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Abstract
Objectives: This study aimed to (1) examine barriers and 
enablers to General Practitioners’ (GP) use of National 
Institute for Health and Care Excellence (NICE) guidelines 
for self-harm and (2) recommend potential intervention 
strategies to improve implementation of them in primary 
care. Design: Qualitative interview study.
Methods: Twenty-one telephone interviews, semi-
structured around the capabilities, opportunities and 
motivations model of behaviour change (COM-B), were con-
ducted with GPs in the United Kingdom. The Theoretical 
Domains Framework was employed as an analytical frame-
work. Using the Behaviour Change Wheel, Behaviour 
Change Techniques (BCTs), intervention functions and ex-
emplar interventions were identified.
Results: GPs valued additional knowledge about self-harm 
risk assessments (knowledge), and communication skills 
were considered to be fundamental to high-pressure con-
sultations (cognitive and interpersonal skills). GPs did not 
engage with the guidelines due to concerns that they would 
be a distraction from patient cues about risk during con-
sultations (memory, attention and decision processes), and 
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INTRODUCTION

Self-harm encompasses ‘any act of self-poisoning or self-injury carried out by an individual irrespec-
tive of motivation’ (National Institute for Health & Care Excellence, 2011), p. 4 and is an important 
risk factor for suicide among adults of all ages (Bergen et al., 2012). Services for self-harm in the 
United Kingdom (UK) are under intense demand and scrutiny due to the increased incidence of self-
harm following the 2008 economic recession (McManus et al., 2019). Primary care is a key setting 
for assessing and managing self-harm, since many people who self-harm do not present to mental 
health services (Geulayov et al., 2016). General practitioners (GPs) are at the frontline of health care, 
which provides them with unique opportunities to identify and intervene in self-harm in a less stig-
matizing environment than secondary care or emergency services (Centre for Mental Health, 2019). 
However, self-harm often occurs in the context of complex mental health issues such as adverse 
childhood experiences (Fliege et al., 2009), trauma (Barnicot & Crawford, 2018) and personality 
disorders (Witt et al., 2019); such predictors of self-harm present considerable challenges for GPs 
meaning self-harm behaviours are rarely addressed in isolation from their underlying issues (Mughal 
et al., 2020). While traditionally GPs have been perceived as gatekeepers to specialist services (Saini 
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perceptions that following the guidance is difficult due to 
time pressures and lack of access to mental health referrals 
(environmental context and resources). Clinical uncertainty 
surrounding longer term care for people that self-harm, 
particularly patients that are waiting for or cannot access a 
referral, drives GPs to rely on their professional judgement 
over the guidance (beliefs about capabilities).
Conclusions: Three key drivers related to information and 
skill needs, guideline engagement and clinical uncertainty need 
to be addressed to support GPs to be able to assess and man-
age self-harm. Five intervention functions and ten BCT groups 
were identified as potential avenues for intervention design.

K E Y W O R D S
evidence-based guidelines, general practice, self-harm

Statement of contribution

What is already known on this subject?
•	 General Practitioners (GPs) have unique opportunities to identify and intervene in self-harm.
•	 Some GPs do not implement NICE guidance about self-harm due to a lack of awareness and 

resources.
•	 The drivers of guideline use that could potentially inform intervention strategies are unclear.
What does this study add?
•	 GPs need further training to address skill gaps relating to consultations about self-harm.
•	 Guidelines must be optimised for quick-reference to support decision-making during 

consultations.
•	 Further guidance is needed about supporting patients who self-harm while waiting for a referral.
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et al., 2016), they are under considerable pressure to manage self-harm within primary care and ad-
vocate for patients to pursue self-help (Bailey et al., 2017; Mughal et al., 2020). Although data suggest 
the incidence of primary care-recorded self-harm fell during the initial wave of COVID-19 in the 
United Kingdom (Carr et al., 2021; Kapur et al., 2021), there are concerns that services will face an 
increase in demand for mental health-related concerns after further periods of national lockdown 
(Mughal et al., 2021; Williams et al., 2020).

The NICE guidelines for the management of self-harm (National Institute for Health & Care 
Excellence, 2004, 2011) contain recommendations about treatment and referral options to support 
healthcare professionals to provide the best care for patients. However, a survey of 200 GPs found 45% 
reported never using NICE guidelines for self-harm, instead preferring to rely on intuition when en-
countering a patient who has self-harmed; of the GPs that were aware of the guidelines, 38% perceived 
them to be useful (Cello Health PLC, 2012). A recent representative survey of 67 GPs found only 36% 
(n = 24) were knowledgeable about the self-harm guidelines and implemented the guidance with just 62% 
of the patients they encountered that had self-harmed or were at risk of repeat self-harm (Leather et al., 
2020). GPs have long cited difficulties when attempting to arrange referrals in accordance with guidelines 
(Prasad et al., 1999). More recent studies have reported that GPs feel alienated from secondary services, 
which can be challenging to reach (Wand et al., 2018). Often a GP’s ability to follow the recommenda-
tions made for them in the guidance is hampered by barriers inherent to general practice, such as time 
constraints, appointment availability and a systemic lack of access to secondary mental health teams 
(Centre for Mental Health, 2019; Mughal et al., 2020). GPs experience training about mental health which 
includes awareness of evidence-based guidelines (Royal College of General Practitioners, 2019); however, 
acquiring knowledge about self-harm and the self-harm guidelines is not a mandatory part of core GP 
training. Systematic review evidence suggests that prior clinical experiences, including the uptake of fur-
ther training, also influence GPs’ use of guidelines (Zwolsman et al., 2012); trainee GPs encounter more 
clinical uncertainty (Chatterjee et al., 2017; Welink et al., 2020) and consult guidelines more readily than 
experienced GPs who are confident making decisions based upon their expertise (Francke et al., 2008; 
Harris et al., 2014; Patel et al., 2001; Van Dijk et al., 2010). There is a mounting patient safety rationale to 
ensure evidence-based guidelines for self-harm are implemented (Carr et al., 2016).

Although GPs are used to managing general mental health issues as part of their role (Saini et al., 2010), 
the quality of this management varies (Gask et al., 2008; Menear et al., 2014). Detection of common mental 
health conditions is low in general practice due to missed opportunities for screening (Mitchell et al., 2009). 
Treatments tend to be focused towards pharmacological options, which are not always provided in accor-
dance with national guidance (Tobin et al., 2020; Toner et al., 2010), and communication difficulties can 
deter patients from seeking further help or complying with their treatments (Ford et al., 2019; Salmon et al., 
2004). Many GPs feel ill-equipped to handle self-harm and prevent potential suicide attempts among their 
patients (Chandler et al., 2016). Lack of confidence can be exacerbated by the additional difficulties that can 
accompany patients who self-harm, such as complex mental health history (Fliege et al., 2009; Witt et al., 
2019), non-attendance (Neeleman et al., 2009; Williams et al., 2020) and frequent, lengthy consultations 
(Bailey et al., 2019). Australian GPs described feeling impotent and hopeless about managing the complex 
underlying factors contributing to self-harm in elderly patients (Wand et al., 2018). Similarly, a survey of 28 
GPs in the United Kingdom reported that they felt under-skilled or lacked training to talk about self-harm, 
resulting in them missing opportunities to identify self-harm in young people (Fox et al., 2015). A further 
study found GPs also require confidence and environmental enablers such as extended appointment times 
to be able to broach the topic of self-harm (Bailey et al., 2017). Beyond skills and confidence, emotional 
factors such as empathy have also been found to mediate the association between perceived knowledge and 
attitudes about self-harm (Moriarty et al., 2020). While these studies have identified salient barriers that 
inhibit or prevent guideline implementation, they lack a strong theoretical basis; as a result, they are unlikely 
to have captured a comprehensive range of drivers. Since guideline implementation is considered a form of 
behaviour change (Heslehurst et al., 2014) implementation strategies require an in-depth understanding of 
the complex determinants of healthcare professional behaviour, informed by behaviour change theory, to 
identify causal processes and relevant behaviour change techniques (BCTs) (Michie et al., 2005).
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The Theoretical Domains Framework (TDF) integrates numerous theories of behaviour change into a 
single, comprehensive framework to encapsulate cognitive, affective, social and environmental influences 
on professional practice (Atkins et al., 2017). It was designed and validated for use in implementation re-
search to increase the accessibility and utility of psychological theory for understanding behaviour change 
and intervention design (Cane et al., 2012; Michie et al., 2005). An expert consensus group synthesized 
constructs from existing behaviour change theories relevant to healthcare professional behaviours into 14 
domains. These domains expand upon the components of the capabilities (C), opportunities (O) and moti-
vations (M) model of behaviour change (B; COM-B) (Michie et al., 2011), a model comprising six compo-
nents that drive behaviour: physical capability (e.g. skills), psychological capability (e.g. knowledge), physical 
opportunity (e.g. time), social opportunity (e.g. social cues), automatic motivation (e.g. emotional reactions) 
and reflective motivation (e.g. intentions) (Michie et al., 2014). For example, the COM-B component ‘psy-
chological capability’ maps to the ‘knowledge’, ‘skills’, ‘memory attention and decision processes’ and ‘be-
havioural regulation’ domains of the TDF, which demonstrates the finer grain of detail the TDF offers 
about behavioural drivers (Cane et al., 2012). In summary, the TDF and COM-B offer a systematic approach 
to identify barriers and enablers of evidence-based practice, which allows for a theory-based development of 
interventions by selecting appropriate BCTs, intervention functions and policy categories that correspond 
to each domain (Cane et al., 2015; Michie et al., 2014).

