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AbsTrACT
background There are very few studies that have 
examined the effectiveness of psychological interventions 
(PIs) that have been developed and tested in high- 
income countries to reduce self- harm in low and middle- 
income countries.
Objective To evaluate the perspectives and explanatory 
styles of youth with self- harm and their caregivers to 
inform the design of an evidence based PI in a non- 
Western cultural setting. An additional objective was to 
suggest ways of integrating local practices and traditions 
to enhance its acceptability.
Methods We conducted 15 in- depth qualitative 
interviews with youth with self- harm and four interviews 
with the caregivers in the psychiatry department of a 
tertiary hospital located in Mumbai, India. Data were 
analysed using phenomenological thematic analysis.
Findings Five themes were uncovered: (i) contextual 
factors related to self- harm including interpersonal 
factors, intrapersonal factors and socio- cultural factors; 
(ii) formulation and current feelings about the attempt 
(iii) family members and friends as the perceived 
supports and deterrents for future self- harm attempts; 
(iv) treatment related experiences with counselling, 
in- patient and outpatient treatment and barriers to 
treatment; and (v) coping strategies. Recommendations 
for key areas of adaptation include therapist adaptation, 
content adaptation to accommodate for cultural 
considerations and broader social context. Gender based 
socio- cultural norms, beliefs and stigma attached to self- 
harm need to be specifically addressed in South Asian 
setting. Interpersonal conflicts are the most common 
triggers.
Conclusion and clinical implications To our 
knowledge this is the first study in the South Asian 
context evaluating explanatory styles of youth with self- 
harm and their caregivers to inform the design of an 
intervention to ensure its cultural congruence. Cultural 
adaptation of an evidence based PI results in competent 
delivery and ensures best results in diverse ethno- cultural 
populations.

bACkgrOund
Globally, 78% of all completed suicides occur in low 
and middle- income countries (LMICs).1 There are 
very few studies that have examined the effective-
ness of psychological interventions (PIs) that have 
been developed and tested in high- income coun-
tries to reduce self- harm in LMICs.2 Many of these 
interventions do not adequately take into account 
client’s unique cultural values and norms.3 The 
nature of the problem is such that any intervention 

for self- harm or suicide must address the associated 
social, and individual determinants for a significant 
impact.4

Furthermore, the role of cultural factors in 
psychotherapy adaptations has been increasingly 
identified.5 Cultural adaptation of an evidence 
based PI results in competent delivery and ensures 
best results in diverse ethno- cultural populations.3 
Such an adaptation should take into account cultural 
norms and values elicited by an evaluation of the 
explanatory style of the clients and family members 
for which the PI is being adapted.3 6 Bernal et al 
suggest such adaptations to be the way forward to 
provide effective psychotherapies to all individuals 
contextualised in terms of cultural values, language, 
socioeconomic status and gender.3

Explanatory style is defined as ‘notions about 
an episode of sickness and its treatment that are 
employed by all those engaged in the clinical process 
(clients, families, practitioners)’.7 We conducted the 
current qualitative study as part of a larger mixed 
method study to inform the design of a PI for 
self- harm in youth. The larger study consisted of 
smaller studies: in- depth interviews to explore the 
explanatory styles of youth who have self- harmed; 
review of effectiveness of self- harm interventions in 
youth; focused group discussions with stakeholders 
including youth who have self- harmed and mental 
health professionals working with this population; 
integrating strategies identified using smaller studies 
into a modular- intervention; and pilot testing the 
intervention to test the acceptability and feasibility.
The qualitative methods were deemed most appro-
priate to explore the explanatory style of youth 
with self- harm to optimise the content, structure 
and delivery of a PI for self- harm.8

ObjeCTive
The objective of this qualitative study was to eval-
uate the perspective of clients and family members 
and their explanatory styles around self- harm to 
inform the design of an evidence based intervention 
for self- harm in youth in a non- Western cultural 
setting.

