 

of
 th

e 
be

ha
vi

ou
r

• I
ns

tr
uc

tio
n 

on
 h

ow
 to

 
pe

rf
or

m
 a

 b
eh

av
io

ur
• B

eh
av

io
ur

al
 re

he
ar

sa
l/

pr
ac

tic
e

• F
ee

db
ac

k 
on

 th
e 

be
ha

v-
io

ur

Tr
ai

ni
ng

 n
ur

se
s 

to
 b

e 
ab

le
 

to
 s

ta
rt

 c
on

ve
rs

at
io

ns
 

ab
ou

t s
el

f-h
ar

m
 d

ur
-

in
g 

ap
po

in
tm

en
ts

 w
he

n 
it 

is
 s

af
e 

an
d 

ap
pr

op
ria

te
 

to
 d

o 
so

 (I
F:

 T
ra

in
in

g;
 B

C
T 

4.
1:

 In
st

ru
ct

io
n 

on
 h

ow
 to

 
pe

rf
or

m
 th

e 
be

ha
vi

ou
r)

M
em

or
y,

 A
tt

en
tio

n,
 

an
d 

D
ec

is
io

n 
Pr

oc
es

s
Tr

an
sl

at
io

n 
of

 th
e 

gu
id

e-
lin

e 
co

nt
en

t i
nt

o 
pr

ac
tic

e-
 

or
 T

ru
st

-le
ve

l p
ro

to
co

ls
 

w
ou

ld
 s

up
po

rt
 d

ec
is

io
n-

m
ak

in
g.

 B
rie

f r
em

in
de

rs
, 

ak
in

 to
 a

nn
ua

l t
ra

in
in

g 
pa

ck
ag

es
, w

ou
ld

 s
up

po
rt

 
re

ca
ll 

of
 th

e 
gu

id
an

ce

“T
he

re
’s 

so
 m

uc
h 

th
in

k 
ab

ou
t i

n 
ge

ne
ra

l p
ra

ct
ic

e,
 

an
d 

w
e 

ca
n’

t h
av

e 
th

e 
an

sw
er

s 
to

 e
ve

ry
th

in
g,

 
yo

u 
kn

ow
, s

o 
so

m
et

im
es

 
it’

s 
go

od
 to

 h
av

e 
pa

th
w

ay
s 

or
 g

ui
da

nc
e 

or
 s

ta
nd

ar
ds

 
or

 s
om

ew
he

re
 w

he
re

 y
ou

 
ca

n 
lo

ok
 to

 fi
nd

 s
om

e 
gu

id
an

ce
 re

al
ly

.” (
Pr

ac
tic

e 
N

ur
se

 5
)

• T
ra

in
in

g
• E

nv
iro

nm
en

ta
l r

es
tr

uc
tu

r-
in

g
• E

na
bl

em
en

t

• H
ab

it 
fo

rm
at

io
n

• P
ro

m
pt

s/
cu

es
• A

dd
in

g 
ob

je
ct

s 
to

 th
e 

en
vi

ro
nm

en
t

• R
es

tr
uc

tu
rin

g 
th

e 
ph

ys
i-

ca
l e

nv
iro

nm
en

t

D
ev

el
op

 a
n 

in
-p

ra
ct

ic
e 

pr
ot

oc
ol

 fo
r s

ta
ff 

to
 fo

l-
lo

w
 w

he
n 

th
ey

 e
nc

ou
nt

er
 

a 
pa

tie
nt

 w
ho

 h
as

 s
el

f-
ha

rm
ed

 o
r i

s 
at

 ri
sk

 o
f s

el
f-

ha
rm

 (I
F:

 E
nv

iro
nm

en
ta

l 
re

st
ru

ct
ur

in
g;

 B
C

T 
12

.1
: 

Re
st

ru
ct

ur
in

g 
th

e 
ph

ys
ic

al
 

en
vi

ro
nm

en
t)