Interventions are required to empower GPs to assess and manage self-harm appropriately and feasibly, to 
increase implementation of national guidelines and address the gaps in self-harm prevention accentuated by 
the COVID-19 pandemic (Mughal et al., 2021). Although a number of studies have identified several barri-
ers and enablers to effective self-harm practice, there has yet to be a theoretically grounded, comprehensive 
investigation into drivers of national guideline implementation for self-harm among GPs. Our study ad-
dresses this gap for the first time by using the TDF as an analytical framework to identify salient drivers and 
examine how these drivers could be used to inform the development of an intervention to support self-harm 
guideline implementation in primary care (Atkins et al., 2017; Cane et al., 2012). The TDF has been used 
elsewhere to develop interventions for GPs’ clinical practice, including reducing imaging for low back pain 
(Jenkins et al., 2018) and improving medicine management for people with dementia (Barry et al., 2020); the 
COM-B has been used to capture the barriers and enablers to the implementation of clinical guidelines (e.g. 
(Bailey et al., 2019; Fox et al., 2015)). This suggests the TDF is an appropriate framework with which to ex-
plore this area of professional practice. The purpose of the present study was to (1) examine the barriers and 
enablers to GP’s use of, and adherence to, the NICE guidelines for self-harm, and (2) recommend potential 
intervention strategies to improve implementation of the NICE guidelines in primary care.

METHODS

Philosophical stance

The research was conducted under a pragmatic paradigm; an action-focused perspective that aims to 
interpret knowledge in a manner that produces functional consequences (Cornish & Gillespie, 2009). 
Therefore, the ontological stance of this research is that reality and knowledge are socially constructed 
and encountered through interpreting human experience (Kaushik & Walsh, 2019). Our rationale 
for this approach is to translate knowledge about healthcare professional behaviour into intervention 
targets.

Participants

Twenty-one GPs working in the United Kingdom were purposively invited to take part in an interview 
study. Participants were previously recruited through a survey panel company (YouGov) to take part in 
a cross-sectional survey examining implementation of the NICE guidelines for self-harm among a large, 
representative sample of UK healthcare professionals (Leather et al., 2020). Sixty-one GPs from that 
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sample who had heard of the NICE guidelines for self-harm were invited to participate in follow-up in-
terviews, of which 21 agreed to take part. A sample quota of 22 was set, but data collection ceased when 
the research team agreed that no new themes were emerging from the data suggesting saturation had 
been reached (Guest et al., 2006). No novel data were generated from the final few interviews, which 
suggests data saturation was achieved.

Design

General practitioners working in the United Kingdom were interviewed by telephone using a semi-
structured topic guide. The guide (Appendix S1) was adapted from an existing schedule (Keyworth 
et al., 2019) and was based on the COM-B (Michie et al., 2011). Using the COM-B as a basis for the inter-
view questions allowed us to (a) explore the barriers and enablers to implementing the NICE guidelines 
for self-harm, (b) use the TDF as an analytical framework to categorize themes generated from the data 
and (c) link the components of the COM-B model to the TDF framework to specify the barriers and 
enablers to implementation of the NICE guidelines for self-harm in general practice.

The Behaviour Change Wheel (Michie et al., 2014) was used to interpret the theoretical domains and 
identify functions and BCTs to illustrate how a behaviour change intervention could target each domain 
(Cane et al., 2015). The Behaviour Change Wheel is an amalgamation of nineteen frameworks of be-
haviour change interventions and uses the COM-B as its central hub. It contains nine categories of inter-
vention functions to address deficiencies in capabilities, opportunities or motivations (e.g. Enablement), 
and seven policy categories that could enable those interventions (e.g. Legislation). We provide examples 
of operationalized BCTs and intervention functions to demonstrate how they could be used to improve 
GPs’ implementation of the NICE guidelines for self-harm.

Procedure

A university ethics committee granted ethical approval in February 2019 (Ref: 2019–5456–9504). A 
topic guide and accompanying information sheet (Appendix S2) were developed for the panel com-
pany's interviewers to refer to. The interviewers were conducted by two members of the panel company 
(one male), who were trained in qualitative interviewing. No prior relationship was established between 
the participants and interviewers. Utilizing interviewers external to the research team may reduce the 
risk of researcher bias in data collection (Crilly et al., 2020; Jorgenson et al., 2012). The interviewers were 
instructed to (a) use open-ended questions to facilitate exploration of barriers and enablers of guideline 
implementation; (b) use caution when asking about current practice to minimize social desirability or 
professional identity bias; and (c) ask for specific examples of current practice where they encountered a 
patient who had self-harmed (Michie et al., 2014).

After completion of an online survey (Leather et al., 2020), participants were invited to take part 
in the interview study by the panel company and were incentivized with a points-based reward sys-
tem (YouGov, 2018). Interviews were audio-recorded and transcribed verbatim, then anonymized and 
transferred to the research team for analysis. Informed consent was obtained before each interview. In 
accordance with YouGov's GDPR regulations, no personally identifiable participant data were shared 
with the research team. Data collection took place between April 2019 and May 2019.

Analysis

A combination of content analysis and framework analysis was used to analyse the data. Microsoft Excel 
was used to develop the coding framework. Two members of the research team (JZL and CK) analysed 
half of the interviews each. Both parties checked each other's coding during ongoing data analysis meet-
ings, and unanimous agreement was reached for codes assigned to the data. JZL then matched data to 
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the domains, and CK reviewed matching for the first 25% of the interviews assigned to the framework. 
Good agreement (>60%; (Mitchell et al., 2009)) was achieved, and remaining discrepancies were re-
solved through discussion to ensure an appropriate domain was agreed upon. This ensured the coding 
and mapping process was consistent across coders.

Two levels of coding were used. Deductive (first level) coding was used initially to generate the coding 
framework. Instances of the TDF domains in the data were identified and categorized using directed 
content analysis, by recording any occurrences relating to TDF domains in the transcripts (Hsieh & 
Shannon, 2005; Ritchie et al., 1994). A framework approach (Gale et al., 2013) was used to map the data 
onto relevant domains of the TDF. This allowed the researchers to identify predetermined and emergent 
issues in the data and use the TDF as an explanatory framework. Occurrences of COM-B components 
were coded and mapped directly on to the relevant TDF domains (as specified in (Keyworth et al., 2019)). 
Salient domains were selected based on two criteria, which have been used in previous research (Gould 
et al., 2018; Keyworth et al., 2019): (1) domains mentioned by more than 60% of participants, and (2) 
strong importance expressed spontaneously by participants. Key domains met both criteria. Inductive 
(second level) coding was done by generating explanatory themes for the key theoretical domains iden-
tified in the first-level coding (Atkins et al., 2017). Finally, relevant BCTs were mapped to each TDF 
domain to illustrate how the findings could be used to inform intervention design (Cane et al., 2015).

R ESULTS

Participants were UK general practitioners working in NHS GP surgeries. Demographics are presented 
in Table 1. Length of interviews ranged from 18:22–65:00 min (mean length 29 min). Results are pre-
sented in terms of theoretical domains and explanatory themes. There were no substantive differences 

T A B L E  1   Participant demographics (n = 21)

Variables N (%)

Gender

Male 3 (14.29)

Female 16 (76.19)

Did not state 2 (9.52)

Age

25–34 11 (52.38)

35–44 4 (19.05)

45–54 1 (4.76)

55–64 1 (4.76)

Did not state 4 (19.05)

Years in profession

Still qualifying/first year 6 (28.57)

1–3 years 3 (14.29)

4–6 years 7 (33.33)

7–10 years 4 (19.05)

Over 20 years 1 (4.76)

GP role

Trainee 6 (28.57)

Locum 7 (33.33)

Salaried 5 (23.81)

Partner 3 (14.29)
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in interview responses by gender or age. A diagram illustrates key findings in Figure 1, and a summary 
table is presented in Table 2.

Figure 1 demonstrates considerable convergence between explanatory themes; three groups were 
perceived to consist of both enablers and barriers, related to information and skill needs for challenging 
consultations, guideline engagement and clinical uncertainty surrounding diagnosis and long-term care 
for self-harm. Despite this overlap, the specific concepts within each theme are domain-specific and 
were coded as either an enabler or barrier depending on the GPs’ descriptions.

Five theoretical domains emerged that explained the barriers and enablers to implementing the 
NICE guidelines for self-harm: knowledge (reported by 62% of GPs); cognitive and interpersonal skills (re-
ported by 86% of GPs); memory, attention and decision processes (reported by 67% of GPs); environmental context 
and resources (reported by 100% of GPs); and beliefs about capabilities (reported by 67% of GPs). Explanatory 
quotes with participant ID are displayed in parentheses.

Knowledge

Broad principles of mental health risk assessment (enabler)

Twelve participants reported being trained as junior doctors to conduct general mental health risk as-
sessments in line with NICE guidance, which included being capable of identifying self-harm as a risk 

F I G U R E  1   Barriers and enablers to implementing the NICE guidelines for self-harm
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factor for suicide. They utilize these same principles of risk assessment with all mental health presenta-
tions, including those that involve self-harm. This feature of training was reported across current train-
ees and longer practising locum and salaried GPs.

Within GP training, having that formal bar of, ‘This is what you do within a self-harm/
suicide risk/mental health consultation,’ is useful to have… So, not everybody will practice 
the way that I do, that was just the way that I was trained and probably the time that I was 
trained is always think of what the red flags are, find out those at the consultation. 