MeThOds
The study consisted of 15 in- depth qualitative 
interviews with youth and four interviews with 
the caregivers of youth presenting to the psychi-
atry department of a major public sector tertiary 
hospital located in Mumbai, India following a 
self- harm attempt. We recruited participants from 
15 years to 24 years of age to ensure inclusion of 
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Table 1 Details of the participants

Age
(years) gender Marital status

education
employment Living with Mental illness diagnosis

number of 
attempts

number of 
hospital 
admissions

Themes identified
(from tables 2 and 3)

1. 23 M Unmarried Graduate Parents and sibling No diagnosis 2 1 Ia, Ie, If, IIa, IIb, IIe, IIIa, IVa, IVc, IVd, Vb

2. 17 M Unmarried School grade 10 dropout Parents Cluster B personality traits, 
conduct disorder

1 1 Ia, Ic, Id, If, IIa, IIb, IIf, IIIb, IVa, IVe, Vb

Cg: Ib, Ic, IIc, IId, IIe, IIg, IIIb, IVa, IVb, IVc

3. 17 F Unmarried In school Parents Premenstrual dysphoric 
disorder

1 0 Id, IIe, IIIa, IIIb, IVd, Vc

Cg: Id, IIb, IIe, IIIc, IVb

4. 15 F Unmarried In school In residential 
accommodation

Oppositional defiant disorder, 
major depressive disorder

1 0 Ia, Ic, Id, IIe, Va

Cg: Ia, Ib, IIa, IIc, IIg, IIIa, IIIc, IVd

5. 16 F Unmarried School grade 9 dropout Parents and siblings Cluster B personality traits, 
learning disability

1 1 Ia, Id, IId, IIe, IIIa, IVa, IVe, Va

Cg: Ia, IId, IIg, IIIb, IVb, IVd

6. 19 F Unmarried School grade 11 dropout Parents and siblings Conversion disorder, 
generalised anxiety disorder

4 1 Ia, Id, IIa, IIc, IIb, IId, IIe, IIIa, IVa, IVb, IVc, 
IVe, IVf, IVg, Va, Vb, Vc, Vd

7. 24 M Married Graduate
Works as peon

Disabled father, 
mother and wife

Cluster B personality traits 2 1 Id, Ie, If, IIa, IIe, IIg, IIIa, IIIb, IVa, IVb, 
Vb, Vc, Vd

8. 23 M Engaged Graduate
Unemployed

Father Obsessive compulsive disorder, 
major depressive disorder

2 0 Ie, If, IIe, IIg, IIIa, IVb, IVc, IVd, Vb, Vc, Ve,

9. 18 F Unmarried In college Parents, sibling No diagnosis 1 1 Id, IId, IIe, IVa, IVd, IVg, IVe

10. 19 F Married,
estranged from husband

School grade 8 drop- out
Works as personal caretaker

Mother Major depressive disorder, 
post- traumatic disorder

2 1 Ia, Ii, IIb, IId, IIf, IVa, IVd

11. 20 F Engaged Finished grade 12 Parents No diagnosis 1 1 Ia, Ib, Id, IIc, IIe, IIg, IIIb, IVa, IVe, IVf

12. 22 F Unmarried Studying in college Parents Alcohol dependence, post- 
traumatic stress disorder

5 3 Ia, Id, Ig, IIb, IId, IIe, IIIb, IIIb, IVa, IVb, 
IVd, IVe, Vb, Vf

13. 22 M Unmarried Shopkeeper Roommate Alcohol dependence, cluster B 
personality traits

3 1 Ia, Id, Ie, IIb, IIIb, IVa, IVc, Vf

14. 20 F Divorced Grade 9 dropout Brother and sister- 
in- law

No diagnosis 1 1 Ia, Ib, Id, Ig, Ih, IIb, IId, IIe, IIg, IIIb, 
IVa, IVe

15. 22 F Unmarried Graduate, enrolled in a 
computer course

Parents Recurrent depressive disorder, 
social phobia

2 1 Ib, Ie, Ig, Ii, IIa, IIb, IIe, IIf, IIIb, IVa

CG, themes from caregivers' interviews; F, female; M, male.