Ph
ys

ic
al

 O
pp

or
tu

ni
ty

En
vi

ro
nm

en
ta

l C
on

te
xt

 
an

d 
Re

so
ur

ce
s

Sh
or

t a
pp

oi
nt

m
en

ts
 

ha
m

pe
re

d 
op

po
rt

un
iti

es
 

to
 a

de
qu

at
el

y 
di

sc
us

s 
se

lf-
ha

rm
. B

ar
rie

rs
 to

 o
rg

an
is

-
in

g 
re

fe
rr

al
s 

co
ns

is
te

nt
 

w
ith

 th
e 

gu
id

el
in

es
 

in
cl

ud
ed

 e
xt

en
si

ve
 w

rit
te

n 
co

m
m

un
ic

at
io

ns
 w

ith
 s

ec
-

on
da

ry
 m

en
ta

l h
ea

lth
 

se
rv

ic
es

, a
nd

 u
nc

le
ar

 w
ai

t-
in

g 
tim

es

“T
ha

t’s
 n

ot
 a

 te
n-

m
in

ut
e 

ap
po

in
tm

en
t, 

so
 it

 w
ou

ld
 

ta
ke

 lo
ng

er
. I

t w
ou

ld
 p

ut
 

pr
es

su
re

 o
n 

yo
ur

 o
th

er
 

co
lle

ag
ue

s, 
w

ho
 w

ou
ld

 
m

ay
be

 h
av

e 
to

 p
ic

k 
up

 o
n 

yo
ur

 o
th

er
 p

at
ie

nt
s, 

it 
w

ou
ld

 m
ak

e 
m

e 
fe

el
 b

ad
 

be
ca

us
e 

I k
no

w
 th

at
 I’

ve
 

go
t p

at
ie

nt
s 

w
ai

tin
g,

 b
ut

 I 
ne

ed
 to

 o
bv

io
us

ly
 c

on
ce

n-
tr

at
e 

on
 th

e 
jo

b 
in

 h
an

d.
” 

(P
ra

ct
ic

e 
N

ur
se

 7
)

• E
nv

iro
nm

en
ta

l r
es

tr
uc

tu
r-

in
g

• E
na

bl
em

en
t

• R
es

tr
uc

tu
rin

g 
th

e 
ph

ys
i-

ca
l e

nv
iro

nm
en

t
• R

es
tr

uc
tu

rin
g 

th
e 

so
ci

al
 

en
vi

ro
nm

en
t

• A
ct

io
n 

pl
an

ni
ng

Si
m

pl
ify

 th
e 

pa
pe

rw
or

k 
re

qu
ire

d 
to

 o
rg

an
is

e 
a 

m
en

-
ta

l h
ea

lth
 re

fe
rr

al
 to

 re
du

ce
 

th
e 

tim
e 

bu
rd

en
 o

f w
rit

te
n 

re
fe

rr
al

s. 
(IF

: E
nv

iro
nm

en
ta

l 
re

st
ru

ct
ur

in
g;

 B
C

T 
12

.1
: 

Re
st

ru
ct

ur
in

g 
th

e 
ph

ys
ic

al
 

en
vi

ro
nm

en
t)



Page 6 of 15Leather et al. BMC Nursing          (2023) 22:452 

Ta
bl

e 
2 

(c
on

tin
ue

d)

CO
M

 d
om

ai
n

TD
F 

do
m

ai
n

D
es

cr
ip

tio
n 

of
 d

om
ai

n
Ex

am
pl

e 
qu

ot
es

In
te

rv
en

tio
n 

fu
nc

tio
n

In
di

vi
du

al
 B

CT
s

Ca
nd

id
at

e 
in

te
rv

en
tio

ns

So
ci

al
 O

pp
or

tu
ni

ty
So

ci
al

 In
flu

en
ce

s
Su

pp
or

t f
ro

m
 c

ol
le

ag
ue

s 
in

 g
en

er
al

 p
ra

ct
ic

es
 

en
ab

le
d 

pa
rt

ic
ip

an
ts

 
to

 im
pl

em
en

t t
he

 g
ui

de
-

lin
es

. ‘O
n-

ca
ll’ 

sy
st

em
s 

an
d 

de
si

gn
at

ed
 m

en
ta

l 
he

al
th

 s
ta

ff 
w

er
e 

so
ug

ht
 

ou
t d

ur
in

g 
en

co
un

te
rs

 
w

ith
 p

at
ie

nt
s 

at
 ri

sk
 

of
 s

el
f-h

ar
m

. A
ll-

st
aff

 m
ee

t-
in

gs
 a

re
 o

pp
or

tu
ni

tie
s 

to
 d

is
se

m
in

at
e 

up
da

te
d 

gu
id

an
ce

“T
he

 b
ig

ge
st

 h
el

p 
is

 h
av

in
g 

an
ot

he
r p

er
so

n 
w

ho
 I 

ca
n 

ge
t t

o 
co

m
e 

an
d 

ha
ve

 
a 

co
nv

er
sa

tio
n 

as
 w

el
l. 