(Trainee GP 20)

Enhanced self-harm training (enabler)

Seven participants described their knowledge about self-harm as poor following GP training, which led 
them to seek out more training after qualifying. Others mentioned having greater capacity to respond to 
self-harm because of rotations in psychiatry or emergency services as a trainee. Participants highlighted 
the value of learning from case studies and patient-led training to inform GPs of risk cues and how to 
ask salient questions. This manner of learning was considered superior to lectures or online training 
modules, since it directly enhances GPs’ capabilities by defining prompts and cues (BCTTv1 7.1) in an 
applied manner. This enabler suggests the existing knowledge about self-harm among trainee GPs may 
require improvement through Education interventions.

I’ve done face-to-face training within the last couple of years… that was actually led by 
a survivor that was available through the local NHS health department… If you are in 
healthcare, every single member should have access to that type of training, because if you 
do not pick up the cue, you do not recognise that there is even a potential for risk and that 
is when people fall through the net. 

(Salaried GP 12)

Cognitive and interpersonal skills

Skilled communication a necessary part of GP role (enabler)

Communication skills were described by 18 participants as an integral part of a GP’s role and necessary 
to gather information about a patient quickly and sensitively. GPs draw on these skills when assessing 
risk following self-harm by looking and listening for risk cues and by reassuring patients that self-harm 
is a common feature among people who experience low mood or depression. Effective communication 
strategies were developed through a combination of training and face-to-face experience; there was a 
pervasive perception that some aspects of communication (e.g. question wording) could be taught for-
mally through Training interventions, but personality and experiential learning in the consulting room 
were overriding factors to assessment styles.

I think that's completely key when you're doing work on mental health problems, because 
they may well feel ashamed, they might well feel really uncomfortable about what's going 
on, they might not understand it themselves, they might not be able to put it into words 
clearly… So you have to be able to kind of listen to whatever it is that they're saying, and 
then try and help them to give you enough information for you to be able to support them 
and find the things that are going to help them. 

(Trainee GP 5)
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Difficult to remain sensitive when under pressure (barrier)

Participants described complications conducting risk assessments with distressed patients, especially 
within the context of a standard ten-minute appointment. GPs sometimes have to overcome patients’ 
reluctance to discuss self-harm and reported difficulties making patients feel comfortable. To navigate 
this barrier, GPs often encourage patients to return for multiple appointments to build a rapport over 
time and make better judgements about risk.

I think a lot of patients would struggle to open up, and particularly with the time man-
agement I think some doctors would be trying to hurry the patient along, and I think 
strategies to deal with patients compassionately but efficiently would be helpful, because 
we need to get a certain amount of information out of patients in order to do these risk 
assessments and that can be quite difficult to do sensitively in the time that we're allowed. 

(Locum GP 16)

Memory, attention and decision processes

Perceived distractions from patient cues (barrier)

Participants were reluctant to refer to self-harm guidance during consultations in case they missed an 
important cue from the patient, or disrupted the process of rapport building. GPs tend to utilize the 
flow of conversation to naturally gather information instead of asking risk assessment questions by rote. 
There were concerns among participants that they would be required to go through a set of ‘tick-box’ 
questions with patients to accurately implement the NICE guidelines.

Part of me feels like you could lose a little bit of patient, you know, that empathy… Yes, to 
say ‘Right, now, here's another form and I’d like to ask you these and let's tick the boxes,’ 
and you can sometimes lose the connection you've got with the patient by doing that… 
Sometimes just a free-flowing conversation you can get more information maybe, if you're 
asking the right questions. 

(Salaried GP 1)

Professional judgement and patient history (barrier)

Previous experience and ‘gut feelings’ about risk took precedent in participants’ decision-making; as a 
result, GPs did not feel the need to check national guidance to inform their consultations. GPs tended to 
trust that their professional judgement was consistent with the expectations of the NICE guidelines. Six 
participants reflected on whether their practice was in line with the guidance, and three mentioned con-
cerns that deviating from them could result in punishment or litigation if a patient subsequently died by 
suicide. However, participants emphasized that urgent self-harm presentations are rare; more often than 
not, they made decisions about longer term care based on underlying mental health issues. As a result, 
they did not necessarily take the time to focus on self-harm behaviour in isolation because establishing 
a patients’ risk of suicide eclipses the need to establish risk of non-suicidal self-harm.

But then that's also the downside of then you're taking-, a lot has to be said for, like, gut-
feeling in these decisions. A lot goes for, as a GP, your familiarity and your knowledge of 
the patient. Not all of your patients, but a lot of your patients that you see regularly, you 
know them on a different level to other services because you see them more regularly. 

(Trainee GP 4)
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Screen alerts provide prompts (enabler)

Internal communication platforms such as TeamNet are commonplace in practices and are used by 
managers to disseminate information to their staff quickly. Participants who received online alerts 
from such systems whenever new guidance is released or old guidelines are updated found this to be 
an efficient way to stay updated about guideline content (BCTTv1 7.1: Prompts/cues). However, older 
guidance that has not changed, including the self-harm guidance at the time of writing, is not routinely 
circulated.

I’m kind of registered with the NICE guidelines online, so I get an alert when there's a new 
guideline or kind of an updated guideline, so I’ll have a look if I get one of those alerts. 

(Locum GP 9)

Environmental context and resources

Lack of secondary resources (barrier)

Participants provided several examples of frustrating circumstances when trying to refer self-harm pa-
tients to a specialist mental health service and reported discrepancies between the guidelines’ appropri-
ate reasons to refer and secondary services’ criteria for accepting a patient. Crisis teams and secondary 
mental health services were described as being overloaded and difficult to reach, so GPs were often 
unable to make referrals commensurate with the expectations of national guidelines unless a patient was 
at immediate risk of suicide. GPs also noted that they frequently had no local third-sector alternatives, 
leaving patients below the threshold for immediate suicide risk needing to be managed in their care.

I feel like we go around in circles a lot. ‘This patient is not going to kill themselves, dis-
charge back to the GP,’ or, ‘Have some diazepam, discharge back to the GP,’ which then 
creates another issue… Sometimes they can be brilliant, and sometimes they can get other 
services involved, or refer to self-harm services that we didn't even realise were available, 
or organise counselling and things like that. Sometimes, it's just a constant circle of feeling 
like we're getting nowhere. 

(Trainee GP 4)

Guideline content perceived to be vague and unrealistic (barrier)

The presentation of the guidelines was identified as a barrier; some found the appearance and wording 
of the NICE guidance too long-winded and off-putting. Participants criticized the layout of the NICE 
guidance website as being difficult to navigate, which made them unsuitable for quick reference when 
in consultation with a patient. Additionally, some participants found the guidance for GPs was vague, 
with an unrealistic reliance on the availability of secondary services.

The trouble with these guidelines is that if it doesn't give you good and clear information 
about what kind of things you can do for someone, you end up with a lot of words that 
often don't mean anything and people are lot less likely to look at them. I’m certainly not 
going to sit and read absolutely all of these statements because I don't have time and I don't 
have the inclination to do it. I think you need more bullet points and easier to understand 
and follow, otherwise people aren't going to read them. 

(Partner GP 2)
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Time constraints (barrier)

A fundamental barrier in general practice is appointment length. Participants felt it unrealistic to expect 
a complete risk and needs assessment within ten minutes and mentioned that double- or triple-length 
mental health appointments were common. Support systems exist in some practices to facilitate this by 
shuffling appointments between other practice staff, providing GPs with more time to assess their pa-
tient (BCTTv1 12.1: Restructuring the physical environment). However, extended appointments come 
at the cost of other patients’ and colleague workloads; additionally, such systems are ultimately unfeasi-
ble to enact in solo or remote practices.

You're supposed to do all this, sort of, detailed assessment with the patient in ten minutes. 
It doesn't happen. If you have a good-going depression case with lots of risk factors, you're 
there 20–30 minutes with the patient… You don't always see that extent of patients who 
need that amount of input every single day. So, if it's happening once or twice a week then, 
you know, it's doable. Yes, it makes you run a bit late for your other patients, but at least it 
means, well, you've done the job properly. 

(Trainee GP 3)

Beliefs about capabilities

Guidelines provide confidence and reassurance (enabler)

Since acute self-harm is a relatively rare occurrence in primary care, the guidelines provide a foundation for 
a GP’s response depending on the nature of the presentation and the perceived urgency to act. Although 
longer practising GPs felt more confident relying on their professional judgement, trainees reported refer-
ring to the guidelines to reassure both themselves and their patient that they are making evidence-based 
decisions. Some participants reported relief that the guideline did not contain actions they were not already 
implementing. While more experienced GPs criticized the guidelines for being too ‘commonsense-ical’ 
(Locum GP 21), they also believed the guidance was well within the capabilities of any GP.

You've got to be able to give the patient a sense that… you know what you're doing. 
They've come to see you at their worst moment. You've got to be able to say; look, I can 
help you, and I can do that if I know that I’m not just drawing on rubbish or not just draw-
ing on my own, sort of, you know, random little memory somewhere. I’ve got something 
here that I’ve got evidence for. 