mid- adolescence and late- adolescence, a point of higher preva-
lence for self- harm,9 and the most vulnerable age range for death 
due to suicide, especially in women.10 11 Suicide is the second 
leading cause of death in 15–29 years of age in India12 and the 
second most common cause of death among 10–24 year olds 
worldwide after road traffic accidents.13 14 As age increases, self- 
harm rates decline.13

In India, adulthood is considered to begin at 18 years of age. 
Caregivers of participants under 18 years of age were invited 
for the interviews to get a comprehensive understanding of the 
circumstances of self- harm as well as the explanatory styles of 
caregivers to ensure we captured sufficient information relevant 
to this key age group. The role of caregivers in help- seeking 
behaviour and outcome of any PI is likely to be greater in younger 
clients. The sampling was purposeful with an aim to ensure 
representation across both genders, through the age range for 
the study and include different experiences and frequencies of 
self- harm, selected on the basis of repetition of self- harm (never, 
once, more than once).

The in- depth interviews were conducted by the first author 
using two interview guides, one each for youth with self- harm 
and caregivers (online supplementary appendix). The interviews 
covered four domains: details of the self- harm episode; history 
and course of self- harm; experience of treatment received 
following self- harm and process and content related perspectives 
for an intervention for self- harm. All the interviews were audio 
recorded after obtaining necessary written informed consent. We 
used the concept of data saturation as suggested by Saunders 
et al to gauge the total number of interviews.15 The number of 
interviews are consistent with the qualitative research conducted 
in the field of self- harm previously and similar to the experience 

of one of the authors (VP) of conducting qualitative research in 
Indian setting.16

The audio recordings were transcribed verbatim for the 
analysis. Data were analysed using phenomenological thematic 
analysis.17 The approach to understand the phenomena was 
inductive with the themes identified linked to the data, without 
an attempt to fit the data in a pre- existing coding framework.18 
Two authors (SA, DB) independently coded the transcripts after 
familiarising themselves with the transcripts, noting observations 
and descriptive comments to reflect initial understanding of the 
content. The subthemes were identified from the data to capture 
the essential qualities of the interview and consisted of summa-
ries and examples. Subthemes with a common point of refer-
ence were unified into themes. The labels were finalised after 
a comparison of the themes and discussion about any differ-
ences. A spread sheet with a data matrix was used to facilitate a 
comparison between subgroups (male and female, marital status) 
and within subgroups (age and gender).

resuLTs
The duration of the in- depth interviews ranged from 45 min to 
90 min. There were 10 female and 5 male participants in the 
study. Four participants were under 18 years of age. The details 
of the participants are listed in table 1. Although as many as 10 
participants had harmed themselves in the past, only one had 
a history of past hospital admission following self- harm. The 
numbered themes in the last column in table 1 correspond to 
tables 2 and 3.

Five themes were identified from the participants’ interviews. 
(1) Contextual factors related to self- harm, formulation and 
current feelings. (2) Formulation and current feelings about the 
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Table 2 Themes and subthemes from participants’ interviews

I. Contextual factors related to self- harm.

Interpersonal factors a. Interpersonal conflict with family member, 
acquaintance, workmate, friend.

b. To repair the relationship.
c. Exposure to recent self- harm by someone known/

close to client.

Intrapersonal factors a. Inability to control emotions such as anger.
b. Overwhelming sense of hopelessness/despair.

Socio- cultural factors a. Financial stressors, employment loss.
b. Stigma due to perceived promiscuous/sexually 

provocative behaviour.
c. Stigma due to infertility.
d. Fear of losing face/societal respect.

II. Formulation and current feelings about the attempt.

Formulation a. Normalising past self- harm attempt as an option to 
deal with stressor.

b. Sense of problems being extreme and 
circumstances exceptional.

c. Significant stigma related to people who self- harm 
and difficulty in accepting self as part of that 
group.

d. Sense of social isolation.

Current feelings a. Remorse about attempt, self- harm a mistake and 
an act of betrayal towards family members.

b. Regret about failed attempt.
c. Considering failed attempt as second chance at 

life—reflecting on attempt and resolutions about 
future.

III. Perceived supports, and deterrents.

a. Family members and friends main support.
b. Parental concern and familial relationships as deterrent towards future attempts.