So
, b

ei
ng

 a
bl

e 
to

 w
hi

p 
ac

ro
ss

 th
e 

co
rr

id
or

 a
nd

 s
ay

 
to

 th
e 

do
ct

or
 o

r t
he

 o
th

er
 

pr
ac

tic
e 

nu
rs

e:
 ‘W

ill
 y

ou
 

ju
st

 c
om

e 
an

d 
ha

ve
 a

 w
or

d 
w

ith
 th

is
 p

at
ie

nt
 a

s 
w

el
l 

an
d 

se
e 

w
ha

t y
ou

 th
in

k’.
” 

(P
ra

ct
ic

e 
N

ur
se

 4
)

• E
nv

iro
nm

en
ta

l r
es

tr
uc

tu
r-

in
g

• M
od

el
lin

g
• E

na
bl

em
en

t

• R
es

tr
uc

tu
rin

g 
th

e 
so

ci
al

 
en

vi
ro

nm
en

t
• D

em
on

st
ra

tio
n 

of
 th

e 
be

ha
vi

ou
r

• S
oc

ia
l s

up
po

rt
 (p

ra
ct

ic
al

)

D
es

ig
na

tin
g 

a 
m

em
be

r 
of

 s
ta

ff 
as

 th
e 

le
ad

 fo
r m

en
-

ta
l h

ea
lth

 o
r s

af
eg

ua
rd

in
g,

 
to

 b
e 

co
nt

ac
te

d 
if 

a 
pa

tie
nt

 
pr

es
en

ts
 w

ith
 s

el
f-h

ar
m

 
or

 is
 b

el
ie

ve
d 

to
 b

e 
at

 ri
sk

 
of

 s
el

f-h
ar

m
. (

IF
: E

na
bl

e-
m

en
t; 

BC
T 

12
.2

: R
es

tr
uc

tu
r-

in
g 

th
e 

so
ci

al
 e

nv
iro

nm
en

t)

Re
fle

ct
iv

e 
m

ot
iv

at
io

n
Pr

of
es

si
on

al
/ 

So
ci

al
 R

ol
e 

an
d 

Id
en

tit
y

N
ur

se
s 

an
d 

he
al

th
ca

re
 

as
si

st
an

ts
 a

re
 p

er
ce

iv
ed

 
to

 b
e 

ap
pr

oa
ch

ab
le

, w
hi

ch
 

cr
ea

te
s 

op
po

rt
un

iti
es

 
to

 id
en

tif
y 

an
d 

si
gn

po
st

 
pa

tie
nt

s 
w

ho
 s

el
f-h

ar
m

. 
W

hi
le

 a
 s

en
se

 o
f d

ut
y 

to
w

ar
ds

 p
at

ie
nt

s 
m

ot
iv

at
ed

 p
ar

tic
ip

an
ts

 
to

 im
pl

em
en

t g
ui

de
-

lin
es

, s
om

e 
ar

gu
ed

 
th

at
 th

ei
r r

ol
e 

re
st

ric
te

d 
th

e 
ac

tio
ns

 th
ey

 c
ou

ld
 ta

ke
 

be
yo

nd
 s

ig
np

os
tin

g

“I 
th

in
k 

w
e 

ne
ed

 to
 k

ee
p 

an
 e

ye
 o

ut
, s

or
t o

f, 
fo

r a
ny

 
ev

id
en

ce
 o

r a
ny

 c
on

ce
rn

s 
th

at
 w

e 
ha

ve
 a

nd
 I 

th
in

k 
it’

s 
ou

r r
es

po
ns

ib
ili

ty
 to

 e
ith

er
, 

if 
w

e 
fe

el
 a

pp
ro

pr
ia

te
ly

 
tr

ai
ne

d 
to

 d
o 

so
, o

r i
f w

e 
fe

el
 it

 a
pp

ro
pr

ia
te

 fo
r u

s 
to

 d
o 

so
, t

o 
ra

is
e 

th
at

 is
su

e 
w

ith
 th

e 
pa

tie
nt

.” (
Pr

ac
tic

e 
N

ur
se

 1
)

• E
du

ca
tio

n
• M

od
el

lin
g

• I
nf

or
m

at
io

n 
ab

ou
t a

nt
e-

ce
de

nt
s

• I
nf

or
m

at
io

n 
ab

ou
t o

th
er

s’ 
ap

pr
ov

al
• D

em
on

st
ra

tio
n 

of
 th

e 
be

ha
vi

ou
r

Pr
ov

id
e 

in
fo

rm
a-

tio
n 

to
 n

ur
se

s 
ab

ou
t h

ow
 p

at
ie

nt
s 

w
an

t 
to

 ta
lk

 a
bo

ut
 s

el
f-h

ar
m

; 
sp

ec
ifi

ca
lly

 w
ha

t p
at

ie
nt

s 
do

 a
nd

 d
o 

no
t fi

nd
 h

el
pf

ul
. 