(Trainee GP 11)

Uncertainty about remit when monitoring a patient waiting for referral (barrier)

GPs described being the first port of call for many patients who have mental health difficulties and 
consider themselves to have a dual role to signpost patients towards appropriate services, in addition 
to providing validation and a listening ear. However, the time a patient will spend waiting for a refer-
ral following self-harm varies, which leaves GPs with an uncertain outlook about how best to manage 
the patient in the meantime. The guidelines do not currently detail how GPs should monitor patients 
while they are waiting; some participants argued that as generalists, they are not well placed to care for 
patients with mental health issues long-term, and it is unfair that they are expected to take on the roles 
of mental health professionals in the absence of specialist resources. GPs mentioned that it is unfeasible 
in busy practices to create repeat appointments to monitor patients regularly.
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I think the main thing that would be useful for GPs is to have some sort of strategy about 
how to treat these patients before they actually wait for ages to see a psychologist, so I 
think we're all very aware that referring for counselling is important but that doesn't nec-
essarily help patients because if they're waiting for three months to see someone, by the 
time they've waited three months to see anyone they've got themselves into a right state. 

(Salaried GP 8)

Intervention development: Proposed functions and exemplar BCTs

Exemplar interventions, domain descriptions and exemplar quotes are presented in Table 2 to ad-
dress the second aim of this research; intervention functions and BCTs were mapped according to 
the Behaviour Change Wheel. Five of nine intervention functions (Michie et al., 2011) were linked to 
five TDF domains: education, training, environmental restructuring, enablement and persuasion. Eight 
of sixteen BCT groupings were found to be relevant: feedback and monitoring, shaping knowledge, 
natural consequences, associations, repetition and substitutions, antecedents, goals and planning, and 
self-belief. Fourteen unique BCTs were found to be relevant. For example, to target cognitive and interper-
sonal skills interventions might comprise: prompting GPs to practice de-escalating a distressed consul-
tation through role-play exercises with colleagues (intervention function: Training; BCT: Behavioural 
rehearsal/practice), or by encouraging GPs to regularly check for new or updated NICE guidance online 
(intervention function: Training; BCT: habit formation).

DISCUSSION

Main findings

This is the first study to use a theoretically grounded framework to identify barriers and enablers that 
influence GPs’ implementation of the NICE guidelines for self-harm. The framework (Atkins et al., 
2017) examined how these influences could inform the development of an intervention to support 
guideline implementation in primary care. This study contributes to existing literature by identifying 
five distinct TDF domains that illuminate and encapsulate the challenges GPs face to implementing 
national guidelines for self-harm. Three broad targets for intervention were identified from the explana-
tory themes: information and skill needs, guideline engagement and clinical uncertainty. We provide 
recommendations for relevant intervention functions and BCTs that could be incorporated into quality 
improvement interventions to empower GPs to implement NICE guidelines when they encounter a 
patient seeking help for self-harm.

In terms of information and skill needs, existing research corroborates that GPs feel under-skilled to 
discuss self-harm (Bailey et al., 2017; Fox et al., 2015) (Environmental context and resources) and struggle to 
conduct brief, empathetic consultations when discussing emotional concerns due to the time and tem-
perament needed to de-escalate distress (Parker et al., 2020) (Cognitive and interpersonal skills). Numerous 
studies have identified knowledge gaps among GPs about self-harm (Cello Health PLC, 2012; Mughal 
et al., 2020), particularly in relation to recognizing self-harm as a risk factor for suicide (Fox et al., 2015) 
(Knowledge). The Royal College of General Practitioners’ (RCGP) curriculum for GP training recognizes 
self-harm as a ‘common and important condition’, but the material provided to trainees about self-harm 
remains limited (Royal College of General Practitioners, 2019). Furthermore, information about self-
harm is obscured in the RGCP’s Mental Health Toolkit for GPs under ‘Suicide and Crisis Care’ (Royal 
College of General Practitioners, 2021). While knowledge and skill gaps could be addressed through 
enhanced education, GPs emphasized that receiving information about self-harm directly from patient 
experts by experience provides practical feedback and information about health consequences (Dijk 
et al., 2020).
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GPs rarely spontaneously engaged with guidelines during consultations due to perceptions that they 
could distract from patient cues (Memory, attention and decision processes) (Parker et al., 2020). Environmental 
pressures such as time constraints and a lack of specialist mental health resources are common ob-
structions to conducting assessments and arranging referrals (Bailey et al., 2019; Bruco et al., 2018) 
(Environmental context and resources). Additionally, guideline length and complexity can discourage busy 
GPs from taking the time to read them (Francke et al., 2008). Optimization of NICE guidelines for 
quick reference could help to address engagement issues raised by GPs about the readability of the 
guidance. Electronic prompts were praised as an enabler by GPs; however, research suggests prompts 
alone do little to improve implementation (Brennan et al., 2018); technological interventions must also 
consider broader system issues within the dynamic contexts of primary care (Keyworth et al., 2018; 
Litchfield et al., 2018).

While some GPs felt reassured that the guideline content contained common-sense recommenda-
tions within their skillset, particularly in relation to mental health assessments (Beliefs about capabilities), 
others held more sceptical attitudes about whether the guidance was within their remit as generalists; 
similar criticisms have been made by GPs about the utility and trustworthiness of guideline content 
(Carlsen et al., 2011; Carlsen & Norheim, 2008). Most notably, GPs reported uncertainty about how best 
to monitor patients on waiting lists for specialist care, making decisions based on their prior knowl-
edge of the patient and professional judgement. It is common for healthcare professionals to rely on 
professional judgement over clinical guidelines when addressing self-harm (Mughal et al., 2022), due to 
disagreements with the guideline content and beliefs about patients’ needs (Austad et al., 2015; Francke 
et al., 2008). Therefore, the lack of clarity in the guidelines about what GPs should do in terms of mon-
itoring and follow-up prevents them from engaging with the guidelines and may risk creating unreal-
istic expectations about the care non-mental health professionals are able to provide for such complex 
behaviour.

Automatic motivation and physical capability are notable by their absence from our analysis. 
Although reinforcement and emotional drivers were reported by nine and four of the participants 
respectively, they were not mentioned sufficiently to warrant inclusion according to our criteria. 
Considering the association of automatic motivation with implementation of the NICE guidelines 
for self-harm (Leather, J. Z., Kapur, N., Campbell, S. M. & Armitage, C. J., unpublished data) and 
its role in guideline implementation in other areas of practice (Egerton et al., 2018; Kredo et al., 
2018), it is surprising that habitual and emotional processes were omitted from most responses. This 
may be due to an inability to articulate the influence of higher level automatic processes (e.g. habit) 
on behaviour (Nisbett & Wilson, 1977). Alternatively, it may demonstrate that most GPs have not 
yet developed a habit of implementing self-harm guidelines; which would provide an opportunity 
for interventions to replace old habits with guideline consistent behaviours (Cottrell et al., 2016; 
Egerton et al., 2018). The non-inclusion of physical capability in participants’ accounts may reflect 
the limited role of physical exertion or fine motor skills in general practice compared to other clini-
cal roles (Ierano et al., 2019); or that GPs believe they are capable of the tasks involved in their role 
(e.g. physical examinations).

Implications for practice, implementation and policy

This study has identified several areas where GPs require support to implement the NICE guidelines 
for self-harm during routine consultations, in addition to suggestions to address deficiencies in the ac-
cessibility of the guidance (summarized in Figure 2). First, GPs require enhanced training to remediate 
knowledge and skill gaps in relation to self-harm risk assessments, particularly during high-pressure 
consultations. Second, the guidelines need to be optimized for quick reference to support decision-
making in a way that maintains the flow of consultations. Lastly, more clarity and detail must be pro-
vided in relation to long-term management in primary care, providing it is realistic for busy GPs to 
implement. The Mental Health Toolkit (Royal College of General Practitioners, 2021) represents an 
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opportunity to deliver information needs about self-harm in a timely and accessible manner. The imple-
mentation of NICE guidelines for self-harm could be a candidate area for quality improvement in future 
iterations of the NHS Quality and Outcomes Framework.

We have provided recommendations about specific BCTs to utilize in future interventions, which 
are derived from TDF domains that emerged from participant responses (represented in Table 2). 
Exemplar interventions from the analysis could include providing information about patterns of risk 
identifiable in patient notes prior to consultations (Intervention function: Education; BCT: Information 
about antecedents); developing a short-form version of the guidance for GPs (Intervention function: 
Environmental restructuring; BCT: Restructuring the physical environment); using implementation 
intentions to provide GPs with if-then responses to common consultation scenarios (Intervention 
function: Enablement; BCT: Action planning). Pilot interventions would require feasibility and accept-
ability testing with involvement from GPs to develop realistic and impactful improvements to guideline 
implementation.

Strengths and limitations

Utilization of the TDF and BCT Taxonomy V1 (Michie et al., 2013) has provided a robust foundation 
for future research and intervention development. The findings represent a synthesis of information 
corroborating existing findings from disparate studies into a single, comprehensive series of recom-
mendations. A strength of basing the interview schedule on the COM-B instead of the TDF is that par-
ticipants could naturally report on barriers and enablers, which created opportunities to conceptualize 
non-TDF drivers (McGowan et al., 2020).

However, there were some limitations. The sampling frame recruited GPs with varying career lengths; 
however, there was an over-representation of trainee and newly qualified doctors whose perspectives could 
be limited by their lack of experience (Shiner & Howe, 2015). Additionally, due to the nature of follow-up 
research, we were unable to expand our sampling frame to rectify the gender gap in this sample compared 
to General Practice Workforce statistics (NHS Digital, 2022); including the experiences of more male GPs 
than were included in the present study may have afforded prominence to different themes or domains in 
the data. Explicitly deriving interview questions from TDF constructs may have prompted more focused 
discussion from participants about specific barriers and enablers. On the other hand, the spontaneous 
emergence of TDF-congruent codes and themes supports the validity of Behaviour Change Wheel con-
structs mapping onto the TDF (Atkins et al., 2017). The criteria used to select relevant domains may have 
resulted in important domains being overlooked, either because they were mentioned infrequently or be-
cause they were not emphasized as important by participants. Alternative analytical approaches such as 
grounded theory may reveal additional barriers and enablers not sufficiently explained by the TDF frame-
work (Mosavianpour et al., 2016).