IV. Treatment related experiences around self- harm attempt, help- seeking and 
potential barriers to help- seeking.

a. In- patient hospital treatment as less useful, psychiatry assessment and 
management more helpful.

b. Treatment experiences prior to the attempt unhelpful as clients did not feel heard 
and understood.

c. Professional support by doctor considered more useful than by just counsellor.
d. Counselling useful if tailored to needs.
e. Impulsive nature of self- harm leading to doubt about usefulness of counselling.
f. Beliefs about people who harm themselves a barrier to help- seeking.
g. Talking to stranger a barrier for counselling.

V. Coping strategies found useful to allay self- harm thoughts.

a. Distraction Strategies useful.
b. Socialising with friends/going outside of home/when someone talks to them 

considered as supportive timeout strategy and useful to think clearly.
c. Confiding in family members supportive.
d. Exercise as a helpful strategy.
e. Religious beliefs as protective.
f. Substance use for emotional regulation.

Table 3 Themes and subthemes from caregivers’ interviews

I. Contextual factors related to self- harm.

a. Interpersonal conflict with family member, acquaintance, workmate, friend.
b. Exposure to recent self- harm by someone known.
c. Due to a religious vow.
d. Overwhelming physical pain.

II. Formulation and current feelings about the attempt.

Formulation a. Self- harm as an act to get attention.
b. Sense of physical problem being extreme and circumstances 

exceptional.
c. Self- harm as an option to deal with stressors as learnt from 

others who have acted similarly.
d. Shameful act causing embarrassment to the family.

Current feelings a. Feelings of helplessness and guilt.
b. Feelings of anger.
c. Fear of repetition.

III. Treatment related experiences around a self- harm attempt, help- seeking and 
barriers to help- seeking.

a. Treatment experiences prior to attempt unhelpful.
b. Counselling to help them make better choices.
c. Counselling may not be effective due to the reasons for self- harm interfering 

with the benefits.

IV. Strategies to help them in future.

a. By monitoring their company closely.
b. By letting them know how much their act has affected the family.
c. By getting professional help such as counselling.
d. By following the doctor’s recommendations.

attempt (3) Perceived supports, deterrents. (4) Treatment related 
experiences around self- harm attempt, help- seeking and poten-
tial barriers to help- seeking. (5) Coping strategies found useful 
to allay self- harm thoughts (table 2).

i. Contextual factors related to self-harm, formulation and 
current feelings
The contextual factors consisted of three categories, interper-
sonal; intrapersonal; and socio- cultural factors.

Interpersonal factors
The interpersonal factors included conflict with another person, 
self- harm in an attempt to influence other person’s behaviour 
or contact with someone who had harmed themselves. An 

underlying inability to resolve the situation using any other 
option or considering self- harm to be the best possible option 
was a common subtheme in all the cases.

There was a distinct difference in the interpersonal factors 
between the two genders. Relationship difficulties and conflict 
in a marital unit, with a fiancé or a boyfriend was present in 
four female participants. A conflict with a friend (15- year- old 
participant) or with one of the parents preceded the self- harm 
attempt in three female participants. According to a female 
participant lack of trust of her fiancé led her to resort to self- 
harm. “He [fiancé] was having doubts about me…what if I get 
attracted towards someone else.” (Female, 20 years). Three 
participants harmed themselves when the relationship broke 
down. “I thought after taking phenyl either I will die or he 
[fiancé] will realise that I can kill myself for him…” (Female, 
20 years).

A complex interplay of interpersonal and sociocultural factors 
contributed to self- harm in two instances. A female participant 
reported a significant fear of losing face in the society following 
failure of a relationship. “Now if we are not together there is no 
point in my living… I have had experiences [referring to phys-
ical relationship and medical termination of pregnancy] that an 
unmarried girl should not have had.” (Female, 22 years).

The interpersonal conflict with a family member occurred in 
context of unemployment in two male participants whereas a 
conflict with a workmate precipitated a self- harm attempt in the 
third instance. “Younger sister joined in saying ‘You don’t work 
outside, earn money or contribute in the housework’.” (Male, 
23 years).