(IF
: E

du
ca

tio
n 

BC
T 

6.
2:

 
In

fo
rm

at
io

n 
ab

ou
t o

th
er

s’ 
ap

pr
ov

al
)

N
ot

e:
 N

o 
BC

Ts
 a

re
 a

ss
oc

ia
te

d 
w

ith
 ‘m

em
or

y,
 a

tt
en

tio
n,

 a
nd

 d
ec

is
io

n 
pr

oc
es

se
s’ 

an
d 

‘p
ro

fe
ss

io
na

l r
ol

e 
an

d 
id

en
tit

y’,
 s

o 
BC

Ts
 w

er
e 

se
le

ct
ed

 fr
om

 th
e 

re
le

va
nt

 in
te

rv
en

tio
n 

fu
nc

tio
ns

IF
 In

te
rv

en
tio

n 
Fu

nc
tio

n,
 B

CT
 B

eh
av

io
ur

 c
ha

ng
e 

te
ch

ni
qu

e



Page 7 of 15Leather et al. BMC Nursing          (2023) 22:452  

availability. The domain of memory, attention, and deci-
sion processes contained themes relating to both of these 
labels. Concepts within each theme remain domain-spe-
cific in spite of this considerable overlap, and were coded 
as either an enabler or barrier depending on participants’ 
descriptions.

Six theoretical domains that encapsulated the barri-
ers and enablers to implementing national guidance for 
self-harm by general practice nurses: knowledge (n = 23 
occurrences; reported by 10 [83%] participants); cogni-
tive and interpersonal skills (n = 21 occurrences; reported 
by 9 [75%] participants); memory, attention and decision 
processes (n = 41 occurrences; reported by 11 [92%] par-
ticipants); environmental context and resources (n = 26 
occurrences; reported by 9 [75%] participants); social 
influences; (n = 28 occurrences; reported by 11 [92%] 
participants); and professional role and identity (n = 34 
occurrences; reported by 12 [100%] participants). Partici-
pants described drivers relating to 5–11 domains each; 

those who reported the fewest domains had the shortest 
interview lengths. Additionally, all participants described 
at least three of the six salient theoretical domains, indi-
cating that there were no deviant cases in the sample. 
Explanatory quotes are accompanied by anonymous par-
ticipant ID in parentheses.

Knowledge
Lack of access to CPD education (barrier)
Participants had undertaken no training about self-harm 
before qualifying for their current roles, and were not 
“asked to evidence” any education about mental health 
because “it’s just assumed that [they] already know how 
to talk to people” (Nurse Practitioner 9). Nurses did not 
receive education containing key information, such as 
“looking out for the signs of [self-harm]” (Practice Nurse 
1). Participants perceived that such knowledge was essen-
tial for safeguarding: “it comes down to whether or not 
you feel like you’ve got the knowledge to help that person 

Fig. 1 Barriers and enablers to implementing the NICE guidelines for self-harm
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to prevent them from self-harming” (Practice Nurse 10). 
Difficulties accessing self-harm education included pro-
hibitive cost barriers for practices, and insufficient con-
tinuous professional development (CPD) hours.

It isn’t something, and I’ve been nursing for 32 years, 
that I’ve ever received any training on. In my day, 
we did six-week psychiatric placements… that is it 
as far as my mental health education goes. (Practice 
Nurse 7).

Training needs (enabler)
Knowledge gaps were identified about warning signs for 
self-harm risk, and protocols following a disclosure or 
discovery of self-harm. A lack of knowledge about refer-
ral pathways, particularly “where to refer to… and how 
to contact them” (Practice Nurse 2), presented barri-
ers to implementation. However, participants cautioned 
against “in-depth learning experience[s] about self-harm”, 
because “there’s only so much that [they] can learn and 
do” (Practice Nurse 7) as generalists; three participants 
described only requiring an “awareness” (Practice Nurse 
5) of the self-harm guidelines. Comparisons were drawn 
with existing Education interventions, such as for manual 
handling; four participants suggested that information 
about self-harm could be delivered as part of annual safe-
guarding training “because everybody has safeguarding 
training” (Practice Nurse 10).

I’d expect, sort of, an awareness of signs and symp-
toms… to know the referral pathway, how soon that 
patient is to be seen… just the knowledge of who to go 
for what; which contact for what. (Practice Nurse 2).