CONCLUSION

GPs have a multifaceted role in assessing and managing self-harm and require a range of support mech-
anisms to implement national guidelines for self-harm. Utilizing the Behaviour Change Wheel has (1) 

F I G U R E  2   Summary of implications for practice, implementation and policy
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identified barriers and enablers that GPs face to implementing the NICE guidelines for self-harm and 
(2) provided exemplar intervention strategies derived from TDF domains and relevant BCTs. The five 
domains highlighted in this study could be targeted individually or together in complex quality im-
provement interventions. Given the volume of self-harm presentations in primary care and prevalence 
of self-harm in the United Kingdom, these findings provide timely recommendations to support GPs 
to assess and manage self-harm.

CONFL IC T OF I NT ER ESTS
JZL reports grants from NIHR PSTRC; CJA was supported by NIHR Manchester Biomedical Research 
Centre; NK was supported by the Greater Manchester Mental Health NHS Foundation Trust. NK 
chaired the NICE guideline development group for the long-term management of self-harm and the 
NICE Topic Expert Group (which developed the quality standards for self-harm services). He is cur-
rently chair of the updated NICE guideline for Depression and Topic Advisor to the new NICE self-
harm guideline. NK is a member of the Department of Health's (England) National Suicide Prevention 
Advisory Group and works with NHS England on national quality improvement initiatives for suicide 
and self-harm. The views expressed in this article are the authors’ own and not those of the NIHR, 
Department of Health and Social Care NHS England or NICE.

AUTHOR CONTR IBUTION
Jessica Z Leather: Data curation; Formal analysis; Project administration; Visualization; 
Writing – original draft. Christopher Keyworth: Formal analysis; Writing – review & edit-
ing. Nav Kapur: Supervision; Writing – review & editing. Stephen M. Campbell: Supervision; 
Writing – review & editing. Christopher J. Armitage: Conceptualization; Funding acquisition; Project 
administration; Resources; Supervision; Writing – review & editing.

DATA AVA IL A BIL IT Y STAT EM ENT
Data available on request from the authors.

ORCID
Jessica Z. Leather   https://orcid.org/0000-0003-3100-0030 

R EF ER ENC E S
Atkins, L., Francis, J., Islam, R., O’connor, D., Patey, A., Ivers, N., Foy, R., Duncan, E. M., Colquhoun, H., Grimshaw, J. M., 

Lawton, R., & Michie, S. (2017). A guide to using the Theoretical Domains Framework of behaviour change to investigate 
implementation problems. Implementation Science, 12(77). http://www.imple​menta​tions​cience.com/serie​s/TDF

Austad, B., Hetlevik, I., & Prytz, M. B. (2015). General practitioners’ experiences with multiple clinical guidelines: A qualitative study from Norway. 
Vol. 23, Research Article Open Access Quality in Primary Care. iMedPub; 2015. Retrieved from: https://prima​rycare.imedp​
ub.com/gener​al-pract​ition​ers-exper​ience​s-with-multi​plecl​inica​l-guide​lines​-a-quali​tativ​e-study​-fromn​orway.php?aid=5196

Bailey, D., Kemp, L., Wright, N., & Mutale, G. (2019). Talk About Self-Harm (TASH): participatory action research with young 
people, GPs and practice nurses to explore how the experiences of young people who self-harm could be improved in GP 
surgeries. Family Practice, 36(5), 621–626. https://doi.org/10.1093/fampr​a/cmz006

Bailey, D., Wright, N., & Kemp, L. (2017). Self-harm in young people: a challenge for general practice. British Journal of General 
Practice, 67(665), 542–543. https://doi.org/10.3399/bjgp1​7X693545

Barnicot, K., & Crawford, M. (2018). Posttraumatic stress disorder in patients with borderline personality disorder: Treatment 
outcomes and mediators. Journal of Traumatic Stress, 31(6), 899–908. https://doi.org/10.1002/jts.22340

Barry, H. E., Bedford, L. E., Mcgrattan, M., Ryan, C., Passmore, A. P., Robinson, A. L., Molloy, G. J., Darcy, C. M., Buchanan, 
H., & Hughes, C. M. (2020) Improving medicines management for people with dementia in primary care: a qualita-
tive study of healthcare professionals to develop a theory-informed intervention. BMC Health Services Research, 20(1), 120. 
https://doi.org/10.1186/s1291​3-020-4971-7

Bergen, H., Hawton, K., Kapur, N., Cooper, J., Steeg, S., Ness, J. & Waters, K. (2012). Shared characteristics of suicides and 
other unnatural deaths following non-fatal self-harm? A multicentre study of risk factors. Psychological Medicine, 42, 727–741. 
https://doi.org/10.1017/S0033​29171​1001747

Brennan, C., Greenhalgh, J., & Pawson, R. (2018). Guidance on guidelines: Understanding the evidence on the uptake of health 
care guidelines. Journal of Evaluation in Clinical Practice, 24(1), 105–116. https://doi.org/10.1111/jep.12734

 20448287, 2022, 4, D
ow

nloaded from
 https://bpspsychub.onlinelibrary.w

iley.com
/doi/10.1111/bjhp.12598 by T

est, W
iley O

nline L
ibrary on [27/03/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://orcid.org/0000-0003-3100-0030
https://orcid.org/0000-0003-3100-0030
http://www.implementationscience.com/series/TDF
https://primarycare.imedpub.com/general-practitioners-experiences-with-multipleclinical-guidelines-a-qualitative-study-fromnorway.php?aid=5196
https://primarycare.imedpub.com/general-practitioners-experiences-with-multipleclinical-guidelines-a-qualitative-study-fromnorway.php?aid=5196
https://doi.org/10.1093/fampra/cmz006
https://doi.org/10.3399/bjgp17X693545
https://doi.org/10.1002/jts.22340
https://doi.org/10.1186/s12913-020-4971-7
https://doi.org/10.1017/S0033291711001747
https://doi.org/10.1111/jep.12734


1292  |      LEATHER et al.

Bruco, F. M. E., Gamlin, C., Bradbury, J., Bill, S., Armour, C., & Agius, M. (2018). Self harm and suicidality: An audit of fol-
low-up in primary care. Psychiatria Danubina, 30, S610–S615.

Cane, J., O’Connor, D., & Michie, S. (2012). Validation of the theoretical domains framework for use in behaviour change and 
implementation research. Implementation Science, 7(37), 1–17. https://doi.org/10.1186/1748-5908-7-37

Cane, J., Richardson, M., Johnston, M., Ladha, R., & Michie, S. (2015). From lists of behaviour change techniques (BCTs) 
to structured hierarchies: Comparison of two methods of developing a hierarchy of BCTs. The British Journal of Health 
Psycholog y, 20(1), 130–150. https://doi.org/10.1111/bjhp.12102

Carlsen, B., Carlsen, B., & Bringedal, B. (2011). Attitudes to clinical guidelines–do GPs differ from other medical doctors? BMJ 
Quality & Safety, 20(2), 158–162. https://doi.org/10.1136/bmjqs.2009.034249

Carlsen, B., & Norheim, O. F. (2008). "What lies beneath it all?" – an interview study of GPs’ attitudes to the use of guidelines. 
BMC Health Services Research, 8(1), 218. https://doi.org/10.1186/1472-6963-8-218

Carr, M. J., Ashcroft, D. M., Kontopantelis, E., While, D., Awenat, Y., Cooper, J., Chew-Graham, C., Kapur, N., & Webb, R. T. 
(2016). Clinical management following self-harm in a UK-wide primary care cohort. Journal of Affective Disorders, 197, 182–
188. https://doi.org/10.1016/j.jad.2016.03.013

Carr, M. J., Steeg, S., Webb, R. T., Kapur, N., Chew-Graham, C. A., Abel, K. M., Hope, H., Pierce, M., & Ashcroft, D. M. 
(2021). Effects of the COVID-19 pandemic on primary care-recorded mental illness and self-harm episodes in the UK: A 
population-based cohort study. Lancet Public Heal, 6(2), e124–e135. https://doi.org/10.1016/S2468​-2667(20)30288​-7

Cello Health PLC (2012). Talking Self-harm. Cello Health PLC.
Centre for Mental Health (2019). Strengthening the frontline: Investing in primary care for effective suicide prevention. Centre for Mental 

Health. Retrieved from: https://www.centr​eform​ental​health.org.uk/sites/​defau​lt/files/​2019-04/Stren​gthen​ingth​efron​
tline.pdf

Chandler, A., King, C., Burton, C., & Platt, S. (2016) General practitioners’ accounts of patients who have self-harmed a quali-
tative, observational study. Crisis, 37(1), 42–50. https://doi.org/10.1027/a000001

Chatterjee, R., Chapman, T., Brannan, M. G. T., & Varney, J. (2017). GPs’ knowledge, use, and confidence in national physical 
activity and health guidelines and tools: a questionnaire-based survey of general practice in England. British Journal of 
General Practice, 67(663), e668–e675. https://doi.org/10.3399/bjgp1​7X692513