The youngest male (17 years) and female participants (15 
years) had a close contact with someone who had self- harmed 
prior to the attempt. “He had seen 4–5 people eating rat- kill 
[local rat poison brand] in our neighbourhood recently. Two of 
them died.” (Caregiver of male, 17 years) (table 3).
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Intrapersonal factors
Overriding emotions and inability to regulate their emotional 
state prior to self- harm was the main intrapersonal factor. Most 
of them were extremely angry and some experienced an over-
whelming sense of hopelessness/despair. Despair was experi-
enced by up to four males as compared with a single female. “I 
inserted ‘sua’ [needle] in my wrist…I can’t control anger. Other 
people stop me but at that time there was no one to stop.” (Male, 
22 years).

Socio-cultural factors
Socio- cultural contextual factors were different for both genders. 
Employment related and financial factors played an important 
role in self- harm in four out of five male participants. These 
factors were compounded by the interpersonal difficulties and 
longstanding conflict leading to despair.

On the other hand, shame and stigma due to perceived 
flouting of social norms about feminine role in society, was an 
important subtheme identified from the five female participants’ 
interviews. Three of them reported being humiliated by family 
members for perceived promiscuous or sexually provocative 
behaviour. “Then he [father] told me that I wear short clothes 
and dance nude (in a pub) like a prostitute. I replied back stating 
I was not a prostitute.” (Female, 22 years).

A single female participant was taking medical help for infer-
tility that led to strained relationship with the husband. Another 
female participant attributed self- harm to inability to access the 
child after separation from husband and a sense of shame and 
guilt about leaving the child. “My son is with the in- laws, they 
don’t allow me to meet him. I must die as I have left my child to 
get a better life.” (Female, 19 years).

ii. Formulation and current feelings about the attempt
Most participants formulated the attempt as an error of judge-
ment due to overwhelming emotions and feelings of utter 
despair and hopelessness. Up to 12 participants expressed 
remorse about the self- harm. They considered the act a mistake 
mainly in consideration of their family members and friends. “I 
was thinking about my wife, my parents… if I go, who will take 
care of them. It was a mistake.” (Male, 24 years).

Two female participants going through marriage related prob-
lems expressed a sense of isolation and a lack of friendship that 
could have possibly averted the situation. Both of them reported 
an inability to maintain friendships following their marriage. “I 
feel the need to share my difficulties at such times with a friend 
who can understand it.” (Female, 23 years).

Four female and three male participants considered failed 
attempt as a second chance at life and suggested they would use 
the opportunity to reflect on their life and set goals for future. 
“This gave me a chance to think about wanting to live my life 
without my husband.” (Female, 20 years).

Three participants, two female and one male, reported feeling 
disappointed about the failed attempt. The psychopathology was 
much worse in these cases as compared with the rest. In the male 
participants there were significant personality vulnerabilities and 
the other two suffered from post- traumatic stress disorder and 
recurrent depressive disorder respectively.

iii. Perceived supports, and deterrents for self-harm
Family members and friends were identified as the main support 
following the self- harm by up to six participants.

Seven participants reported the parental concern and family 
relationships as a significant deterrent towards any such future 

attempt. “Third time I will definitely not do it because of my 
dad.” (Male, 24 years).

In as many as eight participants, no clear deterrent could be 
identified. An acknowledgement of the distress that family might 
experience due to repeat self- harm did not act as a deterrent in a 
few participants. “As I said… I know my family will suffer more 
than me… But I am not able to go on like this…” (Female, 22 
years).

iv. Treatment related experiences around self-harm attempt, 
help-seeking and potential barriers to help-seeking
Many of the participants (n-12) were admitted in the in- pa-
tient unit of the medicine department following the self- harm 
attempt. The median length of in- patient stay was 3 days. None 
of them found the treatment received in the in- patient unit of 
any psychological help.

Referral and subsequent assessment in the psychiatry outpa-
tient department was reported to be supportive by eight partic-
ipants. “The ward where I was admitted was of no use. In the 
outpatient department, I felt understood by the doctor who was 
making helpful suggestions.” (Male, 24 years).