Cognitive and interpersonal skills
Building trust (enabler)
Participants were skilled at communicating with “com-
passion, respect, and dignity” (Practice Nurse 10). Rap-
port was deemed essential to “broach [the] subject” 
(Practice Nurse 12) of self-harm, but fostering long-
term “trust more than rapport” (Practice Nurse 6) was 
considered important for continuity of care. There 
were opposing viewpoints about conversational tech-
niques; five participants believed that patients would 
be reticent to “admit” (Practice Nurse 12) self-harm if 
asked directly, fearing that it could be interpreted as 
offensive. However, five other participants rejected 
strategies that they perceived to use hedging lan-
guage, finding that patients are “forthcoming if you’re 
just upfront and honest” when asking about self-harm 
(Nurse Practitioner 9).

You also need to try and build that bond with the 
patients so that they’re engaging with you really, so 
that you can follow their care on… I think you also 
develop a skill of being able to listen to what they’re 
not saying as well. (Practice Nurse 6).

Challenging conversations (enabler)
Communication skills were considered to be products of 
experiential learning more than training, however, par-
ticipants conceded that they sometimes experienced dif-
ficulties knowing what to say ‘on the spot’ to patients that 
spontaneously disclose self-harm. They identified a need 
for practical advice about appropriate things to say, and 
examples of “open questions to ask” to aid information-
gathering (Practice Nurse 2). Potential solutions involved 
“communication tools on how to actually start that con-
versation” (Practice Nurse 1) about self-harm, or Train-
ing interventions that demonstrate how to communicate 
“without patronising or judging” (Practice Nurse 3) (i.e.: 
BCTTv1 6.1: Demonstration of the behaviour).

The sort of training that’s useful is the type [where] 
they tell you how to carry on the conversation with 
a person who’s starting to tell you about self-harm 
and how to react, and how to not back off it. (Prac-
tice Nurse 4).

Memory, attention and decision processes
Translation of guidelines to support decision‑making 
(enabler)
The guidelines were perceived to be useful to support 
decision-making about risk and referrals for self-harm, 
however, participants wanted the guidelines to be trans-
lated into more detailed protocols at a Trust- or service-
level to ensure that “everybody in the same service is doing 
the same thing” (Practice Nurse 4). Barriers to decision-
making included uncertainty about where to refer to, and 
the criteria for a referral. Other protocol-driven meas-
ures such as safeguarding processes, management plan 
pathways, and knowledge packs (e.g.: for falls) were iden-
tified as exemplar decision aids (i.e.: BCTTv1 12.5: Add-
ing objects to the environment).

You need to have something specific for your area, 
that’s the thing, and that’s what NICE guidelines 
don’t do really. It’s just a very general overview. 
(Practice Nurse 5).

Recalling the guidelines and competencies (barrier)
Nurses described their assessment processes as 
“engrained… right from the beginning of day one of your 
nurse training and the NMC guidelines” (Practice Nurse 
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10). Although the self-harm guidelines were considered 
important, participants perceived that remembering 
their content was unfeasible due competing priorities 
in their workload, particularly relating to paid “target” 
incentives in primary care (Practice Nurse 7). Self-harm 
and mental health problems in general were framed as 
just one of several competing priorities encountered in 
general practice. Participants working in practices where 
self-harm encounters were infrequent expressed con-
cerns that their “knowledge of these guidelines [would] 
fade away” without regular use (Practice Nurse 10). 
Interventions to combat forgetting were suggested, such 
as annual reminders accompanying safeguarding train-
ing, and intranet summaries of NICE guidance for quick-
reference (i.e.: prompts and cues, BCTTv1 7.1).

We all strive to implement all our NICE guidelines, 
but there are so many of them… if I was constantly 
updating myself with NICE guidelines, that’s all I 
would be doing. I wouldn’t be seeing anybody. (Prac-
tice Nurse 7).

Environmental context and resources
Time concerns (barrier)
Temporal barriers to guideline implementation were 
commonplace. Practice nurses reported difficulties with 
self-harm disclosures during appointments for other 
health concerns “as they’ve got their hand on the door as 
they’re leaving” (Practice Nurse 4), resulting in extended 
appointments that put pressure on colleagues to rear-
range their patients, or cause other patients to be delayed. 
Further, there were concerns about referral waitlists; 
uncertainty about how long referrals take for non-urgent 
cases contributed to repeat appointments in primary care 
to monitor patients long-term.

You often find people are coming back, people’ll 
come back to me two, three, four times and say 
‘I know I’m on the waiting list but it’s another two 
months or whatever before I’m seen.’ Whereas if you 
get them seen quicker, that would cut down our time. 
(Practice Nurse 4).