Cornish, F., & Gillespie, A. (2009). A pragmatist approach to the problem of knowledge in health psychology. Journal of Health 
Psycholog y, 14(6), 800–809. https://doi.org/10.1177/13591​05309​338974

Cottrell, E., Roddy, E., Rathod, T., Porcheret, M., & Foster, N. E. (2016). What influences general practitioners’ use of ex-
ercise for patients with chronic knee pain? Results from a national survey. BMC Family Practice, 17(1), 172. https://doi.
org/10.1186/s1287​5-016-0570-4

Crilly, J., Greenslade, J. H., Berndt, S., Hawkins, T., & Cullen, L. (2020). Facilitators and barriers for emergency department 
clinicians using a rapid chest pain assessment protocol: Qualitative interview research. BMC Health Services Research, 20(1), 
1–11. https://doi.org/10.1186/s1291​3-020-4923-2

Dijk, S. W., Duijzer, E. J., & Wienold, M. (2020) Role of active patient involvement in undergraduate medical education: A sys-
tematic review. British Medical Journal Open, 10(7), e037217. https://doi.org/10.1136/bmjop​en-2020-037217

Egerton, T., Nelligan, R. K., Setchell, J., Atkins, L., & Bennell, K. L. (2018). General practitioners’ views on managing knee 
osteoarthritis: a thematic analysis of factors influencing clinical practice guideline implementation in primary care. BMC 
Rheumatolog y, 2(1), 1–11. https://doi.org/10.1186/s4192​7-018-0037-4

Fliege, H., Lee, J. R., Grimm, A., & Klapp, B. F. (2009). Risk factors and correlates of deliberate self-harm behavior: A system-
atic review. Journal of Psychosomatic Research, 66, 477–493. https://doi.org/10.1016/j.jpsyc​hores.2008.10.013

Ford, J., Thomas, F., Byng, R., & McCabe, R. (2019). Exploring how patients respond to GP recommendations for mental health 
treatment: an analysis of communication in primary care consultations. BJGP Open, 3(4), 1–11. https://doi.org/10.3399/
bjgpo​pen19​X101670

Fox, F., Stallard, P., & Cooney, G. (2015). GPs role identifying young people who self-harm: a mixed methods study. Family 
Practice, 32(4), 415–419. https://doi.org/10.1093/fampr​a/cmv031

Francke, A. L., Smit, M. C., Je De Veer, A., & Mistiaen, P. (2008). Factors influencing the implementation of clinical guidelines 
for health care professionals: A systematic meta-review. BMC Medical Informatics and Decision Making, 8(38), 1–11. https://
doi.org/10.1186/1472-6947-8-38

Gale, N. K., Heath, G., Cameron, E., Rashid, S., & Redwood, S. (2013). Using the framework method for the anal-
ysis of qualitative data in multi-disciplinary health research. BMC Medical Research Methodolog y, 13(1), 1–8. https://doi.
org/10.1186/1471-2288-13-117

Gask, L., Rogers, A., Campbell, S., & Sheaff, R. (2008). Beyond the limits of clinical governance? The case of mental health in 
English primary care. BMC Health Services Research, 8(1), 1–10. https://doi.org/10.1186/1472-6963-8-63

Geulayov, G., Kapur, N., Turnbull, P., Clements, C., Waters, K., Ness, J. Townsend, E., & Hawton, K. (2016). Epidemiology and 
trends in non-fatal self-harm in three centres in England, 2000–2012: findings from the Multicentre Study of Self-harm in 
England. British Medical Journal Open, 6, e010538. https://doi.org/10.1136/bmjop​en-2015-010538

Gould, N. J., Lorencatto, F., During, C., Rowley, M., Glidewell, L., Walwyn, R., Michie, S., Foy, R., Stanworth, S. J., 
Grimshaw, J. M., & Francis, J. J. (2018). How do hospitals respond to feedback about blood transfusion practice? 
A multiple case study investigation. Baysari MT, editor. PLoS One, 13(11), e0206676. https://doi.org/10.1371/journ​
al.pone.0206676

 20448287, 2022, 4, D
ow

nloaded from
 https://bpspsychub.onlinelibrary.w

iley.com
/doi/10.1111/bjhp.12598 by T

est, W
iley O

nline L
ibrary on [27/03/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1186/1748-5908-7-37
https://doi.org/10.1111/bjhp.12102
https://doi.org/10.1136/bmjqs.2009.034249
https://doi.org/10.1186/1472-6963-8-218
https://doi.org/10.1016/j.jad.2016.03.013
https://doi.org/10.1016/S2468-2667(20)30288-7
https://www.centreformentalhealth.org.uk/sites/default/files/2019-04/Strengtheningthefrontline.pdf
https://www.centreformentalhealth.org.uk/sites/default/files/2019-04/Strengtheningthefrontline.pdf
https://doi.org/10.1027/a000001
https://doi.org/10.3399/bjgp17X692513
https://doi.org/10.1177/1359105309338974
https://doi.org/10.1186/s12875-016-0570-4
https://doi.org/10.1186/s12875-016-0570-4
https://doi.org/10.1186/s12913-020-4923-2
https://doi.org/10.1136/bmjopen-2020-037217
https://doi.org/10.1186/s41927-018-0037-4
https://doi.org/10.1016/j.jpsychores.2008.10.013
https://doi.org/10.3399/bjgpopen19X101670
https://doi.org/10.3399/bjgpopen19X101670
https://doi.org/10.1093/fampra/cmv031
https://doi.org/10.1186/1472-6947-8-38
https://doi.org/10.1186/1472-6947-8-38
https://doi.org/10.1186/1471-2288-13-117
https://doi.org/10.1186/1471-2288-13-117
https://doi.org/10.1186/1472-6963-8-63
https://doi.org/10.1136/bmjopen-2015-010538
https://doi.org/10.1371/journal.pone.0206676
https://doi.org/10.1371/journal.pone.0206676


       |  1293GP DRIVERS OF IMPLEMENTING SELF-HARM GUIDANCE

Guest, G., Bunce, A., & Johnson, L. (2006). How many interviews are enough? An experiment with data saturation and variabil-
ity. Field Methods, 18(1), 59–82. https://doi.org/10.1177/15258​22X05​279903

Harris, M. F., Lloyd, J., Krastev, Y., Fanaian, M., Davies, G. P., Zwar, N. & Liaw, S.-T. (2014). Routine use of clinical manage-
ment guidelines in Australian general practice. Australian Journal of Primary Health, 20(1), 41–46. https://doi.org/10.1071/
PY12078

Heslehurst, N., Newham, J., Maniatopoulos, G., Fleetwood, C., Robalino, S., & Rankin, J. (2014). Implementation of pregnancy 
weight management and obesity guidelines: A meta-synthesis of healthcare professionals’ barriers and facilitators using the 
Theoretical Domains Framework. Obesity Reviews, 15(6), 462–486. https://doi.org/10.1111/obr.12160

Hsieh, H.-F., & Shannon, S. E. (2005). Three approaches to qualitative content analysis. Qualitative Health Research, 15(9), 1277–
1288. https://doi.org/10.1177/10497​32305​276687

Ierano, C., Thursky, K., Peel, T., Rajkhowa, A., Marshall, C., Ayton, D. (2019) Influences on surgical antimicrobial prophylaxis 
decision making by surgical craft groups, anaesthetists, pharmacists and nurses in public and private hospitals. PLoS One, 
14(11), e0225011. https://doi.org/10.1371/journ​al.pone.0225011

Jenkins, H. J., Moloney, N. A., French, S. D., Maher, C. G., Dear, B. F., Magnussen, J. S. & Hancock, M. J. (2018) Using be-
haviour change theory and preliminary testing to develop an implementation intervention to reduce imaging for low back 
pain. BMC Health Services Research, 18(1), 734. https://doi.org/10.1186/s1291​3-018-3526-7

Jorgenson, D., Muller, A., & Whelan, A. M. (2012) Pharmacist educators in family medicine residency programs: A qualitative 
analysis. BMC Medical Education, 2(1), 1. https://doi.org/10.1186/1472-6920-12-74

Kapur, N., Clements, C., Appleby, L., Hawton, K., Steeg, S., Waters, K. & Webb, R. (2021). Effects of the COVID-19 pandemic 
on self-harm. The Lancet Psychiatry, 8(2), e4. https://doi.org/10.1016/S2215​-0366(20)30528​-9

Kaushik, V., & Walsh, C. A. (2019) Pragmatism as a research paradigm and its implications for social work research. Social 
Sciences, 8(9), 255. https://doi.org/10.3390/socsc​i8090255

Keyworth, C., Epton, T., Goldthorpe, J., Calam, R., & Armitage, C. J. (2018). Are healthcare professionals delivering opportu-
nistic behaviour change interventions? A multi-professional survey of engagement with public health policy. Implementation 
Science, 13(1), 1–9. https://doi.org/10.1186/s1301​2-018-0814-x

Keyworth, C., Epton, T., Goldthorpe, J., Calam, R., & Armitage, C. J. (2019). ‘It’s difficult, I think it’s complicated’: Health care 
professionals’ barriers and enablers to providing opportunistic behaviour change interventions during routine medical 
consultations. The British Journal of Health Psycholog y, 24(3), 571–592. https://doi.org/10.1111/bjhp.12368

Kredo, T., Cooper, S., Abrams, A., Muller, J., Volmink, J., & Atkins, S. (2018) Using the behavior change wheel to identify barri-
ers to and potential solutions for primary care clinical guideline use in four provinces in South Africa. BMC Health Services 
Research, 18(1), 965. https://doi.org/10.1186/s1291​3-018-3778-2