Two male participants had received counselling prior to the 
recent most self- harm attempt but none of them found it helpful. 
“It should have been more helpful [counselling session]. I didn’t 
feel any better. So I decided to go to the doctor and told him I 
would go ‘mental’. He prescribed me a few medicines, didn't 
make me understand anything.” (Male, 24 years).

Six participants (including the two who had received counsel-
ling prior to self- harm) reported that counselling could be useful 
only when they feel understood, heard and it is tailored to their 
needs. “The counsellor kept suggesting a lot of things. I am not 
sure she understood what I was going through.” (Male 23 years). 
Three male participants and a female participant were of the 
view that counselling received from the doctor was of more use 
as compared with that received by the counsellor. “What the 
doctor says is not equal to another person saying as it carries 
more weightage.” (Male, 23 years).

Perceptions of self- harm as something done on the spur of the 
moment and therefore, could not be predicted or gotten help 
for, was a significant barrier to help seeking in seven cases. “I am 
not sure if it [counselling] would have helped me when I harmed 
myself…it happened so suddenly.” (Female, 18 years).

Two female participants felt that self- harm is done by a 
specific set of people and didn’t consider themselves a part of 
that group preventing them from sharing their distress prior to 
the attempt with anyone. “Wrong people do so. People who are 
in love and break- up… I don’t want to be thought of as one of 
them.” (Female, 19 years).

Talking to a stranger was considered to be a barrier for coun-
selling by two female participants. “I don't talk to any outsider, 
only my family members. I wouldn’t want to talk to a stranger…” 
(Female, 19 years).

v. Coping strategies found useful to allay self-harm thoughts
There were differences in the coping strategies used by both 
genders. Males preferred going out with friends as compared 
with females who preferred to distract themselves using music 
or other household activities. Four out of five male participants 
reported socialising with friends as a useful timeout strategy. 
Three female participants reported using distraction strategies 
such as listening to music, and getting involved in household 
activities such as cooking useful.
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Physical exercise was reported to be helpful by a male partici-
pant whereas breathing exercises were found useful by a female 
participant.

Four participants identified confiding in family members 
about self- harm thoughts as helpful. The supportive actions of 
the family members in two of these cases were influenced by 
the involvement and information provided by the mental health 
professionals. “Then my mother told me to take deep breaths 
[breathing exercises taught by doctor]. I felt relaxed…” (Female, 
19 years).

The presenting self- harm episodes in two participants who had 
used alcohol to allay self- harm thoughts in the past, happened 
in absence of any alcohol use. Religious beliefs and rituals such 
as praying were immensely useful for a male participant whose 
father was a priest. “I kept my belief in God and prayed dili-
gently. Half of the thoughts to harm myself were gone…” (Male, 
22 years).

Themes and subthemes identified from caregivers’ interviews
The formulation of self- harm as an attention seeking act that 
brought a lot of shame on the family were additional subthemes 
that emerged from the caregivers’ interviews (table 3). “ She 
harmed herself to get attention from others…she has tried to 
scare other girls in the past by acting like a ghost. This could be 
similar to those acts…” (Caregiver of female, 15 years).

A sense of fear about repetition of act, feelings of helpless-
ness and guilt and a sense of anger that the family experienced 
due to the act were other subthemes that were identified. Three 
caregivers reported using the impact of the act on their family 
to deter the clients from doing it again. Two caregivers felt that 
counselling may help the participants in making better choices 
than harming themselves in future. However, two other care-
givers felt that counselling may not be of use as the purpose of 
self- harm was to get some immediate practical gains that coun-
selling cannot offer.

disCussiOn
We have reported findings of in- depth interviews of young 
people who presented to a tertiary hospital in a metropolitan 
city of a South Asian country following a self- harm attempt. 
The interviews explored the explanatory styles of participants 
to identify salient domains for cross- cultural adaptation of a PI. 
There are limited PIs that have been adapted for self- harm in 
South Asian setting and none that are specific to youth.