Supporting resources (barrier)
Communication with secondary mental health services 
was hampered by time-consuming paperwork: “you write 
an essay about why you’re referring the patient” (Practice 
Nurse 4). Although participants had access to same-day 
appointments from Crisis Teams for “severe situations” 
(Practice Nurse 10), concerns were raised about the avail-
ability of such services out of office hours, particularly at 
evenings and weekends. Nurses experienced challenges 
with information-sharing between services, particularly 

when following-up after referrals to confirm whether 
the patient contacted the service, or attended their 
appointment.

It’s very difficult nowadays for people to get appoint-
ments, even urgent ones… You would do what 
you could to get them an appointment that day. If 
necessary, I’d call the GP into the room so at least 
something was being done there and then. (Practice 
Nurse 5).

Social influences
Supportive staff in general practices (enabler)
GPs supported practice nurses by providing team-based 
second opinions about patients. Two participants had a 
designated mental health or safeguarding lead they could 
consult about self-harm, while one participant identi-
fied a need for one in their practice. Support was enabled 
by an “on-call system… [with] open door access” (Nurse 
Practitioner 9) to a GP or another nurse, provided the 
practice had sufficient staff. Colleagues were enablers for 
implementation, through in-practice training, informal 
discussions, and structured all-staff meetings to high-
light guideline updates and patients of concern: “I think 
our practice is very good at communicating… it’s not just 
about GPs and then nurses separately. It’s a group thing.” 
(Practice Nurse 10) (BCTTv1 3.2: Social support [practi-
cal]). One participant described having onsite access to 
a community-based psychiatrist part-time, which anec-
dotally improved communication with local community 
mental health services when requesting referrals.

One of the doctors I work with… I know he follows 
the guidelines which then makes it very easy to find 
out where the patient is on the pathway, so you know 
where to pick up from… That’s quite useful to have 
somebody who we regard as the fount of all knowl-
edge. (Practice Nurse 4).

Professional/social role and identity
Responsibilities and perceptions (enabler)
Participants were motivated to implement the guidelines 
because they felt a “duty of care for [patients’] safety” 
(Practice Nurse 6). Although some practice nurses did 
not have the responsibility to make mental health-related 
referrals in their practices, they acknowledged they still 
have an important role in signposting patients and rais-
ing concerns with GPs following encounters involving 
self-harm. Participants described patient perceptions 
that their profession made them more approachable to 
discuss sensitive topics like self-harm, due to perceptions 
that they are less busy than doctors. This enabled them 
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to identify patients at risk of self-harm that could poten-
tially be missed by their GP.

It’s just the perception of the nurse role. They’re there 
to care for patients, and that’s what they expect from 
us. They feel safe to share with us, and the percep-
tion that we listen better, whether that’s true or not I 
don’t know, but it’s what a lot of the patients still tell 
me. (Nurse Practitioner 9).

Uncertainty about professional role (barrier)
Nurses believed that their responsibilities towards 
patients had to be balanced by the limits of their exper-
tise and whether or not it was “appropriate” to act 
(Practice Nurse 3). Knowledge gaps (described above) 
undermined participants’ professional confidence to 
implement the guidance, and they perceived that the 
expectations for nurses in general practice were unclear 
in the self-harm guidelines. Inability to conduct referrals 
to mental health services within practices was believed 
to arise from perceptions that practice nurses would not 
encounter patients who self-harm: “they assume a patient 
that’s likely to self-harm or is self-harming would go 
straight to a GP. They don’t necessarily think that it’s going 
to be discovered incidentally… They don’t think to have a 
process in place because they assume it will go to them.” 
(Practice Nurse 1). Seven participants described difficul-
ties maintaining professional boundaries with patients 
they encountered that had self-harmed due to feelings of 
worry; one of these participants had a personal history of 
self-harm.

I think you need to come across caring but not too, 
you know, still within a professional boundary, to 
that effect. I think communication and the ability to 
ask in a sympathetic way really, that’s not something 
that’s everyone’s got (Practice Nurse 1).

Intervention development: proposed functions 
and exemplar behaviour change techniques
Descriptions of domains and exemplar quotes are pre-
sented in Table  2; candidate interventions were derived 
from relevant intervention functions and BCTs, which 
had been mapped according to the Behaviour Change 
Wheel. Five out of nine intervention functions [37] were 
linked to six TDF domains: education, training, envi-
ronmental restructuring, enablement, and modelling. 
Nine of sixteen BCT groupings were found to be rel-
evant: associations, natural consequences, comparison 
of behaviour, shaping knowledge, repetition and substi-
tution, feedback and monitoring, antecedents, goals and 
planning, and social support. Sixteen unique BCTs were 
found to be relevant. For example, to target memory, 

attention, and decision processes suggested interventions 
might comprise: prompting nurses to rehearse and prac-
tice the process of making referrals for self-harm (inter-
vention function: training; BCTTv1 8.3: Habit formation), 
or by adding an aide-memoire based on the self-harm 
guidelines to a practice’s intranet safeguarding guidelines 
for quick reference (intervention function: environmen-
tal restructuring; BCTTv1 12.5: Adding objects to the 
environment).