Leather, J. Z., O’Connor, R. C., Quinlivan, L., Kapur, N., Campbell, S., & Armitage, C. J. (2020). Healthcare professionals’ 
implementation of national guidelines with patients who self-harm. Journal of Psychiatric Research, 130, 405–411. https://doi.
org/10.1016/j.jpsyc​hires.2020.08.031

Litchfield, I., Gill, P., Avery, T., Campbell, S., Perryman, K., Marsden, K. & Greenfield, S. (2018) Influences on the adoption of 
patient safety innovation in primary care: A qualitative exploration of staff perspectives. BMC Family Practice, 19(1), 1–12. 
https://doi.org/10.1186/s1287​5-018-0761-2

McGowan, L. J., Powell, R., & French, D. P. (2020). How can use of the theoretical domains framework be optimized in 
qualitative research? A rapid systematic review. The British Journal of Health Psycholog y, 25(3), 1–18. https://doi.org/10.1111/
bjhp.12437

McManus, S., Gunnell, D., Cooper, C., Bebbington, P. E., Howard, L. M., Brugha, T., Jenkins, R., Hassiotis, A., Weich, 
S., & Appleby, L. (2019). Prevalence of non-suicidal self-harm and service contact in England, 2000–14: repeated 
cross-sectional surveys of the general population. The Lancet Psychiatry, 6(7), 1–9. https://doi.org/10.1016/S2215​
-0366(19)30188​-9

Menear, M., Duhoux, A., Roberge, P., & Fournier, L. (2014). Primary care practice characteristics associated with the quality 
of care received by patients with depression and comorbid chronic conditions. General Hospital Psychiatry, 36(3), 302–309. 
https://doi.org/10.1016/j.genho​sppsy​ch.2014.01.013

Michie, S., Atkins, L., & West, R. (2014). The behaviour change wheel: A guide to designing interventions (1stitio ed.). Silverback 
Publishing.

Michie, S., Johnston, M., Abraham, C., Lawton, R., & Parker, D. (2005) Making psychological theory useful for implementing 
evidence based practice: A consensus approach. Quality and Safety in Health Care, 14(1), 26–33. https://doi.org/10.1136/
qshc.2004.011155

Michie, S., Richardson, M., Johnston, M., Abraham, C., Francis, J., Hardeman, W., Eccles, M. P., Cane, J. & Wood, C. E. (2013). 
The behavior change technique taxonomy (v1) of 93 hierarchically clustered techniques: Building an international consen-
sus for the reporting of behavior change interventions. Annals of Behavioral Medicine, 46(1), 81–95. https://doi.org/10.1007/
s1216​0-013-9486-6

Michie, S., van Stralen, M. M., & West, R. (2011). The behaviour change wheel: A new method for characterising and designing 
behaviour change interventions. Implementation Science, 6(1), 42. https://doi.org/10.1186/1748-5908-6-42

Mitchell, A. J., Vaze, A., & Rao, S. (2009). Clinical diagnosis of depression in primary care: a meta-analysis. Lancet, 374(9690), 
609–619. https://doi.org/10.1016/S0140​-6736(09)60879​-5

 20448287, 2022, 4, D
ow

nloaded from
 https://bpspsychub.onlinelibrary.w

iley.com
/doi/10.1111/bjhp.12598 by T

est, W
iley O

nline L
ibrary on [27/03/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1177/1525822X05279903
https://doi.org/10.1071/PY12078
https://doi.org/10.1071/PY12078
https://doi.org/10.1111/obr.12160
https://doi.org/10.1177/1049732305276687
https://doi.org/10.1371/journal.pone.0225011
https://doi.org/10.1186/s12913-018-3526-7
https://doi.org/10.1186/1472-6920-12-74
https://doi.org/10.1016/S2215-0366(20)30528-9
https://doi.org/10.3390/socsci8090255
https://doi.org/10.1186/s13012-018-0814-x
https://doi.org/10.1111/bjhp.12368
https://doi.org/10.1186/s12913-018-3778-2
https://doi.org/10.1016/j.jpsychires.2020.08.031
https://doi.org/10.1016/j.jpsychires.2020.08.031
https://doi.org/10.1186/s12875-018-0761-2
https://doi.org/10.1111/bjhp.12437
https://doi.org/10.1111/bjhp.12437
https://doi.org/10.1016/S2215-0366(19)30188-9
https://doi.org/10.1016/S2215-0366(19)30188-9
https://doi.org/10.1016/j.genhosppsych.2014.01.013
https://doi.org/10.1136/qshc.2004.011155
https://doi.org/10.1136/qshc.2004.011155
https://doi.org/10.1007/s12160-013-9486-6
https://doi.org/10.1007/s12160-013-9486-6
https://doi.org/10.1186/1748-5908-6-42
https://doi.org/10.1016/S0140-6736(09)60879-5


1294  |      LEATHER et al.

Moriarty, A., Nearchou, F., Byrne, M., Cullen, W., & Hennessy, E. (2020). General practitioners’ training and their attitudes 
towards young people who self-harm: A cross-sectional survey. Early Intervention in Psychiatry, 15(2), 271–277. https://doi.
org/10.1111/eip.12936

Mosavianpour, M., Helen Sarmast, H., Kissoon, N., & Collet, J.-P. (2016). Theoretical domains framework to assess barriers to change 
for planning health care quality interventions: a systematic literature review. Retrieved from: http://creat​iveco​mmons.org/licen​ses/
by/4.0/.Theli​cense​permi​tsunr​estri​ctedu​se,distr​ibuti​on,andre​produ​ction​inany​mediu​m,provi​dedth​eorig​inala​uthor​andso​
urcea​recre​dited [Accessed 14 September 2020]

Mughal, F., Dikomitis, L., Babatunde, O. O., & Chew-Graham, C. A. (2022). The potential of general practice to support 
young people who self-harm: A narrative review. BJGP Open. 6(1), BJGPO.2021.0159. https://bjgpo​pen.org/conte​nt/early/​
2022/02/09/BJGPO.2021.0159

Mughal, F., Hossain, M. Z., Brady, A., Samuel, J., & Chew-Graham, C. A. (2021). Mental health support through primary care 
during and after covid-19. BMJ, 373, n1064. https://doi.org/10.1136/bmj.n1064

Mughal, F., House, A., Kapur, N., Webb, R. T., & Chew-Graham, C. A. (2021). Suicide prevention and COVID-19: the role of 
primary care during the pandemic and beyond. British Journal of General Practice, 71(706), 200–201. https://doi.org/10.3399/
bjgp2​1X715637

Mughal, F., Troya, M. I., Dikomitis, L., Chew-Graham, C. A., Corp, N., & Babatunde, O. O. (2020). Role of the GP in the man-
agement of patients with self-harm behaviour: a systematic review. British Journal of General Practice, 70(694), e364–e373. 
https://doi.org/10.3399/bjgp2​0X708257

National Institute for Health and Care Excellence (2004). Self-harm in over 8s: short-term management and prevention of recurrence. 
London: NICE. www.nice.org.uk/guida​nce/cg16

National Institute for Health and Care Excellence. (2011) Self-harm in over 8s: long-term management. London: NICE. www.nice.org.
uk/guida​nce/cg133

Neeleman, J., Mikhail, W. I., Neeleman, J., Eeleman, J. N., Agdy, W., & Ikhail, I. M. (2009) A case-control study of GP and 
patient-related variables associated with non-attendance at new psychiatric out-patient appointments. Journal of Mental 
Health, 6(3), 301–306. https://doi.org/10.1080/09638​23971​8833

NHS Digital (2022). General Practice Workforce, 31 January 2022 [Internet]. General Practice Workforce, 31 January 2022. Retrieved 
from: https://digit​al.nhs.uk/data-and-infor​matio​n/publi​catio​ns/stati​stica​l/gener​al-and-perso​nal-medic​al-servi​ces/31-
janua​ry-2022 [Accessed 4 Mar 2022]

Nisbett, R. E., & Wilson, T. D. (1977) Telling more than we can know: Verbal reports on mental processes. Psychological Review, 
84(3), 231–259. https://doi.org/10.1037/0033-295X.84.3.231

Parker, D., Byng, R., Dickens, C., & Mccabe, R. (2020). Patients’ experiences of seeking help for emotional concerns in primary care: 
doctor as drug, detective and collaborator. BMC Family Practice, 21(1), 35. https://doi.org/10.1186/s1287​5-020-01106​-z

Patel, V. L., Arocha, J. F., Diermeier, M., How, J. J., & Mottur-Pilson, C. (2001). Cognitive psychological studies of representa-
tion and use of clinical practice guidelines. International Journal of Medical Informatics, 63(3), 147–167. https://doi.org/10.1016/
S1386​-5056(01)00165​-4

Prasad, L. R., Gantley, M. M., & Underwood, M. R. (1999). Management of deliberate self harm in general practice: a qualitative 
study. British Journal of General Practice, 49, 721–724.

Ritchie, J., & Spencer, L. (1994). Qualitative data analysis for applied policy research. In A. B. Burgess & R. Burgess (Eds.), 
Analysing qualitative data (pp. 173–194). Routledge.