The steps to identify the areas for adaptation were based on 
previously used process- driven stage model for cultural adap-
tation of an evidence based family skills training programme.19 
The steps were: identification of key domains to target (conflict 
resolution skills, emotional regulation skills, social network 
enhancement skills); determining realms where an adaptation 
would be helpful (therapist adaptation; content adaptation to 
integrate the cultural considerations; and provisions to take 
into consideration the broader social context); using available 
evidence to select the PIs with components that could poten-
tially be adapted ; and identifying the ways in which specific 
PI components could incorporate the strategies to make them 
culturally consonant (table 4).

In the current study, majority of the participants reported 
having an unempathic and unhelpful experience during the 
in- patient admission following self- harm. The limited benefit 
experienced by two participants who received counselling 
highlights the importance of rapport, and shared goal setting. 
In these instances, the participants felt counsellor was keener 

to give advice rather than listening to them, understand their 
experiences and work on a collaborative plan. The intervention 
should allow for a therapist–client matching with the therapist 
having an awareness of local customs and possibly some shared 
experiences. Such a therapist challenging the stereotypes, 
prejudices and discriminatory behaviour associated with self- 
harm and gender based socio- cultural norms might be more 
acceptable to the clients. In a PI adaptation for depression, the 
therapist belongs to the same community and is well versed 
in the socio- cultural norms.6 20 Another subtheme that stood 
out was the faith that the participants showed in the medical 
professionals. Traditionally, medical professionals are highly 
respected and tend to be more directive in approach in this 
setting.21 Their involvement even if peripheral and in a super-
visory role, might help in addressing some of the stigma asso-
ciated with self- harm by influencing the explanatory styles of 
the clients and help gather a greater amount of conviction in 
the treatment process.

More importantly, the PI should take into account the tradi-
tional gender based social roles and it’s perceived failure, 
resulting in distress. For example, an expectation from males to 
earn a living and support the household and women to behave 
in a certain way for them not to be perceived as sexually promis-
cuous. The stigma experienced by five female participants due 
to perceived promiscuous/sexually provocative behaviour, infer-
tility and fear of losing societal respect contributed significantly 
to self- harm. In addition, these beliefs and gender based norms 
can influence the help- seeking behaviour and the responses 
of the caregivers.22 For example, psychological distress in the 
context of unemployment might be considered by the male 
client as well as the family members as unworthy of warranting 
any help. The negative beliefs about people who self- harm, 
interfered in timely help- seeking in two female participants. 
The intervention could have addressed these beliefs leading to 
proactive help- seeking.

The content of the PI could accommodate for the strategies 
that the person has used and found useful as well as other local 
practices such as meditation or religious rituals (where appro-
priate and acceptable) for a personalised approach to treatment. 
Longstanding conflict in family and interpersonal relationships 
with underlying deficits in coping skills acted as a trigger in 
majority of participants in the study. At the same time, familial 
relationships were identified as a main support in times of crisis 
and a deterrent for future attempts. This makes it important for 
the PI to address long- standing interpersonal conflicts as well as 
allow flexibility for an individualised therapy involving supports 
identified by the client.

There have been PI adaptations that have used scenarios, 
idioms and material resembling the client’s situation and back-
ground resulting in enhanced cultural congruence.23 A PI with 
conflict resolution skills, emotional regulation skills as well as 
social network enhancement skills training would be able to 
cater to the domains identified by the qualitative interviews in 
the current study (table 2). Evidence based PIs such as problem 
solving therapy, interpersonal therapy, dialectical behaviour 
therapy have emotional regulation, problem solving and inter-
personal conflict resolution skills training as part of the treat-
ment package.24–26

Furthermore, going out with friends which constituted an 
important coping strategy for males was an important deficit 
acknowledged by a couple of female participants. PI with inte-
grated social network planning and enhancement techniques 
could be especially useful for females in this context.
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COnCLusiOn And CLiniCAL iMPLiCATiOns
To conclude, the qualitative study gives helpful directions for the 
design of a PI for self- harm in youth in a South Asian setting to 
ensure its cultural congruence. The adaptation could integrate 
local practices and traditions to enhance its acceptability with 
flexibility to allow for incorporation of the individual experi-
ences leading to better clinical outcomes.
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