Discussion
Main findings
This study contributes to the literature firstly by address-
ing the dearth of literature about primary care nurses’ 
experiences of suicide and self-harm prevention, and 
secondly by highlighting six distinct domains that sum-
marise the challenges they face to implementing national 
guidelines with patients at risk of self-harm. Two key 
intervention targets were identified from converging 
explanatory themes in the data: information delivery, 
and resource availability. This is the first study to use a 
theoretically grounded framework to identify drivers 
of implementation of the NICE guidelines for self-harm 
among nursing staff working in primary care. The TDF 
framework [39, 40] was used to identify potentially modi-
fiable barriers and enablers to inform the development 
of interventions to support guideline- and competency-
adherent practice in primary care. We utilised the Behav-
iour Change Wheel [37] to provide recommendations 
for potential behaviour change techniques and interven-
tion functions that could be incorporated into interven-
tions to redress these targets, and support nursing staff in 
primary care to follow the NICE guidance for self-harm 
(summarised in Fig. 2).

Our findings complement previous research suggest-
ing that few practice nurses have undertaken professional 
development about mental health topics, including self-
harm, since qualifying [52, 53] (Knowledge). Although 
practice nurses perceive themselves to have an impor-
tant role in activities related to mental health in pri-
mary care [52, 53] (Professional Role and Identity) they 
find communicating about emotionally charged topics 
to be challenging [54, 55], and believe that they need 
further training [56, 57] (Cognitive and Interpersonal 
Skills). Existing interventions to improve practice nurses’ 
communication skills have largely involved integrat-
ing motivational interviewing techniques into consul-
tations [58]. While practice nurses utilise some of these 
techniques in intervention trials, they are not perceived 
to be easily applicable in routine practice [59, 60], sug-
gesting a need for enablement in addition to skills pro-
vision. Although enhanced training and education is an 
opportunity for intervention, to support long-term recall 
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and implementation of the national guidelines annual 
reminders or additional training may be needed to sus-
tain behaviour [61] (Memory, Attention, and Decision 
Processes).

Consistent with our findings, practice nurses perceive 
a need for supporting resources, and encounter environ-
mental barriers such as time constraints, workload, and 
cost barriers to accessing training [56, 62] (Environmen-
tal Context and Resources). As such, strategies are needed 
to create opportunities for practice nurses to be able to 
engage in professional development [52]. Uncertainty 
about referral processes and guideline content in other 
areas of clinical practice prevents practice nurses from 
implementing evidence-based practice [63, 64] (Memory, 
Attention, and Decision Processes). Lack of access to, and 
understanding of, primary information sources (such as 
national guidelines and research reports) reduces prac-
tice nurses’ capabilities to translate their acquired knowl-
edge [65]. Environmental restructuring and enablement 
interventions could be designed to counter such uncer-
tainty, to optimise the utility of the NICE guidelines in 
clear protocols that support decision-making without 
reinforcing template-driven care [63, 64]. An important 
resource described in our research was also a prominent 
enabler elsewhere in the literature; discussions and col-
laboration with colleagues was considered to be a pow-
erful, and preferred, form of CPD among practice nurses 
[65–67] (Social Influences). Our findings suggest that 
routine support and information-sharing from other 
practice staff is a powerful enabler, which could be facili-
tated through modelling and enablement interventions 
[68]. However, intervention designers should be wary of 
pre-existing practice staff hierarchies, that potentially 
may be reliant on delegation and subordination instead of 
true collaboration [66, 69].

We also found that participants recounted differing 
experiences of encountering patient self-harm and judg-
ing risk based on the demographics of the patients; in 

this study, prominent examples included postpartum 
patients, and patients who were adolescents. Further 
research is needed to explore how differing patient char-
acteristics may affect the way self-harm is responded to 
by primary care staff, such as patient age [70, 71], patients 
with young families [72], and patients with existing 
comorbidities [73, 74].