Royal College of General Practitioners (2019). The RCGP curriculum: The curriculum topic guides. Royal College of General Practitioners.
Royal College of General Practitioners (2021). Mental health toolkit. Retrieved from: https://www.rcgp.org.uk/clini​cal-and-resea​

rch/resou​rces/toolk​its/menta​l-healt​h-toolk​it.aspx
Saini, P., Chantler, K., & Kapur, N. (2016). General practitioners’ perspectives on primary care consultations for suicidal pa-

tients. Health & Social Care in the Community, 24(3), 260–269. https://doi.org/10.1111/hsc.12198
Saini, P., Windfuhr, K., Pearson, A., Da Cruz, D., Miles, C., Cordingley, L., While, D., Swinson, N., Williams, A., Shaw, J., 

Appleby, L., & Kapur, N. (2010). Suicide prevention in primary care: General practitioners’ views on service availability. 
BMC Research Notes, 3(1), 246. https://doi.org/10.1186/1756-0500-3-246

Salmon, P., Dowrick, C. F., Ring, A., & Humphris, G. M. (2004). Voiced but unheard agendas: qualitative analysis of the psy-
chosocial cues that patients with unexplained symptoms present to general practitioners. British Journal of General Practice, 
54(1), 171–176.

Shiner, A., & Howe, A. (2015). Education for Primary Care Professional learning during the transition from trainee to newly 
qualified general practitioner Professional learning during the transition from trainee to newly qualified general practi-
tioner. Education for Primary Care, 24(5), 346–354. https://doi.org/10.1080/14739​879.2013.11494199

Tobin, H., Bury, G., & Cullen, W. (2020). Mental illness in primary care: a narrative review of patient, GP and population factors 
that affect prescribing rates. Irish Journal of Psychological Medicine, 37(1), 59–66. https://doi.org/10.1017/ipm.2018.35

Toner, R., Snape, C., Acton, S., & Blenkiron, P. (2010). Do general practitioners adhere to NICE guidelines for depression? 
Systematic Questionnaire Survey. Primary Health Care Research & Development, 11(2), 123–131. https://doi.org/10.1017/
S1463​42360​9990363

Van Dijk, N., Hooft, L., & Wieringa-De, W. M. (2010). What are the barriers to residents’ practicing evidence-based medicine? 
A Systematic Review. Academic Medicine, 85(7), 1163–1170.

 20448287, 2022, 4, D
ow

nloaded from
 https://bpspsychub.onlinelibrary.w

iley.com
/doi/10.1111/bjhp.12598 by T

est, W
iley O

nline L
ibrary on [27/03/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1111/eip.12936
https://doi.org/10.1111/eip.12936
http://creativecommons.org/licenses/by/4.0/.Thelicensepermitsunrestricteduse,distribution,andreproductioninanymedium,providedtheoriginalauthorandsourcearecredited
http://creativecommons.org/licenses/by/4.0/.Thelicensepermitsunrestricteduse,distribution,andreproductioninanymedium,providedtheoriginalauthorandsourcearecredited
http://creativecommons.org/licenses/by/4.0/.Thelicensepermitsunrestricteduse,distribution,andreproductioninanymedium,providedtheoriginalauthorandsourcearecredited
https://bjgpopen.org/content/early/2022/02/09/BJGPO.2021.0159
https://bjgpopen.org/content/early/2022/02/09/BJGPO.2021.0159
https://doi.org/10.1136/bmj.n1064
https://doi.org/10.3399/bjgp21X715637
https://doi.org/10.3399/bjgp21X715637
https://doi.org/10.3399/bjgp20X708257
http://www.nice.org.uk/guidance/cg16
http://www.nice.org.uk/guidance/cg133
http://www.nice.org.uk/guidance/cg133
https://doi.org/10.1080/09638239718833
https://digital.nhs.uk/data-and-information/publications/statistical/general-and-personal-medical-services/31-january-2022
https://digital.nhs.uk/data-and-information/publications/statistical/general-and-personal-medical-services/31-january-2022
https://doi.org/10.1037/0033-295X.84.3.231
https://doi.org/10.1186/s12875-020-01106-z
https://doi.org/10.1016/S1386-5056(01)00165-4
https://doi.org/10.1016/S1386-5056(01)00165-4
https://www.rcgp.org.uk/clinical-and-research/resources/toolkits/mental-health-toolkit.aspx
https://www.rcgp.org.uk/clinical-and-research/resources/toolkits/mental-health-toolkit.aspx
https://doi.org/10.1111/hsc.12198
https://doi.org/10.1186/1756-0500-3-246
https://doi.org/10.1080/14739879.2013.11494199
https://doi.org/10.1017/ipm.2018.35
https://doi.org/10.1017/S1463423609990363
https://doi.org/10.1017/S1463423609990363


       |  1295GP DRIVERS OF IMPLEMENTING SELF-HARM GUIDANCE

Wand, A. P. F., Peisah, C., Draper, B., & Brodaty, H. (2018). How do general practitioners conceptualise self-harm in their older 
patients? A qualitative study. Australian Journal of General Practice, 47(3), 146–151. https://doi.org/10.31128/​AFP-08-17-4311

Welink, L. S., De Groot, E., Pype, P., Van Roy, K., Van Den Wittenboer, I. D., Bartelink, M. L. E. L. & Damoiseaux, R. A. M. 
J. (2020). GP trainees’ perceptions on learning EBM using conversations in the workplace: A video-stimulated interview 
study. BMC Medical Education, 20(1), 1–10. https://doi.org/10.1186/s1290​9-020-02051​-2

Williams, A. J., Nielsen, E., & Coulson, N. S. (2020). “They aren’t all like that”: Perceptions of clinical services, as told by self-
harm online communities. Journal of Health Psycholog y, 25(13–14), 2164–2177. https://doi.org/10.1177/13591​05318​788403

Williams, R., Jenkins, D. A., Ashcroft, D. M., Brown, B., Campbell, S., Carr, M. J., Cheraghi-sohi, S., Kapur, N., Thomas, 
O., Webb, R. T., & Peek, N. (2020). Diagnosis of physical and mental health conditions in primary care during the 
COVID-19 pandemic: a retrospective cohort study. Lancet Public Heal, 5(10), e543–e550. https://doi.org/10.1016/S2468​
-2667(20)30201​-2

Witt, K., Milner, A., Spittal, M. J., Hetrick, S., Robinson, J., Pirkis, J. & Carter, G. (2019). Population attributable risk of factors 
associated with the repetition of self-harm behaviour in young people presenting to clinical services: a systematic review 
and meta-analysis. European Child and Adolescent Psychiatry, 28, 5–18. https://doi.org/10.1007/s0078​7-018-1111-6

YouGov. (2018). Terms and conditions of use. London: YouGov PLC. Retrieved from: https://yougov.co.uk/about/​terms​-combi​
ned/#/terms

Zwolsman, S., Te Pas, E., Hooft, L., Wieringa-De Waard, M., & Van Dijk, N. (2012). Barriers to GPs’ use of evidence-based med-
icine: A systematic review. British Journal of General Practice, 62(600), e511–e521. https://doi.org/10.3399/bjgp1​2X652382

SUPPORTI NG I NFOR M ATION
Additional supporting information may be found in the online version of the article at the publisher’s 
website.  

How to cite this article: Leather, J. Z., Keyworth, C., Kapur, N., Campbell, S. M., & Armitage, 
C. J. (2022). Examining drivers of self-harm guideline implementation by general practitioners: 
A qualitative analysis using the theoretical domains framework. British Journal of Health Psycholog y, 
27, 1275–1295. https://doi.org/10.1111/bjhp.12598

 20448287, 2022, 4, D
ow

nloaded from
 https://bpspsychub.onlinelibrary.w

iley.com
/doi/10.1111/bjhp.12598 by T

est, W
iley O

nline L
ibrary on [27/03/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.31128/AFP-08-17-4311
https://doi.org/10.1186/s12909-020-02051-2
https://doi.org/10.1177/1359105318788403
https://doi.org/10.1016/S2468-2667(20)30201-2
https://doi.org/10.1016/S2468-2667(20)30201-2
https://doi.org/10.1007/s00787-018-1111-6
https://yougov.co.uk/about/terms-combined/#/terms
https://yougov.co.uk/about/terms-combined/#/terms
https://doi.org/10.3399/bjgp12X652382
https://doi.org/10.1111/bjhp.12598

	Examining drivers of self-­harm guideline implementation by general practitioners: A qualitative analysis using the theoretical domains framework
	Abstract
	INTRODUCTION
	METHODS
	Philosophical stance
	Participants
	Design
	Procedure
	Analysis

	RESULTS
	Knowledge
	Broad principles of mental health risk assessment (enabler)
	Enhanced self-­harm training (enabler)

	Cognitive and interpersonal skills
	Skilled communication a necessary part of GP role (enabler)
	Difficult to remain sensitive when under pressure (barrier)

	Memory, attention and decision processes
	Perceived distractions from patient cues (barrier)
	Professional judgement and patient history (barrier)
	Screen alerts provide prompts (enabler)

	Environmental context and resources
	Lack of secondary resources (barrier)
	Guideline content perceived to be vague and unrealistic (barrier)
	Time constraints (barrier)

	Beliefs about capabilities
	Guidelines provide confidence and reassurance (enabler)
	Uncertainty about remit when monitoring a patient waiting for referral (barrier)

	Intervention development: Proposed functions and exemplar BCTs

	DISCUSSION
	Main findings
	Implications for practice, implementation and policy
	Strengths and limitations

	CONCLUSION
	CONFLICT OF INTERESTS
	AUTHOR CONTRIBUTION
	DATA AVAILABILITY STATEMENT

	REFERENCES