Implications
The present study has shown the important role that 
nurses can have in recognising and responding to self-
harm in primary care, and has identified candidate 
intervention potential approaches that would require fur-
ther testing to support primary care staff to implement 
national guidelines for self-harm (summarised in Fig. 2). 
Firstly, staff would benefit from interventions to address 
deficits in knowledge and skills to support decision-mak-
ing; sufficient education and training is needed to inform 
them about the content of the guidelines, self-harm risk 
factors, and to equip them with enhanced skills to tackle 
challenging conversations about mental health. Such 
interventions must be designed with generalists in mind; 
not only to prevent information overload and disengage-
ment, but to ensure cost-effective and timely delivery 
within the scope of limited CPD hours [62, 67]. A poten-
tial solution may be to integrate self-harm into existing 
annual refresher training, such as for safeguarding prac-
tices, guided by existing competency frameworks [26, 
75]. Within the context of the new self-harm guidelines 
[22], primary care nurses may need sufficient knowledge 
and skill to assess distress, intent, and the physical con-
sequences of self-harm to make decisions about prior-
ity referrals. Secondly, resources are required to support 
adherence to the guidelines, that translate the guidelines 
into actionable decisions for practice nurses [65], and 
bolster collaboration and knowledge-sharing within gen-
eral practices to ensure a uniform approach to self-harm 
[66, 69]. Resources that facilitate team-based continuity 

Fig. 2 Summary of implications for practice, implementation and policy
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of care will be essential to implement the updated self-
harm guidance; particularly to enable GPs and primary 
care nurses to coordinate regular reviews, follow-up 
appointments, and management of coexisting mental 
health problems [22].

This paper identified TDF domains from participant 
responses, to derive recommendations about specific 
BCTs that could form future interventions (represented 
in Table  2). Exemplar interventions could include peer 
coaching interventions to facilitate information-sharing 
about risk assessments and referral strategies (Interven-
tion function: Modelling; BCT: Social support, practi-
cal). Interventions based on these findings would require 
piloting with involvement from practice nurses to pro-
vide acceptable, achievable improvements to guideline 
implementation. However, involvement with GPs, and 
key stakeholders such as practice managers, may also be 
fruitful to ensure interventions are feasible within general 
practices.

Strengths and limitations
The present study had a number of limitations. Firstly, 
the sample was over-represented by older, more senior 
members of staff who are unlikely to have experienced 
recent training initiatives about self-harm and mental 
health. Future research should aim to investigate imple-
mentation among nurses who qualified after the addi-
tion of suicide prevention competencies, and compare 
their practice with more senior counterparts to evaluate 
whether the new curriculum facilitates best practice. 
The sample was also limited by a lack of men, who may 
encounter unique barriers or enablers to implement-
ing the self-harm guidelines and nursing competen-
cies [76]. The analysis did not involve any individuals 
with lived experience of self-harm or practice nurses; 
inclusion of such experts may have provided further 
insight into the salient drivers of guideline implementa-
tion by practice nurses. Discussion about certain TDF 
constructs, such as Emotion, were surprisingly absent 
from our data; although these domains may simply 
not be important influences on guideline implementa-
tion, since the topic guide was structured around the 
COM-B model instead of the TDF it is possible that 
some TDF constructs were overlooked by the wording 
of the COM-B-derived questions. Alternative analyti-
cal approaches such as grounded theory may have bet-
ter identified emergent themes that are not sufficiently 
explained by the TDF. However, a strength of this 
research is that our data still demonstrates spontaneous 
emergence of TDF-aligned themes, which supports the 
validity of mapping TDF constructs to the Behaviour 
Change Wheel [39, 40]. By using a broad, semi-struc-
tured interview guide, participants had the opportunity 

to naturally describe drivers [45]. By utilising the TDF 
and BCT Taxonomy V1 together [77] we provide a the-
oretically-informed foundation for the development of 
quality improvement interventions, through a compre-
hensive collection of recommendations.

Conclusions
Nursing staff in general practice are well-placed to recog-
nise and respond to self-harm [78], but require support to 
adhere to national guidelines and nursing competencies. 
The present study used the Behaviour Change Wheel to 
[1] identify the drivers that influence whether practice 
nurses can implement the NICE guidelines for self-harm, 
and [2] suggest candidate interventions to support imple-
mentation, as derived from relevant TDF domains and 
behaviour change techniques. The six domains derived 
from the data could be addressed separately through tar-
geted interventions, or together as part of more ambi-
tious, complex interventions to improve quality. This 
work represents a starting point in addressing the lack 
of research around the roles of nursing staff in primary 
care for self-harm, and provide timely recommendations 
to support them to assess and manage patients at risk of 
self-harm.
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